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Public Meeting of the Trust Board  
Date: On 06 July 2017 at 1.30pm – 4.00pm 
Location: Maidstone Suite, Bridgewood Manor Hotel, Walderslade Woods, Chatham 

ME5 9AX 

Item  Subject Presenter Time Action 

1.  
 
Patient Story 
 

Karen Rule 1.30pm 
Discuss 

Opening of the Meeting 
2.  Chair’s Welcome Chairman 

2.00pm 

Note 

3.  Quorum Chairman Note 

4.  Register of Interests Chairman Note 

Meeting Administration 

5.  Minutes of the previous meeting 
held on 6 June 2017 Chairman 

2.05pm 
Approve 

6.  Matters Arising Action Log  Chairman Note 

Main Business 
7.  Chair’s Report Chairman 2.10pm Note 

8.  Chief Executive’s Report  Chief Executive 2.15pm Note 

9.  

Strategy  
 

a) STP Update 
 

b) Kent and Medway Service 
Models and Hurdle Criteria 

 
c) Trust Improvement Plan 

 
 
Chief Executive 
 
 
 
 
 
20-20 
 

 
 
2.25pm 
 
 

 
 
Note 
 
Discussion 
& Support 
 
 
Discussion 

10.  
Quality  
 

a) IQPD 
 

 
 
Executive  
 

 
2.45pm 

 
 
Discussion 
  

11.  
Performance 
 

a) Finance Report 

 
 
Director of Finance 

 
 
2.55pm 

 
 
Discussion 
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b) Communications Report 
 

Director of 
Communications 
 

Discussion 

12.  

Governance 
 

a) Corporate Governance 
b) Board Assurance Framework 
  

 

 
 
Director of 
Corporate 
Governance, 
Compliance, Legal 
& Risk  

 
 
3.05pm 

 
 
Assurance 
 

13.  
People  
 

a) Workforce Report 
 

 
 
Director of HR & OD 
 

 
 
3.15pm 

 
 
Assurance 
 

For Approval 

14.  Audit Committee Terms of 
Reference 

Director of 
Corporate 
Governance, 
Compliance, Legal 
& Risk 

3.25pm 

Approve 

15.  Medical Appraisal and Revalidation 
Annual Report Medical Director 3.35pm  

Approve 
Reports from Board Committees 

16.  Quality Assurance Committee 
Report QAC Chair 

3.45pm 

Assurance 

17.  Finance Committee Report Finance Chair Assurance 

18.  Audit Committee Report Audit Chair Assurance 

AOB 

19.  Council of Governors’ Update Governor 
Representative  

3.55pm 

Discussion 

20.  Any other business Chairman Note 

21.  Questions from members of the 
public relating to the Agenda Chairman Discussion 

Close of Meeting 

22.  Date and time of next meeting: 3 August 2017 
Boardroom, Post Graduate Centre, Medway Maritime Hospital 
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MEDWAY NHS FOUNDATION TRUST  
 

REGISTER OF INTERESTS FOR BOARD MEMBERS  
 

1.  Ewan Carmichael 
Non-Executive Director 

 Timepathfinders Ltd 
 Member of the Corporate Trustee of Medway 

NHS Foundation Trust Charitable Funds 
2.  Darren Cattell  

Director of Improvement 
 Director and shareholder of Mill Street 

Consultancy Limited 
 Member of the Corporate Trustee of Medway 

NHS Foundation Trust Charitable Funds 
3.  Stephen Clark 

Chairman 
 

 Pro-Chancellor and chair of Governors 
Canterbury Christ Church University 

 Deputy Chairman Marshalls Charity 
 Chairman 3H Fund Charity 
 Non-Executive Director Nutmeg Savings and 

Investments 
 Member Strategy Board Henley Business School 
 Business mentor Leadership Exchange Scheme 

with Metropolitan Police 
 Member of the Corporate Trustee of Medway 

NHS Foundation Trust Charitable Funds 
 Chair of the Medway NHS Foundation Trust 

Integrated Audit Committee 
 Access Bank UK Limited – Non Executive 

Director 
4.  James Devine 

Director of HR & OD 
 Member of the London Board for the Healthcare 

People Management Association 
5.  Lesley Dwyer 

Chief Executive 
 Member of the Corporate Trustees of Medway 

NHS Foundation Trust Charitable Funds 
6.  Diana Hamilton-Fairley 

Medical Director 
 Director of Education Transformation at Guy’s 

and St. Thomas’ Hospitals NHS FT 
 Member of London Clinical Senate Council 
 Elected Fellows Representative for London South 

for RCOG 
 Member of the Corporate Trustee of Medway 

NHS Foundation Trust Charitable Funds 
7.  Anthony Moore 

Non-Executive Director 
 Member of the Corporate Trustee of Medway 

NHS Foundation Trust Charitable Funds 
 
 
 
 
 

8.  Joanne Palmer 
Non-Executive Director 

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

 Director of Lloyds Bank (Fountainbridge 1) 
Limited 

 Director of Lloyds Bank (Fountainbridge 2) 
Limited 
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 Director of Halifax Premises Limited 
 Director of Gresham Nominee1 Limited 
 Director of Gresham Nominee 2 Limited 
 Director of Lloyds Commercial Properties Limited  
 Director of Lloyds Bank Properties Limited  
 Director of Lloyds Commercial Property 

Investments Limited 
 Director of Target Corporate Services Limited  

9.  Karen Rule 
Director of Nursing 

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

10.  Jan Stephens  
Non Executive Director  

 Trustee of Medway Youth Trust  
 Member of the Corporate Trustee of Medway 

NHS Foundation Trust Charitable Funds. 
11.  Tracey Cotterill 

Director of Finance and 
Business Services 

 Member of the Corporate Trustee of Medway 
NHS Foundation Trust Charitable Funds. 
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 Meeting in Public  
Board of Directors Meeting in Public on 01/06/2017 held at Trust Boardroom, 
Postgraduate Centre, Medway Maritime Hospital 

Members: Name: Job Title: Initial 

 Mr S Clark Chairman SC 

 Mrs L Dwyer Chief Executive  LD 

 Mr J Billings Non-Executive Director JB 

 Mr E Carmichael Non-Executive Director EC 

 Mrs T Cotterill Director of Finance and Business Services TC 

 Mr J Devine Director of HR & OD JD 

 Mr T Moore Non-Executive Director TM 

 Mrs J Palmer Non-Executive Director JP 

 Mrs K Rule Director of Nursing KR 

 Mr M Spragg Non-Executive Director MS 

 Mrs J Stephens Non-Executive Director JS 

 Dr D Hamilton-Fairley Medical Director  DH 

Attendees: Ms G Alexander Director of Communications GA 

 Mrs L Stuart Director of Corporate Governance, Risk, 
Compliance & Legal 

LS 

 Mr C Bradley Director, 20/20 Delivery (item 8 only) CB 

 Ms Edyta McCallum R&D Manager (item 15 only) EM 

 Mr J Lowell Director of Clinical Operations, Acute and 
Continuing Care Directorate 

JL 

 Ms N Meadows Assistant Company Secretary NM 

 Mr B Stevens Director of Clinical Operations, Co-ordinated 
Surgical Directorate 

BS 

 Dr. Rhydian Harris Junior Doctor (item 1 only) RH 

 Dr. Imran Malik Junior Doctor (item 1 only) IM 

 Dr. Kira Farrell Junior Doctor (item 1 only) KF 

 Dr. Luliana Clark Junior Doctor (item 1 only) LC 

 Mrs D King Governor Board Representative DK 
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Apologies: Mr. Darren Cattell Director of Improvement DC 
 
 
1 MediLead & Human Factors  

 
1.1 The Chief Executive welcomed Dr. Rhydian Harris (RH) and his colleagues from the 

MediLead Team Programme.  
1.2 The presentation and short film drew attention to how simple human factors such as 

distraction could have detrimental consequences for patients. It was noted that there 
are methods of managing human factors and this includes situational awareness and 
the use of cognitive aids. 

1.3 RH explained that the work the MediLead group undertook in human factors was a 
quality improvement initiative aimed at fostering staff and patient engagement and a 
better environment for patients.  HOWDY is a mnemonic used as a cognitive aid for 
all interactions with patients. 

1.4 Through the video presentation the Board saw how the patient’s story becomes “our 
story” with the HOWDY approach. HOWDY provides prompts to encourage patients 
to be actively involved in the consultation as well as providing a clear structure for a 
consultation. 

1.5 LD commented that the approach was interesting and could be used across the 
Trust. SC thanked the team on behalf of the Board, governors and members of the 
public. 

 
2 Welcome and Apologies for Absence 
2.1  The Chairman welcomed everyone to the meeting.  Apologies were noted as above.  
 
3 Quorum 
3.1 The Chairman confirmed that a quorum was present. 

4 Register of Interests 
4.1 The Chairman noted that the register of interests had been included in the board 

pack and if there were any changes required to be made they should be passed to 
the Trust Secretary.  TC advised that she needed to be added to the register. 
ACTION: TC’s entry to be added to the register of interests  

 
5 Minutes of the Previous Meeting 
5.1 DHF advised that Dr Kirti Mukherjee had attended the last Board meeting on her 

behalf and needed to be added to the attendees list. 
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5.2 The minutes of the meeting held on 4 May 2017 were APPROVED for signature as a 
true and accurate account of the meeting subject to minor amendments.    

 
6 Matters Arising – Action Log 

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

 0369 – Action closed; 
 0376 – KN advised that a report on incidents resulting in death would be provided to 

the July Board meeting; 
 0377 – LD advised that the BAF report would be included monthly from July onwards; 
 0378 – LS advised that this was not a specific action and related to Executives taking 

ownership and responsibility for the risks they were responsible for; it was therefore 
closed on the action log; 

 0379 – KN advised that wider work was already underway in the Trust on providing 
secure safekeeping of patients’ property; the action was therefore closed on the 
action log; 

 0381 – DHF advised that the Emergency Department had not experienced an 
increase in Spice drug issues; the action was therefore closed on the action log. 

7 Chair’s Report 
7.1 The Chairman commented on CQC follow up and the good progress made so far. He 

noted that the hard work would continue relentlessly. 
7.2 The Chairman made reference to the recent Staff Awards Ceremony. He commented 

that it was a successful event which epitomised the enthusiasm and hard work of 
staff. 

7.3 The Chairman advised the Board that one of the areas that needed improvement 
was Health and Safety. He explained that the Audit Committee would review the 
position in detail on behalf of the Board. 

 
8 Chief Executive’s Report 
8.1  The Chief Executive presented her report which was taken as read and it was noted 

that: 
 The Trust had made a significant progress on its improvement plan (which is 

now in phase 3) since the meeting attended by LD and SC with Simon Stevens, 
Chief Executive of NHS England on 9 May, together with CCG colleagues 
where the need to meet the 4 hour target in the Emergency Department (ED) 
was raised. 

 The Trust improvement plan covers a number of workstreams including quality, 
workforce, finance and digital which would lead to better services for patients. 
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8.2 LD explained that she was pleased with the progress and results of the Better, Best, 
Brilliant flow month to date. 

8.3 TM requested details of where the oversight of the CQC action plan is and he was 
advised that it is currently monitored in the Quality Improvement Group with onward 
reporting to the Board via the Quality Assurance Committee. 

9 Strategy 
STP Update 
9.1 LD explained that due to pre-election publicity restrictions (“purdah”), she would delay 

reporting on STP developments in public until after the General Election.  
 
Trust Improvement Plan 
9.2   The Chief Executive welcomed BS and CB (20/20) to the meeting. LD noted that the 

Board approved the business case for the appointment of 20/20 delivery to support 
the Trust in the Better, Best, Brilliant Improvement Plan.   

9.3  There was a presentation in relation to the Improvement Programme which had been 
focusing on flow to improve ED performance and it was shown that 4 hour 
performance had improved immediately and a 7 day rolling average had hit 95%. It 
was noted that the Trust was placed 4th nationally on one day in week 3 of the plan. 

9.4    BS noted that individual key performance indicators were looking better. Flow of 
medical patients out of ED was the biggest opportunity where 4 hour performance on 
admitted patients had improved by 50%. Average time to triage from time of arrival 
had reduced from 16 minutes to 10 and was now averaging 5 to 7 minutes. There 
was now a significantly lower time in ED as time between Decision to Admit (DTA) 
and leaving ED had reduced greatly. 

9.5 There was a discussion around the Trust’s position in relation to other trusts being a 
key way to measure success. LD noted that an update on where the Trust is on a 
broader basis would be provided.  

9.6   BS noted that with improved performance, focus was now on sustaining changes and 
identifying further opportunities. He explained that whilst the plan to expand capacity 
of Lister ward would be looked into in the long term, there would be immediate focus 
on discharge procedures (TTOs, EDNs) and board rounds in specialty wards. BS 
concluded that the Trust had invested in improving ED performance but had also 
learnt lessons on how to develop pathways and run improvement teams in the future. 

9.7 JS commented that some of the Trust’s Professional Standards do not appear 
challenging in light of the need and recent improvement in flow and BS agreed that 
the metrics in the Standards do need to be reviewed. 

9.8 TM asked whether the changes were sustainable and LD responded that the focused 
work on the 4 hour target had required collective, whole hospital effort and zero 
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tolerance of non-achievement.  The programme had created a level of energy and 
expectation, with agility and communications being central to delivery. 

9.9 KR added that the recent Executive visits to ward areas had demonstrated that staff 
were positive about the changes but they had experienced and worked through a 
period of disruption.  It was recognised that staff needed to be supported through 
organisational development work subsequently. 

9.10 BS advised that staff views were being captured on what had changed for them and 
the organisation and how they thought it could be sustained. 

9.11 SC advised that the ED progress should be replicated in other areas of the Hospital. 
SC congratulated BS and the team for success so far. 

 
10 Quality 
Integrated Quality and Performance Dashboard 
10.1 The report and dashboard for April performance was taken as read. KR noted that 

the Trust was awaiting feedback from the CCG in relation to infection control. She 
noted that there were no Clostridium difficile cases for April 2017. There were no post 
48 hour MRSA cases within the same period.   

10.2  KR explained the current position for Serious Incidents (SIs) noting the issues with 
timing. KR advised that there was a significant increase in incident reporting adding 
that the Trust was top of the national league table for appropriate reporting.  

10.3  KR noted that as at 30 April, there were a total of 92 open SIs, some of which were 
within the allocated timeframe and others that were not. Of the breaching SIs, 37 had 
been presented to the CCG (represented in 7 final reports). Additional information 
had been requested in relation to these 7 final reports prior to closure of the 37 SIs 
and this was currently being progressed. KR noted that there had been 16 SIs 
submitted for closure at the 7 April CCG SI Closure Panel. Whilst 9 of these were 
closed, 7 reports required additional information prior to closure.   

10.4  KR outlined the proposal that SIs are reported quarterly and advised that an SI 
monitoring group meets monthly and that the first report would go to the July Quality 
Assurance Committee (QAC).  

10.5  On Deprivation of Liberty Safeguarding (DOLS) KR noted that the Local Authority 
had acknowledged (by email) its inability to manage referrals within statutory 
timescales and therefore it was authorising a 7 day extension automatically with each 
application. She highlighted the risk this poses to the Trust. KR advised that she was 
writing formally to the Local Authority on the matter. She noted that the awaited 
national review into DOLS had been published and that it was likely for the DOLS 
framework to be extended to patients from age 16 rather than 18 and for acute trusts 
to take responsibility for assessments.    

 Page 9 of 452.



2017.06.01 Public Board Minutes  

10.6 In response to a question from JP, KR advised that the probability of restraining 
patients unlawfully was low because the Trust had taken mitigating actions such as 
enhancing the management of care of such patients and if the situation deteriorated 
there was an immediate escalation to the Local Authority.  It was explained that the 
Dementia Nurse specialist and Safeguarding Team manager do a review of patients 
that have stayed over 10 days. DHF noted that a backlog in DOLS assessments was 
a national problem as local authorities struggled to meet demand. 

10.7  KR noted the 2016 National Survey which had just been published. The survey was 
in respect of patients who were under the Trust’s care in July 2016. She explained 
that there had been significant improvements since last summer when the survey 
was taken but the results had been disappointing.  KR advised that the results would 
be triangulated with other patient experience data and a detailed paper would be 
taken to the Executive meeting. 

 Action:  KR to prepare and submit a patient experience report to the Executive 
Group 

10.8  On data quality, KR commented that efforts were being made to identify areas that 
needed improvement. Feedback was expected from patients so as to fill gaps. 
Details gathered from this exercise would be taken to the QAC and the Board. KR 
noted the positive meeting held with CQC Relationship Manager where the Trust’s 
Improvement plan was seen to be on track with no reds. However due to purdah the 
CQC had not released any information but hinted at bi-annual unannounced visits to 
be followed up by a well led unannounced visit. 

10.9  The Board noted that improvement had taken place in mixed sex breaches.  
10.10  The Hospital Standardised Mortality Ratio (HMSR) had decreased slightly to 100.8 

when compared to the previous rolling 12 month period. The Trust remained within 
benchmarked limits when compared to other trusts.  

10.10  TM commented that there were mixed messages about staffing and JD explained 
that figures need to be reviewed in the context of the safe staffing review and Cost 
Improvement Plans. 

10.11  RTT performance had seen a small increase in performance at 76.97% from 76.24%, 
slightly under the revised trajectory of 78.5% following the elective pause.  It was 
noted that the steady improvement in that area will continue until January 2018. It 
was noted that there were no particular concerns in this area.  BS advised that 
although there was a slight increase in 52 week waits, all patients had plans in place 
and clinical harm reviews were undertaken to ensure there was no harm.  BS advised 
that specific action plans were in place for specialty problem areas. 

10.12  BS advised that cancer targets had not all been achieved. The 2 week wait 
performance had decreased to 71.82%. This was due to an ongoing consultant 
vacancy which has now been filled. Performance improvement plans are in place for 
62 day GP Referrals for Urology and Lower GI.   

 Page 10 of 452.



2017.06.01 Public Board Minutes  

   
11  Performance 
Finance Report 
11.1 TC tendered apologies to those who expected a month 1 report as the focus had 

been on finalisation of the annual accounts. TC explained that she had agreed this 
approach with the Board Chair and the Finance Committee Chair.  

11.2  TC noted that there was focus at finance committee on considering the overall plan 
and a risk based approach to delivery in order to determine key risks which need to 
be addressed.  

11.3  TC advised that the contract work plan was identified as a risk to the Trust. TC noted 
that work was ongoing to refine the work plan and  

11.4 TC noted that the annual plan financial position for 2017/18 includes a CIP budget of 
£12.6m to enable the Trust achieve the control total and secure STF funding. She 
added that the financial recovery plan was being developed and was focusing on 
delivery of an enhanced stretch of £16m and that, to date, schemes to the value of 
£8.1 had been identified.  Clinical teams had been asked to consider how gaps can 
be bridged. 

11.5  TC noted that month 1 performance numbers reported to NHSI were in line with the 
planned deficit.  She added that further capital prioritisation will be needed as it was 
not likely that loan funds would cover all needs. 

11.6  TC advised that the risk adjusted deficit forecast was currently £(39.8)m, however TC 
commented that it was expected early in the year for the risk adjusted forecast to be 
adverse to plan as not all risks had yet been mitigated, but that this would converge 
towards the planned outturn as mitigations were put in place. She advised that a 
recovery plan and 20/20 resource would be deployed to support this. 

 
Communications Report 
11.7 The Board noted the report. GA noted that the Trust had embarked on phase three of 

its improvement plan with an initial focus on improving flow through the hospital and 
increasing the number of patients waiting less than four hours to be seen in ED. She 
explained that staff communications activity had largely focused on this. 

11.8 GA noted that it had been an intensive period of communicating to staff as messages 
were done on a daily basis. This would be continued in the next few weeks.  

11.9  GA commented that there had been a number of campaigns to engage staff in 
improving care. The hand hygiene campaign was one of these. It was noted that this 
was the best way to prevent the spread of infectious diseases in the Trust as well as 
being the professional duty of staff. 
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11.10  It was noted that the Trust was supporting the international What Matters to You day 
on 6 June. The day aims to encourage more meaningful conversations between staff 
providing care and patients, families and carers. The feedback would help influence 
improvements in future.  

11.11  GA drew the Board’s attention to the good press coverage regarding the recent Staff 
Awards Ceremony. 

11.12 GA advised that a members’ event on 9 May was used as an opportunity to screen 
“Barbara’s story”. This was an interesting film that highlighted issues faced by 
vulnerable patients with dementia which was being used in training for staff. GA 
noted that member events had been varied to cover a range of topics and at the next 
one on 14 June, there would be discussion around the Trust’s improvement plan. 

 
12 Governance  
Corporate Governance Report 
12.1  The paper was taken as read.  The paper outlined the progress of a number of Trust 

wide initiatives designed to improve corporate governance arrangements.  
12.2   Following a query from JS regarding how the Whistle Blowing (Raising Concerns) 

Policy was being published, JD confirmed that the policy would come under the HR 
group of policies and the same would go on the intranet and website once approved. 
JD confirmed that the timeframe for the implementation of the corporate HR policy 
was around 6 to 8 weeks.    

 
13 Emergency Preparedness, Resilience and Response (EPRR) – increase in 

terrorist threat level  
13.1 The paper was taken as read.  LS advised that she was requested to provide an 

update to the Board following an increase in the threat level from Severe to Critical 
on 23 May. LS advised that at the last Board meeting she had presented the annual 
report on EPRR which demonstrated how arrangements are subject to regular testing 
internally and externally and the Trust was required to have arrangements in place to 
respond to a Major Incident at any time. 

13.2 LS advised that NHS England leads the national assurance process for EPRR and 
communicates any additional actions required in EPRR to respond to changes in 
threats.  LS provided assurance that the Trust is linked in with these processes and 
responds accordingly as business as usual.  LS advised that since providing her 
Board report the threat level had been downgraded to Severe.  
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14 People 
Workforce Report 
14.1  The Board took the paper as read.  JD highlighted the following from the report: 

 The international campaigns in both Europe and the Philippines remained on 
track.  Twelve European nurses had commenced in April with a further cohort of 
14 arriving in July.  12 EU nurses were interviewed via Skype on 25 May. 
Harvey Nash, the Trust’s international partner agency, is processing 240 of 241 
Filipino nurses (one individual has withdrawn) that were offered employment in 
March and would arrive by the end of the calendar year.  Recruitment within the 
UK between March and April had generated more than 40 offers. 

 On temporary staffing agency price cap breaches had fallen from around 1000 
per week in December 2016 to less than 400 with latest figures showing 193 
breaches per week. This is an 80% reduction. Expenditure on agency 
decreased in April by 12% compared to March. Overall temporary spend has 
decreased by £1.54m. 

 Results from friends and family survey quarter 4 2016/17 demonstrate an 
improvement compared to previous quarters. 

 On Directorate Metrics, it was noted that there were no huge changes. Trust 
achievement review stands at 83% and mandatory training also remained below 
the target at 75% but improving (+2.7%).  

            
14.2   TM enquired about the impact of NHS Improvement’s directive about IR35 (a tax 

regulation) on the Trust and JD explained that the Trust had implemented NHSI 
requirements when the direction was originally issued.  As a result the Trust was not 
breaching IR35 and was considering implications on a case by case basis as 
required.  

14.3 JS stated that mandatory training rates were poor and JD responded that the original 
training needs analysis was deficient and needed to be addressed.  JD advised that 
at the last Performance Review Meetings with the Clinical Directorates, a clear 
message was delivered that performance needed improving. 

 
15 Research and Development Annual Report 
15.1 The Chair welcomed Edyta McCullum to the meeting.  It was noted that the purpose 

of the report was to inform the Trust Board of research and innovation activities over 
the 2016/2017 financial year and to provide an update on the development of future 
strategy. 

15.2 EM stated that in 2016/2017, there were a total of 159 research studies conducted at 
the Trust. For a second consecutive year, the Trust was the highest at recruiting 
patients into clinical Trials in Kent, Surrey and Sussex out of 20 member 
organisations. 

15.3 EM commented that the R&D Department had fantastic engagement with academia 
and the academic health science networks.  
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15.4 EM updated the Board on the grant applications in the year.  
15.5 EM stated that the R&D Department used engagement events to reach out to 

patients and the public. In September 2016, a table at the front foyer of the hospital 
was organized and this was well received with very positive feedback from the public 
and staff.  EM advised that surveys had been issued to staff and the public to inform 
future R&D strategy. 

15.6 JB commented that the report demonstrated a success story but felt that the Report 
would be more robust if R&D governance was included.  DHF agreed that this should 
be added to the Report.   

 Action:  Add section on governance to the annual report for R&D 
15.7 SC commented that research was incredibly important to care quality. He 

encouraged more research and publicity of the same and requested that EM pass on 
the Board’s thanks to her colleagues for their drive and achievements. 

 
16 Medicines Management Policy 
16.1 DHF advised that the policy had been reviewed by the Medicines Management 

Group and the Group recommended that the Board approved the new corporate 
policy for medicines management. 

16.2 The Board APPROVED the Medicines Management Policy. 
 
17 NHS Improvement (NHSI) Self-Certification 2016/2017 
17.1 It was noted that it is an NHSI regulatory requirement that a provider needed to self-

certify the following after the financial year end: 
 That it had taken all precautions necessary to comply with its provider licence, 

NHS Acts and NHS constitution (Condition G6(3)) 
 That it had complied with required governance arrangements (Condition FT4(8)) 
 If providing commissioner requested services, the provider had a reasonable 

expectation that required resources will be available to deliver the designated 
service(Condition CoS7(3)) 

17.2 LS presented the self-certification for condition FT4(8) whilst TC presented the self-
certification for  conditions G6(3) & CoS7(3) for the Board’s review and approval. 

17.3 The Board APPROVED the NHSI Self-Certification for 2016/2017. 

18 Quality Assurance Committee Report 
18.1 The Quality Assurance Committee had met on 18 May and EC brought the attention 

of the Board to the following: 
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 The Local Authority is unable to keep up with the scale of DOLS cases across 
its jurisdiction and whilst it issues written authority to exceed upper time limits, 
this is a concern to the Trust. 

 A report of ‘incidents resulting in death’ would be reviewed by the QAC in July. 
 The Restructuring Clinical Governance review is proving to require further work, 

so there are no specific recommendations yet. 

19 Finance Committee Report 
19.1    The Finance Committee had met on 25 May. The report was taken as read. Further 

highlights brought to the attention of the Board were: 
 The work of the Committee is diving deeper into the Directorates’ performance 
 A Q&A session with the well-led consultant had taken place seeking input on 

how the Finance Committee could achieve better interaction with the QAC. 
 
20 Audit Committee Report 
20.1 The Audit Committee had met on 25 May where there was focus on the 2016/17 

Annual Report & Accounts (AR & A) and the approval of the same. 
20.2 It was noted that the AR & A were approved and submitted in accordance with set 

regulations and within designated time limits.  It was noted that the Audit Committee 
had approved the annual report and accounts on behalf of the Board in accordance 
with the delegation provided to it. 

21      Council of Governors’ Update  
21.1    DK as Governor Board Representative noted the following: 

 DK was concerned about mobility impaired people getting trapped in corridors 
when the alarm goes off because the doors are too heavy to open 

ACTION: As the lead executive for Fire Safety, TC will make further enquiries to 
establish whether any incidents of this nature have been notified to the Trust 

  
 DK was concerned about car parking for disabled people.  

21.2 LD advised that there were a number of factors to be considered and suggested that 
an holistic overview of car parking for disabled people should be undertaken. 
ACTION: Car parking for disabled people to be looked into from a holistic point 
of view.  
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22 Any other business 

22.1    There were no items. 

23 Questions from the members of the public 
23.1    A question as to whether the front door flow work had stretched MedOCC beyond 

capacity was raised and BS confirmed that MedOCC had been involved in 
discussions and meetings around flow.  LD confirmed that sufficient resources were 
currently in place and MedOCC met the 4 hour performance target with an average 
of 3 hours to see and treat patients.   

23.2 In response to a query about Board Papers, LS confirmed that Board papers were 
made available on the public website on the Friday before each meeting. LS noted 
concerns about circulation of papers to governors and she hoped that this would be 
addressed for the next meeting. 

 
Date of next meeting 
The next meeting of the Trust Board will be held on Thursday 6 July 2017.   
 
The meeting closed at 3.25 pm. 
 
 
Stephen Clark:     Date: 
Chair 
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PUBLIC BOARD ACTION LOG 
ITEM 06 
 

1 
 

 

 

 

Action No. Meeting 
Raised 

Minute 
Ref Details  Lead Progress Status 

(RAG) 

 
PUB – 0376 
 

04/05/17 9.1.2 IQPR data quality assurance required for SI’s 
resulting in death.  

Director of 
Nursing 

01/06/17 – Director of Nursing advised 
that the annual report on incidents would 
be provided to the July Quality Assurance 
Committee meeting 
 

Open  
 

PUB - 0377 04/05/17 11.10 BAF to be included on each monthly agenda. 
Director of 
Corporate 
Governance 

 
01/06/17 – To commence reporting from 
July meeting 
 

Open 
 

PUB - 0382 01/06/17 4.1 TC’s entry to be added to the Register of 
Interests Trust Secretary 

Completed 
Open 

PUB – 0383 01/06/17 10.7 
Detailed paper on patient experience to be 
prepared for Executive Group consideration 
in light of recent poor survey results (2016) 

Director of 
Nursing 

06/07/17 - Paper to be presented at 19 
July Executive Group meeting. Open 

PUB – 0384 01/06/17 15.6 
Add section on governance to the R&D 
annual report before finalising publication Medical Director 

 
Open 

PUB - 0385 01/06/17 21.1 

Concern about mobility impaired people 
getting trapped in corridors when the alarm 
goes off because the doors are too heavy to 
open  
 

Director of 
Finance and 
Business 
Services 

06/07/17 – Director of F&BS has 
discussed with the Director of Estates and 
received detailed assurance on the 
protocol for fire situations.  This was 
onward briefed to the Integrated Audit 
Committee on 19 June 2017.  

Open 

PUB - 0386 01/06/17 21.2 
Car parking for disabled people to be looked 
into from a holistic point of view  
 

Director of 
Finance & 
Business 
Services 

06/07/17 – Director of F&BS has 
discussed with the Director of Estates. As 
this is an operational matter, it is 
recommended that the action be closed 
from a Board perspective, and managed 
through the business operational 
structure. 

Open  
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Chief Executive’s Report – July 2017 
This report provides the Trust Board with an overview of matters to bring to the Board’s 
attention on a range of strategic and operational issues, some of which are not covered 
elsewhere on the agenda for this meeting 

The Board is asked to note the content of this report 

 

 

At and around Medway 

1. Our Improvement Plan – Better, Best, Brilliant 

Our key focus over the past month has been the continued work on our improvement plan – 
Better, Best, Brilliant (BBB) – which concentrates on flow of patients within the hospital.  Part 
of this work on flow looks to ensure we have good systems in place to manage people 
presenting at the emergency department, and waiting less than 4 hours.  I am pleased to 
report that in May, 87% people who attended the ED were seen within four hours – this is an 
increase of almost 7% from the previous month.  That said, there is more to do if we are to 
consistently meet the national target of 95%, and it is important that we continue to review 
the flow of patients, and identify the blockages that stop us meeting that target.  The analysis 
undertaken to date shows that there are particular days of the week which appear more 
challenging in terms of presentations at the emergency department, and fewer discharges.   

Our improvement plan covers other priorities, and last month we launched the workforce and 
digital daily huddles.  The workforce huddles focussed on staffing gaps, and provided an 
opportunity to review staffing for the next 2-3 days, particularly over the weekends.  On 
digital, our focus has been on the full roll out and utilisation of the ExtraMed system, and 
particularly the estimated date of discharge; looking to ensure we have discharge plans in 
place for patients in advance of those dates to speed up the discharge process. 

Furthermore, on 21 June 2017, we held a successful staff engagement event which 
focussed on how we better involve our workforce with the improvement plan. 

2. NHS Improvement - Fire Safety 

Following the recent tragic Grenfell Tower fire in London, NHSI wrote to all NHS 
organisations on Saturday 24 June 2017, and again on Sunday 25 June 2017 requesting 
that we take further proactive and precautionary measures and instigate, with immediate 
effect, an inspection by our local fire and rescue services of all our properties, to ensure that 
there are no urgent risk safety risks to report.  In addition, NHSI have instructed Trusts with 
cladding on their buildings, to undertake a precautionary but urgent measure to have these 

 Page 18 of 452.



independently tested without delay.  To date, we have responded to all requests from NHSI 
for information, and have been working with Kent Fire & Rescue Service who will be 
undertaking a site inspection on 29 June 2017. 

We already have a fire safety action plan in place following a review we commissioned from 
Kent Fire and Rescue Service during the summer of 2016.  Actions have included the 
appointment of a permanent Fire Officer into post, fire drills conducted on a regular basis, 
computerised evacuation exercises for high dependency patient areas and the ongoing 
replacement of outdated fire evacuation equipment. 

We continue to work with NHS Improvement and Kent Fire & Rescue Service who will 
provide updated fire safety guidance setting out additional steps to ensure safety. 

The next update from NHS Improvement will be on Monday 3 July 2017 

3. Reserves Day 

We were very pleased to have the opportunity on 21 June 2017 to acknowledge the work of 
reservists who are employed at the Trust and hear more from them about their service – it 
was genuinely humbling to hear about the time they put in alongside their regular day-to-day 
jobs and to present them with a certificate of appreciation. Our reservists learn valuable skills 
in their units which they can bring back to the Trust and we are privileged to have them 
working amongst us. 

We were also very pleased to be able to host pop up stands in our foyer from the Army and 
Navy reserves, as well as the Ministry of Defence on the day, and also had the opportunity 
to be part of the ‘Step into Health’ show case event in London on 23 June 2017, which gave 
NHS organisations an understanding of how they can become an employer of choice for 
military personnel who are leaving the services and entering civilian life. This is going to be 
the beginning of a closer relationship with our colleagues in the armed forces, as well as a 
way to attract highly skilled former servicemen and women into positions at the Trust. 

4. Visit from the improvement team at Kings College Hospital 

It was great to have a team from King’s College Hospital, London, at Medway on 22 June 
2017 to learn from our experience of improving flow. A group of senior leaders and general 
managers, who are working to improve their Emergency Department and patient flow were 
taken through our emergency pathway and on to Lister ward. They observed one of our 
Better, Best, Brilliant huddles, which have been instrumental in driving the improvements, 
and also heard about the cultural changes we have implemented over the past month. 

Katherine Saunders, Transformation Programme Director for Emergency Care at King’s 
College Hospital, said: “Our whole team were really impressed with the positive ‘can-do’ 
approach shown.  Knowing how it can feel at sites that have struggled with flow for a number 
of years, the culture change and focus you have achieved in a short space of time was a real 
inspiration and we are now looking at how we can attempt something similar at Denmark 
Hill.” 
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5. Professor Cliff Hughes 

During late June and early July 2017, I am delighted to say eminent Professor Cliff Hughes 
has been welcomed to Medway for a three-week visit. During his time at the hospital, he will 
act as a Quality Care Advisor, providing advice and guidance as well as offering training 
sessions on incident management to our staff. Cliff is meeting a number of the Trust’s 
leaders, but a key element of his visit is observing first hand care and practices in patient 
areas in order to provide expert feedback. He is also keen to meet staff and offer any help 
he can as Medway strives to build on the improvements already made in safety and quality 
of care. 

Cliff is the first of our "experts in residence" programme which will see us each year invite an 
"expert" in their field to work with us as part of our BBB program. 

Cliff has had a distinguished career in Australia, originally as a cardiothoracic surgeon. He 
currently holds numerous senior roles, including President of the International Society for 
Quality in Health Care, Professor of Patient Safety and Clinical Quality at Macquarie 
University in the Australian state of New South Wales. Previously he was the Chief 
Executive Officer of the Clinical Excellence Commission in the state, and has won many 
awards for his national and international work. 

6. Sustainability and Transformation Partnership (STP) 

Kent & Medway STP 

Glenn Douglas has been appointed as Chief Executive of the Kent & Medway STP.  Glenn 
was previously the Chief Executive and Maidstone and Tunbridge Wells NHS Trust.  

There is a lot of work already underway in Kent through the STP with many workstreams 
already beginning to look at how to develop new ways of working together as a whole 
system to provide care for the population of Kent and Medway more effectively.    

Medway, North and West Kent Delivery Board 

On 16 June 2017, I chaired the preliminary delivery board for Medway, North and West Kent. 

The delivery board sits within the Kent and Medway Sustainability & Transformation 
Partnership (STP) and complements the work being done by the East Kent Delivery Board. 
The Board has been set up to develop and implement an acute care strategy for Medway, 
North and West Kent.  The aim will be to deliver the triple aims of NHS England’s Five Year 
Forward View : improved health and wellbeing for the community; better quality health and 
care services for patients; on a financially sustainable basis. 

The meeting was well attended by other healthcare organisations across Kent and Medway 
and positive discussions were had about how to move forward and who should form part of 
the board to ensure delivery of key strategies could be agreed and implemented.  

7. NHS Providers Quality Conference 

On 20 June 2017, I had the privilege of sharing the Trust’s improvement story at the NHS 
Providers Quality Conference. 200 of the most senior staff in the NHS - chairs, chief 
executives, non-executive directors, medical and nursing directors and other senior 
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executives – met to discuss how Trusts could focus on improving quality despite continuingly 
growing demand, increasingly complex needs and ever more challenging financial 
constraints. 

I spoke as part of the panel discussion that discussed how challenged trusts ensured that 
quality remains the priority, sharing how our leadership at the Trust supported our staff to 
improve quality performance across our services and deliver the significant improvements 
recognised by the CQC at their inspection last year, leading to the exiting of the Trust from 
NHS Improvement’s special measures regime. There was significant interest from the 
audience in how Medway managed to make such significant improvements and I was very 
proud to be able to champion the hard work of our staff to such a prestigious group of NHS 
professionals 

8. CQC Outcome – Medway Community Healthcare 

Further to their inspection in March 2017, Medway Community Healthcare received a ‘good’ 
overall rating for services registered at Amherst Court (intermediate care and stroke 
services), and for MCH House (community services for adults, and community services for 
children, young people and families). 

 

9. Executive Team 

As some of you will know, Lynne Stuart leaves us on 20 July 2017. 

I would personally like to thank Lynne for the significant work she has led in establishing the 
corporate governance, risk and legal frameworks at MFT, and for her continued support as a 
member of both the Board and the Executive Team.   

 

Away from Medway 

10. CQC – Chief Inspector of Hospitals 

On 22 June 2017, the CQC announced that Professor Ted Baker will succeed Sir Mike 
Richards as its new chief inspector of hospitals at the end of July. 

Prof Baker has served as deputy chief inspector of hospitals since January 2014, when he 
joined the regulator to support the development and implementation of a new approach to 
hospital inspection which assessed services on being safe, caring, effective, responsive and 
well led. 

Prior to joining the CQC, he had also been in clinical practice for 35 year, as medical director 
and deputy chief executive of Oxford University Hospitals NHS trust from 2010 to 2014, and 
had also been a medical director at Guy’s and St Thomas’ NHS FT from 2003 to 2010. 

11. STP – Luton and Dunstable University Hospital NHS Foundation Trust 
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Pauline Philip has stepped down from her role as chief executive and STP lead to 
concentrate on a NHS England and NHS Improvement role as national urgent and 
emergency care director. 

Luton and Dunstable University Hospital NHS Foundation Trust is a key player in one of the 
eight ACSs announced by Simon Stevens 

12. West Midlands Merger  

Three trusts in the West Midlands are set to merge to create one of the biggest mental 
health and community trusts in the country. 

Birmingham Community Healthcare Foundation Trust has confirmed that it is set to form a 
single organisation with Black Country Partnership FT and Dudley and Walsall Mental Health 
Trust by October. 

13. Largest ever CCG merger paused for at least a year 

The biggest ever proposed clinical commissioning group merger, in Merseyside, has been 
paused for at least a year 

A formal merger application was due to be submitted by NHS England in July, ahead of any 
organisational change from next April.  The CCGs cited concerns that the £1.2bn merger 
plans needed to be “more considered and robust” and they had “agreed to delay submitting 
their application and revisit their proposal in a year’s time”. 

South Sefton, Southport and Formby, and Liverpool CCGs said that they wanted to spend 
more time considering the implications of a merger for their patients, staff and partners. 

 

- End  
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Report to the Trust Board 

Date: 6 July 2017   Agenda Item  

Title of Report 
 Kent and Medway Service Models and Hurdle Criteria 
Presented by  
 

Diana Hamilton-Fairley – Medical Director 
James Lowell – Director of Clinical Operations, Acute and 
Continuing Care Directorate 

Lead Director 
 

Diana Hamilton-Fairley – Medical Director 

Committees or Groups 
who have considered 
this report 
 

 

Executive Summary 
 

This paper summarises the service models and hurdle criteria 
that have been developed through the Sustainability and 
Transformation Partnership (STP) and asks for support for these 
from Kent and Medway clinical commissioning group (CCG) 
governing bodies, trust boards and local authority committees.  

 

The service models and hurdle criteria build on the Kent and 
Medway STP case for change 
(http://kentandmedway.nhs.uk/latest-news/kent-medway-case-
change-published/) 

 

The service models were developed by the local care and 
hospital care workstreams. These have built on patient, public 
and carer insight over recent years about what is important to 
people about local services, with clinical leadership and 
involvement in the design and thinking, and some ongoing 
testing and discussion with wider stakeholder audiences and 
groups across Kent and Medway.  The development and 
progress of the design phase has regularly reported to the STP 
Clinical Board, the Patient and Public Advisory Group (or its 
predecessor arrangement the Patient and Public Engagement 
Group) and onwards to the STP Programme Board.  The draft 
service models have been presented to the South East Coast 
Clinical Senate and their feedback has been taken into account 
in preparing the final versions that are now being presented. 

 
Resource Implications 
 

N/A 
 

Risk and Assurance 
 

Set out in the paper. 

Legal 
Implications/Regulatory 
Requirements 
 

 

Quality Impact 
Assessment 

N/A 

9 (b) 
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Recommendation 
 

The Trust Board  is asked to consider the Kent and Medway: 
- Local care model 
- Emergency department service delivery model 
- Acute medical service delivery model      
- Stroke service delivery model 
- Elective orthopaedic service delivery model  
- Urgent care / elective orthopaedics and stroke hurdle 

criteria 
 
Information on the above is included in a summary board paper 
that accompanies the above documents. 
 
The STP partner organisations are asked to consider the 
contents of the paper and indicate their support for: 
 
• the service models it outlines; and 
• the hurdle criteria that will be used to assess the long list of 
options. 
 
The Governing Bodies of Clinical Commissioning Groups are 
asked to consider and formerly agree the service models and 
hurdle criteria.  Trust Boards are asked to consider and support 
the proposals. 
 

Purpose & Actions 
required by the 
Executive Group: 

 

 
Approval         Assurance         Discussion           Noting 
 
 

 

   x 
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KENT	AND	MEDWAY	SUSTAINABILITY	PARTNERSHIP	

Service	Models	and	Hurdle	Criteria	
	

Introduction	

1. This	paper	summarises	the	service	models	and	hurdle	criteria	that	have	been	developed	
through	the	Sustainability	and	Transformation	Partnership	(STP)	and	asks	for	support	for	
these	from	Kent	and	Medway	clinical	commissioning	group	(CCG)	governing	bodies,	
trust	boards	and	local	authority	committees.		

2. This	paper	accompanies	the	detailed	information	on	service	models	that	covers:	

i. Local	care	model	

ii. Emergency	department	service	delivery	model	

iii. Acute	medical	service	delivery	model						

iv. Stroke	service	delivery	model	

v. Elective	orthopaedic	service	delivery	model	

vi. Urgent	care	/	elective	orthopaedics	and	stroke	hurdle	criteri	

3. The	service	models	and	hurdle	criteria	were	developed	by	the	local	care	and	hospital	
care	workstreams.	These	have	built	on	patient,	public	and	carer	insight	over	recent	years	
about	what	is	important	to	people	about	local	services,	with	clinical	leadership	and	
involvement	in	the	design	and	thinking,	and	some	ongoing	testing	and	discussion	with	
wider	stakeholder	audiences	and	groups	across	Kent	and	Medway.		The	development	
and	progress	of	the	design	phase	has	regularly	reported		to	the	STP	Clinical	Board,	the	
Patient	and	Public	Advisory	Group	(or	its	predecessor	arrangement	the	Patient	and	
Public	Engagement	Group)	and	onwards	to	the	STP	Programme	Board.		The	draft	service	
models	have	been	presented	to	the	South	East	Coast	Clinical	Senate1	and	their	feedback	
has	been	taken	into	account	in	preparing	the	final	versions	that	are	now	being	
presented.	
	

Context	

4. Sustainability	and	Transformation	Plans	were	proposed	in	the	annual	NHS	planning	
guidance	Delivering	the	Forward	View:	NHS	planning	guidance	2016/17	–	2020/21	
issued	in	December	20152.	This	outlined	the	triple	aim	of	the	plans	was	to	address	
health	inequalities;	quality	failings	and	under-performance	against	NHS	Constitution	
targets;	and	financial	challenges.	

5. The	further	development	of	Sustainability	and	Transformation	Plans,	and	a	further	
recognition	that	these	arrangements	are	about	collective	system	leadership	through	the	
change	of	name	to	Sustainability	and	Transformation	Partnerships,	was	outlined	in	Next	
Steps	on	the	Five	Year	Forward	View3	published	in	March	2017.	The	October	STP	

																																																								
1	Clinical	Senates	have	been	established	to	be	a	source	of	independent,	strategi	advice	and	guidance	to	commissioners	and	
other	stakeholders.	This	includes	reviewing	proposed	changes	through	bringing	together	a	range	of	health	care	
professionals,	with	patients,	to	review	proposals	presented	to	them.	This	is	also	part	of	the	NHS	England	service	change	
assurance	process.	
2	https://www.england.nhs.uk/wp-content/uploads/2015/12/planning-guid-16-17-20-21.pdf	
3	https://www.england.nhs.uk/wp-content/uploads/2017/03/NEXT-STEPS-ON-THE-NHS-FIVE-YEAR-FORWARD-VIEW.pdf	
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submission	outlined	the	key	themes	of	transformation	that	are	being	pursued	across	
Kent	and	Medway.	These	were	identified	as	follows:	

	
	

6. Work	streams	were	established	to	take	forward	each	of	the	above	areas,	comprising	
clinicians,	leaders	and	practitioners	from	across	Kent	and	Medway	NHS	and	local	
authority	organisations.		They	have	been	meeting	since	the	autumn	of	2016,	and	test	
and	discuss	their	work	with	the	programme’s	Patient	and	Public	Advisory	Group	
(including	its	precedessor	the	PPEG)	and	the	programme’s	Partnership	Board	as	part	of	
an	ongoing	programme	engagement	infrastructure	and	as	one	strand	of	engagement	
activity	

7. The	STP	Programme	Board	took	stock	of	the	progress	being	made	by	these	work	streams	
in	February	2017.	It	was	recognised	that	different	parts	of	the	Kent	and	Medway	area	
were	at	different	stages	in	relation	to	their	readiness	and	development.			

8. The	STP	stocktake	concluded	from	an	analysis	of	patient	flows	within	Kent	and	Medway	
that	there	are	negligible	potential	activity	flows	from	East	Kent	to	the	rest	of	Kent	and	
Medway.		It	was	proposed	that	it	is	possible	to	consult	on	service	changes	in	East	Kent	
around	urgent	and	emergency	care	alone,	though	the	impact	on	future	options	in	the	
rest	of	Kent	and	Medway	will	need	to	be	considered.	Therefore,	two	waves	of	public	
consultation	are	proposed	but	undertaken	within	a	clear	strategic	framework	for	all	of	
Kent	and	Medway:	
	

	
	

9. It	had	previously	been	hoped	to	consult	on	proposed	wave	1	service	changes	in	2017	but	
a	number	of	delays	have	been	incurred,	including	the:	

- need	to	undertake	more	public	engagement;	

Care 
Transformation Productivity Enablers

• Prevention
• Local (out-of-

hospital) care
• Hospital 

transformation
• Mental health

• Workforce
• Digital
• Estates

• CIPs and QIPP 
delivery

• Shared back 
office

• Shared clinical 
services

• Procurement and 
supply chain

• Prescribing

System 
Leadership

• System / 
commissioning 
transformation

• Communications 
and engagement

Wave 1 Wave 2

• Acute stroke services 
across Kent & Medway

• Vascular across Kent & 
Medway
(if consultation is required)

• Emergency services in 
East Kent (i.e. emergency 
departments and acute 
care) 

• Elective orthopaedics in 
East Kent

• Acute services in the rest 
of Kent & Medway

Services 
in scope
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- need	to	put	in	place	joint	decision-making	arrangements	across	the	CCGs,	which	
require	a	change	to	some	of	the	CCG	constitutions;		

- impact	of	purdah	due	to	the	local	and	general	election4;	and		

- not	wishing	to	start	any	consultation	too	close	to	the	Christmas	holidays.	

10. It	is	now	envisaged	that	any	required	consultation	would	not	take	place	until	2018.	

11. In	moving	to	consultation	we	are	following	a	process	that	covers	a	number	of	stages	as	
outlined	in	the	following	diagram	(as	outlined	in	the	process	diagram	this	paper	covers	
the	proposed	service	models	and	hurdle	criteria):	

	

	
	

Case	for	change	

12. The	Kent	and	Medway	STP	Clinical	Board	has	prepared	a	technical	case	for	change5	
which	has	been	used	to	prepare	a	more	accessible	public	facing	case	for	change	to	
support	engagement	with	patients,	carers,	local	communities	and	stakeholders6.	

13. These	documents	outline	the	strategic	rationale	for	why	change	is	needed.	Whilst	there	
is	much	to	be	proud	of	about	health	and	social	care	services	in	Kent	and	Medway	there	
are	several	issues	that	we	need	to	tackle;	there	are	long	waiting	times	for	some	services	
and	the	quality	of	care	is	not	always	as	good	as	it	could	be.	We	also	need	to	focus	on	
reducing	the	need	for	health	and	social	care,	through	self-management,	ill	health	
prevention	and	earlier	diagnosis.	The	following	provides	a	summary	of	the	case	for	
change:	

																																																								
4	The	term	‘purdah’	is	used	across	central	and	local	government	to	describe	the	period	of	time	immediately	before	
elections	or	referendums	when	specific	restrictions	on	the	activity	of	civil	servants	and	other	public	bodies	are	in	place	in	
order	to	ensure	there	is	no	breach	of	Section	2	of	the	Local	Government	Act	1986	(this	states	to	“not	publish	any	material	
which,	in	whole	or	in	part,	appears	to	be	designed	to	affect	public	support	for	a	political	party”)	
5	http://kentandmedway.nhs.uk/wp-content/uploads/2017/03/Kent-Medway-Case-for-Change-technical-doc-FINAL-
UPDATED.pdf	 						
6	http://kentandmedway.nhs.uk/wp-content/uploads/2017/04/Kent-Medway-Case-for-Change-UPDATED-APRIL-17.pdf	
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14. The	position	outlined	in	the	case	for	changes	provides	further	details	of	the	challenges	
against	the	triple	aims	of	STPs	(as	outlined	in	Point	4,	namely:	

i. health	inequalities	–	there	continue	to	be	significant	health	inequalities	within	
Kent	and	Medway,	with	the	main	causes	of	early	death	often	being	preventable:	

ii. quality	failings	and	under-performance	of	NHS	Constitution	targets	–	with	large	
numbers	of	patients	not	supported	in	the	most	appropriate	setting	of	care,	
widespread	non-delivery	of	NHS	Constitution	targets	and	a	significant	number	of	
organisations	facing	quality	challenges;	and	

iii. financial	challenges	–	a	net	over-performance	on	£110m	in	2015/16	on	the	NHS	
total	system	budget	which	is	projected	to	rise	to	£486m	by	2020/21.	

15. The	challenges	outlined	above,	and	in	more	detail	in	the	case	for	change,	impact	
detrimentally	on	the	health	and	lives	of	the	population	we	service	and	on	the	
sustainability	of	NHS	and	social	care	services.	The	strategic	remit	of	the	STP	is	to	address	
these	challenges.		

	

How	our	service	models	link	together	

16. Through	developing	our	local	care	services	we	will	be	able	to	offer	care	closer	to	the	
patients	home.	It	is	recognised	that	many	elderly	patients	are	supported	in	acute	
hospital	settings	inappropriately,	when	there	needs	would	be	better	met	in	a	non-acute	
setting	(e.g.	outside	of	a	hospital).	This	is	outlined	in	the	Kent	and	Medway	Case	for	
Change	and	it	is	well	documented	that	supporting	these	patients	in	an	acute	setting	has	
a	detrimental	impact	on	their	long-term	outcomes.		

17. Whilst	it	is	vital	to	develop	our	local	care	services,	we	also	recognise	that	there	will	
always	be	circumstances	where	individuals	need	to	access	secondary	care.	We	are	
therefore	developing	revised	models	for	emergency	care,	covering	emergency	
departments	(accident	and	emergency	departments)	and	acute	medical	care,	as	well	as	
for	stroke	care.	However,	our	aim	is	to	minimise	reliance	on	secondary	care,	including	
facilitating	discharge	from	the	acute	setting	at	the	earliest	opportunity.		

SOURCE: Kent and Medway 5yrFV

Health and
wellbeing

Quality of
care

Sustainability

Case for change

• We are £110m ‘in the red’ and this will rise to £486m by 20/21 across health 
and social care if we do nothing.

• Our workforce is ageing and we have difficulty recruiting in some areas. This 
means that senior doctors and nurses are not available all the time and 
there are high numbers of temporary staff across health and social care.

• Our population is expected to grow by 414,000 people by 2031. Growth in the 
number of over 65s is over 4 times greater than those under 65; an aging 
population means increasing demand for health and social care.

• There are health inequalities across Kent & Medway; in Thanet, one of the 
most deprived areas of the county, for example, a woman living in the best 
ward for life expectancy in Thanet can expect to live almost 22 years longer 
than a woman in the worst. The main causes of early death are often
preventable.

• Over 500,000 local people live with long-term health conditions, many of 
which are preventable. And many of these people have multiple long-term 
health conditions, dementia or mental ill health. 

• There are over 1,000 people who are in hospital beds who could be cared 
for elsewhere if services were available. Being in a hospital bed for too 
long is damaging for patients and increases the risk of them ending up in a 
care home.

• We are struggling to meet performance targets for cancer, dementia and 
A&E. This means people are not seen as quickly as they should be.

• Many of our local hospitals are in ‘special measures’ because of financial or 
quality pressures and numerous local nursing and residential homes are 
rated ‘inadequate’ or ‘requires improvement’.

Our ambition

• Create services which are able to 
meet the needs of our changing 
population

• Reduce health inequalities and 
reduce death rates from 
preventable conditions

• More measures in the community 
to prevent and manage long-term 
health conditions

• Achieve financial balance for 
health and social care across 
Kent and Medway 

• To attract, retain and grow a 
talented workforce

• Make sure people are cared for in 
clinically appropriate settings

• Deliver high quality and accessible 
social care across Kent and 
Medway

• Reduce attendance at A&E and 
onward admission at hospitals

• Support the sustainability of local 
providers
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18. Where	it	has	been	necessary	for	an	individual	to	be	admitted	to	acute	care	our	Local	
Care	and	acute	medical	model	will	facilitate	timely	discharge,	as	outlined	below	for	the	
elderly	frail:	

	
	

19. We	have	also	developed	a	revised	elective	orthopaedic	service	model.	Whilst	it	is	
possible	for	elective	orthopaedic	services	to	operate	on	a	standalone	basis	there	are	a	
number	of	interdependencies	that	need	to	be	taken	into	consideration,	in	particular:	

• the	critical	clinical	service	co-dependencies	for	orthopaedic	elective	work	are	
anaesthetics	and	access	to	simple	diagnostics,	which	need	to	be	available	on	the	
same	site;	and	

• the	level	of	complexity	of	the	procedures	that	can	be	undertaken	is	determined	by	
access	to	Level	2	critical	care	facilities	on	site.	

	

Service	model	for	local	care	

20. The	STP	has	prioritised	the	development	of	local	(out-of-hospital)	care.	This	is	in	
recognition	of	the	vital	role	these	services	play,	including	the	current	challenges	they	
face	as	outlined	in	the	case	for	change.	This	is	also	in	response	to	what	local	people	have	
said	they	want	in	recent	years’	insight	work	about	more	joined	up	services,	better	access	
to	primary	care	and	more	support	with	staying	well	and	managing	their	own	care,	and,	
importantly,	in	recognition	that	it	is	difficult	to	make	change	to	the	way	hospital	care	is	
delivered	without	developing	these	services.		

21. The	Kent	Integrated	Dataset7	has	been	used	to	interrogate	spend	and	this	has	identified	
that	approximately	32%	of	resources	are	used	on	12%	of	the	population,	namely	the	
elderly	frail	population,	with	multiple	complex	needs:		

																																																								
7	Kent	is	one	of	the	early	implementers	of	the	linked	dataset	initiative	in	England.	The	KID	is	possibly	the	largest	linked	
dataset	of	its	kind	and	one	of	the	very	few	programmes	with	ambition	to	link	data	across	the	wider	public	sector.	The	
Information	Governance	(IG)	agreement	behind	the	KID	is	that	it	can	only	be	used	for	planning	purposes,	and	cannot	be	
used	for	informing	direct	patient	care.		

• Assess	 patient	for	function	
and	care	needs	on	day	1

• Assessment	 needs	to	
include	cognition	–early	
recognition	of	
dementia/delirium

• Access	to	care	record
• Ownership	retained	by	

community	teams	
• Direct	link	made	between	

hospital	team	and	
community	MDT	to	
capture	requirements

• Planned	day	of	discharge	
agreed	 by	MDT

• Determine	social	care	
means	testing

• Carers	consulted	by	MDT	
about	support	needed

• Support	carers	to	reable
• Provision	of	rapid	response
• Shift	therapy	workforce	to	

out	of	hospital
• Night	sitting
• Support	individual	decision	

making

• Day	2	mobility	plan
• Work	on	mobility	every	day
• Transparency	within	hospital	

to	measure	LOS	>10	and	
medically	fit

• Trigger	reviews	of	long	stays	
• Early	role	of	pharmacy	in	meds	

review

• Ensure	rapid	decision	
made	about	care	packages	
required	(e.g.	within	2	
hours)

• Ensure	care	record	reflects	
needed	details	of	ongoing	
care

• Discussion	with	self-funders	for	
care	needs

• Home	environment	assessed	 to	
see	meets	anticipated	needs	on	
discharge	at	the	point	of	
admission

• Advance	care	plan
• Discharge	process	run	by	

community	(below)
• Early	provision	of	

discharge	medication

• Single	point	of	access	that	
works	across	CCGs	in	STP

• Access	to	patient	record
• Better	use	of	telemedicine	

and	tele	care	to	manage	
people	out	of	hospital

• Daily	MDT	discharge	meeting	
including	community	and	care	
coordinators,	nursing	and	
medical	team

• Ensure	assessment	 of	care	
need	has	been	made

• Ensure	funding	decision	is	
made

• Enhanced	transport	offer

Hospital	care

Interface

Local	care	
MDT

1.	Upon	admission 2.	Reduce	time	spent	
in	a	bed

3.	Optimise	the	
discharge	process

4.	Facilitate	re-
ablement and	return	
to	independence

• Discharge	to	assess
• Care	package	in	place	

(self/public)
• Home	modifications	

made
• Carers	prepared	for	

requirements
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22. Therefore,	the	focus	of	the	work	around	local	care	has	been	on	developing	new	service	

models	to	support	this	group	of	individuals	but	is	now	looking	at	how	other	groups	of	
patients	and	users	are	now	supported,	e.g.	children	with	complex	needs,	the	mostly	
healthy	with	urgent	care	needs,	adults	with	chronic	conditions.	

23. Our	proposed	service	model	for	older	people	with	complex	needs	model	has	been	built	
around	eight	key	interventions:	

	

	
	

	

24. These	interventions	will	be	delivered	through	a	revised	service	model	that	sees	the	
integration	of	primary	and	community	services	working	in	multi-disciplinary	teams.	Key	
components	of	this	working	arrangement	include:	

	

Notes: KID	data	covers	55%	of	population	and	32%	of	spend	for	scope	area.	Populations	have	been	scaled	to	account	for	population registered	to	practices	not	flowing	data	into	the	KID.	Spend	has	been	
scaled	to	match	CCG	data	returns	to	account	for	data	not	included	in	the	KID	(e.g.	non-PbR acute	activity).		Children’s	social	care,	CAMHS,	prescribing	costs	and	continuing	care	costs	are	not	included.	
People	registered	to	GP	surgeries	which	flow	into	KID	but	had	no	activity	in	2015/16	have	been	added	to	“mostly	healthy”	segments.	KID	data	quality	issues	cause	some	people	with	long	term	
conditions	(incl.	physical	disability	and	SEMI)	to	be	categorised	erroneously	as	‘mostly	healthy’,	artificially	raising	those segments’	spend	and	populations.

Source: Kent	Integrated	Dataset;	Carnall Farrar	analysis;	latest	version	as	of	31/03/2017

2015/16	population	size,	total	spend	and	spend	per	head	by	condition	and	age	band
- -Population,

Thousands
Spend,	£	
Millions

Spend	per	head,	£

Mostly	healthy
Chronic	
conditions	(1-3)

Cancer Dementia
Serious	and	
enduring	
mental	illness

Chronic	
conditions	(4+)

Age

0-15

16-69

70+

Learning	
disability

Neurological	
disorders

257.2 28.5 1.50.2109.4 26.8 5.81.6

501.9 404.1 12.6 0.4 5.1 92.8 5.314.1175.2 398.0 48.0 4.9 78.8 256.5 143.533.4

21.8 79.1 4.1 3.6 0.5 84.8 0.48.541.4 141.0 17.6 27.8 12.3 388.2 15.720.6

1,901 1,782 4,262 7,681 24,943 4,576 42,3102,420

349 985 3,796 11,772 15,565 2,764 26,8552,362

0.5

426 942 3,8059,849

0.1 1.60.2

3,3782,767

 Page 30 of 452.



	

	 7	

PROCESS	STAGE:	 DESCRIPTION:	

A	 Identification		
of	high	risk	
patients	
	

• Patients	are	identified	through	a	monthly	KID	data	refresh,	highlighting	
their	appropriateness	to	be	cared	for	by	the	“older	person	complex	care	
and	support	model”,	and	are	placed	on	their	local	MDT	list	to	be	assessed		

• Alternatively,	patients	are	identified	by	clinicians	in	the	community	or	in	
hospital	care	they	are	in	contact	with	and	are	placed	on	their	local	MDT	
list	to	be	assessed	

B	 Patient	
Enrollment	
in	complex	
care	
programme	

• Patients	are	informed	of	the	older	people	with	complex	needs	model	and	
asked	if	they	would	like	to	enroll,	informed	of	what	the	model	requires	
and	what	the	initial	steps	will	be	to	ensure	efficient	inclusion	

C	 Setting	of	
health	goals	
and	care	
plan	

	

• There	are	two	conversations,	one	with	a	peer	and	another	with	a	clinical	
MDT	member,	ensuring	personal	goals	and	care	and	support	needs	are	
identified	in	partnership	with	the	patient	and	their	carers	

• Peer	and	clinical	conversation	outputs	are	captured	in	a	care	and	support	
plan	owned	by	the	patient	

• The	plan	is	used	as	the	primary	focus	for	the	holistic	care	of	an	individual	
and	is	accessible	to	all	teams	interacting	with	the	patients	and	by	the	
patient	themselves	

D	 Navigation	
to	access	
support	
resources	

• Case	managers	and	care	navigators	support	condition	management,	
integration	of	services	and	care	according	to	the	patient’s	care	plan	and	
are	supported	by	“social	prescribing”	

E	 Integrated	
health	and	
social	care	
team	in	
home	

• MDTs	deliver	integrated	care	and	support	to	both	the	patient	and	their	
carer	

	

F	 Social	
prescribing	

• The	MDT	uses	a	highly	accessible	and	user	friendly	digital	directory	of	
community	resources	for	the	patients,	their	carers	and	health	and	social	
care	professionals,	facilitating	robust	social	prescribing	practices	

• The	MDT	also	work	to	empower	people	to	become	or	remain	highly	
engaged	regarding	their	own	health	and	wellbeing	

G	 Discharge	
planning	and	
coordination	

• The	community	MDT	(led	by	the	patients	care	navigator	or	case	manager)	
in-reach	into	the	hospital	to	assist	with	and	speed	up	the	discharge	
process	using	a	patient’s	care	and	support	plan	to	determine	change	in	
need	and	plan	for	additional	care	and	support	requirements	in	the	
community	upon	discharge	

H	 Access	to	
specialist	
opinion	

	

• MDT	GPs,	community	nurses	and	consultants	can	access	specialist	
healthcare	professionals	through	various	communication	channels,	who	
have	time	dedicated	to	answering	questions	regarding	specific	patients	

• MDT	clinical	staff	have	rapid	access	to	diagnostic	services	(diagnostic	and	
result)	to	quickly	inform	a	clinical	decision	about	a	specific	patient	

I	 Regular	
review	and	
update	of	
care	plan	
with	patient/	
family/peer	

• Annually,	patients	review	their	care	plan	with	their	peer	supporter	and	
with	their	CM/CN,	ensuring	their	personal	goals	and	care	and	support	
needs	are	still	being	fully	and	effectively	addressed	

• The	care	and	support	plan	is	updated	as	a	result	of	these	reviews	
• MDTs	meet	regularly	and	when	needed,	to	discuss	and	review	the	needs	

of	specific	individuals	within	the	patient	cohort	
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J	 Peer	review	
of	
admissions	
and	
performance		

• Any	admissions	are	clinically	peer	reviewed	to	understand	the	reasons	
and	to	learn	for	the	future	

K	 Single	point	
of	access	

	

• Patients	with	a	care	plan,	their	carer,	the	GP	and	community	services	
have	access	to	a	single	number	(SPoA)	that	can	be	used	when	patients	
are	experiencing	an	urgent	health	or	social	care	need,	and	that	provides	
individualised	support	through	access	to	their	care	and	support	plan	

L	 Rapid	
response	
function	

• The	SPoA	is	used	to	access	the	MDT	rapid	response	function,	which	
guarantees	a	2-hour	response	time	when	required,	24	hours	a	day		

• Patients	receive	and	initial	assessment	by	an	MDT	first	responder	who	
determines	their	short-term	needs	

• When	required,	the	patient	and	their	carers	will	be	supported	for	a	short	
time	period	post-intervention,	including	a	telephone	and	home	visiting	
service	

• People	requiring	further	clinical	care	will	be	transferred	to	the	
appropriate	service	quickly	and	efficiently	

	

	

25. The	above	components	of	the	service	model	are	depicted	below	as	a	flow	diagram	that	
outlines	the	model	of	how	it	is	intended	that	local	care	would	be	delivered:	

	
	

Emergency	department	clinical	model	summary	

26. At	present	emergency	department	(ED)	services	are	delivered	at	all	seven	acute	
hospitals	sites	in	Kent	and	Medway.	In	2015/16	there	were	219,812	major	emergency	
department	attendances	(including	254,441	adults	and	57,507	children)	and	311,	948	
minor	emergency	department	attendances	(including	156,084	adults	and	63,728	
children).	Emergency	department	attendances	have	grown	by	3.6%	per	year	over	the	
last	three	years	in	Kent	and	Medway	(the	national	average	is	2.6%).	Conversely,	
performance	on	the	four-hour	waiting	target	has	deteriorated	over	the	last	two	years;	in	
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2015/16	on	average	86%	of	people	were	discharged	from	emergency	departments	
within	four	hours,	compared	to	92%	nationally.		

27. Some	providers	in	K&M	have	amongst	the	worst	patient	satisfaction	scores	in	the	
country.	Patient	stories	show	the	current	system	is	characterised	by	long	waits,	multiple	
contacts	with	health	care	professionals,	and	poor	patient	experience.	A	range	of	
interventions	are	being	developed	to	avoid	emergency	department	attendances,	as	
outlined	in	the	previous	section	on	our	local	care	model.	A	new	model	for	emergency	
departments	will	incorporate	triage	to	the	most	appropriate	pathway.	

28. The	models	in	the	Keogh	report	have	been	used	as	a	basis	for	developing	building	blocks	
of	services	(i.e.	the	service	models	we	would	see	our	current	hospitals	develop	to	
become):	

	
29. The	South	East	Clinical	Senate	has	undertaken	work	to	understand	the	co-dependencies	

between	services	and	these	have	been	used	to	further	describe	the	Keogh	models.	

30. The	following	diagram	outlines	the	standard	process	that	patients	attending	an	
emergency	department	would	expect	to	experience:	

	

	
	

	

	

Source: Sir Bruce Keogh, Transforming Urgent and Emergency care services in England, End of Phase 1 Report, 2014

Major Emergency 
Centre with 
specialist services

Emergency Centre

Medical 
Emergency Centre 

Urgent care 
centre

Integrated care 
hub with 
emergency care

Major trauma 
centre

• Larger units, capable of assessing and initiating treatment for all patients 

and providing a range of specialist  hyper-acute services

• Serving population of ~ 1-1.5m

• Larger units, capable of assessing and initiating treatment for the 

overwhelming majority of patients but without all hyper-acute services

• Serving population of ~ 500-700K

• Assessing and initiating treatment for majority of patients

• Acute medical inpatient care with intensive care/HDU back up

• Serving population of ~ 250-300K

• Immediate urgent care

• Integrated  outpatient, primary, community and social care hub

• Serving population of ~ 50-100K

• Assessing and initiating treatment for large proportion of patients

• Integrated outpatient, primary, community and social care hub

• Serving population of ~ 100-250K

• Specialised centres co-locating tertiary/complex services on a 24x7 basis

• Serving population of at least 2 -3million

• Ambulance	responds	to	75%	‘Category	A’	calls	within	8	minutes	and	95%	within	19	minutes

• Patients	may	be	referred	to	ED	by	NHS	111,	999	South	East	Ambulance	Service,	by	their	GP	or	by	other	services.
• Alternatively,	patients	present	at	ED	without	a	referral.

2.	Referral*

• 15	min	ambulance	handovers
• ED	must	have	separate	dedicated	children’s	facilities,	 for	waiting	and	treatment

• If	patient	arrives	by	ambulance,	the	ambulance	 crew	reports	to	staff,	otherwise	the	patient	must	register	themselves	 at	reception.

3.	Registration*

• 8	key	interventions	have	been	developed	as	part	of	the	Kent	and	Medway	Local	Care	strategy	that	are	aimed	at	preventing	
unnecessary	hospital	admissions	including	the	integration	of	health	and	social	care.	These	 are	outlined	previously	in	the	pack.

1.	Interventions

 Page 33 of 452.



	

	 10	

	
*			 Category	A	calls	relate	to	immediately	life-threatening	incidents		
*					 Many	places	across	Kent	and	Medway	are	introducing	a	first	step	based	on	the	Barking,	Having	and	

Redbridge	(BHR)	‘Redirection’	where	the	eyeball	‘streaming’	takes	place	by	a	GP	or	Consultant	who	in	less	
than	4	minutes	will	assess	the	patient	and	redirect	out	to	community	services,	GP’s,	Pharmacy,	
Minors/UCC,	or	hot	clinics’.	Those	that	remain	go	through	the	comprehensive	triage.	

**		 The	detail	of	these	aspects	of	the	model	is	being	developed	as	part	of	the	local	care	work	stream.	
	

Acute	medicine	

31. At	present	acute	medical	care	is	delivered	at	all	seven	acute	hospital	sites	in	Kent	and	
Medway	and	there	were	115,626	medical	admissions	in	2015/16.		

32. The	population	registered	with	GPs	in	Kent	and	Medway	is	1.8	million	(i.e.	includes	
patients	from	outside	the	area	registered	with	local	GP	practices).	The	population	
is	forecast	to	grow	over	the	next	five	years,	with	a	majority	of	growth	occurring	in	the	
elderly	population.	Partly	linked	to	this	there	are	rising	numbers	of	emergency	
admissions	and	bed	occupancy	across	Kent	and	Medway.		

33. In	a	recent	bed	audit,	there	were	1,007	patients	in	hospital	beds	who	are	medically	fit	to	
leave	their	current	setting	of	care	(as	at	22nd	November	2016).	The	vast	majority	of	
patients	who	were	medically	fit	for	discharge	were	delayed	for	a	reason	outside	of	the	
control	of	the	hospital.		

34. In	line	with	national	policy,	the	NHS	aspires	to	provide	seven	day	services	but	workforce	
constraints	are	challenging	the	delivering	of	this,	including	the	inability	to	put	in	place	
24/7	consultant	cover	in	hospitals	across	Kent	and	Medway	for	those	who	need	acute	
medicine.		

35. The	Kent	and	Medway	acute	medical	care	model	is	partially	consolidated,	but	is	still	
largely	based	on	historic	dispersal	of	services.	Acute	emergency	medicine	is	currently	
delivered	from	seven	sites	using	a	variety	of	models.	All	Trusts	aspire	to	deliver	best	
practice	models	but	constraints	with	capacity,	estate	and	workforce	only	allow	this	to	
happen	to	varying	degrees.	

36. Our	proposed	service	model	covers:	

4.	Assessment
• Patients	undergo	a	comprehensive**	 pre-assessment	 by	a	nurse	or	doctor	before	further	actions	are	taken.	This	 is	called	triage	and	
will	ensure	people	with	the	most	serious	conditions	are	seen	first.	Sometimes	 further	tests	need	to	be	arranged	before	a	course	of	
action	can	be	decided.

• No	patient	waits	>12	hours	on	a	trolley
• Presence	of	a	senior	ED	doctor	(ST4	or	above)	as	a	clinical	decision	maker	24/7

5b.	Discharge*
• Discharge:	If	nurse	or	doctor	feels	situation	is	not	a	serious	accident	 or	emergency,	 the	patient	may	be	sent	home	and	asked	to	
refer	themselves	 to	a	GP,	referred	to	a	nearby	urgent	care	centre,	minor	injuries	unit	or	referred	to	a	GP	on	site.	

• Consultant	accredited	 in	Emergency	Medicine	[CCT	holder]	on	the	Emergency	Floor	Consultant	between	08:00	and	24:00,	7	days	
per	week

5a.	Treatment	 or	transfer
• Treatment	 or	transfer:	If	situation	is	complicated,	 the	patient	my	be	seen	by	an	ED	doctor	or	referred	to	a	specialist	 unit.

• 24/7	On	site	senior	support	within	the	core	specialties
• Presence	of	a	named	paediatric consultant	with	a	designated	responsibility	for	paediatric care
• Availability	of	a	surgeon	at	ST3	level	or	above,	or	a	trust	doctor	with	equivalent	ability	Interventional	radiology	services	 for highest	
acuity	patients	are	available	within	one	hour	of	referral
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• streaming	to	a	fully	functioning	acute	medical	unit	to	reduce	acute	admissions;	

• timely	and	appropriate	discharge	from	the	emergency	department	supported	by	
schemes	(e.g.	such	as	occurs	in	the	voluntary	sector	Take	Home	&	Settle	service	in	
East	Sussex);	

• reduced	non-elective	length	of	stay,	incorporating	the	NHS	England	pathway	for	
people	with	dementia;		

• Rapid	Assessment	Interface	and	Discharge	(RAID)	&	Integrated	Psychological	
Medicine	Service	(IPMS)	models;	and	

• delivery	of	7-day	services	in	acute	medicine	to	allow	timely	access	to	a	senior	
specialist	medical	opinion.		

37. The	term	Acute	Medical	Unit	(AMU)	has	been	defined	by	the	Royal	College	of	Physicians	
(RCP)8	as	‘a	dedicated	facility	within	a	hospital	that	acts	as	a	focus	for	Acute	medical	care	
for	patients	that	have	presented	as	medical	emergencies	to	hospitals.’	The	report	
provides	a	detailed	description	of	the	rationale	and	requirements	for	an	AMU	but	allows	
for	local	design.	The	structure	of	an	AMU	is	schematically	represented	below:	

	
38. Ideally	an	AMU	should	be	co-located	with	other	acute	and	emergency	services	as	part	of	

an	emergency	floor	incorporating	the	ethos	of	Emergency	Ambulatory	Care.	Strong	
clinical	(medical	and	Nursing)	and	operational	leadership	is	essential	for	an	AMU	to	
function	successfully.	

