
Board of Directors Meeting - Open
(Thursday 3 November 2022)
Thu 03 November 2022, 12:30 PM - 05:20 PM

Harris Room Spitfire Ground, St Lawrence,Old Dover

Road,Canterbury CT1 3NZ/WebEx

Agenda

OPENING/STANDING ITEMS

22/134
Welcome and Apologies for Absence (12:30) 10 mins

To Note Chairman

Verbal

22/135
Confirmation of Quoracy

To Note Chairman

Verbal

22/136
Declaration of Interests

To Note Chairman

 22-136 - REGISTER 2022-23 V54 - from October 2022.pdf (5 pages)

22/137
Minutes of Previous Meeting held on 6 October 2022

Approval Chairman

 22-137 - Unconfirmed BoD 06.10.22 Open Minutes DRAFT.pdf (14 pages)

22/138
Matters Arising from the Minutes on 6 October 2022

Approval Chairman

 22-138 - Front Sheet Public BoD Action Log.pdf (2 pages)

22/139
Chairman's Report (12:40) 5 mins

12:30 PM - 12:40 PM

10 min

12:40 PM - 12:40 PM

0 min

12:40 PM - 12:40 PM

0 min

12:40 PM - 12:40 PM

0 min

12:40 PM - 12:40 PM

0 min

12:40 PM - 12:45 PM

5 min



Information Chairman

 22-139.1 - Chairman Report Nov 2022 Board FINAL.pdf (4 pages)
 22-139.2 - App 1 Chairman's Statement Board 21 Oct 22.pdf (3 pages)
 22-139.3 - App 2 Council of Governors Statement Board 21 Oct 22.pdf (3 pages)
 22-139.4 - App 3 Chairman Report NEDs commitments.pdf (1 pages)

22/140
Chief Executive's (CE's) Report (12:45) 10 mins

Discussion Chief Executive

 22-140 - CE Report to Board 3 November 2022.pdf (5 pages)

22/141
Independent Investigation into East Kent Maternity Services (IIEKMS)
Report - Reading the Signals - Next Steps (12:55)

Discussion Chief Executive / Chief Nursing and Midwifery Officer (CNMO)

 22-141 - IIEKMS Board Report- 03.11.22 FINAL.pdf (7 pages)

22/142
unallocated due to item postponed

CORPORATE REPORTING (COVERING ALL 'WE CARE' STRATEGIC
OBJECTIVES)

22/143
Integrated Performance Report (IPR) (1:15) 30 mins

Discussion Chief Executive/Executive Team

 22-143.1 - IPR 3 Nov 2022 Board Header.pdf (4 pages)
 22-143.2 - Appendix 1 IPR v4.4 Sep 22 final.pdf (38 pages)

22/144
Finance Report (1:45) 10 mins

Discussion Chief Finance Officer (CFO)

Month 6 Finance Report

 22-144.1 - Front Sheet M6 Finance Report Board.pdf (3 pages)
 22-144.2 - Month 6 Finance Performance Report 202306.pdf (28 pages)

22/145
Chief Medical Officer's (CMO's) Report: Medical Workforce (1:55) 10 mins

12:45 PM - 12:55 PM

10 min

12:55 PM - 01:15 PM

20 min

01:15 PM - 01:15 PM

0 min

01:15 PM - 01:45 PM

30 min

01:45 PM - 01:55 PM

10 min

01:55 PM - 02:05 PM

10 min



Discussion Chief Medical Officer (CMO)

 22-145 - CMO Report 25.10.22.pdf (5 pages)

22/146
Board Assurance Framework (BAF) (2:05) 10 mins

Assurance Chief Executive

 22-146.1 - BAF Risk Register BOD 25.10.2022final.pdf (11 pages)
 22-146.2 - Appendix 1 Q2 BAF 2022-23 final.pdf (11 pages)

TEA/COFFEE BREAK 2:15-2:25 (10 Mins)

OUR PATIENTS OUR QUALITY AND SAFETY

22/147
Maternity Services: (2:25) 30 mins

Information CNMO / Clinical Director for Women's Health / Interim Director of Midwifery (DoM)

Clinical Negligence Scheme for Trusts (CNST) - Maternity Incentive Scheme Year 4

22/147.1
Perinatal Quality Surveillance Tool (PQST) Report

Approval CNMO

 22-147.1 - PQST September 2022 v4 FINAL.pdf (12 pages)

22/147.2
Perinatal Mortality Review Tool (PMRT) Quarterly Report - Q2 2022/23

Assurance CNMO

 22-147.2.1 - PMRT Q2 2022-23 BoD Report FINAL.pdf (8 pages)
 22-147.2.2 - App 1 PMRT Board Report EKHUFT 2022-07-01_2022-09-30).pdf (1 pages)

22/147.3
Transitional Care Services

Assurance CNMO

 22-147.3.1 - CNST Safety Action 3_Transitional Care Q1 2022-23 Front Sheet FINAL.pdf (2 pages)
 22-147.3.2 - Appendix 1 CNST Safety Action 3_Transitional Care Q1 2022-23F INAL.pdf (24 pages)

22/147.4
Maternity and Neonatal Assurance Group (MNAG) - Quarterly Report

Assurance CNMO

 22-147.4 - Q2 Q3 MNAG report with Safety Champion FINAL.pdf (10 pages)

22/148
Chief Nursing and Midwifery Officer (CNMO) Quarterly Report (2:55) 10

02:05 PM - 02:15 PM

10 min

02:15 PM - 02:25 PM

10 min

02:25 PM - 02:55 PM

30 min

02:55 PM - 03:05 PM

10 min



mins

Assurance CNMO

 22-148 - CNMO Quarterly report to the Board November 22 FINAL.pdf (7 pages)

22/149
Safeguarding Adults and Children Quarter 1 Report (3:05) 10 mins

Assurance CNMO

 22-149.1 - Board Safeguarding Adults and Children 3 November 2022 Q1 Report FINAL.pdf (4 pages)
 22-149.2 - App 1 - Board Safeguarding Adults and Children 3 November 2022 Q1 Report.pdf (3 pages)

22/150
Winter Plan 2022/23 (3:15) 10 mins

Assurance Chief Operating Officer (COO)

 22-150.1 - Winter Plan 22-23_BOARD Front Sheet 011122.pdf (5 pages)
 22-150.2 - App 1 EKHUFT Winter Plan 22-23 Board 011122.pdf (65 pages)

22/151
Patient Safety and Quality Governance Roadmap - update (3:25) 15 mins

Approval Executive Director of Quality Governance (EDQG)

 22-151.1 - Patient Safety Front Sheet.pdf (6 pages)
 22-151.2 - Appendix 1 Patient Safety in East Kent Hospitals Update Oct 22.pdf (13 pages)

22/152
Outcome of NHS England Core Standards for Emergency Preparedness,
Resilience and Response (EPRR) Annual Assurance and update on
current workstreams (3:40) 10 mins

Assurance Chief Operating Officer (COO)

 22-152 - Core Standards EPRR Assurance Outcome 2022.pdf (8 pages)

REGULATORY AND GOVERNANCE

22/153
Kent and Medway Mechanical Thrombectomy Service Business Case
(3:50) 10 mins

Approval Chief Finance Officer

 22-153.1 - Board Front Sheet Mechanical Thrombectomy Nov 2022 v1.pdf (7 pages)
 22-153.2 - Appendix 1 Mechanical Thrombectomy Full Business Case.pdf (30 pages)

03:05 PM - 03:15 PM

10 min

03:15 PM - 03:25 PM

10 min

03:25 PM - 03:40 PM

15 min

03:40 PM - 03:50 PM

10 min

03:50 PM - 04:00 PM

10 min



22/154
Governance Improvement Plan and Recovery Support Programme
Updates (4:00) 10 mins

Discussion Chief Finance Officer

National Team for Intensive Support - scope document (Chief Executive)

 22-154.1 - Governance Report November Board final 1.0.pdf (5 pages)
 22-154.2 - Appendix 1 November RSP Dashoard.pdf (6 pages)
 22-154.3 - EK BOARD PAPER FINAL.pdf (4 pages)
 22-154.4 - Appendix 1 EAST KENT SCOPE FINAL.pdf (19 pages)

22/155
Finance and Performance Committee (FPC) - Chair Assurance Report
(4:10) 10 mins

Approval Chair Finance and Performance Committee - Nigel Mansley

Business Cases (BC)
Community Diagnostics Centre Strategy BC
Public Sector Decarbonisation Scheme - Round 3B

 22-155.1 - FPC Chair Assurance Report BoD 25.10.22 final.pdf (5 pages)
 22-155.2 - Appendix 1 CDC Yrs 2-5 Strategy BCase.pdf (4 pages)
 22-155.3 - Appendix 2 Carbon 25 Oct 22.pdf (2 pages)

22/156
Quality and Safety Committee (Q&SC) - Chair Assurance Report (4:20) 10
mins

Assurance Chair Quality & Safety Committee - Raymond Anakwe

 22-156 - QSC Assurance Report 27.10.22 BoD FINAL.pdf (4 pages)

22/157
Integrated Audit and Governance Committee (IAGC) – Chair Report (4:30)
10 mins

Assurance Chair Integrated Audit and Governance Committee - Dr Olu Olasode

 22-157 - IAGC Chair Board Assurance Report (October 2022) Final.pdf (5 pages)

22/158
Nominations & Remuneration Committee (NRC) - Chair Report (4:40) 5
mins

Assurance Chair Nominations and Remuneration Committee - Jane Ollis

 22-158 - NRC Chair Board Assurance Report Oct 2022 Open FINAL.pdf (3 pages)

04:00 PM - 04:10 PM

10 min

04:10 PM - 04:20 PM

10 min

04:20 PM - 04:30 PM

10 min

04:30 PM - 04:40 PM

10 min

04:40 PM - 04:45 PM

5 min



22/159
Charitable Funds Committee (CFC) - Chair Assurance Report (4:45) 5 mins

Assurance Chair Charitable Funds Committee - Jane Ollis

 22-159 - CFC Chair Board Assurance Report (11.10.22) DRAFT V1.pdf (3 pages)

CLOSING MATTERS

22/160
Any Other Business (4:50) 5 mins

Discussion All

Verbal

22/161
Questions from the Public (4:55)

Discussion All

Verbal

Date of Next Meeting: Thursday 8 December 2022

04:45 PM - 04:50 PM

5 min

04:50 PM - 04:55 PM

5 min

04:55 PM - 05:10 PM

15 min



REGISTER OF DIRECTOR INTERESTS – 2022/23 FROM NOVEMBER 2022 
        

1 

NAME POSITION HELD INTERESTS DECLARED 

 
FIRST APPOINTED 

 
ANAKWE, RAYMOND  
 

 
Non-Executive Director 

 
Medical Director and Consultant Trauma and 
Orthopaedic Surgeon at Imperial College Healthcare 
NHS Trust (1) 
 

 
1 June 2021 
(First term) 
 

 
ASHMAN, ANDREA 
 

 
Chief People Officer 
 

 
None 
 
Closed interest 
MY Trust (started 11 November 2014/finished 20 July 
2020) (4) 
 

 
Appointed 1 September 
2019 
 

 
BAIRD, STEWART 
 

 
Non-Executive Director 

 
Stone Venture Partners Ltd (started 23 September 
2010) (1) 
Stone VP (No 1) Ltd (started 15 August 2017) (1) 
Stone VP (No 2) Ltd (started 1 December 2015) (1) 
Hidden Travel Holdings Ltd (started 16 May 2014) (1) 
Hidden Travel Group Ltd (started 15 October 2015) (1) 
Trustee of Kent Search and Rescue (Lowland) 
(started 2013) (4) 
Non-Executive Director of Spencer Private Hospitals  
(started 1 November 2021) (1) 
Director of SJB Securities Limited (started 30 October 
2013) (1) 
Non-Executive Director of Continuity of Care Services 
Ltd (started 1 October 2022) (1) 
 
Closed interests 
Stone VP (No 3) Ltd (started 20 November 
2017/finished 21 March 2022) (1) 
Qunifi Holdings Ltd (started 30 November 2017/ 
finished 21 March 2022) (1) 
Qunifi Ltd (started 13 February 2015/ finished 21 
March 2022) (1) 
Unicus Travel Ventures Ltd (1) 
 
Companies Non-Trading interests 
Tempco 0819 Ltd (1) 
Solution Telecom Holdings Ltd (1) 
Qdos Communications Ltd (1) 
Solution Builders Ltd (1) 
Hidden Travel (Flights) Ltd (1) 
Pebble Holidays Holdings Ltd (1) 

 
1 June 2021 
(First term) 
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REGISTER OF DIRECTOR INTERESTS – 2022/23 FROM NOVEMBER 2022 
        

2 

NAME POSITION HELD INTERESTS DECLARED 

 
FIRST APPOINTED 

 
CARLTON, REBECCA 
 

 
Chief Operating Officer 

 
None 
 

Appointed 16 July 2021 
 
 

 
CATTO, ANDREW   
 

 
Non-Executive Director 

 
Chief Executive Officer, Integrated Care 24 (IC24) (1) 
Member of east Kent Health and Care Partnership 
(HCP) (1) 
 

 
1 November 2022 
(First term) 
 

 
CAVE, PHILIP 
 

 
Chief Finance Officer 
 
 

 
Wife works as Head of Contracts for NHS Kent and 
Medway Integrated Care Board (ICB) (started 1 April 
2021) (5) 
 
Closed interests 
Wife worked as a Senior Manager for Optum, who run 
the Commissioning Support Unit (CSU) in Kent, which 
supports the Clinical Commissioning Groups (CCGs) 
(started 9 October 2017/finished 31 March 2021) 
Interim Managing Director for 2gether Support 
Solutions (1) (started 21 December 2021/finished 28 
February 2022) 
 

 
Appointed 9 October 2017 

 
CORBEN, SIMON  
 

 
Non-Executive Director 

 
Director and Head of Profession, NHS Estates and 
Facilities, NHS England (1) 
 

 
1 October 2022 
(First term) 
 

 
DICKSON, NIALL 
 

 
Chair 

 
Director, Leeds Castle Enterprises (started 31 May 
2012)  (1) 
Senior Counsel, Ovid Consulting Ltd (trading as OVID 
Health Company) (started November 2020) (1) 
 

 
5 April 2021  

 
FLETCHER, TRACEY   
 

 
Chief Executive 
 

 
None 
 

 
Appointed 4 April 2022 
 

 
FOX, ALISON  
 

 
Group Company Secretary 
 

 
Company Secretary, Grabba Enterprises Limited 
(started 1 December 2020) (1) 
Director, MinervaPro Limited (started 28 November 
2021) (1) 

 
Appointed 11 November 
2013 
 

2/5 2/409



REGISTER OF DIRECTOR INTERESTS – 2022/23 FROM NOVEMBER 2022 
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NAME POSITION HELD INTERESTS DECLARED 

 
FIRST APPOINTED 

 
FULCI, LUISA  
 

 
Non-Executive Director 

 
Director of Digital, Customer and Commercial 
Services, Dudley Council (started 6 April 2021) (1)  
Director of Dudley & Kent Commercial Services Ltd. 
(started 11 May 2022) (1)  
 

 
1 April 2021 
(First term) 
 

HOLLAND, CHRISTOPHER 
 

Associate Non-Executive 
Director 
 

Director of South London Critical Care Ltd (1) 
Shareholder in South London Critical Care Ltd (2) 
Dean of Kent and Medway Medical School, a 
collaboration between Canterbury Christ 
Church University and the University of Kent (4) 
South London Critical Care solely contracts with BMI 
The Blackheath Hospital for Critical Care services (5) 
 

Appointed 13 December 
2019 
 
 
 

 
IVANOV, TINA  
 

 
Executive Director of Quality 
Governance  
 

 
None 
 

 
10 May 2021 
 

 
MANSLEY, NIGEL 
 

 
Non-Executive Director 

 
None 
 
Closed interests 
Jeris Associates Ltd (started 1 July 2017/finished 26 
January 2021) (1) (2) (3)  
Chair, Diocesan Board of Finance (Diocese of 
Canterbury) (started 22 January 2018/finished 14 July 
2021) (1)  
 

 
1 July 2017 
(Second term) 
 

 
MARTIN, REBECCA 
 

 
Chief Medical Officer  
 

 
None 
 

 
Appointed 18 February 
2020 
 

 
OLASODE, OLU 
 

 
Non-Executive Director 

 
Chief Executive Officer, TL First Consulting Group 
(started 9 May 2000) (1) 
Chairman, ICE Innovation Hub UK (started 11 
September 2018) (1) 
Independent Chair, General Purposes and Audit 
Committee, London Borough of Croydon (started 1 
October 2021) (1) 
Independent Non-Executive Director, Priory Group 
(Adult Social Care and Mental Health Division) 
(started 1 June 2022) (1) 

 
1 April 2021 
(First term) 
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NAME POSITION HELD INTERESTS DECLARED 

 
FIRST APPOINTED 

 
OLLIS, JANE 
 

 
Non-Executive Director 

 
The Heating Hub (started 8 May 2017) (1) 
Non-Executive Director of the Kent Surrey Sussex 
Academic Health Science Network (AHSN) (started 1 
July 2018)  (1) 
Founder of MindSpire (started 30 October 2018) (1) 
Non-Executive Director of Community Energy South 
(started 30 October 2018) (1) 
Vice President of the British Red Cross in Kent 
(started November 2018)  (4) 
Non-Executive Director of 2gether Support Solutions 
(started 22 May 2019) (1) 
Non-Executive Director of Riding Sunbeams (started 
February 2020) (1) 
 

 
8 May 2017 
(Second term) 
 

 
SHINGLER, SARAH 
 

 
Chief Nursing and Midwifery 
Officer 

 

 
None 
 

 
Appointed 7 June 2021 

 
SHUTLER, LIZ 
 
 

 
Deputy Chief Executive/Chief 
Strategy Officer 

 
None 
 
 

 
Appointed January 2004 

 
WIGGLESWORTH, NEIL 
 

 
Executive Director of Infection 
Prevention and Control  

 
Chair and Director of the International Federation of 
Infection Control (started 1 January 2018) (1) 
Trustee of the International Federation of Infection 
Control (started 1 January 2018) (4) 
 

 
15 March 2021 
 
 

 
YOST, NATALIE 
 

 
Executive Director of 
Communications and 
Engagement 

 

 
None 
 

 
31 May 2016 
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5 

Footnote:  All members of the Board of Directors are Trustees of East Kent Hospitals Charity 
 
The Trust has a number of subsidiaries and has nominated individuals as their ‘Directors’ in line with the subsidiary and associated companies articles of 
association and shareholder agreements 
 
2gether Support Solutions Limited: 
Simon Corben – Non-Executive Director in common 
Jane Ollis – Non-Executive Director in common 
Alison Fox – Nominated Company Secretary 
 
Spencer Private Hospitals: 
Stewart Baird – Non-Executive Director in common 
Alison Fox – Nominated Company Secretary 
 
Categories: 
 
1 Directorships 
2 Ownership or part-ownership of private companies, businesses or consultancies likely or possibly seeking to do business with the NHS 
3 Majority or controlling shareholding 
4 Position(s) of authority in a charity or voluntary body 
5 Any connection with a voluntary or other body contracting for NHS services 
6 Membership of a political party 
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EAST KENT HOSPITALS UNIVERSITY NHS FOUNDATION TRUST 
Board of Directors 

6 October 2022 
   

CHAIR’S INITIALS …………… 
Page 1 of 14 

 

UNCONFIRMED MINUTES OF THE ONE HUNDRED & TWENTY FOURTH MEETING OF THE 
BOARD OF DIRECTORS (BoD) 

THURSDAY 6 OCTOBER 2022 AT 1.00 PM 
IN THE CORNWALLIS ROOM, THE SPITFIRE GROUND, CANTERBURY CRICKET GROUND, 

OLD DOVER ROAD, CANTERBURY CT1 3NZ AND 
AS A WEBEX TELECONFERENCE 

 
PRESENT: 
Mr N Dickson Chairman  ND 
Mr R Anakwe Non-Executive Director (NED) (WebEx)  RA 
Ms A Ashman Chief People Officer (CPO) AA 
Mr S Baird NED/People and Culture Committee (P&CC) Chair SB 
Ms R Carlton Chief Operating Officer (COO) RC 
Mr P Cave  Chief Finance Officer (CFO) PC 
Mr S Corben NED (left meeting at 4.00 pm) SC 
Ms T Fletcher Chief Executive (CE) TF 
Ms L Fulci NED LF 
Mr N Mansley NED/Finance and Performance Committee (FPO) Chair NM  
Dr R Martin Chief Medical Officer (CMO) RM 
Dr O Olasode NED/Integrated Audit and Governance Committee (IAGC) Chair OO 
Mrs J Ollis NED/Vice Chairman/Nominations and Remuneration Committee 
 (NRC) Chair/Charitable Funds Committee (CFC) Chair JO 
Mrs S Shingler Chief Nursing and Midwifery Officer (CNMO) SSh 
Ms L Shutler Deputy CEO/Chief Strategy Officer (CSO) LS 
 
ATTENDEES: 
Dr A Brown Improvement Director, NHS England (NHSE)  AB 
Mrs C Drummond Interim Director of Midwifery (DoM)  CDr 
Mrs A Fox Group Company Secretary (GCS) AF 
Professor C Holland  Associate NED/Dean, Kent & Medway Medical School (KMMS) CH 
Ms H Horne Head of Midwifery (HoM) (for minute number 22/111)  HH 
Dr T Ivanov Executive Director of Quality Governance (EDoQG)  TI 
Dr Z Woodward  Clinical Director, Women’s Health (for minute number 22/115) ZW 
Dr N Wigglesworth Executive Director of Infection Prevention & Control (EDIPC)  NW 
Mrs N Yost Executive Director of Communications and Engagement (EDoC&E) NY 
Rachel Patient (for minute number 22/111 - Patient Experience Story) 
 
IN ATTENDANCE: 
Miss L Coglan Council of Governors (CoG) Support Secretary  LC 
Mrs S Hayward-Browne Business Manager to the Chairman  SH-B   
Miss S Robson Board Support Secretary (Minutes)  SR 
 
MEMBERS OF THE PUBLIC AND STAFF OBSERVING:  
Ms M Asperilla Staff Member (WebEx) 
Ms M Bonney Governor (WebEx) 
Mr N Daw Staff Member 
Ms M Hall Staff Member (WebEx) 
Ms C Heggie Member of the Public 
Ms R Holden Member of the Public (WebEx) 
Ms V Jerram Staff Member (WebEx) 
Ms L Judd Member of the Public (WebEx) 
Mr D Lancaster Member of the Public (WebEx) 
Ms B Mayall Governor (WebEx) 
Ms A Mitchell Member of the Public (WebEx) 
Mr J Newington Member of the Public (WebEx) 
Ms S Pettifer Governor 
Mr P Schofield  Governor  
Mrs M Warburton Governor 
Mr J Watson Staff Member (WebEx) 
Ms H Yeo Member of the Public (WebEx) 
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EAST KENT HOSPITALS UNIVERSITY NHS FOUNDATION TRUST 
Board of Directors 

6 October 2022 
   

CHAIR’S INITIALS …………… 
Page 2 of 14 

 

MINUTE 
NO. 

 ACTION 

22/104 WELCOME AND APOLOGIES FOR ABSENCE 
 
The Chairman welcomed those in attendance and noted there were no apologies 
for absence received. 
 
The Chairman stated a Closed BoD meeting had been held that morning, items 
covered included; Independent Investigation into East Kent Maternity Services 
(IIEKMS), Clinical Negligence Scheme for Trusts, Board Committee Chair 
Exception Reports, and Chief Medical Officer’s Report.   
 
The Chairman welcomed Simon Corben, NED, to his first Board meeting who had 
commenced with the Trust on 1 October.   
 
The Chairman reported the publication of the IIEKMS had been delayed due to the 
sad death of the HM Queen Elizabeth II and was expected to be published on 19 
October. 
  

 
 

22/105 CONFIRMATION OF QUORACY  
 
The Chairman NOTED and confirmed the meeting was quorate. 
 

 

22/106 DECLARATION OF INTERESTS 
 
There were no new interests declared. 
 

 
 
 

22/107 
 

MINUTES OF THE PREVIOUS MEETING HELD ON 1 SEPTEMBER 2022  
 
DECISION:  The Board of Directors APPROVED the minutes of the previous 
meeting held on 1 September 2022 as an accurate record. 
 

 

22/108 MATTERS ARISING FROM THE MINUTES ON 1 SEPTEMBER 2022 
 
DECISION: The Board of Directors NOTED the progress updates on the actions 
from the previous meeting and APPROVED the three actions recommended for 
closure. 
 

 

22/109 CHAIRMAN’S REPORT 
 
The Chairman noted the new publication date for the IIEKMS report of 19 October 
and the opportunity for learning and continued driving forward continued 
improvement. 
 
The NEDs enquired about the new system partnership structure and how this was 
working.  The Chairman commented there were positive and supportive 
discussions within the partnership, individuals were engaged and committed to 
making changes that made a real difference to the local population, with 
organisations collaboratively working together.  The Trust would be working closely 
with the Integrated Care Board (ICB) and appointments had been made.  
 
The Board of Directors NOTED the contents of the Chairman’s report. 
 

 

22/110 CHIEF EXECUTIVE’S (CE’S) REPORT 
 
The CE reported: 
 

• A follow up Same Day Emergency Care (SDEC) session was held, the 
outcome of these sessions was positive and would be used to identify the 
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EAST KENT HOSPITALS UNIVERSITY NHS FOUNDATION TRUST 
Board of Directors 

6 October 2022 
   

CHAIR’S INITIALS …………… 
Page 3 of 14 

 

necessary pathway improvements to ensure opportunities were maximised 
for patients to access SDECs in a timely manner with sustainable pathways; 

• Staff Network event held with good discussions including provision of 
sufficient resources to support the Network. 

 
The NEDs raised the significant level of the £30m Cost Improvement Programme 
(CIP) and the risks of this being achieved.  The CE commented this was an area of 
concern and was a focus of challenge to the Care Groups to explore and identify 
efficiency projects, with a focus on recurrent but also non-recurrent.  The FPC Chair 
stated a forecast update on achievement of the CIP target would be presented to 
the next FPC meeting, as currently it looked like only £25m would be realised. 
 
The Board of Directors NOTED the Chief Executive’s report. 
 

22/111 PATIENT EXPERIENCE STORY 
 
Rachel shared her experience of the loss of her new born baby and working with 
the Trust on a co-produced maternity and neonatal bereavement pathway: 
 

• Her pregnancy had progressed well, she had an obstruction and was taken 
to Queen Elizabeth the Queen Mother (QEQM) where she received scans 
and tests, required an emergency c-section, her partner was not present in 
theatre and she would had benefitted by having someone to provide comfort 
and support with discussions about her care, clinical discussions took place 
around her that should not have been held in her presence, and she did not 
receive sufficient bereavement support; 

• There was a lack of communication and confusion by staff in not being able 
to inform her with an update on her baby’s post-mortem and where her baby 
was; 

• Thanks to the HoM for her support in taking forward her case, ensuring she 
was communicated with and inviting her to work with the Trust to improve 
maternity bereavement services and develop a bereavement pathway; 

• Submitted a complaint about her poor experience; 
• Recognition that sadly some families would experience loss of babies and 

the importance that these families were supported, were communicated with 
and had continuity of care and continuity in liaising with individuals at the 
Trust, all levels of staff need to be aware of this pathway and able to advise 
families; 

• Worked with a local and national bereavement charity.  Local charity 
supported by providing well-being and self-care bags to bereaved families, 
funded through National Lottery grant; 

• Funding secured for staff with a focus on supporting bereaved families on 
each hospital site, assisted with the development of job descriptions, and 
two bereaved women would be on the interview panel; 

• Midwife helped in contacting Registrar’s office to register birth and death, 
reducing further heartache and difficult conversations by the family; 

• Positive that the Trust welcomed feedback from families, giving families a 
voice and encouraging and inviting families to be part of the Steering Group 
to improve the pathway; 

• Highlighted the importance of kindness and compassion; 
• The need to improve the current bereavement suite at WHH, which was 

being looked at. 
 
The Chairman enquired what lessons could be learnt in respect of bereavement 
and supporting families across the whole of the organisation.  The HoM reported 
there was a great deal of work undertaken with midwives and bereaved women, the 
output from this improvement and learning would be shared throughout all areas in 
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Board of Directors 
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the Trust.  The Trust had also worked with another trust that had an outstanding 
bereavement service. 
 
The NEDs expressed the powerful impact of Rachel sharing her story with other 
clinical services in the Trust for staff to hear her experience. 
 
The Chairman noted the need to listen, engage and learn from patients feedback, 
as well as learning best practice from other organisations. 
 
The Board of Directors: 

• LISTENED to the mother’s experience and how this made her feel; 
• LISTENED to the mother and the Head of Midwifery outlining the work done 

on improving bereavement support; 
• AGREED to use the learning from this work to find ways to improve 

bereavement support across the Trust to families of older children and 
adults who die whilst in our care. 

 
22/112 INTEGRATED PERFORMANCE REPORT (IPR) 

 
Hospital Standardised Mortality Ratio (HSMR) 
 
The CMO reported progress to reduce mortality and be in the top 20% of all trusts 
for the lowest mortality rates in 5 to 10 years: 
 

• Trust’s HSMR remained below the lower control limit showing an improved 
position, crude mortality was 0.6 above national average, noting the higher 
number of co-morbidity within East Kent; 

• Continued focus to improve outcomes and time to theatre of patients on the 
fracture Neck of Femur pathway; 

• Venous Thromboembolism (VTE) assessment compliance was below target, 
with little improvement for some time, with focussed work to increase 
compliance currently at 93.3%; 

• Mortality metrics continued to be monitored and discussed; 
• There had been no new alerts. 

 
The NEDs raised the higher level of expected mortality in East Kent due to 
population co-morbidity and enquired what preventative work was being done.  The 
CMO reported that prevention measures were in place to support patients, e.g. 
smoking cessation, diabetes, recognising more could be done working with primary 
care to further support these patients.  It was noted it would be beneficial to have a 
discussion on preventative medicine at the upcoming Board Strategy Development 
session.  
 
Reduce Incidents (avoidable Harm) 
 
The CNMO reported an update on the target to achieve zero patient safety 
incidents of moderate and above avoidable harm within five years: 
 

• Trust was above its threshold of incidents with a harm severity score of 
moderate and above, with 35 incidents in August, a reduction from July; 

• Demand continued to be high resulting in use of escalation areas and 
patients being cared for in corridors and other non-clinical areas, as well as 
patients living with dementia being cared for in not the right areas.  To 
address demand at the front door staff were deployed from wards to these 
areas impacting increased harm incidents on wards; 

• No incidents of Pressures Ulcers (PU) moderate or above; 
• Specialist and Nutrition nurses supporting staff to reduce incidents of harm, 
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and CMNO worked closely with the CMO to manage demand and risks. 
 
The NEDs raised the operational pressures and demand with increased activity and 
how this was being managed.  The CNMO reported she continued to work with the 
CPO and CFO with provision of bank and agency staff, noting the recruitment of 
400 Internationally Educated Nurses (IENs) since January.   
 
The NEDs raised the issue with additional support needed within the community.  
The CE stated there was work collaboratively across the system with Kent 
Community Health NHS Foundation (KCHFT) and Social Care in respect of 
medium and longer term needs to support and manage patient care within the 
community.  This included reviewing best practice in other areas, whilst recognising 
the significant financial pressures in Social Care. 
 
Trust Access Standards:  18 week Referral to Treatment (RTT), >12h total time 
in department, and Cancer 62 day 
Theatre Session Opportunity 
Same Day Emergency Care (SDEC) 
Not fit to reside 

 
The COO reported: 
 

• The collaborative planned work to improve patient flow between the Trust, 
KCHFT and Kent County Council (KCC) focussing on three priorities to 
ensure where possible East Kent residents were supported to leave 
hospital, enabling patients who needed emergency care as an inpatient 
could be admitted in a timely way; 

• Slots were being utilised at Buckland Hospital Dover Community Diagnostic 
centre to drive diagnostic pathway improvements and ensure timely 
diagnostics; 

• Currently 193 patients met the criteria no longer fit to reside, who were 
awaiting support in their own home or residential care; 

• SDEC activity across all services deteriorated in August, a clinical forum 
was held with community partners that identified next steps to be 
progressed. 

 
The NEDs requested assurance that services were being optimised across the 
Trust to manage demand and no longer fit to reside patients.  The COO reported 
occupancy rates and utilisation were very high and Kent & Canterbury Hospital 
(K&C) was utilised to support patients that no longer required acute care.  Plan to 
have around 80 virtual ward placements in place by December. 
 
The NEDs highlighted the new bed management system implemented at Maidstone 
and Tunbridge Wells NHS Trust (MTW) and whether it had been investigated its 
positive impact and the Trust learning from this.  The COO stated she would be 
liaising with MTW colleagues on this system and its benefits. 
 
Patient Experience:  Inpatient Survey  
 
The CNMO reported on the ambition to improve performance against the focussed 
ten questions to achieve the national average score of 7.65 as a minimum by 
March 2023: 
 

• 1035 inpatient experience surveys completed exceeding the 750 target set 
for August, positive responses to 9 of the 10 questions asked were above 
target threshold of 7.7.  Nursing leads supported staff with encouraging 
patients to complete survey, those with good and poor experiences.  There 
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were exceptions with patients’ sleep disturbed at night, lights being left on 
and noise from moving bins, there was ongoing work from teams to improve 
the environment for patients; 

• Patient Involvement team now in place, providing independent review of 
patient experience feedback, with members of this team assigned to Care 
Groups visiting areas throughout the Trust; 

• National In-patient survey had now been published. 
 
Staff Engagement 
 
The CPO highlighted key points to improve the staff engagement score to 6.8 by 
March 2023: 
 

• The importance of improving staff response rate, increasing interaction, 
engagement and feedback from staff; 

• Healthcare Assistant (HCA) staff turnover remained an area of concern and 
a deep dive analysis would be undertaken to understand the reasons for 
this. 

 
Financial Position (Income and Expenditure (I&E) Margin) 
 
The CFO reported: 
 

• Achieving the Trust’s financial position would be challenging, current 
position to August was a deficit of £11.4m, £7.5m worse than the planned 
£3.7m deficit; 

• Key driver to the deficit was £1.6m behind plan on the Cost Improvement 
Programme (CIP) target of £30m with £26m projects currently identified.  
Sessions continued to challenge Care Groups to identify additional 
efficiency savings, with good engagement from clinicians, as well as 
improvements in projects moving to green status; 

• Overspends on premium pay and Covid, with reduction in spend not at 
expected levels; 

• CFO meetings across the system to discuss financial pressures and working 
collaboratively to support each other. 

 
Carbon Footprint (CO2e) 
Recruitment to Clinical Trials 
 
The CSO reported: 
 

• Carbon reduction was marginally above trajectory of 4.06 at 4.27 kgCO2e 
per m2; 

• Bid submission for potential central monies of approximately £25m to enable 
long term carbon reduction part of the Public Sector Decarbonisation 
Scheme for the installation of heat pumps on each acute site; 

• Above trajectory with 964 patients recruited to trials against the 615 
trajectory year to date; 

• DOLPHIN study, first multi-site study focussing on children with Haemophilia 
establishing physiotherapy programmes to get children up and moving, 
through use of technology and AI. 

 
The Board of Directors discussed and NOTED the True North and Breakthrough 
Objectives of the Trust. 
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22/113 FINANCE REPORT 
• MONTH 5 FINANCE REPORT 

 
The CFO noted the financial key points had been covered within the IPR 
discussion. 
 
The Board of Directors NOTED the Month 5 Finance Report, financial performance 
and actions being taken to address issues of concern. 
 

 
 
 
 
 

22/114 LEARNING FROM DEATHS – QUARTER 1 2022/23 
 
The CMO reported: 
 

• Mortality summary reports reviewed in depth monthly by the Mortality 
Surveillance Steering Group (MSSG), to identify positive and negative 
outlier diagnostic groups.   Deep dives commissioned as required, results 
reviewed, including data quality and clinical pathways, with clinical 
recommendations reported through to Patient Safety Committee (PSC) for 
embedding and monitoring effectiveness of actions; 

• Deaths scrutinised and reviewed by the Medical Examiner service, 
independent from the team providing care, who looked at potential learning 
and put forward any cases for Structured Judgement Review (SJR); 

• 41 cases reviewed through SJR in Q1, of which overall majority of care was 
good, poor care identified in three SJRs with one additional patient noted as 
having poor care in a single phase (perioperative), with work drilling into 
these to identify causes of poor care; 

• Continued focus of sharing learning from deaths and implementation of 
clinical pathway and care actions. 

 
The Board of Directors discussed and NOTED the Learning from Deaths – Quarter 
1 2022/23 report. 
 

 

22/115 MATERNITY SERVICES: 
• CLINICAL NEGLIGENCE SCHEME FOR TRUSTS (CNST) – MATERNITY 

INCENTIVE SCHEME – MATERNITY INCENTIVE SCHEME YEAR 4 
 

 
 
 

22/115.1 PERINATAL QUALITY SURVEILLANCE TOOL (PQST) REPORT 
 
The Interim DoM reported: 
 

• 1 Serious Incident (SI) declared in August, reported to Healthcare Safety 
Investigation Branch (HSIB); 

• Compliance achieved across fetal monitoring, Practical Obstetric Multi-
Professional Training (PROMPT) and Newborn Life Support (NLS) for all 
clinically registered staff; 

• Maternity leave and sickness remained high; 
• Number of retirements and leavers had increased vacancies in August, and 

vacancies had reduced significantly in September with the new intake of 
midwives that had completed their training; 

• Service user feedback continued through Your Voice is Heard with 62.9% of 
women taking up the offer of a follow-up calls with a patient experience 
midwife 6 weeks after delivery of their baby.  The themes raised included 
Good Care, Delayed Care, Not Getting Pain Relief, Not Listened to by Staff, 
Not feeling looked after, and Insufficient staffing; 

• Clinical Negligence Scheme for Trusts (CNST) compliance had reduced. All 
perinatal deaths eligible to be notified from 6 May 2022 onwards had been 
notified within seven working days but the surveillance information had not 
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been completed within one month of the death for four cases; 
• Triangulation of complaints with Your Voice is Heard; 
• Work is in progress and moving forward to improve the overall bereavement 

pathway; 
• Continued walkabouts to Maternity services across the hospital sites; 
• Anticipated there would be a Care Quality Commission (CQC) visit to the 

Trust in the near future. 
 
The NEDs raised the issues from the Friends and Family Test (FFT) feedback in 
respect of dirty toilets/showers, refreshments, pain relief, timely access and 
discharging that could be promptly addressed.  The Interim DoM stated the Trust 
was working with the Maternity Voices Partnership (MVP) Chair as part of a 
Working Group with users, and working with the Estates and Housekeeping teams 
to implement improvements and holding areas to account if expected standards 
were not being achieved.  The CNMO reported due to the age of the estate the 
issues were around aesthetics environment i.e. grouting and that it was not an 
issue of cleanliness. 
 
The NEDs enquired about progress on recruiting midwifery and obstetric workforce.  
The Clinical Director for Women’s Health reported work was in progress looking at 
imaginative methods to recruit to obstetric and gynaecologist consultant roles, what 
the Trust could offer, recognising the shortage nationally, and the impact of the 
Independent Investigation into Maternity Services (IIEKMS).  It was noted that 
recruitment of middle grade staff were not as challenging. 
 
The CMO enquired about the actions to address the provision of pain relief and that 
this was timely and women had direct access when needed.  The Interim DoM 
stated work was being taken forward with the Pharmacy team and also listening to 
women about their needs. 
 
The Board of Directors:  
  

• Discussed and NOTED the contents of the PQST report;  
• Received ASSURANCE and NOTED a monthly perinatal quality assurance 

report received, demonstrating full compliance in line with CNST standard 
and Ockenden 1 report, Immediate and Essential Action requirements; 

• APPROVED for the contents of the PQST report to be shared through the 
Perinatal Quality Surveillance Model Framework with the Local Maternity 
and Neonatal System (LMNS), Region and Integrated Care Systems. 

 
22/115.2 MATERNITY DIGITAL STRATEGY 

 
The Interim DoM reported having a Digital Strategy for maternity services that 
aligned with the wider Trust Digital Strategy around ensuring smart, safe care, 
utilising digital and allowing women to control their care.  The Trust was working 
closely with the Local Maternity and Neonatal System (LMNS). 
 
The NEDs enquired whether a proven community digital record system could be 
utilised.  The Interim DoM stated there would be a national maternity digital 
programme. 
 
The NEDs highlighted there was a lot of work to take this forward, associated costs, 
improvements and the need to link this to patient experience and feedback from 
patients.  The Interim DoM reported this was a high level strategy, a Working Group 
was in place, working with digital services to develop a project plan. 
 
DECISION:  The Board of Directors APPROVED the Maternity Digital Strategy and 
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for its onward sharing with the Local Maternity and Neonatal System (LMNS) and 
submission for sign off by the Integrated Care Board. 
 

22/116 WINTER PLAN 2022/23 
 
The COO reported: 
 

• Initial analysis suggested 138 beds would be required across QEQM and 
William Harvey Hospital (WHH) sites due to winter pressures; 

• The plan would be presented to the October 2022 Clinical Executive 
Management Group (CEMG) and a revised plan would be presented to the 
next Board meeting.  Plan had been shared with system partners; 

• Plan developed being cognisant of the unknown demands of Covid-19; 
• Importance of patients getting the appropriate care at the right place to meet 

their needs; 
• Reduce hospital occupancy, through increasing capacity by the equivalent 

of circa 140 general and acute physical beds, through a mix of virtual wards 
and improvements elsewhere in the pathway, further non-physical bed 
capacity would also be generated through system wide and local initiatives. 

 
The NEDs enquired about actions to address Covid-19, flu, norovirus and infections 
and whether these would be included in the plan.  It was noted the revised plan 
would include lessons learned, and escalation plans, and capacity around individual 
rooms were being looked at. 
 
The Board of Directors discussed and NOTED the Winter Plan 2022/23 report. 
 

 

22/117 WE CARE PROGRESS UPDATE 
 
The CPO reported: 
 

• Roll-out to front-line teams of We Care had been conducted in ‘Waves’, first 
started in October 2020, the most recent Wave 4 in May 2022 and Wave 5 
currently being rolled out; 

• Progress update provided an overview of the impact of We Care from July 
2022 data on staff engagement levels as well as a comparison against 
areas where We Care had not yet been implemented; 

• Indicated a slight improvement in staff engagement, with the exception of 
Wave 3 (Maternity; 5.7) that was an outlier and this was being seen 
nationally; 

• Recommendation to repeat the analysis in March 2023 when two further 
reference points (National Staff Survey 2022 and National Quarterly Pulse 
Survey (NQPS) Quarter 4) would be available. 

 
ACTION:  Undertake a repeat analysis in March 2023 of the impact of We Care on 
staff engagement levels on the data provided by the National Staff Survey 2022 
and National Quarterly Pulse Survey (NQPS) Quarter 4. 
 
The Chairman commented on the benefits of evaluating the We Care investment 
against the identified level of improvement when additional data was available. 
 
The NEDs raised the We Care programme and the need to evaluate its overall 
impact in supporting the Trust’s improvement journey.  It was highlighted the 
minimal improvement in staff engagement and that there was a need for changes 
as well as the culture programme at a much quicker pace.  The CE reported a 
discussion around this would be included in the upcoming Board Strategy 
Development session. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

CPO 
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The Board of Directors discussed the We Care progress update report and NOTED: 
 

• The analysis to be repeated in March 2023 when two further reference 
points (National Staff Survey 2022 and NQPS Quarter 4) were available; 

• When the analysis takes place, there would be a focus on tracked change 
with the working hypothesis that those units involved in We Care should 
demonstrate more pronounced change or improvement as a result of the 
focussed work; 

• Main finding is that staff engagement appears to improve in a stepwise 
manner over time – and that a minimum duration of 18 months is required to 
effect real cultural change related to staff engagement and experience.  

 
22/118 UPDATE ON THE NEW SYSTEM INFRASTRUCTURE 

 
The DCE/CSO reported: 
 

• Following changes to the NHS system architecture from 1 July 2022 and 
Integrated Care Boards (ICBs) taking on the NHS commissioning functions 
of Clinical Commissioning Groups (CCGs), as well as some of NHS 
England’s commissioning functions becoming accountable for NHS spend 
and performance within the system. 

• The local level structure included: 
• Kent and Medway Integrated Care System (ICS). 
• Kent and Medway Integrated Care Board (ICB); 
• Kent and Medway Integrated Care Partnership (ICP); 
• East Kent Health and Care Partnership (HCP); 
• 16 Primary Care Networks in east Kent (PCNs). 

 
The Chairman reported the Trust would continue to work closely with this new 
system, noting the importance of this working relationship and engagement with 
supporting the Trust to address its challenges.  He stated that representatives from 
this new system would be invited to attend future Board Strategy Development 
sessions for discussions about working together. 
 
The Board of Directors NOTED the content of the New System Infrastructure 
update report. 
 

 

22/119 ESTATES STATUTORY COMPLIANCE, BACKLOG MAINTENANCE, CRITICAL 
INFRASTRUCTURE AND HEALTH AND SAFETY UPDATE 
 
The DCE/CSO reported: 
 

• Health and Safety Toolkit Audit (HASTA) schedule current cumulative score 
of 98% as of July 2022.  Audits commenced in 2022/23 for all Care Group 
and Corporate areas, support by 2gether Support Solutions (2gether) Safety 
Team to enable further improved outcomes for the financial year; 

• Average statutory compliance levels had risen from 69% in Q1 2020/21 to 
89% (a 2% increase in year) to date 2022/23 as a result of the agreed 
increased funding in 2020/21.  2gether committed to increase statutory 
compliance to 95% by March 2023; 

• Backlog maintenance position, risks prioritised for 2022/23 totalling £4.75m 
at each of the acute sites, with £3.75m currently allocated in the 2022/23 
capital programme; 

• Critical infrastructure survey undertaken that assessed, scored and 
prioritised the critical infrastructure risk elements associated with backlog 
maintenance.  This process was followed by a review and re-prioritisation 
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process involving key teams, as well as clinical and corporate staff 
throughout the organisation. 

• Backlog and Critical Infrastructure Business Case being progressed through 
the Trust’s approval process, that would be presented to the ICB and NHSE 
for additional funding/slippage in year. 

• On-going progress on statutory compliance areas, which included Fire and 
Smoke and Health and Safety Management. 

 
The Chairman noted the concerns raised by 2gether and its Chairman about the 
Trust’s infrastructure and the level of backlog maintenance funding required to 
address the issues identified.  The DCE/CSO reported the Trust worked closely 
with 2gether on the development of the business case and would continue to lobby 
and highlight the Trust’s need for allocation of funding. 
 
The Chairman commented on the upcoming Board to Board with 2gether in 
December 2022 would include a discussion on the level of funding needed to 
comply with required standards. 
 
The Board of Directors discussed and NOTED the Trust’s current position in 
relation to statutory compliance, backlog maintenance, critical infrastructure and 
progress to date on the HSTA outcomes. 
 

22/120 PEOPLE AND CULTURE COMMITTEE (P&CC) – CHAIR ASSURANCE REPORT 
 
The P&CC Chair, highlighted key points: 
 

• Appraisal compliance improved (rising to 69.4% in August), remained below 
threshold, and received assurance no Doctors or Consultants were at risk of 
not receiving a formal appraisal/revalidation process; 

• Staff turnover as a rolling 12-month average at 10.8%, nurse turnover below 
the 10% altering threshold at 9.4%, and Healthcare Assistant (HCA) 
turnover at 14.9%) that is an area of concern.  Trust had joined the 
Healthcare Support Worker (HCSW) Direct Support Programme with NHSE.  
319 staff had responded to the Exit Interview (31% response rate) and the 
primary reason for leaving continued to be retirement (13%) and work life 
balance (12%); 

• Good progress with the planned recruitment pipeline and actions in place to 
deliver the planned numbers by December 2022; 

• Positive presentation on apprenticeships with placements throughout the 
organisation in clinical and non-clinical services, with 458 apprenticeships 
offered over the past 5 years. 

 
The NEDs raised the potential nationwide strike action of nurses and what 
contingencies were being put in place.  The CNMO stated she was working with the 
Heads of Nursing across the hospital sites on a plan, noting the importance of 
reducing impact on front door services and Emergency Departments (EDs).  The 
CPO commented the close working links with Unions and that membership ballots 
did not just cover nursing, any indication of potential action and impact would be 
escalated and discussed by the Executive Directors. 
 
The NEDs raised the condition of the Trust’s accommodation and how this could be 
improved to support attracting staff to the organisation.  It was also highlighted the 
arrival in due course of Kent and Medway Medical School (KMMS) students and 
the benefits of provision of accommodation during their placements.  The CSO 
acknowledged the provision of accommodation was not at an ideal standard, noting 
at QEQM the provision was better and modern, part of the Accommodation 
Strategy was looking at how to increase investment to improve the standards. 
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The Board of Directors NOTED the 27 September P&CC Chair Assurance Report. 
 

22/121 QUALITY AND SAFETY COMMITTEE (Q&SC) – CHAIR ASSURANCE REPORT 
 
The Q&SC Chair highlighted key points: 
 

• Good and challenging discussions with good level of assurance received; 
• Current nursing recruitment pipeline was 200 nurses behind plan and 

measures were in place to address this; 
• The Committee criteria for reporting through the Perinatal Mortality Review 

Tool (PMRT) was not met, impacting the achievement of Clinical Negligence 
Scheme for Trusts (CNST) Year 4, and had been raised with NHS 
Resolution to clarify this position, response is awaited. 

 
The Chairman raised complaints and the quality of responses.  The Q&SC Chair 
commented assurance was received on the actions to address the backlog, 
additional resources in the team, looking at a more streamlined process, and the 
quality of responses continued to be monitored and reviewed by the Executive 
team and returned as appropriate. 
 
The Board of Directors NOTED the 29 September Q&SC Chair Assurance Report. 
 

 
 
 
 

22/122 FINANCE AND PERFORMANCE COMMITTEE (FPC) – CHAIR ASSURANCE 
REPORT 
 
The FPC Chair highlighted key points: 
 

• Premium pay was £8.8m an increase of £0.1m from the previous month and 
the Executive team continued to focus on this area, which is a key 
contributor to the financial position; 

• Update on the Virtual Ward Programme, moving at pace across Kent and 
Medway with the aim of implementing 710 beds (40 per 100,00) and 268 
beds in East Kent by March 2024. 

 
The Board of Directors NOTED the 27 September FPC Chair Assurance Report. 
 

 
 
 
 
 
 

22/123 BOARD AND BOARD COMMITTEE 2023/24 MEETING DATES 
 
DECISION:  The Board of Directors APPROVED the April 2023 to March 2024 
Board and Committee meetings. 
 

 
 
 

22/124 ANY OTHER BUSINESS 
 
There were no other items of business raised. 
 

 
 

22/125 QUESTIONS FROM THE PUBLIC 
 
Mrs Warburton reported she received enquires from the public about virtual wards 
and how these were being taken forward.  The COO explained this was a national 
programme enabling patients care and support by specialist teams to patients at 
home, as well as stronger digital support e.g. telemetry.  The plan to have in place 
by December around 80 virtual ward placements and a total of approximately 240 
placements within the next three months, looking at having 25 available towards the 
end of October/November.  These included pathways for frailty, cardiology, 
oncology, respiratory and prescription medicine.   
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Ms Yeo raised she had submitted a complaint that was also sent to the CE and 
Chairman and was disappointed that a response confirming receipt had not been 
received by them.  She had received a response to her complaint that was sent 
back as it did not sufficiently answer her complaint.  She had sought support from 
her local MP for a prompt response to a further complaint.  She raised concern that 
patients were experiencing difficulty in accessing the care needed for those with 
Hypermobile Ehlers Danlos Syndrome (hEDS), there was no provision in the Trust 
with dedicated experienced staff to provide care for these patients.  Her treatment 
with the Trust had been over a period of ten years, raising the costs during this 
period that could have been reduced if experienced staff in this area were available.  
hEDS increased co-morbidity and cases of endometriosis as well as other issues.  
The Chairman reported it would be investigated the reasons that a receipt to her 
complaint had not been provided by his and the CE’s office, and her complaint 
would be investigated and responded to. 
 
Ms Heggie commented on the patient experience story, she had also had a similar 
experience many years previously.  It was disappointing that there had been no 
learning by the Trust since the Report of the Morecombe Bay investigation, Royal 
College of Obstetricians and Gynaecologists report to the Trust, Healthcare Safety 
Investigation report and Harry Richford case, and welcomed the IIEKMS publication 
and that its contents would be taken on board by the Trust.   
 
Ms Heggie raised the cost of living crisis and whether there was anything further 
about whether the Trust had considered the provision of meals for staff.  She 
commented Tesco were providing meals to their staff as well as increasing their pay 
to £10.30 per hour and in comparison to the £10.37 per hour for staff on the bottom 
of Agenda for Change Band 2.  This could be a contributing factor for some staff 
leaving roles in the NHS, e.g. HCAs.  The CE stated there had been a discussion 
that week about staff support packages in respect of the increased cost of living but 
no decision had been made about this, discussions would continue as well as 
evaluating equity and what support the Trust would be able to provide. 
 
Mr Newington commented the Parliamentary and Health Service Ombudsman were 
overwhelmed with complaints about hospital trusts and were unable to take all of 
these forward.  He emphasised ownership needed to rest with the Trust, 
acknowledgement and to accept the present cover-up culture and implement 
improvements to the Patient Advice and Liaison Service (PALS), and the 
complaints and investigation systems.  His experience of PALS over the last 15 
months had been poor, was aimed at protecting the Trust, not investigating to 
understand the root causes, and learning was not taking place.  He would be happy 
to supply evidence of his poor experience and the cover up culture.  The Chairman 
reported that previously the quality of responses to complaints and how 
investigations had been carried out had not been satisfactory.  The Executive team 
as well as the NEDs were committed to improve this service, to be much more 
responsive, open, and provide better quality responses.  The EDoQG 
acknowledged the poor experience and difficulties of Mr Newington with the 
complaints service.  She noted a further letter had been received from Mr 
Newington, which she had re-reviewed the issues raised, discussed these with a 
colleague and a response would be sent promptly after this Board meeting. 
 

 
The Chairman closed the meeting at 5.05 pm. 
 
 
Date of next meeting in public:  Friday 21 October 2022 at 10.00 am at the Ashford International 
Hotel (IIEKMS publication).  Thursday 3 November 2022 in the Cornwallis Room, Spitfire Ground - 
Canterbury Cricket Ground. 
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REPORT TO: BOARD OF DIRECTORS (BoD)

REPORT TITLE: MATTERS ARISING FROM THE MINUTES ON 6 OCTOBER 
2022

MEETING DATE: 3 NOVEMBER 2022

BOARD SPONSOR: CHAIRMAN

PAPER AUTHOR: BOARD SUPPORT SECRETARY

APPENDICES: NONE 

Executive Summary:
Action Required:
(Highlight one only)

Decision Approval Information Assurance Discussion

Purpose of the 
Report:

The Board is required to be updated on progress of open actions 
and to approve the closing of implemented actions.

Summary of Key 
Issues:

An open action log is maintained of all actions arising or pending 
from each of the previous meetings of the BoDs. This is to ensure 
actions are followed through and implemented within the agreed 
timescales.

The Board is asked to note the update on the action log.

Key 
Recommendation(s):

The Board of Directors is asked to NOTE the action log from the 
actions from the previous meeting.

Implications:
Links to ‘We Care’ Strategic Objectives:
Our patients Our people Our future Our 

sustainability
Our quality 
and safety

Link to the Board 
Assurance 
Framework (BAF):

None

Link to the Corporate 
Risk Register (CRR):

None

Resource: Y/N N 
Legal and regulatory: Y/N N 
Subsidiary: Y/N N 
Assurance Route:
Previously 
Considered by:

N/A 
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MATTERS ARISING FROM THE MINUTES ON 6 OCTOBER 2022

1. Purpose of the report

1.1. The Board is required to be updated on progress of open actions and to approve the 
closing of implemented actions.

2. Background

2.1. An open action log is maintained of all actions arising or pending from each of the 
previous meetings of the BoDs. This is to ensure actions are followed through and 
implemented within the agreed timescales.

2.2. The Board is asked to note the action log.

Action 
No.

Action 
summary

Target 
date

Action owner Status Latest Progress Note (to include 
the date of the meeting the action 
was closed)

B/14/22 Undertake a 
repeat analysis 
in March 2023 
of the impact of 
We Care on 
staff 
engagement 
levels on the 
data provided by 
the National 
Staff Survey 
2022 and 
National 
Quarterly Pulse 
Survey (NQPS) 
Quarter 4.

Apr-23 Chief People 
Officer (CPO)

Open Item for future Board meeting.
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REPORT TO: BOARD OF DIRECTORS (BoD)

REPORT TITLE: CHAIRMAN’S REPORT

MEETING DATE: 3 NOVEMBER 2022

BOARD SPONSOR: CHAIRMAN

PAPER AUTHOR: CHAIRMAN

APPENDICES: APPENDIX 1: CHAIRMAN’S STATEMENT TO BOARD ON 21 
OCTOBER 2022
APPENDIX 2: LEAD GOVERNOR STATEMENT TO BOARD ON 
21 OCTOBER
APPENDIX 3: NON-EXECUTIVE DIRECTORS’ (NEDs’) 

COMMITMENTS
Executive Summary:
Action Required:
(Highlight one only)

Decision Approval Information Assurance Discussion

Purpose of the 
Report:

The purpose of this report is to:
• Report any decisions taken by the BoD outside of its meeting 

cycle;
• Update the Board on the activities of the Council of Governors 

(CoG); and
• Bring any other significant items of note to the Board’s attention.

Summary of Key 
Issues:

Update the Board on:
• Current Updates/Introduction;
• Health and Care Partnership (HCP); 
• Activity of the CoG;
• Visits/Meetings;
• Consultant Appointment.

Key 
Recommendation(s):

The Board of Directors is requested to NOTE the contents of this 
Chairman’s report.

Implications:
Links to ‘We Care’ Strategic Objectives:

Our patients Our people Our future Our 
sustainability

Our quality 
and safety

Link to the Board 
Assurance 
Framework (BAF):

N/A

Link to the 
Corporate Risk 
Register (CRR):

N/A

Resource: Y/N N
Legal and 
regulatory:

Y/N N

Subsidiary: Y/N N
Assurance Route:
Previously 
Considered by:

N/A
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CHAIRMAN’S REPORT

1. Purpose of the report

To report any decisions taken by the Board outside of its meeting cycle. Update the Board 
on the activities of the CoG and to bring any other significant items of note to the Board’s 
attention.

2. Introduction

Reading the Signals 
Maternity and neonatal services in East Kent – the Report of the Independent Investigation 

Today’s Board follows a meeting of the Council of Governors two days ago and so this 
report repeats much of what I wrote for that gathering.  
 
On Wednesday 19 October 2022 the independent investigation into our maternity services 
was published. At the meeting on Friday 21st the Trust and its Council of Governors gave 
their reaction. I have attached the statement I issued at the time, together with that of the 
Lead Governor on behalf of Council.

The immediate impact of the report for most who read it was shock and sadness, both for 
the harm that was caused not just by totally inadequate care and treatment but also by the 
way in which the organisation responded to these distressed women and their families. 

For those families it has been and will continue to be a very difficult time. I have also seen in 
maternity and beyond how our clinical and non-clinical staff have been affected and how 
seriously they take the message that lessons must be learned. 

And yet I believe there is a danger that this will soon be seen as just another report. The 
media coverage was limited by changes in Government and international events and so the 
report did not receive the prominence it deserved. There must be a danger too that it is seen 
as just one of a line of reports of maternity failings, not the first and certainly not the last.

But we must resist this. We must not allow the importance of this document to be 
downplayed in any way – instead we must focus relentlessly and tirelessly on understanding 
what happened, learning lessons at every level and in every department of the organisation 
and making sure we apply those lessons in every day practice.
 
Our biggest hope must be to use this as a reset of this organisation and what it stands for. 
The report exposes fundamental cultural failings which are too easy to see in others and 
often difficult to see in ourselves. And as a first step that surely means that every one of us, 
no matter what role we perform should reflect on our practice, our attitudes and our 
behaviours. As just as everyone needs to do that, as the leaders of this organisation we 
need to listen to what our patients, our staff and our Governors are telling us. And we will 
need to act upon it.

It is seldom an easy or quick business to change an ingrained culture. Often the way people 
behave has been set for years and it is seen as normal. Too often individuals do not feel 
empowered to raise concerns, escalate a clinical situation, admit a mistake or challenge 
inappropriate behaviour. We need to empower speaking up and make it clear that in this 
Trust we will not tolerate bullying or intimidation. 

Every day across our hospitals dedicated staff provide brilliant care. I see it all the time and 
the feedback from patients and their families confirms this and their gratitude for what we 

2/4 23/409



22/139

3

have done, often in very difficult circumstances. But alongside the light there is darkness 
where we fail to meet those high standards, where we are unkind to patients and where we 
are unkind to each other. 

The report rightly says poor staffing and poor facilities cannot be used as excuses for failings 
in care, but they are factors and we have to deal with both.

At the same time, we must not turn inwards as an organisation – if we are to become a 
learning organisation that means we will increasingly borrow ideas from others, benchmark 
ourselves and allow our staff to learn from others. 
 
And we will need to work differently with our partners across East Kent and indeed across 
Kent and Medway.  Last week Tracey and I attended a symposium run by the new 
Integrated Care System for Kent and Medway. The challenge of that day was what are each 
of us going to do to work better together to deliver more efficient and more effective services. 
For us that will mean rethinking what acute hospitals do, as well as where and how we 
operate.  
 
Today’s discussion will be the first we have had since the publication of the report – I hope 
we can be very clear about the nature of the challenges we face and the scale of what we 
need to do. We also need to set out how we are going to engage with our staff, our patients 
and our communities to transform the culture of this organisation. We must then make sure 
that every one of us wherever we work understands and buys into that new way of working 
and embraces new ways of engaging with each other and our patients. 

This report is a terrible indictment – it is evidence of significant failures. But we must use the 
report and keep it alive to help us all to reflect on our own practice, attitude and behaviour 
and think through how we change our services so that they are centred around safety and 
centred around patients and their families.  

So, let us resolve that this is the start of a journey to a new dispensation, a shared set of 
values, consistently applied, and a total commitment to be open, to listen and to learn with 
patients and families at the centre of everything we do.  

3. Health and Care Partnership (HCP) Board 

The next meeting of the HCP Board which I chair is on the 17 November (these meetings 
have now moved to bi-monthly). Some key leads will be in attendance to represent schools 
and the further education sector for a discussion about growing our Health and Social Care 
workforce. They are keen to have the discussion about the opportunity to work and to 
support recruitment in health and care, to discuss some of the projects that we have 
underway, and also how we raise our ambition.

4. Council of Governors (CoG) 

The Council of Governors will meet on 1 November.  Since I last reported, the Council’s 
Membership and Communications Committee has met and a new Chair has been elected 
(Carl Plummer). A number of actions have been agreed to make the role of Governors more 
visible and to increase our membership. These include such items as the restarting of the 
“Meet the Governor” sessions at Queen Elizabeth the Queen Mother Hospital (QEQM), 
William Harvey Hospital (WHH) and Kent & Canterbury Hospital (K&C) and engaging with 
the Youth Forum. The Governors’ newsletter is also now being sent out on a regular basis to 
the Membership.
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The NED recruitment process for the replacement of Sarah Dunnett has now been 
completed and I am happy to announce that the Council of Governors have appointed Dr 
Andrew Catto. 

Carl Plummer, Chair of the Council of Governors NRC noted that “Andrew demonstrated an 
excellent understanding of the current issues facing the wider NHS and East Kent in 
particular. He demonstrated insight and understanding into the pressures that the Trust is 
facing with a clear commitment to supporting us with our work to collaborate with partners in 
the system. His experience in a high-profile, QC-led report, into care failings will be of 
practical value to the Board and Executive team in leading the Trust’s response to the Kirkup 
report”.

The Council of Governors statement at the extraordinary Board meeting on 21 October has 
been well received and although challenging will help the Trust on its journey forward.

Alex Lister, the Public Governor for Canterbury has resigned and we are now in the process 
of arranging for his replacement. This means we have 3 vacancies on Council which we are 
hoping to fill by the end of January 2023.

5. Visits/Meetings/Talks

Developing provider collaboratives
NHS providers in conversation with Julian Kelly – 11 October 
Confed Webinar
Speciality and Associate Specialist (SAS) Doctors - 20 October
WHH site walk x2
QEQM site walk
Visit to both acute sites Maternity departments

6. Consultant Appointments

Consultant in Palliative Care/Acute Oncology Interview panel – Luisa Fulci
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Special meeting of the Board of East Kent Hospitals 
Ashford International Hotel
21 October 2022 
Chairman’s Introduction 

Good morning

Thank you for attending this special meeting of the Board of East Kent Hospitals.  As you 
know on Wednesday the independent Investigation commissioned by NHS England 
published its report into our maternity services between 2009 and 2020. This open Board 
meeting will give the senior management team an opportunity to outline its first 
considered reaction to the report, and the Board an opportunity to reflect on that and the 
next steps the Trust needs to take in response. 

We are also joined by our Council of Governors which is part of the structure of 
Foundation Trusts – our governors are independent and it is to them that I and my fellow 
non-executive directors are responsible. 

So this morning, I will say a few words followed by Tracey Fletcher our chief executive 
who will present the initial response paper which the Board will then discuss.  We will 
then hand over to our Lead Governor Bernie Mayall and invite questions for the Board 
from governors. After that I will open up for questions from members of the public.

I should make clear that this is the start of a process not the end. The Board will be 
meeting again early in November when I hope we will have developed our thinking 
further and have at least started to shape how we will begin the journey to make sure the 
failings identified in this report are not repeated. 

For those of you joining online, if you can switch your microphone and camera off until 
we have the Q and A session later that would be appreciated. I will take questions from 
those who are here, as well as those online.  

I can report that we are quorate – we have apologies from Non- executive directors 
Simon Corben, who has joined the Board us very recently and from Nigel Mansley who 
had a long-standing family commitment. I know both of them very much wanted to be 
with us today.  Non-executive director Raymond Aanakwe is joining us online. I have 
received no new declarations of interest.

As I am sure most of you know the Trust gave an initial response two days ago when we 
first received the report. This is a shocking account -  in the words of its author both 
deplorable and harrowing. It describes a litany of failures and missed opportunities which 
have left families in our local communities devastated and with emotional scars that will 
never heal. 

We have said sorry and on behalf of this whole Board I say sorry again now, but of 
course saying sorry is meaningless unless we are prepared to learn lessons and bring 
about change. 

It is a shocking report not only because of clinical failings and technical mistakes that 
were made time and again but also because of the way our clinical staff behaved 
towards mothers and their families and the way management and the Board engaged in 
a repeated ritual of defence and denial. 
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Initial errors were made on the front line – poor clinical decisions leading to sub-optimal 
care, failures to escalate, failures to respond when escalation did take place, poor inter 
professional relationships, mutual recrimination and an apparent inability to listen to 
mothers and their families. 

But the failure goes beyond this. The way we reacted when things went wrong 
compounded those front-line errors. Too often the senior levels in this organisation, 
including the Board, were in effect complicit in cover-up and denial. The instinct to 
defend the reputation of the organisation trumping the need to question and understand 
what had actually been going on.

In a moment Tracey will set out our proposed next steps – the report itself is unusual in 
not providing detailed recommendations – there have been plenty of those in the past - 
but it does make clear in its final words and I quote ‘the new leadership of the Trust will 
read this report and can see exactly what has gone wrong and what need to be put right’. 

That is indeed our challenge 

4 areas for action – first learning how to monitor safe performance – finding signals 
above the noise. 

Personally, I think this is critical and I am not sure at this point we have the answers. The 
report suggests a Task Force at national level to introduce valid maternity and neonatal 
outcome measures but I hope we can establish ways of creating a canary down the mine 
ahead of that. And we need that data across the work of the Trust.

Secondly – standards of clinical behaviour – technical care not being enough. There is a 
Yin and a Yan within medicine and nursing  - there is the science and the art, there are 
proven interventions but there must always be kindness, compassion and empathy and 
they are of equal value – the one without the other is worthless. 

Today and every day the vast majority of patients in our hospitals will experience great 
care, compassionate care, technically brilliant care – as they should - but the evidence 
from this report is that it is not consistent. We are not kind all the time to our patients or 
indeed kind to each other.

Third, Flawed teamwork – this was evident in the report on Shrewsbury and Telford – I 
first saw in the first maternity safety report we commissioned when I was at the King’s 
Fund 14 years ago which exposed damaging divisions and tensions between midwives 
and obstetricians. My impression is that we have made some progress on this in the 
Trust since the period covered by the investigation report but surely not enough. To work 
together professionals must learn together. We can no longer tolerate fiefdoms.

And area four organisational behaviour – looking good while doing badly.
It is the instinct of leaders in any organisation to want to do well and to be seeing to do 
well. Healthcare organisation are no different. Those in senior positions are vulnerable – 
failure to perform can result in dismissal and end of careers.  But changing cultures takes 
time and consistent leadership. Revolving doors seldom deliver. 

We need to commit to being honest and open – that much is clear. We will get it wrong – 
we and our clinical colleagues will make mistakes but can we make a pledge that from 
this moment on we will be open, we will be frank, we will be honest and we will be 
forthcoming.    
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There is an irony at the heart of our deliberations today – as the report suggests the 
failings here – and we have to assume elsewhere – are obvious and in some ways quite 
simple – but transforming an organisation of this size and complexity, changing 
expectations and behaviours is not straightforward – and in so doing we need our staff to 
feel good coming to work, we need to support them not blame them. 

As I said a moment ago, our promises and good intentions will mean nothing if we repeat 
the patterns of the past ..we need a reset, we need to engage with all our staff  we need 
to challenge poor behaviour and we need to listen to and work with patients and their 
families like never before.  

This is a challenged organisation we have very real financial challenges, staffing 
challenges and a crumbling estate. We must tackle each of those as best we can but as 
the report says they cannot be an excuse for a culture which has tolerated the 
behaviours outlined in this report.

Let me now hand over to Tracey who will introduce the paper proposing next steps.    

Niall Dickson CBE 
      21 October 2022              
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Special meeting of the Board of East Kent Hospitals 
Ashford International Hotel
21 October 2022 
Council of Governors Response

Like many, we, the Council of Governors have read the heart-breaking testimonies in the 
Kirkup report and the very difficult conclusions it draws. Though words are pretty inadequate 
at this time, our thoughts are with all of the families who have been so badly let down by the 
Trust.

The Council of Governors is an independent and voluntary group of individuals, elected by 
Trust members in our constituencies to represent both the people using and those working in 
the Trust. It has a number of statutory duties including to hold to account those tasked with 
running and managing those services. Our independence is priceless, and allows us the 
freedom to challenge and probe, offering us a range of unique insights into the Trust. 
Though much more will be said we wish to offer the following thoughts.

Firstly to the families. We would like to thank you and recognise the enormous courage and 
tenacity you have shown in sharing your experiences. We note that of the 202 families who 
took part in listening sessions, many took up the opportunity of counselling afterwards. This 
shows both how harrowing an ordeal it was, and that there was a clear need for more 
support much earlier. That need for support remains and we expect the Trust to deliver it.

To Bill Kirkup and his team, thank you for the painstaking and challenging work you 
undertook completing this investigation.  It was difficult to read and must have been even 
more difficult to write. We note the call for greater public accountability, along the lines of the 
“Hillsborough law” and we wholeheartedly agree. We will also ensure we keep 
recommendation 5 absolutely at the heart of all our future endeavours. This states that: 

“The Trust accept the reality of these findings; acknowledge in full the unnecessary harm 
that has been caused; and embark on a restorative process addressing the problems 
identified, in partnership with families, publicly and with external input.”

I would also like to introduce and mention my colleague, Nick Hulme, who features in the 
report and has been a driving force behind the scrutiny we place on the Trust and the plans 
and improvements that are already underway. He became a governor as a result of his own 
experience of East Kent Foundation Trust maternity care when his first child was born, 
determined to do all he could to reduce the risks for others. He has been incredible.

The Council of Governors has long raised issues and challenges around what the report 
terms a culture of “looking good while doing badly”, the obfuscation and denial, the toxic 
environment, and we have faced the barriers described in the report. 

Like many of the external bodies the report mentioned, the Council of Governors was denied 
access to data, documents deliberately subjected to concealment, Governors dealt with a 
lack of integrity and respect, and the Trust openly harassed people who challenged them. 
Trying to obtain detail, facts, and information, was made impossible. The report confirms 
what we knew but the obstruction by the Trust management made it impossible to prove. 
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Our duty extends to those employed by the Trust, as well as patients, and we always 
suspected people working in the Trust were too scared to take formal action when they were 
bullied and it is likely that good, decent staff were lost as a result.  We saw it and I have to 
say we also experienced it. 

The report also states that previous changes of senior leadership were problematic when 
“enthusiasm for the newly appointed individuals created unrealistic expectations”. The 
governors remain mindful of this, however our new Chair, Niall Dickson, appointed in 
February of last year and new Chief Executive Officer (CEO), Tracey Fletcher, appointed in 
December of last year – appointed by the Council of Governors – have made a positive start 
even before the report was published, and we are optimistic the environment is slowly 
changing. 

However, there is still an enormous task of changing the whole ethos and culture of the 
Trust. The report has exposed what needs to be done and has at last shone a light into the 
dark corners of this Trust. While recognising that some things will take more time, we will be 
expecting and demanding some immediate changes, visible evidence that this time it is 
different, a marker that distinguishes the “then” from the “now”. We will expect this to 
continue at pace, the momentum to be kept up, and the evidence of improvement delivered 
to the Council of Governors. 

To the wider public we wish to say that every Governor wants to hear from people, those 
using the services and those working for the Trust. Please reach out to us if you want or 
need to talk. This report gives us a new freedom to challenge and to drive improvement on 
your behalf. 

Please also consider becoming a member of the Trust. That gives you a say in what 
happens and makes it easier to impact the Council of Governors.

I just want to end by thanking the families again, with a full heart. You should never have had 
to go through what you have been through and we are grateful to you for the grace and the 
courage you have shown to bring us to this point. This report – your courage - gives us the 
opportunity to make the impact we need and want to make, to grasp this appalling nettle and 
uproot it. 

And as a Council of Governors we make a promise to you and to the people of East Kent, 
and the staff in the Trust, that we will be steadfast in this journey, will drill as deep as we 
have to, support and partner with the people tasked with this job, challenge as hard and as 
vigorously as we need to. We will use every tool we have to demand that the people 
responsible will be made accountable and that any remaining vestige of toxicity is cut out of 
the Trust. The people of East Kent deserve better.

Bernie Mayall, Lead Governor representing the Council of Governors

The East Kent Hospital Trust Governors

2/3 30/409



22/139 – APPENDIX 2

3

Background 

The Council of Governors has a number of statutory duties, including appointing the 
Chairman and Non-Executive Directors and ratifying the appointment of the Chief Executive. 
The Council of Governors also determines the remuneration and terms and conditions of the 
Chairman and Non-Executive Directors, receives the Trust’s Annual report and accounts and 
auditor’s report, and appoints the Trust’s external auditor. The public and staff members of 
the Council of Governors are elected from the Foundation Trust membership by the 
members and serve for terms of office between two and three years. The Council of 
Governors also consists of nominated representatives from key stakeholder organisations.  

Council of Governors is an independent and voluntary group of individuals, they are not paid 
and give up their spare time undertake this work. We currently consist of 15 Governors from 
a variety of backgrounds.  We currently have 4 Governor vacancies.

For more information visit:

https://www.ekhuft.nhs.uk/patients-and-visitors/about-us/boards-and-committees/ 

END
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Non-Executive Directors’ (NEDs) Commitments
NEDs October 2022 commitments have included:

Chairman Meetings with individual NEDs
Chaired meetings of NEDs
Meetings with Executive Directors 
Meeting with NED candidate
NED interview panel
Mid-Year Appraisal review meetings with NEDs
Meeting with Lead Governor and Deputy Lead Governor
Meetings with 2gether Support Solutions (2gether) Chairman
Mid-Year Appraisal review meeting with 2gether Chairman
Meeting with Integrated Care Board (ICB) Chair
Meeting with NHS England (NHSE) Improvement Director
Meeting with NHSE NED
Meeting with ICB Interim Chief Nurse 
East Kent MP’s briefing
Meeting with MP for Ashford
Meeting with MP for North Thanet
Extra-ordinary Board of Directors (BoD) meeting
Nominations and Remuneration Committee (NRC) meeting
Finance and Performance Committee (FPC) meeting
Council of Governors (CoG) Maternity Services briefing
Introduction at Trust Speciality and Associate Specialist (SAS) Doctors 
Development Day
NHS Kent and Medway (K&M) ICB Developing Provider Collaboratives 
meeting
NHS K&M ICB symposium ‘Together, we can’ – Developing an integrated 
care movement across K&M
NHS Providers event with NHSE’s Chief Financial Officer
Site visit to William Harvey Hospital (WHH)
Site visit to Maternity Services at WHH
Site visit to Queen Elizabeth the Queen Mother Hospital (QEQM)
Site visit to Maternity Services at QEQM

Non-
Executive 
Directors

Meetings with Chairman
Meetings with Executive Directors
Meeting with Spencer Private Hospitals (SPH) Chairman
Meeting with SPH staff
Meeting with SPH Chief Executive Officer (CEO) candidate
SPH CEO Interview panel
Meetings with Freedom to Speak Up Guardians
National Guardian for the NHS – Freedom to Speak Up Webinar
Consultant in Palliative Care/Acute Oncology Interview panel 
Extra-ordinary BoD meeting
NRC meeting
Integrated Audit and Governance Committee (IAGC) meeting
FPC meeting
Quality and Safety Committee (Q&SC) meeting
Charitable Funds Committee (CFC) meeting
Maternity and Neonatal Assurance Group meeting
Children and Adults Safeguarding meeting
2gether BoD meeting
2gether NRC meeting
2gether Audit Committee meeting
SPH Board meeting
Joint East Kent Hospitals Charity and League of Friends meeting
NHSE Wellbeing Guardian Peer Group
NHS Providers weekly webinar events
Good Governance Institute (GGI) Chair’s event

1/1 32/409

https://www.ekhuft.nhs.uk/staff/work-life/health-and-wellbeing/
https://www.ekhuft.nhs.uk/staff/work-life/health-and-wellbeing/
https://www.ekhuft.nhs.uk/staff/work-life/health-and-wellbeing/
https://www.ekhuft.nhs.uk/staff/work-life/health-and-wellbeing/
https://www.ekhuft.nhs.uk/staff/work-life/health-and-wellbeing/
https://www.ekhuft.nhs.uk/staff/work-life/health-and-wellbeing/


22/140

1

REPORT TO: BOARD OF DIRECTORS (BoD)
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BOARD SPONSOR: CHIEF EXECUTIVE (CE)

PAPER AUTHOR: CHIEF EXECUTIVE

APPENDICES: NONE

Executive Summary:
Action Required:
(Highlight one only)

Decision Approval Information Assurance Discussion

Purpose of the 
Report:

The Chief Executive provides a monthly report to the Board of 
Directors providing key updates from within the organisation, NHS 
England (NHSE), Department of Health and other key 
stakeholders.  

Summary of Key 
Issues:

This report will include a summary of the Clinical Executive 
Management Group (CEMG) as well as other key activities.

Key 
Recommendation(s):

The Board of Directors is requested to DISCUSS and NOTE the 
Chief Executive’s report.

Implications:
Links to ‘We Care’ Strategic Objectives:

Our patients Our people Our future Our 
sustainability

Our quality 
and safety

Link to the Board 
Assurance 
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The report links to the corporate and strategic risk registers.
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Corporate Risk 
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Assurance Route:
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CHIEF EXECUTIVE’S REPORT

1. Purpose of the Report

The Chief Executive provides a monthly report to the Board of Directors providing key 
updates from within the organisation, NHS England (NHSE), Department of Health and other 
key stakeholders.  

2. Background

This report will include a summary of the Clinical Executive Management Group (CEMG) as 
well as other key activities.

3. Clinical Executive Management Group (CEMG)

Business cases approved or recommended for approval at the meetings of the CEMG on 12 
and 26 October 2022 included:

 Reducing the risk for cancer patients in the Emergency Department (ED) 
Business Case;

 Public Sector Decarbonisation Business Case;
 Community Diagnostic Centre (CDC) Business Case;
 Phase 1 Maternity Unit Estates Improvements Business Case.

4. Operational Update 

4.1 Winter Planning  

Teams across the Trust, together with our system partners have been 
focussed on the development of the East Kent Health Care Partnership 
(HCP) 2022/23 Winter Plan.

In order to ensure that the system has a co-ordinated response, an HCP 
system plan has been developed to close the gap in our bed capacity to 
which the Trust’s Winter Plan will feed into.

The level of risk within East Kent is high with the number of No Longer Fit to 
Reside (NLFTR) cases continuing to rise in recent months and regularly 
ranging between 350-400 patients.  The volume of patients in our care for 
longer than 21 days also continues to rise, with 283 in this cohort in 
September 2022; 80% of this patient group await an ongoing package of care 
to enable their discharge from the Trust’s care.  Both factors have impacted 
flow within the Trust, leading to record high numbers of 12-hour trolley waits 
and an increased length of stay within our EDs with escalation areas in 
regular use. 

The 2022/23 Winter Plan is designed to address the known risks and to meet 
the challenges over the winter period by seeking to help manage and respond 
to both emergency and elective demand, providing suitable placements for 
those patients NLFTR within an acute care setting, whilst being cognisant of 
the unknown demands of the cost of living crisis. 
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The system demand modelling, commissioned by the South East Region and 
provided by ‘Lightfoot’ has outlined an expected uplift against current demand 
of near to 200 beds over the winter period and is based on the following 
assumptions:

 Respiratory Admissions increasing by 30% to occupy an additional 36 
beds.

 Non-High Risk Non-Respiratory Admissions increasing by 10% to occupy 
an additional 29 beds.

 High Risk Non-Respiratory Returning Admissions increasing by 20% to 
occupy an additional 41 beds.

 Adjusting the demand assumptions to provide for a 92% occupancy.

This uplift, if realised, is significant and will place the Trust’s bed base under 
increased pressure, recognising the current use of escalation beds on a 
regular basis.

System partners have been working in collaboration to address the issues 
identified within the Lightfoot data. The key supportive schemes within the 
East Kent Plan are:

 Development of Integrated Same Day Emergency Care (SDEC) to 
support admission avoidance and front door discharge.

 Delivery of Virtual Ward programme at pace.
 Development of bridging facilities to support discharges through support 

to patients within the final stages of acute care pathway prior to accessing 
their package of home care or inpatient residential care.

 Increasing the number of available Pathway 1 packages of care across 
the East Kent community to permit a higher number of Pathway 1 
discharges from acute care.

Further to East Kent community schemes, the Trust’s own winter programme 
aims to deliver emergency care in line with national and regional directives to 
maintain an elective recovery programme. The Trust’s Winter Plan is 
focussed on reducing length of stay on existing pathways, specialist 
admission pathways with a particular focus on SDEC and providing an 
enhanced care environment for the patients that remain in our care who await 
onward support in the community.  The key priority schemes are:

 Extended SDEC hours and improved pathways to specialist care.
 Developing direct access pathways.
 Cohorting medically/surgically fit for discharge patients.
 Reconfiguration of services at acute sites to optimise flow.

The development and implementation of these internal winter schemes is 
underpinned and support by the Emergency Care Improvement plan, led by 
the William Harvey Hospital (WHH) Interim Hospital Director.  This 
improvement plan sets out the actions and owners to support longer-term 
programmes and the immediate priority programmes of work for this winter.

Alongside the schemes designed to support occupancy and flow, detailed 
escalation plans are being developed; building and learning from escalation 
plans in place throughout the extremes of COVID-19.  These escalation 
plans, supported by trigger criteria, provide the framework for decision-
making as bed pressures increase at the acute sites and determine patient 
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placement and the perimeters within which elective activity can be maintained 
or diverted if the acute sites reach surge or super surge status.

5. Finance Update 

5.1 Financial Plan 2022/23 forecast

The variance in the forecast year position was discussed at the Finance and 
Performance Committee and given the current estimation of the difference in 
variance between best case (£20m) and worst case (£30m), further work is 
required to establish a more precise position. This includes the necessity to 
understand the predicted position on Cost Improvement Programmes (CIPs) 
as described below.  

5.2 Financial performance Year to Date (YTD) 

At the end of month 6 (September) the Trust has a YTD deficit of £13.0m, 
£9.0m worse than plan. An in-month deficit of £1.6m was driven by a number 
of escalation areas opened across the Trust (60 beds) to accommodate 
patient demand and flow, a £0.5m gap in other income with staff parking 
charges not commencing in line with the previous plan and other bank/agency 
spend £1.3m ahead of budget due to clinical pressures across the Trust.  

Efficiency savings of £3.3m were delivered in September, £1m ahead of the 
plan, moving the YTD position just £0.6m behind the plan of £9.3m.  Non-
recurrent efficiencies will be monitored throughout the year to avoid issues as 
we approach 2023/24 with enhanced financial governance arrangements 
being rolled out across the Trust. 

6. Independent Investigation into East Kent Maternity Services (IIEKMS)

The report of the Independent Investigation into Maternity and Neonatal Services in 
East Kent was shared with families on the morning of 19 October 2022, in line with 
the Families First Principle, and later shared with Parliament.

The report provided detail of the systemic failures in care, a failure to listen to families 
and a failure of governance processes over a large period of time, both for the Trust 
and the wider NHS and found that too often clinical care was suboptimal and led to 
significant harm. 

The report identifies four areas for action for this Trust and the NHS more widely, as 
well as a key recommendation for the Trust to accept the reality of these findings; 
acknowledge in full the unnecessary harm that has been caused; and embark on a 
restorative process addressing the problems identified, in partnership with families, 
publicly and with external input.

The Board at its extraordinary meeting on 21 October 2022, accepted the five 
recommendations of the report and the reality of the findings, acknowledging in full 
the unnecessary harm that has been caused and apologising unreservedly for the 
harm and suffering experienced by the women and babies who were within our care, 
together with their families,

The Trust will embark on a restorative process led by the Clinical Executive 
Management Group (CEMG) to address the recommendations of the report and to 

4/5 36/409



22/140

5

build a culture of excellence, delivering high quality, effective and compassionate 
care. 

7. Recovery Support Programme (RSP) Review 

An RSP review and reset meeting has been scheduled for 24 November 2022 with 
the Executive Chief Officers of NHS, where progress to date will be reviewed and the 
transition date to the National Oversight Framework segment three extended.  

8. Conclusion

The Board of Directors is requested to DISCUSS and NOTE the Chief Executive’s 
report.
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REPORT TO: BOARD OF DIRECTORS (BoD)

REPORT TITLE: INDEPENDENT INVESTIGATION INTO EAST KENT 
MATERNITY SERVICES (IIEKMS) REPORT - READING 
THE SIGNALS - NEXT STEPS 

MEETING DATE: 3 NOVEMBER  2022

BOARD SPONSOR: CHIEF EXECUTIVE OFFICER (CEO)

PAPER AUTHOR: MATERNITY SERVICES STRATEGIC PROGRAMME 
DIRECTOR 

APPENDICES: N/A

Executive Summary:
Action Required:
(Highlight one only)

Decision Approval Information Assurance Discussion

Purpose of the 
Report:

Following the extraordinary Board meeting on 21 October 
2022, the Board agreed to seek input of the Clinical 
Executive Management Group (CEMG) and in particular ask 
them to reflect on a fresh, bottom up, top down approach to 
building a culture of listening, kindness, excellence, 
openness and team working. 

This will require a Trust wide approach and action across 
the whole organisation, not just maternity. 

This Report sets out the immediate views and response of 
the CEMG and the preliminary thoughts in respect of the 
specific recommendation for the Trust and the four key 
areas for action as they relate to the Trust.

Summary of Key 
Issues:

The Trust accepts the reality of these findings and 
acknowledges in full the unnecessary harm that has been 
caused and gives its commitment to embarking on a 
restorative process with families, publicly and with external 
support.

The restorative process will be one of learning, repairing 
trust and relationships which as the word ‘journey’ implies, is 
about moving from where the Trust is now, to somewhere 
different and that will take time.

Key 
Recommendation(s):

The Board of Directors is asked to discuss this Report and 
AGREE key next steps. 

Implications:
Links to ‘We Care’ Strategic Objectives:

Our patients Our people Our future Our 
sustainability

Our quality 
and safety

Link to the Board 
Assurance 
Framework (BAF):

BAF 32: There is a risk of potential or actual harm to 
patients if high standards of care and improvement 
workstreams are not delivered, leading to poor patient 
outcomes with extended length of stay, loss of confidence 
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with patients, families and carers resulting in reputational 
harm to the Trust and additional costs to care.

Link to the 
Corporate Risk 
Register (CRR):

CRR 77: Women and babies may receive sub-optimal 
quality of care and poor patient experience in our maternity 
services.
CRR 122: There is a risk that midwifery staffing levels are 
inadequate.

Resource: N
Legal and 
regulatory:

N

Subsidiary: N
Assurance Route:
Previously 
Considered by:

N/A
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INDEPENDENT INVESTIGATION INTO EAST KENT MATERNITY SERVICES (IIEKMS) 
REPORT - READING THE SIGNALS - NEXT STEPS 

1. Purpose of the report

The Board is reminded of the key findings of the Investigation, together with the key 
areas for action, the Trust’s initial response to these findings and next steps:

2. Findings of the investigation

2.1 The panel found that too often clinical care was suboptimal and led to significant 
harm, we failed to listen to the families involved, and acted in ways which made the 
experience of families unacceptably and distressingly poor.

2.2 Individual and collective behaviours were visible to senior managers and the Trust 
Board in a series of reports right through the period from 2009 to 2020, and lay at the 
root of the pattern of recurring harm. At any time during this period, these problems 
should have been acknowledged and tackled effectively. There were eight clear 
separate opportunities when that could and should have happened.

2.3 Had care been given to the nationally recognised standards, the outcome could have 
been different in 97, or 48%, of the 202 cases assessed by the Panel, and the 
outcome could have been different in 45 of the 65 baby deaths, or 69% of these 
cases. The Panel had not been able to detect any discernible improvement in 
outcomes or suboptimal care, as evidenced by the cases assessed over the period 
from 2009 to 2020.

2.4 Nor was the harm restricted to physical damage. Chapter 3 of the report sets out the 
equally disturbing effects of the repeated lack of kindness and compassion on the 
wider experience of families, both as care was given and later in the aftermath of 
injuries and deaths.

3. Areas for action

The four areas for action each have supporting recommendations and there is an 
additional specific recommendation for the Trust. The recommendations are as 
follows: 

1) Monitoring safe performance – finding signals among noise:

 The prompt establishment of a Task Force (National) with appropriate 
membership to drive the introduction of valid maternity and neonatal outcome 
measures, capable of differentiating signals among noise to display significant 
trends and outliers, for mandatory national use.

2) Standards of clinical behaviour – technical care is not enough:

 Those responsible for undergraduate, postgraduate and continuing clinical 
education be commissioned to report on how compassionate care can best 
be embedded into practice and sustained through lifelong learning.
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 Relevant bodies, including Royal Colleges, professional regulators and 
employers, be commissioned to report on how the oversight and direction of 
clinicians can be improved, with nationally agreed standards of professional 
behaviour and appropriate sanctions for non-compliance.

3) Flawed teamworking – pulling in different directions:

 Relevant bodies, including the Royal College of Obstetricians and 
Gynaecologists, the Royal College of Midwives and the Royal College of 
Paediatrics and Child Health, be charged with reporting on how teamworking 
in maternity and neonatal care can be improved, with particular reference to 
establishing common purpose, objectives and training from the outset. 

 Relevant bodies, including Health Education England, Royal Colleges and 
employers, be commissioned to report on the employment and training of 
junior doctors to improve support, teamworking and development.

4) Organisational behaviour – looking good while doing badly:

 The Government reconsider bringing forward a bill placing a duty on public 
bodies not to deny, deflect and conceal information from families and other 
bodies. 

 Trusts be required to review their approach to reputation management and to 
ensuring there is proper representation of maternity care on their boards. 

 NHSE reconsider its approach to poorly performing trusts, with particular 
reference to leadership.

5) The key recommendation specifically for the Trust, and which the Trust accepts, 
is to:

 accept the reality of these findings; acknowledge in full the unnecessary harm 
that has been caused; and embark on a restorative process addressing the 
problems identified, in partnership with families, publicly and with external 
input.

4. Implementing the recommendations

The Clinical Executive Management Group (CEMG) were asked to consider the five 
recommendations as set out below. A number of questions were posed and used to 
facilitate discussion to consider what needs to be done to respond promptly to the 
recommendations and where the Trust should and could now take action. It was also 
recognised and fully acknowledged that this was the beginning of a long journey and 
our continuing work in response to the learnings from the report will continue to 
feature as part of the CEMG agenda for a considerable time. 

4.1 The key recommendation for the Trust asks it to embark on a restorative 
process addressing the problems identified in partnership with families, 
publicly and with external input:

This recommendation is predominantly concerned with deep routed and long-
standing organisational culture in the maternity unit and the need to work with 
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families who wish to contribute to the change required. Whilst much work has started 
through the Culture and OD programme, there is a need to test whether it provides 
sufficient pace and gained commitment across the Maternity and Neonatal Services 
to bring about the change required.

Your Voice is Heard has begun the process of improving how the Trust listens to 
families, but probably in itself does not involve families sufficiently in working to 
change culture to deepen staff awareness and to help shift behaviours.

Across the Trust, whilst We Care has been rolled out as the chosen quality 
improvement methodology, arguably it is not sufficiently focused on behavioural 
change across the Trust, whether it be across services or integrating cross site 
working.

To enable cultural change that reaches across the Trust, we also need to include 
reviewing the stated Trust wide values and behaviours, being clear about the Trust 
wide clinical strategy, and how this connects to developing our culture and is clear on 
accountability. This is work that will take time if it is to be done in a way that sets the 
direction and tone that we are looking to be embraced across the Trust.  

The CEMG’s initial response was that as leaders of the organisation, they needed to 
take responsibility to lead by example which should include listening to families, staff 
and ensuring psychological safety to do so.

As a first step, a narrative should be developed, setting out what needs to be done 
differently, moving from where the Trust is now, to one of excellence, delivering high 
quality, effective and compassionate care. 

To inform the narrative a number of general and targeted listening events will be held 
across the Trust to receive feedback from staff, as well as setting out expectations.
These listening events will help to inform the most appropriate structured approach to 
be used by the Trust on its improvement journey. 

4.2 Monitoring Safe Performance - finding signals above noise:

The NHS collects a lot of information, as does the Trust through the Care Group 
Performance Review Packs. The question this recommendation asks is whether the 
information is meaningful and sufficiently related to outcomes, patient safety and able 
to identify warning signs where units and services are outliers.

Whilst the recommendation focuses on the establishment of a Nationally focused 
Task Force to drive the introduction of valid maternity and neonatal outcome 
measures, this inevitably may take some time. The Trust is already committed to 
reviewing the PRM packs to ensure that they are aligned to the CQC – WE 
Statements. The outcome of the CQC self-assessment exercise is referred to in the 
Chief Nursing and Midwifery Report on today’s agenda. 
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A considerable amount of work has taken place to develop a dashboard for Maternity 
Services that is reported to the Board monthly. The Board are asked to consider if 
this meets its needs whilst a National review is embarked upon.

4.3 Standards of Clinical Behaviour - technical care is not enough

This recommendation is concerned with the challenge to educational bodies as to 
how compassionate care can be best embedded into practice and sustained, as well 
as the development of nationally agreed standards of professional behaviour and 
appropriate sanctions for non-compliance. Whilst this is in part a matter for the 
educational bodies, the recommendation also raises a number of broader issues that 
the Trust will be considering over the next few months. 

 Is the role of the Clinical Director sufficiently recognised, supported and effective, 
and are the leadership triumvirates working effectively together?

 Are the Trust’s whistleblowing procedures working sufficiently?

The Trust has tolerated some poor behaviour in the past and the CEMG committed 
to not accepting this in the future.

4.4 Flawed team working - pulling in different directions:

Increasingly clinical care relies on effective team working by groups of different 
people and recognises the breakdown of this team working has made a significant 
contribution to the findings of failed maternity services or indeed other services. The 
Investigation calls upon relevant bodies including Royal Colleges to consider how 
team working can be improved to support common purpose, objectives and training 
from the outset. It also and quite specifically raises the issue of improving support for 
junior doctors.

The Investigation found there was dysfunctional teamworking both within and across 
professional groups in Maternity Services.

Whilst professional training plays an important part, the Trust has a responsibility to 
ensure that the continuing professional development it commissions, gets to the 
heart of team working as well as ensures specifically it creates an environment where 
junior doctors feel valued and supported. This is an ongoing piece of work.

