1 Year Operational Plan 2016-17

Operational Plan Document for 2016-17
Medway NHS Foundation Trust

This document completed by (and Monitor queries to be directed to):
Name
Job Title

Darren Cattell/Pippa Bagnall
Interim Director of Finance/Interim Director of Strategy and Partnerships

E-mail address
Tel. no. for contact

Darrencattell@nhs.net Philippa.bagnall@nhs.net

01634 830000 ext.5465/3120
th

Date

29 June 2016

Approved on behalf of the Board of Directors by:
Name (Chair)
Shena Winning
Signature

Name (Chief Executive)
Signature

Lesley Dwyer

1

1 Year Operational Plan 2016-17

CONTENTS
1.

Executive summary ........................................................................................................................................ 3

2.

Medway NHS Foundation Trust: An Overview .............................................................................................. 5

3.

Our Strategic Objectives ................................................................................................................................ 8

4.

Moving forward with an accelerated recovery plan ...................................................................... 11

5.

Quality Governance Assurance Framework Review .................................................................................... 21

6.

Operational Requirements and Capacity ..................................................................................................... 23

7.

Productivity, Efficiency and CIPs .................................................................................................................. 26

8.

Financial Plan ............................................................................................................................................... 26

2

1 Year Operational Plan 2016-17

1. EXECUTIVE SUMMARY
This plan sets out how Medway NHS Foundation Trust (MFT) intends to deliver high quality effective
services for our local population over the next year. The Trust is one of four acute trusts in Kent,
primarily providing acute secondary care to a population of over 400,000 in Medway and Swale, with
a turnover of £263m in 2016-17.
In recent years the Trust has operated at significant financial deficits. In 2013-14 the deficit was
£10m; 2014-15 the deficit was £34m and in 2015-16 the deficit was £52m. In 2016-17 the Trust is
planning a deficit of £43.8m (after allowing for £8.4m of Sustainability & Transformation funding),
requiring financial support and is in the process of developing a financial turnaround plan.
Short Term Challenge
We have embarked upon a journey to transform the Trust into a provider of high quality care that
the people of Medway and Swale deserve and expect.
The Trust has had several years of instability, unstable leadership and governance, and we have
focussed our priorities and actions on recovery using the CQC and NHS Improvement guidance.
We need to modernise the way we work and the systems we have to ensure we provide the best
possible healthcare for our patients. Our Trust Recovery Plan, summarised in Section 4, sets out our
priorities and the improvements we need to make.

1.1. The Foundations for Success in 2016-17
The Trust’s recovery plan includes work-streams designed to effect long-term, sustainable
improvement in high quality and safe patient care.
The recovery work-streams are grouped together:


Operational and Clinical Excellence



Organisation and workforce



Finance and information.

Significant and measurable improvements will be delivered by the changes made at the operational
and clinical levels. These changes will be supported through strengthened leadership and
governance, a rigorous recruitment and retention plan, better data and a financial recovery plan.
The key objectives of our recovery programme include:


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



A new medical model which improves patient safety and care by minimising the number of
different doctors that patients see during their stay in hospital
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Accelerating our recruitment drive to employ the right people with the right skills. This will
ensure consistent high quality care by reducing our dependency on interim and agency staff



Continuing the work to improve our corporate and clinical governance, this will support both
safe and high quality patient care and a productive working culture for staff



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



Developing a financial recovery plan to ensure Trust financial sustainability.

A Programme Management Office (PMO) has been established (see Section 4.3) to support the
Trust’s Executive and Clinical Leadership teams in accelerating the recovery plans and delivering on
the key priorities.

1.2. The Financial Context
The MFT financial position deteriorated significantly during 2015-16. The original plan was a £22.5m
deficit, the Board recognised that this figure would not be achieved in year due partly to an increase
in Patient demand over that forecast and also notably to a number of quality improvement
investments agreed by the Board in response to CQC concerns. This led to a higher than expected
use of agency use/costs and re-forecast to a figure of £48.7m deficit in November 2015.
The Board recognised this figure was also at risk during late January 2016 and prepared a further
forecast of a £52.5m deficit to 31st March 2016. The Trust has delivered this deficit at the year-end.
The Board has recognised that due to the significant variability in the reported deficit position more
work was required on understanding the normalised financial position going in to 2016-17 and
commissioned an external review of the financial baseline from 2015-16 and into 2016-17. This
review has confirmed the underlying Trust position and has been shared with the Board.
The Board is submitting this Operating Plan, recognising that further significant work is required to
understand the actions required under financial recovery during 2016-17. The development of a
longer term 2016-20 Financial Recovery Plan is required building on Carter and other
recommendations. The date of the submission of the financial recovery plan will need to be agreed
between the Board and NHSI. The key first steps of this plan will be to establish financial control
through the budgetary process and the scheme of delegation and all staff will be expected to live
within Standing Financial Instructions and will be included in the financial recovery plan.
The short term challenge for MFT is to drive a significant improvement in the quality of services
while at the same time stabilising the financial position of the Trust. In recent years, the financial
position of the Trust has rapidly deteriorated for a number of reasons. Key drivers of the
deterioration have been:


An increase in nursing and medical staffing levels in response to adverse reports on quality.
Over the past 2 years, the nursing establishment has increased by over 180 WTE and the
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medical establishment has increased by over 85 WTE. Due to challenges with recruitment
and retention, much of this increase has been staffed at a premium cost by agency workers.
Significant financial penalties imposed by commissioners as a result of failing to deliver
contractual targets. In 2014-15, these penalties amounted to £2.5m and in 2015-16 these
penalties were £4.5m.

1.3. Key Elements of the Financial Plan 2016-17
Based on the financial context, the financial plan for 2016-17 is based on stabilisation and recovery.
Key elements to deliver this are:









Bottom up rebasing of establishments to reflect increases in nursing and medical staffing
at a substantive level;
A phased reduction in agency rates following the introduction of the agency caps in
November 2015 and a planned move away from agency to a more stable substantive
and bank workforce;
The establishment of a PMO function to support and monitor delivery of key
improvement plans in response to CQC actions;
A 4% CIP target set to the organisation, worked up with Directorates to ensure robust
schemes are in place with a full QIA process;
Service developments, with Directorates being encouraged to focus on delivering
current services effectively prior to expanding further;
Demand and capacity reviews undertaken to ensure that each service is appropriately
resourced and the budget set accordingly;
New service line reporting will be part of the FRP and will be presented to the Board in
June 2016.