39. In	delivering	the	acute	medical	take	through	an	AMU	a	number	of	key	principles	need	to	
be	adopted:	

• Assessment	of	acutely	ill	patients	by	competent	clinical	decision	makers	supported	
by	appropriate	levels	of	diagnostic	support	

• All	areas	follow	the	ethos	of	treating	patients	in	an	ambulatory	model	unless	
deemed	otherwise	by	exclusion	criteria	

• Nominated	medical,	nursing	and	operational	leads	are	in	place	working	in	the	
department	on	a	regular	basis	

																																																								
8		Royal	College	of	Physicians.	Acute	medical	care.	The	right	person,	in	the	right	setting	–	first	time.	Report	of	the	Acute	
Medicine	Task	Force.	London:	RCP,	2007.	 
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• Integration	and	collaboration	of	key	acute	services	e.g.	emergency	department,	
critical	care,	AMU	and	key	support	services	e.g.	pharmacy	and	therapies		

• Consistency	of	quality	medical	care	24	hours	a	day,	7	days	a	week	

• Specialist	medical	in-reach	when	required	in	a	timely	way	7/7	

	

Stroke	services	

40. In	2015/16	approximately	2,500	acute	stroke	patients	were	supported	in	the	seven	
acute	hospitals	in	Kent	and	Medway.	Currently	all	of	these	hospitals	provide	acute	
stroke	care	and,	following	the	immediate	acute	episode,	patients	are	discharged	without	
further	rehabilitation	or	discharged	back	to	their	home	with	a	community	rehabilitation	
package	or	to	a	new	home,	such	as	a	residential	care	home	that	is	suitable	for	their	
needs	

41. In	2015/16	only	half	of	all	patients	were	admitted	within	four	hours	and	this	
performance	is	below	national	average.	In	addition,	all	of	the	hospitals:	

i. only	provide	five-day	stroke	consultant	face-to-face	cover;	

ii. none	provide	seven-day	consultant	ward	rounds;		

iii. less	than	50%	of	patients	receive	thrombolysis	within	60	minutes;	and	

iv. performance	against	Sentinel	Stroke	National	Audit	Programme	(SSNAP)	is	
variable	and	inconsistent.	

42. Currently	patient	volumes	are	too	small	to	deliver	clinical	sustainability	hyper	acute	
stroke	units	on	all	seven	acute	hospital	sites.	In	particular,	there	are	significant	
challenges	that	cannot	be	met	with	the	current	service	model	of	all	seven	hospitals	
providing	acute	stroke	care.	We	need	to	ensure	there	is	24/7	consultant	availability	with	
a	minimum	6	trained	thrombolysis	consultant	physicians	on	rota	and	consultant	led	
ward	round	7	days	a	week.	This	will	be	supported	by	a	multi-disciplinary	team	including	
nurses,	physiotherapists	and	occupational	therapists.	

43. In	order	to	achieve	the	above	we	need	to	consolidate	stroke	services	on	fewer	sites	to	
ensure	there	are	sufficient	volumes	of	patients	supported	on	each	site	to	sustain	the	
staffing	numbers.	For	Kent	and	Medway	this	means	delivering	a	combined	hyper	acute	
stroke	unit	and	acute	stroke	unit	service	on	a	smaller	number	of	sites.	In	practice	for	
Kent	and	Medway	this	means	developing	hyper	acute	stroke	units	that	support	volumes	
of	over	500	patients	and	less	than	1500	confirmed	stroke	patients.		

44. Alongside	the	acute	stroke	provision	it	is	recognised	that	we	need	to	develop	robust	
early	supported	discharge	and	rehabilitation	services.	

	

Elective	orthopaedics	

45. There	are	7,921	elective	orthopaedic	inpatient	and	13,331	elective	orthopaedic	day	case	
procedures	undertaken	in	hospitals	in	Kent	and	Medway	(plus	2,110	inpatient	and	425	
day	case	procedures	in	private	hospitals	under	“choose	and	book	arrangements”,	which	
give	patient	a	choice	about	where	they	receive	treatment).	The	majority	of	the	people	
having	these	procedures	are	older	(with	most	procedures	in	the	64-69	age	band).	
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46. In	addition,	Kent	and	Medway	acute	providers	outsource	approximately	a	further	2000	
elective	orthopaedic	procedures	each	year	to	private	hospitals	and	there	are	an	
additional	6,000	patients	waiting	for	elective	orthopaedic	procedures	across	the	area,	
with	referral	levels	for	elective	procedures	varying	between	CCGs	and	between	
practices.	Some	hospital	waiting	lists	for	planned	care	are	long	and	growing.	The	number	
of	cancellations	on	the	day	of	the	operation	are	increasing.	

47. Right	Care9	analysis	shows	a	potential	significant	opportunity	in	musculoskeletal	elective	
bed	days	across	the	patient	pathway,	circa	£8m	compared	to	peers,	and	an	additional	
£1.8m	related	to	areas	such	as	falls	and	primary	care	prescribing.	

48. 	All	acute	hospital	sites	in	Kent	and	Medway	deliver	a	mixture	of	elective	(planned)	and	
non-elective	(unplanned	/	emergency)	orthopaedic	services,	with	the	exception	of	Kent	
&	Canterbury	Hospital	which	does	not	undertake	any	non-elective	activity	and	
Maidstone	General	Hospital	which	does	not	undertake	any	non-elective	orthopaedic	
surgery.	

49. Our	proposed	service	model	is	based	on:		

• a	focus	on	prevention	and	self-care	and	the	benefit	of	a	community-led	integrated	
musculoskeletal	(MSK)	pathway;		

• a	set	of	principles	including	standardised	approach,	use	of	multi-disciplinary	teams,	
one-stop	services,	senior	support	and	better	use	of	digital	technology;		

• a	greater	use	of	multi-disciplinary	teams,	consultant	feedback,	earlier	discharge	
planning	and	ring-fenced	elective	beds;	and		

• consolidation	of	elective	orthopaedic	surgery	onto	fewer	sites	will	lead	to	an	
improvement	in	outcomes.		

50. The	following	diagram	outlines	our	proposed	service	model:	

	

																																																								
9	RightCare	is	an	NHS	England	programme	aimed	at	improving	people’s	health	and	outcomes	by	promoting	
that	the	right	person	has	the	right	care,	in	the	right	place,	at	the	right	time,	making	the	best	use	of	available	
resources.	It	uses	data	and	evidence	to	highlight	unwarranted	variation	to	support	quality	improvement.	

MDT	clinic

• Identify	frail	patients	to	follow	proactive	care	for	older	people	undergoing	surgery	(POPS)	pathway
• Combined	clinic	with	consultant,	extended	scope	physio,	GPwSI allows	in	clinic	triage	to	most	appropriate	clinician
• Greater	co-working	between	community	staff,	primary	care	and	consultants	– orthopaedic qualified	nurses	play	a	key	role	
• Lower	average	staff	cost	per	appointment
• Spinal	injections
• Focus	on	MSK	pathway

Preoperative	
assessment

Re-check	prior	 to	
surgery

Short-notice	
reserve	list

Theatre	utilisation

• Conducted	 at	first	outpatient	appointment;	if	patient	found	not	fit	then	plan	reviewed	same	day
• Greater	use	of	self-assessment	to	support,	which	patients	can	complete	from	home
• Ensure	social	circumstances	support	 the	treatment	plan,	pre-booking	of	rehab/post-op	package	of	care	prior	to	

admission
• Flags	patients	at	risk	of	long	length	of	stay
• Contact	at	48-72	hours	before	day	of	surgery	to	reduce	late	cancellation
• Ensure	patient	is	well	and	still	wants	surgery

• Ensures	effective	use	of	theatre	capacity	by	filling	gaps	caused	by	 late	cancellation

• Scheduling	of	theatre	cases	to	optimise	utilisation
• Ensure	critical	equipment	is	scheduled	 to	maintain	the	order	and	running	of	the	list

Consultant-level	
feedback

Effective	planning	
for	discharge

Enhanced	 recovery

Ring-fenced	
elective	beds

• Transparency	of	list	utilisation,	case	volumes	per	list
• Peer	challenge	
• Team	working	to	increase	available	capacity	by	 reducing	cancelled	sessions	due	to	leave

• Discharge	planning	at	preoperative	assessment
• Referral	to	discharge	services	earlier	in	the	process	(i.e.	before	admission)
• Access	to	community	support	services

• Consistent	application	of	Enhanced	Recovery	Pathway	(ERP)	pathways
• Clear	expectations	of	predicted	 length	of	stay	for	patient	

• Reduction	in	wasted	theatre	time
• Reduction	in	infection	risk	for	elective	cases

1

2

3

4

5

6

7

8

9
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Hurdle	criteria	

51. As	with	the	clinical	models,	the	hurdle	criteria	have	been	developed	through	the	
hospital	care	workstream,	with	clnical	and	patient	engagement,	and	then	reviewed	and	
signed-off	by	the	STP	Clinical	Board,	ahead	of	being	approved	at	the	STP	Programme	
Board.		

52. Through	consideration	of	the	service	models	we	will	identify	a	long	list	of	options	
around	potential	service	changes.	As	outlined	in	the	process	diagram	at	Point	11,	these	
will	be	evaluated	using	the	hurdle	criteria.	An	option	must	meet	the	requirements	of	
each	of	the	hurdle	critieria	or	it	will	be	rejected.	This	means	that	through	assessing	the	
long	list	of	options	by	applying	the	hurdle	criteira	to	them,	a	short	list	of	options	will	be	
generated.	This	shortlist	of	options	will	go	forward	to	more	detailed	evaluation:	

	
Criteria	 Description	in	relation	to	application	

against	long	list	of	options	for	
emergency	care,	acute	medicine	and	
elective	orthopaedics	

Description	in	relation	to	application	
against	long	list	of	options	for	stroke	
services	

Is	the	potential	
configuration	
option	clinically	
sustainable?	

• Does	it	deliver	key	quality	
standards?	

• Does	it	address	any	co-
dependencies?	

• Will	the	workforce	be	available	to	
deliver	it?	

• Will	there	be	sufficient	throughput	
or	catchment	population	to	
maintain	skills	and	deliver	services	
cost	effective?	

• Does	it	deliver	key	quality	
standards?	

• Does	it	address	any	co-
dependencies?	

• Will	the	workforce	be	available	to	
deliver	it?	

• Will	there	be	sufficient	
throughput	or	catchment	
population	to	maintain	skills	and	
deliver	services	cost	effectively?	

Is	the	potential	
configuration	
option	
implementable?	

	

• Will	the	option	deliver	financial	and	
clinical	sustainability	within	a	
medium-term	timeframe	by	20/21?	
This	statement	is	based	upon	a	
system	wide	view,	this	may	mean	
that	some	organisations	have	a	net	
negative	financial	impact	as	well	as	
some	have	a	net	positive	impact.	

	

• Will	the	option	deliver	financial	
and	clinical	sustainability	within	a	
medium-term	timeframe	by	
20/21?	This	statement	is	based	
upon	a	system	wide	view	

	

Is	the	potential	
configuration	
option	
accessible?	

	

• Is	the	maximum	travel	time	(by	car)	
an	average	of	one	hour	or	less?		

	

• Can	the	population	access	
services	within	a	window	of	120	
minutes	from	call	to	needle?10	

Is	the	potential	
configuration	
option	a	
strategic	fit?	

• Does	it	implement	the	outcome	of	
other	recent	consultations	or	
designation	processes?	

	

• Does	it	implement	the	outcome	
of	other	recent	consultations	or	
designation	processes?	

	

																																																								
10	Using	95%	accessing	services	within	60	mins	(off-peak)	as	a	proxy	

 Page 38 of 452.



	

	 15	

Is	the	potential	
configuration	
option	
financially	
sustainable?	

	

• Must	not	increase	the	‘do	nothing’	
financial	baseline				

	

• Must	not	increase	the	‘do	
nothing’	financial	baseline	(given	
the	need	for	capital	investment	at	
any	resulting	sites	which	is	of	
similar	quantum,	noting	more	at	
PFI	sites,	this	will	be	considered	in	
detail	at	evaluation	stage)		

	

	

Summary	

53. As	indicated	at	the	start	of	this	paper	it	is	envisaged	that	consultation	will	take	place	in	
two	waves,	with	the	first	services	that	are	intended	to	be	consulted	on	being:	

i. Acute	stroke	services	across	Kent	and	Medway	

ii. Emergency	services	in	East	Kent	(i.e.	emergency	departments	and	acute	care)		

iii. Elective	orthopaedics	in	East	Kent	

54. The	next	step	will	be	to	now:	

• agree	a	long	list	of	options	against	each	of	the	above	services	areas;		

• apply	the	hurdle	criteria	outlined	in	this	document	to	the	longlist	of	options	to	
develop	a	shortlist	of	options;	

• agree	full	evaluation	criteria;	and	

• evaluate	the	shortlist	of	option	using	the	full	evaluation	criteira.	

55. The	STP	partner	organisations	are	asked	to	consider	the	contents	of	this	paper	and	
indicate	their	support	for:	

• the	service	models	it	outlines;	and		

• the	hurdle	criteria	that	will	be	used	to	assess	the	long	list	of	options.	

56. The	Governing	Bodies	of	Clinical	Commission	Groups	are	asked	to	consider	and	formerly	
agree	the	service	models	and	hurdle	criteria.	
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Our	vision	for	Local	Care	in	Kent	and	Medway

Source:	K&M	STP	Local	Care	workstream

Our	aim	is	to	develop	holistic,	patient-centered	community	and	home-based	
care across	Kent	and	Medway	resulting	in:

• Wide	ranging	proactive	self-care	and	self-management	measures	that	
reduce	lifestyle	risks	and	their	causes

• Local	people	being	given	the	tools	and	information,	services	and	support	
needed	to	be	accountable	and	responsible	for	their	own	care

• Connected	care	services,	including	integrated	health	and	social	care,	
resulting	in	patients	being	able	to	access	services	quickly	and	efficiently	in	a	
community	setting	where	their	needs	are	fully	understood

• People	only	attending	hospital	when	essential

Kent	and	Medway	Local	Care	Vision
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We	have	agreed	a	set	of	key	design	principles	to	deliver	this	vision

Source:	K&M	STP	Local	Care	workstream

Key	design	principles	for	Local	Care

The	Kent	and	Medway	population	as	a	whole	is	enabled	and	
encouraged	to	be	proactive	regarding	their	own	health	and	
wellbeing	and	the	Kent	and	Medway	system	is	proactive	in	
whole	population	prevention

A

Patients	with	long	term	care	needs	are	supported	to	remain	in	
their	local	communities	through	services	wrapped	around	GP	
practices

B

If	an	urgent	health	need	arises,	the	care	a	patient	needs	is	
provided	within	a	community	setting,	as	close	to	their	place	of	
residence	as	possible

C

Specialist	services	are	available	to	patients	and	their	local	care	
service	providers	when	there	is	necessary	need

E

If	a	stay	in	hospital	is	required	there	is	a	process	from	admission	
to	discharge	in	order	to	minimise excessive	length	of	stay	and	
allow	for	a	quicker	patient	recovery

D

Priorities	to	delivery	
the	strategy

• General	Practice	(GP)	groupings	(30-50k)	
will	be	at	the	heart	of	communities,	
supporting	patients	who	need	help	
accessing	the	services	they	require

• Patients	are	cared	for	by	multi-
professional	health	and	social	care	teams	
that	are	developed	around	local	natural	
geographical	networks	and	communities	

• Services	groupings	covering	specific	
populations	will	facilitate	an	in-depth	
focus	on	local	communities

• Improved	working	relationships	with	all	
providers,	civil	society,	Healthwatch,	and	
other	patient	representatives

 Page 42 of 452.



3

ILLUSTRATIVE	EXAMPLESPotential	location	and	coverage	of	key	services

Source:	K&M	STP	Local	Care

• GP/GPSI
• Practice/	District	Nurses
• Health	care	assistant
• Clinical	pharmacist
• Physician	associate

• MH	professional	/	IAPT
• Receptionist
• Call	handling	service	and	clinical	

triage
• Out	of	hours	service

GP	practices	(practice	population	dependent)

MDT	services:
• Care	navigators/case	managers
• Support	navigation
• GP/GPSI
• Social	care	worker
• Physio
• Specialist	dementia	nurses
• Voluntary	sector	workers
• Domiciliary	care	workers
• Peer	support	worker
• Mental	health	worker
• Health	coach
• Community/	hospital	extensivist
• Rapid	response
• Reablement

Additional	services:
• Falls	service
• Health	and	wellbeing	services
• Directory	of	services	and	

referral	support
• Ambulatory	Care	
• Paramedic
• Midwife
• Community	&	Crisis
• Intermediate	Care
• Optometrists
• Community	Pharmacist
• Consultant	outpatient	clinics
• End	of	life	care
• Out	of	hours	service

Groupings	to	cover- 30-50k

Patient’s	home

GP	practices

30-50k

100-250k

Supra	locality	specialist	services

Groupings	to	cover– 100-250k	
• SECAmb 999
• NHS111	/	OOH	Model
• Consultant	Hot	Clinics
• Minor	Injury	Unit
• Learning	Disability
• Autism	and	sensory	services
• Hospices
• Continuing	care

• Patient	Transport
• Community	Equipment	and	

Assistive	
• Technology	Services	
• Secondary	Care	Mental	Health
• Diagnostics
• Call	handling	service	and	clinical	

triage

 Page 43 of 452.



4

Health	and	care	professionals	have	developed	a	vision	for	Dorothy’s	care,	which	will	
become	more	consistent	and	simpler	to	access

Source:	K&M	Local	Care

Dorothy’s	care	will	be…

Consistent	and	well	organised:
She	is	visited	by	friendly	faces	who	are	familiar	
with	her	needs

Inconsistent and	overlapped:	Unfamiliar	staff	
provide	similar	services	and	do	not	fully	
understand	her	health	and	care	needs

Decided with	her: She	is	involved	with	all	
decisions	made	regarding	her	care	and	
communication	regarding	decisions	is	clear

Decided without	her	involvement:	She	feels	
excluded	from	all	major	care	decisions	and	
doesn’t	get	to	say	what	she	would	like

Simple to	access:	She	has	one	phone	number	
that	she	is	confident	can	help	her	in	any	way	
required

Difficult to	access:	There	are	multiple,	confusing	
points	of	contact	for	different	services	when	she	
has	a	health	or	care	issue

Assessed	by	an	expert	without	her	having	to	go	
to	the	hospital: She	is	quickly	provided	with	the	
specialist	opinion	or	diagnostic	results	needed	
without	going	to	hospital

Only	assessed	by	a	specialist	when	she	visits	
the	hospital:	When	she	quickly	needs	diagnostic	
tests	or	an	expert	opinion,	she	has	to	travel	to	
multiple	outpatient	appointments	

Currently,	Dorothy’s	care	is…

Focused only	on	her	health	needs:	She	does	not	
understand	the	wider	community	support	
available	to	her

Focused	on	her:	Her	wider	health	and	social	
needs	are	understood	and	it	is	easy	for	her	
access	any	community	support	she	needs
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Episodic	specialised	
inpatient	care
Emergency	admission	
requiring	hospital	
treatmentMDT	care	functions

Specialist	geriatric	
care

GP	+/-special	
interest

Pharmacist

Community	nurse

Peer	supporter

Care	navigator/	
case	manager

K&M	older	persons	complex	care	model	will	provide	personalised,	coordinated	care

Source:	K&M	STP	Local	Care

Supporting	services

Self-care	and	self	
management

Ensuring	healthy	living	
environment

Care	and	support	
planning

Case	Management	&	
Care	Navigation

Supporting	people	to	be	healthy	and	independent

Dorothy

MDT	Extensivist	
function

Dorothy	is	79,	frail,	has	
type	2	diabetes,	COPD,	
cognitive	impairment	and	
depression Rapid	response

End	of	life Care	planning

Integrated	health	and	social	
care	package	delivery

Housing	support

Health	coaching

Health	and	social
care	worker

Reablement Discharge	support

Single	point	of	
access	call	
handling	
function

Diagnostics Specialist	opinion Falls	service Housing	services Third	sector

Mental	health	
worker
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Care	navigators	and	case	managers	integrate	health	and	social	care	service	delivery,	and	
work	collaboratively	with	a	wide	range	of	community	care	colleagues,	and	also	the	people	
they	care	for,	in	order	to	coordinate	care	and	support	

Care	and	support	planning	
with	care	navigation	and	case	
management

Support	people	and	their	carers	to	improve	and	maintain	health	and	wellbeing	by	building	
knowledge	and	changing	behaviours	through	proactive	prevention	and	engagementSelf-care	and	management

Work	to	ensure	a	healthy	living	environment	to	preserve	long-term	health	&	wellbeing	e.g.	
falls	prevention,	housing	improvements	and	alterationsHealthy	living	environment

Person	centered,	coordinated	multi-disciplinary	care	services,	wrapped	around	GP	practices	
and	community	services providing	care	to	people	who	have	care	plans	assigned	dependent	
on	their	needs

Integrated	health	and	social	
care	into	or	coordinated	close	
to	the	home

Rapid	Response
The	ability	within	an	MDT	to	respond	rapidly	to	people	with	complex	needs	who	are	
experiencing	a	health	or	social	care	need	that	left	unattended	would	result	in	a	possible	
hospital	admission

A	number	called	by	the	person,	the	GP,	community	services	and	acute	staff	to	support	
people	with	their	care	by	gaining	more	efficient,	coordinated	access	to	servicesSingle	point	of	access

Discharge	planning	and	
reablement

A	pro-active,	anticipatory	service	designed	to	target	those	people	who	are	medically	
optimised	for	discharge,	no	longer	requiring	an	inpatient	bed,	but	still	needing	some	level	of	
care	to	prevent	their	health	from	deteriorating

The	ability	for	primary	care	professionals	to	access	a	specialist	opinion	in	the	community	
setting	and	where	appropriate,	a	specialist	triage	for	diagnostics.	Access	to	diagnostic	
services	and	the	ability	to	ensure	diagnostic	results	are	full	and	timely	will	reduce	the	need	
for	multiple	outpatient	appointments

Access	to	expert	opinion	and	
timely	access	to	diagnostics

Key	elements	of	the	older	persons	complex	care	model

Source:	K&M	STP	Local	Care	workstream,	Carnall	Farrar

Supporting	
people	to	be	
healthy	and	
independent

1

2

3

4

5

6

7

8

Coordinated	
care	for	people	
who	need	it

Supporting	
services
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7Source:	Kent	Integrated	Dataset,	Carnall	Farrar	analysis

Different	packages	of	care	to	reflect	differing	needs	among	older	people

Over	70s	with	very	high	needs
Over	70s	with	high	needsOver	70s	with	1-2	LTCs,	with	

relatively	low	needs
Increasing	health	and	social	care	needs

Tier 1

Sub-segments

Tier 2 Tier 3

Criteria	for	sub-
segmentation

• Age	70+	with	1-2	well	managed	LTCs • Age	70+	with	3+	LTCs	and	less	than	two	
AE	appearances/NEL	admissions	per	
year

• Stroke	patients

• Age	70+	with	dementia
• Age	70+	with	3+	LTCs	and	at	least	two	AE	

appearances/NEL	admissions	per	year
• End	of	life	patients

Distribution	in	
Kent

Salient	features	
of	care	package	
for	the	sub-
segment

• No	dedicated	care-navigator,	care	
planning	carried	out	by	peer	or	online;	
once	a	year	on	average	

• Support	navigation	provided in	order	
to	ensure	people	are	aware	of	the	
directory	of	services	available	

• Empowerment	and	education	sessions	
with	general	nurse;	use	of	e-delivery	for	
part	of	these	sessions

• Dedicated	care-navigator	for	each	
person	in	this	segment,	involved	in	
annual	care	and	support	planning	with	
MDTs,	and	regular	care	navigation	for	
people

• Empowerment	and	education	also	
managed	by	care	navigator

• Access	to	single	point	of	access	and	
rapid	response	services

• Most	intense	care	package	in	terms	
of	appointments	and	care	
planning/case	management

• Dedicated	case	manager,	involved	in	
annual	care	and	support	planning	
with	MDTs,	and	regular	case	
management

• Access	to	single	point	of	access	and	
rapid	response	services

• 94,017	people
• 6.2%	of	the	Kent	population
• £227.2	of	spend
• 24,078	A&E	attendances
• 13,403	NEL	admissions	
• £2,415	spend	per	head

• 39,814	people
• 3.9% of	the	Kent	population
• £149.5m	of	spend
• 13,313	A&E	attendances
• 8,135	NEL	admissions
• £3,745	spend	per	head

• 19,858	people
• 1.3% of	the	Kent	population
• £216.8m	of	spend
• 20,633	A&E	attendances
• 13,684	NEL	admissions
• £10,919	spend	per	head
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Care	and	support	
planning	in	
conjunction	with	
care	navigation	
and	case	
management

Source:	Birmingham	Community	Healthcare	NHSFT,	South	Devon	and	Torbay CCG,	King’s	Fund

Care	navigators	and	case	managers	integrate	

health	and	social	care	service	delivery,	and	work	

collaboratively	with	a	wide	range	of	community	

care	colleagues,	and	also	the	people	they	care	

for,	in	order	to	coordinate	care	and	support	

1
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Traits	of	successful	care	and	support	planning:

Source:	Birmingham	Community	Healthcare	NHSFT,	South	Devon	and	Torbay CCG,	King’s	Fund

4 Use	of	care	navigators	to	manage complex	people	(e.g.	older	with	3+	LTCs)	supporting	condition	
management,	integration	of	services,	adherence	to	their	care	plan	and	social	prescribing

2 Use	of	trained	peer	workers	to	facilitate	conversations	to	understand	the	holistic	needs	of	
people	and	their	carers

3 Meeting	of	the	local	MDT	when	needed	to	to	discuss	the	needs	of	the	patient	cohort	and	
specific	people	within	it

1 Identification	of	eligible	people	through	predicted	future	needs	and	professional	judgement		

5
Use	of	case	managers	to	manage high complexity	people	(e.g.	End	of	life,	older	with	dementia,	
older	with	3+	LTCs)	intensively	supporting	condition	management,	integration	of	services,	
adherence	to	their	care	plan	and	more	supportive	social	prescribing

6 Enablement	of	self-management,	self-care	and	activation

SUPPORTING	PEOPLE	TO	BE	HEALTHY	AND	INDEPENDENT
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11Source:	K&M	STP	Local	Care

Case	Management	and	Care	Navigation

• A	person	and	their	carer	led	process	that	develops	a	holistic	plan	that	meets	all	of	a	person’s	needs	and	goals
• Created	for	people	with	high	risk,	complex	needs	identified	through	data	analytics	and	professional	opinion,	who	have	agreed	to	have	care	navigation	

or	case	management	(tier	2	and	3)
• A	simple	anticipatory	care	and	support	plan	for	independent	and	active	older	people	(tier	1)	created	by	the	person	in	partnership	with	their	GP
• A	non-clinical,	holistic	approach	is	initially	taken	whereby	peers	are	trained	to	be	able	to	have	conversations	with	a	person	and	their	carer	in	order	to	

ensure	their	whole	needs	are	fully	understood	and	wishes	taken	into	account	when	care	is	provided
• Peer-person	conversation	outcomes	are	taken	to	a	multi-disciplinary	team	clinical	meeting	where	a	holistic	care	plan	for	how	to	meet	the	current/	

future	needs	of	the	person	are	developed.	The	plan	will	include	a	package	of	care	delivered	by	integrated	health	and	social	care services

Care	and	support	planning

Case	management	(CM)	concept	(tier	3)Care	navigation	(CN)	concept	(tier	2)

Case	Management	is	for	very	complex	people	(e.g.	End	of	life,	older	with	
dementia,	older	with	3+	LTCs)	who	require	intensive	support	to	ensure	
they	stay	out	of	hospital	as	much	as	possible.	The	key	components	of	CM	
consist	of:
• Facilitate	the	development	and	management	of	an	anticipatory	care	

and	support	plan	in	partnership	with	the	person	and	their	carer	
• Intensive	coordination	and	integration	of	health	and	wellbeing	

services,	holding	other	providers	in	the	plan	to	account
• Frequent	review	of	care	and	support	plan	and	agreed	outcomes	in	

partnership	with	the	person,	evaluate	outcomes	and liaise	with	MDT
• Awareness	of	hospital	admissions	and	assistance	in	discharge	process
• Provide	a	central,	continuous	point	of	contact	for	the	person,	their	

carer,	the	MDT	and	range	of	health	and	social	care	staff	involved
• Establishment	of	relationship	with	the	person	to	ensure	familiarity	and	

continuity
• Work	towards	improved	self-management	(and	self-care)

Care	Navigation	is	for	complex	people	(e.g.	Older	with	3+	LTCs,	stroke)	
who	require	support	to	manage	their	conditions,	access	the	care	they	
need	and	to	live	independently,	ensuring	they	stay	out	of	hospital	as	
much	as	possible.	The	key	components	of	CN	consist	of:
• Facilitate	the	development	and	management	of	an	anticipatory	care	

and	support	plan	in	partnership	with	the	person	and	their	carer	
• Coordination	and	integration	of	health	and	wellbeing	services,	holding	

other	providers	in	the	care	and	support	plan	to	account
• Intermittent	review	of	care	and	support	plan	and	agreed	outcomes	in	

partnership	with	the	person,	evaluate	outcomes	and liaise	with	MDT
• Awareness	of	hospital	admissions	and	assistance	in	discharge	process
• Provide	a	central,	continuous	point	of	contact	for	the	person,	their	

carer,	the	MDT	and	range	of	health	and	social	care	staff	involved
• Establishment	of	a	relationship	with	the	person	to	ensure	familiarity	

and	continuity
• Work	towards	improved	self-management	(and	self-care)
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Care	and	support	plan:	holistic,	multi-disciplinary	and	trusted

• A	comprehensive	plan	to	ensure	the	personalised,	holistic	care	of	an	individual so	that	they	get:
“the	care	they	need	and	no	less;	the	care	they	want	and	no	more”

• The	Care	and	Support	Plan	is	the	primary	focus	for	the	holistic	care	of	an	individual	and	will	be	used	by	teams	
supporting	people	with	Long	Term	Conditions	and	by	the	person	themselves	to	ensure	they	have	the	care	and	support	
that	is	“just	right”	for	them

Concept

Components
• It	should	be	created	and	updated	in	partnership	with	the	person
• There	is	only	one	per	person,	and	it	is	personalised and	specific	to	that	person
• The	person	(or	their	carer)	should	own	it	and	be	able	to	access	and	understand	it
• The	person	should	be	able	to	add	to	and	update	aspects	of	the	plan	themselves
• It	is	the	output	of	a	collaborative	“care	planning”	process,	which	aims	to	establish	the	holistic	and	individual	needs	of	
the	person	and	that	their	care	and	support	is	aligned	to	their	unique	needs	and	preferences

• It	is	not	just	about	medical	interventions,	but	also	covers	personal	goals	and	psychological,	social	and	clinical	needs	
• It	includes	an	anticipatory	care	plan	for	what	actions	to	take	when	things	get	worse
• The	trusted,	holistic,	multi-disciplinary	care	plan	should	give	the	overall	summary	view	for	caring	for	and	supporting	the	
person’s	needs	and	‘link’	or	‘signpost’	other	more	detailed	care	plans	held	in	other	systems	(e.g.	an	acute	care	plan	in	a	
hospital)

• Note:	Not	to	be	confused	with	clinical	record	or	a	clinical	plan

Source:	http://www.justaddspice.org;	National	Voices
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Planned	care	approach	to	management	of	chronic	conditions	(Tiers	2	and	3)

Source:	Carnall	Farrar,	K&M	Local	Care	Workshop

MDTs	collate	
evidence	
regarding	a	
person’s	health	
status	and	
formalise	a	list	of	
people	who	
require	
intervention

A	person’s	
current	and	
future	need	is	
assessed	
through	data	
analytics

GPs	use	their	
professional	
judgement	in	
order	to	
determine	a	
person’s	needs

Case	Manager:
Works	closely	with	the	MDT	
and	person	to	integrate	
health	and	social	care	
service	delivery	and	works	
closely	with	community	
care	colleges

Care	Navigator:
Integrates	health	and	social	
care	service	delivery	and	
works	more	collaboratively	
with	community	care	
colleagues	

A	single,	holistic,	
multidisciplinary		
assessment	is	
undertaken	that	
determines	health	
status	and	care	and	
wellbeing	needs	
Care	navigator	or	case	
manager	assigned

An	SPoA for	ongoing	reactive	
and	proactive	care	and	also	
urgent	care
All	health	and	social	care	
services,	the	person	and	their	
carers	have	access	to	SPoA
number	and	holistic	
anticipatory	care	plan	(including	
emergency	services)

Person	is	referred	to	the	
relevant	integrated	health	
and	social	care	services	by	
the	MDT	
Holistic	care	and	support	
plan	(anticipatory)	is	
enabled

Very	high	
complexity	person	
(tier	3)

High
complexity	
person	(tier	2)

Person	
consents

This	model	facilitates	a	move	to:
- Early	identification
- Early	intervention
- Multi-disciplinary	working
- Effective	use	of	technology

A	person	in	nursing/	
care	home	and	own	
home

Peer	
volunteers	
meet	with	a	
person,	
providing	
person	
focused	
outputs	

Person	highlighted	as	needing	care	plan	readjustment/	review
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Care	coordination	and	planning– example	pathway	1

Source:	K&M	STP	Local	Care	workstream

1

Vera	is	79,	frail,	has	type	2	diabetes,	COPD,	early	
onset	dementia	and	recently	suffered	a	stroke.	She	
lives	with	her	husband	Syd,	who	is	also	frail	and	
often	unwell	himself

2

She	visits	her	GP,	Dr.	
Jones,	as	she	has	been	
feeling	breathless	over	
the	last	few	days

3

5

Dr.	Jones	calls	the	single	point	of	access	who	arrange	
a	short	term	package	of	care	including	a	district	nurse	
visit	twice	per	week	and	a	domiciliary	worker	visit	
once	per	day.	The	SPoA also	contact	the	local	(30-
50k)	MDT	and	request	Vera	be	placed	on	the	agenda	
for	their	next	meeting

4

A	peer	support	worker,	with	training	to	
facilitate	effective	conversations,	visits	Vera	
and	Syd.	They	discuss	not	only	Vera’s,	but	
also	Syd’s	ambitions	for	living	
independently,	what	they	feel	may	help,	
including	being	more	active,	sociable	and	
having	a	home	they	feel	safer	in

Vera	is	stable	and	
Syd	is	less	stressed	
and	healthier.	They	
are	both	able	to	live	
independently	in	
the	community

Dr.	Jones,	assesses	Vera	and	
decides	she	more	than	meets	the	
criteria	for	a	care	plan.	
Furthermore,	the	exacerbation	of	
Vera's	condition,	along	with	the	
poor	health	status	of	her	husband	
will	require	a	short	term	care	
package	to	stabilise	her.	He	gains	
the	couples	permission	before	
taking	further	action

7

The	couple	are	not	IT	literate	and	so	
an	MDT	health	coach	is	also	
assigned	to	provide	structured	social	
prescribing.	Through	this	support,	
Syd	is	assisted	with	accessing	a	local	
charity's	respite	care	service

The	MDT	meet	and	using	the	peer	conversation	report,	make	a	holistic	plan.	
Vera’s	package	of	care	is	defined,	including	a	dementia	nurse,	pharmacist,	
domiciliary	care	worker	and	falls	prevention	service.	A	shared	electronic	
record	is	also	created.	Her	care	plan	details	these	services,	as	well	as	the	
medication	she	must	take	and	the	self-management	strategies	she	must	
follow

6

8

Vera	is	identified	as	being	complex,	needing	a	care	navigator	to	
assist	her	with	her	package	of	care	and	management	of	her	
conditions.	After	an	initial	introductory	call,	David	her	CN,	will	check	
in	with	Vera	periodically,	coordinate	her	care	and	monitor	her	
overall	progress.	Vera	can	also	call	David	if	needed.	She	is	also	
provided	with	the	SPoA number	incase	David	cannot	be	contacted

SUPPORTING	PEOPLE	TO	BE	HEALTHY	AND	INDEPENDENT
 Page 54 of 452.



15
Source:	Homerton University	Hospital	NHS	Foundation	Trust;	NESTA	People	Powered	Health	report,	Peers	for	Progress	website;	Norris,	S.L.,	Chowdhury,	F.M.,	Van,	Le	K.,	et	al.	
Effectiveness	of	community	health	workers	in	the	care	of	persons	with	diabetes

Peer	support

Peer	support

Emotional	support:	
• Encouragement
• Reinforcement
• Decrease	sense	of	isolation

Informational	support:	
• Sharing	experiences	and	
information	

• Sharing	effective	skills	

Linkages	to	clinical	care	and	
community	resources:
• Bridge	the	gap	between	people	
and	health	professionals

For	both	the	peer	and	
the	person:

• Increased	confidence
• Increased	social	
support	

• More	positive	mood	
• Increased	
understanding	of	self-
care	

Improved	health-
related	quality	of	life	

Improved	health	
behaviors	(e.g.,	weight	
monitoring,	diet,	taking	
medications)	

Improved	chronic	
disease	control	

Decreased	
hospitalisations and	
mortality	

Ongoing	support:
• Keep	people	engaged	by	
providing	proactive,	flexible,	and	
continual	long-term	follow-up

Peer	support	core	functions Person	focused	outcomes

SUPPORTING	PEOPLE	TO	BE	HEALTHY	AND	INDEPENDENT
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Peer	support

• The	role	of	a	peer	supporter	is	usually	a	voluntary	role	

• Peer	support	relies	on	non-hierarchical,	reciprocal	relationships,	which	provide	a	flexible	supplement	to	formal	health	system	services	for	people	with	
long	term	conditions.	In	addition,	peer	support	fosters	understanding	and	trust	of	health	care	staff	among	groups	who	otherwise	may	be	alienated	
from	or	have	poor	access	to	health	care

Concept

Components

• Professional-led	group	visits	with	peer	exchange:
• People	who	share	the	same	condition	are	brought	together	with	a	health	care	provider	or	team	of	providers	to	address	their	self-management	

challenges
• Peer-led	face-to-face	self-management	programs:

• A	person	who	shares	the	same	condition	as	the	participants	leads	an	interactive	conversation	to	enhance	sharing	and	mutual	encouragement
• Peer	coaches/	mentors:

• Individuals	who	have	coped	with	the	same	condition	meet	one-on-one	with	people	to	listen,	discuss	concerns	and	provide	support
• Community	health	workers:

• Community	members	who	work	to	bridge	the	gap	between	their	respective	communities	and	health	care	providers.	They	do	not	necessarily	
have	a	chronic	condition,	but	they	often	share	language,	culture	and	community	with	the	people	who	do.	Oftentimes,	the	roles	of	community	
health	worker	and	peer	coach	are	merged

• Support	groups:
• Gatherings	of	people	who	share	common	experiences,	situations,	problems	or	conditions.	In	these	gatherings,	people	are	able	to	mutually	

offer	emotional	and	practical	support
• Telephone-based	peer	support:

• Provided	through	regular	phone	calls	that	are	either	the	sole	form	of	an	intervention	or	used	to	complement	other	modes	of	intervention
• Web- and	e-mail-based	programs:

• These	programs	use	the	internet	to	mobilise peer	support,	including	internet-based	support	groups	and	email	reminders

Source:	Homerton University	Hospital	NHS	Foundation	Trust;	NESTA	People	Powered	Health	report,	Peers	for	Progress	website;	Norris,	S.L.,	Chowdhury,	F.M.,	Van,	Le	K.,	et	al.	
Effectiveness	of	community	health	workers	in	the	care	of	persons	with	diabetes

• People	who	partner	with	a	community	health	worker	had	more	knowledge	of	their	disease	and	better	self-care	skills	than	those	who had	no	contact	
with	a	community	health	worker

• People	connected	with	community	health	workers	had	fewer	emergency	room	visits

Impact
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Outcomes	star

Supporting	people	with	initial	and	continued	engagement	with	peer	assessors	and	their	
care	and	support	plan
• The	star	facilitates	supported	independence	regardless	of	the	circumstances	of	the	person	

by	highlighting	the	support	needs	of	7	aspects	of	an	older	persons	life:
- Staying	as	well	as	you	can
- Keeping	in	touch
- Feeling	positive
- Being	treated	with	dignity
- Looking	after	yourself
- Feeling	safe
- Managing	money	and	personal	administration

Concept

Elements

The	ladder	of	change:
Each	step	on	a	area	ladder	has	a	score.	Marking	the	most	appropriate	point	that	at	person	is	at	for	each	ladder	gives	a	clear indication	of	the	shape	of	a	
persons	life:
• A	full	and	rounded	star	reflects	a	full	and	rounded	life
• Stars	are	completed	again	during	a	review	and	after	changes	in	circumstances

Source:	www.outcomesstar.org.uk

Suitable	for	use	in	services	where:
• There	is	an	ongoing	relationship	between	an	older	person	and	a	health	or	social	care	worker
• The	service	aim	is	to	maximise	independence	and	well-being
• The	service	is	holistic,	focusing	on	the	older	persons	life	as	a	whole
• The	Ladder	of	change	reflects	the	services	understanding	of	the	steps	needed	to	maximise	independence	and	well	being	for	an	older	person
• E.g.	Care	management	and	case	navigation

Applicable	as	an	element	of	care	and	support	planning
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Support	people	
and	their	carers	
to	improve	and	
maintain	health	
and	wellbeing	by	
building	
knowledge	and	
changing	
behaviours	
through	
proactive	
prevention	and	
engagement

Source:	K&M	STP	Local	Care	workstream

People	with	one	or	more	LTCs	should	be	

enabled	to	ensure	self	management	of	their	

conditions	is	as	effective	as	possible,	limiting	the	

need	for	other	forms	of	care

The	whole	population	are	enabled	to	keep	

healthy	and	avoid	developing	new/other	

conditions	and	illnesses

2
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Traits	of	successful	support	to	people	and	their	carers	to	improve	and	maintain	health	
and	wellbeing	:

Source:	Central	London	Community	Healthcare	NHS	Trust;	Sussex	Community	Trust	and	Brighton	and	Hove;	Central	and	NW	London	Foundation	Trust

2 A	highly	accessible	and	user	friendly	directory	of	community	resources	for	the	people,	their	
carers	and	health	and	social	care	professionals,	facilitating	robust	social	prescribing	practices

4 Accessible	and	expansive	services	in	a	person’s/carer’s local	community

5 Health	and	social	care	professionals	(e.g.	MDT	health	coaches)	and	a	range	of	voluntary	sector	
staff	and	volunteers	that	offer	support	to	less	engaged/	less	able	people	and	their	carers

3 Up	to	date	and	easily	accessible	digital	and	paper	information	and	tools

6 Parity	of	esteem	enabled	by	integrated	physical	and	mental	health	support

1 The	ability	to	empower	people	to	become	or	remain	highly	engaged	regarding	their	own	health	
and	wellbeing
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Support	people	and	their	carers	to	improve	and	maintain	health	and	wellbeing

• Proactive	social	prescribing	of	preventative	information	and	tools,	support	and	services	to	people	and	their	carers	to	encourage self-management	and	
self-care	and	to	ensure	carers	avoid	isolation,	fatigue	and	stress

- Ensuring	these	components	are	located	in	a	well	maintained	and	accessible	directory	of	community	resources
• Targeting	people	and	their	carers	with	a	range	of	care	complexities	and	levels	of	engagement:

- Complex,	inactive	people	will	require	preventative	efforts	to	stop	the	development	of	additional	conditions	and	the	worsening	of	current	
ones	with	services	and	support	including,	and	more	expansive	than,	their	local	MDT

- Less	complex,	more	active	people	and	the	wider	population	will	require	more	generalised	support	and	signposting
• Integrated	physical	and	mental	health	self-management	strategies	that	provide	information,	services	and	support	that	encompass	both	physical	and	

mental	conditions	and	the	impact	they	can	have	on	each	other
• It	will	be	important	that	any	voluntary	sector	organisations	that	people	are	referred	into	are	well	regulated

Concept

Components	(examples)
Information	and	Tools:	
• Healthy	living	app	
• Health	unlocked	website	
• Alzheimer's	UK	website	
• Local	authority	health	orientated	campaigns
• Live	it	well	website
• KCHFT	‘my	health	check’	app

Services:	
• Smoking	cessation
• Alcohol	support
• Respite	care
• Supported	community	walking
• Support	navigation
• Local	directory	of	services

Support:	
• MDT	staff	e.g.	health	coaches	and	trainers
• Voluntary	sector	workers	e.g.	dementia	

support	nurse	
• Online	and	face	to	face	peer	support	groups	

(including	for	carers)	

Source:	Carnall Farrar,	K&M	Local	Care	Workshop,	South	Devon	and	Torbay CCG,	Northumbria CCG;	Health	Education	England	(2016);	Carers	UK	(2015)	State	of	Caring;	Price	
(2017)	GP	social	prescribing	can	reduce	appointments	

• Social	prescribing	facilitates	access	to	a	range	of	non-clinical	interventions	and	activities	which	can	impact	positively	on	individual	wellbeing	and	
resilience

- Supported	community	referral	through	a	MDT/GP/	peer	worker	- deemed	appropriate	for	less	engaged	people
- Sign	posting	through	a	directory	of	services	- provides	an	infrastructure	for	connecting	people	and	the	public	to	other	community	resources

• A	GP	social	prescribing	scheme	saw	results	including:
- GP	appointments	fall	by	21%,	while	GP	phone	calls	were	cut	by	6%	and	the	number	of	GP	home	visits	fell	by	26%
- A	23%	reduction	in	A&E	admissions	amongst	referred	patients	in	the	six	months	after	

Social	prescribing
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Patient	engagement

Source:	The	King’s	Fund,	2014

‘Patient	engagement’	is	a	widely	recognised	concept.	It	describes	the	knowledge,	skills	and	confidence	a	person	has	in	managing	their	own	mental	and	
physical	health

People	with	low	levels	of	engagement:

• Are	less	likely	to	play	an	active	role	in	staying	healthy
• Are	less	likely	to	seek	help	when	they	need	it
• Are	less	likely	to	follow	a	doctor’s	advice	and	manage	their	health	when	they	are	no	longer	being	treated

Concept

Impact

• Highly	engaged	people	are	more	likely	to	adopt	healthy	behavior,	to	have	better	clinical	outcomes	and	lower	rates	of	hospitalisation,	and	to	report	
higher	levels	of	satisfaction	with	services	

• People	with	low	engagement	levels	are	more	likely	to	attend	accident	and	emergency	departments,	to	be	hospitalised or	to	be	re-admitted	to	
hospital	after	being	discharged.	It	is	likely	to	lead	to	higher	health	care	costs	

• The	level	of	a	persons	engagement	indicates	the	type	of	care	needed	i.e.	case	management,	care	navigation	or	a	less	intensive level	of	care	and	the	
type	of	social	prescribing	that	will	be	most	effective

• Case	management,	care	navigation	and	support	navigation	can	also	facilitate	increased	levels	of	engagement	in	people:

- Intervening	to	increase	engagement	can	improve	a	person’s	engagement	and	health	outcomes	and	is	an	important	factor	in	helping	people	to	
manage	their	health

- The	ability	to	artificially	create	health	triggers	rapidly	increased	peoples	engagement	e.g.	an	alarming	NHS	health	check	or	graphic	advert

Engagement	as	a	healthcare	tool
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Proactive	
social	
prescribing

• The	current	information,	
tools,	services	and	support	
that	exist	in	a	local	
community

• The	times	they	are	available	

• Where	they	are	located/can	
be	found

• How	best	to	contact	these	
services,	e.g.	via	
telephone/email/skype

• Maintained	regularly

Support	Navigation

• Support	Navigation	is	the	basis	of	helping	people	understand	the	resources	that	are	available	to	help	them	in	the	community,	the ability	to	refer	
people	to	these	services	when	necessary	and	the	aim	of	engaging	people	to	effectively	self-care	and	self-manage	

• Health	and	social	care	professionals,	a	range	of	other	community	members	and	older	people	with	complex	needs	can	all	utilise	a	directory	of	services	
to	help	navigate	and	engage	with	the	community	resources	available

• To	gain	a	wide	reach	it	is	important	to	use	schools	and	employers	as	an	aggregator	to	ensure	people	in	contact	with	older	people with	complex	needs,	
as	well	as	the	older	people	themselves,	are	able	to	understand	what	care	is	available	and	accessible

• The	digital	directory	of	community	resources	will	be	more	effective	when	maintained	regularly	and	when	users	are	confident	it is comprehensive

Concept

Digital	
directory	of	
community	
resources

SUPPORTING	PEOPLE	TO	BE	HEALTHY	AND	INDEPENDENT

Community	MDT	staff

GP/GPSI

Single	point	of	access

Care	navigator/case	manager

Peer	support	workers

Volunteers

Community	members

Support	navigator	role- carried	out	by	
anyone	caring	for	or	supporting	someone

Person/carer	– tiers	1,2,3

Directory	components

Source:	K&M	STP	Local	Care	workstream;	Carnall	Farrar

A+E	staff

Integrated	into	all	aspects	of	the	community
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Significant	levels	of	engagement	make	care	more	personalised	and	lessen	the	burden	
on	the	healthcare	system

Highly	engaged	person	uses	an	
easily-accessible	directory	of	
community	resources	to	manage	
their	care	independently

Health	and	social	care	staff	and	the	
wider	community	proactively	refer	
a	person	to	services	using	the	
directory	of	community	resources

A	person	(and	their	carer)	work	in	
close	partnership	with	their	case	
manager/care	navigator,	all	
enabled	by	the	directory	of	
community	resources

Case	manager/care	navigator	take	
a	more	directive	role	in	shaping	a	
person’s	care,	with	all	professionals	
using	the	directory	of	community	
resources	and	promoting	greater	
engagement

Managing	care
Actively	supporting

Self-care
Guiding/facilitating

Significant
levels	of	
engagement

Minimum
levels	of	
engagement

High	
needs

Low	needs

SUPPORTING	PEOPLE	TO	BE	HEALTHY	AND	INDEPENDENT

Greater	engagement	supports	more	personalised	
care	and	a	more	effective	and	efficient	system

Source:	K&M	STP	Local	Care	workstream;	Carnall Farrar
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Case	example:	Red	Zebra- Connect	Well

• Red	Zebra	has	worked	in	partnership	with	the	local	multi-specialty	Community	Provider	NHS	scheme,	the	local	Vanguard	site,	to	establish	a	social	
prescribing	service,	enabling	organisations	and	their	client	groups	to	work	more	closely	with	health	services	and	access	non-clinical	services	and	
activities	in	the	community

Connect	Well:

A	web-based	tool	that	enables	both	NHS	professionals	and	the	Red	Zebra	social	prescribing	service	in	the	community	to	quickly	and	easily	refer	people	
to	a	range	of	local,	non-medical	support	to	maximise	social,	emotional	or	practical	wellbeing.	The	aims	and	objectives	include:

• Building	strong	social	networks
• Exercising	more	
• Eating	more	healthily
• Feeling	more	supported	and	in	control	of	lives
• Reduction	in	healthcare	interventions	for	people	identified	by	GP	with	a	social	prescribing	need

Concept

• Public	carry	out	an	internet	search	on	the	website	and	contact	the	relevant	organisation,	who	will	reply	directly	and	accommodate	the	person	in	an	
activity/	service

• Red	Zebra’s	social	prescribing	service	offers	face	to	face	support	for	residents	who	are	less	activated	or	unable	to	access	the	website,	to	assist	them	in	
engaging	with	a	community	activity	or	service

- This	service	can	be	accessed	directly	and	confidentially	through	Connect	Well	or	via	a	GP/	other	healthcare	professional	referral	using	the	
Connect	Well	platform

• GPs/	other	healthcare	professionals	can	refer	directly	to	the	agreed	providers	using	Connect	Well	as	the	directory	of	services
Supporting	features:
• Reports	that	track	and	count	referrals	received	by	a	given	provider	as	well	as	by	approved	referrers
• Multiple	accounts	are	supported,	allowing	GPs	and	other	professionals	outside	of	the	health	service	to	have	an	individual	log-in
• All	referrers	using	Connect	Well	receive	Red	Zebra	training
• The	team	consists	of	2	p/t	social	prescribing	coordinators	at	a	community	location	(face	to	face	prescribing),	a	manager,	an	administrator	and	a	CEO

Components
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Social	prescribing	process	– Red	Zebra	Connect	Well

A	person	has	a	social	
need	or	a	social	need	has	
arisen	as	a	result	of	a	
medical	condition	e.g.	
social	isolation	as	a	result	
of	a	stroke/	cancer.	
Referral	to	an	activity/	
service	would	help

The	Connect	Well	
database	is	easily	
accessible	to	the	person,	
facilitating	direct	contact	
with	activities/	services

Red	Zebra	social	prescribing	
service	provides	face	to	face	
referral/	signposting	service	for	
people	who	have	been	
referred/	are	unable	to	utilise	
the	database	themselves

Approved	referrers	such	
as	GPs	and	care	navigators	
refer	people	directly	to	the	
Connect	Well	data	base

Approved	referrers	such	
as	GPs	and	care	navigators	
refer	people	to	the	social	
prescribing	service

Activities	and	services	are	run
by	agreed	providers	who	receive	an	
email	via	the	data	base	expressing	
interest	in	the	service
Providers	contact	the	the	person	
directly	and	offers	them	
participation	in	the	appropriate	
activity

• Administrate	the	database
• Support	to	providers
• Evaluation	the	SP	service	

performance
• Volume,	source	and	destination	

of	referral	pathways	tracked	

The	Connect	Well	database	
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Case	example:	Spice	Credits	and	Time	Banking	systems

• A	simple	hour-for-hour	based	system:	for	every	hour	participants	‘deposit’,	e.g.	giving	practical	help	and	support	to	others,	they	are	able	to	‘withdraw’	
equivalent	support	or	attend	an	activity	

• This	concept	facilitates	the	strengthening	and	building	of	communities	and	recruitment	and	engagement	of	volunteers	through	making	use	of	the	
assets	and	resources	that	exist	within	a	particular	community	or	group	that	are	traditionally	overlooked

Concept

Components

Housing	sector:
They	work	across	a	range	of	housing	settings,	including	general	needs	housing	and	supported	housing.	Time	Credits	enable	housing organisations	to	
work	with	tenants	on	developing	better	financial	resilience,	digital	inclusion,	skills	&	employment
Health	and	social	care:
Spice	is	currently	working	in	partnership	with	local	authorities,	the	NHS	and	service	providers	across	England	and	Wales	to	deliver	programmes	aimed	at	
improving	health	and	care	outcomes	and	to	support	system	change	and	co-production.	Our	programmes	focus	on	both	broad-based	community	health	
and	prevention,	and	improving	specific	outcomes	for	individuals	with	care	needs	and	long-term	conditions
Communities:
Our	community	programmes	are	delivered	with	a	range	of	partners,	from	local	authorities	to	community	organisations.	Time	Credits increase	levels	of	
participation	across	a	wide	demographic.	They	also	allow	organisations	to	do	more	with	their	resources	and	reach	out	to	more	people	who	need	their	
services.	Time	Credits	encourage	people	to	volunteer;	through	this,	they	make	new	friends,	try	new	things,	and	ultimately	begin	to	take	on	more	
responsibility,	which	leads	to	stronger	networks

Source:	http://www.justaddspice.org

Time	Credits	started	trading	in	Chorley	in	August	2012.	By	June	2014	over	16,000	hours	had	been	given	by	900	people	through	a network	of	48	local	
providers	and	community	groups.	A	two	year	evaluation	of	Spice	programmes	from	2012-2014	showed	that	in	Chorley:
• 70%	of	members	know	more	people	in	their	community
• 64%	of	members	have	shared	their	skills	with	others
• 57%	of	members	said	that	earning	and	spending	Time	Credits	helps	improve	their	quality	of	life
• 40%	of	members	feel	healthier

Case	study:	Chorley	council:	tackling		social	isolation	among	older	people
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Support	people	and	their	carers	– example	pathway	1

Source:	Carnall Farrar,	Local	Care	workshops

1

Phillip	is	68	and	has	mild	dementia,	COPD	and	depression	and	has	a	
care	plan.	He	lives	with	his	wife	Sarah	who	is	healthy	and	well	and	
who	supports	and	cares	for	him	full	time.	Phillip	is	a	smoker	and	
Sarah	drinks	more	than	she	should	do	due	to	the	emotional	stress	
of	caring	for	her	husband.	She	has	stopped	going	to	her	bridge	club	
and	visiting	friends.	The	couple	are	also	not	active	as	Phillip	needs	
lots	of	home	care	and	Sarah	cannot	easily	take	him	out

2

The	MDT	are	aware	of	the	potential	health	
problems	posed	by	the	couple’s	smoking	and	
drinking	habits,	as	well	as	their	isolation	and	
the	stress	placed	on	Sarah	as	a	full	time	
carer.	A	health	coach	and	dementia	nurse	
from	Alzheimers UK	work	to	support	the	
couple,	providing	a	structured	social	
prescribing	service;	signposting	information	
and	tools	as	well	as	supported	community	
referral	to	services	they	would	benefit	from

3

Sarah	is	IT	literate	and	has	a	laptop.	She	is	provided	with	various	
tools	and	information	by	her	dementia	support	nurse	and	through	
access	to	her	local	directory	of	services.	These	tools	include	an	
online	peer	support	group	run	by	the	Alzheimer's	society,	the	My	
Health	Unlocked	website	and	the	details	of	a	supported	community	
walking	group	that	included	people	with	dementia	and	their	carers

5

Phillip	and	Sarah	are	also	both	
provided	with	smoke	cessation	and	
drinking	support	by	the	health	trainer

4

The	Alzheimer's	society	also	provide	respite	care	in	the	
form	of	a	sitter	for	Phillip	once	a	week	that	allows	
Sarah	to	attend	Bridge	club	and	meet	her	friends	

Through	
information	and	
tools,	support	and	
services,	Phillip	
and	Sarah	are	
stable,	reduce	
activities	that	
damage	their	
health	and	
become	more	
active
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Case	examples:	the	voluntary	sector	and	their	impact	on	health	and	well	being

Voluntary	sector Detail

Age	UK Fit	as	a	Fiddle	programme at	a	local	level	encouraged	good	health	behaviors	such	as	healthy	eating	and	physical	exercise.	The	final	
evaluation— based	on	interviews	and	before	and	after	surveys	of	more	than	800	beneficiaries—reports	on	a	range	of	outcomes	
including	statistically	significant	improvements	in	participants’	wellbeing	(as	measured	on	the	Warwick-Edinburgh	Mental	
Wellbeing	Scale)	and	the	amount	of	strength	and	endurance	activities	participants	undertook	per	week

The	British	Heart	
Foundation

Piloted	the	home	administration	of	intravenous	diuretics	to	heart	failure	patients.	They	found	that	79%	of	interventions	did	not
involve	any	hospital	admission,	whilst	63%	achieved	their	target	reduction	in	oedema (	fluid	retention),	weight	loss	and/or	other	
symptoms

The	British	Red	
Cross

Support	at	Home	service	offers	short-term	practical	and	emotional	support	at	home	aiming	to	help	build	people's	confidence	and	
regain	their	independence.	Self-reported	outcomes	were	measured	before	and	after	the	intervention	using	a	5-point	scale	(based	
on	90	interviews	with	service	users	before	their	use	of	the	service,	61	interviews	at	the	end	and	35	'retrospective'	follow-up	
interviews).	There	were	statistically	significant	increases	in:	wellbeing,	ability	to	manage	daily	activities,	participation	in	leisure	
activities	and	coping	skills

DH,	NHS	England	
and	Macmillan	
Cancer	Support	
Partnership

The	National	Cancer	Survivorship	Initiative	(NCSI)	was.	The	NCSI	comprised	a	number	of	pilots	including	assessment	and	care	
planning,	stratified	pathways	and	providing	specialist	services	across	seven	pilot	sites	to	support	people	living	with	and	beyond	
cancer	to	return	to	work.	An	evaluation	of	the	programme found	that	38%	of	320	participants	went	from	‘not	working	to	working’	
or	from	‘sick	leave	to	full	work	or	modified	work’.	In	light	of	this	success,	the	Living	With	and	Beyond	Cancer	(LWBC)	Programme
was	set	up	in	June	2014

Rethink	Mental	
Illness’

An	evaluation	of	Crisis	and	Recovery	Houses	in	Doncaster,	Rotherham and	North	East	Lincolnshire	based	on	Outcomes	Star	data	
from	722	service	users	found	statistically	significant	improvements	in	managing	mental	health,	self-care,	living	skills,	addictive	
behaviors,	and	self-esteem
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Existing	Kent	and	Medway	support	services

Support	at	home	services	(free)

Alzheimer's	&	Dementia	Support	Services	

Craegmoor

Detail

Kent	Association	for	the	Blind	(KAB)

Voluntary	Action	Within	Kent	(VAWK)

Which?	Elderly	Care

Equipment	and	changes	to	the	home

A	wide	range	of	multicultural	services	to	provide	practical	and	emotional	support	to	people	with	
dementia,	their	carers,	supporters	and	other	relatives

A	provider	of	specialist	community	based	support	and	enablement	services

A	range	of	help	and	support	for	people	of	all	ages	whose	sight	loss	affects	their	daily	lives

Support	for	older	people

Information	for	people	looking	after	an	elderly	person

KCC	led	service

Carer	support Detail

Carers	space,	Matter,	Babble Online	communities

Carers	Support	- Ashford

Involve- Maidstone and	Malling

Carers	first- Dartford,	Gravesham,	Medway

Training	courses,	drop-in	services,	emergency	care	card,	respite	care	and	activity	services		

Range	of	carers	support	services	incl home	services,	volunteering	and	older	people	support,	
emergency	care	card

Emotional	and	practical	support,	advice,	information,	guidance	and	offer	statutory	carers	
assessments,	training,	events,	social	groups,	short	break	respite

Canterbury,	Dover,	Thanet Training	courses,	drop-in	services,	emergency	care	card,	respite	care	and	activity	services		
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Work	to	ensure	a	
healthy	living	
environment	to	
preserve	long-
term	health	&	
wellbeing

Support	the	wider	determinants	of	physical	and	

mental	health,	wellbeing,	and	independence,	

including	a	safe	living	environment,	employment	

and	other	sources	of	fulfillment,	and	social	

inclusion

3

SUPPORTING	PEOPLE	TO	BE	HEALTHY	AND	INDEPENDENT

Source:	K&M	STP	Local	Care	workstream
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Traits	of	ensuring	a	healthy	living	environment	to	preserve	long-term	health	&	
wellbeing:

Source:	Carnall Farrar,	K&M	Local	Care	Workshop;	Age	UK

2 Proactive	identification	of	people	at	risk	of	falling	and	timely	referral	to	services	that	can	reduce	
this	risk	

3 Housing	associations	working	in	partnership	with	health	and	social	care	organisations	to	deliver	
a	range	of	initiatives	that	improve	the	living	environment	of	older	people

1 Proactive	identification	of	people	whose	living	environment	is	not	adequate	and	timely	referral	
to	universally	and	consistently	available services	to	correct	this

]SUPPORTING	PEOPLE	TO	BE	HEALTHY	AND	INDEPENDENT

4 All	health	and	social	care	professionals	are	aware	of	the	significance	of	the	home	environment	
to	older	people’s	health,	and	work	in	collaboration	with	housing	support	services	

5 Access	to	community	services	that	enable	social	inclusion
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Work	to	ensure	a	healthy	living	environment	to	preserve	long-term	health	&	
wellbeing

• That	the	living	environment	of	a	person	and	their	carer	is	of	the	necessary	standard	to	ensure	that	their	conditions	are	not	impacted,	their	overall	
health	and	wellbeing	not	effected	and	their	independence	maintained.	This	includes	their	place	of	residence	and	local	community	setting

• It	is	important	to	focus	on	transformation	in	the	form	of	joint	posts	for	housing,	social	care	and	health	care	and	aim	for	integrated	budgets,	
commissioning	and	wider	sharing	of	expertise	and	knowledge

Concept

Components

Universally	and	consistently	available:
• Preventative	housing	services	targeting	the	proactively	identified	older	population

- Home	assessment	(as	part	of	the	holistic	multidisciplinary	assessment)
- Digital	enablers	are	used	as	much	as	possible	e.g.	home	monitoring

• Falls	prevention	and	home	modification	services
- Falls	assessment	(as	part	of	the	holistic	multidisciplinary	assessment)
- Home	alterations	
- Falls	prevention	and	balance	classes	run	by	health	trainers	or	voluntary	organisations

• Services	in	the	local	community	that	reduce	the	risk	of	isolation	and	social	exclusion

Source:	Carnall Farrar,	K&M	Local	Care	Workshop;	Reform.uk

Streetweeks
• Every	home	on	a	street	is	visited	by	the	Task	Force	and	advice	is	given	on	safety	and	health,	allowing	the	team	to	gather	information	and	identify	

suffering,	risk	and	vulnerabilities	through	the	completion	of	a	“Your	Home,	Your	Health”	Survey.	
• The	information	gained	is	acted	upon	quickly,	both	addressing	problems	early	and	gaining	the	trust	of	the	community.	

Resident	Lead	Partnerships

• Act	as	a	focal	point	for	the	community,	empowering	residents	to	take	responsibility	for	their	own	environment	and	safety	
• Residents	and	service	providers	are	brought	together	to	address	issues	that	affect	the	community	and	to	establish	sustained	relationships	

K&M	case	example:	Margate	Task	Force
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33Source:	The	Kings	Fund	2014;	National	Institute	for	Health	and	Care	Excellence	2013a;	Cameron	et	al	2010;	LGA	report	(2016);	Better	Care	Fund	Report	(2014);	Griffiths	(2010)

Falls	services

• Designed	to	both	reduce	falls	in	the	community	and	hospitalisation	as	a	result	of	falls	and	also	assist	those	recovering	from a	fall

• There	is	an	extensive	evidence	base	for	interventions	to	prevent	falls,	focusing	on	identifying	and	addressing	risk	factors	such as	postural	instability,	
muscle	weakness,	visual	impairment,	home	hazards	or	‘culprit’	drugs

• Referral	to	services	can	be	by	the	person	themselves/	carers	and	community	health	and	social	care	professionals

Concept

Components

Home	modification:	
• Frail	older	people	are	visited	at	home	by	a	voluntary	service/	local	fire	service	etc.,	a	trusted	assessment	is	conducted,	fall	prevention	actions	are	

agreed	and	home	adaptations	are	installed	and	hazards	secured/removed	as	part	of	the	person’s	holistic	care	and	support	plan	if	required
Exercise	and	balance	classes:	
• Frail	older	people	are	engaged	in	community	exercise	and	balance	classes	run	by	voluntary	organisations	or	health	coaches
MDT/community	falls	care:
• MDT	physios	and	podiatrists	provide	information	and	care	regarding	improving	and	maintaining	good	balance	and	strength	and	provide	expert	

opinion	to	emergency	services	attending	people	who	have	fallen
• Pharmacists	provide	services	regarding	the	impact	of	medication	on	balance	

Greenwich	bespoke	multidisciplinary	falls	team:
• Managed	by	a	dedicated	falls	coordinator,	operating	across	health	and	social	care	was	put	in	place,	more	than	10	years	ago,	to	reduce	the	number	of	

falls	occurring.	The	result	was	57%	reduction	in	falls	from	2013/14	to	2014/15
Canterbury	NZ	community-based	falls	prevention	service:		
• Launched	in	2012	with	$1.5	million	invested	over	three	years,	saving	$17	million	cost	in	reduced	bed	days	alone
• Service	helps	people	who	have	fallen	in	the	past	12	months,	who	are	worried	about	falling,	or	whose	leg	strength	and	balance	could	be	improved
• Service	includes:	a	home	visit	from	a	physiotherapist	or	registered	nurse,	who	will	conduct	a	falls	assessment	and	draw	up	a	personal	falls	prevention	

programme,	a	home	hazard	check	and	supervision	by	a	registered	nurse,	physiotherapist	or	qualified	instructor

Case	examples
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Support	people	and	their	carers	– example	pathway	1

1

Martin	is	80	has	recently	suffered	a	
stroke,	has	COPD	and	depression	and	has	
a	care	plan.	He	lives	alone	in	a	bungalow	
that	has	not	been	renovated	for	20	years

2

Martin	has	recently	become	a	lot	more	unstable	on	
his	feet	as	a	result	of	reduced	physical	activity	and	
his	COPD	worsening.	His	district	nurse	Melissa,	who	
visits	Martin	once	a	week,	has	noticed	this	and	after	
discussing	it	at	an	MDT	meeting	and	with	Martin	
himself,	decides	to	refer	him	to	a	falls	service

3

Using	the	local	directory	of	community	
resources,	Melissa	refers	Martin	to	a	local	
voluntary	run	falls	service	that	works	in	
partnership	with	the	fire	service.	She	passes	on	
her	evaluation	of	Martin’s	condition	and	the	
service	assure	her	they	will	contact	him	within	
the	next	48	hours

The	local	falls	service	call	Martin	at	
his	home	and	they	agree	a	member	
of	the	team	will	visit	him	to	assess	
both	his	condition	and	his	living	
environment	(as	part	of	a	holistic	
multidisciplinary	assessment)

4
Through	home	
adaptations,	
attendance	of	
balance	classes	
and	in	conjunction	
with	his	care	plan,	
Martin	is	more	
stable	and	is	far	
more	independent	
and	secure	in	his	
home

A	volunteer	attends	Martin’s	home	
and	they	determine	that	home	
modifications	need	to	be	made	and	
that	Martin	would	benefit	from	
attending	balance	classes	being	run	
in	the	community

5

SUPPORTING	PEOPLE	TO	BE	HEALTHY	AND	INDEPENDENT

Source:	Carnall Farrar,	Local	Care	workshops

A	voluntary	team/	fire	service	
team	visit	Martin,	securing	and	
removing	hazards	including	
repositioning	furniture	and	
installing	hand	rails	and	more	
accessible	plug	sockets

6

In	addition,	Martin	is	
enrolled	in	his	local	
balance	class,	run	by	a	
health	coach	from	the	
MDT

7

 Page 74 of 452.