4.5 Organisational behaviour - looking good while doing badly

Whilst there are clearly recommendations for both the Government and NHSE not to 
deny, deflect and conceal information as well as reviewing its approach to poorly 
performing trusts:

 It is incumbent on staff working in the Trust to ask themselves whether for 
example Duty of Candour is robustly implemented across all Care Groups and if 
not, what needs to be done to ensure this happens. This will be raised at the 
listening events.
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 The Care Groups will be asked to ensure that all external reviews are discussed 
and reviewed appropriately within Care Groups and shared appropriately with 
Board Sub-Committees.
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REPORT TO: BOARD OF DIRECTORS (BoD)

REPORT TITLE: INTEGRATED PERFORMANCE REVIEW (IPR)

MEETING DATE: 3 NOVEMBER 2022

BOARD SPONSOR: CHIEF FINANCE OFFICER (CFO)

PAPER AUTHOR: CHIEF FINANCE OFFICER (CFO)

APPENDICES: APPENDIX 1:  SEPTEMBER 2022 IPR

Executive Summary:
Action Required:
(Highlight one only)

Decision Approval Information Assurance Discussion

Purpose of the 
Report:

The Trust has been engaged with a quality improvement 
programme called “We Care”.  The premise is that the Trust will 
focus on fewer metrics but in return will expect to see a greater 
improvement (inch wide, mile deep).  This report is updated for 
the key metrics that the Trust will focus on in 2022/23.

Summary of Key 
Issues:

The attached IPR is now ordered into the following:

True Norths- These are the Trust wide key strategic objectives 
which it aims to have significant improvements on over the next 5 
years, as these are challenging targets over a number of years it 
may be that the targets are not met immediately and it is 
important to look at longer term trajectories.  The areas are:

• our quality and safety. The two metrics the Trust has 
chosen to measure against incidents with harm and 
mortality rate.

• our patients.  The four metrics being measured are the 
Cancer 62-day target, the Accident & Emergency (A&E) 
over 12-hour target, the Referral to Treatment (RTT) 18-
week target and the Friends and Family recommended %.

• our people.  The one metric chosen is for staff 
engagement.

• our sustainability.  The two metrics chosen to improve 
are the Trust’s financial position and carbon footprint.

• our future.  The two metrics chosen are the medically fit 
for discharge % and virtual outpatients usage.

Breakthrough objectives- These are objectives that we are 
driving over the next year and are looking for rapid improvement.  
The four key areas are:

• Improving theatre capacity.  The lost theatre 
opportunities in month was 45 which is worse than the 25 
target and is 2 worse than last month.  Cancellations on 
day also had a slight decrease from 167 in August to 157 
in September.

• Utilising all of our available theatre sessions and returning 
to pre-covid cases per session (2.8) will enable us to treat 
more patients and reduce waiting times for patients waiting 
for surgical treatment. The current cases per session is at 
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2.3.  To facilitate this there are a number of measures that 
have been implemented, with further action required: 

• We are optimising scheduling opportunities with the 
booking teams. This includes awareness of individual 
targets and discrepancies between planned and actual 
utilisation; September booking performance at 87.1%, with 
actual theatre occupancy at 78.9%.

• The 2022/23 elective activity plan has been translated into 
weekly sessions required, and has been used in the 
development of the revised theatres timetable which went 
live on 5 September. As such, theatre time will be 
proportionate to the activity required by each speciality.

• The theatre staffing business case will be presented at the 
Clinical Executive Management Group (CEMG) in 
October, recruitment at risk is underway.

• The theatre optimisation group was established in August 
and meets fortnightly and is drawing up plans and 
Standard Operating Procedures (SOPs) regarding 
Implementation of 6:4:2 and theatre utilisation meetings, 
led by the Surgery & Anaesthetic Leadership team. 

• There has been a focus on aligning sub specialities within 
orthopaedics to the theatre timetable and an away day 
with the consultants has concentrated on work to increase 
cases per list and efficiencies through the Elective 
Orthopaedic Centre. 

• Same Day Emergency Care (SDEC) Admissions.  The 
SDEC activity across all services saw an increase in 
attendances in September 2022 (2007 v 1793 in August), 
the increase can be attributed to the ‘amber pick’ pilot with 
Acute Physicians working closely with the Emergency 
Department (ED) to identify suitable patients to attend the 
SDEC service. The Emergency Care Delivery Group 
approved the newly established workstreams for 
emergency care in October 2022 with a key focus on 
developing the SDEC and Direct Access models to 
optimise these pathways and establish a defined clinical 
model for the future. 

• A clinical forum supporting the delivery of SDEC was held 
in September 2022 with key outputs to focus on delivering 
optimal care through dedicated services including SDEC 
and assessment units to deliver a model that supported 
‘the right place first time’ approach. Key messages and 
actions from the event included:

• A collaborative approach required to achieve the size of 
change along with pace to improve the emergency 
pathways ahead of winter.

• Consensus to reconsider existing pathways and processes 
to improve patient experience and align to national 
direction in establishing services for patients.

• Agree key principles in the future clinical models to ensure 
the services provide high quality care and outcomes for 
patients.

• Requires an organised approach, driven by senior 
clinicians with a governance structure to support.
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• Establishing the times the service is open to reflect the 
demand in order to support the maximum of patients being 
able to access the services.

• Working with community partners to develop community 
SDEC with a pilot at Whitstable planned to go live in 
November.

• Access to appointment slots to SDEC and Urgent 
Treatment Centre (UTC) for patients arriving Out of Hours 
(OOH) to reduce waits being established. 

• Staff Involvement.  The current staff involvement score 
has remained at 6.28 in month with an aim to reach 6.8 by 
the end of 2022/23.

• 20 areas have now been trained as part of the Team 
Engagement and Development (TED) pilot, including 
Cardiology and Rheumatology, with a further 16 planned 
before the end of November.

• The We Care rollout has been extended beyond the 20 
‘units’ surveyed in July as part of the National Quarterly 
Pulse Survey (NQPS) and will also include Urology and 
Cardiology.

• Two of the priority areas identified as part of the National 
Staff Survey (NSS) data review (those with the lowest 
scores for involvement) are completing KENT 
Fundamentals in September. 

• The new staff intranet, Interact, has been reviewed and 
can provide; sentiment analysis, target pulse surveys and 
an online suggestion area, the effectiveness of which will 
be piloted.

• An ‘Involvement Toolkit’ is being finalised to provided 
support at team leader, speciality and Care Group level 
throughout the NSS.

• Premium Pay costs.  The Trust spends £87m per annum 
on premium pay with an aim to reduce this by 10% over 
the year.  In month premium pay was £9.6m an increase 
of £0.8m from August.  The premium pay position is 
impacted by the opening of escalation areas across the 
Trust and in month a £500k back pay for bank staff due to 
the new pay award.

• The Executive team are continuing their focus in this area 
as this is a key contributor to the financial position.

• Key Interventions include:
• Formalising and strengthening the weekly premium pay 

meeting.
• Detailed focus by care groups on drivers of premium 

pay.  Premium pay deep dives occurring through 
September.

• Review of bank, agency and overtime rates across all 
staff groups.

• Ensure improved sign off processes and governance 
across the Trust.

• Recruitment to key clinical posts to reduce the need for 
temporary staffing.
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Watch Metrics - these are metrics we are keeping an eye on to 
ensure they don’t deteriorate.

Key 
Recommendation(s):

The Board of Directors is asked to CONSIDER and DISCUSS the 
True North and Breakthrough Objectives of the Trust.

Implications:
Links to ‘We Care’ Strategic Objectives:

Our patients Our people Our future Our 
sustainability

Our quality 
and safety

Link to the Board 
Assurance 
Framework (BAF):

BAF 32: There is a risk of potential or actual harm to patients if 
high standards of care and improvement workstreams are not 
delivered, leading to poor patient outcomes with extended length 
of stay, loss of confidence with patients, families and carers 
resulting in reputational harm to the Trust and additional costs to 
care.
BAF 34: Failure to deliver the operational constitutional standards 
due to the fluctuating nature of the Covid-19 pandemic 
necessitating a localised directive to prioritise P1 and P2 patients.
BAF 31: Failure to prevent avoidable healthcare associated 
(HCAI) cases of infection with reportable organisms, infections 
associated with statutory requirements and Covid-19, leading to 
harm, including death, breaches of externally set objectives, 
possible regulatory action, prosecution, litigation and reputational 
damage.

Link to the Corporate 
Risk Register (CRR):

CRR 77: Women and babies may receive sub-optimal quality of 
care and poor patient experience in our maternity services.
CRR 78: There is a risk that patients do not receive timely access 
to emergency care within the ED.

Resource: N
Legal and regulatory: N
Subsidiary: Y Working through with the subsidiaries their involvement 

and impact on We Care.
Assurance Route:
Previously 
Considered by:

Finance and Performance Committee (FPC) 25 October 2022 and 
Quality and Safety Committee (Q&SC) 27 October 2022.
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Our vision, mission and values

We care’ is how we’re working to give great care to every patient,
every day. It’s about being clear about what we want to focus on
and why and supporting staff to make real improvements, by
training and coaching everyone to use one standard method to
make positive changes.

We know that frontline staff are best placed to know what needs
to change. We’ve seen real success through initiatives like
‘Listening into Action’, ‘We said, we did’, and ‘I can’.

‘We care’ is a bigger version of this – it’s the new philosophy and
new way of working for East Kent Hospitals. It’s about
empowering frontline staff to lead improvements day-to-day.

It’s a key part of our improvement journey – it’s how we’re going
to achieve our vision of great healthcare from great people for
every patient, every time.

For ‘We care’ to be effective, we need to be clear about what we
are going to focus on – too many projects will dilute our efforts.

For the next five years, our focus centres on five “True North”
themes. These are the Trust-wide key strategic objectives which it
aims to significantly improve over the next 5 years:

• our patients
• our people
• our future
• our sustainability
• our quality and safety

True North metrics, once achieved, indicate a high performing
organisation.
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True North

Breakthrough 
Objectives

Watch 
Metrics

Driver 
Metrics

Watch 
Metrics

Countermeasures

Board Ward

Integrated Performance Report

IPR
Performance Review Meetings

PRM

To turn these strategic themes into real improvements, we’re
focusing on five key objectives that contribute to these
themes for the next year. These are the “breakthrough”
objectives that we are driving over the next year and are
looking for rapid improvement.

• Reducing Patient Safety Incidents resulting in harm
• Reducing time spent in our ED Departments
• Improving theatre capacity
• Improving our Staff Involvement Score
• Reducing Premium Pay Spend

We have chosen these five objectives using data to see where
focusing our efforts will make the biggest improvement. We’ll
use data to measure how much we’re making a difference.

Frontline teams will lead improvements supported by our
Improvement Office, which will provide the training and tools
they need. Our Executive Directors will set the priorities and
coach leaders in how to support change. Our corporate teams
will work with frontline teams to tackle organisation-wide
improvements.

We recognise that this change in the way we work together
means changing our behaviour and the way we do things. We
will develop all leaders – from executive directors to ward
managers - to be coaches, not ‘fixers’. We will live our Trust
values in the way we work together, and involve patients in
our improvement journey.

The IPR forms the summary view of Organisational
Performance against these five overarching themes and the
five objectives we have chosen to focus on in 2022/23. It is a
blended approach of business rules and statistical tests to
ensure key indicators known as driver and watch metrics,
continue to be appropriately monitored.

What is the Integrated Performance Report (IPR)?

Page 33/38 51/409



What is statistical process control (SPC)?

Statistical process control (SPC) is an analytical technique that
plots data over time. It helps us understand variation and in
doing so, guides us to take the most appropriate action.

The ‘We Care’ methodology incorporates the use of SPC
Charts alongside the use of Business Rules to identify common
cause and special cause variations and uses NHS Improvement
SPC icons to provide an aggregated view of how each KPI is
performing with statistical rigor.

The main aims of using statistical process control charts is to
understand what is different and what is normal, to be able to
determine where work needs to be concentrated to make a
change. The charts also allow us to monitor whether metrics
are improving.

Key Facts about an SPC Chart

A minimum of 15-20 data points are needed for a statistical
process control chart to have meaningful insight. 99% of all
data will fall between the lower and upper confidence levels.

If data point falls outside these levels, an investigation would
be triggered.

It contains two types of trend variation: Special Cause
(Concerns or Improvement) and Common Cause (i.e. no
significant change.

NHS Improvement SPC icons 

Where to find them
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# Rule Suggested rule

1 Driver is green for reporting period Share success and move on

2 Driver is green for six reporting periods Discussion:
1. Switch to watch metric 
2. Increase target

3 Driver is red for 1 reporting periods 
(e.g. 1 month)

Share top contributing reason, and the 
amount this contributor impacts the 
metric

4 Driver is red for 2 reporting periods Produce Countermeasure summary

5 Watch is red for 4 months Discussion:
1. Switch to driver metric (replace 

driver metric into watch metric)
2. Reduce threshold

6 Watch is out of control limit for 1 
month

Share top contributing reason (e.g. 
special / significant event)

What are the Business Rules?

Breakthrough objectives will drive us to achieve our “True
North” (strategic) goals, and are our focus for this year.
These metrics have a challenging improvement target and the
scorecard will show as red until the final goal is achieved when
it then turns green. Once achieved a further more stretching
target may be set to drive further improvement, turning the
metric back to red, or a different metric is chosen.

Metrics that are not included in the above are placed on a
watch list, where a threshold is set by the organisation and
monitored. More of these metrics should appear green and
remain so. Watch Metrics are metrics we are keeping an eye
on to ensure they don’t deteriorate.

Business rules work in conjunction with SPC alerts to provide a
prompt to take a specific action.

This approach allows the organisation to take a measured
response to natural variation and aims to avoid investigation
into every metric every month, supporting the inch wide mile
deep philosophy.

The IPR will provide a summary view across all True North
metrics, detailed performance, actions and risks for
Breakthrough Objectives (driver) and a summary explanation
for any alerting watch metrics using the business rules as
shown here as a trigger.
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What the chart tells us
The Trust HSMR remains below the lower control limit showing ‘special cause variation of improving
nature’. The metric demonstrates a 12 month rolling position to June 2022 which is the last data
release. At time of reporting this remains ‘lower then expected.’

From last month the Trust has maintained its position now lying 17th out of the 121 acute non-
specialist Trusts on the Telstra Health platform.

Mortality (HSMR)
Mortality metrics are complex but monitored and reported nationally as one of many quality indicators of hospital performance. While they should not be taken in
isolation they can be a signal that attention is needed for some areas of care and this can be used to focus improvement in patient pathways.

Our aim is to reduce mortality and be in the top 20% of all Trusts for the lowest mortality rates in 5 to 10 years. We have set our threshold for our rolling 12 month
HSMR to be below 90 by January 2027 to demonstrate achievement of our ambition.

Rebecca 
Martin
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Intervention and Planned Impact
• The fracture Neck of Femur pathway is our focus for 2022/23 to improve outcomes for this group

of patients and time to theatre had been a driver metric for Surgery and Anaesthetic Care group. A
Trust Priority Improvement Project (TPIP) is underway for 2022/23 to support driving this at WHH
and QEQM sites

• Current 12 month rolling HSMR for fractured neck of femur patients is 90.6 (to June 2022) and is
now ‘as expected’.

• Mortality metrics continue to be reported and discussed at monthly Mortality Surveillance Group
and intelligence used to drive deep dives into pathways where indicated.

• There were new alerts for residual codes (symptoms and signs) and biliary tract disease that are
subject to further investigation.

Risks/Mitigations
The impact of Covid-19 on national mortality surveillance is a risk with the national baseline not
stabilised.
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Hospital Standardised Mortality Ratio (HSMR)

Incidents with Harm
The True North target is to achieve zero patient safety incidents of moderate and above avoidable harm within 5 years. We want to reduce harm caused to patients, to improve their
experience and outcomes. Our target for the next 12 months is to reduce avoidable harm incidents of moderate harm and above to no more than 26 incidents per month by March
2023 (5% reduction).
The breakthrough objective will be to reduce all patient safety harm incidents with a harm severity score of moderate and above, this will be achieved through the Fundamentals of Care
and Patient Voice and Involvement workstreams.
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What the chart tells us
The chart details all patient safety incidents with a harm severity score of moderate and above. There were 33
incidents in September, which is above threshold. The highest contributors to harm were care/treatment with 9
harm incidents, which is an increase from the previous month, delay/failure was the second highest with 7
incidents. The third highest contributor was falls with 5 harm incidents but is a reduction on the past two months
when falls was our highest contributor of harm. For the last 6 months care/treatment and delay/failure have
both featured in the top three the highest contributors.

Intervention and Planned Impact
The Deputy CMO and corporate governance team are supporting with reviewing care/treatment and 
delay/failure incidents. Similar themes continue with delayed diagnosis for patients on the cancer pathway and 
delays in initiating the correct urgent referral and treatment pathway in ophthalmology patients. Focused 
improvement work is taking place in Maternity with oversight through MNAG.
Safe staffing continues to be a factor contributing to patient harm, we are seeing a direct correlation between 
low staffing levels and harm and this continued throughout September. Our full capacity policy has continued to 
be initiated and we remained in OPEL 3/4 escalation for extended periods. Length of stay in our EDs continued 
to increase and we reported significant 12 hour trolley breaches. Escalation areas continued to be utilised due to 
high numbers of patients being cared for in corridors and other non-clinical areas. A review at the falls steering 
group identified themes in the 5 harm incidents resulting in a fall. It was identified that reduced staffing levels 
resulted in delays and inconsistencies with risk assessments especially in relation to the use of bed rails, inability 
to perform lying and standing blood pressure and general visibility of patients which resulted in an increase in 
unwitnessed falls. The amount of repeat fallers increased in September to 13 from 6 in August but still remains 
lower than the monthly average. It was also identified that there were themes with the inappropriate use of 
sedatives in the elderly and this has resulted in reviews with pharmacy, clinicians and safeguarding. The 
speciality falls team continue to have an increased presence in both EDs, escalation areas and high contributing 
wards to support clinically and educationally. It must be noted that falls have reduced at the QEQM where there 
is consistent presence from the acute falls team, but increased at the WHH and KCH sites where there is a 
reduced acute falls service. Safe staffing escalation processes remain in place, audits are being undertaken to 
provide assurance that safer staffing policy being followed, refresher training has been taking place in led by the 
Associate Director of Nursing for Workforce.

Risks/Mitigations
Temporary staffing strategies are in place to support all areas where staffing is significantly compromised and
where enhanced care is required and could be managed with co-horting patients and increasing visibility in the
bays. Ward leaders, Matrons and Therapy teams are on the floor supporting ward teams, increasing oversight
that risk assessment and falls reduction strategies are being used. .

Sarah Shingler
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Supporting metrics that have either;
• Been red for 4+ months (OR)
• Breached the upper or lower SPC control limit

IPC: C diff Infections
The Trust remains above trajectory to achieve the external threshold 
for 2022/23. This position continues to reflect a local, regional and 
national change that is, as yet, unexplained. Locally we are working 
with the ICB to investigate risk factors for ‘community onset, 
healthcare associated (COHA) cases, as East Kent is above the national 
rate for these cases. Data from Kent and Medway for Q1 show 
EKHUFT as having the lowest rate of Cdiff, regionally and close to the 
England average (figure).

VTE Assessment Compliance
While VTE compliance remains below threshold and is driven by 
under performance across three out of the six Care groups 
impacting on this metric, the impact of recent improvement work can 
be seen. This continues to be monitored through performance 
meetings and the Care Groups have improvement plans in place that 
continue.

Serious Incidents Breached
Declared Serious Incidents (SIs) must be investigated and closed 
within 60 days, to ensure timely understanding of issues, address gaps 
and provide learning to avoid repeated incidents. The work to reduce 
the backlog continued throughout September with all care groups 
except Women’s Health achieving submission of outstanding reports. 
The focus remains on addressing the remaining backlog, although this 
has been prolonged due to the complexity of the reports and reduced 
access to clinical specialists to support the writing. The Trust is also 
now preparing for the transition to the new incident management 
framework, Patient Safety Incident Response Framework (PSIRF).

Regional IPC position: Cdiff
To support commentary above (right) the regional position in relation to C difficile infections is shown in the table
below.
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Trust Access Standards: 18wk Referral to Treatment
The National RTT Standard is to achieve a maximum of 18 weeks wait from GP referral to 1st definitive treatment for every patient. It is a priority to ensure patients have
access to timely care whilst also reflecting patient choice regarding timing and place of treatment.

Performance has been adversely affected by the global pandemic and as we enter our recovery phase we are committed to improving our elective waiting times moving
towards delivery of the constitutional standard. As part of the ‘sustaining access’ Strategic Initiative early work has commenced with system partners regarding demand
management, pathway design, and an early focus on waiting times for 1st Outpatient Appointment.
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Rebecca 
Carlton

What the chart tells us
Over the last 6 months performance has remained static for the total waiting time however our long 
waiting patients have continued to reduce. In line with other Trusts in the region we have reduced 
our 104w waits almost entirely with exception for patients who have contracted covid or whom do 
not wish to proceed with surgery at the time. There has been good progress in addressing our 78w 
waits which as at the end of September were reduced to 396.

Intervention and Planned Impact
• Introduced enhanced 78 week recovery actions in Ophthalmology and Gynaecology to enable 

achievement of zero 78w waits by the end of March 2023.
• Revising validation process and considering how we can improve patient 

communication/engagement to reduce DNA rates and short notice patient cancellations. Our aim 
is to reduce DNA rates from an average of 9% to 7% in the first instance.

• Further improve utilisation of theatre capacity to achieve the target 85% following 
implementation of the revised theatre timetable.

• Enhance the recruitment and retention plan in the out patient service centre to improve the full 
booking process and maximise out patient capacity.

• Positive recruitment plan for two additional consultants in ENT reduce our waiting times for 
surgery.

• Secured out patient capacity across East and West Kent Independent Sector Hospital which will 
provide patients with greater choice when accessing secondary care services. GPs can also book 
directly into these services.

Risks/Mitigations
• We have invested 4.1M in theatre workforce as this remains the greatest risk to delivery of the

activity and recovery plan. We continue to recruit additional staff and maximise productivity and
efficiency of our theatre delivery.

• Ensuring that we continue a full elective programme during the expected challenge of winter and
the potential rise of infection (Covid and Flu).

11/38 59/409



Theatre Session Opportunity
Efficient use of our theatre complex is key to maximising the throughput of routine elective care.
It is imperative that elective surgery deferred during the global pandemic is prioritised alongside Cancer and urgent operative needs to minimise any harm to our patients and reduce our overall waiting
times for elective surgery.

Ensuring that the theatre capacity we have available is utilised in the most efficient manner will allow for subsequent decisions regarding any residual capacity deficits and new ways of working.
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What the chart tells us
By counting every minute of theatre time not utilised we describe an opportunity for more effective utilisation.
The chart indicates that we saw a small deterioration in our performance. Since June this position has
deteriorated with an increased opportunity not utilised of 45 sessions. Cancellations on day decreased from 167
in August to 157 in September.

Intervention and Planned Impact
Utilising all of our available theatre sessions and returning to pre-covid cases per session (2.8) will enable us to
treat more patients and reduce waiting times for patients waiting for surgical treatment. The current cases per
session is at 2.3. which remains the same as August
To facilitate this there are a number of measures that have been implemented, with further action required:
We are optimising scheduling opportunities with the booking teams. This includes awareness of individual
targets and discrepancies between planned and actual utilisation September booking performance at 87.1%
which was an increase of 1.2% on last month Actual theatre occupancy was 78.9%. Which was a slight decrease
on August performance
The 2022/23 elective activity plan has been translated into weekly sessions required, and has been used in the
development of the revised theatres timetable which commenced on 5th September.
Implementation of 6-4-2 booking commences from 3rd October which will focus specialities on booking ahead to
maximise opportunity and improve patient experience
Late starts were a focus for General Surgery who have identified delays were due to waiting for confirmation of
ITU beds resulting in booking a small case to be first on the list
Urology and General Surgery will focus in the next 2 months on creating standby patients to increase productivity
The theatre optimisation group meets fortnightly led by the Surgery & Anaesthetic leadership team This group is
focusing on the development of SOPs regarding theatre utilisation and the analysis of the data regarding early
finishes/late starts and cancellations with actions to improve performance The site with greatest opportunity
being K&C IN Orthopaedics/Urology & Ophthalmology
Orthopaedics have revised the timetables to align sub specialities to theatre sessions to improve the booking
utilisation in Elective Orthopaedic Centre The booked occupancy improved to 85.2% but actual occupancy
remained at 79% as a result of cancellations

Risks/Mitigations
• Theatre staff shortages in particular at WHH
• Funding provided already has enabled recruitment across sites and Anaesthetics
• Theatre Business case pending CEMG approval which would provide safe staffing levels across all sites & staff
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ED 12h Total Time in Department
There is a nationally proposed new set of Emergency Department Access Standards which will focus on 12 hour Total Time in Department. This measures from arrival to either discharge,
transfer or admission.
ED performance has been adversely affected by year on year increases in emergency presentation to our acute sites. The global pandemic has created additional pressures in terms of
managing infection and maintaining social distance.
Significant investment has been made into expanding our emergency departments and to recruitment to our nursing teams to provide enhanced patient pathways improving both quality
of care and experience and this work is ongoing.
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What the chart tells us
The new national standard is for no more than 2% of patients to spend longer than 12hrs in the emergency 
department, from arrival to admission, transfer or discharge.
The number of patients reported as waiting more than 12 hours in the EDs saw a slight improvement in 
September (11.4% v 12.1% in August) with the number of reported 12 trolley waits (DTAS) showed an increase 
from 1026 in August to 1126 in September and remains an outlier nationally. This deterioration corresponds to 
the increase in the number of super stranded patients (>21 days) reported (283 v 271 in August) and is the 
highest number recorded in the last 12 months. The dwell time in ED against the 4 hour standard reports a mean 
time of 3.7 hours for non-admitted patients and 22.1 hours for admitted patients, both showing a deterioration 
from the previous month and the wait for admitted patients (mean time) is the highest reported in the last 12 
months . Bed occupancy was 102% v 103% the previous month; over the last 3 months (July –September 
inclusive) reports the highest occupancy levels in the last 12 months of reporting.

Intervention and Planned Impact
The Emergency Care Delivery Board approved the planned approach to focus on the urgent and emergency
pathways. This involves a hospital wide refresh of the existing improvement plan with newly established
clinically led workstreams to deliver improvements, establish clinical pathways and services to ensure access to
the ‘right care first time’ for patients. This plan aligns to the key national directives for urgent and emergency
care and will include direct access pathways to reduce the need for patients to access the ED delivered through
the refocused work. System partnership work on supporting the complex patients discharge pathway is in train
to provide Virtual clinics, step-down community capacity and integrated SDEC. System partnership support is
also being provided at the front door with support for Mental Health, triaging patients before they get to our ED.
As part of the daily rhythm, the OCC (WHH) undertake a daily review with the ward teams on all pathway zero
patients using a multi disciplinary approach to identify actions required to support timely discharge for patients.
A process the team at QEQM are trialling.

Risks/Mitigations.
The phase 1 of the ED build at WHH was opened on the 26th September creating increased capacity in both the
Rapid Assessment and Resuscitation units. The UEC have developed an internal escalation plan to support
ambulance offload and ensure that patients are waiting safely for a bed through the utilisation of the SAL lounge
as a designated area for these patients. The Site triumvirate have undertaken a review of all the patient areas
across the EDs using the National Sit-rep guidance to safely manage patients in designated patient areas. This
review and subsequent recommendations will be taken through the CEMG in October for approval.
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Same Day Emergency Care (SDEC)
Ensuring patients are seen and treated in the right setting, at the right time and in the right way are key aspects of efficient and effective patient care. A number of patients currently accessing our
Emergency Departments can be safely assessed, treated and discharged via a Same Day Emergency Care pathway, such as Emergency Ambulatory Care, Gynaecology, Surgery or Frailty). Access to an
SDEC service may be following a direct referral by a GP or via the Emergency Department.
It is anticipated that an average of 2,600 patients each month can be safely seen and treated via a Same Day Emergency Care pathway, this is the ambition for 2022/23.
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What the chart tells us
The SDEC activity across all services saw an increase in attendances in September 2022 (2007 v 1793 in August),
the increase can be attributed to the ‘amber pick’ pilot with Acute Physicians working closely with the ED to
identify suitable patients to attend the SDEC service . The Emergency Care Delivery Group approved the newly
established workstreams for emergency care in October 22 with a key focus on developing the SDEC and Direct
Access models to optimise these pathways and establish a defined clinical model for the future.

Intervention and Planned Impact
A clinical forum supporting the delivery of SDEC was held in September 2022 with key outputs to focus on
delivering optimal care through dedicated services including SDEC and assessment units to deliver a model that
supported ‘the right place first time’ approach. Key messages and actions from the event included:
• A collaborative approach required to achieve the size of change along with pace to improve the emergency

pathways ahead of winter.
• Consensus to reconsider existing pathways and processes to improve patient experience and align to national

direction in establishing services for patients.
• Agree key principles in the future clinical models to ensure the services provide high quality care and

outcomes for patients.
• Requires an organised approach, driven by senior clinicians with a governance structure to support.
• Establishing the times the service is open to reflect the demand in order to support the maximum of patients

being able to access the services.
• Working with community partners to develop community SDEC with a pilot at Whitstable planned to go live in

November.
• Access to appointment slots to SDEC and UTC for patients arriving OOH to reduce waits being established.

Risks/Mitigations
• Patients with long term conditions attending ED require the support of an integrated approach with

community clinicians and acute hospital specialists. This work is being developed for winter as a partnership
with KCHFT and will help patients to be maintained at the place they call home with appropriate medical
support.

• ED Build loss of capacity. As part of the phasing building work the team have undertaken a review of the
capacity and have instigated mitigations, using QIAs, utilising co-located areas to support the ED footprint
during the phasing of 2/2a . The total loss of funded trolley capacity is 1 and the capacity lost for the
designated escalation areas is 3 . However this review and approach has reduced the use of the corridors to
address the patient safety/experience.
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Trust Access Standards: Cancer 62day
The National 62 Day Referral to Treatment requires all patients to receive treatment for Cancer within 62 days from GP referral. The standard exists to ensure patients are seen, diagnosed
and treated as soon as possible to promote the best possible outcome for all patients on a cancer pathway.

The Trust is committed to reducing the time to diagnose and treat patients. Throughout the pandemic the Trust has prioritised and maintained access for all cancer patients improving our
overall performance.
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What the chart tells us
Performance has reduced in September with a lower number of overall treatments than the previous months
and higher number of breaches treated in month. K&M Cancer Alliance continued to record the lowest back log
of all Alliances, East Kent Hospitals is the largest contributor to this.

Intervention and Planned Impact
• Weekly updates for teams redesigned to give teams clearer oversight of where they are with performance.
• CSS service are currently piloting some walk in services at WHH, these will be reviewed and we will ask the 

Alliance to support further if successful. We are also working on the 28day patient information electronically 
for GPs and Acute organisation

• Consistent high levels of 2ww referrals. Patients are being supported with the development of 2ww 
information on the Trust web page to include information on suspected cancer pathway and useful contact 
numbers to aid communication and support.

• Proactive management of long waiting patients to understand how we can best manage these groups 
through to treatment. Patients above day 40 on the lower GI pathway have been contacted to ensure they 
are fully supported and are aware of next steps. A group has been set up with MTW colleagues to improve 
joint understanding of their pressures, benefit working relationships, reduce delays and improve patient 
experience

• Lower GI straight to test (STT) implementation continues with PGDs for bowel cleansing approved at the DTC 
meeting end of September. FDS manager has commenced escalation meetings 3 times weekly with the 
endoscopy booking team, along with clinical support from FDS clinical nursing lead and qFIT project facilitator 
to discuss complex patients and improve booking times. FDS manager has successfully appointed and trained 
lung navigator This has shown a real improvement with the 28 day pathway and reduced the backlog from an 
average of 70 patients to just 10.

Risks/Mitigations
• Delays to diagnostics booking remains a risk due to teams challenges and competing demands for resources
• Endoscopy booking delays persist but teams working together on sustainable solutions. New support call

commenced with Endoscopy to provide additional clinical support
• Theatre capacity and skill set for Urology, Head & Neck and Lower
• For urological surgical capacity mutual aid has been explore but is not possible to secure, the teams are

booking but significant delays remain
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Patient Experience: Inpatient Survey
The National In Patient Survey published in October 21 (surveyed patients discharged in November 2020), completed responses for the trust were received from 515 patients (1,250
invited) with a response rate of 43%. The survey consists of 45 questions and the trust scored below the national trust average on all questions, and in 23 out of the 45 responses the trust
scored in the bottom five trusts in the region, and in the bottom five Nationally.

The Trust has chosen ten questions from the National In-Patient survey, and our average for our focused 10 questions is 7.13 compared to 7.65 as a national average.
41 adult in-patient wards will complete 50 surveys per month (2,050) using the tendable app using the 10 questions.
Our ambition is to improve performance against the focussed ten questions to achieve the national average score of 7.65 as a minimum by March 2023.
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What the chart tells us
There were 1303 Inpatient Experience surveys completed in September via Tendable across 51 wards, this
exceeded the target of 1200 set for September. The positive responses to 9 of the 10 questions asked were
above target threshold of 7.7, with the exception of patients reporting that they had difficulty sleeping at night
due to noise from other patients. For this specific question, the ‘No’ response is a positive, therefore the 68%
(6.8) score is reflecting those patients that had a positive experience.

Intervention and Planned Impact
CNMO has set trajectory for all wards to be completing 50 surveys per month to achieve the 2050 surveys per
month: Octobers target is 2050. The accreditation team are supporting ward areas who are not currently
reaching their target of 50 surveys per month and this is monitored daily
HONs and DONs are held to account at the Nursing, Midwifery & AHP board on a monthly basis by the CNMO to
ensure that responsibility is taken for supporting the wards to complete their surveys and develop actions to
address poor responses. The data is also presented and reviewed at the monthly Fundamentals of Care
Committee (FOC), measures are being explored to counteract the noise disturbances at night with the frontline
teams. The guidelines for ward night duty are being developed, this will provide support to all our newly
appointed staff. All areas are being encouraged to stock ear plugs and eye masks to offer patients at night with a
focus on our escalation areas and corridors where disturbances at night are hard to avoid due to the nature of
the current operational challenges. An in-patient information booklet has been developed to help meet
expectations whilst in hospital and provide reassurance in the flow of a ward over a 24 hour period. The
dementia working group are also contributing to this booklet to raise awareness of patients who are living with
dementia, address perceptions and explain how we support these vulnerable patients as health care
professionals, this is as a result of direct patient feedback. The booklet is currently being reviewed by senior
nurses and will be ratified at the FoC Committee.
The Head of Patient Voice and Involvement is working with the Associate Director of Nursing for Quality and FOC.
A key role of the patient volunteers and champions will be to support the wards in the completion of the surveys
and also support in the development of the action plans. A priority is to identify a patient champion/member of
the public to become an active member of the monthly FOC committee.

Risks/Mitigations
If culture and behaviours do not change and the patients voice continues not to be heard, there is a risk that
patient experience does not improve or deteriorates further, placing the Trust at increased risk of CQC regulatory
action and reputational damage.

Sarah
Shingler
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Supporting metrics that have either;
• Been red for 4+ months (OR)
• Breached the upper or lower SPC control limit

RTT 18 Weeks
The electronic referral system (ERS) is now live in Dermatology (adult and
paediatric), Sleep Diagnostics and Breast surgery. A further 11 specialities are
revising their Directory of Services (DOS) and outlining their Referral Assessment
Service (RAS) where multiple pathway choices exist for patients (telephone, web,
face to face).The advantage of implementing a directly bookable service is that it
allows patient choice in booking an appointment time/location agreeable to them
and therefore reduces the booking administration time. This also improves the DNA
rate as the patient will have chosen their own appointment time.

ED Compliance
September 2022 reported a slight upward trajectory in the 4 hour performance
68.1% against 65% for August.
The number of patients admitted (NEL) for September decreased for the 3rd
consecutive month (6,690 v 7098 in August). The number of patient over 21 days
stays continues to increase with the highest number reported in September (283
September v 130 October 21) against the last 12 months.

Unplanned reattendance
September reported a slight deterioration against the August reported data with
14.2% of patients reattending v 14.1% in August. Focused work reviewing data will
support conversations with our primary and community service partners to ensure
the service model best fits patient need. Addressing these issues would bring the
Trust back in line with national average.

Super stranded over 21 days
80% of these patients require additional services or have some degree of complexity
that requires support from the community, residential or local authority care
provision. We work with partners on a daily basis to ensure our patients access the
services they need from other providers in a timely way. .
The introduction of Inter-professional standards will improve the timeliness of
decision making at the start and conclusion of the patients attendance and inpatient
stay. These standards have been endorsed by the Clinical Executive Management
Group and will be an important part of how emergency care and treatment are
delivered.

Regional access position

Target/Trust EKHUFT MTW Medway Dartford

A&E 4 Hour 68.10% 84.70% 68.80% 75.80%

Cancer 62D *70.10% *86.10% *83.80% *61.20%

DM01 64.0% 90.00% 71.70% 82.80%

18w RTT 58.30% 68.30% 60.90% 69.39%

The regional position has been included below to give context on the relative performance of EK within the
System.

*figures shown are one month in arrears as this is the latest national data available
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Complaint Response
The complaints response has remained below threshold. This has
been impacted by a number of issues. The care groups continued to
prioritise the backlog in order to address the longest waiting. Several
teams have been managing absences, including significant vacancies
in the corporate team. As a result, new complaints have not been
addressed within the policy time period, although the length of
breach has been much less than the previous backlog. Furthermore,
the external support has reduced due to one staff member resigning
at short notice, within weeks of commencing. A new recruitment
campaign will commence, and intensive support to the corporate
team and care groups is being arranged.

Duty of Candour
The Duty of Candour compliance has fallen due to failure to achieve
the timelines required. Meetings have been set with the Care Groups
to provide support and oversight to ensure a robust approach is in
place. The trajectory for improvement remains, and can still be
achieved as the number of incidents has not increased excessively.
Trajectory for improvement sees >90% compliance by December
2022.
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Supporting metrics that have either;
• Been red for 4+ months (OR)
• Breached the upper or lower SPC control limit
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Staff Engagement (score)
Staff Engagement levels have remained below the national average throughout the last five years. The Staff Engagement Index itself has been on a downward trend for
three years and, as an organisation, we are one of the most challenged in the country, sitting in the bottom 20% nationally. Given the negative implications of reduced
staff engagement, it is imperative that levels are significantly and consistently improved.
The National NHS Staff Survey (NSS) is used to give an indication of staff engagement, providing an overall Staff Engagement Index to the Trust. In order to monitor this
more regularly, we are also measuring this at quarterly intervals through the National Quarterly Pulse Survey (NQPS). Our aim is to improve our Staff Engagement Index
score to 6.8 by March 2023, as demonstrated in the annual staff survey.
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What the chart tells us
Fieldwork for the National Staff Survey (NSS) is currently underway, the results of which will provide a
revised Staff Engagement position. It is important to note that, following conclusion of the NSS on
25th November, these results will not become available until January 2023.

There had been a subtle (7-point) improvement in Staff Engagement (from 6.26 to 6.33) in July, and
this will need to continue consistently in order for the organisation to achieve the targets it has set.

Interventions and Planned Impact
The Trust was the first to launch the National Staff Survey this year and has a wide programme of
activity taking place to ensure all staff have an opportunity to share their voice. At the time of writing,
the response rate is 31% (2,786 respondents) which is 15% ahead of the national average (16%).

The activity taking place includes; polling stations, a booster campaign, targeted visits, attendance at
audit days, weekly webinars to myth-bust and encourage transparency, ‘We Said We Did’ weekly
communications, the development of a Managers Toolkit, a weekly Care Group barometer to
encourage healthy competition and a detailed tracker to view areas requiring the greatest input.

Response rates are currently lowest in ENT (11%), Trauma & Orthopaedics (18%), Acute Medicine
Wards (18%) and Obstetrics & Gynaecology (19%). By contrast, response rates are highest in
Rheumatology (81%) and Medical Physics (74%).

Risks/Mitigations
There is a risk that Dr Kirkup's Report has a significant and deleterious impact on the NSS, particularly 
due to the publication of the timing mid-survey. Whilst this could primarily impact overall advocacy 
(and therefore Staff Engagement), it has the potential to impact all scores. The organisation is being 
prepared to try and mitigate impact, and provided with wellbeing support to stabilise motivation. We 
Care and TED programmes are being extended to drive staff involvement in particular.
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Staff Involvement Score

EKHUFT’s staff involvement score is lower than the national average for acute trusts (6.7). Staff involvement is one of the 3 components that contributes to staff engagement – the
We Care People True North. Of the three components, staff involvement is more heavily weighted, it can be tangibly impacted and also influences the other two components - staff
motivation and advocacy. Our aim is to improve staff involvement, as a core aspect of improving the overall staff engagement score.
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What the chart tells us
Model Health indicates that Staff Involvement is currently in the 2nd quartile, defined as the mid-low 
25%. In July, there was a 15-point improvement in Staff Involvement, from 6.1 to 6.3. This means we 
are now <0.1 away from both the national average (6.4) and that of our peers (also 6.4). 

The score is improving (by 2-4% in July), but needs to do so consistently over each of the next quarters 
in order to achieve the desired position. Whilst only a proxy of staff involvement, it is promising to see 
the NSS response rate at 31% - showing strong engagement with the organisation from colleagues. 

Intervention and Planned Impact
• 20 areas have now been trained as part of the Team Engagement and Development (TED) pilot,

including Cardiology and Rheumatology, with a further 16 planned before the end of November
• The We Care rollout has been extended beyond the 20 ‘units’ surveyed in July as part of the NQPS

and will also include Urology and Cardiology
• Two of the priority areas identified as part of the National Staff Survey data review (those with the

lowest scores for involvement) are completing KENT Fundamentals in September.
• The new staff intranet, Interact, has been reviewed and can provide; sentiment analysis, target

pulse surveys and an online suggestion area, the effectiveness of which will be piloted
• An ‘Involvement Toolkit’ is being finalised to provided support at team leader, speciality and Care

Group level throughout the NSS

Risks/Mitigations
• Nationally, levels of staff involvement in the NHS have been on a downward trend for the last 3-4 

years and there has been a pronounced fall in recent quarters
• Dr Kirkup's Report could have a significant impact on overall staff morale and may affect the way 

colleagues respond to the National Staff Survey questions
• Rising pressures surrounding the cost of living can raise stress and anxiety levels and lead to 

reduced overall engagement scores
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Appraisal
Overall appraisal compliance had been on an upward trend during 2021 and
2022. August and September saw an increase, with compliance at 70% in
September. This is below the alerting threshold of 80%. The compliance by
Care Group ranges from 89% for Surgery HNBD, to 59% for UEC. The
Corporate areas are the lowest of the groups at 56%. Teams are working to
book appraisals in during the next two months to improve compliance. Non-
compliance is highest within the Nursing & Midwifery and A&C staff groups.
Appraisal compliance is an area of concern as it is a good indicator of staff
engagement and personal development planning. In addition, Health &
Wellbeing conversations and updated Covid Risk Assessments form part of
the appraisal process. Whereas previously, Appraisal Compliance was a driver
for many Care Groups, this will now be supported through the Trust objective
of Staff Involvement, which is also a Driver for some Care Groups.
Care Groups are identifying line managers who have not uploaded appraisals,
or have not accessed ESR Self Service to ensure that true appraisal compliance
is recorded.

Staff Turnover
Staff Turnover currently stands at 10.84%. This is below the desired threshold
(11.5%) and has remained consistent for each of the last four months. When
measured in-month, turnover has risen from 9.5% in June to 13.5% in
September. This is largely due to a rise in HCSW turnover, but is also a
phenomenon we tend to see each September. In September 2021 for
example, turnover had also risen to 13.3%. This then reduced and stabilised
for a period of 9 months. Actions to mitigate turnover concerns are underway,
from joining the NHS England HCSW Direct Support Programme to tailored
interventions in hotspot Specialty areas and monthly delivery of the Ready to
Care Programme.

Vacancy Rate
The overall vacancy rate has improved, decreasing from 13.6% to 12.3% in
September, largely due to an increase in nursing staff through the IEN
recruitment plan. There is also a rolling programme of recruitment in place
for HCSW posts plus a marketing campaign supported by the East Kent
Healthcare Partnership. Vacancy rates for AHP/HSS/APS have also improved
and career development pathways established, to mitigate risks.

Page 22

Supporting metrics that have either;
• Been red for 4+ months (OR)
• Breached the upper or lower SPC control limit
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Phil Cave

What the chart tells us
The first two years of the graph show the monthly financial performance of the organisation which
has resulted in both years being breakeven. The final graph point shows position in September
which is a £13m deficit against a plan of £4.0m deficit. The key drivers behind the deficit are: £0.6m
behind plan on CIPs, £4.0m on escalation areas (additional 60 beds), £1.3m bank and reductions not
seen, overspends on work permits £0.8m and Covid overspend £0.4m.

Interventions and Planned Impact
The largest interventions for the plan are:
• Delivery of the £30m CIP programme, the largest pillar of this is the reduction of premium pay

which is a breakthrough objective. Fortnightly meetings being held with clinical and corporate
areas, use of national benchmarking data, plus detailed budget reviews underway.

• Premium pay deep dives are being held with care groups to test plans and review further actions
to be taken.

• Away day held in September which had a focus on efficiencies, the PMO are working through the
outputs to identify key areas of development.

Risks/Mitigations
For 2022/23 the key risk and mitigations are:
• Efficiency target of £30m, PMO team working with care groups and executive directors
• Covid-19 spend reductions £9m, DIPC working with finance to release costs
• ERF delivery £19m, 104% of 19/20 activity to be delivered, care groups have plans and weekly

oversight by COO.
• Non-pay inflation. Procurement is working closely with NHS England procurement and supply

chain to minimise impact.

Financial Position (I&E Margin)
Whilst there has been a significant financial deficit over the years up to 2019/20, in the last two financial years a breakeven position or better was delivered. This metric
will measure us against our long term aim to maintain a breakeven position.

For 2021/22 the impact of Covid‐19 paused the NHS business planning process nationally and had limited the ability of the Trust to hit its cost efficiency targets. In
2022/23 there is a return to a more traditional planning process and an efficiency target of £30m, in additional to Covid spending reductions of £9m and elective recovery
fund (ERF) income of £18m. The current plan is for breakeven which improves from the figures quoted last month because of £6m additional inflation funding and £16m
non-recurrent ICS funding.
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Premium Pay Spend
Premium pay spend consists of agency (circa £36m per annum), bank (circa £32m per annum) and overtime/ locums (circa £19m per annum) across the Trust. The total value is
around £87m per annum (18% of total pay bill). These costs are amongst the most influenceable by the management of the organisation and therefore a good area for a
breakthrough objective that will positively impact the finances of the Trust.

The objective is to reduce the spend by 10% or £8.7m in 2022/23 but may be refined once the full project plan is developed.
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What the chart tells us
The chart tracks premium pay spend in £’000 across the last two years. There are two points in March
2021 and March 2022 where a spike is seen above the usual control limits. This is caused by the Trust
ensuring all costs in that financial year are captured and include unpaid claims due in year.

This information is the baseline for which we will measure improvement over 2022/23. In September
2022 premium pay spend has increased by £0.8m. £0.5m of the increase is due to the backdated pay
award for bank staff

Intervention and Planned Impact
• The breakthrough objective although having a finance executive lead will be run by senior HR

colleagues and will need support of all care groups to help deliver.
• The working up of an A3 project plan is complete and will be reported through EMT and PRMs and

subsequently Board each month.
• Key Interventions include:
• Detailed focus by care groups on drivers of premium pay. Premium pay deep dives occurring

through November.
• Review of bank, agency and overtime rates across all staff groups.
• Ensure improved sign off processes and governance across the Trust.
• Recruitment to key clinical posts to reduce the need for temporary staffing.
• Ensuring exit plans in place for high cost medical agency locums

Risks/Mitigations
• The temporary staffing team has formed but is in its infancy,
• Most Care Groups have identified premium pay as a driver and will need support to align and focus

on the biggest opportunities for reduction
• A significant proportion of premium pay is caused by vacancies and will need targeted recruitment

support to fill
• The remainder of spend is caused by sickness and operational demand. The former should reduce

but work is required to control and reduce the latter.
• Escalation beds opened plus more specialing increases need for temporary staff25/38 73/409
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Liz Shutler

What the chart tells us
There is a clear seasonal effect to the Trust’s carbon footprint as demonstrated in the chart. However, the
position is reporting above the monthly trajectory of 3.87 at 4.67 kgC02e per m2 and is slightly above the same
period last year (reporting at 4.44). It should be noted that the increase in 2022 will be in some part due to the
increase in m2 in 2022 (new ITU build at the William Harvey Hospital). In addition the installation of Combined
Heating and Power (CHP) equipment has increased the amount of gas used this year. The annual 10% reduction
is a fixed value and the reduction is phased across the year and is based on seasonal phasing and on historic
assumptions. While this allows greater tolerance in the winter months, it also increases the potential for missing
the trajectory in month, because seasonal predictions can be difficult. We are, however, currently reporting that
we will be within the annual 10% reduction for the end of the year. The trajectory now compares performance
against historical data to a trajectory of systematic carbon reduction in line with NHSE/I’s ‘Delivering a Net Zero
NHS’. This allows the measurement of carbon used to be proportionate to the size of the Trust’s estate. An
increase in our site footprint will, as a consequence, increase the use of carbon and therefore the new metric
allows for appropriate contextualisation.

Interventions and Planned Impact
Breathe Energy has been working with the Trust and 2gether to identify carbon reduction schemes that could be
commissioned in the new financial year. The Trust, with 2gether, has produced a business case which identifies
the installation of heat pumps on the three acute sites funded via the PSDS 4 Grant. The Trust submitted its bid
on 15 October 2022. It is expected that the outcome of all submissions will be made public in December/January
2022/3. The Trust’s bid for capital being £25.2m. The total annual carbon emissions saved by the use of heat
pumps 3,370 tonnes per annum which constitutes a 22% contribution to the Trust’s trajectory (80% reduction in
Co2 by 2030). The scheme put forward focusses on carbon reduction, rather than financial savings, although
financial reductions will be part of the programme of work.
A Joint Carbon Reduction Steering Group is in place which includes representatives from both the Trust and
2gether Support Solutions. This Group will drive the strategic improvements required to reduce the carbon
footprint, in line with our agreed trajectory.

Risks/Mitigations
• Appropriate funding to trigger significant change is not available.
• Potentially lack of behaviour change and culture in the organisation negates the opportunity to promote

carbon reduction.
• Due to the backlog maintenance programme and age of the estates we will have inefficient use of energy.

Carbon Footprint (CO2e)
Implementing environmentally sustainable principles and reducing the Trust’s greenhouse gas emissions adds value to our patients and reflects the ethics of our staff. The national
requirement is for the Trust to be net zero for the emissions it controls by 2040 (80% by 2028 to 2032). Being environmentally sustainable is therefore a key element of our Trust’s True
North. The Trust’s carbon emissions are made up of direct emissions i.e. natural gas; indirect and direct emissions i.e. electricity consumption, waste, water, steam, anaesthetics and inhaler
usage. It is these areas we will be focussing on improving over the coming five to ten years. We also plan to add in other measures such medicines waste, NHS fleet and leased vehicles and
staff travel, as we develop these metrics in the future. Our aim is to reduce the net emissions controlled by the Trust directly by 50% by 2025/26.
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Total Pay
This metric is mainly driven by the expected reduction in premium pay
not being achieved. Premium pay reductions are still a focus of care
groups as a break through or driver metric. Other key drivers are the
opening of escalation beds and a shortfall in CIP.

Efficiencies YTD Variance/ Efficiencies Green Schemes
The Trust has been slower than expected in developing its CIP
programme due to operational pressures in Q4 of 21/22. The total
CIP plan for the year is £30m for which £26m is identified. The
executive team are monitoring progress through PRMs and CEMG. In
addition the CFO is meeting with care groups on a fortnightly basis.
The CFO has commissioned the FID to review all schemes and ensure
turn green as soon as possible or identify replacements.

I&E Monthly Variance Trust/ I&E YTD Variance
The key drivers behind the deficit are: £0.6m behind plan on CIPs,
£4.0m on escalation areas, £1.3m bank and reductions not seen,
overspends on work permits £0.8m. To mitigate the position the care
groups and clinical areas have fortnightly meetings with the CFO and
financial improvement director. In addition we are having premium
pay deep dives for key areas.
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Supporting metrics that have either;
• Been red for 4+ months (OR)
• Breached the upper or lower SPC control limit
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Rebecca 
Carlton

Not fit to reside (patients/day)
We have embedded the recording of criteria to reside (C2R) via daily board rounds through the course of the pandemic, this enables us to identify patients who no longer need to reside in
hospital. This allows us to easily identify the ongoing support and care patients need to leave hospital.
Patients are delayed in hospital awaiting a supported discharge which may be a care package, discharge to a Community Hospital for rehabilitation or discharge to a nursing or residential
home. There may also be patients delayed for internal reasons, such as a diagnostic test or a change in clinical condition.
The Trust works in partnership with the local health economy (LHE) stakeholders to ensure that external capacity is sufficient to meet the needs of the local population. This includes
reviewing the available out of Hospital capacity and ensuring patients are reviewed daily for timely discharge.

What the chart tells us
This chart should be seen in the context of the Total Time in Emergency Department True North and specifically
the impact on the admitted pathway who are delayed in ED (12hr trolley waits). Patients who cannot leave
hospital and are delayed will in turn reduce the available beds for emergency admissions from the Emergency
Department. Nationally it has been recognised that systems across England are under severe operational
pressures. The ability of any system to support people ready to leave hospital will be an area of renewed focus as
we approach winter.

Intervention and Planned Impact
Recently EKHUFT, KCHFT and KCC have collaborated on a plan to improve patient flow for our collective
residents. This involves proactive collaboration focussed on three priorities, SDEC, Virtual ward, Bridging. This
work continues at pace with progress :
1. Identification of key pathways and areas where the community and specialist teams can link up
2. Virtual Ward
3. Bridging arrangements that help people leave an acute hospital bed prior to care at home or long term

residential care being available

In support of the improvement work we have additional leadership and improvement input from a very
experienced improvement lead in the field of system integration, frailty and improving discharge planning. This
shared resource has met teams and is helping progress our thinking.
As part of this work we will be refocussing our efforts to ensure expectations for patient choice are set on
admission and enhance early planning.
We are also aligning the work of the support provided to patients who need to access care outside of hospital in
ED with the Rapid Transfer Teams that work closely with the ward teams for patients who have completed
hospital care but continue to need support in their own home or in residential care on discharge.

Risks/Mitigations
• 30% of the Trust bed base is occupied by patients who no longer need our care. >60% of patients admitted

via ED have a total time in ED of over 12 hours. The % of no longer fit to reside patients occupying the trust
bed base is directly affecting our ability to admit patients on a timely way.

• A higher than usual number of patients leave EKUHFT to residential care settings. The process for
understanding choice and early decision making is part of our collaborative work with KCC and KCHFT
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Liz Shutler

What the chart tells us
In 2020/21, 5,132 patients were recruited into trials. This number is significantly higher than usual as it
included 3,000 Covid patients. In 2021/22, the Trust recruited 2,285 patients (including 240 Covid patients)
across 22 specialities. The September position of 190 participants is above the threshold of 123 (positive)
and an increase from last month. The April – September cumulative position is 1,154 patients recruited to
trials, which is above the year to date trajectory of 738. Successes this month include the SQUEEZE
anaesthetics study, which opened in August at WHH and in September at QEQM, with the QEQM
successfully recruiting an additional 82 patients. The study is looking at the use of anaesthetics post
operatively and the impact on blood pressure, with a view to improved outcomes and reduced reliance on
HDU/ITU.

Intervention and Planned Impact
• The Clinical Trials Unit at QEQM opened in June and studies are now running through the Unit.
• The Harmonie trial commences in November. The study is looking at how strongly babies can be

protected from serious illness due to RSV infection (respiratory syncytial virus) by giving them a single
antibody dose.

• The DOLPHIN study, focusing on the use of technology and AI to support physiotherapy in children with
Haemophilia, has opened. The Trust is the lead site and the other sites include GOS.

• The Anaesthetic Clinical Fellow post has now been appointed to, and funding of additional Clinical
Fellow posts continues to be discussed with Surgery, Cardiology, Haematology and Vascular.

• Further studies in maternity are currently in the pipeline.
• Work continues to identify ways to capture staff numbers across all healthcare professionals. Whilst

this is expected to be via the new research database being produced, the publication of this has been
delayed and the expected date is currently unknown.

Risks/Mitigations
• Space at K&C has been identified as a constraint with the key risk being the impact on the Trust’s ability

to continue to provide a number of cancer trials.  Space requirements are being reviewed urgently.
• Lack of recurrent funding to support the additional research fellow posts.
• Lack of outpatient space for follow-ups.  As trials increase, this will become more challenging
• The delay in the new research database will delay the Trust’s ability to identify accurately the number of

staff involved in research and the current metric will need to continue. 

Recruitment to Clinical Trials
In order to deliver outstanding care for patients, we need to provide and promote access to clinical trials and innovative practice for all our local population. Research, education
and innovation are not yet embedded in our organisation at the heart of everything we do. We need to encourage and enable more multi-professional staff, across all clinical
specialities, to engage with research and innovation to deliver excellence. The preferred measurement of success is the number of staff participating actively in research and
innovation. However, at present the total number of staff involved in research and innovation is unclear and work is being undertaken to enable this metric to be measured and
used going forward. Data does, however, enable us identify the number of patients recruited to trials within the Trust and this metric will be used initially.
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Appendix 2
Trust Priority Improvement Projects

Project Name
Exec 
Sponsor

Intended Deliverables
Expected 
Completion Date

Progress in last 30 days Progress in next 30 days

Accommodati
on Strategy 

Phil 
Cave 

To enhance the functionality, 
experience and investment 
opportunities in the staff and 
student non-clinical estate at K&C, 
WHH and QEQM.  

Meeting is 
pending to 
review the A3 
and dates

• Residential modelling is completed and 
used to manage high demand, additional
24 temporary rooms created at WHH

• Review of training room booking process 
continues.

• Project lead continues to engage with 
care groups to identify office usage 
following new agile working policy

• Finalisation of Accommodation Management Policy
• Feedback compiled by project lead on agile working 

with key stakeholders
• Residential modelling forward view to be developed.

Job Planning 
(Trust wide)

Rebecca 
Martin

To ensure every substantive SAS 
and Consultant doctor has a signed 
job plan on the e-job system, that 
accurately reflects their workload

Date to be 
confirmed

• Consistency and pre-sign off review
process commenced to review/improve
quality of job plans approved at 3rd sign-
off and provide feedback to sign-off
clinicians about common issues found at
3rd sign-off.

• Next KCDP cohort launched with job 
planning included in agenda.

• CEA draft policy taken to LNC for
comments.

• Medical workforce deployment group re-
launched.

• Continue with PDSA cycles testing the new 3rd sign-off
process

• Review and edit the terms of reference of the MJPCC
following lessons learned from the 3rd sign-off PDSA.

• To standardise the medical change form and 
governance process (draft SOP/flowchart sent around 
for comments)

• Confirm the construction and timeline for the next
round of job planning workshops

• To finalise process of reviewing appraisal and 
revalidation system to determine next steps for
reviewing e-JobPlan system.

• To finalise/approve draft policy/SOP for CEA and 
consultant recruitment

Safe & 
Effective 
Discharge

Rebecca 
Carlton

All patients discharged have an 
accurate EDN completed and 
appropriately authorised in a 
timely fashion

Dates will be 
reviewed at next 
A3 meeting

• Operational issues have delayed the 
meeting  with  SRO and Leads to review
the future direction of the project and 
update the A3.

• Project paused 
• As part of the We Care improvement Journey  a number

of wards across the sites are looking at improving their
discharge process.
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Appendix 2
Trust Priority Improvement Projects

Project Name
Exec 
Sponsor

Intended Deliverables
Expected 
Completion Date

Progress in last 30 days Progress in next 30 days

Governance 
of Clinical 
Guidelines

Tina 
Ivanov

To have a central repository of 
for all clinical guidelines 

Jan 2022

New date Sept 
2022

• Clinical Guidelines Policy was submitted to the 
Policy Authorisation Group (PAG) – for
19/10/2022 meeting.

• Project has officially entered the Transition 
Phase (following set-up) and was presented to
SLT on 05/10/22.

• Preparation of MicroGuide for roll-out has
progressed with planning of structure and 
content, plus alternative storage for documents 
that are not clinical guidelines.

• Further analysis of current MicroGuide Content and 
usage.

• Highlighting of MicroGuide documents that require 
re-location to alternative storage (non-clinical
guidelines).

• Selection of initial specialty for full, supported 
implementation of MicroGuide.

Improving 
End of Life 
Care 

Sarah 
Shingler 

Deteriorating patients who’s 
death can be recognised in a 
timely way enabling better 
care in the right place at the 
right time this will also 
improve HSMR, reduce 
unnecessary use of hospital 
resource, increase 
personalised care planning

TBC at next 
meeting

• First event of NHSE/I EoLC collaborative –
project ‘EoLC hub / beds on Sandwich Bay’.

• Establishing project group
• Work with Judith Banks as ReSPECT lead to raise 

IT functionality issues with CCG and Trust IT
around introduction of ReSPECT

• Finalising script and filming locations for EoL
film.

• 1st pilot of an in house ‘introduction to
communication skills’ course 14th October – well
evaluated

• Developing relationship with Patient Voice and 
Involvement Team to begin to scope EoLC
involvement

• EoLC film filming scheduled 24-26th October
• First meeting of NHS E/I project team at QEQM
• EoLC story to board via patient voice and involvement

team.
• 2nd pilot of in house ‘introduction 11th November to

communication skills’ course.

National & 
Local Clinical 
Audit 

Rebecca 
Martin

An agreed vison, roles & 
responsibilities of an audit 
lead.
To have 75% of all audits that 

are effectively managed within 

each of the Care groups (Must 

do’s - nationally dictated, Local 

audits requested by local 

Commissions) 

TBC • Clinical Audit TPIP re-drafted and agreed at CAEC
27.9.22

• Clinical Audit Policy signed off at CAEC 27.9.22
• Workshop held and SOP/Guidance on clinical

audit drafted 
• Clinical Audit Platforms reviewed and scored 

against suitability
• Review of the Clinical Audit systems and 

processes carried out considering external
expectations of reporting with additional Key
Performance Indicators identified and agreed at
CAEC in order to provide further assurance 

• Continue to update A3
• Clinical Audit Policy to be presented at PAG
• Clinical Audit SOP/Guidance to be agreed and finalised
• Business case for Clinical Audit Platform to be 

completed
• Revised KPIs to be reported
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Appendix 2
Trust Priority Improvement Projects

Project Name
Exec 
Sponsor

Intended Deliverables
Expected 
Completion Date

Progress in last 30 days Progress in next 30 days

Fractured 
Neck of 
Femur

TBC To agree, develop and 

implement a Trust wide 

Fractured Neck of Femur 

pathway that will address and 

improve the eight Key  

Performance Indicators on the 

National Hip Fracture database

TBC • Met with therapies to understand mobilisation 
issues.

• Liaised with the trauma co-ordinators to ensure 
patients are ready for theatre and not listed on 
“theatreman” without being optimised 

• Liaised with the Hospital site teams regarding 
compliance for getting our patients to the right
ward 

• QE meetings ongoing. The WHH meetings have
been re-established

• The new Deputy Head of Nursing is in place and will be 
leading this project across both sites.

• Handover of this project is this week
• Plan is to initially meet with the trauma coordinators 

from both sites and organise a multidisciplinary work 
shop to discuss the Hip fracture patient pathway.

Maternity  
Ultrasound 
Booking 

TBC Provide a booking service for 

Ultrasonography that is linked 

to the patients pathway

Improve the link between 

appointments team and  

clinicians 

Ensure PACs connects to the 

maternity systems

Develop a robust workforce 

with clear roles and 

responsibilities to ensure a 

sustainable service

Ensure capacity is available to 

meet the demand of the 

service 

TBC • Daily frontline discussions continue agree 
priorities for the day.

• Monthly Operational meetings continue 
identifying any issues 

• Work shop was held, working group established 
and actions agreed 

• Write a clinical priority list for maternity referrals to
Sonography

• Pilot agreed to look at  DNA rates.
• Review information and explanation documentation 

supporting Women’s needs
• Contact Information department for feasibility of auto

notification once pregnancy details are added to
referral PTL
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Appendix 2
Completed Trust Priority Improvement Projects

Project Name Exec Sponsor Intended Deliverables Expected Completion Date

CITO Management
Liz Shutler To replace WINDIP with an EDM which will meet the needs of users, support the Trust’s Electronic Patient Record 

objectives and the rollout of Sunrise by providing scanning capability for documentation which has yet to be or cannot be 
directly captured or integrated into Sunrise EPR

Jan 2022

ITU Expansion Liz Shutler Expanded 24 bed Critical Care unit operational for patients to be admitted Feb 2022 - BAU

ED Expansion Liz Shutler Expansion to current ED footprints to enable provision of ‘Emergency Village / Same Day Emergency Care’ facilities Dec 2023 - BAU

Safeguarding Sarah Shingler
Timely assessment of patients with mental health &/or cognitive impairment risks, to determine the level of support 
required carried out for 100% of patients. Provision of individualised treatment plan to optimise support and care to 
maintain safety.

Mar 2022 - BAU

Sepsis Audit tool Sarah Shingler Ensure the correct sepsis audit tool is used for the right people at the right time, initial threshold 85% completion Complete

Hospital Out of 
Hours

Rebecca Martin Provision of a Hospital out of Hours Team to ensure timely response & co-ordination to Deteriorating Patients Complete

Falls on Datix Sarah Shingler Improved data quality of reporting of falls on Datix ensure high quality accurate reporting Complete

35/38 83/409



Appendix 3: Glossary of Terms

Page 36

Term Description

A3 Thinking Tool

Is an approach to thinking through a problem to inform the development of a solution.  A3 also refers to the paper size used to set 

out a full problem-solving cycle.  The A3 is a visual and communication tool which consists of (8) steps, each having a list of 

guiding questions which the user(s) work through (not all questions may be relevant).  Staff should feel sure each step is fully

explored before moving on to the next. The A3 Thinking Tool tells a story so should be displayed where all staff can see it. 

Breakthrough Objectives 
3-5 specific goals identified from True North. Breakthrough Objectives are operational in nature and recognised as a clear

business problem. Breakthrough Objectives are shared across the organisation. Significant improvement is expected over a 12

month period.

Business Rules
A set of rules used to determine how performance of metrics and projects on a scorecard are discussed in the Care Groups 

Monthly Performance Review Meetings.

Catchball

A formal open conversation between two or more people (usually managers) held annually to agree the next financial year’s 

objectives and targets.  However, a 6 monthly informal conversation to ensure alignment of priorities is encouraged to take place. 

The aims of a Catchball conversation are to:

(1) reach agreement on each item on a Scorecard e.g. driver metrics, watch metrics tolerance levels, corporate/ improvement

projects.

(2) Agree which projects can be deselected.

(3) Set out Business Rules which will govern the process moving forward.

Corporate Projects
Are specific to the organisation and identified by senior leaders as ‘no choice priority projects’. They may require the invo lvement 

of more than one business unit, are complex and/or require significant capital investment.  Corporate Projects are often too big for 

continuous daily improvement but some aspect(s) of them may be achieved through a local project workstream. 

Countermeasure An action taken to prevent a problem from continuing/occurring in a process.

Countermeasure Summary
A document that summarises an A3 Thinking Tool. It is presented at monthly Performance Review Meetings when the relevant 

business rules apply.
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Term Description

Driver Lane
A visual tool containing specific driver metric information taken from the A3 (e.g. problem statement, data, contributing factors, 3 C’s or Action 

Plan). The driver lane information is discussed every day at the improvement huddle and in more detail at weekly Care Group driver meetings 

and Monthly Performance Review Meetings.  The structure of a driver lane is the same as the structure of a countermeasure summary.

Driver Meetings
Driver Meetings are weekly meetings that inform the Care Group of progress against driver metrics on their scorecard. Having a strong 

awareness of how driver metrics are progressing is vital for continuous improvement. Driver meetings also enable efficient information flow. 

They are a way of checking progress to plan. 

Driver Metrics
Driver Metrics are closely aligned with True North. They are specific metrics that Care Group’s choose to actively work on to “drive” 

improvement in order to achieve a target (e.g. ‘reduce 30 day readmissions by 50%’ or ‘eliminate all avoidable surgical site infections’). Each 

Care Group should aim to have no more than 5 Driver Metrics. 

Gemba Walk
‘Gemba’ means ‘the actual place’.  The purpose of a Gemba Walk is to enable leaders and managers to observe the actual work process, 

engage with employees, gain knowledge about the work process and explore opportunities for continuous improvement. It is important those 

carrying out the Gemba Walk respect the workers by asking open ended questions and lead with curiosity.

Huddles (Improvement Huddle) 

Boards

Huddle or Improvement Boards are a visual display and communication tool.  Essentially they are a large white board which has 9 specific 

sections. The Huddle or Improvement Boards are the daily focal point for improvement meetings where staff have the opportunity to identify, 

prioritise and action daily improvement ideas linked to organisational priorities (True North).  The Huddle or Improvement Board requires its 

own Standard Work document to ensure it is used effectively. 

The aims of the Huddle/Improvement board includes:

1. help staff focus on small issues

2. prioritise the action(s)

3. gives staff ownership of the action (improvement)

PDSA Cycle (Plan Do Study 

Act)
PDSA Cycle is a scientific method of defining problems, developing theories, planning and trying them, observing the results and acting on 

what is learnt. It typically requires some investigation and can take a few weeks to implement the ongoing cycle of improvement. 

Performance Board

Performance boards are a form of visual management that provide focus on the process made.  It makes it easy to compare ‘expected versus 

actual performance’. Performance Boards focus on larger issues than a Huddle Board, e.g. patient discharges by 10:00am.  They help drive 

improvement forward and generate conversation e.g.:  

1. when action is required because performance has dropped

2. what the top 3 contributing problems might be

3. what is being done to improve performance

37/38 85/409



Appendix 3: Glossary of Terms

Page 38

Term Description

Scorecard

The Scorecard is a visual management tool that lists the measures and projects a ward or department is required to achieve.  These 

measures/projects are aligned to True North.  The purposes of a Scorecard include:

1. Makes strategy a continual and viable process that everybody engages with

2. focuses on key measurements

3. reflect the organization’s mission and strategies

4. provide a quick but comprehensive picture of the organization’s health

Standard Work

Standard work is a written document outlining step by step instructions for completing a task or meeting using ‘best practice’ methods. 

Standard Work should be shared to ensure staff are trained in performing the task/meeting.  The document should also be regularly reviewed 

and updated. 

Strategy Deployment
Strategy Deployment is a planning process which gives long term direction to a complex organisation.  It identifies a small number of strategic 

priorities by using an inch wide mile deep mindset and cascades these priorities through the organisation.

Strategy Deployment Matrix
A resource planning tool. It allows you to see horizontal and vertical resource commitments of your teams which ensures no team is 

overloaded.

Strategic Initiatives

‘Must Do’ ‘Can’t Fail’ initiatives for the organisation to drive forward and support delivery of True North. These programmes of work are 

normally over a 3-5 year delivery time frame. Ideally these should be limited to 2-3.  Initiatives are necessary to implement strategy and the 

way leaders expect to improve True North metrics over time (3-5 years).  

Structured Verbal Update Verbal update that follows Standard Work. It is given at Performance Review Meetings when the relevant business rules apply.

Tolerance Level

These levels are used if a ‘Watch Metric’ is red against the target but the gap between current performance and the target is small or within the 

metrics process control limits (check SPC chart).  A Tolerance Level can be applied against the metric meaning as long as the metrics’ 

performance does not fall below the Tolerance Level the Care Group will continue watching the metric.

True North

True North captures the few selected organisation wide priorities and goals that guide all its improvement work.  True North can be developed 

by the Trust’s Executive team in consultation with many stakeholders. The performance of the True North metrics against targets is an indicator 

of the health of the organisation.  

Watch metrics
Watch metrics are measures that are being watched or monitored for adverse trends. There are no specific improvement activities or A3s in 

progress to improve performance.
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REPORT TO: BOARD OF DIRECTORS (BoD)

REPORT TITLE: MONTH 6 FINANCE REPORT

MEETING DATE: 3 NOVEMBER 2022

BOARD 
SPONSOR:

CHIEF FINANCE OFFICER (CFO)

PAPER 
AUTHOR:

DIRECTOR OF CONTRACTING, COMMISSIONING AND COSTING

APPENDICES: APPENDIX 1: M6 FINANCE REPORT 

Executive Summary:
Action 
Required:
(Highlight one 
only)

Decision Approval Information Assurance Discussion

Purpose of the 
Report:

The report is to update the Board on the current financial performance and 
actions being taken to address issues of concern.

Summary of Key 
Issues:

The Trust reported a £1.6m deficit in September, which brought the year-to-
date (YTD) position to an £13m deficit which is £9m adverse to the plan.

The Trust worked with Kent & Medway (K&M) NHS system partners to 
resubmit a financial plan for 2022/23 at the end of June following a national 
announcement confirming additional funding to mitigate inflationary 
pressures. In the resubmitted plan the Trust receives £22m of additional 
funding, consisting of £6m inflationary funding and £16m of non-recurrent 
income, bringing our overall plan to a breakeven position. 

Delivery of this breakeven 2022/23 financial plan looks extremely challenging 
as it requires that the Trust:

1) Delivers £30m of efficiency savings.
2) Receives £18m of additional Elective Recovery Funding (ERF) for 

treating planned patient activity above a nationally-set threshold.
3) Reduces the average spend on incremental Covid-19 costs by £9m as 

compared to the previous financial year.
4) Supports delivery of a further £16m of K&M system financial efficiency 

which does not yet have identified plans.
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 This Month   Year to Date   
£'000 Plan Actual Variance Plan Actual Variance

       

EKHUFT 
Income

70,633 76,693 6,059 422,887 429,050 6,163

EKHUFT 
Employee 
Expenses

(42,611) (50,822) (8,212) (255,844) (272,615) (16,771)

EKHUFT Non-
Employee 
Expenses

(28,508) (27,787) 722 (171,869) (169,800) 2,070

EKHUFT 
Financial 
Position

(486) (1,916) (1,431) (4,826) (13,364) (8,538)

       

Spencer 
Performance 
After Tax

43 30 (14) 32 168 136

2gether 
Performance 
After Tax

100 94 (6) 598 601 3

Rephasing/ 
Rounding 
Adjustment 
(adjs)

42 9 (33) 156 (12) (168)

Consolidated 
Income & 
Expenditure 
(I&E) Position 
(pre Technical 
adjs)

(301) (1,784) (1,483) (4,040) (12,606) (8,566)

       

Technical 
Adjustments

6 221 215 39 (409) (448)

Consolidated 
I&E Position 
(including 
adjs)

(295) (1,563) (1,268) (4,001) (13,015) (9,014)

The in-month deficit of £1.6m has resulted in an adverse position against plan 
of £9.0m YTD. The main drivers of this adverse position were as follows:

• Escalation Areas opened of around 60 beds across the Trust due to 
patient demand and flow £4.0m.

• Other income £0.5m under plan due to staff parking charges not 
commencing in line with the previous plan.

• Other Bank and Agency £1.3m due to clinical pressures across the 
Trust.

• Work permits for overseas staffing £0.8m.
• Drugs £1.8m.
• Cost Improvement Programme (CIP) Slippage £0.6m.

All NHS systems have access to funding in 2022/23 through the ERF, subject 
to meeting the required threshold of 104% of 2019/20 activity levels. We have 
assumed to receive full ERF funding in April to September as it is expected 
that activity shortfalls for the full year are underwritten by national funding 
which has recently been announced.

The Group cash balance (including subsidiaries) at the end of September 
was £37m which was a £10m decrease from August and is slightly less than 
plan.

Total capital expenditure at the end of September was £14.2m against an 
£14.4m plan. The capital expenditure overspend is not considered to be an 
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issue and the Trust is working closely with system partners to maximise the 
available funding to support required investments.

The Trust achieved efficiency savings of £3.3m in September which is £1m 
above plan bringing the year-to-date position to £0.6m below the plan of 
£9.3m. CIP delivery represents one of the biggest risks to achieving our 
financial plan in 2022/23 especially as a large proportion are non-recurrent 
and non-cash releasing.

Key 
Recommendatio
n(s):

The Board of Directors is asked to review and NOTE the financial 
performance and actions being taken to address issues of concern.

Implications:
Links to ‘We Care’ Strategic Objectives:
Healthy finances: Having Healthy Finances by providing better, more effective patient care that 
makes resources go further
Our patients Our people Our future Our sustainability Our quality 

and safety
Link to the 
Board 
Assurance 
Framework 
(BAF):

BAF 38: Failure to deliver the financial breakeven position of the Trust as 
requested by NHS England (NHSE) may result in the Trust not having 
adequate cash to continue adequate operations of the organisation, 
potentially make poor financial decisions which will result in reputational 
damage and non-compliance with regulators. 

Link to the 
Corporate Risk 
Register (CRR):

None 

Resource: N Key financial decisions and actions may be taken on the basis 
of this report.

Legal and 
regulatory:

N

Subsidiary: N
Assurance Route:
Previously 
Considered by:

None
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 Executive Summary
Month 06 (September) 2022/23

Executive Summary Income and Expenditure R

Cash A

This Month Year to Date

£'000 Plan Actual Variance Plan Actual Variance

EKHUFT Income 70,633 76,693 6,059 422,887 429,050 6,163

EKHUFT Employee Expenses (42,611) (50,822) (8,212) (255,844) (272,615) (16,771)

EKHUFT Non-Employee Expenses (28,508) (27,787) 722 (171,869) (169,800) 2,070

EKHUFT Financial Position (486) (1,916) (1,431) (4,826) (13,364) (8,538)

Capital Programme G

Spencer Performance After Tax 43 30 (14) 32 168 136

2gether Performance After Tax 100 94 (6) 598 601 3

Rephasing/Rounding Adjustment 42 9 (33) 156 (12) (168)

Consolidated I&E Position (pre Technical adjs) (301) (1,784) (1,483) (4,040) (12,606) (8,566)

Technical Adjustments 6 221 215 39 (409) (448)

Consolidated I&E Position (incl adjs) (295) (1,563) (1,268) (4,001) (13,015) (9,014)

Cost Improvement Programme G

The Trust achieved a £1.6m deficit in September, which brought the year -to-date (YTD) position to a £13.0m deficit which is £9m adverse to the plan.

The Trust worked with Kent & Medway NHS system partners to resubmit a financial plan for 2022/23 at the end of June following a national 

announcement confirming additional funding to mitigate inflationary pressures. In the resubmitted plan the Trust receives £22 m of additional funding, 

consisting of £6m inflationary funding and £16m of non-recurrent income, bringing our overall plan to a breakeven position. 

Delivery of this breakeven 2022/23 financial plan looks extremely challenging as it requires that the Trust:

Delivers £30m of efficiency savings.

Receives £18m of additional Elective Recovery Funding for treating planned patient activity above a nationally -set threshold.

Reduces the average spend on incremental Covid-19 costs by £9m as compared to the previous financial year.

Supports delivery of a further £16m of K&M system financial efficiency which does not yet have identified plans.

The Trust achieved a £1.6m deficit in September, YTD £13m, which is £9m YTD below the planned 

position. 

The key drivers to the YTD deficit are:

Escalation Areas opened of around 60 beds across the Trust due to patient demand and flow £4.0m

Other income £0.5m under plan due to staff parking charges not commencing in line with the 

previous plan

Other Bank and Agency £1.3m due to clinical pressures across the Trust

Work permits for overseas staffing £0.8m

Drugs £1.8m

CIP Slippage £0.6m

The Group cash balance (including 

subsidiaries) at the end of September 

was £37m which was a £10m decrease 

from August and slightly lower than 

plan.

Total capital expenditure at the end of 

September was £14.2m against an 

£14.4m plan. The capital expenditure 

overspend is not considered to be an 

issue and the Trust is working closely 

with system partners to maximise the 

available funding to support required 

investments.  

The Trust achieved efficiency savings 

of £3.3m in September which is £1m 

above plan bringing the year-to-date 

position to £0.6m below the plan of 

£9.3m. CIP delivery represents one of 

the biggest risks to achieving our 

financial plan in 2022/23 especially as 

a large proportion are non recurrent 

and non cash releasing.
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All NHS systems have access to funding in 2022/23 through the Elective Recovery Fund (ERF), subject to meeting the required threshold of 104% of 

2019/20 activity levels. We have assumed to receive full ERF funding in April to September as it is expected that activity shortfalls for the full year are 

underwritten by national funding which has recently been announced.
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 Income and Expenditure Summary
Month 06 (September) 2022/23

Unconsolidated Annual

£000 Plan Actual Var. Plan Actual Var. Plan

Income
Electives 10,169 9,405 (764) 52,743 49,096 (3,646) 108,860

Non-Electives 21,427 19,096 (2,330) 119,470 108,577 (10,893) 238,198

Accident and Emergency 4,348 4,119 (229) 23,440 22,880 (560) 44,972

Outpatients 10,904 9,972 (932) 58,053 52,369 (5,684) 116,834

High Cost Drugs (4,852) 4,327 9,179 23,212 25,030 1,818 46,424

Private Patients 23 5 (18) 140 84 (56) 279

Other NHS Clinical Income 23,577 24,528 951 116,526 142,111 25,585 231,593

Other Clinical Income 115 110 (5) 687 827 140 1,375

Total Income from Patient Care Activities 65,711 71,562 5,851 394,270 400,974 6,704 788,536

Other Operating Income 4,922 5,131 208 28,617 28,076 (541) 58,458

Total Income 70,633 76,693 6,059 422,887 429,050 6,163 846,994

Expenditure
Substantive Staff (37,931) (43,107) (5,177) (224,288) (232,066) (7,777) (455,299)

Bank (2,302) (3,935) (1,633) (15,888) (19,483) (3,594) (28,215)

Agency (2,378) (3,780) (1,402) (15,668) (21,067) (5,399) (28,384)

Total Employee Expenses (42,611) (50,822) (8,212) (255,844) (272,615) (16,771) (511,898)

Other Operating Expenses (27,568) (27,011) 557 (166,515) (165,002) 1,513 (326,549)

Total Operating Expenditure (70,179) (77,834) (7,655) (422,359) (437,617) (15,257) (838,447)

Non Operating Expenses (940) (775) 165 (5,354) (4,798) 556 (10,493)

Income and Expenditure Surplus/(Deficit) (486) (1,916) (1,431) (4,826) (13,364) (8,538) (1,947)

Consolidated Annual

£000 Plan Actual Var. Plan Actual Var. Plan

Income
Income from Patient Care Activities 67,149 72,890 5,741 402,803 408,140 5,337 805,623

Other Operating Income 4,459 4,938 479 25,645 27,237 1,592 52,783

Total Income 71,608 77,828 6,220 428,448 435,377 6,929 858,406

Expenditure -

Employee Expenses (45,847) (55,665) (9,818) (275,274) (294,995) (19,721) (550,772)

Other Operating Expenses (25,091) (23,173) 1,918 (151,671) (147,965) 3,706 (296,843)

Total Expenditure (70,938) (78,838) (7,900) (426,945) (442,960) (16,015) (847,615)

Non-Operating Expenses (971) (774) 197 (5,543) (5,023) 520 (10,866)

Income and Expenditure Surplus/(Deficit) (pre 

Technical adjs) (301) (1,784) (1,483) (4,040) (12,606) (8,566) (75)

This Month Year to Date

This Month Year to Date

Income from Patient Care Activities

The Trust's income for 2022/23 is based on the blended payment methodology introduced by NHSEI and 

incorporated in the Aligned Incentive Contracts. The block element of this income is based on the H2 position of 

2021/22, subject to inflation, efficiency, pay awards and service development changes. 

The variable element of the Aligned Incentive Contracts relates to an activity-based Elective Services Recovery 

Fund (ESRF). The target is to deliver 104% of the 2019/20 Elective, Day case, New Outpatient and Outpatient 

Procedure activity value. Any overperformance or under performance against the baseline will incur a 75% 

marginal rate adjustment.  Outpatient Follow Ups, without Procedure are intended to be reduced to 75% of the 

level delivered in 2019/20 by March 2023. The current income position assumes the 104% year-end target will be 

achieved. However, that assumes significant increases in performance during the remainder of the year. The 

current YTD performance is estimated to be adverse by £5.47m, but national validation has not been released 

yet.

Following the recent increase in the NHS pay award, a new set of tariffs have been published, and are higher by 

broadly 1.66%. In addition, K&M ICB funding will be increased by similar values and £5.2m additional income has 

been accrued to date. The final figure is expected to be published in October.

High cost drugs and devices recharge rules remain broadly in line with 2021/22. Out of Area patients are now 

directly funded and set nationally.

Other Operating Income and Expenditure

Other operating income is favourable to plan in September by £0.2m and adverse to plan by £0.5m YTD. In 

month, a one-off benefit from VAT recovery on sale of stock of £0.8m is offset by below plan Covid-19, car 

parking and donated income for the purchase of capital assets totalling £0.6m. YTD adverse variances in Other of 

£0.9m (the net of plan changes and VAT rebates), Car Parking £0.6m and other minor variance totalling £0.5m 

are partially offset by favourable variances in Cash donations and Non -patient care services of £1.5m. 

Total operating expenditure is adverse to plan in September by £7.7m and by £15.3m YTD. Covid -19 expenditure 

stands at £0.4m in month and £5.1m YTD, with spend being £0.3m less than plan in month and marginally 

favourable to plan YTD.

Employee expenses is adverse to plan in September by £8.2m and by £16.8m YTD. Expenditure relating to all 

Covid-19 pay streams is £0.2m in month and £2.9m YTD. Indicative direct costs for escalation beds are at least 

£1.1m and £4m YTD. Total expenditure on pay in September was £50.8m, an increase of £5.9m when compared 

to August, principally driven by the additional cost of the 22-23 pay award including arrears growth in wte, 

estimated bank holiday costs, one to one nursing impacts and on-going premium cost of delivery. 

Other operating expenditure is favourable to plan by £0.6m in September and favourable to plan by £1.5m YTD. 

Expenditure on all Covid-19 non-pay streams is £0.2m in month and £2.2m YTD. The in-month variance is driven 

mainly by rates rebates of £0.8m. YTD, underspends on the OHF contract, purchase of healthcare, education and 

training, CNST contributions, premises costs and depreciation are offset by adverse variances on drugs, 

establishment costs and other expenditure.

Other operating expenditure was £27.0m in September, a reduction of £1.6m when compared to August. 

Expenditure on drugs fell by £0.7m and business rates, legal costs and staff permits fell by a total of £1.4m. These 

reductions are partially offset by increased operated healthcare facility costs of £0.4m for indicative contract 

changes.
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 Cash Flow
Month 06 (September) 2022/23
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13 Month rolling cash flow

Actual Forecast

Unconsolidated Cash balance was £6.8m at the end of September 22, £0.5m below 

plan.

Cash receipts in month totalled £73.5m (£0.2m above plan)

K&M ICB paid £54.0m in September. £0.9m above plan 

NHS England receipts were over plan by £0.6m. 

VAT reclaim is £0.3m below plan.

Other receipts were £1.4m below plan in month

Cash payments in month totalled £82.1m (£6.7m above plan)

Creditor payment runs including Capital payments were £25.1m (£4.5m above plan).

Payments to 2gether Support Solutions were £15.2m (£0.5m below plan).

Payroll was £41.3m (£4.1m above plan).

PDC Dividend payment was £3.4m (£1.4m below plan)

YTD cash receipts total £456.0m (£9.2m above plan - largely driven by block receipts 

from K&M ICB and additional receipts from NHS England)

YTD cash payments total £476.6m (£9.8m above the plan - mainly driven by creditor 

(£11.0m) and 2gether Support Solutions payments (£6.4m) and Payroll (£6.6m))

2022/23 Plan

The revised group plan submitted to NHSE/I in June 2022 shows a breakeven 

position at the end of 2022/23. A breakeven position eliminates the option of 

borrowing cash and so all borrowing has been removed from the forecast. (The 

Trust had expected to require addition funds from September 2022)

Additional income from NHS Kent & Medway ICB commenced in July. The cash 

forecast is showing future receipts spread evenly to the end of the financial year.  

Any cash shortfalls will continue to be managed by careful control of creditor 

payments as required.

2023/24 Forecast

2023/24 receipts and payments are based on 2022/23 levels with a 1% uplift 

assumed for K&M ICB and NHS England block payments. 

No borrowing has been forecast in 2023/24.

Future year forecasting will be revised when further information is available.

Creditor Management

The Trust has been paying to 30-day creditor terms throughout 2022/23, 

however, it was necessary in September to pull back to 34 day terms in the last 

payment run of the month. This has only been possible by withholding payment 

to one key supplier. As at 30th September 2022, £4.9m is overdue for payment to 

them. Weekly payment runs are being reviewed and this suppliers’ invoices 

cleared when funds are available. (£4.3m was paid to them in September)

At the end of September 2022, the Trust was recording 67 creditor days 

(Calculated as invoiced creditors at 30th September/ Forecast non-pay 

expenditure x 365).
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 Cash Flow
Month 06 (September) 2022/23

This Month Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep

Plan Actual Variance Actual Forecast Forecast Forecast Forecast Forecast Forecast Forecast Forecast Forecast Forecast Forecast Forecast

Opening Cash Balance 12,444 15,439 2,996 18,445 6,795 9,963 9,841 14,113 13,579 17,891 12,409 16,896 16,218 11,753 17,649 14,420

Prior Year Main Contract CCGs

Kent & Medway CCG Contract 52,254 54,023 1,769 54,023 51,754 51,754 51,754 51,754 51,754 51,754 53,854 53,854 53,854 53,854 53,854 53,854

Kent & Medway CCG - Other 1,626 799 (828) 799 2,126 2,126 2,126 2,126 2,126 2,126 539 539 539 539 539 539

NHS England 11,235 11,801 567 11,801 11,759 11,235 11,235 11,235 11,235 11,235 11,341 11,341 11,341 11,341 11,341 11,341

All Other NHS Organisations 1,221 2,079 857 2,079 1,480 1,221 10,305 1,213 4,205 1,229 7,072 1,213 1,213 7,088 1,221 1,205

All Other Receipts 6,978 4,773 (2,205) 4,771 8,150 4,765 4,702 5,184 4,702 7,663 4,741 4,804 4,904 4,804 4,835 4,872

Total Receipts 73,315 73,475 160 73,473 75,270 71,102 80,123 71,512 74,023 74,007 77,547 71,751 71,851 77,626 71,791 71,812

Opening Cash Balance

Monthly Payroll inc NI & Super (37,190) (41,332) (4,142) (41,332) (37,301) (37,290) (37,290) (37,390) (37,390) (37,390) (37,390) (37,390) (37,390) (37,590) (37,590) (37,590)

Creditor Payment Run (33,871) (37,365) (3,494) (40,365) (32,813) (31,975) (35,758) (31,856) (30,243) (35,768) (34,423) (33,793) (37,368) (32,893) (35,872) (33,189)

Capital Payments (2,595) (9) 2,586 (9) (1,988) (1,959) (2,802) (2,799) (2,077) (1,558) (1,247) (1,247) (1,558) (1,247) (1,558) (1,247)

PDC Dividend Payment (4,773) (3,413) 1,360 (3,413) (4,773) (4,000)

Interest Payments

Total Payments (78,429) (82,119) (3,691) (85,119) (72,102) (71,224) (75,851) (72,046) (69,711) (79,490) (73,060) (72,429) (76,316) (71,729) (75,020) (76,025)

Total Movement In Bank Balance (5,114) (8,644) (3,530) (11,646) 3,168 (122) 4,272 (533) 4,312 (5,482) 4,487 (678) (4,465) 5,897 (3,229) (4,214)

Closing Bank Balance 7,330 6,795 (535) 6,799 9,963 9,841 14,113 13,579 17,891 12,409 16,896 16,218 11,753 17,649 14,420 10,206

Plan 7,330 10,891 9,793 10,256 9,646 13,893 4,015 16,896 16,218 11,753 17,649 14,420 10,206

Variance (532) (928) 47 3,856 3,933 3,998 8,393

2gether Support Solutions Ltd 26,581 26,236 23,767 24,181 21,704 22,118 22,557 25,866 23,659 24,359 25,049 22,849 23,541

Spencer Private Hospitals Ltd 3,210 2,900 2,541 2,108 1,586 1,294 971 832 704 699 692 607 623

Group Closing Balance 36,590 39,099 36,149 40,402 36,869 41,304 35,937 43,594 40,580 36,810 43,390 37,876 34,371
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 Working Capital
Month 06 (September) 2022/23

Debtor Name Current 1+ 31+ 61+ 91+ Total Supplier Name Current 1+ 31+ 61+ 91+ Total

SPENCER PRIVATE HOSPITALS LIMITED 392 349 452 398 965 2,556 Other Creditors 10,143 868 498 276 1,762 13,547

KENT COMMUNITY HEALTH NHS FOUNDATION TRUST 503 37 105 6 259 910 NHS Professionals Ltd 4,161 4,912 9,073

2GETHER SUPPORT SOLUTIONS LTD 494 138 9 642 Spencer Private Hospitals Ltd 508 (893) 341 2,264 2,220

NHS ENGLAND 513 6 6 93 618 2gether Support Solutions Ltd 362 0 537 216 1,115

MEDWAY NHS FOUNDATION TRUST 195 27 1 106 248 577 Medway NHS Foundation Trust (RPA) 393 23 208 190 263 1,076

NHS KENT AND MEDWAY ICB 295 57 68 421 Quantum Pharmaceutical Ltd 834 50 884

MAIDSTONE AND TUNBRIDGE WELLS NHS TRUST 182 84 39 47 36 388 Abbott Laboratories Ltd 121 188 496 805

KENT COUNTY COUNCIL 385 2 387 Maidstone & Tunbridge Wells NHS Trust (RWF) 370 204 184 14 5 777

PHILIPS RESPIRONICS 245 245 InHealth Ltd 707 707

DARTFORD AND GRAVESHAM NHS TRUST 100 30 78 208 NHS Business Services Authority Prescription Pricing Division 306 285 591

Total 3,060 730 671 557 1,932 6,950 16,728 7,370 543 1,358 4,795 30,794

Last Year This Year

Better Payment Practice Code

YTD 

Number YTD £'000

YTD 

Number YTD £'000

Non NHS

Total bills paid in the year 33,401 279,084 33,692 297,210

Total bills paid within target 31,760 261,067 30,709 263,901

Percentage of bills paid within target 95.1% 93.5% 91.1% 88.8%

NHS

Total bills paid in the year 1,357 5,086 1,148 6,275

Total bills paid within target 1,092 3,999 848 4,279

Percentage of bills paid within target 80.5% 78.6% 73.9% 68.2%

Total

Total bills paid in the year 34,758 284,170 34,840 303,485

Total bills paid within target 32,852 265,066 31,557 268,180

Percentage of bills paid within target 94.5% 93.3% 90.6% 88.4%

Top ten debtor balances outstanding as at 30/09/2022 Top ten creditor balances outstanding as at 30/09/2022

Invoiced creditors have increased by £10m from the opening position to £30.8m.

54% relates to current invoices with 16% or £4.8m over 90 days.

NHSP debt has grown significantly during the year from £2.74m to £9m which is due to an increased
reliance on premium pay staff to fill gaps along with mounting pressures on the Trusts available cash.

Our BBPC figures have dipped below 90% in places and as such we are now required to report to NHSEI
the reasons behind this.
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Aged Debt

1-30 days 31-60 days 61-90 days 91 days+

Total invoiced debtors have decreased from the 2022/23 opening position of £16.8m by £7.2m to £9.6m (of which 

£3.6m is current debt)

This reduction is largely driven by an £8.8m decrease in Kent & Medway CCG/ICB debt. Spencer Hospitals debt 

increased by £0.8m, NHS England debt increased by £0.3m and Kent County Council debt increased by £0.3m.

At 30th September there was 1 debtor owing over £1m. 

• Spencer Private Hospitals owe £2.6m

The Trust is working with subsidiaries to bring reciprocal balances down. 
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 Income from Patient Care Activities
Month 06 (September) 2022/23

The variable element of the Aligned Incentive Contracts relates to the activity-based Elective Services Recovery Fund (ESRF) and is 

currently reported as on plan. This is an annual target based on the financial value of activity delivered. 

Elective spells activity has underperformed by 9% against plan in September, and is showing a 8% underperformance against plan 

YTD. Regular Attenders is showing a 6% underperformance YTD; however, these are excluded from the calculation of  ESRF. 