2. MEDWAY NHS FOUNDATION TRUST: AN OVERVIEW

2.1. About Medway – Location, demographic and services
Medway NHS Foundation Trust is one of four hospital Trusts in Kent. The acute hospital is based on
one site at Medway Maritime Hospital, in Gillingham, Medway. The Trust also operates from 45
community premises, of which only one site is currently owned by the Trust (and this site is in the
process of divestment). The other sites are leased or rented and are used predominantly for
community Midwifery and Children’s Services (40 sites). The remaining 5 sites are used for
outpatient, minor procedure and radiology services.
The Trust primarily serves the populations of the Medway towns (within Medway Unitary Authority)
and Swale (within the county of Kent), illustrated in Figure 2 below.
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Figure 1: Medway NHS Foundation Trust and our local population

Medway’s population is changing. It is becoming larger in absolute terms, more diverse and there is
an increase in the number of older people. An independent assessment of projected population
growth indicates that in order to ensure local housing stock is in line with the need in the
community, an additional 30,000 new and affordable homes will need to be built in Medway by
2035. This has been incorporated into the local housing plan. The impact on health related services
will require further detailed planning in conjunction with our partners.
Figure 2: Population structure of Medway and England – 2014
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There were approximately 274,015 people resident in Medway in 2014, according to figures
produced by the Office for National Statistics (Figure 2). The 2014 mid-year population estimate
shows an increase of 10,090 (3.8%) from the 2011 Census (263,925), and an increase of 24,527
(9.8%) since the Census in 2001 (249,488). Compared to England the population of Medway has a
smaller proportion of people over the age of 65 years (Medway 15.3% and England 17.6%). Medway
has a larger proportion between the ages of 0 and 14 years than England (18.9% and 17.8%
respectively) and between the ages of 15 and 24 years (10.7% and 9.8% respectively). The
population of Medway is therefore younger than the population of England overall.
Figure 3: Projected percentage population change 2014–2024 by broad age group

Increasing life expectancy and a reduction in fertility is leading to an ageing of the population in
England. Substantial changes in population structure (Figure 3) have profound implications for the
provision of health and social care services. Even though Medway has a slightly younger population
than the national average, projections from 2014 to 2024 suggest that the number of people 65
years of age or over will increase by 25% to 52,100 and the number of people over 85 years will
grow by 48% to 6,800. The number of people over 65 years with a limiting long-term illness is
expected to increase by 21% from 2012 to 2020 assuming the age-related prevalence from the 2001
Census is constant in the future. This will have a significant impact on the demand for health services
for the management of long term conditions such as dementia, heart disease and diabetes as the
incidence of these conditions increases with age. There will also be a need to increase preventative
programmes such as influenza vaccination for the over 65s. The numbers in other age groups are all
expected to increase over the same period with the exception of the 15-24 and 40-49 age groups.
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2.2. Clinical Activities
MFT provides a range of clinical services. Figure 4 summarises our key statistics for 2015-16, along
with the main departments and services managed by the Trust.
Figure 4: Key statistics 2015-16

Key Facts and Figures (2015-16)
Turnover
Substantive staff
Births
Emergency department attendances
Same Day Treatment Centre
Outpatient attendances
Elective activity
Emergency activity

£255m
3,721
5,067
79,309
24,913
322,057
36,539
46,429

Acute Care
Planned Care
Child Health
Maternity
and newborn
Outpatients

2.3. Non Clinical Activities
MFT does not have a diverse portfolio of non-clinical income. Private patient income comprises less
than 1% of total income to the Trust. Education income, predominantly from Health Education
England to fund trainee doctors, nurses and other staff groups, contributes to 4% of total income to
the Trust. Income from non-patient services such as diagnostic tests, car parking and laundry
services also contributes to 4% of the total Trust income.

2.4. Our longer term journey
We are working with our partners and stakeholders to develop a Kent and Medway Sustainability
and Transformation Plan (STP) which will address the Five Year Forward Plan triple aim of improving
the population’s health, improving care and quality, and achieving financial sustainability.
The local health economy is developing a place based local plan which will be reflected in the Kent
and Medway STP.
Work has been commissioned jointly by the DGS, Swale, Medway and West Kent CCGs on acute
service provision and the emerging opportunities and synergies. This approach will be used to
ensure clinical specialisms are located in the most appropriate locations, accessible, high quality and
efficient.
3. OUR STRATEGIC OBJECTIVES

3.1. Vision: Best of Care, Best of People
The Trust has engaged with staff and stakeholders in the creation of a new vision and values to align
with future objectives and strategic direction. The work has involved multiple workshops and open
events to enable people to add ideas and thoughts to the process. A first draft of the outcomes was
presented to the Board in January 2016 followed by engagement workshops leading to the launch at
the end of February 2016 with associated behaviours.
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Vision

Values and behaviours
Bold

We are inspiring and ambitious

Every Person Counts

We are respectful and supportive

Sharing and Open

We are open and speak up

Together

We are inclusive and responsible

3.2. Our strategic objectives: quality is at the heart of what we do
The Trust Board will be reviewing the Trust’s strategic objectives during the course of the next few
months. At this point, the existing strategic objectives are included below for the purposes of this
first draft submission.
1.
2.
3.
4.
5.

We will deliver safe, effective care with an excellent patient experience in the most
appropriate environment.
We will attract, retain and develop a first class workforce.
We will manage our resources prudently, efficiently and effectively.
In partnership, we will provide integrated care for the community.
We will provide high quality information and technology to support the delivery of care.

3.3. Operational quality goals for 2016-2017
The first priority in everything we do is to work together to ensure the delivery of consistently high
quality care, which encompasses safety, effectiveness, patient experience and meeting the needs of
users. A clear thread of accountability will permeate throughout the organisation from frontline staff
to senior management. This will be achieved through the introduction of agreed SOP’s for all
pathways clarifying roles and responsibilities and through the Performance Management Framework
The Quality Improvement Programmes are underpinned by working together as a team, developing
our culture to be positive, being committed to achieving excellence, and engaging with our
workforce. Promotion of patient safety and accountability of staff needs to be embedded as part of
the Trust’s culture to ensure standards are maintained.
These key areas of work, as set out in the patient safety (Safe to Care and Sign up to Safety), patient
experience and clinical audit and improvement strategies will be measurable and will enable
everyone to focus on essential aspects of care. These will drive improvement in quality outcomes
and patient safety and experience. We will also aim to attract and develop a first class workforce by
implementing our workforce strategies and plans. Implementing the Health Informatics strategy will
also support staff in ensuring they have the technology and information to support them.
9
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During 2015-16 the Trust reviewed the 18 month plan following its CQC inspection in August 2015.
Five key themes have been developed within the new recovery plan and these themes are set out
below in section 4. The five themes were identified and aligned to the CQC recommendations, with
the overarching principle across all work-streams to increase and improve operational, clinical and
community engagement.
We have engaged with our staff, members of the public and Governors on our priorities for the
coming year. Our Governors have formally endorsed the recovery plan following sign off at the Trust
Board in January 2016.

3.4. Quality Account Priorities
Our Governors agreed that the Deteriorating Patient Programme and the reduction in cardiac arrests
would be their specifically chosen priority KPI for 2016-17. All other priorities have been chosen
based on either the progress on key indicators for 2015-16 accounts and/or identified through our
performance management and governance processes. Our quality account priorities for 2016-17 are
shown in Figure 6 below. This includes an overarching priority in relation to increasing our Nursing
and Medical staffing levels.
Figure 5: Quality Account Priorities

Theme
Patient Safety

Patient Experience

Clinical Effectiveness

Measuring and
monitoring progress

Priorities
• Continue to improve Mortality Rates in Sepsis (linked to the
deteriorating patient programme)
• Provide evidence from learning from serious incidents
• Compliance with the NHS constitutional standards for access
waiting times
• Improvement in management of patients on End of Life care
pathways
• Continue to improve Friends & Family `likely to recommend in
Emergency Department
• Improve the assessment and the care provided for vulnerable
patients (via MCA and DoLs)
• Continuing to modernise our Emergency Department, reducing
the time it takes for patients to be seen and assessed
• Improving patient safety and care by minimising the number of
different doctors that patients see during their stay in hospital
• Reducing the number of cardiac arrests
 All KPIs will be developed and trajectories set to ensure that the
Board and operational teams can monitor progress throughout
the year via the relevant governance and performance
meetings.
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4. MOVING FORWARD WITH AN ACCELERATED RECOVERY PLAN

4.1. Developing the Plan
Medway NHS Foundation Trust (MFT) was placed in Special Measures in July 2013 following the
Keogh Review into mortality indicator performance at MFT. The Trust has remained in Special
Measures and has been the subject of CQC inspections in August 2013, December 2013, April 2014,
July 2015, August 2015 and September 2015. In January 2016 the CQC gave MFT three months
before a further review was undertaken at the end of March to answer three questions:




Are patients safer?
Has leadership and governance improved?
Are staff engaged in the programme of change?