35

Private	rental	housing	initiatives

• There	are	too	many	properties	in	the	private	rental	sector	(PRS)	in	a	bad	state	of	repair,	and	too	many	inadequate	landlords	and letting	agents

• Tenant	security	and	housing	quality	need	to	be	ensured	throughout	the	housing	system

Concept

Components

• Better	use	should	be	made	by	local	authorities	of	existing	powers,	such	as	the	use	of	selective	licensing,	improvement	notices	and	hazard	awareness	
orders,	to	persuade	private	landlords	to	maintain	their	property	to	a	good	standard	

• Community	housing	agencies	should	be	established	by	local	authorities	dedicated	to	working	within	the	private	rented	sector	and	would	be	
responsible	for	operating	a	system	of	landlord	accreditation,	tenant	matching	and	other	management	services	

• Working	alongside	housing	management	services	there	should	be	multi-agency	PRS	support	teams	supporting	vulnerable	(older)	private	tenants	
• Councils	who	already	have	an	accreditation	system	in	place	should	ensure	home	improvement	grants	and	loans	are	available	to	landlords	to	enable	

them	to	meet	Decent	Homes	criteria	

Source:	IPPR	North	2014;	Newham	Council	2013;	Gateshead	Council	2013	

Gateshead private	rented	sector	team:

• A	dedicated	team	working	to	improve	property	maintenance	and	housing	conditions	in	the	PRS.	The	team	offers	a	range	of	services	including:	
- General	advice,	guidance	and	support	to	tenants
- Information	and	support	to	help	landlords	improve	housing	management	and	standards	of	property	maintenance	and	repair

• Gateshead has	also	set	up	a	PRS	accreditation	scheme,	to	promote	and	recognise	good	landlord	management	practices,	improve	standards	in
maintenance	and	repair,	and	ensure	that	every	property	has	the	relevant	safety	certificates	in	place

Newham Council’s	neighbourhood improvement	zones:	

• Introduced	a	system	of	compulsory	licensing	of	privately	rented	property	within	defined	neighbourhood improvement	zones	(NIZs)	to	improve	
resident	problems	through	coordinating	and	focusing	council	services

• All	privately	rented	property	within	the	defined	zone	must	be	licensed,	irrespective	of	size	or	occupancy.	Any	landlords	who	do	not	apply	for	and	
obtain	a	license	are	liable	to	prosecution	and	a	fine	

Case	examples
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Housing	associations

• When	housing	associations	partner	with	health	and	social	care	organisations,	they	are	able	to	apply	their	expertise	in	community services	to	improve	
health	and	well-being	for	the	older	population

• Health	and	social	care	outcomes	and	indicators	give	higher	priority	to	preventative	housing	services	for	older	people,	designed	to:
- Improve	the	home	environment
- Promote	independence
- Reduce	demand	on	the	care	system

Concept

Components

• Many	housing	associations	have	always	provided	care	and	support	and	are	looking	to	work	with	health	commissioners	and	providers	in	developing	
integrated	models	of	health,	care	and	support:
- Health	and	social	care	services	that	automatically	offer	trusted	home	assessment	services	to	older	people	as	part	of	their	holistic	care	and	

support	plan,	and	implement	actions	as	a	result	of	it
- Sheltered	and	care	housing	that	act	as	hubs	for	the	development	of	peripatetic	home	support	that	reaches	out	to	all	older	people locally
- Funding	for	housing	support	services	that	reduce	the	demand	on	health	and	social	care
- Health	and	social	care	professionals	are	trained	as	to	the	importance	of	an	older	persons	home	environment

Source:	The	Kings	Fund;	National	Housing	Federation;	Southdown.org,	Gentoo,	Age	UK	2014

The	‘Boilers	on	Prescription’	project	(18	month	trial):
• Established	by	Gentoo	(a	Sunderland	based	housing	association)	in	partnership	with	Sunderland	CCG	and	Durham	Darlington	Easington and	

Sedgefield (DDES)	CCG	
• Allowed	people	with	respiratory	diseases	(COPD)	living	in	cold,	damp	homes	to	be	‘prescribed’	double	glazing,	boilers	and	insulation
• Reported	a	60%	reduction	in	the	number	of	GP	appointments	needed	by	people	taking	part
• 30%	reduction	in	A&E	appearances
• 22%	reduction	in	OP	appointments	
The	Brighton	and	Hove	Recovery	College	initiative:

• Sees	a	housing	association	working	Sussex	Partnership	NHS	Foundation	Trust	to	provide	community-based	support	to	more	than	9,500 people	with	
mental	health	challenges

Case	examples
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Case	study:	Dementia	villages- De	Hogeweyk,	The	Netherlands	

• Frail	older	people	with	dementia,	in	need	of	nursing	home	care,	will	be	happier	if	they	can	experience	as	’normal’	a	life	as	
possible,	a	life	they	recognise	and	understand	and	not	as	restrictive	as	a	hospital	or	traditional	care	home

• They	should	be	able	to	live	with	a	small	group	of	like-minded	people,	with	whom	they	feel	at	ease,	so	they	can	satisfy	the	need	
for	social	contact	and	the	mental	health	benefits	that	brings	

• Hogeweyk intentionally	allocates	funding	to	encourage	lifestyles	and	activities	that	reduce	the	need	for	physical	therapy

Concept

Components

• The	main	accommodation	is	built	around	streets,	squares,	alleyways	gardens	and	a	park,	within	which	the	residents	with	
dementia	can	move	safely	and	securely	

• The	accommodation,	for	the	152	residents,	is	organised	as	23	households,	each	made	up	of	6	or	7	residents.	Each	household	
has	a	kitchen,	and	dining	and	living	areas.	Bedrooms	within	each	household	are	single	occupancy.	Occupants	are	split	by	
personality	type	to	ensure	they	integrate	with	other	residents	in	their	household

• Dedicated	teams	of	six	work	in	each	house	to	ensure	continuity	of	care	and	that	a	caregiver	is	on	duty	at	all	times	
• Residents	have	to	go	‘outside’	to	reach	the	communal	facilities	which	include	shops,	cafes	a	theatre	and	a	pub,	as	well	as	for	

communal	activities	such	as	art	classes	
• Nursing	staff	merge	with	the	residents.	The	facility	has	around	250	staff,	(the	equivalent	of	170	full	time),	supplemented	by the	

work	of	140	volunteers
• The	front	end	of	the	village	focuses	on	managing	the	wellness	and	social	aspects	of	care,	decreasing	the	need	for	medications

and	for	medical	care
• A	full	time	geriatric	specialist	assists	residents	with	any	medical	needs.	The	village	also	employs	a	physical	therapist

Source:	Centre	for	Policy	on	Ageing,	January	2016	
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Support	people	and	their	carers	– example	pathway	1

1

Graham	is	79	and	has	mild	dementia,	COPD	and	depression	and	has	
a	care	plan.	He	lives	alone	in	accommodation	he	owns	but	has	not	
been	able	to	maintain	for	over	15	years.	The	windows	are	single	
glazed,	boiler	does	not	meet	regulations	and	there	are	no	
adaptations	that	a	person	with	Graham’s	condition	would	need	to	
ensure	his	safety	and	independence

2

The	MDT	are	informed	by	the	
community	nurse	who	visits	Graham	
once	a	week	that	his	health,	
particularly	his	COPD,	is	worsening	
due	to	his	living	conditions	and	that	
he	is	at	an	increasing	risk	of	falling

3

The	local	housing	association	share	a	joint	budget	with	the	local	CCG	
and	Council,	and	have	commissioned	a	home	heating	improvement	
service	and	a	home	modification	service	for	those	most	at	risk	in	
their	communities.	The	MDT	are	aware	of	these	services	and	they	
are	also	listed	in	the	digital	directory	of	services.	Graham	is	referred	
to	them	both

After	a	trusted	assessment	by	a	housing	
professional	(part	of	the	holistic	multi-
disciplinary	assessment),	they	determine	
Graham	needs	double	glazed	windows,	a	
new	boiler	and	adaptations	including	hand	
rails,	a	stair	lift	and	a	personal	alarm	fob

4

Through	home	
improvements	and	
adaptations	and	in	
conjunction	with	
his	care	plan	and	
community	care	
package,	Graham’s	
COPD	is	stable,	
and	he	is	far	more	
independent	and	
secure	in	his	home

Graham’s	community	nurse	also	uses	
the	local	directory	of	services	to	refer	
Graham	to	a	falls	prevention	service,	
an	educational	service	that	teaches	
him	how	to	use	his	home	adaptations	
and	a	community	walks	service

5
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Source:	Carnall Farrar,	Local	Care	workshops
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Kent	and	Medway	falls	prevention	services

Support	at	home	services	(free) Detail

Medway	CCG	Falls	Prevention Work	is	currently	underway	with	the	Kent	Fire	and	Rescue	Service	(KFRS)	to	establish	
an	effective	referral	pathway	by	which	vulnerable	older	people	who	are	identified	as	
being	at	risk	of	a	fall	can	receive	appropriate	support	in	the	community.	It	is	proposed	
that	the	service	will	commence	early	December	2016

DGS	community-based	falls	prevention	
service	

Aims	to	help	people	who	have	fallen	in	the	past	12	months,	who	are	worried	about	
falling,	or	whose	leg	strength	and	balance	could	be	improved	- doctors	or	other	health	
professionals	can	refer	people	to	this	service

Swale	home	safety	assessment	and	
handyperson	service	

Sees	the	borough	council,	the	voluntary	sector,	the	fire	and	rescue	service,	
community	health	teams	and	the	acute	trusts	working	in	partnership	to	support	
those	over	the	age	of	65	to	remain	living	safely	and	independently	within	their	homes

SUPPORTING	PEOPLE	TO	BE	HEALTHY	AND	INDEPENDENT

How	can	we	learn	from	experience	
and	scale	up	across	Kent	&	

Medway?
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Bring	integrated	
health	and	social	
care	into	or	
coordinate	it	
close	to	the	
home

Person-centered,	coordinated	multi-disciplinary	

care	services,	wrapped	around	GP	practices	and	

community	services	providing	care	to	people	

who	have	care	plans	assigned	dependent	on	

their	needs

4

Source:	K&M	STP	Local	Care	workstream
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Multi-disciplinary	team	(MDT)

• An	integrated	health	and	social	care	team	built	around	complex	older	people	in	a	population	of	30-50k
• Multi-disciplinary	teams	will	form	the	core	of	new	models	of	care.	These	teams	should	bring	together	all	of	the	relevant	care	professionals,	

volunteers,	and	other	partners	who	provide	care	for	a	cohort	of	people	with	similar	needs	and	deliver	it	in	a	community	/	domiciliary	setting
• The	vital	role	of	an	MDT	is	to	facilitate	joined-up	care	amongst	care	professionals	and	their	partners.	Effective	discussion	should	result	in	a	balanced	

care	plan	and	care	process	that	is	supportive	of	a	persons	holistic	needs	
• For	very	high/	high	risk	people	who	are	70+	with	multiple	LTCs	and	complex	needs,	the	MDT	provide	tailored	care	for	the	full	needs	of	the	individual
• There	is	future	potential	that	an	MDT	can	hold	the	budget	for	the	people	in	their	cohort

Concept

Components

• MDTs	meet	when	needed,	to	discuss	the	needs	of	the	cohort	and	specific	people	within	it.	In	these	meetings,	they:	
- Review	complex	cases,	acute	admissions	and	people	with	a	change	in	status	(condition	development/	change	in	housing	situation)
- Refer	individuals	to	relevant	services	directly
- Provide	advice	and	opinions	across	disciplines	
- Direct	individuals	to	self-care	and	self	management	resources	and	empower	them	to	become	more	activated

• The	MDT	ensure	the	person	and	their	carer	are	fully	engaged	in	decisions	about	their	care	(‘no	decision	without	me’)
• The	MDT	has	to	strongly	advocate	for	the	people	under	their	care,	ensuring	they	do	not	just	get	bounced	around	the	health	and social	care	system
• Care	navigators	and	case	managers	are	fully	integrated	in	the	MDT,	working	with	the	person,	their	carers,	other	professionals to integrate	care
• Integrated	informatics	system	across	the	MDT	
• Delivery	of	care	and	support	to	both	the	person	and	their	carer	through:

- Proactive,	regular	care	and	support	e.g.	navigation	support	and	delivery	of	care
- Episodic	non-elective	urgent	services	e.g.	rapid	response
- Episodic	planned	care	e.g.	reablement

Source:	Carnall Farrar,	K&M	Local	Care	Workshop,	HomeFirst

Professionals	included	should	be	able	to	effectively	look	after	the	physical,	mental	and	social	care	and	support	needs	of	the individuals	it	covers	and	
should	therefore	include:	specialist	care,	primary	generalist	care,	mental	health	care,	community	care,	social	care	and	voluntary	sector	providers
Staff:	e.g.	Geriatrician,	psychogeriatrician,	social	care	worker,	dementia	nurse,	mental	health	worker,	occupational	therapist,	community	nurse,	health	
coach,	pharmacist,	voluntary	sector	workers,	GP/GPSI
An	MDT	extensivist:	A	GP	or	Physician	with	LTC	expertise,	functioning	primarily	in	the	community	but	able	to	follow	a	person	into	hospital

Staff

COORDINATED	CARE	FOR	PEOPLE	WHO	NEED	IT
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Provide	single	
point	of	access	to	
secure	any	
community	and	
social	care	
package

A	number	called	by	the	person,	their	carer,	the	

GP,	community	services	and	acute	staff	to	

support	people	with	their	care	by	gaining	more	

efficient,	coordinated	access	to	services

5

Source:	K&M	STP	Local	Care	workstream
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Traits	of	successful	single	point	of	access:

Source:	Birmingham	Community	Healthcare	NHSFT,	South	Devon	and	Torbay CCG,	King’s	Fund

4 24	hour	accessibility

2 Clear	definition	of	who	can	call	and	what	they	will	receive	e.g.	advice;	referral	and	by	when	e.g.	
urgent	assessment	within	2	hours

3 Able	to	access	services/information	for	the	person	across	organisational	boundaries

1 Helps	solve	a	problem	for	a	defined	cohort	such	as	an	exacerbation	of	a	long-term	condition,	a	
clinical	query	or	change	in	social	support	(e.g.	a	carer	becoming	unwell)

5 Has	a	clear	entry	point	e.g.	post	discharge;	once	a	person	has	a	specific	need	for	
complex/integrated	care,	or	once	a	crisis	has	begun

6 Allows	referral	of	a	new	person	to	become	part	of	the	defined	cohort	e.g.	complex	needs

COORDINATED	CARE	FOR	PEOPLE	WHO	NEED	IT

1 Is	the	single	front	door	for	access	to	the	MDT,	utilising	shared	patient	records	and	clinical	input	
to	aid	with	decision	making
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Single	point	of	access

A	number	called	by	the	peron,	the	GP,	community	services	and	acute	staff	to	support	people	with	their	care	by	gaining	more	
efficient,	coordinated	access	to	services	across	organisational boundaries
A	service	that	is	highly	effective,	allowing	trust	to	be	built	with	its	users	to	ensure	they	have	confidence	in	using	it	as	their	primary	
source	of	health	and	social	care	assistance

Concept

Components

Any	person	that	requires	discharge	support,	short	term	reablement,	has	a	care	plan or	has	been	identified	as	needing	
urgent/anticipatory	care,	will	have	a	single	point	of	access	service	that	can	refer	the	person	to	their	local	MDT	(30-50k)	or	to	the	
specific	community	care	services	required.	The	SPoA ensures	individuals	with	a	care	plan	are	quickly	and	efficiently	referred	with	
reference	to	their	care	plan.	These	people	include	end	of	life,	older	people	with	dementia,	older	people	with	3+	LTCs	and	stroke
The	key	components	of	SPoA include:
• 24	hour	availability
• The	ability	to	triage	a	person	to	the	rapid	response	service	resulting	in	a	response	within	2	hours	of	referral
• Provision	of	a	package	of	care	for	a	person	who	requires	discharge	support	or	who	needs	short	term	reablement
• Access	to	a	person’s	care	plan
• Liaise	with	a	person’s	carer,	GP	or	member	of	the	MDT	as	well	as	other	care	providers
• Ability	to	enable	early	exit	where	appropriate	from	999/111	for	those	people	with	access	to	SPoA

Source:	Carnall Farrar,	K&M	Local	Care	Workshop,	South	Devon	and	Torbay CCG,	Northumbria CCG

• Clinical	staff	who	lead	the	service
• Non-clinical	call	handlers	using	algorithms

Staff
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Proposed	SPoA model	varies	by	population	segment
COORDINATED	CARE	FOR	PEOPLE	WHO	NEED	IT

Population Who	can	contact? What	will	they	call	for?

Complex	older	
people– under	
the	care	of	an	
MDT

Complex	older	
people–
eligible	for	
MDT	care

Other	hospital	
inpatients	who	
require	a	
complex	
package	of	
care	in	the	
community

• The	person	
themselves

• Carer
• GP
• Hospital	

clinician

• GP
• Hospital	

clinician

• Hospital	
clinician

e.g.
• Exacerbation	of	their	condition
• Clinical	query
• Change	in	carer	status	(e.g.	

illness)
• To	organise	a	package	of	care

e.g.
• To	ensure	the	local	MDT	are	

aware	of	a	person	that	should	
be	under	their	care

• To	organise	a	package	of	care

e.g.
• To	organise	a	package	of	care	

on	hospital	discharge

• SPoA will	determine	who	is	the	most	appropriate	
member	of	the	person’s	local	MDT	to	attend	to	the	
query

• The	SPoA will	contact	this	member	who	will	in	turn	call	
back	the	person	as	soon	as	possible	and	determine	the	
most	appropriate	course	of	action

• As	required	the	SPoA will	also	coordinate	to	ensure	the	
required	package	of	care	is	put	in	place

• The	SPoA will	contact	the	MDT	to	make	them	aware	of	
the	person	who	should	then	be	discussed	at	the	next	
MDT	meeting

• As	required	the	SPoA will	also	coordinate	to	ensure	that	
any	required	package	of	care	is	put	in	place

• The	SPoA will	coordinate	to	ensure	the	required	package	
of	care	is	in	place	when	a	person	is	discharged	from	
hospital	– this	is	not	via	a	local	MDT

How	will	the	call	be	dealt	with?

Source:	K&M	STP	Local	Care	workstream
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Single	Point	of	Access	– example	pathway	1	– a	person	with	a	care	plan

1

John	is	78.	He	lives	alone	with	Parkinson’s	
disease,	type	2	diabetes,	depression	and	
walks	with	a	stick.	He	has	a	care	plan	with	
support	from	a	care	navigator	which	has	
been	in	place	for	over	a	year	and	has	kept	
his	conditions	stable

2

One	morning	his	
condition	exacerbates	
beyond	his	own	
ability	to	manage	and	
he	feels	he	needs	
outside	assistance

3

5

Upon	taking	the	call,	the	SPoA	call	handler	is	
automatically	shown	John’s	care	plan	details.	After	
a	short	discussion	with	John	he	promises	John	he	
will	be	called	back	shortly

4

The	SPoA	call	handler	contacts	the	
relevant	member	of	the	MDT	that	
provides	care	for	John	to	inform	them	
of	John’s	new	needs

John’s	nurse	calls	
him	back	a	couple	
of	days	later	to	
check	that	he	is	
ok,	he	says	his	
condition	has	
improved	and	he	
is	feeling	more	
comfortable

He	calls	the	SPoA,	a	number	he	
was	provided	to	call	for	help	
before	accessing	another	
service

6

A	nurse	from	John’s	MDT	
calls	him	back	and	together	
they	agree	a	management	
plan	for	him

COORDINATED	CARE	FOR	PEOPLE	WHO	NEED	IT

Source:	K&M	STP	Local	Care	workstream
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Single	Point	of	Access	– example	pathway	2	– a	discharge	patient

1

Vera	is	79,	frail,	has	type	2	diabetes,	COPD,	
dementia	and	recently	suffered	a	stroke.	She	
lives	with	her	husband	who	is	also	frail	and	
often	unwell	himself.	Although	she	fits	the	
criteria	for	a	care	plan,	currently	she	hasn’t	
been	identified	by	an	MDT

2

After	receiving	care	for	
her	stroke	she	is	now	
medically	fit	to	be	
discharged	from	the	
hospital

3

She	doesn't’t	have	an	anticipatory	
care	plan	but	hospital	staff	have	
identified	she	has	specific	care	
needs	upon	discharge	to	ensure	
her	condition	continues	to	
improve.	She	has	limited	mobility	
and	her	condition	needs	
monitoring;	her	husband	is	not	
well	enough	to	be	her	carer	
whilst	she	recovers

5

The	acute	discharger	calls	the	SPoA	and	provides	them	with	Vera's	
collated	discharge	support	details	gathered	through	a	discharge	
support	form,	including	the	recommended	community	services	she	
will	require	in	the	short	term.	The	call	handler	uses	this	information	
to	contact	and	coordinate	the	necessary	services

4

An	assessment	within	24	hours	determines	Vera	will	require	
services	for	a	period	of	6	weeks	including	a	domiciliary	care	worker	
to	help	with	household	tasks	and	provide	personal	care	and	a	
community	nurse	to	provide	continued	care	and	an	in-depth	
review	of	Vera’s	condition.	Her	husband	will	also	be	provided	with	
carer	support.	The	SPoA is	contacted	to	arrange	this

6

Vera	can	be	discharged	to	
her	home	with	the	
appropriate	care	package	in	
place

Vera	recovers	fully,	
her	care	package	
ends	and	she	lives	
independently	in	
the	community

COORDINATED	CARE	FOR	PEOPLE	WHO	NEED	IT

Source:	K&M	STP	Local	Care	workstream
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Single	Point	of	Access	– example	pathway	3		

Source:	K&M	STP	Local	Care	workstream

1

Tony	is	73,	he	has	COPD,	type	2	diabetes	
and	depression

2

Tony’s	condition	has	exacerbated	over	the	past	few	months	
and	he	has	had	a	recent	A&E	visit.	He	visits	his	GP,	Dr.	Jordan,	
who	identifies	John	as	a	person	who	should	have	a	package	
of	care	and	anticipatory	care	plan

4

Dr.	Jordan	is	able	to	call	the	SPoA	to	set	this	up,	
along	with	a	short-term	package	of	care	to	
ensure	Tony	is	stabilised with	the	aim	to	avoid	
any	further	A&E	visits

3

The	call	handler	organises	an	urgent	package	of	care	to	stabilise	Tony	
by	contacting	and	coordinating	the	necessary	local	community	services.	
He	is	also	placed	on	the	MDT	list	in	his	local	area	to	be	discussed	in	
their	next	meeting

5

The	SPoA	informs	Dr.	Jordan	of	
the	care	package	details	that	
have	been	arranged,	including	
a	mental	health	worker	and	
domiciliary	care	worker Tony’s	condition	

stabilises and	the	
MDT	create	an	
ongoing	anticipatory	
care	plan	and	
package	of	care	for	
him
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Case	Study:	Birmingham	Community	Healthcare	NHS	Trust	Adult	Services	SPoA

Source:	Birmingham	Community	Healthcare	NHS	Trust	

• 24-hour	telephone	service	offering	a	single	point	of	access	for	adult	community	health	services
• Assists	professionals	in	arranging	the	right	care	for	urgent	and	non-urgent	referrals	and	aims	to	prevent	avoidable	hospital	admissions	and	manage	

long-term	conditions	effectively	in	the	community,	and	palliative/end-of-life	care	in	a	person’s	own	home
• The	single	point	of	access	is	supported	by	a	comprehensive	model	of	community	care	which	proactively	supports	people	in	the	community	as	the	

preferred	action.	The	multidisciplinary	teams	include	senior	nurses	with	advanced	clinical	assessment,	diagnostic	and	prescribing	skills;	care	staff;	
physiotherapy	and	occupational	therapy	support;	social	workers;	registered	mental	health	nurses

• Available	for	any	adult	registered	with	a	Birmingham	GP

Concept

Impact

In	a	recent	survey	of	70	rapid	response	service	patients,	every	respondent	said	they	were	treated	in	the	most	appropriate	place	to	meet	their	needs	and	
wishes	and	nearly	all	felt	the	initial	response	had	been	sufficiently	prompt	and	just	over	two	thirds	felt	they	would	have	needed	hospital	admission	had	
it	not	been	for	the	rapid	response	team
Their	urgent	care	bureau,	accessed	through	the	SPA	phone	number,	has	handled	more	than	15,000	calls	since	April	2016

Professionals	– or	people	and	carers	known	to	the	service	– can	call	at	any	time	of	the	day	or	night,	seven	days	a	week,	to	access	coordinated	care	
delivery	including:
• Advanced	assessment	within	two	hours	for	people	needing	urgent	health	interventions	and	care	who	can	remain	at	home
• Access	to	acute	bed	bureau	for	medical/surgical	admissions
• Step-down	to	community	nursing	for	longer	term	needs
• Four-hour	response	for	people	needing	community	nursing	care,	long-term	condition	management	and	treatment	at	home
• Provision	of	urgent	equipment	to	avoid	acute	hospital	admission
• Admission	to	community	bed-based	services,	where	appropriate
• Intravenous	antibiotics
• Assessment	for	domiciliary	therapy	(physiotherapy	and	occupational	therapy)
• Liaison	with	a	person’s	GP	to	effectively	manage	clinical	care	at	home	and	the	wider	health	and	social	care	system

Urgent	calls	will	be	dealt	with	by	a	senior	nurse	ensuring	direct	professional	to	professional	contact

Components
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Provide	a	rapid	
response	ability	
to	get	a	suitable	
health	or	social	
care	worker	to	a	
person’s	home	
within	2	hours

The	ability	within	an	MDT	to	respond	rapidly	to	

people	with	a	care	plan	who	are	experiencing	a	

health	or	social	care	need	that	left	unattended	

would	result	in	a	possible	hospital	admission

6

Source:	K&M	STP	Local	Care	workstream

COORDINATED	CARE	FOR	PEOPLE	WHO	NEED	IT
 Page 90 of 452.



51

Traits	of	a	successful	rapid	response	ability:

Source:	Central	London	Community	Healthcare	NHS	Trust;	Sussex	Community	Trust	and	Brighton	and	Hove;	Central	and	NW	London	Foundation	Trust

4 Initial	assessment	by	first	responder	determining	short	term	care	needs

2 2	hour	response	time	from	the	initial	referral	of	an	individual

3 The	ability	to	respond	24	hours	a	day	is	ensured	through	flexible	MDT	staff	working	hours	

1 The	ability	to	react	to	a	persons	urgent	needs	in	the	community	to	prevent	avoidable	
admissions

5 The	person,	their	carers	and	their	wider	support	network	will	be	supported	for	a	short	time	
period	post-intervention	when	required,	including	a	telephone	and	home	visiting	service

6 People	requiring	further	clinical	care	will	be	transferred	to	the	appropriate	service	quickly	and	
efficiently	
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Rapid	Response

• The	ability	within	an	MDT	to	respond	rapidly	to	people	with	a	care	plan	who	are	experiencing	an	urgent	health	or	social	care	need	that	
left	unattended	would	result	in	a	possible	hospital	admission

• The	MDT,	using	a	shared	patient	record,	ensures	all	of	a	person’s	health,	social	care	and	other	needs	can	be	provided	for	

Concept

Components

Rapid	response	is	for	highly	complex	and	complex	people	(e.g.	End	of	life,	older	people	with	dementia,	older	people	with	3+	LTCs,	stroke)	
and	other	people	who	have	a	health	or	social	care	need	in	the	community,	ensuring	they	stay	out	of	hospital	as	much	as	possible	

The	key	components	of	the	service:
• Response	time	of	2	hours	or	less
• 24	hour	availability
• Staff	that	are	able	to	work	flexibly
• Staff	with	a	range	of	abilities	ranging	from	prescribing	and	physical	assessment	skills	to	domiciliary	care
• Institute	a	package	of	care	at	home	if	deemed	necessary,	building	upon	what	already	exists,	including	nursing,	therapies,	domiciliary	

support	and	night	sitting
• Liaising	with	the	person’s	case	manager/	care	navigator	regarding	their	progress	and	the	package	of	care	they	are	receiving
• Being	responsible	for	the	person	for	a	short	time	period	post-intervention	when	required,	including	a	telephone	and	home	visiting	service
• Mental	health	service	integration	to	ensure	accuracy	of	a	person’s	care	
• People	requiring	further	clinical	care	will	be	transferred	to	the	appropriate	service	quickly	and	efficiently
• The	response	function	is	overseen	by	a	senior	clinician	to	reduce	the	risk	placed	on	the	responder	e.g.	a	community	geriatrician is	able	to	

confirm	the	decision	made	by	a	community	nurse	who	has	rapidly	responded
Referrals:	
• Accepts	people	with	any	types	of	infections	e.g.	chest	infection,	people	who	have	had	falls	and	people	who	are	not	managing	at	home	

• It	accepts	referrals	from	health	or	social	care	professionals,	such	as	GPs,	nurses	and	social	workers	

Source:	Carnall Farrar,	K&M	Local	Care	Workshop;	Central	London	Community	Healthcare	NHS	Trust;	Woodward	and	Proctor	(2016)	Avoiding	A&E	through	Rapid	
Response	teams	and	See	and	Treat	Models	
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Courses	of	action	in	an	emergent	health	situation

A	person	has	an	urgent	
need	in	the	community	
and	the	SPoA are	
contacted

Centrally	held	care	plan	
and	effective	triaging	are	
utilised

Rapid	
response	face	
to	face	
assessment	

Resolved	on	
the	phone

Person	receives	
immediate	care	in	
place	of	residence

Person	does	not	
require	immediate	
care	in	place	of	
residence

Person	receives	immediate	
care	and	is	referred	to	the	
short	term	reablement	team

Their	care	record	is	updated

Person	receives	immediate	
care	and	does	not	require	
further	support

Their	care	record	is	updated

Person	receives	immediate	
care	and	is	referred	to	other	
providers	including	a	step-up	
process	in	the	community

Person	referred	to	short	term	
reablement	team

Their	care	record	is	updated

Call	referred	
to	rapid	
response

Single	point	of	access Rapid	response

Person	not	referred

Care	package	
delivered	by	
community	services	
for	a	defined	time	
period

Aim	of	reducing	
post	6pm	
hospital	
admission	via	
community	
hospital/	
specialist	
facilities	
admission

Integrated	health	
and	social	care

Reablement

Source:	Carnall Farrar,	K&M	Local	Care	Workshop,	South	Devon	and	Torbay CCG,	Northumbria CCG

SPoA
arrange	
services
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Rapid	Response	– example	pathway	1

Source:	K&M	STP	Local	Care	workstream

1

Doreen	is	82,	is	frail,	has	type	2	diabetes,	depression	
and	COPD	and	has	a	care	plan	and	care	navigator.	She	
has	been	suffering	from	increasing	breathlessness	since	
the	middle	of	the	night.	Her	daughter	calls	the	SPoA at	
4am	to	request	assistance

2

The	SPoA call	handler	
triages	the	call	to	Doreen’s	
local	out	of	hours	MDT	staff	
using	her	care	plan	details.	
The	MDT	send	the	most	
appropriate	rapid	
responder,	a	community	
nurse

3

The	MDT	
responder	arrives	
at	Doreen’s	home	
within	2	hours	of	
her	daughter	
calling	the	SPoA

5

Doreen	is	assessed	by	the	community	nurse	who	
identifies	the	symptoms	as	an	exacerbation	of	her	
COPD.	He	stabilises Doreen	and	concludes	that	
Doreen	needs	continued	short	term	check-ups.	He	
calls	the	SPoA who	organise	a	health	care	assistant	
to	attend	Doreen's	home	frequently	and	ensure	she	
fully	recovers	and	her	electronic	record	is	updated

4

After	72	hours	Doreen’s	health	is	as	it	was	before	her	episode.	
Her	care	navigator	calls	both	herself	and	her	daughter	to	check	
on	her	condition	and	they	agree	that	Doreen’s	care	plan	is	
sufficient	and	that	no	changes	need	to	be	made

Doreen	continues	
to	live	
independently	in	
the	community	
having	avoided	a	
hospital	admission	
that	may	have	
resulting	in	a	long-
term	worsening	of	
her	health	
condition
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Rapid	Response	– example	pathway	2

1

Doreen	is	82,	is	frail,	has	type	2	diabetes,	depression	and	
COPD	and	therefore	has	a	care	plan	and	care	navigator	to	
assist	her	with	the	care	package	she	receives.	She	has	been	
suffering	from	increasing	breathlessness	since	the	middle	of	
the	night.	Her	daughter	calls	the	SPoA to	request	assistance

2

The	SPoA call	handler	
triages	the	call	to	Doreen’s	
local	MDT	team	using	her	
care	plan	details.	The	MDT	
send	the	most	appropriate	
rapid	responder,	a	
community	nurse.	Doreens
care	navigator	is	also	
informed

3

The	MDT	
community	nurse	
responder	arrives	
at	Doreen’s	home	
within	2	hours	of	
her	daughter	
calling	the	SPoA

5

Doreen	is	assessed	by	the	community	nurse	who	identifies	the	side	effects	of	
worsening	COPD	and	further	discovers	the	onset	of	pneumonia.	He	stabilises Doreen	
and	concludes	that	she	needs	escalated	care	in	the	community	and	should	be	
admitted	to	a	community	hospital

4

The	community	nurse	first	responder	calls	single	point	of	
access	who	organise	Doreen’s	transfer	and	contact	her	
daughter	and	care	navigator	to	inform	them	of	the	
development

6

After	two	days	Doreen	is	discharged	from	community	hospital	
as	her	pneumonia	was	identified	and	treated	early	and	her	
COPD	was	stabilised.	She	is	picked	up	by	her	daughter	and	
taken	home.	Her	care	navigator	calls	her	and	her	daughter
to	check	on	her	condition	and	they	agree	that	Doreen’s	
care	plan	is	sufficient	and	that	no	changes	need	to	be	made

Doreen	continues	
to	live	
independently	in	
the	community	
having	avoided	a	
more	severe	
worsening	of	her	
condition

COORDINATED	CARE	FOR	PEOPLE	WHO	NEED	IT
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• 24/7	phone	line

• Any	health	professionals	can	telephone	e.g.	ambulance	crew,	GP	OOH,	Residential	homes	and	people/	carers	known	to	the	service

• Service	is	for	any	person	with	a	Birmingham	GP	

• Once	referred,	the	service	supports	people	to	stay	in	community	by	coordinating	care	delivery	including:

- advanced	assessments	within	two	hours	for	patients	needing	urgent	health	interventions	and	care	who	can	remain	at	home
- access	to	acute	bed	bureau	for	medical/surgical	admissions
- step-down	to	community	nursing	for	longer	term	needs
- four-hour	response	for	people	needing	community	nursing	care,	long-term	condition	management	and	treatment	at	home
- provision	of	urgent	equipment	to	avoid	acute	hospital	admission
- admission	to	community	bed-based	services,	where	appropriate
- intravenous	antibiotics
- assessment	for	domiciliary	therapy	(physiotherapy	and	occupational	therapy)
- liaison	with	a	person’s	GP	to	effectively	manage	clinical	care	at	home	and	the	wider	health	and	social	care	system

Case	Study:	Birmingham	Community	Healthcare	NHSFT:	Arranging	urgent	
assessments	to	avoid	admissions

Source:	Birmingham	Community	Healthcare	NHSFT

The	rapid	response	ability	is	contactable	through	the	SPoA and	provided	by	the	MDTs.	These	teams	include:	Senior	nurses,	care	staff,	physiotherapy	and	
occupational	therapy	support,	social	workers,	registered	mental	health	nurses

Components

The	SPoA and	MDT	interface

• The	SPoA,	in	conjunction	with	a	rapid	response	service,	MDT	model,	and	discharge	coordination	resulted	in:
- 1,668	annual	avoided	admissions	with	an	estimated	cost	saving	of	£4.5m
- 3,758	bed	days	saved	with	an	estimated	cost	saving	of	£751,600
- 100%	of	urgent	admission	prevention	assessments	in	patients’	own	homes	have	been	delivered	within	two	hours,	seven	days	a	week,	for	the	

previous	12	months
- Patients	have	been	transferred	into	the	intermediate	care	facilities	on	average	5.8	days	earlier	than	in	previous	years

Impact
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Discharge	
planning	and	
reablement

A	pro-active,	anticipatory	service	designed	to	

target	those	people	who	are	medically	

optimised	for	discharge,	no	longer	requiring	an	

inpatient	bed,	but	still	needing	some	level	of	

care	to	prevent	their	health	from	deteriorating.	

It	is	designed	to	reduce	unnecessary	prolonged	

hospital	stays	and	patient	re-admission

7

Source:	K&M	STP	Local	Care	workstream
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Traits	of	successful	discharge	planning	for	a	person	who	has	developed	care	needs	
that	did	not	exist	pre-admission:

Source:	HomeFirst,	Carnall Farrar

4 Integrated	community	services	accessed	via	a	single	point	of	access	to	ensure	effective	
reablement and	increased	speed	of	discharge

2 Enabling	increased	mobility	whilst	still	in	a	hospital	setting	where	appropriate

3 Detailed	discharge	planning	ensuring	a	person’s	care	needs	are	understood	and	catered	for

1 Day	one	planning	and	a	date	for	discharge	set	using	a	‘live’	board	to	monitor	patients	progress

5 Multiple	defined	discharge	pathways	to	ensure	people	receive	the	correct	support	for	their	
needs

6 Integration	with	any	pre-existing	services	the	person	may	have	been	receiving	or	live	care	plans
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Traits	of	successful	discharge	planning	for	people	whose	pre-admission	care	needs	
have	not	changed:

Source:	HomeFirst,	Carnall Farrar

2 Day	one	planning	and	a	date	for	discharge	set	using	a	‘live’	board	to	monitor	patients	and	dates

1
Identification	of	the	person	and	initiation	of	anticipatory	care	plan	processes	to	facilitate	
efficient	discharge	including	acute	services	and	the	necessary	integrated	community	care	the	
patient	will	require

3 Effective	communication	with	the	care	navigator	or	case	manager
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Traits	of	a	successful	reablement service:

Source:	HomeFirst,	Carnall Farrar

5
The	production	of	a	time	limited	(e.g.	6	weeks)	individualised	reablement care	and	support	
plan	using	relevant	community	services

2 A	9am	to	6pm	service	7	days	a	week

4
An	assessment	within	2	hours	of	returning	home	and	the	ability	to	organise	a	short	term	
package	of	care

1
Integrated	community	services	accessed	via	the	SPoA to	ensure	effective	reablement and	
increase	speed	of	discharge	and	avoid	repeat	admission,	utilising	a	shared	assessment	
framework,	single	professional	records	and	shared	protocols

6 Ensure	referral	to,	and	support	from,	other	clinicians/professionals	e.g.	care	navigators,	to	
support	people	within	their	own	environment

3 Integration	with	the	MDT	rapid	response	ability	to	provide	out	of	hours	care
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Discharge	planning

• Designed	to	target	those	people	who	are	
medically	optimised,	no	longer	requiring	an	
acute	hospital	bed,	but	still	needing	some	
level	of	care	in	order	for	their	health	not	to	
deteriorate	

• A	detailed,	personalised,	person	centred	
assessment	and	plan	that	determines	a	
person’s	needs	and	the	short	term	services	
that	will	ensure	they	can	be	discharged	to	a	
home	environment/	other	community	
setting

• Integrated	community	services	are	accessed	
and	organised	via	a	single	access	point

Concept Components

• Rapid	identification	of	the	needs	of	a	person	that	ensures	discharge	can	
be	facilitated	as	quickly	as	possible

• Day	one	planning	and	a	date	for	discharge	set	using	a	‘live’	board	to	
monitor	a	person’s	progress

• Organisation	of	discharge	services	through	a	single	point	of	access	
ensuring	reduced	discharge	delays

• Communication	with	the	person,	their	family	and	carers
• Engagement	with	care	navigator	or	case	manager
• Mobility	assessment	and	plan	to	facilitate	increased	patient	movement	

whilst	in	hospital	and	ensure	patient	is	mobile	enough	to	be	discharged	as	
soon	as	possible

• Discharge	assistance	provided	by	the	community	MDT	in	the	hospital	
setting

• Referrals	of	people	by	their	GPs	in	the	afternoons	and	hospitals	discharge	
in	the	mornings

• Pre-existing	care	plan	re-instated	if	discharge	support	is	not	needed
• An	effective	interface	between	local	and	hospital	care	to	determine	the	

key	priorities	for	care	spanning	the	hospital	and	community	settings	e.g.	
community	pharmacists	delivering	drugs	to	home	for	those	recently	
discharged

Source:	Carnall Farrar,	K&M	Local	Care	Workshop,	HomeFirst
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Reablement

• Designed	to	reduce	unnecessary	prolonged	hospital	stays	or	inappropriate	admission	to	acute	inpatient	care,	long	term	
residential/nursing	care	or	NHS	continuing	health	care	for	people	by	delivering	a	rehabilitation	service/rapid	response	service

• A	service	provided	to	adults	(18+)	in	their	homes	or	initially	in	a	short	term	care	bed
• To	maximise	the	opportunity	for	a	person	to	have	independence	and	resume/return	to	living	at	home	or	to	longer	term	care	
when	necessary

Concept

Components

• An	expansive	reablement service	from	9am	to	6pm
• Integrated	community	services	accessed	via	a	single	access	point	to	provide	effective	reablement and	increase	speed	of	

discharge	and	avoid	repeat	admission,	utilising	a	shared	assessment	framework,	single	professional	records	and	shared	
protocol

• A	take	home	and	settle	service	that	provides	transportation	and	ensures	essential	needs	met	in	a	person’s	home
• Short	term	service	to	be	in	place	and	provided	within	2	hours	of	a	persons	return	to	their	place	of	residence
• A	comprehensive	multidisciplinary	assessment	within	the	person’s	own	home/community	facility
• Creation	of	a	individualised	care	and	support	plan	to	aid	recovery
• Time-limited	support	(recovery),	enablement	or	rehabilitation	packages	finishing	once	set	goals	are	reached
• Referral	to	and	support	from	other	clinicians/professionals	such	as	specialist	nurses	in	a	person’s	home	environment	
• Utilisation	of	civil	service	staff	as	well	as	other	community	based	workers	to	ensure	the	basic	needs	of	a	discharged	person	

continue	to	be	met

Source:	Carnall Farrar,	K&M	Local	Care	Workshop,	HomeFirst
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Hospitalisation	and	discharge	planning	process

Patient	in	
a	hospital	
ward

Mobility	plan	put	in	
place	including:	
physical	therapy,	
occupational	
therapy	or	basic	
movement	
assistance	provided	
by	health	care	
assistants

SPoA arranges	short	
term	community	care	
package/	community	
hospital	care	that	the	
discharge	form	
requests	for	pathway	1	
and	2	patients	

Source:	HomeFirst,	Carnall Farrar

Note:	Pathway	1,2	and	3	patient	SPoA	and	IDT	flows	reflect	future	state
Note:	Mobility	planning	and	discharge	coordination	should	occur	simultaneously	

Day	1	discharge	
planning	and	
date	to	discharge	
set

Patient	in	
A&E	or	
AMU

Discharge	
assessment	
form	
completed	for	
patients

Discharge	
assessment	
form	identifies	
need	for	
additional	
discharge	
support	

A&E	and	AMU	forms	
completed	by	urgent	
care	therapy	team.	
Ward	forms	completed	
by	nursing/	therapy	staff

Discharge	
support	form	
filled	out	
determining	if	
patient	should	
be	on	path	
1/2/3	and	the	
care	they	need

If	the	patient	already	has	a	package	of	care	and	there	is	no	
need	to	review	it/	additional	support	is	not	necessary,	the	
care	package	can	be	restarted	by	the	SPoA and	the	MDT	
and	the	patient	discharged	without	the	involvement	of	
discharge	support

SPoA/IDT	informs	the	patient	referrer	of	the	time	services	will	begin	
The	patient	is	identified	as	medically	optimised	for	discharge	
If	there	is	no	service	capacity	the	patient	referrer	is	notified	of	the	delay

Patient	
discharged	
home	without	
further	services	
needed

Patient/	
carer	consent	
gained	and	
SPoA
contacted	

Pathway	1,	2	and	3	patients	identified	and	referred	
to	SPoA

Pathway	3	
patients	are	
allocated	to	
an	IDT	case	
manager

Pathway	1 – Provision	of	care,	reablement
and	or	rehabilitation	at	usual	place	of	
residence.
Pathway	2 – Period	of	recovery	and	or	
rehabilitation	in	a	community	hospital
Pathway	3	– Assessment	of	needs	for	long	
term	residential	or	nursing	care	in	a	suitable	
facility	sub-acute	facility

Pathway	2
Community	hospital	
rehabilitation

Social	careSame	day	
therapy

Next	day	
therapy

Other	services	
e.g.	nursing	
care/	carer	
support/	MH

Pathway	1

Pathway	3
Sub-acute	
facility

Community	
MDT	liaise	
with	acute	
MDT
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Community	discharge	care	package	and	reablement process	– Pathway	1	patients	

Source:	HomeFirst,	Carnall Farrar,	Age	UK	East	Sussex

A	daily	meeting	and	conference	call	will	take	place	including	IDT,	social	care,	nurses,	reablement team,	take	home	
and	settle	and	Rapid	Response	to	review	capacity,	discuss	existing	discharge	support	patients	and	make	decisions	
about	next	steps	in	assessment	and	care	

Patient	discharged	
with	12	noon	
deadline	and
discharge	support	
initial	response	
deployed

Take	home	and	settle	
service	transports	the	
patient	to	their	place	of	
residence	and	ensures	
essential	needs	are	met

Nurse/	other	care	provider	
arrives	at	patients	place	of	
residence	within	2	hours	and	
patient	needs	assessed

Therapy	team	visit	
within	24	hours	or	
sooner	depending	on	
clinical	need/	risk

Outcomes	of	visit	
reported	to	SPoA	and	
further	short	term	
services	initiated	if	
required

Short	term	care	provider	
assesses	the	patient	to	
determine	what,	if	any,	
additional	care	is	
provided

Safe	to	remain	at	home?Yes

No

Readmitted	to	acute	
hospital	or	referred	to	
SPoA for	transfer	to	
community	hospital	or	
short	term	residential	
care	

Reablement/	
rehabilitation	required

Referred	to	MDT	and	
long	term	care	plan		
reinstated	or	created	if	
necessary,	care	
navigator	or	case	
manager	assigned

Constant	review	process	as	
to	whether	the	patient	is	fit	
to	remain	home

Discharge	support	initial	response

SPoA	contacted	
who	organise	
community	
services	
required	as	a	
result	of	the	
assessment	
output

No	further	services	
needed

Time	limited	integrated	
community	service	
reablement package	
potentially	including:

Social	care	worker
Mental	health	worker
Occupational	therapist
District	nurse
Pharmacist
Dementia	nurse
Health	coach

Reablement package	ends	
and	no	additional	care	
needed		

Referred	to	MDT	and	long	
term	care	plan	reinstated	
or	created	if	necessary,	
care	navigator	or	case	
manager	assigned

Reablement
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Discharge	planning	– example	pathway	1

Source:	K&M	STP	Local	Care	workstream

1

Harry	is	80,	lives	alone	in	a	poor	standard	of	
accommodation	and	is	frail.	He	has	had	a	bad	
fall,	breaking	his	arm,	a	rib	and	becoming	
concussed.	He	is	taken	to	A+E	and	then	
admitted	for	further	care

2

Once	stabilised in	the	
hospital	he	is	set	a	date	
for	discharge.	
Mobilisation	therapy	is	
also	organised	to	ensure	
he	becomes	active	again	
as	soon	as	possible

3

Harry’s	health	is	much	worse	
than	before	he	fell.	He	is	
considerably	more	frail,	confused	
and	has	lost	much	of	his	
confidence.	A	discharge	support	
form	is	filled	out	and	it	is	
identified	that	he	needs	
considerable	discharge	support	
with	extensive	community	
service	use	when	he	becomes	
medically	fit	to	discharge

5

The	acute	discharger	calls	the	SPoA and	provides	them	with	his	discharge	
support	form.	The	call	handler	organises	the	short	term	local	community	
services	in	Harry’s	area	that	will	include	the	‘Take	home	and	settle	service’	
and	a	service	to	be	in	place	within	2	hours	of	his	return	home	according	to	
the	Home	first	pathway	1.	Harry	has	an	electronic	shared	patient	record	that	
any	service	can	access	and	that	the	SPoA use	to	coordinate	services

4

Harry	is	passed	medically	fit	for	discharge	and	is	returned	home.	Within	2	
hours	he	is	assessed	by	a	member	of	the	short	term	care	service	who	
determine	his	reablement care	package	including	a	physio,	domiciliary	
care	worker	and	a	podiatrist	for	a	6	week	period.	He	is	also	referred	to	
the	falls	prevention	service.	The	SPoA is	called	to	organise	the	integrated	
community	services	required	and	his	electronic	record	is	updated

6

An	assessment	at	the	end	of	his	6	week	care	
package	determines	that	Harry	will	need	an	
ongoing	care	package.	He	is	referred	to	his	
local	MDT	through	the	SPoA and	is	provided	
with	an	ongoing	domiciliary	care	package

Harry’s	health	
status	has	
improved	at	the	
end	of	his	6	week	
reablement care	
package.	His	care	
plan	now	
encompasses	his	
care	needs	and	he	
has	regained	
confidence	and	
some	strength
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Discharge	planning	– example	pathway	2	– A	care	plan	that	can	be	reinstated

1

Helen	is	82,	is	frail,	has	type	2	diabetes,	
hypertension	and	COPD	and	has	a	care	plan	and	
care	navigator.	She	has	a	transient	ischaemic
attack	(TIA)	and	is	admitted	to	hospital	with	
symptoms	similar	to	a	stroke

2

Once	stabilised in	the	
hospital	she	is	set	a	date	
for	discharge.	Mobilisation	
therapy	is	also	organised	to	
ensure	she	becomes	active	
again	as	soon	as	possible

3

Helen’s	care	navigator	
visits	both	her	and	the	
ward	staff	and	discuss	her	
recovery	and	future	care	
needs

5

Helen	has	been	in	the	hospital	bed	for	three	days	and	has	been	determined	
as	medically	fit	for	discharge.	The	ward	staff	complete	a	discharge	form	and	
despite	being	mobile	and	able	to	manage	her	recovery	at	home	she	has	no	
means	of	returning	home.	A	discharge	support	form	is	filled	out	and	the	
SPoA are	informed	that	Doris	will	need	the	‘Take	home	and	settle	service’

4

The	SPoA contact	the	local	‘Take	home	and	settle	
service’.	Apart	from	this,	Helen	has	no	other	needs.	
Her	care	navigator	is	informed	she	will	be	delivered	
home	and	her	care	plan	and	package	of	care	are	
reinitiated

6

The	‘Take	home	and	settle’	service	
collect	Helen	from	her	ward	bed	and	
take	her	home,	ensuring	she	has	her	
prescribed	medication,	food	in	her	
cupboards	and	that	her	heating	is	on

Helen	continues	to	
live	independently	
in	the	community
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Discharge	planning	– example	pathway	3

1

Brian	is	84,	lives	alone,	has	type	2	diabetes,	
COPD	and	recently	suffered	a	stroke.	He	has	a	
care	plan	and	case	manager	due	to	the	
complexity	of	his	care	needs.	He	develops	
pneumonia	and	is	admitted	to	hospital

2

Once	stabilised in	the	
hospital	he	is	set	a	date	
for	discharge.	
Mobilisation	therapy	is	
also	organised	to	ensure	
he	becomes	active	again	
as	soon	as	possible

3

Acute	staff	begin	initial	discharge	
planning	but	identify	that	Brian’s	
health	is	much	worse	then	before	
he	had	pneumonia.	He	is	
considerably	more	frail,	still	weak	
and	his	condition	unstable.	A	
discharge	form	is	filled	out	and	it	
is	identified	that	he	needs	
considerable	discharge	support	
beginning	with	a	period	of	
community	hospital	rehabilitation

5

The	acute	discharger	calls	the	single	point	of	access	and	provides	them	
with	his	discharge	support	form.	The	call	handler	organises Brian’s	transfer	
to	a	community	hospital	for	an	initial	6	week	period.	Brian	is	passed	
medically	fit	for	discharge	and	is	subsequently	transferred	to	the	
designated	community	hospital

4

After	a	period	of	3	weeks	the	community	
hospital	can	discharge	Brian.	They	call	the	
SPoA who	organise	a	6	week	reablement
community	care	package	including	a	
district	nurse	and	domiciliary	care	worker

6

An	assessment	at	the	end	of	Brian’s	
reablement care	determines	that	
Brian’s	needs	have	changed	since	he	
was	admitted	to	hospital.	His	case	
manager	calls	the	SPoA who	place	him	
on	his	local	MDT’s	agenda	for	a	revised	
package	of	care

Brian’s	condition	is	
stable	and	he	is	
able	to	continue	
living	in	the	
community	with	
the	assistance	of	
his	case	manager	
and	integrated	
care	package
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Access	to	expert	
opinion	and	
timely	access	to	
diagnostics

The	ability	for	primary	care	professionals	to	

access	a	specialist	opinion	in	the	community	

setting	and	where	appropriate,	a	specialist	

triage	for	diagnostics

Access	to	diagnostic	services	and	the	ability	to	

ensure	diagnostic	results	are	complete	will	avoid	

the	need	for	multiple	outpatient	appointments

8

Source:	K&M	STP	Local	Care	workstream
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Traits	of	successful	access	to	expert	opinion	and	timely	access	to	diagnostics	services:

Source:	Carnall Farrar,	K&M	Local	Care	Workshop

5
Use	of	an	electronic	form	to	ensure	efficiency	of	appointment	bookings	by	highlighting	when	a	
person’s	full	range	of	diagnostic	tests	is	complete

2 A	directory	of	specialists,	their	contact	details	and	availability

3
Use	of	various	tools	of	communication	through	a	variety	of	digital	methods	including	record	
sharing	systems,	phone	lines	and	video	conferences

1
Specialist	healthcare	professionals	with	time	dedicated	to	answering	GP,	community	nurse	and	
consultant	questions	regarding	specific	patients

4
Rapid	access	to	diagnostic	services	(diagnostic	and	result)	regardless	of	who	has	requested	it	to	
quickly	inform	a	clinical	decision	and	where	possible	avoid	an	unnecessary	outpatient	
appointment	

6 A	service	that	redirects	patient	flows	through	utilisation	of	senior	clinical	triage	
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Access	to	expert	opinion	and	timely	access	to	diagnostics
Concept

• Tiers	2	and	3	people	(3+	LTCs)	with	complex	
needs

• Large	surgical	specialties	including	MSK,	
ophthalmology,	general	surgery	and	high	
volume	medical	specialties	including	
respiratory,	pediatrics	

Patient	population	targeted

SUPPORTING	SERVICES

• Improved	outcomes	for	people
• Reduced	OP	first	appointments
• Reduced	OP	repeat	appointments
• Improved	referral	pathway	to	the	correct	

clinician	

Impact

Need	for	
access	to	
specialist	
opinion

Need	for	
timely	
diagnostics

Follow	up	outpatient	appointments	can	result	from	incomplete	diagnostics	or	
the	need	to	follow	up	diagnostics:
Key	levers	to	restrict	follow	up	appointments	are:	
• The	use	of	electronic	health	records	that	can	be	utilised by	specialists	to	

ensure	all	diagnostics	are	complete	before	an	appointment	is	arranged
• The	ability	for	specialists	to	review	the	diagnostics	over	the	phone	with	the	

patient	referrer		
• The	ChenMed model	of	closed	file	review	allows	specialists	to	to	check	that	

the	diagnostic	information	is	complete	and	that	the	referral	is	accurate	before	
outpatient	appointments	are	arranged

Note:	It	important	to	note	that	some	diagnostics	should	still	be	triaged	via	a	
specialist	e.g.	CT/MRI	scan	and	that	this	process	does	not	simply	allow	open	
access	to	disgnostic tests

High	levels	of	new	outpatient	appointments	can	result	from	the	need	for	a	
specialist	opinion	that	currently	cannot	be	provided	in	the	community	effectively
Key	levers	to	access	specialist	opinion	without	the	need	for	an	outpatient	
appointments:

• Common	conditions	such	as	tier	2	and	3	high	needs	patients	and	
other	chronic	condition	patients,	a	specialist	opinion	can	be	
accessed	through	the	MDT,	where	a	community	geriatrician	is	
known	to	primary	care	staff	in	their	practice	grouping.	Avoids	
referrals	and	need	for	people	to	travel

• Rarer	conditions	for	a	wider	patient	population	such	as	
degenerative	neurological	conditions,	a	specialist	is	contacted	at	
more	centralised localities	e.g.	hospital	sites

30-50k	
service	
grouping

100-250k	
service	
grouping
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Courses	of	action	to	access	expert	opinion
Service	grouping	of	30-50k

A	person	(from	tier	
2/tier	3	with	3+LTCs	
and	complex	needs)	
visits	their	GP

A	geriatrician	within	the	local	
MDT	is	known	by	the	GP	and	is	
contacted	for	advice

The	community	geriatrician	
provides	the	next	steps	for	
managing	the	person’s	holistic	
needs

The	person	does	not	
need	to	be	referred	or	
have	to	travel	to	attend	
another	appointment

A	person	(from	tier	1	
e.g.	Osteoarthritis)	
visits	their	GP.	The	
patient’s	condition	is	at	
a	stage	where	specialist	
diagnostics	+/-
treatment	need	to	be	
considered

A	local	MSK	MDT	
(incorporating	
rheumatologists,	
orthopedic	specialists	and	
extended	scope	
physiotherapists)	operates	
at	a	30-50k	locality	and	the	
GP	calls	the	ESP

The	person	attends	a	
reduced	amount	of	OP	
appointments,	travels	
less	and	goes	to	see	the	
right	clinician	the	first	
time

A	person	with	a	less	common,	
more	complicated	single	
condition	(e.g.	motor	neuron	
disease	or	cystic	fibrosis)	visit	
their	GP.	The	person	is	at	the	
stage	where	new	specialist	
advice	is	required

The	advice	required	is	not	
able	to	be	delivered	at	the	
30k-50k	service	grouping	.	
The	hospital	has	specialist	
consultants	who	are	
available	to	be	contacted

The	GP	contacts	the	
specialist	and	gets	the	
opinion/	advice	of	the	
specialist	either	by	
phone,	email	or	
digital	methods

Service	grouping	of	100-250k

The	ESP	
advise	that	
the	person	
should	have	
diagnostics	

The	ESP	and	the	GP	
discuss	the	results	
of	the	diagnostics	
over	the	phone	and	
an	appointment	
with	a	rheumat-
ologist is	made

The	person	does	not	
need	to	be	referred	or	
have	to	travel	to	attend	
another	appointment

SUPPORTING	SERVICES
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Access	to	timely	diagnostics	in	the	community	– example	pathway	1

Source:	K&M	STP	Local	Care	workstream,	Carnall	Farrar

1

Steven	is	73,	he	has	
COPD,	type	2	diabetes	
and	depression

2

Steven	has	an	exacerbation	and	he	is	feeling	more	breathless	than	usual	
over	the	last	couple	of	months.	He	is	worried	so	goes	to	visit	his	GP

Dr.	Adams	advises	Dr.	Jordan	on	some	diagnostics	that	he	
should	have	completed	and	he	organises	a	chest	X-Ray,	ECG	
and	some	blood	tests

4

7

Dr.	Jordan	calls	Steven	to	
discuss	the	results	and	advises	
him	of	a	change	in	his	
medication.	He	also	arranges	a	
follow	up	appointment	for	a	
couple	of	weeks	later

Steven	visits	Dr.	
Jordan	and	as	a	
result	of	the	new	
medication	regime	
his	condition	is	much	
improved

3

Steven’s	GP,	Dr.	Jordan,	discusses	his	condition	with	him	and	has	
concerns	over	the	progression	of	his	COPD	and	potential	other	
contributing	factors.	Rather	than	referring	him	for	a	specialist	outpatient	
appointment,	Dr.	Jordan	is	able	to	reach	a	respiratory	physician,	Dr.	
Adams,	through	a	designated	hotline	to	discuss	Steven’s	condition

6Dr.	Jordan	reviews	the	result	and	in	
parallel	receives	an	explanatory	
email	from	Dr.	Adams	who	has	also	
reviewed	the	results	and	advises	on	
an	appropriate	course	of	action

An	electronic	health	
form	is	checked	by	Dr.	
Jordan	and	Dr.	Adams	
when	all	of	Steven’s	
tests	are	completed

5

SUPPORTING	SERVICES
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Access	to	expert	opinion	in	the	community	– example	pathway	2

1

Alice	is	79,	frail,	has	type	2	
diabetes,	COPD	and	recently	
suffered	a	stroke.	She	lives	with	
her	husband,	Gerald,	who	is	also	
frail	and	often	unwell	himself

2

After	her	recent	stroke	she	was	provided	with	an	anticipatory	
care	plan	and	placed	under	the	care	of	the	local	MDT.	Gerald	
was	also	given	some	carer support

After	the	call	Dr.	Lopez	decides	that	a	more	thorough	
assessment	of	Alice	is	required.	She	sets	up	an	appointment	
with	a	community	nurse	to	undertake	an	assessment.	After	this	
assessment	she	is	referred	to	a	psychogeriatrician who	
undertakes	a	more	thorough	dementia	assessment

4

6

As	a	result	her	care	plan	is	
updated	to	reflect	this	and	
additional	support	is	put	in	
place	to	help	support	her	and	
her	husband

3

Alice	has	been	behaving	a	bit	unusually	and	being	forgetful,	
she	calls	the	SPoA and	as	a	result	a	GPSI,	Dr.	Lopez	who	is	
part	of	the	local	MDT	calls	Alice	and	Gerald

5

It	is	determined	that	Alice	has	
early	signs	of	dementia

Alice	is	able	to	
continue	living	
independently	and	
as	a	result	of	her	
increased	level	of	
care,	both	herself	
and	her	husband	
have	the	confidence	
to	manage	her	
condition

SUPPORTING	SERVICES

Source:	K&M	STP	Local	Care	workstream,	Carnall	Farrar
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• A	number	of	services	have	been	prioritised	as	for	early	consideration	by	the	K&M	hospital	care	
working	group.	This	pack	forms	one	of	a	series	service	delivery	model	templates	for	the	priority	
services.

• The	aim	of	this	pack	is	to	consider	the	key	issues	the	service	is	facing	within	the	hospital	context,	its	
current	in-hospital	model	of	care	and	aspirational	future	model	among	other	relevant	context.

• The	pack	follows	the	structure	of:

– A	summary	slide	outlining	key	information	from	each	section;	then

– Each	section,	with	a	summary	slide	up	front	followed	by	evidence	slides

• The	pack	has	been	created	with	expert	input	from	across	Kent	&	Medway,	and	has	been	developed	by	
the	K&M	Hospital	care	workstream	before	being	signed	off	by	the	Clinical	Board.

Introduction	and	purpose	of	service	delivery	model	template

Note:	The	Acute	care	template	includes	paediatrics

 Page 115 of 452.



2

This	document	has	been	updated	to	incorporate	feedback	from	the	SE	Clinical	Senate
Comment

Comment	
classification Next	steps

• There	are	comprehensive	recommendations	for	rapid	assessment	and	treatment	models	in	emergency	
departments	produced	by	NHS	IMAS	– to	be	taken	into	account

Can	be	
incorporated	
into	model	

easily

• CF	to	draft	and	incorporate	into	model• There	should	be	more	detailed	description	as	to	how	ED	interacts	with	the	frailty	pathway

• Comment	incorporated,	no	next	steps

• The	ED	model	seemed	to	be	purely	about	triage,	which	was	considered	somewhat	limited	in	scope	for	a	
model	to	review

• The	ED	requirements	for	imaging	(e.g.	USS,	CT	and	MRI)	should	be	stated

• Are	there	any	plans	for	rapid	access	to	liaison	psychiatry	in	the	ED?

• There	was	no	mention	of	what	would	happen	to	those	people	presenting	out	of	hours	with	substance	
and	alcohol	misuse	issues	and	experiencing	a	mental	health	crisis

• Reference	should	be	made	to	specific	emergency	pathways	that	require	different triage

• Comment	incorporated,	no	next	steps

• Comment	incorporated,	no	next	steps

• Comment	incorporated,	no	next	steps

• Comment	incorporated,	no	next	steps

• Comment	incorporated,	no	next	steps

Requires	
further	work	
pre-PCBC

Requires	
further	work	
post-PCBC

• There	should	be	model	developed	for	fracture	management • To	develop	further	as	part	of	
model	implementation

• What	impact	will	the	changes	have	on	patient	experience	for	those	accessing	A&E,	and	on	waiting	
times	for	assessment?

• More	information	required		on	the	provision	of	support	for	self-management	and	carers
• Comment	incorporated,	no	next	steps

• It	is	not	clear	that	this	specific	ED	model	was	discussed	at	patient	events	to	ensure	that	patient	
experience	and	patient	centred	care	have	been	adequately	accounted	for

• CF	to	draft	and	incorporate	into	model

• Steph	Hood	to	ensure	that	it	is	
discussed	in	pre-consultation	events

• Further	clarification	on	the	senior	decision	maker	on	the	‘front	door’	required	 • Comment	incorporated,	no	next	steps

• There	is	no	mention	of	any	new	or	further	developed	workforce	models	for	the	EDs
• Workforce	stream	developing	response

• In	the	absence	of	modelling	it	was	difficult	to	determine	whether	the	ED	capacity	within	K&M	is	
sufficient

• Is	underway	in	options	appraisal

• There	was	no	information	regarding	the	specific	plans	for	ambulance	handover	within	15	minutes • Comment	incorporated,	no	next	steps

• There	should	be	access	for	ED	clinical	staff	to	the	summary	care	record. • Comment	incorporated,	no	next	steps

• Regarding	ambulance	response	time	targets	only	red	response	times	for	‘category	A’	calls	are	shown,	
for	which	there	are	already	in	place	targets	and	monitoring.	As	important	are	the	more	urgent	‘green’	
calls

• CF	to	follow	up	with	SECAmb
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The	STP	outlined	the	aspiration	for	Hospital	Care	model	which	prevents	ill	health,	
intervenes	earlier	and	delivers	excellent,	integrated	care	closer	to	home

Source:	K&M	STP

Kent	and	Medway	Future	Care	Model

Prevention	
and	self	care

Community pharmacists

Acute mental 
health care

Consistent high-
quality acute care

Rapid	
response

Integrated health 
and social care 
into the home

1-2 elective
orthopaedic

centres

Single stroke 
service with  

HASUs

Comprehensive 
cancer service

Single K&M 
vascular 
service

Care coordination

Therapists Dementia
nurses

DiagnosticsMental health

Single	point	
of	access

Care	Transformation	workstreams

Enlisting	public	services,	employers	
and	the	public	to	support	health	and	
wellbeingPrevention

Local Care

Hospital Care

Mental Health

A	new	model	of	care	closer	to	home	
for	integrated	primary,	acute,	
community,	mental	health	and	social	
care

Optimal	capacity	and	quality	of	
specialised,	general	acute,	
community	and	mental	health	beds

Bringing	parity	of	esteem,	
integrating	physical	and	mental	
health	services,	and	supporting	
people	to	live	fuller	lives

The	focus	of	this	template	will	be	on	Hospital	Care
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Summary	contents
Who	is	the	population	

being	served?

What	are	the	issues	in	the	case	
for	change	which	need	to	be	

addressed?	

What	is	the	service	delivery	
model	today?

What	is	the	proposed	service	
delivery	model	for	the	future?

What	are	the		co-dependencies	and	
building	blocks?

What	engagement	has	been		
undertaken?

1

2

3

5

6

4

• At	present	Emergency	Department	services,	such	as	MIU	or	acute	medical	take,	are	delivered	at	all	acute	hospitals	sites	in	K&M.	However,	the	range	of	
services	and	how	they	are	organised are	different	at	each	site.	For	example,	only	three	sites	are	trauma	units.

• In	K&M	in	2015/16	there	were	219,812	major	ED	attendances	(including	254,441	adults	and	57,507	children)	and	311,	948	minor	ED	attendances	(including	
156,084	adults	and	63,728	children).	Overall	there	were	105,	821	child	attendances	(>16)	and	438,499	adult	attendances	(<16).

• Compared	to	the	general	population,	the	majority	of	ED	attendances	were	young	(105,821	<15)		or	older	(61,380>79)	people.		

• Across	K&M,	Emergency	Department	attendance	has	grown	by	3.6%	per	year	over	the	last	3	years	(the	national	average	is	2.6%).	Alcohol	misuse	is	an	
increasing	cause	of	ED	attendances.	

• The	local	ambulance	service	is	stretched	with	increasing	numbers	of	calls	especially	time	critical	calls;	there	has	been	a	deterioration	in	response	times	
over	the	last	three	years	

• Performance	on	the	4	hour	waiting	target	has	deteriorated	over	the	last	2	years;	in	2015/16	on	average	86%	of	people	were	discharged	from	ED	within	
4	hours,	compared	to	92%	nationally.	Some	providers	in	K&M	have	amongst	the	worst	patient	satisfaction	scores	in	the	country.

• Some	local	hospitals	find	it	difficult	to	provide	services	for	some	seriously	ill	people		- access	to	consultant	cover	or	senior support	is	limited	at	
weekends	and	24/7	access	to	interventional	radiology	is	not	available	across	K&M.	Recruitment	to	medical	posts	is	becoming	increasingly	difficult.

• Patient	stories	show	the	current	system	is	characterised	by	long	waits,	multiple	contacts	with	health	care	professionals,	and poor	patient	experience.

• The	aspiration	in	K&M	is	to	transform	care	and	all	parts	of	the	patient	pathway	are	being	reviewed.
• A	range	of	interventions	are	being	developed	to	avoid	Emergency	Department attendances.	These	include	single	point	of	access,	care	management	

and	discharge	planning.
• A	new	model	for	ED	will	incorporate	triage	to	the	most	appropriate	pathway.

• The	models	in	the	Keogh	report	have	been	used	as	a	basis	for	developing	building	blocks	of	services.
• The	South	East	Clinical	Senate	has	undertaken	work	to	understand	the	co-dependencies	between	services	and	these	have	been	used	to	further	

describe	the	Keogh	models.
• The	models	are	Major	Emergency	Centre	with	specialist	services,	Emergency	Centre,	Emergency	Medical	Centre	and	Urgent	Care	Centre.

• Over	the	last	2	years	EKHUFT	has	engaged	with	key	stakeholders	internally	and	externally	through	a	series	of	EKHUFT	and	East	Kent	Strategy	Board	
events.

• West	Kent	have	not	carried	out	engagement	to	date
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2.	What	are	the	issues	in	the	case	for	change	which	need	to	be	addressed?

1.	
1.	Who	is	the	population	being	served?

3.	What	is	the	service	delivery	model	today?

4.	What	is	the	proposed	service	delivery	model	for	the	future?

6.	What	engagement	has	been	undertaken?

Contents

5.	What	are	the	co-dependencies	and	building	blocks?

Appendix
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Who	is	the	population	being	served:	summary

Engagement	– to	date	and	required

Who	is	the	population	
being	served?

What	are	the	issues	in	the	
case	for	change	which	need	

to	be	addressed?	

What	is	the	service	delivery	
model	today?

What	is	the	proposed	service	
delivery	model	for	the	future?

What	are	the	co-dependencies	and	
building	blocks?

What	engagement	has	been	
undertaken?

1

2

3

5

4

6

The	following	slides	collate	an	evidence	base	to	support	the	issue	outlined	here

1

• At	present	Emergency	Department	services,	such	as	MIU	or	acute	medical	take,	are	delivered	at	all	acute	
hospitals	sites	in	K&M.	However,	the	range	of	services	and	how	they	are	organised	are	different	at	each	
site.	For	example,	only	three	sites	are	trauma	units.

• In	K&M	in	2015/16	there	were	219,812	major	ED	attendances	(including	254,441	adults	and	57,507	
children)	and	311,	948	minor	ED	attendances	(including	156,084	adults	and	63,728	children).	Overall	there	
were	105,	821	child	attendances	(>16)	and	438,499	adult	attendances	(<16).

• Compared	to	the	general	population,	the	majority	of	ED	attendances	were	young	(105,821	<15)		or	older	
(61,380>79)	people.		
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Who	is	the	population	being	served:	activity	by	site

H

H

H

H

H

H

H

Queen	Elizabeth	the	
Queen	Mother	Hospital

Kent	and	Canterbury	
Hospital

Buckland	Hospital

Tunbridge	Wells
Hospital

Medway	Maritime
Hospital

Maidstone
Hospital

P=7,658
A=20,576

Minor	patients

Major	patients

A	=	Adult	(≥16)
P=	paediatrics	(≤	16)

Note:	Major	ED	in	Maidstone	Hospital	excludes	paediatrics.	EKHUFT	have	minor	activity	only	(A=10,527	and	P	=3,361)	at	Buckland	Hospital.	*MFT	Major	figures	does	not	include	
PAU.	
Source:	Provider	returns	2015/16

1

P=5,744	
A=36,557

P=	0	
A=21,964

P=	6,493	
A=40,406

P=23,351
A=22,725

P=9
A=52,955

Darent	
Valley
Hospital P=307*

A=42,715

P=22,644
A=35,507

P=9,178
A=29,460

P=2,617
A=24,054

P=4,889
A=29,833

P=11,202
A=25,941

P=7,144
A=20,250

P=	3,361	
A=10,527

William	Harvey	
Hospital	(Ashford)

DVH MFT MGH TWH WHH Buckland K&C QEQM
Total	
attendances	 99,040 101,173 65,309 71,865 74,293 13,888 45,657 70,535

P=5,147	
A=18,546
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Who	is	the	population	being	served:	activity	by	Trust

Note:	1.	Includes	13,888	minor	activity	at	Dover.	Please	note	that	this	does	not	included	month	to	date	(16/17)	data	which	has	demonstrated	dramatic	increase.	
Source:	Provider	returns	from	trusts

D&G EKHUFT MTW MFT K&M England

Major ED	attendances	in	2015/16 46,084 111,164 61,393 42,066 222,857 14,960,805	

Year	on	year growth	(FY13/14	– FY15/16)
(%	per	year) -4.1% +4.9% +0.9% +4.5% +3.6% +3.0%

Minor	ED
attendances 52,970 93,2061 75,781 57,395 1,118,207 7,355,96

Year	on	year growth	(FY13/14	– FY15/16)
(%	per	year) +5.8% -2.9% +9.4% +10.1% +3.0% +3.0%

1
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Who	is	the	population	being	served:	15/16	activity	by	age

Trust	15/16	ED	activity	by	age	segment:	ED	

Age EKHUFT D&G Medway MTW Total

0-15yrs 35,549 23,361 20,640 26,271 105,821

16-64yrs 114,429 54,401 60,010 76,659 305,499

65-79yrs 29,739 11,569 11,657 18,655 71,620

80+yrs 24,660 9,710 11,421 15,589 61,380

Source:	Provided	directly	from	DoS	from	each	Trust
Note	– EKHUFT	data	above	includes	Buckland	Hospital		

1
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Isochrones	depicting	access	times	by	car	for	emergency	departments

Source:	SECamb	(2017)

Darent	Valley	Hospital QEQM	Hospital

Tunbridge	Wells	Hospital

Kent	and	Canterbury	Hospital

Maidstone	Hospital Medway	Hospital

15,	30	&	45	minutes	travel	times	by	car

William	Harvey	Hospital	

1
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Map	showing	catchments	for	each	hospital	based	on	shortest	travel	time	from	each	
lower	super	output	area	(LSOA),	car,	off-peak

SOURCE:	ONS	LSOA	boundary,	centroid	and	2015	mid-year	population	data;	Google	Maps	distance	matrix;	NHSE	hospital	site	data;	Carnall Farrar	analysis

1

Darent Valley Maidstone Tunbridge Wells WHH KCH QEQM MMH

People	in	catchment	area,	
2015,	Thousands 414 237 215 254 247 187 368
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2.	What	are	the	issues	in	the	case	for	change	which	need	to	be	addressed?

1.	
1.	Who	is	the	population	being	served?

3.	What	is	the	service	delivery	model	today?

4.	What	is	the	proposed	service	delivery	model	for	the	future?

6.	What	engagement	has	been	undertaken?

Contents

5.	What	are	the	co-dependencies	and	building	blocks?

Appendix
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What	are	the	issues	in	the	case	for	change	which	need	to	be	addressed?:	Summary

The	following	slides	collate	an	evidence	base	to	support	the	issue	outlined	here

2

• Across	K&M,	ED	attendance	has	grown	by	3.6%	per	year	over	the	last	3	years	(the	national	average	is	2.6%).	
Alcohol	misuse	is	an	increasing	cause	of	ED	attendances.	

• The	local	ambulance	service	is	stretched	with	increasing	numbers	of	calls	especially	time	critical	calls;	there	
has	been	a	deterioration	in	response	times	over	the	last	three	years	

• Performance	on	the	4	hour	waiting	target	has	deteriorated	over	the	last	2	years;	in	2015/16	on	average	86%	of	
people	were	discharged	from	ED	within	4	hours,	compared	to	92%	nationally.	Some	providers	in	K&M	have	
amongst	the	worst	patient	satisfaction	scores	in	the	country.	

• Some	local	hospitals	find	it	difficult	to	provide	services	for	some	seriously	ill	people		- access	to	consultant	
cover	or	senior	support	is	limited	at	weekends	and	24/7	access	to	interventional	radiology	is	not	available	
across	K&M.	Recruitment	to	medical	posts	is	becoming	increasingly	difficult.

Who	is	the	population	
being	served?`

What	are	the	issues	in	the	
case	for	change	which	need	

to	be	addressed?	

What	is	the	service	delivery	
model	today?

What	is	the	proposed	service	
delivery	model	for	the	future?

What	are	the	co-dependencies	and	
building	blocks?

What	engagement	has	been	
undertaken?

1

2

3

5

4

6
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Attendances	to	major	ED	departments	have	risen	by	3.6%	per	year	over	the	last	3	
years	(the	national	average	is	2.6%)

Source:	NHS	England,	Quarterly	ED	activity	data,	Carnall	Farrar	analysis

2

- CAGR,	%

453

470

487

2013/14 2014/15 2015/16	

Attendances	to	major	A&E	departments	over	time	
000’s

21,779	
22,355

22,920

2013/14 2014/15 2015/16	

Emergency	admissions	via	major	A&E	departments
000’s

4.4%
K&M

3.7%
National

3,793	 3,968	 4,082	

2013/14 2014/15 2015/16	

112

121 122

2013/14 2014/15 2015/16	

3.6%
K&M

2.6%
National

Attendances	to	major	Emergency	Departments	over	time
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• A	report	by	the	Nuffield	Trust	found	that	
from	2008/9	to	2013/14	(ie	over	six	years),	
ED	attendance	rates	likely	to	be	due	to	
alcohol	poisoning	doubled,	from	72.7	per	
100,000	of	population	to	148.8	per	100,000	
– a	104.6%	increase

• Three	in	four	of	those	who	attended	ED	due	
to	likely	alcohol	poisoning	arrived	by	
ambulance.	One	in	three	were	subsequently	
admitted	to	hospital	overnight,	in	
comparison	to	one	in	five	of	those	attending	
ED	for	other	reasons.	This	places	potentially	
avoidable	strain	on	ambulance	trusts,	ED	
and	hospital	services.

Alcohol	misuse	is	an	increasing	cause	of	attendance	in	ED

SOURCE: Alcohol-specific	activity	in	hospitals	in	England,	Nuffield	Trust,	December	2015.	Claire	Currie,	Alisha	Davies,	Ian	Blunt,	Cono	Ariti	and	Martin	Bardsley.

2

Directly	age- and	sex-standardised	rates	of	ED	attendances	where	alcohol	
poisoning	has	been	recorded,	per	100,000	population,	2008/09	to	2013/14
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The	ambulance	service	is	stretched:	the	number	of	Red	1	and	Red	2	calls	are	rising,	
and	response	times	have	deteriorated	over	the	last	three	years

Note:	Red	1	calls	are	the	most	serious/time	critical;	Red	2	calls	are	serious	but	less	time	critical
Source:	NHS	England,	Ambulance	Quality	Indicators:	time	series	annual	data	FY2013	and	FY201	4	and	monthly	data	for	FY2015

2

Red	1	emergency	calls:	number	and	proportion	responded	to	within	8	minutes	%

Red	2	emergency	calls:	number	and	proportion	responded	to	within	8	minutes	%
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• All	four	trusts	have	consistently	breached	the	waiting	time	target	over	the	three	years	to	2016.	Performance	has	also	deteriorated	
over	time.

• On	average	the	proportion	of	patients	discharged	from	major	ED	departments	within	4	hours	has	fallen	from	94%	to	86%	over	the	
period.	The	national	average	in	2015/16	was	92%.

• In	2015/16,	average	performance	ranged	from	82%	by	EKHUFT	to	89%	by	D&G.

Proportion	of	patients	(type	11)	discharged	from	ED	within	4	hours
%

There	are	long	patient	waiting	times	– nearly	all	providers	have	been	breaching	the	4	
hour	ED	waiting	time	target	for	the	last	3	years

Notes:	 1 Type	1	reflects	major	ED	attendances
2 Kent	and	Medway	average	is	weighted	by	the	proportion	of	activity	in	each	Trust

Source:	NHS	England,	Quarterly	ED	activity	data	for	FY2013	to	FY2015,	Carnall	Farrar	analysis	

2
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Several	providers	in	K&M	have	some	of	the	worst	patient	satisfaction	scores	in	the	
country	for	ED

Source:	Friends	and	Family	Test,	August	2016	

England	Upper	
Quartile

England	
Average

England	Lower	
Quartile

2

Note:	The	England	average	for	ED	was	86%

79% 
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ED	patient	satisfaction	scores
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Some	local	hospitals	find	it	difficult	to	deliver	services	for	some	seriously	
ill	people

Notes:
• *At	K&C	there	is	no	ED	but	a	GP	is	available	24/7	and	the	on-call	GIM	consultant	team
• K&C	also	has	a	primary	care	led	UCC	supported	by	a	MIU	and	AMU.	
• There	are	also	no	in-patient	paediatrics at	K,	general	surgery	and	trauma	patients.	Protocols	are	in	place	with	SECAMB	if	these	patients	should	present	to	the	front	door,	i.e.	a	

referral	service	is	in	place	to	the	children's	ambulatory	centre	in	hours	and	OOH	protocols	are	in	place	for	transfer	to	EDs
Source:	Trust	data,	Carnall	Farrar,	clinical	standards	audit	(2016)

Ref Standard Type Comments

ED5 ED	must	have	separate	dedicated	children’s	facilities,	for	waiting	
and	treatment. Access

ED6 Interventional	radiology	services	for	highest	acuity	patients	are	
available	within	one	hour	of	referral. Access

MTW: Patients	requiring	Interventional	radiology	input	are	transferred	
to	London
EKHUFT:	Networked	from	K&C - only	partial	due	to	gaps	on	rota and	
even	though	vascular	picks	up	some	gaps	this	is	not	a	comprehensive	
rota	
D&G:	Available	at	Kings	and	PCI	at	Ashford

ED1
A	trained	and	experienced	doctor	(ST4	and	above	or	doctor	of	
equivalent	competencies)	in	emergency	medicine	to	be	present	in	
the	ED	24	hours	a	day,	seven	days	a	week.