Elective pathways are showing a 9% YTD underperformance and being driven by over performances in Clinical oncology (659 spells 

which is 12% over plan), Dermatology (299 spells which is 22% over plan) and Cardiology (227 spells which is 19% over plan). The

areas under plan are Orthopaedics (677 spells which is -18% under plan), Gastroenterology/Endoscopies (-2,229 spells -16% under 

plan), Ophthalmology (-708 spells -29% under plan) and Urology (-760 spells which is -12% against plan). 

The outpatient element is 7% under plan YTD. Speciality performance details exclude Pre-Op Assessments due to a change in 

recording methodology. Performance is driven by over performances in Physiotherapy  (2,247 appointments which is +2% against 

plan). T&O (655 appointments which is +2% against plan) and Dermatology (541 appointments which is +3% against plan). The 

adverse specialties are Cardiology (4,309 appointments which is -16% against plan), Ophthalmology (-3,893 appointments which is 

-11% against plan) and Gastroenterology (-2,613 appointments which is -7% against plan).

There has continued to be a high number of escalation beds open across the Trust and there has been a material increase in the 

number of patients over 24 hours recorded as an A&E attendance rather than an admission.  We are working with the care group 

to review the recording of these patients as potentially we are under-recording our emergency admissions activity.  

The variable element of NHSE High Cost drugs is £1.7m above plan, but are pass through costs and net with expenditure.
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 Activity
Month 06 (September) 2022/23

The Trust has investigated the Non-Elective underperformance against plan of 11%, compared 

to the increased pressure the services are under. The Trust is experiencing difficulties with the 

flow of Non-Elective patients, caused by significant delays to the discharging of some medically 

fit patients.

This has seen average length of stay of Non-Elective patients rise steadily from 3.2 in May 2021 

to 4.1 days in March 22, up to 4.9 days in September 22. The combination of this and an 

evolution in the use of observation bays appears to have resulted in a great proportion of 

patients seen and treated in A&E with stays >12hrs, resulting in the number of Non-Elective 

admission being lower.

Outpatients have operated at 12% under planned levels in September, and are showing 8% 

under plan YTD. 

Daycase and Elective inpatient activity has underperformed by 9% against plan in September, 

and is showing an 8% underperformance against plan YTD. The financial element of Elective 

Inpatients and Daycases is under plan by £0.9m in month and £4.0m YTD. T&O is £2.3m below 

plan YTD and Gastro/Endoscopy are £1.1m below plan YTD, both of which are significant drivers 

of the ERF under-performance against baseline, which is being reviewed.

The level of A&E attendances is running an underperformance against plan of 13% in month 

and 8% YTD. The financial variance is lower at -6% in month and -2% YTD., which reflects a

richer case mix of patients now seen and treated in A&E.

Page 9 of 28

9/28 98/409



 ERF Income
Month 06 (September) 2022/23

Reporting POD

Reporting POD

£000

 In-Month Income 

Target (104%) 

(£m)

 In-Month Price 

Actual (£m)

 In-Month 

Financial 

Adjustment @ 

75% (£m)

 Income Target 

(104%) + 1.6% 

October Inflation

YTD Price Actual 

(£m)

YTD Financial 

Adjustment @ 

75% (£m)

YTD Income 

Performance vs 

100% Baseline

YTD Activity % vs 

100% Baseline

Daycases 4,887 4,546 (256) 25,368 25,617 187 105% 105%

Elective Inpatients 3,386 3,613 170 23,585 20,411 (2,380) 90% 78%

Outpatient News 3,598 3,598 0 21,236 20,466 (577) 100% 100%

Outpatient Follow Ups 4,005 3,299 (529) 23,815 19,624 (3,143) 86% 100%

Outpatient Procedures 1,586 1,686 75 9,928 10,184 192 107% 108%

Chemotherapy 402 485 63 2,451 2,896 333 123% 109%

Grand Total 17,865 17,228 (477) 106,382 99,198 (5,388) 97% 101%

Daycase ERF Performance by Month Elective inpatient ERF Performance by Month Chemotherapy ERF Performance by Month

Outpatient New ERF Performance by Month Outpatient Follow Up ERF Performance by Month Outpatient Procedure ERF Performance by Month

The Trust activity plan has been designed to meet the 104% value ESRF target. Due to the required 

reduction in Outpatient Follow Up activity to 75% of 2019/20 levels by March 2023 (85% as an average for 

the year), the expectation is that other areas need to rise to around 110% of the 2019/20 levels to 

compensate, which is proving to be very challenging.

ESRF is paid against a threshold which is different to the activity plan.  Therefore, although we 

underperformed against activity and income plan in month and YTD, when compared against the 

threshold, Elective inpatients have overperformed the target in month in activity terms and financially by 

£0.2m, compared to the previous trend of £0.5m adverse. Day case activity is performing marginally above 

the target. Income for Outpatient follow ups are fixed to 85% of the baseline, per national guidance. 

Outpatient new attendances are at 2019/20 levels and Chemotherapy performance is continuing to 

perform above all targets. It should be noted that Chemotherapy recording is still struggling, resulting in 

significant volumes of activity being recorded retrospectively, some of which is after data has 'frozen'. A 

working group has been set up to address this.
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 Other Operating Income
Month 06 (September) 2022/23

Other Operating Income Annual

£000 Plan Actual Variance Plan Actual Variance Plan

Non-patient care services 1,864 2,169 305 11,187 11,843 656 22,374

Research and development 219 201 (18) 1,313 1,136 (177) 2,626

Education and Training 1,522 1,592 70 9,135 9,261 126 18,272

Car Parking income 409 156 (253) 1,531 845 (687) 4,304

Staff accommodation rental 160 153 (7) 962 859 (103) 1,922

Property rental (not lease income) 36 0 (36) 218 0 (218) 436

Cash donations / grants for the purchase of capital assets 75 (74) (149) 450 1,241 791 900

Charitable and other contributions to expenditure 14 15 1 86 71 (14) 171

Other 622 917 296 3,734 2,820 (914) 7,453

Total 4,922 5,131 208 28,617 28,076 (541) 58,458

4.23% -1.89%

Favourable Adverse

This Month Year to Date
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Other Operating Income

Actual Plan

Other operating income is favourable to plan in September by £0.2m and 

adverse to plan by £0.5m YTD. In month, a one-off benefit from VAT 

recovery on the sale of stock of £0.8m is offset by below plan Covid-19, 

car parking and donated income for the purchase of capital assets 

totalling £0.6m.

The VAT recovery on the sale of stock offsets an adverse variance on 

other income following changes to the external plan in June, leaving the 

YTD variance at £0.9m on this heading. Income relating to car parking, 

property rental, staff accommodation and R&I is adverse to plan YTD by a 

total of £1.2m. These adverse variances are offset by donated income for 

Harmonia Village of £0.8m, and above plan income for GP trainees, flood 

insurance reimbursement, additional income from the sale of EKBI, above 

plan AMD income from Spencer Wing and education and training income 

totalling £0.6m.
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 Employee Expenses
Month 06 (September) 2022/23

Employee Expenses Annual

£000 Plan Actual Variance Plan Actual Variance Plan Actual Variance Plan

Permanent Staff

Medical and Dental 1,403 1,296 108 (11,826) (11,885) (59) (70,465) (67,547) 2,918 (141,235)

Nurses and Midwives 3,297 2,911 386 (10,610) (12,372) (1,761) (60,670) (66,227) (5,556) (127,151)

Scientific, Therapeutic and Technical 1,747 1,605 142 (5,746) (6,541) (796) (34,769) (35,118) (349) (69,819)

Admin and Clerical 1,757 1,555 202 (3,357) (4,654) (1,297) (20,105) (22,852) (2,748) (40,322)

Other Pay 1,818 1,697 120 (5,211) (6,218) (1,007) (31,210) (32,180) (970) (62,595)

Permanent Staff Total 10,022 9,064 959 (36,750) (41,670) (4,920) (217,219) (223,924) (6,704) (441,121)

Waiting List Payments

Medical and Dental 0 0 0 (397) (563) (166) (2,380) (2,934) (555) (4,773)

Waiting List Payments Total 0 0 0 (397) (563) (166) (2,380) (2,934) (555) (4,773)

Medical Locums/Short Sessions

Medical and Dental 0 62 (61) (783) (874) (91) (4,689) (5,207) (518) (9,405)

Medical Locums/Short Sessions Total 0 62 (61) (783) (874) (91) (4,689) (5,207) (518) (9,405)

Substantive 10,022 9,125 897 (37,931) (43,107) (5,177) (224,288) (232,066) (7,777) (455,299)

Bank

Medical and Dental 0 36 (36) (323) (561) (238) (2,231) (3,018) (787) (3,962)

Nurses and Midwives 11 331 (320) (1,078) (1,865) (787) (7,443) (9,139) (1,696) (13,218)

Scientific, Therapeutic and Technical 1 2 (1) (9) (15) (6) (59) (63) (4) (104)

Admin and Clerical 4 80 (76) (182) (303) (121) (1,256) (1,387) (131) (2,231)

Other Pay 7 322 (315) (710) (1,191) (481) (4,899) (5,875) (977) (8,700)

Bank Total 23 771 (748) (2,302) (3,935) (1,633) (15,888) (19,483) (3,594) (28,215)

Agency

Medical and Dental 1 47 (46) (654) (1,028) (374) (4,250) (6,403) (2,153) (7,870)

Nurses and Midwives 2 234 (232) (889) (1,334) (445) (5,997) (7,057) (1,060) (10,667)

Scientific, Therapeutic and Technical 0 0 0 (15) 0 15 (56) 0 56 (132)

Admin and Clerical 0 13 (13) (8) (180) (172) (54) (263) (209) (96)

Other Pay 0 66 (66) (100) (262) (163) (699) (1,589) (891) (1,231)

Agency Total 3 361 (357) (1,665) (2,804) (1,139) (11,056) (15,312) (4,257) (19,996)

Direct Engagement - Agency

Medical and Dental 0 66 (66) (707) (970) (263) (4,571) (5,710) (1,139) (8,316)

Scientific, Therapeutic and Technical 0 1 (1) (6) (6) 0 (41) (44) (3) (72)

Direct Engagement - Agency Total 0 68 (67) (713) (977) (263) (4,612) (5,754) (1,142) (8,388)

Agency 4 428 (424) (2,378) (3,780) (1,402) (15,668) (21,067) (5,399) (28,384)

Total 10,049 10,324 (275) (42,611) (50,822) (8,211) (255,844) (272,615) (16,771) (511,898)

-19.27% -6.55%

Adverse Adverse

WTE This Month This Month Year to Date Employee expenses performance is adverse to plan in September by £8.2m and 

by £16.8m YTD (6.56%).  This includes the impact of the additional pay award 

above base plan backdated to April 22 in month and YTD.  Expenditure relating to 

all Covid-19 pay streams is £0.2m in month and £2.9m YTD. Indicative direct 

costs for escalation beds are at least £1.1m and £4m YTD.

Total expenditure on pay in September was £50.8m, an increase of £5.9m when 

compared to August. 

Expenditure on permanent staffing in September increased by £5.1m compared 

to expenditure in August. £4.6m of the increase relates to the AfC and senior 

medical staff pay award, and arrears backdated to April. Bank holiday payments 

costing £0.2m were paid in September and there was further growth of 106 WTE 

contracted substantive staff mainly qualified Nurses and Midwives. For overseas 

appointments there will additional costs in month as they will be supernummary 

in the short term.

Expenditure on bank staff increased by £0.4m, again mainly relating estimated 

increased pay award costs of £0.5m. Agency spend increased by £0.3m, 

predominantly relating to qualified nurses and senior managers covering Site 

Director roles.

Expenditure on all substantive staff is adverse to plan in September by £5.2m 

(impact of pay award is offset by additional clinical income) and by £7.8m YTD.  

Expenditure on bank and agency staff combined is adverse to plan in September 

by £3.0m and by £9.0m YTD.
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 Other Operating Expenditure
Month 06 (September) 2022/23

Annual

£000 Plan Actual Var. Plan Actual Var. Plan

Drugs (6,696) (6,777) (81) (40,285) (42,032) (1,747) (80,094)                      

Supplies and Services – Clinical (3,504) (3,387) 117 (21,319) (20,899) 420 (41,509)

Supplies and Services - Non-Clinical (9,398) (10,013) (615) (57,466) (56,809) 657 (110,939)

Non Executive Directors (19) (13) 5 (113) (88) 24 (229)

Purchase of Healthcare (738) (648) 91 (4,431) (3,736) 694 (8,059)

Education & Training (304) (206) 98 (1,827) (1,670) 156 (3,652)

Consultancy (27) 12 39 (162) (86) 76 (325)

Premises (1,130) (327) 803 (6,831) (4,750) 2,081 (13,615)

Clinical Negligence (2,211) (2,139) 72 (13,326) (12,835) 491 (26,591)

Transport (255) (264) (10) (1,549) (1,417) 132 (2,935)

Establishment (341) (449) (109) (2,043) (2,319) (275) (4,081)

Other (964) (887) 76 (5,280) (7,406) (2,127) (10,752)

Depreciation & Amortisation-Owned Assets (1,981) (1,912) 68 (11,884) (10,954) 930 (23,769)

Total Other Operating Expenditure (27,568) (27,011) 557 (166,515) (165,002) 1,513 (326,549)

Profit/Loss on Asset Disposals (125) 0 125 (250) (17) 233 (500)

PDC Dividend (778) (778) 0 (4,880) (4,719) 161 (9,545)

Interest Receivable 181 223 42 1,085 1,275 189 2,171

Interest Payable (218) (220) (2) (1,310) (1,337) (27) (2,619)

Total Non Operating Expenditure (940) (775) 165 (5,354) (4,798) 556 (10,493)

Total Expenditure (28,508) (27,787) 722 (171,869) (169,800) 2,070 (337,043)

This Month Year to Date

£15

£17

£19

£21

£23

£25

£27

£29

£31

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

M
ill

io
n

s

Other Operating Expenditure: Plan v Actual

Other Op Actual Non OP Ex Actual Other Op Plan Non OP Ex Plan

Other operating expenditure is favourable to plan by £0.6m in September and favourable to plan 

by £1.5m YTD (0.91%). Expenditure on all Covid-19 non-pay streams is £0.2m in month and 

£2.2m YTD.

Drug spend is adverse to plan in September £0.1m and by £1.7m YTD. Drugs historically classed 

as rechargeable which includes blood product deliveries and issues to homecare patients are 

adverse to plan in September by £0.2m, and adverse to plan by £1.1m YTD (65%). All other drugs 

are favourable to plan in month by £0.1m and adverse to plan by £0.7m YTD.

Supplies and services - clinical are favourable to plan in September by £0.1m and by £0.4m YTD. 

In month, adverse variances against efficiencies targets and pathology reagents totalling £0.7m 

are offset by below plan spend on consumables, equipment purchases and visible cost model 

items totalling £0.9m.

Supplies and services - non-clinical are adverse to plan in September by £0.6m and favourable to 

plan by £0.7m YTD. Variances in month relate predominantly to the Operated Healthcare Facility 

contract which is adverse to plan in month by £0.7m and favourable to plan by £0.6m YTD.

Purchase of healthcare from the independent sector including the reduced use of Spencer beds 

is favourable to plan in month by £0.1m and by £0.7m YTD.

Premises costs are favourable to plan in month by £0.8m and by £2.1m YTD. Non-recurrent rates 

rebates of £0.8m were accounted for in September. YTD favourable variances on the rental of 

premises, building works, utilities, licence fees and business rates total £2.1m.

Clinical negligence is favourable to plan in month by £0.1m and by £0.5m YTD, linked to the non -

collection of the Maternity Incentive Scheme 2022/23.

Other expenditure is favourable to plan in month by £0.1m and adverse to plan by £2.1m YTD. 

In-month legal cost provisions of £0.4m were released but this was offset by minor variances 

within the category. YTD the variance is driven by overspends in Urgent Treatment Centres and 

work permits.

Depreciation is favourable to plan in month by £0.1m and by £0.9m YTD. 

Other operating expenditure was £27.0m in September, a reduction of £1.6m when compared 

to August. The reduction relates mainly to drug spend which fell by £0.7m and business rates, 

legal costs and staff permits which fell by a total of £1.4m. These reductions are partially offset 

by increased operated healthcare facility costs of £0.4m.
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 Cost Improvement Summary
Month 06 (September) 2022/23

Delivery Summary
Programme Themes £000 Plan Actual Variance Plan Actual Variance Outturn Variance Month  Target Actual

Agency 418 318 (100) 1,857 1,416 (442) 4,628 (932) April 999 390

Bank - 17 17 - 24 24 74 74 May 1,023 662

Workforce 36 305 269 163 1,027 865 3,174 2,577 June 1,399 1,375

Outpatients - - - - - - 13 13 July 1,562 1,205

Procurement 105 37 (68) 517 149 (368) 947 (853) August 2,129 1,863

Medicines Value 78 204 126 360 488 128 1,012 (188) September 2,212 3,270

Theatres 216 - (216) 864 - (864) 822 (2,178) October 2,733

Care Group  Schemes * 1,143 1,015 (128) 4,655 3,390 (1,265) 7,983 (7,200) November 2,848
Sub-total 1,996 1,897 (100) 8,416 6,494 (1,922) 18,653 (8,688) December 3,446

Central 216 1,373 1,157 908 2,271 1,363 8,690 6,031 January 3,694
Grand Total 2,212 3,270 1,058 9,324 8,765 (559) 27,342 (2,658) February 3,945

* Smaller divisional schemes not allocated to a work stream March 4,010
30,000 8,765

29.2%

This Month Year to Date Forecast Delivered £000

Efficiencies

The submitted Efficiencies plan for 2022/23 is £30m. The Trust achieved savings of £3.3m in 

September, which is above Plan. The in-month performance relates to shortfalls in Care 

Groups, Theatres & Procurement, offset by overperformance in Central, Workforce, Bank and 

Medicines Value. Included is the catch up on Medicines value. YTD underperformance mirrors 

the in-month picture across all areas, and the timing of schemes in Theatres, Procurement 

and Care Groups currently being developed. Recurrent savings in September amounted to 

£1.5m, with £1.8m being on a non-recurrent basis. Recurrent savings YTD amount to £4.2m 

with £4.6m on a non-recurrent basis. A pipeline of ideas is being developed as the basis for 

delivery of the 2022/23 efficiency programme. The forecast is updated and reviewed weekly 

to accelerate progress. £0
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 Capital Expenditure
Month 06 (September) 2022/23

Capital Programme Annual Annual Annual

£000 Plan Forecast Plan Actual Variance Forecast

ED Expansion WHH & QEQM 11,654 12,124 5,965 6,851 (886) 391

24 Bed ITU Kennington Carpark WHH 350 391 350 391 (41) 2,052

PEIC - Backlog maintenance/ Patient environment improvement 3,750 3,750 2,101 2,052 49 676

MDG - Medical equipment replacement (<£250k per item) 1,136 1,666 225 676 (451) 1,395

IDG - IT hardware/ systems replacement 3,310 4,343 2,390 1,395 995 203

New Interventional Radiology (IR) suite - K&C 160 203 160 203 (43) 127

Endovascular theatre (EVT) kit installation - K&C 937 937 325 127 198 339

Clinical Trials Unit 1,000 787 65 339 (274) 279

Community Diagnostic Hub - BHD 250 279 250 279 (29) 9

Maternity Estates Review 376 376 175 9 166 11

Refurbishment of SCBU QEQM and meeting IPC requirements 341 341 105 11 94 1,470

Theatre 4&5 - AHU Replacement - KCH 1,200 1,470 1,200 1,470 (270) 102

Restore and Recovery 250 230 250 102 148 125

East Kent Transformation Programme 178 178 178 125 53 465

Donated Assets 900 900 450 465 (15) 7,643

2gether Support Solutions 226 18 (18)
Other IFRS16 Assets 152 152 (152)
All Other (282) (302) 302

25,792 28,071 14,189 14,363 (174)

Funded By:

Operational Cash 23,368 22,032

System Set Underutilisation (4,168) 0

Grants and Donations 900 1,676

Disposals 500 500

Front Line Digitisation PDC 910 910

Other PDC 4,282 2,483

Right of Use Asset Liabilities 0 400
25,792 28,001

Year to Date 2022/23 Summary Capital Spend position - M6

The group gross capital year-to-date spend to the end of Month 6 is £14.3m, against an YTD Plan of £14.2m. This represents a £0.2m overspend against plan. 

The estimated forecast for the year as at the end of M6 is £28m, representing a £2.2m increase from the original capital plan submitted in April 2022.The £2.2m increase to plan is 

due to an increase of £0.8m in Donated Income received in relation to Harmonia Village, a £0.4m worth of lease liabilities re cognised as a result of the IFRS16 implementation and 

£1m of Digital Diagnostics schemes, for which the associated LOAs were signed off in October 2022.

The position reported is driven by overspends totalling £2.2m, as follows: 

• ED Expansion WHH & QEQM - £0.9m: the WHH Phase 1 has completed and was handed over on the 9th September 2022. The QEQM handover is scheduled for the 21st 

October 2022. Earlier in the year, the programme was allocated additional capital as a top up from the original plan to the l evel of the revised capital spend programme agreed 

previously for the scheme for 2022/23. The programme was also approved to bring forward spend from later in the year as a mea ns of mitigating against inflationary cost 

pressures. The two elements have therefore put the ED Programme ahead of its Planned spend profile;   

• MDG - Medical equipment replacement (<£250k per item) - £0.45m: the programme is ahead of plan as delivery and therefore receipting of items ordered in prior year 

materialised sooner than expected; the MDG programme was also approved an additional £0.53m in September 2022 to mitigate som e of the most urgent risks previously raised 

by MDG.

• Clinical Trials Unit - £0.27m: as previously reported, the project has now been completed earlier than anticipated, for the Clinical Trials Unit element; following the latest 

forecasts, a surplus of £0.2m capital was identified, which it has since been released and used to partly offset the MDG capi tal allocation; the remaining balance of circa £0.4m 

relates to the completion of the accommodation spaces, which was also included in the origianl business case;

• Theatre 4&5 - AHU Replacement - KCH - £0.27m: the scheme has now complete; an additional capital allocation of £0.25m was approved in July 2022, due to inflationary cost 

pressures incurred. 

• Other IFRS16 Assets - £0.15m: this cost reflects the recognition of Lease Liabilities under the IFRS16 and it is a technical accounting adjustment, since any such costs recognised 

are netted off in the monthly report to NHSEI; 

• Other smaller overspend items, totalling £0.15m

These are offset by underspend items totalling £2m which are phasing only and will be spent FY.

• IDG - IT hardware/ systems replacement - £1m; 

• All Other - £0.3m: these represent the cummulative value of VAT the Trust has recovered to date; it is therefore an overal benefit to the Capital Programme as it offsets a 

corresponding amount of spend;

• Endovascular theatre (EVT) kit installation - K&C - £0.2m: project expected to complete on time and within budget, with the AHU planned to be craned into position at the end 

of October 2022.

• Maternity Estates Review - £0.2m: design works are expected to be completed and agreed in the coming months, alongside going to tender later on this year. The programme is 

expected to commence on site in late January 2023;

• Other smaller underspend items totalling £0.3m;

Impact of IFRS16:

The Trust continues to monitor the levels of cash repayments made in respect of the current leases, to determine the likely l evels of risk exposure (if any) at year-end.

Additional Capital:

• The Trust is also expected to be successful in securing circa £0.34m of PDC Capital under the Diagnostics Imaging Capacity National Programme;

• Additional bids of circa £15m have been proposed on behalf of the Trust against any unallocated capital funding available a t national level under the Diagnostics Imaging 

Capacity programme;

Other risks

• The current forecast position shows a £0.07m funding deficit, which represents a timing delay in identifying a correspondin g reduction elsewhere to bring the overall programme 
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 Statement of Financial Position
Month 06 (September) 2022/23

£000 Opening To Date Movement
Non-Current Assets 419,559 422,038 2,479 ▲

Current Assets

Inventories 5,527 6,918 1,391 ▲

Trade Receivables 17,933 10,316 (7,617) ▼

Accrued Income and Other Receivables 16,692 25,696 9,003 ▲

Assets Held For Sale 0 0 0 -
Cash and Cash Equivalents 27,372 6,798 (20,574) ▼

Total Current Assets 67,525 49,728 (17,796) ▼

Current Liabilities

Payables (37,923) (54,339) (16,416) ▲

Accruals and Deferred Income (54,360) (40,072) 14,289 ▼

Provisions (5,761) (5,215) 546 ▼

Borrowing (1,191) (2,056) (865) ▲
Net Current Assets (31,710) (51,953) (20,243) ▼

Non Current Liabilities

Provisions (4,417) (4,342) 75 ▼

Long Term Debt (83,986) (79,661) 4,325 ▼
Total Assets  Employed 299,446 286,082 (13,364) ▼

Financed by Taxpayers Equity

Public Dividend Capital 425,777 425,777 0 -

Retained Earnings (181,901) (195,143) (13,242) ▼

Revaluation Reserve 55,569 55,448 (122) ▼

Total Taxpayers' Equity 299,446 286,082 (13,364) ▼

Non-Current asset values reflect in-year additions (including donated 

assets) less depreciation charges. Non-Current assets also includes the 

loan and equity that finances 2gether Support Solutions. A “full" 

revaluation of the Groups estate (carried out every 5 years) will be 

completed in 2022/23.

Trust closing cash balance was £6.8m (£18.4m August) £0.5m below plan. 

See cash report for further details.

An updated Treasury Policy will include a formal process for cash to be 

moved from the subsidiaries to the Trust in order to minimise or remove 

the need for borrowing and maximise the potential for interest receivable 

income. A formal request for cash has been made and the Trust 

understands the Board of 2gether will be addressing this request at their 

November meeting. 

Trade and other receivables have increased from the 2021/22 opening 

position by £7.6m (£6.4m reduction in August). Key drivers are detailed on 

the Cash report

Payables have increased by £16.4m (£6.4m increase in August) See 

Working Capital sheet for more detail on debtors and creditors. 

The long-term debt entry relates to the long-term finance lease debtor 

with 2gether. 

The movement in Retained earnings reflects the year-to-date unadjusted 

deficit.
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 General and Specialist Medicine
Month 06 (September) 2022/23

Statement of Comprehensive Income
£000 Plan Actual Var. Plan Actual Var.

Income
Electives 2,152 2,146 (6) 11,927 11,261 (665)

Non-Electives 8,003 7,332 (671) 44,867 40,995 (3,872)

Outpatients 3,133 2,590 (543) 16,839 13,058 (3,781)

High Cost Drugs 702 724 22 4,214 4,185 (29)

Private Patients 0 2 2 0 11 11

Other NHS Clinical Income 1,968 3,158 1,191 11,059 19,268 8,210

Other Clinical Income 0 6 6 0 127 127

Total Income from Patient Care Activities 15,958 15,958 0 88,905 88,905 ()

Other Operating Income 99 99 0 484 498 14

Total Income 16,058 16,057 0 89,389 89,403 14

Expenditure
Substantive Staff (8,896) (8,977) (81) (43,408) (43,186) 221

Bank (720) (1,074) (354) (4,343) (5,764) (1,422)

Agency (993) (1,312) (318) (5,576) (6,990) (1,415)

Total Employee Expenses (10,609) (11,362) (753) (53,326) (55,941) (2,615)

Purchase of Healthcare (234) (157) 78 (1,435) (891) 545

Supplies and Services Clinical (891) (823) 68 (6,304) (6,465) (162)

Supplies and Services General (32) (38) (6) (156) (230) (74)

Drugs (1,174) (1,283) (109) (7,232) (7,665) (432)

All Other, incl Transport (23) (248) (226) (651) (1,255) (604)

Depreciation & Amortisation (5) (5) 0 (31) (32) (1)

Total Other Non-Pay (2,360) (2,554) (194) (15,809) (16,538) (729)

Total Operating Expenditure (12,969) (13,917) (948) (69,135) (72,478) (3,344)

Non Operating Expenses 0 0 0 0 (1) (1)

Contribution 3,089 2,141 (948) 20,254 16,925 (3,329)

This Month Year to Date
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Agency and Bank costs vs Contracted WTE

Agency Bank Contracted WTE

The Care Group financial position is £3.3m adverse at the end of September, a deterioration of £0.9m. 

Income is on plan, expenditure is £3.3m adverse primarily due to premium pay costs for site/activity 

pressures and for escalation beds.

Clinical Income:

Clinical Income is on-plan in line with the Aligned Incentive Contract. The income position is topped-up 

by a further £0.6m to £5.8m YTD due to underperformances in all PODs. Despite the opening of 

escalation beds, non-elective is £3.9m under plan, excess bed days income is £1.1m favourable 

correlating with high levels of super stranded patients. Elective PODs and Outpatients are also below 

plan YTD. Electives are on plan in September particularly in endoscopy and cardiology but activity is at 

risk due to increased requirement for Consultant support at the front door.

Pay:

September pay is £0.8m adverse to plan, the run rate is £2.3m higher than last month but this is inclusive 

of £1.8m pay award, and staff in post increased by 51 wte. The pay position is £2.6m adverse YTD driven 

by premium pay, which is averaging £2.5m per month in 2022/23 compared to £2.2m in 2021/22. 

The main contributors are nursing/hca using 110 wte more staff than budget due to an increased 

number of escalation beds, and a high level of patients requiring 1:1 care. Medical staff are 15 wte above 

budget, premium pay is adverse to plan due to ongoing site pressures including ward based cover, 

additional weekend staffing, and front door presence, and the delivery of activity backlog through high 

cost arrangements.

The estimated financial impact of escalation beds is £1.3m YTD and Site pressures is at least £0.7m.

Non-Pay:

Non-Pay is £0.2m adverse this month and £0.7m adverse YTD, due to unachieved savings of £0.5m and 

activity related overspends on drugs and consumables.

Savings:

Savings to date are on plan, the current forecast is £5m against a target of £5.3m, an estimated £1.9m 

through non-recurrent slippage.
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 Urgent and Emergency Care
Month 06 (September) 2022/23

Statement of Comprehensive Income
£000 Plan Actual Var. Plan Actual Var.

Income
Electives 86 148 62 455 621 165

Non-Electives 5,210 3,813 (1,397) 29,123 22,978 (6,144)

Accident and Emergency 4,348 4,119 (229) 23,440 22,880 (560)

Outpatients 72 66 (7) 384 376 (8)

High Cost Drugs 9 10 1 53 72 19

Other NHS Clinical Income 0 1,558 1,558 0 6,467 6,467

Other Clinical Income 91 103 12 544 607 62

Total Income from Patient Care Activities 9,816 9,816 0 54,000 54,000 0

Other Operating Income 2 0 (2) 12 5 (7)

Total Income 9,818 9,816 (2) 54,012 54,005 (7)

Expenditure
Substantive Staff (5,035) (4,820) 215 (25,481) (25,730) (249)

Bank (578) (737) (159) (3,464) (4,154) (690)

Agency (819) (1,112) (293) (4,935) (6,457) (1,523)

Total Employee Expenses (6,431) (6,669) (237) (33,880) (36,342) (2,462)

Purchase of Healthcare (2) 0 2 (10) 0 10

Supplies and Services Clinical (114) (202) (88) (849) (1,166) (317)

Supplies and Services General (29) (95) (66) (174) (462) (287)

Drugs (158) (199) (40) (1,020) (1,260) (240)

All Other, incl Transport (761) (752) 9 (4,575) (4,664) (88)

Depreciation & Amortisation (8) (7) 1 (41) (43) (2)

Total Other Non-Pay (1,073) (1,255) (182) (6,670) (7,595) (925)

Total Operating Expenditure (7,505) (7,924) (419) (40,550) (43,937) (3,387)

Non Operating Expenses 0 (1) (1) 0 (3) (3)

Contribution 2,313 1,892 (421) 13,462 10,065 (3,397)

This Month Year to Date
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Agency and Bank costs vs Contracted WTE

Agency Bank Contracted WTE

The Care Group's position was £0.4m adverse to plan in September, driven mainly by overspends associated with 

premium pay, savings shortfalls and pressures on non-pay budgets.  A summary of drivers behind the £3.4m YTD 

adverse position is detailed, and estimated, below:

• Expansion of unfunded areas e.g. corridor care, additional capacity at the MEAU (Medical Emergency 

Assessment Unit) and extended opening hours of SDEC (Same Day Emergency Care) at WHH. Estimated cost: 

£1.2m.

• A growth in Junior Doctor acute ward cover to meet increasing demand: £0.9m.

• Mental health agency nursing/bank costs to support an increase in patient attendances requiring support: 

£0.8m.

• Drugs and clinical supply overspend associated with additional activity and patients spending longer lengths of 

time in ED departments: £0.6m.

• Savings shortfalls: £0.5m.

• Cleaning/catering charges associated with escalation areas and Emergency Department expansion: £0.3m.

Income: 

Attendances were 8% below plan in September and are 5% below YTD. The aligned incentive contract 'top up' 

adjustment is £6.5m YTD. The position is driven by a combination of forecast growth not materialising in full and 

non-elective admission underperformance due to changes to patient pathways to enable SDEC (Same Day 

Emergency Care) .  

Employee Expenses:  

Pay was £0.24m overspent in September and is overspent by £2.5m YTD.  The position is driven by the factors 

outlined above with the growth in premium pay and savings shortfalls applying the most pressure. 

Covid-19 expenditure decreased by £0.03m on last month, and was £0.06m below the Covid -19 budget allocation. 

Other Operating Expenditure: 

Non-pay was £0.18m adverse to plan in September and is £0.93m adverse YTD.  Savings shortfalls are a factor, as 

well as pressures on drugs and clinical supply budgets, due to activity growth on 2021/22 levels and patients 

staying longer in ED departments.  Other factors include ad hoc cleaning charges from 2gether associated with 

the opening of temporary areas in response to site pressures and the expansion of the Emergency Departments.

Efficiencies: The shortfall against target is £0.54m YTD.   Phasing of the target is relatively low in Q1/2 and picks 

up significantly in Q3/Q4. Additional schemes are required to prevent further deterioration in the financial 

position. 
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 Surgery and Anaesthetics
Month 06 (September) 2022/23

Statement of Comprehensive Income
£000 Plan Actual Var. Plan Actual Var.

Income
Electives 4,671 3,753 (918) 24,242 21,327 (2,915)

Non-Electives 4,892 4,837 (54) 27,647 26,476 (1,171)

Outpatients 1,571 1,709 138 8,239 9,003 765

High Cost Drugs 33 25 (8) 198 206 8

Private Patients 0 0 0 0 42 42

Other NHS Clinical Income 1,809 2,650 841 10,054 13,279 3,225

Other Clinical Income 0 1 1 0 45 45

Total Income from Patient Care Activities 12,975 12,975 0 70,379 70,379 0

Other Operating Income 32 55 23 371 441 71

Total Income 13,007 13,030 23 70,750 70,821 71

Expenditure
Substantive Staff (10,900) (10,708) 192 (53,310) (53,238) 72

Bank (482) (785) (303) (2,924) (4,499) (1,575)

Agency (356) (458) (102) (2,208) (2,924) (716)

Total Employee Expenses (11,738) (11,952) (213) (58,442) (60,661) (2,219)

Purchase of Healthcare () (1) (1) (1) (3) (2)

Supplies and Services Clinical (1,598) (1,476) 122 (10,133) (10,055) 78

Supplies and Services General (52) (42) 10 (312) (323) (11)

Drugs (371) (410) (39) (2,237) (2,483) (246)

All Other, incl Transport (184) (233) (49) (1,120) (1,295) (174)

Total Other Non-Pay (2,206) (2,162) 44 (13,804) (14,160) (356)

Total Operating Expenditure (13,944) (14,113) (170) (72,246) (74,821) (2,575)

Contribution (937) (1,083) (146) (1,496) (4,000) (2,504)

This Month Year to Date
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Agency Bank Contracted WTE

The Care Group is £2.5m adverse to plan YTD, with an in-month deficit of £0.1m, which relates to Pay 

overspends.

Income:

SLA Income has been adjusted YTD to break-even by £2.2m.

Electives are £2.9m adverse YTD, with both Orthopaedics £2.2m and Urology £0.7m below plan.

Non-Electives are £1.2m adverse YTD, with Urology below plan.

Outpatients are £0.8m favourable YTD.

Other NHS Clinical Income is £1.1m favourable from increased ITU activity (£0.3m) and High Cost 

Devices (£0.9m).

Pay:

Pay is adverse by £2.2m YTD. 

Bank £1.6m & Agency £0.7m staffing overspends are partly from covering a high level of vacancies 

both in Nursing and HCA's and also to cover escalation beds. In addition, there is no Substantive 

staffing underspend to offset Bank & Agency, since any vacancy underspends have been offset against 

the efficiencies target non-recurrently until the efficiency schemes start to deliver. 

Non-Pay:

Non-Pay is adverse by £0.4m YTD.

This adverse position is mainly due to Drugs overspend (£0.2m) and Non-Pay efficiencies targets 

(£0.8m) which have instead been achieved within Pay.

Covid-19:

Covid-19 additional costs incurred of £0.6m are in the above all relating to temporary staffing. 

Efficiencies:

Underachievement of £0.3m on YTD efficiencies target of £1.6m. This has been met mostly from non-

recurrent pay underspends whilst plans are worked on to progress recurrent schemes.
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 Surgery - Head and neck, Breast Surgery and Dermatology
Month 06 (September) 2022/23

Statement of Comprehensive Income
£000 Plan Actual Var. Plan Actual Var.

Income
Electives 1,927 1,801 (126) 9,212 8,480 (731)

Non-Electives 204 163 (41) 1,148 902 (247)

Outpatients 2,263 2,144 (119) 12,074 11,454 (620)

High Cost Drugs 322 334 13 1,929 1,947 17

Private Patients 0 2 2 0 29 29

Other NHS Clinical Income 209 479 271 1,171 2,707 1,537

Other Clinical Income 0 0 0 0 15 15

Total Income from Patient Care Activities 4,924 4,924 0 25,534 25,534 0

Other Operating Income 9 18 9 56 69 13

Total Income 4,933 4,942 9 25,590 25,603 13

Expenditure
Substantive Staff (2,228) (2,147) 81 (11,244) (10,726) 519

Bank (84) (106) (22) (506) (509) (4)

Agency (43) (90) (47) (261) (554) (293)

Total Employee Expenses (2,354) (2,343) 12 (12,012) (11,789) 222

Purchase of Healthcare (58) (60) (3) (346) (376) (30)

Supplies and Services Clinical (27) (72) (46) (318) (513) (195)

Supplies and Services General (3) (4) (1) (16) (25) (8)

Drugs (436) (446) (10) (2,689) (2,635) 54

All Other, incl Transport (64) (65) (1) (173) (193) (20)

Total Other Non-Pay (587) (648) (61) (3,542) (3,741) (199)

Total Operating Expenditure (2,942) (2,991) (49) (15,554) (15,530) 23

Contribution 1,992 1,951 (40) 10,036 10,073 36

This Month Year to Date
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Agency and Bank costs vs Contracted WTE

Agency Bank Contracted WTE

The Care Group is £0.04m favourable YTD, with prior months’ pay underspends.

Income: 

SLA Income has been adjusted YTD to break-even by £1.9m.

Electives are £0.7m adverse YTD, mainly from below plan Ophthalmology and ENT day case activity.

Non-Elective Income is £0.2m adverse YTD, mainly as a result of a cheaper case mix of ENT activity 

whereas overall activity is slightly above plan.

Outpatients is £0.6m adverse YTD mainly from below plan Ophthalmology, Orthoptics & Breast 

Surgery activity.

Other NHS Clinical Income is £0.3m adverse with Maxillo Facial Reconstructions below plan.

Pay:

Pay is favourable by £0.2m YTD.

Substantive staffing is £0.5m underspent, which is partially offset with an Agency overspend of £0.3m 

for Medical staffing.

Non-Pay:

Non-Pay is adverse by £0.2m YTD.

Clinical Supplies are overspent by £0.2m YTD from underachievement of efficiencies target, which has 

instead been achieved within Pay.

Covid-19:

Negligible Covid-19 costs have been incurred YTD. 

Efficiencies:

Efficiencies target YTD of £0.3m has been fully met, but mostly from non-recurrent pay underspends 

whilst plans are worked on to progress recurrent schemes.
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 Clinical Support
Month 06 (September) 2022/23

Statement of Comprehensive Income
£000 Plan Actual Var. Plan Actual Var.

Income
Electives 51 73 22 274 315 41

Non-Electives 0 0 0 1 0 (1)

Outpatients 780 836 56 4,148 4,446 298

High Cost Drugs 1,515 1,077 (438) 9,091 8,463 (628)

Private Patients 0 1 1 0 1 1

Other NHS Clinical Income 3,872 4,232 360 21,702 21,990 289

Other Clinical Income 0 0 0 0 0 0

Total Income from Patient Care Activities 6,218 6,218 0 35,216 35,215 0

Other Operating Income 785 794 9 4,712 4,579 (133)

Total Income 7,004 7,012 9 39,928 39,794 (133)

Expenditure
Substantive Staff (8,262) (7,830) 432 (39,549) (38,572) 977

Bank (112) (182) (70) (687) (947) (260)

Agency (27) (102) (74) (258) (873) (614)

Total Employee Expenses (8,402) (8,114) 288 (40,495) (40,393) 102

Purchase of Healthcare (1) (5) (4) (7) (23) (16)

Supplies and Services Clinical (2,508) (2,948) (440) (16,573) (17,648) (1,075)

Supplies and Services General (20) (20) 0 (119) (141) (22)

Drugs (1,596) (1,551) 45 (10,338) (10,209) 129

All Other, incl Transport (346) (299) 46 (1,957) (1,632) 325

Depreciation & Amortisation 0 (26) (26) 0 (153) (153)

Total Other Non-Pay (4,470) (4,849) (379) (28,995) (29,807) (812)

Total Operating Expenditure (12,872) (12,963) (91) (69,490) (70,199) (710)

Non Operating Expenses 0 (1) (1) 0 (8) (8)

Contribution (5,868) (5,952) (84) (29,562) (30,413) (851)

This Month Year to Date
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Agency Bank Contracted WTE

Income:

Overall, CSS Income was below plan in month 6. The main area under plan was Homecare drugs income which was 

£0.4m less than last month, this is now £0.6m below plan year to date with the corresponding underspend in 

expenditure which has also been adjusted.  Radiology and Pathology income generated by Primary Care referrals and 

outpatients’ appointments and imaging was on par with last month, with both departments being above plan. 

Therapies outpatients’ appointments were also on par with last month and above plan.  Audiology Direct Access 

activity remains below plan. Pharmacy Homecare recharges was £1.2m, below year to date average of £1.44m.

Other Income:

The Care Group met its Non-clinical income plan this month overall. There was an increase in Inter-company recharges 

(Spencer) for AMD drugs dispensed by Pharmacy. In Pathology, income from private hospitals, recharges to other NHS 

organisations and Kent County Council did not achieve planned levels.

Pay:

September saw the payment of the pay award arrears with an additional £1.8m of pay cost in month. However, pay 

was underspent overall.  Agency costs were lower, particularly in Pathology, however these are expected to increase 

next month with the Histopathology bank and agency staff improved availability. There are also some high cost 

Microbiology staff with fluctuating working hours, also expected to increase in month 7 due to vacancy cover.  

Outpatients remains below pay budget due to significant vacancies in the Patient Service Centre as well as nursing 

positions.  

Non-pay:

Non-pay costs were overspent in month as per the trend this year. There continues to be an overspend in pathology. 

The overspend in month and year to date is predominantly on the Abbott contract supplying reagents and laboratory 

consumables in Clinical Biochemistry (blood sciences).  This overspend is £0.19m in month and £0.27m year to date. 

Another major driver of the overspend in Pathology is on tests externally referred to specialist laboratories - £0.05m 

overspend in month and £0.17m year to date.   This is driven by increased testing activity above funded levels 

(outturn). Total net non-pay overspend in Pathology is now at £0.5m year to date. In Radiology, outsourcing 

particularly MRI reporting continues to present a cost pressure now at £0.27m year to date (net). MRI has seen a 19% 

increase in examinations since the same period last year.  This activity has been partially delivered by the funded 

Community Diagnostic centre and appears to be driven by the additional acute activity seen throughout the Trust 

particularly in the Urgent and Emergency Care as well as direct access and outpatient imaging. There is an 

underachievement of non-pay savings target of £0.01m in month, £0.7m year to date.

Covid-19 Costs: 

Both Inside and Outside envelope were low in month 6 and now stand at £0.1m and £0.9m year to date respectively. 

Efficiencies: 

Efficiencies booked were above the in-month target in month at £0.4m.  £0.97m achieved year to date, under plan 

£0.4m YTD (Improvement).
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 Cancer Services
Month 06 (September) 2022/23

Statement of Comprehensive Income
£000 Plan Actual Var. Plan Actual Var.

Income
Electives 526 648 123 2,928 2,970 42

Non-Electives 36 37 1 188 265 77

Outpatients 1,434 1,304 (130) 7,712 7,114 (598)

High Cost Drugs 2,387 2,821 433 14,323 15,786 1,463

Other NHS Clinical Income 905 478 (427) 4,985 4,001 (983)

Other Clinical Income 0 0 0 0 (1) (1)

Total Income from Patient Care Activities 5,288 5,288 0 30,136 30,136 0

Other Operating Income 93 90 (3) 558 501 (57)

Total Income 5,381 5,378 (3) 30,694 30,637 (57)

Expenditure
Substantive Staff (1,322) (1,351) (29) (6,504) (6,518) (14)

Bank (17) (10) 7 (101) (104) (4)

Agency 0 0 0 1 (22) (22)

Total Employee Expenses (1,339) (1,361) (22) (6,604) (6,644) (40)

Purchase of Healthcare (1) (3) (2) (5) (10) (5)

Supplies and Services Clinical (232) (207) 25 (1,291) (1,305) (15)

Supplies and Services General 44 (11) (55) 160 (49) (209)

Drugs (2,885) (2,735) 149 (16,209) (16,406) (197)

All Other, incl Transport (44) (41) 2 (262) (249) 13

Total Other Non-Pay (3,117) (2,997) 120 (17,607) (18,020) (414)

Total Operating Expenditure (4,456) (4,358) 98 (24,211) (24,664) (453)

Contribution 925 1,020 95 6,484 5,973 (511)

This Month Year to Date
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Income:

Overall Income levels in the Care Group were lower than in August mainly due to a reduction in 

rechargeable drugs costs and a reduction in chemotherapy.  Net income adjustment was a top-up of 

£0.1m and is now £1.5m year to date reflecting activity above plan, predominantly due to drugs 

recharges.

Clinical Oncology outpatients and chemotherapy income were below the month 6 plan, however 

rechargeable drugs income for Clinical Oncology was above plan.   MDTs, inpatient bed day (Palliative 

medicine) and regular day attendances were above plan.

Other Income:

There are fewer funded Macmillan posts in the Care Group this year which is causing the deficit in 

Other Operation income.

Employee Expenses:

There is currently cost pressures in Nursing and Senior management staff cost driving an overspend 

in the Care group. The Nursing overspend is materially impacted by the vacancy factor within the 

budget reflecting the higher vacancies levels last year. Cancer Services at KCH are also overspent on 

nursing costs.

Other Operating Expenditure:

There has been an improvement this month in the non-pay position due to the correction of the 

month 5 drugs estimate.  However, the underlying overspend on non-rechargeable drugs remains to 

drive the adverse position.  The overspend on non-rechargeable drugs is now £0.2m.  The deficit of 

£0.2m on 'Supplies and services general' relates to the savings target held here, so far £0.2m under-

achieved.

Covid-19:

Nil for September.

Efficiencies:

Total efficiencies achieved so far this year is £0.15m, under target by £0.05m.  This is largely made up 

of non-recurrent pay slippage until the main scheme crystallises which is planned to start in October.

Page 22 of 28
Prepared by: Vivienne Bertram

Reviewed by: Sarah Collins

22/28 111/409



 Child Health
Month 06 (September) 2022/23

Statement of Comprehensive Income This Month Year to Date

£000 Plan Actual Var. Plan Actual Var.

Income
Electives 63 62 (2) 336 377 41

Non-Electives 652 721 69 2,948 4,052 1,105

Outpatients 822 793 (29) 4,366 4,237 (129)

High Cost Drugs 24 30 5 144 114 (30)

Other NHS Clinical Income 1,681 1,638 (43) 9,373 8,389 (984)

Other Clinical Income 0 (1) (1) 0 (3) (3)

Total Income from Patient Care Activities 3,243 3,243 0 17,167 17,167 0

Other Operating Income 78 77 (2) 501 485 (16)

Total Income 3,321 3,319 (2) 17,668 17,652 (16)

Expenditure
Substantive Staff (2,816) (2,712) 104 (14,310) (13,884) 426

Bank (87) (97) (10) (522) (488) 34

Agency (174) (242) (68) (1,066) (1,564) (497)

Total Employee Expenses (3,076) (3,051) 26 (15,898) (15,935) (38)

Purchase of Healthcare (1) 0 1 (3) (4) (1)

Supplies and Services Clinical (241) (234) 7 (1,116) (1,100) 16

Supplies and Services General (12) (11) 1 (73) (88) (15)

Drugs (105) (119) (14) (596) (673) (77)

All Other, incl Transport (52) (31) 21 (313) (235) 78

Total Other Non-Pay (411) (395) 16 (2,100) (2,099) 1

Total Operating Expenditure (3,487) (3,446) 41 (17,998) (18,035) (37)

Contribution (166) (127) 39 (331) (383) (53)
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The Care Group's position was £0.04m favourable to plan in September.

Income: 

Overall activity was 4% below plan in September and is 4% adverse YTD.  Outpatient follow up and 

NICU/SCBU activity was relatively low compared to trend/plan and this was partially offset by other 

income areas performing to or above plan, in particular higher tariff non-elective activity and income.

Despite a fall in September, income remains above plan YTD. Consequently, the contract adjustment 

to 'dampen' overperformance is £1.2m YTD.

Employee Expenses:

Pay was underspent by £0.03m in month but is £0.04m overspent YTD. 

Premium pay costs (agency/bank/locum/overtime) totalled £0.38m in September, £0.03m lower than 

last month but still £0.02m higher than the average for 2021/22 (and budgets are set at the average-

i.e. 2021/22 outturn). Premium pay expenditure is driven by three main factors:

• Medical agency due to vacancies and sickness across the site teams, as well as insufficient 

substantive middle grade cover at the QEQMH. A sustained growth in referrals into the Community 

Paediatrics Service is expected to add further cost.

• Nursing agency/bank, due to ward vacancies and admissions requiring specialist care.

• Medical consultant resource being used to reduce endoscopy waiting times.

Covid-19 expenditure was comparable to last month and comfortably within the Covid-19 budget 

allocation, although increasing savings targets are putting pressure on the budget.

Other Operating Expenditure: 

Non-Pay was £0.02m underspent in September and is breakeven YTD. Savings shortfalls and increased 

drugs expenditure is driving overspends. However, these are currently being offset by 'non-clinical' 

underspends. 

Efficiencies:  Pay slippage was recognised as a non-recurrent saving again this month. Currently, the 

majority of the Care Group's overall target is being met this way and the position is only marginally 

adverse to plan YTD. Phasing of the target is relatively low in Q1/2 and picks up significantly in Q3/Q4. 

Further schemes are required to prevent a deterioration in the financial position.
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 Women's Health
Month 06 (September) 2022/23

Statement of Comprehensive Income This Month Year to Date

£000 Plan Actual Var. Plan Actual Var.

Income
Electives 692 774 82 3,368 3,745 376

Non-Electives 2,430 2,193 (237) 13,549 12,909 (640)

Outpatients 568 530 (38) 2,837 2,681 (156)

High Cost Drugs 1 0 (1) 6 0 (6)

Other NHS Clinical Income 1,384 1,576 192 7,677 8,076 399

Other Clinical Income 0 2 2 0 27 27

Total Income from Patient Care Activities 5,075 5,075 0 27,437 27,437 0

Other Operating Income 29 31 1 197 204 7

Total Income 5,104 5,105 1 27,634 27,641 7

Expenditure
Substantive Staff (3,393) (3,063) 330 (16,882) (15,600) 1,282

Bank (136) (351) (215) (818) (1,589) (770)

Agency (127) (301) (173) (710) (1,233) (523)

Total Employee Expenses (3,657) (3,715) (58) (18,410) (18,422) (11)

Purchase of Healthcare (1) 0 1 (7) (3) 3

Supplies and Services Clinical (86) (86) 0 (705) (751) (47)

Supplies and Services General (3) (4) 0 (21) (40) (19)

Drugs (88) (97) (10) (524) (569) (44)

All Other, incl Transport (811) (825) (14) (4,877) (4,958) (81)

Total Other Non-Pay (988) (1,011) (23) (6,134) (6,321) (187)

Total Operating Expenditure (4,645) (4,726) (81) (24,544) (24,742) (198)

Contribution 459 379 (80) 3,090 2,899 (192)
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The Care Group's position was £0.08m adverse to plan in September.

Income: 

Overall activity was 8% below plan in September and is 5% below YTD, with non-elective and 

outpatient activity furthest from YTD plan. Some activity has continued to be pared back due to 

resources being diverted to cover gaps in the consultant on-call rota cover caused by vacancies and 

long- term sickness. The aligned incentive contract 'top up' adjustment is £0.56m YTD.

Employee Expenses: 

Pay was overspent by £0.06m in September, driven by rises in premium pay. 

Premium pay cost (agency/bank/locum/overtime) totalled £0.71m in September, which was 

£0.14m higher than last month and £0.22m higher than the average for the year. The increase was 

spread almost equally between medical and midwifery/nursing spend across both agency and bank.

This year’s average monthly premium pay spend is also £0.12m higher than last year’s (and budgets 

are set at the average- i.e. 2021/22 outturn).  Due to continued concerns over midwifery staffing 

levels, bank shift incentives have been reinstated and are pushing up costs further. Unless premium 

pay costs start to fall the budget will come under increasing pressure later in the year.

Covid-19 expenditure was comparable to last month but was £0.05m above the Covid-19 budget 

allocation in September. This is also a driver for the overspend.

Other Operating Expenditure: 

Non-Pay was £0.02m overspent in September, driven mainly by ad hoc minor estates work, savings 

shortfalls and higher clinical supply/drugs costs. These pressures were partially offset by lower 

charges for community midwifery clinic space in September.

Efficiencies: 

The Care Group is marginally behind its £0.76m YTD plan. It's main savings scheme relates to a 

£1.36m reduction of the CNST premium and this accounts for the majority of the £1.64m annual 

target. Monthly phasing of the target (which is unrelated to CNST) is relatively low in Q1/2, but 

picks up more significantly in Q3/Q4. Further recurrent schemes are required to prevent a 

deterioration in the financial position. 
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 Strategic Development and Capital Planning
Month 06 (September) 2022/23

Statement of Comprehensive Income This Month Year to Date

£000 Plan Actual Var. Plan Actual Var.

Income
Non Patient Care Services 58 51 (7) 336 415 79

Car Parking 109 156 47 655 845 190

Staff Accommodation 206 153 (53) 1,219 915 (305)

All Other Income 176 174 (2) 1,055 1,039 (16)

Total Income 549 534 (15) 3,265 3,214 (51)

Expenditure
Substantive Staff (778) (646) 132 (3,879) (3,240) 639

Bank 0 (3) (3) 0 (7) (7)

Agency 0 0 0 0 0 0

Total Employee Expenses (778) (648) 129 (3,879) (3,246) 633

Supplies and Services General (5,673) (5,678) (5) (29,485) (29,481) 4

Establishment (132) (143) (11) (794) (978) (183)

Premises and Rates (59) (53) 6 (1,310) (1,274) 36

Premises Other (1,380) (877) 503 (6,397) (5,866) 532

Transport (15) (9) 5 (88) (37) 51

Education and Training (14) (4) 10 (84) (21) 63

All Other (14) 29 42 (79) (76) 4

Depreciation & Amortisation-Owned Assets (8) (16) (9) (45) (99) (53)

Total Other Non-Pay (7,294) (6,752) 542 (38,284) (37,831) 453

Total Operating Expenditure (8,071) (7,400) 671 (42,163) (41,077) 1,086

Non Operating Expenses 0 (1) (1) 0 (4) (4)

Contribution (7,522) (6,867) 655 (38,898) (37,867) 1,031
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Agency Bank Contracted WTE

Strategic Development and Capital Planning is favourable to budget by £0.66m in month 

and £1m YTD as at the end of September. 

Income:

Income is adverse in month which is mainly due to accommodation.

The adverse position YTD is due to parking £0.19m and non-recurrent income for flood 

damage, however, this is being offset by accommodation income shortfall of £0.3m. 

Occupancy levels influenced by the overseas nurses’ bookings and student numbers, this 

figure needs to be looked at in conjunction with internal accommodation charges in non-

pay giving a net adverse position of £0.1m. 

Pay:

Pay is favourable £0.13m in month and £0.63m YTD. The position in month is due to 

vacancies within IT and SD&CP management. IT is £0.79m favourable YTD. Recruitment is 

underway and historic vacancy rates are being looked into.

Non-Pay:

Non-Pay is favourable £0.54m in month and favourable £0.45m YTD. The reason for the 

favourable variance in month is due a non-recurrent rates rebate for the WHH. The 

position YTD is due to rates rebate and minor underspends in IT these are being offset 

adverse variances for postage £0.08m and external printing of appointment letters 

£0.06m both of which are being reviewed with regards to price/activity.

Utilities are £0.04m favourable in month and £0.08m favourable YTD, it needs to be 

noted that the budget is in 12ths as per the plan and hasn't been adjusted for 

seasonality. Work is ongoing to look at any further potential risk. It needs to be noted 

that there are variances between utility types and also by site, which are being 

investigated. 

Savings:

Savings are overachieved against plan by £0.38m due to non-recurrent rates rebate, the 

plan has been met recurrently for 2022/23.
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 Corporate
Month 06 (September) 2022/23

Statement of Comprehensive Income This Month Year to Date

£000 Plan Actual Var. Plan Actual Var.

Income
Non Patient Care Services 375 388 13 1,471 1,460 (11)

Research and Innovation 208 184 (24) 1,278 1,053 (225)

Education and Training Income 1,328 1,419 91 8,020 8,302 283

Staff Accommodation 0 0 0 0 0 0

All Other Income 78 60 (18) 533 312 (221)

Total Income 1,988 2,051 62 11,302 11,128 (174)

Expenditure
Substantive Staff (3,757) (3,630) 127 (19,372) (18,925) 446

Bank (39) (144) (105) (202) (575) (372)

Agency (164) (183) (19) (840) (631) 209

Total Employee Expenses (3,960) (3,957) 3 (20,414) (20,131) 283

Supplies and Services General (57) (100) (43) (377) (671) (294)

Establishment (160) (159) 1 (756) (565) 191

Premises and Rates (4) (5) (2) (23) (35) (12)

Premises Other (253) (257) (4) (1,225) (1,325) (99)

Transport (53) (47) 5 (234) (265) (31)

Clinical Negligence (1,372) (1,372) 0 (8,230) (8,230) 0

Education and Training (242) (223) 19 (1,516) (1,540) (24)

All Other (811) (933) (122) (4,990) (5,512) (523)

Depreciation & Amortisation-Owned Assets 0 0 0 0 0 0

Total Other Non-Pay (2,951) (3,096) (146) (17,350) (18,142) (792)

Total Operating Expenditure (6,911) (7,054) (143) (37,764) (38,273) (509)

Non Operating Expenses 0 0 0 0 () ()

Contribution (4,922) (5,003) (81) (26,462) (27,145) (683)
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The Corporate position is adverse £0.08m in month and £0.68m YTD, the position in month is due to 

visa (including renewals)/work permit costs for doctors and overseas nurses.

Income:

Income is favourable in month £0.06m and adverse £0.17m YTD.

The position YTD is mainly due to the shortfall on the Clinical Trials Unit with its delay in opening. 

Clinical Trial Unit adverse £0.23m YTD, the unit is now open. Also, loss of catering income £0.11m 

adverse albeit this has now ceased. This is partially offset by some favourable variances in education 

and training income.

Pay:

Pay is breakeven in month and favourable £0.28m YTD. The underspends are equitably spread across 

all directorates with the exception of Operations which is subjectively adversely impacted by the 

Covid-19 reports which are adverse £0.18m. Continuous monitoring being carried out and non-

recurrent savings actioned where appropriate.

Non-Pay:

Non-Pay is adverse £0.15m in month and £0.8m adverse YTD.

The position is month is mostly attributable to a large increase in visa (including renewals)/work 

permit costs for doctors and overseas nurses. Investigation is ongoing to make sure activity is correct 

and appropriately accounted for.

The YTD adverse position is also attributable to Covid-19 £0.2m.

Covid-19 in total (Income, Pay and Non-Pay) is adverse against plan by £0.49m and was breakeven in 

month. Continuous monitoring between Finance, Intelligent Client and 2gether to reduce/minimise 

costs.

Savings:

As at month 6 savings are adverse YTD against plan by £0.01m. It must be noted that the majority of 

these are non-recurrent and continuous monitoring and analysis is ongoing.
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 Spencer Private Hospitals
Month 06 (September) 2022/23

Summary Profit & Loss September 2022 and Outturn Forecast

Actual Budget Variance Actual Budget Variance Outturn Budget Variance

Income 1,485 1,575 (90) 8,941 9,051 (110) 19,677 18,344 1,332 

Pay (765) (743) (23) (4,441) (4,419) (22) (10,229) (8,881) (1,348)

Non Pay (568) (637) 69 (3,481) (3,779) 297 (7,312) (7,590) 277 

Other Costs (121) (138) 16 (797) (792) (5) (1,803) (1,571) (232)

Operating Profit 30 57 (28) 222 62 160 332 302 30 

 OP % 2.0% 3.6% 30.7% 2.5% 0.7% -145.0% 1.7% 1.6% 2.3%

Interest Receivable

Interest Expense 0 (1) 1 (1) (8) 7 (10) (15) 5 

Net Profit before Tax 30 56 (26) 221 54 167 322 287 35 

 NPBT % 2.0% 3.6% 29.1% 2.5% 0.6% -151.6% 1.6% 1.6% 2.7%

Tax (0) (13) 13 (53) (22) (31) (121) (78) (42)

Net Profit after Tax 30 43 (14) 168 32 136 202 209 (7)

 NPAT % 2.0% 2.8% 15.2% 1.9% 0.4% -123.7% 1.0% 1.1% -0.5%

£'000s

Month YTD Full Year 2022/23
Salient comments on month / YTD results:

Profit of £0.3m against a budgeted profit of £0.4m for 

the month.

YTD profit is £0.17m against a budgeted £0.03m.  

Additional costs are being incurred due to the need to 

employ agency nursing and theatre staff.
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 2gether Support Solutions
Month 06 (September) 2022/23

Summary Profit & Loss September 2022

Actual Budget Variance Actual Budget Variance

Income 13,217 11,875 1,342 70,290 71,251 (961)

Costs (13,094) (11,752) (1,342) (69,511) (70,511) 1,000

Operating Profit/(Loss) 123 123 () 780 740 39 ##

 OP % 1% 1% 0% 1% 1% 0% -0

Operating Profit/Loss EKHUFT 12 12 () 390 74 316

Operating Profit/Loss Retail 111 111 390 666 (276)

Interest Receivable 216 215 1 1,320 1,290 30

Interest Expense (181) (180) () (1,092) (1,083) (9)

Net Profit/(Loss) before Tax 158 158 1 1,008 947 60 ##

 NPBT % 1.2% 1.3% -0.1% 1.4% 1.3% 0.1%

Tax (64) (58) (6) (406) (349) (57)

Net Profit/(Loss) after Tax 94 100 (6) 601 598 3

 NPAT % 0.7% 0.8% -0.1% 0.9% 0.8% 0.0%

BALANCE SHEET Mar-22 Sep-22 Movement

£000's

Total non-Current Assets 79,286 75,791 (3,496)

Trade and other Receivables 22,868 2,555 (20,313)

Prepayments 2,240 3,133 892

Accrued Income (276) 4,822 5,098

Total Debtors 24,832 10,509 (14,323)

Stocks 4,824 4,824 0

Creditors and other payables (11,274) (6,033) 5,241

Accruals (14,827) (13,374) 1,453

Deferred Revenue (130) 130

Total Creditors (26,231) (19,407) 6,824

Cash 15,997 26,581 10,584

Operating Working Capital 19,422 22,507 3,086

Borrowings (63,801) (62,790) 1,011

Net Assets 34,907 35,508 601

Share Capital 30,267 30,267 0

Retained Profit/(Loss) - Prior Year 4,640 5,241 601

Shareholders Funds 34,907 35,508 601

£'000s

Month YTD Salient comments

YTD

The Operating Profit and Profit after Tax level is a profit of 

£0.78m and £0.6m respectively.

As highlighted previously, income and cost variances mostly 

relate to the budgeting assumption of capital; this is partly offset 

with consumables and ad-hoc recharges levels above budget.

The Operating Profit continues to exceed budget mainly due to: 

phasing of staffing spend with some costs delayed to H2, offset 

by above budget non-pay costs for patient feeding (volume and 

price), EME maintenance & IHSS sterilisation. The current 

expectation is to deliver the budget position for the year.

Operating Working Capital has increased to £22.5m. Cash is 

£26.6m. EKHUFT debt is £1.1m.
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REPORT TO: BOARD OF DIRECTORS (BoD)

REPORT TITLE: CHIEF MEDICAL OFFICER’S REPORT:  MEDICAL 
WORKFORCE

MEETING DATE: 3 NOVEMBER 2022 

BOARD SPONSOR: CHIEF MEDICAL OFFICER

PAPER AUTHOR: CHIEF MEDICAL OFFICER

APPENDICES: NONE

Executive Summary:
Action Required:
(Highlight one only)

Decision Approval Information Assurance Discussion

Purpose of the 
Report:

The purpose of this report is to update the Board on key issues in 
relation to the medical workforce. The report summarises the 
Regional Quality Assurance visit by the Higher Level Responsible 
Officer’s team and highlights the General Medical Council’s 
(GMC’s) recent report on medical workforce and considers the 
local context.

Summary of Key 
Issues:

The Quality Assurance visit was undertaken to provide assurance 
that the duties of the Responsible Officer in driving quality and 
performance of the medical workforce are meeting regulatory 
requirements. There were notable areas of good practice and 
recommendations on opportunities to strengthen our approach to 
supporting excellence in our medical workforce. These are 
progressing and will inform our annual Statement of Compliance 
presented to the Board. 

The report summarises the key findings of the GMC medical 
workforce report and how they may impact locally. The initial 
focus will be on additional support to doctors who are new to NHS 
practice at all grades through improved induction and improving 
educational and development opportunities to locally employed 
doctors. This will draw on the learning and best practice shared 
through the NHS Induction Programme for international medical 
graduates (IMGs). 

Key 
Recommendation(s):

The Board is asked to DISCUSS the implications of the changing 
medical workforce for East Kent Hospitals and NOTE the actions 
underway to improve recruitment and retention with an immediate 
focus on support to our international medical graduates and 
locally employed doctors.

Implications:
Links to ‘We Care’ Strategic Objectives:

Our patients Our people Our future Our 
sustainability

Our quality 
and safety

Link to the Board 
Assurance 
Framework (BAF):

BAF 35 - There is a risk of failure to recruit and retain high calibre 
staff.
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Link to the Corporate 
Risk Register (CRR):

CRR 123 - There is a risk of inadequate medical staffing levels 
and skills mix to meet patients’ needs.

Resource: Y
Legal and regulatory: N
Subsidiary: Y
Assurance Route:
Previously 
Considered by:

none
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CHIEF MEDICAL OFFICERS REPORT: MEDICAL WORKFORCE 

1. Purpose of the report

1.1 The purpose of this report is to provide the Board with an update in relation to 
matters relating to the medical workforce.

2. Background

2.1 The purpose of revalidation is to provide greater assurance to patients and the 
public, employers and other healthcare professionals that our doctors are up to date 
and fit to practice. Revalidation supports doctors to develop their practice, drive 
improvements in clinical governance and demonstrate how an individual doctor 
meets the four domains of Good Medical Practice:

• Knowledge, skills and performance
• Safety and quality
• Communication, partnership and teamworking
• Maintaining Trust

2.2 The General Medical Council (GMC) published its report ‘The state of medical 
education and practice in the UK: The workforce report 2022’ in October. The report 
highlights the changing demographics of our medical workforce and notes that 
doctors cannot fulfil their potential in an environment where they are not included, 
respected and supported, or where they are denied opportunities to develop and 
learn. 

3. NHS England South East Region Higher Level Responsible Officer Quality 
Review

3.1 The review was undertaken to provide assurance that the duties of the Responsible 
Officer in driving quality and performance of the medical workforce are meeting 
regulatory requirements.

3.2 A team of seven representatives including a lay representative visited East Kent 
Hospitals in September 2022 to undertake a quality review.

3.3 They noted that any multi-site designated body with circa 800 and above connected 
doctors, requires its responsible officer (RO) to have a strong core team in place to 
make sure the designated body itself and its appointed RO are both able to fulfil their 
statutory responsibilities under the Medical Professions Responsible Officer 
Regulations. They noted that the RO has now established this team.

3.4 The review team noted 14 areas of good practice across the four domains reviewed: 
designated body and responsible officer responsibilities; delivering appraisal, 
monitoring performance and responding to concerns and employment processes. 

3.5 The team also identified further opportunities to strengthen our decision making and 
engagement of People and Culture and Quality Governance teams in their 
supporting delivery of the RO function to promote a high-quality medical workforce. 
These recommendations are being taken forwards.
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4. Key Messages from the GMC’s ‘The state of medical education and practice in 
the UK: The workforce report 2022’

4.1 The GMC published its workforce report in October 2022 outlining the state of 
medical education and practice in the UK. The report outlines the growth in medical 
workforce is driven by international medical graduates.

4.2 The number of Specialty and Associate Specialist (SAS) and Locally Employed (LE) 
doctors has grown and if current trends continue will form the largest professional 
group by 2030.

4.3 Nationally the demographics of the medical workforce are changing with increasing 
ethnic diversity. The gender balance is continuing in its trend towards parity overall 
but there is still significant imbalance in some specialties.

4.4 There has been an increased number of doctors leaving the workforce between 2021 
and 2022 and this has almost balanced out the reduction in leavers during the 
pandemic. Non-UK graduates are more likely to leave the NHS within six years of 
joining than those who qualified in the UK. The report acknowledges there may be 
opportunities to improve the retention of non-UK graduates, such as removing 
systems barriers to develop their careers within the UK.

4.5 The report concludes: ‘despite recent steady growth in the number of licensed 
doctors across the UK, the profession remains under immense pressure. In addition 
to the UK producing more medical graduates and remaining competitive in the 
international market for doctors, it is critical that workplaces become more inclusive, 
compassionate and supportive. This will help to improve retention and foster more 
efficient multidisciplinary working, which will ultimately lead to improved patient care.’

5. East Kent Hospitals Context

5.1 East Kent Hospitals has a diverse medical workforce and has seen a significant 
growth in the number of doctors connected to it since 2012. Our directly employed 
medical workforce comprises 506 (60%) international medical graduates (IMG), 122 
(14%) who graduated from the European Economic Area (EEA) and 223 (26%) UK 
graduates. This compares to an average NHS Acute Trust average of 41% IMG, 10% 
EEA and 49% UK graduates.

5.2 We have an additional 347 doctors in recognised training schemes at core, 
foundation and specialist level.

5.3 SAS doctors are employed on national terms and conditions and they make up 141 
of our current medical workforce.

5.4 LE doctors encompass doctors in a number of roles but the majority are working on a 
fixed term contract. 

5.5 SAS doctors are now supported by an additional development fund as part of the 
2020 contract changes and this is held by Medical Education and its use agreed with 
SAS representatives. 

5.6 LE doctors have access to study leave and funding in line with other substantive 
doctors but unlike those in formal training programmes or on national contracts they 
do not have timetable access to work time dedicated to their education or 
professional development. Opportunities are inconsistent between specialities 
including within a single care group. 

6. Resident Medical Officers (RMOs)

6.1 East Kent Hospitals contracts with an agency to provide RMOs to a number of 
clinical services on all three acute hospital sites. The doctors are not direct 
employees of East Kent Hospitals.
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6.2 This contract was commenced following the withdrawal of medical training posts from 
Kent and Canterbury Hospital in 2017 but had grown since to include other 
specialities and now comprises of 47 doctors across all three sites.

6.3 There is a recognition that patterns of work for the RMOs are not in line with junior 
doctors employed under the 2016 contract and we are setting up a task and finish 
group to review that current working arrangements and rest periods are safe for 
patients and doctors, and to progress arrangements to move to a sustainable 
substantive junior medical workforce.

6.4 There will be a resource implication of converting these posts and rotas into 
substantive roles; this will include direct employment costs but also providing clinical 
and educational supervision, access to training and relevant courses, and appraisal 
and revalidation. These are being costed but there are significant quality benefits of a 
directly employed work force that are intangible but will support our journey to 
outstanding. 

7. Opportunities for East Kent Hospitals

7.1 As a large acute Trust there is an opportunity for us to build meaningful medical 
careers within East Kent Hospitals. 

7.2 We are working to establish rotations for LE doctors across care groups with a view 
that at the end of these rotations’ doctors may either enter formal training 
programmes or be in a position to be appointed as specialty doctors.

7.3 Medical Education are reviewing how we currently support LE doctors with their 
education and how we support the doctors in developing their careers. There is a 
recognition that this has been inconsistent within the organisation with pockets of 
excellence and areas not as well supported.

7.4 We have agreed a regular robust programme of hours monitoring for junior doctors 
not employed under the 2016 contract.

7.5 There are opportunities to review how we use and expand our Physicians Associates 
and engage with gateway doctors (UK citizens who have completed medical training 
overseas) and medical support workers.

7.6 Induction and ongoing support for IMG doctors, particularly those starting their NHS 
employment with East Kent Hospitals has been recognised as pivotal to successful 
employment. We are engaging with the GMC who provide local delivery of their 
support for doctors new to the UK and in discussion with Kent and Medway Medical 
Directors to consider this across the Integrated Care System (ICS). 

7.7 There is an opportunity to improve the work experience of our SAS doctors through 
use of development funds, structured careers including the use of the new Specialist 
grade and implementation of the advisory elements of the new contract including the 
SAS advocate role to sit alongside the SAS tutor role. 

8. Conclusion

8.1 There is recognition that the medical workforce across the UK remains under 
significant pressures, but there is opportunity locally to continue to improve the 
recruitment and retention of doctors through better support in terms of wellbeing, 
inclusivity, career development, education and recognition. Working with doctors, 
medical education and the People and Culture team we are prioritising actions to 
deliver this.

8.2 Medical appraisal and appraisers remain instrumental in delivery of a high performing 
medical workforce and the recommendations of the Quality Assurance visit are to 
prioritise their development and performance in role, creating a smaller pool of expert 
appraisers. 
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REPORT TO: BOARD OF DIRECTORS (BoD)

REPORT TITLE: BOARD ASSURANCE FRAMEWORK RISK REGISTER

MEETING DATE: 3 NOVEMBER 2022

BOARD SPONSOR: GROUP COMPANY SECRETARY 

PAPER AUTHOR: RISK MANAGER

APPENDICES: APPENDIX 1:  BAF 24 OCTOBER 2022

Executive Summary:
Action Required:
(Highlight one only)

Decision Approval Information Assurance Discussion

Purpose of the 
Report:

This report provides the BoD with updates on and changes to risks 
on the Board Assurance Framework (BAF) as at 24 October 2022. 
It also includes an update on Board Committee risk activity during 
this reporting period.

Summary of Key 
Issues:

• Headline: There are currently 10 risks on the BAF.
• New risks: 2 new risks added to the BAF during this reporting 

period:
o BAF 39: There is a risk that women and their families will 

not have confidence in east Kent maternity services if 
sufficient improvement cannot be evidenced following the 
outcome of the Independent Investigation into East Kent 
Maternity Services (IIEKMS) (Exec Lead: Chief Nursing and 
Midwifery Officer (CNMO)).

o BAF 40: There is a risk of failure to address the equality, 
diversity and inclusion in the Trust (Exec Lead: Chief People 
Officer (CPO)).

• Other changes: There were no other key changes to the BAF 
during this reporting period. Other changes to the risk records 
are included in the BAF risk registers at Appendix 1.

• Quarter Two Performance: The full quarter two performance 
data (i.e. July to September) and related commentary is shown 
on Pages 4 - 6. 

• Tracker report: A new BAF tracker report has been included 
on page 7 of this report. The tracker report includes the current 
risk rating for each risk. This tracker report was previously 
presented with each risk record. This remains unchanged 
however, this new report provides a consolidated view of the 
same information.  

• Board Committees: Risk activity summaries for meetings held 
in quarter two are included on pages 8 – 11.  This includes the 
Integrated Audit and Governance Committee (IAGC) meeting 
held on 18 October 2022. The risk activity summaries from 
other Board Committees during this reporting cycle i.e. October 
2022 have not been included in this report. It was agreed by 
IAGC that these activity reports will be presented to the IAGC in 
January 2023 for Quarter 3 prior to being reported to Board and 
this will be the process going forward.

• Corporate Risk Register (CRR):  The CRR has not been 
included in this report due to its operational nature and to 
ensure the Board remains focused on strategic risks. This 
change was agreed at the IAGC in October with the CRR being 
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reported to the Quality and Safety Committee (Q&SC), People 
and Culture Committee (P&CC) and Finance and Performance 
Committee (FPC) on a monthly basis; the IAGC on a quarterly 
basis and the Board on a bi-annual or annual basis.

Key 
Recommendation(s):

The BoD is asked to APPROVE the latest update of the BAF; and 
discuss whether:
• the correct risks are identified on the BAF; 
• any reports or assurances received in the work of the Board 

and its Committees impact on the assurance levels in the BAF; 
• controls, assurance, gaps and actions are appropriate; 
• any further controls may be required to mitigate the risks 

identified; 
• the projected target current risk scores for 2022/23 are 

appropriate given the actions planned to mitigate the risks; and
• it is assured that risks on the BAF are being appropriately 

mitigated.

Reassurance Assurance

It is okay because 
management say it is: 
• Strong 

management 
personalities may 
dominate 

• Track record of 
success

• Professional 
background or 
expertise

• No contradictory 
evidence

It is okay because how 
management have 
responded to questions 
from the Board has 
given me confidence: 
• Clear and logical 

explanations from 
board members 

• What has 
happened; why it 
has happened and 
what is the 
response 

• Management 
explanations are 
consistent

It is okay because I have 
reviewed various reliable 
sources of information: 
• Independence of 

information source 
• Evidence of historic 

progress, outcomes 
• Triangulation with 

other information

Implications:
Links to ‘We Care’ Strategic Objectives:
Our patients Our people Our future Our 

sustainability
Our quality 
and safety

Link to the Board 
Assurance 
Framework (BAF):

This paper provides an update on the BAF.

Link to the 
Corporate Risk 
Register (CRR):

This paper provides an update on the CRR

Resource: N Resource implications are considered as part of the risks.
Legal and 
regulatory:

N Legal and Regulatory implications are considered as part 
of the risks.

Subsidiary: N The Trust has a Subsidiary Shared Risk Register that is 
monitored at the Contract Performance Meeting.

Assurance Route:
Previously 
Considered by:

BAF and CRR - Clinical Executive Management Group (CEMG); 
Executive Risk Assurance Group; Board Committees – P&CC, 
FPC, Q&SC. July, August and September 2022 meetings; and
IAGC – July and October 2022.
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BOARD ASSURANCE FRAMEWORK RISK REGISTER

1. Purpose of the report

1.1. This report provides the BoD with an update on and changes to risks on the Board 
Assurance Framework (BAF) as at 24 October 2022. 

1.2. The Corporate Risk Register (CRR) has been removed from this report due to its 
operational nature and to ensure the Board remains focused on strategic risks. This 
change was agreed at the Integrated Audit and Governance Committee (IAGC) in 
October with the CRR being reported to the Quality and Safety Committee (Q&SC), 
People and Culture Committee (P&CC) and Finance and Performance Committee 
(FPC) on a monthly basis and the IAGC on a quarterly basis. 

2. Board Assurance Framework – key changes

2.1 The BAF contains the principal risks for the Board corporately to assure itself about 
successful delivery of the organisation’s strategic objectives. 

2.2 Key changes: New risks for escalation 
There were two new risks approved for escalation to the BAF at the CEMG in 
August. Other changes to the risk records during this reporting period have been 
highlighted in red font in Appendix 1:

2.2.1 BAF 39: There is a risk that women and their families will not have 
confidence in east Kent maternity services if sufficient improvement 
cannot be evidenced following the outcome of the Independent 
Investigation into East Kent Maternity Services (IIEKMS): A revised 
wording of the IIEKMS risk was approved and the escalation from the CRR to 
the BAF. The current risk score is rated an extreme (20) risk. In light of the 
recent publication of the IIEKMS report, a further review of this risk will be 
carried out, to ensure the current risk score; the risk title and risk information 
captures the risk appropriately. 

It was agreed that the publication of the IIEKMS report is added as an 
emerging risk/issue to the following risks on the BAF:
• BAF 32 – There is a risk of potential or actual harm to patients if high 

standards of care and improvement workstreams are not delivered.
• BAF 33 – There is a risk of failure to adequately resource, implement and 

embed effective governance processes through the Trust.
• BAF 35 – There is a risk of failure to recruit and retain high calibre staff.
• BAF 38 – Failure to deliver the financial plan of the Trust as requested by 

NHS England (NHSE).

2.2.2 BAF 40: There is a risk of failure to address inequality, lack of diversity 
and injustice for staff working at East Kent Hospitals: Executive Risk 
Owner: Chief People Officer (CPO). This may result in staff feeling 
disengaged, discriminated against and excluded in the workplace resulting in 
a lack of opportunity to progress and meet their full potential; ultimately 
impacting negatively on patient care. Current controls in place include a new 
senior Head of Equality, Diversity and Inclusion (EDI) leading a small team 
within the People and Culture function; EDI policy, strategy and action plan in 
place; EDI mandatory training renewed three yearly; staff networks in place 
for Black, Asian and minority ethnic (BAME), Lesbian, Gay, Bisexual and 
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Transgender and queer (LGBTQ+), disabilities and women. Assurance is 
provided through the Workforce Race Equality Standard (WRES) and 
Workforce Disability Equality Standard (WDES) reviewed and monitored via 
the EDI Steering Group, Staff Committee and reported to P&CC. Actions to 
address the risk include delivery of the EDI strategy; ensuring EDI is 
embedded in the recruitment process with diverse panels and within 
recruitment related training; engagement with staff networks to improve 
membership. The risk is currently graded as a moderate (12) risk, with the 
impact being significant (4) and the likelihood possible (3). This risk will be 
reviewed in light of the recent publication of the IIEKMS report, to ensure the 
current risk score and risk information captures the risk appropriately. 

2.3 Quarter Two Performance: The Trust’s risk management framework links risks to 
the Trust’s strategic objectives. The BAF will be reported to the Board and its 
Committees alongside the Integrated Performance Report (IPR) on a quarterly basis. 

2.3.1 The IPR forms the summary view of organisational performance against the 
strategic objectives and looking at the BAF risks in parallel will support the 
Board in determining whether the risks are appropriately managed, whether 
the risk appetite is set at the right level and whether further resources are 
required to control the risk. 

2.3.2 The table below provides an aggregated overview of the performance against 
the True Norths as at quarter 2. The colour coding for “Performance” – 
“green” majority on-track; “amber” mixture of on-track / not met:

True Norths Q2 
Performance 

Related 
BAF Risk 
and Risk 
Movement

Risk Appetite 
and Risk 
Appetite 
status in 
bracket

Overall 
Assurance

Over 12 Hour 
Wait

Red

18 Weeks Red
Cancer 62 day Red

BAF 34
(High)

=

High
(within 

appetite)

LimitedOur Patients

Patient 
Experience

Green No related BAF risk

Our People Staff 
Engagement

Red BAF 35
(High)

=

Significant
(within 

appetite)

Limited

Our Future No related True 
Norths

N/A BAF 36
(Extreme)

=

Significant
(within 

appetite)

Limited

Our 
Sustainability

I&E Margin Red BAF 38
(High)

=

High
(within 

appetite)

Limited

Actual Harm Red BAF 32
(High)

=

High (within 
appetite)

LimitedOur Quality 
and Safety

Mortality Green No related BAF risk
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2.3.3 Quarter Two Performance /BAF Commentary:

Our Patients: 
• Performance is red for all metrics with plans in place to address it within 

the IPR. 
• The related risk (BAF 34: There is a risk that our constitutional targets are 

not met) level is high with limited assurance against controls. 
• The risk appetite set by Board in relation to the broad heading ‘Our 

Patients’ is ‘high’ and this translates as ‘within appetite’. The current risk 
being within appetite indicates that less management time should be spent 
mitigating the risk as it falls within the Board’s set appetite. 

• If the risk appetite is set at a lower level, this gives the Board the ability to 
manage up to the risk appetite, giving the Board more flexibility to manage 
the risks to a tolerable level or to target risk level. The Board may wish to 
consider a minimal/low risk appetite for delivery of the constitutional 
standards when it sets its risk appetite in 2022/23 as this is related to 
compliance with national standards.  

• The Board Strategy Development session in November 2022 will enable 
the Board to refresh its risk appetite and ensure it is set at the right level. 

• There is one True North in relation to Our Patients (Patient Experience) 
with no aligned risks on the BAF. Further work is being undertaken with the 
Executives to refresh the BAF to ensure it captures all the principal risks to 
delivery of the Trust’s strategic objectives (True Norths). 

Our People: 
• Performance is red for the staff engagement metric with plans in place to 

address it within the IPR. 
• The related risk (BAF 35: There is a risk of failure to recruit and retain high 

calibre staff) level is high with limited assurance against controls. 
• The risk appetite set by Board is significant and this translates as ‘within 

appetite’. The current risk being within appetite indicates that less 
management time should be spent mitigating the risk as it falls within the 
Board’s set appetite.

• If the risk appetite is set at a lower level, this gives the Board the ability to 
manage up to the risk appetite, giving the Board more flexibility to manage 
the risks to a tolerable level or to target risk level. The Board may wish to 
consider a minimal/ low risk appetite for levels of staff engagement when it 
sets its risk appetite in 2022/23 as this is related to compliance with 
national standards.  

Our Future: 
• The two True Norths in relation to Our Future are (i) Not fit to reside 

(patients/ day) and (ii) Recruitment to Clinical Trials. 
• There are no related BAF risks aligned with the metrics in relation to Our 

Future.
• There are two risks on the BAF which are aligned to ‘Our Future’:

 – BAF 36: Failure to implement the strategic change required to address 
the service delivery, workforce and estate condition identified in the Pre-
Consultation Business Case (PCBC); and 
– BAF 30: Failure to deliver the full benefits of the We Care Improvement 
system.

• These risks may be considered as ‘Enablers’ to delivering Our Future 
metrics but do not directly impact on the successful delivery of the Our 
Future True Norths.
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• Further work is being done with the Executives to refresh the BAF to 
ensure it captures all the principal risks to delivery of the Trust’s strategic 
objectives (True Norths).

Our Sustainability: 
• Performance is red for the Income & Expenditure (I&E) margin metric. 

This metric will measure us against our long term aim to maintain a 
breakeven position. 

• The related risk (BAF 38: Failure to deliver the financial plan of the Trust 
as requested by NHSE) current risk level is high with limited overall 
assurance against controls. 

• The risk appetite set by Board in relation to the broad heading ‘Our 
Sustainability’ is ‘high’ and this translates as ‘within appetite’. The current 
risk being within appetite indicates that less management time should be 
spent on mitigating the risk as it falls within the Board’s set appetite. 

• If the risk appetite is set at a lower level, this gives the Board the ability to 
manage up to the risk appetite, giving the Board more flexibility to 
manage the risks to a tolerable level or to target risk level. The Board may 
wish to consider a more cautious risk appetite for its financial position 
(I&E margin) when it sets its risk appetite in 2022/23.

• The Board Strategy Development session in November 2022 will enable 
the Board to refresh its risk appetite and ensure it is set at the right level.

• There is one True North in related to Our Sustainability (Carbon Footprint) 
with no aligned risks on the BAF. Further work is being done with the 
Executives to refresh the BAF to ensure it captures all the principal risks 
to delivery of the Trust’s strategic objectives (True Norths). 

Our Quality and Safety:
• Performance is red against the Actual Harm metric. Our target for the next 

12 months is to reduce avoidable harm incidents of moderate harm and 
above to no more than 26 incidents per month by March 2023. During the 
second quarter, we recorded an average of 30 incidents with a severity 
score of moderate and above which is above the threshold set for 2022/23. 
Plans in place to achieve this target are within the IPR. 

• The related risk (BAF 32: There is a risk of potential or actual harm to 
patients if high standards of care and improvement workstreams are not 
delivered) level is high with limited assurance against controls. 

• The risk appetite set by Board is high and this translates as ‘within 
appetite’. The current risk being within appetite indicates that less 
management time should be spent mitigating the risk as it falls within the 
Board’s set appetite. 

• If the risk appetite is set at a lower level, this gives the Board the ability to 
manage up to the risk appetite, giving the Board more flexibility to manage 
the risks to a tolerable level or to target risk level. The Board may wish to 
consider a minimal/low risk appetite for its incidents with harm when it sets 
its risk appetite in 2022/23 as these incidents impact on patient safety.  

• The Board Strategy Development session in November 2022 will enable 
the Board to refresh its risk appetite and ensure it is set at the right level. 

• The mortality data was last released in May 2022. We are currently 
achieving our ambition for our rolling 12-month Hospital Standardised 
Mortality Ratio (HSMR) to be below 90 by January 2027. 

• There is one True North in relation to Mortality with no aligned risks on the 
BAF. Further work is being done with the Executives to refresh the BAF to 
ensure it captures all the principal risks to delivery of the Trust’s strategic 
objectives (True Norths). 

6/11 128/409



22/146

7

3. BAF Risks Movement Tracker
Movement of the current risk rating within the year Projected for 2022/23Strategic Goal BAF ref. Risk Title
O N D J F M A M J J A S

Target
risk 
rating

Q1 Q2 Q3 Q4

33 There is a risk of failure to adequately resource, implement and embed 
effective governance processes throughout the Trust.

10
=

10
=

10
=

10
=

10
=

10
=

10
=

10
=

10
=

10
=

10
=

10
=

5 10 10 10 5Our Patients

34 There is a risk that our constitutional targets are not met. 16
=

16
=

16
=

16
=

16
=

16
=

16
=

16
=

16
=

16
=

16
=

16
=

8 16 12 12 8

35 There is a risk of failure to recruit and retain high calibre staff. 15
=

15
=

15
=

15
=

15
=

15
=

15
=

15
=

15
=

15
=

15
=

15
=

10 15 15 15 10Our People

40 There is a risk of failure to address inequality, lack of diversity and 
injustice for staff working at East Kent Hospitals. 

12
‘N’

8 12 12 8

32 There is a risk of harm to patients if high standards of care and 
improvement workstreams are not delivered.

15
=

15
=

15
=

15
=

15
=

15
=

15
=

15
=

15
=

15
=

15
=

15
=

5 15 15 15 15

31 Failure to prevent avoidable healthcare associated (HCAI) cases of 
infection with reportable organisms, infections associated with statutory 
requirements and Covid-19.

15
=

15
=

15
=

15
=

15
=

15
=

15
=

15
=

15
=

15
=

15
=

15
=

5 15 15 15 10

Our Quality 
and Safety

39 There is a risk that women and their families will not have confidence in 
east Kent maternity services if sufficient improvements cannot be 
evidenced following the outcome of the Independent Investigation into 
East Kent Maternity Services (IIEKMS).

20 
‘N’

5 20 20 15

36 Failure to implement the strategic change required to address the service 
delivery, workforce and estate condition identified in the Pre-Consultation 
Business Case (PCBC).

20
=

20
=

20
=

20
=

20
=

20
=

20
=

20
=

20
=

20
=

20
=

20
=

5 20 20 20 20Our Future

30 Failure to deliver the full benefits of the We Care Improvement system. 12
=

12
=

12
=

12
=

12
=

12
=

12
=

12
=

12
=

12
=

12
=

12
=

4 12 12 12 12

Our 
Sustainability

38 Failure to deliver the financial plan of the Trust as requested by NHSE. 15
=

15
=

15
=

15
=

15
=

15
=

15
=

15
=

15
=

15
=

15
=

15
=

5 15 15 10 5
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4. Board Committee Risk Activity
4.1 Quality and Safety Committee (Q&SC)

4.1.1 At the meeting on 2 August 2022, the Q&SC approved the latest update of 
the BAF and CRR in relation to ‘Our Patients’, ‘Our People’ and ‘Our Quality 
and Safety’ and received assurance that the risks are being appropriately 
mitigated.

4.1.2 The Committee received the first quarterly report that includes performance 
data. This enabled the Committee to look at the BAF risks in parallel to the 
related strategic objective. 

4.1.3 The Committee noted that a wider discussion on risk appetite and tolerance 
will take place during a future Board Strategy Development session.

4.1.4 At the meeting on 30 August 2022, the Q&SC approved the latest update of 
the BAF and CRR in relation to ‘Our Patients’, ‘Our People’ and ‘Our Quality 
and Safety’ and received assurance that the risks are being appropriately 
mitigated. 

4.1.5 The Committee raised concerns about the continuation of corridor care as it 
represents a significant risk and must not be seen as ‘normal practice’. This 
will be picked up with the Executive Lead. 

4.1.6 The Committee discussed the risks of current cost of living pressures on our 
staff, particularly those in lower salary bands (Bands 2 and 3) and that, for 
example a very significant number of staff in Pharmacy are in these bands but 
are involved in crucial roles. This will be picked up with the Executive Lead. 

4.1.7 At the meeting on 29 September 2022, the Q&SC received assurance that 
the risks in relation to ‘Our Patients’, ‘Our People’ and ‘Our Quality and 
Safety’. 

4.1.8 The Committee approved the latest update of the BAF and CRR. The key 
highlights of the discussions at the meeting were:

• Changes to action implementation deadlines in relation to CRR 117; and 
CRR 34 and the rationale for extending the implementation deadlines. 

• The Committee queried the closure of the action on BAF 32 in relation the 
matrix model. Confirmation was received at the meeting that it was 
inadvertently included as closed and that the BAF will be updated with the 
correct update following the meeting. 

• The Committee queried the entry on CRR 133 with respect to the review 
of the Duty of Candour Policy. Confirmation was received at the meeting 
that the policy had been approved and the CRR will be updated 
accordingly. 

• The Committee complimented the revised sheet of the report noting it 
provided a summary of key information for the Committee’s attention on a 
page. 
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4.2 Finance and Performance Committee (FPC)

4.2.1 At the meeting on 26 July 2022, the FPC approved the latest update of the 
BAF and CRR in relation to ‘Our Future’ and ‘Our Sustainability’ and received 
assurance that the risks are being appropriately mitigated. 

4.2.2 The Committee noted and supported the proposed addition of two new risks 
to the CRR in relation to the delivery of efficiency savings and the Elective 
Recovery Fund.

4.2.3 The Committee received the first quarterly report that includes performance 
data. This enabled the Committee to look at the BAF risks in parallel to the 
related strategic objective. 

4.2.4 The Committee noted that the Trust’s risk appetite and tolerance will be 
considered by the Board at a future Board Strategy Development Day.

4.2.5 At the meeting on 23 August 2022, the FPC approved the latest update of the 
BAF and CRR in relation to ‘Our Future’ and ‘Our Sustainability’ and received 
assurance that the risks are being appropriately mitigated. 

4.2.6 At the meeting on 27 September 2022, the FPC received assurance that the 
risks relating to ‘Our Future’ and ‘Our Sustainability’ are being appropriately 
mitigated. 

4.2.7 The Committee approved the latest update of the BAF and CRR. The key 
highlights of the discussions at the meeting were:

• Changes to action implementation deadlines in relation to BAF 36; CRR 
34 and CRR 126 and the rationale for extending the implementation 
deadlines.

• The new BAF and CRR tracker report which includes the current risk 
rating movement for the past year and the projected target risk rating per 
quarter.

• The BAF is being refreshed during September and October to ensure it 
captures all the principal risks to delivery of the Trust’s strategic 
objectives. 

• The Committee was complimentary about the new BAF and CRR tracker 
report and noted it will like to see more positive movement on the risks. 

4.3 People and Culture Committee (P&CC)

4.3.1 At the July meeting, the P&CC approved the latest update of the BAF and 
CRR in relation to ‘Our People’ and received partial assurance that the risks 
are being appropriately mitigated. 

4.3.2 The Committee noted the actions that had been delayed on the BAF and 
CRR and the rationale for extending the implementation deadlines.
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4.3.3 The Committee felt they were less assured about the appropriate mitigation of 
the culture risk (CRR 118 - There is a risk of failure to address poor 
organisational culture). They felt that after the Board Development session on 
28 July 2022, actions in relation to this risk will be further reviewed.

4.3.4 The Committee noted the risk rating of the nursing staff risk (CRR 116 - There 
is a risk of inadequate nursing staffing levels and skills mix to meet patient’s 
needs) will be reviewed in September following implementation of some of the 
key actions.