The results of this review were received in April 2016 and the CQC described the progress as
encouraging. There will be a further review in November 2016.
A significant deficit is forecast for the 2016-17 financial year (please see Finance Section 8).

4.2. Key recovery plan objectives
There is a range of important changes that we must make within the organisation to achieve our
objectives.
These include:







Continuing to modernise the Emergency Department, reducing the time it takes for patients to
be seen and assessed
Improving patient safety and care by minimising the number of different doctors that patients
see during their stay in hospital
Accelerating our recruitment drive to bring in the right people with the right skills. This will
ensure consistent high quality care by reducing our dependency on interims and agency staff
Continuing the work to improve our corporate and clinical governance, which will support both
safe and high quality patient care and a productive working culture for staff
Improving care for patients with cancer, reducing waiting times, replacing our scanners and
providing additional capacity for patients to see specialists.
Developing a financial recovery plan to ensure Trust financial sustainability.

4.3. Delivering the plan
In order to assist in accelerating the recovery plan and maintaining the momentum of the
improvement programme required, MFT has a Programme Management Office (PMO). The PMO
will provide support to executive and operational personnel at the Trust in effecting the actions
required to address the current problems and will assist in providing greater transparency to the
MFT Board and key stakeholders (including regulators) regarding progress and achievements.
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The PMO structure and supporting work-streams are identified in the diagram below.
Figure 6: Structure of the PMO

Medway FT Board

Exec Transformation Delivery
Committee

Finance and Performance Subcommittee

Clinical Council

Director of Transformation
Programmes TBC
Executive
Lead

Executive Leads

workforce PMO
Lead

Workforce

Program Management
Support

Clinical and operational
excellence PMO Lead/s
Executive
Lead/s

Executive
Lead/s

GS

Mortality

Executive
Lead/s
Planned Care

Executive
Lead/s

Executive
Lead/s

Unplanned

Transforming
o/p

Executive
Lead

Executive
Lead

Finance PMO
Lead

HI PMO Lead

CIP
programmes

HI Programmes

Trust Strategic Objectives
Executive
Lead/s

STP/Haelo

System Wide Strategic
programmes

1

The plan has been accelerated from January 2016 and the table below outlines the indicative
timeframes for the completion of the key work-streams.
Figure 7: Timeframes for key work-streams

Theme
Organisation and
workforce

Programme
Corporate Governance
Workforce
Clinical Leadership

Clinical and
Operational
Excellence

Nursing
Clinical Governance
Referral Management (RTT)
Deteriorating Patients
Emergency Pathway
Medical Model

Finance and
Information

Data Quality
Finance

2016
2017
Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
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4.4. Key Work-Streams
Figure 8: Work-Streams

Work-Stream

Objective

Workforce

o

o
o
o
o

o

Clinical Leadership

o
o
o
o

Deteriorating Patient

o

Nursing

o

Clinical Governance

o

Referral Management

o
o
o

Emergency Pathway

o

o

Reduce agency usage and cost in the Trust through the
introduction of an in house bank and increase recruitment and
retention to ensure safe staffing levels;
Engage staff through the Trust’s new vision and values to
ensure ongoing culture change within the organisation.
Have a culture of zero tolerance of behaviours outside the
values.
Develop all clinical skills including those provided by universities
to ensure a capable clinical workforce.
Development of leadership skills and in house management
programmes to ensure consistent, high standards of leadership
performance.
Embrace and enable technology to enable process
improvement, streamline workforce process and produce
effective workforce KPI's
To define and develop the roles and responsibilities of medical
leaders
To develop a triumvirate leadership model across clinical
services
To implement a new education and training framework
To improve processes for the management of doctors in
difficulty
To ensure that deteriorating patients will be recognized and
responded to appropriately thus reducing avoidable
deterioration
Develop strong, credible nursing leadership and deliver
excellent standards of nursing care
To put in place an aggregated set of clinical governance
processes and structures that can assure a constant
improvement in the quality of clinical care in the Trust
Address immediate priorities of Remedial Action Plans (RAP)
across Trust including RTT, Cancer, Endoscopy, Diagnostics
Introduce a system of referral to follow up appointment that is
efficient, trusted and that meets all relevant national targets.
Utilise Demand and Capacity modelling where appropriate to
improve efficiency
To establish Emergency Pathways that enable flow through the
hospital in a sustainable manner thereby achieving quality
patient care and performance measures.
Establish clinical pathways from front door to back that are
13
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Work-Stream

Objective

Medical Model

o
o

Data Quality

o
o
o

Finance

o
o
o
o
o

simple, patient centred, sustainable and efficient.
Enhanced productivity
Redesign the medical model to have continuity of care for all
patients and achieve Consultant accountability for that care
Improve flow through outpatients/diagnostics
Enhanced productivity
Standardised systems and processes for data collection and
reporting
To have valid, accurate and timely data
Rationalising and streamlining data and information.
Establish best practice financial control and governance
processes.
Stabilise and improve Trust’s financial position.
Develop financial sustainability plans.

4.5. Role of Finances
A key cross cutting scheme for the work streams above is the focus on the Trust’s finances. The
Trust has set out a clear capital programme which supports the operational pathway changes being
implemented. This programme includes further investment in technology following the successful
PAS implementation and estates redesign, in particular the Emergency Department. Revenue
budgets will be set to enable accelerated delivery of improvement plans with efficiencies to follow
through robust CIP planning and delivery over time.