Workforce

ED2
Consultant	presence	on	the	Emergency	Floor	of	an	accredited	
Consultant	in	Emergency	Medicine	[CCT	holder]	between	08:00	and	
24:00,	7	days	per	week.	

Workforce

D&G:	DVH,	Dartford	consultant	cover	till	10PM
MTW: Both	sites	have	consultant	presence	until	22.00
EKHUFT:	WHH	&	QEQM	have	consultant	presence	on	site	08.00-22.00	
with	9	hours	of		cover	at	weekends
Medway:	Medway	has	consultant	cover	to	22.00	5	days	per	week	and	
12.00-20.00	at	weekends.

ED3
From	24.00	to	08.00,	a	consultant	will	be	on-call	and	available	to	
attend	the	hospital	for	the	purposes	of	senior	clinical	decision	
making	and	patient	safety	within	30	minutes.

Workforce

ED4

There	must	be	on-site	senior	support	at	ST3+	level	24	hours	per	day	
within	the	core	specialties	in	Acute	Medicine,	Critical	care,	
Anaesthetics,	General	Surgery,	Orthopaedics,	paediatrics &	
Emergency	Medicine.

Workforce D&G: Orthopaedic	Registrar	available	out	of	hours	but	not	on	site
MTW - paediatrics and	Orthopaedics	are	based	at	Tunbridge	Wells

ED7 The	ED	to	have	a	named	paediatric	consultant	with	a	designated	
responsibility	for	paediatric	care	in	the	ED. Workforce

MTW: Maidstone	has	a	paediatric	day	ward	Mon-Fri	09.00-19.00.	
paed	consultant	available	via	switch	after	this	time.	Paediatric	ED	at	
TWH	staffed	by	Consultant	14.00-22.00	7	days	a	week.	At	Maidstone	
there	are	protocols	for	all	sick	children	to	be	admitted	to	the	
paediatric	day	ward	Mon-Fri	09.00-19.00.	After	these	hours	there	is	
support	via	the	paediatric	team	at	TWH	
EKHUFT:	A	paediatric	consultant	has	been	employed	by	ED	to	provide	
specialist	paediatric	advice	for	both	WHH	and	QEQM.	This	is	a	post	
that	covers	both	sites.	Clear	protocols	are	in	place	for	clinical	referrals	
to	the	on-call	paediatric	teams	and	are	available	24/7.	
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2.	What	are	the	issues	in	the	case	for	change	which	need	to	be	addressed?

1.	
1.	Who	is	the	population	being	served?

3.	What	is	the	service	delivery	model	today?

4.	What	is	the	proposed	service	delivery	model	for	the	future?

6.	What	engagement	has	been	undertaken?

Contents

5.	What	are	the	co-dependencies	and	building	blocks?

Appendix
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What	is	the	service	delivery	model	today?:	Summary

The	following	slides	collate	an	evidence	base	to	support	the	issue	outlined	here

3

Who	is	the	population	
being	served?`

What	are	the	issues	in	the	
case	for	change	which	need	

to	be	addressed?	

What	is	the	service	delivery	
model	today?

What	is	the	proposed	service	
delivery	model	for	the	future?

What	are	the	co-dependencies	and	
building	blocks?

What	engagement	has	been	
undertaken?

1

2

3

5

4

6

• Patient	stories	show	the	current	system	is	characterised	by	long	waits,	multiple	contacts	with	health	care	
professionals,	and	poor	patient	experience.
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Service	delivery	model	today:	Fracture	management	service,	ED	minors	

Source:	EKHUFT

Harry	is	19	years	of	age	and	is	a	student	studying	in	Ashford.		Harry	enjoys	sports	and	whilst	playing	football	he	sustained	a	fall,	
resulting	in	pain	in	his	left	arm.	Harry	attends	the	minor	injuries	unit	(MIU)	at	the	WHH.	

What	can	happen	now	to	some	patients:
• At	the	MIU	Harry	is	seen	by	a	junior	doctor	who	works	in	the	department.	He	is	given	an	initial	clinical	assessment						
• Harry	is	sent	for	an	X-ray	to	confirm	the	diagnosis.	
• The	MIU	junior	doctor	contacts	the	available	orthopaedics		junior	doctor	so	that	an	orthopaedic	clinical	assessment	can	be	

made.
• Harry	is	given	pain	relief,	his	arm	is	then	placed	in	a	sling	and	he	is	told	that	he	will	be	sent	an	appointment	to	attend	fracture	

clinic	at	the	WHH	within	the	next	7	days.	
• Harry	is	sent	an	appointment	to	attend	the	fracture	clinic	at	the	hospital	within	the	given	time	frame	and	is	seen	by	the	

Consultant	Orthopaedic	Surgeon,	who	confirms	that	no	further	treatment	is		required.
• Harry	is	then	discharged	from	the	fracture	clinic,	given	advice	and	goes	home.	
• Harry	is	happy	with	this	as	the	immediate	pain	in	his	arm	has	subsided	and	he	now	has	full	movement	of	his	left	arm.	

3
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Service	delivery	model	today:	Elderly	frail	person

Source:	Medway

Lucy	is	an	87	year	old	female	who	fits	into	the	‘frail,	elderly’	category.	

What	can	happen	now:	
• Lucy	is	an	87	year	old	woman	is	brought	in	by	ambulance	at	16.08.	She	has	become	very	confused	over	the	last	two	days	and	
newly	incontinent	of	urine.	She	had	social	service	care	twice	daily	prior	to	admission.
• Her	observations	showed	a	slightly	raised	temperature,	a	pulse	rate	of	105	and	respiratory	rate	of	25.	Her	blood	pressure	was
105/74.
• The	ED	is	very	busy	and	there	are	no	cubicle	spaces	when	she	arrives.	A	nurse	practitioner	comes	to	the	ambulance	to	triage	her	
after	12	minutes	and	identifies	a	possible	urinary	tract	infection.	After	40	minutes	she	is	admitted	to	a	cubicle	in	ED.	A	
foundation	doctor	comes	to	see	her	after	a	further	25	minutes	and	agrees	she	has	sepsis	and	puts	in	an	intravenous	canula,	
takes	blood	tests	and	prescribes	antibiotics.
• She	is	placed	on	the	admission	list	for	the	acute/general	ward.	The	nurses	are	too	busy	to	give	the	antibiotics	immediately	and	
she	is	taken	to	the	clinical	decision	unit	to	make	way	for	a	new	patient.	Her	antibiotics	are	finally	given	at	20.20	(3	hours beyond	
the	sepsis	protocol).
• She	has	become	increasingly	confused	and	difficult	to	manage.	There	are	no	beds	for	admission	identified	so	she	remains	in	ED	
until	02.45	when	she	is	transferred	to	a	surgical	ward	because	there	are	no	medical	beds.	

3
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2.	What	are	the	issues	in	the	case	for	change	which	need	to	be	addressed?

1.	
1.	Who	is	the	population	being	served?

3.	What	is	the	service	delivery	model	today?

4.	What	is	the	proposed	service	delivery	model	for	the	future?

6.	What	engagement	has	been	undertaken?

Contents

5.	What	are	the	co-dependencies	and	building	blocks?

Appendix
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What	is	the	proposed	service	delivery	model	for	the	future?:	Summary

The	following	slides	collate	an	evidence	base	to	support	the	issue	outlined	here

4

• The	aspiration	in	K&M	is	to	transform	care	and	all	parts	of	the	patient	pathway	are	being	reviewed.
• A	range	of	interventions	are	being	developed	to	avoid	Emergency	Department attendances.	These	include	

single	point	of	access,	care	management	and	discharge	planning.
• A	new	model	for	ED	will	incorporate	triage	to	the	most	appropriate	pathway.

Who	is	the	population	
being	served?`

What	are	the	issues	in	the	
case	for	change	which	need	

to	be	addressed?	

What	is	the	service	delivery	
model	today?

What	is	the	proposed	service	
delivery	model	for	the	future?

What	are	the	co-dependencies	and	
building	blocks?

What	engagement	has	been	
undertaken?
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Aspirations	for	care	in	Kent	and	Medway	(across	all	services)

Source:	K&M	Clinical	Board,	2017

It	is	the	aspiration	that	patients	in	Kent	and	Medway:

1

2

3

4

5

6

Are	supported	to	self-care	where	appropriate

Have	easy	access	to	advice	when	needed	in	person	and	using	technology;

Can	access	care	through	most	appropriate	pathway

Are	rapidly	triaged	to	the	most	appropriate	provider

Consistently	receive	care	which	is	in	line	with	best	practice

Optimise	experience	and	outcomes	7	days	a	week

4
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Care	navigators	and	case	managers	integrate	health	and	social	care	service	delivery,	and	
work	much	more	collaboratively	with	a	wide	range	of	community	care	colleagues	in	order	to	
coordinate	the	care	required	for	their	patients

Care	and	support	planning	
with	care	navigation	and	case	
management

Support	people	and	their	carers	to	improve	and	maintain	health	and	wellbeing	by	building	
knowledge	and	changing	behaviours	through	proactive	prevention	and	engagementSelf-care	and	management

Work	to	ensure	a	healthy	living	environment	to	preserve	long-term	health	&	wellbeing	e.g.	
falls	prevention,	housing	improvements	and	alterationsHealthy	living	environment

Patient	centered,	coordinated	multi-disciplinary	care	services,	wrapped	around	GP	practices	
and	community	services providing	care	to	patients	who	have	care	plans	assigned	dependent	
on	their	needs

Integrated	health	and	social	
care	into	or	coordinated	close	
to	the	home

Rapid	Response
The	ability	within	an	MDT	to	respond	rapidly	to	complex	patients	who	are	experiencing	a	
health	or	social	care	need	that	left	unattended	would	result	in	a	possible	hospital	admission

A	number	called	by	the	patient,	the	GP,	community	services	and	acute	staff	to	support	
people	with	their	care	by	gaining	more	efficient,	coordinated	access	to	servicesSingle	point	of	access

Discharge	planning	and	
reablement

A	pro-active,	anticipatory	service	designed	to	target	those	patients	who	are	medically	
optimised	for	discharge,	no	longer	requiring	an	inpatient	bed,	but	still	needing	some	level	of	
care	to	prevent	their	health	from	deteriorating

The	ability	for	primary	care	professionals	to	access	a	specialist	opinion	in	the	community	
setting	and	where	appropriate,	a	specialist	triage	for	diagnostics.	Access	to	diagnostic	
services	and	the	ability	to	ensure	diagnostic	results	are	full	and	timely	will	reduce	the	need	
for	multiple	outpatient	appointments

Access	to	expert	opinion	and	
timely	access	to	diagnostics

The	local	care	model	for	the	complex	elderly	designed	a	comprehensive care	pathway

Source:	K&M	STP	Local	Care	workstream,	Carnall	Farrar

Supporting	
people	to	be	
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independent
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services
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Category	A	calls	relate	to	immediately	life-threatening	incidents	
*Many	places	across	k&M are	introducing	a	first	step	based	on	BHR	‘Redirection’	where	the	eyeball	‘streaming’	takes	place	by	a	GP	or	Consultant	who	in	less	than	4	minutes	will	assess	the	
patient	and	redirect	out	to	community	services,	GP’s,	Pharmacy,	Minors/UCC,	or	hot	clinics’.	Those	that	remain	go	through	the comprehensive	triage.
**The	detail	of	these	aspects	of	the	model	is	being	developed	as	part	of	the	local	care	workstream
***Detailed	later	on
Source:	NHS	Choices,	Urgent	and	emergency	care	services	in	England;	NHS	England,	Ambulance	Quality	Indicators;	NHS	IMAS	- Rapid	Assessment	and	Treatment	Models	in	Emergency	
Departments	(June	2012);	Improving	Ambulance	Handover	– Practical	Approaches,	Interim	Management	and	Support	(2012);		Carnall	Farrar,	clinical	standards	audit	(2016)

• Ambulance	responds	to	75%	‘Category	A’	calls	within	8	minutes	and	95%	within	19	
minutes

• Patients	may	be	referred	to	ED	by	NHS	111,	999	South	East	Ambulance	Service,	MDTs,	
by	their	GP	or	by	other	services.

• Alternatively,	patients	present	at	ED	without	a	referral.

2.	Referral*

• 15	min	ambulance	handovers		- Emergency	departments	and	assessment	units	
should	review	their	handover	model	to	ensure	it	is	not	creating	a	bottleneck	,	
guidance	is	as	set	out	in	the	NHS	Interim	and	Management	Support	guidance	for	
improving	ambulance	handover	

• ED	must	have	separate	dedicated	children’s	facilities,	for	waiting	and	treatment

• If	patient	arrives	by	ambulance,	the	ambulance	crew	reports	to	staff,	otherwise	the	
patient	must	register	themselves	at	reception.

3.	Registration*

4.	Assessment

• Patients	undergo	a	comprehensive**	pre-assessment	by	a	nurse	or	doctor	before	
further	actions	are	taken.	This	is	called	triage	and	will	ensure	people	with	the	most	
serious	conditions	are	seen	first.	Sometimes	further	tests	need	to	be	arranged	before	
a	course	of	action	can	be	decided.

• No	patient	waits	>12	hours	on	a	trolley
• In	line	with	a	rapid	assessment	and	treatment	model	(RAT)	decision	to	admit	<2	hours
• Presence	of	a	senior	ED	doctor	(ST4+)	as	a	clinical	decision	maker	24/7***
• 7	day	access	to	diagnostic	imaging

Interventional	radiology	services	for	highest	acuity	patients	are	available	within	one	
hour	of	referral

5b.	Discharge*
• Discharge:	If	nurse	or	doctor	feels	situation	is	not	a	serious	accident	or	

emergency,	the	patient	may	be	sent	home	and	asked	to	refer	themselves	
to	a	GP,	referred	to	a	nearby	urgent	care	centre,	minor	injuries	unit	or	
referred	to	a	GP	on	site.	

• Support	for	self-management	and	carers support		

• Consultant	accredited	in	Emergency	Medicine	[CCT	holder]	on	the	
Emergency	Floor	Consultant	between	08:00	and	24:00,	7	days	per	week

• The	provision	of	written	advice	if	necessary	regarding	ongoing	self-
management	or	carer-supported	management	

5a.	Treatment	or	transfer

• Treatment	or	transfer:	If	situation	is	complicated,	the	patient	my	be	seen	
by	an	ED	doctor	or	referred	to	a	specialist	unit.

• 24/7	On	site	senior	support	within	the	core	specialties

• Presence	of	a	named	paediatric	consultant	with	a	designated	responsibility	
for	paediatric	care

• Availability	of	a	surgeon	at	ST3	level	or	above,	or	a	trust	doctor	with	
equivalent	ability	Interventional	radiology	services	for	highest	acuity	
patients	are	available	within	one	hour	of	referral

• 8	key	interventions	have	been	developed	as	part	of	the	Kent	and	Medway	Local	Care	
strategy	that	are	aimed	at	preventing	unnecessary	hospital	admissions	including	the	
integration	of	health	and	social	care.	These	are	outlined	previously	in	the	pack.

1.	Interventions

4
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Appropriate	triage	at	the	front	door	of	the	Emergency	Department will	be	a	key	
part	of	this	new	model*

Patient	presents	at	
Emergency	Department	

Senior	decision	maker	
available	24/7

Patients	are	referred	to	the	
correct	health	care	
practitioner	with	the	

appropriate	range	of	skills	
required	for	their	care

• On	arrival,	all	patients	who	have	not	been	
referred	by	GP	and	accepted	to	the	
appropriate	assessment	unit	will	be	sent	
direct	to	MIU	or	the	GP	led	Urgent	Care	
Centre	(UCC)	(with	the	exception	of	agreed	
conditions)1

• One	of	the	most	effective	ways	to	manage	
emergencies	is	to	have	senior	decision	
makers	at	the	‘front	door’	(Nuffield	Trust	
2017,	Shifting	the	balance	of	care).	The	
clinical	senate	agreed	this	would	mean	
having	an	ST4	doctor	in	place	24/7	for	
assessments.	Note:	this	may	not	be	of	
sufficient	seniority	for	some	speciality areas	
and	tasks.

• All	patients	that	self-present	and	require	
medical	attention	will	be	seen	by	an	
experienced	health	care	professional

• A	health	care	professional	is	available	to	
assesses	the	clinical	acuity	of	patients	24	
hours	a	day	on	a	7	day	basis

• Detailed	streaming	guidelines	will	be	used	
identify	conditions	that	will	go	straight	to	
resuscitation,	ED,	AMU,	SAU,	GP	or	other	
health	and	social	care	services

• Clinical	streaming	will	include	a	
combination	of	visual	assessment,	
discussion	with	the	patient	and	recording	of	
initial	vital	signs.	

• The	clinician	responsible	for	streaming	will	
always	be	an	experienced	health	care	
professional.		

• There	should	be	access	for	ED	clinical	staff	
to	the	summary	care	record.	

1 Exceptions	are	those	with	a	GP	referral	that	has	been	accepted	by	the	clinician	in	charge	and	those	being	transferred	for	agreed specialist	opinion.
*The	detail	of	these	aspects	of	the	model	is	being	developed	as	part	of	the	local	care	workstream	
Source:	EKHUFT

• Patients	are	seen	in	the	correct	stream	
within	the	UCC,	or	referred		to	another	
service	to	be	seen	by	the	most	appropriate	
health	care	professional	as	required.	

4

Note:	some	emergency	
pathways	will	require	different	
triage,	even	pre-hospital,	such	
as	acute	stroke,	acute	short	
term	elevation	MI,	and	major	
trauma,	particularly	if	that	
hospital	does	not	provide	those	
acute	services
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The	new	model	will	follow	the	rapid	assessment	and	treatment	(RAT)	model

Source:	NHS	IMAS	- Rapid	Assessment	and	Treatment	Models	in	Emergency	Departments	(June	2012)

1.	Standards
An	essential	component	of	all	models	is	‘internal	professional	standards’	that	define	the	times	
within	which	various	interventions	take	place.	Existing	examples	include:

• Arrival	to	RAT:	<15	minutes
• RAT	to	decision	to	admit:	<	2	hours
• Completion	of	imaging	requests:	<	1	hours

By	setting	and	measuring	such	standards,	bottlenecks	can	be	identified	and	performance	
requirements	clearly	understood	
2.	Workforce
• RAT	teams	typically	consist	of	a	senior	doctor	(a	consultant	or	a	senior	middle	grade);	a	junior	

doctor;	a	qualified	nurse;	an	Health	Care	Assistant	(HCA)	and	sometimes	a	dedicated	porter	
and	clerical	staff.	

• In	order	to	function	effectively,	RAT	models	depend	on	team-work	and	clear	communication.	
3.	Equipment	and	tools
• The	RAT	team	should	be	resourced	with	all	necessary	equipment	(e.g.	ECG	machines)	to	help	

inform	clinical	decision-making	and	risk-management.	
• Following	assessment	and	initiation	of	treatment,	patients	are	typically	transferred	to	the	

care	of	the	‘majors’	team	in	the	department.	Hand-over	using	a	Situation	Background	
Assessment	Recommendation	(SBAR)	or	similar	tools	is	important.	

4.	Infection	control
• It	is	essential	for	any	model	to	consider	infection	control	(e.g.	diarrhoea,	MRSA,	neutropenic	

sepsis)	as	these	patients	may	need	to	by-pass	RAT	but	still	need	immediate	assessment

• The	aim	of	rapid	
assessment	and	
treatment	is	to	
provide	early	senior	
assessment	of	
undifferentiated	
‘majors’	patients.	

• The	model	has	been	
implemented	by	a	
number	of	EDs,	with	
considerable	benefits	
to	patient	safety	and	
satisfaction.	

• The	model	also	
provides	a	means	by	
which	EDs	can	
achieve	‘time	to	
assessment’	and	
‘time	to	treatment’	
indicators.	

Designing	a	rapid	assessment	and	treatment	model
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1. Assemble	a	multidisciplinary	team	to	design	your	local	model	of	rapid	assessment	– including	non-clinical	support	staff	– and	
communicate	your	plans	and	intentions.

2. Use	a	“model	for	improvement”	e.g.	Plan,	Do,	Study,	Act	(PDSA)	to	test	out	your	ideas	and	plans	
3. Design	rotas to	avoid	clinician	exhaustion
4. Introduce	a	standard	clerking	proforma and	documentation	to	support	your	model
5. Measure	time	to	treatment	and	other	metrics	before	and	after	implementation	
6. Project-manage	the	implementation	of	your	local	model
7. Ensure	rapid	access	to	diagnostics
8. Allocate	dedicated	equipment	to	the	RAT	team
9. Design	a	system	that	can	flex	to	demand
10. Introduce	internal	professional	standards	for	response	time	to	support	speedy	referral
11. Consider	implementing	rapid	assessment	into	assessment	units	

The	following	steps	will	be	used	to	develop	a	rapid	assessment	and	treatment	(RAT)	
model

Source:	NHS	IMAS	- Rapid	Assessment	and	Treatment	Models	in	Emergency	Departments	(June	2012)

Typically,	RAT	has	three	potential	outcomes:	
1. An	intervention	completely	contained	within	the	emergency	department,	with	discharge	home/to	GP	or	follow	up	

(including	ambulatory	emergency	care).	
2. Referral	to	an	in-taking	speciality for	admission,	with	or	without	initial	investigations.	
3. Transfer	to	an	alternative	provider,	service	or	facility.	

implementation	can	be	difficult,	particularly	in	departments	that	have	resource	issues.	Senior	clinicians	who	lead	RAT	teams	
can	find	the	intensity	of	work	a	challenge.	Poor	flow	out	of	the	ED	can	also	present	a	challenge	– rapidly	assessing	a	patient	to	
require	admission	can	be	frustrating	if	no	bed	is	available.	
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• Mental	health	problems	are	the	presenting	feature	in		5%	of	all	
emergency	department	attendances

• The	Royal	College	of	Psychiatrists	London	recommends	that:

- Emergency	departments	and	acute	medical	and	surgical	units	would	
benefit	from	a	minimum	of	a	7-day,	12-hour-a-day	on-site	psychiatric	
service	(with	on	call	access	for	the	other	12	hours)

- Referrals	from	emergency	departments	or	acute	medical	and	surgical	
units	will	benefit	from	a	response	time	of	1h	where	mental	health	
assessment	is	needed	for	decisions	about	discharge	or	transfer	from	
the	unit

- Consultant	- liaison	teams	should	cover	Accident	and	Emergency	and	
Medical	Assessment	Units	to	influence	admissions	to	hospital	when	
some	older	people	with	mental	disorder	might	be	better	managed	by	
diversion	to	an	alternative	service

• The	UK	Mental	Health	triage	scale	should	be	used	to	guide	clinical	
decision-making	in	triage	psychiatric	screening	assessments

• The	London	Mental	Health	Crisis	Care	Programme	has	defined	an	
intoxication	pathway	as	there	is	a	need	to	clarify	the	different	levels	of	
intoxication	and	at	what	point	individuals	are	transferred	to	an	
Emergency	Department	vs	a	Health	Based	Place	of	Safety.	The	term	
‘incapable’	is	being	used	as	the	trigger	to	send	the	individual	to	ED,	
case	studies	are	being	developed	to	assist	with	this	decision	making

Consultant-liaison	teams	should	be	present	in	ED	to	allow	rapid	decisions	about	
discharge	or	transfer	for	those	patients	presenting	with	mental	health	problems	

SOURCE:	Royal	College	of	Psychiatrists	&	British	Association	for	Accident	and	Emergency	Medicine,	2004);https://ukmentalhealthtriagescale.org;	Who	cares	wins:	improving	the	
outcome	for	older	people	admitted	to	the	general	hospital,	Royal	College	of	Psychiatrists(	2005);	Mental	Health	Crisis	Care,	Programme	Update:	Clinical	Senate	Council	(May	
2016)

An	exert	from	the	UK	Mental	Health	triage	scale			
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Future	service	delivery	model:	Fracture	management	service,	ED	minors

Harry	is	19	years	of	age	and	is	a	student	studying	in	Ashford.		Harry	enjoys	sports	and	whilst	playing	football	he	sustained	a	fall,	
resulting	in	pain	in	his	left	arm.	Harry	attends	the	minor	injuries	unit	(MIU)	at	the	WHH.	

What	will	happen	in	future:
• When	Harry	arrives	at	the	MIU	reception	desk	with	a	suspected	bone	injury,	Harry		is	asked	to	go	to	the	fracture	clinic	and	is	
seen	by	the	duty	doctor	who	is	part	of	the	consultant	led	trauma	management	team	that	day.

• Harry	is	sent	for	an	X-ray	to	confirm	the	diagnosis	and	is	given	pain	relief,	his	arm	is	then	placed	in	a	sling.	
• Harry	is	then	told	that	his	X-ray	and	his	medical	records	will	be	reviewed	by	the	consultant	T&O	surgeon	(assessed	virtually)	
within	24	hours	and	will	be	contacted	via	phone	to	advise	him	on	his	treatment	plan.

• The	next	day	Harry	is	contacted	by	the	Nurse	who	is	supporting	the	virtual	clinic	and	informs	Harry	that	he	has	been	clinically	
assessed	virtually	by	the	consultant	orthopaedic	surgeon	and	that	he	does	not	need	to	attend	a	follow	up	(face	to	face)	fracture
clinic.	

• The	nurse	gives	Harry	advice	on	future	management	of	his	injury	and	a	contact	no	if	he	is	concerned.	
• Harry	is	discharged	and	no	further	treatment	is	given.																																																																							

4

 Page 147 of 452.



34

Future	service	delivery	model:	Elderly	frail	person

Source:	Medway

Lucy	is	an	87	year	old	female	who	fits	into	the	‘frail,	elderly’	category.	

What	will	happen	in	future:	
• The	patient	is	assessed	at	home	and	identified	as	requiring	medical	intervention	for	a	probable	infection.	A	call	to	the	Acute	
Medical	Unit	means	she	is	accepted	for	direct	admission	to	the	unit	from	an	ambulance	car.
• She	is	seen	within	20	minutes	of	arrival	and	all	tests	are	performed.	She	starts	her	IV	antibiotics	within	one	hour	and	is	admitted	
to	the	short	stay	admissions	ward	with	a	plan	for	discharge	the	following	afternoon	(24	hours).	Her	confusion	resolves	overnight
as	the	antibiotics	work	(urinary	tract	infection).
• The	following	morning	the	frailty	team	assess	her	needs	and	call	social	services	to	restart	her	social	care	package.	Transport	is	
booked	and	her	next	of	kin	informed	of	the	plan.	Transport	arrives	and	take	the	patient	home	at	17.30.	

4
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Evidence	base	(1/2)

Case study Source/Publication Date Key	Points

1 Urgent and	Emergency	Care	
review	end	of	phase	1

Transforming urgent	and	emergency	
care	services	in	England

November 2013

• Better self	care
• Right	advice	for	Urgent	Care
• Highly	responsive	urgent	care	

outside	of	hospital
• Specialised	emergency	

departments	with	the	right	
facilities	and	expertise

• Connecting all	urgent	and	
emergency	services

2
Safer,	faster,	better;	good	
practice	in	delivering	urgent	
and	emergency	care

Transforming urgent	and	emergency	
care	services	in	England

August	2015

• Demand	management
• Increasing	community	services
• Ambulatory	care
• Acute	medical	assessment	

streaming
• Frailty	assessment
• Integration	with	community	and	

social	services

3 The	way	ahead Emergency	Medicine	Operational	
handbook

December	2011 • Workforce	recommendations
• Describes	best	clinical	practice

4
Integrated	care	– taking	
specialist	medical	care	
beyond	the	hospital	walls	

A	report	to	the	Royal	College	of	
Physicians	Future	Hospital	Programme	

Feb	2016
• Improve	patient	care	and	

experience	through	improved	
coordination

4

 Page 149 of 452.



36

Evidence	base	(2/2)

Case study Source/Publication Date Key	Points

5 Liaison psychiatry	for	every	
acute	hospital

Royal College	of	Psychiatrists	 December	2013

• Mental	health	problems	occur in	
5%	of	all	emergency	department	
attendances	

• Dementia	in	older	adults	and	
mental	health	problems	
associated	with	long-term	
physical	conditions	and	medically	
unexplained	symptoms	in	
working-age	adults	account	for	
disproportionate	costs	related	to	
mental	health	needs	in	acute	
hospitals

6
Improving	the	outcome	for	
older	people	admitted	to	the	
general	hospital

Royal College	of	Psychiatrists	 2005

• Service	models	for	patients	with
dementia

4
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2.	What	are	the	issues	in	the	case	for	change	which	need	to	be	addressed?

1.	
1.	Who	is	the	population	being	served?

3.	What	is	the	service	delivery	model	today?

4.	What	is	the	proposed	service	delivery	model	for	the	future?

6.	What	engagement	has	been	undertaken?

Contents

5.	What	are	the	co-dependencies	and	building	blocks?

Appendix
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What	are	the	co-dependencies	and	building	blocks?:	Summary

The	following	slides	collate	an	evidence	base	to	support	the	issue	outlined	here

5

• The	models	in	the	Keogh	report	have	been	used	as	a	basis	for	developing	building	blocks	of	services.
• The	South	East	Clinical	Senate	has	undertaken	work	to	understand	the	co-dependencies	between	services	and	

these	have	been	used	to	further	describe	the	Keogh	models.
• The	models	are	Major	Emergency	Centre	with	specialist	services,	Emergency	Centre,	Emergency	Medical	Centre	

and	Urgent	Care	Centre.

Who	is	the	population	
being	served?`

What	are	the	issues	in	the	
case	for	change	which	need	

to	be	addressed?	

What	is	the	service	delivery	
model	today?

What	is	the	proposed	service	
delivery	model	for	the	future?

What	are	the	co-dependencies	and	
building	blocks?

What	engagement	has	been	
undertaken?

1

2

3

5

4

6
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– The	South	East	clinical	senate	has	developed	a	list	of	co-dependencies	between	different	services	for	urgent	care

– The	Keogh	models	have	been	used	extensively	locally	to	review	and	agree	potential	interdependencies

– Carnall	Farrar	have	worked	across	a	number	of	different	health	economies	to	define	interdependencies	and	delivery	
models

– These	three	pieces	of	work	have	been	used	to	develop	proposed	building	blocks	of	services:

1. Major	emergency	centre	(with	specialist	services)

2. Emergency	centre

3. Medical	emergency	centre

– These	building	blocks	can	be	co-located	or	can	be	located	on	separate	sites.	The	hurdle	and	evaluation	criteria	are	used	to	
determine	how	many	of	each	are	required	and	where	they	might	be	located.

Summary	of	building	blocks	of	services

5
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The	Keogh	work	in	2014	proposed	a	network	of	urgent	care

Source:	Sir	Bruce	Keogh,	Transforming	Urgent	and	Emergency	care	services	in	England,	End	of	Phase	1	Report,	2014

5

• Major	Emergency	Centres	(MECs)	have	a	concentration	of	
specialist	expertise	and	services	which	are	likely	to	fall	within	
the	remit	of	specialist	commissioning.	They	provide	support	
and	coordination	to	a	whole	network	for	patients	with	
specialist	emergency	care	needs,	and	work	in	partnership	
with	the	other	system	components	to	ensure	that	patients	
are	able	to	access	specialist	care	in	a	timely	way.

• An	MEC	includes	specialist	facilities	that	receive	patients	
from	Emergency	Centres,	or	directly	from	an	ambulance	
which	has	bypassed	an	Emergency	Centre.	Such	facilities	
should	include	two	or	more	specialist	services	such	as	major	
trauma,	heart	attack,	critical	care	or	stroke

• Emergency	Departments	that	are	integral	to	MECs	will	
provide	consultant	presence	over	extended	hours,	immediate	
access	to	enhanced	diagnostics,	such	as	CT	and	MRI	scanning	
and	interventional	radiology,	and	a	wider	range	of	facilities,	
as	a	result	of	the	increased	capabilities	of	the	hospital	in	
which	they	are	located.	

Emergency

Urgent

111

999

Advice	
by	

phone

GP	and	
Primary	
Care

Urgent	
Care	
Centre

Para-
medic	at	
Home

Community	
Pharmacy

Emergency	Centre

Major	Emergency	
Centre

5

Mental	health
SPA

 Page 154 of 452.



41

From	the	Keogh	work,	six	different	types	of	centres	are	proposed

Source:	Sir	Bruce	Keogh,	Transforming	Urgent	and	Emergency	care	services	in	England,	End	of	Phase	1	Report,	2014

Major	
Emergency	
Centre	with	
specialist	
services

Emergency	
Centre

Medical	
Emergency	
Centre	

Urgent	care	
centre

Integrated	
care	hub	with	
emergency	
care

Major	trauma	
centre

What	 Services	offered	

▪ Larger	units,	capable	of	assessing	and	initiating	
treatment	for	all	patients	and	providing	a	range	of	
specialist		hyper-acute	services

▪ Serving	population	of	~	1-1.5m

▪ Hyperacute	cardiac,	stroke	,	vascular	services
▪ Trauma	unit
▪ Level	3	ICU
▪ Moving	towards	24x7	consultant	delivered	ED,	emergency	

surgery,	acute	medicine,	inpatient	paeds
▪ Full	obstetrics	and	level	3	NICU

▪ Larger	units,	capable	of	assessing	and	initiating	
treatment	for	the	overwhelming	majority	of	
patients	but	without	all	hyper-acute	services

▪ Serving	population	of	~	500-700K

▪ Moving	towards	24x7	consultant	delivered	ED,	
emergency	surgery,	acute	medicine

▪ Level	3	ICU
▪ Inpatient	Paeds	and	obstetrics	with	level	2/3	NICU

▪ Assessing	and	initiating	treatment	for	majority	of	
patients

▪ Acute	medical	inpatient	care	with	intensive	
care/HDU	back	up

▪ Serving	population	of	~	250-300K

▪ Consultant	led	ED
▪ Acute	medicine	and	critical	care/HDU
▪ Access	to	surgical	opinion	via	network
▪ Possibly	paeds		assessment	unit	and	possibly	midwife-led	

obstetrics

▪ Immediate	urgent	care
▪ Integrated		outpatient,	primary,	community	and	

social	care	hub
▪ Serving	population	of	~	50-100K

▪ As	above	but	no	beds

▪ Assessing	and	initiating	treatment	for	large	
proportion	of	patients

▪ Integrated	outpatient,	primary,	community	and	
social	care	hub

▪ Serving	population	of	~	100-250K

▪ GP-led	urgent	care	incorporating	out	of	hours	GP	services
▪ Step	up/step	down	beds	possibly	with		48	hour	

assessment	unit
▪ Outpatients	and	diagnostics
▪ Possibly	midwife-led	obstetrics

▪ Specialised	centres	co-locating	tertiary/complex	
services	on	a	24x7	basis

▪ Serving	population	of	at	least	2	-3million

▪ Neurosurgery,	Cardiothoracic	surgery
▪ Full	range	of	emergency	surgery	and	acute	medicine
▪ Full	range	of	support	services,	ITU	etc

5
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1.	Major	emergency	centre	(with	specialist	services)

Acute	cardiology

Urology*

Urgent	GI	endoscopy

Anaesthetics

Vascular	surgery	(spoke)

Interventional	cardiology	
(PC/i)

Vascular	surgery	(hub)
• HASU
• Interventional	radiology

Hyper	acute	stroke	unit

Acute	stroke	unit
• Inpatient	rehabilitation

Respiratory	medicine

Medical	gastroenterology

Critical	care	(L1,	L2	&	3)

Trauma

Acute	gynaecology

General	surgery

Liaison	psychiatry

Acute	paediatrics*

Trauma	unit
• Acute	paeds

Acute	and	general	
medicine	(inc.	AMU)

ENT*

Consultant-led	obstetrics

Emergency	Department	
(unselected)

Elderly	medicine

Orthopaedics* Diagnostics	inc.	MRI

Urgent	haematology

Clinical	microbiology

Interventional	radiology

Support	services	(see	key)

Rheumatology

Dermatology

Nephrology	(not	including	
dialysis)

Maxillo-facial	surgery

Neurology

Palliative	care

Acute	oncology

Plastic	surgery

Burns

Key

Additional	
services	that	
should	in-reach	if	
not	based	on-
site

Co-location	on	
same	site

Specialist	
services

Support	services
▪ Co-located
– Social	care
– Physiotherapy
– Occupational	Therapy
– Lab	based	diagnostics
– Emergency	imaging	and	

reporting
▪ Ideally	co-located
– Speech	and	language	

therapy
– Dietetics

Diabetes	&	endocrinology

Source:	[The	Clinical	Co-Dependencies	of	Acute	Hospital	Services:	A	Clinical	Senate	Review	December	2014],	Carnall	Farrar	analysis
• In-reach	may	be	sufficient	depending	on	ED	pathways	(required	for	a	trauma	unit)
*Non-specialised	paediatrics	and	paediatric	surgery

Ophthalmology

5
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2.	Emergency	centre

Acute	cardiology

Urology*

Urgent	GI	endoscopy

Anaesthetics

Vascular	surgery	(spoke)

Interventional	cardiology	
(PC/i)

Vascular	surgery	(hub)
• HASU
• Interventional	radiology

Hyper	acute	stroke	unit

Acute	stroke	unit
• Inpatient	rehabilitation

Respiratory	medicine

Medical	gastroenterology

Critical	care	(L1,	L2	&	3)

Trauma

Acute	gynaecology

General	surgery

Liaison	psychiatry

Acute	paediatrics*

Trauma	unit
• Acute	paeds

Acute	and	general	
medicine	(inc.	AMU)

ENT*

Consultant-led	obstetrics

Emergency	Department	
(unselected)

Elderly	medicine

Orthopaedics* Diagnostics	inc.	MRI

Urgent	haematology

Clinical	microbiology

Interventional	radiology

Support	services	(see	key)

Rheumatology

Dermatology

Nephrology	(not	including	
dialysis)

Maxillo-facial	surgery

Neurology

Palliative	care

Acute	oncology

Plastic	surgery

Burns

Key

Additional	
services	that	
should	in-reach	if	
not	based	on-
site

Co-location	on	
same	site

Networked

Support	services
▪ Co-located
– Social	care
– Physiotherapy
– Occupational	Therapy
– Lab	based	diagnostics
– Emergency	imaging	and	

reporting
▪ Ideally	co-located
– Speech	and	language	

therapy
– Dietetics

Diabetes	&	endocrinology

Source:	[The	Clinical	Co-Dependencies	of	Acute	Hospital	Services:	A	Clinical	Senate	Review	December	2014],	Carnall	Farrar	analysis
• In-reach	may	be	sufficient	depending	on	ED	pathways	(required	for	a	trauma	unit)
*Non-specialised	paediatrics	and	paediatric	surgery

Ophthalmology

5
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3.	Medical	emergency	centre

Source:	[The	Clinical	Co-Dependencies	of	Acute	Hospital	Services:	A	Clinical	Senate	Review	December	2014],	Carnall	Farrar	analysis

Anaesthetics

Urgent	GI	endoscopy

Liaison	psychiatry

Respiratory	medicine

Medical	gastroenterology

Clinical	microbiology

General	(adult)	surgery

Acute	and	general	
medicine	(inc.	AMU) Diagnostics	inc.	MRI

Elderly	medicine

Critical	Care	(L2	&L3) Urgent	haematology

Acute	cardiology

RheumatologyDermatology

Nephrology	(not	including	
dialysis)

Neurology

Palliative	care

Acute	oncology

Urology

Diabetes	&	endocrinology

Support	services	(see	key)	

Consultant-led	obstetrics
• Neonatology

Urgent	care	centre

Fracture	clinic

Key

Additional	
services	that	
should	in-reach	if	
not	based	on-
site

Co-location	on	
same	site

Could	be	co-
located	on	site

Support	services

▪ Ideally	co-located
– Social	care
– Physiotherapy
– Occupational	Therapy
– Lab	based	diagnostics
– Emergency	imaging	and	

reporting
– Speech	and	language	

therapy
– Dietetics

Paediatric	assessment	unit

Rehabilitation
Dialysis

Ophthalmology

Maxillo-facial	surgery

Vascular	surgery	(spoke)

Interventional	radiology

Emergency	department	
(selective)

5
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There	are	critical	interdependencies	for	these	building	blocks

Source:	South	East	Coast	Clinical	Senate	(2014)	The	Clinical	Co-Dependencies	of	Acute	Hospital	Services	– A	Clinical	Senate	Review	

• It	is	proposed	that	the	co-
dependencies	work	carried	out	by	
the	South	East	Coast	Clinical	Senate	
will	be	used	to	assess	any	impact	of	
future	acute	services	change

• The	work	undertaken	by	the	SECCS	
provides	generic	advice	about	what	
services	needed	to	be	provided	in	
the	same	hospital	(either	based	
there,	or	inreaching),	and	what	
could	be	provided	on	a	networked	
basis

• The	dependencies	of	eleven	major	
acute	hospital	services	were	
reviewed	and	the	dependencies	on	
a	wide	range	of	acute	hospital	
based	services	assessed This	resulted	in	a	grid	for	identifying	core	groupings	of	services	and	the	

requirements	for	co-dependent	service	provision,	as	described	in	the	rating	
scale

The	work	carried	out	by	the	south	east	coast	clinical	senate	will	govern	co-dependencies	when	considering	options	
for	future	acute	service	change

5
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These	interdependencies	are	outlined	below

5
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2.	What	are	the	issues	in	the	case	for	change	which	need	to	be	addressed?

1.	
1.	Who	is	the	population	being	served?

3.	What	is	the	service	delivery	model	today?

4.	What	is	the	proposed	service	delivery	model	for	the	future?

6.	What	engagement	has	been	undertaken?

Contents

5.	What	are	the	co-dependencies	and	building	blocks?

Appendix
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What	engagement	has	been	undertaken?:	Summary

• Over	the	last	2	years	EKHUFT	has	engaged	with	key	stakeholders	internally	and	externally	through	a	series	of	
EKHUFT	and	East	Kent	Strategy	Board	events.

• West	Kent	have	not	carried	out	engagement	to	date

The	following	slides	collate	an	evidence	base	to	support	the	issue	outlined	here

6

Who	is	the	population	
being	served?`

What	are	the	issues	in	the	
case	for	change	which	need	

to	be	addressed?	

What	is	the	service	delivery	
model	today?

What	is	the	proposed	service	
delivery	model	for	the	future?

What	are	the	co-dependencies	and	
building	blocks?

What	engagement	has	been	
undertaken?

1

2

3

5

4

6
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Engagement	to	date

Over	the	last	2	years	EKHUFT	has	engaged	with	key	stakeholders	internally	and	externally.

• Engagement	commenced	in	2014	with	attendance	at	individual	CCG	groups	so	ideas	could	be	exchanged	
between	EKHFT	clinicians	and	GPs	around	emerging	issues	and	solutions

• Representatives	of	the	executive	team	with	relevant	clinicians	have	met	regularly	with	each	CCG	team	to	
share	any	emerging	thinking	and	gain	feedback

• The	EKHUFT	case	for	change	has	been	shared	with	GP	members	of	CCGs	and	their	responses	incorporated

Key	engagement	events	have	been	tabled	on	the	next	slides.

6
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Date Type	of	engagement Stakeholder	group	engaged Description

January 2015	
– current	
date

• Strategic	meetings Divisional	and	Medical Directors	and	
heads	of	Nursing

• To	keep	them	informed	and	gain	
feedback	on	every	component	of	
the	strategy	programme	and	
latterly	the	STP

January	2015	
– current	
date

• Open	staff	forums All	staff • To	keep	them	informed	and	gain	
feedback	on	every	component	of	
the	strategy	programme	and	
latterly	the	STP

January	2015
– current	
date

• Staff	forums	for	administration	staff All	administration	staff • To	keep	them	informed	and	gain	
feedback	on	every	component	of	
the	strategy	programme	and	
latterly	the	STP

Spring	2015 • Focus	Groups	facilitated	by	Health	Watch	– 7	
events		in	Thanet,	Herne	Bay,	Canterbury,	
Ashford,	New	Romney	and	Folkestone	and	
Tenterden.		

• Information	shared	in	school	book	bags	and	at	
universities	and	train	stations.	Feedback	forms	
given	out	and	returned

Public.	Over	1000	people	
contributed their	thoughts	some	
representing	organisations

• To	share	the	case	for	change

July 2015;	
Sept	2015;	
Dec	2015;	
July	2016;
Nov 2016

• Clinical	Forums	for	between	100	and	209	
consultants	and	GPS	at	each	event

Trust Consultants
GPs
CCG	representatives

• To	bring	together	the attendees	to	
discuss	the	way	forward	in	
achieving	an	acute	health	system	
that	is	clinically	and	financially	
sustainable

January	2016 • Individual	meetings	with	clinical	leads
• Sessions	at	the	Quality	and	Innovation	Hubs	on	al	

5	EKHUFT	sites

Consultants
All	staff

• To	get	feedback	from	staff	about	
the	evaluation	criteria	for	option	
development

General	engagement	events	to	date	(1/3)

6
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General	engagement	events	to	date	(2/3)
Date Type	of	engagement Stakeholder	group	engaged Description

Jan	– Dec	
2016

• Clinical	engagement	working	groups Consultants	,	GPs, nurses		&	
AHP

• Clinical	engagement	in	
developing	improvements	in	
clinical	pathways	and	promoting	
integration

4th February
2016

• EKSB	engagement event
• East	Kent	Clinical	Forum
• Monthly	meetings

All	health and	social	care	
organisations	medical	directors	
and	clinical	chairs	

• Clinical	input	and	approval	of	
work	done	so	far;	discuss		and	
develop	the	service	area	across	
east	Kent

March	2016 • 3	day	strategic	event	to	identified	innovative	ways	of	
working	nationally	and	internationally,	gain	feedback	
and	commitment	to	develop	new	pathways	and	ways	of	
working

Divisional Clinical	and	
management	teams

• Identify	new	ways	of	working

7th April	2016 • EKSB	engagement event
• East	Kent	Patient	&	Public	Engagement	Group	(PPEG)
• Monthly	meetings

Public	and	representatives of	
individual	groups

• Share	Care	for	Change	and	gain	
feedback

April	– June	
2016

• EK	STP	Task	and	Finish	groups	to	identify	current	
practice	and	issues	and	identify	solutions	for	future	
clinical	pathway	planning	across	the	health	economy

EKHUFT Consultants	and	
clinicians,	GPs	and	CCG	leads

• Design	patient	pathways	for	
emergency	care,	planned	care,	
Long	term	conditions	(including	
frailty),	paediatrics	and	
maternity

April	to	June	
2016

• EKSB	engagement	event
• 6	Task	&	Finish	Groups:
1. LTC	&	Frailty:	4	sessions
2. Planned	and	Specialist	Care:	3	sessions
3. Maternity:	3	sessions
4. paediatrics:	4	sessions
5. Emergency	&	Urgent	Care:	4	sessions
6. Mental	Health:	2	sessions	

Acute Care	Consultants,	Primary	
Care,	Social	Care	and	
Community	Health	
representatives

• Work	stream	sessions	to	build	a	
shared	vision	for	service	areas		
in	east	Kent	as	well	as	share	
good	practice	from	other	areas

6
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East	Kent	Strategy	Board	engagement	to	date	(3/3)

Date Type	of	engagement Stakeholder	group	engaged Description

July	2016 • EKSB	engagement event
• 4	Final	Workshops	for		all	Task	&	Finish	groups:

1. LTC	&	Frailty
2. Planned	and	Specialist	Care
3. Maternity	&	paediatrics
4. Mental	Health

Acute Care	Consultants,	Primary	Care,	
Social	Care	and	Community	Health	
representatives

• Share	information	about	
work	done	so	far;	discuss	
and	refine	the	case	for	
change	and	start	to	
describe	ambition	for	the	
service	area	across	east	
Kent

27th July	2016 • EKSB	engagement event
• Presentation		session

To	all	council	leaders	and	Chief	Executives • To	discuss	the	progress	so	
far	and	future	plans	across	
east	Kent

10th
September
2015	– current	
date

• EKSB	engagement event
• Monthly	meetings

All	organisation	CEO’s,	medical	directors,	
accountable	officers	and	clinical	chairs	
(including	KCC	and	NHSE)

• Develop	strategy		for	the	
services	area	across	east	
Kent

5th Sept	2016 • EKSB	engagement event
• Evaluation	Criteria	half	day	workshop

All	organisation	CEO’s,	medical	directors,	
accountable	officers	and	clinical	chairs	
(including	KCC	and	NHSE)

• To	discuss	the	proposed	
evaluation	criteria	and	
evaluation	process

15th Sept	2016 • EKSB	engagement event
• Discussion	with	MP
• London	based	meeting

Autumn	2016 • EKSB	engagement event
• 6	Focus	groups	facilitated	by	EKSB	and	supported	

by	‘Curved	Thinking’

Members	of	the	Public	and	public	groups • To	share	the	case	for	
change

6
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2.	What	are	the	issues	in	the	case	for	change	which	need	to	be	addressed?

1.	
1.	Who	is	the	population	being	served?

3.	What	is	the	service	delivery	model	today?

4.	What	is	the	proposed	service	delivery	model	for	the	future?

6.	What	engagement	has	been	undertaken?

Contents

5.	What	are	the	co-dependencies	and	building	blocks?

Appendix
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Episodic	specialised	
inpatient	care
Emergency	admission	
requiring	hospital	
treatment

MDT	care	functions

Specialist	geriatric	
care

GP	+/-special	
interest

Pharmacist

Community	nurse

Peer	supporter

Care	navigator/	
case	manager

The	K&M	older	persons	complex	care	model	will	provide	personalised,	coordinated	care	
and	a	single	point	of	access	(1/2)

Source:	K&M	STP	Local	Care

Supporting	services

Self-care	and	self	
management

Ensuring	healthy	living	
environment

Care	and	support	
planning

Case	Management	&	
Care	Navigation

Supporting	people	to	be	healthy	and	independent

Dorothy

MDT	Extensivist	
function

Dorothy	is	79,	frail,	has	
type	2	diabetes,	COPD,	
cognitive	impairment	and	
depression

Rapid	response

End	of	life Care	planning

Integrated	health	and	social	
care	package	delivery

Housing	support

Health	coaching

Health	and	social
care	worker

Reablement Discharge	support

Single	point	of	
access	call	
handling	
function

Diagnostics Specialist	opinion Falls	service Housing	services Third	sector
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Social	
prescribing

Identification	
of	high	risk	
patients

A

Patient	
enrollment
In	CC	program

B

Setting	of	health	
goals	and	care	plan

C

Regular	review	and	
update	of	care	plan	
with	patient/family

I

Clinical	peer	review	of	
admissions	and	performance	

J

Multi-disciplinary	care	team	
working

Social
worker

Allied	
health	

professional

Mental	
Health

Pharmacist

Care
coordinator

Specialist1

GP2

Navigation	to	
access	support	
resources

D

Discharge	
planning	and	
coordination

G

Access	to	
specialist	
opinion

H

Integrated	
health	and	
social	care	
team	in	home

E

The	K&M	older	persons	complex	care	model	will	provide	personalised,	coordinated	
care	and	a	single	point	of	access	(2/2)

1	Specialists	in	both	inpatient	or	outpatient	settings		2	Includes	primary	care	physicians,	advanced	practice	nurses,	physicians assistants
Source:	Carnall	Farrar

Single	point	
of	access

K

Carer

Rapid	
Response	function

L

Patient

Dorothy

Call	
handler

Clinical	
triage

Peer	
worker

Clinician

DorothyDorothy

F

Dorothy

 Page 170 of 452.



Acute	medical	care
Service	delivery	model

28	February	2017
Updated	13	June	2017

 Page 171 of 452.



1

• A	number	of	services	have	been	prioritised	as	for	early	consideration	by	the	K&M	hospital	care	
working	group.	This	pack	forms	one	of	a	series	service	delivery	model	templates	for	the	priority	
services.

• The	aim	of	this	pack	is	to	consider	the	key	issues	the	service	is	facing	within	the	hospital	context,	its	
current	in-hospital	model	of	care	and	aspirational	future	model	among	other	relevant	context.

• The	pack	follows	the	structure	of:

– A	summary	slide	outlining	key	information	from	each	section;	then

– Each	section,	with	a	summary	slide	up	front	followed	by	evidence	slides

• The	pack	has	been	created	with	expert	input	from	across	Kent	&	Medway,	and	has	been	developed	by	
the	K&M	Hospital	care	workstream	before	being	signed	off	by	the	Clinical	Board.

• The	Acute	medical	care	template	focuses	on	the	model	for	acute	medicine	in	the	acute	hospital	with	
future	medical	models	using	the	assumptions	made	by	local	care	about	preventing	acute	hospital	
admission	and	facilitating	appropriate	timely	discharge.

Introduction	and	purpose	of	service	delivery	model	template Page 172 of 452.
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This	document	has	been	updated	to	incorporate	feedback	from	the	SE	Clinical	Senate
Comment

Comment	
classification Next	steps

• This	was	presented	as	a	service	delivery	model	for	‘acute	medical	care’.	The	scope	was	not	defined.	What	is	
included	needs	to	be	described

Can	be	
incorporated	
into	model	

easily

• CF	to	draft	and	incorporate	pathway• It	was	not	clear	how	acute	care	model	fits	in	with	the	local	care	for	the	complex	elderly	and	the	ED	model

• Comment	incorporated,	no	next	steps

Requires	
further	work	
pre-PCBC

Requires	
further	work	
post-PCBC

• The		ECIST	from	NHS	Improvement	have	produced	guidance	that	‘highlights	a	cluster	of	good	practice	
tactics’	– this	should	be	reviewed	and	added

• To	develop	further	as	part	of	
model	implementation

• ‘HOT’	clinics	are	well	described	for	COPD,	but	such	clinics	should	be	available	for	a	wider	range	of	specialties • Comment	incorporated,	no	next	steps

• The	involvement	of	and	impact	on	the	clinical	services	supporting	acute	medicine	was	not	described. • Task	and	finish	group	to	discuss	*

• If	one	of	the	intentions	of	the	new	model	is	to	reduce	admissions	and	reduce	LoS,	it	would	be	useful	to	
describe	this	ambition	with	the	impact	on	bed	numbers

• Comment	incorporated,	no	next	steps

• The	model	could	extend	to	medical	inpatient	standards	and	processes,	such	as	the	SAFER	Patient	Flow	
Bundle

• To	develop	further	as	part	of	
model	implementation

• There	should	be	more	mention	of	pathways	to	enable	more	ambulatory	(non-admitted)	care • Task	and	finish	group	to	discuss	*
• Is	there	a	SPoA for	acute	medicine?	Who	takes	the	calls/referrals? • Task	and	finish	group	to	discuss	*

• Reference	should	be	made	to	the	ECIST	guidance	on	whole	system	priorities	for	the	discharge	of	frail	older	
people	from	hospital	care

• To	develop	further	as	part	of	
model	implementation

• The	actual	proposed	local	model	of	care	for	patients	with	dementia	wasn’t	described	further • Comment	incorporated,	no	next	steps

• The	model	needs	to	the	24/7	liaison	psychiatry	service • Comment	incorporated,	no	next	steps

• Seamless	care	between	the	community	and	hospital	for	patients	should	be	a	stated	aim • Comment	incorporated,	no	next	steps

• The	need	for	and	plans	for	electronic	information	sharing	systems	between	the	community	and	hospitals	
should	be	described

• IT	group	to	develop	response

• There	should	be	reference	to	ways	in	which	patient	self-management	would	be	supported • Comment	incorporated,	no	next	steps

• Shortages	in	other	key	professions	related	to	acute	medical	care	(nurses	and	several	of	the	allied	health	
professions)	should	be	acknowledged,	and	realistic	models	take	this	into	account

• Workforce	stream	developing	response

• Review	the	risk	that	the	increase	in	requirements	for	therapists	in	the	community	will	deprive	acute	
hospitals	of	these	staff

• Workforce	stream	developing	response

• New	models	could	specify	roles	of	senior	health	care	professionals	that	could	fulfil	medical	duties • Workforce	stream	developing	response

*It	is	proposed	that	a	‘task	and	finish	group’	comprised	of	3-4	senior	clinicians	from	across	the	trusts	is	convened	to	develop	the	models	further	with	
respect	to	these	comments.	It	is	proposed	that	they	meet	1-2	times	between	June-July	2017
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The	STP	outlined	the	aspiration	for	Hospital	Care	model	which	prevents	ill	health,	
intervenes	earlier	and	delivers	excellent,	integrated	care	closer	to	home

Source:	K&M	STP

Kent	and	Medway	Future	Care	Model

Prevention	
and	self	care

Community pharmacists

Acute mental 
health care

Consistent high-
quality acute care

Rapid	
response

Integrated health 
and social care 
into the home

1-2 elective
orthopaedic

centres

Single stroke 
service with  

HASUs

Comprehensive 
cancer service

Single K&M 
vascular 
service

Care coordination

Therapists Dementia
nurses

DiagnosticsMental health

Single	point	
of	access

Care	Transformation	workstreams

Enlisting	public	services,	employers	
and	the	public	to	support	health	and	
wellbeingPrevention

Local Care

Hospital Care

Mental Health

A	new	model	of	care	closer	to	home	
for	integrated	primary,	acute,	
community,	mental	health	and	social	
care

Optimal	capacity	and	quality	of	
specialised,	general	acute,	
community	and	mental	health	beds

Bringing	parity	of	esteem,	
integrating	physical	and	mental	
health	services,	and	supporting	
people	to	live	fuller	lives

The	focus	of	this	template	will	be	on	Hospital	Care
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Summary	contents
Who	is	the	population	

being	served?

What	are	the	issues	in	the	case	
for	change	which	need	to	be	

addressed?	

What	is	the	service	delivery	
model	today?

What	is	the	proposed	service	
delivery	model	for	the	future?

What	are	the		co-dependencies	and	
building	blocks?

What	engagement	has	been		
undertaken?
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• The	population	of	K&M	is	1.8	million	(2	million	when	including	Bexley and	East	Sussex).	The	population	is forecast	to	grow	over	the	next	5	years,	with	a	
majority	of	growth	occurring	in	the	elderly	population.	Local	providers	also	serve	a	proportion	of	neighbouring	counties,	increasing	the	population	
served.

• At	present	acute	medical	care	is	delivered	at	all	7	acute	hospital	sites	and	there	were	115,626 medical	admissions	in	K&M	in	2015/16.	
• Acute	medical	admissions	tend	to	be	 older	people.

• There	are	rising	numbers	of	emergency	admissions	and	bed	occupancy	across	K&M.	However,	new	models	of	care	could	reduce	attendance	and	
activity.		A	15%	opportunity	has	been	identified	in	K&M.

• Excess	length	of	stay	in	hospital	increases	the	risk	of	hospital-acquired	harm	(and	vice	versa),	particularly	amongst	the	elderly.	In	a	recent	audit,	
there	were	1,007	patients	in	hospital	beds	who	are	medically	fit	to	leave	their	current	setting	of	care*.	In	acute	hospitals, the	majority	of	these	
patients	are	over	the	age	of	70	and	were	admitted	as	an	emergency.	However,	the	vast	majority	of	patients	who	were	medically	fit	for	discharge	
were	delayed	for	a	reason	outside	of	the	control	of	the	hospital.

• Workforce	constraints	prevent	the	delivery	of	7	day	services	and	24/7	consultant	cover	across	most	hospitals	in	Kent	&	Medway for	those	who	
need	acute	medicine.	All	providers	are	having	problems	recruiting	and	retaining	staff;	this	impacts	on	the	ability	to	deliver safe,	high	quality	
services	and	extended	hours.

• The	K&M	acute	medical	care	model	is	partially	consolidated,	but	is	still	largely	based	on	historic	dispersal	of	services.	Acute	emergency	medicine	is	
currently	delivered	from		7	sites	using	a	variety	of	models	.		All	Trusts	aspire	to	deliver	best	practice	models	but	constraints with	capacity,	estate	
and	workforce	only	allow	this	to	happen	to	varying	degrees.

• There	will	be	interventions	along	the	pathway	to	improve	outcomes.	The	Local	Care	workstream is	developing	detailed	models	of	care	to	avoid	
emergency	admissions	to	hospital	and	support	rapid	discharge.	The	focus	of	this	pack	is	on	the	in-hospital	pathway.	

• Streaming	to	a	fully	functioning	acute	medical	unit	will	be	key	to	reducing	acute	admissions.	Timely	and	appropriate	discharge	from	A&E	can	also	
be	supported	by	other	schemes	such	as	occurs	in	the	voluntary	sector	Take	Home	&	Settle	service	in	East	Sussex.

• The	clinical	model	will	also	focus	on	reducing	non-elective	length	of	stay.	This	service	model	will	incorporate	the	NHS	England	pathway	for	people	
with	dementia,	based	on	NICE	guidelines.	The	Rapid	Assessment	Interface	and	Discharge	(RAID)	&	Integrated	Psychological	Medicine Service	
(IPMS) models	will	be	used	for	people	with	poor	mental	health.

• Trusts	will	increasingly	need	to	deliver	7-day	services	in	acute	medicine	to	allow	timely	access	to	a	senior	specialist	medical	opinion.	This	will	
enable	the	new	service	delivery	model	to	meet	the	standards	set	out	in	the	case	for	change	

• The	models	in	the	Keogh	report	have	been	used	as	a	basis	for	developing	building	blocks	of	services.
• The	South	East	Clinical	Senate	has	undertaken	work	to	understand	the	co-dependencies	between	services	and	these	have	been	used	to	further	

describe	the	Keogh	models.
• The	models	are	Major	Emergency	Centre	with	specialist	services,	Emergency	Centre,	Emergency	Medical	Centre	and	Urgent	Care	Centre.
• The	‘Future	Hospital’	and	other	best	practice	models	are	also	used

• Over	the	last	2	years	EKHUFT	has	engaged	with	key	stakeholders	internally	and	externally	through	a	series	of	EKHUFT	and	East	Kent	Strategy	Board	
events.

• West	Kent	have	recently	commenced	an	engagement	program

Note:	As	at	22	November	2016
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2.	What	are	the	issues	in	the	case	for	change	which	need	to	be	addressed?

1.	
1.	Who	is	the	population	being	served?

3.	What	is	the	service	delivery	model	today?

4.	What	is	the	proposed	service	delivery	model	for	the	future?

6.	What	engagement	has	been	undertaken?

Contents

5.	What	are	the	co-dependencies	and	building	blocks?
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CONFIDENTIAL	– WORK	IN	PROGRESS

Who	is	the	population	being	served:	summary

Engagement	– to	date	and	required

Who	is	the	population	
being	served?`

What	are	the	issues	in	the	
case	for	change	which	need	

to	be	addressed?	

What	is	the	service	delivery	
model	today?

What	is	the	proposed	service	
delivery	model	for	the	future?

What	are	the	co-dependencies	and	
building	blocks?

What	engagement	has	been	
undertaken?

1

2

3

5

4

6

The	following	slides	collate	an	evidence	base	to	support	the	issue	outlined	here

1

• The	population	of	K&M	is	1.8	million	(2	million	when	including	Bexley and	East	Sussex).	The	population	
is forecast	to	grow	over	the	next	5	years,	with	a	majority	of	growth	occurring	in	the	elderly	population.	Local	
providers	also	serve	a	proportion	of	neighbouring	counties,	increasing	the	population	served.

• At	present	acute	care	is	delivered	at	all	7	acute	hospital	sites	and	there	were	115,626	medical	admissions	in	
K&M	in	2015/16.	

• Acute	medical	admissions	tend	to	be	older	people	or	people	with	more	than	one	chronic	condition.
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CONFIDENTIAL	– WORK	IN	PROGRESS

The	below	map	of	K&M	shows	acute	care	activity	by	site:	2015/16

H

H

H

H

H

H

H

Tunbridge	
Wells
Hospital

NOTE:		*The	figure	for	Kent	and	Canterbury	does	not	include	A&E	but	the	medical	model	at	this	time	meant	all	medical	attendances were	admitted
Source:	All	data	provided	directly	from	each	Trust	separately,	2015/16

1

13,489

11,822

16,808
*We	have	defined	medical	
admissions	as	speciality	codes:	
3*,	180,	400,	410,	430
The	medical	specialities	
considered	in	this	document	are:
- General	Medicine	
- Gastroenterology
- Endocrinology	
- Clinical	haematology
- Clinical	physiology
- Clinical	pharmacology
- Cardiology
- Dermatology
- Respiratory	medicine
- Nephrology
- Neurology
- Clinical	Nero-physiology
- Rheumatology
- Geriatric	medicine
- Hepatology
- Geriatric	medicine
- Diabetic	Medicine
- Stroke	medicine
- TIA
- Haemophilia	
- Anticoagulant	service
- A&E

Non-Elective	medical	
admissions

18,668	*

13,913

17,687

20,468

17,818

Kent	and	Canterbury	
Hospital	

William	Harvey	
Hospital	(Ashford)

Queen	Elizabeth	the	
Queen	Mother	Hospital

Medway	Maritime
Hospital

Maidstone
Hospital

Isle	of	Sheppey

Darent	
Valley
Hospital

14,266

12,806
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CONFIDENTIAL	– WORK	IN	PROGRESS

7	Day	Quality	standards

R
e
f

Standard

EM
1 Consultant presence in the AAU 12 hours 

per day 7 days per week.

EM
2

Consultant acute physicians have no 
commitments other than to acute 
assessment when allocated to work within 
the AAU.

EM
3

Consultants from other specialties should 
commit sessions dedicated to acute 
medicine on the AAU with timely in reach to 
facilitate same day discharge. Including 
respiratory, cardiology, gastroenterology, 
geriatric medicine, diabetes & endocrinology 
and neurology.

EM
4

A doctor trained in the specialty of general 
internal medicine or acute internal medicine 
at level ST3 or above equivalent to SAS 
grade, or a registered healthcare 
professional with equivalent competences, 
should be immediately available at all times 
on the AAU. This healthcare professional 
must have up to date competences in ALS 
(Advanced Life Support).

R
ef Standard

EM
5

A consultant trained in general internal medicine or 
acute internal medicine or equivalent experience 
should be on call at all times and able to reach the 
AAU within 30 minutes. When on call for the unit, 
the consultant should not have other scheduled 
duties.

EM
8 The consultant acute physician admitting should 

work in blocks of more than 2 days and be present 
for 8 – 12 hours as day, 7 days per week.

EM
9

When functioning as the admitting consultant for 
emergency admissions, a consultant and their team 
are to be completely free from any other clinical 
duties or elective commitments.

EM
15 Single call access for mental health referrals to be 

available 24 hours a day, seven days a week with a 
maximum in person response time of 1 hour.

Below	is	how	the	Trusts	in	Kent	and	Medway	currently	perform	against	the	Workforce	7	Day	Quality
standards	in	Kent	&	Medway

D
G
T

M
H

TW
H

M
ed

w
ay

Q
EQ

M

K&
C

W
H
H

D
G
T

M
H

TW
H

M
ed

w
ay

Q
EQ

M

K&
C

W
H
H

Source:	Trust	data,	Carnall	Farrar,	clinical	standards	audit	(2016)
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CONFIDENTIAL	– WORK	IN	PROGRESS

Source:	Office	for	National	Statistics	2016.	
Note:	This	excludes	the	Bexley and	East	Sussex	population	that	Kent	Trusts	serve

• Fastest	growth	is	predicted	in	the	very	elderly	population	(90+)

• An	ageing	population	implies	an	additional	51,400	people	aged	75-84	by	2026

• A	growing	elderly population	is	likely	to	result	in	an	increase	in	the	number	of	people	with	multiple	long	term	conditions	

• If	nothing	changes,	it	is	also	likely	lead	to	increased	demand	for	non-elective	hospital	beds

• Note:	This	is	demographic	growth	only	and	does	not	include	growth	in	housing.	From	2011	to	2021,	planned	housing	developments are	expected	
to	bring	an	additional	136,620	people2 in	K&M.	

Demographic	growth	rates	over	the	next	5	and	10	years
Additional	
people	in	5	

years	
2016	population

4.1K

21.0K

4.5K

6.5K

24.1K

18.7K

30.0K

109.1K

17.9K

194K

1,126.8K

328.4K

Over	the	next	10	years,	Kent	&	Medway’s	population	is	forecast	to	increase,	with	a	
majority	of	growth	occurring	in	the	elderly	population

1

Additional	
people	in	10	

years	

10.6K

9.5K

51.4K

20.4K

50K

25.3K6% 

2% 

3% 

19% 

14% 

25% 

2% 

2% 

2% 

28% 

18% 

34% 

0-14

14-65 

65-74 

75-84 

85-89 

90	and	over Total	=	59%

Total	=	32%

Total	=	47%

Total	=	5%

Total	=	4%

Total	=	8%

1.	The	85-89	age	band	is	only	a	5	year	age	gap
2.	This	number	is	estimated	at	33%	of	that	forecasted	for	2031	(414,000)

in	5	years									in	10	years

1
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10Source:	Carnall	Farrar	analysis

• An	ageing	population	is	placing	greater	burden	on	the	system.

• More	people	are	predicted	to	be	in	beds,	placing	greater	strain on	cost and	resources.

Resource	consumption	by	age
2014/15

19% 
7% 5% 

68% 

54% 
38% 

13% 
39% 

57% 

Population Spend Bed	days

Children Adults Elderly

A	majority	of	hospital	stays	are	elderly	people	- those	aged	70+	comprise	13%	of	the	
population	but	account	for	39%	of	total	spend	and	57%	of	all	hospital	bed	days

11
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2.	What	are	the	issues	in	the	case	for	change	which	need	to	be	addressed?

1.	
1.	Who	is	the	population	being	served?

3.	What	is	the	service	delivery	model	today?
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What	are	the	issues	in	the	case	for	change	which	need	to	be	addressed?:	Summary

The	following	slides	collate	an	evidence	base	to	support	the	issue	outlined	here

2

Who	is	the	population	
being	served?`

What	are	the	issues	in	the	
case	for	change	which	need	

to	be	addressed?	

What	is	the	service	delivery	
model	today?

What	is	the	proposed	service	
delivery	model	for	the	future?

What	are	the	co-dependencies	and	
building	blocks?

What	engagement	has	been	
undertaken?

1

2

3

5

4

6

• There	are	rising	numbers	of	emergency	admissions	and	bed	occupancy	across	K&M.	However,	new	
models	of	care	could	reduce	non-elective	activity	and	a	15%	opportunity	has	been	identified	in	K&M.

• Excess	length	of	stay	in	hospital	increases	the	risk	of	hospital-acquired	harm	(and	vice	versa),	
particularly	amongst	the	elderly.	In	a	recent	audit,	there	were	1,007	patients	in	hospital	beds	who	are	
medically	fit	to	leave	their	current	setting	of	care*.	In	acute	hospitals,	the	majority	of	these	patients	
are	over	the	age	of	70	and	were	admitted	as	an	emergency.	However,	the	vast	majority	of	patients	
who	were	medically	fit	for	discharge	were	delayed	for	a	reason	outside	of	the	control	of	the	hospital.

• Workforce	constraints	prevent	the	delivery	of	7	day	services	and	24/7	consultant	cover	across	most	
hospitals	in	Kent	&	Medway	for	those	who	need	acute	medicine.	All	providers	are	having	problems	
recruiting	and	retaining	staff;	this	impacts	on	the	ability	to	deliver	safe,	high	quality	services	and	
extended	hours.
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Emergency	admissions	and	bed	occupancy	have	been	increasing	across	K&M	in	the	
last	few	years

Source: NHS England, quarterly data from FY2013-14 to FY 2015-16; Carnall Farrar analysis

• Between 2013 and 2015, emergency admissions rose by 8.9% as across the four acute providers, and bed 
occupancy rose by 2.2%. 

• On average bed occupancy was 94% in 2015, compared to 87% nationally.

• The average bed occupancy rate in England grew at a slower rate over the same period.

92% 92% 94% 

100	

105	

110	

115	

120	

125	

80% 

85% 

90% 

95% 

100% 

2013 2014 2015

Average overnight bed occupancy (%) and emergency admissions (k)

86% 87% 87% 
3,000	

3,500	

4,000	

4,500	

80% 

85% 

90% 

95% 

100% 

2013 2014 2015

All Acute trusts in England

Note: The overnight bed occupancy rate is defined as the average daily number of beds occupied overnight that are under the 
care of consultants as a proportion of all available beds

All acute Trusts in Kent and Medway

2:	rising	admissions
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However,	benchmarking	shows	there	is	a	15%	opportunity	across	K&M	to	reduce	non	
elective	admissions	

Source:		MAR	data	2015/16,	CCG	SLAM	data	returns	2015/16,	Right	Care	peer	sets,	Carnall	Farrar	analysis

External	benchmarking Internal	benchmarking

Activity	reduction	opportunity,	%
Reaching	Right	Care	peer	top	decile

Activity	reduction	opportunity,	%
Reaching	GP	practice	top	quartile	within	CCGs

12

11

11

6

14

9

11

13

Kent	and	Medway 15%	overall	
opportunity

Selected	opportunity

South	Kent	Coast

Thanet

Canterbury	&	Coastal

Ashford

Medway

Swale

DG&S

West	Kent

20

6

17

28

8

3

9

-5

2:	rising	admissions
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15SOURCE:	Dorling	&	Richardson,	“McKinsey	Evidence	Base	of	Integrated	Care”,	2014

International	evidence	suggests	that	25-40%	savings	in	non-elective	spend	are	
possible	with	the	impact	of	integrated	care

Selected	examples	of	integrated	careA	review	of	the	evidence	
base	on	integrated	care	
shows	a	potential	
impact	of		25–40%	in	
cost	reduction,	for	
example
• 15–30%	cost	

reduction	through	
care	coordination

• 50%	reduction	in	
acute	admissions	to	
hospital	for	patients	
with	diabetes,	
through	case-level	
care-planning	and	
active	disease	
management

• 23–40%	reduction	in	
admissions	for	CHD
through	best	practice	
early	management

• ChenMed	has	30%	fewer	emergency	admissions	than	other	primary	care	
networks	in	the	same	geography

• Compared	to	national	averages	for	the	population	group,	ChenMed	reports	
18%	lower	hospitalisation	rate	and	17%	lower	readmissions	rates

• The	number	of	patients	with	a	care	package	in	place	within	28	days	of	
assessment	increased	by	45%

• Non-elective	inpatient	bed	use	in	over-65s	population	reduced	by	29%;	length	
of	stay	reduced	by	19%

• Delayed	transfers	of	care	from	hospital	significantly	reduced

• Significant	cost	reductions	and	higher	levels	of	productivity
• 26%	reduction	in	costs	in	districts	with	outsourced	management
• 76%	increase	in	hospital	productivity
• 91%	patient	satisfaction	rates

• Reduction	in	A&E visits	and	unscheduled	patient	admissions
• 24%	lower	than	avg hospitalisation;	38%	shorter	than	avg hospital	stays
• 60%	lower	than	average	amputation	rate	among	diabetics
• 56%	reduction	in	CHF hospital	admits	in	3	months
• 50%	reduction	in	renal	hospital	admission	rates	in	5	months

2:	rising	admissions
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Excess	length	of	stay	in	hospital	increases	the	risk	of	hospital-acquired	harm	(and	
vice	versa),	particularly	amongst	the	elderly

Source Study

Reduced	mobility

• One	study	has	shown	that	older	people	can	lose	up	to	5%	of	muscle	strength	per	day	of	
treatment	in	a	hospital	bed	

• Bedridden	patients	also	at	higher	risk	of	developing	pressure	ulcers,	deep	vein	
thrombosis	and	catheterisation

• There	is	an	increased	likelihood	of	acquiring	a	range	of	infections,	such	as	pneumonia	
and	urinary	tract	infections

National	Audit	
Office	(2016);
Knight	J,	Nigam	Y	
and	Jones	A	(2009)

Lewis	and	Edwards	
(2015)

Collier	R	(2012)
• Older	people	are	at	higher	risk	of	falling	in	hospital,	where	the	environment	is	unfamiliar
• If	they	fall	they	are	more	likely	to	have	injuries,	such	as	a	broken	bone

• While	at	hospital	older	people	are	more	likely	to	become	reliant	on	the	care	of	others	
(e.g.	in	bathing)	

• Prolonged	bed	stays	therefore	increase	the	likelihood	that	they	will	need	to	go	to	a	
nursing	or	residential	home	after	discharge

Traub	(2016)

Increased	risk	of	
infection

Increased	risk	of	
falling

Dementia	and	
delirium

Collier	R	(2012) • Hospital	stays	often	bring	on	or	worsen	episodes	of	confusion	among	patients	with	
dementia

Loss	of	
independence

2 2:	length	of	stay
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In	a	recent	audit,	across	the	3,213	beds	audited	in	K&M,	there	were	1,007	patients	in
beds	who	were	medically	fit*	to	leave	their	current	setting	of	care

Note:	As	of	22	November	2016:	*	Medically	fit	means	medically	optimised	and	having	no	further	requirement	for	medical	input	in	the	setting	they	are	in.	The	bed	audit	was	
carried	out	over	1	day,	and	did	not	include	the	following	beds:	Level	2	beds	(HDU);	Level	3	beds	(ICU);	Maternity;	Paediatrics;	Neonatology;	Day	case	beds;	Forensic
Source:	Carnall Farrar	Analysis

Patients	‘fit	to	leave’	their	current	setting	of	care

2:	length	of	stay

587

473

283

375

294

128

32

34

328

236

168

63

117

63

11

21

East	Kent	Hospitals	University	Foundation	Trust

Maidstone	&	Tunbridge	Wells

Medway	Foundation	Trust

Kent	&	Medway	Partnership	Trust

Dartford	&	Gravesham	Trust

Kent	Community	Hospital

Medway	Community	Healthcare

East	Kent	Hospitals	University	Foundation	Trust	(Community)

Trust Name Occupied beds Not fit to leave Fit to leave % fit to leave
East Kent Hospitals University Foundation Trust 915 587 328 35.8%
Maidstone & Tunbridge Wells 709 473 236 34.2%
Medway Foundation Trust 451 283 168 36.4%
Kent & Medway Partnership Trust 438 375 63 14.4%
Dartford & Gravesham Trust 411 294 117 28.5%
Kent Community Hospital 191 128 63 33.0%
Medway Community Healthcare 43 32 11 25.6%
East Kent Hospitals University Foundation Trust (Community) 55 34 21 38.2%
Total 3,213 2,206 1,007 31.4%

Not	medically	fit	to	leave Medically	fit	to	leave
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Most	delayed	patients	are	older:	78%	of	acute	patients	and	89%	of	community	
patients	who	were	medically	fit*	to	leave	the	acute	setting	were	over	the	age	of	70

Source:	Carnall	Farrar	Analysis
*	Medically	fit	means	medically	optimised	and	having	no	further	requirement	for	medical	input	in	the	setting	they	are	in.