4.3.5 The Committee received the first quarterly report to the Committee that 
includes performance data. This enabled the Committee to look at the BAF 
risks in parallel to the related strategic objective. The Committee agreed that 
a review of the risk appetite at a future Board Strategy Development Day will 
be helpful.

4.3.6 The Committee did not meet in August 2022.

4.3.7 At the September meeting, the P&CC received assurance that risks in relation 
to ‘Our People’ are being appropriately mitigated. 

4.3.8 The Committee approved the latest update of the BAF and CRR in relation to 
‘Our People’. The key highlights of the discussions at the meeting were:

• One new risk added to the BAF – There is risk of failure to address the 
equality, diversity and inclusion in the Trust.

• One new risk added to the CRR – Inability to sustain junior medical rotas.

• Changes to action implementation deadlines in relation to CRR 116 and 
the rationale for extending the implementation deadline. 

4.4 Integrated Audit and Governance Committee (IAGC)

4.4.1 At the meeting on 19 July 2022, the IAGC approved the latest update of the 
BAF and CRR report and received assurance that the reporting process for 
managing risks on the BAF and CRR was adequate, providing a streamlined 
and structured framework. 

4.4.2 The Committee noted slippage of actions would be reported and discussed at 
the relevant Board Committee as part of the detailed risks discussion. 

4.4.3 The Committee received the first quarterly report that includes performance 
data, validated for April and May, unvalidated for June.  

4.4.4 The Committee noted a future Board session on risk appetite would be held 
to have a discussion on whether this was set at the right level.

4.4.5 The Committee felt that further improvement work remained around the 
definition of risks, risk scores and setting target levels. 
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4.4.6 At the meeting on 18 October 2022, the IAGC discussed and noted the latest 
update of the BAF and CRR reports, and took assurance that the reporting 
process for managing risks on the BAF and CRR was adequate, that would 
be further supported by the tracker report detailing movements of risk ratings 
also reported to Board Committees.  

4.4.7 The IAGC discussed the process for principal risk escalation in the Trust and 
highlighted the importance of risks being reviewed at the appropriate level 
throughout the organisation.

4.4.8 The Committee received and noted risk activity summaries from Board 
Committees. The IAGC agreed the BAF and CRR will continue to be reported 
monthly to Board Committees and quarterly to IAGC. The only change will be 
reporting of the CRR to Board on a bi-annual or annual basis and quarterly 
reporting of the BAF to ensure the Board remains focused on the Trust’s 
strategic risks (BAF).  Noting monthly Board Committee Chair reports 
presented to the Board include assurance on risks on the BAF and CRR.
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BOARD ASSURANCE FRAMEWORK

QUARTER 2 – 2022/2023
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STRATEGIC GOAL: 1) Our Quality & Safety:
Strategic Objective: The True North target is to achieve zero patient safety incidents of moderate and avoidable harm within 5 years. Our aim is to reduce mortality and be in the top 20% of all Trusts for the lowest mortality rates in 5 to 10 years.

Executive Owner: Chief Medical Officer (CMO)                                                                                                                                                                                          Date last reviewed: September 2022
Responsible Committee: Quality and Safety Committee                                                                                                                                                                           Next review scheduled: October 2022
                                                                                                                                                                                                                                                                         Date risk identified: May 2021
Principal Risk – BAF 32 
There is a risk of harm to patients if high standards of care and improvement workstreams are 
not delivered.

Effect: Poor patient outcomes with extended length of stay, loss of confidence with patients, 
families and carers, reputational damage, financial impact, litigation 

Risk Appetite 
The Trust has a HIGH appetite for risks to improving the quality of care/patient outcomes. This will be 
undertaken by considering all potential delivery options while ensuring compliance with clinical standards, 
professional practice and quality safety standards. 

Risk Appetite Status: Within appetite

Initial Risk Rating: L4 x S5 = 20 
Current Risk Rating: L3 x S5 = 15 

Movement of the current risk rating within the year Projected for 22/23
S O N D J F M A M J J A Q1 Q2 Q3 Q4
15 15 15 15 15 15 15 15 15 15 15 15 15 15 15 15
= = = = = = = = = = = =

Target Risk Rating: L1 x S5 = 5 
Projected Target Date: 31 March 2025 

Assurance Level: None/Limited/Adequate/Substantial
Risks & Opportunities Risk and Scoring Commentary Actions (Planned) 

Aligned BAF Risks
39 - There is a risk that women and their families will not have confidence in east Kent 
maternity services if sufficient improvements cannot be evidenced following the outcome of the 
Independent Investigation into East Kent Maternity Services (IIEKMS)
Aligned Corporate Risks
117 – Patients may be harmed through poor medicines management due to poor culture 
towards medicines prescription and administration at ward and department level that may result 
in patient harm, poor patient experience and increased length of stay (16)
77 – Women and babies may receive sub-optimal quality of care and poor patient experience in 
our maternity services (15)
110 – Children may receive sub-optimal quality of care and poor patient experience within our 
children’s services (15)
36 – Patient outcome, experience and safety may be compromised as a consequence of failure 
to 1. Identify patients with additional vulnerabilities (adult and children) 2. Assess their needs 3. 
Plan appropriate care, including relevant safeguarding legislation and local safeguarding 
policies 4. Mitigate any risks 5. Work in line with relevant legislation (including Children Act, 
Care Act, Mental Capacity Act, Equalities Act, Mental Health Act) (12)
116 – Patient outcome, experience and safety may be compromised as a consequence of not 
having the appropriate nursing staffing levels and skill mix to meet patient’s needs (20)
122 – Patient outcome, experience and safety may be compromised as a consequence of not 
having the appropriate midwifery staffing levels and skill mix to meet patient’s needs (20)
123 - Patient outcome, experience and safety may be compromised as a consequence of not 
having the appropriate nursing staffing levels and skill mix to meet patient’s needs (15) 
Emergent Risks/Issues
• Difficult to evidence delivery of improvement workstreams
• Change in focus of We Care objectives
• Staffing levels
Future Opportunities
• Realisation of Safer Staffing Business Case
• We Care Improvement Programme – In Year Breakthrough Objectives
• RSP exit

Rationale for Current risk score
The current risk score is rated as a high 
(15) risk. The severity of the risk is scored 
as extreme (5), due to the number of 
patients affected by the risk; potential for 
multiple permanent injuries; non-
compliance with national standards with 
significant risk to patients if unresolved; 
sustained loss of service which has 
serious impact on delivery of patient care 
resulting in major contingency plans being 
invoked. 
The likelihood of the risk is scored as 
possible (3), the severity might happen or 
recur occasionally with the current 
controls in place.  

Latest Commentary 
Quality Strategy approved at Q&SC during August and taken to 
Board for ratification. This will inform actions to mitigate this risk. 
Matrix working actions closed as they have been superseded by a 
piece of work led by the Chief Executive. Medical Director for Kent 
and Canterbury Hospital reviewing the Clinical Audit and 
Effectiveness Committee terms of reference. Draft policy for 
clinical guidance governance has been distributed for approval to 
CAEC and CEMG. This will be presented to the Policy 
Authorisation Group in October. Terms of reference have been 
developed for a Clinical Guidance Authorisation Group. Chief 
Clinical Information Officer has met the Care Group Clinical 
Directors who are supportive of the clinical guideline process.

Action required and date
1) Review of subsidiary governance and reporting structures and feed into Q&S reporting 
structures Group Company Secretary Sep 22
2a) Review clinical effectiveness structures and meetings Chief Medical Officer Sep 22
2b) Establish effective governance of NICE guidance Chief Medical Officer Sep 22
2c) Review governance and approval for clinical guidelines Executive Director of Quality 
Governance Sep 22

Controls in place (Existing) Assurances Gaps in controls and assurance 
1) The Quality Strategy (2019-2022), approved at Quality & Safety Committee (Q&SC), Sep 19

2) Reduction in harm and reduction in mortality are True North objectives agreed by the 
Executive team and progress monitored monthly at Executive management Team meetings 
and reported in the Board Integrated Performance Report (IPR) 

3) NHSE/I led Governance review supported restructure and revised terms of reference for the 
Q&SC 

Internal 
1) Approval and monitoring of the Trust Quality Strategy through SLT, Q&SC and BoD.
2) Approval and monitoring of the Trust Quality Strategy, We Care objectives and Trust priority improvement 
projects through SLT, Q&SC and BoD

External 
1) CQC reports monitored by the BoD and action plans developed and monitored by CQC and NHSE/I

1) The Quality Strategy needs realigning with the We Care improvement programme to 
support quality and safety priorities and the Medium-Term Improvement Plan  
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4) Breakthrough Objectives aligned to True North are monitored at monthly Executive 
management Team meetings and reported in the Board IPR

2) Improve oversight of health and safety governance that impacts on patient safety 5) Monthly performance Review Meetings established to ensure Care Group accountability 
against the delivery of quality and safety priorities, and to escalate new concerns to driver 
metric status through Catchball when identified 
CQC Improvement meeting established under the Chair of CNO to monitor regulatory 
requirements to deliver safe care 

3)Establish responsibility and accountability for Hospital Director teams for delivery of safe 
care on their respective sites

4) Improve clinical outcomes through internal review, effective use of data and 
implementation of recommendations from national clinical audits and outcomes, NICE 
recommendations and Getting it Right First Time (GIRFT) 

STRATEGIC GOAL: 1) Our Quality & Safety:
Strategic Objective: The True North target is to achieve zero patient safety incidents of moderate and avoidable harm within 5 years. Our aim is to reduce mortality and be in the top 20% of all Trusts for the lowest mortality rates in 5 to 10 years. 

Executive Owner: Executive Director of Infection Prevention and Control (DIPC)                                                                                                                                 Date last reviewed: September 2022
Responsible Committee: Quality and Safety Committee                                                                                                                                                                           Next review scheduled: October 2022
                                                                                                                                                                                                                                                                         Date risk identified: May 2021
Principal Risk – BAF 31 
Failure to prevent avoidable healthcare associated (HCAI) cases of infection with reportable 
organisms, infections associated with statutory requirements and Covid-19 

Effect: Leading to harm, including death, breaches of externally set objectives, possible 
regulatory action, prosecution, litigation and reputational damage

Risk Appetite
The Trust has a HIGH appetite for risks to improving the quality of care/patient outcomes. This will be 
undertaken by considering all potential delivery options while ensuring compliance with clinical standards, 
professional practice and quality safety standards. 

Risk Appetite Status: Within appetite 

Initial Risk Rating: L4 x S5 = 20
Current Risk Rating: L3 x S5 = 15 

Movement of the current risk rating within the year Projected for 22/23
S O N D J F M A M J J A Q1 Q2 Q3 Q4
15 15 15 15 15 15 15 15 15 15 15 15 15 15 15 10
= = = = = = = = = = = =

Target Risk Rating: L1 x S5 = 5 
Projected Target Date: 31 March 2025 (to align with the Journey to Outstanding Care 
Programme)

Assurance Level: None/Limited/Adequate/Substantial
Risks & Opportunities Risk and Scoring Commentary Actions (Planned) 

Aligned Corporate Risks

Emergent Risks/Issues
• Ongoing Covid-19 pandemic
• Fragility of infrastructure

Future Opportunities
• Plan to increase surveillance through annual plan

Rationale for Current risk score
The current risk score is rated as a high 
(15) risk. The severity of the risk is scored 
as extreme (5), due to the number of 
patients affected by the risk; potential for 
multiple permanent injuries; non-
compliance with national standards with 
significant risk to patients if unresolved; 
sustained loss of service which has 
serious impact on delivery of patient care 
resulting in major contingency plans being 
invoked. 
The likelihood of the risk is scored as 
possible (3), the severity might happen or 
recur occasionally with the current 
controls in place.  

Latest Commentary 
Cases of C.Diff continue to increase across the country. An 
antimicrobial stewardship summit is being scheduled for 
September 2022, new action added. Update on IPC workplan to 
be presented to BoD in September. Covid continues to decrease 
which increases capacity to progress the workplan.  

Action required and date
1) Delivery of annual IPC workplan EDIPC Mar 23
2) Antimicrobial Stewardship Summit EDIPC Sep 22

Controls in place (Existing) Assurances Gaps in controls and assurance 
1) Surveillance and reporting of HCAI via Public Health England (PHE) Data Capture System 
(DCS) and national Covid-19 reporting 
2) Compliance with requirements of the “hygiene code” with a plan to address any gaps 
3) Collaboration and agreement with 2gether Support Solutions (2SS) on priorities for 
investment to address gaps in infrastructure compliance, based on clinical (infection prevention) 
risk and included in business planning  
4) We Care Breakthrough Objective focussed on externally reportable HCAI organisms

5) Third wave of Covid-19 business continuity planning

Internal 
1) Formally reportable data are signed off by the CEO are reported monthly to the Quality and Safety Committee 
and annually, publicly via DIPC Annual Report
2) Infrastructure issues reported via Director of Strategic Development and Capital Planning (reference to 
strategic goal 4 and statutory compliance)
3) “Hygiene Code” gap analysis report to Quality and Safety Committee, Covid third wave planning reports to 
Covid Gold command, twice weekly

External 
1) Data are shared with ICB and are available to NHSE/I and CQC (automatically)

1) “Hygiene Code” gap analysis identified gaps in compliance and assurance
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STRATEGIC GOAL: 1) Our Quality & Safety:
Strategic Objective: The True North target is to achieve zero patient safety incidents of moderate and avoidable harm within 5 years. Our aim is to reduce mortality and be in the top 20% of all Trusts for the lowest mortality rates in 5 to 10 years. 

Executive Owner: Chief Nursing and Midwifery Officer (CNMO)                                                                                                                                                              Date last reviewed: 
Responsible Committee: Quality and Safety Committee                                                                                                                                                                           Next review scheduled: October 2022
                                                                                                                                                                                                                                                                         Date risk identified: August 2022
Principal Risk – BAF 39 
There is a risk that women and their families will not have confidence in east Kent maternity 
services if sufficient improvements cannot be evidenced following the outcome of the 
Independent Investigation into East Kent Maternity Services (IIEKMS)

Effect: 

Risk Appetite
The Trust has a HIGH appetite for risks to improving the quality of care/patient outcomes. This will be undertaken 
by considering all potential delivery options while ensuring compliance with clinical standards, professional 
practice and quality safety standards. 

Risk Appetite Status: Within appetite 

Initial Risk Rating: L4 x S5 = 20
Current Risk Rating: L4 x S5 = 20

Movement of the current risk rating within the year Projected for 22/23
O N D J F M A M J J A S Q1 Q2 Q3 Q4

20 20 20 15

‘N’
Target Risk Rating: L3 x S5 = 15 
Projected Target Date: 

Assurance Level: None/Limited/Adequate/Substantial
Risks & Opportunities Risk and Scoring Commentary Actions (Planned) 

Aligned Corporate Risks

Emergent Risks/Issues
•

Future Opportunities
•

Rationale for Current risk score
The current risk score is rated as an 
extreme (20) risk. The severity of the risk 
is scored as significant (4), due to the 
Trust facing major difficulties which are 
likely to undermine its ability to deliver 
quality services. 
The likelihood of the risk is scored as 
almost certain (5), the severity is more 
likely to occur than not with the current 
controls in place.  

Latest Commentary 
New risk identified. A robust action plan is being implemented to 
ensure staff at all levels are supported and communication 
channels established including help line for families and patients.

In light of the recent publication of the IIEKMS report, a further 
review of this risk will be carried out, to ensure the current risk 
score; the risk title and risk information captures the risk 
appropriately. 

Action required and date
1) Provide enquiry line for members of the public CNMO Oct 22
2) Deliver staff webinars to enable staff to ask questions CEO Nov 22
3) Implement robust action plan to ensure staff at all levels are supported and 
communication channels established including help line Sep 22
4) Ensure coordinated response to recommendations from the report with external 
regulators and commissioners
 

Controls in place (Existing) Assurances Gaps in controls and assurance 
1) Regular open forums for staff with the Care Group and Executive Leadership

2) Regular walk arounds by the Maternity Safety Champions
 

Internal 
1) Maternity Improvement Plan monitored by Maternity and Neonatal Assurance Group and reported to the Board 
of Directors

External 

STRATEGIC GOAL: 2) Our Patients: 
Strategic Objective: There is no specific strategic objective, this risk is an enabler. A risk that has an impact on the achievement of our strategy but does not have a primary link to the metrics. 

Executive Owners: Group Company Secretary (CoSec)                                                                                                                                                                           Date last reviewed: September 2022
Responsible Committee: Quality and Safety Committee                                                                                                                                                                           Next review scheduled: October 2022
                                                                                                                                                                                                                                                                         Date risk identified: May 2021
Principal Risk – BAF 33
There is a risk of failure to adequately resource, implement and embed effective governance 
processes throughout the Trust.

Effect: Poor delivery and quality and safety of services; failure to meet statutory and regulatory 
requirements resulting in damage to reputation, regulatory action, harm patients, legal 
challenge. 

Risk Appetite
The Trust has a HIGH appetite for risks to improve the quality and experience of the care we offer, so patients 
are treated in a timely way and access the best care at all times. We will be willing to consider all delivery options 
that provide acceptable levels of patient related outcomes. However, we will prefer not to take risks with 
compliance to external performance standards. 

Risk Appetite Status: Within appetite

Initial Risk Rating: L2 x S5 = 10 
Current Risk Rating: L2 x S5 = 10 

Movement of the current risk rating with the year Projected for 22/23
S O N D J F M A M J J A Q1 Q2 Q3 Q4
10 10 10 10 10 10 10 10 10 10 10 10 10 10 10 5
‘N’ = = = = = = = = = = =

Target Risk Rating: L1 x S5 = 5 
Projected Target Date: 31 December 2022 

Assurance Level: None/Limited/Adequate/Substantial
Risks & Opportunities Risk and Scoring Commentary Actions (Planned) 
Aligned BAF Risks
39 - There is a risk that women and their families will not have confidence in east Kent 
maternity services if sufficient improvements cannot be evidenced following the outcome of the 
Independent Investigation into East Kent Maternity Services (IIEKMS)
Aligned Corporate Risks
None

Rationale for current risk score
The current risk score is rated as a moderate (10) risk. 
The severity of the risk is scored as extreme (5), due 
to the potential for patient experience to be 
unsatisfactory; breaches of statutory duty and 

Latest Commentary
Risk Management e-learning reviewed, amendment to 
the training needs analysis submitted to Integrated 
Education Group. 

Action required and date
1) Communicate/train and embed strategies/policies in relation to the governance framework 
CoSec/EDQG Jul 22
2) Ensure the knowledge, qualification and skills in the Care Group governance job 
descriptions are fit for purpose COO Jul 22
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STRATEGIC GOAL: 2) Our Patients: 
Strategic Objective: The National 62 Day Referral to Treatment requires all patients to receive treatment for Cancer within 62 days from GP referral. The new national standard is for no more than 2% of patients to spend longer than a total of 12 hours in the emergency department, from arrival until being 
admitted, transferred or discharged. The National RTT Standard is to achieve a maximum of 18 weeks wait from GP referral to 1st definitive treatment for every patient. 

Executive Owners: Chief Operating Officer                                                                                                                                                                                                Date last reviewed: September 2022
Responsible Committee: Quality and Safety Committee                                                                                                                                                                           Next review scheduled: October 2022
                                                                                                                                                                                                                                                                         Date risk identified: May 2021 
Principal Risk – BAF 34
There is a risk that our constitutional targets are not met 

The fluctuating nature of the Covid-19 pandemic necessitates a localised approach to 
escalation. When the number of positive patients admitted as emergencies exceeds trigger 
points for safe, effective cohorting there is a risk that elective care capacity is then 
compromised.

Effect:  
Access for patients who are Covid and non-Covid is governed by the current IPC guidance. 
Patients who present in the emergency department are subject to point of care testing and the 
results of this test determine the IPC support required for admission. If ITU capacity is required 
there is a further risk to patient’s elective procedures being cancelled. Patients who are 
requiring discharge from hospital on complex pathways for example if a nursing or residential 
placement is required will be delayed awaiting a suitable bed for a patient with a Covid positive 
status. Patient experience is impacted by cancellation of surgery or procedures by self-
isolation prior to procedure. The prioritisation of only cancer or urgent elective care will 
increase the length of time for patients with routine but important surgery during the Covid 
surge. Patient experience in the ED is impacted as ED becomes more congested. This is 
driven by the restricted availability of an inpatient bed or assessment area. There is a financial 
impact of failing to deliver an elective recovery programme to the level of 19/20 pre-Covid 
activity. The Trust may remain in RSP if agreed thresholds for improvement aren’t reached 
these include the reduction of very long waiting patients and deliver 110% activity 

Risk Appetite 
The Trust has a HIGH appetite for risks to improve the quality and experience of the care we offer, so patients 
are treated in a timely way and access the best care at all times. We will be willing to consider all delivery options 
that provide acceptable levels of patient related outcomes. However, we will prefer not to take risks with 
compliance to external performance standards.

Risk Appetite Status: Within appetite 

Initial Risk Rating: L4 x S4 = 16 
Current Risk Rating: L4 x S4 = 16 

Movement of the current risk rating within the year Projected for 22/23
S O N D J F M A M J J A Q1 Q2 Q3 Q4
16 16 16 16 16 16 16 16 16 16 16 16 16 12 12 8
= = = = = = = = = = = =

Target Risk Rating: L2 x S4 = 8
Projected Target Date: 31 December 2022 31 March 2023

Assurance Level: None/Limited/Adequate/Substantial

Risks & Opportunities Risk and Scoring Commentary Actions (Planned) 
Aligned Corporate Risks
CRR 78 – Risk of overcrowding in ED compromising patient safety and patient experience due 
to a lack of capacity in the system and increased local demand

Emergent Risks/ Issues
• Reintroduction of national restriction in future waves of Covid-19
• Electives temporarily suspended – patients in lower categories waiting longer
• Changing IPC restrictions 
• The balance of demand and capacity and risk across the health and social care system

Rationale for current risk score
The current risk score is rated as a high (16) risk. The 
severity of the risk is scored as significant (4), due to 
the number of patients affected by the risk; potential 
for increased length of hospital stay; non-compliance 
with national standards with significant risk to patients 
if unresolved; sustained loss of service which has 

Latest Commentary
Revised theatre timetable launched in September 
aligning theatre capacity with the elective business 
planning. Long waiting patients have continued to 
reduce. East Kent Outpatient Transformation Group in 
place. 

Action required and date
1) Through the outpatient transformation group - Review of outpatient models of care, clinic 
space CSO, Aug 22 
2) Establish a workforce focus group to address the recruitment into the booking team 
Programme Manager, Sep 22
3) Systemwide programme implemented for elective recovery to reduce to zero 52-week 
breaches Dep COO, Mar 23
4) Move from recovery phase to business as usual Dep COO, Sep 22

Emergent Risks/ Issues
• Strategies/policies not consistently followed and are not embedded
• Staffing structures may not be adequate to deliver the governance agenda.
• Knowledge and skills gaps identified
Future Opportunities
• CQC Well led review recognising improvements in governance.
• Trust evidencing improvements in the Leadership and Governance domain as part of the 

exit criteria of the Recovery Support Programme.

subsequent prosecution; adverse publicity 
undermining public confidence in organisation; 
inquest/ombudsman inquiry. 
The likelihood of the risk is scored as unlikely (2), due 
to the expectation that the risk is not expected to 
crystallise due to the controls in place however it is 
possible it may do so. 

3) Recovery Support Programme Action plan to be delivered Chief Finance Officer (CFO) 
Dec 22 
4) Develop specific risk management training and roll out across the Trust Corporate 
Governance and Risk Consultant Jul Sep 22 Dec 22
5) Develop integrated governance document to support understanding CoSec Jul Oct 22

Controls in place (Existing) Assurances Gaps in controls and assurance 
1) Suite of governance policies in place 1) Strategies/policies not consistently followed and are not embedded
2) Additional Executive post created, and portfolios split to provide more capacity and 
expertise. Director of Quality Governance appointed and joined the Trust May 21
3) Organisational structure in place below Executive Level to support the governance agenda
4) Governance Review Action plan in place and agreed with NHSEI

2) Possible gaps in understanding of the breadth of both the clinical and corporate governance 
agenda

5) Terms of reference for various committees and groups approved 3) Deliver and embed the actions from the Governance Review action plan and agree how 
outcomes will be measured

6) Risk registers in place, BAF, CRR and Care Group level 4) Gaps in knowledge due to a lack of specific training in risk and governance, for all levels and 
roles

7) Incident Management, Complaints Management and Clinical Audit process in place
8) Statutory training in place that includes elements of risk management
9) Other training including incident investigation

Internal 
1) Policies are presented to PAG and BoD (if required) for ratification. Robust sign off process for policies 
including via groups and PAG
2) Challenge of BAF and CRR at Board and Board Committees
3) We Care meetings to provide evidence against progress for each metric
4) Calibration and challenge of risks on Care Group, Corporate and Board Assurance Framework (BAF) risk 
registers at ERAG

External
1) RSM independent audit program (Risk management planned) 
2) Regional oversight committees
3) Well-led governance review (NHSE/I)

5) A lack of integrated governance document for the Trust to support understanding
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• Virtual outpatient discharge 25% of the non-admitted patient pathway face to face 
appointments discharge 35%. There is also an increase in diagnostic requests linked to 
virtual appointments. 

• Capacity of the centralised booking team
Future Opportunities
• Structure services on cold and hot site scenario – allow us to have a clearer access 

pathway for patients
• Independent sector and insourcing – extend resources and capacity to mitigate any 

delays 
• Continued focus on length of stay and new models of care i.e. virtual wards
• Manage demand more effectively across the health and social care system to balance 

risk – cognisant and focused on quality issues around waiting list

serious impact on delivery of patient care resulting in 
major contingency plans being invoked. 
The likelihood of the risk is scored as likely (4), the 
severity will probably happen or recur but is not a 
persisting issue. 

Controls in place (Existing) Assurances Gaps in controls and assurance 
1) Delivery of 25% of all patient appointments and 60% of all follow ups to be conducted 
virtually

1) Kent and Medway System Elective Care Programme Board provides system wide strategic 
direction attended by the COO

2) Optimisation of additional capacity via ICB
2) Waiting list validation of prioritisation codes by clinicians is at 97% 3) Number of same day cancellations reducing theatre utilisation
3) Weekly monitoring at the PTL meeting is chaired by the COO
4) Live reporting via the Referral to Treatment (RTT) App is monitored by the Deputy COO for 
planned care
5) Use of the independent sector is managed by the Deputy COO for planned care. Capacity is 
maximised. 
6) K&M Systemwide PTL established
7) Contracts signed with community providers
8) Trigger tool developed to move elective capacity to K&CH and ICS
9) Clinical validation of patients needing procedures to reduce cancellation of the day target 
high risk groups
10) Weekly meeting with Care Group Directors, COO and Recovery MD for individual case 
management of very long waiting patients

Internal 
1) We Care Breakthrough Objective ‘Improving theatre capacity’ monitored monthly through the Integrated 
Performance Report presented to the BoD

External
1) Kent and Medway System Elective Care Programme Board reports to the ICS Partnership Board

4) Waiting list patients exceeding 104 weeks

STRATEGIC GOAL: 3) Our People: 
Strategic Objective: Our aim is to improve our Staff Engagement Index score to 6.8 by March 2023, as demonstrated in the annual staff survey.

Executive Owner: Chief People Officer (CPO)                                                                                                                                                                                            Date last reviewed: October 2022
Responsible Committee: People and Culture Committee                                                                                                                                                                       Next review scheduled: November 2022
                                                                                                                                                                                                                                                                      Date risk identified: February 2016
Principal Risk – BAF 35
There is a risk of failure to recruit and retain high calibre staff

Effect: Negative patient outcomes, reputational damage, ability to deliver services, financial, 
patient harm, regulatory impact, staff wellbeing

Risk Appetite
The Trust has a SIGNIFICANT appetite for risks to making the Trust a great place to work. We will be innovative 
in taking risks in relation to workforce/staff engagement that will offer potential higher benefits to staff, patients 
and the organisation. 
Risk Appetite Status: Within appetite 

Initial Risk Rating: L4 x S5 = 20 
Current Risk Rating: L3 x S5 = 15

Movement of the current risk rating within the year Projected for 22/23
S O N D J F M A M J J A Q1 Q2 Q3 Q4
15 15 15 15 15 15 15 15 15 15 15 15 15 15 15 10
= = = = = = = = = = = =

Target Risk Rating: L2 x S5 = 10 
Projected Target Date: 30 April 2023 

Assurance Level: None/Limited/Adequate/Substantial

Risks & Opportunities Risk and Scoring Commentary Actions (Planned) 
Aligned BAF Risks
39 - There is a risk that women and their families will not have confidence in east Kent 
maternity services if sufficient improvements cannot be evidenced following the outcome of the 
Independent Investigation into East Kent Maternity Services (IIEKMS)
Aligned Corporate Risks
CRR 115 – Staff health and wellbeing is compromised due to the sustained level of work 
created by Covid-19 pandemic
CRR 118 – There is a risk that the underlying organisational culture impacts on the 
improvements that are necessary to patient and staff experience which will prevent the Trust 
moving forward at the required pace
CRR 116 – Patient outcome, experience and safety may be compromised as a consequence 
of not having the appropriate nursing staffing levels and skill mix to meet patient’s needs 
CRR 122 – Inadequate midwifery staffing levels may result in women receiving sub-optimal 
care during labour

Rationale for current risk score
The current risk score is rated as a high (15) risk. The 
severity of the risk is scored as extreme (5), due to the 
potential for non-delivery of key services due to lack of 
staff or ongoing unsafe staffing levels
The likelihood of the risk is scored as possible (3), the 
severity might happen or recur occasionally with the 
current controls in place.  

Latest Commentary
Head of Temporary Staffing attends regular system 
meetings to discuss collaborative bank approach, 
action revised to provide clarity. The collaborative 
medical bank will be rolled out in phases. Recruitment 
pipeline on track to deliver by March 2023. People and 
culture team have participated in systemwide 
workforce summit with education partners. 
Secondment from ICB to focus on education; working 
with schools and colleges to promote working in NHS. 
Governance established to deliver the east Kent HCP 
recruitment and retention strategy; joint recruitment 
campaigns have taken place. 

Action required and date
1a) Development of collaborative medical bank approach across the system Associate 
Director, People and Culture Apr 23 
1b) International and domestic nurse and midwifery recruitment pipeline utilisation with 
cohorts planned throughout 2022 to achieve 493 additional nurses by Mar 2023 Associate 
Director, People and Culture Mar 23 
2a) Links with HCP and newly formed Kent and Medway Medical School (KMMS) to 
develop rotational and joint posts to support medical staff recruitment Associate Director, 
People and Culture Jun 22 Sep 22 Nov 22
2b) Active involvement in east Kent HCP recruitment and retention strategy Associate 
Director, People and Culture ongoing, 30 Apr 2023
3) Delivery of actions in Rural and Remote Strategy Associate Medical Director Mar 24
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CRR 123 – Patient outcome, experience and safety may be compromised as a consequence 
of not having the appropriate medical staffing levels and skill mix to meet patients’ needs

Emergent Risks/ Issues
• Do not have the right establishment
• Accommodation
• Agenda for change pay scales for lower banded staff
Future Opportunities
•

4) Creating and ‘growing our own’ sustainable and substantive senior medical workforce 
through enhanced and comprehensive CESR support Associate Medical Director Apr 23
5) Revamping recruitment strategy focusing on organisational brand and targeted 
recruitment campaigns Associate Director, People and Culture Nov 22

Controls in place (Existing) Assurances Gaps in controls and assurance 
1) A five-year People Strategy – People at the Heart 2020-2025 has been approved by Trust 
Board and is monitored via the People and Culture Committee (PCC). 

1) Lack of supply of professional qualified staff including AHPs is a national issue

2) Engagement of staff scores are True North measures which are reported and monitored 
monthly via We Care and Staff Committee
3) A Recruitment and Retention Strategy with associated plans has been signed off and is 
monitored via the PCC
4) A Rural and Coastal Strategy led by the Associate Medical Director has been developed 
and agreed at Trust Board and is monitored via the PCC
5) The Director of HR and OD attends ICP workforce groups to align plans and develop other 
system side opportunities and agendas
6) A Diversity and Inclusion action plan has been developed and published as part of 
Workforce Race Equality Standard (WRES) and Workforce Disability Equality Standard 
(WDES) and is monitored via the Equality, Diversity and Inclusion (EDI) Steering Group, Staff 
Committee and reported to PCC
7) Medical recruitment toolkit launched on 24 September 2021
8) Developing a positive culture strategic initiative
9) Refreshed EDI strategy
10) Launch of cultural programme
11) Revised People Strategy
12) Ready to Care Programme in place
13) Centralised booking team in place

Internal 
1) Approval and monitoring of the agreed HR KPIs (inc vacancy rate and engagement scores) are monitored via 
We Care and PRMs and reported at PCC. 
2) The People Dashboard has been developed with the aim of demonstrating progress against the key objectives 
identified in the People Strategy. The Dashboard brings together information in an accessible and co-ordinated 
format that is reviewed as part of our regular People team processes each month and reported through the 
People and Culture Committee.
3) Workstreams and project work is monitored via the HR Senior Leads meeting, We Care and reported through 
PCC to BoD.

External
1) Review of EKHUFT’s People Strategy via NHSE/I. Benchmarking and links with national People Team. 
2) Director of HR and OD part of Future of NHS and OD national programme
3) Trust involvement in Kent and Medway Health and Wellbeing Board and Kent and Medway Recruitment and 
Retention Board

2) Hard to recruit areas such as Nursing and Consultants have been identified
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STRATEGIC GOAL: 3) Our People: 
Strategic Objective: Our aim is to improve our Staff Engagement Index score to 6.8 by March 2023, as demonstrated in the annual staff survey.

Executive Owner: Chief People Officer (CPO)                                                                                                                                                                                            Date last reviewed: October 2022
Responsible Committee: People and Culture Committee                                                                                                                                                                       Next review scheduled: November 2022
                                                                                                                                                                                                                                                                      Date risk identified: August 2022
Principal Risk – BAF 40
There is a risk of failure to address the equality, diversity and inclusion in the Trust
There is a risk of failure to address inequality, lack of diversity and injustice for staff working at 
East Kent Hospitals.

Effect: Staff feel disengaged, discriminated against and excluded in the workplace resulting in 
a lack of opportunity to progress and meet their full potential; ultimately impacting negatively on 
patient care

Risk Appetite
The Trust has a SIGNIFICANT appetite for risks to making the Trust a great place to work. We will be innovative 
in taking risks in relation to workforce/staff engagement that will offer potential higher benefits to staff, patients 
and the organisation. 
Risk Appetite Status: Within appetite 

Initial Risk Rating: L4 x S4 = 16 
Current Risk Rating: L3 x S4 = 12

Movement of the current risk rating within the year Projected for 22/23
S O N D J F M A M J J A Q1 Q2 Q3 Q4

12 12 12 8

‘N’
Target Risk Rating: L2 x S4 = 8 
Projected Target Date: 31 March 2023 

Assurance Level: None/Limited/Adequate/Substantial

Risks & Opportunities Risk and Scoring Commentary Actions (Planned) 
Aligned Corporate Risks
CRR 118 – Failure to address poor organisational culture
CRR 88 – Failure to support staff health & wellbeing

Emergent Risks/ Issues
• Lack of appreciation and understanding of the experiences of BAME, other under-

represented groups and those with a protected characteristic
• Lack of opportunity to fulfil potential
• Lack of equality of opportunity through selection processes
• The Trust’s management does not represent the diversity of the workforce
Future Opportunities
•

Rationale for current risk score
The current risk score is rated as a moderate (12) risk. 
The severity of the risk is scored as significant (4), due 
to the number of staff affected by the risk. 
The likelihood of the risk is scored as possible (3), the 
severity might happen or recur occasionally with the 
current controls in place.  

Latest Commentary
New head of EDI recruited and will start at the end of 
September to lead the EDI team. EDI strategy and 
delivery plan approved by the People and Culture 
Committee. Respect and Inclusion Promise has been 
developed for launch at the ‘All Staff Networks’ day as 
part of the National Inclusion Week. 

Action required and date
1a) New leadership programme has a focus and ‘golden thread’ of EDI – starting 
November 2022
1b) Create a Respect and Inclusion Promise Sep 22
1c) Introduce reciprocal mentoring for Exec team Dec 22
2a) Use staff survey results to create tailored plans for specialities
2b) Review and update Reasonable Adjustments policy Head of EDI Dec 22
3a) As a result of pilot in recruitment for diverse panels seeking assurance EDI is 
embedded in the recruitment process and within recruitment related training to improve 
staff experience and reduce potential bias in recruitment processes Head of Staff 
Experience Mar 23 
3b) Update Recruitment Strategy – ensuring EDI focus
4a) Engage with staff networks to improve membership CPO Nov 22
4b) Hold ‘All Staff Network’ event Head of Staff Experience Sep 22

Controls in place (Existing) Assurances Gaps in controls and assurance 
1) New senior Head of EDI leading a small EDI team within P&C function working on project 
work

1) Lack of EDI awareness in leadership/management population

2) Equality, Diversity and Inclusion Policy, Strategy & action plan in place 2) Staff Survey (2021) – staff with Long Term conditions report lack of adjustments in the 
workplace

3) Equality, Diversity and Inclusion mandatory training renewed three yearly 3) WRES and WDES data analysis shows BAME and disabled staff less likely to be 
appointed via a recruitment process

4) Staff networks in place for BAME, LGBTQ+, Disabilities and Women
5) Culture and Leadership programme – focus on Equity & Inclusion
6) External review in 2021 by Jagtar Singh Associates – informed approved EDI strategy
7) Part of regional programme to de-bias recruitment
8) Established P&C policy group to renew all staff policies to make them accessible for all, with 
thorough Equality Impact Assessments
9) Exec and NED sponsors for all staff network groups

Internal 
1) WRES and WDES reviewed and monitored via the EDI Steering Group, Staff Committee and reported to 
People and Culture Committee

External
1) 

4) Lack of EDI involvement in decision-making in the Trust
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STRATEGIC GOAL: 4) Our Future: 
Strategic Objective: Develop a clinical strategy for the Trust that addresses key risks faced in terms of service delivery, workforce and estate condition (backlog and statutory compliance).

Executive Owner: Chief Strategy Officer                                                                                                                                                              Date last reviewed: October 2022
Responsible Committee: Finance and Performance Committee                                                                                                                       Next review scheduled: November 2022
                                                                                                                                                                                                                                  Date risk identified: April 2021
Principal Risk – BAF 36
Failure to implement the strategic change required to address the service delivery, workforce 
and estate condition identified in the Pre-Consultation Business Case (PCBC) 

Effect: Result in lapses in core clinical standards and patient safety issues, and may affect 
adherence to estate statutory compliance, increased estate backlog risks this could result in 
further emergency service moves/restrictions and impact on the Trust’s reputation

Risk Appetite 
The Trust has a SIGNIFICANT appetite for risks to transforming the way we provide services across east Kent. 
We will pursue innovation and challenge current working practices. We will use new technologies as a key 
enabler of operational delivery and devolve authority across the Trust to enable us to offer excellent integrated 
services.

Risk Appetite Status: Within appetite 
 

Initial Risk Rating: L4 x S5 = 20 
Current Risk Rating: L4 x S5 = 20

Movement of the current risk rating within the year Projected for 22/23
S O N D J F M A M J J A Q1 Q2 Q3 Q4
20 20 20 20 20 20 20 20 20 20 20 20 20 20 20 20
= = = = = = = = = = = =

Target Risk Rating: L1 x S5 = 5 
Projected Target Date: 31 Mar 2032 

Assurance Level: None/Limited/Adequate/Substantial
Risks & Opportunities Risk and Scoring Commentary Actions (Planned) 
Aligned Corporate Risks
CRR 127 – Failure to allocate and/or attract significant revenue and additional capital will 
inhibit the Trust’s ability to adhere to statutory compliance, as well as the ability to rectify the 
identified backlog maintenance
CRR 115 – Staff health and wellbeing is compromised due to the sustained level of work 
created by Covid-19 pandemic
CRR 118 – There is a risk that the underlying organisational culture impacts on the 
improvements that are necessary to patient and staff experience which will prevent the Trust 
moving forward at the required pace
CRR 116 – Patient outcome, experience and safety may be compromised as a consequence 
of not having the appropriate nursing staffing levels and skill mix to meet patient’s needs 
CRR 122 – Inadequate midwifery staffing levels may result in women receiving sub-optimal 
care during labour
CRR 123 – Patient outcome, experience and safety may be compromised as a consequence 
of not having the appropriate medical staffing levels and skill mix to meet patients’ needs
Emergent Risks/ Issues
• Reliance on locums 
• Risks are increasing due to retirement and covid

Future Opportunities
• Recruitment strategy (BAF 35)
• New hospital programme
• Emergency capital 
• Robotic strategy 
• Development of medical school 

Rationale for current risk score
The current risk score is rated as a high (15) risk. The 
severity of the risk is scored as catastrophic (5), due to 
the potential for permanent loss of core services, 
disruption to facility leading to significant ‘knock-on’ 
effect across local health economy and extended 
service closure. 
The likelihood of the risk is scored as possible (3), the 
severity might happen or recur occasionally with the 
current controls in place.  

Latest Commentary
Four business cases to bid for any available capital 
allocations are drafted and due to be presented to the 
Strategic Investment Group on 20 October 2022. 
Clinical adjacencies and workforce assumptions are 
due to be presented to the Chief Executive Officer in 
November 2022. Internal work is almost complete.  

Action required and date
1a) Trust has put in an expression of interest to join the new hospital improvement 
programme. Due to be finalised by Autumn 22. CSO Sep Oct 22
1b) Continue to lobby key stakeholders to maximise success of EOI CSO Sep Oct 22 
1c) Clear lines of accountability and responsibility for the sign off, of the East Kent 
Transformation (including the PCBC) is identified in the east Kent HCP/ICB Partnership 
Board Strategic Priorities CEO Sep 22 Mar 23
1d) Continue lobbying NHSEI if expression of interest for new hospital improvement 
programme is not successful CSO Mar 23
2a) Implement annual investment plan for statutory compliance and monitor in year 
improvements against the agreed trajectory for 22/23 CSO Mar 23
2b) Prioritise through SIG the investments for backlog maintenance as part of the PEIC 
capital investment programme. This will be informed by the Six Facet Survey, the work 
undertaken by NHSE/I on reducing the backlog position and the ARUP report. Investment 
will be monitored through FPC and BoD CSO Mar 23
3) Produce business cases ready to bid for any available capital allocations CSO Jul Oct 
22
4) Review clinical adjacencies and workforce assumptions CMO Sep 22

Controls in place (Existing) Assurances Gaps in controls and assurance 
1) The Chairman and CEO confirm that the Sustainability and Transformation Partnership 
(STP)/ICS Partnership Board prioritises and signs off the East Kent Transformation for 
agreement with NHSE/I. 

1) Final sign off and approval of capital investment is outstanding from NHSE/I

2) The Director of Strategic Development and Capital Planning ensure that the PCBC is signed 
off by the Trust’s FPC and BoD.

2) Gaps and risks relating to backlog and statutory compliance have been identified

3) The Director of Strategic Development and Capital Planning ensures that the 
implementation of the clinical strategy receives oversight from the Joint Development Board, 
SCP&PC and FPC

3) Unable to consult

4) The Trust’s position in terms of statutory compliance is published, reported and reviewed 
six-monthly by CEMG and the BoD

4) Risk appetite reduced by regulators. Derogation required from regulators to maintain 
services
5) Interim capital required to meet the compliance of estate and equipment risks5) The Trust’s investment programme in statutory compliance is approved by CEMG, FPC and 

BoD
6) The Trust wide backlog maintenance plan is approved and reviewed by SIG, CEMG, FPC 
and BoD 
7) Rural and Coastal Recruitment Strategy

Internal 
1) Approval and monitoring of the Trust framework proposals and workstreams through Strategic Investment 
Group (SIG), CEMG, JDB, SCP&PC, Q&SC, FPC and BoD (Controls 2 and 3)
2) Minutes of JDB, CEMG, FPC, SIG, SCP&PC Q&SC and BoD (Controls 4,5 and 6)

External
1) Sign off by HCP, ICB and NHSE/I (Control 1)
2) Stage 2 assurance process passed awaiting allocation of capital (Control 1) 
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STRATEGIC GOAL: 4) Our Future: 
Strategic Objective: There is no specific strategic objective, this risk is an enabler. A risk that has an impact on the achievement of our strategy but does not have a primary link to the metrics

Executive Owner: Chief Executive Officer                                                                                                                                                           Date last reviewed: October 2022
Responsible Committee: Finance and Performance Committee                                                                                                                       Next review scheduled: November 2022
                                                                                                                                                                                                                                  Date risk identified: May 2020
Principal Risk – BAF 30
Failure to deliver the full benefits of the We Care Improvement system 

Effect: Improvement plan will fail to deliver, sub-optimal implementation, financial impact, HR 
impact, reputational risk 

Risk Appetite 
The Trust has a SIGNIFICANT appetite for risks to transforming the way we provide services across east Kent. 
We will pursue innovation and challenge current working practices. We will use new technologies as a key 
enabler of operational delivery and devolve authority across the Trust to enable us to offer excellent integrated 
services.

Risk Appetite Status: Within appetite  

Initial Risk Rating: L4 x S4 = 16 
Current Risk Rating: L3 x S4 = 12

Movement of the current risk rating within the year Projected for 22/23
S O N D J F M A M J J A Q1 Q2 Q3 Q4
12 12 12 12 12 12 12 12 12 12 12 12 12 12 12 12
= = = = = = = = = = = =

Target Risk Rating: L1 x S4 = 4 
Projected Target Date: 31 March 2026 (due to the four-year delivery plan of the change 
system)

Assurance Level: None/Limited/Adequate/Substantial
Risks & Opportunities Risk and Scoring Commentary Actions (Planned) 
Aligned Corporate Risks
None

Emergent Risks/ Issues
•

Future Opportunities
•

Rationale for current risk score
The current risk score is rated as a moderate (12) risk. 
The severity of the risk is scored as significant (4), due 
to the potential for the Trust to face some major 
difficulties which are likely to undermine its ability to 
deliver quality services on a daily basis and / or its 
long-term strategy. The likelihood of the risk is scored 
as possible (3), the severity might happen or recur 
occasionally with the current controls in place.  

Latest Commentary
Document produced ahead of business case 
development, this is to be reviewed by the Chief 
Executive in November. 

Action required and date
1) Business case to be developed to extend team to meet demand Head of 
Transformation Jun Sep 22

Controls in place (Existing) Assurances Gaps in controls and assurance 
1) We Care Improvement Strategy approved by BoDs and implemented across the Trust.  
2) SLT leads monthly cycle of the OMS and reports and update progress on implementation
3) Executive led workstreams in place (strategic deployment; OMS Frontline / Management; 
Leadership behaviours; Transformation and Step Change; Centre of Excellence; and 
Communications) reporting into SLT. 

4) IPR linked into We Care and reports monthly to sub Board Committees and BoDs
5) Monthly PRMs with Care Groups wired in to We Care

6) Intensive Support process agreed for implementation as and when required. 
7) Establish plan in place to delay / pause all of certain elements of the programme depending 
on severity of 3rd wave of Covid-19

Internal 
1) Coaching and mentoring in place for Executive Team; Care Groups; and Frontline Teams. 
2) Skills matrix agreed for internal Improvement Team, which links to personal objectives

External
1) System has been implemented and proven to work in international healthcare systems (USA, Canada, 
Iceland) and in similarly complex NHS organisations.
2) VFM review undertaken by NHSEI with positive findings reported. 
3) Endorsement for the change model from the National Director for Lean Transformation 

1) The system may not be sustained due to the size of the organisation and capacity of the 
transformation team to support

STRATEGIC GOAL: 5) Our Sustainability: 
Strategic Objective: Our long term aim is to maintain a breakeven position 

Executive Owner: Chief Finance Officer (CFO)                                                                                                                                                            Date last reviewed: October 2022
Responsible Committee: Finance and Performance Committee                                                                                                                               Next review scheduled: November 2022
                                                                                                                                                                                                                                         Date risk identified: May 2021
Principal Risk – BAF 38
Failure to deliver the financial plan of the Trust as requested by NHSE/I 

Effect: not having adequate cash to continue adequate operations of the organisation, 
potentially make poor financial decisions which will result in reputational damage and non-
compliance with regulators.

Risk Appetite 
The Trust has a HIGH appetite for taking financial risks within a context of clear and reliable financial controls. 
We are prepared to invest for return and minimise the possibility of financial loss by managing risks to a tolerable 
level. Value and benefits will be considered, not just the cheapest price. Resources will be allocated in order to 
capitalise on opportunities and provide better, more effective patient care.

Risk Appetite Status: Within appetite  

Initial Risk Rating: L4 x S5 = 20 
Current Risk Rating: L3 x S5 = 15

Movement of the current risk rating within the year Projected for 22/23
S O N D J F M A M J J A Q1 Q2 Q3 Q4
15 15 15 15 15 15 15 15 15 15 15 15 15 15 10 5
= = = = = = = = = = = =

Target Risk Rating: L1 x S5 = 5
Projected Target Date: 30 Apr 2023

Assurance Level: None/Limited/Adequate/Substantial
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Risks & Opportunities Risk and Scoring Commentary Actions (Planned) 
Aligned BAF Risks
39 - There is a risk that women and their families will not have confidence in east Kent 
maternity services if sufficient improvements cannot be evidenced following the outcome of the 
Independent Investigation into East Kent Maternity Services (IIEKMS)
Aligned Corporate Risks
• Efficiencies delivery
• Elective recovery fund delivery 
Emergent Risks/ Issues
• Efficiencies delivery
• Elective recovery fund delivery
• Inflation
Future Opportunities
•

Rationale for current risk score
The current risk score is rated as a high (15) risk. The 
severity of the risk is scored as catastrophic (5), due to 
the financial impact being at least £5million non-
recurrent or at least £10million over 3 years.
The likelihood of the risk is scored as possible (3), the 
severity might happen or recur occasionally with the 
current controls in place.  

Latest Commentary
On track for Care Group to identify gaps in efficiencies 
targets by end Oct 22. Work to develop efficiencies 
plan for 2023/24 is underway and summary of impact 
of inflation is a work in progress.  

Action required and date
1) Care Groups to identify gap in efficiencies targets and turn identified efficiencies to green 
CFO Oct 22
2) Develop efficiencies plan for 2023/24 Head of PMO Dec 22  
3) Summary of impact of inflation to be presented to Finance and Performance Committee 
CFO Mar 23

Controls in place (Existing) Assurances Gaps in controls and assurance 
1) There is a first half year financial plan in place which will be presented at BoD on 27 May 
21.   
2) The Director of Finance is the lead for this risk, and it is managed through the Finance and 
Performance Committee, Clinical Executive Management Group, Finance and Investment 
Oversight Group, Performance Meetings with Care Groups and Directors 
3) Individual finance reports go to Care Groups on a monthly basis. Finance is monitored 
through the monthly IPR plus Finance report which goes to Finance and Performance 
Committee and Trust Board on a monthly basis 

4) Other controls in place; annual business planning process, annual cost improvement 
programme developed, weekly activity review group in place.
5) Approved funding regime with Kent and Medway with a shared target across the Kent and 
Medway system. 
6) Trust developed medium-term and long-term financial plans in conjunction with NHSEI and 
Kent and Medway ICS

Internal 
1) The plan and monthly performance are monitored and minuted at monthly performance meetings with care 
groups, with the Finance and Performance Committee and the Trust Board

External
1) The financial performance of the Trust is monitored by NHSE/I through a monthly return. This is approved by 
the Director of Finance. In addition, the Trust has a monthly oversight meeting with the regional NHSE/I team to 
discuss financial performance (amongst other agenda items).  

1) The Trust is likely to remain in Recovery Support Programme financial special measures 
(FSM) until a balanced longer-term plan is developed
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REPORT TO: BOARD OF DIRECTORS (BoD) 

REPORT TITLE: PERINATAL QUALITY SURVEILLANCE TOOL (PQST) REPORT

MEETING DATE: 3 NOVEMBER 2022

BOARD SPONSOR: CHIEF NURSING AND MIDWIFERY OFFICER (CNMO): 
EXECUTIVE MATERNITY AND NEONATAL BOARD SAFETY 
CHAMPION

PAPER AUTHOR: INTERIM DIRECTOR OF MIDWIFERY
IMPROVEMENT AND TRANSFORMATION MANAGER

APPENDICES: APPENDIX 1: PERINATAL QUALITY SURVEILLANCE TOOL

Executive Summary:
Action Required: Decision Approval Information Assurance Discussion

Purpose of the 
Report:

• The purpose of this report is to assure the Board that maternity 
services are aligned to the key elements included within the 
perinatal quality assurance framework as defined by NHS England 
NHSE).

• This is in accordance with the standards set out in NHS Resolutions 
(NHSR) Maternity Incentive Scheme, Safety Action 9, which aims to 
continue to support the delivery of safer maternity care and 
Ockenden Report Recommendations.

Summary of Key 
Issues:

• The report confirms that the service is using the tool to the required 
standard, as set out in the NHS Implementing a Revised Perinatal 
Quality Surveillance Model Report December 2020, NHS 
Resolutions Clinical Negligence Scheme for Trusts (CNST) 
Maternity Incentive Scheme Year 4 - Safety Action Nine and 
Ockenden 1 Report Immediate and Essential Actions.

• The report includes the following key messages for the Board’s 
attention:
- 3 Serious Incidents (SIs) declared in September, one of which 

was reported as a gynaecological incident as an early 
pregnancy case.

- Compliance achieved across fetal monitoring and Newborn Life 
Support (NLS) this month for all clinically registered staff.

- The PRactical Obstetric Multi-Professional Training (PROMPT) 
mandatory training was hampered by the previously 
unscheduled Public Holiday, impacting 24 members of staff.

- Service user feedback themes included good care, delayed 
care, not getting pain relief, not listened to by staff, not feeling 
looked after, insufficient staffing. Your Voice is Heard has 
continued with 62.4% of women taking up the offer of a follow-
up call with a patient experience midwife 6 weeks after delivery 
of their baby.

- Safety Champion walkabout feedback continues to highlight 
staffing level issues in both midwifery and neonates, aligned to 
increased activity and acuity. Student midwives highlighted 
some of the differences between the 2 units, but reported that 
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they had maintained supernumerary status.
3. CNST compliance as previously reported remains reduced. All 

perinatal deaths eligible to be notified to Mothers and Babies: 
Reducing Risk through Audits and Confidential Enquiries across the 
UK (MBRRACE-UK) from 6 May 2022 onwards have been notified 
to MBRRACE-UK within seven working days BUT the surveillance 
information has not been completed within one month of the death 
for 3 cases. A further case listed on our Perinatal Mortality Review 
Tool (PMRT) falls under another Trust as they were the responsible 
Trust at birth.

NHSR has not provided any further information on this situation, 
although the submission date has now been moved to February.

Challenges remain around the ability of the anaesthetic team to support 
PROMPT due to their staffing challenges on both sites.

Ockenden compliance has improved in month to 97%.

Key 
Recommendation(s):

The Board of Directors is invited to:  
1. DISCUSS the contents of this report;
2. Receive ASSURANCE and NOTE that a monthly perinatal 

quality assurance report has been received, demonstrating full 
compliance in line with CNST standard and Ockenden 1 report, 
Immediate and Essential Action requirements; and

3. APPROVAL for the contents of this report to be shared through 
the Perinatal Quality Surveillance Model Framework with the 
Local Midwifery and Neonatal System (LMNS), Region and 
Integrated Care Systems.

Implications:
Links to ‘We Care’ Strategic Objectives:
Women and 
Families

Our people Our future Our 
sustainability

Our quality and 
safety

Link to the Board 
Assurance 
Framework (BAF):

BAF 32:  There is a risk of potential or actual harm to patients if high 
standards of care and improvement workstreams are not delivered, 
leading to poor patient outcomes with extended length of stay, loss of 
confidence with patients, families and carers resulting in reputational 
harm to the Trust and additional costs to care.
BAF 35:  Negative patient outcomes and impact on the Trust’s 
reputation due to a failure to recruit and retain high calibre staff.

Link to the 
Corporate Risk 
Register (CRR):

CRR 77: Women and babies may receive sub-optimal quality of care 
and poor patient experience in our maternity services.
CRR 122: There is a risk that midwifery staffing levels are inadequate.

Resource: N
Legal and 
regulatory:

Y NHSR, CNST, Ockenden 1.

Subsidiary: N
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East Kent Hospitals Perinatal Quality Surveillance Reporting September 2022                                                                                                                                         

Month: 
September 2022

East Kent Hospitals Hospital NHS Trust Perinatal Quality Surveillance Reporting

Care Quality Commission (CQC) 
Maternity Ratings

Overall Safe Effective Caring Well-led Responsive

Requires Improvement Requires Improvement Requires Improvement Good Requires Improvement Requires Improvement

Maternity Safety Support Programme Yes Support Lead: Mai Buckley

Findings of review of cases eligible for 
referral to Healthcare Safety 
Investigation Branch (HSIB)

One case review was received in September which was for a Maternal Death. This review involved two trusts and Diabetic and GP services. Death referred to HM Coroner. 

The number of incidents logged graded 
as moderate or above and what actions 
are being taken.

Three serious incidents for September. 

1. William Harvey Hospital (WHH) in relation to a clinical care, escalation and misinterpretation of a cardiotocograph (CTG).  
2. Regarding a woman who planned for care at the WHH but attended Queen Elizabeth the Queen Mother Hospital (QEQM) due to divert. There were concerns regarding clinical care planning 

in the antennal period. 
3. Early pregnancy care whilst under the care of gynaecology, however present within the maternity figures due to the Integrated Care Board (ICB) categorisation.

Themes from reviews of perinatal 
deaths

Three stillbirths occurred within September and all of which have been reviewed as part of the Multi-disciplinary Team (MDT) rapid review process. All three are being further reviewed as part of the 
PMRT process collaboratively with the families.

One neonatal death occurred in September relating to a premature baby at the WHH. This case has been declared a serious incident and being investigated by child health. This also meets the 
threshold for PMRT and will be investigated also collaboratively through this process. 

100% of perinatal mortality reviews 
include an external reviewer

There were no perinatal mortality reviews completed during this period.

Training compliance for all staff groups 
in maternity related to the core 
competency framework and wider job 
essential training.

 PROMPT                                                                               Mat Leave and LTS Removed

     

Fetal Monitoring                                                                        Mat Leave and LTS Removed   

Issues
Not meeting PROMPT Training compliance for Acute Midwives or 
Maternity Support Worker (MSW) staff groups, even with Maternity 
Leave and Long-Term sickness removed. One session cancelled during 
September due to unexpected bank holiday, impacted 24 members of 
staff. 

Anaesthetic compliance will not be met for CNST Year 4 unless a 
bespoke session is provided. If this is decided then it will impact on 
Anaesthetic staff attendance throughout the remainder of the year and 
MDT compliance.

PROMPT equipment gaps to enable each individual staff member 
demonstrates competency. Equipment ordered but not yet received

Workforce gaps remain in the MDT Training Faculty, due to sickness 
and vacancy
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NLS                                                                                            Mat Leave and LTS Removed

    

Minimum safe staffing in maternity 
services to include obstetric cover on 
the delivery suite, gaps in rotas and 
midwife minimum safe staffing planned 
cover versus actual prospectively

1 to 1 care in Labour (target 100%)
Month QEQM WHH
April 99.1% 100%

May 99.2% 99.5%
June 98.6% 98.4%
July 98.1% 98.1%
August 99.3% 97.7%
September 100% 97.2%
Total Average 99% 98.4%

Supernumerary Maintained (target 100%)
Month QEQM WHH
April 100% 97.8%
May 99.4% 98.5%
June 99.2% 92.2%
July 98.7% 92.9%
August 99.4% 96.5%

September 99.4% 95.7%
Total Average 99.3% 95.6%

Midwifery Workforce

Community
Overall vacancy = 7.3

QEQM
Overall vacancy = 4.9 Whole Time Equivalent (WTE)
Combined figures for Midwifery Led Unit (MLU) and the main unit on 
H-Roster for September 2022

Demand RM:  64.5% WTE 
Available: 47.21% WTE
Unfilled substantive: 23.81%   however, overall Difference: 17.29% 
WTE because of Bank/NHS Professionals (NHSP) cover

Establishment Report up to November - December 2022

Band 7   17 WTE budget   current establishment 14.99 WTE  
Vacant 2.1 WTE   
Action:  1 WTE on TRAC interview on 14.10 22

Band 6 : Budget 55.31 WTE current establishment 46.93 WTE   
Vacancy: 8.3 WTE      
Action: No plans for further recruitments because of the upcoming 
band 5’s uplift to 6

Band 5 : 7.4  WTE  budget, 12.3 WTE current establishment

Obstetric Workforce -

WHH
No incidences of Royal College of Obstetricians and Gynaecologists 
(RCOG) aligned nonattendance -escalation
Training attendance - no concerns but safeguarding generally low 
and is being addressed

Consultant
3 vacancies - 3 adverts recently closed, 1 no applicants (re-opened),  
for other 2 no applicants shortlisted but 1 post has 3 so should be 
able to shortlist
2 cons not doing on call due to health issues
(total 4 on call slots not covered)
Ongoing discussion re options to cover in short and long term

Specialty Doctors
1 spec Dr vacancy - appointed and awaiting start date

New trainees arriving 5 October

Middle Grades
1x reg 80% 
1 due to go on mat leave very soon
2 spec Drs appointed due to anticipated gap.
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Over established by 4.7 WTE 
Action: No plans for further recruitments because of the upcoming 
band 5’s uplift to 6

WHH
Overall vacancy = 10.4 WTE
The table below shows the workforce Red Flags-indicators that there 
may not be clinical sufficient staff. Red flags reduced from 51 in July 
to 14 in September 22

The quality of this data is dependent on reporting compliance being 
above 80%. This was achieved only on the QEQM Labour Ward 
acuity data entry and so work to understand cause of this drop is 
required.

Type of Red Flag FF KIN QLAB WLAB Total 
Delay between admission for induction 
and beginning

0 0 1 2 3

Coordinator not able to maintain 
supernumerary

0 0 1 5 6

Delay in providing pain relief 0 0 0 1 1
Delayed or cancelled time critical activity 0 0 0 0 0
Any occasion when 1 midwife is not able 
to provide 1:1 Care in Labour

0 0 0 2 2

Missed or delayed care 0 1 0 0 1
Delay between presentation and triage 0 0 0 1 1
Delayed recognition of and action on 
abnormal vital signs

0 0 0 0 0

Full clinical examination not carried out 
when presenting in Labour

0 0 0 0 0

Missed medication during an admission 
to hospital

0 0 0 0 0

Total 0 1 2 11 14

Senior House Officer (SHO)
SHO level 2 gaps - at shortlisting stage, plus some on LTFT.

QEQM

SHO (9 posts)
Fully Staffed (two Less than full time)

Middle grade Rota (9 Posts) 
Two vacant posts – one appointed to other out to advert

Consultant (14 on on call rota) – 
Two vacant posts (struggling to fill advertised on multiple occasions 
since Dec 2021)
Two unable to fulfil on call duties but working otherwise
One on long-term sick leave - may be back soon but anticipate 
phased return and need for ongoing on call cover.

Friends and Family Test (FFT) 
Feedback FFT Main Themes September 2022 (collated on 3 October) Actions

69 positive comments
Positive experiences and Named staff in comments - 23 members of staff named
Good care/ compassionate/ friendly staff - majority of positive comments
Good comments for Hearing screening -14 comments

Reported back to staff via personalised email and new posters on the wards, hard to define good care
Hearing screening manager is aware of the results

Lack of care at night on wards Discussed with Ward manager- more agency staff at nights than day. Will be addressed through essential 
rounding

Unclean ward and rooms - blood, dirt and dust both labour and postnatal areas Discussed with Head of Midwifery (HOM) about the cleaning will be addressed through quality rounds, CNMO 
raised with 2gether Support Solutions (2gether) quality audits to be undertaken 

Long discharge process Discussed with Ward manager and HOM to understand processes and where can be improved
Delay in care e.g. answering buzzer, having medication, bedding changed Maternity essential rounding is being commenced shortly 
Dated facilities Maternity improvement plan around estates in progress
Delay in pain relief, postnatal and labour A working task and finish group was set up by the Post Event Messaging (PEM) team around analgesia and 

guidelines were looked at. Tasks have been set and maternity essential rounding will help with the delay in 
analgesia in PN ward. Alternative methods will be examined. 

Late telephone appointment Discuss with consultants, and address through antenatal working group
Delay in test results Need to understand further which aspects this relates to i.e. in hospital or in community, so processes can be 

strengthened
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Service user feedback Service User Feedback Themes Actions

Your Voice is Heard – September Patient experience midwives are looking at feedback from these conversations and see if themes are re-
occurring and how to improve these themes

122 Staff mentioned in a positive way Feedback to staff and their line managers via email 
Any Staff mentioned negatively Feedback to relevant Matron and Professional Midwifery Advocate (PMA) lead
The main themes that have come up so far:

• Most of the comments have a positive comment
• Hard to get hold of Community midwife- lack of communication
• Lack of pain relief in PN ward
• Night staff issues

Working group has been established to improve the offer and provision of analgesia.
Essential rounding in place to ensure women are heard
Need to develop a plan around the communication with community midwives

Maternity Voice Partnership

Not reading notes before talking to patients and having upsetting comments said Will feed back to relevant HOMs. 

Number of Formal Complaints There were 2 formal complaints for maternity services during September
Date 
Received Location Site Theme Description

15/09/2022 Folkestone Ward WHH Delays Delays in receiving treatment

26/09/2022 Labour Ward QEQM Surgical management Difficulties during procedure

Number of Patient Advice and Liaison 
Service (PALS)

There were 5 PALS for maternity services during September

Date 
Received Referral By Site Theme Description

06/09/2022 Help line QEQM Communication

Client overheard midwives discussing issues regarding no doctors / consultants being on duty to report on scans, midwives 
left to do this which is not the normal procedure. Client has a high risk pregnancy and hearing this has made her extremely 
worried and anxious.

26/09/2022 E-MAIL QEQM
Unhappy with 
Midwifery Care

Received an email from the client unhappy with the midwife care she is receiving and would like to speak to someone from 
the midwife team 

02/09/2022 E-MAIL WHH Enquiry Client has concerns about an incident in 2020, initial complaint was sent to another hospital outside EKHUFT.

20/09/2022 E-MAIL WHH Communication
Client is concerned that they have not had a call from their consultant and that their telephone number is wrong.  Client is 
anxious that they have not had any help and concerned about any repercussions.

27/09/2022 E-MAIL

Kent & 
Canterbury 
(K&C)

Guidance on current 
pregnancy care 
following previous 
loss

Spoke to client sadly lost a baby at 18 weeks in November 2021.   She is now 4 weeks pregnant and had to do a self-
referral and had to request her own medications.   Called to maternity triage and told would not be seen until 12 weeks.  She 
was assured if she became pregnant again she would be offered an early scan.   She has had to pay private and there are 
concerns.   She has now seen someone 28.9.22 on the ward and they are now arranging a scan today.  

Listening to women engagement 
activities and evidence of co-production

Your Voice is Heard September Data
• Listened to 318 Service Users
• Response rate (62.4%) 
• Happy to return to EKHUFT 92.8% 
• Positive about antenatal care 91.6%
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• Positive about labour Care 92.6%
• Positive about Postnatal care 88.1%

Current Coproduction work includes:
• Development of the Personalised Care and Support Plan
• Patient Information Review Workstream
• LMNS Ockenden Evidence Peer Review
• Maternity Voices Partnership (MVP) Attendance at Maternity and Neonatal Assurance Group (MNAG) and invited to Care Group Governance

Staff feedback from frontline safety 
champions and walk-abouts

Safety Discussions/Themes Actions

Student Forum 28 September

1. Overall from those that attended, people felt supported and no one had experienced 
any situation where they did not feel supernumerary. Explained how in recent weeks 
we have been doing some communication with the teams to ensure everyone 
understands the importance of this but also understands what it means. 

We discussed how some people had not had continuity of PS, and how some had 
been signed off by a PA who had not previously worked with them. Everyone 
explained how it was not an expectation to have just 1 PS but a preference was 
expressed that if this could be limited to perhaps 2- 3 during placement. This was felt 
to be more of an issue at WHH, but everyone recognised that staffing had been a 
significant contributing factor

Explained how staffing challenges would improve during November as the newly 
qualified midwives are counted in the numbers, but that also we have faced high 
levels of maternity leave in some areas.

Agreed how this was impacting on time being found to discuss cases with students 
during the course of a shift with their PS

2. Updated regarding the fact we are out to advert for a full time Band 7 whose role will 
be dedicated fulltime across site to supporting students, and which will complement 
existing team. Hopefully this will help to address some of the points above

3. IT access continues to be a challenge

4. Issue raised around the use of nipple shields on the postnatal ward

5. The 3rd year students at the WHH reported that they are now going to be attending 
PROMPT. Those at QEQM had not heard

6. We discussed the impact of the investigation report and I agreed to set up a virtual 
meeting on the 2 November for students to go through the findings and what we are 
doing about them

7. One concern that only allocated night shifts on postnatal limiting sign off for some 
elements

1. Director of Midwifery (DOM) will work with the teams to see how this can be addressed at 
WHH, and have already raised with the WHH HOM.

2. Following the meeting I caught up with lead for the recruitment. We have had a number of 
applicants and she has agreed with the university that for the stakeholder event we should 
have 2 students 

3. DOM will follow up with team working with IT on a potential solution

4. DOM met the infant feeding leads straight after the meeting, and they are following up on 
this. They have asked that of this happens can details of the woman be sent to DOM or 
them so they can assess the appropriateness. There are times when this is suitable. We 
are also going to ensure the training you are receiving around this is in line with current 
practice

5. I have emailed team to follow up and make sure this is offered on both sites

6. DOM will send out the invite shortly

7. DOM has followed up with WHH HOM
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8. Confirmed that all the third year students would be offered posts as we did this year, 
on successful completion of their midwifery training. I will be sending the letters to 
you all in October.

8. Letter ready, just need to confirm contact details for all 3rd years.

Theme from walkabouts across all sites

1. Feedback to Board Safety Champion that staff want further communication to 
understand how to field any questions in relation to the pending publication of the 
Independent Report 

2. The main concern in September remained staffing

Actions 

1. Further virtual sessions planned in lead up and post to keep staff informed, 
Communication team organising on site sessions to support handling outside enquiries.

2. Continuation of recruitment and workforce plans.  
Neonatal Walkabout Feedback

1. Nursing staff numbers appear to have gone down: combination of retirement and 
some staff member on sick leave. 

2. Low morale among staff members: 
3. Two trainee registrars need significant support.  
4. Consultant does not have on-call room. They are coming much more frequently 

during out of hours and often have no place to take rest. 
5. Teaching of medical students - 
6. Cooling equipment ordered did not come with stand as requested. Apparently, EME 

approved it without consulting neonatal staff.  
7. Chest drain box not properly connected after insertion of chest drain. 

Actions
1. Junior staff are being recruited 
2. Staff know how to seek support 
3. Discussed with neonatal consultant group and it has been agreed to buddy them with 

another registrar when they are on-call shifts until they are deemed competent. 
4. Action to be agreed
5. Appear to be getting better

 
6. Neonatal Safety Champion will ask clinical technologist to investigate it further. 
7. Neonatal Safety Champion will speak to practice development nurse to ensure staff is 

regularly updated/trained.  

Progress in achievement of CNST 10 
Safety Standards

Safety Action Rational for Red/Green status BRAG status (not 
due to deliver until 
30 June 2022)

1. Use of the National Perinatal Mortality Review Tool 
to review perinatal deaths to the required standard

Standard ai) All perinatal deaths eligible to be notified to Mothers and Babies:  Reducing Risk through Audits 
and Confidential Enquiries across the UK (MBRRACE-UK) from 6 May 2022 onwards have been  notified to 
MBRRACE-UK within seven working days BUT the surveillance information has not been completed within one 
month of the death for 3 cases on births in our trust. Mitigations have been put in place. The PMRT Lead MW 
has been off on unplanned absence and is leaving the trust. The role is to be appointed to as a matter of 
urgency and a Maternity Warning and Control System (MWACS) PMRT Patient tracking list is being developed.

2. Submitting data to the Maternity Services Data Set 
to the required standard

This Safety Action is made up of 7 standards and the Trust is currently compliant in standards 1 to 6
Standard 1-Digital Strategy has been developed and presented through September MNAG Governance and 
October Trust Board (TB). Requires LMNS and Integrated Care Board (ICB) approval which is being arranged 
through an extraordinary meeting.
Standard 2- requires us to meet 9 out of 11 Clinical Quality Improvement Metrics (CQIMs). July Scorecard 
shows us meeting 11/11.
Criteria 7 is not being met which is the continuity of carer metric, as we don’t have any women on a Continuity of 
Carer (CoC) pathway. This has been raised with NHSR who have advised this will be removed from the 
scorecard.

3. Demonstrating transitional care services to support 
the recommendations made in the Avoiding Term 
Admissions into Neonatal (ATAIN) units 
Programme 

Transitional Care actions from audit findings are to be agreed. 
ATAIN admissions 3.5% which remains well below the National target of 5%
Quarter 1 report submitted for October MNAG

4. Demonstrating an effective system of clinical* 
workforce planning to the required standard 

Year 4 Action plan developed which also includes Neonatal Nursing actions from year 3, which require 
significant investment to increase the workforce-also will be required to meet Ockenden 2 Neonatal Actions. 
Audits against British Association of Perinatal Medicine (BAPM) standards are in progress and demonstrate 
compliance.
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Audits against Anaesthetic standards are complete and show compliance.
Clinical Workforce Papers are being submitted to MNAG for October reporting

5. Demonstrating an effective system of midwifery 
workforce planning to the required standard?

Supernumerary status 97.8% and 1:1 care in labour 98.3% which remains under the required standard of 100%-
action plan has been incorporated into the workforce workstream. 

6. Demonstrate compliance with all five elements of 
the Saving Babies’ Lives care bundle (SBLCB) 
Version 2

Safety Action 6: Can you demonstrate compliance with all five elements of the Saving Babies’ Lives care 
bundle Version 2?
5 Elements of SBLCBV2 RAG Risks

ELEMENT 1: Reducing 
smoking in pregnancy

CO monitoring at 36 weeks is 79.2%.
Note: The Trust board should receive
data from the organisation’s MIS evidencing an average of 80%
compliance over a four month period (i.e. four consecutive months
in during the Maternity Incentive Scheme (MIS) year 4 reporting 
timeframe). The period of May to August was over the 80% and the 
average of the last 4 months is currently 81.8%
An action plan is in place to achieve over 90%. 

ELEMENT 2: Risk 
assessment, prevention and 
surveillance of pregnancies 
at risk of fetal growth 
restriction

Risk assessments completed at booking 98.1% compliance and 
appendix D scanning schedule followed.
Uterine artery Dopplers (UtAD) Implementation 2 February 2022. 
NHSR Clarification sought regarding risk assessment at 20 weeks 
recorded at scan.

ELEMENT 3: Raising 
awareness of reduced fetal 
movement

Compliance 93.6% (requirement 80%) for women attending with 
reduced Fetal Movements having Computerised CTGs and 88.7% 
receive Reduced Fetal Movements Information Leaflet. Action plan 
in place to achieve over 90%

ELEMENT 4: Effective fetal 
monitoring during labour

Compliant 89.7% for Community Midwives- even once Maternity 
leave and Long-Term Sick is removed.

ELEMENT 5: Reducing 
preterm births

Not meeting Steroid and Magnesium Sulphate standards. This is a 
recognised National challenge- will not fail if isn’t achieved. Action 
plan and Mat Neo Quality Improvement work in progress to support

7. Demonstrate that you have a mechanism for 
gathering service user feedback, and that you 
work with service users through your Maternity 
Voices Partnership to coproduce local services

Process for expenses to be reimbursed by MVP members is being explored by Children’s Commissioner. 
MVP Work Plan to be signed off by the LMNS

8. a. Evidence that a local training plan is in place to 
ensure that all six core modules of the Core 
Competency Framework will be included in your 
unit training programme over the next 3 years, 
starting from the launch of MIS year 4? 
b. In addition, can you evidence that at least 90% 
of each relevant maternity unit staff group has 
attended an ‘in house’, one-day, Multiprofessional 
training day which includes a selection of maternity 
emergencies, antenatal and intrapartum fetal 
surveillance and newborn life support, starting 
from the launch of MIS year 4

Anaesthetics have put in place an interim arrangement to support both delivering this training as part of the 
faculty and also for their teams to attend training to meet training compliance requirements going forward.
Will not meet CNST Year 4 unless 30 new Anaesthetist that started in September have attended PROMPT 
training but the consequence of this is that Anaesthetists would still need to be present at sessions throughout 
the remaining year for there to be MDT representation.
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9. Demonstrate that there are robust processes in 
place to provide assurance to the Board on 
maternity and neonatal safety and quality issues

Midwifery Continuity of Carer update provided in the Biannual Workforce paper. Plan submitted to the LMNS 
and standardised data document submitted.
Aiming for launch in Quarter 4 2022/23 if building blocks are in place.
Safety Champion Walkabout, feedback sessions continue monthly on each site. Actioning of concerns are 
captured in a repository and themes are included in PQST report. MatNeoSip work is aligned to the Preterm 
Optimisation National Driver and is supported by the Safety Champions. A workshop is being held 17 October 

10. Reporting 100% of qualifying 2019/20 incidents 
under NHS Resolution Early Notification scheme

New reporting process in place from 1 April requiring cases to be referred through the Trust Legal Team to 
NHSR. Maternity will continue to also refer all relevant cases to HSIB.  Process agreed to ensure reporting with 
Legal and Maternity Teams

Proportion of midwives responding with 
AGREE or Strongly Agree on whether 
they would recommend their Trust as a 
place to work or receive treatment 
(reported annually)

Proportion of specialty trainees in 
obstetrics and gynaecology responding 
with AGREE or Strongly Agree on 
whether they would recommend their 
Trust as a place to work or receive 
treatment (reported annually)

No new reports are available
  

Outstanding Ockenden 
recommendations

97% compliant
We have 4 outstanding actions which fall into 3 themes shown below. The table shows percentage compliance and Questions these relate to.

1. 3 actions are around Personalised Care and Support Plans-these are being codeveloped with LMNS and should be in place by Q2
2. 1 action-Risk assessment of Guidelines not following National Institute for Health and Care Excellence (NICE)-Physiological Interpretation and Induction of Labour (IOL)-Governance team 

aware of this need

IEA No: Phase 2 
score

Current 
compliance 
following LMNS 
Peer review May 
2022

Areas now compliant since Phase 2 Outstanding Actions

1: Enhanced Safety 81% 100% PMRT Audit and 100% compliance in 
external reviewer and parent notified. 
PQST structures are now in place

All actions closed

2: Listening to Women 
and Families

88% 100% Q13.1, Q15.1 Coproduction plan 
developed and approved. Evidence of 
embedding presented through peer 
review and approved- close actions

All actions complete and closed
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3: Staff Training and 
Working Together

72% 100% LMNS Standard Operating Procedure 
(SOP) in place

TNA Approved at Trust Level

Q17.2 and Q23.2 LMS reports showing 
regular review of training data 
(attendance, compliance coverage) and 
training needs assessment that 
demonstrates validation describes as 
checking the accuracy of the data.

Q21.3 LMS reports showing regular 
review of training data (attendance, 
compliance coverage) and training needs 
assessment that demonstrates validation 
describes as checking the accuracy of 
the data. Where inaccurate or not 
meeting planned target what actions and 
what risk reduction mitigations have been 
put in place.

4: Managing Complex 
Pregnancy

86% 100% Q29.1 Agreed Maternal Medicine (MM) 
Pathways

Q29.2 Criteria for referrals to Maternal 
Medicine Centre (MMC)

5: Risk Assessment 
Throughout Pregnancy

73% 83% Definition of antenatal risk assessment 
as per NICE guidance in place

Q30.2, Q31.3, Q33.3 Personalised Care and Support plans are not in place-LMNS 
Coproduction Work in progress.

6: Monitoring Fetal 
Wellbeing

67% 100% Fetal monitoring leads involved in 
adverse outcome reviews, run regular 
sessions and raise the profile of fetal 
wellbeing monitoring now evidenced 

Trainee Nursing Associates (TNA) Trust 
Level sign off

Fully implemented

7: Informed Consent 50% 100% Gap analysis has been completed and 
plan to improve in place 

Q43.1 Coproduction Plans-Coproduction 
plan in place and evidence of embedding 
peer reviewed and approved 

Q41.1 Women must be enabled to 
participate equally in all decision-making 
processes. An audit of 1% of notes 
demonstrating compliance. 

Q42.1 An audit of 5% of notes [or a total 
of 150 which is ever the least from 
January 2021] demonstrating 
compliance, this should include women 

07.09.22 Presented audit findings supported by YVIH findings and next step actions in a 
narrative paper to LMNS Peer Review Panel. After much discussion it was agreed that the 
action had been met in terms of an audit taking place but that the audit alone did not 
demonstrate that there was compliance against the actual recommendation. It was agreed that 
the action could be approved as met but as a system there would be an agreed approach to 
take forward this work supported by existing workstreams i.e. Personalised Care and Support 
Planning (PCSP)
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who have specifically requested a care 
pathway which may differ from that 
recommended by the clinician during the 
antenatal period, and also a selection of 
women who request a caesarean section 
during labour or induction. 

Workforce 70% 90% Clinical workforce evidence reviewed, 
relabelled and most recent reports 
added.

Q49.2 Evidence of risk assessment where NICE guidance is not implemented. 

Total 73% 97% 

Glossary

CQC: Care Quality Commission

CNST: Clinical Negligence Scheme for Trusts. An insurance scheme whereby NHS organisations pay an annual premium to mitigate against the cost of clinical negligence claims

CNST: Maternity Incentive Scheme. Aims to support the delivery of safer maternity care through an incentive element to trusts CNST insurance contributions. The maternity pricing is inflated by 10% which trusts are incentivised to recover 
through the delivery of 10 safety actions. 

DATIX: The trusts incident reporting system

ENS: Early Notification Scheme. FFT-Friends and Family Test. A quick anonymous survey for service users to give views after receiving care or treatment and for staff to feedback on whether they would recommend as a place to work or receive 
treatment.

HSIB: Healthcare Safety Investigation Branch. Independent investigation body tasked with carrying out investigations and reporting using a standardised approach without attributing blame or liability

IEA: Immediate and Essential Actions (in relation to the Ockenden Report Recommendations December 2020)

Kleihhauer test: A test performed to understand if there is any fetal blood in the maternal circulation on Rh-negative mothers. The test should be done and any subsequent Anti D immunoglobulin administered within 72 hours of delivery, 
sensitising event (i.e. abdominal trauma) or invasive procedure.

MIS: Maternity Information System. At East Kent we use Euroking as our MIS provider

MNAG: Maternity and Neonatal Assurance Group. Governance reporting forum.

MSDS: Maternity Services Data Sets. A patient level data set that captures information about activity carried out by Maternity Services relating to mother and baby(s), from the point of the first booking appointment until discharge from maternity 
services

MVP: Maternity Voices Partnership. A team of women and their families, commissioners and providers (midwives and doctors) working together to review and contribute to the development of local maternity care.

NLS: Neonatal Life Support Training

NHSR: NHR Resolution

Partogram: A tool used to monitor labour and prevent prolonged and obstructed labour focusing on observations related to maternal, fetal condition and labour progress.

PMRT: Perinatal Mortality Review Tool. Aims to support a standardised process of perinatal mortality reviews, learning reporting and actions to improve care across NHS maternity and neonatal units.

PROMPT: Practical Obstetric Multi-Professional Training. Covers the management of a range of obstetric emergency situations

SBLCBv2: Saving Babies Lives Care Bundle Version 2. A care bundle for reducing perinatal mortality

Uterine artery Doppler screening: An ultrasound scan that uses waveform analysis in the second trimester of pregnancy as a predictive marker for the later development of preeclampsia and fetal growth restriction. 
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REPORT TO: BOARD OF DIRECTORS (BoD)

REPORT TITLE: PERINATAL MORTALITY REVIEW TOOL (PMRT) 
QUARTERLY REPORT - Q2 2022/23

MEETING DATE: 3 NOVEMBER 2022 

BOARD SPONSOR: CHIEF NURSING & MIDWIFERY OFFICER (CNMO): 
EXECUTIVE MATERNITY AND NEONATAL BOARD SAFETY 
CHAMPION 

PAPER AUTHOR: INTERIM MATRON FOR MATERNITY QUALITY GOVERNANCE
INTERIM DIRECTOR OF MIDWIFERY

APPENDICES: APPENDIX 1: PMRT GENERATED BOARD REPORT 

Executive Summary:
Action Required: Decision Approval Information Assurance Discussion

Purpose of the 
Report:

• The purpose of this report is to assure the Board of Directors 
that all stillbirths and neonatal deaths are reviewed using the 
national electronic Perinatal Mortality Review Tool (PMRT).

• This is in accordance with the standards set out in NHS 
Resolutions (NHSR) Maternity Incentive Scheme which aims to 
continue to support the delivery of safer maternity care.

Summary of Key 
Issues:

• The report confirms that the service is using the tool to the 
required standard, set out in NHS Resolutions, Clinical 
Negligence Scheme for Trusts (CNST) Maternity Incentive 
Scheme Year 4, Safety Action One, and also identifies learning 
to improve. 

• During Quarter 2, there have been a total of 9 cases reported of 
which 7 were stillbirths and 2 neonatal deaths

• A PMRT generated Case List, pulled from the PMRT, shows the 
cases to date and their reporting stage. This has been shared 
with the Executive Board Safety Champion but because of 
sensitive information is not appended to this report. 

• Within the last quarter the Trust failed to complete the 
surveillance for two reportable cases. This was an oversight 
following members of the team leaving. 

• There was also a further case that was reported in Quarter 1 as 
compliant that then breeched surveillance in July of the Quarter 
2 reporting period. This totals 3 Trust cases that have 
breeched surveillance in the CNST Year 4 reporting period. A 
further case listed on our PMRT falls under another trust as 
they were the responsible trust at birth.

• There have been significant changes within the maternity 
governance team and the Trust no longer has a PMRT lead 
Midwife. 

• It has been agreed that the Bereavement Midwife will support 
the PMRT process alongside the Interim Maternity Quality 
Governance Matron which will mitigate the risk of missing cases 
moving forwards.

• The plan within the Care Group is to implement the North West 
Integrated pathway for bereavement care. Implementation of 
the pathway will aide with the resolution of some of the 
reoccurring themes identified through the PMRT review.  The 
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Head of Midwifery is leading a review of the bereavement 
pathway with service user’s involvement. An initial workshop 
with women was held on the 4 July 2022.

• Due to ongoing gaps within the workforce in the governance 
team, the bereavement guidance is currently out of date. 
However, the bereavement work referenced above will address 
this. Discussions around domestic abuse are often not 
documented, this is a national issue. Internally we will be 
liaising with the Euroking, Maternity Information Team around 
safe documentation that is not included on the printed 
summary.

• There are current staffing gaps with the bereavement midwives 
and presently we are unable to offer 7-day bereavement 
support or offer specialist bereavement support at the time of 
the death, in line with Ockenden recommendations for either 
our maternity or neonatal services. The transformation work led 
by the Head of Midwifery will address this. 

• There is 100% compliance with external reviewers at PMRT 
meetings, however, this is as a result of the bereavement and 
governance midwives from neighbouring trusts supporting one 
another.  Within the Trust and neighbouring trusts it has been 
noted the difficulty in sourcing an external obstetrician. The 
process for sourcing an external neonatologist works well with a 
trust buddying system.

• The Bereavement Midwives are key clinicians for PMRT 
reviews, and one of them now has the capacity to attend the 
monthly Multidisciplinary meetings 

• A streamlined process, consistent across both sites is required 
for feedback to families. Women at William Harvey Hospital 
(WHH) are offered a 6-week interim appointment to discuss 
initial findings and facilitate hearing the parents voice. This is 
not currently offered at Queen Elizabeth the Queen Mother 
(QEQM). As part of the improvement work we are undertaking 
this is being reviewed.  

• There are current gaps within the routine postnatal 
bereavement care and the bereavement Midwives are working 
alongside the working group to ensure the training provided to 
clinicians is all encompassing including learning from PMRT. 

• A streamlined process for continued support for families is 
required in situations when a review using the serious incident 
framework follows from the PMRT review, including duty of 
candour (DOC).

• The rapid review process has given a clear escalation process 
when care has been graded C or D using the PMRT. This 
should eliminate the confusion regarding duty of candour. In 
one case there was a delay in DOC being undertaken, however, 
this has now been undertaken and the process clarified with the 
management team. 

• The dedicated monthly PMRT meeting has enabled the     
reports to be completed in a much timelier manner.

Key 
Recommendation(s):

The Board of Directors is invited to:
1. NOTE that a Quarterly Perinatal Mortality Review Tool paper 

has been received for Q2 2022/23 in line with CNST 
requirements.
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2. NOTE that as outlined in the paper the service has not 
demonstrated full compliance due to failure to complete the 
surveillance forms for 3 cases over Q1 and Q2.

Implications:
Links to ‘We Care’ Strategic Objectives:
Women and 
Families

Our people Our future Our 
sustainability

Our quality 
and safety

Link to the Board 
Assurance 
Framework (BAF):

BAF 32:  There is a risk of potential or actual harm to patients if 
high standards of care and improvement workstreams are not 
delivered, leading to poor patient outcomes with extended length of 
stay, loss of confidence with patients, families and carers resulting 
in reputational harm to the Trust and additional costs to care.
BAF 35:  Negative patient outcomes and impact on the Trust’s 
reputation due to a failure to recruit and retain high calibre staff.

Link to the 
Corporate Risk 
Register (CRR):

CRR 77: Women and babies may receive sub-optimal quality of 
care and poor patient experience in our maternity services.
CRR 122: There is a risk that midwifery staffing levels are 
inadequate.
CRR 2742: (on neonatal RR) There is a risk that the Trust will not 
be able to provide responsive post bereavement care to bereaved 
parents in neonatal areas. 

Resource: N
Legal and 
regulatory:

Y NHSR, CNST, Ockenden.

Subsidiary: N
Assurance Route:
Previously 
Considered by:

Maternity and Neonatal Assurance Group.
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PERINATAL MORTALITY REVIEW TOOL QUARTERLY REPORT-Q1 2022/23

1. The purpose of report
1.1. The purpose of this report is to assure MNAG that all stillbirths and neonatal deaths 

are reviewed using the national electronic Perinatal Mortality Review Tool (PMRT).
1.2. This is in accordance with the standards set out in NHS Resolutions Maternity 

Incentive Scheme which aim to continue to support the delivery of safer maternity 
care.

2. Executive summary
2.1. The report confirms that the service is using the tool to the required standard, set out 

in NHS Resolutions (NHSR), CNST Maternity Incentive Scheme Year 4, Safety 
Action One, and also identifies learning to improve.

2.2. A report was last received by this Group for Quarter 1 in April 2022 for the reporting 
period of April, May and June 2022.

2.3. The time period, for this quarterly reporting to Trust Board, is from 1 July to 30 
September 2022 and includes 9 cases.

2.4. A PMRT Generated Board Report (Appendix 1) provides a summary of all reviews 
carried out using the tool during this reporting period (no cases or actions to report).

2.5. As cases are reported through the PMRT tool, reports are generated and presented 
using the PMRT Tool.

2.6. A PMRT generated Case List, pulled from the PMRT, shows the cases to date and 
their reporting stage. This has been shared with the Board Safety Champion but 
because of sensitive information is not appended to this report. 
This detail is captured against each standard below and shows100% compliance.

2.7. The current standard as received from NHSR May 2022 relaunch of CNST Year 4 is 
detailed below:

Safety action 1: Are you using the National Perinatal Mortality Review Tool to review 
perinatal deaths to the required standard?

No Standard Current 
Compliance

ai) All perinatal deaths eligible to be notified to Mothers and Babies:  
Reducing Risk through Audits and Confidential Enquiries across the 
UK (MBRRACE-UK) from 6 May 2022 onwards must be notified to 
MBRRACE-UK within seven working days and the surveillance 
information where required must be completed within one month of 
the death. Deaths where the surveillance form needs to be 
assigned to another Trust for additional information are excluded 
from the latter.

Not met

aii) A review using the PMRT of 95% of all deaths of babies, suitable 
for review using the PMRT, from 6 May 2022 will have been started 
within two months of each death. This includes deaths after home 
births where care was provided by your Trust

Met

b)  At least 50% of all deaths of babies (suitable for review using the 
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PMRT) who were born and died in your Trust, including home 
births, from 6 May 2022 will have been reviewed using the PMRT, 
by a multidisciplinary review team. Each review will have been 
completed to the point that at least a PMRT draft report has been 
generated by the tool within four months of each death and the 
report published within six months of each death.

Met

c) For at least 95% of all deaths of babies who died in your Trust from 
6 May 2022, the parents will have been told that a review of their 
baby’s death will take place, and that the parents’ perspectives and 
any questions or concerns they have, have been sought. This 
includes any home births where care was provided by your Trust 
staff and the baby died either at home or in your Trust. If delays in 
completing reviews are anticipated, parents should be advised that 
this is the case and given a timetable for likely completion. Trusts 
should ensure that contact with the families continues during any 
delay and make an early assessment of whether any questions they 
have can be addressed before a full review has been completed; 
this is especially important if there are any factors which may have 
a bearing on a future pregnancy. In the absence of a bereavement 
lead ensure that someone takes responsibility for maintaining 
contact and for taking actions as required.

Met

d) Quarterly reports will have been submitted to the Trust Board from 
6 May 2022 onwards that include details of all deaths reviewed and 
consequent action plans. The quarterly reports should be discussed 
with the Trust Maternity Safety and Board level Safety Champions

 Met

3. Safety Action 1 Quarterly Report Covering period July, August and September 
2022

3.1. The time period, for this quarterly reporting to Trust Board, is from 1 July to 30 
September 2022 and includes 7 stillbirths and 2 neonatal deaths. The compliance 
against standards sections relates to cases from 1 July 2022.

3.2. A PMRT Generated Board Report (Appendix I) provides a summary of all reviews 
carried out using the tool during this reporting period-there were no reviews during 
this period.

3.3. As cases are reported through the PMRT tool, reports are generated using the PMRT 
Tool and learning disseminated through the monthly perinatal mortality meetings.

3.4. A PMRT generated Case List, pulled from the PMRT, shows the cases to date and 
their reporting stage. This has been shared with the Board Safety Champion but 
because of sensitive information is not appended to this report. 
This detail is captured against each standard below and shows compliance in all 
areas with the exception of Standard ai).

4. Compliance against standards required 
4.1. Standard ai) All perinatal deaths eligible to be notified to MBRRACE-UK from 6 May 

2022 onwards must be notified to MBRRACE-UK within seven working days and the 
surveillance information where required must be completed within one month of the 
death.
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Quarterly Reporting 
period 01 July 2022 
– 30 September 
2022

Number 
of Cases

Cases reported 
to MBRRACE-
UK within 7 days

Surveillance 
completed within 
one month

% Compliance 
within standard 
timeframe

Stillbirths 7 7 5 71% for 
surveillance.

100% for 
reporting

Neonatal Deaths 2 2             2 100% for 
surveillance.

100% for 
reporting

4.2. Standard aii) A review using the Perinatal Mortality Review Tool (PMRT) of 95% of 
all deaths of babies, suitable for review using the PMRT, from 6 May 2022 will have 
been started within two months of each death. This includes deaths after home births 
where care was provided by your Trust.

Reporting period 01 July 
2022 – 30 September 2022

Number of Cases Number of 
PMRT Started

% Compliance 
within standard 
timeframe

Stillbirths 7             7 100%
Neonatal Deaths 2 2 100%

4.3. Standard b) At least 50% of all deaths of babies (suitable for review using the 
PMRT) who were born and died in your Trust, including home births, from 6 May 
2022 will have been reviewed using the PMRT, by a multidisciplinary review team. 
Each review will have been completed to the point that at least a PMRT draft report 
has been generated by the tool within four months of each death and the report 
published within six months of each death.

Reporting period 01 July 2022 
– 30 September 2022

Number of 
Cases

Draft Report 
Generated

% Compliance 
within standard 
timeframe

Stillbirths 7 0 100%
Neonatal Deaths 2 0 100%
Overall 100% compliant against this standard

• All deaths have had an initial review by a multi-disciplinary team. 
• All of the deaths have had a final multi-disciplinary review with an external auditor at 

the PMRT monthly meeting.
• The learning from the review is disseminated to the wider team at the monthly 

perinatal mortality and morbidity meetings in the usual way, and themes reported 
through to the monthly Women’s Health Governance Meeting.

4.3.1. Opportunities for improvement
• Overall perinatal review attendance numbers are good, but there is still work to be 

undertaken to ensure that the review team includes all of the clinicians recommended 
by MBRRACE. If the required staff had this as part of their identified role it is thought 
that there would be improved commitment, availability and ownership, as part of the 
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improvement work being undertaken with the bereavement pathways this is being 
included. 