4.6. Division level plans supporting the delivery of our strategic objectives
The Trust has changed its operational structure and has created three clinical Directorates,
underneath which sit 12 clinical programmes. This is as a result of a restructure that took place in
September 2015 to ensure that the organisation was configured in the best way to meet the needs
ahead. The Trust’s previous operational structure had 4 Divisions (Medicine, Surgery &Anaesthetics,
Women’s and Children’s and Clinical Support). The Clinical Support Services Division (which included
diagnostics, pharmacy, therapies, and the management of outpatients and cancer) has been
disbanded. These services have been subsumed into the remaining 3 Directorates as follows:




Acute and Continuing Care Directorate (emergency medicine, acute specialist medicine,
planned specialist medicine, haematology, pathology pharmacy and cancer services)
Coordinated Surgical Directorate (includes perioperative services, critical care, elective
surgical services, emergency surgical services, out-patients and imaging)
Women’s and Children’s Directorate (includes Women’s Health, Acute and Community
Paediatric Services and Neonatology)

14

1 Year Operational Plan 2016-17

For 2016-17, the three Clinical Directorates have each developed a high level business plan and
presented these to the Executives as part of the Business Planning process the Trust has undertaken
this year.
Below are the key priorities for each of the three Directorates:

4.7. Acute & Continuing Care Directorate – Key priorities 2016-17
As identified by the CQC reports and subsequent Quality & Risk Summits, the flow of patients into
and through the emergency pathway remains a concern and the biggest risk for the organisation in
terms of patient’s safety and quality of patient (and staff) experience. Bed occupancy (reflecting
capacity) remains at an unacceptable level above 95% (e.g. averaged 98-99% June – October 2015)
resulting in an inability for the organisation to manage normal and surge flow into inpatient beds. In
addition the changes made to the medical model in order to mitigate flow issues in 2014-15 has
resulted in less focus on OP and diagnostic services resulting in significant increase in waiting times.
This has negatively impacted on RTT and created backlogs in most bed-based specialities.
The A&CC Directorate is confident that over the course of this year we will see improvements in all
aspects of emergency and planned (elective) pathways with the changes already taken place and
due to the following:


Substantive appointments of experienced personnel within all the leadership roles in the
new structure including Director of Clinical Operations, four Clinical Directors, four General
Managers, Lead Matron, ED Nurse Consultant and Cancer manager. This will provide the
stability and continuity in direction and focus absent for the past few years.



MFT joined the Emergency Care Improvement Programme (ECIP) in November 2015 who are
overseeing a programme of work across the Whole System and is being managed through
the Medway & Swale Executive Programme Board. The priorities of the EPB have been set
as:
o Admissions avoidance – main focus being ‘stay put’ models at home, community
pharmacy for minor illness, one point of contact for access to healthcare. Telehealth
and IT, further developing integrated Respiratory team
o Internal patient flow – MFT improvements including triage/handover, increasing
ambulatory pathways, Ward/Board rounds, Therapies review
o Discharge Facilitation – expediting the Home to Assess scheme, increasing
discharges before noon



Within the PMO there are two programmes of work (already commenced) that addresses
these issues:
o

The medical model has been developed with GSTT and the medical rotas have
changed from mid-March 2016 to place an emphasis on providing strong but clear
lines of accountability in the medical take. This will ensure that the majority of
patients are managed by one Consultant from assessment through to discharge,
with an aim to not admit but of those admitted to be discharged within 48 hours.
Those requiring more specialised or ongoing care they will get transferred to the
right bed at the right time thereby maximising their outcome and minimising their
length of stay in an acute hospital bed. In addition to the significant benefits to
15
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patient care and safety this will release bed occupancy increasing ambulatory (zerolength days of stay), short stay percentage (under 48 hours) and thereby decrease
bed occupancy enabling the hospital to manage even in times of surge.

o

The Emergency Pathway programme is dependent on the medical model but brings
a number of important schemes in place that will support and facilitate patient flow.
It is the same programme of work as that described above under the Internal Patient
Flow work stream for the EPB. These schemes identify internal delays across the
pathways and through targeted projects will standardise practice and draw on bestevidence processes and care. Elements of this work are being supported by ECIP and
GSTT but being coordinated by the leadership team in A&CC.



The frailty model introduced in a limited provision in April 2015 has been successful and so
we plan to expand the hours of this provision – incorporated within the Medical model
changes. We are also working collaboratively with Medway CCG and Primary Care to
introduce a community-based frailty model whereby MFT Geriatricians supported by
therapists and nurses will provide ambulatory services within Healthy Living centres. Once
established this will increase admission avoidance and facilitate early discharge alongside
improving the health of the over-80 within the community as they will have expert
treatment available prior to deteriorating.



Significant improvements are underway within the physical structure of the Emergency
Department with a new minor injuries area opened in December 2015. The next phase of
the rebuild will commence in summer of 2016 requiring decanting of the current Majors,
CDU and Resus areas. Plans are being developed to ensure that space is not compromised
during this time and flow can continue unaffected by this major development.



There are also specific improvements underway within the process of ED itself with a bestpractice triage system introduced in late February 2016 which immediately places patients
into appropriate triage categories in order to be seen by acuity and not time. This will
minimise delays in patients being seen, maximise the outcomes for all attenders, and
significantly improve ambulance handover times thereby making sure the most vulnerable
patients will be seen quicker and ensure the correct navigation of patients.



The medical model and the introduction of Ward/Board Rounds will release Consultant time
to re-focus on out-patient and diagnostic work, reducing the waiting times and the backlog
with a view to achieving compliance with national standards and benchmarks.



Cancer now sits within this Directorate and the newly structured leadership team and
governance framework for this service has already yielded significant improvements in
performance. A Cancer Manager is working within the teams to enhance capabilities around
monitoring, recording and reporting, and processes have been put in place to ensure there is
clinical oversight of the waiting lists and booking processes. The aim for 2016-17 is to have
all metrics compliant and within the better performing organisations. The challenge to this
is Lower GI which sits within the Surgery Directorate with endoscopy monitoring sitting
within A&CC.
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An Endoscopy action plan is in place having been reset in December 2015 in order to address
significant capacity issues affecting both upper and lower GI.



Work is being outsourced and this plan will be made more robust and sustainable over the
course of 2016-17 in order to achieve compliance to the cancer 2 week wait. in all areas by
April 2016 and then to manage routine requests in a timely manner. There will need to be a
long-term plan to increase physical capacity for this service at MFT and this business case
will be submitted by April 2016.



Consultation has begun on the review of the Kent-wide Stroke Service aiming to reduce the
seven current HASU’s and ASU to 3-5. We will be drawing up MFT plans to be in a strong
position to continue hosting this service based on a gap analysis of our current provision and
on best-practice.



The Board has supported reinstating plans to merge the Pathology services between MFT
and Darent Valley Hospital and so 2016-17 will see this progressed with a view to total
merger within 2017-18.

Most importantly to achieve recovery we are focused on an assertive recruitment drive in both
nursing and medical staffing in order to stabilise and improve our provision of care. The vacancy
within the Directorate is significant and improvement in the emergency pathways ultimately
depends on recruiting high calibre staff but in significant numbers to offset the heavy reliance on
temporary (and therefore variable and expensive) locums in both disciplines.

4.8. Coordinated Surgical Directorate
One of the main constraints within the Coordinated Surgical Directorate (CSD) is the Trust wide
pressure on managing both emergency and elective pathways. As the work within A&CC develops
we anticipate this will allow us to refocus and re-energise our plans to improve surgical productivity,
whilst continuing to provide quality, patient focused care.
The key priorities are:
 To reduce waiting times for patients on an 18 week or cancer pathway. This will be
supported through detailed demand and capacity modelling, the commencement of a
theatre efficiency programme and the use of offsite providers to deliver additional short
term capacity. Work has already commenced to develop flexibility within clinical specialties
to maximise use of theatre lists and develop shared waiting lists where appropriate which
will be incorporated into the theatre efficiency programme. Speciality teams are also
working closely with the outsourcing lead to identify patients who can be safely outsourced
to reduce waiting times for patients.


Increase day cases - increase utilisation and Best Practice Tariff (BPT) income. The Theatre
User Group will review cases being undertaken in Day Surgery and identify any other
suitable cases that can be undertaken to achieve BPT.