• The	elderly	(70+)	make	up	
a	majority	of	patients	
currently	in	beds

• The	very	elderly	(85+)	are	a	
large	proportion	of	this	age	
category,	particularly	in	the	
community	setting

• As	expected,	the	age	
profile	of	medically	fit	
patients	is	younger	in	the	
mental	health	provider	
setting

1% 2% 

22% 
10% 

68% 24% 

21% 

19% 
54% 

68% 

11% 

Acute Community MH

0-15 16-69 70+ 85+ 

Proportion	of	patients	‘fit	to	leave’	– by	age	band

2:	length	of	stay
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Most	delayed	patients	are	non-elective:	93%	of	patients	in	acute	beds	who	were	
medically	fit*	to	leave	were	admitted	as	non-elective	patients

Source:	Carnall	Farrar	Analysis
**	Medically	fit	means	medically	optimised	and	having	no	further	requirement	for	medical	input	in	the	setting	they	are	in.

Total Elective Total Non-Elective % Elective % Non-Elective

Acute 91 1250 6.8% 93.2%

Community 67 72 48.2% 51.8%

9

58

11

8

23

49

2

40

30

106

158

327

659

Medway	Community	Hospital

East	Kent	Hospitals	University	Foundation	Trust	- Community

Kent	Community	Hospital

Dartford	&	Gravesham	Trust

Medway	Foundation	Trust

East	Kent	Hospitals	University	Foundation	Trust

Maidstone	&	Tunbridge	Wells

EL

NEL

Acute/Community	‘fit	to	leave’	patients	split	by	admission	type

2:	length	of	stay
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• Of	the	852	patients	with	a	recorded	‘reason	for	
delay’,	116	were	awaiting	nursing	home	
placement

• 93	people	were	awaiting	a	care	package	in	their	
own	home

• The	‘other’	category	includes:

– Awaiting	social	care	assessment	bed	(1.7%)

– Safeguarding	Issues	(1.5%)

– Non-weight	bearing	(1.4%)

– Housing	– patients	not	covered	by	NHS	and	
Community	Care	Act	(1.2%)

– Disputes	(0.9%)

– Mental	Health	(0.4%)

– Transport	Issues	(0.4%)

– Waiting	Investigation	that	could	be	done	in	an	
OP	setting	(0.1%)

However,	the	vast	majority	of	patients	who	were	medically	fit	for	discharge	were	
delayed	for	a	reason	outside	of	the	control	of	the	hospital

Source:	Carnall Farrar	Analysis

Awaiting	CHC	
assessment,	5.4%

Awaiting	social	
care	assessment	,	

7.5%
Awaiting	Ward	
OT	assessment	,	

5.0%

End	of	Life	
care	,	2.2%

Awaiting	
funding,	4.0%

Awaiting	further	
non-acute	NHS	
care,	7.6%

Awaiting	
residential	home	
placement	or	

availability,	5.9%

Awaiting	nursing	
home	placement	
or	availability	,	

14.2%

Awaiting	care	
package	in	own	
home	,	14.3%Awaiting	

community	
equipment	and	
adaptations	,	

3.6%

Patient	or	
Family	choice	

,	3.5%

Active	therapy	
required,	5.7%

Other,	21.1%

Reasons	for	delay	– Acute	&	Community

2:	length	of	stay
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Workforce	constraints	prevent	the	delivery	of	7	day	services	and	24/7	consultant	
cover	across	most	hospitals	in	Kent	&	Medway	for	those	who	need	acute	medicine

2

• Consultant	cover	is	available	5	days	of	the	week	at	EKHUFT.	
MFT	has	7	day	12	hour	cover	in	Acute	Medicine

• Some	of	these	shortages	are	due	to	on-call/leave	– senior	
cover	is	sometimes	limited	at	DVT	as	a	result

Consultant	cover	not	available	for	a	full	
12	hours	a	day	and	acute	physicians	
don’t	always	work	7	days	a	week

• Reviews	for	patients	on	specialist	wards	only	available	5	
days	a	week.	Support	services	for	discharge	not	available	at	
weekends	- pharmacy	tends	to	be	a	5	day	service	and	is	
only	available	for	3	hours	at	the	weekend	(DVT,	EKHUFT).	

• Pharmacy	at	EKHUFT	is	continually	looking	to	increase	
hours	of	service	but	is	constrained	by	workforce

Access	to	7	day	services	is	limited	at	
weekends1

• Cross-covering	for	internal	colleague	absence	interferes	
with	dedicated	Ambulatory	care	unit	(ACU)	or	Acute	
Medical	Unit	(AMU)	sessions	at	some	Trusts

• Most	AMU	do	not	have	Acute	Medicine	specialists	so	
specialists	who	do	GIM	have	to	fill	in	the	gaps

• Most	Trusts	have	difficulty		with	recruiting	sufficient	junior	
medical	staff	and	nursing	staff

Workforce	constraints	
3

Source:	Trust	data,	Carnall Farrar,	clinical	standards	audit	(2016)

2:	high	quality	service
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Current	workforce	numbers	in	post	K&M	wide	total	431

SOURCE:	NHS	provider	information- ESR	total	WTE	in	post	(of	which	x	WTE	NHS	locum)
*Stroke	included	in	HCOOP	for	MMH	

Status	Quo

D&G MMH TW MGH K&C QEQM WHH

A&E	Consultants 8	(2) 6.6 7.7 5.0 n/a 3 6

A&E	middle	grades 21.60 18 14.7 7.6 n/a 1 7

Acute	Physician 3	(2) 5 (2) 2.0 1.0 1 3	(1) 2.5	

HCOOP 6.2 5 3.4 2.0 4.5	(2.5) 4.5	(1.5) 6	(1)

Stroke 2 2* 2.5 1.9 2	(1) 3 3	(1)

Respiratory 5 5.43 2.0 1.0 3	(2) 4	(1) 4	

Cardiology 4.8	(0.93) 4 3.0 4.0 3	(1) 5 5

Diabetes 3 3 2.0 2.0 1	(1) 2 2	(1)

Rheumatology N/A 4 1.0 2.8 1 2 2	(1)

Gastroenterology 5 6.88	(1) 5.9 2.0 5	(1) 6 5

Medical	middle	grades 16 22.7 38.5 35.8 11 8 12

Total 74.60 80.61 82.7 65.1 31.5 41.5 54.5

General	Medicine;	Number	in	post	by	site	

2:	high	quality	service

430.
51
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Across	K&M	there	is	an	average	21%	vacancy	within	general	medicine	posts;	
recruiting	staff	is	an	essential	part	of	any	future	sustainability

SOURCE:	NHS	provider	information	vacancy	WTE	as	%	

2:	high	quality	service

Status	Quo

D&G MMH TW MGH K&C QEQM WHH

A&E	Consultants 11.11% 17.50% 21.4% 0.0% n/a 70% 40%

A&E	middle	grades 11.84% 43.75% 36.1% 30.9% n/a 93% 50%

Acute	Physician 0% 28.57% 0.0% 50.0% 67% 25% 37.5%

HCOOP 0% 30% 37.0% 50.0% 10% 10% 0%

Stroke 0% n/a 0.0% 32.1% 33% 0% 0%

Respiratory 0% 36.86% 33.3% 66.7% 0% 0% 0%

Cardiology 19.06% 20% 0.0% 0.0% 0% 0% 16.7%

Diabetes 0% 31.82% 0.0% 0.0% 0% 0% 0%

Rheumatology N/A 20% 0.0% 0.0% 0% 0% 0%

Gastroenterology 0% 0% 1.67% 33.3% 0% 0% 0%

Medical	middle	grades 15.30% 26.43% 11.5% 8.2% 15.4% 38.5% 7.7%

Total 9.60% 25.49% 18.3% 17.2% 14.9% 39% 21%

General	Medicine;	%	Vacancy	
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2.	What	are	the	issues	in	the	case	for	change	which	need	to	be	addressed?

1.	
1.	Who	is	the	population	being	served?

3.	What	is	the	service	delivery	model	today?

4.	What	is	the	proposed	service	delivery	model	for	the	future?

6.	What	engagement	has	been	undertaken?

Contents

5.	What	are	the	co-dependencies	and	building	blocks?

Appendix
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What	is	the	service	delivery	model	today?:	Summary

The	following	slides	collate	an	evidence	base	to	support	the	issue	outlined	here

3

Who	is	the	population	
being	served?`

What	are	the	issues	in	the	
case	for	change	which	need	

to	be	addressed?	

What	is	the	service	delivery	
model	today?

What	is	the	proposed	service	
delivery	model	for	the	future?

What	are	the	co-dependencies	and	
building	blocks?

What	engagement	has	been	
undertaken?

1

2

3

5

4

6

• The	K&M	acute	care	model	is	partially	consolidated,	but	is	still	largely	based	on	historic	dispersal	of	
services

• Acute	emergency	medicine	is	currently	delivered	from		7	sites	using	a	variety	of	models	.		All	Trusts	
aspire	to	deliver	best	practice	models	but	constraints	with	capacity,	estate	and	workforce	only	allow	
this	to	happen	to	varying	degrees.
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WEST	
KENT	CCG

MEDWAY	
CCG THANET	CCG

SWALE	CCG

CANTERBURY	&	COASTAL	CCG

ASHFORD	CCG

DARTFORD,	GRAVESHAM
AND	SWANLEY	CCG

SOUTH	KENT	
COAST	CCG

H
H

H

H H

H
H

H

H H

H

H

East	Kent	Hospitals	FT

Medway	FT

Maidstone	&	Tunbridge	
Wells	Trust

Dartford	&	
Gravesham	TrustH

Queen	Elizabeth	Queen	
Mother	(EKHUFT):
Emergency	and	planned	
medical	and	surgical	care,	
stroke	thrombolysis,	
obstetrics	and	paediatrics	
(including	a	Special	care	
baby	unit	(SCBU))

Kent	and	Canterbury	
Hospital	(EKUHFT):
Emergency	medical	care	
(through	acute	medical	
take	but	no	A&E)	and	some	
specialist	provision	,	e.g.	
emergency	/	planned	
vascular,	urology	and	renal	
but	no	general	emergency	
surgery.

William	Harvey	Hospital	(EKUHFT):
Emergency	and	planned	medical	and	
surgical	care,	plus	emergency	Primary	
Percutaneous	Coronary	Intervention
(pPCI),	trauma	unit,	stroke	
thrombolysis,	obstetrics	and	paediatrics	
(including	NICU);	head	and	neck	

Tunbridge	Wells	Hospital	(MTW):
Emergency	and	planned	medical	and	
surgical	care,	plus	trauma	unit,	stroke	
thrombolysis,	obstetrics	and	paediatrics	
(including	NICU)

Maidstone	Hospital	(MTW):
Emergency	and	planned	medical	care	(w.	
midwife	led	birth	centre),	planned	surgical	
care	(no	emergency	surgery),	including	
cancer	centre,	stroke	thrombolysis,	and	
ambulatory	paediatrics

Medway	Maritime	Hospital	(MFT):
Emergency	and	planned	medical	and	
surgical	care,	some	specialist	services	(e.g.	
vascular,		stroke	thrombolysis,	trauma	
unit),	obstetrics	and	paediatrics	(including	
Neonatal	intensive	care	unit	(NICU))

Darent Valley	Hospital	(D&G):
Emergency	and	planned	medical	and	
surgical	care,	plus	stroke	thrombolysis,	
obstetrics	and	paediatrics

The	K&M	acute	care	model	is	partially	consolidated,	but	is	still	largely	based	on	
historic	dispersal	of	services

Source:	K&M	STP	submission;	2016

3

H
A

Hospital

Acute	Medical	Unit

HA

HA

HAHA

HA HA

HA

Isle	of	Sheppey
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SOURCE:	EKHUFT

EKHUFT	agreed	current	model

The	diagram	below	represents	the	agreed	EKHUFT	model.	However	the	approach	remains	inconsistent
due	to	variation	in:
• Activity	volume	and	capacity		in	the	ED,	AMU	and	in-patient	wards
• Availability	of	medical	and	nursing	staff	to	provide	frailty	,	ambulatory	and	hot	clinics
• Availability	and	presence	of	primary	care	and	community	services
This	results	in	poor	flow	through	ED	and	AMU	which	causes	a	break	down	in	the	desired	model.

3

 Page 198 of 452.



28

Darent Valley	agreed	current	model

Patient	arrives	at	ED	
(walk	in)

Streaming	by	senior	nurse

Urgent	Care	Centre	/	Minors
- See	and	treat	model
- Care	provided	by	GPs,	

nurses	or	ED	doctors

Majors	/	Resuscitation

Medical	short	
stay

IDT	enabled	
Discharge

Admit	to	surgical	or	
medical	ward

Diagnostics

The	diagram	below	summarises	the	flow	of	patients	through	the	emergency	department	at	Darent
Valley	Hospital,	DGT.	However,	the	ability	to	deliver	this	consistently	is	impacted	by:
• Volume	of	ambulances	/	majors	arriving	within	an	hour
• Capacity	in	Emergency	Department	(number	of	bays	in	majors	and	resus)
• Capacity	in	wards	(beds)	for	patients	to	be	admitted	to	the	appropriate	ward
• Availability,	presence	and	capacity	of	services	working	across	the	whole	system

Senior	doctor	for	treatment	plan	

Patient	arrives	at	ED	
(ambulance)

Discharge Hot	Clinics

Hot	Clinics
Ambulatory	Care	

(can	also	be	referred	
into	by		GPs)

Source:	D&G

3
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SOURCE:	MMH

Medway	Maritime	Hospital	agreed	current	model
The	diagram	below	represents	the	agreed	MMH	model.	

3
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SOURCE:	MTE	provider

Maidstone	and	Tunbridge	Wells	agreed	current	model

MTW’s	Acute	Medical	Units	

At	present,	referrals	to	MTW’s	Acute	Medical	Units	come	from	several	paths:

— GPs	directly	to	AMU	SpR – or	out	of	hours	via	on	call	SpR
— From	the	wards	after	discharge
— From	outpatient	clinic
— From	the	Medical	take
— Direct	from	ED	(pts	being	‘pulled	directly’	by	AAU	staff)
— Scheduled	biologic	infusions

The	following patient pathways exist:

• Pleural Effusions
• Low risk UGIB	(Needs some confirmation and	tweaking)
• Cellulitis
• Blood	Transfusions
• Abdominal Paracentesis
• Acute Headache
• PE

Key	principle	- All	patients	are	ambulatory	until	proven	otherwise

3
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Service	delivery	model	today	– patient	story:	Frailty	

SOURCE:	EKHUFT

What	can	happen	now	to	some	patients:
• Douglas	has	seen	his	GP	who	is	very	keen	that	he	attends	the	Falls	clinic.	Douglas	is	less	keen.	
• Whilst	being	helped	out	of	bed	on	Friday	Douglas	falls	as	his	legs	give	way.		His	wife	dials	111;	following	assessment	a	paramedic	

crew		brings	him	into	the	Emergency	Care	Centre	(ECC).		Douglas	arrives	at	11am,	and	waits	for	a	Nurse	and	junior	doctor	review.
• As	his	time	approaches	4	hours,	he	is	placed	in	a	bed	on	the	Clinical	Decisions	Unit;	he	is	74	years	old,	so	is	admitted	under	the	

General	physician	on-call,	not	the	Consultant	geriatrician.
• The	Consultant	Physician	on-call	happens	to	be	a	Specialist	Respiratory	physician	and	he	is	called	to	see	a	patient	who	requires a	

chest	drain.	This	takes	him	away	from	his	ward	round.		He	returns	to	review	Douglas	at	4pm.	No	clear	cause	for	the	fall	is	found
and	Douglas	is	deemed	to	be	medically	fit	for	discharge.

• He	is	referred	to	the	Integrated	Discharge	Team	(IDT)	at	5pm.	Following	assessment,	they	attempt	a	bed	transfer.	As	Douglas	has	
laid	in	bed	all	day,	it	is	deemed	unsafe;	he	is	admitted	into	the	hospital	to	the	Frailty	ward	and	seen	by	the	Consultant	over	the	
weekend.	

• By	Monday	(Day	3),	Douglas	is	delirious.	Later	the	ward	pharmacist	discovers	Douglas	has	been	taking	Diazepam	for	years	but	this
has	been	omitted	from	his	drug	chart	since	day	of	admission.	Part	of	the	delirium	is	attributed	to	sudden	benzodiazepine	
withdrawal.	

• Sadly,	his	delirious	state	worsens	and	results	in	a	further	in-hospital	fall	on	Day	5.	
• By	Day	7,	it	is	clear	that	Douglas’	delirium	is	unlikely	to	settle	quickly.	His	level	of	mobility	cannot	be	supported	in	his	own home	

with	care	provision	to	support	his	wife.	Therefore,	he	is	referred	to	a	community	step-down	bed	for	a	prolonged	period	of	
rehabilitation.

Douglas	is	a	74	year	old	gentleman.	He	lives	with	his	devoted	wife	in	their	family	home.	He	has	recently	taken	to	his	bed	finding	
little	energy	or	interest	to	participate	in	activity.	His	walking	has	become	erratic	and	unsteady.	His	GP	has	called	in	a	few times	
recently	for	injuries	from	falls.	

3
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2.	What	are	the	issues	in	the	case	for	change	which	need	to	be	addressed?

1.	
1.	Who	is	the	population	being	served?

3.	What	is	the	service	delivery	model	today?

4.	What	is	the	proposed	service	delivery	model	for	the	future?

6.	What	engagement	has	been	undertaken?

Contents

5.	What	are	the	co-dependencies	and	building	blocks?

Appendix
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CONFIDENTIAL	– WORK	IN	PROGRESS

What	is	the	proposed	service	delivery	model	for	the	future?:	Summary

The	following	slides	collate	an	evidence	base	to	support	the	issue	outlined	here

4
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• There	will	be	interventions	along	the	pathway	to	improve	outcomes.	The	Local	Care	workstream	is	
developing	detailed	models	of	care	to	avoid	emergency	admissions	to	hospital	and	support	rapid	
discharge.	The	focus	of	this	pack	is	on	the	in-hospital	pathway.	

• Streaming	to	a	fully	functioning	acute	medical	unit	will	be	key	to	reducing	acute	admissions.	Timely	
and	appropriate	discharge	from	A&E	can	also	be	supported	by	other	schemes	such	as	occurs	in	the	
voluntary	sector	Take	Home	&	Settle	service	in	East	Sussex.

• The	clinical	model	will	also	focus	on	reducing	non-elective	length	of	stay.	This	service	model	will	
incorporate	the	NHS	England	pathway	for	people	with	dementia,	based	on	NICE	guidelines.	The	Rapid	
Assessment	Interface	and	Discharge	(RAID)	&	Integrated	Psychological	Medicine	Service	(IPMS) models	
will	be	used	for	people	with	poor	mental	health.

• Trusts	will	increasingly	need	to	deliver	7-day	services	in	acute	medicine	to	allow	timely	access	to	a	
senior	specialist	medical	opinion	(ST4	and	above).	This	will	enable	the	new	service	delivery	model	to	
meet	the	standards	set	out	in	the	case	for	change	
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1 Paragraph	11.6	from	NHS	Standard	Contract	2015/16:	Service	Conditions.	NHS	England
Priorities	within	Acute	Hospitals;	Interim	Management	and	Support

Proposed	service	model	

4

The	term	Acute	medical	Unit	(AMU)	is	defined	in	an	RCP	report	as	‘a	dedicated	facility	within	a	hospital	that	acts	as	a	focus	for	Acute	medical	care	
for	patients	that	have	presented	as	medical	emergencies	to	hospitals.’ The	report	provides	a	detailed	description	of	the	rationale	and	requirements	
for	an	AMU	but	allows	for	local	design.	The	structure	of	an	AMU	is	schematically	represented	below	and	ideally	an	AMU	should	be	co-located	with	
other	acute	and	emergency	services	as	part	of	an	emergency	floor	incorporating	the	ethos	of	Emergency	Ambulatory	Care.	Strong	clinical	(medical	and	
Nursing)	and	operational	leadership	is	essential	for	an	AMU	to	function	successfully.

ED	/GP	/	Primary	Care
• There	should	be	seamless	care	

between	the	community	and	hospital	
for	patients.	

• Some	of	the	ways	to	deliver	this	could	
include	

• easy	and	rapid	communication	
channels	between	professionals	
(especially	between	GPs	and	
specialists)

• ready	access	to	the	summary	care	
record	as	a	minimum

• provision	of	discharge	summaries	
within	24	hours	of	discharge	to	
GPs	and	other	relevant	third	party	
providers1

Key	principles	to	be	applied:
• Assessment	of	acutely	ill	patients	by	competent	clinical	decision	makers	supported	by	appropriate	levels	of	diagnostic	support
• All	areas	follow	the	ethos	of	treating	patients	in	an	ambulatory	model	unless	deemed	otherwise	by	exclusion	criteria
• Nominated	medical,	nursing	and	operational	leads	are	in	place	working	in	the	department	on	a	regular	basis
• Integration	and	collaboration	of	key	acute	services	e.g.	E.D.,	critical	care,	AMU	and	key	support	services	e.g.	pharmacy	and	therapies	
• Consistency	of	quality	medical	care	24	hours	a	day,	7	days	a	week
• Specialist	medical	in-reach	when	required	in	a	timely	way	7/7
• Dedicated,	multidisciplinary	health,	therapy	and	social	care	teams	based	in	the	unit
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Source:	The	Society	for	Acute	Medicine	(2011),	Workforce	planning	considerations	for	acute	medicine;	Carnall	Farrar,	clinical standards	audit	(2016);	Priorities	within	Acute	
Hospitals,	Interim	Management	and	Support	(2012)

• Patients	are	referred	to	the	acute	medical	unit	(AMU)	by	
their	GP	or	via	the	emergency	department

• In	the	assessment	area	patients	are	seen	by	the	multi-
disciplinary	team.	Initial	investigations	are	conducted	prior	
to	a	decision	being	made	to	observe,	admit	or	discharge	
home

• Get	patients	on	the	right	pathway	by	managing	patients	in	
‘flow	streams’

• Patients	may	be	assessed,	diagnosed	and	treated		in	one	of	
three	areas:

• Ambulatory	area	- discharge	within	24	hours
• Short	stay	area		- discharge	within	48	hours
• Referred	to	specialist	team	e.g.	frailty	,	cardiology	

etc.
• NB:	patients	currently	may	be	assessed	in	A&E	

due	to	lack	of	capacity	in	the	AMU
• Patients	are	then	transferred	to	the	relevant	ward	or	sent	

home

• Real-time	senior	review	process	on	the	AMU:	incoming	patients	are	seen	by	
senior	decision	maker	(ST4	and	above)	within	4	hours	of	arriving	between	8am	
and	8pm	seven	days	a	week	and	by	a	middle	grade	beyond	8pm

• Establish	”protected	streaming‟	– create	separate	streams	for	minors	and	
majors,	with	dedicated	staff,	processes	and	coordination

• All	patients	on	the	AMU	should	receive	twice	daily	consultant	reviews	7	
days/week	by	the	acute	medicine	team	or	relevant	in-patient	specialty.

• AMU	has	rapid	access	to	senior	specialist	review
• The	AMU	team	has	access	to	patients	notes	including	contact	numbers	for	GP	

and	named	nurse	coordinator	
• Priority	access	to	diagnostics	to	facilitate	decision	making	and	care	planning
• Patients	on	specialist	wards	should	receive	daily	consultants	review	7/7

Referral

Observe,	
admit	or	
discharge	
home

Assessment

• All	referrals	to	Acute	Medical	Unit	(AMU)	must	be	made	with	on-call	team	
involvement	and	reviewed	by	the	medical	team	and	discussed	with	a	
consultant

• Nurses	should	undertake	intentional	rounding	or	equivalent	patient	checks	
every	two	hours	or	proportionate	to	clinical	need.

• All	patients	admitted	acutely	to	be	continually	assessed	using	the	National	
Early	Warning	System	(EWS).	In	addition,	consultant	involvement	for	
patients	considered	‘high	risk’	should	be	within	1	hour

• Access	to	all	support	services	essential	for	patient	discharge	must	be	
available	seven	days	per	week	(Pharmacy,	Social	Services,	Physiotherapy,	
and	Occupational	Therapy)	between	8am	and	10pm	

• A	structured	process	to	be	in	place	for	the	medical	handover	of	patients	
twice	a	day.	These	arrangements	to	also	be	in	place	for	the	handover	of	
patients	at	each	change	of	responsible	consultant/medical	team.	Changes	in	
treatment	plans	are	to	be	communicated	to	nursing	and	therapy	staff	as	
soon	as	possible	if	they	are	not	involved	in	the	handover	discussions

• Minimise in-day	bed	swings	by	maximising morning	discharges	– set	targets	
to	maximise discharges	by	a	locally	agreed	„check-out‟	time

Clinical	requirementsPathway

Streaming	to	a	fully	functioning	acute	medical	unit	will	be	key	to	reducing	acute	
admissions.	An	example	of	this	may	be	the	following:

4

 Page 206 of 452.



36

CONFIDENTIAL	– WORK	IN	PROGRESS

Service	delivery	model	– patient	story:	Frailty	

SOURCE:	EKHUFT

What	might	happen	in	the	future:
• Douglas	is	taken	to	the	Acute	Medical	Unit	(AMU)	after	he	falls.
• He	is	assessed	as	being	frail	by	the	clinical	streaming	Nurse	who	communicates	this	to	the	team	on	AMU.	In	spite	of	his	age,	he	is	

placed	under	the	care	of	the	On-call	Geriatrician	due	his	frailty	needs.	This	triggers	an	urgent	IDT	review	and	an	immediate	
Medications	reconciliation.

• The	IDT	recognise	that	Douglas	is	at	risk	for	frequent	falls	through	deconditioning	and	balance	issues.	They	discuss	the	provision	
of	equipment	to	support	safe	living	within	a	micro-environment.	They	also	arrange	an	immediate	twice	daily	package	of	care	to	
facilitate	a	safe	discharge.	The	IDT	provide	Douglas’	wife	with	details	of	carer	support	to	prevent	carer	burden.

• During	the	medications		reconciliation,	the	Pharmacist	notices	that	Douglas	was	previously	on	Diazepam	and	ensures	that	this	is	
correctly	prescribed.	The	need	for	Diazepam	is	reviewed	and	a	withdrawal	regimen	is	agreed	with	the	GP	after	Douglas	has	
returned	home.

• Douglas	is	seen	by	the	Frailty	Consultant	at	10am.	A	comprehensive	geriatric	assessment	is	performed.	Medication	changes	are	
made.	An	assessment	of	mood	is	done	and	it	is	agreed	that	Douglas’	apathy	is	probably	related	to	depression	for	which	he	is	
happy	to	accept	treatment.	In	addition,	advanced	care	planning	is	discussed.	Douglas	does	not	wish	to	be	resuscitated	and	this	is	
documented	on	the	agreed	form.	He	expresses	a	wish	for	future	treatment	to	be	carried	out	in	his	own	home.	This	is	
communicated	to	the	GP	via	the	discharge	notification.

• With	all	the	equipment	in	place	and	the	carers	to	arrive	for	their	first	visit	at	4pm,	Douglas	is	discharged	home	safely	with his	wife	
at	2pm.		

Douglas	is	a	74	year	old	gentleman.	He	lives	with	his	devoted	wife	in	their	family	home.	He	has	recently	taken	to	his	bed	finding	
little	energy	or	interest	to	participate	in	activity.	His	walking	has	become	erratic	and	unsteady.	His	GP	has	called	in	a	few times	
recently	for	injuries	from	falls.	

4
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CONFIDENTIAL	– WORK	IN	PROGRESS

• Support	for	self	management
• Patient	activation
• Social	prescribing
• Care	closer	to	home

Enablers

4

• Patient	access	digital	record
• Clinical	decision	making
• Appropriate	information	governance	to	enable	information	sharing	between	organisations

• Role	model	behaviour
• Deliver	consistently
• Hold	peers	to	account
• Work	within	team

• Empower	people	who	use	services	with	informed	choice
• Make	use	of	behavioural economics

Information	
flow	and	digital	
developments

Clinical	
leadership

Engagement	
with	the	local	
population	and	
people	who	use	

services

Transformation	
of	workforce

• Deliver	the	transformed	model	of	care,	including	changes	in	skills,	competencies,	roles,	
numbers,	settings	and	environments

• Contribute	to	skill	mix	optimisation
• Development		of	common	continuous	improvement	methodology
• Streamline	admin	processes,	make	use	of	electronic	tools

Changes	to	the	
out	of	hospital	

pathway
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Aspirations	for	care	in	Kent	and	Medway	(across	all	services)

Source:	K&M	Clinical	Board,	2017

It	is	the	aspiration	that	patients	in	Kent	and	Medway:

1

2

3

4

5

6

Are	supported	to	self-care	where	appropriate

Have	easy	access	to	advice	when	needed	in	person	and	using	technology;

Can	access	care	through	most	appropriate	pathway

Are	rapidly	triaged	to	the	most	appropriate	provider

Consistently	receive	care	which	is	in	line	with	best	practice

Optimise	experience	and	outcomes	7	days	a	week

4
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701
273

468
206

369

2,605

3,501

2,926

Note: Assumed	occupancy	rates:	DGT:	99%,	MTW:	94%,	MFT:	99%,	EKHUFT:	91%.	‘Sustainable	occupancy’	lever	estimates	the	impact	of	reducing	acute	bed	occupancy	levels	
to	85%	across	the	Kent	and	Medway	system.

SOURCE:	Provider	activity	returns,	2015/16;	KCC,	ONS,	GLA	and	East	Sussex	County	Council	population	forecasts;	MAR	data;	NHS	Right	Care;	Carnall	Farrar	analysis

The	ambition	for	reducing	LOS	and	bed	occupancy	in	20/21	across	K&M	shows	an	
opportunity	for	a	reduction	in	bed	numbers

Non-
demographic	
growth

Reduced	LOSReduced	
activity

Capacity	
requirement,	
2020/21

Demographic	
growth

Estimated	
beds	needed,	
2015/16

Capacity	after	
intervention,	
2020/21

Sustainable	
occupancy

Acute	bed	requirements	to	support	elective	and	non-elective	activity

-11%	reduction
in	total	acute	
bed	demand
versus	bed	
demand	today

Indicative	system	
capacity

Impact	of	Local	Care

2,928

3,503

Actual	bed	base	
15/16:
• 2,503	funded
• 163	unfunded
NB:		this	is	for	
information	only	
as	a	point	of	
triangulation.		It		is	
not	used	to	drive	
the	forward	
capacity

Recommendation	20	
beds	added	to	reflect	
unmet	elective	need
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This	pack	focuses	on	the	‘in-hospital’	element	of	the	full	service	delivery	model

Prevention

Hospital	care

Mental	Health

This	pack	will	focus	on	the
clinical	model	that	has	been	
developed	to	optimise the	
non-elective	pathway	

underpinned	by	a	service	
delivery	model	for	an	acute	

medical	unit

• Enlisting	public	services,	employers	and	the	public	to	support	health	and	
wellbeing

1

3

4

• Optimal	capacity	and	quality	of	specialised,	general	acute,	community	and	
mental	health	beds

• Bringing	parity	of	esteem,	integrating	physical	and	mental	health	services,	
and	supporting	people	to	live	fuller	lives

Local	care2

• A	new	model	of	care	closer	to	home	for	integrated	primary,	acute,	
community,	mental	health	and	social	care

4
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There	will	be	interventions	along	the	pathway	to	improve	outcomes

1.	Avoid	admissions 2.	Reduce	time	
spent	in	a	bed

3.	Optimise	the	
discharge	process

4.	Facilitate	re-
ablement	and	
return	to	

independence

• Behaviour	change,	“removing	
barriers	of	permission”

• Rapid	assessment	by	senior	
decision	maker	(ST4+)

• Streaming	to	medical	
assessment	unit

• A&E	process	improvements	
to	enable	going	home	early

• Access	to	hot	/	ambulatory	
clinics

• Single	point	of	access
• Ensure	consistency	across	

care	models	at	point	of	crises
• Integrated	care	planning
• Greater	interaction	with	

voluntary	sector	including	
contracting	and	coordination

• Focus	on	integrated	care
• Better	interface	with	

specialist	advice	
• Enhanced	residential	and	

nursing	home	support

• Support	carers	
• Shift	therapy	workforce	to	

out	of	hospital
• 2hr	rapid	response	over	all	

community	(via	single	point	of	
access)

• Access	to	specialist	opinion

• Support	carers	to	reable
• Shift	therapy	workforce	

to	out	of	hospital
• Night	sitting
• Support	individual	

decision	making

• Shared	Ownership	of	
place	of	care	for		patient

• Discharge	to	assess
• Generic	workforce

• Rapid	access	to	packages	of	
care	when	needed

• Pull	rather	than	push

• Ensure	home	
environment	meets	
anticipated	needs	
on	discharge	at	the	
point	of	admission

• Daily	MDT	discharge	meeting	
including	community	and	care	
coordinators,	nursing	and	
medical	team

• Advance	care	planning
• Pharmacy	services	support
• Optimise	the	discharge	process

• Use	of	a	single	care	record
• Access	to	patient	record
• Better	use	of	telemedicine	

and	tele	care	to	manage	
people	out	of	hospital

• Shift	attitude	and	
behavior	of	workforce	
toward	risk	
management	to	avoid	
admission

• Enhanced	transport	offer

In	hospital

Out	of	hospital

At	home

4
Fo
cu
s	
of
	t
hi
s	
pa
ck

Lo
ca
l	c
ar
e	
fo
cu
s

Focus	on	key	groups	such	as	frail	elderly,	dementia	and	mental	health
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• S	- Senior	Review.	All	patients	will	have	a	senior	review	before	midday	by	a	clinician	able	to	
make	management	and	discharge	decisions

• A	- All	patients	will	have	an	Expected	Discharge	date	(EDD)and	Clinical	Criteria	for	Discharge	
(CCD),	set	by	assuming	ideal	recovery	and	assuming	no	unnecessary	waiting.	

• F	- Flow	of	patients	to	commence	at	the	earliest	opportunity	from	assessment	units	to	
inpatient	wards.	Wards	routinely	receiving	patients	from	assessment	units	will	ensure	the	first	
patient	arrives	on	the	ward	by	10am

• E	– Early	discharge.	33%	of	patients	will	be	discharged	from	base	inpatient	wards	before	
midday.	

• R	– Review.	A	systematic	multi-disciplinary	team	(MDT)	review	of	patients	with	extended	
lengths	of	stay	(>7	days	– also	known	as	‘stranded	patients’)	with	a	clear	‘home	first’	mind	set.

The	SAFER	is	a	practical	tool	to	reduce	delays	for	patients	in	adult	inpatient	wards,	
this	should	be	used	to	agree	a	set	of	internal	professional	standards

SORCE:	The	SAFER	Patient	Flow	Bundle,	NHS	Improvement	(2016)	
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Care	navigators	and	case	managers	integrate	health	and	social	care	service	delivery,	and	
work	much	more	collaboratively	with	a	wide	range	of	community	care	colleagues	in	order	to	
coordinate	the	care	required	for	their	patients

Care	and	support	planning	
with	care	navigation	and	case	
management

Support	people	and	their	carers	to	improve	and	maintain	health	and	wellbeing	by	building	
knowledge	and	changing	behaviours	through	proactive	prevention	and	engagementSelf-care	and	management

Work	to	ensure	a	healthy	living	environment	to	preserve	long-term	health	&	wellbeing	e.g.	
falls	prevention,	housing	improvements	and	alterations

Healthy	living	environment

Patient	centered,	coordinated	multi-disciplinary	care	services,	wrapped	around	GP	practices	
and	community	services providing	care	to	patients	who	have	care	plans	assigned	dependent	
on	their	needs

Integrated	health	and	social	
care	into	or	coordinated	close	
to	the	home

Rapid	Response
The	ability	within	an	MDT	to	respond	rapidly	to	complex	patients	who	are	experiencing	a	
health	or	social	care	need	that	left	unattended	would	result	in	a	possible	hospital	admission

A	number	called	by	the	patient,	the	GP,	community	services	and	acute	staff	to	support	
people	with	their	care	by	gaining	more	efficient,	coordinated	access	to	services

Single	point	of	access

Discharge	planning	and	
reablement

A	pro-active,	anticipatory	service	designed	to	target	those	patients	who	are	medically	
optimised	for	discharge,	no	longer	requiring	an	inpatient	bed,	but	still	needing	some	level	of	
care	to	prevent	their	health	from	deteriorating

The	ability	for	primary	care	professionals	to	access	a	specialist	opinion	in	the	community	
setting	and	where	appropriate,	a	specialist	triage	for	diagnostics.	Access	to	diagnostic	
services	and	the	ability	to	ensure	diagnostic	results	are	full	and	timely	will	reduce	the	need	
for	multiple	outpatient	appointments

Access	to	expert	opinion	and	
timely	access	to	diagnostics

Local	care:	key	elements	of	the	complex	elderly	care	model

Source:	K&M	STP	Local	Care	workstream,	Carnall	Farrar

Supporting	people	
to	be	healthy	and	
independent

1

2

3

4

5

6

7

8

Coordinated	care	for	
people	who	need	it

Supporting	services

4
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44SOURCE	http://www.ageuk.org.uk/east	Sussex/services-we-provide/take-home-and-settle/

Timely	and	appropriate	discharge	from	A&E	can	also	be	supported	by	other	schemes	
such	as	occurs	in	the	voluntary	sector	Take	Home	&	Settle	service	in	East	Sussex

About	the	service

This	service	enables	older	people	who	have	attended	Accident	and	Emergency,	at	the	Conquest	Hospital	
Hastings	or	the	Eastbourne	District	General	Hospital,	to	go	home	rather	than	be	admitted	to	hospital.
It	serves	older	residents	of	East	Susssex	with	an	emphasis	on	those	who	live	alone	or	who	are	carers.	It	helps	to	
facilitate	a	safe	discharge	from	hospital,	accompany	patients	home	and	ensures	they	are	safely	settled	in.

How	the	service	
works

The	service	provides	support	to	clients	discharged	from	hospital	by	offering	a	broad	range	of	services	including:
• Taking them	home	from	hospital	and	settling	them	in,	making	sure	that they	are	comfortable
• Carrying	out	a	risk	assessment	for their	safety
• Obtaining	any	immediate	shopping they	may	need
• Making	a	cup	of	tea	and	preparing	a	snack	if	required
• Light	housekeeping	including	tidying	and	changing	bed	linen
• Installing/positioning	any	equipment	from	hospital
• Assisting	in	the	management	of	medications
• Helping	with	simple	form	filling
• Supporting	self	care/confidence	building
• Sign	posting	to	other	services

Who	can	use	the	
service?

This	free	service	is	for	residents	of	East	Sussex	who	are	aged	55	and	over,	especially	those	who	live	alone,	are	
carers	or	have	had	a	fall.

4
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• Patients	that	risk	coming	to	accident	and	emergency	department	because	their	condition	has	suddenly	worsened	can	be	referred	
by	a	GP	to	be	seen	by	a	specialist	 in	Acute	Medicine	or	Respiratory	on	the	same	day	or	next	day.

• Some	Trusts	currently	offer	this	service	but	there	is	scope	for	this	to	be	extended	across	all	Kent	and	Medway	Trusts.

Chronic	obstructive	pulmonary	disorder	HOT	clinics	will	aid	admission	avoidance	for	
patients	who	cannot	wait	for	an	urgent	respiratory	clinic	appointment

SOURCE:	University	of	Leicester	AEC	pathways	

4

1)	Acute	patient	making	contact	with	
ambulance	serviceThe	following	

pathways	are	
available	for	a	
patient	
presenting	with	
the	primary	
diagnosis	of	
COPD	
exacerbation:

2)	Patient	experiencing	unsuccessful	
treatment	and	is	on	the	verge	of	admission

Patient	is	referred	to	respiratory	HOT	Clinic	
(within	2-3	days)

Home	management	is	considered	

Chronic	obstructive	pulmonary	disorder	(COPD)	HOT	clinics	are	rapid	access	clinics	that	helps	people	with	COPD	avoid	hospital
admission	

Patient	presentation	following	review	by	
GP	/	specialist	respiratory	nurse	practitioner Care	pathway

Emergency	patient	is	transferred	to	
ED														AMU

Patient	is	referred	to	the	AMU

3)	Patient	cannot	wait	for	an	urgent	
respiratory	clinic	appointment	but	are	not	
needing	immediate	specialist	management

4)	The	patient	is	stable,	socially	
supported,	there	is	no	confusion	and	no	
chest	pain

The	model	of	HOT	clinics	can	be	extended	to	a	wider	range	of	specialties	such	as	cardiology	for	heart	failure	or	chest	pain,	
gastroenterology,	endocrine	and	renal	.	These	urgent	clinic	slots	can	be	used	to	enhance	earlier	discharge	of	medical	patients	
as	it	provides	a	means	to	review	to	monitor	progress	and	response	to	treatment	
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Comprehensive	geriatric	assessment	(CGA)	may	reduce	short-term	mortality,	increase	the	chances	of	living	at	home	at	1	year	and	improve	physical	and	
cognitive	function.

Extensive	research	has	shown	that	Comprehensive	Geriatric	Assessment	(CGA)	in	
increases	independence	and	reduces	mortality

SOURCE:	http://www.bgs.org.uk/good-practice-guides/resources/goodpractice/gpgcgassessment
Comprehensive	geriatric	assessment	for	older	hospital	patients.	Ellis	G1, Langhorne	P.2005

The	Single	Assessment	Process	(SAP)	sets	out	the	four	levels	of	assessment:

1.	Contact	
assessment

2.	Overview	
assessment

3.	Specialist	(in	
depth)	assessment

4.	Comprehensive	
assessment

This	is	the	basic	information	about	an	individual	and	what	they	are	seeking	help	with	and	is	used	routinely	in	all	
interactions	for	an	older	person	who	might	seek	help	from	a	doctor,	apply	for	Meals-on-Wheels	Service,	or	request	a	
hearing	aid,	for	example.

This	is	a	broad	but	simple	assessment	across	all	the	domains	of	comprehensive	assessment	but	of	a	much	lighter	
touch. The	purpose	is	to	identify	whether	there	is	or	is	not	a	problem. This	is	commonly	incorporated	into	an	assessment	
when	anything	more	than	the	most	basic	health	or	social	care	provision	is	to	be	provided. This	overview	assessment	
identifies	individual	areas	where	more	detailed	and	specialist	assessments	are	necessary.

This	then	is	the	in	depth	assessment	which	usually	requires	a	diagnostic	process	and	treatment	planning	by	a	clinician	
trained	to	deal	with	that	particular	aspect,	e.g.	a	physiotherapist	or	audiology	technician	or	geriatrician.

This	can	be	understood	as	an	in	depth	assessment	across	all	domains,	and	can	be	adapted	to	the	specific	purpose	and	
usually	requires	a	trained	multidisciplinary	team.

Overall,	for	every	100	patients	undergoing	CGA,	three	more	will	be	alive	and	in	their	own	homes	compared	with	usual	care

4
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The	service	model	will	incorporate	the	NHS	England	pathway	for	people	with	
dementia,	based	on	NICE	guidelines

4

SOURCE:	The	well	pathway	for	dementia	– NHS	England,	2016
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The	K&M	local	care	model	specifies	that	each	dementia	patient*	would	have	a	a	
dedicated	case	manager	who	integrate	their	multidisciplinary	care	and	support

SOURCE:	The	K&M		local	care	toolkit	2017

Tier	3	Case	Management
Case	Management	is	for	older	people	with	very	complex	needs	(e.g.	end	of	life	
care	needs,	older	people	with	dementia,	older	people	with	3	or	more	LTCs)	who	
require	intensive	support	to	ensure	they	stay	out	of	hospital	as	much	as	
possible.	A	dedicated	case	manager	will	be	involved	in	their	annual	care	and	
support	planning	and	provide	more	intensive	support	of	condition	
management,	integration	of	services,	adherence	to	the	care	plan	and	more	
supportive	social	prescribing.	Access	will	also	be	available	to	additional	services	
through	the	single	point	of	access	including	rapid	response	services	as	
appropriate.

*	An	elderly	patient	with	dementia	would	constitute	a	Tier	3	patient				
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Liaison	mental	health	services	in	the	hospital	will	aim	to	increase	the	detection,	
recognition	and	early	treatment	of	impaired	mental	wellbeing	and	mental	disorder	

SOURCE:	https://www.rcpsych.ac.uk/pdf/JCP-MH%20liaison%20(march%202012).pdf

What	are	acute	liaison	services?

An	acute	liaison	service	is	
designed	to	provide	services	for:
• people	in	acute	settings	

(inpatient	or	outpatient)	who	
have,	or	are	at	risk	of,	mental	
disorder

• people	presenting	at	A&E	with	
urgent	mental	health	care	
needs

• people	being	treated	in	acute	
settings	with	co-morbid	
physical	disorders	such	as	
long-term	conditions	(LTCs)	
and	mental	disorder

• people	being	treated	in	acute	
hospital	settings	for	physical	
disorders	caused	by	alcohol	or	
substance	misuse	and	people	
whose	physical	health	care	is	
causing	mental	health	
problems

Liaison	mental	health	services	
aims	to:

• reduce	excess	morbidity	and	
mortality	associated	with	co-
morbid	mental	and	physical	
disorder

• reduce	excess	lengths	of	stay	in	
acute	settings	associated	with	
co-morbid	mental	and	physical	
disorder

• reduce	risk	of	harm	to	the	
individual	and	others	in	the	
acute	hospital	by	adequate	risk	
assessment	and	management

• reduce	overall	costs	of	care	by	
reducing	time	spent	in	A&E	
departments	and	general	
hospital	beds

There	is	
currently	no	
single,	
uniform	
model	for	
liaison	
services	
across	the	
country	and	
their	
effectiveness	
varies	greatly

What	will	a	good		liaison	service	
look	like?

The	core	service	will	be	based	on	
the	following	principles:
• A	24/7	liaison	psychiatry	

service	in	medical	assessment	
units	and	inpatient	wards

• staff	members	sole	(or	main)	
responsibility	is	to	the	acute	
liaison	team

• the	team	includes	adequate	
skill	mix

• the	team	has	strong	links	with	
specialist	mental	health	
services	and	good	general	
knowledge	of	local	resources

• there	is	clear	and	explicit	
responsibility	for	all	patients	in	
the	acute	hospital	setting	

• here	is	one	set	of	integrated	
multi-professional	healthcare	
notes

• consultant	medical	staff	are	
fully	integrated.

4
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Care	provision

Liaison	provides	
discharge	support	
(working	with	discharge	
facilitator)	and	arranges	
community	follow	up	
post	discharge

Liaison	notifies	GP	
that	patient	had	
MH	intervention

Psychiatric	liaison,	alcohol	
liaison,	older	people	liaison	
etc	in	the	acute	setting

How	should	the	
service	be	
coordinated?

What	will	the	interface	
with	local	teams	look	
like?

How	to	ensure	safe	
and	timely	
discharge	from	the	
service?

What	are	the	most	
appropriate	routes	
into	the	service?

1 2 3
What	types	of	health	and	
social	care	will	be	provided?4

5

Patient	is	assessed	within	1	
hour	(A&E)	or	24	hrs	(if	
already	in	acute)	by	
allocated		MH	liaison

Patient	enters	
A&E	or	referred	
by	acute	team	
after	admission

Patient	16	yrs+	
with	mental	health	
or	substance	
misuse	needs

Psychiatric	input	and	
support	given	to	ensure	
appropriate	discharge

How	should	the	
service	be	given?

What	will	the	interface	
with	local	teams	look	
like?

What	are	the	most	
appropriate	routes	
into	the	service?

1 2 3
What	types	of	health	and	
social	care	will	be	provided?4

RA
ID

IP
M
S

GP,	Self	referral,	health	&	
Neuro	-psychology	
service,	Core	24	in	urgent	
&	emergency	care,	acute	
hospital	consultant

Appropriate	advice,	guidance	
and	treatment	given

IPMS	MDT	triage	and	
assessment	

• IAPT	service:	Low	/	
high	intensity	
Psychological	therapy

• Inpatient	MDT	neuro-
rehab	/	
Neuropsychology	FNS	
services

• Support	for	patients	

to	self	manage	
conditions

• Medical	
psychotherapy	
service:	high	
complexity

• Link	into	specialist	
services

Patient	care	package	
handed	to	GP	/	local	
care	services

4

The	Rapid	Assessment	Interface	and	Discharge	(RAID) &	Integrated	Psychological	
Medicine	Service	(IPMS) models	will	be	used	for	people	with	poor	mental	health
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Trusts	will	increasingly	need	to	deliver	7-day	services	in	acute	medicine	to	allow	
timely	access	to	a	senior	medical	opinion	(ST4	and	above)

“Most	importantly,	we	need	to	ensure	that	
anywhere	that	displays	a	red	and	white	sign	is	
a	place	that	will	provide	access to	the	very	
best	care	for	the	most	seriously	ill	and	injured	
patients,	24	hours	a	day	and	7	days	a	week.”¹

¹	Transforming	urgent	and	emergency	care	services	in	England:	Urgent	and	Emergency	Care	Review,	2013,	NHS	England
²	Future	Hospital:	Caring	for	medical	patients,		September	2013,	Royal	College	of	Physicians

“…aims	to	
develop	a	new	
model	of	care	
that	delivers	safe,	
high-quality	care	
for	patients	
across	7	days.”²

“Seven-day	services	in	hospital:	acutely	ill	patients	in	hospital	will	have	the	same	
access	to	medical	care	on	Saturdays,	Sundays	and	bank	holidays	as	on	a	week	day.	
Services	will	be	organised	so	that	consultant	review,	clinical	staff,	and	diagnostic	
and	support	services	are	readily	available	on	a	7-day	basis.”²

“There	will	be	a	consultant	presence	on	wards	over	7	days,	with	ward	care	prioritised	in	medical	job	plans.”²

“Medical	support	for	all	hospital	inpatients:	the	remit	and	capacity	of	medical	teams	will	extend	to	adult	
inpatients	with	medical	problems	across	the	hospital,	including	those	on	‘non-medical’	wards	such	as	surgical	
patients.	There	will	be	‘buddy’	arrangements	between	consultant	physician	teams	and	designated	surgical	
wards	to	ensure	reliable	access	to	a	consultant	physician	opinion	7	days	a	week.”²

“…	the	vision	of	a	future	hospital	in	which	all	patients	receive	safe,	high-quality	
care coordinated	to	meet	their	clinical	and	support	needs	across	7	days.”²

“The	medical	workforce	will	need	to	adapt	to	
ensure	it	can	meet	demographic	pressures,	
and	deliver	continuity	of	care,	7-day	services,	
and	integration	of	hospital	and	community	
healthcare	in	a	sustainable	fashion.”²

“The	presence	of	senior	clinicians	seven	days	a	week	will	be	important	for	
ensuring	the	best	decisions	are	taken,	reassuring	patients	and	families	and	
making	best	use	of	NHS	resources.”¹

“The	study	clearly	showed	that	in	obstetrics,	paediatrics,	intensive	care	and	acute	medicine	the	level	of	activity	is	the	same	
throughout	the	24- hour	period	and	therefore	the	cover	required	should	be	the	same	24	hours	a	day,	7	days	a	week.”³

4
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This	will	enable	the	new	service	delivery	model	to	meet	the	standards	set	out	in	the	
case	for	change	

4

• A	Kent	and	Medway-wide	
clinical	standards	audit	has	
been	undertaken	as	part	of	
the	Case	for	Change

• It	highlighted	several	areas	
where	the	current	services	
are	not	meeting	the	national	
recommendation/target

• The	new	service	delivery	
model	has	been	designed	
with	the	expectation	that	all	
standards	will	be	met	by	all	
Trusts	7	days	a	week

Source:	Trust	data,	Carnall	Farrar,	clinical	standards	audit	(2016)
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Evidence	for	the	reduction	of	non-elective	activity

Comprehensive	
review	of	
integrated	care

Source Study Impact

Damery	et	al	(2016)

Systematic	review
Richardson	(2016);	
Richardson	&	
Dorling	(2014)

Systematic	review
NAO	(2013)

50	reviews	were	included.	Interventions	focused	on	case	management,	
chronic	care	model,	discharge	management,	complex	interventions,	
multidisciplinary	teams	and	self-management

Reduced	NEL	admissions	by	15–
50%;	A&E	use	by	30–40%

A	meta-analysis	of	43	studies	drawn	from	Cochrane	Review	and	other	
systematic	sources	of	studies	with	well	characterized	end	point	of	impact	
on	hospitalization.	

26%	of	patients	attending	a	major	A&E	department	were	then	admitted	
to	hospital	in	2012-13.	Approximately	one-fifth	of	admissions	are	for	
known	conditions	which	could	be	managed	effectively	by	primary,	
community	or	social	care	and	could	be	avoided.

Median	impact	of	studies	is	a	
19%	reduction	in	emergency	
admission

1/5	NEL	admissions	are	
avoidable

Care	Coordination	
and	Planning

Case	study
Sonola	et	al	(2013)	

• Torbay,	Devon.	The	Torbay	Community	Trust	established	5	integrated	
health	and	social	care	teams	organised	in	localities	aligned	with	GPs	

• Daily	occupied	beds	fell	from	750	to	502	in	10	years

Emergency	bed	day	use	among	
>	65s	is	the	lowest	in	the	region

Wales,	Carmarthenshire,	Cardiff	and	Gwynedd.	co-ordinate	care	for	
people	with	multiple	chronic	illness.	By	employing	a	‘shared	care’	model	
of	working	between	primary,	secondary	and	social	care.	Overall	cost	
reduction	of	£2m

16.5-27%	reduction	in	NEL	
admissions	for	patients	with	
long	term	conditions

Reduced	NEL	admissions	by	
36%

The	Northumberland	Frail	Elderly	Pathway	achieved	significant	impact	in	
terms	of	emergency	admissions	reductions	between	April	2011	and	July	
2013,	with	an	expected	36%	decrease	in	emergency	admissions	as	
compared	to	a	business-as- usual	scenario.

Systematic	review
Goodwin	et	al.	(2012)

Case	study
Richardson	et	al.	
(2016)	LGA

4
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Evidence	for	the	reduction	of	non-elective	activity

Rapid	Response

Multi-disciplinary	
teams

Self-management

Source Study Impact

Systematic	review	of		Multi	disciplinary	teams	(MDTs)	found	a	positive	
impact	with	hospitalisations	reduced	by	15-30%.	In	Northumberland:	
patients	reviewed	by	a	MDT	showed	a	36%	decrease	in	emergency	
admissions
MDT	were	generally	effective	when	used	for	patients	with	single	
conditions,	25%	reduction	in	emergency	admission	for	a	COPD	MDT	with	
formal	links	to	primary	care,	through	26%	for	teams	that	included	
specialist	heart	failure	expertise,	to	31%	for	teams	that	included	
pharmacists	as	collaborators

Reduced	NEL	admissions	by	15-
36%

25-31%	reduction	in	admission	
rates	for	target	conditions;
Significantly	reduced	A&E	use

Systematic	review
Holland	et	al	(2005)

Systematic	review
Damery	et	al	(2016)

Rapid	review
Woodward	and	
Proctor	(2016)

Rapid	review	of	rapid	response	services	found	that	a	significant	amount	
of	users	were	able	to	be	treated	in	their	own	homes,	avoiding	a	
substantial	amount	of	emergency	admissions

80-95%	of	cases	referred	to	the	
rapid	response	service	avoided	an	
emergency	admission

Structured	self-management	interventions	demonstrated	a	43%	
reduction	in	the	relative	risk	of	COPD-related	admission

Self-management	effective	in	reducing	unplanned	admissions	for	
patients	with	COPD	and	asthma	

Reduced	NEL	admissions	by	43%

Reduced	NEL	admissions	by	35-50%

Systematic	review
Damery	et	al	(2016)

Systematic	review
Purdy	(2010)

Falls	Prevention
Better	Care	Fund	
Report	(2014)

Falls	prevention	services	in	Greenwich,	including	balance	classes	and	
home	modifications,	reduced	57%	of	falls	admissions

Reduced	NEL	falls	admissions	by	
57%

4
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Evidence	for	reduction	of	non-elective	length	of	stay

Discharge	support	
and	planning	and	
reablement

Source Study Impact

A	systematic	review	of	21	randomised	controlled	trials	evidenced	that	
hospital	length	of	stay	(LoS)	and	readmissions	to	hospital	were	
significantly	reduced	for	patients	allocated	to	discharge	planning	(mean	
difference	length	of	stay	−0.91,	95%	CI	−1.55	to	−0.27,	10	trials;	
readmission	rates	RR	0.85,	95%	CI	0.74– 0.97,	11	trials)

Pooled	results	from	the	early	supported	discharge	meta-analysis	
suggested	a	mean	LoS	reduction	of	7.7	days,	rising	to	28	days	for	the	
most	severely	impaired	patients	compared	to	4	days	for	moderately	
impaired	patients.	

Reduced	average	LoS	by	1	day

Average	reduction	of	7.7	days	

Systematic	reivew
Shepperd,	S	et	al.	
(2010)

Systematic	review
Damery	et	al	(2016)

Case	studies	
National	Audit	Office	
(2010)

Newcastle:	Early	supported	discharge	(ESD)	decreased	costs	for	health	
and	personal	care	for	stroke	survivors	within	the	ESD	service	in	the	6/12	
after	stroke	was	£7,155	per	patient,	compared	with	£7,480	per	patient	
receiving	conventional	care	
Scunthorpe:	over	three	years	this	significantly	reduced	LOS	from	10,397	
to	4,947,		with	cost	savings	based	on	£270	per	day,	this	equates	to	
savings	of	£1,471,500.

50	- 60%	reduction	in	LoS

A	pilot	of	early	supported	discharge	for	fractured	neck	of	femur	patients	
reduced	length	of	stay	dramatically	from	an	average	of	22.9	days	to	8.8	
days	

Reduced	average	LoS	by	60%Case	study	
Kapur	et	al	(2016)

Care	Coordination	
and	Planning	in	
conjunction	with	
MDTs

Case	studies	
Sonola	et	al	(2013)
Goodwin	et	al.	(2012)

Torbay,	Devon:	Torbay	Community	Trust	established	5	integrated	health	
and	social	care	teams	organized	in	localities	aligned	with	GPs	.	Daily	
occupied	beds	fell	from	750	in	1998/99	to	502	in	2009/10;	emergency	
bed	day	use	among	>	65s	is	the	lowest	in	the	region	reduced	DTOCs;	
increased	home	care	provision	

Reducing	bed	days	for	emergency	
admissions	by	15-30%	for	target	
cohort

4
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Evidence	for	the	reduction	of	avoidable	admissions

Integrated	respiratory	
action	network	for	
patients	with	COPD,	
Terri	(2016)

This	Future	Hospital	Programme	case	study	describes	how	a	team	from	
The	Royal	Wolverhampton NHS	Trust	established	a	respiratory	action	
network	for	patients	with	chronic	obstructive	pulmonary	disease	
(COPD).	A	key	reccomendation was	the		development	of	respiratory	HOT	
clinics	for	admission	avoidance	can	help	to	stem	the	growth	of	
admissions

Source Study Impact

Avoidable	
admissions

An	independent	clinical	review	to	provide	advice	and	recommendations	
on	how	pathways	could	be	re-designed	to	achieve	the	goal	of	improved	
acute	and	chronic	disease	management	in	the	community,	thereby	
moving	more	care	out	of	the	hospital	setting.

Reduced	NEL	admissions	by	15-
36%

Reducing	avoidable	
hospital	based	care:	
re-thinking	out	of	
hospital	clinical	
pathways	(2016)

A	total	of	359	patients	were	
seen	in	the	HOT	clinic	from	July	
2014	until	the	end	of	June	2015.	
The	admission	rate	for	patients	
seen	in	the	clinic	is	5-9%	within	
the	same	financial	year;	
whereas	admission	rates	for	
‘scientifically	similar’	respiratory	
not	seen	in	the	HOT	clinic	is	
around	19%.	

4
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2.	What	are	the	issues	in	the	case	for	change	which	need	to	be	addressed?

1.	
1.	Who	is	the	population	being	served?

3.	What	is	the	service	delivery	model	today?

4.	What	is	the	proposed	service	delivery	model	for	the	future?

6.	What	engagement	has	been	undertaken?

Contents

5.	What	are	the	co-dependencies	and	building	blocks?

Appendix
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What	are	the	co-dependencies	and	building	blocks?:	Summary

The	following	slides	collate	an	evidence	base	to	support	the	issue	outlined	here

5

Who	is	the	population	
being	served?`

What	are	the	issues	in	the	
case	for	change	which	need	

to	be	addressed?	

What	is	the	service	delivery	
model	today?

What	is	the	proposed	service	
delivery	model	for	the	future?

What	are	the	co-dependencies	and	
building	blocks?

What	engagement	has	been	
undertaken?

1

2

3

5

4

6

• The	models	in	the	Keogh	report	and	RCP	‘The	Future	Hospital’	have	been	used	as	a	basis	for	developing	
building	blocks	of	services.

• The	South	East	Clinical	Senate	has	undertaken	work	to	understand	the	co-dependencies	between	
services	and	these	have	been	used	to	further	describe	the	Keogh	models.

• The	models	are	Major	Emergency	Centre	with	specialist	services,	Emergency	Centre,	Emergency	Medical	
Centre	and	Urgent	Care	Centre.
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– The	South	East	clinical	senate	has	developed	a	list	of	co-dependencies	between	different	services	for	urgent	care

– The	Keogh	models	have	been	used	extensively	locally	to	review	and	agree	potential	interdependencies

– The	Royal	College	of	Physicians	‘	The	Future	Hospital’

– Carnall	Farrar	have	worked	across	a	number	of	different	health	economies	to	define	interdependencies	and	delivery	
models

– These	three	pieces	of	work	have	been	used	to	develop	proposed	building	blocks	of	services	for	acute	care:

1. Major	emergency	centre	(with	specialist	services)

2. Emergency	centre

3. Medical	emergency	centre

– These	building	blocks	can	be	co-located	or	can	be	located	on	separate	sites.	The	hurdle	and	evaluation	criteria	are	used	to	
determine	how	many	of	each	are	required	and	where	they	might	be	located.

Summary	of	building	blocks	of	services

5
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The	Keogh	work	in	2014	proposed	a	network	of	urgent	care

Source:	Sir	Bruce	Keogh,	Transforming	Urgent	and	Emergency	care	services	in	England,	End	of	Phase	1	Report,	2014

5

• Major	Emergency	Centres	(MECs)	have	a	concentration	of	
specialist	expertise	and	services	which	are	likely	to	fall	within	
the	remit	of	specialist	commissioning.	They	provide	support	
and	coordination	to	a	whole	network	for	patients	with	
specialist	emergency	care	needs,	and	work	in	partnership	
with	the	other	system	components	to	ensure	that	patients	
are	able	to	access	specialist	care	in	a	timely	way.

• An	MEC	includes	specialist	facilities	that	receive	patients	
from	Emergency	Centres,	or	directly	from	an	ambulance	
which	has	bypassed	an	Emergency	Centre.	Such	facilities	
should	include	two	or	more	specialist	services	such	as	major	
trauma,	heart	attack,	critical	care	or	stroke

• Emergency	Departments	that	are	integral	to	MECs	will	
provide	consultant	presence	over	extended	hours,	immediate	
access	to	enhanced	diagnostics,	such	as	CT	and	MRI	scanning	
and	interventional	radiology,	and	a	wider	range	of	facilities,	
as	a	result	of	the	increased	capabilities	of	the	hospital	in	
which	they	are	located.	

Emergency

Urgent

111

999

Advice	
by	

phone

GP	and	
Primary	
Care

Urgent	
Care	
Centre

Para-
medic	at	
Home

Community	
Pharmacy

Emergency	Centre

Major	Emergency	
Centre
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From	the	Keogh	work,	six	different	types	of	centres	are	proposed

Source:	Sir	Bruce	Keogh,	Transforming	Urgent	and	Emergency	care	services	in	England,	End	of	Phase	1	Report,	2014

Major	
Emergency	
Centre	with	
specialist	
services

Emergency	
Centre

Medical	
Emergency	
Centre	

Urgent	care	
centre

Integrated	
care	hub	with	
emergency	
care

Major	trauma	
centre

What	 Services	offered	

▪ Larger	units,	capable	of	assessing	and	initiating	
treatment	for	all	patients	and	providing	a	range	of	
specialist		hyper-acute	services

▪ Serving	population	of	~	1-1.5m

▪ Hyperacute	cardiac,	stroke	,	vascular	services
▪ Trauma	unit
▪ Level	3	ICU
▪ Moving	towards	24x7	consultant	delivered	A&E,	emergency	

surgery,	acute	medicine,	inpatient	paeds
▪ Full	obstetrics	and	level	3	NICU

▪ Larger	units,	capable	of	assessing	and	initiating	
treatment	for	the	overwhelming	majority	of	
patients	but	without	all	hyper-acute	services

▪ Serving	population	of	~	500-700K

▪ Moving	towards	24x7	consultant	delivered	A&E,	
emergency	surgery,	acute	medicine

▪ Level	3	ICU
▪ Inpatient	Paeds	and	obstetrics	with	level	2/3	NICU

▪ Assessing	and	initiating	treatment	for	majority	of	
patients

▪ Acute	medical	inpatient	care	with	intensive	
care/HDU	back	up

▪ Serving	population	of	~	250-300K

▪ Consultant	led	A&E
▪ Acute	medicine	and	critical	care/HDU
▪ Access	to	surgical	opinion	via	network
▪ Possibly	paeds		assessment	unit	and	possibly	midwife-led	

obstetrics

▪ Immediate	urgent	care
▪ Integrated		outpatient,	primary,	community	and	

social	care	hub
▪ Serving	population	of	~	50-100K

▪ As	above	but	no	beds

▪ Assessing	and	initiating	treatment	for	large	
proportion	of	patients

▪ Integrated	outpatient,	primary,	community	and	
social	care	hub

▪ Serving	population	of	~	100-250K

▪ GP-led	urgent	care	incorporating	out	of	hours	GP	services
▪ Step	up/step	down	beds	possibly	with		48	hour	

assessment	unit
▪ Outpatients	and	diagnostics
▪ Possibly	midwife-led	obstetrics

▪ Specialised	centres	co-locating	tertiary/complex	
services	on	a	24x7	basis

▪ Serving	population	of	at	least	2	-3million

▪ Neurosurgery,	Cardiothoracic	surgery
▪ Full	range	of	emergency	surgery	and	acute	medicine
▪ Full	range	of	support	services,	ITU	etc

5
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1.	Major	emergency	centre	(with	specialist	services)

Acute	cardiology

Urology*

Urgent	GI	endoscopy

Anaesthetics

Vascular	surgery	(spoke)

Interventional	cardiology	
(PC/i)

Vascular	surgery	(hub)
• HASU
• Interventional	radiology

Hyper	acute	stroke	unit

Acute	stroke	unit
• Inpatient	rehabilitation

Respiratory	medicine

Medical	gastroenterology

Critical	care	(L1,	L2	&	3)

Trauma

Acute	gynaecology

General	surgery

Liaison	psychiatry

Acute	paediatrics*

Trauma	unit
• Acute	paeds

Acute	and	general	
medicine	(inc.	AMU)

ENT*

Consultant-led	obstetrics

Emergency	Department	
(unselected)

Elderly	medicine

Orthopaedics* Diagnostics	inc.	MRI

Urgent	haematology

Clinical	microbiology

Interventional	radiology

Support	services	(see	key)

Rheumatology

Dermatology

Nephrology	(not	including	
dialysis)

Maxillo-facial	surgery

Neurology

Palliative	care

Acute	oncology

Plastic	surgery

Burns

Key

Additional	
services	that	
should	in-reach	if	
not	based	on-
site

Co-location	on	
same	site

Specialist	
services

Support	services
▪ Co-located

– Social	care

– Physiotherapy

– Occupational	Therapy

– Lab	based	diagnostics

– Emergency	imaging	and	
reporting

▪ Ideally	co-located

– Speech	and	language	
therapy

– Dietetics

Diabetes	&	endocrinology

Source:	[The	Clinical	Co-Dependencies	of	Acute	Hospital	Services:	A	Clinical	Senate	Review	December	2014],	Carnall	Farrar	analysis
• In-reach	may	be	sufficient	depending	on	ED	pathways	(required	for	a	trauma	unit)
*Non-specialised	paediatrics	and	paediatric	surgery

Ophthalmology

5
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2.	Emergency	centre

Acute	cardiology

Urology*

Urgent	GI	endoscopy

Anaesthetics

Vascular	surgery	(spoke)

Interventional	cardiology	
(PC/i)

Vascular	surgery	(hub)
• HASU
• Interventional	radiology

Hyper	acute	stroke	unit

Acute	stroke	unit
• Inpatient	rehabilitation

Respiratory	medicine

Medical	gastroenterology

Critical	care	(L1,	L2	&	3)

Trauma

Acute	gynaecology

General	surgery

Liaison	psychiatry

Acute	paediatrics*

Trauma	unit
• Acute	paeds

Acute	and	general	
medicine	(inc.	AMU)

ENT*

Consultant-led	obstetrics

Emergency	Department	
(unselected)

Elderly	medicine

Orthopaedics* Diagnostics	inc.	MRI

Urgent	haematology

Clinical	microbiology

Interventional	radiology

Support	services	(see	key)

Rheumatology

Dermatology

Nephrology	(not	including	
dialysis)

Maxillo-facial	surgery

Neurology

Palliative	care

Acute	oncology

Plastic	surgery

Burns

Key

Additional	
services	that	
should	in-reach	if	
not	based	on-
site

Co-location	on	
same	site

Networked

Support	services
▪ Co-located

– Social	care

– Physiotherapy

– Occupational	Therapy

– Lab	based	diagnostics

– Emergency	imaging	and	
reporting

▪ Ideally	co-located

– Speech	and	language	
therapy

– Dietetics

Diabetes	&	endocrinology

Source:	[The	Clinical	Co-Dependencies	of	Acute	Hospital	Services:	A	Clinical	Senate	Review	December	2014],	Carnall	Farrar	analysis
• In-reach	may	be	sufficient	depending	on	ED	pathways	(required	for	a	trauma	unit)
*Non-specialised	paediatrics	and	paediatric	surgery

Ophthalmology

5
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3.	Medical	emergency	centre

Source:	[The	Clinical	Co-Dependencies	of	Acute	Hospital	Services:	A	Clinical	Senate	Review	December	2014],	Carnall	Farrar	analysis

Anaesthetics

Urgent	GI	endoscopy

Liaison	psychiatry

Respiratory	medicine

Medical	gastroenterology

Clinical	microbiology

General	(adult)	surgery

Acute	and	general	
medicine	(inc.	AMU)

Diagnostics	inc.	MRI

Elderly	medicine

Critical	Care	(L2	&L3) Urgent	haematology

Acute	cardiology

RheumatologyDermatology

Nephrology	(not	including	
dialysis)

Neurology

Palliative	care

Acute	oncology

Urology

Diabetes	&	endocrinology

Support	services	(see	key)	

Consultant-led	obstetrics
• Neonatology

Urgent	care	centre

Fracture	clinic

Key

Additional	
services	that	
should	in-reach	if	
not	based	on-
site

Co-location	on	
same	site

Could	be	co-
located	on	site

Support	services

▪ Ideally	co-located

– Social	care

– Physiotherapy

– Occupational	Therapy

– Lab	based	diagnostics

– Emergency	imaging	and	
reporting

– Speech	and	language	
therapy

– Dietetics

Paediatric	assessment	unit

Rehabilitation
Dialysis

Ophthalmology

Maxillo-facial	surgery

Vascular	surgery	(spoke)

Interventional	radiology

Emergency	department	
(selective)
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There	are	critical	interdependencies	for	these	building	blocks

Source:	South	East	Coast	Clinical	Senate	(2014)	The	Clinical	Co-Dependencies	of	Acute	Hospital	Services	– A	Clinical	Senate	Review	

• It	is	proposed	that	the	co-
dependencies	work	carried	out	by	
the	South	East	Coast	Clinical	Senate	
will	be	used	to	assess	any	impact	of	
future	acute	services	change

• The	work	undertaken	by	the	SECCS	
provides	generic	advice	about	what	
services	needed	to	be	provided	in	
the	same	hospital	(either	based	
there,	or	inreaching),	and	what	
could	be	provided	on	a	networked	
basis

• The	dependencies	of	eleven	major	
acute	hospital	services	were	
reviewed	and	the	dependencies	on	
a	wide	range	of	acute	hospital	
based	services	assessed This	resulted	in	a	grid	for	identifying	core	groupings	of	services	and	the	

requirements	for	co-dependent	service	provision,	as	described	in	the	rating	
scale

The	work	carried	out	by	the	south	east	coast	clinical	senate	will	govern	co-dependencies	when	considering	options	
for	future	acute	service	change

5
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66Source:	South	East	Coast	Clinical	Senate	(2014)	The	Clinical	Co-Dependencies	of	Acute	Hospital	Services	– A	Clinical	Senate	Review	

These	interdependencies	are	outlined	below

5
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2.	What	are	the	issues	in	the	case	for	change	which	need	to	be	addressed?