• As the role of the PMRT process is becoming recognised more families are asking 
for copies of the review. MBRRACE advise the findings of the review are shared with 
the families in a letter and give examples of how this should look. The Trust are 
currently reviewing the letters that are being sent to ensure that this is reflect.  Clarity 
of who should write and approve these letters will be addressed through the 
improvement of the overall governance processes.

• It remains challenging for the Bereavement Midwives, who are required clinicians 
identified by MBRRACE, to attend the review meetings. There is no current 7 day a 
week bereavement service, therefore specialist bereavement care is currently not 
offered from the point of the loss. Mothers are returning home after diagnosis of the 
loss to await induction of labour with no named point of contact for support during this 
time, however they are given the details of the labour ward and they are advised to 
contact the team with any queries, questions or concerns.

• A wider group of clinicians willing to support with action planning would be valuable 
as the actions which would make lasting change require group ownership.

• Administrative support is currently being established within the governance team to 
aide with the preparation recording all discussions and documenting.

4.4. Standard c) For at least 95% of all deaths of babies who died in your Trust from 6 
May 2022, the parents will have been told that a review of their baby’s death will take 
place, and that the parents’ perspectives and any questions and/or concerns they 
have about their care and that of their baby have been sought. This includes any 
home births where care was provided by your Trust staff and the baby died either at 
home or in your Trust. If delays in completing reviews are anticipated parents should 
be advised that this is the case and be given a timetable for likely completion. 
Trusts should ensure that contact with the families continues during any delay and 
make an early assessment of whether any questions they have can be addressed 
before a full review has been completed; this is especially important if there are any 
factors which may have a bearing on a future pregnancy. In the absence of a 
bereavement lead ensure that someone takes responsibility for maintaining contact 
and for taking actions as required.

4.4.1. All parents are advised by the Bereavement midwives or PMRT Lead midwife of the 
reviews and their perspectives and concerns are included in the report. 

4.4.2. Opportunities for improvement

• MBRRACE advise that parents should be informed of the review prior to discharge from 
the hospital and at present this is not happening. This will be addressed as a part of the 
improvement work that the care group is undertaking in relation to the bereavement 
pathway. Streamlining the PMRT process to ensure parents are aware of the review and 
anticipating a call would be better received by families. Having one key contact as 
advised by MBRRACE would give streamline the process for families, particularly when 
there are multiple investigations and different clinicians collecting parents’ questions. 

• Where families have agreed to be visited at home as part of the review process, their 
engagement has been more comprehensive and has offered more learning opportunities 
for the Trust. Opportunity to provide this more widely or offer the 6 weeks follow up 
across both sites with bereavement midwife/PMRT midwife attendance would offer more 
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opportunity for parental involvement, answer their questions, offer support and may 
enhance learning.  

           
4.5. Standard d) Quarterly reports will have been submitted to the Trust Board from 6 

May 2022 onwards that include details of all deaths reviewed and consequent action 
plans. The quarterly reports should be discussed with the Trust maternity safety and 
Board level safety champions.

4.5.1. We are 100% compliant against this standard.
Quarterly reports have been submitted to the trust Board that include details of all 
deaths reviewed and consequent action plans – completed to date.

5.       Lessons learned from reviews completed 1 July to 30 September 2022

There were no reviews completed during this period.

PMRT actions are captured within the maternity improvement plan, monitored via the 
Maternity and Neonatal Assurance Group, so that lessons learned from all cases can 
be thematically reviewed and aligned to workstreams of improvement.

5.1. PMRT Issues themes Extract for East Kent Hospitals University NHSFT from 
reviews of deaths completed between 1 July 2022 and 30 September 2022

5.1.1. As previously reported, a key area of improvement is the updating of the 
bereavement guidance and Pathway. A working group is established and a co-
produced plan has been developed, supported by the improvement in the workforce 
model.

6. Next Steps

6.1. Review job role of the bereavement midwife has been completed and a new 
workforce model is being progressed to improve the support for bereaved women 
across the week.

6.2. Implement the approved PMRT process to ensure follow up arrangements are clear 
and consistent across both sites.

6.3. Ensure action plans are agreed by the multidisciplinary group and a robust process is 
in place to ensure the actions are completed.

6.4. Improve parental involvement in the review process by ensuring parents are informed 
of the review prior to discharge from the hospital, and a key contact is identified to 
support parents through the review process.

6.5. A review of the bereavement pathway has been completed in partnership with a 
number of bereaved families benchmarked against the North West Pathway.
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PMRT - Perinatal Mortality Reviews Summary Report
This report has been generated following mortality reviews which were carried out using

the national Perinatal Mortality Review Tool
East Kent Hospitals University NHSFT

Report of perinatal mortality reviews completed for deaths which occurred in the period:

1/7/2022 to 30/9/2022

There are no published reviews for East Kent Hospitals University NHSFT in the period from
1/7/2022 to 30/9/2022

Report Generated by: Jayne-Marie Hollister
Date report generated: 30/09/2022 10:53
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REPORT TO: BOARD OF DIRECTORS (BoD)

REPORT TITLE: CLINICAL NEGLIGENCE SCHEME FOR TRUSTS (CNST) 
MATERNITY INCENTIVE SCHEME YEAR 4 
SAFETY ACTION 3: TRANSITIONAL CARE (TC) SERVICES TO 
MINIMISE SEPARATION OF MOTHERS AND THEIR BABIES 
AND TO SUPPORT THE RECOMMENDATIONS MADE IN THE 
AVOIDING TERM ADMISSIONS INTO NEONATAL UNITS 
(ATAIN) PROGRAMME
QUARTER 1 REPORT 

MEETING DATE: 3 NOVEMBER 2022 

BOARD SPONSOR: CHIEF NURSING & MIDWIFERY OFFICER:
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APPENDICES: APPENDIX 1: TC AND ATAIN ACTION PLAN 

Executive Summary:
Action Required:
(Highlight one only)

Decision Approval Information Assurance Discussion

Purpose of the 
Report:

The purpose of this report is:
• To update the Board of Directors on East Kent Maternity’s 

progress in implementing Safety Action 3 and provide a 
quarter 1 2022/23 update on the audits required against the 
standards;

• Raise awareness of risks in achieving CNST Standards and 
actions developed in response to case reviews and the 
action plans in place to improve (see Appendix 1: ATAIN 
and TC Action Plan); and

• Highlight recommendations for future service development 
that would support the principles of ATAIN and keep 
mothers and babies together in a fully functioning TC 
Environment.

Summary of Key 
Issues:

1. Weekly ATAIN review meetings and Monthly TC audits 
continue with TC now have now included in the formal Trust 
Audit programme to support visibility of themes and learning 
through reviews.

2. A request has been made to include a joint signatory from 
the maternity/neonatal clinical leads in compliance of this 
standard.

3. Estates action plan includes future development of a 
dedicated TC area that is staffed by Maternity and Neonatal 
staff and able to provide a fully functional service to 
maximise opportunities to keep Mums and Babies together.

4. Scoping work has started to support a fully functioning TC 
service.

5. Require formal agreement that the TC and ATAIN reviews 
and action plan findings will also be shared with the Local 
Maternity and Neonatal System (LMNS) and Integrated 
Care System (ICS) quality surveillance meeting.
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Key 
Recommendation(s):

The Board of Directors is invited to:

1. Receive ASSURANCE that there is an effective process of 
ongoing assessment in place and that the evidence 
provided is sufficiently robust;

2. NOTE the receipt and content of this CNST Safety Action 3 
Quarterly update report and Transitional Care and ATAIN 
action plan; and

3. SUPPORT the broader considerations and the development 
of further improvements as defined within the appended 
action plan.

Implications:
Links to ‘We Care’ Strategic Objectives:

Our patients Our people Our future Our 
sustainability

Our quality 
and safety

Link to the Board 
Assurance 
Framework (BAF):

BAF 32:  There is a risk of potential or actual harm to patients if 
high standards of care and improvement workstreams are not 
delivered, leading to poor patient outcomes with extended length of 
stay, loss of confidence with patients, families and carers resulting 
in reputational harm to the Trust and additional costs to care.
BAF 35:  Negative patient outcomes and impact on the Trust’s 
reputation due to a failure to recruit and retain high calibre staff.

Link to the 
Corporate Risk 
Register (CRR):

CRR 77: Women and babies may receive sub-optimal quality of 
care and poor patient experience in our maternity services.
CRR 122: There is a risk that midwifery staffing levels are 
inadequate.

Resource: Y Staffing and training resource required to develop 
Transitional Care into a fully functioning service.

Legal and 
regulatory:

Y CNST, British Association of Perinatal Medicine (BAPM) 
standards.

Subsidiary: N
Assurance Route:
Previously 
Considered by:

Maternity and Neonatal Assurance Group (MNAG).
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Clinical Negligence Scheme for Trusts (CNST) Maternity Incentive Scheme Year 4

Safety action 3: Transitional Care (TC) services to minimise separation of mothers and their babies and to support the recommendations made in the 
Avoiding Term Admissions into Neonatal units (ATAIN) Programme

Quarterly Report

1. Purpose of the report
2.2. The purpose of this report is to update the Board of Directors on East Kent Maternity’s progress in implementing Safety Action 3 and provide a quarter 1 

2022/23 update on the audits required against the standards.
2.3. Raise awareness of risks in achieving CNST Standards and actions developed in response to case reviews and the action plans in place to improve (see 

Appendix 3: ATAIN and Transitional Care Action Plan).
2.4. Highlight recommendations for future service development that would support the principles of Avoiding Term Admissions to Neonatal Unit and keep 

mothers and babies together in a fully functioning Transitional Care Environment.

2. Background
3.1. It is recognised that Nationally, over 20% of admissions of full-term babies to neonatal units could be avoided. By providing services and staffing models 

that keep mother and baby together, the harm caused by separation can be reduced.
3.2. The Avoiding Term Admissions (ATAIN) campaign encourages maternity and neonatal services to work together to identify babies whose admission to a 

neonatal unit could be avoided and to promote understanding of the importance of keeping mother and baby together when safe to do so.
3.3. There is overwhelming evidence that separation of mother and baby so soon after birth interrupts the normal bonding process, which can have a 

profound and lasting effect on maternal mental health, breastfeeding, long-term morbidity for mother and child.
3.4. This makes preventing separation, except for compelling medical reason, an essential practice in maternity services and an ethical responsibility for 

healthcare professionals.
3.5. ATAIN focuses on four areas of significant potential harm to babies. It is believed that these areas are where there can be the greatest impact:

• respiratory conditions
• hypoglycaemia
• jaundice
• asphyxia (perinatal hypoxia-ischaemia)

3.6. Weekly cross site, Multiprofessional ATAIN meetings take place at East Kent where all applicable baby admissions are reviewed to identify any learning 
around missed risks or care management that could potentially have avoided admission to the Neonatal Unit and opportunities to inform future care 
delivery through shared learning of cases.
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3.7. Learning theme posters are developed and shared with the wider Team around impact of care management on Neonatal Admissions of babies i.e. 
delayed feeding support impacting on hypoglycaemia and not giving antibiotics, where indicated, to a mother in labour resulting in baby needing IV 
antibiotics.

3.8. Transitional Care was developed in partnership with British Association of Perinatal Medicine (BAPM) to enable the safe management of babies with 
medical conditions, whilst allowing baby to remain with mother.

3.9. Babies suitable for management on a fully equipped TC unit;
• Of at Least 34weeks gestation and at least 1600g birth weight who do not fur fill criteria for High Dependency Centre (HDC)/Neonatal Intensive Care 

Unit (NICU) admission
• Well babies with Suspected Sepsis requiring Intravenous (IV) Antibiotics
• Congenital Anomalies requiring Nasogastric (NG) assisted feeding
• Jaundiced babies requiring phototherapy (Single or Enhanced)
• Babies requiring feeding support with NG assisted feeding
• Babies under observation or treatment for Neonatal Abstinence Syndrome
• Babies who require assistance with thermoregulation

3.10. Transitional Care services were launched on each acute site at East Kent in 2018.
3.11. The service is provided on the postnatal wards, led by Midwifery staff but with care involvement by the Neonatal team.
3.12. The following sections provide East Kent’s current position against each of the CNST Safety Action 3 Standards a to g.

4. Standard a) 

Pathways of care into transitional care have been jointly approved by maternity 
and neonatal teams with a focus on minimising separation of mothers and 
babies. Neonatal teams are involved in decision making and planning care for all 
babies in transitional care. 

4.1. The Neonatal Transitional Care (NTC) Guideline was developed in 2018, updated in September 2021 and is based on the principles of British Association 
of Perinatal Medicine (BAPM) transitional care. 

4.2. The policy is was developed jointly by maternity/neonatal clinical leads and includes auditable standards that inform the quarterly audits that are in 
progress. 

4.3. There is evidence of neonatal involvement in care planning through discussions that take place at board rounds, ward rounds and documentation in care 
records and discharge summaries.

4.4. Admission criteria is defined within the ‘Bobble Hat’ risk assessment proforma that is completed on all babies and identifies the appropriate care setting 
based on need. NTC admission criteria meets a minimum of at least one element of HRG XA04.

4.5. There is an explicit staffing model with maternity staff identified on the e-Roster system as NTC on each shift. Midwives lead on the care of NTC mothers 
and babies There is an allocated Neonatal Nurse also allocated as point of contact. 
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4.6. To develop the service into a fully functioning NTC, Neonatal and Midwifery staffing, training, equipment and estates resource investment is required. The 
estates requirements are captured within the maternity estates workstream.

5. Standard b)

5.1. Audit data is captured on all babies who have care within NTC to monitor compliance against the guideline and auditable standards

Graph 1: Number of Transitional Care Admissions for Quarter 4

All babies admitted to Transitional Care are included in this audit. A total of 147 babies were admitted to Transitional Care at EKHUFT in quarter 1 of 2022/23. 
Queen Elizabeth the Queen Mother Hospital (QEQM) had a total of 60 babies admitted with a drop-in numbers in May. William Harvey Hospital (WHH) had a 
total of 87 babies admitted with the numbers being fairly consistent over the 3-month period. QEQM have participated in the audit in real time with WHH doing 
most of the audit in retrospect. This may have contributed to the increased amount of missing or 'unknown' data entries for WHH.

The pathway of care into transitional care has been fully implemented and is audited quarterly. 
Audit findings are shared with the neonatal safety champion, Local Maternity and Neonatal 
System (LMNS), commissioner and Integrated Care System (ICS) quality surveillance meeting 
each quarter.
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Graph 2: Admissions by Location

QEQM
Babies were admitted to Transitional Care from the Postnatal Ward (38%), 
Labour Ward (27%), Special Care Baby Unit (SCBU) (17%), Theatres (12%) 
and Re-admission (7%).

WHH Babies were admitted to Transitional Care from the Postnatal Ward (60%), 
Labour Ward (20%), SBCU (15%), Theatres (6%) with no Re-admission.
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Graph 3: Primary Transitional Care Criteria Reason for Admission

QEQM
53% of babies were admitted to Transitional Care for antibiotics. Of those who 
required antibiotics, 66% received them within the required 60 minutes of the 
decision being made to administer.

WHH

58% of babies were admitted to Transitional Care for antibiotics. Unfortunately due 
the lack of data collected for this measure, a reliable result cannot be generated. 
67% of babies included in this cohort were recorded as 'unknown' for this 
measure. It is essential to enter all required data to be able to draw reliable 
conclusion regarding the care given to babies in our care. Of the 17 babies where 
data was collected, 88% received antibiotics within the required hour but this result 
must be viewed with caution due to the large amount of missing data for this 
measure.
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Graph 4: TC Babies risk assessed within first hour of birth

QEQM
Excluding the 1 baby that was recorded as 'unknown' for this measure, 68% 
were risk assessed within 60 minutes of birth. As the number of 'unknowns' is 
minimal, this result can be viewed with the usual level confidence.

WHH
Excluding the 2 babies that were recorded as 'unknown' for this measure, 86% 
were risk assessed within 60 minutes of birth. As the number of 'unknowns' is 
minimal, this result can be viewed with the usual level confidence.
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Graph 5: Number of TC babies that were fed within first hour of birth

QEQM 35% of babies were fed within 60 minutes of birth.

WHH
Excluding the 4 babies that were recorded as 'unknown' for this measure, 
99% were fed within 60 minutes of birth. As the number of 'unknowns' is 
minimal, this result can be viewed with a fair degree of confidence.
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Graph 6: Number of babies with a care plan folder showing a daily care plan completion with neonatal involvement

QEQM 97% of babies had a care plan folder containing a completed daily care plan 
with neonatal involvement.

WHH
Excluding the 1 baby that was recorded as 'unknown' for this measure, 100% 
had a care plan folder containing a completed daily care plan with neonatal 
involvement. As the number of 'unknowns' is minimal, this result can be 
viewed with the usual level confidence.
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Graph 7: Number of babies that had a Newborn Early Warning Trigger and Track (NEWTT) Charts

QEQM 97% of babies had a NEWTT chart completed.

WHH
Excluding the 1 baby that was recorded as 'unknown' for this measure, 100% 
had a NEWTT chart completed. As the number of 'unknowns' is minimal, this 
result can be viewed with the usual level confidence.
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Graph 8: Number of babies that had a Drug Chart

QEQM 100% of babies had a drug chart completed.

WHH
Excluding the 1 baby that was recorded as 'unknown' for this measure, 100% 
had a drug chart completed. As the number of 'unknowns' is minimal, this 
result can be viewed with the usual level confidence.
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Graph 9: Number of babies that had a feeding Chart completed

QEQM 100% of babies had a feeding chart completed.

WHH
Excluding the 1 baby that was recorded as 'unknown' for this measure, 
87% had a feeding chart completed. As the number of 'unknowns' is 
minimal, this result can be viewed with the usual level confidence.

24

18

13 25 23 32

9

2 1

0%
10%
20%
30%
40%
50%
60%
70%
80%
90%

100%

QEQM
Apr 22

WHH QEQM
May 22

WHH QEQM
Jun 22

WHH

Unknown

No

Yes

Completed feeding chart

11/24 178/409



22/147.3 - APPENDIX 1 

12

Graph 10: Number of babies that had a Neonatal Screening Form completed

QEQM 98% of babies had a screening form completed.

WHH
Excluding the 5 babies that were recorded as 'unknown' for this measure, 83% 
had a neonatal screening form completed. As the number of 'unknowns' is 
minimal, this result can be viewed with a fair level confidence.
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Graph 11: Antibiotics administered within 60 Minutes

QEQM
53% of babies were admitted to Transitional Care for antibiotics. Of those who 
required antibiotics, 66% received them within the required 60 minutes of the 
decision being made to administer.

WHH

58% of babies were admitted to Transitional Care for antibiotics. Unfortunately 
due the lack of data collected for this measure, a reliable result cannot be 
generated. 67% of babies included in this cohort were recorded as 'unknown' for 
this measure. It is essential to enter all required data to be able to draw reliable 
conclusion regarding the care given to babies in our care. Of the 17 babies 
where data was collected, 88% received antibiotics within the required hour but 
this result must be viewed with caution due to the large amount of missing data 
for this measure.
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Graph 12: Outcome of admission

QEQM 98% of babies were discharged home with one baby admitted to SCBU.

WHH 90% of babies were discharged home with the remaining 10% discharged to 
DOTS.

5.2. Audit findings are shared with the Neonatal Safety Champion monthly and quarterly with the Board Safety Champion through the Maternity and Neonatal 
Assurance Group.

5.3. Barriers to achieving full implementation of the policy are captured on an action plan and shared with the neonatal safety champion and appended to the 
quarterly reports. 

5.4. A process for sharing with the LMNS, Commissioners and integrated care system is now in place and quarter 3 and 4 data is to be presented at the July 
LMNS Maternity and Neonatal Quality Assurance Group.
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6. Standard c)

A data recording process (electronic and/or paper based for capturing all term babies 
transferred to the neonatal unit, regardless of the length of stay, is in place.

6.1. An electronic data recording process is established and a paper-based process is set up in preparation for reporting from Monday 18 July 2022 for the 
capturing of all term babies transferred to the neonatal unit, regardless of the length of stay.

7. Standard d)

A data recording process for capturing existing transitional care activity, 
(regardless of place which could be a Transitional Care (TC), postnatal ward, 
virtual outreach pathway etc.) has been embedded. If not already in place, a 
secondary data recording process is set up to inform future capacity management 
for late preterm babies who could be cared for in a TC setting. The data should 
capture babies between 34+0 and 36+6 weeks gestation at birth, who neither had 
surgery nor were transferred during any admission, to monitor the number of 
special care or normal care days where supplemental oxygen was not delivered.

7.1. Transitional Care was developed in partnership with BAPM to enable the safe management of babies with medical conditions, whilst allowing baby to 
remain with mother. 

7.2. Babies suitable for management on a fully equipped TC unit;
• Of at Least 34weeks gestation and at least 1600g birth weight who do not fur fill criteria for HDC/NICU admission
• Well babies with Suspected Sepsis requiring IV Antibiotics
• Congenital Anomalies requiring NG assisted feeding
• Jaundiced babies requiring phototherapy (Single or Enhanced)
• Babies requiring feeding support with NG assisted feeding
• Babies under observation or treatment for Neonatal Abstinence Syndrome
• Babies who require assistance with thermoregulation

7.3. Transitional Care has been provided on the Postnatal Wards on each acute site since 2018.
7.4. The Neonatal Transitional Care Guideline was jointly developed with Maternity and Neonatal Leads in 2018 and reviewed in 2021.
7.5. Criteria for admission is aligned to BAPM and defined within the ‘Bobble Hat’ Risk Assessment Tool.
7.6. Data on Transitional Care activity is captured on the Maternity Dashboard and is shown on the table below both by bed days and number of babies.
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7.7. The Neonatal Outreach service was implemented in 2021 and further supports the principles of Transitional Care by keeping mothers and babies 
together and facilitating earlier discharge from hospital.  This service has currently been suspended due to commissioning and funding issues. Internal 
business case being prepared. 

7.8. A Secondary Data Recording Process is set up to inform future capacity management for late preterm babies who could be cared for in a TC setting.
7.9. The following table shows Babies between 34+0-36+6 weeks gestation at birth, who neither had surgery nor were transferred during any admission, to 

monitor the number of special or normal care days where supplemental oxygen was not delivered
7.10. This provides information on late preterm babies who are currently cared for in the Neonatal Unit, who could be cared for in a fully functioning TC setting, 

to inform future capacity planning/management. 

Secondary Data Recording to inform future capacity management for late preterm 
babies who could be cared for in a TC setting.

April May June
KPI WHH QEQM WHH QEQM WHH QEQM
Babies 34-36+6 Weeks, 
Special Care and normal 
care days w/o O2 total

54 60 54 43 82 57

Babies 34-36+6 Weeks, 
Special Care and normal 
care days w/o O2 cared for 
on Neonatal Unit

35 56 39 26 44 26

8. Standard e) 

Commissioner returns for Healthcare Resource Groups (HRG) 4/XA04 activity as 
per Neonatal Critical Care Minimum Data set (NCCMDS) version 2 are available to 
be shared on request with the operational delivery network (ODN),  Local 
Maternity and Neonatal System (LMNS) and commissioners to inform capacity 
planning as part of the family integrated care component of the Neonatal Critical 
Care Transformation Review and to inform future development of transitional 
care to minimise separation of mothers and babies.

Transitional Care Activity 
April May June

KPI WHH QEQM WHH QEQM WHH QEQM
Transitional Care 
Location/Care Days

54 38 49 33 86 53

Transitional Care Location/ 
Care Babies

15 14 17 10 25 19
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8.1. The Healthcare Resource Groups (HRG) 4/XA04 activity as per Neonatal Critical Care Minimum Data set (NCCMDS) version 2 is captured and recorded 
locally on the Badgernet Neonatal Information System and may be used for the purposes of direct care, clinical audit, Reference Costs, and other local 
uses. 

8.2. There is not a requirement for the Trust to regularly submit this data but the fact that we are able to download it from Badgernet, if requested, means we 
meet the CNST criteria. 

8.3. The National Target set for ATAIN is under 5%, both QEQM and WHH have consistently remained well below this level, with WHH having the lowest 
NICU ATAIN rates in the Kent Surrey Sussex Region.

8.4. The following table shows the Kent Surrey Sussex ATAIN Unit Summary 2021/22.  Quarterly ATAIN summary reports are provided by the Neonatal 
Operational Delivery Network (ODN).
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WHH and QEQM Data for all Quarters
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9. Standard f) 

Reviews of babies admitted to the neonatal unit continue on a quarterly basis and 
findings are shared quarterly with the Board Level Safety Champion. Reviews 
should now include all neonatal unit transfers or admissions regardless of their 
length of stay and/or admission to BadgerNet. In addition, reviews should report 
on the number of transfers to the neonatal unit that would have met current TC 
admissions criteria but were transferred or admitted to the neonatal unit due to 
capacity or staffing issues. The review should also record the number of babies 
that were transferred or admitted or remained on Neonatal Units because of their 
need for nasogastric tube feeding, but could have been 27 cared for on a TC if 
nasogastric feeding was supported there. Findings of the review have been shared 
with the maternity, neonatal and Board level safety champions, LMNS and ICS 
quality surveillance meeting on a quarterly basis.

9.1. Weekly cross site Multidisciplinary Maternity and Neonatal Review meetings take 
place to discuss in detail all term admissions into the Neonatal Unit and critically 
assess whether the admission could possibly have been avoided if risk had been 
identified and/or care had been provided differently.

9.2. Learning theme posters are generated to communicate opportunities to improve with 
the wider team.

9.3. An audit tool template has been formalised to support improved capture of themes 
and tracking of learning from cases.

9.4. From Monday 18 July 2022 reviews will also include all term babies transferred to the 
neonatal unit, regardless of the length of stay.

9.5. The ATAIN and TC Action Plan (Appendix 1) shows areas of focused improvement.
9.6. The following Table shows Quarter 1 2022/23 Term Admissions to SCBU/NNU.

9.7. The following table shows the themes of term admissions reviews.

Quarter 12022/23 Term Admissions to SCBU/NNU
Site Threshold April May June
QEQM 4.2% 4.8% 9 1.8% 4 4.1% 9
WHH 4.2% 2.5% 7 4.4% 13 3.6% 12
Total 4.2% 3.3% 16 3.3% 17 3.7% 21

Site Themes of Term Admissions 
Theme April May June

QEQM WHH QEQM WHH QEQM WHH
Infection 1 2 1 2
Respiratory 5 3 3 6 6 6
NAS Suspected/ confirmed
Metabolic Disease 1
Convulsions/Suspected HIE 2 1 1
Jaundice 2
Monitoring 1
Hypoglycaemia 1 1
Surgery
Cardiovascular Disease 1
Poor Feeding/Weight Loss
Poor Condition at Birth
Congenital Anomaly at birth 1 1 1
Gastrointestinal Disease 1
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8.7. Learning recommendations from ATAIN reviews.

Month Site Maternity Learning Recommendations: 
Cord gasses not processed until 30 mins post-delivery however this did 
not impact care. Individual feedback given to midwife providing care
Lack of SATs probe on Mindray SATs monitor by resuscitaire. To be 
added to daily safety check.  
Improved feeding support may have prevented admission. Consider 
switching to formula when Expressed Breast Milk (EBM) present – for 
further review and staff support by Infant Feeding Team.

QEQM

Feedback provided to theatre and maternity staff regarding timing of 
WHO checklist- to be completed prior to GA – unless CAT 1 when full 
checklist is not required.

April

WHH GPL to DW CMW re if patient is booked for serial growth scans then 
there no need for SFH measurements.
Consider offering ELCS in view of BMI.QEQM
Case to be discussed with lead sonographer regarding possible missing 
of swelling on USS.
Labour Ward lead consultant emailed with regards to the obstetrician’s 
lack of documentation, will speak with educational supervisor. 
Request fresh eyes and complete the sticker when asking for a review 
to ensure the management is clear.
Discuss with fetal med consultant if cystic hygroma could potentially be 
picked up on anomaly scan 19 May 2022.
Discuss with PD team re a scenario shoulder dystocia in pool.
Antenatal history of cystic hygroma (regular follow up in fetal medicine) 
Minimal handover from triage mw to student midwife. Neither had time 
to access E3. Midwives reminded to access E3 to find out full history as 
not to miss vital information: ASAP.

May

WHH

Education for the doctors on the use of Nifedipine on African women.
Earlier saturations for babies on meconium observations and with 
raised respirations since birth. Email sent to all staff on 21 June 2022. 
Waiting for delivery of more O2 Saturation monitors, on their arrival will 
request saturations are routinely performed with all observations.June

In the event of an acute hypoxic event- rule of the `4 ` accidents
When changing the grading od a LSCS - rebleep to gain additional staff.

Month Neonatal Learning Recommendations:
If baby suddenly tachypnoeic at 6hrs – consider IV antibiotics – override 
Kaiser tool if clinical signs indicate.April

QEQM

Current guidelines say that in a baby that is asymptomatic with 
polycythaemia can be managed in TC.

May QEQM Raise awareness and education amongst neonatal doctors regarding 
what to do when finding abnormal neck swelling.  

20/24 187/409



22/147.3 - APPENDIX 1 

21

9.8. The following table shows babies that could have been cared for in the existing 
Transitional Care (TC) and those that could have been cared for if there was a fully 
functioning TC.

9.9. A review of TC bed capacity did not identify any impact on admission to Neonatal 
Unit within current service provision.

9.10. Opportunities to keep Mothers and Babies together through Future 
Development

9.10.1. The Transitional Care and ATAIN working party group are currently scoping 
requirements in relation to development of a Transitional care service and prepare a 
paper for the leadership team.

9.11. Findings of the reviews have been shared quarterly with the maternity and neonatal 
safety champions and Board level champion

9.12. The findings will also be shared with the LMNS and ICS quality surveillance meeting, 
via the Maternity and Neonatal Assurance Group, ongoing reporting structure.

10. Standard g) 

An action plan to address local findings from the audit of the pathway (point b) and 
Avoiding Term Admissions Into Neonatal units (ATAIN) reviews (point f) has been 
agreed with the maternity and neonatal safety champions and Board level champion.

10.1. The Transitional Care and ATAIN action plans have been developed and approved 
by the Clinical and Midwifery Leads and Neonatal Safety Champion and are shared 
with the Maternity and Board Safety Champions through the Bi-Monthly meetings 
and MNAG and Board reporting arrangements.

10.2. Evidence that progress with the action plan has been shared with the neonatal, 
maternity safety champion, and Board level champion, LMNS and ICS quality 
surveillance meeting each quarter is through the agreed Trust Board reporting 
structure.

10.3. See Appendix 1 for the Transitional Care and ATAIN action plan.
10.4. In addition, ATAIN Learning Posters are developed and shared with staff.

11. Standard g) 

Progress with the revised ATAIN action plan has been shared with the maternity 
neonatal and Board level safety champions LMNS and ICS quality surveillance 
meeting.

11.1. An audit trail is available which provides evidence and rationale for developing the 
agreed action plan to address local findings from the pathway audit (point b) and the 
ATAIN reviews (point e). 

Could Care have been 
provided in existing TC 

Could care have been provided in fully functioning 
TC (i.e. babies that were admitted to, or remained 
on NNU because of their need for nasogastric tube 
feeding, but could have been cared for on a TC if 
nasogastric feeding was supported there)

April 1 baby admitted with 
asymptomatic 
polycythaemia. Current 
guidelines say that in a 
baby that is can be 
managed in TC.

None identified in this period
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11.2. Presentations have been provided by leads at Care Group Audit Days, an audit tool 
has been developed with support from the Trust Audit Team to formalise the process 
and reporting structures have been agreed with Trust Board.

11.3. CNST Year 4 reporting was paused in December 2021 and relaunched in May 2022 
to include some additional requirements that will be included within the next reporting 
quarter. The most significant of the changes is a requirement to start to capture data 
on babies transferred as well as admitted to the Neonatal Units. 

11.4. Evidence that progress with the action plan has been shared with the neonatal, 
maternity safety champion, and Board level champion, LMNS and ICS quality 
surveillance meeting each quarter is through the agreed Trust Board reporting 
structure.

11.5. See Appendix 1 for the Transitional Care and ATAIN action plan

12. Next steps
12.1. Transitional Care and ATAIN working party group are to scope requirements in 

relation to development of a Transitional care service and prepare a paper for the 
leadership team.

12.2. Quarter 3 and 4 Transitional Care and ATAIN audits, data reviews and action plan 
findings will also be shared with the LMNS and ICS quality surveillance meeting in 
July 2022.

12.3. In compliance of CNST relaunch standards in May 2022, data will be reported in the 
next quarter on all term babies transferred as well as admitted to the neonatal unit.
This was required to be in place by Monday 18 July 2022.
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Appendix 1: TRANSITIONAL Care and ATAIN Action Plan

Item 
No

Link to ATAIN admission 
criteria (i.e. Respiratory, 
Jaundice, Hypoglycaemia, 
HIE, Observation, Poor 
feeding)

Recommendation identified 
following case review

Action plan to achieve compliance with 
recommendation (SMART)   

Lead 
Responsible

Date for 
completion

RAG rating Progress/comments Date completed

1. Respiratory 1.1. Reduce the number of babies 
admitted with respiratory issues 
there needs to be a reduction in 
the number of elective 
Caesarean Section (CS) 
performed under 39 weeks 
unless there is a clear 
contraindication 

• Not arranging elective lower segment 
Caesarean Section (LSCS) before 39 weeks 
unless clinically indicated.
• If needed, ensuring mother is given antenatal 
steroids as per Royal College of Obstetricians 
and Gynaecologists (RCOG) guideline

Consultant 
Neonatologist 
Midwifery 
Sister & 
Kingsgate 
Ward 
Manager
Midwife

Dec-22 In Progress 
within time line

Weekly review meeting and feedback of any 
cases and learning. Understand route cause 
against individual cases

 Ongoing

2. Hypoglycaemia Reduce admission of babies at risk 
of hypoglycaemia

Educate and share awareness of importance 
of feeding within 60 minutes of delivery and 
feeding support during postnatal period.
Audit compliance within auditable standards of 
Transitional Care Guideline and ongoing audit

Consultant 
Neonatologist 
Midwifery 
Sister & 
Kingsgate 
Ward 
Manager
Midwife

Dec-22 In Progress 
within time line

Audit template agreed for Transitional Care. 
Monthly audits in progress.
03.10.22 35% of babies on the QEQM site 
and 99% on the WHH were fed within 60 
minutes. Further work is to be done to 
improve this on the QEQM site

Ongoing

3. ATAIN review process To ensure that all admissions to the 
Neonatal Unit are reviewed using an 
agreed audit template to identify 
areas of improvement

To agree NEW Audit Review Template and 
begin using within review meeting/as part of 
monthly audits

Consultant 
Neonatologist 
Midwifery 
Sister & 
Kingsgate 
Ward 
Manager
Midwife

Sept-22 Complete Audit template has been developed that 
aligns to weekly case review template but will 
generate data trend information to support 
learning. Data to be populated on new 
template from May 2022

Ongoing

4. Reduction in repeat themes 
and improved learning

Identifying themes/trends in term 
admissions on action plan template

• An audit tool and Action plan for ATAIN and 
Transitional Care admissions has been 
created.                                                                                                                       

• Reviewing how data is presented in clinical 
areas and as part of monthly reporting to 
align with the quarterly reporting coming 
from the ODN based on Badgernet data.                                                                    

• Neonatal and Maternity leads to attend 
weekly review meeting to review antenatal 
and intrapartum care elements and support 
shared learning that comes out of the 
meetings.

Consultant 
Neonatologist 
Midwifery 
Sister & 
Kingsgate 
Ward 
Manager
Midwife

Sept-22 Complete Monthly local data collection via Badgernet 
and Maternity Dashboard data reporting to 
Care Group Governance, Maternity and 
Neonatal Assurance Group (MNAG) and into 
Trust Board. Action plan reviewed in the 
weekly meetings, the Safety 
Champion/MNAG meetings and from July 
2022 will be shared quarterly at the LMS 
Quality Assurance Group meetings. 

Ongoing 

5. To monitor opportunities for 
future development of 
Transitional Care service to 
reduce Neonatal Admissions 
and keep mums and babies 
together

• Monitor babies that could have 
been looked after in Transitional 
Care if Nasogastric tube feeding 
was offered

• Secondary Data Recording 
Process is set up to inform future 
capacity management for late 
preterm babies who could be 
cared for in a TC setting.

• To increase cot capacity at LCH by 8 
Recruitment of staff to comply with 
Neonatal staffing template to ensure 
appropriate cover and skill mix 
Implementation of outreach service to 
increase cot capacity

• Babies between 34+0-36+6 weeks 
gestation at birth, who neither had surgery 
nor were transferred during any admission, 

Consultant 
Neonatologist 
Midwifery 
Sister & 
Kingsgate 
Ward 
Manager
Midwife

 October-21  Complete Data is recorded on the Maternity Dashboard 
and included within Quarterly reporting

 Ongoing
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• Babies between 34+0-36+6 
weeks gestation at birth, who 
neither had surgery nor were 
transferred during any admission, 
to monitor the number

to monitor the number of normal care days 
and special care days is now recorded on 
the Maternity Dashboard

6. Develop the Transitional Care 
Service to include full care 
criteria and expand 
opportunities to keep mums 
and babies together

• Scope opportunities/requirements 
to support transformation of the 
TC service

• Current position 
• Required standard
• What expansion opportunities are there 

within existing estates footprint
• What additional capacity requirements are 

required
• What are the additional staffing 

requirements to support this expansion
• What are the training needs and who/how 

can these be met
• What additional equipment/resource 

requirements

TC working 
party group

December 2022 In Progress 
within time line

Working party group to scope requirements 
and present paper to leadership team in 
August.

Started
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REPORT TO: BOARD OF DIRECTORS (BoD)

REPORT TITLE: MATERNITY AND NEONATAL ASSURANCE GROUP (MNAG) 
– QUARTERLY REPORT

MEETING DATE: 3 NOVEMBER 2022

BOARD SPONSOR: CHIEF NURSING & MIDWIFERY OFFICER (CNMO) 
EXECUTIVE MATERNITY AND NEONATAL BOARD SAFETY 
CHAMPION

PAPER AUTHOR: INTERIM DIRECTOR OF MIDWIFERY

APPENDICES: APPENDIX 1: MNAG/MATERNITY SAFETY CHAMPIONS
REPORT

Executive Summary:
Action Required:
(Highlight one only)

Decision Approval Information
       

Assurance Discussion

Purpose of the 
Report:

The purpose of this paper is to provide the Board with a quarterly 
update on the work undertaken by the MNAG.

Summary of Key 
Issues:

The MNAG has been established to oversee the improvement of 
maternity services as well the adherence to national regulatory 
requirements. It acts as the Maternity Safety Champion Group.
Key programmes of work covered in Q2 and Q3 (April – June and 
July to September 2022):

• Key reports were received and discussed prior to Board 
submission, including; Perinatal Mortality Review Tool 
(PMRT), Serious Incident (SI) report, Midwifery workforce, 
Avoiding Term Admissions into Neonatal Units (ATAIN) 
and the maternity digital strategy to ensure compliance 
with Clinical Negligence Scheme for Trusts (CNST) 
requirements.

• Standing items established for; Perinatal Quality 
Surveillance, Maternity Dashboard, maternity and neonatal 
risk register and progress updates for Maternity 
Improvement.

• Progress continues to be made around how feedback from 
users of the services is gained as well as commencement 
of co-production strategies. Your Voice is Heard has been 
embedded and provides an opportunity for women to 
feedback about their care 6 weeks post-delivery. At the 
end of September over 62% of women were providing 
feedback.

• The Group continues to review the progress against the 7 
Immediate Essential Actions identified as part of the initial 
Ockenden report.

• Progress against the culture and behavioural work has 
been reviewed and discussed.

• Incorporation of neonatal services has been strengthened, 
to review the strategy for neonatal services, workforce, 
and current risks.

• Feedback form Safety Champion walkabouts is 
summarised and presented each month, ensuring staff 
have the opportunity to raise issues.
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• Monthly report from the NHS England (NHSE) maternity 
advisors is received, providing oversight of progress 
against the Improvement programme.

• During Q3 a detailed report following a thematic review of 
Healthcare Safety Investigation Branch (HSIB) 
investigations, completed SI investigations and more 
recent 72 hour reports, was presented. This highlighted 
key themes that are now prioritised in a 3 month 
deliverables plan.

• A Care Quality Commission (CQC) mock inspection was 
completed and reported in Q3 identifying some good 
progress in some areas, but identifying improvements 
especially around small estates issues on both sites.

Key 
Recommendation(s):

The Board of Directors is invited to: 
1. NOTE the content of the report and;
2. Receive ASSURANCE that the Maternity and Neonatal 

Assurance Group has established robust reporting 
mechanisms in place ensuring line of sight on key areas 
within maternity to the Trust Board.

Implications:
Links to ‘We Care’ Strategic Objectives:
Our patients: Our people: Our future Our 

sustainability
Our quality 
and safety

Link to the Board 
Assurance 
Framework (BAF):

BAF 32:  There is a risk of potential or actual harm to patients if 
high standards of care and improvement workstreams are not 
delivered, leading to poor patient outcomes with extended length 
of stay, loss of confidence with patients, families and carers 
resulting in reputational harm to the Trust and additional costs to 
care.
BAF 35:  Negative patient outcomes and impact on the Trust’s 
reputation due to a failure to recruit and retain high calibre staff.

Link to the Corporate 
Risk Register (CRR):

CRR 77: Women and babies may receive sub-optimal quality of 
care and poor patient experience in our maternity services.
CRR 122: There is a risk that midwifery staffing levels are 
inadequate.

Resource: Y/N No
Legal and regulatory: Y/N Aligned to external assurance process.
Subsidiary: Y/N No
Assurance Route:
Previously 
Considered by:

N/A
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APPENDIX 1

MATERNITY AND NEONATAL ASSURANCE GROUP/MATERNITY SAFETY 
CHAMPIONS REPORT

1. Purpose of the report

1.1 The purpose of this report is to provide an update on the progress to date 
against the Maternity Improvement Programme, which is monitored and co-
ordinated by the Maternity and Neonatal Assurance Group (MNAG). 

2. Background

2.1 In September 2021, the MNAG was formed to continue the targeted oversight 
of maternity and neonatal services, as work continued in relation to the 
improvement programme previously commenced by the Maternity 
Improvement Committee.

2.2 There is an extensive programme of work to improve maternity services and 
currently the oversight into the delivery of this requires concentrated and in-
depth attention under the guidance of Executive leadership. The CNMO as 
the Executive Maternity Safety Champion is the chair of the group, supported 
by the Non-Executive Maternity Safety Champion.

3. Maternity and Neonatal Assurance Group – Update to Terms of Reference

3.1 MNAG was established in September 2021, to continue the oversight of the 
Maternity Improvement Programme (MIP), continuing the work of the previous 
maternity improvement committee. Terms of reference were previously 
agreed, and during Q3 they were updated to strengthen the involvement of 
the Maternity Voices Partnership (MVP) as well as recognising the group as 
the main Maternity Safety Champion group.

4. Maternity Improvement Programme

4.1 The Maternity Improvement Plan was written as a series of independent action plans 
responding to national improvement strategies, external reviews, incident 
investigations, a CQC inspection in July 2021 and several internally identified areas 
for improvement. 
  

4.2 Programme management methodology has been applied to monitor progress against 
all elements of the improvement plan, which has included identification of further 
actions as well as the introduction of a robust quality assurance process for validating 
evidence.

4.3 Work has continued to be undertaken with action plan owners to refine and update 
the content of each action (project) plan within the programme (MIP). The list of 
current (13) plans includes:
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o CNST Yr 4
o Ockenden
o Singles Item Quality Review (SIQR) 2021
o CQC 2021
o Incidents
o Workforce
o Triage
o Estates
o Equipment 
o Radiology
o Digital
o Governance
o Key Priorities

In the last quarter additions have been made around user engagement and     
involvement. There has been a greater emphasis on the governance plans, which 
has impacted the overall number of individual actions.

4.4 The table below shows the position statement for the overall maternity improvement 
plan.

There has been a rise in ‘No status / Superseded’ actions due to some actions in the 
historic Incidents plan having been superseded by subsequent work. However, for 
assurance to MNAG, if these actions relate to guidelines that have since been 
updated, the correct version of the guideline for that period of time has been traced 
and linked to the relevant action(s). 

4.5 Therefore, the ongoing primary risks to the MIP in its current form are the Incidents 
plan, and the ‘not started/at risk’ actions. 
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Table 1: Maternity Improvement Plan position statement (September data, as at 10.10.22)
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5. Progress Report against Key areas

5.1 Training Compliance:
The monthly meetings have continued to focus significantly on the training 
compliance of the multi-disciplinary team against the mandatory requirements for 
maternity services. The key elements of training are related to; fetal heart monitoring, 
neonatal life support, and Practical Obstetric Multi-Professional Training (PROMPT).

Compliance overall has improved with fetal heart monitoring and Neonatal Life 
Support (NLS) being compliant at the end of September. However, staffing remains 
challenging and the unscheduled Public Holiday in September impacted on the 
PROMPT study session, reducing compliance. Plans are in place to recover this 
position.

Ongoing monthly monitoring of the training is incorporated as part of the Perinatal 
Quality Surveillance Tool (PQST), as well as the maternity dashboard.

The team have worked with the surgery and anaesthetic department to secure the 
support required to enable the anaesthetic team to take part in the relevant 
components of the training for maternity services to ensure compliance with CNST 
requirements. However, the plan is interim, and agreement is required on the way 
forward

5.2 Maternity Dashboard 
The maternity dashboard has continued to be a standing item on the agenda, with a 
more robust exception reporting established. Key area of focus has been the growing 
feedback from women and the contribution this has made to the improvement of care 
for women.

5.3 Governance
The NHSE maternity advisor continues to work closely with the governance team 
within maternity to review systems and processes and update the maternity Risk 
Management strategy. The Rapid review process, which provides a Multi-disciplinary 
Team (MDT) approach to the review of all cases that meet the maternity trigger list, is 
now well embedded, and is providing a positive learning environment.
A line by line review of all past SI/HSIB action plans, as well as the recent 72 hour 
reports, resulted in a detailed thematic report and associated action plan. The 
themes are grouped into 4 main areas, which have now been the focus of 
improvement work. The 4 themes are:

• Team working – working together better
• Clinical escalation and handover of care
• Clinical assessment and care pathways
• Continual learning

The number of open SIs has been cause for concern. Additional resource has been 
deployed to support the maternity Governance team to increase the pace with 
completing and closing investigations.

In the last 3 months the number of SI and complaints has seen a downward trend.

5.4 Service User engagement and involvement
Significant emphasis has been given to how the maternity services can improve the 
capture of feedback from women, birthing people and their families. 
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A new approach has been developed and implemented, which has been designed in 
collaboration with the MVP to ensure every woman has the opportunity to provide 
feedback following their delivery. The model is ‘’your voice is heard’ and is linked the 
Trust’s recently presented Patient voice strategy. By the end of September 2022, 
over 62% of women were providing feedback 6 weeks post-delivery. The themes 
have provided further insight into areas of improvement required for women, 
especially around analgesia and bereavement care. Working groups have been 
established to develop plans to address.

5.6       Workforce
Workforce encompasses a number of different areas across the maternity and 
neonatal services. Discussions at MNAG to date have included;

• The Midwifery workforce. Progress has been made in terms of midwifery 
recruitment, especially in relation to the retention of newly qualified midwives, 
who have trained at East Kent. Recruiting more experienced band6 midwives 
remains a challenge and alternative approaches are being taken forward to 
introduce nursing roles to improve the skill mix across the service. 

Unfortunately, during Q3 the Nursing and Midwifery Council (NMC) withdrew 
support for the pre-registration programme for midwifery at Christchurch 
Canterbury. This has meant currently there are no first-year students. The 
senior midwifery team are working with the university and Health Education 
England (HEE) to address the concerns that were raised across the Local 
Maternity and Neonatal System (LMNS). The team is also working with 
another university to introduce the 2-year midwifery programme, but it is 
hoped that revalidation will be achieved for the 3-year programme in January 
2023, for commencement in April

• Obstetric workforce. A review of the obstetric workforce numbers was 
provided, indicating that the current model at the William Harvey Hospital 
(WHH) for 24/7 has created challenges to achieve cover of other areas of the 
obstetric and gynaecology service. This is now being reviewed and support 
From NHSE has been secured to analyse job plans.

During Q3 a guideline was agreed outlining the roles and responsibilities of 
the consultants when on-call

5.7       Neonatal services 
5.7.1 More emphasis has been given to the neonatal services over the last 2 quarters, 

especially around the neonatal strategy and the medical and nursing workforce. 
5.7.2 Neonatal trends presented and discussion into the ongoing deep dive into the 

number of babies admitted with Hypoxic-Ischaemic encephalopathy.

5.8       Ockenden – Progress against requirements 1 year on
5.8.1 The Trust is now 97% compliant against the Ockenden 7 Immediate and Essential 

Actions. The 4 remaining actions include 3 relating to the implementation of 
Personalised Care and Support Plans (PCSP) and 1 around risk assessments 
completed for Guidelines that do not follow National Institute for Health and Care 
Excellence (NICE).

5.8.2 There is coproduction work, led by the LMNS, to develop PCSPs. This is in draft 
currently and will be circulated for comment shortly. There is an aim to have these 
fully implemented by January 2023.

5.8.3 Risk assessment templates have been requested, that are suitable for review of the 
Physiological Interpretation of Fetal Heart and Induction of Labour Guidelines which 
do not follow NICE. A Standard Operating Procedure (SOP) or defined process for 
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review of such assessments has also been requested from the LMNS Quality 
Assurance Group.

5.9       Reporting aligned to CNST requirements
5.9.1 As part of the CNST requirement a number of reports are required to ensure 

compliance. Each of the following reports have been reviewed and subsequently 
reported to the Trust Board

5.9.2 Safety Action 1- The Quarterly Perinatal Mortality Review Tool (PMRT) report that 
evidences that the PMRT has been used to review eligible perinatal deaths to the 
required standards and consequent action plans. The Quarter 2 report evidenced 
that the surveillance period had not been met by the Trust for a total of 3 cases 
during the CNST Year 4 reporting period.

5.9.3 Safety Action 2- The maternity Digital Strategy was presented to the Trust Board in 
October. This demonstrated alignment with the wider Trust Digital agenda and 
reflects the 7 success measures within the What Good Looks Like Framework. The 
strategy has been shared with Local Maternity Systems and their review and sign off 
is awaited. Progress against the Maternity Services Monthly Statistics publication 
series is reported monthly through the Perinatal Quality Surveillance Tool (PQST) 
report monthly and July submission demonstrates compliance against all metrics 
except Midwifery Continuity of Carer which will be removed from the scorecard as we 
have no cases to submit data against.

5.9.4 Safety Action 3- Quarterly reports demonstrate compliance against the Transitional 
Care and ATAIN standards were received by the Board. These showed the 
Transitional Care activity, audit reviews and action plans, including opportunities for 
future capacity building and development. Weekly ATAIN case reviews findings, 
themes and action plan progress were presented in the reports, including a data 
collection process being in place to capture and review all Transfers as well as the 
admissions. These Transitional Care and ATAIN review findings and reports are 
shared with the Safety Champions and Quarterly with the LMNS.

5.9.5 Safety Action 4- Monitoring of compliance of consultant attendance for the clinical 
situations listed in the Royal College of Obstetricians and Gynaecologists (RCOG) 
document when a consultant is required to attend in person is reported in the PQST 
report each month and there have been no cases escalated to Site Leads or Clinical 
Director, through Rapid Review or reported via Datix. 
Clinical workforce papers are being presented this November Board from Obstetric, 
Anaesthetic, Neonatal Nursing and Neonatal Medical Teams.

5.9.6 Safety Action 5- A midwifery staffing oversight report that covers staffing/safety 
issues has been presented to the Board every 6 months. This describes the process 
for calculating our midwifery establishment and that staffing budgets are aligned to 
fund this. Maternity strive to achieve 100% compliance with supernumerary labour 
ward co-ordinator status and the provision of one-to-one care in active labour and the 
Midwifery Workforce plan appended to this report demonstrates actions being 
progressed to support this.

5.9.7 Safety Action 6- progress in implementing all 5 elements of the Saving Babies lives 
Care Bundle are reported monthly through the PQST report. Evidence of the 
completed quarterly care bundle surveys are submitted with the October report 
demonstrating full compliance against each standard.

5.9.8 Safety Action 8- The Maternity Training policy which included the training needs 
assessment and 3-year training plan aligned to the Core Competency Framework 
was approved through Trust Board and monthly compliance against training is 
reported through the Maternity Dashboard and PQST Report. Anaesthetics are 
engaged in the Training Faculty both delivering training and also for their teams to 
attend training once it returns to face to face. Current training compliance of 
Anaesthetic staff is low and it will not be possible to meet CNST Year 4 unless 
existing and an additional 30 new Anaesthetist that started in September have 
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attended PRactical Obstetric Multi-Professional Training (PROMPT) but the 
consequence of this is that Anaesthetists would still need to be present at sessions 
throughout the remaining year for there to be MDT representation.

5.9.9 Safety Action 9- The quarterly reports for Q2 and Q3 for Serious Incidents are also 
supported by monthly high level reporting through the Maternity Dashboard and 
PQST reports. 
Perinatal Quality Surveillance Tool reports provide a high level summary of safety 
intelligence across multiple topics each month. 
The Trust’s claims scorecard is reported quarterly.

6 Care Quality Commission (CQC)

The Maternity team completed a self-assessment in July 2022, which identified 86 
actions and 55 of those are linked to existing actions across the MIP. In addition to this, 
there was a mock inspection of Maternity services undertaken in August 2022.  

A method for holistic oversight of these two reports is being produced for ongoing 
monitoring of progress against the identified requirements.

To support knowledge and understanding of our full CQC agenda, there are CQC Action 
Forums being delivered at the three main hospital sites, each month, through to 
December 2022. These forums are only offered as face-to-face events, and offer drop-in 
sessions to the whole maternity workforce; to date there has been attendance by 
Consultants, Matrons, Ward Managers, Administrators, Infant feeding, and Patient 
experience. The purpose is to share awareness of the CQC, and the current work we 
have to completed, and engage people in how they can contribute and / or what we can 
achieve together. Updates will be shared with the Quality, Compliance and Assurance 
team.

7 Safety Champion report 
As part of Safer Maternity Care and the NHS Long Term Plan, Safety Champion roles 
have been established to ensure effective communication between ‘floor-to-board’ as a 
mechanism for improving safety and outcomes within maternity and neonatal services. 
The Maternity and Neonatal Assurance Group (MNAG) was established to oversee the 
improvement of maternity services as well as the adherence to national regulatory 
requirements. MNAG provides the Safety Champion Reporting forum, with Terms of 
Reference updated in August 2022 to explicitly reference this position. Monthly Safety 
Champion Meetings continue but these are un-minuted pre-meet discussion 
opportunities prior to the MNAG meeting. The Maternity Board level, Non-Exec and 
designated lead safety champions for Neonatal, Obstetric and Midwifery services Safety 
Champions are therefore key members of MNAG and ensure that staff and womens 
voices are heard and included within the agenda items discussed.

7.1 In Quarter 1, 2022 a summary of the monthly safety champion walkabout staff 
feedback was presented for the previous 12-month period. This showed the themes 
of feedback and also how they had been acted upon. For Quarter one and Quarter 
three, staff feedback has continued to be largely around the publication of the of 
Reading the signals - the Independent Investigation report, impact of workforce 
pressures, shift cover, staff morale, sickness and exhaustion, cancellation of non 
clinical commitments and impact of attendance at for example ATAIN meetings and 
future workforce plans to resolve. There also continues to be themes around the 
maternity and neonatal estates including on call and meeting rooms taken over by 
equipment storage and impact on Transitional Care Service expansion.

7.2 On 17 October 2022, the Board and Maternity Safety Champions supported and 
attended the Perinatal Optimisation Study Day event, aligned to the MatNeoSip 
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National Drivers to improve outcomes for preterm infants. This workshop was 
attended by over 50 Trust Staff, the Prem 7 system lead and a family who shared 
their emotional and beautiful account of “the honest but hopeful” care received from 
our Maternity and Neonatal Team following the birth of their extremely preterm baby. 
The Maternity and Neonatal Perinatal Optimisation Group, leading on this work 
presented the National direction and Trust position around this work including 
predicting and optimal management of preterm births and data quality and the 
afternoon facilitated workshops to coproduce improvement ideas for future service 
planning.

7.3 The Midwifery Workforce paper includes an update on the ‘Positive Culture in 
Maternity’ workstream and how insights are utilising from culture surveys and 
feedback to inform improvement plans

7.4 Continuity of Carer plans remain on hold until the workforce building blocks are 
stabilised. The commitment to implement this as the default model of care remains 
and plans are in place to mobilise in the areas of highest levels of deprivation once 
risk assessed as safe to do so.  

7.5 The Trusts claims scorecard was reported in Quarter 2. This along with monthly 
reporting of complaints data supports more targeted interventions 

7.6 The maternity Dashboard is presented to the Board on a quarterly basis, including; 
the number of incidents reported as serious harm, themes identified and actions 
being taken to address any issues; staff feedback from frontline champions and walk-
abouts; minimum staffing in maternity services and training compliance.

8 Key Areas of Challenge

8.1 Staffing has continued to be significantly challenged during Q2 and Q3 
impacting on the progress against elements of the improvement plans for 
governance, but also for the compliance with key areas such as training.

8.2 The ability to close down the Sis, which saw a sharp inclined during Q2, as 
well as the complaints received during this time.

9          Conclusion

9.1 There is a clear plan and focus on improving how service users and their 
families are engaged and their feedback gained.

9.2 Improvements continue to be made, but it is recognised that progress has 
been slower in some areas than planned

9.3  Maternity Safety Champion engagement to link from ward to Board has been 
maintained.
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REPORT TO: BOARD OF DIRECTORS (BoD) 

REPORT TITLE: CHIEF NURSING & MIDWIFERY OFFICER QUARTERLY 
REPORT 

MEETING DATE: 3 NOVEMBER 2022

BOARD SPONSOR: CHIEF NURSING & MIDWIFERY OFFICER: EXECUTIVE 
MATERNITY BOARD SAFETY CHAMPION 

PAPER AUTHOR: CHIEF NURSING & MIDWIFERY OFFICER (CNMO): 
EXECUTIVE MATERNITY BOARD SAFETY CHAMPION

APPENDICES: NONE 

Executive Summary:
Action Required:
(Highlight one only)

Decision Approval Information Assurance Discussion

Purpose of the 
Report:

To provide an update to the Board of Directors on the progress 
made in delivering the Improving Quality Roadmap that was first 
shared with the Board in May 2022. The Roadmap outlines the 
key priorities in relation to Improving Quality which are closely 
aligned to the We Care programme and the Patient Experience 
and Reducing Harm True Norths. 

Summary of Key 
Issues:

The Improving Quality Roadmap details the key programmes that 
have been put in place to drive improvements in care, improve 
patient experience and to develop the Nursing, Midwifery and 
Allied Health Professionals (AHP) workforce. The Roadmap 
demonstrates how each piece of work is interlinked and that 
success is determined by achievement in all areas.

The Roadmap is made up of 4 domains:  Staff development, 
Fundamentals of Care, Patient Voice and Sustaining 
Improvement.  

Key 
Recommendation(s):

The Board of Directors are invited to:
1. NOTE and DISCUSS the content of the paper; and
2. Receive ASSURANCE in the progress that is being made 

in the delivery of the Improving Quality Roadmap and the 
priorities included within the domains to improve care and 
patient experience. 

Implications:
Links to ‘We Care’ Strategic Objectives:
Our patients Our people Our future Our 

sustainability
Our quality 
and safety

Link to the Board 
Assurance 
Framework (BAF):

BAF 32: There is a risk of actual, or potential, harm to patients if 
high standards of care and improvement workstreams are not 
delivered.
BAF 35: There is a risk of failure to recruit and retain high calibre 
staff.

Link to the Corporate 
Risk Register (CRR):

CRR 116: There is a risk of inadequate nursing staffing levels and 
skills mix to meet patients’ needs.
CRR123: There is a risk of inadequate medical staffing levels and 
skills mix to meet patients’ needs.
CRR 125:  Failure to meet patients’ nutrition and hydration needs.
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Resource: Y Business cases approved for: Safer Staffing, Patient 
Voice/Involvement and Ward Accreditation.  

Legal and regulatory: Y Care Quality Commission (CQC) – duty to provide safe, 
high quality care. 
Statutory safeguarding duties as defined in the Care Act 
and Children’s Act legislation and statutory guidance.

Subsidiary: N
Assurance Route:
Previously 
Considered by:

N/A 
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CHIEF NURSING & MIDWIFERY OFFICER (CNMO) QUARTERLY REPORT 

1. Purpose of the report 

1.1 To provide an update to the Board of Directors on the progress made in 
delivering the Improving Quality Roadmap that was first shared with the 
Board in May 2022. The Roadmap outlines the key priorities in relation to 
Improving Quality which are closely aligned to the We Care programme and 
the Patient Experience and Reducing Harm True Norths.

2. Improving Quality Roadmap 

2.1 The Improving Quality Roadmap, included below, details the key programmes 
of work that are in place to drive improvements in care, improve patient 
experience and to develop the Nursing, Midwifery and AHP workforce. Our 
Trust ambition is to achieve a ‘Good’ rating with the CQC by 2024 and move 
to being ‘Outstanding’ by 2025.    The projects included within the roadmap 
will contribute significantly to the Trust realising this ambition, however, it is 
important to acknowledge that there are many other workstreams/projects 
that are underway which sit within other Executive Portfolios which also 
contribute and drive this agenda.   

2.2 The roadmap is made up of 4 domains:  Staff development, Fundamentals of Care, 
Patient Voice and Sustaining Improvement.   The diagram below illustrates the areas 
of work that sit under each domain.   
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3. Improving Quality Domain Descriptions 

3.1 Staff Development: The key deliverables within the staff development domain include 
recruiting to the additional 370 band 5 posts from the safer staffing business case and right 
sizing the nursing workforce in our in-patient areas (43 wards). This will be achieved by 
December 2022 as we will have recruited 400 internationally educated nurses this year and 
have 61 newly qualified nurses due to start this month (48 Adult and 13 Paediatric). To 
support this increase in our band 5 nursing workforce we are further strengthening the 
nursing leadership with the creation of a 6-month Matron development programme to 
commence on the 1 November, this in-house course has been developed with NHS England 
(NHSE) & Health Education England (HEE) and is built around the national Matrons 
Handbook. To ensure the career progression of our current band 5s that have been in the 
Trust for over a year EKHUFT is fully engaged in the Integrated Care Board’s (ICB) Aspiring 
Development Programme for Band 5 Nurses and have secured 56 places for our staff.  Both 
these programmes link with the other sub priorities of the Nursing Career and Advanced 
Practice Framework, the current work on this includes creating a Trust wide policy for 
advanced practice plus a workshop is in creation that will support care group leads to review 
their services and how these roles will support and enhance them. The development of the 
Nursing and Midwifery Strategy continues at pace. The first draft has been created and is 
currently under review by the Heads of Nursing and Midwifery. The Strategy will be launched 
at the Nursing and Midwifery Conference that is being held on the 22 November 2022.  

3.2 Fundamentals of Care: The key deliverable within this domain is delivery of 
improvement plans in relation to the key fundamentals of care and is closely linked to the 
implementation of the Ward Accreditation Programme, which sits within the Sustaining 
Improvement domain. The aim of the programme is to promote clinical compassionate 
leadership and focuses on engaging staff and empowering ward leaders to improve 
standards and quality within patient facing areas.   The project is closely aligned with the We 
Care programme and is based on the continuous improvement principles of standardisation, 
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recognising, sharing and maintaining best practice in the interest of patient care.  When used 
effectively it can support improved patient outcomes, increase patient experience and 
enhance staff satisfaction.  

Clinical areas will progress through bronze, silver and gold standards as they achieve their 
designated targets for consistent practice and performance.  The accreditation framework is 
designed around 12 standards which are aligned to the Trust’s True North, the Care Quality 
Commission’s (CQC’s) key lines of enquiry, the ten commitments and the 6 Cs. 

So far, 5 wards have piloted the ward accreditation tool using the digital Tendable Quality 
Audit App (previously perfect ward), to allow us to review our questions and scoring.    
Changes have been made and the first 9 wards have been identified for roll out of the 
accreditation framework aligned to wave 5 of the We Care programme. The Tendable App 
enables essential care audits to be completed with ease and provides rapid results to 
monitor the impact of continuous improvements to allow wards to benchmark themselves 
against each other.

3.3 Patient Voice:  The key deliverables within this domain include implementation of the 
Patient Voice and Involvement Strategy and introduction of the Patient Experience Surveys 
to in-patient ward areas.  The Patient Voice and Involvement team came into post in mid-
August 2022, with four of the six posts in place. Head of Patient Voice and Involvement has 
been line-managing the team due to the Lead role remaining unfilled.  The team are 
supporting the process for patient/carer stories at the Board.  These commenced in October 
and have been received well.  The team has promotional materials in place, a page on the 
public website, role descriptions for Participation Partners (patients, carers and communities) 
and Involvement Champions (staff) and is working with wards at each of the main sites to 
train staff as Involvement Champions and support ward staff to collect patient feedback.  The 
Patient Participation and Action Group (PPAG) will be launched on 21st November.  We have 
a Participation Partner as Co-Chair.  The team has established links with a range of 
voluntary and community organisations who work with disabled people, carers, older people, 
homeless people and minority ethnic communities, and with Kent and Medway partner 
organisation's engagement teams.  The next priority for the team is to develop an outcomes 
framework to evidence the changes that are being made as the Strategy is implemented.   

3.4 Sustaining Improvement: The key deliverables within this domain include implementing 
the All Age Safeguarding Deliverable plan to ensure that the Trust is compliant with all 
statutory safeguarding responsibilities and that systems and processes are embedded 
across all sites and developing and implementing the plans to improve our CQC rating. 

3.4.1 Safeguarding 
The All Age Safeguarding Deliverables (AASD) action plan was implemented on 1 May 
2022.

The AASD addressed the 17 recommendations from the Independent Safeguarding Review 
and the plans to support the Trust in terms of developing a sustainability plan to maintain its 
statutory duties. All recommendations outlined were achieved to demonstrate that the 
Trust now has systems and processes in place, which are aligned to the Care Act 
Care and Support Statutory Guidance. To enable the Trust to maintain compliance, the 
evidence generated was mapped against the Care and Support Statutory Guidance 2016 
Chapter 14 in relation to Section 42, 43, 44, 45 and 47 of the Care Act.

The next stage of the work is to implement sustainability plans for all safeguarding activities 
through strengthening interim leadership to maintain the core activities whilst arrangements 
for workforce are being considered and recruited into substantively. This is to address the 
high risks associated with sustaining the progress that has been made to ensure continued 

5/7 206/409



22/148 

6

statutory compliance, as the Trust continues to address the issues around the safeguarding 
adults’ workforce and competencies and skills issues at Care Group level. 

To support this work, there is a targeted focus on managing the transition between the 
safeguarding children and adult teams and strengthening the existing structures through 
scoping skills across the team to address some of the challenges relating to joint 
safeguarding activities. These include Think Family, transitional safeguarding and domestic 
abuse.  The outputs of this will also inform the workforce options paper which is in the 
process of being finalised and the subsequent business case. 

3.4.2 CQC Journey to Outstanding 
The Strategic Initiative ‘Journey to Outstanding’ (JTOC) is a key component of this domain.  
This includes delivery of the CQC preparedness framework and the diagnostic exercise with 
the care groups to understand the baselines which we are starting from in order to support 
services to move to ‘Good’ in the next two years.  This diagnostic work has been completed 
A detailed analysis has been undertaken and the outcome is being reported through the 
Trust JTOC Governance arrangements. Care Group leads have been asked to provide 
assurance of oversight and governance arrangements for action plan implementation at the 
November CQC Oversight and Assurance meeting including links to their risk registers. 

CQC Must and Should do actions: Improvement progress has been seen in all 5 Care Group 
action plans since January 2022. Many of the residual open actions include improvement 
initiatives that are in progress but will take several months to be completed.  A draft 
assurance thresholds framework has been prepared and is due to be ratified at the 
November JTOC Programme Board meeting. After this the process will be fully implemented 
with an update of progress provided after this.

The JTOC Programme continues to progress well with a number of activities commencing.

These activities include the design and implementation of a Trust level well led assessment 
review workshops. The first of 2 Trust level well led workshops is being arranged and will 
take place for the executives and care group triumvirates on 21 November 2002. This will be 
followed by a workshop for the Trust Board in January 2023, with the date to be arranged. In 
addition, a Trust level Well led desk top review of policies etc is also being undertaken.  

A CQC inspection of maternity core service is anticipated and preparations with the Care 
Group continue in preparation, ongoing support is been provided to maternity services, in the 
form of 1:1 senior team well led sessions; joint triumvirate group leadership well led sessions 
and a wider team joint well led preparation session. A mock CQC inspection was undertaken 
in August 2022 and a detailed report was prepared. Recommendations from this recent 
mock inspection has been cross-referenced by the service and integrated into the existing 
maternity improvement plan. 

A desk top review of CQC registration regulations is underway. 

4 Conclusion 

The projects and initiatives that are included within the Improving Quality Roadmap are now 
beginning to be implemented and we are seeing green shoots of progress in the reduction of 
moderate harm and above in relation to tissue viability, nutrition and falls, however it is 
recognised that there is much more to do.  A key priority is to right size the nursing workforce 
on our in-patient wards so that nurses have time to care and return to the bedside to deliver 
hands on care.  The Improving Quality Roadmap sets the direction for how we will support 
our nurses and midwives to develop and retain and also to succession plan to safeguard our 
future. 
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We are making great in-roads in improving our safeguarding processes and have 
significantly improved the ward to board processes associated with safeguarding. However, 
it is recognised that the key to sustainability is ensuring that our care group leaders 
understand safeguarding legislation and can support their teams on the ground to execute in 
order to safeguard our patients from harm, at the moment all of the expertise is held at 
corporate level.  

The Roadmap continues to align with the We Care programme and pulls together the key 
deliverables that are required to improve quality of care and patient experience over the next 
12 months.   
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REPORT TO: BOARD OF DIRECTORS (BoD)

REPORT TITLE: SAFEGUARDING ADULTS AND CHILDREN QUARTER 1 
REPORT

MEETING DATE: 3 NOVEMBER 2022

BOARD SPONSOR: CHIEF NURSING AND MIDWIFERY OFFICER

PAPER AUTHOR: INTERIM JOINT HEAD OF SAFEGUARDING

APPENDICES: APPENDIX 1:  ALL AGE SAFEGUARDING DELIVERABLES 
(AASD) ACTION PLAN COMPLETION 

Executive Summary:
Action Required:
(Highlight one only)

Decision Approval Information Assurance Discussion

Purpose of the 
Report:

The purpose of this report is to provide an update and assurance 
to the Board on the progress and challenges of the safeguarding 
adults and children activities for Q1. The report will also outline the 
progress of the AASD action plan which the Trust has been 
implementing over the last six months. The current systems and 
process in place as a result of this plan will be highlighted, as well 
as evidence of how the safeguarding children activities have 
continued to provide core statutory duties required to remain 
compliant. 

Summary of Key 
Issues:

The AASD action plan was implemented on 1 May 2022. To 
enable the Trust to demonstrate compliance, the evidence 
generated was mapped against the Care and Support Statutory 
Guidance 2016 Chapter 14 in relation to Section 42, 43, 44, 45 
and 47 of the Care Act. 

Although the Trust has the evidence to demonstrate that it now 
has systems and processes in place to undertake its safeguarding 
activities, there remains high risks associated with this delivery of 
this, as the Trust continues to address the issues around 
safeguarding adults’ workforce and competencies and skills issues 
at Care Group level. There are plans to develop and implement 
sustainability plans of safeguarding activities through 
strengthening interim leadership to maintain the core activities 
whilst arrangements for workforce are being considered and 
recruited into substantively.

Key 
Recommendation(s):

The Board of Directors is invited to:
1. NOTE the report and DISCUSS the key issues highlighted 

and;
2. Receive ASSURANCE on the Q1 activities and completion 

of the AASD action plan for safeguarding adults and 
children.  

Implications:
Links to ‘We Care’ Strategic Objectives:

Our patients Our people Our future Our 
sustainability

Our quality 
and safety
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Link to the Board 
Assurance 
Framework (BAF):

Patient outcomes may be compromised as a consequence of a 
failure to identify patients at risk of abuse, neglect and harm for 
both adults and children in line with relevant legislation (Children’s 
Act, Care Act, Mental Capacity Act (MCA), Equalities Act, Human 
Rights Act and Mental Health Act).

Link to the Corporate 
Risk Register (CRR):

CRR 36:  Lack of systems and processes to enable the Trust to 
meet its statutory duties relating to the Care Act, Children’s Act, 
MCA/Deprivation of Liberty Safeguards (DoLS)/Liberty Protection 
Safeguards (LPS), Domestic Abuse/Violence, Prevent and 
identification of risks associated with this. As such resulting in the 
following.

Resource: Y Safeguarding adults and children’s teams to effectively 
deliver safeguarding activities. Workforce options paper 
being finalised, business case will be required. 

Legal and regulatory: Y Statutory safeguarding duties as defined in the Care Act 
and Children’s Act legislation and statutory guidance.

Subsidiary: Y/N None.
Assurance Route:
Previously 
Considered by:

None
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SAFEGUARDING ADULTS AND CHILDREN QUARTER 1 REPORT 

1. Purpose of the report

1.1 The purpose of this report is to update the Board on the core safeguarding 
activities for Q1 with a key focus on the completion of the AASD action plan 
deliverables that had been implemented over the last 6 months. These 
addressed the recommendations from the Independent Safeguarding Review 
and the plans to support the Trust in terms of developing a sustainability plan 
to maintain its statutory duties. 

2. Background

2.1 This Q1 business report covered the period April - June 2022 and included 
the volume of safeguarding activity undertaken throughout the Trust to enable 
it to meet its statutory responsibilities and was provided to the Quality and 
Safety and Safeguarding Assurance Committees for assurance. In addition, 
the report highlighted actual or potential challenges and the mitigations in 
place to address these.

2.2 Responsibilities included: 
1. Children, young people and adults and their families, who use the Trust 

services and demonstrating how they were safeguarded by our staff, 
policies and processes. 

2. Staff being suitably skilled and supported and the challenges in workforce 
issues.

3. Commitment at all levels of the organisation for safeguarding including, 
leadership, full engagement and support of local accountability and 
assurance structures. 

4. Encouraging a culture where safeguarding is everybody’s business.
5. Poor practice being identified and addressed. 

2.3 In order to achieve this, the following activities were undertaken by the 
Safeguarding Children and Adult teams:
1. Maintaining business as unusual activities between Monday - Friday, 9 

am – 5 pm with provisions to support staff out of hours.
2. Highlighting of children and adults at risk on Allscripts, use of Child 

Protection-Information System and Female Genital Mutilation-Information 
System.

3. Multi-agency partnership working and to meet the statutory reporting for 
Female Genital Mutilation and PREVENT reporting.

4. Providing assurance to the Integrated Care Board (ICB) and Kent 
Safeguarding Children Multi-Agency Partnership (KSCMP) and Kent and 
Medway Safeguarding Adult Board (KSAB), through schedule 4 reporting.

5. MCA/DoLS Implementation Plan by strengthening the current systems 
and processes in place and working in conjunction with the ICB and NHS 
England (NHSE). 

6. Domestic abuse and domestic homicide statutory duties in conjunction 
with our key partners.

7. The core activities were highlighted in the Safeguarding Children and 
Adults Business report for Q1 that was provided to the Safeguarding 
Assurance Committee in August and the Quality and Safety Committee in 
September.
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3. Completion of the AASD action (Adults)

3.1 Over the last 6 months, the Trust had been implementing the AASD action 
plan deliverables, which built upon the existing safeguarding systems and 
processes in place for the 6 key areas of the Trust’s safeguarding 
arrangements, of which the 17 recommendations from the Independent 
Safeguarding Consultant were incorporated in this. This was to ensure that 
the Trust met its statutory duties under the Care Act for safeguarding adults. 

3.2 Completion of the 17 Recommendations through the AASD Action Plan 
Deliverables. 

All recommendations outlined were achieved to demonstrate that the Trust 
now had systems and processes in place, which were aligned to the Care Act 
Care and Support Statutory Guidance. To enable the Trust to maintain 
compliance, the evidence generated was mapped against the Care and 
Support Statutory Guidance 2016 Chapter 14 in relation to Section 42, 43, 44, 
45 and 47 of the Care Act. 

3.3 Although the Trust has the evidence to demonstrate that it now has systems 
and processes in place to undertake its safeguarding activities, there remains 
high risks associated with this delivery of this, as the Trust continues to 
address the issues around safeguarding adults’ workforce and competencies 
and skills issues at Care Group level. There are plans to develop and 
implement sustainability of safeguarding activities through strengthening 
interim leadership to maintain the core activities whilst arrangements for 
workforce are being considered and recruited into substantively. The 
completed deliverables are indicated in the AASD action plan included in this 
report (Appendix I).

  4. Key Recommendations/Next Steps

4.1 To maintain the interim measures to support the gaps in safeguarding 
workforce and operational leadership, whilst the options paper and Business 
case are being considered.

4.2 Develop a safeguarding sustainability plan based on the 9 deliverables from 
the AASD, which will now form part of business as usual safeguarding 
activities and to ensure that there is an exit strategy from the action plan.

4.3 To finalise all policies and procedures that are currently under review which 
are aligned to strengthening safeguarding activities. These include Managing 
Allegations Against Staff, Restraint Policy, Enhanced Observation Policy, 
Rapid Tranquillisation Guidance, Management Violence and Aggression and 
Missing Persons Policy and the People at Risk Policy.

4.4 To focus on managing the transition between the safeguarding children and 
adults teams and strengthen the existing structures through scoping skills 
across the team to address some of the challenges relating to joint 
safeguarding activities. These include Think Family, transitional safeguarding 
and domestic abuse.

4.5 To address the backlog in operational activities relating to section 42s for 
safeguarding adults activities to ensure that these are updated whilst working 
closely with the local authority.

4.6 To continue to provide coaching and mentoring of the safeguarding team, 
Directors of Nursing (DoNs) and Heads of Nursing (HoNs) as part of their 
development to strengthen safeguarding leadership and support with complex 
patients.
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National Standards Benchmarking
(and links supporting evidence)

Regional Acutes (Kent & Medway)
EKHUFT MTW Medway D.Ford &

Gravesham
KCH QEQM WHH Maidstone T.Wells Medway DVH

CQC Ratings
Not rated RI RI G RI G G

Others - TBN
Required measures: Evidence requested: Location: Action ref:
• Improved safeguarding governance process in place. • Benchmark and evidence against all national standards 
• Improved safeguarding service compliant with regulatory standards. • Feedback from service users and evidence of impact 
• Service users are engaged and involved in shaping care around safeguarding. • Robust policies in place with internal audit undertaken to show their effectiveness and compliance.

• Evidence of sustained improvement in monthly reports. 
• Feedback from staff on their current experiences regarding safety, culture and leadership.
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Unique Identifier Deliverable Objective Overall Action
Status

Level of Assurance Link to National
Driver/ Strategy/

Plan

Link to Trust
Strategic Theme

Sub-Category/
Theme

Source CQC
domain

Action
Ref:

Action Update / Narrative Progress Overall action
completion value

(%)

Action Owner

(Name, Role)

Due Date

(XX/MM/Y
Y)

Evidence to demonstrate Action Status Ongoing
monitoring
(Governance
Forum)

Links to Other Safeguarding
Plan(s)

AASD 01 To address the gaps in policies, processes, and
protocols to ensure that they meet the statutory

requirements by implementing the safeguarding review
recommendations.  This will be in relation to the Care

Act and Children’s Act statutory compliance
requirements and that the provision of assurance for
this is consistent with NHSE Safeguarding Assurance
and Accountability Framework (SAAF) and Section 11
(Recommendations 1,2,3,4,5,6,8,10,11,13,14,15,17).

This will include:
Care Act and Children’s act Processes and Systems

MCA/DoLS/ LPS
Domestic Abuse and the relevant up to date legislation

(MARAC and MAPPA)
Prevent (Channel Panel)
Think Family Approaches

Trauma Informed Care Approaches

Completed Fully Assured NHSE
Safeguarding
Assurance &
Accountability

Framework

Our Quality and
Safety

Clinical
Effectiveness

Safeguarding Review
Recommendations

Safe AASD
01.1

Produce Joint Safeguarding Adults and Children
Strategy

Strategy completed and was reviewed at the 8 June 2022.
Circulated to the Trust safeguarding teams, DoNs and
HoNs for final feedback. To be signed off by SS.

3 - Complete 10 Pat Hobson, Interim Joint
Safeguarding Lead & Carol
Tilling, Children's Safeguarding
Lead

30.06.22 Approval at Joint Safeguarding
Assurance Committee and internal

Governance Committees and Board

Safeguarding
Assurance

Group

Fully Assured Childrens Act Clinical
Effectiveness

AASD
01.2

Produce Joint Adults and Children Policies and
Procedures for DoLS/MCA

MCA/DoLS Policy already written and to be reviewed at the
MCA/DoLS Task and Finish Group on 27 July and also to
be circulated to ICB and NHSE, DoNs and HoNs and LA
DoLS team for comments. Joint Adults and Children policy
currently being reviewed and due for completion in
September 2022.

3 - Complete Pat Hobson, Interim Joint
Safeguarding Lead & Carol
Tilling, Children's Safeguarding
Lead

30.06.22

Fully Assured Care Act Clinical
Effectiveness

AASD
01.3

Develop a Joint LPS Gap Analysis and Implementation
Plan

MCA/DoLS  Implementation Plan approved at the June
Safeguarding Assurance Committee. Currently being
implemented with oversight from the MCA/DoLS Task and
Finish Group. The LPS Gap analysis on hold due to delays
in the LPS launch from the government.

3 - Complete Pat Hobson, Interim Joint
Safeguarding Lead & Carol
Tilling, Children's Safeguarding
Lead

30.06.22

Partially Assured Not applicable Clinical
Effectiveness

AASD
01.4

Produce Domestic Violence/Abuse Strategy and Policy New Domestic Abuse policy request presented at Policy
Authorisation Group on 20 July and agreed. Currently
being written, Due for completion on 30 August 2022.

3 - Complete Pat Hobson, Interim Joint
Safeguarding Lead & Carol
Tilling, Children's Safeguarding
Lead

30.06.22

Partially Assured AASD
01.5

Produce Prevent Delivery Strategy/Plan and Policy New Prevent policy request presented at Policy
Authorisation Group on 20 July and agreed. Currently in
progress due for completion on 29 July 2022.

3 - Complete Pat Hobson, Interim Joint
Safeguarding Lead & Carol
Tilling, Children's Safeguarding
Lead

30.06.22

Fully Assured AASD
01.6

Carry out Joint LPS Consultation Survey Consultation completed and sent on 14 July 2022. 3 - Complete Pat Hobson, Interim Joint
Safeguarding Lead & Carol
Tilling, Children's Safeguarding
Lead

30.06.22

Fully Assured AASD
01.7

Put in place Joint Adults and Children Safeguarding
Dashboard and KPIs

Dashboard now in place and a standing item at the
Safeguarding Assurance Committee.

3 - Complete Mary Louise Williams, Children's
Safeguarding Administrator

30.06.22

Fully Assured AASD
01.8

Provide Safeguarding Update Reports to
CCG/NHSE/CQC/QSG

Monthly meetings with the ICB Designate. Currently
finalising a process to provide regular reports of
safeguarding activities through the use of the Dashboard
summary.

3 - Complete Pat Hobson, Interim Joint
Safeguarding Lead & Carol
Tilling, Children's Safeguarding
Lead

30.6.22

Fully Assured AASD
01.9

Produce a Section 11
SAAF
Safeguarding sustainability plan

SAF actions update completed and presented to the 8
June Safeguarding Committee. Thematic SAF completed
and date for presentation rescheduled to September 2022.
Sustainability plan to be developed from August 2022.

3 - Complete Pat Hobson, Interim Joint
Safeguarding Lead & Carol
Tilling, Children's Safeguarding
Lead

30.6.22

Fully Assured AASD
01.10

Safeguarding Processes and System KPI in place Additional KPI now on dashboard with regular reports to be
provided to the Safeguarding Assurance Committee.

3 - Complete Pat Hobson, Interim Joint
Safeguarding Lead & Carol
Tilling, Children's Safeguarding
Lead

30.6.22

AASD 02 To review the current risks on the Risk Register and
identify and update all existing safeguarding risks within
the Trust to ensure that the mitigating factors are
identified, implemented and monitored

Completed Fully Assured NHSE
Safeguarding
Assurance &
Accountability

Framework

Our Quality and
Safety

Risk Management Safeguarding Review
Recommendations

Safe AASD
02.1

Arrange meetings with key individuals within the Trust to
review the risks register

Meeting taken place and now continues every month to
review the risks.

3 - Complete 100 Pat Hobson, Interim Joint
Safeguarding Lead & Carol
Tilling, Children's Safeguarding
Lead

30.4.22 Updated safeguarding adults and
children risks on Risk Register and

ongoing mitigating of risks
Safeguarding sustainability plan

Safeguarding Risk KPI

Safeguarding
Assurance

Group

Fully Assured AASD
02.2

Agree the safeguarding risks to be included on the Risk
Register

All safeguarding risks reviewed and new risks now in
place. Safeguarding risk register is now a standing item at
the Safeguarding Assurance Committee and Safeguarding
team meetings.

3 - Complete Pat Hobson, Interim Joint
Safeguarding Lead & Carol
Tilling, Children's Safeguarding
Lead

30.4.22

Fully Assured AASD
02.3

Put in placerRegular meetings with the Trust
Safeguarding and Quality Teams
Attendance to System wide safeguarding and quality
surveillance meetings e.g QSGs, ICS, LA and SAB
children Partnership board and NHSE meetings where
applicable

More joint working between safeguarding, quality and
patient safety agreed with attendance to meetings such as
Fundamentals of Care and other Care group meetings.
Regular meetings to  SAB, ICB, MCA/DoLS/LPS meetings
in place. To review QSG with Quality to establish what will
be required to provide safeguarding assurance. Meeting
agreed with Patient Safety to review the new Patient Safety
Strategy and align this to safeguarding core activities.

3 - Complete Pat Hobson, Interim Joint
Safeguarding Lead & Carol
Tilling, Children's Safeguarding
Lead

30.4.22

AASD 03 To undertake a scoping of the safeguarding adults and
children workforce and structure to ensure that there is
an all age safeguarding workforce to meet the needs of
patients across the lifespan and provide an Options
Paper outlining the recommendations for this and the
recruitment plan required to address any gaps in
workforce identified (Recommendation 7,9,12,13).

Completed Fully Assured Our People Education &
Training

Safeguarding Review
Recommendations

Effective AASD
03.1

Consult with   existing staff, hold Focus groups and
webinar meetings

Two focussed group taken place in May to discuss the
Options available. Meeting to be held with SS to agree
option and develop a business case.

3 - Complete 50 Pat Hobson, Interim Joint
Safeguarding Lead & Carol
Tilling, Children's Safeguarding
Lead

31.05.22 Options Paper
Presentation at the Joint Safeguarding

Assurance Committee
Approval and at relevant internal

safeguarding committees and boards
Recruitment plan for identified roles

Workforce development plans for staff
Safeguarding sustainability plan

Safeguarding workforce KPI

Safeguarding
Assurance

Group

Fully Assured AASD
03.2

Carry out a review of job roles description and create
new job roles and description

Reviews of current job roles taken place with key
individuals and creation of acting roles in place to mitigate
the risks associated with the delays in systems and
governance as part of scoping the workforce and agreeing
an option, business case and recruitment plan. Paper on
interim measures to go to the next Safeguarding
Assurance Committee.

3 - Complete Pat Hobson, Interim Joint
Safeguarding Lead & Carol
Tilling, Children's Safeguarding
Lead

31.05.22

Fully Assured AASD
03.3

Carry out a Skills Analysis on safeguarding team Initial scoping completed with the creation of key roles.
Skills analysis to be done by end of August 2022.

3 - Complete Pat Hobson, Interim Joint
Safeguarding Lead & Carol
Tilling, Children's Safeguarding
Lead

31.05.22

Fully Assured AASD
03.4

Put in place HR impact assessments and support for
safeguarding team

Meeting held with Human Resources and agreed that
Options paper will be reviewed for further input.

3 - Complete Pat Hobson, Interim Joint
Safeguarding Lead & Carol
Tilling, Children's Safeguarding
Lead

31.05.22

AASD 04 To provide senior safeguarding leadership within the
Trust and to work collaboratively with other key partners
to ensure that assurance is provided at Commissioner,
governance, strategic, operational and frontline level
(Recommendation 8,15,17).

Completed Fully Assured Our Quality and
Safety

Safeguarding Review
Recommendations

Well-Led AASD
04.1

Meet with all key safeguarding individuals internally and
externally through regular attendance at all internal and
external meetings relating to safeguarding - relevant
SAB and Children Partnership Subgroups, MARAC,
MAPPA (where applicable), DHR Panels, SARs and
Child Death Panels, Prevent Board and Channel
Panels, Patient Safety, SI Panels and Quality Systems
wide Safeguarding and Quality Meetings (where
required), QSGs, ICB safeguarding and quality
meetings as indicated, relevant LA safeguarding
meetings as required

Attendance to key meetings as part of the SAB
commitment in place and evidence of completion of SAB
activities completed to provide assurance.

3 - Complete 0 Pat Hobson, Interim Joint
Safeguarding Lead & Carol
Tilling, Children's Safeguarding
Lead

30.06.22 Evidence of attendance at Section 11
Partake in the SAAF with the SAB
Trust Board and Quality Committee
Meetings, Joint Adults and Children
Safeguarding Committee, CCG and
NHSI Assurance as agreed,
Safeguarding Adults Board and
Children Partnership Board,
Subgroups for Safeguarding Adults
Board and Children Partnership Board,
Other NHSE, ICS, local and regional
safeguarding meetings
Safeguarding sustainability plan

Safeguarding
Assurance

Group

AASD 05 To ensure that the Trust workforce has the relevant
training and competencies in line with the Intercollegiate
Documents (ICD) for both Adults and Children at all
levels from Board to frontline (to include all services
commissioned by the Trust) (Recommendation
6,9,11,14,16,17).

Completed Fully Assured Our People Education &
Training

Effective AASD
05.1

Regular meetings with safeguarding individuals within
the Trust and ICBs
Review of the current training compliance for adults and
children for the Trust
Review the training needs analysis for all staff from
Board to frontline in line with the ICD
Review the current safeguarding training plan in place
Review the assurance and processes for training
compliance

Regular monthly meetings in place with ICB Designate.
Training compliance and needs analysis in progress.
Current training delivery for Junior doctors reviewed and a
joint plan with children to support this is being considered
to address the issues.

3 - Complete Pat Hobson, Interim Joint
Safeguarding Lead & Carol
Tilling, Children's Safeguarding
Lead

Training Strategy
Training Delivery Plan

Evidence of ongoing safeguarding
training compliance
Safeguarding Dashboard
Safeguarding Training KPI
Safeguarding training sustainability
plan

Safeguarding
Assurance
Group
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AASD 06 To ensure that the progress of all safeguarding
enquiries, SARs, SIs and Coroners cases (with
safeguarding implications) SCRs, DHRs, MCA/DoLS
and Prevent cases is consistent with statutory
guidelines pertaining to this and to provide the evidence
required to progress the reviews as required
(Recommendation 8,11,14,15,17).

Completed Fully Assured Our Quality and
Safety

Safeguarding Review
Recommendations

Meetings with key safeguarding individuals within the
LA, CCGs and Trust
Review current processes in place for monitoring
section 42, SARs, SCRs, DHRs, SIs, MCA/DoLS.
 

A review of the section 42 completed and a flowchart
developed jointly with Patient Safety to ensure that section
42 are prioritised. Scoping of current section 42 backlog
being undertaken to  close all section 42s that were
dependant on SIs and complaints to avoid delays in this.
Method of addressing the backlog agreed with the LA
following a meeting in July and plans to address the
backlog and have a system in place to complete section
42s in a timely manner agreed. Scoping of transferable
skills being considered across Trust safeguarding children
and adults teams to support with writing of safeguarding
reports and children workforce have now commenced
writing IMRs. Further training to be agreed with regards to
writing Section 42 IO reports. System to agree and monitor
learning from reviews agreed and in place. Also new role to
support with complex themes emerging developed on an
interim basis another interim role developed to address
issues relating to MCA/DoLS in clinical practice.

3 - Complete Pat Hobson, Interim Joint
Safeguarding Lead & Carol
Tilling, Children's Safeguarding
Lead

Database of SARs, SCRs, MCA/DoLS
DHRs
Ongoing attendance to SARs, SCRs
DHRs, complex case panels and
meetings
Safeguarding Dashboard
Safeguarding sustainability plan
Safeguarding KPI

Safeguarding
Assurance
Group

AASD 07 To lead on the provision of safeguarding oversight and
support in addressing the actions, recommendations
and learning from safeguarding cases, SARs, SCRs,
DHRs and SIs (where there is evidence of safeguarding
impacts) and that these are cascaded to teams within
the Trust as part of SAB and Children’s partnership
board partner agencies statutory duties relating to this
(Recommendation 11,14,15.17).
 

Completed Fully Assured Our Quality and
Safety

Safeguarding Review
Recommendations

Safe Meetings with key safeguarding individuals within the
LA, ICBs and
Review current process in place.
Monitoring of safeguarding cases and SIs
recommendations and action plans
Work with Trust and CCG Safeguarding and Quality
Leads
Attendance to all SAB and Children Partnership Board
subgroups
Attendance to relevant safeguarding and quality panels

There is a dashboard in place for SARs and DHRs actions,
recommendations and learning which is reviewed every 2
months by the Safeguarding Assurance Committee in Part
2 of the meeting. Also new role to support with complex
themes emerging from SARs and DHRs developed on an
interim basis.

3 - Complete Pat Hobson, Interim Joint
Safeguarding Lead & Carol
Tilling, Children's Safeguarding
Lead

Evidence of ongoing implementation of
lessons learnt
Reduction in incidents with
safeguarding
Safeguarding sustainability plan
Safeguarding Dashboard
Safeguarding KPI

Safeguarding
Assurance
Group

AASD 08 To lead on the provision of ongoing Safeguarding
Supervision for all staff involved, which will include
evidence of ongoing and regular safeguarding
supervision, mentorship and coaching for staff within the
Trust and to address specific Care Groups patient
concerns, with a key focus on complex cases and that
this is evidenced as part of the safeguarding assurance
and dashboard (Recommendation 11,14,15).

Completed Fully Assured Our Quality and
Safety

Safeguarding Review
Recommendations

Effective Review the current safeguarding supervision process
Identify the safeguarding supervision methods currently
being used.

Regular monthly meetings with the DONs and HoNs in
place. Skills analysis of safeguarding still to be completed,
delayed due to non attendance of from HoNs. Coaching
and mentoring following complex safeguarding cases
commenced and in progress with the use of Gibbs
Reflective model. Safeguarding Adult Supervision
Guidance developed. To be reviewed at the August
Safeguarding Assurance Committee. Further coaching
sessions requested by HR and Complaints teams, which
are still to be held.

3 - Complete Pat Hobson, Interim Joint
Safeguarding Lead & Carol
Tilling, Children's Safeguarding
Lead

Evidence of regular safeguarding
supervision all levels within the Care
Groups
Evidence of staff resilience and
wellbeing workstreams within the Trust
Evidence of Safeguarding Supervision
as Guidance
Evidence of Safeguarding Supervision
dashboard Safeguarding supervision
KPI
for adults and children
Safeguarding sustainability plan

Safeguarding
Assurance
Group

AASD 09 To support collaborative working initiatives within the
Trust and key external partners to undertake
safeguarding impact assessments to identify what
systems and processes are in place to address any
variations and health inequalities that have
safeguarding implications and how this fits in within the
context of the NHS Long Term Plan. This will include
where there may be potential safeguarding impacts on
patient outcomes resulting in abuse, neglect and harm.
Examples of these are: mental health, End of Life Care,
dementia, asylum and refugees workstreams, long term
conditions, learning disabilities, maternity and any other
identified specialist areas as indicated
(Recommendation 4,15,17).