The directorate will be working to deliver improvements in the lower gastrointestinal cancer
pathway. Achievement of the national cancer standards in lower GI has been and remains
challenging. Work has been ongoing to increase capacity for 2 week wait appointments and
to work alongside colleagues in Acute Medicine to address the delays for colonoscopy. This
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work is ongoing although performance has significantly improved. This remains as a key
work stream in 2016-17 with the intention to review the pathway as a whole, including the
skill mix required to deliver the pathway to ensure a timely and efficient experience for
patients.
The Trauma & Orthopaedic department will review the interface with the community CAS in
order to develop plans to reduce the number of patients referred to acute orthopaedic care.
In addition, we will review skill mix in the department to reduce waiting times and ensure
efficient service delivery.

As identified by the CQC reports, the Medical HDU does not comply with the Department of Health
best practice guidance: Health Building Notice HBN-04.01 and intensive core standards. A plan is
being developed that will enable the medical HDU to be co-located with the surgical HDU enabling
improvements to both the environment and the way in which the unit functions.
The intent of Medway NHS Foundation Trust is to continue as a provider of vascular services
in Kent and Medway. The Trust is part of the Kent and Medway wide Vascular Review with
an outline agreement for services to be delivered on a network model basis. This was tested
with patients at a highly successful engagement event at the end of February 2016.


Developing the West Kent Urology Cancer Centre (WKUCC) to be a centre of excellence for
urology cancer. An action plan has been developed to ensure compliance with the requisites
of maintaining specialist centre status.



The development of an overarching Radiology strategy, the aims of which will be:
o To fully support the Trust in meeting and exceeding national targets
o To provide speedier access for diagnostics for all patient groups
o To work closely with GPs and hospital clinicians to ensure that imaging takes place at
the appropriate time within patient pathways
o Working closely with colleagues within the CCG to identify locations in the
community where appropriate imaging services can be provided, closer to patient’s
homes
o Ensuring staff are supported in their career development and in providing a safe and
effective service reflecting best practice.



The Medway Imaging Department was the 11th in the country to attain accreditation with
the Imaging Services Accreditation Scheme (ISAS). The department is currently working
towards a re-accreditation assessment and there will be an update at the July 2016 Board
meeting. This assessment is intended to demonstrate robust governance processes within
the service.



The directorate continues to work collaboratively with the other directorates to rationalise
our services to provide an optimal patient experience, alongside effective use of the
available resource. A specific example of this is the merger of the surgical and medical
discharge lounges into one central lounge.



There will be a review of the Surgical Patient Enhancement Team (SPET )and the Hospital at
Home with consideration to merging to one team.
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The directorate is actively improving staff experience through task groups to tackle main
retention issues and enhance the employee voice and decision making within the
directorate. We are currently reviewing and improving induction across all programmes as
part of the directorate restructure which have introduced four General Managers, two
Senior Matron, and four Service Manager substantive roles to underpin each of the five
programmes.



An emphasis on partnership working with both internal and external stakeholders and we
are building on stronger relationships with the Finance and Human Resource teams.



General Managers are reviewing all the contracts currently in place with a business centred
focus, in line with data activity, trend analysis and process mapping of all services.



There are a number of large service structure reviews (primarily theatres) to enhance
utilisation and flexibility within the workforce to meet service delivery.



As part of a wider trust recruitment & retention strategy the directorate is looking at
innovative and creative ways to recruit to nursing vacancies and identified business critical
posts, in order to reduce agency spend. This includes the use of social media, values based
advertising and interviews. We are reviewing our current workforce, planning for our future
and building on our proud commitment to diversity.

4.9. Women’s and Children’s Directorate
The Women’s and Children’s Directorate provides four areas of specialist care; Maternity,
Gynaecology, Acute and Community Paediatrics, and Neonatal services. Each service area is
managed separately but there are interdependencies with each other. Each service has received a
“Good” rating from the last CQC inspection in August 2015 with five areas of outstanding practice.
The priorities going forward are to consolidate the good practices and strive to achieve
“outstanding” across all areas.
The Directorate has had a strong leadership team for a number of years. This has been
strengthened by the appointment of a senior nurse (Deputy Director of Nursing), senior operational
manager (Director of Clinical Operations) and three new Clinical Directors. The senior team will give
direction and a strategic steer to further develop all services beyond local expectations. The
underlying ethos of the services is to involve all staff and encourage staff to challenge and be
involved in their service. This is clearly reflected in the last CQC visit where it was reported that staff
felt “supported and had access to training”. The result of this is that “the vision, values and strategy
of the maternity and gynaecology service was driven by quality and safety”.
In 2016-17 the Directorate will focus on the following challenges:
•

Negotiation with the CCG to achieve full Payment by Results funding for all Community
Paediatric services (including Attention Deficit Hyperactivity Disorder and Autism Spectrum
disorder).
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•

Recruiting specialist staff to improve staffing levels across all areas. Currently, the
Directorate has some significant staff vacancies for neonatal specialist nurses, paediatric
trained specialist nurses and in midwifery. Specific recruitment campaigns aimed at
attracting new staff are held frequently and a more flexible approach to recruiting abroad
and supporting our own trainees will be in place for 2016-17. Developing and training of
staff at all levels to provide career progression and attractive jobs.

•

Develop a 5-year Digital Strategy for the Directorate in line with the Trust strategy to
improve efficiency, introduce an electronic patient record and access to the ordering of tests
and then test result reporting. Many staff from the Directorate work outside the hospital in
community clinics and at patients’ homes. Tablet-type technology will help staff have
immediate test ordering and results reporting available improving patient safety and
experience.

•

Develop a strategy to provide a dedicated children’s recovery in order to gain compliance
with NCEPOD and National Children’s Surgery Standards. Improvements to the current
facilities are required for all children’s surgery and will be considered following a review of
children’s surgical services across Kent.

•

Improve access to and follow-up waiting times for Community Paediatric services. Whilst
RTT times are compliant the follow-up waits are considered lengthy. A review of capacity
and demand on staff time will be undertaken to reduce the follow-up interval. Continue to
provide services close to patient’s home using community clinics.

•

During 2015-2016 collaborative work with the local CCG’s saw the introduction and
recognition of paediatric HDU services on the acute paediatric ward. A 4-bedded area was
commissioned giving enhanced paediatric care locally. Again, in collaboration with the
CCG’s we would wish this specialist service enhanced to treat a higher dependency of
patients who have previously had to be transferred to London.

•

Review capacity and demand needs for the Neonatal Unit. Recognising that the population
demographics are constantly changing it is prudent to review the demand for all services. As
the Neonatal Unit provides a level 3 service for Kent and supports an increasing number of
births. The demand for this highly specialised service will inevitably increase.

•

The local CCG has declared intent to re-tender the School Nursing services. The Children’s
Programme, who currently run this service will consider the opportunities this represents to
review and modernise the valued service and to submit a bid to continue running this
service.

4.10. Partnership working
The Trust has embarked upon a programme of external stakeholder partnership. As part of this
process, a Strategy Framing Event was held on the 23rd November 2015, to which a wide number of
senior external and internal partners attended including NHSE, Monitor, Local Councils, CCGs, Health
and Wellbeing Boards (Medway, Swale and Kent) Health Watch (Medway and Kent) and Community
20
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Trust colleagues. The event focussed upon identifying the key strategic questions for Medway,
informed by three key external guests who spoke on the following:




The National Planning Agenda
Kent as a System
The Health Needs of the People of Medway.