1.	
1.	Who	is	the	population	being	served?

3.	What	is	the	service	delivery	model	today?

4.	What	is	the	proposed	service	delivery	model	for	the	future?

6.	What	engagement	has	been	undertaken?

Contents

5.	What	are	the	co-dependencies	and	building	blocks?

Appendix
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What	engagement	has	been	undertaken?:	Summary

The	following	slides	collate	an	evidence	base	to	support	the	issue	outlined	here

6

Who	is	the	population	
being	served?`

What	are	the	issues	in	the	
case	for	change	which	need	

to	be	addressed?	

What	is	the	service	delivery	
model	today?

What	is	the	proposed	service	
delivery	model	for	the	future?

What	are	the	co-dependencies	and	
building	blocks?

What	engagement	has	been	
undertaken?

1

2

3

5

4

6

• Over	the	last	2	years	EKHUFT	has	engaged	with	key	stakeholders	internally	and	externally	through	a	
series	of	EKHUFT	and	East	Kent	Strategy	Board	events.

• West	Kent	have	recently	commenced	engagement
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Engagement	to	date

Over	the	last	2	years	EKHUFT	has	engaged	with	key	stakeholders	internally	and	externally.

• Engagement	commenced	in	2014	with	attendance	at	individual	CCG	groups	so	ideas	could	be	exchanged	
between	EKHFT	clinicians	and	GPs	around	emerging	issues	and	solutions

• Representatives	of	the	executive	team	with	relevant	clinicians	have	met	regularly	with	each	CCG	team	to	
share	any	emerging	thinking	and	gain	feedback

• The	EKHUFT	case	for	change	has	been	shared	with	GP	members	of	CCGs	and	their	responses	incorporated

Key	engagement	events	have	been	tabled	on	the	next	slide.

76
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Date Type	of	engagement Stakeholder	group	engaged Description

January 2015	
– current	
date

• Strategic	meetings Divisional	and	Medical Directors	and	
heads	of	Nursing

• To	keep	them	informed	and	gain	
feedback	on	every	component	of	
the	strategy	programme	and	
latterly	the	STP

January	2015	
– current	
date

• Open	staff	forums All	staff • To	keep	them	informed	and	gain	
feedback	on	every	component	of	
the	strategy	programme	and	
latterly	the	STP

January	2015
– current	
date

• Staff	forums	for	administration	staff All	administration	staff • To	keep	them	informed	and	gain	
feedback	on	every	component	of	
the	strategy	programme	and	
latterly	the	STP

Spring	2015 • Focus	Groups	facilitated	by	Health	Watch	– 7	
events		in	Thanet,	Herne	Bay,	Canterbury,	
Ashford,	New	Romney	and	Folkestone	and	
Tenterden.		

• Information	shared	in	school	book	bags	and	at	
universities	and	train	stations.	Feedback	forms	
given	out	and	returned

Public.	Over	1000	people	
contributed their	thoughts	some	
representing	organisations

• To	share	the	case	for	change

July 2015;	
Sept	2015;	
Dec	2015;	
July	2016;
Nov 2016

• Clinical	Forums	for	between	100	and	209	
consultants	and	GPS	at	each	event

Trust Consultants
GPs
CCG	representatives

• To	bring	together	the attendees	to	
discuss	the	way	forward	in	
achieving	an	acute	health	system	
that	is	clinically	and	financially	
sustainable

January	2016 • Individual	meetings	with	clinical	leads
• Sessions	at	the	Quality	and	Innovation	Hubs	on	al	

5	EKHUFT	sites

Consultants
All	staff

• To	get	feedback	from	staff	about	
the	evaluation	criteria	for	option	
development

Engagement	events	to	date	(1/3)

76
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Engagement	events	to	date	(2/3)
Date Type	of	engagement Stakeholder	group	engaged Description

Jan	– Dec	
2016

• Clinical	engagement	working	groups Consultants	,	GPs, nurses		&	
AHP

• Clinical	engagement	in	
developing	improvements	in	
clinical	pathways	and	promoting	
integration

4th February
2016

• EKSB	engagement event
• East	Kent	Clinical	Forum
• Monthly	meetings

All	health and	social	care	
organisations	medical	directors	
and	clinical	chairs	

• Clinical	input	and	approval	of	
work	done	so	far;	discuss		and	
develop	the	service	area	across	
east	Kent

March	2016 • 3	day	strategic	event	to	identified	innovative	ways	of	
working	nationally	and	internationally,	gain	feedback	
and	commitment	to	develop	new	pathways	and	ways	of	
working

Divisional Clinical	and	
management	teams

• Identify	new	ways	of	working

7th April	2016 • EKSB	engagement event
• East	Kent	Patient	&	Public	Engagement	Group	(PPEG)
• Monthly	meetings

Public	and	representatives of	
individual	groups

• Share	Care	for	Change	and	gain	
feedback

April	– June	
2016

• EK	STP	Task	and	Finish	groups	to	identify	current	
practice	and	issues	and	identify	solutions	for	future	
clinical	pathway	planning	across	the	health	economy

EKHUFT Consultants	and	
clinicians,	GPs	and	CCG	leads

• Design	patient	pathways	for	
emergency	care,	planned	care,	
Long	term	conditions	(including	
frailty),	paediatrics	and	
maternity

April	to	June	
2016

• EKSB	engagement	event
• 6	Task	&	Finish	Groups:
1. LTC	&	Frailty:	4	sessions
2. Planned	and	Specialist	Care:	3	sessions
3. Maternity:	3	sessions
4. Paediatrics:	4	sessions
5. Emergency	&	Urgent	Care:	4	sessions
6. Mental	Health:	2	sessions	

Acute Care	Consultants,	Primary	
Care,	Social	Care	and	
Community	Health	
representatives

• Work	stream	sessions	to	build	a	
shared	vision	for	service	areas		
in	east	Kent	as	well	as	share	
good	practice	from	other	areas

76
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Engagement	events	to	date	(3/3)
Date Type	of	engagement Stakeholder	group	engaged Description

July	2016 • EKSB	engagement event
• 4	Final	Workshops	for		all	Task	&	Finish	groups:

1. LTC	&	Frailty
2. Planned	and	Specialist	Care
3. Maternity	&	Paediatrics
4. Mental	Health

Acute Care	Consultants,	Primary	Care,	
Social	Care	and	Community	Health	
representatives

• Share	information	about	
work	done	so	far;	discuss	
and	refine	the	case	for	
change	and	start	to	
describe	ambition	for	the	
service	area	across	east	
Kent

27th July	2016 • EKSB	engagement event
• Presentation		session

To	all	council	leaders	and	Chief	Executives • To	discuss	the	progress	so	
far	and	future	plans	across	
east	Kent

10th
September
2015	– current	
date

• EKSB	engagement event
• Monthly	meetings

All	organisation	CEO’s,	medical	directors,	
accountable	officers	and	clinical	chairs	
(including	KCC	and	NHSE)

• Develop	strategy		for	the	
services	area	across	east	
Kent

5th Sept	2016 • EKSB	engagement event
• Evaluation	Criteria	half	day	workshop

All	organisation	CEO’s,	medical	directors,	
accountable	officers	and	clinical	chairs	
(including	KCC	and	NHSE)

• To	discuss	the	proposed	
evaluation	criteria	and	
evaluation	process

15th Sept	2016 • EKSB	engagement event
• Discussion	with	MP
• London	based	meeting

Autumn	2016 • EKSB	engagement event
• 6	Focus	groups	facilitated	by	EKSB	and	supported	

by	‘Curved	Thinking’

Members	of	the	Public	and	public	groups • To	share	the	case	for	
change

76

 Page 243 of 452.



Elective	orthopaedics
Service	delivery	model

28	February	2017
Updated	13	June	2017

 Page 244 of 452.



1

• A	number	of	services	have	been	prioritised as	for	early	consideration	by	the	K&M	hospital	care	
working	group.	This	pack	forms	one	of	a	series	service	delivery	model	templates	for	the	priority	
services.

• The	aim	of	this	pack	is	to	consider	the	key	issues	the	service	is	facing	within	the	hospital	context,	its	
current	in-hospital	model	of	care	and	aspirational	future	model	among	other	relevant	context.

• The	pack	follows	the	structure	of:

– A	summary	slide	outlining	key	information	from	each	section;	then

– Each	section,	with	a	summary	slide	up	front	followed	by	evidence	slides

• The	pack	has	been	created	with	expert	input	from	across	Kent	&	Medway,	and	has	been	developed	by	
the	K&M	Hospital	care	workstream	before	being	signed	off	by	the	Clinical	Board.

Introduction	and	purpose	of	service	delivery	model	template

Note:	The	Acute	care	template	includes	paediatrics
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This	document	has	been	updated	to	incorporate	feedback	from	the	SE	Clinical	Senate
Comment

Comment	
classification Next	steps

• The	range	of	procedures	intended	for	cold	centres	is	not	provided.

Can	be	
incorporated	
into	model	

easily

• There	should	be	more	emphasis	and	description	of	the	pain	management	service	and	pathway.	

• Comment	incorporated,	no	next	steps

Requires	
further	work	
pre-PCBC

Requires	
further	work	
post-PCBC

• Task	and	finish	group	to	discuss	*

*It	is	proposed	that	a	‘task	and	finish	group’	comprised	of	3-4	senior	clinicians	from	across	the	trusts	is	convened	to	develop	the	models	further	with	
respect	to	these	comments.	It	is	proposed	that	they	meet	up	to	3	times	in	June	- July	2017

The

• Further	development	of	the	MDT	combined	clinics	as	to	whether	this	is	the	most	efficient	way	to	use	the	
various	professionals	mentioned	in	the	model

• Task	and	finish	group	to	discuss	*

• Given	the	variability	in	procedure	rates	across	surgeries	and	CCGs,	there	should	be	some	analysis	of	the	reasons • Task	and	finish	group	to	discuss	*
• The	pathways	in	to	surgery	should	be	more	fully	described,	including	the	role	of	shared	decision	making • Task	and	finish	group	to	discuss	*

• Task	and	finish	group	to	discuss	*
• The	intended	size	or	activity	of	the	proposed	elective	orthopaedic	centres	was	not	described.	This	would	no	

doubt	impact	on	their	efficiency	and	cost-effectiveness	(examples	given	state	over	3000	joint	operations	p/y)
• Task	and	finish	group	to	discuss	*

• The	modelling	would	benefit	from	mapping	the	impact	of	demographic	trends	on	length	of	stay • Awaiting	technical	group	review

• The	list	of	support	services	listed	in	the	‘Key’	box	(would	be	more	appropriately	included	within	the	main	list	
of	lo-located	services.

• An	alternative	approach	to	a	cold	centre	is	to	have	ring	fenced	elective	orthopaedic	beds	in	the	acute	hospital,	
it	is	also	not	clear	whether	the	model	for	K&M	was	to	be	purely	for	stand-alone	elective	centre

• Will	be	addressed	in	hurdle	stage

• The	criteria	for	determining	low	risk	patients	suitable	for	a	cold	surgical	site	should	be	outlined	 • Task	and	finish	group	to	discuss	*

• There	are	major	issues	with	separating	the	orthopaedic	workforce	on	multiple	sites,	these	needs	to	be	addressed • Workforce	stream	developing	response

• The	model	needs	to	describe	the	pathway	for	post-operative	care,	for	patients	not	able	to	get	directly	home
• The	balance	between	planned	inpatient	vs	outpatient	physiotherapy	should	be	mapped.	

• Task	and	finish	group	to	discuss	*
• Task	and	finish	group	to	discuss	*

• The	pathway	for	patients	who	deteriorate	needs	to	take	into	account	some	specific	issues	and	be	built	into	model • Task	and	finish	group	to	discuss	*

• The	model	should	aspire	to	address	the	recommendation	for	rehabilitation	post-surgery	in	the	GIRFT	report • To	develop	further	as	part	
of	model	implementation

• There	is	no	mention	of	population	level	or	cohort-specific	interventions	to	reduce	the	dev.	of	joint	pathology • Comment	incorporated,	no	next	steps

• There	is	a	risk	of	losing	staff	from	separating	elective	from	non-elective	orthopaedics	and	trauma,	training	
considerations	from	this	split	must	also	be	considered

• Comment	incorporated,	no	next	steps

• Extended	scope	practitioners	(ESPs)	should	do	more	than	triage	and	initial	triage	type	assessments, • Comment	incorporated,	no	next	steps

• The	recommendations	from	the	national	report,	should	be	adopted. • Comment	incorporated,	no	next	steps

• There	should	be	agreement	as	to	the	minimum	number	of	procedures	undertaken	per	consultant	per	year. • Will	be	addressed	in	hurdle	stage
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The	STP	outlined	the	aspiration	for	Hospital	Care	model	which	prevents	ill	health,	
intervenes	earlier	and	delivers	excellent,	integrated	care	closer	to	home

Source:	K&M	STP

Kent	and	Medway	Future	Care	Model

Prevention	
and	self	care

Community pharmacists

Acute mental 
health care

Consistent high-
quality acute care

Rapid	
response

Integrated health 
and social care 
into the home

1-2 elective
orthopaedic

centres

Single stroke 
service with  

HASUs

Comprehensive 
cancer service

Single K&M 
vascular 
service

Care coordination

Therapists Dementia
nurses

DiagnosticsMental health

Single	point	
of	access

Care	Transformation	workstreams

Enlisting	public	services,	employers	
and	the	public	to	support	health	and	
wellbeingPrevention

Local Care

Hospital Care

Mental Health

A	new	model	of	care	closer	to	home	
for	integrated	primary,	acute,	
community,	mental	health	and	social	
care

Optimal	capacity	and	quality	of	
specialised,	general	acute,	
community	and	mental	health	beds

Bringing	parity	of	esteem,	
integrating	physical	and	mental	
health	services,	and	supporting	
people	to	live	fuller	lives

The	focus	of	this	template	will	be	on	Hospital	Care
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Summary	contents
Who	is	the	population	

being	served?

What	are	the	issues	in	the	case	
for	change	which	need	to	be	

addressed?	

What	is	the	service	delivery	
model	today?

What	is	the	proposed	service	
delivery	model	for	the	future?

What	are	the		co-dependencies	and	
building	blocks?

What	engagement	has	been		
undertaken?

1

2

3

5

6

4

• There	are	7,921	elective	orthopaedic	inpatient	and	13,331	elective	orthopaedic	day	case	procedures	undertaken	in	hospitals	in	K&M	(plus	2,110	
IP	and	425	DC	in	private	hospitals	under	choose	&	book).

• The	majority	of	the	people	having	these	procedures	are	older	(with	most	procedures	in	the	64-69	age	band).
• K&M	acute	providers	outsource	approximately	2000	elective	orthopaedic	procedures	each	year
• There	are	an	additional	6,000	patients	waiting	for	elective	orthopaedic	procedures	across	K&M.
• Referral	levels	for	elective	procedures	vary	between	CCGs	and	between	practices.
• Some	hospital	waiting	lists	for	planned	care	are	long	and	growing.	The	number	of	cancellations	on	the	day	of	the	operation	are	increasing.	This	

is	partly	due	to	increasing	pressures	from	emergency	admissions	which	cause	“crowding	out”	of	planned	care.
• Right	care	analysis	shows	a	potential	significant	opportunity	in	musculo-skeletal	elective	procedures	across	the	patient	pathway	(£8m	compared	

to	peers).
• NB	RightCare defines	MSK	as	including	back	and	neck	pain,	osteoarthritis	and	rheumatoid	arthritis.
• Further	analysis	suggests	there	may	be	a	£6m	(22	bed)	opportunity	in	reducing	elective	length	of	stay	in	orthopaedics	across	K&M.

• All	sites	in	K&M	deliver	a	mixture	of	elective	and	non	elective	orthopaedic	services	with	the	exception	of	Kent	&	Canterbury	Hospital	which	does	
not	undertake	any	non	elective	activity	and	Maidstone	General	Hospital	which	does	not	undertake	any	non	elective	orthopaedic	surgery.

• Dartford	&	Gravesham	NHS	Trust	have	split	the	majority	of	the	elective	and	non-elective	orthopaedics	across	their	sites,	with	the	majority	of	
elective	orthopaedics	taking	place	at	Queen	Mary’s	Hospital	in	Sidcup.

• The	proposed	model	is	set	within	the	context	of	the	wider	transformation	programme	which	is	underpinned	by	a	focus	on	prevention and	self	
care	and	the	benefit	of	a	community-led	MSK	pathway	which	is	part	of	the	local	care	work	stream.

• The	elective	orthopaedic	model	of	care	is	based	on	a	set	of	principles	including	standardised	approach,	use	of	multi-disciplinary	teams,	one-stop	
services,	senior	support	and	better	use	of	IT.	It	is	very	important	to	Get	it	Right	First	Time.	This	will	lead	to	improvements	in	quality	and	
productivity.

• The	proposed	inpatient	pathway	will	include	greater	use	of	multi-disciplinary	teams,	consultant	feedback,	earlier	discharge	planning	and	ring-
fenced	elective	beds.

• Consolidating	elective	orthopaedic	surgery	onto	fewer	sites	will	lead	to	an	improvement	in	outcomes	and	separating	elective	and	emergency	
work	will	improve	efficiency	and	have	an	impact	on	the	prevention	of	infection.

• The	future	model	will	also	optimise	an	integrated	MSK	pathway	and	integrated	provision.

• The	critical	co-dependencies	for	orthopaedic	elective	work	are	anaesthetics	and	access	to	emergency	diagnostics	.The	level	of	complexity	of	the	
procedures	that	can	be	undertaken	is	determined	by	access	to	Level	2	critical	care	facilities	on	site..

• Over	the	last	2	years	EKHUFT	has	engaged	with	key	stakeholders	internally	and	externally	through	a	series	of	EKHUFT	and	East	Kent	
Strategy	Board	events.

• West	Kent	have	not	carried	out	engagement	to	date
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2.	What	are	the	issues	in	the	case	for	change	which	need	to	be	addressed?

1.	
1.	Who	is	the	population	being	served?

3.	What	is	the	service	delivery	model	today?

4.	What	is	the	proposed	service	delivery	model	for	the	future?

6.	What	engagement	has	been	undertaken?

Contents

5.	What	are	the	co-dependencies	and	building	blocks?

Appendix
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Who	is	the	population	being	served:	summary

Engagement	– to	date	and	required

Who	is	the	population	
being	served?`

What	are	the	issues	in	the	
case	for	change	which	need	

to	be	addressed?	

What	is	the	service	delivery	
model	today?

What	is	the	proposed	service	
delivery	model	for	the	future?

What	are	the	co-dependencies	and	
building	blocks?

What	engagement	has	been	
undertaken?

1

2

3

5

4

6

The	following	slides	collate	an	evidence	base	to	support	the	issue	outlined	here

1

• There	are	7,921	elective	orthopaedic	inpatient	and	13,331	elective	orthopaedic	day	case	procedures	
undertaken	in	hospitals	in	K&M	(plus	2,110	IP	and	425	DC	in	private	hospitals	under	choose	&	book).

• The	majority	of	the	people	having	these	procedures	are	older	(with	most	procedures	in	the	64-69	age	band).
• K&M	acute	providers	outsource	approximately	2000	elective	orthopaedic	procedures	each	year
• There	are	an	additional	6,000	patients	waiting	for	elective	orthopaedic	procedures	across	K&M.
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Elective	orthopaedics	is	provided	across	all	the	acute	hospitals	in	K&M

*MTW	outsourced	activity	comes	from	TWH	only
Note:	MFT	outsourced	132	in	patient	and	83	day	cases	15/16	,MTW	outsourced	342	in	patient	and	404	day	cases	and	EKHUFT	outsourced	1,063	cases	which	are	not	included	here
Note:	DVH:	Darent Valley	Hospital	and	Queen	Mary's	Hospital	Sidcup;	MTW:	The	Tunbridge	Wells	Hospital	(RWFTW),The	Maidstone	Hospital	(RWF03),	The Horder Centre	,	Bmi –
the,	Somerfield	Hospital	,	Nuffield	Health,	Tunbridge	Wells	Hospital,	Spire	Tunbridge	Wells	Hospital		and	Unknown;	MFT:	Kent	Institute	Of	Medicine	&	Surgery	and	Medway	
Maritime	Hospital	
Note:	Day	case	include	some	non-elective	activity
Source:	Provider	data	returns,	Elective	orthopedics	activity,	FY2015-16

H

H

H

H

H

H

H

Tunbridge
Wells
Hospital

Darent Valley Hospital

Medway	Maritime
Hospital

Maidstone
Hospital

1

IP	2.072
DC	3,244

IP	36	
DC	832	

IP		1,384
DC	1,469

IP	2,072
DC	3,244

William	Harvey	
Hospital	(Ashford)

IP	75
DC	1,571

IP	1,528
DC	1,392	

Queen	Elizabeth	the	
Queen	Mother	Hospital

Kent	and	Canterbury	
Hospital

IP	1,202
DC	1,134 IP 1,571	

DC 1,695

NHS	C&B	
Independent	

Sector	Provider	
activity
IP	2,110
DC		425

IP	53		
DC	1,994		

Queen	Mary’s
Hospital	Sidcup

D&G	-
53

MFT	-
215	

MTW	–
746*

EKHUFT	-
1,063

Activity	by	site
IP	– Inpatient
DC	– Day	case

Total	
outsourced	
activity	by	

Trust

Key:

Based	on	clinical	discussion,	a	
set	of	assumptions	were	
agreed	for	the	split	between	
complex	/	non	complex	
elective	orthopaedic	cases.	
This	is	assumed	as	85%	/	15%	
for	the	purposes	of	activity	
and	bed	modelling	in	K&M
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For	the	purposes	of	this	review	the	following	are	included	as	elective	orthopaedic	
conditions/procedures:

Elbow	surgery

• Elbow	surgery	is	carried	out	for	trauma,	osteoarthritis,	rheumatoid	arthritis	and	soft	tissue	injuries

Foot	and	ankle	surgery

• Foot	surgery	on	patients	that	suffer	from	arthritis,	congenital	or	other	abnormalities	or	have	suffered	some	form	of	trauma

Hand	and	wrist	surgery

• Including	trauma,	osteoarthritis	and	rheumatoid	arthritis,	carpal tunnel	decompression	and	Dupuytren’s contracture

Hip	replacements

• Total	hip	arthroplasty

Knee	replacements

• Total	knee	arthroplasty

Shoulder	replacements

• Shoulder	replacements	are	carried	out	to	treat	conditions	like	osteoarthritis,	rheumatoid	arthritis	or	trauma
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Number	of	elective	orthopaedic	spells	by	age	across	all	acute	sites	in	K&M	per	year
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Source:	Provided	by	MTW	trust	for	all	K&M	elective	orth data	– January	2017
NOTE:	An	integrated	impact	assessment	will	be	undertaken	to	establish	the	impact	of	a	new	clinical	model	on	particular	demographics /	cohorts	based	on	their	specific	needs	e.g.	
the	elderly,	and	the	outputs	of	this	will	be	used	to	develop	mitigations	in	order	to	minimise any	adverse	impact.

Number	of	spells	for	7	K&M	acute	site,	split	by	age

• The	greatest	number	of	spells	was	across	the	65-69	age	band	(2214	spells)
• The	smallest	number	of	spells	was	in	the	1-4	(114	spells)	and	90+	age	bands	(88	spells)
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10Source:	EKHUFT	data,	Dr	foster	data for	MTW,	MFT	trust	data,	D&G	trust	data

1

Provider 2015/16 2016/17	M7	YTD

D&G 53 75

MFT 215 211

MTW 746 738

EKHUFT 1,063 549

TOTALS 2,142 1,573

K&M	acute	providers	outsource	over	2,000	elective	orthopaedic	procedures	each	
year
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2,704	elective	orthopaedic	cases	were	delivered	through	Choose	and	Book	by	
Independent	Sector	Providers,	totalling	over	£7.8m

Source:	SLAM	data;	Carnall	Farrar	analysis	2017

1
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2.	What	are	the	issues	in	the	case	for	change	which	need	to	be	addressed?

1.	
1.	Who	is	the	population	being	served?

3.	What	is	the	service	delivery	model	today?

4.	What	is	the	proposed	service	delivery	model	for	the	future?

6.	What	engagement	has	been	undertaken?

Contents

5.	What	are	the	co-dependencies	and	building	blocks?

Appendix
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What	are	the	issues	in	the	case	for	change	which	need	to	be	addressed?:	Summary

The	following	slides	collate	an	evidence	base	to	support	the	issue	outlined	here

Who	is	the	population	
being	served?`

What	are	the	issues	in	the	
case	for	change	which	need	

to	be	addressed?	

What	is	the	service	delivery	
model	today?

What	is	the	proposed	service	
delivery	model	for	the	future?

What	are	the	co-dependencies	and	
building	blocks?

What	engagement	has	been	
undertaken?

1

2

3

5

4

6

• Referral	levels	for	elective	procedures	vary	between	CCGs	and	between	practices.
• Some	hospital	waiting	lists	for	planned	care	are	long	and	growing.	The	number	of	cancellations	on	the	day	of	

the	operation	are	increasing.	This	is	largely	due	to	increasing	pressures	from	emergency	admissions	which	
cause	“crowding	out”	of	planned	care.

• Right	care	analysis	shows	a	potential	significant	opportunity	in	musculo-skeletal	elective	procedures	across	
the	patient	pathway	(£8m	compared	to	peers).

• Further	analysis	suggests	there	may	be	a	£6m	(22	bed)	opportunity	in	reducing	elective	length	of	stay	in	
orthopaedics	across	K&M.

2
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Notes:	1	Peer	benchmark	calculated	as	top	quartile	of	activity	rates	of	10	closest	CCG	peers	identified	for	each	K&M	CCG	by	NHS	Right	Care

Source:	MAR	data;	NHS	Right	Care	peers;	Carnall	Farrar	analysis

K&M	CCGs Peer	benchmark1Activity	rate	per	1,000	population,	2015/16		(Elective)
K&M	CCGs	vs.	Right	Care	peer	benchmark
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Levels	of	referrals	to	elective	and	outpatient	services	are	higher	in	many	CCGs	in	K&M	
than	peer	benchmarks	and	the	national	average

2
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Notes:	2016	is	a	projection	based	on	data	for	Q1	and	Q2

Source:	NHS	England,	Cancelled	Elective	Operations	(quarterly)	data;	Carnall	Farrar	analysis

Number of last minute elective operations cancelled 
for non clinical reasons 
High is worse 
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• The	number	of	last	minute	elective	cancellations	were	77%	higher	in	Q2	2016 than	in	the	same	quarter	of	2014.

• Furthermore,	the	number	of	patients	not	treated	within	28	days	of	cancellation	was	122% higher.	

Number of patients not treated within 28 days of last 
minute elective cancellation
High is worse 

The	number	of	last	minute	elective	cancellations	are	rising,	as	is	the	number	of	
patients	not	treated	within	28	days	of	cancellation	

2
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• Between	2013	and	2015,	emergency	admissions	rose	by	8.9%	as	across	the	four	acute	providers,	and	bed	occupancy	
rose	by	2.2%.	

• On	average	bed	occupancy was	94% in	2015,	compared	to	87%	nationally.

• The	average	bed	occupancy	rate	in	England	grew at	a	slower	rate over	the	same	period.
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Note:	The	overnight	bed	occupancy	rate	is	defined	as	the	average	daily	number	of	beds	occupied	overnight	that	are	under	the	care	of	consultants	as	a	proportion	of	all	available	
beds
Source:	NHS	England,	quarterly	data	from	FY2013-14	to	FY	2015-16;	Carnall	Farrar	analysis

All acute Trusts in Kent and Medway

2

2013-14												2014-15												2015-16 2013-14												2014-15												2015-16

Increasing	pressures	from	emergency	admissions	are	“crowding	out”	planned	care:	
bed	occupancy	has	risen	over	the	last	2	years
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Note:	there	is	no	2016	data	for	England	and	Medway	NHS	Foundation	Trust	
Source:	Consultant-led	Referral	to	Treatment	Waiting	Time	Data	NHS	England,	Provider	based,	September	2014,	2015,	2016

• In 2015 average referral to treatment waiting times for admitted patients were 3.5 weeks longer in Kent and 
Medway than the national average.

• With the exception of MTW, waiting times have risen in all trusts.
• In EKUHFT, average waiting times have risen by 4 weeks (or 30%) over four years.
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2
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Note:	there	is	no	2016	data	for	England	and	Medway	NHS	Foundation	Trust	
SOURCE:	Consultant-led	Referral	to	Treatment	Waiting	Time	Data	NHS	England,	Provider	based,	September	2014,	2015,	2016

EKHUFT	waiting	list	growthCurrent	waiting	list	profiles	for	K&M	
providers

• EKHUFT	waiting	list	has	grown	by	circa	500	(20%)	since	2014
• Across	Kent	and	Medway	there	are	approximately	6,000	patients	waiting	for	orthopaedic	procedures.

2
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• SLAM	data	returns	from	each	of	the	Kent	and	
Medway	CCGs	were	used	to	calculate	activity	
rates	(per	1,000	people),	split	by	POD	and	GP	
practice

• The	top	quartile	performances	for	each	CCG	
and	POD	were	calculated

• The	chart	on	the	left	shows	rates	of	elective	
admissions	and	daycases	in	a	single	CCG,	
with	each	bar	representing	a	single	GP	
practice

• The	identified	opportunity	of	15%	could	be	
realised	if	activity	at	practices	with	activity	
rates	above	the	top	quartile	could	be	
reduced	to	match	top	quartile	performance

GP	variation	analysis	was	carried	out	for	each	CCG	within	Kent	and	Medway	
highlighting	an	opportunity	to	reduce	activity	rates

Source: CCG	SLAM	data	(2015/16),	Carnall	Farrar	analysis

0 50 100 150

Elective	admissions	and	daycases	per	1,000	population,	
2015/16

15%Opportunity	to	top	quartile:

Q1

Methodology

Local	care	are	creating	a	similar	
analysis	but	at	the	segment	level,	
to	account	for	local	demographic	

variation

2
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Source:	Right	Care,	Commissioning	for	Value:	where	to	look	pack,	December	2016,	pg	12.
• This	assumes	a	standard	case	mix	which	might	not	be	the	case	in	K&M	given	the	large	number	of	patients	seen	by	non-NHS	providers.	
• RightCare defines	MSK	as	back	and	neck	pain,	osteoarthritis	and	rheumatoid	arthritis.

Right	care	analysis	shows	a	potential	significant	opportunity	in	musculo-skeletal	
elective	procedures*

2
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Improvement	opportunities	on	the	MSK	pathway:	NHS	RightCare*

2

Source:	RightCare,	Commissioning	for	Value:	where	to	look	pack,	December	2016,	pg 20
NOTE:	RightCare classifies	MSK	as	back	and	neck	pain,	osteoarthritis	and	rheumatoid	arthritis.
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A	length	of	stay	analysis	was	carried	out	to	provide	a	view	on	the	potential	bed	day	
opportunity	in	elective	orthopaedics

Source:	Carnall	Farrar	analysis
NOTE:	A	review	of	the	LOS	assumptions	(including	applicability	for	particular	patient	cohorts)	is	being	undertaken	by	the	clinical	Board	as	recommended	by	the	Technical	group	in	
May	2017

1.	Identify	specialties	in	
scope	

2.	Identify	opportunity	
for	patients	with	LoS	of	
3	days

3.	Identify	opportunity	
for	patients	with	LoS	
between	3	and	10		days

• In-scope	specialties	are	those	with	a	surgical	pathway	(T&O,	General	Surgery,	Urology,	Gynecology,	ENT,	
Colorectal	Surgery,	Vascular	Surgery,	Breast	Surgery)

• These	specialties	account	for	73%	of	total	elective	beddays

• For	patients	with	3	day	LoS,	the	assumption	is	that	there	is	a	moderate	opportunity	to	further	reduce	
LoS

• A	1	day	LoS	reduction	is	applied	to	50%	of	these	patients	within	each	in-scope	specialty

• For	patients	with	a	LoS	of	between	3	and	10	days,	there	could	be	a	significant	opportunity	to	reduce	
LoS

• All	spells	with	a	LoS	of	between	3	and	10	days	are	reduced	to	3	days,	within	in-scope	specialties

4.	Identify	opportunity	
for	patients	with	10	day	
and	over	LoS

• For	patients	with	long	LoS	(10	days	and	over),	there	may	be	a	further	opportunity	to	reduce	LoS

• 50%	of	spells	with	a	LoS	of	10	days	and	over	are	reduced	to	10	days

2

Code Specialty	 DVH Maidstone Tunbridge	Wells Medway WH	Ashford QEQM K&C Total	

110 Orthopaedics	(elective	only) 1,377 25 1,049 877 1,791 1,702 2 6,822

Elective	beddays
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Source:	Provider	data	returns	(2015/16),	Carnall	Farrar	analysis

• There	is	only	a	
slight	correlation	
between	patient	
age	and	length	of	
stay	(r-square	=	
0.09)

• Hence	variation	in	
length	of	stay	is	not	
driven	by	age

• A	23%	bed	day	
reduction	saving	
could	be	made	if	
length	of	stay	was	
kept	to	a	maximum	
of	3	days	or	less

Length	of	stay	for	elective	major	hip	procedures	for	non-trauma,	category	1,	without	CC	
(HRG	code:	HB12C)	

Patient	data	shows	a	23%	opportunity	to	reduce	variation	in	length	of	stay	in	Major	
Hip	Procedures	for	Non-Trauma,	Category	1,	without	CC

2
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2.	What	are	the	issues	in	the	case	for	change	which	need	to	be	addressed?

1.	
1.	Who	is	the	population	being	served?

3.	What	is	the	service	delivery	model	today?

4.	What	is	the	proposed	service	delivery	model	for	the	future?

6.	What	engagement	has	been	undertaken?

Contents

5.	What	are	the	co-dependencies	and	building	blocks?

Appendix
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What	is	the	service	delivery	model	today?:	Summary

The	following	slides	collate	an	evidence	base	to	support	the	issue	outlined	here

Who	is	the	population	
being	served?`

What	are	the	issues	in	the	
case	for	change	which	need	

to	be	addressed?	

What	is	the	service	delivery	
model	today?

What	is	the	proposed	service	
delivery	model	for	the	future?

What	are	the	co-dependencies	and	
building	blocks?

What	engagement	has	been	
undertaken?

1

2

3

5

4

6

• All	sites	in	K&M	deliver	a	mixture	of	elective	and	non	elective	orthopaedic	services	with	the	exception	of	
Kent	&	Canterbury	Hospital	which	does	not	undertake	any	non	elective	activity	and	Maidstone	General	
Hospital	which	does	not	undertake	any	non	elective	orthopaedic	surgery.

• Dartford	&	Gravesham	NHS	Trust	have	split	the	majority	of	the	elective	and	non-elective	orthopaedics	
across	their	sites,	with	the	majority	of	elective	orthopaedics	taking	place	at	Queen	Mary’s	Hospital	in	
Sidcup.

3
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Elective	orthopaedics:	What	is	the	service	delivery	model	today?

Source:	local	analysis

MDT	clinic

Preoperative	
assessment

Re-check	prior	to	
surgery

Short-notice	
reserve	list

Theatre	utilisation

Consultant-level	
feedback

Effective	planning	
for	discharge

Enhanced	recovery

Ring-fenced	
elective	beds

• Not	in	place	across	K&M

• Undertaken	separately	to	first	out-patient	appointment
• Flags	patients	who	are	at	risk	of	increased	length	of	stay
• Joint	school	approach	in	place	in	some	parts	of	K&M

• Not	undertaken	consistently	across	K&M

• In	place	however	not	always	utilised	consistently	across	K&M

• In	place	however	need	to	review	the	use	of	extended	working	days	and	routine	weekend	working	across	K&M.

• Partially	in	place	through	audit	programmes	and	clinical	forums
• Formal	team	working	and	agreed	case	volumes	per	list,	including	peer	review,	is	not	in	place	across	K&M

• Often	not	considered	until	after	surgery

• Not	undertaken	consistently	across	K&M

• In	place	in	K&M	providers	but	coming	under	increasing	pressure	due	to	emergency	workload.
• D&G	has	geographically	separated	elective	and	non-elective	activity.	

3
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What	can	happen	now	for	some	people:
• Mary	attends	the	clinic	and	once	the	decision	to	place	her	on	the	waiting	list	is	made,	she	is	sent	a	letter	

inviting	her	to	attend	pre	assessment		
• Mary	attends	the	pre- assessment	clinic	(PAC)	and	sees	a	surgeon	and	pre	assessment	nurse,	who	confirms	that	

she	is	fit	for	surgery.	Any	further	tests	are	undertaken	at	this	point	.e.g.	MRSA	screening;	
• Mary	is	sent	a	letter	with	a	date	to	come	in	for	surgery.	
• Mary	also	attends	the	Joint	School	for	hip	replacements	prior	to	surgery.
• The	day	before	admission,	Mary	is	contacted	by	one	of	the	admin	team	to	inform	her	that	her	operation	has	

been	cancelled	due	to	the	increased	number	of	emergency	patients,	impacting	on	bed	availability.	Whilst	Mary	
will	not	be	categorised	as	on	the	day	hospital	cancellation,	Mary	will	not	be	treated	within	the	18	week	referral	
to	treatment	national	access	standard.	Mary	is	anxious	as	she	had	psychologically	prepared	herself	for	the	
operation	and	her	son	who	lives	and	works	in	London	had	made	arrangements	to	help	care	for	his	Mum.			

• When	Mary	is	given	a	new	date	of	admission	she	is	allocated	a	bed	and	her	hip	replacement	is	successfully	
carried	out

• Mary	is	nursed	on	a	ward	which	also	houses	some	other	non	orthopaedic	patients	(medical	/	surgical	outliers)
• Mary	is	seen	and		mobilised		by	the	physiotherapist	on	the	first	day	after	her	operation
• As	Mary	was	operated	on	Friday,	Mary	does	not	benefit	from		the	full	mobilisation	programme	due	to	

insufficient		provision	over	the	weekend.	This	means	that	her	length	of	stay	(LoS)	is	slightly	longer		than	the	
average	

Mary	is	a	73	year	old	widow	who	lives	alone	in	her	own	home.		Mary	experiences	severe	hip	pain	which	is	
exacerbated	when	she	tries	to	carry	out	normal	activities	of	daily	living.		She	struggles	to	climb	the	stairs	and	finds	
it	difficult	to	get	in	and	out	of	the	bath.		She	has	been	under	the	care	of	her	GP	who	has	helped	Mary	manage	the	
pain.	Mary	has	in	the	past	received	a	programme	of	conservative	treatment	(physiotherapy).	Her	GP	now	refers	her	
to	the	hospital,	to	be	seen	by	an	orthopaedic	surgeon.	

3
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2.	What	are	the	issues	in	the	case	for	change	which	need	to	be	addressed?

1.	
1.	Who	is	the	population	being	served?

3.	What	is	the	service	delivery	model	today?

4.	What	is	the	proposed	service	delivery	model	for	the	future?

6.	What	engagement	has	been	undertaken?

Contents

5.	What	are	the	co-dependencies	and	building	blocks?
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The	following	slides	collate	an	evidence	base	to	support	the	issue	outlined	here

Who	is	the	population	
being	served?`

What	are	the	issues	in	the	
case	for	change	which	need	

to	be	addressed?	

What	is	the	service	delivery	
model	today?

What	is	the	proposed	service	
delivery	model	for	the	future?

What	are	the	co-dependencies	and	
building	blocks?

What	engagement	has	been	
undertaken?

1

2

3

5

4

6

• The	proposed	model	is	set	within	the	context	of	the	wider	transformation	programme	which	is	underpinned	
by	a	focus	on	prevention	and	self	care	and	the	benefit	of	a	community-led	MSK	pathway.

• The	elective	orthopaedic	model	of	care	is	based	on	a	set	of	principles	including	standardised	approach,	use	
of	multi-disciplinary	teams,	one-stop	services,	senior	support	and	better	use	of	IT.	It	is	very	important	to	Get	
it	Right	First	Time.	This	will	lead	to	improvements	in	quality	and	productivity.

• The	proposed	inpatient	pathway	will	include	greater	use	of	multi-disciplinary	teams,	consultant	feedback,	
earlier	discharge	planning	and	ring-fenced	elective	beds.

• Consolidating	elective	orthopaedic	surgery	onto	fewer	sites	will	lead	to	an	improvement	in	outcomes	and	
separating	elective	and	emergency	work	will	improve	efficiency	and	have	in	impact	on	the	prevention	of	
infection.

• The	future	model	will	also	optimise	an	integrated	MSK	pathway	and	integrated	provision.

4
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30Source:	K&M	Clinical	Board,	2017

It	is	the	aspiration	that	patients	in	Kent	and	Medway:

1

2

3

4

5

6

Are	supported	to	self-care	where	appropriate

Have	easy	access	to	advice	when	needed	in	person	and	using	technology;

Can	access	care	through	most	appropriate	pathway

Are	rapidly	triaged	to	the	most	appropriate	provider

Consistently	receive	care	which	is	in	line	with	best	practice

Have	access	to	services	provided	on	all	7	days	a	week

4
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In	order	to	fulfil	those	aspirations,	opportunities	across	the	full	patient	pathway	are	
being	reviewed		

Reduce	avoidable	elective	inpatient	
length	of	stay

Optimise	outpatient	pathway

Optimise	elective	pathway	as	part	of	
MSK	provision

Deliver	prevention	interventions	at	
scale

• Excellent	self	help	resources	including	maintaining	a	healthy	weight	and	lifestyle	
• Investment	in	falls	service	to	reduce	falls	and	fractured	hips
• Shared	information	between	health	professional
• Rapid	access	to	therapies
• Access	to	diagnostic	services	&	more	specialist	opinion	when	required

1

2

3

4

Key	enablers

• Efficient	pre	assessment	activities,	online	if	appropriate
• Pre	operative	therapy	to	support	faster	mobilisation
• Post	operative	therapy	to	speed	recovery	and	maximise	outcome
• Secured	beds	to	avoid	cancellation	of	operations

• Referral	management	through	single	point	of	access
• Most	appropriate	first	point	of	contact	through	clinical	triage	(MDT	for	complex	patients)
• Onward	referral	to	acute	care	only	when	appropriate	– increased	use	of	the	CAS	triage	service*
• Extension	of	the	range	of	injections	performed	in	community	settings**
• Diagnostic	protocols	to	ensure	efficient	use

• Enhanced	recovery	approaches	for	orthopaedic	patients	to	shorten	LOS
• Estimated	date	of	discharge	confirmed	prior	to	surgery
• Multi	disciplinary	assessments	if	required
• Home	aids	identified	if	required
• Proactive	care	for	older	people	undergoing	surgery	service	(POPS)

4

*Note:	Orthopaedic	assessment	(CAS)	service	clinics	are	already	successfully	employed	in	Medway	- https://www.medwaycommunityhealthcare.nhs.uk/our-services/orthopaedic-
assessment/
**Note:	CAS	do	all	peripheral	joints	but	there	could	be	the	possibility	to	extend	to	SIJ	and	coccyx		

The	main	focus	of	this	pack	is	inpatient	elective	
orthopaedics	
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The	MSK	pathway	emphasises	the	amount	of	activity	which	takes	place	outside	the	
acute	hospital

Source:	Lambeth	Integrated		MSK	service	team	

4
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The	Getting	it	Right	First	Time	report	makes	a	number	of	recommendations	for	
optimising	orthopaedic	pathways*,	which	will	be	adopted	in	the	model

Area Recommendation

Pre-operative Recommendation 1:	 All	total	hip	replacement	(THR)	and	total	knee	replacement	(TKR)	patients	should	receive	a	
multidisciplinary	assessment	pre-operatively	to	determine	achievable	goals	of	rehabilitation.

Recommendation	2: For	THR	and	TKR	patients,	pre-operative	care	should	include:	education,	post	operative	protocol,	
identifying	patients	at	risk	of	a	poor	functional	outcome	and	organisation	of	rehabilitation	equipment	at	home.

Inpatient	rehabilitation Recommendation	3: Properly	funded	and	designed	seven	day	services	to	ensure	consistent	quality	of	care	in	terms	of	
intensity	and	frequency	of	rehabilitation	across	the	whole	week.

Recommendation	4: There	should	be	changes	to	the	culture	and	layout	of	wards	to	ensure	all	staff	are	involved	in	
encouraging	patients’	mobility	and	independence,	providing	opportunities	for	them	to	get	active.

Community	/	outpatient	
rehabilitation	

Recommendation	9: All	 THR	and	TKR	patients	should	have	follow	up	with	a	specialist	physiotherapist	within	three	weeks	
post	discharge	to	assess	post	operative	progress.	The	majority	will	not	require	routine	post	operative	rehabilitation.

Recommendation	10: Community	physiotherapy	services	should	divert	resources	away	from	joint	rehabilitation	to	focus	
more	on	hip	fracture	patients.

Source:	Getting	It	Right	First	Time,	A	national	review	of	adult	elective	orthopaedic	services	in	England,	March	2015
*	Recommendations	5-8	relate	to	trauma	and	have	been	removed	as	not	relevant.

4
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Consolidating	onto	fewer	sites	would	improve	clinical	outcomes	and	increase	
productivity

Source:	Getting	it	Right	First	Time,	British	Orthopaedic	Association,	2015;	Clinical	Senate	Feedback	(2017);	Provider	data	returns	2015/16;	HES	data	2015

• Greater	volumes	enable	more	productive	use	of	theatres
• This	makes	it	easier	for	clinicians	to	undertake	surgery	above	minimum	volumes	reducing	complications	and	the	need	for	
revisions

• It	is	easier	to	ring	fence	orthopaedic	beds	leading	to	reduced	infection,	shorter	length	of	stay	and	fewer	cancellations
• There	is	earlier	access	to	rehabilitation	and	specialist	support	services	during	the	acute	phase
• Evidence	suggests	that	surgeons	should	be	undertaking	a	
minimum	of	35	primary	hip	arthroplasty	per	year	and	a	
minimum	of	20	knee	replacements

• The	effectiveness	and	efficiency	of	large	elective	orthopaedic	
centres,	such	as	that	provided	to	us	in	the	papers	(and	which	
performs	over	3000	joint	operations	per	year	for	a	catchment	
population	of	1.5	million,	with	a	team	of	28	orthopaedic	
consultants)	is	well	demonstrated

• There	were	almost	8,000	elective	orthopaedic	procedures	
performed	across	K&M	in	2015/16

• Taking	average	splits	of	the	activity	would	result	in:
~4,000	procedures	per	site	if	there	were	2	sites	in	K&M
~2,600	procedures	per	site	if	there	were	3	sites	in	K&M

• In	East	Kent,	there	are	c2,850	ojint ops	which,	taking	into	
account	population	growth,	private	work	and	reconstruction	
the	total	number	of	procedures	is	c3000

4

 Page 278 of 452.



35SOURCE:	Helping	NHS	providers	improve	productivity	in	elective	care	October	2015
Implementing	the	Recommendations	of	Lord	Carter’s	Review	of	Operational	Efficiency	October	2016

Monitor	identified	nine	key	interventions	in	improving	productivity

“If	every	NHS	provider	followed	the	good	operational	practices	adopted	by	the	highest	performers	at	each	stage	of	their	elective ophthalmology	
and	orthopaedic	care	pathways,	they	could	save	13%	to	20%	of	today’s	spending	on	planned	care	in	these	two	specialties“

• Monitor	has	identified	nine	key	interventions	that	improved	productivity.

• Of	these,	five	released	the	greatest	potential	gain:

1. Stratifying	patients	by	risk	and	creating	low-complexity	pathways	for	lower-risk	patients	
2. Extending	clinical	roles	to	enable	lower-grade	staff	to	undertake	routine	tasks	in	theatre	or	outpatients	usually	performed	by	

consultants	
3. Increasing	throughput	in	theatres	by	explicitly	measuring,	communicating	and	managing	the	number	of	procedures	per	theatre	

session	
4. Implementing	enhanced	and	rapid	recovery	practices	to	reduce	length	of	stay	
5. Providing	virtual	follow-up	for	uncomplicated	patients.	

• A	single	set	of	supporting	conditions	helps	to	improve	productivity:	standardised	pathways	and	protocols,	effective	performance	
management	systems	and	visible	leaders	accountable	for	continuous	improvement	from	board	to	ward.	

• The	Carter	review	recommended	the	development	of	a	“model	NHS	hospital”	to	help	providers	aspire	to	best	practice	across	all	areas	of	
productivity.	An	output	of	this	has	been	the	development	of	the	model	hospital	portal,	which	allows	organisations	to	access	a wide	set	of	
standardised	data	and	benchmarking	analysis	in	one	place.	

4
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Based	on	this	evidence,	we	have	developed	a	new	inpatient	service	delivery	model

MDT	clinic

• Identify	frail	patients	to	follow	proactive	care	for	older	people	undergoing	surgery	(POPS)	pathway
• Combined	clinic	with	consultant,	extended	scope	physio,	GPwSI	allows	in	clinic	triage	to	most	appropriate	clinician
• Greater	co-working	between	community	staff,	primary	care	and	consultants	– orthopaedic	qualified	nurses	play	a	key	role	
• Lower	average	staff	cost	per	appointment
• Spinal	injections
• Focus	on	MSK	pathway

Preoperative	
assessment

Re-check	prior	to	
surgery

Short-notice	
reserve	list

Theatre	utilisation

• Conducted	at	first	outpatient	appointment;	if	patient	found	not	fit	then	plan	reviewed	same	day
• Greater	use	of	self-assessment	to	support,	which	patients	can	complete	from	home
• Ensure	social	circumstances	support	the	treatment	plan,	pre-booking	of	rehab/post-op	package	of	care	prior	to	admission
• Flags	patients	at	risk	of	long	length	of	stay

• Contact	at	48-72	hours	before	day	of	surgery	to	reduce	late	cancellation
• Ensure	patient	is	well	and	still	wants	surgery

• Ensures	effective	use	of	theatre	capacity	by	filling	gaps	caused	by	late	cancellation

• Scheduling	of	theatre	cases	to	optimise	utilisation
• Ensure	critical	equipment	is	scheduled	to	maintain	the	order	and	running	of	the	list

Consultant-level	
feedback

Effective	planning	
for	discharge

Enhanced	recovery

Ring-fenced	
elective	beds

• Transparency	of	list	utilisation,	case	volumes	per	list
• Peer	challenge	
• Team	working	to	increase	available	capacity	by	reducing	cancelled	sessions	due	to	leave

• Discharge	planning	at	preoperative	assessment
• Referral	to	discharge	services	earlier	in	the	process	(i.e.	before	admission)
• Access	to	community	support	services

• Consistent	application	of	Enhanced	Recovery	Pathway	(ERP)	pathways
• Clear	expectations	of	predicted	length	of	stay	for	patient	

• Reduction	in	wasted	theatre	time
• Reduction	in	infection	risk	for	elective	cases

4
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Capio Movement’s approach to optimising the joint replacement 
pathway 

LIA, local infiltration anaesthesia; gabapentin to reduce the required dose of morphine and improve pain relief, steroids to reduce the need for pain relief and reduce nausea. Overall there is 
a reduced risk of mortality when regional anaesthesia used instead of sedation. 

1 Scheduled for approximately 1 week after knee replacement and 3 to 4 weeks after hip replacement. 
2 See previous slide for approach to day-of-surgery admission. 
3 Exercises taught to patient prior to surgery – to be performed three times on day after surgery. 

Decision to 
operate 

Procedure 
booked 

Pre-
admission 
assess-
ment 

Preop 
lounge/ 
bed2 

Preop 
preparation 
30 min 

Theatre 
50 to 70 
min 

Postop 
recovery 
room 

~3 h 

Ward Home 

Anaesthesia 
designed to 
combine 
earliest return 
of muscle 
control with 
good pain 
relief (spinal + 
LIA) 

No catheter-
isation – patient 
visits bathroom 
immediately 
before surgery 

Patient 
encouraged to 
visit bathroom 
independently 
as soon as 
anaesthesia has 
worn off (usually 
1 h after 
surgery)  

Nurse calls 
pre/postop and 
cleaning teams 
10 min before 
surgery so next 
patient is 
prepped, and 
cleaning and 
postop stations 
are ready 

Patient meets 
surgeon for 
consultation 

• Led  by specialist admission nurse – 
with routine tests performed by 
healthcare assistant 

• Patient meets surgeon, anaesthetist 
and nurse co-ordinator 

• Diagnostics, surgical plan and 
medical history completed 

• Patient education and expectations 
management (eg discharge on day 
after surgery) 

• Group consultation with surgeon, 
anaesthetist and physiotherapist 

When surgery is 
scheduled, 
referral for 
postop physio 
and 
occupational 
therapy1 

Two anaesthetist FTEs cover two theatres with 
anaesthetic nurses in preop, theatre and postop 

Patient discharged 
by 12 noon (if 
criteria met) with: 
• information and 

meds 
• referrals to 

district nursing 
and physio 

• discharge 
transport 
 

100% of patients 
discharged home 
(no transfers to 
rehab/nursing 
facilities) 

Postop imaging, 
diagnostics and 
ward round on 
day after surgery 

Patient reminded 
to perform 
exercises3 

Scheduled/ 
confirmed 
preadmission 

Elements of the pathway for hip/knee replacement 
Nurse phone-
based follow-up 
at 1 to 2 weeks 
(all patients) and 
OP follow-up: 
• 6 to 8 weeks 

(knee) 
• 12 weeks 

(hip)     

45 to 60 
min  
turn-
around  
time 

Usually  
2 to 4  
weeks 

Patient is 
moved to 
ward once  
criteria are 
met 
(standardized 
criteria for 
when patient 
is fit to leave 
postop are in 
place) 

Transforming	the	patient	pathway	can	improve	outcomes	and	efficiency	as	shown	by	
Capio	Movement’s	approach	to	optimising	the	joint	replacement	pathway		

Source:		Helping	NHS	providers	improve	productivity	in	elective	care		- .gov.uk

4
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The	patient	pathway	needs	to	be	supported	by	direct	access	to	post-op	physiotherapy	

4

Need	for	
specialist	
support	
identified	in	
primary	care;	
patients	
referred	to	
physiotherapy

GPs	directly	in	
contact	with	
physiotherapy	
service

How	should	the	
physiotherapy	be	
coordinated?

What	will	the	
interface	with	local	
teams	look	like?

What	are	the	most	
appropriate	routes	
into	the	
physiotherapy	?

1 2 3 What	happens	after	
physiotherapy?

4

Range	of	physiotherapy	
clinics	should	be	organised,	
allowing	people	to	receive	
same	or	next	day	specialist	
support		

Physiotherapy	clinics	will	
need	to	have	capacity	and	
provide	a	7	day	service.	
These	clinics	may	include	
MDT	clinics	for	the	elderly

Rapid	access	to	
physiotherapy	will	
facilitate	better	
decision	making	in	
primary	care,	so	the	
correct	onward	
referrals	will	occur.	

Not	in	all	locations	– need	
network	of	clinics

Assessment
Care	provision

Co-ordination

Source:	Carnall	Farrar	Analysis,	Devon	Success	Regime	2016
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• Aspects	of	the	Burke	in-patient	rehabilitation	programme	can	be	applied	to	ensure	that	these	
patients	can	return	to	their	home	as	soon	as	possible:

A	small	number	of	patients	will	require	in-patient	post-operative	care

SOURCE:	https://www.burke.org/inpatient/programs/orthopedic

4

- 3	hours	of	therapy,	5	days	per	week
- Access	to	a	physician	
- Rehabilitation	nursing	seven	days	a	week

Individual’s	needs	should	be	addressed	by:
• Providing	rehabilitation	through	an	interdisciplinary	approach	that	emphasises	

communication,	collaboration	and	cooperation
• Lessening	limitations	of	activities	by	focusing	on	the	individual’s	capabilities	and	utilising	

compensatory	strategies	and	devices
• Providing	the	highest	quality,	patient	focused	rehabilitation
• Removing	or	lessening	restrictions	to	participation	in	life	situations	to	the	extent	possible
• Providing	counseling to	the	individual	and	family	and/or	caregiver	on	alternative	possibilities	

for	life	participation	when	necessary
• Preparing	the	individual,	family	and/or	caregiver	to	make	the	transition	to	the	next	stage	of	the	

rehabilitation	process
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Patient	activation	should	be	incorporated	into	all	future	delivery	modelsCONFIDENTIAL	– WORK	IN	PROGRESS

4

‘Patient	activation’	is	a	widely	recognised	concept.	It	describes	the	knowledge,	skills	and	confidence	a	person	has	in	managing	their	own	health	and	
health	care	

Patients	with	low	levels	of	activation:
• Are	less	likely	to	play	an	active	role	in	staying	healthy
• Are	less	likely	to	seek	help	when	they	need	it
• Are	less	likely	to	follow	a	doctor’s	advice	and	manage	their	health	when	they	are	no	longer	being	treated
• Have	a	lack	of	confidence	and	their	experience	of	failing	to	manage	their	health	often	means	that	they	prefer	not	to	think	about it

Concept

Impact

• Highly	activated	patients	are	more	likely	to	adopt	healthy	behavior,	to	have	better	clinical	outcomes	and	lower	rates	of	hospitalisation,	and	to	report	
higher	levels	of	satisfaction	with	services.	More	highly	activated	patients	will	also	play	a	role	in	decisions	about	their	healthcare,	such	as	refusing	
treatment.

• Patients	with	low	activation	levels	are	more	likely	to	attend	accident	and	emergency	departments,	to	be	hospitalised or	to	be	re-admitted	to	
hospital	after	being	discharged.	It	is	likely	to	lead	to	higher	health	care	costs

• Knowing	a	patients	level	of	activation	provides	an	indicator	of	whether	case	management,	care	navigation	or	a	less	intensive	level	of	care	is	needed	
for	the	patient

• Case	management,	care	navigation	and	support	navigation	can	also	facilitate	increased	levels	of	activation	in	patients:

- Intervening	to	increase	activation	can	improve	a	patient’s	engagement	and	health	outcomes	and	is	an	important	factor	in	helping	patients	to	
manage	their	health

- Improvements	in	patient	activation	scores	have	been	seen	for	up	18	months	following	intervention	

Activation	as	a	healthcare	tool
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There	are	a	number	of	things	to	consider	with	regards	to	the	workforce	when	
reconfiguring	acute	services

• There	is	a	risk	of	losing	staff	from	reconfiguring	any	services,	including	that	of	geographically	separating	elective	
from	non-elective	orthopaedics	and	trauma.	

• Steps	will	need	to	be	taken	to	minimise	such	risk,	including	rotation	of	staff	to	ensure	maintenance	of	skills	and	
interests.

• Training	considerations	are	paramount	if	elective	work	is	separated	from	non-elective	acute	hospital	based	work.	

• Trainees	must	continue	to	get	their	required	wide	range	of	experience	and	training	they	need,	regardless	of	the	
location	of	the	service.	

• Extended	scope	practitioners	(ESPs)	should	do	more	than	triage	and	initial	triage	type	assessments,	and	should	
participate	across	the	patient	pathway,	such	as	following	up	patients	and	managing	patients	post-discharge.	

• They	need	to	maintain	their	skills	in	treatment	and	the	discharge	process	if	they	are	not	going	to	deskill,	and	also	to	
maintain	their	job	satisfaction.	They	should	also	be	a	resource	for	others	within	a	physiotherapy	department,	
providing	support	and	education	to	others.

4
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42Source:	British	Journal	of	Surgery,	A	systematic	review	of	the	impact	of	volume	of	surgery	and	specialisation	on	patient	outcomes,	2007;	94;	145–161

Evidence	also	suggests	increased	volume	and	specialisation	can	improve	outcomes	in	
specialist	surgery;	this	strengthens	the	case	for	consolidating	activity	onto	fewer	sites

A	review	of	>100	studies	found	strong	evidence	for	a	volume/outcomes	relationship	in	specialist	surgery

Positive	volume/outcome	relationship	found,	%	

Specialty Overall Mortality LOS Complication	rate No.	of	studies

Hospital	volume1 All	specialties 74 76 79 62 127

Surgeon	volume1 All	specialties 74 71 78 81 58

In	orthopaedics,	increased	specialisation	improves	outcomes	and	reduces	length	of	stay
Length	of	stay	and	patient	outcomes	following	total	hip	or	knee	replacements	for	3,818	US	hospitals,	stratified	into	quintiles	by	degree	of	
specialisation

4.7

4.4 4.2 4.2 4.2

0%

1.0%

2.0%

3.0%

4.0%

5.0%

6.0%

0

1.0

2.0

3.0

4.0

5.0

Mean	LoS	(days) 90	day	composite	outcome²

54321

Least	specialised Most	specialised

1 Significant	difference	found	between	retrospective	and	prospective	studies	for	hospital	volume/outcomes	relationship;	difference	not	found	in	surgeon	volume/outcomes	nor	in	surgeon	
specialisation/outcomes.	Percentage	of	patients	who	experienced	one	or	more	of:	90-day	mortality;	post-op	infection;	post-op	haemorrhage;	DVT;	pulmonary	embolism;	MI

4
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Separating	emergency	and	elective	work	and	addressing	theatre	start-time	issues	can	
also	deliver	efficiency	savings

SOURCE:	Oxford	Radcliffe	Hospitals	NHS	Trust,	
http://www.oxfordradcliffe.nhs.uk/aboutus/trustboard/tbdocs08/september/theatreutilisation080918.pdf

Critical	Success	Factors

Situation1 Approach2 Impact3

4

• Over	30	theatres	in	
operation

• Previous	initiatives	
looking	at	theatre	
utilisation	focused	on	
lean	methodologies	–
promising	longer	term	
solutions	rather	than	
“quick	fixes”

• The	standard	for	good	
theatre	utilisation	stands	
at	85%;	Oxford	Radcliffe	
set	their	target	at	90%	for	
planned	elective	lists,	
from	a	low	starting	point	
of	74%

• The	hospital	approached	their	improvement	challenge	
by	focusing	on	the	following	elements	of	theatre	
utilisation
– Starting	on	time
– Improving	turnaround	time	between	cases
– Finishing	on	time
– Booking	lists	appropriately
– Separating	emergency	and	elective	workloads
– Effective	pre-operative	assessment
– Reminder	service	to	reduce	patient	DNAs

• Each	theatre	has	a	weekly	“storyboard”	displaying	total	
activity,	performance	(positive	and	negative),	minutes	
of	operating	time,	top	10,	overall	utilisation

• By	focusing	on	starting	time,	the	team	felt	that	this	
would	lead	to	better	utilisation	of	the	list	overall,	and	
also	deliver	a	reduction	on	overruns.	Set	at	target	of	
50%	of	all	lists	starting	on	time	(or	within	5	minutes)	
and	90%	of	lists	to	start	within	15	mins

• Reduction	in	lists	starting	late	
from	~75%	to	55-60%	,	and	
increase	in	utilisation	of	
planned	lists	from	74%	to	77%	
within	first	6	months

• Reduction	in	the	number	of	
cancelations	due	to	the	patient	
being	unfit	for	surgery	reduced	
across	the	specialties	(2.1%	to	
1.8%)

• Standardised	booking	process
• Reminder	service	to	reduce	

DNAs
• Pre-operative	assessments

• A	whole	system	perspective	to	improving	utilisation
• Iterative	approach	focusing	on	one	element	at	a	time
• Clinical	buy-in	across	the	setting

4
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South	West	London	Elective	Orthopaedic	Centre	is	a	good	example	of	a	dedicated	
elective	centre

Model

• SWLEOC	utilises	the	latest	techniques	and	technology	to	provide	high	quality	care,	minimising	infection	and	supporting	patients	
return	to	normal	in	the	shortest	and	safest	way1

• Innovations	such	as	new	wound	catheter	technique	allows	faster	mobilisation,	recovery	and	reduced	length	of	stay	for	patients1
• The	Centre	is	run	through	a	partnership	model	across	the	four	local	acute	trusts1
• The	trusts	provide	a	team	of	28	consultant	orthopaedic	surgeons	who	deliver	care	in	collaboration	with	the	Centre’s	

multidisciplinary	teams	that	allow	streamlining	patient	pathways1
• Stand	alone	unit	on	Epsom	Hospital	site	with	‘ring-fenced’	theatres,	beds	and	staff	for	planned	orthopaedic	surgery4

Outcomes

• LOS	for	knee	replacement	around	4.78	days,	compared	to	a	London	average	of	8.05	days2
• Consistently	achieves	operational	targets,	including	length	of	stay	and	minimal	infection	rates3	as	well	as	high	inpatient	

satisfaction	scores	(below)
• 97%	of	patients	would	be	likely	to	recommend	SWLEOC	wards	to	friends	and	family	if	they	needed	similar	care	or	treatment3
• Over	95%	theatre	utilisation	in	2008/20094
• Surplus	of	£0.5m	on	a	£27m	turnover	(1.8%)4
• Performs	over	3000	joint	operations	a	year	

• SWLEOC	provides	a	centre	of	excellence	for	1.5	million	people	in	South	West	London
• Largest	state-of-the-art	treatment	centre	for	orthopaedic	surgery	in	the	UK	
• Purpose	built	

Background

1	The	Trust	Special	Administrator	draft	report	(2006)	
2	Kingston	Hospital	Annual	Report	(2010-11)
3	EOC	newsletter	(2013)
4	EOC	annual	report	(2009)	

0%	
25%	
50%	
75%	

100%	

Privacy	and	dignity	
received	whilst	being	
examined	or	treated
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whilst	at	EOC

If	prescribed	new	
medications,	

satisfaction	with	
information	about	

them	

Involvement	in	
decisions	about	
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Delay	on	day	of	
discharge	
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Clinical	evidence	on	elective

Integrated	elective	
pathway

Source

Systematic	review
Briggs	(2015)

Systematic	review	
Monitor	(Oct	2015)

Referral	
Management	
System

Systematic	review
Imison (2010)	
Evans	E	(2009)

Study

Bradford:	Between	2011-2013,	the	Bradford	Teaching	Hospitals	NHS	Foundation	
Trust	ESD	pathway	saved	the	Trust	a	total	of	2,698	orthopaedic	bed	days,	
equating	to	an	estimated	cost	saving	of	more	than	£600,000.	Readmission	rates	
fell	from	10-12%	to	5-6%.*	Other	outcomes	included	a	reduction	in	risk	of	falls,	
and	standard	measures	evidenced	clinical	improvements	of	between	25-50%

Monitor’s	review	of	orthopaedics	and	ophthalmology	case	studies	concludes	that:	
• Good	practice	including	specialisation	and	extended	roles	within	team,	

optimised	scheduling	and	management,	supporting	surgical	teams	to	use	
theatres	efficiently	can	lead	to	increased	number	of	patients	per	hour,	reduced	
postop	infection,	increased	theatre	utilisation	and	reduced	cost	of	theatre	and	
staff

• Standardisation	of	ward	care	and	enhanced	recovery,	proactive	management	of	
infections	and	readmissions	can	reduce	number	of	days/	time	in	hospital	postop

Torfaen,	Wales:	implemented	RMS	involving	weekly	practice-level	referral	
review	meetings,	and	six-weekly	cluster	meetings	including	consultant	feedback	
was	found	to	have	the	following	impact	in	1	year;	a	30	per	cent	reduction	in	
referrals	to	hospital,	with	patients	being	directed	to	community	alternatives	
instead.	
However,	there	was	little	evidence	of	a	beneficial	effect	of	relocation	of	
specialists	to	primary	care,	or	joint	primary/secondary	care	management	of	
patients	on	outpatient	referrals

Impact

Reduced	
readmission	rates	
from	10-12%	to	5-
6%

Improved	efficiency
Reduced	readmission	
and	postop	
appointments

*NOTE:	This	relates	to	all	orthopaedic	admissions	including	falls.	MTW	currently	has	an	ESD	service	so	any	improvement	gain	may	have	already	been	reaised within	MTW.

4
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Clinical	evidence	on	elective

Standardisation of	
elective	
procedures	

Source

Systematic	review
Briggs	(2015)

Rehabilitation	and	
reablement

Systematic	review
Briggs	(2015)

Study

Clinical	advantages	of	having	dedicated	(ring-fenced)	orthopaedic	units	are	well	
known	(reduced	infection,	shorter	length	of	stay).	Physiotherapists	who	carry	out	a	
detailed	pre-operative	assessment	believe	this	to	be	a	key	contributing	factor	to	a	
shorter	length	of	stay	

Services	that	integrate	their	acute	and	community	rehabilitation	services	are	
able	to	provide	continuity	of	care,	and	are	associated	with	shorter	length	of	stay.	
Current	evidence	demonstrates	that	early,	intense	and	frequent	rehabilitation:	
• Decreases	length	of	stay	and	post	operative	complications	and	costs.	
• Increases	function	and	quality	of	life.	
• Reduces	the	rate	of	falls.	

Impact

Reduction	in	LOS

Reduced	length	of	stay
Improved	outcomes	

Compared	to	the	NHS,	the	international	sites	tended	to	have	shorter	lengths	of	
stay	for	joint	replacement:	average	length	of	stay	was	around	3.5	days;	at	some	
centres	it	was	under	2	days.	The	average	NHS	length	of	stay	for	hip	and	knee	
replacements	was	5	days	in	2013/14.	Achieving	shorter	lengths	of	stay	through	
rapid	recovery	requires	complementary	efforts	across	the	patient	pathway,	from	
preparing	patients	and	setting	their	expectations	before	admission,	to	processes	
during	surgery	(including	choice	of	anaesthesia)	and	postoperative	mobilisation	
and	therapy.

Potential	of	achieving	30-
70%	reduction	in	LoS

Systematic	review	
Monitor	(Oct	2015)

In	Sweden,	the	rapid	recovery	model	followed	by	Capio results	in	around	75%	of	
hip	and	knee	replacement	patients	being	discharged	on	the	day	after	surgery	
(from	3%).	Inpatient	average	length	of	stay	reduced	from	6.8	days	in	2010	to	2.9	
days	in	H2	2014

55%	reduction	in	LoS

4

Systematic	review	
Monitor	(Oct	2015)
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The	proposed	service	delivery	model	evidence	base

Case study Source/Publication Date Key	Points

1
South	West	London	Elective
Orthopaedic	Centre	
(SWLEOC,	Epsom	Hospital)	

University	of	Oxford	 2009

• NHS	Treatment	Centre	providing	
regional	elective	orthopaedic	
surgery.

• 5	laminar	flow	theatres*	and	71	
beds	undertaking	circa	5,300	
procedures	per	year	6	days	per	
week.

• Consultant	and	nurse	delivered	–
no	HO/SHO	presence	other	than	
for	training.

• Managed	through	a	partnership	
board	of	the	four	partner	Trusts

2 Royal	National	Orthopaedic	
Hospital

Getting	it	right	first	time	approach June	2015

• Consolidated	orthopaedic	
practice

• Team	working
• Standardisation	of	care	and	

prosthesis
• Low	mortality	and	infection	rates

3

Helping	NHS	Providers	
Improve	Productivity	in	
Elective	Care Monitor 2016

• 9	identified	good	practices
• Standardised	pathways
• Enhanced	and	rapid	recovery
• Skill	mix
• Virtual	follow	up	

4

*NOTE:	There	is	emerging	evidence	that	the	use	of	laminar	flow	theatres	does	not	improve	infection	rates
(SOURCE:		Does	laminar	airflow	make	a	difference	to	the	infection	rates	for	THR/TKR:	a	study	using	the	National	Joint	Registry and	local	surgical	site	infection	data	for	two	hospitals	
with	and	without	laminar	airflow;	Singh,	Reddy,	Shrivastava 2016)
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CONFIDENTIAL	– WORK	IN	PROGRESS

2.	What	are	the	issues	in	the	case	for	change	which	need	to	be	addressed?

1.	
1.	Who	is	the	population	being	served?

3.	What	is	the	service	delivery	model	today?

4.	What	is	the	proposed	service	delivery	model	for	the	future?

6.	What	engagement	has	been	undertaken?

Contents

5.	What	are	the	co-dependencies	and	building	blocks?

Appendix
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What	are	the	co-dependencies	and	building	blocks?:	Summary

The	following	slides	collate	an	evidence	base	to	support	the	issue	outlined	here

Who	is	the	population	
being	served?`

What	are	the	issues	in	the	
case	for	change	which	need	

to	be	addressed?	

What	is	the	service	delivery	
model	today?

What	is	the	proposed	service	
delivery	model	for	the	future?

What	are	the	co-dependencies	and	
building	blocks?

What	engagement	has	been	
undertaken?

1

2

3

5

4

6

5

• The	critical	co-dependencies	for	orthopaedic	elective	work	are	anaesthetics	and	access	to	emergency	diagnostics	.The	level	of	
complexity	of	the	procedures	that	can	be	undertaken	is	determined	by	access	to	Level	2	critical	care	facilities	on	site.
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Elective	centre	co-dependencies

*The	presence	of	L2	critical	care	will	mean	a	more	complex	case	mix	can	be	seen.
Source:	Carnall	Farrar	analysis	based	on	collected	clinical	opinion

5

Anaesthetics

Outpatient	services

Non-complex	inpatient	surgery	(85%)

Non-complex	day	case	surgery	(99%)

Physiotheraphy

Co-location	on	same	site

Simple	diagnostics

Occupational	Therapy

Emergency	imaging	and	reporting

Specialised	emergency	surgical	opinion Specialist	imaging

Acute	medical	opinion	and	assessment Interventional	radiology

Critical	care Interventional	cardiology

Acute	medical	intervention Stroke	services

Lab	based	diagnostics

Networked	services

Speech	and	language	therapy

Dietetics
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2.	What	are	the	issues	in	the	case	for	change	which	need	to	be	addressed?

1.	
1.	Who	is	the	population	being	served?

3.	What	is	the	service	delivery	model	today?

4.	What	is	the	proposed	service	delivery	model	for	the	future?

6.	What	engagement	has	been	undertaken?

Contents

5.	What	are	the	co-dependencies	and	building	blocks?

Appendix
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What	engagement	has	been	undertaken?:	Summary

The	following	slides	collate	an	evidence	base	to	support	the	issue	outlined	here

Who	is	the	population	
being	served?`

What	are	the	issues	in	the	
case	for	change	which	need	

to	be	addressed?	

What	is	the	service	delivery	
model	today?

What	is	the	proposed	service	
delivery	model	for	the	future?

What	are	the	co-dependencies	and	
building	blocks?

What	engagement	has	been	
undertaken?

1

2

3

5

4

6

• Over	the	last	2	years	EKHUFT	has	engaged	with	key	stakeholders	internally	and	externally	through	a	
series	of	EKHUFT	and	East	Kent	Strategy	Board	events.

• West	Kent	have	not	carried	out	engagement	to	date

6

 Page 296 of 452.



53

Date Type	of	engagement Stakeholder	group	engaged Description

January 2015	
– current	
date

• Strategic	meetings Divisional	and	Medical Directors	and	
heads	of	Nursing

• To	keep	them	informed	and	gain	
feedback	on	every	component	of	
the	strategy	programme	and	latterly	
the	STP

January	2015	
– current	
date

• Open	staff	forums All	staff • To	keep	them	informed	and	gain	
feedback	on	every	component	of	
the	strategy	programme	and	latterly	
the	STP

January	2015
– current	
date

• Staff	forums	for	administration	staff All	administration	staff • To	keep	them	informed	and	gain	
feedback	on	every	component	of	
the	strategy	programme	and	latterly	
the	STP

Spring	2015 • Focus	Groups	facilitated	by	Health	Watch	– 7	
events		in	Thanet,	Herne	Bay,	Canterbury,	Ashford,	
New	Romney	and	Folkestone	and	Tenterden.		