Completed Fully Assured Our Quality and
Safety

Clinical
Effectiveness

Safeguarding Review
Recommendations

Safe Regular meetings with key safeguarding individuals
within the Trust, LA, ICBs, NHSE
Review the current safeguarding concerns within
pathways
Identify safeguarding impacts on the Trust’s ability to
safely discharge its statutory duties.
Attend key regional and national safeguarding meetings
as required.
Support system wide safeguarding initiatives and quality
surveillance systems as indicated
Task and Finish Groups Meetings within the Trust,
CCG, LA and NHSE

System in place to ensure that safeguarding impact
assessments are undertaken. Review of pathways
undertaken and process for escalation of concerns
identified through the Safeguarding Assurance Committee.
Weekly safeguarding escalation and reviews of complex
cases in place for the safeguarding adults team. System
wide approach to working is being considered to manage
complex cases with a lack of pathway. Safeguarding
Impact Assessments undertaken on the following polices:
Nutrition policy, Missing Persons Policy, Restraint Policy,
Rapid tranquilisation Guidance, Enhanced Observation
Policy, Managing Allegations Against Staff, Management of
Violence and Aggression and MAYBO training proposal.
Specialist plan to transfer and discharge complex patients
developed.

3 - Complete Pat Hobson, Interim Joint
Safeguarding Lead & Carol
Tilling, Children's Safeguarding
Lead

workforce and options paper relating to
specialist liaison services e.g LD,
Mental health, dementia etc
SOP for the delivery of liaison services
to reduce safeguarding delivery
inequalities
Safeguarding impact assessments on
all key initiatives, relating to the NHS
Long Term Plan
Systems, policies and procedures from
procurement to commissioning of any
services
Safeguarding sustainability plan
Safeguarding KPI

Safeguarding
Assurance
Group

13.6.22
TOTAL DELIVERABLE OBJECTIVES 9 Status (%) Key
Not started 0 0% Not started
In progress (At risk) 0 0% In progress (At risk)
In progress (Good progress/On schedule) 0 0% In progress (On schedule)
Completed (with evidence) 9 100% Complete (with evidence)

9 100%
No. Sub-actions 23 Status (%)
Not started 0 0%
In progress (At risk) 0 0%
In progress (Good progress/On schedule) 0 0%
Complete (with evidence) 23 100%
No status 0 0%

23 100%
7 Pillars of Clinical Governance 8 Status (%)
Clinical Effectiveness 5 63%
Information 0 0%
Risk Management 1 13%
Education & Training 2 25%
Audit 0 0%
Patient & Public Involvement 0 0%
Staff Management 0 0%

8 100%
Level of Assurance 23 Status (%)
Not assured 0 0%
Partially assured 2 9%
Fully Assured 21 91%

23 100%
Link to Ntl Driver 5 Status (%)
Care Act 1 20%
Childrens Act 1 20%

NHSE Safeguarding Assurance & Accountability Framework
2 40%

0 0%
0 0%

NHS Long Term Plan 0 0%
Link to Trust Strategic Theme 9 Status (%)
Our Patients 0 0%
Our People 2 22%
Our Future 0 0%
Our Sustainability 0 0%
Our Quality and Safety 7 78%
TOTAL 9 100%
Action Owners 23 Status (%)
Chief Nursing & Midwifery Officer 0 0%
Director of Nursing 0 0%
Children's Safeguarding Lead 0 0%
Interim Joint Safeguarding Lead 0 0%
Children's Safeguarding Administrator 1 4%
Interim Joint Safeguarding Lead & Carol Tilling, Children's Safeguarding Lead22 96%
Not allocated 0 0%
TBC 0 0%

23 100%
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APPENDICES: APPENDIX 1: WINTER PLAN 2022/23

Executive Summary:
Action Required:
(Highlight one only)

Decision Approval Information Assurance Discussion

Purpose of the 
Report:

The purpose of this report is to inform the Trust Board of the 
current work being undertaken and the direction of the winter 
plans for Winter.  The detail of the plans for Winter can be found 
in Appendix 1.

Appendix 1 outlines the proposed winter schemes from system 
partners across East Kent, and the internal schemes in place for 
EKHUFT and detailed escalation plans as the Trust responds to 
the anticipated increase in demand this winter.

Summary of Key 
Issues:

Analysis to date suggests that an additional 210 beds will be 
required across the Trust to cope with patient demands this 
winter. Detailed modelling completed by a company called 
‘Lightfoot’ commissioned by the South East Region has explored 
the expected increase in demand under four key cohorts of 
patients:

• Respiratory Admissions - increasing by 30% to occupy an 
additional 36 beds.

• Non-High Risk Non-Respiratory Admissions - increasing by 
10% to occupy an additional 29 beds.

• High Risk Non-Respiratory Returning Admissions - increasing 
by 20% to occupy an additional 41 beds.

• Adjusting the demand assumptions to provide for a 92% 
occupancy – an additional 104 beds.

This uplift, if realised, is significant and will place the Trust’s bed 
base under increased pressure, recognising the current use of 
escalation beds on a regular basis.

Preceding the expected uplift in demand this winter, the level of 
risk across the Trust is already high with the number of No Longer 
Fit to Reside (NLFTR) cases continuing to rise in recent months 
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and regularly ranging between 350-400 patients.  The volume of 
patients in our care for longer than 21 days also continues to rise, 
with 283 in this cohort in September 2022; 80% of this patient 
group await an ongoing package of care to enable their discharge 
from the Trust’s care.  Both factors have impacted flow within the 
Trust, leading to record high numbers of 12-hour trolley waits and 
an increased length of stay within our Emergency Departments 
(EDs) with escalation areas in regular use. 

The 2022/23 Winter Plan is designed to address the known risks 
and to meet the challenges over the winter period by seeking to 
help manage and respond to both emergency and elective 
demand, providing suitable placements for those patients NLFtR 
within an acute care setting, whilst being cognisant of the 
unknown demands of the cost of living crisis. 

System partners have been working in collaboration to address 
the issues identified within the Lightfoot data. The key supportive 
schemes developed by the Health Care Partnership (HCP), within 
the East Kent Plan, are:

• Development of Integrated Same Day Emergency Care 
(SDEC) to support admission avoidance and front door 
discharge – reduction of 46 beds.

• Delivery of Virtual Ward reduction of 30 beds.
• Development of bridging facilities to support discharges 

through support to patients within the final stages of acute 
care pathway prior to accessing their package of home care 
or inpatient residential care - reduction of 30 beds.

• Increased capacity of Pathway 1 packages of care – 
reduction of 45 beds.

• Out of hospital Stroke rehabilitation beds – reduction of 3 
beds.

• End of Life (EOL) – reduction of 12 beds.

At the point of writing this plan, not all schemes have been funded 
and as such contributes significant risk to the delivery of the plan. 
The HCP Finance and Productivity Committee met on 31 October 
to consider the investment, costs and projected expenditure.  
Without the financial support required, the HCP schemes detailed 
in this plan are at risk of delivery.

Further to East Kent community schemes, the Trust’s own winter 
programme aims to deliver emergency care in line with national 
and regional directives to maintain an elective recovery 
programme. The Trust’s winter plan is focussed on reducing 
length of stay on existing pathways, specialist admission 
pathways with a particular focus on SDEC and providing an 

2/5 217/409



22/150 

3

enhanced care environment for the patients that remain in our 
care who await onward support in the community.  

The key priority schemes are:
 
• Creation of NLFtR wards – reduction of 7 beds.
• Extended SDEC hours and improved pathways – reduction 

of 13 beds.
• Extending Surgical Emergency Admission Unit (SEAU) 

opening hours – reduction of 6 beds.
• Frailty reduction - reduction of 28 beds.
• Maximising Medical Decisions Unit (MDU) at Kent & 

Canterbury Hospital (K&C) – reduction of 2 beds.

The modelling detailed in the appended report calculates the uplift 
of demand against the impact of the schemes.  Whilst the 
schemes included in the model address the modelled demand 
gap, it needs to be recognised that this analysis is based on the 
proviso of all schemes that are factored in, being delivered at 
100% of the assumed impact.  Any delays to funding, or delays to 
roll out and implementation will put the acute sites at risk of surge, 
super surge, and elective capacity escalation plans for periods 
through this winter.

Alongside the schemes designed to support occupancy and flow, 
detailed escalation plans are being developed; building and 
learning from escalation plans in place throughout the extremes of 
COVID-19.  These escalation plans, supported by trigger criteria, 
provide the framework for decision-making as bed pressures 
increase at the acute sites and determine patient placement and 
the perimeters within which elective activity can be maintained or 
diverted if the acute sites reach surge or super surge status.  The 
trigger criteria remain a work in progress with the acute site 
Hospital Leadership Teams reviewing the criteria by which the 
triggers are enacted.

A detailed workforce plan is also in development as the Trust 
plans for bank holidays and staff taking annual leave over 
Christmas and New Year.  Care Groups have been asked to 
develop first draft plans week commencing 7 November 22 with 
final plans provided week commencing 21 November 22 providing 
detailed rotas across this three week period, considering staff 
sickness contingency plans and escalation plans.

To further support expected uplift in demand, work is underway to 
review shadow staff lists and redeployment options building on 
the principles of previous winter plans.
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Staff well-being remains at the heart of the Trust’s focus over the 
winter period and the next iteration of the plan will provide a 
detailed overview of the well-being services and support that will 
be available to staff over the winter period and beyond.

The winter plan document will remain a live document that will be 
updated as plans are further consolidated and in light of 
developing circumstances in order to maintain patient and staff 
safety.  The outputs from the National Winter Collaboration held in 
London on 1 November 2022 will filter through to the live plan 
along with updates received from system partners through the 
noted governance channels.  This document will be reviewed 
monthly at Clinical Executive Management Group (CEMG), with 
performance and risks related to service delivery shared at 
Finance and Performance Committee (FPC) and Quality and 
Safety Committee (Q&SC).  Updates will be provided to the Trust 
Board.  Formal sign off of the Winter Plan will include a Quality 
Impact Assessment (QIA), signed off by the Chief Nursing and 
Midwifery Officer (CNMO) and Chief Medical Officer (CMO).

The Trust’s timeframe for winter planning aligns with that of the 
Integrated Care Board (ICB).  The Kent and Medway Integrated 
Care System (ICS) Winter Plan 2022/23 was shared with the 
Trust on Monday 31 October and will go to the ICB Board week 
commencing 31 October.  In line with the Trust Winter Plan, these 
ICB documents are progressive and they will update and adapt in 
the coming weeks.

Key 
Recommendation(s):

The Board is asked to review the direction of winter plans, discuss 
and propose any further actions that could be adopted to assist in 
combatting winter pressures.

The Board is asked to acknowledge the presented risks to the 
proposed schemes and the impact to demand if the schemes do 
not deliver.  Through regular updates to the winter plan, the 
financial decisions made against the schemes proposed by the 
HCP will be communicated through the Trust’s internal 
Committees and the Trust Board.

The Board is asked to acknowledge the work in progress nature 
of the report and the Governance structures in place to ensure 
communication and decision-making lines are established and 
adhered to.

Implications:
Links to ‘We Care’ Strategic Objectives:

Our patients Our people Our future Our 
sustainability

Our quality 
and safety
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Link to the Board 
Assurance 
Framework (BAF):

BAF 34 - There is a risk that our constitutional targets are not met.

Link to the Corporate 
Risk Register (CRR):

CRR 78 - There is a risk of overcrowding in ED due to a lack of 
capacity in the system and increased local demand.

Resource: N
Legal and regulatory: N .
Subsidiary: N
Assurance Route:
Previously 
Considered by:

CEMG September 2022
Trust Board October 2022
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• The purpose of the Winter Plan is to bring together all relevant activities across the Trust and across the East Kent system partners which relate to planning for 
winter 2022/23, to ensure that all associated actions are being progressed to deliver safe and effective care for our patients whilst delivering performance and 
finances as planned. This plan forms part of the HCP and Integrated Care Board (ICB) overall winter plan. 

• The key principles of the plan and the schemes developed look to:
• Maximise capacity across acute and community settings, enabling the maximum number of people to discharged safely and quickly and supporting people in 

their own homes
• Support patient safety in urgent care pathways across all services and manage elective care
• Support staff and maximise their availability 
• Ensure surge plans and processes are ready to be implemented if needed

• Current General & Acute (G&A) funded bed capacity is 1002, based on an audit completed by the Hospital Directors in September 2022.  Actual capacity since July 
has been running with an 50-60 escalation beds in operation, at a capacity of 104/5%.  Patients receiving corridor care in Emergency Department (ED) escalation 
areas is regularly running at 20-30 per day.

• The system demand modelling provided by ‘Lightfoot’ has outlined an expected uplift in demand of 210 beds over the winter period, to a predicted demand of 1299 
from a start baseline projection of demand at 1089,  and is based on the following assumptions:

• Respiratory Admissions increasing by 30% to occupy an additional 36 beds
• Non-High Risk Non-Respiratory Admissions increasing by 10% to occupy an additional 29 beds
• High Risk Non-Respiratory Returning Admissions increasing by 20% to occupy an additional 41 beds
• Adjusting the demand assumptions to provide for a 92% occupancy – an additional 104 beds 

Executive Summary
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• System partners have been working in collaboration to address the issues identified within the Lightfoot data. The key supportive schemes developed by the HCP, 
within the East Kent Plan, are:

• Development of Integrated Same Day Emergency Care (SDEC) to support admission avoidance and front door discharge – reduction of 46 beds
• Delivery of Virtual Ward reduction of 30 beds
• Development of bridging facilities to support discharges through support to patients within the final stages of acute care pathway prior to accessing their 

package of home care or inpatient residential care - reduction of 30 beds 
• Increased capacity of Pathway 1 packages of care – reduction of 45 beds 
• Out of hospital Stroke rehabilitation beds – reduction of 3 beds 
• End of Life (EOL) – reduction of 12 beds 
At the point of writing this plan not all schemes have been funded and as such contributes significant risk to the delivery of the plan. The HCP Finance and 
Productivity committee met on 31 October to consider the investment, costs and projected expenditure.  Without the financial support required, the HCP 
schemes detailed in this plan are at risk of delivery

• Further to East Kent community-based schemes outlined above, the Trust’s own winter programme aims to deliver emergency care in line with national and 
regional directives and to maintain an elective recovery programme. The Trust winter plan is focussed on reducing Length of Stay (LoS) on existing pathways, 
specialist admission pathways with a particular focus on SDEC and providing an improved care environment for the patients that remain in our care who await 
onward support in the community.  The priority schemes are:

• Creation of No Longer Fit to Reside (NLFtR) wards – reduction of 7 beds 
• Extended SDEC hours and improved pathways – reduction of 13 beds 
• Extending Surgical Emergency Admissions Unit (SEAU) opening hours – reduction of 6 beds 
• Frailty reduction  - reduction of 28 beds
• Maximising Medical Decisions Unit (MDU) at Kent & Canterbury Hospital (K&C) – reduction of 2 beds 

4

Executive Summary (continued)
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• A full directory of services is being collated that will provide opening times, access to services and key contact details for the 3 week period over Christmas 
and New Year 

• Strategic Gold: This forum currently meetings three times per week.  In escalation this will be increased to daily across 7 days.  Gold decisions and support 
will continue be taken at midday through the Gold Committee meetings. This aligns to the Kent and Medway System Operational Control Centre (OCC) 
escalation meetings currently being held thrice weekly, and will increase to daily in escalation periods. 

• The winter plan document will remain a live document that will updated as plans are further consolidated and in light of developing circumstances in order to 
maintain patient and staff safety.  This document will be reviewed monthly at Clinical Executive Management Group (CEMG), with performance and risks 
related to services delivery shared at Finance and Performance Committee (FPC) and Quality & Safety Committee (Q&SC).  Updates will be provided to Trust 
Board.  Formal of sign off of the Winter Plan will include a Quality Impact Assessment (QIA), signed off by the Chief Nursing and Midwifery Officer (CNMO) 
and Chief Medical Officer (CMO).

The development of the winter plan has been a cross-Trust effort with input for key contributors across the Trust leadership team. 

For information:
• The Trust’s Winter Plan is over seen by the Chief Operating Officer’s Office (COO’s Office).
• The Trust Winter Plan is developed with Kent & Medway (K&M) Integrated Care Board (ICB) and East Kent community colleagues and will be developed in 

conjunction with the regional framework.
• The Trust recognises that the winter period will be challenging with anticipated high demand and impacts from Covid-19, Flu, the impacts of severe weather 

and a cost of living crisis affecting vulnerable members of the East Kent community.
• The Trust is committed to working with our system partners to manage these challenges, learning from our experience of previous winters and the Covid-19 

pandemic.
• A winter elective activity escalation plan has been developed to maximise and protect elective activity and provides a monthly progress report to the Trust’s 

Elective Care Delivery Group.
• The trigger tool for escalation which was developed in 2021/22 to manage elective activity, is being refreshed to support and inform decisions as to managing 

potential increases in emergency bed demand and when to reduce elective activity.

5

Executive Summary (continued)
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• National guidance published on 12 August 2022 outlined 8 core system objectives to underpin operational resilience in urgent and emergency 
care (UEC) ahead of Winter 2022/23: 

• Prepare for variants of COVID-19 and respiratory challenges 
• Respiratory Illness Management Plan 
• Increase capacity outside acute Trusts. 
• Integrated Improvement Programme and Winter Surge Plan 
• Target Category 2 response times and ambulance handover delays 
• Reduce crowding in Accident & Emergency Departments and target the longest waits in Emergency Departments 
• Reduce hospital bed occupancy to <90%
• Ensure timely discharge.

• The Winter Plan is designed to meet the challenges over the winter period by seeking to help manage and respond to both emergency and 
elective demand, seeking to provide suitable placements for those patients no longer fit to reside (NLFtR) within an acute care setting, whilst 
being cognisant of the unknown demands of the cost of living crisis. 

• This plan has been formulated on lessons learnt from the previous winter whereby the  initial bed demand projections were based on a historic 
length of stay, with the configuration year based on the pre-pandemic winter year, with demand scaled based on business planning growth 
levels. 

• These projections forecast a temporary reduction in occupancy in mid-December with demand growing to levels close to 100% occupancy at 
the acute sites over the January – February 2022 period. However, over the course of Winter 2021/22, the non-elective bed occupancy 
exceeded the projected baseline growth levels by ~80 beds over December & January.

• The 21 day + trajectory, set at the beginning of the year, aimed to reduce the volume of delayed discharge patients in hospitals (primarily 
medically fit patients). But again the 21+ occupancy of these patients has continued to rise over the last 12 months (+168 on Oct-21). 

• Further  details of the 2021/22 winter plan are available in Appendix 1  

6

Background
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2022/23 Planning 
 

For 2022/23
• The model source for demand and capacity predictions  changed to UEC Bed Model, generated by Lightfoot. Lightfoot is the provider of the 

modelling programme being run by the South East (SE) regional team, which has developed a model scalable for use across multiple providers in 
the region. 

• The new Lightfoot analysis provides particular patient groups, responsible for large Lengths of Stay (LoS), as being underrepresented in present 
activity at the site, with forecast demand uplifts to expected levels based on historic trend.

• Use of this as the basis for modelling provides transparency over the process and outputs across Integrated Care Board (ICB) providers, giving one 
agreed set of figures for interventions to be planned against.

• Suggested intervention schemes to reduce the acute bed demand levels have been generated which are detailed in the pack. 
__

• EKHUFT starts the winter period in a challenged position with many escalation areas already in use. 

• The number of(NLFtR cases have continued to increase in recent months and regularly ranges between 350-400 patients.

• The volume of patients in our care for longer than 21 days also continues to rise with 283 in this cohort in September 2022; 80% of this patient group 
await an ongoing package of care to enable their discharge from the Trust’s care.  Both factors have impacted flow with the Trust reporting record 
high numbers for 12-hour trolley waits and an increased length of stay within our EDs. 

• Escalation areas across all three sites are in regular use. 

• Elective activity has continued but has experienced periods of pressure compounded by staff shortages and increased Intensive Therapy Unit (ITU) 
activity.
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Demand and Capacity Modelling 2022/23
Undertaken by Lightfoot 
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Lightfoot undertook analysis across the East Kent system to support partners to address the high-impact areas. It is proposed that this data be 
updated throughout winter to monitor the impact of the key interventions and support timely horizon scanning of key trends 

The full data pack is embedded in this slide however, the following slides detail the key findings:
• Through the Lightfoot analysis we can see some key areas where bed demand from emergency admissions has not yet returned to 

2019/20 levels, or is higher than during this time. There is a risk that suppressed demand could return to more normal levels during 
this winter causing significant pressure. 

• Through the Lightfoot analysis platform, planning scenarios have been created to help systems understand their potential bed gaps 
this winter given the uncertainty in some of the demand dynamics. 

• These potential adjustments to unique patient cohorts’ demand are set out on the following slides, but in summary, the following has 
been included in the waterfall chart 
• Adjustment One - A full return of demand from patients with Respiratory conditions
• Adjustment Two - A full return of demand from ‘low risk non-Respiratory’ patients
• Adjustment Three  - An increase in demand from ‘High Risk Returners’ to hospital, prompted by the sharp jump in Index 

Admissions (first 14+ day admission) which is the driver for patients entering the ‘High Risk’ cohort
• The need to factor in a sufficient level of CV19 beds if they are not already included in the trend analysis
• Adjustment 4 - An adjustment to reflect a targeted bed occupancy across the Trust’s sites to help maintain flow this winter

9

Demand and Capacity Modelling 2022/23
Lightfoot data summary 

9/65 229/409



EKHUFT Winter Plan 22/23EKHUFT Winter Plan 22/23 10

Demand and Capacity Modelling 2022/23
Lightfoot data – 6 October 2022 Anticipated bed capacity required

Making no adjustments to admissions or 
length of stay for patient groups, the Trust is 
predicted to have 1,089 occupied beds in 
April 2023

To ensure a 92% (or lower) occupancy rate 
would require 1,183 beds 

Including the adjustments detailed on the 
following slides and adjusting to ensure 92% 
(or lower occupancy), the model predicts the 
Trust will require 1,299 beds .
This demand is shown in the following 
waterfall diagram 
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Demand and Capacity Modelling 2022/23
Lightfoot: Calculated likely EKHUFT demand
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Adjustment 1 - Respiratory Admissions increased assuming return to normal (30% increase)
Adjustment 2 - Non-High Risk Non-Respiratory Admissions increased assuming return to normal (10% increase)
Adjustment 3 - High Risk Non-Respiratory Returning Admissions increased to reflect higher index admissions (20% increase)
Adjustment 4 – Adjusting for 92% occupancy
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Demand and Capacity Modelling 2022/23
Lightfoot: Calculated likely EKHUFT demand By Site

Ba
se

lin
e

Re
sp

 A
dm

iss
io

ns

N
on

 H
ig

h 
Ri

sk
 N

on
 R

es
p

HR
 N

-R
es

p 
Re

tu
rn

er
s

Re
vi

se
d 

De
m

an
d 

at
…

To
 9

2%
 O

cc
up

an
cy

De
m

an
d 

at
 9

2%
 …0

100
200
300
400
500
600
700

526 19 15 21 582
51 632

Demand: WHH
Increase Decrease Total

Ba
se

lin
e

Re
sp

 A
dm

iss
io

ns

N
on

 H
ig

h 
Ri

sk
 N

on
 R

es
p

HR
 N

-R
es

p 
Re

tu
rn

er
s

Re
vi

se
d 

De
m

an
d 

at
…

To
 9

2%
 O

cc
up

an
cy

De
m

an
d 

at
 9

2%
 …0

50
100
150
200
250
300
350
400
450
500

369 16 11 16 412
36 447

Demand: QEQM
Increase Decrease Total

Ba
se

lin
e

Re
sp

 A
dm

iss
io

ns

N
on

 H
ig

h 
Ri

sk
 N

on
 R

es
p

HR
 N

-R
es

p 
Re

tu
rn

er
s

Re
vi

se
d 

De
m

an
d 

at
…

To
 9

2%
 O

cc
up

an
cy

De
m

an
d 

at
 9

2%
 …180

185
190
195
200
205
210
215
220
225

196 1 2
5 204

18 222

Demand: K&C
Increase Decrease Total

Lightfoot demand data was retrieved at admission site level.

This was then adjusted to account for site-transfers of patients for dedicated services, as well as movements between sites.

This allows the Trust wide position to be broken down across the acute sites, to draw up site-level projections.
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Demand and Capacity Modelling 2022/23
Lightfoot: Bed modelling – assumptions to reduce demand
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Assumption 1 – Reduced expected Respiratory Admissions (30% increase reduced to 20%)
Assumption 2 – High Risk Non-Respiratory Returning Admissions increase removed
Assumption 3 – Index Admissions reduced (20% reduction)
Assumption 4– Non-High Risk Non-Respiratory Admissions increase removed
Assumption 5 – Adjusting for 95% occupancy

Demand has remained at lower levels in EK 
for over a year and it is assessed this 
increase in demand can be removed
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Demand and Capacity Modelling 2022/23
Lightfoot: Impact of modelled interventions
Intervention 1
Respiratory Admissions increase reduced 
from 30% to 20% 
↑36  ↓12

Intervention 2
High Risk Non-Respiratory Returning Admissions increase 
removed
↑41 ↓41

Intervention 3
Index Admissions reduced by 
20%
 ↓82

Intervention 4
Non-High Risk Non-
Respiratory Admissions 
increase removed
↑29↓29

Intervention 5
Increase adjusting for 
92% occupancy.  
Intervention adjusting 
for 95% occupancy
↑104 ↓50

Returning the demand from Respiratory 
patients to 2019/20 levels adds 36 beds 
of demand this winter at peak.

However, if we reduce this return to just 
under half, i.e. 20%, then this would 
reduce the anticipated increase in bed 
demand by this group to 19 beds (or, to 
put it another way, reduce the original 
increase of 34 beds by 15 beds).

This could be achieved by various 
means including some that may already 
be in existence following the pandemic 
e.g. virtual wards, integrated SDEC in 
the community. 

Reducing the return in demand for this 
patient group to 20% equates to just 
over 3 patients a day being looked after 
in the community rather than hospital.

Some of our longest stay patients (14+ days) i.e. High Risk 
patients are not necessarily those with the main Long Term 
Conditions (LTCs). 

Focusing on age or LTCs alone in our risk stratification 
processes and interventions can miss these patients and 
therefore also miss key opportunities to save bed-days.

High Risk patients coming into our hospitals, 25% of them 
return for a further stay within 60 days. Many are returning 
as a result of non-medical reasons.

Furthermore, LOS is also notably increasing for the 
Returning High Risk patient group. To provide some 
context, in EK these patients, totalling c.430 admissions 
per month, stay on average 12.5 days and are currently 
using around 175 beds.

If EK could reduce the number of High Risk patients 
coming into hospital by 3 every day, this would equate to a 
40 bed saving and would help negate the anticipated 
increase in demand from those patients who have entered 
the High Risk group through their 14+ days LOS in the last 
6 months.

More patients than normal are 
entering the High Risk group 
due to their current longer 
length of stays.

Around 360 beds (~100 more 
than before than pre-
pandemic) currently being 
occupied by those staying 
more than 14 days for the first 
time.

If we can reduce these type of 
admissions by 20% we can 
reduce the need for beds by 
82 beds.  This equates to 
around 3 patients not being 
admitted every day from this 
potential group.

Reduce high index 
admissions by 10% 
through admission 
avoidance schemes 
within the community 
and supporting primary 
care with management 
of LTC cases 
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HCP Winter Schemes
Impact of proposed HCP schemes

Scheme Owner Impact Estimated delivery Risk RAG

Integrated SDEC
• Integrates services between the emergency 

department (EKHUFT), the Rapid Transfer 
Service, Community Services (Kent Community 
Health Foundation NHS Trust (KCHFT)) and care 
management (Kent County Council (KCC)). 

• Identifies patients that can be rapidly turned 
around at the front door to prevent admission and 
facilitate that process, including actively linking 
patients into community services or taking them 
home for assessment/ settle in. 

KCHFT
KCC
EKHUFT

To reduce 6 high index admissions per day (3 per site) as a minimum  and reduce respiratory 
admissions by 3 per day.  KCHFT estimate the reality is 3-4 and will integrate with Virtual Ward 
programme to enable delivery.
This will also support delivery of :
• Frailty and Respiratory virtual wards (see below for detail). 
• Step down/ direct admission to a community bed for rehabilitation 
• Take home and settle pathways

Modelled Impact: assumed 3 discharges per day, with an average LOS of 15.4 days (Based on 
lower Quartile of High Risk Index Admissions), -46 beds

1st December Resource –
Therapy 
support. 
Funding

Virtual Ward
Expedite virtual wards implementation across 
respiratory and frailty 

EKHUFT 
FHTS
cART

Deliver 100 required beds as detailed within virtual ward return across Frailty, cardiology and 
respiratory 

Modelled Impact: assumed Impact on Acute based on VW working document, aligned to capacity 
as outlined right. Full impact on Acute Beds from Jan-23 is -18.4 beds

End November:  60 Frailty
End December: 100 (60 
Frailty, 15 Respiratory, 5 
Cardiac, 20 
OPAT/Hospital at home)

Securing 
appropriate 
hub comms 
technology

Bridging:
15 Beds Westbrook
15 Beds Westview 
10 Beds on site at WHH as discharge ward managed 
by RTS team and supported by community teams

KCHFT
KCHFT
KCHFT

Reduce LOS within acute bed base and delays across system.  Data analysis to confirm impact on 
bed model being reviewed by Lightfoot and will be confirmed by end October 2022

Modelled Impact: Assume bridging impact of reducing acute bed occupancy by 15 beds at 
QEQM/WHH.

Mid-December Resource –
Nursing, 
Therapy 
support. 
Funding

Pathway One (P1) Capacity
Increase health delivered HWS capacity to support 
ability to reduce delays within system and create 
capacity 

KCHFT Additional 60 P1 packages per week. The 60 packages will be spread across the community to help 
clear the backlog of patients in community beds required home with support care.  EKHUFT can 
expect approximately an additional 20 P1 packages per week. 

Modelled Impact: Assume additional Pathway 1 capacity will be sufficient to sustainably reduce & 
hold occupied P1 patients to baseline levels seen in late 2021 (60->15)

1st December Resource – 
staff within 
HWS.
Funding

Proposed HCP winter schemes to deliver the modelled interventions:
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HCP Winter Schemes
Lightfoot: Impact of proposed HCP schemes

Scheme Owner Impact Estimated 
delivery

Risk RAG

Urgent Treatment Centre/ Support primary care to 
deliver same day care

North coast strip – medical 
practices
Folkestone Deal – KCHFT
Buckland - EKHUFT

40% of attendances will be driven through the Urgent Treatment Centre (UTC).  
Extra primary care capacity through UTCs.  On each of the 6 sites making a further 
40 slots available (240 UTC slots)
Review of services delivered by primary care.

1 December Funding
Staffing

Stroke rehabilitation KCHFT 15 beds.  Early discharge from acute
Reduce EKHUFT Length of Stay (LoS) by 3 days
Average LoS 14 days

Modelled Impact: Assume bed reduction of  ~3.2 beds as a result

January 2022 Funding
Staffing

Reduce ambulance conveyance across top 
presenting PCNs by 50%

KCHFT
Primary Care Networks (PCNs)

Scheme to support primary care to enhance review of at risk patients No impact expected 
until 1 January

Funding
Staffing

Community delivered SDEC Estuary View Community 100 patients per week
Unlikely bed impact
Impact on demand to 100 patients per week

1 December Funding
Staffing

Care home support KCHFT Clinical team in place support by project leads to act a liaison service to support 
care homes throughout winter.

1 December Funding
Staffing

End of life capacity Pilgrims Hospices Additional 12 beds within Pilgrim Hospice
Across 3 sites, 4 per site

Modelled Impact: Assume bed reduction per site as described above

1 December Funding
Staffing

Increase voluntary community and social 
enterprise (VCSE) support

KCHFT Provision of support services to include night sitting for South East Coast 
Ambulance Service (SECAmb), discharge and non regulated activity

1 December Funding
Staffing
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HCP Winter Schemes
Lightfoot: Impact of HCP Schemes

HCP schemes identified to deliver the
Lightfoot assumptions of reducing demand 
on beds.

At the point of writing this plan not all schemes 
have been funded and as such contributes 
significant risk to the delivery of the plan, or 
the Trust financial position. 
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HCP Winter Schemes
Lightfoot: Impact by Site of HCP Schemes. 
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William Harvey Hospital (WHH) 
Bed demand reduced to 526 beds

Queen Elizabeth the Queen Mother Hospital (QEQM) 
Bed demand reduced to 352  beds

Kent & Canterbury Hospital (K&C) 
Bed demand reduced to 207 beds
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EKHUFT Winter Planning
Trust-wide Winter Schemes

• This next section outlines the winter schemes in development to further support EKHUFT throughout winter.  The schemes have been considered and designed to work 
cohesively with the wider HCP projects outlined in the previous section and are designed to ensure we are able to maximise flow, turnaround at the front door and 
providing effective care for the large cohort of patients within the Trust’s bed base that are medically fit for discharge.

• The Trust winter programme aims to deliver emergency care and in line with national and regional directives to maintain an elective recovery programme. 

Scheme Owner Impact Estimated delivery Risks RAG

Extended SDEC hours - Increasing 
opening times of SDEC (Midnight in 
WHH and realign opening hours to 
match demand at QEQM)

Emergency 
Care 
Improvement 
Lead

Modelled Impact: Increased SDEC hours to 8-8 and throughput will allow additional 
opportunities identified by National Ambulatory Dashboards to be realised.

For patients attending within Hours this opportunity is ~13 beds overall, though potentially 
more if patient groups outside of the Emergency Ambulatory directory of services are identified

Dec 22 Staffing

Cohort medical fit for discharge to 
release medical nursing requirements 
(Pathway 1, 2 cohort) trust wide – one 
ward on each site

General and 
Specialist 
Medicine (GSM) 
Care Group

Release nursing resource
Release medical resource
Providing MFFD patients with therapeutic enabling care preparing patients for their discharge 
from acute care.

Modelled Impact: Previous work has established that outliers have increased LoS. Assume 
that by cohorting medically fit patients away from acute wards, that volumes of outlier patients 
can have reduced LOS. Impact -40 beds Trustwide

30th November Insufficient therapies support
HCA capacity constraints
Funding

Development of Direct Access pathway 
to designated Medical/Surgical 
assessment units trust wide

Emergency 
Care 
Improvement 
Lead

Jan 23

Extended SEAU hours – 24/7 at WHH
Extended SEAU hours – currently 
closing at 8, extended to 10pm

Emergency 
Care 
Improvement 
Lead

Modelled Impact: Modelled the assumption that that SEAU would see a 20% uplift of patients.  
Based on surgical short stay and ambulatory applicable with an average LoS of 1.46 days. This 
equates to approximately 6 beds trust wide

Dec 22 Staffing

Implement roving frailty model at WHH 
(not bed based) 7 days week with 
community partners and in-reach to the 
front door including MAU 

Emergency 
Care 
Improvement 
Lead

Modelling Impact: 2.5 admissions per day with an average LoS of Frailty patients of 5.3 days.  
This equates to approximately 28 beds. 

Nov 22 Staffing
Frailty Team require a frailty 
base
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Scheme Owner Impact Estimated delivery Risks RAG

Development of the Medical Day Unit at 
K&C and access to Hot Clinics 

Mr Ali Mehdi Modelled Impact: Impact if able to discharge from the acute sites to bring back for infusions at 
K&C rather than an over night stay.  1 bed per site.

Dec 22 TBC

Bed reconfiguration at QEQM to match 
the clinical models for electives and 
GSM winter scheme 

Acute Site HDs Nov 22 TBC

Creating booked slots for SDEC to 
discharge Out of Hours (OOH) pts 
requiring this service trust wide 

GSM Care 
Group

Nov 22 TBC

Redesign of the acute care model to 
provide a single space for a medical 
assessment unit, SDEC and short stay 
ward at WHH 

Emergency 
Care 
Improvement 
Lead

Jan 23 TBC

Access to Spencer beds QEQM – 10 
beds agreed

QEQM HD Dec 22 TBC

Use of Spencer beds 7 days a week 
during winter 

WHH HD Dec 22 TBC

Extended hours at QEQM day surgery 
unit to 23 hour unit

Hospital 
Leadership 
Team/ Care 
Group

Reduced demand on inpatient beds Dec 22 TBC

Repurpose previous clinical spaces back 
to clinical inpatient bed areas

Hospital 
Leadership 
Team 

Scheme being discussed by care groups and hospital leadership teams. Dec 22 • Reluctance to convert space 
• Cost 

EKHUFT Winter Planning
Trust-wide Winter Schemes
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EKHUFT Winter Planning
Calculated likely impact of winter schemes on EKHUFT demand

Whilst the schemes included on the model address the 
modelled demand gap,  it needs to be recognised that this 
analysis is based on the proviso of all schemes that are 
factored being delivered at 100% of the assumed impact.  
Any delays to funding, or delays to roll out and 
implementation will put the acute sites at risk of surge, 
super surge, and elective capacity escalation plans for 
periods through this winter.

Waterfall based on the HCP delivering their schemes to 
100% and therefore reducing bed demand to 
1085 as a baseline for EKHUFT schemes.
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EKHUFT Winter Planning
Calculated likely impact of EKHUFT winter schemes by Site

Based on the internal adjustments and winter schemes there remains a gap at the WHH at 53 beds within the projections. This gap can be addressed with further escalation beds being 
utilised and further supported by transfers to K&C. 

__

The Lightfoot UEC Bed Model projected bed demand & high impact interventions at a Trust wide level. This was also available from the model viewer by admission site. The baseline projections, 
demand adjustments and intervention areas by site were downloaded from the Bed Model viewer. Internal adjustments were then used to transform this output to be representative of the bed 
occupancy at the individual sites, adjusting for transfers between sites for centralised services.

WHH 
Bed demand reduced to 440 beds

QEQM  
Bed capacity increased to 327 beds

K&C
Bed capacity increased to 235 beds
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EKHUFT Winter Planning
Summary of potential impact of HCP and EKHUFT winter schemes 
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Escalation Planning 
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WHH 
The use of escalation areas has formed an integral 
part of the site management to deliver front door flow 
throughout the year 

• Escalation areas need to be seen as part of the 
Business As Usual (BAU) for the WHH and 
include the use of Richard Stevens, Secol ward 
therefore a greater focus to developing new 
models that support timely access to the right 
speciality is required to reduce the demand on in-
patient beds.  

• The ED build requires a greater focus on 
establishing direct access pathways to reduce the 
overloading of the ED which the emergency care 
improvement programme 

• The proposed acute care model for WHH includes 
the transformation of the current AMU1 and 2 to 
provide Short stay, Assessment unit and SDEC 

• This could potentially release the SDEC area 
currently in use for a winter escalation area of up 
to 14 beds 

• The SEAU/newly established MAU/SDEC areas 
MUST be protected and taken out of the G&A bed 
stock to preserve their function over winter and 
beyond 

• SAL will need to remain in place as an escalation 
area for winter and review in May 2023 when the 
phase 3 build is complete 

QEQM

The reconfiguration and re-purposing of areas will enable 
the site to support front door flow and maintain elective 
activity 

• Clinical Site Management (CSM) (ITU 3) will cohort all 
cancer and elective patients creating an elective ward 
that can support level 1 care (minimising demand for 
post surgery Intensive Therapy Unit (ITU)/High 
Dependency Unit (HDU))

• Plan WHH colorectal move to QEQM to mitigate WHH 
theatre staffing issues and enable planned transition 
before winter trigger reached

• Extend day surgery to a 23hr unit 

• Consider Birchington Ward released to GSM for shared 
care ward scheme 

• Consider Gynae Assessment Unit re-located on site 

• Gastro Assessment Unit - co-located with SEAU or 
QUEX ward

• Surgical Admissions Lounge (SAL) will remain in place

• SPH 10+ beds will be used for Medically Fit For 
Discharge (MFFD) patients as appropriate (low acuity)

• Re-purpose Discharge Lounge creating one ward (3 
offices will need re-locating and an alternate seated 
Discharge Lounge identified) See site map slide for 
further detail

• Trust-wide Emergency Care Improvement Plan 
schemes to be progressed to ensure assessment 
areas/direct access/front door schemes are 
implemented 

K&C

Mount McMaster escalation beds have remained in use 
throughout the year, however this has delayed the 
installation of the new telemetry equipment and admissions 
of patients. 

• Increasing the use of the MDU will release capacity at 
the WHH and QEQM .

• St Lawrence ward must be protected for elective 
inpatient Orthopaedic surgery – significant 78 and 104 
week risks. Use of this ward for any other purpose will 
stop elective Orthopaedic joint replacements. 

• Transfer of cancer work to the K&C site will require 
displacement of routine surgery. 

• Kent ward provides vascular admissions for the trust and 
the system and sufficient beds must be available

• Clarke ward provides urology capacity for the trust and 
sufficient beds must be available. 

• Harbledown provides stroke capacity for the trust and 
system and sufficient capacity must be available. 

EKHUFT Winter Planning
Trust-wide escalation capacity schemes
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The Operational Pressures Escalation Level (OPEL) is included in this document and outlines the triggers, actions and 
arrangements as capacity and pressure across the sites and the network increases.
This full document is embedded within this slide.

The OPEL triggers and actions are under review both internally within EKHUFT and across the region to ensure they are 
robust for this winter.  The operational and Emergency, Preparedness, Resilience and Response (EPRR) teams are 
undergoing a review of ‘best practice’ plans in place across the country with a view to make revisions ahead of this winter.

This work is being supported by colleagues from NHS England (NHSE).

28

EKHUFT Winter Planning
Escalation triggers – Operational Pressures Escalation Level (OPEL)
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EKHUFT Winter Planning
Site Escalation - WHH

ED Escalation
• Phase 1 – SAL x 14 spaces 

(currently in regular use)
• Phased 2 – Radiology x 6 

spaces (currently in regular 
use)

• Phase 3 – Corridor A x 8 
spaces (currently in regular 
use)

Escalation Beds for DTAs
Escalation Beds: 
• Kennington x4 
• Richard Stevens x4
• Singleton x6
• SEAU x13
• Spencer x4
• Modified Early Obstetric 

Warning (MEOW) x12 - area is 
required from December to 
mitigate areas lost due to ED 
build for approximately 10 
weeks – end of February 

Reconfiguration of bed base: 
Release of 18 spaces across the 
hospital site – work to be done 
with Care Groups to understand 
the opportunity 

Further Escalation
Closing SDEC can potentially 
place 16 patients 
Closing Endoscopy would provide 
a place for 8 patients 
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EKHUFT Winter Planning
Site Escalation - QEQM

Discharge Lounge

• Phase 1 -Existing Escalation 
Bedded Area  – 5 beds

• Phase 2 – Re-locate seated area to 
Gym space to create 4 beds

• Phase 3 – Re-locate 3 offices to 
create 2 side rooms and 1 double 
side room

 

Doctors Mess

• Phase 4 – (requires investment) 8 
beds created in Doctors Mess 
which enables a full ward to be 
established aligned to discharge 
lounge

CSM (ITU 3)  

• Re-purpose use of area to elective 
shared care area with Surgery and 
Gynae (releasing Gynae IP beds 
on Birchington Ward)

• Provide level 1 care jointly to 
minimise ITU/HDU demand

• Creates 1 ward for GSM shared 
care ward scheme

• Trigger 4 Escalation or early move 
due to WHH theatre staffing – 
WHH Colorectal Cancer transfers 
to QEQM

Radiology
• Phase 1 – Extend ED bedded area 

in the existing bed spaces used for 
CT/MRI patients

Day Surgery – 23 Hour Unit
• Create 23 hour DSU
• Re-locate Gynaecology 

Assessment Unit (GAU) to Day 
Surgery Unit (DSU) or  Chronic 
Pain office Suite along St Peters 
Road Corridor

Birchington Ward 
• Consider re-purpose for GSM 

shared care ward scheme
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EKHUFT Winter Planning
Site Escalation – K&C

8 beds Mt McMaster 7 Beds – Renal Day Case – Marlowe Ward  

Unstaffed areas 

• Endoscopy – displace activity
• Day Surgery ward- displace activity
• Renal dialysis unit – displace activity 

• Gyms
• Out Patient Department (OPD) 
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Elective planning and triggers
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EKHUFT Winter Planning
Elective surge escalation
Purpose Actions Other triggers to consider

• To maintain elective services for as long as possible 
in a safe and structured way. 

• To provide Gold committee with a framework to 
make decisions on elective care

• Where elective service delivery is reduced, that we 
ensure that all patients with life threatening 
conditions receive the timely appropriate care.

• To give clear and timely guidance to the 
distribution of resources to meet emerging and 
changing demands on hospital capacity.

• To give clear guidance to departments and 
individuals as to their role in all scenarios. 

• To  provide enough notice of escalation to allow 
departments and individuals to prepare / 
reconfigure. 

• To ensure that all Hospital capacity and resources 
are used to the maximum. 

This trigger tool is to 
provide a framework 
for decision making by 
the hospital triumvirate 
based on the site 
pressures and in 
discussion with the 
care groups. 

Each triumvirate will 
need to review the 
status of the site and 
agree what actions are 
needed to provide a 
safe environment for 
patients. 

• Variance on escalation triggers by 
site.

• Staffing – 
• Sickness rates / staff availability
• Over time demands
• Redeployment – Time frame to 

implement / impact on core 
services

• Kent and Medway system triggers
• ITU trigger tool
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The ability to maintain elective activity on all 3 sites is dependant on a number of factors but will require availability of beds.

Current bed availability is :

WHH capacity
• Spencer 4 beds – Monday to Friday 
• Rotary – 16
• Channel day - 15

QEQM capacity 
• Spencer beds - 10 beds (TBC for winter) 
• Birchington – 

K&C capacity 
• Kent - 30 beds (includes capacity for some emergency surgery)
• Clarke - 36 beds (includes capacity for some emergency surgery)
• St Lawrence - 24 beds 
• Invicta - 24 beds (currently used to support MFFD, Ortho FFD and surgical emergencies)

The Trigger tool will indicate when this should be stepped down and reallocated to emergency care bed capacity or where staff could be 
released. 

EKHUFT Winter Planning
Elective bed capacity
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EKHUFT Winter Planning
Elective escalation plans

The trigger criteria is in development with 
the Hospital Senior Leadership Teams.

The escalation levels that will contribute 
to each trigger will be provided in the 
next update of the document to CEMG at 
end of November.

Note the subsequent slides the resultant 
trigger actions.
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5
4

3

2
1

Undertake limited cancer work, 
Release St Lawrence ( Orthopaedic elective ward) for to support flow – max capacity released +24 

. 
Transfer colorectal cancer to QEQM (potential to release 3-6 beds at WHH)
Cancel routine surgery to accommodate colorectal and gynaecology oncology at QEQM
Reduce Rotary to 5 beds (release max capacity 11 however, some rotary are already in use)
Maximise use of Spencer beds at QEQM – volumes to be confirmed

Cancel routine day surgery at WHH (release staff to support site) 
Release Spencer beds at WHH for admissions  
Maintain Channel Day Unit (CDU)  for cancer day case only  at WHH
Consider cancelling routine inpatient cases at QEQM – maintain day surgery 
St Lawrence required for long waiting Orthopaedic patients
Kent required for Urology and Vascular

Maintain Channel Day Surgery Unit (CDSU)  for day case at WHH
Continue cancer and routine work at QEQM 

All Elective work run across all sites and Theatres

EKHUFT Winter Planning
Surge Escalation – Alert Status and Elective Response
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Elective Trigger Level Plan

1
Status Actions Reference
• Demand for services within normal limits

• Trust is maintaining routine work

• Trust can maintain patient flow

• Staff numbers are within normal limits

• Maximise theatre, diagnostic and OPD 
capacity.

• Ensure staffing models for redeployment 
are in place

o Nursing
o Medical
o Allied Health Professionals (AHP)
o ADMIN

• Gold Committee in place x2 per week.  
Local Health Economy (LHE) cell calls 
established. SITREPS managed through 
Operational inbox

• Maintain routine active monitoring of external 
risk factors including flu, weather

• Ensure all pressures are communicated 
regularly to all local partners i.e.

o Mutual aid discussion to support another 
Acute Provider

o Major Incident Plan
o Winter Plan
o Monitoring and oversight of cancer 

performance

All Elective work run across all sites and Theatres

3737/65 257/409



EKHUFT Winter Plan 22/23EKHUFT Winter Plan 22/23

Elective Trigger Level Plan

Status Actions Reference
• Reduction in availability of beds – impacting 

on some elective work

• No of COVID patients increasing

• Lower levels  of staff available but sufficient 
to maintain services

• Accident & Emergency (A&E) Attendance- 
Ambulance handovers

• Review theatre lists to identify urgent 
cases and long waiters

• Review Critical Care “ Critcon Levels”.  
Provide update to Gold

• Identify any shortfalls in supporting 
services that could be covered by non 
clinical staff – escalate to Gold

• Review bed base usage in ITU and 
prepare for capacity escalation

• Gold committee in action x 2 weekly – 
prepare to implement daily.

• Reference Level 1
• ITU escalation plan
• Redeployment plan S & A (Theatres and ITU 
– medical and nursing)

2 Maintain Channel Day Surgery Unit (CDSU)  for day case at WHH
Continue cancer and routine work at QEQM 
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Elective Trigger Level Plan

Status Actions Actions External Actions
•Is  ITU at capacity – review staffing 
requirements. Identify which theatres on all 
sites can be staffed without impacting on ITU.
• Review NIV capacity 
• Reduction in availability of staff – impacting 
on elective work
Escalation beds in use
• No of COVID patients increasing
• Lower levels  of staff available and some 
impact on services
• Number s in A & E – Ambulance handovers

OPERATIONAL CONSIDERATIONS
• Consideration given to elective work including 

clinical prioritisation and cancellation of non 
elective work. 

• Review theatre lists to identify urgent cases and 
long waiters in preparation for potential 
cancellation

• Review Critical Care “ Critcon Levels”.
• Provide update to Gold
• Identify any shortfalls in supporting services that 

could be covered by non clinical staff – escalate to 
Gold

• Review bed base usage in ITU and prepare for 
capacity escalation

• Gold committee in action daily.
• Consider cessation of meetings and training

CLINICAL CONSIDERATIONS
• Undertake additional ward rounds to maximise 

discharges
• Clinicians to prioritise discharges and accept 

outliers from any ward as appropriate
• Review bed base usage in ITU and prepare for 

capacity escalation
• Identify any shortfalls in supporting services that 

could be covered by non clinical staff – escalate 
to Gold

• Senior ED clinician to lead triage and increase 
streaming to UTCs and assessment units.

• Review staffing levels for the next 48 hours and 
take action to ensure safe cover in all areas

• Review staffing levels for the next 7 days to 
enable forward planning.

• Care Group instigate care group escalation plan. 
Risk assess and redeploy “own staff” including 
deploy of supernumerary and senior nursing 

• Alert Clinical Commissioning Group (CCG) of 
internal pressures

• Consideration of Elective work – escalate to 
CCGs/ ICS/STP – including IS Surge Plan

• Notify CCG/LHE of bed pressures – request 
additional support 

REFERENCE
•Reference Level 1 and 2
•Refer to ITU CRITCON levels and ITU SOP

3
Cancel routine day surgery at WHH - release Spencer beds at WHH for admissions
Maintain Channel Day Unit ( CDU)  for cancer day case only  at WHH
Consider cancelling routine inpatient cases at QEQM – maintain day surgery 
St Lawrence required for long waiting Orthopaedic patients
Kent required for Urology and Vascular
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Elective Trigger Level Plan

Status Actions Actions External Actions
• Is ITU and escalation ITU full –consider  

move to theatre recovery areas. 
• Significant deterioration in performance in 

ED – Ambulance delays 
• Significant staffing issues causing 

operational challenges and risk to patient 
safety

• No of COVID Increasing 
• Ward staffing levels critical
• A & E requires specialty doctors in 

department
• Inability to manage Red and Blue pathways 

independently.
• Patient flow is significantly compromised

OPERATIONAL CONSIDERATIONS
• Theatres/ theatre staff may used to support critical 

care. 
• Move activity to K&C – if possible.
• Establish CRITCON level. 
• Implement COVID medical rotas
• Gold command in place 

CLINICAL CONSIDERATIONS
• Active management of elective work including 

clinical prioritisation and cancellation of non 
urgent elective inpatients. to release clinical staff 
to support wards and ED.

• Cancellation of routine OPD to release specialty 
doctors to support

• Stage 3 medical rotas implemented. Reallocate 
junior doctors

• Consider cancelling SPA , study leave etc and 
redeployment of staff to provide short term 
cover.

• ED senior clinical decision maker to be in ED 24/7 
where possible

• Care Groups consider  withdrawal / or reduction 
of specialist nurse led activity for redeploy to 
front line delivery. 

• Care Groups redeploy staff released from OPD, 
Corporate  and other stepped down routine 
activity. 

• Confirm approval to cancel electives
• Escalate to CCG and LHE cell pressures on site 

and immediate actions required including 
possible cancellation of elective work

• Brief NHSE on the need to cancel electives 
• Alert social services managers to expedite care 

packages etc.
• Alert community trust to expedite community 

beds
• Mutual aid discussion

REFERENCE
• Reference levels 1-3
• Refer to ITU CRITCON levels and ITU SOP
• Major Incident Plan

4
. 

Transfer colorectal cancer to QEQM 
Cancel routine surgery to accommodate colorectal and gynaecology oncology 
Reduce Rotary to 5 beds 
Maximise use of Spencer beds at QEQM 
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Elective Trigger Level Plan

Status Actions Actions External Actions
• No capacity across the acute sites
• All Routine elective work suspended
• Potentially stop cancer and urgent work
• Increased staff redeployment 
• Unable to manage red and blue pathways.
• Severe capacity issues on ITU beds and 

need to transfer critically ill patients to 
external facilities. 

• Staff absences causing major operational 
challenges and patient safety cannot be 
assured.

OPERATIONAL CONSIDERATION
All previous actions continue as appropriate
• Consider stopping all but essential trust functions 

and redeploy staff to clinically critical areas.
• Consider cancelling planned leave. 
• Use of IS for cancer work if available 
• Consolidate as much complex cancer work at K&C if 

possible
• Strategic call 7/7 to be led by CEO/Deputy

CLINICAL CONSIDERATION
• Allocated senior clinical decision makers to be 

present on wards, in theatres and in ED 24/7, 
where possible;

• Cancel SPA time, study leave, non essential 
meetings to provide short term cover 

• Cancel all elective work including OPD ( including 
Non F2F).

• Senior decision makers in ED.
• Contact on call and ED senior decision makers to 

offer specialty support to ensure patients are 
seen and assessed as soon as possible. 

• Care Groups redeploys staff released from 
OPD,  and other stepped down activity. 

• Escalate to CCG and LHE cell pressures on site 
and immediate actions required including 
possible cancellation of elective work. 

• Alert social services managers to expedite care 
packages etc.

• Alert community trust to expedite community 
beds

• Mutual aid discussion
• Brief NHSI on the need to cancel electives 

REFERENCE
• Reference levels 1-4
• Refer to ITU CRITCON levels and ITU SOP
• Major Incident Plan

5 Undertake limited cancer work, 
Release St Lawrence ( Orthopaedic elective ward) for to support flow 
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Departmental winter planning
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Each care group has been working through the development of action plans to support and maintain services this winter.  These plans are work in progress and 
cover the following key areas:
GSM
• Planning for the cohorting of MFFD patients 
• Specialty hot clinics
• 7 day respiratory nurse service
• Respiratory escalation plan and Blue road map
• Roll out of training to improve nursing competencies to support NIV patients
• NIV machines and consumable panning
• Expanding frailty services
• Expanding discharge and flow co-ordinators

UEC
• Revising ED Dr rotas to ensure capacity meets demand
• Supporting the extension of SDEC hours and providing SDEC slots for following day treatment
• Training to support fast track triage
• Supporting MDU expansion
• Supporting specially in-reach and community frailty in-reach
• POCT in ED for TRP, CRP and D-Dimer
• Expanding Consultant support at weekends

Plans for all Care Groups are in development with Surgery & Anaesthetics (S&A) and Clinical Support Services (CSS) planning feeding into the Elective winter 
considerations and for Children’s Health, Women’s Health and Cancer the key focus being on workforce and the continuation of services throughout the winter 
period. These plans will continue in their development and will be reviewed via the Elective and Emergency Care Delivery Groups.

EKHUFT Winter Planning
Departmental planning
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The full ITU escalation plan is embedded in this page
The strategic aim of the document is to provide a safe and effective Critical Care service during in times of increased capacity within 
Critical care. This guidance aims to aid Trust level planning for how to respond during a period when demand for Critical Care services at 
the William Harvey Hospital, Queen Elizabeth the Queen Mother Hospital and the Kent and Canterbury Hospital exceeds the normal 
capacity. 
• The strategic aims of this guidance are to:

• maintain a high quality of care to support the best possible outcomes for patients with critical care needs working 
collaboratively with the operational teams. 

• maintain access to Adult Critical Care for any patient that requires it and thereby, prevent avoidable mortality and 
morbidity.

• maximise capacity in the critical care units through a coordinated escalation and de-escalation approach.
• avoid the transfer of critically ill patients for capacity reasons wherever possible by ensuring all options to increase 

capacity have been exhausted prior to the consideration of implementing capacity transfers.
Summary
• Crisis surge plans to be used for internal pressures.  Capacity will not be offered for external aid if we have patients in EKHUFT 

requiring these beds.   
• Regional and system support will continue to help as required to allow any decompression/mutual aid if available.  
• There is a risk that we may not achieve the full staffing requirements although we must aim to do so.  The 3 critical care units will 

continue to mitigate trust wide due to number of patients and acuity to aim to meet reduced nursing ratios within the recommended 
staffing guidance.  
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ITU Surge
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Mortuary
• The mortuary capacity across EKHUFT is 286 spaces and currently 110 available (38%) and in line with Human Tissue Act (HTA) 

guidance (35%)
• At WHH, the busiest site, the mortuary will require temporary additional spaces (as is required every winter).  Due to changes in the 

HTA guidance we now need robust lockable units to place in the under croft at WHH even though the area is secure and has CCTV.
• The team are currently looking into a refrigeration container storage (similar to the size of a container lorry) and require estates to be 

engaged to support us finding a suitable location very close to the mortuary near the NEW ITU build. We would require this for 6 
months.

• Estates now attend the WHH Weekly Winter planning meeting to ensure discussion and progress of required actions to support the 
container solution 

Phlebotomy
• In terms of phlebotomy, supporting bleeding on any additional wards the team need to know how many beds this would be and acuity of 

patient as the team are already supporting most of the ward locations now, and demand is challenging when there is unavailability due 
to sickness as we have to support the phlebotomy clinics on each site too which are very busy. 

• NB: unlike wards with nurses there is not a ‘pool of bank phlebotomists’ so when phlebotomy are short staffed, ward areas really need 
to bleed the patients and potentially similarly if there are additional wards being put in place and there is the medical need for bloods.

 
Pathology diagnostics
•  In terms of winter pressures and its impact on the rest of pathology, the team will continue to support as normal and have the required 

capacity. 
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The Trust has an active and engaged medical gases committee in place and effective oxygen business continuity plan in place and also 
procedures for environmental monitoring of oxygen concentrations in areas at risk. The work the teams did and the system response 
during the impact of the first phase of the pandemic and then the impact of the Delta variant that the Medical Gas Pipeline System (MGPS) 
supplying oxygen will deliver a consistent supply within the bed base current configuration.
Site based capacity and plans are detailed below:
WHH
• 5000l/min capacity on an oxygen ring main with duplex VIE apparatus, with auto-changeover facilities on the evaporators. The flow into 

the system monitored by Ultrasonic flow meter as well as via the Trust Covid App that draws information recorded on VitalPAC about 
oxygen use that gives the Trust awareness to ward level on the system draw.

QEQMH
• 3000l/min capacity (Ramsgate road) and 917L/min St peters road. No auto-changeover facilities on the evaporators manual de-icing 

process in place. The flow into the system monitored by Ultrasonic flow meter as well as via the Trust Covid App that draws information 
recorded on VitalPAC about oxygen use that gives the Trust awareness to ward level on the system draw. System can be joined so that 
Ramsgate road supports the site with support from St Peter’s road. Main Covid areas currently fed off Ramsgate Road. The site will be 
benefit from an Oxygen Ring Main due to be completed in November.

K&C
• 917L/min capacity via a single VIE apparatus with no auto-changeover facilities on the evaporators (manual de-icing process in place.) 

Back up to the VIE is provided by ERM . The ERM is a UHF (ultra-high flow) manifold capable of a 3500L/m output. Connected down 
stream of the VIE on site. The manifold is fed from 2x10 banks of ‘’W’’ size bottles. At an average demand of 200L/m, the ERM will 
provide the site with approx. 18.5Hrs of continuous Oxygen, in the event of a primary and secondary VIE failure. The flow into the 
system monitored by Ultrasonic flow meter as well as via the Trust Covid App that draws information recorded on VitalPAC about 
oxygen use that gives the Trust awareness to ward level on the system draw.
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The EKHUFT Severe Weather Business Continuity Plan is embedded in this page.  This document is reviewed annually with 
the most recent ratification date of 18 January 2022.

In line with winter planning and resilience regarding fuel supply and utility arrangements, the power business continuity plan is 
under review and its expected to be ratified in December 2022.  The Trust and 2gether are attending a Kent Resilience Forum 
on 2 November regarding national power outages, the outcome of discussions and advisory points discussed at this forum will 
informed the Trust’s business continuity plans.
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Building on the principles of previous winter plans for workforce requirements the following reviews and plans 
are in development:

• Shadow staff lists – For staffing considerations and support to clinical areas as required throughout surge 
and super surge

• Redeployment of staffing i.e. theatre staff to ITU
• Staff wellbeing – linking in with HR and Comms to provide access to well being services and support
• Planned break in service – detailed staffing plans in place for the three week period over Christmas and 

New Year.  Care Groups have been asked to develop first draft plans w/c 7 November 2022 with final plans 
provided w/c 21 November 2022.

• Staff sickness and contingency planning
• The development of senior operational cover timetable for each site to ensure an even distribution of 

operational support on a daily basis.
The detail of the workforce planning is in progress and will be completed throughout November 2022 and shared 
at CEMG in early December.

EKHUFT Winter Planning
Workforce
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EKHUFT Winter Planning
Staff vaccination
Vaccination Programme 
The Trust commenced both the annual Influenza vaccine and the Autumn Covid booster vaccination programmes for 
healthcare workers on 19 September and are committed to making every effort to ensure maximum uptake. This is vital 
when considering that Australia saw an increase in influenza cases during the winter 2022, and cases were also seen much 
early than usual in the season. This picture is expected in the UK this coming winter. The vaccination team’s aim is to 
vaccinate as many staff members as possible prior to the expected winter pressures from COVID-19 and influenza.

Our programme also includes the provision from the new vaccination team within the Occupational Health service for 
vaccinating both staff and inpatients. Additional support from vaccinators for a peer-to-peer approach, as in previous years, 
to facilitate the influenza vaccines to both groups. 

• National programme for Autumn Covid vaccine booster and annual influenza vaccine for staff and inpatients in progress. 
• Booking via Portal for staff vaccination.
• Staff may book for one or both vaccines for co-administration or for one vaccine only. 
Inpatient Referral for vaccines
• via SUNRISE CM referral system to Vaccination Team for both Covid Booster & Flu vaccine
• Or the Peer Vaccinators for the flu vaccine.
• Timely referral to both. 
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HCP Winter Group 
(group in process of being established – first 
meeting anticipated early Nov 22.)
Fortnight Meeting to review progress
EKHUFT, KCHUFT, KCC, PCNs in attendance

EKHUFT Site Based Winter Group
Weekly Winter Meetings

Governance
HCP Winter Emergency Governance aligning to EKHUFT 
Governance

East Kent Urgent Care Delivery Group
Monthly meeting – Highlight report on winter 
scheme progress

East Kent Weekly COO meetings
Weekly Meeting to review progress and funding
Attended by ICB, KCHFT, EKHUFT, KMPT and KCC

Elective and Emergency Care Delivery Groups
Monthly workstream updates to EKHUFT

CEMG
Monthly update

EKHUFT Board
Monthly update

K&M System 
Calls

EKHUFT 
Strategic ‘Gold’ 
Committee 

Operational 
Inbox
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Elective Care Delivery Group Emergency Care Delivery Group

FPC / CEMG / Q&SC 
Committee

ICS Elective Delivery Board ICS Emergency Delivery Board

Getting it Right First Time (GIRFT)

Performance Review Meeting (PRM)/We Care

EK Weekly Touchpoint
(PLACE based and K&M contact)

EK Urgent Care Delivery Board

Trust Board

East Kent Planned Care Board  

K&M System workstreams 

Governance
EKHUFT elective and emergency care internal governance
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Emergency Care Delivery Group
Chair: Rebecca Carlton/Tracey Fletcher  Deputy Chair: CNMO Sarah Shingler

Emergency Care Improvement Plan Virtual Ward

ED Build 

System 
partnership / 

Winter 
planning 

Exception reporting – metrics to be agreed FPC / CEMG / Q&SC

• WHH site status, 
risks, delay

• QEQM site status, 
risks and delay

• Pathway 
development

• Operationalising

• Winter review
• Demand and 

capacity funding
Trinity Projects:
• Bridging
• Integrated SDEC
• Hot floor discharge 

team/RTS

• Pathway 
development

• IT systems and 
hardware

• Bed capacity
• Workforce

Front Door Patient Flow TN: Simple Discharge

• 4 hour pathway
• Streaming Front 

Door
• Ambulance 

handovers 15 
minute standard 

• RAT – agreed 
COP/SOP

• UTC – development 
• Occupancy tool for 

Front Door 
• Roles and 

responsibilities
• Frailty – age related 

approach 
TN: DTA trolley wait
TN: Total time in ED 

• Operating models
• Short stay <48 

hours
• End of life
• Speciality bed base 
• Bed reconfiguration
• 7 day therapy 

services 
• 7 day in reach – 

community 
• ICB Winter 

Support 

• PW0
• 7-day discharge 

planning
• Radiology access
• Safer principles across 

wards 
• Discharge by midday %
• ECIST: Modern Board 

Rounds
• Therapy 7 day service

Medical staffing/Medical Rotas: GIM, Junior rotas, UEC, Information systems

Immediate:
• Development of MDU Review –Hot 

Clinics –Medical Job Planning – 
Rotas 

• Cohorting of PW1, PW2, PW3 –
GP Liaison Role 

• SDEC Expansion QE & WHH 
• Direct access - SDEC Pathways 
• Development - Frailty verses 

community frailty 
• ECDS 
Medium: 
• Establish working group for DAP 
• Estate reconfiguration 
• Community pathways 
• GP & Paramedic direct access 

Clinical Model Design for 
Direct Access Pathways

BO: SDEC

Activity Plan/Key milestones for delivery

PRM/We Care

Bed Reconfiguration QEQM Bed Reconfiguration K&CH Bed Reconfiguration

Analysis and forecasting  - Key performance indicators – Trajectories

Governance
Emergency Care Delivery Group – Key workstreams
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Activity
 & Performance/ 
RTT Deep dives

Community 
Diagnostic 

Centre

Clinical 
validation/ 

Clinical harm

OutpatientDMO1/ Endo 
PTL Meetings

Theatre 
Transformation

Exception reporting FPC / CEMG / Q&SC

Elective Care Delivery Group
Chair: COO Rebecca Carlton

Deputy Chair: CMO Rebecca Martin

Activity Plan/Key milestones for delivery

K&M System workstreams and Winter Planning 

PRM/We Care

Cancer PTL 
Meetings 

• Advice and 
Guidance

• PIFU
• Telemedicine

• Community 
Diagnostic Hub

• Endoscopy 
recovery 
plan/surveillance 

• 2ww meeting
• Joint diagnostic 

group feedback
We Care:
TN: Cancer 62 Day

• Theatre Booking 
Meeting

• BO: Theatre 
session 
opportunity

• Shared PTL/ IS 
Sector

• Access
• Key performance 

indicators
• Trajectories
We Care:
TN: 18wk RTT

• Capacity
• Utilisation
• Contracts

• 3 monthly review 
of patient status

• Validated 
numbers

• Harm reviews 
completed vs 
remaining

Governance
Elective Care Delivery Group – Key workstreams
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The Strategic ‘Gold’ Committee is constituted by the Clinical Executive Management Group to provide trust-wide leadership, 
coordination and communication.  
This forum currently meets three times per week.  In escalation, this will be increased to daily across 7 days.  Strategic 
decisions and support will continue be taken at midday through the Gold Committee meetings. This aligns to the Kent and 
Medway System OCC escalation meetings currently being held thrice weekly and will increase to daily in escalation periods.

The Strategic Executive on call is in place 5pm – 8am and Weekends and Bank Holidays.  Key decisions from on-call will be 
discussed and reviewed at the frequently held Strategic Committee meetings.  

Decisions made by the Gold committee will be reviewed at CEMG.

56

Governance: Strategic ‘Gold’ Committee

The Tactical (Hospital Leadership Team) is constituted on each hospital site by the Strategic Committee to provide operational 
leadership, coordination and communication.  

The Hospital Triumvirates provide the leadership and response supported by the Senior Clinical Site Manager on each site 
08:00-17:00  Weekdays. 

The ‘Silver’ Tactical Commander on-call arrangements are provided between 5pm-8am Weekdays, Weekends and Bank 
Holidays

Twice daily Site SITREPS are issued at 07:30 and 19:30, which provide a detailed summary of the site demand, capacity and 
risks.

Governance: Tactical ‘Silver’
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Appendix One 
What was anticipated
What happened
Success of previous schemes
How have learnings from 2021/22 been considered in this year’s predictions/modelling

Review of 2021/22 Winter Plan
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Review of 2021/22 Winter Plan
Summary of demand modelling for winter 2021/22
• In Winter 2021/22 the initial bed demand projections were based on a historic length of stay, with the configuration year based on the 

pre-pandemic winter year, with demand scaled based on business planning growth levels. 
• These projections forecast a temporary reduction in occupancy in mid-December with demand growing to levels close to 100% 

occupancy at the acute sites over the January – February 2022 period.
• Over the course of Winter 2021/22, the non-elective bed occupancy exceeded the projected baseline growth levels by ~80 beds over 

December & January.
• The 21 day + trajectory, set at the beginning of the year, aimed to reduce the volume of delayed discharge patients in hospitals (primarily 

medically fit patients). The 21+ occupancy of these patients has continued to rise over the last 12 months (+168 on Oct-21).

For 2022/23
• The model source changed to UEC Bed Model, generated by Lightfoot. Lightfoot is the provider of the modelling programme being run 

by the SE regional team, which has developed a model scalable for use across multiple providers in the region. 
• The new Lightfoot analysis provides particular patient groups, responsible for large Lengths of Stay, as being underrepresented in 

present activity at the site, with forecast demand uplifts to expected levels based on historic trend.
• Use of this as the basis for modelling provides transparency over the process and outputs across ICB providers, giving one agreed set of 

figures for interventions to be planned against.
• Suggested intervention schemes to reduce the acute bed demand levels have been generated which are detailed in the following slides.
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Review of 2021/22 Winter Plan
Non Elective Demand.  Actual Vs Projections
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Review of 2021/22 Winter Plan
Elective Demand.  Actual Vs Projections
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• 21 day+ occupancy trust wide reached 217 
patients on average for the week 
commencing 28 March 2022. This was 
against a trajectory position of 133 (+84).

• Actuals have diverged from forecasted 
trajectory levels since October 2021.

• Trajectory for 2022/23 projected a reduction 
to an occupancy level of 107 beds over 
Summer 2022, with a small uplift for Winter.  
However, the actual position is 
approximately 300 beds occupied, +190 
above trajectory levels.

• Of the 21 day+ cohort, approximately 80% 
of patients are recorded as requiring on-
going support (Pathway 1, 2 or 3) to permit 
safe discharge from acute care.

Review of 2021/22 Winter Plan
21 day + occupancy projections
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Review of 2021/22 Winter Plan
Summary of impact of proposed schemes for winter 2021/22

Scheme Site Bed Impact Bed Impact Outcome
7 Day Working Scheme QEQM 8 Reduce Variation in LOS based on Admission date This scheme was not delivered in full. GSM rota for 7/7 consultant cover in 

place for Gastro, Respiratory.  6/7 cover in place for Cardiology with 
telephone advice in place 7/7.  HCOOP cover was not in place on all wards 
due to staffing levels. An optimal 7/7 MDT rota including therapy and 
pharmacy could not be fully supported due to staffing levels.

7 Day Working Scheme WHH 7 

SHN LOS WHH 1 SHN reduction of 0.5 Days, taken from SHN workings A change in pathway was established but there was no clear impact on the 
SHN length of stay.  SHN LOS QEQM 0 

Alcohol Nurse Scheme WHH 2 Based on embedded scheme at QEQM
The planned expansion of the alcohol nurse service was not achieved.  The 
business case has since been developed further and is looking to be 
implement in H2 2022/23.

Frailty Unit Impact QEQM 5 Taken from FAU business Case Frailty units were regularly bedded over the winter period.  In recent 
months the FAUs at both acute sites have been relocated to ED areas to 
support with patient in-reach within ED. Frailty Unit Impact WHH 5 

Hip fracture Scheme QEQM 3 Reduced delay for Hip fracture onto discharge pathways This scheme was dependent on community hospital bed capacity. The 
identified 7 beds required to support the project were not provided.Hip fracture Scheme WHH 3

Pathway 1 Schemes QEQM 10 Reduced occupancy of patients on pathways (measured at midnight 
occupancy - assumed easing of  pressures

This was predicated on KCC provision of pathway 1 capacity which was 
not realised.  The system therefore had to provide 30 PAU beds.  And spot 
purchased increased by 30%.  The negative impact of this approach was 
the patients were placed in beds and experienced a degree of 
deterioration.

Pathway 1 Schemes WHH 4 

Frailty Admission Avoidance QEQM 4 Assumed 5 per day avoided across both sites - based on a LoS of short 
stay admissions (0-3) to lowball impact if these admissions were avoided

This was delivered as part of the single point of access at care home which 
provided support and prevented conveyance to the hospital for care home 
patients. The chart on the following page outlines the positive impact this 
scheme had on frailty admission avoidance.Frailty Admission Avoidance WHH 5

Half a day LOS Reduction 
Across all NELs QEQM 0 Assumption based on 0.5 days off Non-Elective average los at the sites. 

Already achieved by previous schemes above.
The scheme was based on an increase use of the discharge lounges and a 
drive you achieve 1/3 of discharges before midday.  The ambition to have 
completed EDNs completed earlier in the process were not realised and 
the discharge lounges under went extensive refurbishment during the 
months of January, February and March 2022 resulting in limited usage.

Half a day LOS Reduction 
Across all NELs WHH 10 Assumption based on 0.5 days off average los at the sites, Removing any 

double counting of other schemes above, remaining Net effect.

Total 66 QEQM: 29 WHH: 37
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Review of 2021/22 Winter Plan
Summary of Frailty Admission Avoidance scheme, Winter 2021/22

• Single Point of access resulted in a 
noticeable fall in ambulance arrivals 
from Care homes.

• This success, however, did not 
translate to an appreciable reduction 
in the volume of admissions from care 
homes at the acute sites when it was 
implemented in November 2021. 

• However, the Care Home admission 
levels have remained at a reduced 
level since the pandemic, so the 
single point of access may be 
contributing to keeping these 
admissions at this reduced level
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Review of 2021/22 Winter Plan
EPRR Winter Debrief
What went well What could have been 

done differently?
Recommendations

• Communications were shared in timely 
manner

• Consolidation of the weekend plan 
which was an effective tool for on call 
staff

• On call debriefs were received 
positively, gathered learning and 
provided outlet for staff

• GSM had back up staffing planned for 
the Christmas holidays.

• Communications were good for 
external factors (Op Brock, fuel 
disruption, storms)

• Team work to facilitate the Nightingale 
at short notice

• Some discussion made in 
Gold were not reflected in 
Trust news so caused 
confusion with staff

• No way of assuring 
information has cascaded 
to the shop floor staff

• Sometimes the role of the 
extra staff out of hours was 
not clear.

• Did not take the 
opportunity to debrief the 
Nightingale Project

• On calls were hard 

Recommendation: Care group communication cascades required 
to be clearer to ensure information is shared.
Outcome: Communication through the care groups to be a regular 
agenda item at the Operational Directors weekly meetings.
Recommendation: Other Care Groups to consider adopting a 
similar staffing spreadsheet to GSMs as proved effective in 
managing resources.
Outcome: The care groups have been requested to provide the 
detail of winter staffing rotas by 3rd week in November 22.  The 
GSM format provided last will be used as the template.
Recommendation: OPEL 4/incident Everbridge escalation slide to 
be added to weekend plan
Outcome: Completed
Recommendation: Tactical on-call training/learning for capacity 
Outcome: Training for the personnel on the tactical on-call rota is 
now compliant.  However, a full review of the on-call rota is in 
progress.  Operational directors have met to discuss options for 
improving the stability of the rota and the impact of on-call shifts 
to the staff supporting the rota. Updates and further discussion 
will be brought to the Gold meetings throughout November 22
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REPORT TO: BOARD OF DIRECTORS (BoD)

REPORT TITLE: PATIENT SAFETY AND QUALITY GOVERNANCE ROADMAP - 
UPDATE

MEETING DATE: 3 NOVEMBER 2022 

BOARD SPONSOR: EXECUTIVE DIRECTOR OF QUALITY GOVERNANCE

PAPER AUTHOR: EXECUTIVE DIRECTOR OF QUALITY GOVERNANCE

APPENDICES: APPENDIX 1:  PATIENT SAFETY IN EAST KENT HOSPITALS 
– UPDATE OCTOBER 2022

Executive Summary:
Action Required:
(Highlight one only)

Decision Approval Information Assurance Discussion

Purpose of the 
Report:

With the launch of the Patient Safety Incident Response 
Framework (PSIRF), the recommendations from Independent 
Enquiry into East Kent Maternity Services (IIEKMS), and the focus 
on the Trust Journey to Outstanding Care, it is now timely to 
present the updated roadmap for achieving good quality 
governance in EKHUFT. The roadmap sets out the future position 
to ensure the golden thread of safety and good governance, 
ensuring both the structures are in place, and the process for 
shifting the culture.  
  

Summary of Key 
Issues:

Progress has been made in moving towards good quality 
governance and a golden thread of patient safety, however, there 
is significant time, engagement and investment required. 
- Governance roles: currently under review as part of the 

organisation realignment.
- Integration: currently under review through the Integrated Audit 

and Governance Committee.
- Reporting System: Datix review in progress, for completion 

May 2023.
- Investigation: Heatlhcare Safety Investiation Branch (HSIB) 

investigation training programme rolled out, Serous Incident 
(SI) panels have Executive oversight, Patient Safety Incident 
Response Framework (PSIRF) implementation underway, 
further investment and engagement in training required.

- Patient Advice and Liaison Service (PALS)/Complaints: 
complaints process revised, backlog cleared, renewed focus 
on reducing time to resopnd to complaints, ‘Mystery Shopper’ 
(evaluation) planned for November 2022. Staffing remains an 
issue with vacancies and capacity issues in the corporate 
team.

- Co-operation: significant transformation plan to address culture 
to commence, will complement other culture programmes in 
the Trust, critical to achieving high patient safety and the 
recommendations of Dr Kirkup’s report.

- Assurance: Improved information flow, quality of reporting and 
assurance from ward to Board. More work required to address 
Dr Kirkup’s finding of ‘looking good while doing badly’. 
Changes to PSIRF will require a new approach to reporting 
and assurance in patient safety.
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- Learning Lessons: The Trust remains weak in this area, and 
will be a focus of the cultural transformation programme.

  
Key 
Recommendation(s):

The Board of Directors is asked to NOTE the progress in patient 
safety and quality governance activities, in particular the planned 
introduction of PSIRF and upgrade to Datix. The Board of 
Directors should NOTE that investment will be required to meet 
the obligations under PSIRF. This will be explored through the 
business planning process. 

The Board of Directors is asked to APPROVE an information 
session on PSIRF in a Board Strategy Development session.

Implications:
Links to ‘We Care’ Strategic Objectives:
Our patients Our people Our future Our 

sustainability
Our quality 
and safety

Link to the Board 
Assurance 
Framework (BAF):

BAF 32: There is a risk of actual, or potential, harm to patients if 
high standards of care and improvement workstreams are not 
delivered.

Link to the Corporate 
Risk Register (CRR):

None

Resource: Y/N N
Legal and regulatory: Y/N N
Subsidiary: Y/N N
Assurance Route:
Previously 
Considered by:

N/A
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PATIENT SAFETY AND QUALITY GOVERNANCE ROADMAP - UPDATE

1. Purpose of the report

1.1 With the launch of the Patient Safety Incident Response Framework (PSIRF), 
the recommendations from Reading the signals, Dr Kirkup’s Independent 
report into East Kent Maternity and Neonatal Services, and the focus on the 
Trust Journey to Outstanding Care, it is timely to present the updated 
roadmap for achieving good quality governance. The roadmap sets out the 
future position to ensure the golden thread of safety and good governance, 
confirming the structures required and the process for shifting culture.    

2. Background

2.1 Quality Governance encompasses patient safety, patient engagement and 
clinical effectiveness. In June 2022, the Executive Director of Quality 
Governance presented a road map to Trust Board identifying the 
inefficiencies and significant barriers within the quality governance framework 
that resulted in significant safety risks, unacceptable investigation backlogs, 
poor experiences for patients and limited learning to avoid repetition of 
incidents. 

2.2 The paper also described the direction for the future and the changes 
required to embed quality governance in the Trust. Some of the projects had 
commenced, and resources have been committed to addressing the backlogs 
in complaints, duty of candour (DoC) and incidents, so that improvements in 
process had been made. 

2.3 In August 2022, the National Patient Safety Strategy team launched the 
Patient Safety Incident Response Framework (PSIRF), which will require both 
change to operating procedures and the culture towards incidents. 

2.4 Furthermore, the Independent Investigation into East Kent Maternity and 
Neonatal Services has now been released, and the recommendations identify 
a major shift is required to quality governance. 

2.5 Changing the policies and processes is not going to achieve Trustwide 
engagement in patient safety. The focus going forward is to continue to 
change ways of working, with emphasis on transformational change of 
culture. This will take time, beyond the 12 month timescale for PSIRF 
implementation, and it will require investment.

2.6 This paper will update on work in progress as well as confirm the ongoing 
plans for embedding the golden thread of quality governance. 

3. Update on Progress – Complaints 

3.1 Complaints review complete, new process in place. New approach was not 
fully utilised until September 2022, due to focus on clearing backlog of 
complaints 

3.2 Backlog of complaints at peak was 117 overdue. At 30 September the 
backlog was resolved for all care groups, except a small number in Women’s 
Health. In August and September there was a small number of new breaches, 
in care groups that were focusing on addressing their backlog. This is being 
monitored through weekly position update meetings, attended by care group 
complaints lead, Head of Complaints and Deputy Director of Quality 
Governance.
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3.3 There has also been an impact on progress due to capacity and vacancies 
within the corporate team. Recruitment options are being explored. 

3.4 Feedback from care groups is there is greater flexibility to respond more 
compassionately and personally; feedback from corporate and care groups is 
there is greater clarity about process and ownership.

3.5 There remains some cultural issues regarding how some members of some 
teams respond to each other, and the engagement of some of the medical 
leads in the complaints process. This is being addressed directly, and will 
benefit from the change programmes People & Culture are leading, and the 
programmes discussed in this paper. 

3.6 Complaints dashboard now live. 
3.7 ‘Mystery Shopper’ to commence in November to gain service-user feedback
3.8 Monitoring of complaint rates and breaches is now part of the Performance 

Review Meeting (PRM).
3.9 Themes and learning form part of the Complaints and Feedback Group, 

Quality Intelligence Forum and a quarterly report is presented to Quality and 
Safety Committee. 

4. Update on Progress – Datix 

4.1 A review into Datix has been completed that has highlighted the need for 
major change across the platform architecture. There were 59 
recommendations presented, that detailed how individual operating 
procedures, modules and field types were impacting the functionality. 

4.2 The report has resulted in a project to revamp and relaunch Datix in the Trust. 
This work is supported by NHS England (NHSE).

4.3 An expert in this field has been recruited and has started. The executive lead 
for the project is the Executive Director of Quality Governance and the project 
lead is the Deputy Director of Quality Governance. 

4.4 The project involves staff at all levels, including as part of the steering group, 
attending focus group and participation in user-feedback groups.

4.5 Upgrade to be completed by May 2023.
4.6 Datix incident and serious incident compliance is included in PRM 

scorecards, and the Incident dashboard is live. 

5. Update on Progress – Duty of Candour 

5.1 While teams addressed the complaints and SI backlog, the backlog of Duty of 
Candour remained. 

5.2 Trajectory for compliance has been agreed and although we recognise 100% 
compliance is required, the plan will see a gradual increase over the next 3 
months with 80% across all categories by end of October, 95% by end 
November and 100% from January. 

5.3 Duty of Candour dashboard is live, and compliance is included in the PRM. 
5.4 An action plan to address the backlog, including access to training, is now 

underway. The plan includes the care groups reviewing their dashboards 
three times per week (Monday, Wednesday and Friday) to identify when 
cases need to be actioned within deadlines. This work is being overseen by 
the Deputy Director of Quality Governance who will meet with the care groups 
at least weekly, to guide and advise them on the actions to be taken at each 
stage. Once full compliance has been achieved and sustained the meetings 
will be less frequent, unless compliance falls below 100%.  

5.5 The care groups have agreed that the Governance Matrons will lead the 
oversight of compliance and attend the weekly meetings, and formal 
escalation routes have been confirmed. 
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5.6 Education module has been added to the intranet and information has been 
shared through Trust communications (Safety Pin and RiskWise). 

6. Update on Progress – National Patient Safety Strategy 

6.1 The National Patient Safety Strategy has set out a number of actions for the 
national team, national systems, local systems and local providers to 
complete. The majority of the actions are at system and national level. 

6.2 All actions required of EKHUFT have been completed or are in progress 
within due dates. We have no overdue actions. 

6.3 Completed actions include 
• Establish medical examiners offices scrutinising all deaths in acute 

hospitals;
• Ensure all deaths (in-hospital and community) are scrutinised by medical 

examiners;
• 100% compliance declared for all Patient Safety Alerts;
• Appoint patient safety specialists;
• Support all staff to receive training in the foundations of patient safety;
• National Early Warning Score (NEWS2) adoption by all acute and 

ambulance trusts.
6.4 In progress actions include

• Implement the new Patient Safety Incident Response Framework 
(PSIRF);

• Local systems and regions aim to include two patient safety partners on 
their safety-related clinical governance committees (or equivalents).

6.5 We have programmes of work to address improvement areas. These include 
maternity services, medications management, falls and pressure ulcer 
management, Antimicrobial resistance and healthcare-associated infections, 
Safety issues that particularly affect older people, mental health patients, 
deteriorating patients, specific clinical interventions, and working with patient 
and public voice partners. 

7. PSIRF - Patient Safety Incident Response Framework

7.1 PSIRF has now launched and the Trust has 12 months to implement the 
approach. 

7.2 PSIRF will provide a platform for change, allowing staff to respond differently 
to how incidents are identified, addressed and resolved. 

7.3 The implementation plan is in place, with a project committee to be 
established in October to oversee full implementation. The Executive Director 
of Quality Governance will chair the committee, and it will provide updates to 
Executive Management Team (EMT), Patient Safety Committee (PSC) and 
Clinical Executive Management Group (CEMG). 

7.4 An initial ‘Probability of Success’ rating has been undertaken, against the 
August 2023 deadline. There is 80% confidence rating the implementation will 
be achieved. Barriers to full implementation include resources for both project 
administration and for the project tasks, as well as some risk surrounding 
expertise and competing priorities for the Trust.  

7.5 Areas of concern for the full implementation of PSIRF include the 
reconfiguring of Datix, cultural change within the Trust, expertise particularly 
with investigation methods, and the involvement of service-users. The project 
will focus on these areas for action as part of the early task and finish work 
groups. 
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7.6 Further training will be provided to the Board, as the approach to learning 
from incidents is very different to the current model.

7.7 EKHUFT is looking to the National team and Early Adopters to benchmark 
resources and how best to engage service-users to join our groups.

7.8 A full safety health check, as well as PSIRF workshops, are planned for 
November.

7.9 PSIRF will be supported by a cultural change programme – Improving Patient 
Safety Culture.

8. Transformational Change – Improving Patient Safety Culture

8.1 While the changes to policy and operating procedures will support ‘how we do 
things’ and provide clarity and consistency, there also needs to be a 
supportive cultural change. This is critical to the success of PSIRF.

8.2 This will link with and support the ‘Just and Learning Culture’ provisions from 
the People and Culture team, the progress of the Patient Engagement work, 
and the work of the Freedom to Speak Up team.

8.3 Much of the work around ‘Driving’ change has begun, with many of the 
processes, systems and structures under review or recently updated. This 
work will continue to support PSIRF.

8.4 Greater emphasis will be placed on ‘Releasing’ change: coaching 
programmes, safety meeting schedules, learning events, listening events, 
safety walks, case studies, safety systems reviews, safety audits, education 
and training programmes and safety awards.

9. Summary

9.1 Much of the foundation work has occurred so that the Trust is ready to move 
to PSIRF at pace. PSIRF is a major change in approach, and will require 
significant engagement and investment: it is an opportunity to drive cultural 
change

9.2 Progress has been slowed by addressing the backlog of complaints, incidents 
and DoC, and by preparing for Kirkup. The position has improved but focus 
must remain to ensure the position does not slip. Improvements continue to 
be made to streamline the approach, and also to ensure collaboration 
between the central team and care groups. 

9.3 Line of sight and assurance remains challenged – further must be done to 
create the integration across and between groups and structures to ensure 
quality is a golden thread. 
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Quality Governance “to-be”

1. Governance 
Roles

Confident
Determined

Curious
Concerned

Excited

4. Investigation
Eager

Confident
Show & prove

Curious

5. PALS/ 
Complaints
Compassionate

Empathy
Determined

Pride

6. Co-
operation

Confident
Engaged

Trust
Respect

Understanding

3. Reporting 
System
Confident

Excited
Engaged

7. Culture
Safety

Understanding
Willingness

Positive
Trust

Curious

8. Assurance
Committed

Trust
Respect

Participation

9. Learning 
Lessons
Passionate

Relief
Confident 

Development

Th
in

ki
n

g 
/ 

Fe
el

in
g

1. Governance Roles
Clear lines of responsibility, 
No gaps in process, Focused 
on finding, assessing, 
improving and measuring 
quality governance metrics 
Partnership working 3. Reporting System

Incident reporting system is easy to 
use, easy to pull information from, 
and supported by experts. 
Responsive to change. Templates and 
guidance assist ease of use. SoPs
embed the system. Single source of 
truth. Reliable and validated 
information.

4. Investigation 
Trained investigators 
produce timely reports, 
to a high standard, 
identifying and 
addressing root causes 
through SMART actions. 
Staff are engaged and 
service users have 
confidence. 

5. PALS / Complaints
Patient-centric and 
compassionate response, 
focused on early resolution and 
learning, shared ownership 
between corporate and care 
groups, clear lines of 
responsibility 

6. Co-operation
Corporate team enables good 
governance, governance is 
everyone’s responsibility, seamless 
between care group governance, 
corporate governance, operations 
and the triumvirates

7. Culture
All risks, issues and incidents 
are reported in a timely 
manner, near-misses are 
recognised and reported, 
staff feel safe to raise 
concerns, just culture

8. Assurance
Information flow from ward to board is 
strong, risks and issues are escalated, the 
Board actively supports and resolves. 
Assurance is gained through healthy check 
and challenge at all levels. Check and 
challenge is robust 9. Learning Lessons

EKHUFT is a learning organisation, 
hot spots identified and action 
taken, change is embedded

2. Integration 
Clear purpose for committees. 
Objectives and remit defined.  
No gaps, no duplication. 
Attendance is high. Chairing is 
strong. Leadership. 

2. Integration
Confident

Excited
Engaged

1. Governance 
Roles

Under review as part of 
the Organisation

realignment

4. Investigation
Investigators Trained

PSIRF project 
commenced

SIIAP and SIDP in 
place

5. PALS/ 
Complaints

Review Complete
Mystery Shopper 

evaluation
Reports to FoC

6. Co-
operation

Directorate 
restructure 
complete

Workshops 
underway

3. Reporting 
System

Datix project 
commenced - lead 

appointed
Progress report to CEMG

7. Culture

Reporting culture 
good

Transformation 
plan 

8. Assurance

Information to 
Board is robust
Transformation 

Plan 

9. Learning 
Lessons

Patient Safety Health 
Check

Improving Patient 
Safety Culture (IPSC) 

Plan 

O
u

r 
P

ro
gr

es
s 2. Integration

Under review
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Patient Safety Incident Response Framework (PSIRF)

‘Our approach refocuses systems, processes and 

behaviours on delivering a sustained reduction in risk, 

rather than simply applying a reactive, bureaucratic 

process that too often does not lead to change.’

PSIRF Introductory Framework, March 2020

PSIRF
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More proportionate and effective 

response:

• Changes blunt rules to determine what to learn 

from and what not to learn from

• Resource planning based on thorough 

understanding of patient safety incident profiles 

and ongoing improvement activity. 

• Supports organisations to be more proportionate, 

sensitive and considered in their approach

Improved experience for those affected:

• Expectations are clearly set for 

informing, involving, and supporting those 

affected by patient safety incidents, 

particularly patients, families and staff

• Aligned with ongoing research around 

improving patient and family involvement

Better range of methods for learning:

• Promotes a range of methods for 

responding to and learning from patient 

safety incidents

• Moves away from RCA, which does not 

represent best practice

• Timelines are more flexible and set in 

consultation with the patient and/or family

• Quality of response and resulting 

improvement work is the priority 

Strengthened governance and oversight:

• Regulators and ICSs will consider the strength 

and effectiveness of organisations’ incident 

response processes

• Makes leaders of organisations providing 

healthcare accountable for how their 

organisation responds and improves following 

patient safety incidents.

What does PSIRF hope to achieve?
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Oversight arrangements

Serious Incident Framework Patient Safety Incident Response Framework

Report and investigate all Serious Incidents 

Review SIs for sign off approval. Monitors 
numbers/themes and timescales

Monitors numbers/themes and timescales. 
May review specific reports/seek assurance. 

Supports/leads SI sign off in direct commissioning 
role

Support/commission independent investigations

Monitors numbers/themes and timescales. May 
review specific reports/seeks assurance 

Transition 
over 12+ 
month 

preparation 
period

Providers report events and manage incident response

IC
B

s/
IC

Ss
R

eg
io

n
s

C
Q

C

Boards accountable for the quality of incident response 
and importantly for reducing risk as a result

IC
SsDevelop 

Patient 
safety 

incident 
response 

plans

Oversee provider organisation’s systems for responding 
to patient safety incidents; identify and support where 

improvement is needed

Overall oversight of themes and topics challenging entire 
systems

Oversees delivery and works with ICS and National Patient Safety 
team to respond to system challenges (also actively support 

improvement if required)
Continues to support/commission independent investigations

Assess against key PSII standards
Review system for incident response
Review output of incident response

P
ro

vi
d

er

5/13 296/409



6 |

What does preparation look like? 

Establish the team and 
prepare partners
- Create an 
implementation team
- Create stakeholder 
list and plan 
engagement
- Define governance
structures for 
implementation
- Develop 
communication 
strategy

Review how work is 
organised
- Align learning and 
improvement approaches
- Promote a climate that 
fosters a just culture
- Conduct a workforce 
gap analysis
- Review training 
provision
-Ensure feedback is 

sought from those 
involved
- Use systems-based tools

Define PSIRF 
governance 
arrangements
- Map oversight of 
learning from patient 
safety incident 
response
- Define how SIs will 
be managed during 
transition period

Define the response to 
patient safety 
incidents

- Plan response 
methods

- Confirm incident 
response processes

- Confirm process for 
improvement following 
learning response 
completion

Create Patient Safety Incident Response Plan (including testing key aspects) Transition

- Define measures 
of success for PSIRF
- Board sign-off
- Communications

- Ongoing review

NB: The Serious Incident Framework applies until switch to PSIRF agreed for each organisation

Months 4-12 Months 5 - 12

Pre-framework publication work

Getting started

Months 1-3

PSIRF & tools published: 
Autumn 2022

Create the 
conditions for 
success

- Review relevant 
publications

- Assess the 
safety culture

- Assess & 
strengthen the 
systems that will 
support PSIRF
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November December January February March April May > Phase 3

Establish PSIRF 
Steering Group, 
membership and 
meetings

Map out and design change processes, update policies, procedures, SOPs, guidance

Improving Patient Safety Culture (IPSC) Transformation Plan: Learning, Listening and Coaching events.  