The workshop aimed to distil the views of the audience against some key questions including ‘what
issues form our case for change’ and ‘what are the key strategic levers and choices for this locality,
for MFT collaboratively with its commissioners and partners’.
The feedback from the discussions has been recorded in a SWOT analysis summary and will be used
to inform the production of the Sustainability and Transformation Plan (STP). Some key messages
emerging from this session were:


The importance of whole system working and the desire of partners to engage in this
approach



Strong support of delegates for the Trust to take a highly collaborative approach to strategy
development – the workshop was seen as an important step in this collaboration



The need for the Trust to consider opportunities for integrated healthcare delivery with its
partners



The recognition of MFT’s importance as a provider of emergency and elective services in
Kent’s acute services provision.

The Trust also continues to work closely with its partners in respect of the North Kent, West Kent
and Medway Acute Services Strategic Review, being led by CCG colleagues.
5. QUALITY GOVERNANCE ASSURANCE FRAMEWORK REVIEW

5.1. Quality governance arrangements – process
An effective quality management system includes quality control (to keep sound processes reliable
on a daily basis), quality improvement (to decrease variation within and among NHS organisations so
that the best becomes the norm) and quality planning (especially fostering innovative care models
that can deliver better outcomes at lower cost). These principles have been adopted by the Trust in
developing dashboards at Directorate and Board levels in order to provide a seamless approach to
quality management from Board to Ward to Board.
The Trust intends to achieve its goals in a way that is recognisable, measurable and meaningful to
everybody in the community. This means delivering the highest standards in those things the
community consider most important. The Quality Improvement and Assurance Strategy ensures
safety, effectiveness and patient experience initiatives are performance managed, monitored,
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reviewed and outcomes measured. The Trust has introduced a performance model whereby each
Directorate reports monthly to Executives using a performance dashboard which includes outcome
measures which relate to effectiveness, patient experience, workforce and finance. This way of
performance management is a means to ensure quality is owned by front line staff and therefore
embedded in daily practice. The Trust Board reviewed and revised its quality governance
framework during 2015-16 following the restructuring of what were four divisional structures to
three directorates and corporate functions. The new framework has been rationalised and
standardised with clearer reporting and accountability lines. This framework was agreed and signed
off by the Board in September 2015. Our current quality governance committee structure can be
seen below.
Figure 9: Quality Committee Structure

A self-assessment, using Monitor’s Quality Governance Framework has determined the key
elements of the Quality Assurance Strategy. This is linked to an integrated governance approach the
Trust has to adopt to manage its business which ensures all elements of governance are considered
important and not managed in silos. The self-assessment is based on a review of the following
domains and is RAG rated to provide a focus on areas for improvement.
Figure 10: Quality Assurance Strategy
1.Strategy

2. Capabilities and Culture

3. Processes and structure

1A, Does quality drive the Trust strategy?
1B, Is the Board sufficiently aware of potential risks to
quality?
2A Does the Board have the necessary leadership, skills and
knowledge to ensure delivery of the quality agenda?
2B, Does the Board promote a quality focused culture
throughout the Trust?
3A, Are there clear roles and accountabilities in relation to
quality governance?
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4. Measurement

3B, Are there clearly defined, well understood processes for
escalating and resolving issues and managing quality
performance?
3C, Does the Board actively engage patients, staff and other
key stakeholders on quality
4A Is appropriate quality information being analysed and
challenged?
4B Is the Board assured of the robustness of the quality
information?
4C, Is quality information used effectively?

This framework is supported by robust evidence and regular monitoring via the operational (QIG)
and the Quality Assurance Committee (QAC). Following re-structuring of the Divisions, the Trust will
also review the directorate teams driving the quality agenda to support the clinical directors. Each
of the clinical directorates will have patient safety, governance and audit leads, which are either a
Consultant or Head of Nursing/ Midwifery. Governance meetings will follow a standard agenda,
terms of reference, and ensure they are escalating and reporting issues/success via the performance
meetings, the appropriate use of risk registers and via reporting mechanisms to relevant
groups/committees. The number of specialty governance meetings required will be proportionate to
the size of the directorates.

5.2. Quality governance arrangements – people
The Trust Board has a Chief Quality Officer who incorporates the responsibilities of Quality,
Informatics and Information Technology. The Chief Quality Officer working with the Medical
Director and the Director of Nursing with the executive team will drive the quality agenda of the
organisation. In addition the new Directors of Clinical Operations, with the Clinical Directors and
Senior Nursing teams supporting the clinical divisions to ensure high quality services are embedded
across the organisation. Each of the clinical divisions has patient safety, governance and audit leads,
who are either a Consultant, Deputy Director of Nursing or Head of Profession.
6. OPERATIONAL REQUIREMENTS AND CAPACITY

6.1. Physical capacity
The physical capacity and condition of the Hospital has continued to constrain clinical activity,
performance and patient flow and has a direct impact upon patient experience. The first step in
resolving these issues has focussed upon the ED refurbishment project, previously approved at
£13.4m that progressed well during 2015-16 both in accordance with the project timetable and the
budgeted forecast cost. The most significant specific initiatives continuing, commencing or
completing in the coming year will be as follows;
Completion of The ED refurbishment is the cornerstone of improving the patient flow into and
through the hospital. The project is scheduled for completion in late 2017. It will provide
improvements to the design of the ‘Majors’ and ‘Resuscitation’ areas reflecting the latest levels of
emergency care demand and reflecting best practice in relation to technology and flow. It will also
include an adjacent Clinical Decisions Unit further enhancing the ability to avoid admission but
provide high quality care. The Board has previously supported a full redevelopment of the ED facility
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at MFT. This redevelopment is part complete, on plan and on budget. The next stage is however
being reviewed by the Board with this review being supported from National Clinical Champions
including Monitor colleagues, GST Health Planners from an Estates perspective and from the DH
funding unit. This will ensure it is designed in the best possible way, clinically it delivers and it is
funded, procured and commissioned in line with best practice and is value for money. Current
thinking is additional funding will be required for this development above the amounts previously
forecast.
A bed base review will inform a programme of re-designating of wards and redesigning ward
facilities throughout the hospital and will also closely correlate with a planned re-design of patient
pathways across adult medicine. This will occur after the establishment of the new medical model
as ambulatory principles bed in and we can identify the demand for each area.
A significant IT and communications systems programme including Real time Bed Management,
Electronic Order Communications, Electronic Document Management and a replacement Telephony
system.
The establishment of an Endoscopy suite as the Trust does not currently have enough endoscopy
capacity and so the diagnostic backlogs have increased significantly. This has necessitated the
utilisation of expensive offsite capacity which involves patients travelling significant distances. The
2015 JAG accreditation visit also identified issues with single sex accommodation and activity being
below expected national thresholds. The requirement is therefore to develop a model of service
provision that will meet expected activity requirements and will necessarily involve the expansion of
current facilities. This is likely to require further endoscopy rooms with required support rooms to
service them.
Medical HDU due to a recent CQC review has identified a specific requirement for the Trust to
ensure compliance with Health Building Note HBN-04.01.and intensive care core standards. The full
implications of this recommendation is being identified by the Trust and this will involve an increase
in capacity for this service, and colocation to SHDU/ITU.
Breast unit Accommodation has previously been identified as a risk due principally to a lack of room
and capacity to meet an escalating demand for scans.
The condition of the fabric of the hospital building as much of the hospital site is over 100 years of
age, is in a poor state of repair and is not suitable for the provision of modern healthcare. The
backlog maintenance requirement amounts to around £38m and is to be addressed as part of a five
year programme of works. Additionally the provision of lifts throughout the hospital is considered to
be poor both in terms of capacity and condition and it is planned that during the coming year a
comprehensive survey and scoping plan will be carried out in order to address this important aspect
of patient transport.
Parking due to the limited capacity of the site to accommodate patient and visitor parking continues
to have a significant impact upon the patient experience at Medway. It is planned that further
initiatives within an integrated transport policy will address this issue.
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Funding
Early plans are in place within the Initial Capital Programme. Some will start in year, some will
complete, and some will only be planned.