• Information	shared	in	school	book	bags	and	at	
universities	and	train	stations.	Feedback	forms	
given	out	and	returned

Public.	Over	1000	people	
contributed their	thoughts	some	
representing	organisations

• To	share	the	case	for	change

July 2015;	
Sept	2015;	
Dec	2015;	
July	2016;
Nov 2016

• Clinical	Forums	for	between	100	and	209	
consultants	and	GPS	at	each	event

Trust Consultants
GPs
CCG	representatives

• To	bring	together	the attendees	to	
discuss	the	way	forward	in	achieving	
an	acute	health	system	that	is	
clinically	and	financially	sustainable

January	2016 • Individual	meetings	with	clinical	leads
• Sessions	at	the	Quality	and	Innovation	Hubs	on	al	

5	EKHUFT	sites

Consultants
All	staff

• To	get	feedback	from	staff	about	the	
evaluation	criteria	for	option	
development

Engagement	events	to	date	(1/3)

6
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Engagement	events	to	date	(2/3)
Date Type	of	engagement Stakeholder	group	engaged Description

Jan	– Dec	
2016

• Clinical	engagement	working	groups Consultants	,	GPs, nurses		&	AHP • Clinical	engagement	in	
developing	improvements	in	
clinical	pathways	and	promoting	
integration

4th February
2016

• EKSB	engagement event
• East	Kent	Clinical	Forum
• Monthly	meetings

All	health and	social	care	
organisations	medical	directors	
and	clinical	chairs	

• Clinical	input	and	approval	of	
work	done	so	far;	discuss		and	
develop	the	service	area	across	
east	Kent

March	2016 • 3	day	strategic	event	to	identified	innovative	ways	of	
working	nationally	and	internationally,	gain	feedback	
and	commitment	to	develop	new	pathways	and	ways	of	
working

Divisional Clinical	and	
management	teams

• Identify	new	ways	of	working

7th April	2016 • EKSB	engagement event
• East	Kent	Patient	&	Public	Engagement	Group	(PPEG)
• Monthly	meetings

Public	and	representatives of	
individual	groups

• Share	Care	for	Change	and	gain	
feedback

April	– June	
2016

• EK	STP	Task	and	Finish	groups	to	identify	current	
practice	and	issues	and	identify	solutions	for	future	
clinical	pathway	planning	across	the	health	economy

EKHUFT Consultants	and	
clinicians,	GPs	and	CCG	leads

• Design	patient	pathways	for	
emergency	care,	planned	care,	
Long	term	conditions	(including	
frailty),	paediatrics	and	
maternity

April	to	June	
2016

• EKSB	engagement	event
• 6	Task	&	Finish	Groups:
1. LTC	&	Frailty:	4	sessions
2. Planned	and	Specialist	Care:	3	sessions
3. Maternity:	3	sessions
4. Paediatrics:	4	sessions
5. Emergency	&	Urgent	Care:	4	sessions
6. Mental	Health:	2	sessions	

Acute Care	Consultants,	Primary	
Care,	Social	Care	and	
Community	Health	
representatives

• Work	stream	sessions	to	build	a	
shared	vision	for	service	areas		
in	east	Kent	as	well	as	share	
good	practice	from	other	areas

6
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Engagement	events	to	date	(3/3)
Date Type	of	engagement Stakeholder	group	engaged Description

July	2016 • EKSB	engagement event
• 4	Final	Workshops	for		all	Task	&	Finish	groups:

1. LTC	&	Frailty
2. Planned	and	Specialist	Care
3. Maternity	&	Paediatrics
4. Mental	Health

Acute Care	Consultants,	Primary	Care,	
Social	Care	and	Community	Health	
representatives

• Share	information	about	
work	done	so	far;	discuss	
and	refine	the	case	for	
change	and	start	to	
describe	ambition	for	the	
service	area	across	east	
Kent

27th July	2016 • EKSB	engagement event
• Presentation		session

To	all	council	leaders	and	Chief	Executives • To	discuss	the	progress	so	
far	and	future	plans	across	
east	Kent

10th
September
2015	– current	
date

• EKSB	engagement event
• Monthly	meetings

All	organisation	CEO’s,	medical	directors,	
accountable	officers	and	clinical	chairs	
(including	KCC	and	NHSE)

• Develop	strategy		for	the	
services	area	across	east	
Kent

5th Sept	2016 • EKSB	engagement event
• Evaluation	Criteria	half	day	workshop

All	organisation	CEO’s,	medical	directors,	
accountable	officers	and	clinical	chairs	
(including	KCC	and	NHSE)

• To	discuss	the	proposed	
evaluation	criteria	and	
evaluation	process

15th Sept	2016 • EKSB	engagement event
• Discussion	with	MP
• London	based	meeting

Autumn	2016 • EKSB	engagement event
• 6	Focus	groups	facilitated	by	EKSB	and	supported	

by	‘Curved	Thinking’

Members	of	the	Public	and	public	groups • To	share	the	case	for	
change

6
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2.	What	are	the	issues	in	the	case	for	change	which	need	to	be	addressed?

1.	
1.	Who	is	the	population	being	served?

3.	What	is	the	service	delivery	model	today?

4.	What	is	the	proposed	service	delivery	model	for	the	future?

6.	What	engagement	has	been	undertaken?

Contents

5.	What	are	the	co-dependencies	and	building	blocks?

Appendix
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Improving	productivity:	what	works?

Intermountain:	
Hip	

replacement

Intermountain:	
Acute	

respiratory	
distress	
syndrome

• In	1986,	Intermountain	launched	an	effort	to	measure	and	reduce	practice-level	
variation.

• Pathway	redesign,	shifting	focus	from	the	clinicians	to	the	processes	underlying	
specific	treatments,	resulted	in	cost	of	total	hip	replacement	falling	from	$12,000	
to	$8,000	between	1987	and	1989.

• Adaptations	on	the	standard	pathway	were	recorded	as	variances.
• The	pathway	was	periodically	adapted	to	reflect	the	realities	of	care	more	

accurately.
• Consequently,	clinicians	were	able	to	follow	the	standard	guidelines	more	closely.
• Total	cost	of	care	for	those	most	seriously	ill	dropped	by	25%.

Source:	Brent	C.	James	and	Lucy	A.	Savitz (1986).	“How	Intermountain	Trimmed	Health	Care	Costs	Through	Robust	Quality	Improvement	Efforts.” Health	Affairs	published	online,	May	19,	
2011;	Intermountain:	Acute	respiratory	distress	syndrome	- adaptations	of	the	pathway	/ https://intermountainhealthcare.org/research/areas-of-research/clinical-research/center-
humanizing-critical-care/publications/
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Gate	Elective	Centre,	North	East	London

Clinical	Model

• Case-selective	only	by	patient	complexity	(up	to	ASA3)
• Surgeons	doing	elective	lists	are	not	on-call
• Performs	the	majority	of	elective	surgery	at	Newham	University	Hospital,	increasing	capacity	for	

emergency	surgery	
– Separating	elective	and	emergency	rotas	enhances	expertise,	improves	quality	of	patient	care	and	has	a	
positive	impact	on	the	prevention	of	infection

– Centre	meets	clinician	recommendation	of	larger	teams	of	8-12	specialists	working	together	across	all	
Trust	hospitals	

Outcomes

• Lean	and	timely	management	of	services
– Diagnosis,	pre-assessment	and	booking	on	the	same	day
– Patients	arrive	‘just	in	time’	for	their	scheduled	surgery

• Performs	99%	of	Newham’s	elective	surgery
• Majority	of	patients	in	single	rooms:	12	day-case	beds,	23	short-stay	(1-2	day)	beds,	30	long-stay	

(>2	day	beds)
• Newham’s	elective	surgery	cancellation	rate	is	just	0.36%	(<0.8%	national	target)

• Provides	day	care,	elective	surgery	and	diagnostic	procedures	
• Specialties	include	orthopaedics,	urology,	gynaecology	and	general	surgery
• Also	houses	the	Trust’s	sports	injuries	clinic	and	fracture	clinic
• Integrated	with	main	hospital	staff	and	high-dependency	facilities	

Business	Model

Source:	Gate	Elective	Centre,	North	East	London	,	Clinical	Model:http://www.nelondontreatmentcentre.nhs.uk/
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Capio	Movement’s	approach	to	theatre	management	Capio Movement’s approach to theatre management 

Tuesday Monday Wednesday Thursday Friday 

Six to seven patients 
admitted for joint 
replacement surgery 
(two ORs). ORs start 
at 8:30 am (preop at 
8:00 am). All admitted 
on day of surgery 

~75% of patients 
discharged 

~25% of patients 
discharged 

Majority of outpatient 
clinics 

Majority of outpatient 
clinics 

Six to seven patients 
admitted for joint 
replacement surgery 
(two ORs). ORs start 
at 8:00am (preop at 
7:30am). First on list 
admitted night before 

~75% of patients 
discharged 

~25% of patients 
discharged 

Six to seven patients 
admitted for joint 
replacement surgery 
(two ORs). ORs start 
at 8:00am (preop at 
7:30am). First on list 
admitted night before 

~75% of patients 
discharged 

~25% of patients 
discharged 

All patients discharged 
by Friday afternoon  

Majority of day case 
surgery 

Majority of day case 
surgery 

Making this work in practice 
▪ Agreement with Halmstad local acute 

hospital: transfer protocol for Capio Movement 
patients requiring acute or intensive care 

Outpatient clinics 
Day case surgery 

Outpatient clinics 
Day case surgery 

Outpatient clinics 
Day case surgery 

OR, operating room (theatre) Source:	Monitor	(Oct	2015).	“Improving	productivity	in	elective	care”.	Appendix	B	International	Case	Studies	– Capio.
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Coxa’s	approach	to	optimising	the	joint	replacement	pathwayCoxa’s approach to optimising the joint replacement pathway 

Decision 
to operate 

Procedure 
booked 

Preassess
-ment 
clinic 

Preop 
lounge  

Theatre Recovery 
room 

Ward Home 

70% of patients 
go directly 
home and 30%  
transferred for 
rehabilitation to 
primary care-
led facilities 
and services 

90% 
operated on 
on day of 
admission 
(patient 
admitted 
night before 
if has far to 
travel) 

15-min turnaround time 
between procedures 

Local provider/municipality 
carries out:1 

• Standard preassessment 
tests (results shared via 
interorganisational electronic 
health record) 

• Patient joint education/ 
surgical preparation training: 
o muscular strength 
o medical fitness 
o expectations post 

surgery 

Anaesthetic 
assessment 
carried out by 
nurse 
anaesthetist 

Spinal 
anaesthesia 
(for hips/ 
knees) to 
allow for 
early 
mobilisation 
(conducted 
in separate 
induction 
room) 

Postop 
imaging 
room 

X-ray taken 
immediately 
postop 

Focus on 
pain 
management 
to allow early 
mobilisation 
by nurses/ 
physios in 
recovery 
room 

Daily 
morning 
ward round 
by ortho 
surgeon 

For routine 
hip/knee joint 
replacement, 
planned 
length of 
stay of two 
to three 
days for  
hip and 
three to four 
days for 
knee 

Follow-up: 
• 2 million post 

surgery 
• 1, 5, 10, 13, 

16, 19 years 
post surgery 
PROM and X-
ray follow-up 
(at Coxa) 

Standardized 
work-up pre-
referral1 

Theatre team for routine hip/knee joint 
replacement (all ortho specialists) 
• One ortho surgeon  
• One anaesthetist responsible for two theatres 

+ induction area 
• One ortho surgeon trainee (on some lists) 
• One anaesthetic nurse 
• One scrub nurse 
• One instrument nurse 
• +/- One additional nurse 

PROM, patient reported outcome measure.  
1 For patients referred from local catchment population; referral pathway for other patients varies. 
2 Calculated as actual time (when patient is in theatre) plus turnaround time (15 min) as % of planned theatre time. 

2-, 4- and 6- 
week  
physio-
therapy in  
local health 
centres 

95% to 97% theatre utilization2 

Source:	Monitor	(Oct	2015).	“Improving	productivity	in	elective	care”.	Appendix	B.	International	Case	Studies	- Coxa	Hospital	for	Joint	Replacement.
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CONFIDENTIAL	– WORK	IN	PROGRESS

The	Stroke	Programme	Board	have	agreed	the	following	hurdle	criteria		

Is	the	potential	
configuration	
option	clinically	
sustainable?

Is	the	potential	
configuration	

option	financially	
sustainable?

• Does	it	deliver	key	quality	standards?

• Does	it	address	any	co-dependencies?

• Will	the	workforce	be	available	to	deliver	it?

• Will	there	be	sufficient	throughput	or	catchment	population	to	maintain	skills	and	deliver	

services	cost	effectively?

Is	the	potential	
configuration	

option	
implementable?

• Must	not	increase	the	‘do	nothing’	financial	baseline (given	the	need	for	capital	
investment	at	any	resulting	sites	which	is	of	similar	quantum,	noting	more	at	PFI	sites,	this	
will	be	considered	in	detail	at	evaluation	stage)	

• Will	the	option	deliver	financial	and	clinical	sustainability	within	a	medium-term	

timeframe	by	20/21? This	statement	is	based	upon	a	system	wide	view

Is	the	potential	
configuration	

option	accessible?
• Can	the	population	access	services	within	a	window	of	120	minutes	from	call	to	needle?1

Is	the	potential	
configuration	

option	a	strategic	
fit?

• Does	it	implement	the	outcome	of	other	recent	consultations	or	designation	processes?

1)	Using	95%	accessing	services	within	60	mins	(peak)	as	a	proxy)
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CONFIDENTIAL	– WORK	IN	PROGRESS

A	set	of	hurdle	criteria	for	urgent	care	and	elective	orthopaedics	have	been	agreed	by	the	
Clinical	Board	and	Finance	Group

Is	the	potential	
configuration	
option	clinically	
sustainable?

Is	the	potential	
configuration	

option	financially	
sustainable?

• Does	it	deliver	key	quality	standards?

• Does	it	address	any	co-dependencies?

• Will	the	workforce	be	available	to	deliver	it?

• Will	there	be	sufficient	throughput	or	catchment	population	to	maintain	skills	and	deliver	

services	cost	effective?

Is	the	potential	
configuration	

option	
implementable?

• Must	not	increase	the	‘do	nothing’	financial	baseline			

• Will	the	option	deliver	financial	and	clinical	sustainability	within	a	medium-term	

timeframe by	20/21? This	statement	is	based	upon	a	system	wide	view,	this	may	mean	

that	some	organisations	have	a	net	negative	financial	impact	as	well	as	some	have	a	net	

positive	impact.

Is	the	potential	
configuration	

option	accessible?

• Does	it	implement	the	outcome	of	other	recent	consultations	or	designation	processes?

Is	the	potential	
configuration	

option	a	strategic	
fit?

• Is	the	maximum	travel	time	(by	car)	an	average	of	one	hour	or	less?	
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• A	number	of	services	have	been	prioritised	as	for	early	consideration	by	the	K&M	hospital	care	
working	group.	This	pack	forms	one	of	a	series	service	delivery	model	templates	for	the	priority	
services.

• The	aim	of	this	pack	is	to	consider	the	key	issues	the	service	is	facing	within	the	hospital	context,	its	
current	in-hospital	model	of	care	and	aspirational	future	model	among	other	relevant	context.

• The	pack	follows	the	structure	of:

– A	summary	slide	outlining	key	information	from	each	section;	then

– Each	section,	with	a	summary	slide	up	front	followed	by	evidence	slides

• The	pack	has	been	created	with	expert	input	from	across	Kent	&	Medway,	and	has	been	developed	by	
the	K&M	Hospital	care	workstream	before	being	signed	off	by	the	Clinical	Board.

• The	Acute	medical	care	template	focuses	on	the	model	for	acute	medicine	in	the	acute	hospital	with	
future	medical	models	using	the	assumptions	made	by	local	care	about	preventing	acute	hospital	
admission	and	facilitating	appropriate	timely	discharge.

Introduction	and	purpose	of	service	delivery	model	template Page 308 of 452.
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The	STP	outlined	the	aspiration	for	Hospital	Care	model	which	prevents	ill	health,	
intervenes	earlier	and	delivers	excellent,	integrated	care	closer	to	home

Source:	K&M	STP

Kent	and	Medway	Future	Care	Model

Prevention	
and	self	care

Community pharmacists

Acute mental 
health care

Consistent high-
quality acute care

Rapid	
response

Integrated health 
and social care 
into the home

1-2 elective
orthopaedic

centres

Single stroke 
service with  

HASUs

Comprehensive 
cancer service

Single K&M 
vascular 
service

Care coordination

Therapists Dementia
nurses

DiagnosticsMental health

Single	point	
of	access

Care	Transformation	workstreams

Enlisting	public	services,	employers	
and	the	public	to	support	health	and	
wellbeingPrevention

Local Care

Hospital Care

Mental Health

A	new	model	of	care	closer	to	home	
for	integrated	primary,	acute,	
community,	mental	health	and	social	
care

Optimal	capacity	and	quality	of	
specialised,	general	acute,	
community	and	mental	health	beds

Bringing	parity	of	esteem,	
integrating	physical	and	mental	
health	services,	and	supporting	
people	to	live	fuller	lives

The	focus	of	this	template	will	be	on	Hospital	Care
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Summary	contents
• 2,487	patients	(FY	15/16)
• Services	currently	provided	at	all	7	acute	hospitals

• 7	combined	HASU/ASU	stroke	units	across	Kent	&	Medway
• Patients	receive	their	Hyper-acute,	acute	and	acute	rehabilitation	in	these	units
• Patients	are	then	discharged		without	further	rehab,	discharged	back	to	their	home	with	a	community	rehabilitation	package	or to

a	new	home	such	as	a	residential	care	home	that	is	suitable	for	their	needs/	Rehab	pathways	are	variable	across	K&M

• A&E	/Emergency	Medicine
• Acute	and	General	Medicine	
• Elderly	Medicine	
• Respiratory	Medicine
• Critical	Care	(adult)	

• General	Anaesthetics	
• Acute	Cardiology	
• X-ray	and	Diagnostic	Ultrasound	
• CT	Scan	
• Acute	Mental	Health	Services		

• Therapy;	SLT/OT	and	Physiotherapy
• Physiotherapy
• Urgent	GI	Endoscopy1
• MRI	Scan1
• Acute	Inpatient	Rehabilitation2

• HASU	requirements;	24/7	consultant	availability	with	minimum	6	trained	thrombolysis	physicians	on	rota	and	consultant	led	
ward	round	7	days	a	week,		2.9	WTE	Nurse	(80:20	registered	unregistered	per	bed	,Per	5	beds;	1	Physiotherapist,	0.68	
Occupational	Therapist,	0.34	S&L	therapist,	0.20	Clinical	Psychologist,	0.15	Dietician	3

• HASU	Volume	requirements;	>500	and	<	1500	confirmed	stroke	patients

• Over	the	last	2	years	EKHUFT	has	engaged	with	key	stakeholders	internally	and	externally	through	a	series	of	EKHUFT	and	East	
Kent	Strategy	Board	events.

• West	Kent	have	not	carried	out	engagement	to	date

• Consolidation	onto	fewer	sites;	3	sites	is	the	optimum	when	measured	against	the	agreed	critical	criteria.
• Deliver	a	combined	HASU	and	ASU	service	on	each	of	the	3	sites
• Develop	robust	early	supported	discharge	and	rehabilitation	services

Who	is	the	population	
being	served?

What	are	the	issues	in	the	case	
for	change	which	need	to	be	

addressed?	

What	is	the	service	delivery	
model	today?

What	is	the	proposed	service	
delivery	model	for	the	future?

What	are	the	co-dependencies	and	
building	blocks?

What	are	the	minimum	
thresholds	for	staff	in	clinical	

standards?

Engagement	– to	date	and	required

1

2

3

5

6

4

7

• Only	half	of	all	patients	admitted	within	4	hours	and	performance	is	below	national	average
• All	7	hospitals		only	provide	5	day	stroke	consultant	face	to	face	cover;	none	provide	7	day	consultant	ward	rounds,	less	than	50%	

of	patients	receive	thrombolysis	within	60	mins
• Patient	volumes	are	too	small	to	deliver	clinical	sustainability/	Performance	against	SSNAP	is	variable	and	inconsistent
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2.	Case	for	change

1.	Population	served

3.	What	is	the	service	delivery	model	today?

4.	What	is	the	proposed	service	delivery	model	for	the	future?

6.	What	are	the	minimum	thresholds	required	in	clinical	standards?

7.	Engagement	– to	date	and	required

Appendix

Contents

5.	What	are	the	co-dependencies	and	building	blocks?

1
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Summary	contents
• 2,487	patients	(FY	15/16)
• Services	currently	provided	at	all	7	acute	hospitalsWho	is	the	population	

being	served?

What	are	the	issues	in	the	case	
for	change	which	need	to	be	

addressed?	

What	is	the	service	delivery	
model	today?

What	is	the	proposed	service	
delivery	model	for	the	future?

What	are	the	co-dependencies	and	
building	blocks?

What	are	the	minimum	
thresholds	for	staff	in	clinical	

standards?

Engagement	– to	date	and	required

1

2

3

5

6

4

7
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Background

• The	total	Kent	and	Medway	population	is	1.81	million

• On	average,	prevalence	is	1.7%	for	stroke	&	2%	for	Atrial	fibrillation	for	the	Kent	&	Medway	population

• Prevalence	varies	across	CCG	and	reflects	population	demographics		

• “At	risk”	groups	include:	

– patients	with		hypertension,	atrial	fibrillation	and	diabetes

– black	ethnic	populations

– elderly

*	SSNAP	Apr	2015	– Mar	2016					**		CCG	Stroke	Profiles	Public	Health	England	2014.	QOF	2015/16)

England	(1.7) England	(1.7)

Stroke	prevalence,	%

1.2

1.4

1.6

1.8

1.8

1.9

2.1

2.1

Medway	CCG

Swale	CCG

Dartford,	Gravesham	&	…

West	Kent	CCG

Ashford	CCG

Canterbury	&	Coastal	CCG

South	Kent	Coast	CCG

Thanet	CCG

1.2

1.4

1.6

1.8

1.8

1.9

2.1

2.1

Medway	CCG

Swale	CCG

Dartford,	Gravesham	And	…

West	Kent	CCG

Ashford	CCG

Canterbury	And	Coastal	CCG

South	Kent	Coast	CCG

Thanet	CCG

Atrial	fibrillation	prevalence,	%

1
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Who	is	the	population	being	served?

Notes 70	patients	per	year	from	South	London	(into	DVH)	
65	patients	per	year	form	East	Sussex	
72	hour	cohort	refers	to	the	processes	of	care	in	the	first	72	hours	of	stroke,	beyond	which	patients	enter	into	post-acute	stroke	care	processes

Source:	SSNAP	clinical	audit	Apr	15– Mar	16

H

H

H

H

H

H

H

Queen	Elizabeth	the	
Queen	Mother	Hospital

Kent	and	Canterbury	
Hospital

William	Harvey	
Hospital	(Ashford)

Tunbridge
Wells
Hospital

Dartfordshire
&	Gravesham Medway	Maritime

Hospital

Maidstone
Hospital 259

378

473

388

372

298

319

• At	present,	stroke	is	
delivered	at	all	7	
acute	sites.

• Patients	flow	into	
K&M	from	east	
Sussex	and	South	
London

1
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Notes: 1 70	patients	per	year	from	Bexley,	South	London	(into	DVH)	
2 65	patients	per	year	form	East	Sussex	

Source:	*SSNAP	clinical	audit,	Apr	2015	– Mar	2016	

Stroke	incidence

13%	 14%	

15%	 16%	

27%	 27%	

45%	 43%	

K&M National

80+	

70-79	

60-69	

<	60	

Stroke	incidence	by	age	bucket*,	% Stroke	activity	by	site

Site 2012/13 2013/14	 2014/15	 YoY growth	

Darent Valley	Hospital 3431 324 337 4%	

Medway	Maritime	
Hospital 368 417 393 -6%	

Maidstone Hospital 294 321 320 0%	

Tunbridge Wells	
Hospital 3752	 325 298 -8%	

William Harvey	
Hospital 440 473 477 1%	

Kent &	Canterbury	
Hospital 292 366 380 4%	

Queen Elizabeth	the	
Queen	Mother	Hospital 319 346 354 2%	

Total	K&M 2,431 2,572 2,559 -1%	

• There	are	approximately	2,500	confirmed	stroke	patients	per	annum	treated	in	the	7	acute	hospitals.*

• Public	health	analysis	identifies	that	based	on	the	current	preventative	measures	and	pattern	of	stroke	incidence	locally	and nationally	this	
figure	will	not		significantly	change	over	the	next	10	years,	including	projected	population	growth	across	Kent	and	Medway.

• Incidence	increases	with	age	– although	the	overall	profile	is	very	similar	to	England

1
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2.	Case	for	change

1.	Population	served

3.	What	is	the	service	delivery	model	today?

4.	What	is	the	proposed	service	delivery	model	for	the	future?

6.	What	are	the	minimum	thresholds	required	in	clinical	standards?

7.	Engagement	– to	date	and	required

Appendix

Contents

5.	What	are	the	co-dependencies	and	building	blocks?

2
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Summary	contents

Who	is	the	population	
being	served?

What	are	the	issues	in	the	case	
for	change	which	need	to	be	

addressed?	

What	is	the	service	delivery	
model	today?

What	is	the	proposed	service	
delivery	model	for	the	future?

What	are	the	co-dependencies	and	
building	blocks?

What	are	the	minimum	
thresholds	for	staff	in	clinical	

standards?

Engagement	– to	date	and	required

1

2

3

5

6

4

7

• Only	half	of	all	patients	admitted	within	4	hours	and	performance	is	below	national	average
• All	7	hospitals		only	provide	5	day	stroke	consultant	face	to	face	cover;	none	provide	7	day	consultant	ward	

rounds,	less	than	50%	of	patients	receive	thrombolysis	within	60	mins
• Patient	volumes	are	too	small	to	deliver	clinical	sustainability/	Performance	against	SSNAP	is	variable	and	

inconsistent

 Page 317 of 452.



11

What	are	the	issues	in	the	case	for	change	which	need	to	be	addressed?

Source:	SSNAP	clinical	audit	Apr	15– Nov	16,	K&M	Case	for	Change	– Stroke	*	2016	RCP	standards

• In	most	hospitals,	less	than	50%	of	patients	receive	
thrombolysis	within	60	mins and	are	below	the	national	
average

• Fewer	patients	receive	speech	and	language	therapy	
communication	assessment	within	72hrs	of	clock	start

• Very	limited	7	day	therapy	assessments	undertaken	

Difficult	to	access	to	treatment	within	the	
recommended	timeframes

2

• Generally	<	50%	of	all	patients	are	being	admitted	within	4	
hours	and	performance	is	below	national	average

• Significant	workforce	gaps	across	the	services	therefore	7	
day	stroke	consultant		ward	rounds	not	available	across	any	
of	the	hospitals	currently

• 7	day	therapy	service	not	consistently	available	across	all	
units

Delays	in	direct	admission	and	limited	
availability	of	7	day	services

1

• Recommended	patient	volumes	fall	between	500	and	1,500	
confirmed	stroke	admissions	per	year	but	patient	volumes	
in	each	acute	hospital	are	below	the	500*	patient	threshold	

• No		hospital	is	achieving	patient	volumes	recommended	for	
clinical	sustainability

Patient	volumes	are	too	small	to	deliver	
clinical	sustainability

3

2
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2.	Case	for	change

1.	Population	served

3.	What	is	the	service	delivery	model	today?

4.	What	is	the	proposed	service	delivery	model	for	the	future?

6.	What	are	the	minimum	thresholds	required	in	clinical	standards?

7.	Engagement	– to	date	and	required

Appendix

Contents

5.	What	are	the	co-dependencies	and	building	blocks?

3
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Summary	contents

• 7	combined	HASU/ASU	stroke	units	across	Kent	&	Medway
• Patients	receive	their	Hyper-acute,	acute	and	acute	rehabilitation	in	these	units
• Patients	are	then	discharged		without	further	rehab,	discharged	back	to	their	home	with	a	community	

rehabilitation	package	or	to	a	new	home	such	as	a	residential	care	home	that	is	suitable	for	their	needs/	
Rehab	pathways	are	variable	across	K&M

Who	is	the	population	
being	served?

What	are	the	issues	in	the	case	
for	change	which	need	to	be	

addressed?	

What	is	the	service	delivery	
model	today?

What	is	the	proposed	service	
delivery	model	for	the	future?

What	are	the	co-dependencies	and	
building	blocks?

What	are	the	minimum	
thresholds	for	staff	in	clinical	

standards?

Engagement	– to	date	and	required

1

2

3

5

6

4

7
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What	is	the	current	service	position?

Notes:	 1 Only	available	5	days	a	week	
2 OOH	rota	is	networked	across	3	sites	with	the	use	of	telemedicine;	rota	is	fragile	given	combined	contribution	to	HCOOP	rota	simultaneously	
3 Do	not	meet	national	guidelines

Source:	K&M	Case	for	Change	stroke,	South	East	Coast	Clinical	and	Quality	standards	for	stroke,	SSNAP	audit	(April	2015-Mar	2016)

Aims National	recommendation/Target D&G MFT MH TWH WHH KCH QEQM National

Rapid	and	accurate	diagnosis	 Imaging	within	one	hour	of	admission 50%	 50%	 55%	 56%	 61%	 59%	 69%	 48%	

Direct	admission	 Patients	admitted	directly	onto	a	specialist	stroke	unit	
within	four	hours 41%	 43%	 56%	 41%	 53%	 51%	 60%	 58%	

Patients	stay	in	the	stroke	unit	for	90%	of	the	inpatient	
episode 84%	 79%	 87%	 67%	 84%	 88%	 85%	 84%	

Immediate	access	to	treatment Thrombolysis	within	60	mins 42%	 16%	 43%	 59%	 60%	 38%	 48%	 59%	
Speech	and	language	therapy	communication	
assessment	within	72	hours	of	clock	start 22%	 67%	 35%	 39%	 24%	 26%	 37%	 39%	

Specialist	centres with	sufficient	
numbers	of	patients	and	expert	
staff	

Assess	patients	by	specialist	stroke	consultant	and	
within	24	hours. 62%	 55%	 61%	 73%	 81%	 86%	 91%	 79%	

Assess	patients	by	stroke	trained	nurse	and	therapist	
within	24	hours. 91%	 87%	 91%	 88%	 87%	 91%	 89%	 88%	

Multidisciplinary	teams

MDT	assessment,	to	include	specialist	physicians,	
nurses	,	therapists.	A	wider	group	of	specialist	is	
increasingly	advised	including	clinical	psychology,	
dietetics.	

Partial Partial Partial Partial N	1 N	1 N	1

24	hour access,	7 days	a	week	 7	day	stroke	consultant	ward rounds* N N N N N N N2

OOH	access	to	consultant	assessment	for	
thrombolysis* Y Y Y Y Y Y Y

7 day	stroke	trained	nurse	and	therapist	cover	 Partial Partial N N N	3 N	3 N	3

Patient	volumes	that	deliver	
clinical	sustainability	 >	500	and	<1500	confirmed	stroke	admissions N N N N N N N

SSNAP	performance	
Q1	2016	(Apr-Jun) Target:	A D D B D C D C

Above national averageEquivalent to national averageBelow national average

3
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East	Kent:
• Assessment	for	a	patients	rehabilitation	needs	and	the	start	of	their	rehabilitation	begins	as	soon	as	a	patient	arrives	into the	

Stroke	Unit	(joint	HASU/ASU)	until	they	are	discharged.	This	team	is	made	up	of	physiotherapists,	occupational	therapists,	
speech	therapists,	and	nursing	and	medical	staff.

• The	options	for	patients	once	discharged	from	the	Stroke	Units	are:

– Discharged	home	with	no	further	requirement	for	rehabilitation
– Discharged	and	referred	into	ESD	(Early	Supported	Discharge	/	with	beds	at	Westview	in	Tenterden and	Broad	Meadow	in	

Folkestone)

– Discharged	and	referred	into	the	East	Kent	Community	Stroke	Team

– Discharged	and	referred	into	specialist	Neuro-Rehabiltation service	at	K&CH

– Discharged	and	referred	for	further	in-patient	rehabilitation	at	a	Community	Hospital	(To	be	confirmed)
DGT:

• Rehabilitation	starts	from	day	one,	with	a	plan	for	treatment	such	as	methods	of	feeding,	communication	and	other	aspects	of	
care,	drawn	up	by	the	rehabilitation	team.	This	team	is	made	up	of	physiotherapists,	occupational	therapists,	speech	
therapists,	and	nursing	and	medical	staff.

• The	options	for	patients	once	discharged	from	the	Stroke	Units	are:
– Discharged	home	with	no	further	requirement	for	rehabilitation

– Discharged	and	referred	into	ESD	(Early	Supported	Discharge)

– Discharged	and	referred	into	the	Gravesend	community	neuro-rehabilitation	service

– Transferred	to	the	Sapphire	Unit	for	inpatient	rehabilitation	at	Gravesend	Community	Hospital

What	is	the	current	service	model	for	stroke	rehabilitation?

3
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MTW:

• Assessment	for	a	patients	rehabilitation	needs	and	the	start	of	their	rehabilitation	begins	as	soon	as	a	patient	arrives	into the	
Stroke	Unit	(Joint	HASU/ASU)

• Patients	continue	to	receive	rehabilitation	until	they	are	discharged	from	the	Stroke	Unit.	
• Both	stroke	units	combine	HASU/ASU	and	inpatient	rehabilitation	(ie all	inpatient	rehabilitation	occurs	within	the	Acute	Trust).

• The	options	for	patients	once	discharged	from	the	Stroke	Units	are:

– Discharged	home/placement	with	no	further	requirement	for	rehabilitation

– Discharged	and	referred	into	ESD	(Early	Supported	Discharge)	– West	Kent	only

– Discharged	and	referred	to	community	neurorehab team

MFT:

• TBC

What	is	the	current	service	model	for	stroke	rehabilitation?

3
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What	are	the	service	delivery	models:	Evidence	base

Source/Publication Date Key	Points

1 K&M Stroke	Review	Literature	review	by	
K&M	Public	Health	teams 2015 • Hyperacute stroke	units	are	clinically	effective

• Some	evidence	of	cost	effectiveness	

2 National	stroke	Strategy 2007

Recovery	significantly	influenced	by;
• Seeing	a	stroke	Consultant	within	24	hours;
• Having	a	brain	scan	within	24	hours	of	admission;
• Being	seen	by	a	stroke	trained	nurse	&	one	therapist	
within	72	hours	of	admission;

• Being	admitted	to	a	dedicated	stroke	unit
• A	nutritional	assessment	&	swallowing	assessment	
within	72	hours;

• Being	given	antiplatelet	therapy	within	72	hours;
• Receiving	adequate	food	and	fluids	for	the	first	72	
hour.

3
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2.	Case	for	change

1.	Population	served

3.	What	is	the	service	delivery	model	today?

4.	What	is	the	proposed	service	delivery	model	for	the	future?

6.	What	are	the	minimum	thresholds	required	in	clinical	standards?

7.	Engagement	– to	date	and	required

Appendix

Contents

5.	What	are	the	co-dependencies	and	building	blocks?
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Summary	contents

• Consolidation	onto	fewer	sites;	3	sites	is	the	optimum	when	measured	against	the	agreed	critical	criteria.
• Deliver	a	combined	HASU	and	ASU	service	on	each	of	the	3	sites
• Develop	robust	early	supported	discharge	and	rehabilitation	services

Who	is	the	population	
being	served?

What	are	the	issues	in	the	case	
for	change	which	need	to	be	

addressed?	

What	is	the	service	delivery	
model	today?

What	is	the	proposed	service	
delivery	model	for	the	future?

What	are	the	co-dependencies	and	
building	blocks?

What	are	the	minimum	
thresholds	for	staff	in	clinical	

standards?

Engagement	– to	date	and	required

1

2

3

5

6

4
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What	is	the	proposed	model	for	the	future?

Source:	Kent	&	Medway	Review	of	Stroke	Services	(2015	/2016).

• 7	day	specialist	consultant	led	stroke	service	
available	(	able	to	respond	to	twice	daily	ward	
rounds	requirement	Autumn	2017)

• Consolidate	onto	3	sites;	that	meet	the	critical	
criteria	inc travel	times	

• Combined	HASU	and	ASU	units

• Direct	access	from	ambulance	transfers	to	the	
service	?		Stroke	assessment	unit

• Early	Supported	Discharge	available	for	min	50%	of	
pts

• Improved	rehabilitation	services	available.

• Development	of	a	centre able	to	deliver	
thrombectomy on	one	of	the	three	sites			to	provide	
across	K&M

• Co-located	with	critical	co-dependencies	that	
improve	patient	outcomes	and	support	staff

• All	seven	units	deliver	acute	Stroke	Care

• The	units	operate	combined	HASU/ASU	models	
although	the	specific	beds	are	not	always	
identifiable

• 7	day	medical	ward	rounds	only	operate	in	TWH,	not	
always	consultant	led	(	on	a	1:3	rota)

• Consultant	assessment	is	available	in	all	units	over	
the	weekends	via	telemedicine	rotas

• 7	day	therapy	only	available	in	MFT

• No	unit	meets	the	recommended	workforce	across	
any	profession	

TODAY FUTURE

4
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What	are	the	implications	of	not	meeting	the	standards: Patient	outcomes

Source:	Impact	of	centralising	acute	stroke	services	in	English	metropolitan	areas	on	mortality	and	length	of	hospital	stay:	difference-in-differences	analysis	(BMJ 2014;349:g4757)

Not	delivering	the	standards	does	not	provide	the	ability	for	a	step	change	in	outcomes.

It	minimises	the		opportunity	to	potentially		improve	mortality,		length	of	stay	and	functional	ability.

There	is	no	opportunity	to	reduce	the	nature	and	level	of	complications	ie associated	infections/complications	such	as	
pneumonia

No	opportunity	to	address	the	clearly	evidenced	risks	associated	with	low	nursing	levels	on	patient	mortality
• London	review	showed	a	17%	reduction	in	30	day	mortality

Reduction	in	Length	of	stay
• 7	%	reduction	in	patient	length	of	stay	(	London	Review)

• **Clinical	senate	advised	that	compliance	with	the	standards	delivers	an	improvement	in;
• 6	and	12	month	modified	Rankin	scale	outcomes	(useful	as	it	breaks	down	disability	in	to	easily	understood	
and	captured	outcomes).	

• The	percentage	of	stroke	patients	returning	home	
• Reducing	the	percentage	of	patients	being	discharged	to	a	residential	/	nursing	home;	
• Increasing	the	percentage	of	patients	having	their	6	and	12	monthly	reviews	
• Increasing	the	percentage	of	patients	returning	to	work	

• Patients	and	carers	outcomes	relating	to	quality	of	life	scores	(although	not	currently	being	collected	at	a	national	
level)	such	as	Euro-QOL,	SF-36,	the	Stroke	Impact	Scale,	and	the	Stroke	Carer	Burden	Scale

4
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2.	Case	for	change

1.	Population	served

3.	What	is	the	service	delivery	model	today?

4.	What	is	the	proposed	service	delivery	model	for	the	future?

6.	What	are	the	minimum	thresholds	required	in	clinical	standards?

7.	Engagement	– to	date	and	required

Appendix

Contents

5.	What	are	the	co-dependencies	and	building	blocks?
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• A&E	/Emergency	Medicine
• Acute	and	General	Medicine	
• Elderly	Medicine	
• Respiratory	Medicine
• Critical	Care	(adult)	
• General	Anaesthetics	

• Acute	Cardiology	
• X-ray	and	Diagnostic	Ultrasound	
• CT	Scan	
• Acute	Mental	Health	Services		
• Therapy;	SLT/OT	and	

Physiotherapy

• Physiotherapy
• Urgent	GI	Endoscopy1
• MRI	Scan1
• Acute	Inpatient	Rehabilitation2

Who	is	the	population	
being	served?

What	are	the	issues	in	the	case	
for	change	which	need	to	be	

addressed?	

What	is	the	service	delivery	
model	today?

What	is	the	proposed	service	
delivery	model	for	the	future?

What	are	the	co-dependencies	and	
building	blocks?

What	are	the	minimum	
thresholds	for	staff	in	clinical	

standards?

Engagement	– to	date	and	required

1

2

3

5

6

4

7
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What	are	the	critical	interdependencies?	

Service should be co-located in the same hospital

Service should come to patient (patient transfer not appropriate), 
but could be provided by visiting/inreach from another site if not 
based in the same hospital

Ideally on same site but could alternatively be networked via robust 
emergency and elective referral and transfer protocols

Does not need to be on same site. Appropriate arrangements are 
in place to obtain specialist opinion or care

Clinical specialties/supporting function1 Hyper Acute Stroke 
Unit

Acute Stroke 
Unit

A&E /Emergency Medicine
Acute and General Medicine 
Elderly Medicine 
Respiratory Medicine (including bronchoscopy) 
Critical Care (adult) 
General Anaesthetics 
Acute Cardiology 
X-ray and Diagnostic Ultrasound 
CT Scan 
Acute Mental Health Services  
Occupational Therapy
Physiotherapy
Urgent GI Endoscopy (upper & lower) 4
MRI Scan 
Acute Inpatient Rehabilitation
Nephrology (not including dialysis) 24 24
Palliative Care 
Neurology 
Speech and Language
Dietetics
Nuclear Medicine 
Interventional Radiology (including neuro-IR)
Clinical Microbiology/ Infection Service 
Laboratory microbiology 
Urgent Diagnostic Haematology and Biochemistry 
Medical Gastroenterology 
Ophthalmology 
General Surgery (upper GI and lower GI) 
Hub Vascular Surgery 
Critical Care (paediatric) 
Inpatient Dialysis 
Hyper-acute Stroke Unit 
Acute Stroke Unit 
Trauma 
Orthopaedics 
Neurosurgery 
Acute Paediatrics (non-specialised and surgery)

Notes:	1 Services	marked	as	‘does	not	need	to	be	on	the	same	site’	for	both	HASU	and	ASU	have	been	excluded	from	this	table
Source:	The	Clinical	Co-Dependencies	of	Acute	Hospital	Services:	Clinical	co-dependecy grid,	South	East	Coast

5
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What	are	the	other	critical	interdependencies	and	enablers?

Other	dependencies

• Rehabilitation	services	including	community	
beds,	residential/nursing	care	homes.

• Early	supported	Discharge	services
• Ambulance	services
• Patient	transport	services
• Social	Services

Enablers

• IT
• Communication
• Workforce
• Public	transport

5
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Local	questions	for	consideration

Question Comment

Speech	and	language	 • View	at	STP	workstream that	this	requires	co-location	– in	reach	is	not	
adequate(	this	differs	form	the	senate	recommendations)

Does	a	HASU	need	to	be	co-
located	with	a	Trauma	unit

• Suggestion	from	CEOs	and	AOs	re	co-location	with	existing	trauma	unit;	STP	
workstream questioned	this	but	did	agree	to	being	on	a	24hr	ED	with	full	
diagnostics	and	medical	cover

• Impact	on	trauma	unit	EDs	is	a	concern
• Clinical	advice	is	that	there	is	clear	evidence	of	benefit	and	potential	of	harm
• Pts,	re	delays	in	diagnosis/staff,	need	to	move,	communicate	across	

sites/financial	due	to	transfers	of	trauma	pts/education/ambulance	risk	re	
choice	of	conveyance	destination

Ability	of	a	hospital	to	take	on	a	
HASU?ASU

• To	be	worked	through	in	the	detailed	site	options	including	application	of	bed	
numbers	and	staffing	availability

5
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2.	Case	for	change

1.	Population	served

3.	What	is	the	service	delivery	model	today?

4.	What	is	the	proposed	service	delivery	model	for	the	future?

6.	What	are	the	minimum	thresholds	required	in	clinical	standards?

7.	Engagement	– to	date	and	required

Appendix

Contents

5.	What	are	the	co-dependencies	and	building	blocks?
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Summary	contents

• HASU	requirements;	24/7	consultant	availability	with	minimum	6	trained	thrombolysis	physicians	on	rota	
and	consultant	led	ward	round	7	days	a	week,		2.9	WTE	Nurse	(80:20	registered	unregistered	per	bed	,Per	5	
beds;	1	Physiotherapist,	0.68	Occupational	Therapist,	0.34	S&L	therapist,	0.20	Clinical	Psychologist,	0.15	
Dietician	3

• HASU	Volume	requirements;	>500	and	<	1500	confirmed	stroke	patients

Who	is	the	population	
being	served?

What	are	the	issues	in	the	case	
for	change	which	need	to	be	

addressed?	

What	is	the	service	delivery	
model	today?

What	is	the	proposed	service	
delivery	model	for	the	future?

What	are	the	co-dependencies	and	
building	blocks?

What	are	the	minimum	
thresholds	for	staff	in	clinical	

standards?

Engagement	– to	date	and	required
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What	are	the	minimum	thresholds	for	volume	in	clinical	standards?

Notes a65	patients	per	year	form	East	Sussex	
b70	patients	per	year	from	South	London	(into	DVH)
72	hour	cohort	refers	to	the	processes	of	care	in	the	first	72	hours	of	stroke,	beyond	which	patients	enter	into	post-acute	stroke	care	processes

Source:	SSNAP	clinical	audit	Apr	15– Mar	16,	K&M	Case	for	Change	– Stroke,	QOF	2014

275 255 339 323 342 348 367322 278 344 320 362 378 426
259 298 319 372 378 388 473

0

400

800

1200

1600

KCH DVH TWH MH QEQM MFT WHH

13/14 14/15 15/16

Lower	threshold	=	500

Upper	threshold	=	1,500

• At	present,	stroke	is	delivered	at	7	acute	sites.

• Volume	thresholds	suggest	a	requirement	for	2-4	sites.

• Further	work	done	suggests	a	need	for	3	sites	to	meet	all	critical	criteria.

6
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What	are	the	minimum	thresholds	for	staff	in	clinical	standards?

Notes:	 We	don’t	have	a	complete	data	set	for	therapies	or	untrained	nurses
Detail	on	dietician	and	clinical	psychologist	not	collected
**	just	noted	the	total	gap,	this	is	iterative	and	staff	move	and	are	appointed,	so	would	need	to	be	looked	at	again	in	detail	when	geographic	options	are	worked	up	in	detail

Source:	‘As	Is/Future	State’		workforce	assessment;	updated	June	2016

Threshold/
Requirement

DVH
23

MH
26

TW
10

Medway	
25

QEQM
24

K&C
24

WHH
24

Total	gap
Jun	2016*

1
Min	6	stroke	consultant	rota*
May	require		more	to	manage	a	
units	volume	of	activty

x x x x x x x 29.5

2 2.9	nurses	per	bed	(	80/20) x x x x x x x 65.18/24.
37*

3 1.0	wte physio per	5	beds x x x x x x x 8.75

4 0.68	per	5	beds	Occupational	
therapist x x x x x x x 11.49

5 0.34	per	5	beds	SLT x x x x x x x 9.89

6 0.15	Dietician n/k

7 0.20	Clinical	Psychologist n/k

6
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2.	Case	for	change

1.	Population	served

3.	What	is	the	service	delivery	model	today?

4.	What	is	the	proposed	service	delivery	model	for	the	future?

6.	What	are	the	minimum	thresholds	required	in	clinical	standards?

7.	Engagement	– to	date	and	required

Appendix

Contents

5.	What	are	the	co-dependencies	and	building	blocks?
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• Over	the	last	2	years	EKHUFT	has	engaged	with	key	stakeholders	internally	and	externally	through	a	series	of	
EKHUFT	and	East	Kent	Strategy	Board	events.

• West	Kent	have	not	carried	out	engagement	to	date

Who	is	the	population	
being	served?

What	are	the	issues	in	the	case	
for	change	which	need	to	be	

addressed?	

What	is	the	service	delivery	
model	today?

What	is	the	proposed	service	
delivery	model	for	the	future?

What	are	the	co-dependencies	and	
building	blocks?

What	are	the	minimum	
thresholds	for	staff	in	clinical	

standards?

Engagement	– to	date	and	required
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Engagement

Over	the	last	2	years	there	has	been	a	Kent	&	Medway	review	of	stroke.
• There	was	a	governance	structure	created	with	a	Programme	Board	and	Clinical	Reference	

Group	(CRG)
• Public	and	clinical	engagement	events	took	place	throughout	the	process,	with	key	

engagement	events	have	been	tabled	on	the	next	slide.

 Page 340 of 452.



34

Engagement	events	to	date	(January	2017)	(Page	1	of	2)

DATE EVENT ATTENDEES PURPOSE
June	to	Sept	2015 10	Listening	Events	across	K&M

Focus	groups	with	the	stroke	asscition and	Hard	to	Reach	
groups

To	develop	the	Case	for	Change	and	
inform	decision	making	criteria

Nov and	Dec	2015 3	Deliberative	Events:	“People’s	Panels”
- 2	in	Maidstone	and	1	in	Ashford

Members	of	the	public
Pre-consultation	engagement	to	
work	through	review	process,	
discuss	priority	indicators and	test	
the	emerging	options

Nov	2015 K&M	Review	1st Clinical	Engagement	Event: Presentation	by	
Professor	Tony	Rudd,	National	Clinical	Lead	for	Stroke

All	staff connected	with	all	7	stroke	units	
(Therapists,	Consultants,	Nursing	staff,	SALT	etc)

Progress	of	the	K&M	Stroke Review,	
clinical	models	and	service	delivery	
options.	To	inform	the	options	
appriasal process

Sept	to	Oct	2016 4	Public	Deliberative	Listening	Events		held	in	conjunction	
with	Health	Watch	and	the	Stroek Assocaiation –
coordinated	by	the	K&M	Stroke	Review	Process
- Sandwich; Ashford; Maidstone; Gillingham

People	who	have	had	a	stroke,	their	carers	and	
members	of	the	public

To	share	the	case	for	change,
discuss	the	on-going	review	proces,	
the	emerging	findings	and	invite	
feedback	and	challenge

Feb to	April 2016 3	Direct	Engagement	Events:
1	x	Minority	Ethnic	Forum	in	Medway
2	x	Asian	population	in	Gravesham

Members	of	the	public,	targeted	non	English	
speaking	communities	

To	share	the	case	for	change,
discuss	the	on-going	review	process	
and	invite	feedback	and	challenge

April 15 to	Sept
2015
March to	Sept	16

11.2.16

Presented	to CCG	Clinical Forums

EK	Strategy	Board

GPs
CCG	representatives

EK	Clinical	Chairs,	AO’s,	Provider	CEOs,	
Healthwatch

To	bring	together	the attendees	to	
discuss	the	way	forward	in	achieving	
a	stroke	service	that	is	clinically	and	
financially	sustainable

To	update	and	align	to	the	EK	
strategy		
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Engagement	events	to	date	(January	2017)	(Page	2	of	2)

DATE EVENT ATTENDEES PURPOSE
July, Sept	15,	Jan	and	
March	2016

- K&M	Commissioning	Assembly K&M	CCG	Clinical Chairs	and	AOs,	KCC,	Specialist	
Commissioning

To	review	the	Case	for	Change	and	
inform	options	appraisal	and	advise	on	
modelling

April	2015	to	Nov	
2016

K&M	Stroke	Review	Programme	Board
- Quarterly	meeting
- - Also	presented	7	times	to	K&M	Joint	Health	Overview	&

Scrutiny	Committee	(JHOSC)		Sept	15	to	Nov	2016
- Presented	to	individual	HOSC/HASC	April	and	July/Aug	15

Clinical	and	patient	representatives	including:	Stroke	
Clinical Lead	for	Kent,	Surrey	&	Sussex,	NHS	England,	
Clinical	Experts,	CCG	representatives,	Stroke	Association,	
Health	watch	,South	East	Coast	Ambulance	Service	and	
Engagement	Leads

Agree	what	actions	need	to	be	taken	for	
the	review	to	be	successful

Oct	2015	to	Nov	2016 K&M	Review	Clinical	Reference	Group	(CRG)
- Monthly	meeting

Clinical	and	operational	representatives from	all	acute	
hospitals	and	providers;	links	to	Programme	Board

Provides clinical	scrutiny	to	the	review	
process	and	actions	undertaken

March	2016 K&M	Programme	Board	Challenge	Session Clinical	and	patient	representatives	including:	Stroke	
Clinical Lead	for	Kent,	Surrey	&	Sussex,	NHS	England,	
Clinical	Experts,	CCG	representatives,	Stroke	Association,	
South	East	Coast	Ambulance	Service	and	Engagement	
Leads
JHOSC	members

To	review	progress	of	the	options	
appriasal and	confirm areas	of	
challenge,	further	detailed	modelling	
and	agree	non	viable	options	in	relation	
to	the	criteria

Oct	2014	to	June	2016

May	2015,	Nov	15	and	
January	16

Early	2015	?Jan	to	
April

EKHUFT	Organisation	of	Stroke	Services	Meetings
- Quarterly	development	and	strategy	meetings

- MTW	Stroke	Improvement	Board

- MTW	public	engagement	events

Staff	from	all	3	stroke	units	in	East	Kent; South	East	Coast	
Ambulance;	Kent	Community	Health	Foundation	Trust

MTW	Stroke	leads	and	executive	team

Patients	and	members	of	the	public

Develop the	stroke	service	in	east	Kent	
and	align	to	service	reviews

To	advise	and	align	the	K&M	Review	
with	the	MTW	Stroke	improvement	
programme	
To	discuss	and	develop	solutions	to	
stroke	performance	across	MTW

Oct	2016
Feb	2017

East	Kent	Clinical	Engagement Stroke		Service	Away	Day	Events Staff	from	the	3	Stroke	Units	in	east	Kent;	along	with	
K&M	guests	and	speakers

To	continue	with	strong	staff	
engagement	and	involvement	in	the	
review	process	and	outcomes
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Board Report    

Report date: 6th July 2017    Agenda Item:  

 

 
Title of Report 
 

 
Better, Best, Brilliant – Our Trust Improvement Programme 

 
Presented by  
 

 
Lesley Dwyer, CEO 

 
Lead Director 
 

 
Lesley Dwyer, CEO  

 
Committees or Groups 
who have considered 
this report 
 

 
Executive Group 
 
 

 
Executive Summary 
 

 
The Board approved the Business case for the appointment of 
202 Delivery to support the Trust in the Better, Best, Brilliant 
Improvement Plan.  
 
2020 Delivery have been working to the Trust Executive and 
importantly with Trust staff and Stakeholders to identify and 
support improvement initiatives.  
 
The Executive Group has previously focused all Trust and 2020 
effort on improving Patient Flow which is number 1 in our list of 
13 improvement work streams. In the last month the Workforce 
and Digital work streams have started and are focused initially 
on how we improve flow by reducing our staffing gaps and an 
increased use of existing technology (Extramed). 
 
In practical terms and as reporting to the Board last month, 4 
hour ED performance has improved with less Patients waiting 
more than the standard of 4 hours for treatment than prior to the 
start of the improvement work. This improvement has slowed 
and although performance is now higher than when we started it 
is lower than in the early weeks and when compared to the 
standard of 95%.   
 
There remains more work to do to address this dip in 
improvement, this is focused around;  

1. Patient discharge planning and implementation, 
focusing on length of stay 

2. A single source of data to monitor performance 
(Extramed) 

3. Services provided out of hours including the 
weekend. 
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The Board is asked to note progress and the further work 
outlined.   

 
Resource Implications 
 

 
As outlined in the presentation. 
 

 
Risk and Assurance 
 

 
The risk is continued non delivery of the 4 hour ED standard. 
Risk mitigation and assurance so far is attached in the 
presentation, there remains more work to do. 
Sustainability of this improvement is clearly a risk and all actions 
contain elements for medium to long term sustainability for 
example revising Patient pathways or increasing Assessment 
area space. 
 

 
Legal 
Implications/Regulatory 
Requirements 
 

 
None at this point. 
There is the clear expectation that further improvement in 
services standards and ratings in made. This programme will 
enable us to do that. If we do not then further regulatory action 
will follow.  
 

 
Recovery Plan 
Implication 
 

 
As above. 

 
Quality Impact 
Assessment 
 

 
All actions continue to follow an appropriate QIA process 

 
Recommendation 
 

 
The Board is asked to note the progress made in the report 
and the further work required. 

 
Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
 
 

 

 

 X 

 

  

 Page 344 of 452.



Better, Best, Brilliant 
Our improvement programme 

Board Update 6th July 2017 

 Page 345 of 452.



2 

1. Patient flow, 
including: A&E, 
DTOCs 
 

2. STP & working with 
our communities 
and out of hospital, 
especially planned 
care 
 

3. Quality, including 
CQC improvement 
plan 

4. Care redesign and 
networks, including 
clinical and non-
clinical functions 
and pathways, and 
Getting it right first 
time 
 

5. Digital 
 

6. Development 
programme & 
Continuous 
Improvement 
 

7. Informatics & 
analytics 

8. Building a 
sustainable 
workforce, 
including 
recruitment, 
retention and 7-day 
working 
 

9. Culture & 
engagement 
 

10.Governance and 
standards 
including 
streamlined 
processes and 
assurance  

11.Financial recovery 
 

12.Commercial 
Efficiency 
including: 
Pharmacy, 
procurement and 
tendering 
 

13.Estates, including 
new ways of 
working 
 

In the last month, the programme has been focusing on patient flow, 
safer staffing and improving our use of digital technologies  

Our directorate and corporate strategies 

Integrated 
health care Innovation People Financial 

stability 
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3 

A few members of the BBB Workforce Team 

We now have three Improvement Teams working at pace to deliver 
high priority improvements: Patient Flow, Workforce and Digital  Page 347 of 452.



Patient Flow: The last few weeks have seen challenges and the team 
is focused on improving discharge rates to sustain improved 4-hour 
performance 

4 

95% target 

Attends 
per week 2,200 2,300 2,300 2,300 2,200 2,300 2,500 

Attendances have been high producing 
challenging conditions. The team have been 
addressing problems associated with discharges 
and developing sustainable solutions. 
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Patient Flow: We will improve our discharge processes by addressing 
the following areas 

• Implementing live discharge tracking by hospital area as part of the Better, Best, 
Brilliant dashboard, which will be reviewed at 3x daily CCC huddles. This will allow a 
pro-active management of bed occupancy. This will be focussed at the weekend in the 
first instance. 
 
 

• Better information to drive quicker discharges: From Wednesday 28th June, ExtraMed 
will be used as the single system for management of discharges, bed availability and 
patients medically fit for discharge (assuming a transitional period of double running) 
 
 
 

• A discharge project led by Dr Sandip Banerjee has been launched with support from 
2020 Delivery to focus on: 
– Reducing length of stay with an initial focus on short stay wards 
– Criteria-led discharge 
– Configuration of ward rounds and board rounds 

 
 

5 

Pro-active 
discharge 
planning  

A single source 
of information 

Length-of-stay 
reduction 
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Workforce: We are also running a rapid improvement process looking 
at workforce, with a focus on areas that affect patient flow  

• Key areas of focus: 
– Filling gaps in ‘flow critical’ areas in medical and nursing staffing 
– Reducing the use of bank and agency staff and protocols around this 
– Maximising opportunities through annual leave and flexible working arrangements 
– Increasing availability and visibility of staffing data 

 
• During the 4-week rapid improvement period, we are: 

– Reducing the number of gaps in medical and nursing rotas, ensuring safe patient care and supporting flow 
– Establishing root causes for rota gaps, high agency use and issues with retention and recruitment 
– Uncovering areas of poor practice or failure to follow protocol, particularly around agency and annual leave 
– Establishing processes and systems for continued regular review of medical and nursing staff data 
– Establishing priority areas to be pursued after the 4-week rapid improvement period, with plans for 

addressing these 
 

• To achieve this we have adapted the approach taken in ‘Perfect Flow Month’: 
– Three-times per day operational huddles, focusing on immediate staffing issues that affect flow 
– Once-daily huddles reviewing staffing over the coming 72 hours 
– Weekly medical and nursing staffing meetings, to develop medium to longer-term strategies for resolving key 

issues 
– Visible senior leadership, with huddles chaired by Director of Nursing 
– Use of live data dashboard 
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Digital: Our Digital work has targeted use of systems to support 
discharge and bed planning and early success is visible 

7 
Source: ExtraMed Audits, 2020 Delivery and Medway Health Informatics, 16th – 23rd June 2016 

81% 

89% 

Week 1 Week 2

Progress of ExtraMed Bed State Accuracy in 
assessment units 

The accuracy of the ‘live’ bed-state has improved 
considerably over the first two weeks of the project 
meaning that slower paper-based systems can be 
phased-out 

55% 

75% 

Week 1 Week 2

% of patients with an Estimated Date of 
Discharge (EDD) 

Similarly, the proportion of patients with an 
estimated date of discharge (EDD) has improved 
considerably, meaning that discharge plans can 
be confirmed earlier, reducing length-of-stay 
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We will use the lessons learnt from running three improvement teams 
at pace to feed into the next steps for the improvement programme 

• Lessons learnt: 
– We need to maintain focus on flow, with continued senior leadership, focus on data and evidence-

based changes, and embedding culture changes, in order to sustain 4-hour ED performance  
– We must continue to embody the Better, Best, Brilliant principles and work in an inclusive, evidence-

based and accountable manner  
– We have replicated aspects from flow month in our digital and workforce rapid improvements but also 

been willing to adapt our approach where required 
– For example, we adapted our approach on digital by moving away from 3x daily huddles and going 

out onto wards to audit ExtraMed utilisation and data quality and to train staff 
– On workforce, we have found that it is most effective to focus the 3x daily huddles upon operational 

issues and ensuring safer staffing, whilst introducing a daily huddle to focus on our medium and 
longer term strategic goals  

 
• Next steps: 

– We will continue to prioritise sustaining flow, improving discharges, safer staffing and improving 
utilisation of ExtraMed 

– The leadership team will continue to meet weekly to evaluate performance and identify the next 
priority for rapid improvement, which is likely to be financial recovery 

– We will launch the development programme to enable scaling up of the delivery of improvement 
work, and build leadership capability across the organisation  
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Report to the Board of Directors 

Board Date: 6th July 2017    Agenda item: 

Title of Report 
 

 
Integrated Quality Performance Dashboard - Update 

Presented by  
 

N/A 

Lead Reporting 
Director 
 

Executive Team 

Committees or Groups 
who have considered 
this report 
 

Draft to Quality Assurance Committee  
Draft to Quality Improvement Committee 

Executive Summary 
 

To inform Board Members in the form of a flash report of May’s 
performance across all functions and key performance 
indicators. A full report will be presented to the next Board. 
 
Key points are: 
 The Trust did not achieve the four hour ED target for May 

but performance has increased from 80.77% in April to 
87.73% in May. The main reasons for this as outlined by 
the Operational Teams are; 

o The launch of the Better, Best, Brilliant (BBB) 
Flow workstream in mid-May has improved urgent 
care flows which allowed staff to provide optimal 
care to patients. 

o The improved ED streaming process has resulted 
in over 40% of patients being redirected to 
appropriate care within the primary care. 

o Bed occupancy has improved to 94.44% 
compared to 96.67% in the previous month. 
 

 
 The Trust has reported a total of 0 12 hour breaches in 

May.  
 

 HSMR data has not been updated since previous month as 
in is unavailable on the external provider portal so remains 
at 100.8 when compared to the previous rolling 12 month 
period. We remain within benchmarked limits when 
compared with other Trust’s nationally. 

 
 This month saw a 21.2 % decrease in the number of Mixed 

Sex Accommodation breaches, these totalled 26 in May, 
however a validation exercise is underway to review 
reporting.  

 
 RTT performance has improved to 80.80% from 76.97%, 

and is above the revised trajectory of 79.6%.  This has 
been the best performance since April 2016. 

10 
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 Cancer targets have not all been achieved. The 2 week 

wait performance decreased 3.65% to 68.17%. This is due 
to an ongoing consultant vacancy which has now been 
filled.  Performance improvement plans are in place for 62D 
GP Referrals for Urology and Lower GI. 
 

 There has been an increase in the number of falls with no 
or low harm resulting in an increase in the total number of 
falls reported. One fall resulted in moderate harm. The 
Trust falls performance remains below national average. 
There was a 13.8% increase number of falls in May (74) 
when compared to April (65). 

 
 Family and Friends: The FFT result for the ED 

demonstrates a continued improvement in patient 
experience. This is likely to be a result of the work to deliver 
improved patient flow. 

 
 63 complaints were reported in month, an increase on 

April’s 53 and number of complaint returners has gone up 
by 5 since the previous month. 
 

Resource Implications 
 

N/A 

Risk and Assurance 
 

See report 
 
 

Legal 
Implications/Regulatory 
Requirements 
 

 
N/A 
 
 
 

Recovery Plan 
Implication 
 

Supports the  Recovery Plan in the following areas: Workforce, 
Data Quality, Nursing, Finance 

Quality Impact 
Assessment 
 

See report as appropriate 

Recommendation 
 

N/A 

Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
 
 

  X

 

 

 Page 354 of 452.



Integrated Quality and  
Performance Report 

June 2017 

  

  

Please note the data included in this report relates 
to May performance. Executive updates are now 
included within this report. 
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        402 Babies were 

delivered in the month of May 

(11 less than April) with  

Emergency C-Section rate with a 

slight increase of 0.22% from 

the previous month to 17.16% 

May’s Story…. 

3 

3299 10184  

44.4%  

   
                Patients 
visited our ED , which  

is a 5.5% increase on the 

previous month, with 87.73% 

seen within 4 hours, compared to 

80.77% . 2265 Patients  

were admitted, with an increase 

in conversion rate of 22.24% 

compared to 21.55% in April. 

There were 5533 total patient 

admissions May, and  

5501 patients were discharged. 

 
 
 

  
    patients 
arrived at ED via ambulance 

which is  a 5.87% increase on 

last month 

Of ambulance 
patients were 
seen in under 15 
minutes 

25079 Patients attended  

an outpatient appointment 

with 9.40% DNA rate 

which is a  decrease of  

0.48% on last month 

There were 74 total falls 

in May, compared to 65 
 in April 

83% of staff have had an 

appraisal which remains the 
same for the second month in 
a row 

         Bed Occupancy                         
           decreased by  

         2.22% in May 

to 94.44%.   

 HSMR is 100.8 and 
within expected parameters 
(95.18 – 106.65) 
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May’s Performance…. 

4 

              RTT Overall Incomplete                          

Pathways for May was 80.80% 

which increased by 3.83% on 

previous month.  We remain on 
our improvement trajectory. The 
trust also reported 33x 52 week 
waiters which remained the 
same compared to April 

2 Week Wait cancer 
performance for April 

was 68.17% (reported one 

month in arrears) . This is a 

3.65% decrease on March’s 

performance 
 

2 Week Wait symptomatic 
breast dropped below the 

target of 93% in April with 

performance of 86.36% - 
down by 6.61% 

                 96.53% of  patients 

waited under 6 weeks for 
diagnostic tests in the month 
of May, this has increased by 

1.37% since April’s reported 

performance 

We received 63 complaints in 

April, increased from those 

received in April by 18.9%. In 

March, 49.0% of complaints 

previously received were 
responded to within 30 
working days 

There were 26 Mixed 
Sex Accommodation 
 breaches in 
 May
 which was a 

 21.21% 
improvement on April’s 
performance 

31 day subsequent  treatment 
surgery cancer target remains 

above target at 100.00% in 

April (reported one month in 
arrears) 
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Executive Summary 

Safe Page 10 

Compliant with target 

Breaching target 
Legend 

Infection Control 
 
CDiff – There were three post-48 hour cases for May 2017, compared to none in April. 
  
MRSA – No cases in May 2017, which remained the same for the last 4 months. 
 
 
 
Serious Incidents 
 
As at 31st May 2017, there were a total of 118 open Serious Incidents (SIs). 
• Open SIs within allocated timeframe – 52 
• Open SIs breaching the allocated timeframe – 66 
• Of the 66 breaching SIs, 37 have been presented to the CCG (represented in 7 final reports).  Additional information has been requested in relation 

to these 7 final reports prior to closure of the 37 SIs.  This is currently being progressed. 
 

New SIs reported on STEIS in May 2017 – 24 
 
5 SIs were presented at the CCG Closure Panel in May 2017.  Of these, 2 were virtual closure and 3 had closure declined.  Additional information and 
assurance was required prior to closure. 

 
 

 
Mortality 
 
The Hospital Standardised Mortality Ratio (HSMR) is currently 100.80 (for the period from March 2016 to February 2017) and remains within expected 
range.  The current national position and rolling HSMR trend is demonstrated in the following graphs. 
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The next SHMI value for the period January 2016 – December 
2016 will be published on 22nd June 2017. 

The SMR for both Septecaemia and Pneumonia are 
currently below the national benchmark (100) at 
93.95 and 95.47 respectively.  Congestive Cardiac 
Failure is currently well below the national 
benchmark at 88.79. 
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Caring Page 16 

Effective Page 15 

Friends and Family 
  

The CQUIN dashboard is awaiting Quarter 4 update. 

Friends and Family 
  
Information not received. 
 
  

RTT 
 
Performance against the incomplete 18 weeks standard has improved by over 3% on the previous month.  Performance for May was 80.80% against the 
national standard of 92%.  However, this is above the agreed trajectory for delivery of the standard by the end of January 2018. 
 
The total number of patients waiting more than 18 weeks on an open pathway has reduced by 1,064 patients from the previous month. 
 
The number of patients waiting over 52 weeks for treatment has remained at 33 for the month of May.  Patients waiting longer than 52 weeks are 
reviewed clinically with no incidence of moderate or severe harm identified. 
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ED  
 
The Trust’s ED performance against the national 4-hour standard for May was 87.73%.  This saw a 6.96% improvement compared to April and was 
3.13% ahead of the planned trajectory of 84.6% for the month.  The Trust has subsequently revised its trajectory to deliver 95% performance from 
June 2017. 
 
The improved performance was driven by a number of individual factors: 
• Week commencing 15th May saw the launch of the Better, Best, Brilliant (BBB) Flow workstream.  The BBB work began to focus on unblocking 

urgent care flows thus allowing staff to provide care in the manner and place where it would be optimised.  The work focused on eliminating 
blocks within pathways and increasing patient facing time for clinical staff. 

• The BBB initiated rapid improvement which resulted in a marked and immediate effect on the in-month performance against the 4-hour 
standard.  BBB week 1 ended with a 7-day average of 92.2% and 93.5% in week 2. 

• The ED streaming process is now averaging over 40% of patients being redirected to a more appropriate place of care within the primary care 
setting.  The team’s current performance is now in line with the best performing units nationally. 

• The BBB work refocused the control for the organisation’s flow to the Clinical Coordination Centre (CCC) and utilised three daily huddles as the 
main vehicle for rapid improvement. 

• Lister ward was allocated as a 24-hour acute medical unit to increase flow in the evening.  Subsequently, the medical admission 4-hour 
performance improved from 27% to 81%. 

• The acute and admission wards (Wakeley and Dickens) refocused on patient’s length of stay being 48 hours and increasing the utilisation of the 
criteria-led discharge process. 

• Surgical bed base underwent a rapid reconfiguration which resulted in a larger Surgical Assessment Unit with co-located specialties. 
• There has been an increased use, resourcing and opening hours of the Discharge Lounge. 
• All of the Facilities and Clinical Support Services have reviewed their processes which affect patient flow and as a result have assisted with 

patient treatment times and added immense value to the wider BBB initiative. 
• All wards have focused on the uptake in utilisation of the ExtraMed Patient Flow Management System which has allowed a step-change in the 

way the CCC team and colleagues can manage patient flow. 
• The Business Intelligence team rapidly developed a BBB dashboard so staff can see key performance indicators in real time and therefore react 

where required to support flow. 
 
May 2017 saw a 1.86%  increase in attendances compared to the same last year.  MFT remains consistently one of the top performers in the 
region for ambulance handover and saw 44.4% of handovers within 15 minutes.  Recent national benchmarking showed MFT to have ranked 64th 
(out of 129) for handover performance. 
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Cancer 
 
2WW - The Trust failed to achieve the GP 2 week wait predominantly due to clinic capacity in Skin as a result of ongoing Consultant vacancy. Dermatology 
have filled an outstanding vacancy and introduced a new clinic structure from mid-May to increase the 2ww capacity to achieve a compliant position.  The 
remaining breaches were a result of patient choice. 
 
Compliance with the 2 week wait symptomatic breast standard failed to be maintained. Twelve breaches for symptomatic breast were as a result of patient 
choice. 
 
31D – The Trust has achieved the first definitive treatment standard and subsequent drug treatment 
• Two breaches in Lower GI were due to rescheduling of joint procedure and limited theatre list availability. 
• One Urology patient breached due to insufficient theatre capacity. 
 
31D – Sub – The Trust achieved the 31D first definitive treatment for subsequent surgical standards. 
 
62D - The Trust failed to achieve compliance with the GP 62 day referral standard  
• There were 6.5 breaches against the GP 62 day referral standard with 4 Urology breaches with the remaining spread across several tumour sites.   
• Performance improvement plans remain in place for Urology & Lower GI which are consistently the most challenged tumour sites. 
 
62D Screening – The Trust failed to achieve the 62D Screening target. 
• There were 3 Lower GI breaches due to delays in diagnostics. 
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Enablers Page 19 

10 

Data Quality Validation Update 
  
The data quality team are continuing to validated the follow up review lists specialty by specialty.   
  
Since last reporting, a total of 4414 records were validated for Trauma and Orthopaedics Review List Validation.  A total of 3889 records were 
validated for Rheumatology in May.  Currently, the data quality team are validating Paediatrics with sub-specialties.  The next specialties due for 
validation under the data quality issue refer to Gastroenterology and Colorectal/General Surgery specialties. 
  
The Data Quality Team continue to monitor daily RTT-related data quality issues.  Engagement with affected specialties is ongoing. 
  
The first Data Quality meeting took place on 24th May 2017.  Actions generated from this meeting include: 
• Data Quality Team to work, in conjunction with Business Intelligence, ongoing testing of warehouse data in relation to cash-up reporting and 

altering it to be more in line with SUS return dates.  This will give a more accurate picture of income loss and deadlines for out coming clinics. 
• Clinical Coding and Data Quality Teams are to review inpatient records and suitability of where to capture data quality issues. 
• The Data Quality Team are reviewing, in conjunction with the Training Department, in-house RTT Decision Making module delivered by the DQ 

Team to Trust administration colleagues.  This continues to support colleague’s ongoing understanding and refresher training. 

Well Led Page 18 

Voluntary turnover (across all staff groups) has slightly increased by 0.1% to 10.07% but this remains above the tolerance level of 8%.  Sickness 
absence in May was 3.86% which remains slightly below the tolerance level of 4% and was also a 0.04% decrease from the previous month.  
Ratios of long-term sickness to short-term sickness remain largely static between months. 
 
In May, we have seen a net increase of +17 FTE staffing between substantive starters and leavers, both of which are lower than the year-to-date 
averages. 
 
Temporary staff, specifically agency, has seen two consecutive significant decreases by 8.2% , comparing May to March, which is now standing at 
17.9%.  This is largely due to a number of measures in place including adherence to NHSI caps and pricing for new shifts and supporting agency 
staff to bank or substantive employment. 
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3. Safe 

11 
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Safe Staffing – Nursing Update - Highlights 

Care Hours per 
Patient per Day 

Safe Staffing 

Temporary 
Staffing 

We have continued to see 
good performance 
remaining over the target 
of 8 for April. 

Daily huddles are being 
undertaken to make sure wards 
are staffed correctly for patient 
safety. 

There has been a small 
increase in the amount of 
actual hours worked vs 
plan,  and we continue to 
remain above 100%. 

Staff issues are being risk 
assessed multiple time daily, with 
responsive actions being 
undertaken where necessary. 

The Trust remains below 
target for Temporary 
Staffing.   