Milestone/key outputKey: Governance IPSC Plan Process and Design Other related activity Engagement

Focus groups with 
Care group and 
Corporate teams

Confirm transition 
date with ICB

Reading session 
for Steering 

Group

PSIRF Rollout - Phase 1 and 2

PSIRF Implementation Steering Group (Monthly meetings)

Communications campaign:

Communications

Information sessions across Trust

Confirm proposed 
transition date
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Transformational Change

Plans, 
Processes, 

Procedures, 
Systems, Rules

Strategy, 
Vision, 

Mission, 
Objectives, 

Metrics

Structure, 
Organisation, 

Role, 
Accountability

Plans, 
Processes, 

Procedures, 
Systems, Rules

Strategy, 
Vision, 

Mission, 
Objectives, 

Metrics

Structure, 
Organisation, 

Role, 
Accountability

Role models, 
Symbols, 
Thoughts, 

Ideas, 
Coaching

Dialogue, 
Engagement, 
Knowledge, 

Skill, Aptitude

Energy, 
Motivation, 

Collaboration, 
Competition

Role models, 
Symbols, 
Thoughts, 

Ideas, 
Coaching

Dialogue, 
Engagement, 
Knowledge, 

Skill, Aptitude

Energy, 
Motivation, 

Collaboration, 
Competition

DRIVING AND RELEASING CHANGE

• This will not be achieved in the short term – this will take time

• The plans and processes are relatively simple to change –

thoughts, behaviours, beliefs underpin the cultural change 

needed to embed patient safety
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Improving Patient Safety Culture

• A focused, multi-mode approach to changing how every person sees, 
reacts to, responds to and improves patient safety

• Led by the Quality Governance team: commences Nov 2022. It will 
require additional support and investment
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Datix Upgrade

• Review complete: 59 recommendations for 
changes to the operating procedures, modules 
and field types

• Expert Datix Consultant – commenced 
11/10/2022: 6 months to upgrade all modules

• Improved reporting out of Datix (report modules 
to be purchased)

• Staff will form part of the project: focus groups 
and user-testing. Must be user-friendly.

• Working with system partners to ensure meets 
PSIRF / LFSPE requirements 
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October November December January February March April

Establish Project 
Steering Group, 
membership and 
meetings

Guidance and documents updated 

Map out and design change processes

Upgrade of Datix platform underway: module, field and category changes

Milestone/key outputKey: Governance Datix Upgrade Process and Design Other related activity Engagement

Focus groups with 
Datix users

Go-Live

Further changes

Main design 
changes 

confirmed

Datix Upgrade – project plan

Trial platform with 
Datix users

Datix Upgrade Steering Group (fortnightly meetings)

Communications campaign: electronic messages and information pre-launch, 
Trust-wide posts and local education sessions post-launch

Communications
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Other projects of work

• Complaints:
– Review complete, backlog resolved, dashboard live

– ‘Mystery Shopper’ to commence in November to gain service-user feedback

• Duty of Candour:
– Dashboard now live, monitored at PRM

– Education module on Staff Zone

– Support plan for Care Groups (weekly meetings)

– Trajectory for compliance: 90% by end November and 100% from January

• National Patient Safety Strategy:
– All actions required of EKHUFT have been completed or are in progress 

within due dates. We have no overdue actions

– In progress actions include:
• Implement the Patient Safety Incident Response Framework 

• Inclusion of two patient safety partners (service-users  community) on safety-
related clinical governance committees
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Conclusion

• Progress has been slowed by addressing the 
backlog of complaints, incidents and DoC, and 
by preparing for Kirkup

• PSIRF is a major change in approach, and will 
require significant engagement: it is an 
opportunity to drive cultural change

• Line of sight and assurance remains challenged 
– further must be done to create the integration 
across and between groups and structures to 
ensure quality is a golden thread. 
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REPORT TO: BOARD OF DIRECTORS (BoD)

REPORT TITLE: OUTCOME OF NHS ENGLAND CORE STANDARDS FOR 
EMERGENCY PREPAREDNESS, RESILIENCE AND 
RESPONSE (EPRR) ANNUAL ASSURANCE AND UPDATE ON 
CURRENT WORKSTREAMS

MEETING DATE: 3 NOVEMBER 2022

BOARD SPONSOR: CHIEF OPERATING OFFICER (COO)

PAPER AUTHOR: HEAD OF EMERGENCY PLANNING AND RESILIENCE

APPENDICES: APPENDIX 1: EPRR REPORT

Executive Summary:
Action Required:
(Highlight one only)

Decision Approval Information  Assurance
 

Discussion

Purpose of the Report: NHS England (NHSE) set out NHS core standards for Emergency 
Preparedness, Resilience and Response (EPRR) arrangements. 
These are the minimum standards which NHS organisations and 
providers of NHS funded care must meet. 

The purpose of this paper is to provide the Trust Board, the 
outcome of the self-assessment carried out by the Emergency 
Planning Team. 

This paper also provides an update on the key workstreams and 
EPRR activity and risks since the beginning of the calendar year.

Summary of Key 
Issues:

The outcome of the 2022 self-assessment has rated EKHUFT as 
Fully Complaint in all Core Standards. This is an improvement 
from Substantially Complaint in 2021. 

Each year an additional Deep Dive accompanies the core 
standards, but is not included in the overall outcome. This year’s 
workstream is on Evacuation. EKHUFT rated as Substantially 
Complaint in this assessment.

The key workstreams for EPRR have been risk based and the 
training and exercising programmes have been delivered to 
support the work to address the following risks, amongst other 
activities:

• Improving command training compliance (Risk 2630);
• Fire Incident Response arrangements;
• Lack of site search arrangements for Missing Persons 

(Risk 2629);
• Inability to Lockdown all sites (Risk 2769);
• Lack of trained Loggists (Risk 2170).

Key 
Recommendation(s):

This paper is to be submitted to the Board of Directors to provide 
the ASSURANCE that the Trust is fully compliant in meeting the 
NHS England Core Standards for EPRR in 2022 and an update in 
EPRR activity in 2022.
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Implications:
Links to ‘We Care’ Strategic Objectives:
Our patients Our people Our future Our 

sustainability
Our quality 
and safety

Link to the Board 
Assurance 
Framework (BAF):

None

Link to the Corporate 
Risk Register (CRR):

None

Resource: N
Legal and regulatory: N
Subsidiary: N
Assurance Route:
Previously 
Considered by:

Presented to the Clinical Executive Management Group in 
September 2022, and Integrated Audit and Governance 
Committee in October 2022.
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APPENDIX 1

OUTCOME OF NHS ENGLAND CORE STANDARDS FOR EPRR ANNUAL ASSURANCE 

1. Introduction
The NHS needs to plan for, and respond to, a wide range of incidents and emergencies 
that could affect health or patient care. The Civil Contingencies Act (2004) requires NHS 
organisations, and providers of NHS-funded care, to show that they can deal with such 
incidents while maintaining services.

NHS England has published NHS core standards for Emergency Preparedness, 
Resilience and Response arrangements. These are the minimum standards which NHS 
organisations and providers of NHS funded care must meet. The Accountable Emergency 
Officer in each organisation is responsible for making sure these standards are met.
In addition to the set of core standards is a deep dive on a nominated, relevant topic each 
year. 

The table below outlines the RAG rating scoring system.
The deep dive outcome is not counted towards the final overall rating of the core 
standards.

Compliance Level Evaluation and Testing Conclusion
Full The organisation is 100% compliant with all core 

standards they are expected to achieve.
The organisation’s Board has agreed with this position 
statement.

Substantial The organisation is 89-99% compliant with the core 
standards they are expected to achieve.
For each non-compliant core standard, the organisation’s 
Board has agreed an action plan to meet compliance 
within the next 12 months.

Partial The organisation is 77-88% compliant with the core 
standards they are expected to achieve.
For each non-compliant core standard, the organisation’s 
Board has agreed an action plan to meet compliance 
within the next 12 months.

Non-compliant The organisation compliant with 76% or less of the core 
standards the organisation is expected to achieve.
For each non-compliant core standard, the organisation’s 
Board has agreed an action plan to meet compliance 
within the next 12 months. The action plans will be 
monitored on a quarterly basis to demonstrate progress 
towards compliance.
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2. 2021 Outcomes 
In 2021, a “Lite” assurance process was carried out, rating the Trust against 46 Core 
Standards. EKHUFT rated as ‘substantially compliant’ and the EPRR Team have worked 
through the work programme/plan to complete the outstanding actions and gain 
assurance. 

Substantially Compliant Standards in 2021
Core Standard Actions completed

The organisation has in place a system to 
assess the business continuity plans of 
commissioned providers or suppliers; and are 
assured that these providers business continuity 
arrangements work with their own.

EKHUFT EPRR team have worked with 2gether 
Support Solutions through a Task & Finish 
group to support the completion of their 
Business Continuity Framework and plans

The organisation has established business 
continuity plans for the management of 
incidents. Detailing how it will respond, recover 
and manage its services during disruptions to:

• people

• information and data

• premises

• suppliers and contractors

• IT and infrastructure

Increased compliance of Service level Plans in 
place

Review of Business Continuity Plan (BCP), Fuel 
Disruption Plan, Telecommunications Failure 
BCP

DEEP DIVE

The organisation has robust and tested 
Business Continuity and/or Disaster Recovery 
plans for medical gases

The Oxygen Failure business continuity plan 
has been written and is awaiting review through 
the Medical Gases Committee Meeting.

The organisation has reviewed the skills and 
competencies of identified roles within the HTM 
and has assurance of resilience for these 
functions.

The lack of training for the roles identified in the 
HTM is managed through the Medical gas 
Committee Meeting. There has been no change 
since 202.

3. 2022/23 Outcomes
East Kent Hospitals University Foundation NHS Trust has been self-assessed against the 
Full 2022-23 core standards and has rated Fully Compliant against all 64 core standards. 
The 2023-23 deep dive on Evacuation was also self-assessed and out of 13 standards 
the Trust is compliant in 9 and non-compliant in 4. These will be addressed in 2023 as 
part of a work stream into reviewing and building on evacuation arrangements.

Areas of good practice identified within the core standards are:
1. EKHUFT are delivering a risk-based programme of exercises across all sites with 

multiagency partners including monthly communications exercise.
2. Command training compliance has been significantly improved in the first 6 

months, delivering 7 new and refresher training sessions to date.
3. Significant work has been undertaken to update the EPRR Plan repository with a 

policy review, introduction of the Incident Response Framework and a complete 
review of the Critical, Business Continuity and Major Incident plans as well a 
number of other specific incident response plans.
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All Core Standards are compliant so there are no areas for improvement.
Areas of good practice in the Evacuation Deep Dive are:

1. The Evacuation Plan is in line with the updated guidance published in October 2022.
2. The Evacuation Plan has clear incremental stages for levels and stages of 

evacuation.
3. The plan has communications within the response arrangements.

Areas for Improvement in the Evacuation Deep Dive

Areas for Improvement within the 
Evacuation Deep Dive

Rating Action Plan Responsible 
Owner

DD9 The organisation 
has effective 
arrangements in 
place to support 
partners in a 
community 
evacuation, 
where the 
population of a 
large area may 
need to be 
displaced.

There has not 
been 
addressed in 
the plan

Non 
Compliant

Evacuation 
arrangements are to 
be reviewed as part 
of the 2023 Work 
Plan. This will 
involve a detailed 
review of each site 
and work with the 
Local Health 
Resilience 
Partnership to 
address support to 
other organisations 
and communities.

Hayley Lingham

DD13 The evacuation 
and shelter 
arrangements 
have been 
exercised in the 
last 3 year. 
Where this isn't 
the case this will 
be included as 
part of the 
organisations 
EPRR exercise 
programme for 
the coming year. 

Evacuation 
has not been 
exercised in 3 
years. It is not 
currently on 
the 2023 
exercise plan 
because the 
review of the 
plan needs to 
be completed 
first. 

Non 
Compliant

Evacuation 
arrangements are to 
be reviewed as part 
of the 2023 Work 
Plan. This will 
involve a detailed 
review of each site 
and work with the 
Local Health 
Resilience 
Partnership to 
address support to 
other organisations 
and communities.
Exercise will be 
accommodated if 
time available.

Hayley Lingham
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EPRR 2022 ACTIVITY UPDATE 

The section provides an update on the key Emergency Preparedness activity since the 
beginning of the calendar year.

1. Plans

The Emergency Planning repository of documents has been reviewed and revised into 
one overarching Policy and Incident Response Framework supported by subject matter 
response plans. This provides clear governance and allows plans to be subject matter 
specific, concise and easier to use.

The following plans have been reviewed:

• Major Incident Plan
• Critical Incident Plan
• Business Continuity Plan
• Telecommunications Disruption Plan
• Pandemic Framework
• Key Stage Assurance Reviews (KSAR) at Hospitals Plan
• Lockdown 
• Missing Persons Search Plan
• Evacuation Plan

The following plans are under review

• Infant Abduction
• VIP and Protected Persons Plan
• Oxygen Failure Business Continuity Plan
• Cyber Security Incident Response Plan
• Mass Fatality Plan 

EPRR & BC 
Policy

Response Plan Response Plan Response Plan

Incident 
Response 

Framework
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2. Key EPRR Risk based workstreams
2.1 Fire Response 

The Emergency Planning Team are working with Kent Fire & Rescue Service to review the 
incident response arrangements at EKHUFT sites.

This has created a programme of work relating to fire incidents.

At Queen Elizabeth the Queen Mother Hospital (QEQM), the response has been reviewed, a 
command post exercise tested reviewed arrangements and will be consolidated with a live 
exercise in Theatres on 21 October 2022.

At Kent & Canterbury Hospital (K&C) the same process is under way and a table top 
exercise on a fire in Intensive Therapy Unit (ITU) was delivered with Kent Fire and Rescue 
Service (KFRS) in September 2022. This will be consolidated in 2023 with a live exercise. 
Unfortunately, KFRS at Ashford have been less engaging but EPRR have continued to run a 
table top exercise with William Harvey Hospital (WHH) based on a Maternity fire scenario to 
ensure Hospital staff are rehearsed in fire incident response.

2.2 Missing Persons (Risk 2629)
Missing persons from healthcare settings is common and learning from previous incidents at 
WHH has identified that there are some gaps in incident management and multiagency 
working. A new Missing Person Search Plan has been written by Emergency Planning whilst 
the Missing Person Policy is under review by Safeguarding.

Working with Kent Search and Rescue, the voluntary service, deployed by Kent Police, who 
search for missing vulnerable people, a plan for their attendance at hospital has been ratified 
and will be consolidated, with the search plan in a live exercise in October 2022. This will 
form part of a larger multiagency exercise which is based at WHH.

2.3 Lockdown (Risk 2769)
All three of the acute inpatient sites have complex and demanding lockdown requirements. 
In some locations there are poor estates infrastructure and in some no locking ability. At 
Kent & Canterbury Hospital, a footpath runs through a corridor which prevents it from being 
locked. Emergency Planning, working with 2gether Support Solutions have carried out a 
detailed review of all five sites and ratified a revised lockdown plan in September 2022. This 
has to be embedded and will be tested by exercises on each site once additional locking 
adjuncts are installed. 

3. Training and Exercises
3.1 Exercises

In addition to the exercises outlined in the previous paragraphs Emergency Planning carry 
out monthly communications exercises to test escalation or cascading of incident alerts and 
information.

Major Incident table top exercises have been delivered in QEQM and WHH with Clinical, 
command post staff and 2gether Support Solutions. Lessons learnt and recommendations 

Review 
incident 
response 

arrangements

Test review Implement  
Revisions

Retest under 
live conditions
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are reported through the Tactical Resilience Steering Groups into the Strategic Resilience 
and Capabilities Group.

3.2 Training 
Loggist training (Risk 2179) has been delivered throughout the year but uptake and 
attendance has been low across the Trust despite multiple methods used to help improve 
numbers.

Command Training (2630) has been well attended by all levels of command and Medical 
Directors. This has resulted in the risk lowered to from 9 to 4.

Chemical Biological, Radiological and Nuclear decontamination training has been delivered 
through out the year. QEQM have a lower compliance than WHH, so additional sessions 
have been run in September and October and training is no longer limited to just Emergency 
Department (ED) staff and this has been advertised across the Trust.

4. Incidents
To date there has been only one incident which required the use of an EPRR response plan 
and that was the Heatwave in July 2022. Lessons learnt from that event and the protracted 
hot weather in the summer have been gathered and the Heatwave plan will be reviewed for 
2023. These include business continuity arrangements for areas which become too hot to 
occupy, Pharmacy guidance on drug management and consideration to installing more 
water coolers rather than delivery of plastic bottles of cooled water for staff.
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REPORT TO: BOARD OF DIRECTORS (BoD)

REPORT TITLE: KENT AND MEDWAY MECHANICAL THROMBECTOMY 
SERVICE BUSINESS CASE

MEETING DATE: 3 NOVEMBER 2022

BOARD SPONSOR: DEPUTY CHIEF EXECUTIVE/CHIEF STRATEGY OFFICER 

PAPER AUTHOR: STRATEGIC DEVELOPMENT TEAM 

APPENDICES: APPENDIX 1:  MECHANICAL THROMBECTOMY BUSINESS 
CASE

Executive Summary:
Action Required:
(Highlight one only)

Decision Approval Information Assurance Discussion

Purpose of the 
Report:

This business case outlines the proposal to establish a Kent and 
Medway wide Mechanical Thrombectomy service at the Kent and 
Canterbury Hospital (K&C) and commissioned by NHS England 
(NHSE) Specialised Commissioning.

The business case includes the associated costs to deliver the 
service, including; staffing, equipment, estate refurbishment costs 
(including displaced areas) and any supporting service costs 
including 2gether Support Solutions (2gether). 

The business case reflects an 08:00 – 18:00 Monday to Friday 
service, with a full review after the first full year of implementation.  
A reflection on the activity and distribution of this activity needs to 
be reviewed, to see what will be required to deliver a 7-day 
service. This full evaluation will include all resources needed, 
including Anaesthetics.  

The business case has been through the full Trust governance 
processes and was approved at the Finance and Performance 
Committee (FPC) in March 2022, pending identification of a 
capital funding source.  It was agreed that full implementation and 
final sign off by Trust Board would not be undertaken until a 
commitment to meet the capital and revenue cost of the case had 
been confirmed by the relevant commissioners.

Due to the pause between approval at FPC and the confirmation 
of capital from NHSE, the capital costs have all been updated to 
ensure that they reflect the latest inflationary position.

The total financial impact of this business case is:

• Capital (adjusted for inflation from £4.1m)                  £4.6m  
• 5-year revenue cost (including capital charges)         £9.0m
• 5-year income (including training and tariff “top-up)   £9.0m

NHSE Specialised Commissioning approved the total sum of 
£4.6m capital and the associated capital charges and revenue 
costs at the NHSE Capital Business Case Approvals Committee, 
chaired by the NHSE Chief Finance Officer, on 25 October 2022.
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The revenue financial risk of delivering thrombectomy services 
has been mitigated by the national NHSE Specialised 
Commissioning team, with confirmation that the Trust will be 
reimbursed at full cost.

The Kent and Medway (K&M) Integrated Care Board (ICB) have 
agreed in principle to meet any shortfall on the capital allocated by 
NHSE. 

2gether has raised the issue of power capacity on all three main 
sites recently with the Trust.  

A full analysis with an options appraisal has been requested.  
However it should be noted there may be some additional capital 
costs relating to the K&C site that may arise.

Summary of Key 
Issues:

Mechanical Thrombectomy has been named as one of the most 
efficacious procedures that the NHS provides. 

Mechanical clot retrieval for treating acute ischaemic stroke – 
aims to remove the clot blocking the artery within the brain, 
restoring blood flow and minimising brain tissue damage. When 
used with other medical treatments such as clot-busting drugs, 
and care on a specialist stroke unit / rehabilitation, mechanical 
thrombectomy can significantly reduce the severity of disability 
caused by a stroke.

The unpredictability of the timing of Thrombectomy activity and 
the rapid response time required (similar to emergency caesarean 
section) makes this case challenging from a capacity and 
workforce perspective.

The provision of Thrombectomy services for Kent and Medway is 
an absolute priority for the Trust, the benefits for patients are 
highlighted within the case.  The Trust has the commitment from 
both NHSE Specialised Commissioning and the Kent and 
Medway Integrated Care System (ICS) to fund both the capital 
and revenue implications of the service development.

The revenue financial risk of delivering thrombectomy services 
has been mitigated by the national NHSE Specialised 
Commissioning team confirming that trusts will be reimbursed at 
full cost.

Key 
Recommendation(s):

This paper seeks APPROVAL for the business case to develop a 
Kent and Medway Mechanical Thrombectomy service at the Kent 
and Canterbury Hospital, following confirmation of capital and 
revenue funding. 

Implications:
Links to ‘We Care’ Strategic Objectives:
Getting to Outstanding Care
Our patients Our people Our future Our 

sustainability
Our quality 
and safety
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Link to the Board 
Assurance 
Framework (BAF):

N/A

Link to the Corporate 
Risk Register (CRR):

N/A

Resource: Y The Business Case refers to enablement works including 
the relocation of Fluoroscopy services.
Resource has been allocated in the case for Surgery & 
Anaesthetics (S&A) and Clinical Support Services (CSS), 
a full review to be held after a year of implementations to 
reflect on the resource allocation.

Legal and regulatory: N N/A
Subsidiary: N Agreed 2gether Support Solution costs have been 

included.
Assurance Route:
Previously 
Considered by:

• Care Group Boards for General and Specialist Medicine 
(GSM), CSS and S&A

• Strategic Investment Group (SIG)
• Clinical Executive Management Group (CEMG)
• Finance and Performance Committee (FPC)
• NHSE Capital Business Case Approvals Committee
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MECHANICAL THROMBECTOMY BUSINESS CASE

1. Purpose of the Report

1.1. The aim of this paper is to outline the current and projected Interventional Radiology 
(IR) activity at the Kent and Canterbury Hospital (K&C). The purpose of this being to 
provide assurance alongside the Mechanical Thrombectomy Business Case whilst 
also detailing the clinical benefits and need to develop a third IR room.

2. Background

2.1. Mechanical Thrombectomy (MT) has been identified as a Trust priority for the Care 
Groups involved within the 2021/22 Business Planning cycle; General and Specialist 
Medicine, Clinical Support Services and Surgery and Anaesthetics.

2.2. This paper aims to be a supporting aid alongside the full MT business case being 
developed by Strategic Development which will be tabled at the July 2021 Strategic 
Investment Group. 

2.3. IR is a diverse, procedural based sub-specialty where interventional radiologists 
perform emergency and elective interventional procedures. Interventional procedures 
are minimally invasive image guided procedures and have a wide range of practice 
base from multiple specialities i.e. vascular surgery, urology, hepatobiliary, oncology, 
neurology and neurosurgery. Interventional radiologists further subspecialise in 
certain areas such as vascular, neurovascular, percutaneous needle-based 
techniques like ablations for tumours and general IR. IR techniques are now at the 
forefront of management of many life-threatening emergencies like haemorrhage 
management, ruptured abdominal aneurysms, draining sepsis and stroke 
thrombectomy.  

2.4. Due to the nature of IR services in that most of their activity is either emergency, 
urgent or elective which require a fluid response available in terms of resources and 
staff.  Therefore, to effectively operate and maximise resource, three theatres will be 
needed based on the current and project activity within IR. 

3. Current IR Capacity and Capabilities 

Activity 
3.1. This section aims to detail the current operational plans for the existing theatres, as 

described in the IR Business Case.

3.2. Following the refurbishment of the Endovascular Treatment (EVT) theatre the Trust 
would have two IR Suites, which would provide the necessary capacity to support the 
increased activity that is forecast through the creation of the Kent and Medway 
Vascular hub at K&C in line with national and National Institute for Health and Care 
Excellence (NICE) recommendations. 

3.3. Current planning is that activity will be transferred from the existing EVT suite during 
refurbishment with no growth. The plans to incorporate a second IR suite. With both 
the EVT suite and the second IR suite enables the Trust to accept the transfer of the 
planned activity from Medway, 217 patients.  In addition, this would allow the 
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expansion of the IR services to increase minimally invasive procedures as outlined in 
the IR Business case.

Activity Theatre Room usage IR staffing

EVT Theatre- Artis 
Q

Long cases and complex 
cases often combined with 
vascular surgeons to 
support K&M network 
vascular activity at EVT

Second IR suite will take 
the rest of other speciality 
activity, often complex 
cases and visceral 
embolization procedures

Elective and emergency 
usage (this is 
approximately split 50/50)
*Mostly general anaesthetic

8 consultants required 
for regional IR on call 
and is the national 
benchmark.

3 in post currently 
 

Taken from IR business 
case;
• Approximately 446 
• 227 EL Inpatients
• 217 NEL Inpatients 

IR Room 1 (Phase 
1) – Pheno

To accept the activity 
currently within the EVT 
suite during the refurb
• For 12 weeks will cover 

EVT from January 2022

Growth in Activity 
3.4. Trending data included in the Clinical Radiology UK Workforce report (2020) is 

showing that average annual growth over past 5 years by the type of IR consultants is 
Vascular 2%, Non-vascular 7% and Interventional neuroradiologists 7% and this 
reflects in terms of increase in IR work (by 10%) in IR1. With this projection in 5 years 
build the need for expansion with a view of doubling in 5-7 years2. A part of this growth 
has been reflected in the IR business case. Based on this, in approximately 2-3 years 
the service will outgrow the 2nd room. 

3.5. The Phase 2 (Mechanical Thrombectomy) room could accommodate short cases. Any 
procedure that will not exceed 45min, such as; venograms, fistulogram nephrostomy 
exchanges and radiographer led cases. Cases that can be evacuated at short notice to 
receive a stroke patient. However, this is not additional activity and is from the existing 
growth in activity.

3.6. Protentional Fluoroscopy work could be performed in Phase 2, such as Sialograms 
and Hysterosalpingogram (HSG’s). This would free up space in the combined 
Fluoroscopy/X-ray room proposed as a solution for the relocation of Fluoroscopy.

4. Delivering Mechanical Thrombectomy 

Clinician and Operational Benefits;
4.1. The EVT suite cannot accommodate the development of a Kent and Medway vascular 

service.  The second IR room will accommodate all other services currently being 
performed in the EVT suite and the growth of services as outlined in the IR business 
case.

1 Defining and Developing the Interventional Radiology Workforce (2013).
2 Clinical Radiology UK Workforce Census 2020 Report.
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4.2. For Mechanical Thrombectomy bi-plane imaging is essential and is gold standard, 
which is not available in the existing rooms.

4.3. The third IR room will accommodate mechanical thrombectomy and small cases with 
short duration of 20-45 minutes.  This is not new activity.  However, it is expected that 
demand will grow as the service develops particularly post Covid.  This cannot be 
quantified at this time.

4.4. Having the ability to attract more consultant workforce with the MT service, there has 
already been interest shown and has led to the recruitment of 3 new consultants.

4.5. Being able to be a Centre of Excellence and use the MT service as an opportunity for 
training, linking in with Medical School and utilising the sims suite as part of Phase 1.

4.6. Limited Icono machines across the country also opens up the option of being a 
Reference Site.

5. Strategy for Developing the Mechanical Thrombectomy 

5.1. It is proposed that within the MT business case, after a full year of implementation, that 
there needs to be a full review of resources including Anaesthetic support. 

5.2. It is intended another business case will need to be put forward in order to support a 7-
day service 

Years of 
implementation 

Notes

Years 1 After a first full year of implementation a full review is needed in terms 
of the activity - with potential to implement a 7-day (weekend cover 
over the weekend) 
This will need to be via a network and depending upon the increase in 
consultant body.

Years 2-3 Potential introduction a 7-day service with a 2nd on call i.e. using 
overtime with a more established workforce.
This will need to be via a network

Year 3-4 Review the use of the network and capacity to potentially take of a 24/7 
service > with a business case to support. 

For noting:
5.3. Addenbrooke's Hospital (Cambridge) a neuro-centre which service operates at 8:00-

18:00 (this is not a 24-hour service). Peterborough a catchment area for Cambridge 
University Hospitals (CUH) is referring their patients to Royal London Hospital and 
Queens Hospital Romford. Norfolk and Norwich are looking to start MT to work with 
Cambridge to cover area.

5.4. 6 centres are currently offering 24/7, 4 of these in London3

6. Risks and Issues To Address 

6.1. There is no feasibility in delivering a 24-7 service for Mechanical Thrombectomy within 
IR, we would be looking to a network approach.
 

3 Mechanical thrombectomy: can it be safely delivered out of hours in the UK? | BMC Neurology | Full 
Text (biomedcentral.com)
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6.2. Alignment of costs within Service Line Reporting (SLR), activity and data need to be 
put against the correct Care Group. If IR are delivering the activity then it is expected 
that IR receive the activity, cost and income associated.

7/7 319/409



BUSINESS CASE REFERENCE: 
22/153 - APPENDIX 1 

1

Scheme Ref: TBC

SERVICE DEVELOPMENT BUSINESS CASE
Title: EKHUFT Delivery of the Kent and Medway Thrombectomy Service 

Care Group:
General and 
Specialist Medicine 
and Clinical 
Support Services 

Specialty/ 
Department:

Stroke and
Interventional Radiology
 

Business Case 
Lead:

Strategic 
Development – 
Paige Dolphin

Financial 
Lead: Jo Smith HR 

Partner:
Jamie Disney and 
Cheryl Holder

Section 1 - Executive Summary
1. What is the issue/s that needs to be resolved? (Include Timescales)

Executive Summary
This business case seeks to outline the proposal to establish a Kent and Medway wide Mechanical Thrombectomy 

service at Kent and Canterbury Hospital (K&C) co-located to Stroke services and commissioned by NHSE Specialised 

Commissioning.

This business case includes the associated costs to deliver the service, including; staffing, equipment, estate 

refurbishment costs (including displaced areas) and any supporting service costs including 2gether Support Solutions. 

The unpredictability of the timing of Thrombectomy activity and the rapid response time required (similar to emergency 

caesarean section) makes this case challenging from a capacity and workforce perspective.

This business case to reflects an 08:00 – 18:00 Monday to Friday service, with a full review after a first full year of 

implementation, a reflection on the activity and distribution of this activity needs to be reviewed, to see what will be 

required to deliver a 7-day service. This full evaluation will include all resource needed, including Anaesthetics. The total 

financial impact of this business case is:

• Capital £4.1m

• 5-year revenue cost (including capital charges) £9.1m

• 5-year income (including training and tariff “top-up) £9.1m

Mechanical Thrombectomy Service

Mechanical Thrombectomy has been named as one of the most efficacious procedures that the NHS provides.

Mechanical clot retrieval aims to restore normal blood flow to the brain, using a device to remove the blood clot blocking 

the artery. This treatment - mechanical clot retrieval for treating acute ischaemic stroke – aims to remove the clot blocking 
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the artery within the brain, restoring blood flow and minimising brain tissue damage. When used with other medical 

treatments such as clot-busting drugs, and care on a specialist stroke unit/rehabilitation, mechanical

thrombectomy can significantly reduce the severity of disability caused by a stroke.1

Clinical benefits of implementation
There is strong evidence that in appropriately selected patients, thrombectomy significantly reduces the severity of 

disability caused by stroke. It is most effective the faster it is used (ideally within six hours of symptom onset). An 

international review commissioned and published by NHS England, reviewed evidence from seven clinical trials and 

found that, “all seven trials examined the effects of thrombectomy on patients who were functioning independently prior 

to their stroke. All reported strongly positive findings, with the proportion of people who could function independently at 

90 days following stroke increased by between 19-35%”.2 

This equates to a statistically significant >40 patients per year in East Kent less disabled as a result of MT as compared 

to standard best practice. Previous centres experience demonstrates a reduction in length of stay on average for those 

treated by 1/33 

Thrombolysis intervention is not consistently available for patients in East Kent, resulting in a lack of equity in access to 

Thrombectomy Services compared to other centres and an impact on the health and disability outcomes of patients 

admitted to East Kent (and Maidstone patients). NHSE/I have concluded that there is enough evidence to make the 

treatment available, identifying that there was limited capacity across the UK and agreeing a programme of work to 

extend the commissioning of this valuable service to address the inequities in accessing it.

Co-location to Stroke services
Stroke disease has a devastating impact upon people; affecting physical, psychological, and social wellbeing, 

subsequently resulting in significant individual disability and carer burden. In the UK alone, more than 100,000 people 

suffer a stroke every year; it is the 4th leading cause of death, and the biggest single cause of disability; and with an 

estimated cost of £26 billion per year to society45

85% of strokes are ischaemic in origin, resulting from a blood vessel becoming blocked. Brain tissue is then damaged 

from a lack of oxygen and nutrients, commonly causing symptoms such as numbness or weakness on one side of the 

body, problems with balance, speech and swallowing. The severity and longevity of these symptoms varies across 

patients, however of those patients with ischaemic stroke, 30-50% will have a proximal large artery occlusive stroke, 

which causes a disproportionately high share of the disability burden, often resulting in a mixture of cognitive, mood and 

physical function problems6

There is now a wealth of evidence that mechanical thrombectomy (MT) performed on patients with Ischaemic Stroke 

(specifically proximal occlusion of the internal carotid or middle cerebral arteries) who present early after symptom onset, 

provides effective treatment that can reduce brain damage and prevent or limit long-term disability. These patients, often 

with extensive thrombus, are much less likely to respond to the conventional intravenous thrombolysis and more likely to 

experience severe disability. The current situation is that suitable patients are transferred to London for this service. This 

can be challenging due to availability and time delay due to finding availability and travel. This involves considerable on-

going costs for the health economy and of course the distress and impact on the patient and their family.
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Thrombectomy should be performed within 6 hours but the earlier it is carried out the greater the chances of a successful 

outcome. 

NHSE/I have identified East Kent Hospitals as the centre for Kent and Medway (K&M) to deliver Thrombectomy (there 

are only two non-neurological centres which have been identified in England one being East Kent, the other Norfolk and 

Norwich). The aim of this paper is to outline the proposed option for the delivery of this service, with the preferred option 

being initial delivery from Kent and Canterbury Hospital (K&C), in alignment with current Stroke service provision. 

East Kent undertook an emergency temporary relocation of Stroke services in April 2020 in response to the COVID-19 

pandemic. This resulted in stroke services from Queen Elizabeth Queen Mother Hospital (QEQMH) and William Harvey 

Hospital (WHH) being temporarily relocated to a single site service at Kent and Canterbury Hospital. It is expected that 

the single site improvements to patient outcomes will result in the service remaining under the temporary model until 

delivery of the single site HASU at WHH.  The business case for the HASU at WHH is currently being reviewed by NHSE 

and if successful the build cannot be completed before 2024.

Once the HASU is built at WHH and stroke is to return, a pathway will be put in place at pre-assessment level for those 

eligible for MT to continue to go to K&C. MT will remain at K&C until it is reviewed as part of the future Clinical Strategy.

Commissioning priority

NICE quote analysis from a study that shows the incremental cost-effectiveness ratio of thrombectomy alongside 

intravenous thrombolysis was £7,648 per Quality Adjusted Life Year gained. Regarding the cost-benefit evidence of 

thrombectomy, the study concluded that ‘thrombectomy had a 100% probability of being cost-effective at the minimum 

willingness to pay for a quality-adjusted life year commonly used in United Kingdom7’.

The STP has agreed Stroke as a priority including the future provision of Thrombectomy. Thrombectomy has been 

identified as one of the priorities for improvement within the Integrated Stroke Delivery Network (ISDN), progress of this 

will reported back to the 7 Medical Regions.

Kent and Medway CCG have approved the decision-making business case with the express ambition to deliver 

Thrombectomy and support training to commence in readiness.  The Joint Committee is already established as the single 

point of governance and decision-making for stroke and is in a strong position to oversee the delivery of a Thrombectomy 

service.

There is also national drive and commitment to deliver Thrombectomy across the UK through the Long-Term Plan. The 

National Stroke Programme / GIRFT have an ambition to deliver Thrombectomy to 8% of Stroke patients by 2025. 

Funding discussions have been held with the regional NHSE/I team about the service being commissioned in East Kent. 

The revenue financial risk of delivering thrombectomy services has been mitigated by the national NHSE/I Specialist 

Commissioning team confirming that Trusts will be reimbursed at full cost.

Proposed IR Suite Floor Design (including MT) 
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MT area highlighted in yellow. The current area is used for Fluoroscopy (displaced estate costs are including in this business case)

2. What are the options to address the issue/s? (Potential Options)

1. Do nothing 
2. Mechanical Thrombectomy Service established at K&C until Stroke returns to the WHH 
3. Mechanical Thrombectomy Service delivery from the WHH when Stroke service returns to the WHH – 

Please note this is likely to be at least 2 ½ years away due to OBC approval and the completion of a new build the potential 

options are not evaluated in this business case due to the time delay and unknown viability of options. Therefore, this business 

case lists the ‘do nothing’ and the preferred option only.

3. What is the summary financial impact of the Options?

The financial summary demonstrates the capital and revenue impact of the proposed investment on the Trust’s 
financial position over the next 5 years. 
The financial impact of the “Do nothing” option is nil. 

The proposed investment is not affordable from the Trust’s capital programme therefore will not proceed until external 
capital funding has been secured. The national NHSE/I team are reviewing options to facilitate this and support Trusts 
with capital costs, but their capital allocation is restricted; prioritisation is expected in February/March.
The local ISDN is also reviewing options to re-prioritise existing capital commitments.

Revenue affordability

1 Clinical Commissioning Policy: Mechanical thrombectomy for acute ischaemic stroke (all ages)
2 NHS England (2018) Clinical Commissioning Policy: Mechanical thrombectomy for acute ischaemic stroke (all ages)
3 Stroke (2019) 50:2578–2581 https://www.ahajournals.org/doi/10.1161/STROKEAHA.119.025165
4 Public Health England (2017) New approach to preventing heart attacks and strokes.
5 The Stroke Association (2018) The State of the Nation.
6 NHS England (2018) Clinical Commissioning Policy: Mechanical thrombectomy for acute ischaemic stroke
7 Ganesalingam et al (2015) Cost-Utility Analysis of Mechanical Thrombectomy Using Stent Retrievers in Acute 
Ischemic Stroke. 2015 Sep;46(9):2591-8 Available: https://www.ncbi.nlm.nih.gov/pubmed/26251241
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Under a PbR payment structure, the proposed investment is not affordable from a revenue perspective due in part to 
high capital charges costs arising from building works and purchase of the Bi-plane. The I&E deficit is highest in the 
first year of service delivery whilst activity is relatively low.
Pay costs are consistent each year, on the assumption of full recruitment on commencement of the service. The non-
pay costs vary depending on the activity, increasing to full cost in the third year of service delivery (25-26). Staff 
included within the Business Case will also be used to deliver activity within IR.
The financial model has been adjusted to breakeven following NHSE/I’s commitment to reimburse costs in full. This will 
be facilitated through a combination of “block”/baseline funding (currently £1.1m), training money and a “top-up”. 

Next steps
Prior to the Business Case progressing to CEMG, a financial schedule will be agreed with the NHSE/I Deputy Finance 
Director, to provide written evidence of future income levels. This will be embedded into future versions of the Business 
Case.

4. What are the details of the preferred option?

Mechanical Thrombectomy Service established at K&C until Stroke returns to the WHH 

K&C has been designated as the hub for the Kent and Medway Vascular Network, serving a population of over 1.2 million 

people. The Vascular and Interventional Radiology service for East Kent has been delivered from the K&C site for many 

years. The plans to expand this established service, in order to accommodate the move to become the Regional Vascular 

Hub, are already well advanced. A new Interventional Radiology suite is due to open at K&C and there has been 

successful recruitment of three additional Interventional Radiology (IR) consultants.

Currently patients access MT via transfer to London. Following assessment through the Thrombolysis pathway, patients 

suitable for Mechanical Thrombectomy would be transferred to K&C to the IR suite to receive Thrombectomy intervention. 

This case outlines the expected improvement to Stroke patient outcomes through the development of a local 

Thrombectomy service, through the ability to adequately treat patients with acute Stroke as per national guidance, and 

ensuring patients have timely access to life-saving treatment. Evidence suggests this will have a positive impact upon 

mortality and morbidity, and significant impact upon stroke patient quality of life. 

Three aspects of the expansion plans would also support the establishment of a Regional Stroke Mechanical 

Thrombectomy (MT) service.

1) The three new IR consultant recruits have expertise in MT for Stroke. One consultant is a specialist in 

Neurointervention and has been performing MT for over 10 years. A second consultant is completing their 

Neurointervention fellowship in MT. The third has had dual training in Interventional Radiology and MT. All of these 

consultants have been recruited to support the IR and Vascular services. However, they have the expertise to initiate a 

Stroke MT service in East Kent, however timeliness of implementation would be critical to maintaining their MT 

competence. There is a risk that if MT not developed these consultants may decide to leave and go to centres providing 

this service

2) A biplane unit is required to perform Stroke MT. The Siemens Icono Unit has this facility, as well as the option to be 

used for general Vascular and IR cases when not in use for Stroke. This option maximises the efficient use of facilities 

and staff between the two rooms. The Icono biplane machine is identified as a gold standard for delivering MT. Siemens 
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have expressed an interest with EKHUFT being a reference site in order to display the Icono. This is an additional 

potential income stream and complements the wider teaching/training strategy. 

3) The Stroke service for East Kent is currently temporarily based at K&C as a result of an emergency move. This has 

produced benefits of a single site consultant workforce, and improved processes of care, that would support development 

of an MT service  

Using the 3rd room for these short, often emergency procedures will enable maximum efficient use of the room so it does 

not lie idle for extended periods and reduced pressure on the second room where longer procedures will be performed 

(often joint procedures) which can take between 1-6 hours.

The imaging service at K&C, in particular the availability of MR imaging, is well-established at K&C and in particular more 

accessible on-site, this is supported by an NHSE initiative of artificial intelligence (Brainomix) supporting timely decision 

making. Stroke physicians have 6 protected MRI imaging slots per day for the TIA service, and consistent rapid access 

(<1hour) to CT for all suspected stroke admissions. There is the ability to accommodate further Stroke imaging with a 

new CT scanner recently installed including improved advanced imaging. The Vascular Surgery and IR services are also 

based at K&C. Vascular surgery has an established Carotid endarterectomy pathway for patients with stroke or TIA. IR 

delivers the Carotid Stenting service. The co-location of all these services, alongside established team relationships and 

governance arrangements would provide a good opportunity to initiate the Stroke MT service.

Governance

Brighton and Sussex University Hospital (BSUH) will provide neuroscience partnership assurance to the developing east 

Kent Thrombectomy service. This aligns with the regional (South East Coast) network arrangements for Kent, Surrey 

and Sussex.  This arrangement will provide patient access to a neuroscience centre if required. It will also support 

professional expectations, including; training, supervisions, competency maintenance for Interventionalists, and joint 

Multi-Disciplinary Team (MDT) case reviews, M&Ms (Morbidity and Mortality), review of audit outcomes to review 

governance arrangements to the new service. An SLA will be in place prior to service go live as per national 

recommendations8 with BSUH. From an audit perspective, the SNAPP data set, is currently under development to include 

MT.

Section 2 - Case for Change Summary
1. What is the issue/s that needs to be resolved?

Patient outcomes

Health inequalities: GIRFT9 recommend that by 2025 8% of stroke patients should be accessing MT. SSNAP data10 

suggests that nationally this is being accessed by 1.8% of patients, routinely <1% within east Kent. The lack of equitable 

access leads to poorer functional outcomes (more disability), increased risk of death for those with the most severe 

strokes in east Kent and a longer length of stay.

There is currently no commissioned pathway for Kent and Medway patients. Patients from east Kent are inconsistently 

accessing London pathways at The Royal London Hospital and St Georges Hospital (out of hours); however, travel 

8 Stroke Thrombectomy Service for Acute Ischaemic Stroke - delivered in a non-neuroscience centre. NHSE/I Jan 2021
9 TBI
10  SSNAP Annual Report 2020, Kings College, London 
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distance significantly delays time critical intervention, further impacted by capacity, ambulance road transfer requirement 

(no helipad available at K&C), and image transfers. Evidence demonstrates the benefits of early recanulisation, therefore 

travelling further distances to a Thrombectomy centre could impact successful patient outcomes 11 

Financial

• The increased likelihood of disability due to reduced access to Thrombectomy will have a significant impact upon hospital 

length of stay, ongoing rehabilitation needs, and higher costs in care facilities and socially funded care packages; with 

further consideration given to secondary costs in terms of the subsequent impact upon families and impact of carer 

burden.

• A case study for NICE produced by Royal Stoke University Hospital, detailed that following the introduction of mechanical 

thrombectomy (around 60 procedures a year) the trust has demonstrated the following annual savings:

• £0.8 million savings from a reduction in the length of stay in hospital

• £1.6 million savings from a reduction in social care costs.12

2. How frequently does the issue occur?

This is a service not currently provided. The lack of access is a twice weekly occurrence based upon 8% of stroke activity. 

Impact of lack of access may be lifelong disability or increased mortality.

3. What is the severity of the issue - Strategically? (Scope & Risk) – see Trust Risk Management Policy

• Despite improvements to working arrangements improving access, the impact of distance on timely and 

consistent access to Thrombectomy treatment provides a risk to patient and subsequently the Trust strategic 

reputation. This is included on the stroke service risk register. 

• Getting to good: stroke services are unable to consistently access evidence-based treatment, impacting upon 

patient outcomes. Increased risk of patient safety through interhospital transfers, and timely access to 

intervention.  

• Higher standards for patients: decreased patient experience through inability to access local treatment. 

• Delivering our future: lack of Thrombectomy access does not align with the future stroke service ambition of 

delivering a HASU in east Kent. 

• Right skills, right time, right place: inability to deliver this locally does not support the vision of timely access to 

appropriate treatment.

• NHSE and specialised commissioning are supportive of east Kent Hospitals providing a MT service for Kent & 

Medway as a non-neurological centre (one of only 2 in England).

• This development is supported by the Kent and Medway Integrated Stroke Delivery Network as the sole option 

to improve access to MT for Kent and Medway patients. 

4. What is the severity of the issue - Financially? (Scope & Risk)

11 Saver et al. (2016) Time to Treatment with Endovascular Thrombectomy and Outcomes from Ischemic Stroke: A 
Meta-analysis
12 NICE – Impact (Stroke)

7/30 326/409

http://ekdocsprd01.ad.ekhuft.nhs.uk/policies/Clinical%20Quality/PDF%20Policies/Risk%20Management%20Policy.pdf


BUSINESS CASE REFERENCE: 
22/153 - APPENDIX 1 

8

• The financial burden to the organisation includes operational costs: interhospital transfers, increased bed days 

and length of duration of therapy (including S&LT, Physio and Occupational Therapy).

• The cost to the health economy lies with increased medical and social care costs due to decreased optimisation 

of outcomes; productivity loss and income; secondary costs include carer burden;

5. What are the risks to the Trust of maintaining the current position – Qualitative?

• As above
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Section 3 – Option Appraisal
Option 1 Do nothing – Maintain the current position

Summary of 
Option

Patients would continue to access London Thrombectomy pathways, at a risk to their longer-term 

outcomes.

London commissioned pathways are inconsistently accessed; impacted by demand, flow and 

current pandemic challenges. The small proportion of patients who do access an MT pathway; 

coordination of repatriation and travel times significantly delay time critical intervention, by an 

average 2 hours.

Activity Impact
(Demand & 
Capacity)

N/A 

Workforce 
Impact

N/A 

Income Impact N/A 

Cost Impact
(Revenue)

Continued LoS costs, transfer costs

Cost Impact
(Capital)

£0

Savings Impact
(CIP)

N/A

Overall Service 
Level Impact 
(SLR 
Profitability)

N/A 

Budgetary 
Impact

N/A 

Benefits of 
Implementation

N/A

Quality & 
Safety Impact

Same as the case for change, delays to access in treatment due to distance in travel and capacity 

will impact upon optimising patient outcomes and delivery of best evidence-based care.

Risks of 
Implementation

• Patient Safety - to do nothing will mean this intervention will not be available for patients 

in east Kent and resulting in a lack of equity in access to Thrombectomy services 
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compared to other centres and an impact on the health outcomes of patients admitted to 

East Kent

• Patient Outcomes- patients may experience poorer functional outcomes (more disability) 

and increased risk of death for those with the most severe strokes. This is due to the time 

delay in receiving treatment when travelling further distances to a Thrombectomy centre 

and the clear association between time to Thrombectomy and successful outcomes.

• Cost- increased LOS in hospital and on-going rehabilitation and therapy needs.

• Family - poorer outcomes for patients will result in increased physical, emotional and 

financial burden for family and carers looking after stroke survivors

• Social Care - this will also lead to higher social care costs in care facilities and socially 

funded care packages.

If Thrombectomy service for east Kent is not approved, outlay for training and backfill costs, 

upgrading rooms and equipment will be avoided. This service has attracted 3 new IR consultants 

that have or are training in these skills. IR consultants are difficult to recruit nationally, and 

Mechanical Thrombectomy is an attractive specialist service that supports recruitment and retention 

and it is unlikely they will stay in east Kent if the MT service is not provided. Training costs will be 

provided by NHSE.

Proposed 
Timescale for 
Implementation

N/A 

Option 2 Preferred Option – Mechanical Thrombectomy Service established at K&C until Stroke 
returns to the WHH 

Summary of 
Option

The temporary move of stroke services to K&C under COVID-19 guidelines and subsequent 

coadjacency of stroke, vascular and IR services has provided an opportunity to establish a 

Mechanical Thrombectomy service at K&C.

The activity and trajectory would remain consistent against all options of delivery. 
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The diagram below shows a proposed patient pathway

During business continuity arrangements (i.e. operational stack on M20), it is expected that the road 

infrastructure does not allow for emergency transfer from Maidstone (MGH) to K&C, therefore MGH would 

default patients to London pathways.

South East Coast Ambulance Service (SECAMb)

SECAMb are aware this is being put forward via the ISDN Network. As these are patients are already 

in the system, the expectation from SECAMb will (in the long term, and service hours dependent) 
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almost eliminate the EKHUFT to London MT transfers; and reduce MGH patient journeys to a KCH 

destination rather than London. 

Alongside shorter journey times, it will reduce the need for duplicate ambulance journeys that are 

currently happening from EKHUFT (initial category 2 conveyance from home to hospital; and then 

a rapid category 2 request for a second ambulance transfer to London).

Equipment requirements –

Current imaging availability within the stroke pathway at K&C meets the national service 
specification requirements: 13

24-hour access to the appropriate diagnostic modalities with staff cover to enable this service to be 

provided safely and robustly including:

• Immediate/next available slot access to multi-slice CT (16 slice or greater), with dedicated, 

or priority access agreed for stroke emergencies 24/7 access (on site) to a high field strength 

MRI scanner with Echo Planar Imaging and multichannel head coils

• Additional equivalent CT and MR scanners should be available on site to support downtime 

and periods of increased demand

• Appropriate IT infrastructure in place to include adequate access to home workstations and 

remote visualisation of imaging studies in support of a hub and spoke neuroscience service 

models 

This Thrombectomy case, aligned with adjacent IR service will meet the remaining service 

specification criteria: 

• There must be appropriate access to high resolution biplane digital angiographic equipment 

with rotational 3D capability and appropriate software for image manipulation

Activity Impact
(Demand & 
Capacity)

Proposed Activity Trajectory:

Activity is based upon 8% stroke activity requiring Thrombectomy, with an estimated 85% of 

occurrence between 0800-18:00

The National Stroke Programme / GIRFT have an ambition to deliver Thrombectomy to 8% of Stroke 

patients by 2025.

13 Stroke Thrombectomy Service for Acute Ischaemic Stroke - delivered in a non-neuroscience centre. NHSE/I Jan 2021
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Modelling has been based on 5 and 7 days between 08:00-18:00. With a full review needed after 

the first full year of implementation across all resources (including IR and Anaesthetics). 24/7 data 

is for information purposes only.

Stroke activity lifted from Kent and Medway HASU modelling.

 

Notes:

It is expected that the EKHUFT Thrombectomy service will serve patients from EKHUFT and 

Maidstone General Hospital (including MFT), DVH patients would continue to access the nearest 

Thrombectomy service, either in Romford (Queen’s Hospital), estimated travel time of 29 minutes. 

Or Royal London (Estimated TT, of 41 minutes), rather than EKHUFT, estimated travel time of 49. 

Workforce 
Impact

Based on the Non-neuroscience Stroke Thrombectomy Service for Acute Ischaemic Stroke 
delivered in a non-neuroscience centre, requirements are as follows;

Care Pathway and Clinical Dependencies (as per service specification) 

• Imaging in the management of acute and chronic neurological disease is reflected in 

increased demand for neuroimaging which is now provided on a 24/7 basis.

• A stroke Thrombectomy service for acute ischaemic stroke must provide Thrombectomy 

within a structured and networked model that also provides an integrated stroke service. 

The service will

• be organised in conjunction with a Neuroscience Centre partner and must include details of 

the referring providers within the network.

• The requirements to do this include immediate (neuro)critical care support co-located on 

the same site as the Stroke Thrombectomy service with the facility to transfer to the 

neuroscience centre if required including:

o Trained team of Neurointerventionists (minimum 5 for 24/7 service); 

supported by

o Interventional X-Ray nursing & radiographic staff.

o Theatre anaesthetist & ODP rota that can support immediate response 

required to deliver Mechanical Thrombectomy (akin to crash Caesarean 

Section calls).

o Stroke Physician (Consultant at least available by phone).

o Appropriately staffed Recovery facility and 

o Critical Care Consultants & nursing staff.

This business case has implications for several care groups due to the nature of the service.  

Extensive discussions have been undertaken with the affected care groups to ensure their support 

and the service can be delivered safely. The Trust response is listed below;

Specialist medicine
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The impact for Specialist medicine and the stroke service is on the HASU/ASU bed base. Currently 

there are 44 beds at K&C. Previous extensive modelling (which did not include MT service) 

demonstrated east Kent require 52 beds which is being delivered in the new build programme at 

WHH. Currently the stroke service is managing within their existing bed base (44), with 

improvements to care processes and length of stay due to the benefits of single site working. 

However, the current outcomes are likely to be influenced by a return to expected activity (post 

pandemic), and in the absence of improvements being made to community stroke rehabilitation 

pathways the extent of these benefits maybe unsustainable.  It is expected that with improved 

access to MT (and subsequent LOS efficiencies) and an improved rehabilitation pathway, stroke 

services could accommodate activity from west Kent for Thrombectomy if slick and timely 

repatriation pathways were in place, it is expected this is supporting through the Kent and Medway 

Integrated Stroke and Delivery Network relationship. Specialist Medicine have agreed to include a 

plan to increase the stroke bed base to 52 beds in their business plan.

Critical Care

National evidence of implementation of MT has demonstrated 20% of all MT activity requires ITU 

for approximately 24 hours. This has usually been due to a single organ failure, slow to recover 

consciousness following anaesthetic or an issue with the catheter entry site. As east Kent is a non-

neurological centre and this is a new procedure (although the IR consultants supervising or 

performing will be experienced) it has been agreed that in the first year ITU resources will be 

allocated for all patients based on a 48 hour stay and as the activity numbers increase and the 

confidence in looking after these patients post-procedure, the ITU resources will reduce, with the 

expectation that 80% of patients will routinely receive post MT care on the HASU in 2024. The lack 

of available evidence for existing Thrombectomy centres contributes to caution from critical care for 

a 24 hour stay. This will be evaluated as the service becomes BAU with the ambition to match the 

ITU funding against the known and agreed length of ITU stay.

Therefore, we are proposing that the costs for 0.25 of an ITU bed are included in the business 
case

Anaesthetic Support

The anaesthetic hours required to support the MT patients can easily be identified using procedure 

times and activity levels. However, the required resource becomes complex due to the requirement 

for their immediate availability on top of the scheduled work plans. As the activity is relatively low 

the preferred option would be to part fund a ‘floating’ ODP and anaesthetist that could be available 

when required without compromising other activity. The further workforce complication at K&C site 

is the difficulty recruiting substantive anaesthetic consultants and doctors in training. The plan to 

increase activity on this site (elective orthopaedics and vascular) and the geographical spread on 

site of clinical teams contributes to the operational pressures. Anaesthetic recruitment and working 

on the K&C site may need consideration.

The assumptions are that the average procedure time is 1.5 – 2 hours with a nationally recognised 

ambition to complete the procedure within 30 minutes. Nationally there is a 50% split between local 

and general anaesthetic requirement but it is recognised that although a procedure may start as a 
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local anaesthetic it may convert to a general and therefore we have calculated anaesthetic time for 

every procedure with assessment, induction, procedural and post procedural care allowing 4 hours 

in year 1, 3 hours in year 2 and 2 hours in year 3 as procedures become shorter. It is acknowledged 

that due to the unpredictability of the MT activity it is not possible to fund just the required number 

of sessions but this could be used to supplement existing staff. It is recognised that the anaesthetic 

time is pump primed in year 1& 2 to allow establishment of the MT service in an environment that 

currently has no spare anaesthetic capacity and the only solution would be to cancel elective cases 

to accommodate an emergency MT due to the unpredictability of the MT activity.

Therefore, with a 5 & 7-day 8-6 service we are proposing the inclusion of 1x 12 PA 
anaesthetist to contribute to a ‘floating team’ which would be reviewed after a first full year 
of implementation.  

It is unknown at this stage whether there will be sufficient MT activity to undertake a 24/7 service or 

whether out of hours the patients will continue to be transferred to London. Patients will be assessed 

and triaged in the ambulance so that complex patients would be transferred straight to a neurological 

centre reducing the risks with the procedure.

As the noted in the Exec Summary, as the service develops and matures these workforce costs 

should be reviewed to incorporate any learning.

Interventional Radiology workforce

 The MT competent IR consultants will have time in their current job plans to undertake MT 

procedures as long as the workforce remains at sufficient level. 

Additional staffing to implement Mechanical Thrombectomy; 
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Note:  The Trust current has 5 IR consultants, moving to 6 (adding in this consultant takes them up 

to 7), however they are ideally needing 1 in 8 as also travel and support over sites.

The table above lists a full workforce required in order to staff a full-time procedure room and the 

ITU post-procedure staffing impact. The Thrombectomy activity will not utilise all of this capacity, 

however the difficulty is the nature of the Thrombectomy activity is on an emergency basis and the 

response time needed is very short. Therefore, it is impossible at this time to forward  predict when 

the procedures will be performed. It has been agreed by the Interventionalists that they will transfer 

the shorter procedures that would have been performed in Procedure Room 2, into this this 

procedure room. Therefore, providing the flexibility for emergency activity to be able to flow in within 

a short leading time. 

The option of an additional room does not provide best value for the investment currently due to the 

surplus capacity, however because there is:

• No surplus capacity currently;

• The need to accommodate the specialist equipment (biplane); and

• The unpredictability of the timing of the activity.

This would be the preferred option. 

Until the IR activity generally increases, there is an option to just provide 50% time for 

Thrombectomy (e.g. Monday, Wednesday, Friday 8-6) and provide a pathway for patients to go else 

for the rest of the time by using a network approach with patients being transferred to London as 

currently.

Staffing

Consultant Anaesthetist 1 WTE

Interventional Radiology Consultant 1 WTE 

2 x Radiographers B6 1.6 WTE 

Sister B6 1.6 WTE

2 x Theatre Nurses 3.2 WTE

TSW B2 3.2 WTE

ODP 0.8 WTE (1.6 WTE in Yr3)

ITU Nurse B6 1 WTE

Recovery Nurse B6 1.6 WTE
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The benefits of this mean a reduction in costs, however the disadvantages are due to the 

unpredictable timing of the emergency Thrombectomies, some patients will then be disadvantaged 

and will have to travel to London for their treatment. Income will also be reduced.

In addition to the above, funding was established for Thrombectomy training as part of the NHSE 

specialised commissioning 20/21 contract. A training package has been developed with support of 

Dundee University for this delivery. 

To deliver the required 3rd room to accommodate the Biplane and the additional capacity for 

Thrombectomy, the Fluoroscopy and staff room will be displaced. The solutions and costs for re-

provision have been included in this business case. A new Fluoroscopy machine has been identified 

as required as the current one is not bifunctional (X ray and Fluoroscopy) and the new room is 

required to do both unless a reduction in X ray capacity at K&C can be accommodated. The 

Fluoroscopy machine is due for routine replacement in 2022/23. The cost of this machine has not 

been included in this business case. The impact of this to be raised as part of the CSS sign off 

discussion and included in the monthly Interventional Radiology/ Mechanical Thrombectomy and 

Vascular discussions once the paper has been approved.

A scoring exercise was put in place to address the build options due to the potential disturbance. 

The estate option of a temporary wall between Fluoro and Procedure Room 1 has been agreed as 

part of the IR Steering Group.

Income Impact NHSE/I have verbally confirmed their intentions to remove finance as a barrier to Trusts delivering 

a thrombectomy service. Income from NHSE/I has been included in draft, to deliver a breakeven 

business case, post-SIG this will be followed up in writing for governance purposes and a financial 

schedule will be signed off by NHSE/I for embedding into future versions of the Business Case.

It is envisaged that there will be an increase in IR activity, due to the improvements in technologies 

and the increase in Thrombosis occurrence since the pandemic. Looking at current high-level 

activities, it is thought that there is a potential of additional income of £450k depending on contract 

arrangements. This activity going forward will provide better utilisation of the additional capacity. It 

is however not included within this Business Case.

Commissioning changes

From 1st April 2022 the device costs will be removed from the tariff and will be separately claimable 

under the current HCTED model.

Commissioning will be devolved to a local level through the ICS but with adherence to a national 

framework.
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As an incentive to deliver increased activity, Trusts will be paid for additional activity through a PbR 

mechanism. Trusts that under-perform against planned activity levels will not be expected to repay 

the associated income, providing the regional team is confident of an activity trajectory that will 

deliver target levels.

Income top-up

The table below shows the indicative income top-up that will be agreed with NHSE/I

Version 1

The existing baseline/block income is £1.06m. A top-up of £4.4m per year is required in Yrs 1-5 in 

order to cover costs. The recurrent top-up is £1.2m.

Version 2

Version 2 demonstrates that if the service were commissioned under PbR, the top-up required would 

be much lower. The first 2 years of service delivery would require a total top-up of £0.8m, however 

on full activity, the top-up required is £0.1m. This demonstrates that despite high capital charges, 

the service would only operate at a loss of £0.1m per year, in reality the service is profitable once 

the longer-term benefits to the wider heath economy are included.

Cost Impact
(Revenue)

There is published evidence that Thrombectomy is cost effective for the wider health economy.  A 

cost-utility analysis demonstrated that the incremental cost gained per quality adjusted life year 

(QALY) over a twenty-year period gained by Mechanical Thrombectomy is approximately £7000.  

It has a 100% likelihood of being cost-efficient in the UK.  On average, one patient treated would 

save the NHS £47,000 over 5 years. 

Pay costs are based on 2021/22 rates and exclude inflation
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Cost Impact
(Capital)

Anaesthetics have been engaged with the IR Phase 1 works for the ongoing floor design 

discussions. It has been requested that MT is reviewed as part of this to future proof the area to via 

2gether. 2gether has provided reassurance through the OBC forms that any changes to the layout 

plan as noted in the Exec Summary for Anaesthetics will be covered within the Major Refurb costs.

Savings Impact
(CIP)

The business case for the pilot developed in 2018 outlined that on average, one patient treated 

would save the NHS £47,000 over 5 years. 

Overall Service 
Level Impact 
(SLR 
Profitability)

19/30 338/409



BUSINESS CASE REFERENCE: 
22/153 - APPENDIX 1 

20

Budgetary 
Impact

Benefits of 
Implementation

• On site stroke-unit

• Efficient use of workforce - trained staff with IR catheter skills

• Staff have experience in providing a high-quality robust service in an emergency setting.

• K&C has less pressure on critical care capacity than WHH due to the nature of the activity 

that comes to the site

• Ability to adequately treat patients with acute stroke as per national guidance 

• Ability to deliver best practice for Stroke

• Ensure patients receive life-saving treatment 

• Positive impact upon mortality and morbidity

• Positive impact upon stroke patient quality of life, and burden upon healthcare services.

• Improved organisational reputation.  

• Improved recruitment and retention within the stroke and IR service

Quality & 
Safety Impact

Investing in and providing complex and advanced tertiary interventions will have additional benefits 

to the Trust as a whole.  This includes attracting and retaining high quality dynamic staff, in 

neuroradiology/ angiography and stroke medicine. There will be benefits in staff education, training 

and job satisfaction.  Implementation of a full Thrombectomy service will support an application for 

Hyper Acute Stroke Research Centre (HSRC) accreditation to allow participation in large 

international trials in stroke intervention.
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(Stroke Thrombectomy Service for Acute Ischaemic Stroke delivered in a non-neuroscience 

centre)

Risks of 
Implementation • No heli-pad access at K&C, which has decreased timely transfer to London MT providers 

for east Kent patients

• Training and maintenance of competence of the workforce to deliver a relatively low volume 

of cases (competency maintenance to be supported through Brighton and other centres)

• Having a MT workforce that can be flexible to meet the unpredictable demand 

• Thrombectomy intervention requires use of a biplane unit, which is needed to treat posterior 

circulation stroke,  requires at least 42 sq. m of space which does not currently exist (based 

upon evidence suggesting that posterior circulation requires constant use of two imaging 

planes) This will need to be purchased as part of the implementation costs

• Will need to consider Thrombectomy service when the stroke service moves to WHH. This 

may require further investment or further consideration of pathways. The timeframe is still 

to be identified.

Proposed 
Timescale for 
Implementation

Start on site date 1st October 2022 with completion on 31st March 2023.
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Section 4 Benefits Scoring Model*

INVESTMENT CRITERIA WEIGHTING Option 1 Option 2

Generic option description  
Do nothing / Do 

minimum Preferred Option

Option under consideration  Current State MT Delivery at K&C

QUALITY BENEFITS    
Effectiveness 25 1 8
Experience 20 1 10

Safety 30 1 10
Timeliness 15 1 10
Efficiency 5 1 10

Equity 5 1 10
TOTAL QUALITY SCORE 100 10 95

    
COMMERCIAL BENEFITS    

EBITDA 40 0 10
RETURN ON CAPITAL EMPLOYED 30 0 0

PAYBACK PERIOD 15 0 5
FINANCIAL RISK 15 0 5

TOTAL FINANCIAL SCORE 100 0 55
    
STRATEGIC FIT    

COMMISSIONING INTENTIONS (ACTIVITY & DEMAND) 20 1 8
BEST USE OF RESOURCES 20 1 10

CLINICAL STRATEGY 20 1 10
WORKFORCE/ DELIVERABILITY 20 1 8

DELIVERING INNOVATION 20 1 10
TOTAL STRATEGIC SCORE 100 10 92

BENEFIT CATEGORY Weightings to be 
applied   

TOTAL QUALITY BENEFITS (UNWEIGHTED) SCORE ACHIEVED 30 10 95
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TOTAL COMMERCIAL BENEFITS (UNWEIGHTED) SCORE ACHIEVED 40 0 55
TOTAL STRATEGIC FIT (UNWEIGHTED) SCORE ACHIEVED 30 10 92

OVERALL WEIGHTED SCORE 100 6 78.1

Overall RAG (Red, Amber, Green) Rating LOW IMPACT MEDIUM IMPACT
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Section 5 – Benefits Measures of Preferred Option

Benefit Identified Baseline Measure Target Change How will the Benefit be Delivered?
Person/ Job Role 
Responsible for 
Benefit Delivery

Financial 
Value

Improved patient outcomes and averting 
significant life-changing disability.

Assessing 
outcomes

Via delivering the MT service 

Cost effective – saving bed days, complex 
medical rehabilitation and the expense of 
long-term social care facilities

• One patient treated would save the NHS 
£47,000 over 5 years.

• Reduction in length of stay on 
average for those treated by 1/3

Assessing LoS Via delivering the MT service One patient 
treated 
would save 
the NHS 
£47,000 over 
5 years.

It is a relatively quick intervention, typically 
taking a trained clinician less than one hour.

Procedure time Via delivering the MT service

Section 6 – Benefits Summary of Options
Target Indicator Option 1 Option 2 Option 3 Option 4 Option 5 Option 6

Applicable national standards 
e.g.  NICE – mechanical clot 
retrieval for treating acute 
ischaemic stroke – interventional 
procedure

Do Nothing Preferred Alternative Alternative Alternative Alternative
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SERVICE DELIVERY

• There is a specialist neuro-
intervention team

• All neuro-interventionalists 
meet the minimum required 
procedures

• There is 24/7 rota
• There are appropriate 

angiographic facilities
• There is 24/7 access to 

diagnostics
• There are processes in place 

for rapid transfer and review 
of imaging

• There are clinical guidelines 
in place

• There are patient pathways 
in place

• There is a permanent 
mechanism for governance 
review of the service in 
collaboration with a 
neuroscience centre.

QUALITY INDICATORS

• % patients undergoing 
thrombectomy

• 30-day mortality post 
mechanical thrombectomy

• Number of patients with post 
treatment symptomatic intra 
cranial haemorrhage

• Mean arrival to arterial 
puncture
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• Median disability score 
(modified Rankin)  at 
discharge

• Median disability score 
(mRS) at 6 months

STRATEGIC BENEFIT

Only 1 of 2 non-neurological centres 
in England. Providing valuable 
innovative service to people of Kent 
and Medway.

SAVINGS (CIP)

Savings to the health economy due 
to reduced ongoing disability for 
stroke patients

OTHER
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Section 7 – Financial Summary of Preferred Option –Finance pro-forma
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Section 8 – Equality Impact Assessment form

An Equality Analysis not just about addressing discrimination or adverse impact; the 
business case should also positively promote equal opportunities, improved access, 
participation in public life and good relations.

Person completing the Analysis

Name Louise Ward / David Hargroves 

Job title Lead Nurse Stroke / Clinical Lead for Stroke 

Care Group/Department General and Specialist Medicine

Date completed 27/01/2021

Who will be impacted by this 
policy

[ X ] Staff (EKHUFT)
[ X ] Staff (Other)
[ X  ] Service Users

[ X ] Carers 
[ X ] Patients
[ X ] Relatives

Assess the impact of the policy on people with different protected characteristics.
When assessing impact, make it clear who will be impacted within the protected 
characteristic category. For example, it may have a positive impact on women but a 
neutral impact on men.

Protected characteristic Characteristic Group Impact of decision
Positive/Neutral/Negative

e.g. Sex Women
Men

Positive
Neutral

Age Neutral Neutral

Disability

Neutral

(Clinical indication for 
stroke survivors which 
were previously 
independent with 
activities of daily living)

Neutral

(Clinical indication for stroke 
survivors which were 
previously independent with 
activities of daily living)

Gender reassignment Neutral Neutral

Marriage and civil 
partnership Neutral Neutral

Pregnancy and maternity Neutral Neutral

Race Neutral Neutral
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Religion or belief Neutral Neutral

Sex Neutral Neutral

Sexual orientation Neutral Neutral

If there is insufficient evidence to make a decision about the impact of the business case, 
it may be necessary to consult with members of protected characteristic groups to 
establish how best to meet their needs or to overcome barriers.
Has there been specific 
consultation on this 
business case?

No

Did the consultation 
analysis reveal any 
difference in views across 
the protected 
characteristics?

N/A

Conclusion:
Advise on the overall 
equality implications that 
should be taken into 
account by the approving 
committee.

1. Thrombolysis intervention is not consistently available for 
patients in East Kent, resulting in a lack of equity in access to 
Thrombectomy services compared to other centres and an impact 
on the health and disability outcomes of patients admitted to East 
Kent (and Maidstone patients).

It is expected that inconsistent service provision may lead to 
poorer functional outcomes (more disability) and increased risk of 
death for those with the most severe strokes. This is due to the 
time delay in receiving treatment, as evidence demonstrates the 
benefits of early recanalisation, therefore travelling further 
distances to a Thrombectomy centre could impact successful 
outcomes.

Subsequently, developing a Thrombectomy service in East Kent 
would enable this pathway to be available for eligible patients in 
East Kent and West Kent catchment areas, improving consistent 
access to treatment, timely intervention, and improved patient 
outcomes.

2. Impact on the wider healthcare economy, expected benefits 
related to long term rehabilitation and formal and informal social 
care costs.

3. Expected that delivering a local to home service will improve 
patient and carer/relative experience.

Mitigating negative 
impact:
Where any negative 
impact has been identified, 
outline the measures 
taken to mitigate against it.

N/A 
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Section 9 – Recommendations
1.

2.

3.

4.

5.

Section 10 – Sign-Off
CSS Care Group Board Date: 16th June - Heather Munro confirmed Care Group 

are supportive of the case. Caveats discussed with 
Colin Fell and Sally Hall.

GSM Care Group Board Date: 25th June - Natalie Acheson confirmed in principle 
the care group is happy to sign off.

S&A Care Group Board Date: September 2021 S&A Care Group Board.

Medical Devices Group (if applicable) Date: 
N/A

Strategic Investment Group (SIG) Date:

Clinical Executive Management Group 
(CEMG)

Date:

Finance & Performance Committee Date:

Trust Board Date:
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WREPORT TO: BOARD OF DIRECTORS (BoD)

REPORT TITLE: GOVERNANCE IMPROVEMENT PLAN & RECOVERY 
SUPPORT PROGRAMME (RSP) UPDATES

MEETING DATE: 3 NOVEMBER 2022

BOARD SPONSOR: CHIEF FINANCE OFFICER (CFO)

PAPER AUTHOR: CHIEF FINANCE OFFICER

APPENDICES: APPENDIX 1:  RSP DASHBOARD 

Executive Summary:
Action Required:
(Highlight one only)

Decision Approval Information Assurance Discussion

Purpose of the 
Report:

This paper provides the Board with an outline of the workstreams, 
governance structure set up and progress of the accepted 
recommendations of the NHS England (NHSE) governance 
review in December 2020 and an update on the RSP actions of 
December 2021.

Summary of Key 
Issues:

The RSP actions are required to be completed before the Trust 
can transition the NHS oversight framework segment (SOF4).

The Trust CFO is acting as the Senior Responsible Officer (SRO) 
for the oversight of both the governance improvement actions and 
the RSP actions. Dedicated Project Management support has 
been allocated. Delivery of the recommendations will be driven by 
a task and finish group (Governance Improvement Group (GIG)) 
which meets monthly and will produce highlight reports to identify 
progress.

The 50 actions identified through the governance review have 
now been completed. This programme is now closed and will no 
longer report into Board after this final update.

Of the 20 RSP actions, 1 has been completed and evidenced. 
The remainder have executive owners and have due dates by the 
end of 2022.

The Trust meets with NHSE and the Integrated Care Board (ICB) 
on a monthly basis through an oversight meeting to review 
progress.

NHSE have offered the Trust £630k funding to support the plans.  
In addition, the NHSE intensive support team offer their time and 
mentoring to Trust Executives and leaders.

There is an NHSE RSP review meeting with the Trust Board 
scheduled for 24 November 2022 to update on the latest progress 
against RSP exit criteria.  The current dates highlighted in the 
RSP tracker indicate completion by December although this is 
now almost certain to move due to risk in actions relating to 
finance, performance and maternity.
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Key 
Recommendation(s):

The Board of Directors is asked to acknowledge the completion 
of the Governance Improvement Programme and to discuss the 
continuing development of the Recovery Support Programme.

Implications:
Links to ‘We Care’ Strategic Objectives:

Our patients Our people Our future Our 
sustainability

Our quality 
and safety

Link to the Board 
Assurance 
Framework (BAF):

BAF 32 – There is a risk of potential or actual harm to patients if 
high standards of care and improvement workstreams are not 
delivered.
BAF 33 – There is a risk of failure to adequately resource, 
implement and embed effective governance processes through 
the Trust.
BAF 34 – Failure to deliver the operational constitutional 
standards due to the national directive to stop all planned care 
following the Covid-19 pandemic.
BAF 35 - There is a risk of negative patient outcomes and impact 
on the Trust’s reputation due to a failure to recruit and retain high 
calibre staff.
CRR 116 – Patient outcome, experience and safety may be 
compromised as a consequence of not having the appropriate 
nursing staffing levels and skills mix to meet patient’s need.
BAF 38 – Failure to deliver the financial position of the Trust as 
requested by NHSE may result in the Trust not having adequate 
cash to continue adequate operations of the organisation and will 
result in reputational damage and non-compliance with regulators. 

Link to the Corporate 
Risk Register (CRR):

CRR 78 – Risk of overcrowding in Emergency Department (ED) 
compromising patient safety and patient experience due to a lack 
of capacity in the system and increased local demand.
CRR 36 - Patient outcome, experience and safety may be 
compromised as a consequence of failure to.
CRR 77 - Women and babies may receive sub-optimal quality of 
care and poor patient experience in our maternity services.
CRR 118 - There is a risk that the underlying organisational 
culture impacts on the improvements that are necessary to patient 
and staff experience which will prevent the Trust moving forward 
at the required pace. Specifically, there is a requirement for urgent 
and significant improvement in relation to staff attitudes and 
behaviours.

Resource: Y/N N
Legal and regulatory:
Subsidiary: Y/N N
Assurance Route:
Previously 
Considered by:

None
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1. BACKGROUND AND EXECUTIVE SUMMARY

1.1 This paper provides the Board with an outline of the workstreams, governance 
structure set up and progress of the accepted recommendations of the NHS 
England (NHSE) governance review in December 2020 and an update on the 
Recovery Support Programme (RSP) actions of December 2021.

1.2 The RSP actions are required to be completed before the Trust can exit system 
oversight framework four (SOF4).

1.3 The Trust Chief Finance Officer is acting as the Senior Responsible Officer (SRO) 
for the oversight of both the governance improvement actions and the RSP 
actions. Dedicated Project Management support has been allocated. Delivery of 
the recommendations will be driven by a task and finish group (Recovery Support 
Group) which now meets monthly at Executive Management Team (EMT) and will 
produce highlight reports to identify progress.

1.4 The 50 actions identified through the governance review have now been completed. 
This programme is now closed and will no longer report into Board.

1.5 There are 20 RSP actions, all have Executive owners and due dates in 2022. 
1 action has been completed and evidenced.  

1.6 A review meeting was held with NHSE and the Integrated Care System (ICS) to 
assess progress on the RSP actions and each action was discussed in turn on 22 
August, it was agreed that the Chief Executive Officer (CEO) of the ICS and the 
Trust would meet in the next month to formally review the target dates and inform 
NHSE if there was any slippage. The current completion date for RSP exit is 
December 2022, however, with the risks identified this will be delayed. Board to 
Board meeting to take place on 24 November to discuss exit date further.

2. Recovery Support Group (RSG)

2.1 The intention of the RSG is to oversee the implementation of the recommendations 
of the Recovery Support Programme.

2.2 Each of the workstreams have an Executive Lead from the Trust and are 
supported by an NHSE Improvement Director. 

2.3 The RSP action requirements have identified some significant strategic and tactical 
changes that would be required to governance processes in the organisation.  As 
such given the degree of transformation required such activities would be brought 
to the Trust Board for scrutiny and approval rather than reported upon.

2.4 The Trust has received financial support from NHSE over the last 3 years including 
£195k for 2020/21, £845k for 2021/22 and a planned £630k for 2022/23.  In 
addition, the NHSE intensive support team offer their time and mentoring to Trust 
executives and leaders.
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Table 1 NHSE 2022/23 Funding 

3. Governance Improvement Plan Progress

3.1 The table below provides a snapshot of the number of recommendations within the 
programme, how many have been completed and are evidenced and their RAG 
status. Each workstream has an estimated completion date based on the next 
steps listed in the workstream updates below.

Table 2: Governance Improvement Plan (June 2020) Summary

Workstream Completed Green Amber Red Total
      
Executive Portfolios 8 0 0 0 8
Governance Structures 7 0 0 0 7
Governance Processes 9 0 0 0 9
Line of Sight 4 0 0 0 4
Staff Engagement 7 0 0 0 7
Patient Engagement 3 0 0 0 3
Stakeholder 
Engagement 3 0 0 0 3
Risk 9 0 0 0 9
Total 50 0 0 0 50
Completion %     100%
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4. Progress of Outstanding Governance Improvement Actions

This section provides information on the remaining two actions that have been 
completed over the last month in order to close the programme.  

4.1 Governance Structures – Governance Structures - The governance training 
programme is rolling out throughout the Care Groups. The General and Specialist 
Medicine Care Group have been the pilot Care Group and have taken part in the 
initial discussions, forming three focus groups. Governance Matrix Self- 
assessment carried out and action plan drafted based on where the Care Group 
want to be. Plan, Do, Study, Act (PDSA) cycle undertaken three times. All 
templates have been standardised as recommended. 

29 staff attended the first Healthcare Safety Investigation Branch (HSIB) 
International Level 3 award in Safety Investigation training. In having this many 
'lead investigators' the Trust are now compliant NHS National Patient Safety 
Strategy. There have since been some more attendees and some leavers, with the 
Trust consistently having 35 leads. As part of the Strategy, the EKHUFT Board 
also undertook a 2 hours HSIB investigation session.

4.2 Governance Process – the actions were designed to improve the quality and 
sequencing of meetings management and scrutiny that over-sight committees and 
Non-Executive Directors (NEDs) provide to the Executive Directors. New Quality 
Strategy approved at September 2022 Board. The approval of the Strategy 
completes the last remaining action within this Workstream, which has now closed.   

5. Transition from Governance Actions to RSP actions

5.1 NHSE have shared their documentation outlining suggested evidence to transition 
from SOF4 and into SOF3. Monthly evidence discussions are now active to assess 
evidence of progress and impact and to determine what further support might be 
helpful.

6. Recovery Support Programme Update:

6.1 Appendix 1 – RSP Dashboard – detail each workstream and the progress made to 
date and tracks monthly improvement. It also details key risks, issues and next 
steps. Each workstream has an estimated completion date based on initial 
discussions between workstream leads and NHSE.  Successful transition through 
RSP  from SOF4 to SOF3, is beyond a tick box exercise.  The workstream leads  
must produce  sufficient evidence, whether this is documental or through process,  
ensuring the impact  of the programme demonstrates that plans are in place for 
sustaining positive change.
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RSP Criteria Overall

Workstream/Task Executive Lead

Expected 

Delivery 

Date

Criteria 

Agreed

Delivery 

approach

Monthly 

Improvement

Workstream 

RAG

Workstream Update                                                                                       

to include any risks to delivery, mitigations and details for the 

next steps

Leadership & Governance See full update under Criteria Delivery Approach tab

Exec Leadership Team appointed with development plan Chief Executive Officer Mar-22

Robust Governance processes Group Company Secretary Sep-22

Board is sighted on key risks Group Company Secretary Sep-22

Operational Performance See full update under Criteria Delivery Approach tab

Realistic improvement trajectory in UEC - 12 hour total time in ED Chief Operating Officer Dec-22

Realistic improvement trajectory in UEC - 12 hour trolley waits Chief Operating Officer Dec-22

Improved trajectory in cancer 62-day performance Chief Operating Officer Aug-22

ERP delivering with continued reduction in 52ww and P2 patients Chief Operating Officer Dec-22

Finance

Agreed financial recovery plan in place Chief Finance Officer Jul-22

Improved delivery against agreed financial plans Chief Finance Officer Oct-22

Robust oversight, financial controls and processes are in place Chief Finance Officer Jul-22 `

Understanding risks to the financial plan and have agreed mitigations Chief Finance Officer Jul-22

Quality See full update under Criteria Delivery Approach tab

Improved process for the management of serious incidents Executive Director of Quality Governance Oct-22

Evidence of a robust safeguarding plan Chief Nursing & Midwifery Officer Aug-22

Maternity See full update under Criteria Delivery Approach tab

Evidence of improved maternity governance process in place.   Chief Nursing & Midwifery Officer Sep-22

Evidence of improvements in service Chief Nursing & Midwifery Officer Sep-22

Evidence of maternity service user engagement Chief Nursing & Midwifery Officer Sep-22

Workforce/ People

Evidence of staff and user involvement in improvements Chief People Officer Dec-22

Staff survey demonstrating an improvement in staff engagement Chief People Officer Dec-22

International nursing and Clinical Support Worker recruitment Chief People Officer Oct-22

Staff sickness and vacancy trajectories with no evidence of being a Chief People Officer Oct-22

Evidence of Board assurance of Trust F2SU policy and process Chief People Officer Mar-22

 

See full update under Criteria Delivery Approach tab

See full update under Criteria Delivery Approach tab
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RSP Criteria Delivery Approach

Root 

causes 

identified

Project 

plan in 

place

Capacity/ 

capability 

in place

Delivery 

approach 

overall

Jul-22 Aug-22 Sep-22 Oct-22 Workstream Update to include any risks to delivery, mitigations and details for the next steps

Leadership & Governance

Substantive posts in executive leadership team all appointed to with 

evidence of refreshed leadership team and associated development 

plan.

Chief Executive 

Officer
Oct-22

 

All executive posts are substantively appointed to. Executive team sessions have been held with an external facilitator whos 

experience is associated with team dynamics and development. A further session has been scheduled. To be approved at 

Board (6th Oct - 2022)

Individual objectives agreed and presented to the Nominations & Remuneration Committee (sub committee of the Board) 

CEO continues to discuss and review Executive Team individual development plans during mid-year appraisals (to complete 

by Nov 2022)

Board development plan approved at board, first session held in July 2022, second session planed for 10th November. 

Chairman has reviewed the 'Board way of working' and has proposed a new structure that includes more strategic sessions 

which will also support development. 

Evidence of robust governance processes in place with clear Board 

ownership

Group Company 

Secretary
Oct-22

 

Integrated governance guide is in draft and the IAGC reviewed the governance mapping approach and governance structure 

chart at its meeting on 19 July with a view to signing off all documentation at their October 2022 meeting. Discussion 

required between the CEO and Chair of IAGC to ensure alignment of views, to enable Co Sec to update timeline for RSP exit.

Evidence through the decision-making process that Board is sighted on 

key risks and action taken with mechanisms in place for external and 

internal assurance.  

Group Company 

Secretary
Sep-22

Nine risk recommendations from NHSE have been actioned and embedded. Work has taken place on the BAF and Corporate 

Risk register and ERAG provides the forum for any Care Group risk discussions that may need to be escalated to the Board. 

IAGC received the latest version of the documents and are assured that the processes are in place to ensure the Board is 

sighted on key risks. Further work to take place outside of this programme. 

Operational Performance 

Realistic improvement trajectory in UEC 

12 hour total time in ED

Chief Operating 

Officer
Dec-22

12-hour total time (one month ahead of agreed trajectory in June, outside of trajectory in July, behind trajectory in August).

The number of patients reported as waiting more than 12 hours in the ED’s saw an increase for August

(12.1% Aug v 11.2% in Jul) with a corresponding increase in the number of DTAs in the departments at 08.00 each day. This 

deterioration has been driven by a corresponding increase in the number of patients

over 48 hours in the AMUs; increase in the medical outliers(64 Aug v 53 July), bed occupancy 103% and

patients over 21 days increased to 271 Aug (the highest ever recorded for the Trust) v 247 in July. Overall time to see 

clinician in ED improved despite the pressures within the department (42.1% Aug v 40.2% in July).

Two SDEC clinical summit events were held across the Trust in September with high levels of engagement from the clinical 

and operational teams. Both sessions focussed on maximising SDEC utilisation, direct access provision a and admission 

avoidance.  2-3 task and finish groups will be enabled to implement the key recommendations of the SDEC sessions from 

early October.  A further Emergency Summit is planned for the end of October with a focus on the admitted patient 

pathway. 

Realistic improvement trajectory in UEC 

12 hour trolley waits

Chief Operating 

Officer
Dec-22

The 12-hour trolley waits trajectory is linked explicitly to the reduction of super stranded patients over 21 days. As outlined 

above, this reduction has not happened and number of 21 day stranded patients has increased.  Near to 80% of this 

patient group require input and capacity from system partners to leave hospital.  This is group has increased two-fold over a 

period of one year with 221 patients in June, increasing further to 271 patients in July, a record high number in the Trust's 

history.  Note the Trust has successfully reduced the number of Pathway 0 patients with the bed base supported by 

focussed Pathway 0 board rounds.  The 12 hour trolley wait numbers increased in August to 1026 vs 968 in July. 

Along with the drive to increase SDEC provision and access,  the Trust are working with partners in KCHFT on the provision 

of an integrated SDEC that seeks to avoid 6 admissions on a daily basis.  In addition, we are looking at bridging capacity to 

support patients awaiting domiciliary or residential care in the community and hoping to introduce Virtual Ward capacity of 

up to 85 'beds' by December 2022.

Evidence of an improved trajectory in cancer 62-day performance 

March 2022

Chief Operating 

Officer
Aug-22

Following two consecutive months of improvement, performance against the 62 day standard dipped in August (Jun 73.2%, 

Jul 77.0%, Aug 69.5%) due to increased demand, delays with capacity within outpatients, annual leave and delays with 

Diagnostics delays. Despite this downturn in performance, K&M Cancer Alliance continued to record the lowest back log of 

all Alliances, East Kent Hospitals is the largest contributor to this.

Elective recovery plan implemented with evidence of delivery against 

trajectory and continued reduction in 52ww and P2 patients

Chief Operating 

Officer
Dec-22

Following months of consecutive improvements, the number of patients in our 52-week wait cohort tipped up slightly in 

August with a reported increase of 34 patients (3,419 in Jul vs 3,453 in Aug). 

The Trust has been driving and focussing attention on the 78 week+ cohort which continue to reduce each month - there 

are 448 patients at the end of august waiting for treatment, with a clear plan to increase the volume of theatre activity from 

September onwards.

Finance

Agreed financial recovery plan in place supported by a clear evidence 

base, signed off by the board and agreed with the ICS that is compliant 

with financial improvement trajectories agreed by NHSE/I and system

Chief Finance Officer Jul-22

Evidence of improved delivery against agreed financial plans, 

trajectories and envelopes
Chief Finance Officer Oct-22

FRP well developed, with clear links to deficit drivers, model hospital and GIRFT opportunities, and the operational 

challenges facing the Trust and system. Presented to ICB and HCP finance teams in September 2022.

Fortnightly meetings with NHSE/ICB finance leads to update on the FRP.

Positive feedback from NHSE regional finance colleagues & presentation to and good discussion at ICB investment 

committee, clear follow up areas agreed. Deep dive into delivery approach completed in September and action plan 

developed. 

Delivery risk due to ambitious planning assumptions in FY23 (£30m savings, 55% covid reduction, and Elective recovery). At 

M5 £7.7m off plan.

Financial Improvement Oversight Group (FIOG) scope and membership being enhanced and refocussed to oversee all key 

streams of FRP delivery. 

Fortnightly efficiency  meetings being rolled out with Care Groups and Corporate areas to focus on greening efficiency 

schemes for FY23 and developing FY24.

Workstream/Task

Expected 

Delivery 

Date

Executive Lead
Workstream 

RAG

Delivery approach Monthly Improvement
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capability 
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Delivery 

approach 

overall

Jul-22 Aug-22 Sep-22 Oct-22 Workstream Update to include any risks to delivery, mitigations and details for the next steps
Workstream/Task

Expected 

Delivery 

Date

Executive Lead
Workstream 

RAG

Delivery approach Monthly Improvement

Robust oversight, financial controls and processes are in place and 

overseen through appropriate financial governance procedures. 
Chief Finance Officer Jul-22

Internal audit reviews provide assurance that internal systems and processes work effectively.

Reducing premium pay is one of the 5 focus areas for the Trusts ‘We Care’ improvement approach (lean based approach to 

improvement). 

Agency spend remains high reflecting operational pressures, staff sickness and vacancies, further management focus 

underway to increase oversight. 

Monthly performance Care Group meetings (PRMs) revised to have greater focus on operational and financial performance. 

See FIOG update above. 

The trust and system have a shared understanding of risks to the 

financial plan and have agreed mitigations in place. 
Chief Finance Officer Jul-22

Fortnightly meetings with NHSE/ICB finance leads to update of FRP. Fortnightly deep dive meetings between CFO, AD of 

Financial Improvement and FID with the care groups to discuss their efficiencies pipeline and its deliverables. 

General recognition across partners that here are challenges to FY23 delivery.

Quality

Evidence of an improved process based on best practice and in 

accordance with framework standards for the management of serious 

incidents with evidence of delivery, leadership and learning from 

incidents and alignment to the Trust governance process.

Executive Director of 

Quality Governance
Oct-22

 

•	Datix entries reviewed daily by Governance Teams

•	Care Group Governance teams meet to review harm events:

immediate risk mitigation and actions in place

•	SI Declaration Panel is Executive led and occurs twice weekly

•	SI Panel Agenda: confirmation of 72 hour reports complete,

immediate risk mitigation for declared SI’s and scope of  

investigation confirmed

•	SI Panel has been attended by NHSE Improvement Director

•	RSM Internal Audit April 2022: “The Trust follows a well- 

established process with regards to the identification and

reporting of incidents and SIs and mostly aligns with the NHS SI

Framework”

•	Serious Incident Investigations Approval Panel (SIIAP): Executive

review of all Investigation reports prior to submission to ICB

•	SI Declaration report provided weekly to EMT, and monthly to

Trust Leadership, Patient Safety Committee and Trust Board

•	Governance Training program commenced for all care groups

•	Quality Governance Directorate restructure complete

Further work:

•	Backlog of breached incidents reduced to 22 in maternity and just2 others.

•	Reporting to STEIS in timeframe is not consistently achieved within 72 hours but it is within 5 days.

•	Robust learning from incidents to avoid repetition is weak

Evidence of a robust safeguarding plan overseen by the trust board, 

including oversight of any sub-contracted activity, with continuous cycle 

of review, assessment and implementation of best practice and learning

Chief Nursing & 

Midwifery Officer
Aug-22

The Trust has been implementing an All Age Safeguarding Deliverables (AASD) action plan which was developed in April 

2022, which builds upon the existing safeguarding systems and processes currently in place for the 6 key areas of the Trust’s 

safeguarding arrangements, of which the 17 recommendations from the Independent Safeguarding Consultant were 

incorporated in this. This AASD action plan was implemented as of 1 May 2022 and the outcome of the completion of the 

17 recommendations and deliverables were presented to the Safeguarding Assurance Committee in August 2022. The Trust 

is now in the process of incorporating the deliverables into business as usual activities as part of a safeguarding 

sustainability plan to maintain safeguarding systems and processes. This sustainability plan will be mitigated operationally 

by the new Safeguarding Operational Group which is part of the safeguarding governance where all Care Groups are 

represented to address all the issues at clinical level.

Maternity

There is a clear overall Maternity Improvement plan in place, with a targeted themed short term action plan providing 

direction for the next 3 - 4 months. Workforce gaps both clinically and in key roles has hampered delivery at the pace 

required, but additional support is being sought from within and external to the Trust

Evidence of improved maternity governance process in place.  

Chief Nursing & 

Midwifery Officer Sep-22  

A clear Maternity Risk Strategy has been agreed and the plan is now to bed this is. The Governance structure is fully funded 

but the recruitment to significant posts has proved challenging. External resources have been drawn upon. There is a robust 

and embedded rapid review of incidents which has strong MDT input. This is identifying any key learning immediately and 

improvements have been noted in how teams are managing complex clinical cases. Completion of Ockenden actions is 93%, 

with some actions sitting with LMNS.

Evidence of improvements in service with clear process for providing 

evidence of compliance and completed regulatory 

Chief Nursing & 

Midwifery Officer
Sep-22

Improved feedback from women, but key areas of focus over next 3 months are SBAR, MEOWS and pain relief. 

Improvement at pace is hampered by current workforce numbers

Evidence of maternity service user engagement with specific focus on co-

design

Chief Nursing & 

Midwifery Officer
Sep-22

Your Voice is heard has been established with increasing numbers of women providing feedback (56%). Overall satisfaction 

rates with care are high. Themes identified now need to be actioned by site. The bereavement pathway redesign is 

progressing well in partnership with the women and families.

Workforce/ People

Evidence of staff and user involvement in improvements and changes 

made through methods of capturing feedback e.g. use of template 

proformas asking staff how they have been involved in specific 

improvements

Chief People Officer Dec-22

Staff survey action plan in place acting on feedback from staff with updates reported monthly.

July quarterly pulse survey demonstrated a 15 point improvement in staff involvement score. Levels of staff involvement 

are significantly higher (10% ahead of Trust average) in areas from wave 1 & 2 of the We Care improvement programme. 

We Care programme has now been delivers to 31 frontline teams and over 1000 staff.

Staff survey demonstrating an improvement in staff engagement and 

Trust leadership.
Chief People Officer Dec-22

Data from the latest National Quarterly Pulse Survey shows a 7-point improvement in Staff Engagement (from 6.26 to 6.33). 

Team Engagement & Development (TED) tool being piloted across the Trust - 20 teams have now been trained with a 

further 16 planned before the end of November.

International nursing and Clinical Support Worker recruitment 

trajectories agreed and evidence of delivery 
Chief People Officer Oct-22

 

IEN pipeline behind plan due to visa & OSCE delays, however, expected to be back on track by year end. Monthly updates 

provided at PCC

CSW recruitment on plan with further 2-weekly Saturday recruitment events planned. Currently 73 offers checks and 43 

with confirmed start dates. 
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Delivery 

Date

Executive Lead
Workstream 
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Delivery approach Monthly Improvement

Staff sickness and vacancy trajectories (including those roles difficult to 

recruit to) tracked and responded to in line with other Kent & Medway 

ICS providers with no evidence of being a significant outlier across the 

ICS 

Chief People Officer Oct-22

Sickness slight outlier since March (July 0.6 above K&M total). Stress & anxiety interventions in place and investment in OH 

team to support reduction. Stress and anxiety related sickness absence has fallen from a height of 33% in March 2021 to 

only 8% in July 2022.