6.2. Workforce
Workforce and Clinical Leadership are key programmes to support the delivery of Medway’s
Strategic Objectives and Recovery Plan.
The Workforce Plan has been developed to provide a Trust approach to workforce challenges faced
by the organisation and has been refreshed to support the delivery of the clinical directorate’s Key
Priorities for 2016-17. The Workforce Plan has the following objectives:
•
Reduce agency usage and cost in the Trust through the introduction of an in house bank and
increase recruitment and retention to ensure safe staffing levels;
•

Engage staff through the Trust’s new vision and values to ensure ongoing culture change
within the organisation.

•

Have a culture of zero tolerance of behaviours outside the values.

•

Develop all clinical skills including those provided by universities to ensure a capable clinical
workforce.

•

Development of leadership skills and in house management programmes to ensure
consistent, high standards of leadership performance.

•

Embrace and enable technology to enable process improvement, streamline workforce
process and produce effective workforce KPI's. The clinical directorates have, with finance
and HR supporting them, built their establishment (workforce) requirements bottom up by
reviewing each department.

Following a review of maternity establishments in 2013 to deliver a 1:29 ratio, particular focus has
been given in 2015-16 to the Emergency Department and inpatient wards.
As part of this review the divisions have looked at key performance indicators (KPIs) which include
the following: turnover, sickness absence, vacancy rates and temporary staffing usage.
There are a number of key areas identified by the clinical directorates where the Trust has significant
vacancies and business critical posts; in particular Band 5 nursing staff on the wards and junior
doctors. The implementation of a Recruitment and Retention Strategy will support the Trust to
address the current vacancies and retain the staff to provide quality patient care.
The Clinical Leadership programme is also in place and supported by GST.
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7. PRODUCTIVITY, EFFICIENCY AND CIPS

7.1. Efficiency Requirement
The national efficiency requirement is set at 2% which, for MFT, would mean cash releasing savings
of £6.3m. However, due to the previous year’s financial performance the Executive Team have set a
target for the organisation of 4% for 2016-17. This equates to a value of £12.6m.

7.2. Delivering the savings
The target for 2016-17 is a challenge, particularly ensuring that changes improve the quality of care,
efficiency and effectiveness, and patient experience. To ensure proposed schemes are robust,
deliverable and will not negatively impact on patient care the Trust has developed a governance
framework for the approval of CIP schemes. This involves sign off from the Director of Nursing,
Medical Director and the Chief Quality Officer of both the scheme and the Quality Impact
Assessment. The governance of savings will follow a four stage gateway review:

These gateways will ensure that all project initiation documents are robust and signed off through
divisions and that all CIPs requiring QIAs are developed and signed off through the star-chamber.
A programme of transformational service redesign projects is in development to deliver
improvements in services and identify and deliver additional efficiency opportunities. This will
include integration of quality improvement and SLR reviews. Schemes have been identified to 85% of
the £12.6m target and currently are RAG rated below this value as the plans in progress work
through the gateway process. Once RAG rated this reduces the value to c£7m and RAG ratings will
improve as plans develop and new plans added.
8. FINANCIAL PLAN

8.1. 2015-16 Financial Outturn
The Trust reported a deficit of £52.5m for 2015-16. This is adverse to the original planned deficit of
£22.5m submitted in May 2015. After adjusting for non-recurrent items and including the full year
effect of income and expenditure agreed during 2015-16 the normalised deficit budget for 2015-16
is £55.3m as detailed in Figure 11.
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Figure 11: 2015-16 Normalised Position

8.2. 2016-17 Financial Overview
Applying inflation assumptions to the 2015-16 normalised budget of £55.3m results in an opening
deficit budget for 2016-17 of £60.4m as shown in Figure 12.
Figure 12: Opening Budget including inflation assumptions

The Trust’s 2016-17 budget is a deficit of £43.8m as detailed in Figure 13. Figure 14 includes the
Trust’s Summary Statement of Comprehensive Income (SOCI).
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Figure 13: 2016-17 Budget

Figure 14: Statement of Comprehensive Income

Statement of Comprehensive Income (SOCI)
Income:
Clinical Income
(inc. Drugs and non NHS clinical income)
Other
Expenditure:
Pay
Drugs
Other Non-Pay

EBITDA:Surplus/ (Deficit)
Depreciation & Other
Net Interest
PDC Dividend
Net Surplus/ (Deficit)

2015/16
Outturn

2016/17
June Plan

(£m)

(£m)

231.8

253.1

23.2

23.4

255.0

276.5

-196.6
-28.1
-68.8

-209.0
-30.6
-67.7

-293.5

-307.3

-£38.5
-9.8
-1.1
-3.1
-14.0
-£52.5

-£30.8
-9.7
-2.1
-1.3
-13.1
-£43.8
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Cost pressures included in the 2016-17 budget are detailed in Figure 15.
Figure 15: Cost Pressures

The Continuity of Services Risk Rating (COSRR) generated by the plan is shown in Figure 16. Due to
the Trust’s planned deficit it is not possible to deliver a higher score than 1 in each quarter. This
score is anticipated to continue for the next few years as the Trust improves its financial
performance towards a breakeven position.
Figure 16: 2016-17 COSRR

Liquidity Ratio
Capital Servicing Capacity
Weighted COSRR

Q1
1
1
1

Q2
1
1
1

Q3
1
1
1

Q4
1
1
1

8.3. Income
As shown in the summary SOCI, the current income plan for 2016-17 is £276.5m. The key
components of this are:
 Clinical income equating to £253.1m - this includes emergency department attendance,
outpatients, inpatients, block payments, commissioning for quality and innovation payments
(CQUINs), high cost drugs income and smaller amounts for private patients and Income Cost
Recovery Scheme. It also includes £8.4m of Sustainability & Transformation income; and
 Other income equating to £23.4m - this includes education and training, research and
development, services to other providers and other non-clinical income.
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The 2016-17 clinical income plan is based on 2015-16 activity and takes account of seasonal
variation. Due to the increased scrutiny from the Tripartite regulators, collaborative discussions have
commenced to jointly agree activity and income baselines for inclusion in the contract.
The Trust contract for specialised services with NHS England no longer includes a marginal rate
adjustment as per national guidance.