Vacancies 13.6% (August 2022) - Increase in establishment in February and July (Safer Staffing) offset by fewer nursing 

leavers than assumed.

Evidence of Board assurance of Trust F2SU policy and process Chief People Officer Mar-22

 

2 x full time FTSU Guardians in place, dedicate Maternity FTSU, increase visibility and FTSU concerns have increased, able to 

deal with cultural issue at QEQM.

FTSU Strategy & Policy currently out to consultation with staff, final draft to be presented at Staff Committee in September. 

Workforce/ ICP component of RSP

Improvement in number of colleagues which recommend East 

Kent/EKHUFT as a place to work Chief People Officer Dec-22

There has been an improvement in the percentage of staff who would recommend the Trust as a place to work (July 

quarterly pulse survey). Timing of publication of Kirkup report may impact annual national staff survey responses.

Improvement in EKHUFT staff engagement score in the annual NHS staff 

survey 2021. Chief People Officer Dec-22

Activity being developed to increase number of responses.  Areas with high response rate generally achieve better 

engagement scores. Changes to trust structure has potential to have both positive and negative impact. 

Improvement in the retention rate of colleagues in their first year Chief People Officer Aug-22  
Retention in first year already improved  as evidenced within IPR and reported to P&CC each month. Premature turnover 

remains stable and is significantly below the target threshold.

Sustained improvement in vacancy rate trajectory in the hard to recruit 

to specialties Chief People Officer Dec-22

Recruitment / attraction strategy being refreshed and supported by local focus groups. Geographical challenges continue as 

do financial considerations for potential new joiners. Reputational impact from publication of external high profile reports 

may impact negatively. Budgeted establishment and actual staff in post are increasing monthly.

Sustained reduction in use of agency staff trajectory

Chief People Officer Dec-22

Nursing agency usage should reduce in line with improved overall recruitment to vacancies. Delays in recruitment have 

been mitigated but still pose a risk. Current nurse recruitment trajectory should see bigger agency reduction by November. 

Agency locum cover will still be required in some specialties due to difficulties with recruiting to consultant roles. 

Paula Stone-Simmonds

RSP Programme Manager

Monthly improvement not 

measurable
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Exit Criteria and Suggested Evidence

Domain Exit Criteria Suggested Evidence

Leadership and Governance:  

• Executive leadership team posts filled.

• Executive leadership development plan in place.

• Trust board sighted on key risks and actions taken via 

appropriate escalation routes.

• Changes to executive leadership team made, with clear roles 

and responsibilities.

• Executive leadership development plan in place with assurance 

progress is being made.

• Evidence that Board is sighted on key risks and takes action 

with mechanisms in place for external and internal assurance.

• Executive director portfolios clarified and published on the Trust website - completed

• Executive Team expanded and now includes Director of Infection Prevention and 

Control (DIPC) as a standalone post and Director for Quality Governance.- completed

• Individual executive development plans in situ and are active.

• Executive team away sessions programmed in for the year ahead and any additional 

team training sessions i.e. triumvirate ways of working.                                                                                                                                                  

• Board development programme in placeand evidenced. - completed

• Evidence of 5 months of BAF and corporate risk register being actively used at sub 

committee and Trust Board with appropriate and timely response. - completed

• Clear plan to take forward governance review actions with % completed. - completed

Operational Performance:

• Improved grip and attainment of improvement trajectory in UEC 

whole pathway performance.

• Improved trajectory in cancer performance and delivery of 

standards.

• Elective recovery plan implemented delivering against trajectory 

with continued reduction in 52ww and P2 patients.

• Revised trajectories need to be agreed – stretching, yet 

achievable – and signed off based on reiteration of operational 

planning return and in liaison with the system.  Will update this 

section with these trajectories once approved.

• Await trajectories and evidence of response from ECIST recommendations, move 

towards community frailty infrastructure.                                                                                                                                                                                  

• RSP improvement trajectories met or evidence of sustained improvement in delivery, 

process, leadership and grip across UEC, elective and cancer.

Quality:

• Improved management of SIs.

• Evidence of robust safeguarding plan with continuous 

improvement cycle.

• Process for handling Serious Incidents (SIs) has been reviewed 

and improved with evidence of delivery, leadership and 

alignment to the Trust governance process.

• Robust safeguarding plan established with continuous cycle of 

review, assessment and implementation of best practice and 

learning.

• Timely identification, effective investigation and timely closure of SIs within national 

guidelines. 

• Trust response to safeguarding external review. Safeguarding processes to be 

included in internal audit programme. - completed

• Reduction in number of SIs closed outside of nationally recommended timescales.

• Plan to clear SI backlog and show sustained improvement - ideally by end of Q3 in 

22/23.

Maternity:

• Improved maternity governance process in place.

• Improved maternity service compliant with regulatory standards.

• Service users are engaged and involved in shaping maternity 

care.

• Improved maternity governance process in place with 

assurance staff understand processes to follow and is being 

used effectively and routinely.

• Evidence of improvements in service with clear process for 

providing evidence of compliance and completed regulatory 

actions.

• Evidence of maternity service user engagement with specific 

focus on co-design.

• Benchmark and evidence against all national standards - CQC, NHSEI (Ockenden), 

NICE etc.

• Feedback from service users and evidence of impact.

• Robust policies in place with internal audit undertaken to show their effectiveness and 

compliance.

• Evidence of sustained improvement in monthly reports from Maternity Support 

Programme. 

• Feedback from staff on their current experiences regarding safety, culture and 

leadership.

Finance:  

• Financial Recovery Plan (FRP) in place compliant with agreed 

trajectories.

• Robust oversight, financial controls and processes in place 

overseen by appropriate governance.

• Shared trust and system understanding of risks to FRP and 

mitigations in place.

• Agreed FRP supported by clear evidence base, signed off by 

the board and agreed with the ICS that is compliant with financial 

improvement trajectories agreed by NHSEI and system.

• Evidence of improved delivery against agreed financial plans, 

trajectories and envelopes – will update this section with more 

detail once approved.

• Robust oversight, financial controls and processes are in place 

and overseen through appropriate financial governance 

procedures.

• The trust and system have a shared understanding of risks to 

the financial plan and have agreed mitigations in place.

• Submission of the final Financial Recovery plan (FRP) and any supporting 

documentation.

• FRP demonstrates delivery of trajectories as set out by NHSEI.

• Evidence that the FRP has been signed and agreed by the system and NHSEI.

• Evidence of delivery of financial trajectories set out in the FRP.

Evidence that there is regular oversight by the Board and sub-commitees on the 

progress against delivery against the FRP.

• System wide alignment of risks to the financial plan and shared view of mitigations.

Workforce/People:

• Staff/user feedback used to inform improvements/changes.

• Improved staff engagement and trust leadership.

• Delivery against international nursing and clinical support 

worker recruitment trajectories.

• Staff sickness and vacancies tracked and managed: trust is not 

an outlier across system.

• Trust F2SU policy/process has received board assurance.

• Evidence of staff and user involvement in improvements and 

changes made through methods of capturing feedback e.g. use 

of template proformas asking staff how they have been involved 

in specific improvements.

• Staff survey demonstrating an improvement in staff engagement 

and Trust leadership.                                                                                                                              

Increase in the number of staff who complete the staff survey                                                                                                                                

• International nursing and Clinical Support Worker recruitment 

trajectories agreed and evidence of delivery against these.

• Staff sickness and vacancy trajectories tracked and responded 

to in line with other Kent & Medway ICS providers with no 

evidence of being a significant outlier across the ICS.

• Evidence of board assurance of trust FTSU policy and process.

• Evidence of improved FTSU processes and reduced CQC whistle-blowers

• Staff surveys showing improvement in response rate (41.9% in 2020, national average 

was 45.4%) and outcomes for engagement, morale, safe environment: bullying and 

harrassment, safety culture (outliers nationally).                                                                                                                                                                                                                                                                                                                                    

• Improvement in Trust quarterly pulse surveys

• Reduction in sickness rate (with allowance for Covid) and plans in place for staff 

wellbeing.

• HCSW - pipeline/progress.

• RN recruitment - recruitment to the additional circa 370 roles by December 2022 

following successful December 2021 business case.
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REPORT TO: BOARD OF DIRECTORS (BoD)

REPORT TITLE: NATIONAL TEAM FOR INTENSIVE SUPPORT – SCOPE 
DOCUMENT

MEETING DATE: 3 NOVEMBER 2022

BOARD SPONSOR: CHIEF EXECUTIVE

PAPER AUTHOR: INTENSIVE IMPROVEMENT DIRECTORS – NHS ENGLAND

APPENDICES: APPENDIX 1:  SCOPE OF MANDATED SUPPORT 

Executive Summary:
Action Required:
(Highlight one only)

Decision Approval Information Assurance Discussion

Purpose of the 
Report:

The report is presented to Trust Board to provide clarity on the 
nationally mandated support being provided by NHS England’s 
(NHSE’s) National Intensive Support Team whilst the Trust 
remains in the Recovery Support Programme (RSP).

Summary of Key 
Issues:

• The Trust was placed in National Oversight Framework 
(NOF) 4 in July 2021 and therefore RSP.  This was as a 
result of the Trust being in the previous regime of financial 
special measures and recognition that further pace, focus 
and support from the National Intensive Support Team was 
needed for operational performance, workforce, maternity, 
serious incident management and safeguarding.  The Trust 
is also receiving specific support for maternity via the 
Maternity Safety Support Programme also provided by 
NHSE and is working in tandem with the National Intensive 
Support Team.

• NHSE has provided an experienced senior team to support 
the Trust in its improvement journey from RSP and from 
National Oversight Framework segment 4 to segment 3.

• The support provided is nationally mandated.
• The non-recurrent financial contribution to the Trust for 2022-

2023 is £630k.
• Progress has been made against the current RSP exit criteria 

in relation to safeguarding, serious incident management and 
leadership; however, these criteria may remain and be 
reshaped to address the current challenges.  Further progress 
is also urgently required to meet the standards for transition 
from RSP to National Oversight Framework segment 3 in 
maternity, finance, urgent and emergency care, elective care 
and workforce.  

• The Trust has been invited to an RSP Review meeting 
scheduled for 24 November 2022 with the Executive Chief 
Officers of NHSE where the progress to date will be the focus 
of discussion. At that point it is anticipated that the RSP exit 
criteria will be fully reviewed and reshaped and the RSP 
transition date extended.

Key 
Recommendation(s):

The Board of Directors is asked to acknowledge the current 
support from NHSE which is a nationally mandated component to 
support the Trust towards segment 3 and transition from RSP.
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Implications:
Links to ‘We Care’ Strategic Objectives:
(Highlight which ‘We Care’ Strategic Objective (s) this report aims to support)
Our patients Our people Our future Our 

sustainability
Our quality 
and safety

Link to the Board 
Assurance 
Framework (BAF):

BAF 32 – There is a risk of potential or actual harm to patients if 
high standards of care and improvement workstreams are not 
delivered.
BAF 33 – There is a risk of failure to adequately resource, 
implement and embed effective governance processes through the 
Trust.
BAF 34 – Failure to deliver the operational constitutional standards 
due to the national directive to stop all planned care following the 
Covid-19 pandemic.
BAF 35 - There is a risk of negative patient outcomes and impact 
on the Trust’s reputation due to a failure to recruit and retain high 
calibre staff.
CRR 116 – Patient outcome, experience and safety may be 
compromised as a consequence of not having the appropriate 
nursing staffing levels and skills mix to meet patient’s need.
BAF 38 – Failure to deliver the financial position of the Trust as 
requested by NHSE may result in the Trust not having adequate 
cash to continue adequate operations of the organisation and will 
result in reputational damage and non-compliance with regulators. 

Link to the Corporate 
Risk Register (CRR):

CRR 78 – Risk of overcrowding in ED compromising patient 
safety and patient experience due to a lack of capacity in the 
system and increased local demand.
CRR 36 - Patient outcome, experience and safety may be 
compromised.
CRR 77 - Women and babies may receive sub-optimal quality of 
care and poor patient experience in our maternity services.
CRR 118 - There is a risk that the underlying organisational 
culture impacts on the improvements that are necessary to patient 
and staff experience which will prevent the Trust moving forward 
at the required pace. Specifically, there is a requirement for urgent 
and significant improvement in relation to staff attitudes and 
behaviours.

Resource: Y Non recurrent financial contributions linked to RSP as 
required.

Legal and regulatory: Y Care Quality Commission (CQC) and the support from 
NHS England is mandatory.

Subsidiary: N
Assurance Route:
Previously 
Considered by:

Governance Improvement Group and Executive Management 
Team.
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1. Purpose of the report

The purpose of this report is to set out before the Trust Board, the current mandated 
support offered by NHS England’s National Intensive Support Team.

2. Background

The Trust was placed in National Oversight Framework (NOF) 4 in July 2021 and 
therefore the Recovery Support Programme (RSP); this was as a result of the Trust 
being in the previous regime of financial special measures and recognition that 
further pace, focus and support from the National Intensive Support Team was 
needed for operational performance, workforce, maternity, serious incident 
management and safeguarding.  The Trust is also receiving specific support for 
maternity via the Maternity Safety Support Programme also provided by NHS 
England and is working in tandem with the National Intensive Support Team.

3. Scope of Mandated Support

The accompanying appendix sets out the team from NHS England’s National 
Intensive Support Team, led by two Intensive Support Directors charged with working 
with the Trust Board and senior leaders to support change and be a critical friend, to 
ensure that patients receive good quality and consistent care. 

In addition to knowledge sharing and expertise provided by NHS England’s National 
Intensive Support Team, the ability to initiate change sometimes requires additional 
resource, hence the non-recurrent financial investment of £630,500 for 2022-23.  
Financial support this year includes patient experience staff and a lead for equality, 
diversity and inclusion; although these specific areas aren’t identified in the RSP exit 
criteria, it is acknowledged that without this investment which could not be provided 
by the Trust, improving outcomes for patients and the experience of staff would be 
hindered. 

The appendix sets out the focus of support from the National Intensive Support Team 
from September 2022 onwards.  You will have seen in a related paper presented at 
Trust Board that progress has been made against the current RSP exit criteria in 
relation to safeguarding, serious incident management and leadership; however, 
these criteria may remain and be reshaped to address the current challenges.  
Further progress is urgently required to meet the standards for transition from RSP to 
National Oversight Framework segment 3 in maternity, finance, urgent and 
emergency care, elective care and workforce.  It was estimated at the point when the 
Trust entered RSP, that the Trust would be able to transition from RSP to National 
Oversight Framework segment 3 during quarter 3 of 2022-23; however, this transition 
date is unlikely to be met.  

The Trust has been invited to an RSP Review meeting scheduled for 24 November 
2022 with the Executive Chief Officers of NHS England where the progress to date 
will be the focus of discussion. At that point it is anticipated that the RSP exit criteria 
will be fully reviewed and reshaped and the RSP transition date extended.
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4. Next Steps

It is the intention of the Intensive Support Directors to update this Trust Board on 
progress on a quarterly basis or more frequently on the progress of sustained trends 
of improvement relating to RSP and the Trust’s eventual transition to National 
Oversight Framework segment 3.

5. Recommendation

The Trust Board is asked to note the content of the report. 
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National Intensive Support Team – 
working to support East Kent University Hospitals 
NHS Foundation Trust

From September 2022 onwards
This scope solely sets out the contribution of the National Intensive Support Team, but we are cognisant of the significant 
contribution of colleagues in the South East Region and Kent and Medway ICB.

NHS England 
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• The National Intensive Support Team’s aim is to ensure ongoing improvement in line with the 
Recovery Support Programme (RSP) Exit Criteria:

• Support
• Increase bandwidth
• Critical friend
• Draw on and secure resource 

Our purpose

Our values
Committed Collaborative and Creative
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Our team 
Name and title Background and role

Dr April Brown 
RGN BSc DHRes

Intensive Support 
Improvement Director 

April has had a varied career in the NHS of over 30 years in nursing practice, the Department of Health, the National 
Patient Safety Agency, healthcare regulation and during 2020 and 2021 as interim Chief Nurse at the Queen Elizabeth 
Hospital NHS Foundation Trust where she was executive lead for the COVID-19 vaccinations, winter flu campaign and 
was the professional leads for all nurses, midwives and allied health professionals.  April was the first black and minority 
ethnic Chief Nurse in the East of England.  Whilst working at the Department of Health she was the London lead for 
international recruitment and later an interim international nursing and midwifery officer for England whereby she worked 
with the Foreign and Commonwealth Office and the World Health Organisation. April completed a Doctorate in Health 
Research in 2013 at the University of Hertfordshire (http://uhra.herts.ac.uk/handle/2299/12304) on the impact of the 
modern matron on care quality. April is a Florence Nightingale Scholar for Research and  for  Senior Leadership.

Annemarie Vicary
RN DipHE BSc MSc Certified 
Fellow CIPD

East Kent Integrated Care 
Partnership (ICP) Workforce 
Programme Director and 
Intensive Support Director

Annemarie is the workforce lead for the Intensive Improvement Directorate and has had a varied career in the NHS 
with over 20 years in nursing practice,  national and regional experience with NHSE/I, CCG commissioning and acute 
Ops and healthcare.  Annemarie has experience of workforce redesign to deliver a single site trauma service, One Stop 
Breast Service and commissioning of a community Urology diagnostic hub.  During the Covid-19 pandemic, Annemarie 
has successfully delivered a national intensive safety support programme for Infection Prevention Control, focusing on 
nosocomial infections.   On a personal  level Annemarie has recently supported her local Trust with their COVID-19 
vaccination programme and is currently a member of the Improvement Directorate EDI group.  She is working on the 
implementation of #seemefirst campaign within Directorate along with being a NHSE/I Freedom to Speak up Guardian. 

    David Hill

Productivity & 
Financial Improvement 
Director
ACMA BSc (Hons)

I am an experienced leader with a strong belief of helping deliver an NHS that provides the highest quality services for 
patients. I have had the privilege of working closely with the leadership and stakeholders of some of the most 
operationally and financially challenged NHS organisations to plan and implement organisational and financial 
improvements to ensure safe and sustainable services for patients. At NHS England, I was programme director for the 
national financial improvement programme for two years, and prior to this I spent many years reviewing and providing 
assurance on NHS transactions, major capital builds, and on aspirant NHS foundation trusts by reviewing the leadership, 
corporate and quality governance, strategies, short and long term finances, and the supporting business cases to ensure 
that the organisations were in a strong position to deliver quality services sustainably for the foreseeable future.  
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Our team 
Name and title Background and role

Hazel Doughty
BSc FCA

Intensive Support
Deputy Director

Hazel has worked on a wide range of NHS trust financial improvement and assurance projects, including annual 
plan deep dives, CIP reviews, support and challenge of business cases and regulatory trust oversight. She also 
has experience in supporting providers with preparation for CQC well led inspections, providing assurance and 
challenge around financial planning and governance and providing direct support to providers when developing 
and implementing regulator required improvement plans. Hazel’s  previous experience includes programme 
management of a large central procurement, external audit and restructuring, as well as private sector financial 
control.

Shruthi Belavadi
MSc

Intensive Support
Deputy Director

Shruthi is an experienced quality improvement, compliance and governance professional with over 14 years of 
NHS experience in commissioning, provider and regulatory sector. She is a strong quality assurance professional 
with experience of leading CQC inspections and is skilled in quality governance, patient safety, patient experience, 
quality improvement and performance management. Shruthi has a successful track record of delivering complex 
transformation programmes of work on time to the highest standard. She is pro-active, innovative, resourceful & 
creative with excellent trouble shooting skills. She is passionate about people development and processes and 
thrive on working on multiple priorities. She is a natural leader, promoting teamwork and efficiency. Shruthi has 
excellent communication skills and can adapt her style to suit wide range of people. 

   
Diane Fuller
BSc, MBA

Intensive Support
Deputy Director

Diane has a background in nursing but the majority of her over 30 years NHS career has been in general 
management working in Acute Trusts including as a director of operations. Diane went on to join the Emergency Care 
Improvement Support Team and worked as an Improvement Manager ahead of becoming a Senior Improvement 
Manager leading a small multi-disciplinary team to support multiple systems to redesign services to deliver key 
operational and quality urgent and emergency care standards. Diane was Programme Director on patient flow within 
the Beneficial Changes Network supporting systems across the country to share good practice emerging from Covid-
19 and to develop and implement this good practice. Diane recently joined the Intensive Support Team as a Deputy 
Improvement Director.
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Our team 
Name and title Background and role

Mai Buckley MBE
RM MSc
Maternity Improvement
Advisor

Experienced Director with a demonstrated history of working in the hospital and health care industries. Mai   is skilled in 
Management, Healthcare Management, Healthcare, Project Management, and Strategic Planning. Mai achieved her MSc 
from the University of Surrey which had a focus on maternity care. Mai  was awarded with an MBE  during  2020.

Clare Carter Jones
RN BSc (Hons) MRes

Senior Manager 

Clare has nearly 20 years clinical and operational experience, with a background in emergency, cardiology and acute 
medicine where leadership roles combine with high profile improvement work in quality, patient safety and clinical education. 
Clare was an NIHR fellow, completing a master’s  in clinical research and is also an IHI trained QI coach. Clare has 
experience with supporting organisations with optimising patient flow and has expertise in creating high performing clinical 
teams; leading with compassionate, collective leadership. Clare supports NHS providers with workforce optimisation, 
recruitment and retention and professional leadership supporting the clinical quality agenda.


Annette Enzor

Project Support Coordinator
AAT

Annette has extensive experience of working within the NHS Primary Care setting, supporting large scale team 
working, colleagues  with complex pieces of work, or operating smaller scale projects as required   She offers 
knowledge of stakeholder management, project documentation and reporting, and can provide good liaison skills to 
ensure projects run as smoothly as possible. Having recently completed the Prince 2 Practitioner level qualification, 
Annette will be supporting us in co-ordinating our interactions with you.
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Our structure for East Kent – 
National Team for Intensive Support 

Annemarie Vicary
 Intensive Support Improvement 

Director
 *Focus on Workforce, SI’s, 

Operational Delivery

Dr April Brown
 Intensive Support Improvement 

Director 
*Focus on Oversight of maternity with 

MSSP, safeguarding, leadership and 
governance, finance

Clare Carter-Jones 
Senior Manager

Diane Fuller
 Intensive Support Deputy 

Improvement Director

Tracey Fletcher
Chief Executive

East Kent Hospitals

Caroline Kurzeja
National Director – Intensive 

Support

David Hill
Improvement Director

Finance – until end September 
2022

 Hazel Doughty
Intensive Support Deputy 

Improvement Director

Shruthi Belavadi
Intensive Support Deputy 

Improvement Director
To Mid Dec 2022

Annette Enzor
Project Support

Mai Buckley
Maternity Improvement 

Advisor

Sacha Wells Munro
Deputy Chief Midwifery 

Officer for England
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RSP focus Contribution NHSE 
Lead

Trust 
Lead

Working to achieve and deliver beyond the following exit 
criteria

Leadership and 
Governance

• Contribute and continue to provide critical 
friend feedback on board and sub committee 
meetings, content, culture and structure and 
share best practice.

• Work with the Senior Responsible Officer 
(SRO) to provide Care Quality Commission 
(CQC) well led readiness sessions for the board 
and the executive team.

• Continue to work with executive colleagues on 
risk and attend the executive risk assurance 
group and contribute to the reshaping of 
Executive Risk Assurance Group (ERAG) and 
refinement of the corporate risk register.

AB TF •  Changes to executive leadership team made, with clear 
roles and responsibilities.
•  Executive leadership development plan in place with 
assurance progress is being made, currently active.
•  Evidence that Board is sighted on key risks and takes 
action with mechanisms in place for external and internal 
assurance.

RSP Intensive Support focus from September 2022 – 
December 2022 – 4  

Financial contribution 2022-2023 Personnel contribution

NIL Improvement Director
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• RSP focus
• Contribution
• Accountability
• Impact 

RSP Intensive Support focus from September 2022 
– December 2022 - 5

RSP focus Contribution NHSE 
Lead

Trust 
Lead

Qualitative and Quantitative impact

Operations
Cancer and 
planned care

• Continue attendance at Touch point meeting 
with Trust and Integrated Care Board (ICB) 
colleagues, acting as critical friend

• Improve management of cancer and planned 
care  

AMV RC • Improved process and governance to support optimum 
performance.

Measured by: Identification of potential big wins, identification 
and forward plan to manage backlogs, robust harm review 
process

Operations
UEC

• Provide critical friend feedback on the content 
and delivery of the integrated emergency care 
improvement plan and associated 
workstreams 

• With a specific focus on the Trusts agreed 
priority areas:

• Compliance with Internal Professional 
Standards

• Same Day Emergency Care (SDEC) 
scope and timeliness

• Pathway zero optimisation
• Board round discipline (ECIST)

AMV 
/ DF / 
CCJ

RC Development of one version of the truth, integrated  emergency 
care improvement plan to focus internal and external resources 
on optimised delivery.

Measured by: Monthly reporting against agreed integrated 
improvement plan including
• Improved timeliness of senior decision making in Emergency 

Department (ED)
• Reduction in time from arrival to access specialist care/ 

opinion
• Reduction in time from arrival to access SDEC pathways 
• Increased admission avoidance SDEC activity
• Reduction in 12-hour breaches 
• Increase in percentage of pathway 0 discharge  

Operations 
Elective
Endoscopy

Continue to connect with SE NHSE 
regional endoscopy support

AMV/
E 
Forster

RC • Reduction in DMO1 and therapeutic patient numbers
• Implementation of GIRFT recommendations

Measured by:   Trend in the right direction for DM01 and 
therapeutic, harm reviews, 20% Getting it Right First Time 
(GIRFT) recommendations implemented 

Financial contribution 2022-2023 Personnel contribution

NIL Improvement Director, 
Deputy Improvement Director and  Senior Manager
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Exit criteria – Urgent Emergency 
Care (UEC)

Presentation title

• Improved grip and attainment of improvement trajectory in UEC whole 
pathway performance.

• Improved trajectory in cancer performance and delivery of standards.

• Elective recovery plan implemented delivering against trajectory with 
continued reduction in 52ww and P2 patients.
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Quality - SIs • Attend and contribute as critical friend serious 
incident Declaration panel meetings and the Quality 
and Safety committee.

• Work with the Exec Director of Governance for 
review of capacity for incident management at care 
groups and with defining accountability for quality 
governance 

• Review of effectiveness of governance process in 
relation to incident management and learning. This 
includes review of line of sight between point of care 
to Trust Board 

AMV/ 
SB

TI • Improvement on timely clinical discussion, reviews 
and overall management of SIs

• Development of plans to encourage learning from 
incidents.

• Development of accountability framework for quality 
governance.

• Improved discussion and timely escalation of 
incidents and safety issues from point of care to the 
Board.

Measured by: Learning plan for the year, agreed 
accountability framework, reduction in time to declare 
and complete investigations 

Quality - 
Safeguarding

• Attend and contribute to safeguarding meetings and 
ensure improvement plan is delivered. 

AB SS • Robust safeguarding plan established with continuous 
cycle of review, assessment and implementation of 
best practice and learning in situ and active. 

RSP focus Contribution NHSE 
Lead

Trust 
Lead

Qualitative and Quantitative impact

Financial contribution 2022-2023
Governance - SIs

Datix Support £69k and carry over from 2021-22 for patient safety 
deputy director

Financial contribution 2022-2023
Governance - safeguarding

Nil but acknowledge carry over from 2021-2022 for interim 
safeguarding lead

RSP Intensive Support focus from September 2022 
– December 2022 - 6
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• Process for handling Serious Incidents (SIs) has been reviewed and improved 
with evidence of delivery, leadership and alignment to the Trust governance 
process.

• Robust safeguarding plan established with continuous cycle of review, 
assessment and implementation of best practice and learning.

Exit Criteria – SIs and Safeguarding
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Maternity • Contribution into governance meetings.
• Financial contribution to strengthen leadership, 

governance and support for staff before during and after 
the Kirkup publication.

• Ongoing support to address the recommendations from 
the Maternity Safety Support Programme.

• Specific support leading up to, during and post publication 
the Independent Report into East Kent Maternity Services 
(IIEKMS). 

MB SS •  Improved maternity governance process in place 
with assurance staff understand processes to follow 
and is being used effectively and routinely.
•  Evidence of improvements in service with clear 
process for providing evidence of compliance and 
completed regulatory actions.
•  Evidence of continued maternity service user 
engagement with specific focus on co-design.

Financial contribution 2022-2023
Governance - SIs

Governance maternity lead £118k

Part funding deputy medical director £24k

Programme manager IIEKMS £46k

2 x RNs, for wellbeing and counselling in Maternity £32K

RSP focus Contribution NHSE 
Lead

Trust 
Lead

Working to achieve the following exit criteria

RSP Intensive Support focus from September 
2022 – December 2022 - 7
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• Improved maternity governance process in place with assurance staff understand 
processes to follow and is being used effectively and routinely.

• Evidence of improvements in service with clear process for providing evidence of 
compliance and completed regulatory actions.

• Evidence of maternity service user engagement with specific focus on co-design.

Exit Criteria – Maternity
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Finance • Support the Trust to provide assurance to the ICB on 
the development and implementation of the Financial 
Recovery Plan (FRP) to gain formal ICB support for the 
FRP.

• Support efficiency development  & delivery and  focus 
on premium pay oversight and reduction for FY23 and 
beyond (e.g. fortnightly Corporate and Care Group 
development sessions).

• Continue to support organisation financial 
consciousness. 

HD PC • FRP formally supported by local system 
stakeholders.

• Financial Improvement Oversight Group (FIOG) re-
focussed and re-energised.

• Improved Greening of efficiencies and overall 
confidence in delivery of FY23 target;

• Efficiencies Plan for FY24 developed;
• Premium pay overseen more  effectively with  an 

aim of reduced reliance and spend.
• Financial consciousness improved through Staff 

Zone engagement & regular messaging;
Measured by: Signed off FRP, functional FIOG, % CIPs 
green 22/23, 

Financial contribution 2022-2023

Finance Improvement Director
£118.5k

RSP Intensive Support focus from September 
2022 – December 2022 - 8

RSP focus Contribution NHSE 
Lead

Trust 
Lead

Qualitative and Quantitative impact
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Exit Criteria - Finance
• Agreed Financial Recovery Programme (FRP) supported by clear evidence base, signed off 

by the board and agreed with the Integrated Care System (ICS) that is compliant with 
financial improvement trajectories agreed by NHSE and system.

• Evidence of improved delivery against agreed financial plans, trajectories and envelopes  – 
will update this section with more detail once approved.

• Robust oversight, financial controls and processes are in place and overseen 
through appropriate financial governance procedures.

• The trust and system have a shared understanding of risks to the financial plan and have 
agreed mitigations in place.
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• RSP focus
• Contribution
• Accountability

RSP Intensive Support focus from 
September 2022 – December 2022 - 2

RSP focus Contribution Accountabilit
y

Qualitative and Quantitative impact

Workforce • Continue to attend People and Culture Committee acting as critical 
friend and share best practice.

• Continue to work with the Chief People officer to ensure complete 
workforce analysis and mitigating actions captured within board 
and committee papers.

• Proceed with progress on consultant job planning and medical 
workforce function and structure to align demand, capacity and 
performance. .

AMV • Improvement of overall oversight and 
assurance of the full workforce position

• Development of clinical job plans that reflect 
the demand and capacity of services, leading 
to supporting improvement in performance 
UEC/planned care and flow

Measured by: 10% increase in completed  job 
plans in line with the Trust TPIP. Development 
of wider workforce reporting within Integrated 
Performance Report (IPR) and details of 
reporting by exception. Financial contribution 2022-2023

Support for workforce plan and apprenticeship schemes - £23.5k

EDI Lead - £70k
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• Evidence of staff and user involvement in improvements and changes made through 
methods of capturing feedback e.g. use of template proformas asking staff how they 
have been involved in specific improvements.

• Staff survey demonstrating an improvement in staff engagement and Trust 
leadership. 

• Increase in the number of staff who complete the staff survey.

• International nursing and Clinical Support Worker recruitment trajectories agreed and 
evidence of delivery against these.

• Staff sickness and vacancy trajectories tracked and responded to in line with other 
Kent & Medway ICS providers with no evidence of being a significant outlier across 
the ICS.
 Evidence of board assurance of trust FTSU policy and process. 

Exit Criteria - Workforce
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Funding 2022 - 2023

RSP Strand Description / Proposal  Funding 
approved

Progress made and impact 

Quality Governance Lead (Maternity)  £118,000  As per 2021-2022.

Supporting 
quality Patient Experience £110,000 Contributed towards the business case to enable delivery 

of the engagement and involvement strategy.

Quality Datix Support  £69,000 Personnel has been difficult to source and has been 
recruited September 2022.

Maternity Contributing to funding Deputy Medical Director in 
maternity £24,000 Yet to commence, but impact will be informed by KPIs 

agreed with the team and the Chief Medical Officer.

Maternity 2 x RNs, for wellbeing and counselling in Maternity £32,000 Discussed with the Wellbeing Lead –  further support in 
relation to Independent Review publication. 

Maternity Maternity culture – working alongside £20,000 Too early to measure impact work commences w/c 26 
September 2022.

Maternity Independent Review into Maternity Services – 
Programme Director £46,000

Ensuring continuation to support the new leadership in 
readiness for and until publication – extended to end 
October 2022 (5 days).

Finance Additional capacity  for DoF by Finance ID David Hill 
to end Sept 2022. £118,500 Working alongside the Directors of Finance to   further 

strengthen the FRP.

Workforce EDI Lead £70,000 EDI lead recruited and in post.

Workforce Support for workforce plan and apprenticeship 
schemes £23,500 Continuation of this role to maximise the apprenticeship 

opportunity.

   Total £630,500  
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Funding 2021 -2022

Description / Proposal Funding approved Progress made and impact 

FTSU Champions and Guardians £152,000
Senior leads are in post.  Early impact has seen an increase in FTSU reports and increased board 
visibility. One post specifically for maternity for 12 months. The total fund has not yet been utilised 
and this is being considered by the Chief People Officer.

Improvement Director Fiona Wise (Maternity 
Focus). Engaged for 4 days per week from April to 
September 2021

£72,000 Liaison and support for staff giving evidence and supporting the CEO in readiness for 
publication. Working with and liaison with the review secretariat.

Transformation Resource £36,000 Has supported the OD team and has made recommendations for further developments in 
leadership education.

Backfill for Company Secretary £28,000 The interim company secretary has led and supported significant change and modernisation of 
risk and governance processes  ie BAF, assurance, agendas.

2nd cohort of the nurse development programme £54,000 Programme which has completed and the Trust has produced an excellent summary which 
contains impactful evidence of learning. 

Governance/patient safety  lead (8 months) £94,000 Currently in post and supporting the Trust with PSIRF readiness.

FMLM Annual Subs re 22/23 £10,000 Resource accessed to support the Chief Medical Officer’s portfolio.

Safeguarding Lead, ISCS to fund for 7 months 
and remaining 2 to be funded by Trust £73,250    Nurse lead now in post to address the external review recommendations.

FID support (3 Months) £45,000 Started in post January 2022 to support the development of the financial recovery plan.

CQC compliance lead (6 months) £100,000 In post from March 2022 to expedite and provide a uniform framework to gathering evidence 
and demonstrating change and improvement.

Total £664,250

19/19 383/409



22/155

1

BOARD COMMITTEE ASSURANCE REPORT TO THE BOARD OF DIRECTORS (BoD) 
PUBLIC

Committee: Meeting Date Chair Paper Author Quorate 
Finance & 
Performance 
Committee 
(FPC)

25 October 2022 Nigel Mansley, 
Non-Executive 
Director

Corporate 
Governance & 
Risk Consultant

Yes No

Appendices: Appendix 1: Community Diagnostics Centre (CDC) Strategy Business Case
Appendix 2: Public Sector Decarbonisation Scheme – Round 3B

Declarations of Interest made:
No declaration of interest was made outside the current Board Register of Interest.
Assurances received at the Committee meeting:

Ratification of 
Virtual Votes 
(Digital 
Recruitment 
Business Case)

• The Committee RATIFIED the outcome of the virtual voting exercise 
carried out outside the meeting cycle.

Month 6 
Finance Report

• Assurance received of the Trust’s financial performance and actions 
planned to address issues of concern.

• The Committee discussed and noted the following key highlights of the 
report:
• The Trust reported a £1.6m deficit in September 2022, which brought 

the year-to-date position to a £13m deficit which is £9m adverse to 
the plan. 

• The main drivers of the adverse position were escalation areas of 
around 60 beds; staff parking charges; Bank and agency due to 
clinical pressures across the Trust; work permits for overseas staff; 
drugs and Cost Improvement Programme (CIP) slippage.

• The Committee queried the opening of the 60 escalation beds and if 
the Trust could get additional funding for that. 

• The Committee noted that substantive staff were being used and 
backfilled by agency staff; 30% of patients were no longer fit to 
reside; and additional 10 beds are included as part of the winter 
bridging arrangements on the winter plan. 

• A deep dive into bank, agency and locum staff will continue with the 
aim of identifying both volume (Whole Time Equivalent (WTE)) and 
price (premium surcharges) variances. This should give a greater 
understanding of premium pay and where to take the most effective 
mitigating actions.

• The Committee received re-assurance that the Trust was drawing on 
the experience from other Trusts in addressing the issues in relation 
to patient demand and flow.

• The Committee requested a graphical illustration of the winter plan to 
be brought to Board at a future meeting. 

• The Committee sought clarification on work permits and noted it 
extended to renewals in addition to permits for new staff.

• The Trust achieved £3.3m efficiency savings in September which 
was £1m above the plan in month and is now £0.6m below the year 
to date plan of £9.3m. 
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• The Group cash balance (including Subsidiaries) at the end of 
September 2022 was £37m which was a £10m decrease from 
August and is slightly less than the plan.

• Total capital expenditure at the end of September was £14.2m 
against a plan of £14.4m. The overspend is not considered to be an 
issue. Re-assurance was received that the Trust is working closely 
with system partners to maximise the available funding to support 
required investments.

Forecast 
Update on 
EKHUFT 2022-
23 Forecast 
Position and 
Assessment of 
further 
Financial Risks

• Assurance received of the latest 2022-23 forecast position and the 
actions planned to mitigate identified risks.  

• The Committee discussed and noted the following key highlights of the 
report:
• The financial position was predicated on delivering an efficiency plan 

of £30m, plus reduce Covid-19 spend by £9m and delivering a 10% 
reduction premium pay spend. 

• There have been a number of financial pressures this year driven by 
high vacancy and sickness plus the opening of additional escalation 
areas to cope with patient demand and flow in the organisation. 

• As at month 6, the consolidated year to date actual deficit of the 
Trust is £13m which is £9m adverse to plan and current run rates 
clearly demonstrate this is unlikely to improve over the remaining 
months of the year.

• Based on the current trajectory the Group Income & Expenditure 
(I&E) forecast deficit is expected to be at least £20m, with a potential 
range £28.2m and £13.1m.

• The Committee noted an outline of how the Trust’s financial position 
sits amongst our Integrated Care System (ICS) partners. The 
Committee also requested a comparison of each ICS partners’ deficit 
to their overall budget.

• The Trust is unable to change its forecast without explicit Board 
approval supported by the Integrated Care Board (ICB) and NHS 
England (NHSE) regional team approval. NHSE are working on 
guidance which will highlight how this can be done.

• The Committee noted it will require a lot of work over the next two 
months to derive a figure (not a range).

• The Committee noted the outline key controls and processes to 
enable the Trust to deliver the best financial position for this year 
including ensuring income from Patient Care streams are maximised; 
clarity on potential fining intentions for non-delivery of elective 
recovery targets.

• The Committee APPROVED recommendations for discussions to 
proceed with Kent & Medway ICB to revise the Trust’s forecast. 

Month 6
Savings and 
Efficiencies 
Update

• Partial assurance received of the savings achieved in September which 
were £3.3m versus a plan of £2.2m (£8.8m delivered year to date).

• The following were the key highlights of the report to the Committee:
• Current pipeline of ideas is valued at approximately £27m.
• The reported savings achieved in September were £3.3m, vs a plan 

of £2.2m.
• The Committee noted the main contributors in month as the non-

recurrent VAT on stock £0.8m), a rates rebate (£0.4m) and non-
recurrent pay savings (£0.8m). 

• Non-recurrent efficiencies totalled £1.8m for the month, or 54% of the 
total (now standing at 52% on a Year to Date (YTD) basis); this will 
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be monitored during the year, as too much non-recurrence will create 
an issue going into 2023-24. The forecast value of which indicates 
c£12m for the full year, as at Month 6.

• The Committee received assurance of the ongoing participatory 
events with the Care Groups and Clinical leadership teams and 
noted some of the schemes are likely to materialise during 2023-24. 

• The Committee requested a plan to be brought to the November 
meeting outlining what is being done differently to support the Care 
Groups.

• The Committee noted the estimated realistic total savings from the 
programme would be between £24m and £27m.

We Care 
Integrated 
Performance 
Report (IPR)

• Partial assurance received of the performance against key metrics for 
2022/23.

• The Committee discussed and noted the following key highlights of the 
report:
• Not fit to reside: 30% of the Trust bed base is occupied by patients 

who no longer need our care, this is directly affecting our ability to 
admit patients in a timely way. The Trust has recently collaborated 
with Kent Community Health NHS Foundation Trust (KCHFT) and 
Kent County Council (KCC) on a plan to improve patient flow. In 
support of the improvement work, additional leadership is being 
provided by an experienced improvement lead in system integration, 
frailty and improving discharge planning and is a shared resource.

• Emergency Department (ED) 12 hour Total time in department: The 
number of patients reported as waiting more than 12 hours in the 
EDs saw a slight improvement in September (11.4% v 12.1% in 
August) with the number of reported 12 hour trolley waits (DTAS) 
showing an increase from 1026 in August to 1126 in September and 
remains an outlier nationally. This deterioration corresponds to the 
increase in the number of super stranded patients reported (283 v 
271 in August). 

• The first phase of the ED build at William Harvey Hospital (WHH) 
was opened on the 26th September creating increased capacity in 
both the Rapid Assessment and Resuscitation units.

• Urgent Emergency Care (UEC) has developed an internal escalation 
plan to support ambulance offload and ensure that patients are 
waiting safely for a bed, the Surgical Admissions Lounge (SAL) as a 
designated area for these patients. 

• 18 week Referral to Treatment (RTT):  There has been good 
progress in addressing our 78 week waits which as at the end of 
September were reduced to 396. 

• Outpatient waits remain problematic. The Committee noted the 
recruitment and retention plan in the outpatient service centre to 
improve the booking process and maximise outpatient capacity. 

• The Committee discussed the benefits of good communication with 
patients, the importance of hydration and explaining waiting times. 
The Committee received reassurance that this practice was ongoing 
and being strengthened.

• The Committee requested by exception reporting to be circulated to 
Board highlighting capacity constraints faced by the Trust. It was 
noted that the daily SITREP report will be explored for this purpose. 

Board 
Assurance 
Framework and 

• Assurance received that risks in relation to ‘Our Future’ and ‘Our 
Sustainability’ are being appropriately mitigated.
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Principal 
Mitigated Risks

• The Committee noted the latest update of the Board Assurance 
Framework (BAF) and Corporate Risk Register (CRR) in relation to ‘Our 
Future’ and ‘Our Sustainability’; and noted the following:
• There are 3 BAF risks and 8 risks on the CRR relating to ‘Our Future’ 

and ‘Our Sustainability’.
• There was no movement on the BAF in relation to ‘Our Future’ and 

‘Our Sustainability’ during this reporting period.
• The Committee received the Quarter 2 Performance data against the 

strategic objectives alongside the BAF risks in relation to ‘Our Future’ 
and ‘Our Sustainability’. This supports the Committee and Board in 
determining whether the Principal risks are appropriately managed, 
whether the risk appetite is set at the right level and whether further 
mitigations are required for the risks.

• The Committee noted the Board Development session in November 
2022 will enable the Board to refresh its risk appetite/ tolerance and 
ensure it is set at the right level.

• The Committee noted the BAF and CRR tracker report which 
includes the current risk rating movement for the past year and the 
projected target risk rating per quarter. 

• In relation to the target risk rating for Quarter 2, the Committee noted 
one risk – CRR 34: Failure to sustain and improve health and safety 
standards across the Trust will result in an increase in incidents 
affecting staff, patients and visitors and could lead to prosecution and 
fines) has not met its projected target risk score at the end of Quarter 
2 due to timing of reporting through the governance structure. The 
risk has been considered by Executive Risk Assurance Group 
(ERAG) in September 2022 and is being recommended to the 
Clinical Executive Management Group (CEMG) at the next meeting 
for a reduction in risk rating to the target risk of 4. The outcome will 
be reported to the FPC following the CEMG approval.

Business Cases • The Committee APPROVED the following, noting the business cases 
posed no/ limited financial risk exposure to the Trust:
• Community Diagnostics Centre (CDC) Strategy Business Case - the 

business case and implementation (subject to final confirmation of 
national CDC and revenue funding from NHSE) and recommended it 
to the Board for ratification. The business case investment is £11.5m 
capital and £26.8m revenue funding over the period 2023-24 to 
2025-26 – funded directly from the National CDC Programme via 
Kent & Medway (K&M) ICB. 

• Kent and Medway Vascular Surgery Decision-Making Business Case 
– the decision-making business case for presentation to the NHS 
Kent and Medway ICB Board and NHSE for final approval. The 
business case includes an achievable service contribution of £261k 
under the preferred option. The Trust has agreed to utilise the net 
surplus of £261k to support the pay costs associated with the service 
enhancement. However, the Trust is still left with an annual shortfall 
of £342k which has been jointly approved by the Kent and Medway 
Clinical Commissioning Group (CCG) and NHSE Specialised 
Commissioning Finance and Performance committees on a non-
recurrent basis for 12 months from implementation of the option, in 
support of the proposed preferred option. 

• Public Sector Decarbonisation Scheme – Round 3B – the business 
case and the energy saving schemes (to pursue a grant award of 
£25.2m to fund heat decarbonisation, PV Solar and energy efficiency 
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measures for the Trust’s acute sites); and recommended it to the 
Trust Board for ratification. The Committee noted this was a 
retrospective approval and if no grant was given, the Trust would be 
unable to proceed with the schemes.

Other items of 
business

None

Referrals from 
other Board 
Committees

• There were no referrals from other Board Committees at this meeting.

Items to come back to the Committee outside its routine business cycle:
None
Items referred to the BoD or another Committee for approval, decision or action:
Item Purpose Date
Board of Directors:
 

1. Community Diagnostics Centre (CDC) Strategy 
Business Case.

2. Public Sector Decarbonisation Scheme – Round 
3B.

Approval 3 November 2022
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REPORT TITLE: COMMUNITY DIAGNOSTICS CENTRE (CDC) STRATEGY BUSINESS 
CASE

BOARD SPONSOR: CHIEF OPERATING OFFICER (COO)

PAPER AUTHOR: DEPUTY DIRECTOR OF STRATEGY & BUSINESS DEVELOPMENT/ 
BHD CDC SITE DIRECTOR

APPENDICES: NONE

Executive Summary:
Action Required:
(Highlight one only)

Decision Approval Information Assurance Discussion

Purpose of the 
Report:

To present the CDC Strategy business case submitted to the National CDC 
Programme (NHSE) for investment in additional CT and MRI diagnostic 
capacity across east Kent over the next three years, as part of expanding 
the established Buckland Hospital CDC hub and spoke model.

Summary of Key 
Issues:

• Developed to deliver the National mandate to increase diagnostic 
capacity through the CDC programme to decrease patient waiting times 
and improve access, particularly to those patients living in areas of 
deprivation. The programme is split into two Phases. Phase 1 in 
2021/22 and Phase 2 for 2022/23 to 2024/25.

• Buckland Hospital in Dover (BHD) established as a CDC in 2021/22 as 
part of an east Kent hub and spoke model. The business case proposal 
is to expand the diagnostic capacity across east Kent over the next 
three years, particularly for CT and MRI, through both additional static 
and mobile/ relocatable provision.

ADDITIONAL CAPACITY PHASING

Modality 2023/24 2024/25 2025/26

CT 1 Mobile CT wef 
October 2023

FYE 1 Mobile CT + 1 
additional mobile CT 

wef October 2024

FYE 2 mobile CT 
scanners

MRI 1 static MRI and 2 
mobile MRI's wef 

October 2023

FYE 2 Mobile MRI's and 
1 Static + 1 additional 
static MRI wef October 

2024

FYE 2 static MRI 
scanners and 2 mobile 

MRI scanners

• The additional capacity will support the Trust in reducing waiting times 
and also go some way in managing growth in demand for these 
diagnostic services that are vital to many planned care pathways.

• The business case investment is £11.5m capital and £26.8m revenue 
funding over the period 2023/24 to 2025/26 – funded directly from 
the National CDC Programme via K&M ICB. 

• The East Kent CDC strategy bid has been submitted to the K&M ICB 
and South East Region NHSE team who have endorsed the approach 
as part of a wider Kent & Medway CDC diagnostic imaging strategy. 
The South East Regional NHSE team will be submitting the K&M ICS 
bid to National DHSC for final funding approval by the end of October 
2022.

• The national CDC revenue funding allocation has been confirmed until 
the end of 2024/25 on an enhanced cost per-test basis. Thereafter it 
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will be funded through the Kent & Medway ICS system financial 
envelope, along with all other diagnostic activity. As this business case 
is part of an overall K&M business case, the ICS is driving this national 
initiative. To mitigate any financial risk, the Trust would not proceed 
with the capital investment bid unless full revenue funding is also 
secured.

• The business case has been reviewed and supported at the 15 
September Strategic Investment Group (SIG), on agreement that the 
following actions are completed:

1) ACTION - Review the cost base to bring the I&E position to 
breakeven.
The Radiology team has reviewed the workforce cost and have 
identified opportunities for cost reduction through reducing the 
Radiologist reporting outsourcing premium cost contingency 
included in the business case and economies of scale that can be 
achieved with mobile van staffing cover. The business case has 
been updated to reflect this and the impact is shown in the table 
below:

STATEMENT OF COMPREHENSIVE INCOME [E]
Incremental impact of scheme on the SOCI of lead organisation

2023/24 2024/25 2025/26 Total
 

£’000 £’000 £’000 £’000
Revenue Income – CDC 
funding 5,263 10,208 11,358 26,829

Pay Costs -2,867 -6,256 -6,964 -16,087

Non-Pay Costs -2,397 -3,953 -4,391 -10,741

Depreciation -403 -498 -585 -1,486

PDC dividends -235 -373 -352 -960

Cash-releasing benefit of 
reducing outsourced reporting 
& mobile staffing requirements

639 215 0 854

Cash-releasing benefit of 
reducing IS mobile provision  657 1,752 2,409

Impact on I&E surplus/ 
(deficit) 0 0 818 818

2) Ensure the QIA and EHIA is completed and signed-off.
These documents have been completed and are attached as 
appendices to the business case.

3) Provide clarity on cost per test/ scan benchmarking. 
The business case delivers a cost per scan that falls within the 
funding parameters as advised by the CDC National team. This 
was confirmed by the South East Regional NHSE panel in August 
2022.

• There are ongoing discussions across Kent & Medway ICB in respect 
of an emergent CDC capital investment overcommitment of £17m 
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against the system £38.87m CDC capital funding allocation. The Trust 
has been part of the options evaluation process over the past week and 
has offered a £2.3m reduction in its capital funding ask as a 
contribution to cover the gap. This would be achieved by converting a 
static MRI at K&C into a mobile/ relocatable solution and deferring the 
purchase of a second mobile MRI by 1 year. If this is accepted, this will 
not change the CDC strategy model of care, but will reduce the Trust 
owned capacity by circa 3,000 MRI scans in 2023/24. It will also reduce 
the revenue costs of investment through lower capital charges. This 
does not however impact on the decision whether or not to invest in the 
CDC CT and MRI diagnostic capacity in this business case as this will 
continue to have a significantly positive impact on reducing waiting lists, 
waiting times and improving performance.

• The business case was presented to CEMG and approval given. The 
business case is being presented to the FPC in line with the Trust 
governance process. 

Key 
Recommendation(s):

The Board of Directors is asked to discuss and APPROVE the business 
case and implementation (subject to final confirmation of national CDC and 
revenue funding from NHSE) and recommend it to the Board for 
RATIFICATION.

Implications:
Links to ‘We Care’ Strategic Objectives:

Our patients Our people Our future Our sustainability Our quality and 
safety

Link to the Board 
Assurance 
Framework (BAF):

None

Link to the 
Corporate Risk 
Register (CRR):

None

Resource: No
Legal and 
regulatory:

No

Subsidiary: Yes 2Gether Support Solutions (2SS) will be requested to provide 
procurement and additional equipment maintenance and 
cleaning services. 2SS have been fully engaged in the CDC 
development as it has progressed and the financial impact will 
be included in the final funding bid submission.

Assurance Route:
Previously 
Considered by:

Ahead of the business case, the CDC Strategy has been presented to and 
supported by:

• East Kent CDC Strategy Group (with key external partners) 
• East Kent Clinical Senate
• East Kent Health Care Partnership (HCP) Board 
• K&M Imaging Network Steering Group (KMIN)
• K&M Imaging Network Board (KMINB)
• EKHUFT Executive Management Team (EMT)

The detailed CDC business case has been reviewed and supported by:
• NHSE Regional team
• Strategic Investment Group (SIG) – 15 September 2022
• Clinical Executive Management Group (CEMG) – 12 October 2022
• Finance and Performance Committee (FPC) – 25 October 2022
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REPORT TITLE: PUBLIC SECTOR DECARBONISATION SCHEME – ROUND 3B

BOARD SPONSOR: DEPUTY CEO/CHIEF STRATEGY OFFICER

PAPER AUTHOR: INTELLIGENT CLIENT;
DIRECTOR OF TECHNICAL SOLUTIONS; AND CAPITAL 
PLANNING, 2GETHER SUPPORT SOLUTIONS

APPENDICES: NONE   

Executive Summary:
Action Required:
(Highlight one only)

Decision Approval Information Assurance Discussion

Purpose of the 
Report:

The purpose of this paper is to seek authority and support for this 
business case and to pursue a Grant Award of £25.2m to fund 
heat decarbonisation, PV Solar and energy efficiency measures 
for the Trust’s three acute hospitals.

Summary of Key 
Issues:

A successful grant award and project would (based on the Trust’s 
current gas and electricity tariffs);

• Secure £25.2m of grant funding towards a £28.6m capital 
project.

• Advance the Trust’s True North objectives to decarbonise the 
estate – using funding that the Trust would otherwise need to 
find from alternative sources.

• Reduce the Trust’s Backlog Maintenance total by £4.0m (cost 
avoidance).

• Reduce the Trust’s natural gas consumption by 18,325,141 
kWh p.a. – saving 3,370teCO2 p.a. (PSDS carbon calculation 
methodology). Contributing a 21% reduction in C02.

• Reduce exposure to natural gas market price escalation and 
volatility – saving £1.1m on gas expenditure (Q1 2022 prices) 
and £2.4m (Q3 2022 prices).

• Deliver a minimum of £300k p.a. of net energy cost savings.
• Provide improved temperature regulation and patient & staff 

comfort to selected buildings.

Key 
Recommendation(s):

The next round of PSDS opens in October 2022 on a first-come 
first-served basis. It is expected to be significantly oversubscribed.

Projects are to be completed within 24-months before the end of 
the PSDS in March 2025. There is currently no other means of 
subsidy for heat decarbonisation projects. The final round of 
awards anticipated in Q3 2023 would have only 12-months for 
project delivery – this is insufficient for the delivery of the 
proposed projects, so an application in this 2022 3B round is 
highly recommended. 

Under the current political landscape, the funding allocated to the 
scheme (launched by Rishi Sunak in 2020) has been earmarked 
for potential reallocation into a domestic energy efficiency 
programme in response to the UK energy and cost-of-living crisis. 
As such, there is a risk that PSDS may be closed to new 
applications after round 3B.
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The Board is asked to NOTE that the submission was uploaded 
on 12 October 2022. It is expected that the outcome of the Trust’s 
submission will be published in December 2022 or January 2023.

It is recommended that the Board APPROVE this business case 
and the energy saving schemes detailed within.

Implications:
Links to ‘We Care’ Strategic Objectives:

Our patients Our people Our future Our 
sustainability

Our quality 
and safety

Link to the Board 
Assurance 
Framework (BAF):

None

Link to the Corporate 
Risk Register (CRR):

None

Resource: Yes Estates resource to provide technical enabling to install 
the carbon reducing heat pumps and associated 
equipment.

Legal and regulatory: Yes Supports net zero by 2040
Subsidiary: Yes 2gether Support Solutions (2gether) will project manage 

and provide the technical resources to enable the carbon 
reducing equipment installations.

Assurance Route:
Previously 
Considered by:

The business case has been considered and signed off by the 
Trust’s Chief Finance Officer and Deputy Chief Finance Officer.
The business case has been approved at the Strategic 
Investment Committee on 15 September 2022 and FPC on 25 
October 2022.
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BOARD COMMITTEE ASSURANCE REPORT TO THE BOARD OF DIRECTORS (BoD)

Committee: Meeting Date Chair Paper Author Quorate 
Quality and Safety 
Committee 
(Q&SC)

27 October 2022 Raymond 
Anakwe, Non-
Executive 
Director (NED)

Corporate 
Governance & 
Risk Consultant

Yes No

Appendices: None
Declarations of Interest made:
No declaration of interest was made outside the current Board Register of Interest.
For Board attention:

1. The Committee noted the sustained pressure at the front door; high number of patients 
being cared for in corridors and other non-clinical areas; and high number of inpatients 
who no longer meet the criteria to reside (C2R) was worrying. The Committee felt the 
Trust required a commitment from our partners to make discharge processes as 
straightforward as possible and to ensure there is system wide 7-day working.

2. The Committee noted the impact of the Independent Investigation into East Kent 
Maternity Services (IIEKMS) report and reflections from staff.

3. The Committee celebrated the 2 week cancer performance being nationally recognised.
4. The Committee noted that that more work needed to be done at Board level with regards 

to setting the Trust’s risk appetite; and noted it was planned for the Board Strategy 
Development session in November 2022.

Assurances received at the Committee meeting: 

Integrated 
Performance 
Report (IPR) – 
We Care 
Breakthrough 
Objectives & 
Watch Metrics

• Partial assurance received of the True North metrics and breakthrough 
objectives for September 2022.

• The Committee had a robust discussion and noted the following key 
highlights of the report:
• Mortality (Hospital Standardised Mortality Ratio (HSMR)):  The data 

released in June 2022 reflects the 12 month rolling position. This 
remains ‘lower than expected’. This translates as the Trust lying 17th 
out of the 121 acute non-specialist trusts on the Telstra Health 
platform. 

• The Committee raised a point about non-reliance on averages and 
whether issues can be picked up at ward level for example using 
the fractured neck of femur patients and if a different metric could 
be picked up every month.

• The Committee noted that it was limited what can be done at ward 
level but more detail would be included in the report to the 
Committee in November onward following review at the Mortality 
Surveillance Group. 

• The Committee agreed that the Lead Executive Directors should 
look at the best way of presenting thematic rolling analysis with the 
incoming Chair of the Committee. This is in order to provide a 
deeper level of assurance to the Committee. 

• The Committee queried the Statistical Process Control (SPC) chart 
and if our 5-year mortality target is ambitious enough, noting that in 
order to challenge our position and constantly improve, a reset of 
the target should be considered.

• The Committee noted the Trust remained adversely above 
trajectory for C difficile infections and challenged the way the data 
was presented as it did not reflect the impact of patients coming to 
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harm if the performance for the Trust is green. This could be 
misleading to the Board.

• It was agreed that the presentation of the data will be reviewed in 
light of the concerns raised by the Committee.

• Incidents with harm: There were 33 incidents reported in September 
2022 with a severity score of moderate and above – which is above 
threshold for the second month. The highest contributor to harm 
was care/treatment with 9 harm incidents, an increase from the 
previous month. The second highest contributor with 7 incidents is 
delay/failure. The third highest is falls with 5 harm incidents. The 
Deputy Chief Medical Officer (CMO) and corporate governance 
team are supporting with reviewing care/treatment and delay/failure 
incidents. 

• The number of repeat fallers increased in September to 13 from 6 in 
August but still remains lower than the monthly average. It was also 
identified that there were themes with the inappropriate use of 
sedatives which is currently being investigated and a summary 
provided to the Committee once complete.

• The Committee received re-assurance that this was identified very 
quickly by improved safeguarding processes. 

• 18 week Referral to Treatment (RTT):  There has been good 
progress in addressing our 78 week waits which at the end of 
September were reduced to 396. 

• The pressure at the front door remains. An increase in staff 
sickness has been noted.

• Theatre session opportunity: The current performance shows an 
increase in September with 45 sessions not used. This is broken 
down into a number of contributing causes although these are not 
directly visible in the report. The deputy for the lead Executive 
Director agreed to consider if a different breakdown of the data 
might be more helpful, e.g. including late theatre starts, early 
finishes, late cancellation of theatre sessions and underbooked 
sessions. The deputy to the lead Executive reported a particular 
focus on ophthalmology session opportunity, with focussed work on 
this pathway.

• Increased focus on outpatient transformation.
• Emergency Department (ED) 12 hour Total time in department: 

Challenges at the front door continues. With 30% of the Trust bed 
base occupied by patients who no longer need our care, this is 
directly affecting our ability to admit patients in a timely way.

• The Committee noted the increasing numbers of patients being 
treated via Same Day Emergency Care (SDEC) pathways and 
asked for assurance that this represents ED or inpatient admission 
avoidance in that these are patients who otherwise would have 
presented to our EDs. The lead Executive undertook to look into this 
and to report back.

• The Committee felt the numbers were worrying and the Trust 
require a commitment from our partners to make discharge 
processes and communication as straightforward as possible and to 
encourage 7-day working.

• Re-assurance was provided to the Committee about the Trust’s 
attention to this matter and that EKHUFT, Kent Community 
Healthcare NHS Foundation Trust (KCHFT) and Kent County 
Council (KCC) have collaborated on a plan to improve patient flow. 
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This involves proactive collaboration focussed on three priorities, 
SDEC, Virtual ward, Bridging.

• The Committee questioned the reported frequency for patients who 
had unplanned ED reattendances (14.2%). This was felt to be 
worryingly high. The lead Executive agreed to investigate this and to 
report back.

• The Committee queried the complaints response which is below 
threshold and received assurance that the complaints backlog for all 
the Care Groups except Maternity has been cleared. 

• The Committee requested assurance that a process is established 
that enables the Trust to stay on top of complaints.

Corporate 
Principal 
Mitigated Quality 
Risks

• Assurance received that risks in relation to ‘Our Patients’, ‘Our People’ 
and ‘Our Quality and Safety’ are being appropriately mitigated.

• The Committee APPROVED the latest update of the Board Assurance 
Framework (BAF) and Corporate Risk Register (CRR) in relation to ‘Our 
Patients’, ‘Our People’ and ‘Our Quality and Safety’; and noted the 
following:
• There was no movement on the BAF and CRR in relation to ‘Our 

Patients’, ‘Our People’ and ‘Our Quality and Safety’ during this 
reporting period.

• The Committee received the Quarter 2 Performance data against 
the strategic objectives alongside the BAF risks in relation to Our 
Patients’ and ‘Our Quality and Safety’ which supports the 
Committee and Board in determining whether the Principal risks are 
appropriately managed, whether the risk appetite is set at the right 
level and whether further mitigations are required for the risks.

• The Committee noted the Board Strategy Development session in 
November 2022 will enable the Board to refresh its risk appetite and 
ensure it is set at the right level. This has not been reviewed for 
some time and was considered a priority.

• The Committee noted the BAF and CRR tracker report which 
includes the current risk rating movement for the past year and the 
projected target risk rating per quarter. 

• In relation to the target risk rating for Quarter 2, the Committee 
noted 1 BAF risk (BAF 34 – Constitutional targets) and 3 risks on 
the CRR (CRR 122 – midwifery staffing); CRR 110 – paediatric 
services; and CRR 125 – nutrition and hydration) had not met the 
projected risk scores. The Committee received assurance of the 
planned actions for each of the risks.

• The Committee queried the existing control in relation to regular 
walk arounds by the Maternity Safety Champions in respect of BAF 
39 (IIEKMS risk) and felt this control may not be effective and other 
key controls needed to be considered. The Committee were re-
assured that this risk was being reviewed in light of the IIEKMS 
report and will be further updated to include key controls to mitigate 
the risk.

• The Committee commented on BAF 31 (infection control risk) and 
felt the risk needs to be reviewed in the context of C difficile 
infections and harm.

Key Operational 
Escalation 
Issues – Lead 
Executives
(Verbal):

• The Committee noted the following key highlights:
• Ongoing pressure and impact on safe staffing levels on wards. 
• Impact of the IIEKMS report across maternity and the rest of the 

workforce has been significant. Staff have accepted it as a 
challenge; and more staff are now speaking up.
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• Increased pressure from regulators and the Integrated Care Board 
(ICB).

• The Committee requested that staff communications should be 
regularised around progress being made and a reminder that staff 
should try to remain kind and compassionate despite the pressures.

National 
Inpatient Survey 
2021

• Partial assurance received of the National inpatient survey results for 
the Trust in 2021.

• The following were the key highlights of the report to the Committee:
• The NHS Patient Survey Programme (NPSP) is commissioned by 

the Care Quality Commission (CQC).
• The CQC use the results from the survey in the regulation, 

monitoring and inspection of NHS acute trusts in England.
• The full results of the annual 2021 survey were published in 

September 2022.
• The Trust score overall remains the same at 7.9 and is below the 

national average of 8.1; the analysis of the results indicates that the 
Trust needs to:
o Improve the sharing of information with patients from all staff 

members when discharge planning.
o Improve quietness of the hospital environment at night.
o Ensure patients privacy and dignity is maintained at all times, 

especially when discussing conditions and treatment.
o Improve length of time patients are waiting for hospital 

admission and a bed by continuing to improve theatre utilisation 
and patient flow.

o Improve how our patients keep in touch with family and friends 
during their stay in hospital.

o To reduce the practice of moving patients between wards at 
night.

• The Committee noted the actions being taken to improve 2022 In-
patient survey results and the improved governance processes that 
are in place to monitor progress. 

Other items of 
business

The Committee noted the following:
• Receipt of a notification of prevention of future deaths regarding a 

recent inquest.
• Recent never event.
• Mr Andrew Catto has been appointed as a new Non-Executive Director 

to the Trust and will be the incoming chair of the Quality and Safety 
Committee. He will take up post on 1 November 2022.

Referrals from 
other Board 
Committees

Integrated Audit and Governance Committee (IAGC): 
• Oversight of end to end governance of the IIEKMS action plan following 

sign off from Clinical Executive Management Group (CEMG). This is for 
further discussion with the Board.

Items to come back to the Committee outside its routine business cycle:
None
Items referred to the BoD or another Committee for approval, decision or action:
Item Purpose Date

None Assurance 3 November 
2022
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BOARD COMMITTEE ASSURANCE REPORT TO THE BOARD OF DIRECTORS (BoD)

Committee:  Meeting Date Chair Paper Author Quorate
Integrated Audit 
and Governance 
Committee 
(IAGC)

18 October 2022 Olu Olasode
Non-Executive 
Director (NED)

Board Support 
Secretary 

Yes No

Appendices: None

Declarations of Interest made:
No additional declarations of interest were made.

Assurances received at the Committee meeting: 
Agenda item 1
(Regulatory 
Compliance 
Group (RCG) 
Chair’s Report)

• The Committee received assurance from the RCG Chair Report, noting 
key elements of discussion:
• Extensive discussion about the purpose of the Group, review of its 

Terms of Reference (ToR), governance structure within the Trust, 
and whether the required assurance of robust reporting and 
oversight from other Groups was now in place, e.g. Maternity and 
Neonatal Assurance Group (MNAG) and Journey to Outstanding 
Care Programme Steering Group.  The Group Company Secretary 
(GCS) took an action in alignment with the governance mapping 
work to review the reporting structure and whether assurance is 
provided by other Groups, as well as a further review of the RCG 
ToR.

• Report from the Policy Authorisation Group (PAG) for the period 
June to August 2022, noting 39 of 230 policies (17%) on the 
4policies system past their review dates.  The Committee supported 
the identification of new PAG members, particularly within 
Safeguarding, Surgery & Anaesthetics, Equality Diversity and 
Inclusion (EDI), Compliance and Assurance, and Clinical Audit, to 
ensure the appropriate provision of additional membership.  

• Freedom of Information (FOI) Act Activity and Compliance Report for 
the period April to July 2022, noting 217 requests received and 216 
had been closed.  The Information Commissioner set level of 
compliance of 90% and the Trust achieved 90.1% compliance for the 
first quarter of 2022/23 (April to June 2022), and 92.3% for the four-
month period April to July 2022.  The Committee approved the 
revised FOI Policy and compliance metrics for publication on the 
Trust website.  It was noted monthly summary reports on FOI themes 
will be presented to the Executive Management Team (EMT).

• The Committee emphasised the importance of focusing on the 
completion of the governance mapping work to be reported to IAGC.

Agenda item 2
(Executive Risk 
Assurance 
Group (ERAG) 
Chair’s Report)

• The Committee received assurance from the ERAG Chair Report and 
the process by this Group in reviewing the Corporate Risk Register 
(CRR) and Care Group Risk Registers.

• The Committee noted:
• Good and challenging discussions with Care Groups, who were 

doing detailed work reviewing their risk registers, that risks were 
appropriately described, and the level of risks and flow through the 
governance pathways.  

• Detailed discussions and challenge needed to take place at the Care 
Group Governance meetings and the Performance Review Meetings.

Agenda item 3
(Board 
Assurance 

• The Committee discussed and noted the latest update of the BAF and 
CRR reports, took assurance that the reporting process for managing 
risks on the BAF and CRR was adequate, that would be further 
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Framework 
(BAF) and 
Corporate Risk 
Registers (CRR)

supported by the tracker report detailing movements of risk ratings also 
reported to Board Committees.  

• The Committee noted:
• Risk activity summaries reported from the Board Committees.
• The importance that risks are reviewed at the appropriate level 

throughout the organisation, with Board focussing on high level risks 
and discussions at Board Committees, Clinical Executive 
Management Group (CEMG) and Care Groups challenging the 
actions to mitigate risks and whether these were being successful in 
reducing risk scores.  Having in place an appropriate process for the 
escalation and de-escalation of risks.

• Monthly reports to Board Committees and quarterly reports to IAGC, 
quarterly BAF reports to the Board and presentation of the CRR will 
be on a bi-annual or annual basis.  It was noted monthly Board 
Committee Chair Reports are presented to the Board detailing 
discussions and review of risks.

• The Committee suggested the Trust Chairman consider the Board 
Committee Chair Reports being presented earlier on the Board agenda 
than currently as these are included towards the end of the agenda.

• The Committee discussed the format of Board meetings to allow for 
early discussion on assurance and strategy items before the more 
operational items.  The Committee agreed an action for the GCS to 
undertake a review alongside the governance mapping work to look at 
and review Board meetings for these to receive assurance and be more 
strategic.

Agenda item 4
(Risk 
Management 
and Risk 
Appetite Board 
Workshop)

• The Committee discussed and noted a report on the upcoming Board 
Strategy Development session on 10 November that will include a 
workshop on the Trust’s risk management and framework, risk appetite 
and alignment to the Trust’s strategic objectives, risk governance and 
assurance, reporting flow throughout the organisation and linking with 
the subsidiary risks.

Agenda item 5
(Internal Audit 
RSM Risk 
Assurance 
Services LLP – 
Progress 
Report)

• The Committee discussed and noted an Internal Audit Progress Report, 
noting generally that progress in taking forward follow-up actions was 
good, with six overdue and 5 of these related to Spencer Private 
Hospitals (SPH) that were anticipated, would be completed by the end of 
November 2022.

• The Committee noted the outcomes of internal audit reports since the 
last IAGC:
• Premises Assurance Model – Advisory.  Testing of sampled areas to 

review and assess scores, and provision of comprehensive and 
timely evidence.  The scoring has been discussed and agreed with 
Management, with good processes and assurance in place.

• Financial Sustainability – Advisory.  Agreement with the Trust’s 
scores on the completed self-assessment checklist, overall positive 
findings identified, with recognition that the Trust is required to 
complete further work to support its financial performance 
improvement as a Group.

• These reports provided assurance around the processes in place, 
evidence and positive culture throughout the organisation.

• The Committee noted work was in progress with the implementation of 
the Integrated Care Board (ICB) in respect of a system governance 
assurance map and the alignment of risks across system partners

• The Committee received and noted a 2021/22 Internal Audit Findings 
Benchmarking review report comparing the Trust against other trusts.  
This provided positive levels of assurance of the effectiveness of 
controls in place, that these were in line with the NHS average and the 
Trust did not receive any minimal assurance reports in any of the last 
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three years against a sector average of 1.75%.  Top themes and areas 
of risk were around workforce, finance, hybrid working and control of 
assets.

Agenda item 6
(Local Counter 
Fraud Specialist 
(LCFS) RSM 
Risk Assurance 
Services LLP – 
Progress 
Report)

• The Committee received and noted the LCFS progress report on the 
LCFS activity, noting:
• The Mandate Exercise Report completed across the RSM client 

base where a fake invoice was submitted. The invoice was not 
received and not processed at the Trust.  LCFS continue to work 
with the Chief Finance Officer (CFO) and Trust staff to ensure any 
incidents of potential fraud are reported.  

• Positive feedback from staff that attended a 3-hour interactive 
recruitment training session, that covered identity documents, 
qualifications and references.  A further session will be held in 
December for Trust staff.

• Eight new referrals had been received indicating staff continue to 
remain vigilant to fraud and bribery risks, with embedded 
awareness throughout the Trust, and prompt reporting of referrals.

• Culture survey being undertaken for staff to complete, via a QR 
code.

• The Committee received and noted a benchmarking report on Single 
Tender Waivers (STWs) in comparison with other NHS and health sector 
organisations. This identified the Trust in the middle compared with 
others, in respect of its number of STWs, and 2gether Support Solutions 
(2gether) was 6th highest.  The CFO took an action to ensure 
communications to staff should be by exception, staff are required to 
adhere to the tendering due process, and will review this process to 
ensure assurance of robust signing off of STWs.  It was noted Internal 
Audit will be undertaking an audit of the Trust’s STWs. 

• The Committee raised the issue of the cost of living crisis and whether 
the Trust was being proactive enough ensuring the health and wellbeing 
of its staff, and that staff felt confident in raising any concerns about their 
finances.  The CFO took an action to liaise with the Chief People Officer 
(CPO) that the Staff Wellbeing team are being proactive liaising with 
staff and communications in place directing staff to ways they can raise 
concerns and the support available.

Agenda item 7
(2021/22 Annual 
Audit Review – 
Lessons Learnt

• The Committee received and noted assurance from the review report 
setting out the findings from a reflective review of the 2021/22 audit and 
an assessment of the prime contributing reasons for not achieving the 22 
June 2022 target completion date.  The Committee noted the key issues 
identified and the actions that will support achievement of the 2023 
completion date.  The joint acknowledgement that for 2022/23 the audit 
needed to be much stronger in monitoring progress of the plan, 
improving response times, provision of quality evidence, early sampling 
testing, and raising, challenging and holding each other to account for 
any slippage around risks to the delivery of the plan.  

Agenda item 8
(2gether 
Subsidiary 
Governance 
Review update)

• The Committee received an update report in respect of the 
recommendations from the subsidiary governance review, noting a 
framework agreement is under development in liaison with the Trust’s 
CFO and Chief Strategy Officer (CSO).  The framework will set out the 
expectations and goals, key principles and objectives, ‘rules of             
engagement’ for partnership with the Trust, business planning and 
estates management, budget and financial management, strategic 
reporting, audit and assurance. This will provide clarity on how the 
partnership should act and transact services, and will help both parties 
work more effectively, help reduce any unnecessary risk and/or 
confusion, and support the partnership to establish a more mature value 
driven service.
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• The Committee noted a further report on the framework and 
recommendations will be presented for approval at the January 2023 
IAGC meeting.

Agenda item 9
(Regulatory 
Improvement 
Tracker update)

• The Committee received an update report on the implementation of the 
Regulatory Improvement Plan Tracker (Tracker) providing a central 
document for the review of overarching actions and evidence in respect 
of all regulatory actions.  The Committee noted:
• Currently two ‘live’ action plans monitored through the Tracker; the 

Recovery Support Programme (RSP) Action plan and the Maternity 
Operational Plan.

• By March 2023 all other action plans will be monitored through the 
Tracker and only by exception with clear robust reasons why they 
should not be included on the Tracker.

• Quarterly reports will be presented to IAGC that will include a 
commentary on the discussions at the Board Committees.

• The Committee supported the Tracker and emphasised the importance 
that this be comprehensive and needed to include all regulatory actions 
to ensure robust review and monitoring by the appropriate Board 
Committee.

Agenda item 10
(Outcome of 
NHS England 
Core Standards 
for Emergency 
Preparedness, 
Resilience and 
Response 
(EPRR) Annual 
Assurance and 
update on 
current 
workstreams)

• The Committee received assurance from the EPRR report and outcome 
of the 2022 self-assessment rating the Trust as fully complaint in all core 
standards. The Committee noted an improvement from the previous 
year’s rating of substantially complaint.

• The Committee noted the additional deep dive accompanying the core 
standards for the period, the workstream was on evacuation, which rated 
the Trust as substantially complaint.  Further work was required to be 
undertaken in the community and on a site by site basis.

• The Committee noted major incident table top exercises delivered in 
Queen Elizabeth the Queen Mother Hospital (QEQM) and William 
Harvey Hospital (WHH) with clinical, command post staff and 2gether. 
Lessons learnt and recommendations reported through the Tactical 
Resilience Steering Groups into the Strategic Resilience and Capabilities 
Group.  Delivery throughout the year of loggist training, command 
training and Chemical Biological, Radiological and Nuclear 
decontamination training.

• Plans in place looking at a Kent and Medway wide, multi-agency table 
top exercise.

Agenda item 11
(Data Security 
and Protection 
Toolkit (DSPT) 
Submission 
2022/23 – 
Progress 
Report)

• The Committee received a progress report on the Trust’s DSPT 
submission in June 2022, noting:
• ‘Standards exceeded’ status achieved for the second successive 

year.
• Preparations continue in relation to the 2022/23 submission in late 

May/early June 2023 and confident compliance will be achieved.
• Uptake of annual, mandatory, Information Governance (IG) training 

remained an area of concern.  Currently 92% against the 95% target.  
The IG team continue to work closely with IT to repeat the previous 
exercise providing pop up reminders, and personal e-mails to all 
non-compliant staff.

Agenda item 12
(Losses and 
Special 
Payments 
Report to 30 
September 
2022)

• The Committee received and noted a report on losses and special 
payments for the period 1 April 2022 to 30 September 2022, noting:
• A total of £71k (118 cases), compared to £178k (156 cases) in the 

previous financial year (a decrease of £107k in year). 
• Actions to reduce losses included changes to the process for booking 

accommodation and online prepayment required to reduce cases of 
bad debt arising, and for overseas visitors the requirement of 
payment cards for treatment reducing overseas visitor debt. 

4/5 402/409



22/157

5

Agenda item 13
(STW Report)

• The Committee received and noted a report on STWs for Quarter 1 to 2  
2022/23, noting:
• Approval of 55 STWs with a total value of £2.8m.
• 9 STW requests with a total value of £172k rejected.
• Quantity of STWs during this quarter period was 67% higher than 

2021/22, with an 86% increase in value compared to the same period 
the previous year.

• No declarations of interest.
• Corporate Departments generated 26 of the 55 STWs with a 

combined value of £1.175m.
• Only 1 retrospective approval.

• The Committee noted the CFO took an action to review the STW 
approval process as noted above and that STWs should be by 
exception.

• The Committee noted an on-going project in 2gether to address and 
reduce the number of STWs, which included better project planning.

Other items of 
business

• The Committee received and noted the 2023 IAGC Annual Work 
Programme (for information).

• The Committee noted the 2021/22 Sponsored Study Leave report had 
been deferred for presentation at the January 2023 IAGC meeting.

• The Committee considered the possibility of another member of another 
Board Committee standing in for the relevant Committee Chair to speak 
to the assurances received by the respective Committee, when the 
Board Committee Chair IAGC member is unable to attend an IAGC 
meeting. 

Actions taken by the Committee within its Terms of Reference:

• The Committee APPROVED the revised FOI Policy and compliance metrics for publication 
on the Trust website. 

Items to come back to the Committee outside its routine business cycle:

There was no specific item over those planned within its cycle that it asked to return.

Items referred to the BoD or another Committee for approval, decision or action:
Item Purpose Date
The Committee asks the BoD to discuss and NOTE this 
assurance report from the IAGC.

Assurance To Board on 3 
November 2022
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BOARD COMMITTEE ASSURANCE REPORT TO THE BOARD OF DIRECTORS (BoD)

Committee: Meeting Date Chair Paper Author Quorate
Nominations and 
Remuneration 
Committee (NRC)

11 October 
2022

Jane Ollis, 
Non-Executive 
Director (NED)

Board Support 
Secretary 

Yes No

Appendices: None

Declarations of Interest made:
There were no new interests declared.

Assurances received at the Committee meeting: 
Agenda item 1
(NRC Decisions 
outside the 
Committee)

• The Committee ratified decisions taken outside the NRC business cycle 
as noted below:

• Chief Operating Officer (COO)
• Proceed with external recruitment of a substantive COO 

immediately;
• Appoint an executive search company to support this Executive 

recruitment process.
• The Committee received a verbal update noting this role had been 

advertised and engaging potential candidates.  
• Spencer Private Hospitals (SPH)

• Approval appointing Hugh Risebrow (currently a SPH NED) as 
Interim Chairman for one year from 1 November 2022 on the 
current Chair salary of £20k per annum;

• Approval of a £5k uplift to Hugh Risebrow, SPH Interim Chairman, 
agreed salary of £25k for one year interim period (higher than the 
£20k agreed on his appointment);

• Approval to extend Nic Goodger’s, SPH NED term until 30 October 
2022;

• Approval to search for 2 internal candidates to fill the vacancies left 
by Nic Goodger and Liz Coles, SPH NEDs, with the view to seek 
clinical and operational NEDs.

• The Committee received and noted a verbal update about the SPH 
Chief Executive Officer (CEO) who was retiring on 17 November 2022 
and interviews for a substantive CEO were being held on 18 October.  
It was noted the Trust’s NED/SPH NED In-Common, Stewart Baird, as 
well as the Trust’s COO were on the interview panel.  Interim 
arrangements were in place for the SPH Operational Director/Deputy 
CEO to take on an acting up role and provide cover as Interim SPH 
CEO until the commencement of a substantive CEO.  This proposal 
was being presented to SPH’s NRC for approval.  A decision by the 
Trust’s NRC will be required to approve the interview panel’s 
recommendation for the appointment of SPH’s CEO.

Agenda item 2
(Trust 
Chairman’s 
Report on Chief 
Executive for 
first six months 
of 2022/23)

• The Committee received and discussed an update report from the Trust 
Chairman on progress against the agreed preliminary objectives for the 
first six months of 2022/23.  

• The Committee noted positive progress to date, good feedback, the 
work needed to be done over the medium to longer term and the 
challenges around these.  
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• The Committee noted the Trust Chairman will identify, discuss and 
agree with the Chief Executive detailed objectives for the remaining six 
months of 2022/23.

• The Committee provided feedback on the key areas of focus, which 
included communications (internally and externally), culture change 
programme, matrix working, and a programme of how the Trust will 
improve staff engagement and the staff survey results as well as setting 
out the values expected from Trust staff and when these were not 
adhered to, how they will be appropriately addressed and challenged.  
The importance of building close working relationships with system 
partners, particularly the Integrated Care Board (ICB) was seen as 
critical, together with the Trust’s strategy development for the next 3 to 
5 years.  It was noted our strategy will be a key area of focus at the 
next Board Strategy Development session on 10 November 2022.  This 
session will also include risk management and governance, with a 
future session planned covering the Well Led framework and the 
Trust’s aim to getting to good and outstanding.  

Agenda item 3
(Executive 
Directors 2022/23 
Specific, 
Measurable, 
Achievable, 
Realistic and 
Time-Bound 
(SMART) 
Performance 
Objectives and 
Personal 
Development 
Plans (PDPs)

• The Committee received and discussed an update report on the 
performance objectives of the Executive Directors for 2022/23 and year 
to date progress.

• The Committee noted the Chief Executive will be working with the 
Executive Directors to develop fit for purpose objectives around 
leading, impacting and influencing positive changes within the 
organisation.  This will cover key elements for culture change, 
behaviours, strategy and priorities, with clear specific timescales for 
achievement. The Committee made clear the need for robust 
leadership supporting the changes needed from the hospital site teams 
and Care Groups, to improve performance, finances and the 
development of effective patient pathways and patient flow.  

• The Committee noted the Chief Executive will provide the NEDs with 
an overview of her observations of the Trust’s current leadership 
structure at the Board Strategy Development session in November.

• The Committee emphasised the importance that the Chief Executive 
reflect and consider whether there was a need for any additional or 
interim senior executive support.

• The Committee was unable to take full assurance from the 
performance objectives as presented, and requested an update report 
be presented to its next meeting in December 2022 on progress of the 
development of reporting an improved format with more robust 
performance objectives for 2023/24.

Agenda item 4
(Pay Award – 
Very Senior 
Managers 
(VSM)/Executive 
Senior Managers 
(ESM)

• The Committee received and discussed a report seeking agreement to 
proceed with the pay uplift for VSM/ESM as proposed in the national 
pay award for the NHS.

• The Committee agreed the:
• Payment of 3% uplift for VSM/ESM salaries;
• Payment to be backdated to 1 April 2022 of uplift;
• Payment of additional 0.5% to facilitate introduction of new VSM 

framework that will ameliorate the erosion of differentials between 
those staff at the top of band 9 and VSM.
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Agenda item 5
(2gether Support 
Solutions 
(2gether) NED:  
Finance and 
Audit and Chair 
of Audit and Risk 
Committee 
recommendation 
of extension of 
tenure

• The Committee received and approved the recommendation from 
2gether’s NRC to extend Nicki Webber, 2gether NED/Finance and 
Audit and Chair of Audit and Risk Committee’s current tenure for a 
further term of office of 3 years.

Other items of 
business

• The Committee NOTED the 2022 Annual NRC Work Programme.
• The Committee NOTED the Board Register of Interests.

Referrals to other 
Board 
Committees

There were no referrals to other Board Committees at this meeting.

Referrals from 
other Board 
Committees

There were no referrals from other Board Committees at this meeting.

Items to come back to the Committee outside its routine business cycle:
The Committee AGREED to receive an update report at its December 2022 meeting on 
progress of the development of reporting an improved format with more robust performance 
objectives for Executive Directors for 2023/24.

Items referred to the BoD or another Committee for approval, decision or action:
Item Purpose Date
The Committee asks the BoD to discuss and NOTE this 
NRC assurance report.  

Assurance 3 November 
2022
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BOARD COMMITTEE ASSURANCE REPORT TO THE BOARD OF DIRECTORS (BoD)

Committee: Meeting Date Chair Paper Author Quorate 
Charitable Funds 
Committee (CFC) 

11 October 
2022

Jane Ollis, 
Non-Executive 
Director (NED)

Board Support 
Secretary 

Yes No

Appendices: None  

Declarations of Interest made:
None

Assurances received at the Committee meeting: 
Agenda item 1
(Application for 
Grant – SimJunior 
(Queen Elizabeth 
the Queen Mother 
Hospital (QEQM))

• The Committee received and approved an application for Charity 
funding for the purchase of a SimJunior for QEQM at a cost of 
£29,048.43.  The Committee noted the funding source and the 
benefits of this equipment for patients as noted below:
• Sophisticated mannikin replicating an unwell child providing 

simulation equipment for staff training preparing them for rare 
emergencies, to treat children as well as interacting with patients, 
supporting to improve and provide higher quality of care;

• No mannikin provision at QEQM for staff training;
• Wireless mannikin allowing staff to practice simulation within the 

ward environment as well as in the Emergency Department (ED), 
ensuring training is well attended, weekly sessions can be held, 
helps to optimise ward layout for better patient care;

• Simulation scenarios on all potential emergencies;
• Data from training sessions collated and recorded, on staff 

attendance, their role and grade as well as feedback from staff on 
the benefits of the training and any improvements that can be 
made.

• The Committee were fully supportive of this equipment.

Agenda item 2
(Application for 
Grant – MRI 
Conditional 
Patient Monitoring 
Device (QEQM)

• The Committee received and approved an application for Charity 
funding for the purchase of an MRI Conditional Patient Monitoring 
Device for QEQM at a cost of £52,000.  This approval was pending 
confirmation of the total cost of the equipment (to confirm the 
increased costs for VAT and overall costs) to be circulated to 
Committee members.  This equipment had been presented and 
considered by the Committee at its previous meeting in July 2022 
and since there had been an increase in VAT and overall costs and 
the reason for its re-presentation to approve the additional costs 
required.  

• The Committee noted the funding source and the benefits for 
patients as noted below:
• Currently no provision of this equipment in the MRI department at 

QEQM and the need for this to support patients requiring this vital 
monitoring equipment;

• Supports patients with Pacemakers, Implantable Cardioverter 
Defibrillators (ICDs) and Neurostimulator imaging, and those in 
Intensive Therapy Unit (ITU) and Special Care Baby Unit (SCBU) 
required to be monitored during scans to ensure devices are 
functioning as normal;

• Local patients to QEQM would no longer have to travel to Kent & 
Canterbury Hospital (K&C) with the provision of this vital 
equipment.

• The Committee was fully supportive of this equipment to improve 
patient experience and outcomes.
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• The Committee highlighted the importance that future applications for 
funding submitted for consideration by the Committee include for each 
a clear summary of the benefits and outcomes for patients, details of 
all the associated costs, VAT (whether zero rated or inclusive), and 
total costs required to be provided with each separate application 
presented.

Agenda item 3
(Finance Report)

• The Committee discussed and noted a report on the current financial 
position, income and expenditure of the East Kent Hospitals Charity 
(EKHC). The Committee received assurance of the Charity’s 
financial position, achievement of its objectives and sustainability, 
and noted the following key elements (as at 31 August 2022):
• Fund Balances – £2.7m adjusted for commitments £2.1m;
• Cash position - £0.5m;
• Investments (portfolio) - £2.6m;
• Income 1 April 2021 to 31 August 2022 - £0.4m;
• Loss on Investments 1 April 2021 to 31 August 2022 £132k;
• Expenditure 1 April 2021 to 31 August 2022 - £418k of which:

• Grants to Trust 1 April 2021 to 31 August 2022 £314k with a 
further £0.6m committed.

• The Committee noted the update on the preparation of the 2021/22 
Annual Accounts, the audit was expected to commence in early 
November 2022, with work anticipated for a period of 3 to 4 weeks.  
Approval of the completed Annual Accounts aimed to be achieved by 
the end of December 2022 by the Committee and Board that will be 
by virtual approval to ensure submission to the Charity Commission 
by the 31 January 2023 deadline.

• To date £78,000 remained of the original approved annual 
commitment, a proposal will be presented to the December 2022 
Committee meeting for consideration and discussion on whether to 
increase this commitment for the remainder of the financial year 
allowing the allocation of additional charitable funding.

• The Committee discussed the process for submission of funding 
requests that was lengthy and asked that this be reviewed to identify 
whether this could be quicker.  This will help to reduce the impact of 
potential cost increases.  It was agreed to look at funding requests 
that were in the pipeline that could be presented for consideration by 
the Committee at its December meeting or outside of its meeting 
cycle to reduce potential impact cost increases, to maximise and 
utilise charitable funds.

Agenda item 4
(Fundraising 
update)

• The Committee received and discussed a presentation providing an 
update and assurance of the work of the Charity and its fundraising 
activities, noting:
• Bollywood Concert held, significant successful fundraiser with a 

total of £5,601.40 raised, that will be used to produce an App 
supporting women using gynaecology services;

• Gala ball to be held in November;
• New dialysis machine purchased for Buckland Hospital Dover for 

the Renal Satellite Unit;
• Race night held at Dover Rugby Club raising £3,257 by a family 

following their baby being cared for in the Neonatal Intensive Care 
Unit (NICU);

• Monkton Primary School raised £225.20 for Rainbow Ward;
• Union of Catholic Mothers raised £500 for the dementia fund for 

QEQM;
• Continued Corporate Community support including funds from 

Kreston Reeves of £3,002.40 and from Co-op community local 
case of £1,143.14;
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• Items funded by the Charity during July and August for various 
projects with total costs of £9,114.96 across wards and 
departments throughout the Trust;

• Contactless pay devices being piloted, allowing contribution of 
donations remotely at events held;

• Update on projects funded by the Charity that had been approved 
by the Committee and the impact of these.  This included the 
funded Primesight Endosheath System at Royal Victoria Hospital, 
memorial walls in well-being gardens at William Harvey Hospital 
(WHH) and Kent and Canterbury (K&CH), and WHH Critical Care 
Sensory garden;

• Redesign of the Charity website, first design has been approved 
and anticipated this will be launched in January 2023;

• Signed up to the Run for Charity, an annual cost of £750 giving 
access to various running events that people can sign up to direct.  
Five spaces have been filled for individuals to take part in the 
London Landmark half marathon, agreeing to raise funds of a 
minimum of £350;

• Discussions have taken place about the future major appeal with 
the Chemotherapy team and Cancer lead with further meetings 
planned.  An update and case proposal will be presented for 
consideration, discussion and support by the Committee at its 
December meeting.  This will include an outline of what support 
will be required;

• Upcoming festive campaign, including a festive video to promote 
the Charity’s wish list for people to fund individual items for 
patients during this period, as well as issuing festive cards and 
social media banners.

Other items of 
business

• The Committee discussed what the Charity could help with provision 
of support to staff during the cost of living crisis and the festive period.  
The Charity team will consider what support could be funded liaising 
with the Health and Wellbeing team, and will provide an update at the 
next Committee meeting.

• The Committee received a verbal update on the Devereux Trust, a 
property donated to the Charity with a sitting tenant.  This was in need 
of improvements and modernisation to improve its condition and 
standards, which included windows, doors and kitchen at a cost of 
£46,000. 

• CFC 2022 Annual Work Programme (for information).

Items to come back to the Committee outside its routine business cycle:
There was no specific item over those planned within its cycle that it asked to return. 
Items referred to the BoD or another Committee for approval, decision or action:
Item Purpose Date
The Committee asks the BoD to NOTE this assurance 
report from the CFC.

Assurance 3 November 
2022
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	 22-151.2 - Appendix 1 Patient Safety in East Kent Hospitals Update Oct 22.pdf

	 22/152 Outcome of NHS England Core Standards for Emergency Preparedness, Resilience and Response (EPRR) Annual Assurance and update on current workstreams  (3:40) 10 mins
	 22-152 - Core Standards EPRR Assurance Outcome 2022.pdf

	REGULATORY AND GOVERNANCE
	 22/153 Kent and Medway Mechanical Thrombectomy Service Business Case (3:50) 10 mins
	 22-153.1 - Board Front Sheet Mechanical Thrombectomy Nov 2022 v1.pdf
	 22-153.2 - Appendix 1 Mechanical Thrombectomy Full Business Case.pdf

	 22/154 Governance Improvement Plan and Recovery Support                                   Programme Updates  (4:00) 10 mins
	 22-154.1 - Governance Report November Board final 1.0.pdf
	 22-154.2 - Appendix 1 November RSP Dashoard.pdf
	 22-154.3 - EK BOARD PAPER FINAL.pdf
	 22-154.4 - Appendix 1 EAST KENT SCOPE FINAL.pdf

	 22/155 Finance and Performance Committee (FPC) - Chair Assurance         Report (4:10) 10 mins
	 22-155.1 - FPC Chair Assurance Report BoD 25.10.22 final.pdf
	 22-155.2 - Appendix 1 CDC Yrs 2-5 Strategy BCase.pdf
	 22-155.3 - Appendix 2 Carbon 25 Oct 22.pdf

	 22/156 Quality and Safety Committee (Q&SC) - Chair Assurance Report   (4:20) 10 mins
	 22-156 - QSC Assurance Report 27.10.22 BoD FINAL.pdf

	 22/157 Integrated Audit and Governance Committee (IAGC) – Chair                                   Report   (4:30)  10 mins
	 22-157 - IAGC Chair Board Assurance Report (October 2022) Final.pdf

	 22/158 Nominations & Remuneration Committee (NRC) - Chair Report              (4:40) 5 mins
	 22-158 - NRC Chair Board Assurance Report Oct 2022 Open FINAL.pdf

	 22/159 Charitable Funds Committee (CFC) - Chair Assurance Report                       (4:45)  5 mins
	 22-159 - CFC Chair Board Assurance Report (11.10.22) DRAFT V1.pdf

	CLOSING MATTERS
	 22/160 Any Other Business (4:50) 5 mins
	 22/161 Questions from the Public (4:55)
	Date of Next Meeting: Thursday 8 December 2022