8.4. Expenditure
As shown in the summary SOCI the current expenditure plan for 2016-17 is £320.3m.
The key components of this are:
 Pay £209.0m
 Drugs £30.6m
 Other non pay £67.7m
 Depreciation, interest and dividend payable £13.1m
The 2016-17 plan includes a general contingency of £1.75m and a £1.5m income contingency.

8.5. Cash
The opening cash balance for 2016-17 is £5.6m. The cash position throughout the financial year will
remain critical due to the forecast revenue deficit and the proposed level of capital investment. The
draft plan assumes significant pressures throughout the financial year due to the timings of the
revenue deficits and capital programme.
The 2016-17 cash plan assumes a cash advance from our three main commissioners. This is equal to
1/6th of the contract value in April 2016, with the balance of the contract payments spread evenly
during the financial year on a monthly basis.
The Trust has requested that external funding will be provided totalling £43.8.m for revenue support
and £17.9m for capital expenditure. £3.7m of the capital loan funding and £7.1m PDC funding has
already been approved and the Trust will need to produce further business cases for the external
loans during 2016-17 following this operational plan submission.

8.6. Capital Investment Programme
The proposed capital programme for 2016-17 equates to £28.2m. The capital programme is
extensive and reflects the continuing requirements of the Trust’s 18 month recovery plan. A key
element of the capital plan for 2016-17 is the continuation of the major refurbishment of the
Emergency Department together with the need to address operating capacity, patient flow and
patient experience issues throughout the hospital. The age and condition of much of the Trust’s
operational areas means that a refurbishment programme is required in order to ensure that
services are provided from premises that are fit for purpose and fully comply with relevant
regulatory guidance. The Trust Executive Team with the clinical Directorates as part of business
planning has assessed investment priorities and risks for the coming financial year.
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The table below shows an overview of the proposed capital programme and the proposed sources of
funding.

Figure 17: Proposed capital investment summary
Summary of Proposed Capital Investment 2016-17
Recurrent Estates and Site Infrastructure projects
Medical And Surgical Equipment Programme
IM & T Specific Projects and Infrastructure programme

A & E department
Clinical and non clinical schemes to support Trust recovery plan

Capital programme contingency
Total Forecast Investment 2016-17

Proposed Source of Capital Funds 2016-17
Internal Funds- Depreciation Forecast
Movement in Creditors
Total External Funding requirement

£000's

Note

5,061 Specific Programmes to maintain and improve the structure and condition
of the Estates
1,520 Prioritised list of medical devices and equipment replacements
5,900 Continued Implementation of Health Informatics Strategy and Clinical
Systems Development Roadmap, Inc. Bed Management, Track and Trigger
and Order Communications
11,839 Ist stage of Phases 4 & 5 Including majors, RESUS, and CDU Facilities
3,380 Includes CT Scanner, Theatres Reconfiguration/ Endoscopy and ward
improvement/ GS1 Stock Control and Final phase of critical care
monitoring system
500
28,200

£000's
-9,692
-630
17,878

Proposed Sources of External Funding
Sale of Assets

-250

Currently Agreed Loan B/Fwd. (BAU Investments)

-1,450

Currently agreed part loan for Emergency Department (B/fwd.)

-2,300

Currently Agreed PDC funding for ED

-7,066

Additional External Funding requirement

6,812 Net Additional Capital Funding requirement

Additional External Funding requirement consists of:

2,473 2016-17 additional funding required ED project
4,339 2016-17 additional capital funding Business as Usual programme
6,812

Business cases are required for all new schemes or “equipment” replacement schemes. Medical
equipment replacements will be approved via the Medical Devices Equipment Group. Directorates
are responsible for completing the required paperwork aligned with our standing financial
instructions (SFI’s).
The proposed capital programme will be financed from both internal and external sources. Funds
that have been generated internally during the year and retained as a provision for depreciation will
amount to an estimated £9.69m together with a projected movement in creditors of £0.63m.
External finance will consist firstly of £10.81m that has previously been approved by DH and which is
made up of £9.36m relating to the ED refurbishment and £1.45 relating to other ‘business as usual’
projects. The Trust is also planning the disposal of surplus assets and is currently estimating net
proceeds on sale of around £0.25m. The remaining requirement of £6.81m in order to finance the
2016-17 capital programme will be sought as an additional loan. This loan will consist firstly of
£4.34m relating to specific business critical projects which includes the initial works for Endoscopy
facilities, an extensive systems implementation programme for IT and Communications and the
requirement for an improved Medical HDU. The second part of the 2016-17 proposed capital loan
amounts to £2.47m, which relates specifically to the 2016-17 ED refurbishment works.
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8.7. Risk assessment
There are a number of key risks to our financial plan, which have been identified as follows:
8.7.1. Contract negotiations not complete before the start of the financial year
We are in the process of finalising negotiations on clinical income contracts with CCG
commissioners. The plan has been based on internal assumptions to date due to a financial
gap between the Commissioners offer and the Trust view. Escalation meetings are in
progress to try and resolve before formal arbitration is considered. At this early point in the
process, no agreement has been reached regarding the level of increased elective activity
required to reduce the Trusts’ RTT backlog in line with a trajectory to reach sustainable
levels during 2016-17.
8.7.2. Commissioning for Quality and Innovation Payment (CQUIN) Risk
The draft plan assumes 80% achievement of the 2.5% CQUIN target during 2016-17. The
Trust has had several meetings with the CCGs to discuss the local CQUIN requirements which
will continue to be developed and included in the final contract. Progress will be included in
the monthly Integrated Quality and Performance report.
8.7.3. Inflation Risk
Should inflation rise above the projected levels, this would impact on the financial position.
8.7.4. Agency Spend
There is an assumption that Trust is able to deliver the agency caps set out for 1st April 2016,
and that the Trust requirement for temporary staffing will not increase. If recruitment and
retention worsen and the Trust continues to be heavily reliant on agency staffing, this may
come at a higher cost than projected.
8.7.5. CIP Risk
The 4% efficiency target, which equates to £12.6m, represents a challenging target for the
Trust at this time, and is higher than the 2% national guidance. The improvement plan put in
place following the CQC inspection could adversely affect the delivery of this both in terms
of cost increases to invest in quality, and time and resource being deployed to focus on
other areas instead of efficiency schemes. The introduction of an improved gateway process
for confirmation and embedding of the savings that can delivered will give greater control
and assurance but will slip delivery potentially by up to a month on schemes.
8.7.6. Capacity Risk
A large proportion of our proposed capital programme relates to building and structural
changes, particularly relating to the Emergency Department. This presents a risk to capacity
whilst these changes are taking place. Therefore, activity could be lower than planned during
periods of building work.
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8.7.7. Capital Risk
We have a significant proposed capital programme for 2016-17. There are two main risks
relating to this. The first risk is the financing requirement to enable the proposed capital
programme to be delivered within the financial envelope. The second risk is that delays
against the planned schemes occur and this results in an activity or governance risk.
8.7.8. Cash Risk
The Trust has assumed continued DH support during 2016-17. The Trust cash plan includes
receiving a cash advance in April 2016 from our main commissioners (Medway, Swale and
Dartford Gravesham & Swanley CCGs) that is unwound during the rest of the financial year.
The additional risk remains timing of over / under performance.
Further cash risk surrounds the conditions on existing and any new loans from DH and the
Trust’s ability to meet those conditions.
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