The Trust is working to transfer 
staff from Agencies to the Trust’s 
staffing bank, to reduce the 
Agency spend. 
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Staffing Levels – Nursing & Clinical Support Workers 

WARD Beds

Total monthly 
planned staff 
hours

Total monthly 
actual staff 
hours

Total monthly 
planned staff 

hours

Total monthly 
actual staff 

hours

Total monthly 
planned staff 

hours

Total monthly 
actual staff 

hours

Total monthly 
planned staff 

hours

Total monthly 
actual staff 

hours

Bronte Ward

18 1515 1322 1131 1090 1081 1128 717 728 87% 96% 104% 102%

Byron Ward 26 1382 1317 980 1901 1001 1305 1046 1555 95% 194% 130% 149%

CCU 4 711 716 0 0 690 702 0 0 101% 102%

Gundulph

25 1985 1384 1594 1374 1353 1277 1342 1239 70% 86% 94% 92%

Harvey Ward 24 1220 1116 1632 1433 1046 1124 1046 1013 91% 88% 107% 97%

Keats Ward 27 1547 1299 1213 1296 1012 1157 1023 1034 84% 107% 114% 101%

Lawrence Ward 19 1128 1091 883 1133 686 780 698 866 97% 128% 114% 124%

Milton Ward 27 1544 1187 1133 2627 923 1047 1035 2207 77% 232% 113% 213%

Nelson Ward 24 1503 1233 1227 1186 1012 1056 672 694 82% 97% 104% 103%

Sapphire Ward 28 1424 1070 2594 2242 1023 1012 1353 1331 75% 86% 99% 98%

Tennyson Ward 27 1809 1185 1198 1262 1035 1047 1046 1046 66% 105% 101% 100%

Wakeley Ward

25 1961 1632 1579 1435 1373 1351 1384 1361 83% 91% 98% 98%

Will Adams Ward 26 1570 1231 1181 1301 1001 1131 1012 1077 78% 110% 113% 106%

Arethusa Ward 27 1877 1851 1067 1542 1254 1711 990 1518 99% 145% 136% 153%
IN the month of May Arethusa ward was reconfigured to be 
a vascular and general surgery ward.  Many of the patients 

ICU 9 3723 3495 0 0 3488 3343 0 0 94% 96%
Critical care share staff across the three units.  This allows 

staff to move to cover any staffing shortfall and to ensure 

Kingfisher SAU 14 1911 1770 1505 1462 1353 1375 649 746 93% 97% 102% 115%
IN the month of May Kingfisher ward was reconfigured.  

There are now 12 surgical urology beds and the Surgical 

McCulloch Ward 29 1406 1773 1054 1766 979 1447 1001 1446 126% 168% 148% 144%
In the month of May McCulloch ward was reconfigured.  

There are now 29 ENT and general surgery beds and one 

Medical HDU 6 1418 1412 352 334 1070 1078 357 323 100% 95% 101% 91%
Critical care share staff across the three units.  This allows 

staff to move to cover any staffing shortfall and to ensure 

Pembroke Ward 27 1724 1535 1146 1662 1001 1353 1023 1298 89% 145% 135% 127%
Pembroke ward is now the trauma orthopaedic ward with 27 
inpatients beds.  Staff work flexibly between Pembroke and 

Phoenix Ward 30 1741 1823 1580 1667 1331 1443 1276 1462 105% 106% 108% 115%
In the month of May Phoenix ward was reconfigured and is 

now ringfenced as a 30 bed short stay surgical ward.  

SDCC 26 1859 1605 1465 769 584 553 616 418 86% 52% 95% 68%
Sunderland is now a ringfenced day surgery and 23hr stay 
ward.  Over the weekend period if no operating ongoing the 

Surgical HDU 10 2214 2386 394 423 1686 1937 0 75 108% 107% 115%
Critical care share staff across the three units.  This allows 

staff to move to cover any staffing shortfall and to ensure 

Victory Ward 18 1478 908 623 1188 814 760 616 726 61% 191% 93% 118%
Victory ward is now the elective orthopaedic ward and the 
specialist orthopaedic team work flexibly across ~Victory 

Delivery Suite 15 2903 2913 567 819 2881 2931 528 528 100% 144% 102% 100% Unit safely staffed

Dolphin (Paeds) 34 3173 3309 745 1057 2484 2653 357 368 104% 142% 107% 103% unit safely staffed

Kent Ward 24 1164 1138 468 456 744 732 684 684 98% 97% 98% 100% unit safely staffed

NICU 25 3563 3873 554 524 3542 3728 0 0 109% 95% 105% unit safely staffed

Ocelot Ward 12 845 880 502 484 720 741 372 372 104% 96% 103% 100% Unit safely staffed

Pearl Ward 23 1122 1362 715 696 1104 1119 372 372 121% 97% 101% 100% Unit safely staffed

The Birth Place 9 1095 1106 360 360 1116 1058 372 372 101% 100% 95% 100% unit safely staffed

Trust total 638 52,511           48,920         29,439         33,488         39,386          42,075         21,586         24,857          93.2% 113.8% 106.8% 115.2%

Registered Staff Care StaffRegistered Staff
Average fill 

rate - 
registered staff  

(%)

Average fill 
rate - care 
staff (%)

Night Associate Chief Nurse (Divisonal) reviewDayDay Night

Average fill 
rate - 

registered 
staff  (%)

Average fill 
rate - care 
staff (%)

Care Staff

ACND rag 
rating Assurance statement

ACND 
signoff
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Safe Staffing– Nursing Update KPIs  Page 368 of 452.
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4. Effective  

The Trust is waiting for reconciliation of Quarter 4 CQUIN  performance with the CCG.  The dashboard will be updated once this process has been completed. 
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5. Caring 
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6. Responsive 
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7. Well led 
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8. Enablers 
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May-17

Ward

Number of Hospital 
aquired Pressure 

Ulcers Grade 2 and 
above 

Number of Falls with 
moderate to severe 

harm 
CDIFF MRSA Colonisations MRSA Bacteraemia

ADL 0 0 0 0 0
Arethusa 2 0 0 0 0

Birth Place 0 0 0 0 0
Bronte Ward 0 0 0 1 0

Byron 2 0 0 1 0
Delivery Suite 1 0 0 0 0

Dickens 1 0 0 0 0
Dolphin 0 0 0 0 0

ED Majors 0 0 0 0 0
Galton Day Unit 0 0 0 0 0

GP Surgery 0 0 0 0 0
Harvey 1 0 0 0 0

ICU 0 0 0 1 0
Interventional Radiology suite 0 0 0 0 0

ITU 1 0 0 0 0
Keats 1 0 0 0 0
Kent 0 0 0 0 0

KingFisher 0 0 0 0 0
Lawrence 1 0 0 0 0

Lister 0 0 1 0 0
McCulloch 0 0 0 0 0

MHDU 0 0 0 0 0
Milton 2 0 0 0 0
Nelson 0 0 2 0 0

Obstretic Threatre 0 0 0 0 0
Ocelot 0 0 0 0 0

Oliver Fisher Neonatal Unit 0 0 0 0 0
Outpatient 0 0 0 0 0

Pearl 0 0 0 0 0
Pembroke 1 0 0 1 0
Phoenix 1 0 0 0 0

Sapphire 0 1 0 1 0
SHDU 0 0 0 0 0

Sunderland Day Case 0 0 0 0 0
Tennyson 2 0 0 0 0
Theatres 0 0 0 0 0
Victory 1 0 0 0 0

Wakeley 0 0 0 0 0
Will Adams 1 0 0 0 0

Total 18 1 3 5 0
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Report to the Trust Board 

Board Date:  6 July 2017             Agenda Item:  

 

Title of Report 
 

Finance Report Month 2 May 2017 
 

Presented by  
 

Tracey Cotterill, Director of Finance & Business Services 

Lead Director 
 

Tracey Cotterill, Director of Finance & Business Services 
 

Committees or Groups 
who have considered 
this report 
 

Finance Committee 29th June 2017 

Executive Summary 
 

The purpose of this report is to summarise the M2 year to date 
and forecast financial performance of the Trust against the 
agreed plan. 
 
Key points are : 
 

1. In month performance has been reported in line with the 
planned deficit, however, the current levels of clinical 
income being identified via the Trust systems for months 
1& 2 are lower than would be expected based on the 
2017-18 planning. The reasons for this are currently 
being investigated to ensure that we are correctly 
capturing all activity. 
 

2. Year End Forecast – The forecast outturn is currently 
aligned to plan but it is recognised that there are a 
number of risks and opportunities that will arise during 
the year. As noted at 1. above, the largest risk in the 
forecast is clinical income. 

 
3. Expenditure – Month 2 expenditure is below plan by 

£109k, £85k adverse on pay and £194k favourable on 
non-pay. 
 

4. Income – Clinical income is above plan by £201k in 
month 2, following accruals estimates whilst activity is 
reviewed. 

 
5. Other income – at month 2 other income is below plan by 

£500k. 
 

6. CIP – the year end forecast for CIP is delivery to plan. At 
month 2 CIP delivery is behind plan by £1.0m.This 
largely relates to the current unidentified CIP target, and 
the phasing of the plan. 

Resource Implications 
 

As outlined 
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Risk and Assurance 
 

 Contract Work plan – this is a large risk to the 
organisation as the full value of provider intentions is 
included in our plan, leading to a system gap. 
The Board is asked to note that work is on-going to 
refine the work plan and confirm the values within 
this. 
 

 CIP Delivery is a risk with a significant level of 
unidentified CIP and a further £3.4m stretch target. 
The Board is asked to note that actions are already 
being taken to improve the delivery process. 

 
 2020 diverted to Flow but will get back to 

Improvement 
 Focus on specialty contribution to highlight 

target areas for savings 
 Governance process for CIP now deployed 

 
 Inefficient use of Trust resources remains a risk due to 

assurance gaps in the financial controls environment. 
The Board is asked to note that work has already 
commenced to enhance the financial controls 
environment as part of the Trust Financial Recovery 
Plan and will further roll out through the Summer of 
2017 as part of the Trust FRP.   

 
 Trust infrastructure and estate remains a risk due to age 

and condition, and lack of cash for capital investment. 
The Board is asked to note that improvements have 
already commenced on both minor and major works, 
including ED. However, as there will be no additional 
capital funding made available to the Trust over and 
above ED funding, the capital programme has had to 
be scaled back, and there is a re-prioritisation of 
schemes. 

 
Legal 
Implications/Regulatory 
Requirements 
 

 
Lack of achievement of the agreed control total will lead to 
Further Regulatory actions.  
 
Inappropriate Estate and insufficient Facilities lead to higher than 
acceptable risk to Patients, visitors and staff and could lead to 
further regulatory action.   
 

Recovery Plan 
Implication 
 

Financial Recovery is one of the nine programmes of Phase 2 
Recovery. In year, financial stability is one of 4 programmes in 
Better, Best, Brilliant which includes financial recovery, 
commercial efficiency and estate planning. 

Quality Impact 
Assessment 
 

All actions will follow an appropriate QIA process 

Recommendation 
 

The Board is asked to note the report 

Purpose & Actions  
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required by the Board : 
 

Approval         Assurance         Discussion           Noting 
 
 

 

 

  X  
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Report to the Board of Directors 

Board Date: 6th July 2017    Agenda Item:  

 

Title of Report 
 

 
Communications report 

Presented by  
 

Glynis Alexander 

Lead Director 
 

Glynis Alexander, Director of Communications 

Committees or Groups 
who have considered 
this report 
 

 
NA 

Executive Summary 
 

The purpose of this report is to provide an update on internal 
and external communications and engagement activity. 
 
Key points are : 
 The Trust’s improvement plan, Better, Best Brilliant, is 

being communicated more widely 

 Proactive media activity has been restarted following the 
extended purdah period resulting in increased coverage 
for the Trust 

 Engagement with patients and public continues to grow 
through campaigns inside the hospital and targeted 
activity outside the Trust. 

 
Resource Implications 
 

Not applicable 

Risk and Assurance 
 

None 
 

Legal 
Implications/Regulatory 
Requirements 
 

 
 
Not applicable 
 
 

Recovery Plan 
Implication 
 

The Communications Team’s work is aligned with the 
improvement plan 

Quality Impact 
Assessment 
 

Not applicable 

Recommendation 
 

For noting by the Board  

Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
 
 

  x  
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Communications report – July 2017 

 

1. EXECUTIVE SUMMARY 
  

1.1. We have begun to communicate our improvement plan, Better, Best Brilliant, 
more widely, and to engage staff and patients in what it means for them. 

1.2. Our proactive media activity has been restarted following the extended purdah 
period in the run-up to the general election, which is resulting in excellent 
coverage for the Trust. 

1.3. Engagement with patient and public has continued to grow, and local people 
are now becoming more actively involved in discussions with the Trust in 
various ways. 

2. ENGAGING COLLEAGUES 
 

2.1. Communications around the ‘flow’ workstream within our improvement plan has 
been the major focus of staff engagement over the past six weeks. We have 
concentrated on ensuring staff are clear about the aim, that is improving patient 
experience through avoiding unnecessary delays, and understand how they can 
play a part. 

2.2. Daily messages and screensavers keep staff up-to-date with progress and 
provide clear direction on actions required to meet challenges. 

2.3. For the first time we held a staff workshop, which included an overview of our 
improvement plan and progress on flow in particular, and an interactive session 
where staff were asked to describe in drawings how it had felt in the past to try 
to bring about improvements, how it feels now, and what it might be like in 
future. The results gave a clear impression that making improvements is more 
achievable now than it has been previously, albeit that it is still not easy due to 
the challenges the Trust faces. 

2.4. We are now planning further communications – written, electronic and face-to-
face – on improvement plan progress, and on specific workstream. 

2.5. Meanwhile, in addition to our improvement plan, we engage staff on a range of 
topics through our regular communications channels, especially the Theme of 
the Week, but also the Chief Executive’s weekly message, all-staff emails, 
posters and stands, such as those recently held by Community Paediatric 
Services. 
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3. MEDIA 
 

3.1 STOMP, the award-winning Medway initiative decrease third and fourth degree 
perennial tears in women giving birth continued to receive media coverage, 
including broadcast on the US TV station CBS. 

3.2 Nationally the Nursing Standard featured Medway in an article about nursing 
recruitment. Deputy Director of Nursing, Simone Hay, was quoted in the piece 
which focused on our international recruitment campaigns in the EU and the 
Philippines. 

3.3 Locally and regionally we have successfully promoted the good work of the 
Trust, ranging from interviews about the improvements in our Emergency 
Department, to the role played by Trust clinicians serving as army reservists.  

3.4 A Trust ED consultant was interviewed as an expert spokesman about the 
impact of the heatwave on health and attendance at A&E. 

3.5 Two members of staff who have worked at the hospital for 40 years were 
featured in the Medway Messenger. 

 

4. SOCIAL MEDIA 
 

4.1 Over the past 28 days we have engaged with just over 76,000 people on Twitter 
and nearly 111,000 people on Facebook. We have gained 32 new followers on 
Twitter and 87 on our Facebook account, taking our total number of followers to 
2,848 and 4,585 respectively.  

 
4.2 Encouragingly, the posts that gained the most engagement were those 

encouraging people to go the most appropriate place for treatment, as part of 
managing pressure in the Emergency Department during the heatwave. More 
than 37,000 people clicked on these Twitter posts. 

 
4.3 The second most popular topic was Dieticians Awareness Week, which 28,000 

people engaged with. Our post about A&E staff raising cash for mugged 
pensioner was also widely read and shared. 

  

 4.4 As well as using social media for awareness raising, we also use it to show how 
we are gaining and sharing expertise through high profile visits, attendances at 
conferences, and awards ceremonies. 

 

 Page 397 of 452.



 

 3 

 

4.5 We encourage staff to post on Twitter, mentioning our username 
@Medway_NHS_FT to highlight success stories, best practice and initiatives 
that we can all be proud of. 

 

5. ENGAGEMENT 
 

5.1  ‘What matters to you day’ was held on 6 June, and for the first time we held a 
stand in the hospital entrance to pose this question to people visiting the 
hospital. 

5.2 Nurses on wards also asked patients the same question throughout the day, 
and recorded their answers on postcards. This important feedback will form part 
of a patient experience report so we can continuously learn from our patients 
and address what is most important to them. 

5.3  At our June member event we shared our improvement plan and also asked 
members ‘what matters to you’. 

5.4 These conversations with our members are invaluable in providing insight into 
the experience of patients, carers and relatives. 

 5.5 The next member event, on 13 July, will feature presentations on our 
impressive clinical research programme at Medway, and on our junior doctors’ 
MediLead initiative. 

5.6 We have supported Carers Week and Volunteers Week, and also marked 
Reservists Day by thanking the reservists who work for the Trust. 

5.7 We are in discussions with Medway and Swale CCGs and local authorities to 
ensure local people have a chance to get involved in discussions about the 
future of health and social care across Kent and Medway as part of the 
Sustainability and Transformation Partnership (STP). 

5.8 Through the lead governor, we are planning Meet the Governor coffee mornings 
outside of the hospital, to reach a wider audience. The focus of the sessions, 
planned for later in the year, will be providing opportunities for people to have a 
say, and raising awareness of the role of governors in the running of the Trust. 

5.9 We are in the process of considering how we can improve the quality of 
engagement with the Trust’s members. At the moment we organise member 
events and send them monthly email newsletters from our Chair. We are 
planning to build on this to provide more opportunities for information sharing 
and member involvement. 
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5.10 Medway NHS Foundation Trust has signed up to a new youth forum for Kent 
and Medway so that we can better engage with young people about what 
matters to them. 
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Report to the Board of Directors 

Board Date: 6 July 2017    Agenda item: 

 

Title of Report 
 

Corporate Governance Report 
 

Presented by  
 

Lynne Stuart – Director of Corporate Governance, Risk, 
Compliance and Legal 

Lead Director 
 

Lynne Stuart 

Committees or Groups 
who have considered 
this report 
 

 
 

Executive Summary 
 

The report outlines current activity and issues in corporate 
governance. 
  

Resource Implications 
 

N/A 

Risk and Assurance 
 

The report outlines the progress of a number of Trust wide 
initiatives designed to improve corporate governance 
arrangements.   

Legal 
Implications/Regulatory 
Requirements 
 

N/A 

Quality Impact 
Assessment 
 

N/A 

Recommendation 
 

The Board are requested to note the report and the assurance 
and risks stated. 
 
 

Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
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Corporate Governance Report – 6 July 2017 

 

1. EXECUTIVE SUMMARY 
 

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

2. CARE QUALITY COMMISSION (CQC) 
 

2.1. The CQC Improvement Plan developed in response to the findings from the inspection 
was received by the Quality Improvement Group (QIG) on 8 June 2017 for monitoring 
and by the Quality Assurance Committee (QAC) on 23 June for assurance.  

2.2. Actions within the plan are closed once the evidence that has been submitted is quality 
assured at the QIG. Whilst there was not a large volume of evidence available for the 
QIG to view on 8 June, the QAC members were of the view that the revised plan and 
associated gap analysis showed transparency in where and why the actions were not 
closed. Subject to further revision, the revised plan will be shared with the Trust’s CQC 
Inspector at the regular Engagement Meeting on 28 June. 

2.3. The CQC has now published new guidance on how it will monitor, inspect and regulate 
NHS Trusts now that all NHS Trusts have undergone a comprehensive inspection. 
The Head of Integrated Governance is currently reviewing this guidance in detail and 
will produce a summary report on what this means for the Trust for the July QIG/ QAC 
meetings.  

2.4. Alongside this new guidance, the CQC has made changes to the Key Lines Of Enquiry 
and prompts of the ‘5 Domains – safe, effective, caring, responsive and well-led’  as a 
result of feedback following their Next Phase consultation. The CQC has added new 
content to strengthen specific areas and reflect current practice, and has made some 
changes to the wording to improve and simplify the language to aid understanding.  

2.5. Each registered provider is required to establish systems and processes for the on- 
going monitoring of compliance. The Trust uses CQCAssure (a web based platform) 
as the system to support its assessment and assurance of compliance and is built 
around the notion of accountability. The Trust is working with HealthAssure to upgrade 
the CQCAssure system to reflect the revised KLOEs; the scheduled date for 
completion of this work being 31July 2017. 

2.6. The Head of Integrated Governance has undertaken a review of the associated 
process for the on-going self-assessment, monitoring and assurance against the CQC 
Regulatory Fundamental Standards and the KLOEs of the five domains, resulting in a 
more refined process being proposed to and approved at the QIG on 8 June. Going 
forward, a monthly report will be presented to the QIG which will show more granular 
and cross cutting detail in respect of compliance, thereby providing stronger assurance 
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against the CQC 5 domains and the associated Fundamental Standards. During June 
the Safe domain will be self-assessed by each of the Clinical Directorates and the 
associated regulatory standards of Regulation 12: Safe care and treatment and 
Regulation 20: Duty of Candour will be reviewed and assessed by the relevant 
Executive lead. The outcomes from these reviews will be reported to the July QIG. The 
schedule below shows when the associated domains and standards will be reported to 
QIG, each having been reviewed the preceding month. 

July August Sept Oct Nov Dec Jan Feb Mar Apr May June 

Safe Effective Caring Responsive Well 
led 

Summary 
update 

Safe Effective Caring Responsive Well 
led 

Summary 
update 

Reg:12 
& 20 

Reg:11 
& 13 

Reg:9 
& 10 

Reg:14, 15 
& 16 

Reg:17 
& 18 

Reg:5,6,19 
& 20A 

Reg:12 
& 20 

Reg:11 
& 13 

Reg:9 
& 10 

Reg:14, 15 
& 16 

Reg:17 
& 18 

Reg:5,6,19 
& 20A 

 

 

3. RISK AND REGULATON QUALITY ASSURANCE 
 

3.1. The Head of Risk and Regulatory Quality Assurance has now completed her 
comprehensive review of risk registers across the Trust by Directorate and by 
Programme, with feedback to the Directorate Senior Management Teams and risk 
owners. This has resulted in more engagement across the Trust, with further 
interaction and training being provided and generally an improvement in staff 
understanding of risk management. This review will be followed up with continuous 
monitoring and feedback. 

3.2.  All actions from the KPMG internal audit of the Trust’s Risk Management Framework 
have been completed ahead of the target date of 30 June 2017 and a completed 
action log has been sent to KPMG. 

3.3. The Equipment Services department had a very successful re-certification visit on 16 
June; the department holds certification against the Quality Management System 
International Standard ISO 9001:2008. The audit resulted in no non-conformances and 
only one observation. Neil Adams, the Head of Clinical Engineering, will now be 
working towards the revised standard ISO 9001:2015 and is considering adding 
Patient Transport and Maintenance Contract Management to the audit to provide 
greater assurance. 

3.4. The Imaging Services Accreditation Scheme (ISAS) yearly web based submission of 
evidence is due at the end of June; this will be assessed by the United Kingdom 
Accreditation Service (UKAS) as part of the on-going cycle of evidence provision by 
the department for the maintenance of ISAS accreditation. 
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4. HEALTH AND SAFETY 
 

4.1. A full report on the findings from the comprehensive independent Health and Safety 
Audit was presented to the Integrated Audit Committee on 19 June 2017.  The Audit 
Committee were satisfied with the action plan and progress to date. 

 

5. DOCUMENTATION MANAGEMENT 
 

5.1. The table below shows the status of the 17 corporate policies which are identified as 
requiring Board approval. The Board will note that there are four policies outstanding 
which require review and approval. 

Corporate Policy Document Owner Status 

Complaints Director of Corporate 
Governance, Risk, Compliance 
and Legal 

Approved; Available on 
intranet and website 

Consent  Director of Corporate 
Governance, Risk, Compliance 
and Legal 

Approved; Available on 
intranet and website 

Duty of Candour Medical Director Approved; Available on 
intranet and website 

Emergency Preparedness, 
Resilience and Response 

Director of Corporate 
Governance, Risk, Compliance 
and Legal 

Approved; Available on 
intranet and website 

Estates, Facilities and 
Security 

Director of Finance Approved; Available on 
intranet and website 

Finance Director of Finance Approved; Available on 
intranet and website 

Fire Safety Director of Finance Approved; Available on 
intranet and website 

Health and Safety Director of Corporate 
Governance, Risk, Compliance 
and Legal 

Approved; Available on 
intranet and website 

HR  Director of Workforce and OD Outstanding – anticipated end 
July 

 Page 403 of 452.



 

 4 

 

Corporate Policy Document Owner Status 

Information Governance Director of Corporate 
Governance, Risk, Compliance 
and Legal 

Approved; Available on 
intranet and website 

Medicines Management Medical Director Approved; Available on 
intranet and website 

Patient Care and 
Management 

Director of Nursing Outstanding 

Risk Management Director of Corporate 
Governance, Risk, Compliance 
and Legal 

Approved; Available on 
intranet and website 

Safeguarding Director of Nursing Outstanding 

 
 

Serious Incidents Medical Director Approved; Available on 
intranet and website 

Standards of Business 
Conduct 

Company Secretary Outstanding 

Violence, Aggression and 
Disruptive Behaviour 

Security Director (currently 
Director of Finance) 

Approved; Available on 
intranet and website 

 

6. EMERGENCY PREPAREDNESS, RESILIENCE AND RESPONSE 
 

6.1. A comprehensive update on EPRR was provided separately in the Annual EPRR 
report to the Board in May 2017. 

7. INFORMATION GOVERNANCE 
 

7.1 Notification was made to the Information Commissioner’s Office (ICO) regarding a lost 
diary detailing physiotherapist home visits to patients and which contained approx. 400 
patients contact details and demographics. This is the second time such an incident 
has been reported to the ICO, involving the same team, in the past twelve months. 
The incident is currently under investigation. 

7.2 This week has seen the emergence of two further notifiable data breaches - both 
potentially under the auspices of s55 of the Data Protection Act – deliberately 

 Page 404 of 452.



 

 5 

 

accessing and using personal information for purposes not related to a business need. 
Both cases are under investigation by HR. 

7.3 The ICO confirmed closure of a previous s55 notifiable data breach advising that the 
action taken by the Trust was proportionate and appropriate and the ICO was satisfied 
that “appropriate measures” had been taken.   

7.4 Dealing effectively with these types of breaches involves strong HR processes and 
investigations by the HR team and the ICO have been assured that the Trust has 
responded appropriately and proportionately in dealing with instances of individuals 
who have accessed data without legitimacy.   

8. COMPLAINTS 
 

8.1 Complaints performance is monitored via the monthly Performance Review meetings 
with the clinical directorates via the recently developed corporate governance 
dashboard. By way of a summary update prior to a detailed report on complaints 
performance being presented to the July Quality Oversight Committee (with NHS 
Improvement), the information shown in the table below shows a noticeable 
improvement in both the ‘Percentage of complaints closed within the 60 working day 
response rate’ and the ‘Percentage of complaints which were overdue the response 
rate but now closed’. 

  Jan Feb Mar Apr May 

Percentage of complaints closed 
within the 30 working day response 
rate 

24% 32% 50% 51% 43% 

Percentage of complaints closed 
within the 60 working day response 
rate 

50% 0% 0% 29% 50% 

Percentage of complaints overdue 
the response rate (closed) 71% 60% 42% 19% 2% 

Percentage of complaints overdue 
the response rate (remaining open) 5% 9% 9% 33% 9% 

Ombudsman Cases 

  1 not 
upheld   

2 not 
upheld  

1 partially 
upheld 

  1 partially 
upheld   
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Report to the Trust Board    Agenda item: 

Date: 06 July 2017          

Title of Report 
 

Board Assurance Framework 

Presented by  
 

Lynne Stuart, Director of Corporate Governance, Risk, 
Compliance and Legal  

Lead Director 
 

Lynne Stuart, Director of Corporate Governance, Risk, 
Compliance and Legal  

Committees or Groups 
who have considered 
this report 

N/A 
 

Executive Summary The Board have requested that the Board Assurance Framework 
(BAF) is a standing agenda item for every board meeting.  This 
report sets out to define the background and purpose of the 
Board Assurance Framework (BAF) and the role that the Board 
has in scrutinising it. It includes details of how the Medway NHS 
Foundation Trust (MFT) BAF conforms to best practice guidance 
and the independent assurance of this.  

Resource Implications N/A 
Risk and Assurance Set out in report. 
Legal 
Implications/Regulatory 
Requirements 
 

The Board is responsible for ensuring that the organisation has 
appropriate risk management processes in place to deliver its 
strategic and operational plans and comply with the registration 
requirements of the quality regulator. This includes 
systematically assessing and managing its risks. These include 
financial, corporate and clinical risks. For Foundation Trusts, this 
also includes risks to compliance with the terms of authorisation. 
 
The Trust Board is accountable for ensuring a system of internal 
control and stewardship is in place which supports the 
achievement of the organisation’s objectives.  

Recovery Plan 
Implication 

Governance and Standards 

Quality Impact 
Assessment 

N/A 

Recommendation 
 

The Board are requested to review the strategic risks 
considering:- 

a) Assessment of the current risk rating and whether it 
adequately reflects the controls in place 

b) The stated risk mitigation assurance and its 
appropriateness 

c) The gaps in control and appropriateness of the 
actions identified to address them 

d) The adequacy of the systems of internal control. 
  

Purpose & Actions 
required by the 
Executive Group : 

 
Approval         Assurance         Discussion           Noting 
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Board Assurance Framework  – July 2017 

1.  EXECUTIVE SUMMARY 
 

1.1. This report sets out to define the background and purpose of the Board Assurance 
Framework (BAF) and how the Medway NHS Foundation Trust (MFT) BAF conforms 
to best practice guidance.  The report also provides independent assurance of 
conformity of the MFT BAF by KPMG, the Trust’s internal auditors. 

1.2. The BAF pulls together strategic risks (with the aligned corporate risks drawn from 
the Trust risk registers), to create a combined risk and assurance framework 
document.  The BAF sets out the assurances and controls, and details of any gaps in 
control or actions required.  The Board’s role is to consider the adequacy of the 
assurance and mitigating actions and consider whether they are sufficient in reducing 
risks to a level within the Board’s tolerance (risk appetite).  This level is set out in the 
target risk column. 

2. THE BOARD ASSURANCE FRAMEWORK - BACKGROUND AND 
PURPOSE 
 

2.1. Department of Health Guidance  
In March 2003 the Department of Health (DoH) identified the requirement for a Board 
Assurance Framework and provided guidance on Assurance Frameworks in their 
publication Building the Assurance Framework: A Practical Guide for NHS Boards. 
 

2.2. The document states: - ‘the Assurance Framework provides organisations with a 
simple but comprehensive method for the effective and focused management of the 
principal risks to meeting their objectives’.  

2.3. It also provides a structure for the evidence to support the Statement on Internal 
Control, simplifies Board reporting and the prioritisation of action plans, which, in turn, 
allows for more effective performance management. 

2.4. Principal risks and hence strategic risks are defined as those that threaten the 
achievement of the organisation’s principal strategic objectives. The DoH guidance 
further advises that it is essential for boards to understand that they need to manage 
potential principal risks, rather than reacting to the consequences of risk exposure.  

2.5. HM Treasury Guidance  
In December 2012 HM Treasury published their guidance HM Treasury Assurance 
Framework which advises on how assurance frameworks can best support Boards in 
the leadership of their organisations and in meeting their corporate governance 
obligations, providing evidence-based assurances on the management of risks that 
threaten the successful achievement of the strategic objectives of the organisation. 
 

2.6. The Accounting Officer (the Chief Executive Officer), supported by the Board, is 
responsible for ensuring that there are robust governance, risk management and 
internal control arrangements across the whole organisation.  

2.7. The assurance framework should be structured and provide reliable evidence to 
underpin the assessment of the risk and control environment for the annual 
Governance Statement (AGS), supported by independent appraisal from the internal 
audit service.  

2.8. A pre-requisite for successful creation of an assurance framework includes support 
and direction from the Accounting Officer and ownership for the framework at Board 
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level as advice on and scrutiny of key risks is a matter for the Board. It may delegate 
the monitoring of assurance to an Audit Committee, made up of independent Non-
Executive Directors. This is not a substitute for management’s responsibility for the 
mitigation of risks. On behalf of the Board, the Audit Committee can examine the 
arrangements in place to provide comprehensive and reliable assurance.  

2.9. There are many sources of assurance in an organisation that can be harnessed to 
provide the body of evidence required to support the continuous assessment of the 
effectiveness of the management of risk and internal control. Understanding the 
sources of assurance and their scope means internal audit can focus most effectively 
on the riskier areas.  

2.10. There are different types of assurance that may have different strengths and may be 
best used in different ways.  The Three Lines of Defence model (represented 
diagrammatically below) can help in this respect.  

2.11. Under the first line of defence, operational management has ownership, responsibility 
and accountability for directly assessing, controlling and mitigating risks. 

2.12. The second line of defence monitors and facilitates the implementation of effective 
risk management practices by operational management and assists the risk owners 
in reporting adequate risk related information up and down the organisation. 

2.13. Internal audit forms the organisation’s third line of defence. An independent internal 
audit function will, through a risk-based approach to its work, provide assurance to 
the organisation’s board of directors and senior management. This assurance will 
cover how effectively the organisation assesses and manages its risks and will 
include assurance on the effectiveness of the first and second lines of defence. It 
encompasses all elements of an institution’s risk management framework (from risk 
identification, risk assessment and response, to communication of risk related 
information) and all categories of organisational objectives: strategic, ethical, 
operational, reporting and compliance. 
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3. MEDWAY BOARD ASSURANCE FRAMEWORK - HOW WE 
CONFORM TO BEST PRACTICE GUIDANCE 

 

3.1. The Medway NHS Foundation Trust (MFT) Board Assurance Framework (BAF) is 
given at Appendix 1 and sets out the 4 main Strategic Objectives of the Trust, the 
associated strategic risks of not meeting these objectives, with Executive ownership 
and associated indicators identified and the related corporate significant risks.  

3.2. Board members are advised that the Corporate Risk Register has been developed 
from the significant risk themes across the Trust; each Corporate Risk is owned by 
an Executive Lead. 

3.3. Each strategic risk has been assessed in terms of consequence and likelihood of 
occurrence and scored in relation to initial (i.e. pre-mitigation) risk, current   (i.e. 
post-mitigation) risk and appropriate target score, in line with the Board approved 
Risk Appetite Statement, which sets out the risk tolerances for the various 
categories of risk exposure. 

3.4. The strategic risk scores are derived from a median assessment of the corporate 
risk scores.   

3.5. Assurances are set out in line with the three lines of defence model, business 
management, corporate oversight and independent assurance. Gaps in control are 
identified along with actions to address gaps in control / assurance. 

3.6. From April 2017 the MFT Trust Audit Committee scope of work includes a quarterly 
review of the BAF and Corporate Risk Register (CRR) and the terms of reference 
identify a duty to “Report to the Trust Board annually on its work, specifically on the 
fitness for purpose of the Board Assurance Framework, the completeness and 
embeddedness of risk management and the operation of integrated governance 
within the Trust.”  To date this has not been embedded as in 2016/17 there was 
considerable focus on implementing a risk management framework and it was 
considered prudent to ensure that the whole Board were sufficiently briefed and 
sighted on the developments.   

3.7. The Board have received a number of comprehensive briefings on risk management 
and the board assurance framework over the past 14 months via Board reporting 
from the Director of Corporate Governance, Risk, Compliance and Legal. 

 

4. INDEPENDENT (THIRD LINE OF DEFENCE) ASSURANCE OF MFT 
BAF CONFORMITY 
 

4.1. In February 2017, the Trust’s internal auditors KPMG carried out an audit of the 
Trust’s risk management arrangements which resulted in an indicative assurance 
rating of significant assurance with minor improvement opportunities in line 
with management’s forecast rating. 

4.2. The report identifies: - “There is now a well-designed framework for risk 
identification, assessment and risk escalation and the detailed instruction to staff via 
the Risk Management Policy and Strategy (RMPS).” 

4.3. The KPMG Report assessed:- Consistency between the BAF and CRR 
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Our last review of risk management at the Trust in 2015 found a number of 
instances where risks escalated from the CRR to the BAF included different scores 
or there were other differences usually arising from updates not being consistently 
applied to the two documents. As part of this review we have confirmed that every 
risk in the BAF which is also included in the CRR is consistently scored and 
described in the two documents. 

4.4. The MFT Annual Report and Accounts includes the Head of Internal Audit Opinion 
2016/17 which states:-   
 

o The Head of Internal Audit (HoIA) is required to provide an annual opinion in 
accordance with the Public Sector Internal Audit Standards  (PSIAS), based 
upon and limited to the work performed, on the overall adequacy and 
effectiveness of the organisation’s risk management, control and governance 
processes (i.e. the system of internal control). 

o The purpose of our HoIA opinion is to contribute to the assurances available 
to the Accountable Officer and the Board which underpin the Board’s own 
assessment of the effectiveness of the system of internal control. This opinion 
will in turn assist the Board in the completion of the Annual Governance 
Statement (AGS), and may also be taken into account by other regulators to 
inform their own conclusions. 

The design and operation of the Assurance Framework and associated 
processes:- 
o Overall our review found that the Assurance Framework in place is founded 

on a systematic risk management process and provides appropriate 
assurance to the Board. The Assurance Framework reflects the 
organisation’s key objectives and risks and is reviewed on a regular basis by 
the Board. 

 
4.5. External Assurance: - The Care Quality Commission (CQC) report of March 

2017 states:- 
We found effective systems to assess and respond to patient risk, and significant 
improvement in this area since our last inspection.  
 
Clinical governance systems, meeting structures and directorate risk registers 
formed part of the quality assurance and risk management system. Senior staff used 
the systems effectively to identify and mitigate risk. 
 

5. RECOMMENDATION 

 
5.1. As described in this report it is the responsibility of the Board to monitor the 

mitigation of the strategic risks that may impact on its ability to achieve its stated 
strategic objectives.  

5.2. To this end it is recommended that the Board reviews the strategic risks 
considering:- 

a) Assessment of the current risk rating and whether it adequately reflects the 
controls in place 

b) The stated risk mitigation assurance and its appropriateness 
c) The gaps in control and appropriateness of the actions identified to address 

them 
d) The adequacy of the systems of internal control. 
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6. APPENDICES 
Appendix 1 - Medway NHS Foundation Trust Board Assurance Framework (MFT BAF) 
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Strategic Objective One 
 
 
Our People: We will enable our people to give their best and achieve their best 
 
 
Strategic Blueprint 
We will have effective and appreciative leadership throughout the organisation, creating a high performance environment where staff have clarity about what 
is expected of them, receive regular feedback and understand that poor performance will be addressed. Our employees will be engaged, committed to 
continuous improvement and embrace change. We will be an employer of choice. 
 
Lead Directors 
Director of Human Resources and Organisational Development (HR & OD), Medical Director, Director of Nursing.  
Risk Register Reference  
Corporate Risk Register: CRR-2016-001, CRR-2016-002,  CRR-2016-003, CRR-2016-004, CRR-2016-011, CRR-2016-012, CRR-2016-013 
 
Strategic Risks Indicators Corporate Risk Register Initial 

Risk 
(CxL) 

Current 
Risk 

(CxL)  

Target 
Risk 
(CxL) 

Gaps in Controls / Assurance 

The Trust may be 
unable to attract, 
recruit and retain 
high quality staff 
impacting on a 
continued 
dependency on 
temporary staff and 
safe staffing levels, 
affecting quality of 
care, and financial 
costs.   

Vacancy rates. 
 
Temporary staff 
usage rates. 
 
Patient safety 
incidents 

Nursing staff shortages may lead to sub 
optimal care, impacting on patient safety 
processes and clinical outcomes. 
 
Inability to recruit sufficient numbers of 
suitably qualified medical staff may lead to 
sub optimal care, impacting on patient 
safety processes and clinical outcomes. 
 
Reduced capacity and capability across the 
organisation impacts on delivery of 
operational objectives and may compromise 
patient care. 

 
15 

(5x3) 

 
12 

(4x3) 

 
4 

(2x2) 

Increased referral demand in Dermatology 
and Gastroenterology 
Diagnostic delays (MRI and CT), particularly 
affecting T&O. 
Difficulty filling all medical shifts. 
Successful Nurse recruitment programmes 
with some new starters, others to follow. 
 
 

Workforce diversity 
is not achieved due 
to a lack of 
strategic focus and 
oversight on 

Workforce Race 
Equality 
Standards 
(WRES) Equality 
Delivery System 

 
The Trust may not be compliant with key 
statutory and mandatory requirements. This 
may lead to patient harm, regulator 
interventions and reputation damage. 

9 
(3x3) 

6 
(3x2) 

4 
(2x2) 

EDS2 process has commenced and is a 
priority for the newly appointed Head of 
Equality & Diversity. 
 
Lack of Board understanding/focus on the 

Appendix 1 Board Assurance Framework (BAF) 
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Strategic Risks Indicators Corporate Risk Register Initial 
Risk 
(CxL) 

Current 
Risk 

(CxL)  

Target 
Risk 
(CxL) 

Gaps in Controls / Assurance 

statutory and 
contractual equality 
and diversity 
obligations. 

(EDS2) outputs 
 

requirements due to absence of board 
development or induction in this area. 

Trust may not have 
stable and effective 
leadership and well 
trained, competent 
staff at all levels. 

Appraisal rates, 
Induction rates, 
Mandatory 
training rates, 
Leadership 
development 
programme, 
Management 
development 
programme. 

Poor training and appraisal rates may result 
in an inability to retain a high quality, trained 
workforce, impacting detrimentally on 
quality and safety of care to patients. 
 
Learning from incidents, complaints and 
claims is not structured and formalised 
across the Trust meaning that learning 
opportunities are not adequately 
disseminated and further patient harm may 
result from repeat incidents. 
 
Tools and skills in recognising and 
escalating deterioration in patients is not 
embedded successfully in the Trust leading 
to poor outcomes for patients 
 

9 
(3x3) 

6 
(3x2) 

4 
(2x2) 

Formal development plans for middle and 
frontline staff. 
 
Training needs analysis has not been 
formalised in a way that gives organisational 
oversight and enables a planned approach 
to addressing training needs or areas of risk 
 
Mandatory training and appraisal rates are 
insufficient in some areas  
 
Organisational development planning being 
developed to map out a culture change 
programme; diagnostic around prevailing 
culture has not been undertaken 
 
Structured succession planning and talent 
management approach is not in place 

Staff are unable to 
participate in 
learning and 
development 
opportunities due 
to staffing 
shortages. 

Mandatory 
training rates, 
Learning and 
development 
programme and 
take-up, 
Appraisal rates, 
Induction rates. 

Poor training and appraisal rates may result 
in an inability to retain a high quality, trained 
workforce, impacting detrimentally on quality 
and safety of care to patients. 
 
Learning from incidents, complaints and 
claims is not structured and formalised 
across the Trust meaning that learning 
opportunities are not adequately 
disseminated and further patient harm may 
result from repeat incidents. 

9 
(3x3) 

9 
(3x3) 

4 
(2x2) 

Migrating data from Oracle Learning System 
(OLM) to Medway on Line Learning & 
Interactive Education System (MOLLIE). 
 
Incomplete data and difficulty in assessing 
areas of poor training and appraisal rates. 
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Assurance Providers 
 
First Line (Business Management) 

 
Second Line (Corporate Oversight) Third Line (Independent) 

The Director of Nursing provides a 
monthly report to the Board which 
details the previous month's Unify 
data, areas of risk, mitigations in 
place and plans going forward. 
The HR Board paper from April 
introduces other staff groups. 
 
The international recruitment plan for 
nursing continues with a total of 240 
nurses being processed for posts at 
Medway NHS Foundation Trust. A 
further 14 nurses will join in July from 
successful EU recruitment.  
 
Dedicated nurse recruitment 
campaign commenced January 2017 
and includes the review of incentives; 
and analysis of exit data to ascertain 
why individuals leave the Trust, 
showing improved position with 
reducing number of leavers. 
 
Medical Staffing have engaged with 
permanent recruitment agencies to 
recruit to hard to fill medical posts. 
This initiative has secured middle 
grade doctors in general emergency 
medicine and paediatric emergency 
medicine, dermatology and 
respiratory medicine and a locum 
consultant in neurology. Additionally, 
3 Medical Training Initiative scheme 
doctors (MTI) have been offered 
posts in medicine; 3 middle grade 
posts in Neonatology have been 

The Head of Resourcing and Deputy Finance Director hold weekly 
reviews of non-clinical temporary staffing usage. 
 
The Trust has partnered with award winning media company TMP 
Worldwide (TMPW) who work with many NHS Trusts across the country 
on providing expert resourcing campaigns. 
 
PID developed Performance Review meetings with Directorates / ToR 
and framework. 
Monitoring of quality and safety indicators via clinical governance 
framework:  
 Quality Assurance Committee;  
 Quality Improvement Group; with upward reporting from the 

following 
o Patient Safety Group (with upward reporting from Resuscitation 

and Acute Deterioration Group, Hospital Transfusion and 
Thrombosis Group, and Nutrition group)  

o Patient Experience Group (with upward reporting from End of 
Life Care Group and Food Quality Focus Group);  

o Clinical Effectiveness and Research Group (with upward 
reporting from Clinical Audit & NICE Guidance Compliance 
Group, Mortality & Morbidity and Clinical Outcomes Group,  
Research & Development and Innovation Governance Group 
and Research Operational Group);  

o Medicines Management Group (with upward reporting from  
Drugs & Therapeutics Group, Safe Sedation Group and Medical 
Gases Group);  

o Safeguarding Assurance Group (with upward reporting from 
Children and Adult Safeguarding Group);  

o Infection & Anti-Microbial Stewardship Group (with upward 
reporting from Water Safety Group and Decontamination Group) 

The CQC report 17.03.2017 noted that 
There had been an effective nurse 
recruitment Programme, and there had 
been a marked reduction in the use of 
agency nurses. 
 
Monthly Quality Oversight Committee with 
NHSI, CQC, CCGs 
 
Weekly reporting on KPIs via email 
submission by Head of Staff Resourcing 
and Interim Deputy Director of Finance, to  
the CCG, NHSI and the CQC  
 
Published monthly Unify data 
 
Board/Executive visits to ward areas 
 
Trust Wide (CQC) and Service Specific 
regulatory bodies, review service outputs 
as an assessment of staffing levels, these 
include evidence of staff meetings, 
mandatory training percentages, appraisal 
rates, responsiveness to incident reporting 
and follow up investigations and actions 
complete, audit performance and non-
conformance management, training and 
competency records, equipment 
maintenance logs, staff feedback 
mechanisms and the results of these. 
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Assurance Providers 
 
First Line (Business Management) 

 
Second Line (Corporate Oversight) Third Line (Independent) 

interviewed through the MTI scheme 
in May 2017. 
 
A Strategic Workforce Group has 
been established as a sub-group of 
the Executive Group. 
The Equality and Diversity Group 
Terms of Reference with onward 
reporting to the Executive Group.  
Head of Equality & Inclusion in post 
from 01.04.17. 

Board Equality and Diversity champion now identified 
 
Equality and Diversity Annual Report to Board 
 
 

Reporting to Commissioners on WRES 
outputs 

Monthly reporting to Directors of 
Clinical Operations and Executives 
provides data on recruitment, 
appraisal, induction, mandatory 
training rates  
 
Directorate Management Board and 
Programme Board structure and 
upward reporting to Quality 
Improvement Group and Performance 
Review meetings. 
 

Workforce Report to the Board by Director of HR & OD for May 2017 
shows 75% of staff had completed mandatory training and 83% 
completed achievement review. 
 
Appointed an Associate Director of Workforce Development and OD, 
who is now leading this agenda. 

Local Supervising Authority Audit Report 
(Supervision of Midwives) 

 Directorate Management Board and Programme Board structure and 
upward reporting to Quality Improvement Group and Performance 
Review meetings 

 

 
Actions to address gaps in control / assurance   
Work being undertaken on reviewing areas of continued reliance on temporary staffing, with dedicated support from HR Business Partners, to be reviewed at 
monthly Performance Review Meetings (PRMs). 
 
June 2017 – Better, Best Brilliant improvement programme focus on workforce with Rapid Improvement workforce month funning from 12.06.2017, focused 
on reducing use of agency staff and ensuring that key operational roles are fully staffed. 
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Strategic Objective Two 
 
 
Innovation:  We will embrace innovation and digital technology to support the best of care 
 
 
Strategic Blueprint:   
We will protect people from harm, giving them treatments that work and ensuring that they have a good experience of care.  We will create an open and 
sharing environment where research and innovation can flourish achieving dual aims of enhancing the quality of patient care and contributing to the financial 
sustainability of the organisation. We will have a culture where staff are given the opportunity, training and resources to research and innovate. We will 
proactively develop partnerships with other organisations, underpinned by robust governance arrangements, to enable execution and exploitation of 
innovation projects to benefit the population that we serve.   
 
We will do this by increasing the use of modern technology and the availability of quality information systems.  We will take both a local and whole systems 
approach to implementing a digital strategy that will result in providing real time access to patient information across all providers of healthcare in Kent and 
Medway. 
 
Lead Directors 
Director of Finance 
Risk Register Reference  
Corporate Risk Register: CRR-2017-001  
 
Strategic Risks Indicators Corporate Risk Register Initial 

Risk 
(CxL) 

Current 
Risk 
(CxL) 

Target 
Risk 
(CxL) 

Gaps in Controls / Assurance 

The Trust remains behind peers in 
the implementation of technology 
and is reliant on outmoded systems.  
The Trust does not have the ability to 
generate requisite financial 
resources to introduce all technical 
innovations that are needed.  
Although the Trust has made 
progress in implementing technology 
it is still reliant on multiple outmoded 
systems and multiple interfaces.  
Whilst capital funding may be 
allocated, financial resources 

Business Case 
submissions to 
Executive Group 
for approval. 

Due to financial constraints, 
conflicting priorities and the 
current capacity for innovative 
change, there is a risk that the 
Trust may be in a position to 
embrace innovation and digital 
technology to support the best 
level of care for patients and 
facilitate improved working 
practices for staff. 

16 
(4x4) 

12 
(4x3) 

9 
(3x3)) 

Corporate Informatics Group (CIG) 
Terms of Reference indicates 
onward reporting to the Executive 
Group, however reporting is not 
taking place. 
 
Project Change Advisory Board and 
intentional upward reporting to 
Corporate Informatics Group and 
Executive Group, however reporting 
to Executive Group is not taking 
place. 
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Strategic Risks Indicators Corporate Risk Register Initial 
Risk 
(CxL) 

Current 
Risk 
(CxL) 

Target 
Risk 
(CxL) 

Gaps in Controls / Assurance 

required to accelerate 
implementation may not be available 
unless clear and defined benefits are 
identified and ultimately delivered. 

Developing and aligning a digital 
strategy to meet Sustainability and 
Transformation Plan (STP) 
aspirations could mean that local 
improvements that have been 
developed or already approved do 
not then get implemented as the 
STP changes the direction of travel 
from the original concept.  This may 
cause delays in implementing local 
improvements and cause 
developments designed to improve 
patient care to stagnate if STP 
partners are not aligned around the 
digital strategy. 

Digital Strategy in 
place 
 
Health Informatics 
Project 
Management 
plans 
implementation 
reporting (% 
outstanding) 

 

16 
(4x4) 

12 
(4x4) 

9 
(3x3)) 

STP governance is not developed 
Resources are not aligned to STP 
requirements; staff are internally 
focussed dealing with Trust issues 

A culture and environment for 
innovation where staff are 
encouraged to innovate or feel 
confident with modern technology 
requires development and time 
commitment and creating the 
conditions for innovation is difficult 
when staff are focussing on dealing 
with fundamental issues such as 
staff shortages and preparing for 
regulatory inspections.  This may 
impede progress and support for 
innovation, impacting detrimentally 
on sustainability improvements 
designed to improve patient care. 

Research income 
 

Successful 
project 
implementation 
outcomes 

 

16 
(4x4) 

16 
(4x4) 

9 
(3x3)) 

 
 
Limited capacity and capability in 
Business Intelligence function:  
seeking sharing opportunities with 
other Kent acute trusts. 
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Assurance Providers 
 
First Line (Business Management) 

 
Second Line (Corporate Oversight) Third Line (Independent) 

Health Informatics Risk Register 
maintenance and review process 
 
Health Informatics Programme 
Management Office. 

Data Quality Group Terms of Reference and onward reporting to CIG 
 
Implementation of improved site management processes to improve 
flow management (based on the Luton and Dunstable model) supported 
by improved utilisation of acute bed management software.  

Internal Audit report on IT change 
management showed significant 
assurance with minor improvement 
opportunities. 
 
CQC report 17.03.2017 reported ED 
Information technology systems had been 
put in place to support safety, flow and 
data collection. 

Chief Executive's and Medical 
Director’s integration into STP 
process. 

Chief Executive's reporting to Board on wider STP developments 
 

External review of STPs and monitoring of 
health economy progress in development 
and implementation. 

Speciality/Programme Board and 
upward reporting in the Directorate 
governance structure 
 

Research Group reporting upwards to Clinical Effectiveness and 
Research Group 
 
Medical Devices & Equipment Group  

CQC report 17.03.2017 Critical Care: - 
Services had successfully recruited to 
research studies that aimed to improve 
outcomes for critical care patients, 
including to studies of psychological 
impact of intensive care. 
2020 - External consultancy support to 
facilitate change in vision. 
 
 

 
Actions to address gaps in control / assurance   
Development of Digital Strategy within Trust and across STP footprint by 30.09.17 
Identification of investment money to implement change by 30.09.17. 
June 2017 – Better, Best Brilliant programme aims to establish a consistent and coordinated approach and structure for delivering improvement, support 
current and future improvement projects within the Trust, build internal capability to deliver sustained change and embed a culture of quality improvement 
throughout the organisation. The Digital Improvement Team (work stream) is a key part of this work. 
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Strategic Objective Three 
 
 
Integrated Health Care:  We will work collaboratively with our local partners to provide the best of care and the best patient 
                                          experience 
 
Strategic Blueprint 
 
Working strategically, as a trusted partner in the Sustainability and Transformation Plan we will work with partner organisations and the public to transform 
out-of-hospital care through the integration of primary, community and social care and re-orientate elements of traditional acute hospital care into the 
community.  We will work collaboratively and progressively to develop an Accountable Care System (ACS), ensuring that protecting our local Trust interests 
does not stand in the way of achieving benefits for the wider health economy and public. 
 
Lead Directors 
Chief Executive, Director of Finance, Medical Director, Director of Clinical Operations Acute and Continuing Care. 
Risk Register Reference  
 
Corporate Risk Register: CRR-2016-005, CRR-2016-008, CRR-2016-009, CRR-2016-010.  
 
Strategic Risks Indicators Corporate Risk Register Initial 

Risk 
(CxL) 

Current 
Risk 

(CxL)  

Target 
Risk 
(CxL) 

Gaps in Controls / 
Assurance 

Partners do not work strategically for 
the greater good and are not willing 
to sacrifice local interests.   
 
Delivery of transformation remains 
an aspiration rather than a reality; 
Other providers interests' may not 
be aligned and there may be 
resistance to change from within the  
organisation or the local authority 
 
 

Representation 
and contribution 
to key strategic 
groups/ 
meetings 
 
Clinical 
engagement 
with wider health 
economy via 
Clinical Council 
and CRGs. 
Key access 
targets: 
 ED 4hr 
 RTT 

Failure to meet national performance 
standards may result in delayed diagnosis 
and harm to patients, financial penalties and 
reputation damage. 
 
Physical restrictions in the layout of ED may 
lead to overcrowding within the department 
which may impact on patient care.  Resus 
and Trolleys area of the ED are not suitable 
for the service provided, or big enough to 
accommodate the potential number of people 
using the service at any one time.  
 
Significant high cost equipment that  is out of 
date and past its replacement date may not 
be reliable or fit for purpose impacting on 

 
 
 
 
 

16 
(4x3) 

 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 

12 
(4x3) 

 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
6 

(2x3) 
 
 
 
 
 
 
 
 
 
 
 

 
Continued focus on 
patient flow and daily 
actions to maintain 95% 
target. 
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Strategic Risks Indicators Corporate Risk Register Initial 
Risk 
(CxL) 

Current 
Risk 

(CxL)  

Target 
Risk 
(CxL) 

Gaps in Controls / 
Assurance 

 CWT 
 DM01 
 

service delivery and income 
 
Poor patient flow throughout the hospital 
impacts on performance, results in sub-
optimal care for patients and discharge 
delays 
 
Failure to meet national performance 
standards results in delayed diagnosis and 
harm to patients, financial penalties and 
reputation damage. 
 
Failure to protect vulnerable children and 
adults may cause harm and potential 
reputation damage due to inadequacies in 
meeting statutory responsibilities. 

 
 
 
 
 
 
 

 
 
 
 
 
 
 

 
 
 

 
 

Assurance Providers 
  
First Line (Business Management) Second Line (Corporate Oversight) Third Line (Independent 

 
Medway & Swale A/E Delivery Board 
& Planned Care Board. 
 
Directorate Performance Review 
Meetings. 
 
Trust re-organisation of accountability 
and re- distribution of programme 
management to better meet the 
demands on the service. 
 
May / June 2017, sustained focus to 
improve patient flow has resulted in a 
great improvement in our ED 
performance against the national four-

Integrated Quality & Performance 
Report (IQPR). 
Chief Executive's monthly report to 
Board. 
 
CQUINS and monitoring of compliance. 
 
Board approved STP; governance 
arrangements for STP are that 
accountability / decision making rests 
with each component organisation 
 
EPRR Group and Local Health 
Resilience Partnership representation - 
onward reporting to the Board 

Medway Council Overview and Scrutiny Committee 
 
Medway Health and Wellbeing Board 
 
Monthly Quality Oversight Committee with NHSI, CQC, CCGs 
Monthly Progress Review meeting with NHSI 
Quarterly Quality and Performance Committee with CCG. 
 
NHS England Assurance Process (EPRR) 
 
The structure of the STP is becoming more established and Governance 
Processes are being implemented. MFT are represented at all levels. 
The Medway, North and West Kent Delivery Board has been established 
with representation from the Chief Executive. 
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Assurance Providers 
  
First Line (Business Management) Second Line (Corporate Oversight) Third Line (Independent 

 
hour target, and we are now 
consistently meeting the 95% target. 

 
 

External regulatory standards require accredited and regulated services to 
assess the quality of services they commission by the review of service 
level agreements and quality outputs of the service, e.g. result turnaround 
times, participation in external quality assurance schemes etc.   
E.g. a Clinical Pathology Accreditation (CPA) accreditation requirement. 
 

 
Actions to address gaps in control / assurance   
Joint plans under development with commissioners to increase GP referrals to local alternative dermatology service providers, which include the 
establishment of MFT-consultant supported GP clinics and tele-dermatology services.  
The Trust will be creating opportunities from June for patients and the public from a range of different user groups across to hear about and have input into 
the STP 
The Trust is taking part in a collaborative regional procurement approach for international recruitment as part of the Sustainability and Transformation 
Partnership. 
June 2017 Better, Best Brilliant programme to engage and communicate with staff, and external partners (NHSI, STP, CCG, other health economy providers) 
to help them understand the origins of the Better, Best, Brilliant programme and then develop a collaborative improvement culture to drive 2017-18 (and 
further) trust outcome improvements. 
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Strategic Objective Four 
 
 
Financial Stability: We will deliver financial sustainability and create value in all that we do 
 
 
Strategic Blueprint 
We will maximise in house efficiency in service delivery and operational management. We will regain and retain financial control. We will be outward looking, 
actively working in partnership with the wider health economy through the Kent and Medway Sustainability and Transformation Plan to  maximise 
transformation opportunities in service delivery workforce, back-office functions, digital strategy and estates utilisation. 
 
Lead Directors 
Director of Finance 
Risk Register Reference  
 
Corporate Risk Register: CRR-2016-015, CRR-2016-007 
 
Strategic Risks Indicators Corporate Risk 

Register 
Initial 
Risk 
(CxL) 

Current 
Risk 

(CxL)  

Target 
Risk 
(CxL) 

Gaps in Controls / 
Assurance 

The Trust's Going Concern assessment is 
challenged by failure to achieve its planned deficit 
reduction and budget for 2017/18 resulting in 
further licence conditions and potential regulatory 
action;  failure to deliver financial recovery plans 
and Carter Review efficiencies, threatening long 
term sustainability; inability to operate without 
central funding (loans) which restricts the financial 
operation of the organisation and its autonomy 
which may impact on its ability to bring about 
required organisational changes; failure to work 
with local partners to develop a financially 
sustainable organisation/system and develop 
genuine changes in patient experience and health 
outcomes, for the longer term; failure to receive 
all the income for  activity due to validation issues 
with the Commissioner or stretched 
commissioning budgets. 

Cost Improvement 
Plans (CIPs) 
achievement  
 
Use of contingency 
/ reserves 
 
Carter benchmark 
data and 
performance 
against targets 
 
Signed contracts 
with 
Commissioners. 
 
STP savings plans. 

Failure to achieve 
planned deficit reduction 
through Cost 
Improvement Plans and 
Carter Review 
efficiencies across the 
Trust affects the financial 
sustainability and Going 
Concern assessment of 
the Trust. 
 
The combination of under 
investment in a 
dilapidated estate and 
the absence of a 
coherent strategic 
approach to the 
management of estates 

16 
(4X4) 

12 
(4X3) 

 
6 

(2x3) 
 

 
Reprioritisation of identified 
capital priorities through 
reforecasting and 
engagement with service 
leads to mitigate in year 
critical risks. 
 
The Trust does not have 
assured funding to deliver the 
capital plan and is re-
prioritising projects within 
available funds. 
 
Agency usage, particularly for 
medical staff represents a 
significant risk to the Trust. 
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Strategic Risks Indicators Corporate Risk 
Register 

Initial 
Risk 
(CxL) 

Current 
Risk 

(CxL)  

Target 
Risk 
(CxL) 

Gaps in Controls / 
Assurance 

means that the 
infrastructure does not 
meet business needs 
and capital funding and 
resources may be 
insufficient to deliver 
what is required. 

 
Assurance Providers 

 
First Line (Business Management) 

 
Second Line (Corporate Oversight) Third Line (Independent) 

Scheme of Delegation and authorisation levels 
Business planning process 
Financial Recovery Plan 
 
Substantive Director of Finance appointed, interim Deputy Director 
of Finance appointed. 
Interim Improvement Director appointed. 
 
Budgetary Control Framework in place from April 2016 ensuring that 
budget holders have clear responsibilities and accountability and 
they are supported by training alongside robust budgets. 
 
National agency caps; monitoring by procurement team of contracts 
for agency workers, majority of agency providers have reduced their 
charge rates to comply with NHSI cap rules. 
Control target of £43.8 deficit met  
Cost Improvement Plans year end forecast is for CIP delivery to 
plan. 

Integrated Audit Committee oversight of financial 
governance systems 
 
Monthly Finance Report to Board includes status 
report on compliance with Loan Terms from DH. 
 
Financial Performance report June 17, agency 
costs continue to reduce with further improvement 
offset by increase in substantive and bank and 
following specific action to convert staff from 
agency to bank or substantive roles. 
 
Finance Committee review of financial 
performance.  
Financial Recovery work plan presented to the 
Board shared with NHSI May 2017 
 
The Executive Team refine the forecast each 
month and report this to the Finance Committee 
and the Board and NHSI colleagues. 

External audit of financial 
accounts and core financial 
systems 
 
Regular submissions to NHSI - 
NHS Improvement's monitoring 
of adherence to loan conditions 
 
Internal audit reports focused on 
areas of risk identified by 
Executive Directors, Non-
Executive Directors and Peers. 

Actions to address gaps in control / assurance   
June 2017 As part of the Trust’s Better, Best Brilliant programme, working in partnership with 2020 Recovery, the dedicated ‘workforce’ workstreams looks to 
detail a number of pieces of work primarily aimed at supporting the delivery of the 2017/18 cost improvement programme.  
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Report to the Board of Directors 
Board Date:  6th July 2017   Agenda item: 
 
 
Title of Report 
 

Workforce Report 
 

Presented by  
 

James Devine, Executive Director HR & OD 

Lead Director 
 

James Devine, Executive Director HR & OD 

Committees or Groups 
who have considered this 
report 
 

 
Executive Team 

Executive Summary 
 

This workforce report to the Trust Board focusses on the core 
workforce risks, and looks to provide assurance that robust plans 
are in place to mitigate and remedy these risks.  In addition, the 
report provides an update on the broader workforce agenda 
across the hospital. 
 
The international recruitment plan for nursing continues with a 
total of 176 nurses being processed for posts at MFT.  A further 15 
nurses will commence in July from successful EU recruitment.  
Furthermore, the Trust is taking part in a collaborative regional 
procurement approach for international recruitment as part of the 
STP following selection of two partner agencies. 
 
Trust turnover remains static (slight decrease) at just under 10%, 
sickness remains static under 4% (slight decrease), compliance 
with mandatory training decreased compliance overall by 3.7% to 
71.3%, achievement review compliance increased slightly to 83%. 
 
A rise in the percentage of paybill spent on substantive staff is 
reported for May (two successive months); however there was an 
increase of agency spend (by 2%) and a decrease of bank spend 
(by -3%). 
 

Resource Implications 
 

None 
 
 

Risk and Assurance 
 

 Nurse Recruitment 

 Temporary Staffing Spend 
 

The following activities are in place to mitigate this through: 
1. Targeted campaign to attract local and national nurses 
2. Update on overseas campaign 
3. Ensuring a robust temporary staffing service 
4. Review of temporary staffing usage, particularly agency usage, 

currently in use at Medway  
5. Agency/Temporary Staffing Workstream as part of the 

13a 
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2017/18 cost improvement programme 
 

Legal 
Implications/Regulatory 
Requirements 
 

Staffing levels and use of temporary/agency workers have been 
identified as areas that need improvement by the Trust and our 
regulators.  
 

Recovery Plan Implication 
 

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

Quality Impact Assessment 
 

n/a 

Recommendation 
 

Information 

Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
 
 

 

  

  x X 
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WORKFORCE REPORT – JUNE 2017  

TRUST BOARD MEETING 

1. Introduction 
 
This workforce report to the Trust Board focusses on the core workforce risks, and looks to provide 

assurance that robust plans are in place to mitigate and remedy these risks.  In addition, the report 

provides an update on the broader workforce agenda across the hospital 

 

2. Recruitment 
 

2.1 The international campaigns in both Europe and the Philippines remain on track. 15 

European nurses are to commence in post on 13 July.  10 EU nurses were interviewed via 

Skype on 22 June.  Harvey Nash, our international partner agency, is processing the 176 of 

the 241 Filipino nurses (six individuals have withdrawn, 49 individuals have failed to follow-

up on the offer) that were offered posts in March, with the aim of first cohort nurses arriving 

towards the end of the calendar year.   

2.2 The Trust is partaking in a collaborative regional procurement approach for International 

Nurse Recruitment as part of the STP. The Trust undertook an agency evaluation exercise on 

22 May and two agency providers were selected to partner with the Trust. 

2.3  The Trust has made offers to a high number of qualified nurses and clinical support workers. 

The table below summarises the position on offers made, starters and leavers for May 2017. 

Role 
Offers made in 

month 
Actual Starters Actual Leavers 

Registered Nurses 37 
18 (of which 3 
pending NMC) 

12 

Clinical Support Workers 10 10 6 

 

2.4  Medical Staffing have engaged with permanent recruitment agencies to recruit to hard to fill 
medical posts.  1 Medical Training Initiative scheme doctors (MTI) commenced in Medicine 
in June with a further 3 MTI doctors due to commence in July.  TMP Worldwide (TMPW) 
completed some focused diagnostic work on junior doctor and consultant vacancies and the 
Trust is utilising TMPW feedback to advertise directly in European Medical Journals, in 
Greece, Netherlands and Germany. 
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3. Directorate Metrics 

 

3.1  The table below shows performance across five core indicators by directorate. Turnover, at 

9.95% (decreased by -0.12%), remains above the tolerance level of 8%.  Sickness absence (at 

3.81%) remains slightly below the tolerance level of 4%.  

 

3.2  Trust achievement review rate stands at 83% (no change), below the Trust target of 95%, 

Mandatory training remains below target (at 71.3%) but decreased by 3.7% since April – no 

directorates are currently meeting either target; HR Business Partners are working with 

directorates to devise robust plans which better support the achievement review approach 

as opposed to an annual appraisal system which was replaced in late 2016.  Reporting 

mechanisms for achievement review have been simplified to make it easier to report. 

Smarter, more transparent reports based on MOLLIE data have now been published to help 

directorates make sense of their data and support departmental planning for training.  In 

addition, directorates have been required to review their approach to mandatory training, 

and utilise the escalation and consequence process detailed within the policy where 

necessary. 

 

 
 

4. Temporary Staffing 
 

4.1  Agency breaches continue to decrease month on month. In December 2016, the Trust was 

reporting c.1000 shift breaches per week (on average).  Since the end of March 2017, the 

Trust has reported a figure lower than 400 per week, April reported 193 breaches per week; 

this month, 167 breaches per week were reported. 

4.2 Expenditure on agency increased in May 2017 compared to April 2017 (by +£377k). The 

table below demonstrates the last three months’ of respective contractual basis and their 

percentage of the paybill.  Overall, the substantive component of the paybill has increased 

successively for two months. 

 March 2017 April 2017 May 2017 

 
Spend in 

month (£) 
% paybill 

Spend in 
month (£) 

% paybill 
Spend in 

month (£) 
% paybill 

Agency 3,890K 21% 1,573K 9% 1,950K 11% 
Bank 921K 5% 1,696K 10% 1,214K 7% 
Substantive 13,611K 74% 14,009K 81% 14,297K 82% 
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4.3 Temporary staffing nursing demand increased by 11 % in May compared to 

April (13,177 shifts May versus 11,685 in April).  There was a 2% decrease in the medical 

locum fill rate; 92% of medical locum requests were covered.  Positively, despite the 

significant increase in demand, there was a slight increase in the nursing fill rate; 70% of 

nursing requests were covered compared to 69% in April. 

4.4        As is evident in the decrease in NHSI agency price breaches reporting, the majority of agency 

providers have now reduced their charge rates to now comply with the NHSI price cap rules. 

Work is on-going to migrate agency workers to bank and targeted recruitment campaigns 

are planned for the summer.  

- End  
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Report to the Trust Board 

Date:  6 July 2017   Agenda item: 

 

Title of Report 
 

Integrated Audit Committee Terms of Reference 

Presented by  
 

Lynne Stuart, Director of Corporate Governance, Risk, 
Compliance & Legal 

Lead Director 
 

Lynne Stuart 

Committees or Groups 
who have considered 
this report 
 

 
Integrated Audit Committee – 19 June 2017 

Executive Summary 
 

The purpose of this report is to present the revised terms of 
reference for Committee:   
 
Key points to note: 

 The Terms of Reference follow the NHS Audit Committee 
handbook template 

 An appendix has been added to the Terms of Reference 
to provide detail and the roles who are the contacts 

 The Integrated Audit Committee reviewed the terms of 
reference at a meeting on 19 June 2017  

 The Terms of Reference are recommended to the Board 
for approval. 
 

Resource Implications 
 

None. 

Risk and Assurance 
 

Terms of reference follow a standard template, ensuring that 
there is effective coverage of the intended remit of an Audit 
Committee. 
 

Legal 
Implications/Regulatory 
Requirements 
 

Trust’s Constitution sets out the requirement for an Audit 
Committee comprising Non-Executive Directors only. 

Recovery Plan 
Implication 

None. 

Quality Impact 
Assessment 
 

None. 

Recommendation 
 

The Board is recommended to approve the revised Terms of 
Reference.  

Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
 
 

 

x    

14 
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Terms of Reference  
   

Integrated Audit Committee terms of reference   
Page 1 

Integrated Audit Committee 

1. Purpose 
1.1. To provide the Trust Board with an independent and objective review of its financial 

and non-financial systems, financial and non-financial information and compliance 
with laws, guidance and regulations governing the NHS.  

2. Constitution 
2.1. The Integrated Audit Committee (the Committee) is established on the authority of 

the Trust Board.  

3. Authority 
3.1. The Committee is authorised by the Trust Board to investigate any activity within its 

terms of reference. It is authorised to seek any information it requires from any 
employee and all employees are directed to co-operate with any request made by 
the Committee.   

3.2. The Committee is also authorised to implement any activities which are in line with 
its terms of reference.  

4. Accountability  
4.1. The Committee will report to the Trust Board after each meeting. 
4.2. The Committee will provide a report to the Council of Governors periodically/as 

requested. 

5.  Chairperson 
5.1. The Chair of the Committee will be the chosen and appointed by the Trust Board 

from among the Non-Executives Directors (NEDs); the Deputy Chair will be one of 
the other NED members.   

6. Membership 
Membership of the Committee comprises not less than three Non-Executive 
Directors (the Trust Chairman shall not be a member). 

 
In attendance: 
 

 Chief Executive 

 Director of Finance 

 Director of Corporate Governance, Risk, Compliance & Legal 

 Internal and External Audit representatives 

 Counter Fraud representatives 

 Executive Directors and other managers may be invited to attend meetings 
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Terms of Reference  
   

Integrated Audit Committee terms of reference   
Page 2 

 Other Non-Executive Directors and Executives can attend with the Chair’s 
consent but will have no voting rights 

 Company Secretary (or member of the secretariat) as minute taker 

7. Attendance is expected from: 
7.1. There is a requirement for members to attend at least 75% of all meetings in one 

calendar year. 
7.2. Other staff may be requested to attend at the invitation of the Chair.  

8. Quorum  
8.1. Meetings will be quorate when at least two Non-Executive Directors are in 

attendance. 

9. Frequency 
9.1. The meetings will be held quarterly.  

10. Key responsibilities 
10.1. Responsibilities: 

Integrated governance, risk management and internal control  
10.1.1. The Committee shall review the establishment and maintenance of an 

effective system of integrated governance, risk management and internal 
control, across the whole of the organisation’s activities (clinical and non-
clinical), that supports the achievement of the organisation’s objectives.  
In particular, the Committee will review the adequacy and effectiveness of: 

 All risk and control-related disclosure statements; 

 The underlying assurance processes that indicate the degree of 
achievement of the organisation’s objectives, the effectiveness 
of the management of principal risks and the appropriateness of 
the above disclosure statements; 

 The policies for ensuring compliance with relevant regulatory, 
legal and code of conduct requirements and any reporting and 
self-certifications 

 The policies and procedures for all work related to counter fraud 
and security as required by NHS Protect. 

In carrying out this work the Committee will primarily utilise the work of 
internal audit, external audit and other assurance functions, but will not be 
limited to these sources.  It will also seek reports and assurances from 
directors and managers as appropriate, concentrating on the over-arching 
systems of integrated governance, risk management and internal control, 
together with indicators of their effectiveness. 
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Terms of Reference  
   

Integrated Audit Committee terms of reference   
Page 3 

This will be evidenced through the Committee’s use of an effective 
assurance framework to guide its work and the audit and assurance 
functions that report to it. 
 

10.1.2.  Internal audit 
The Committee shall ensure that there is an effective internal audit function 
that meets the Public Sector Internal Audit Standards, 2013 and provides 
appropriate independent assurance to the Committee.  This will be 
achieved by: 

 Considering the provision of the internal audit service and the costs 
involved 

 Reviewing and approving the annual internal audit plan and more 
detailed programme of work, ensuring that this is consistent with 
the audit needs of the organisation as identified in the assurance 
framework 

 Considering the major findings of internal audit work (and the 
management’s response), and ensuring co-ordination between the 
internal and external auditors to optimise the use of audit resources 

 Monitoring the effectiveness of internal audit and carrying out an 
annual review. 

 

10.1.3     External audit  
The Committee shall review and monitor the external auditors’ 
independence and objectivity and the effectiveness of the audit process.   
In particular, the Committee will review the work and findings of the 
external auditors and consider the implications and management’s 
responses to their work.  This will be achieved by: 

 Considering the appointment and performance of the external 
auditors, as far as the rules governing the appointment permit (and 
make recommendations to the Board when appropriate) 

 Discussing and agreeing with the external auditors, before the audit 
commences, the nature and scope of the audit as set out in the 
annual plan. 

 Discussing with the external auditors their evaluation of audit risks 
and assessment of the organisation and the impact on the audit 
fee. 

 Reviewing all external audit reports, including the report to those 
charged with governance (before its submission to the Board) and 
any work undertaken outside the annual audit plan, together with 
the appropriateness of management responses. 
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Integrated Audit Committee terms of reference   
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 Ensuing that there is in place a clear policy for the engagement of 
external auditors to supply non-audit services. 

 
10.1.4   Other assurance functions 

The Committee shall review the findings of other significant assurance 
functions, both internal and external to the organisation, and consider the 
implications for the governance of the organisation. 

 
10.1.5   Counter fraud 

The Committee shall satisfy itself that the organisation has adequate 
arrangements in place for counter fraud and security that meet NHS 
Protect’s standards and shall review the outcomes of work in these areas. 

 
10.1.6   Management  

 The Committee shall request and review reports, evidence and assurances 
from directors and managers on the overall arrangements for governance, 
risk management and internal control. 

 
10.1.7   Financial Reporting 

The Committee shall monitor the integrity of the financial statements of the 
organisation and any formal announcements relating to its financial 
performance.   
The Committee should ensure that the systems for financial reporting to the 
governing body, including those of budgetary control, are subject to review 
as to the completeness and accuracy of the information provided. 
The Committee shall review the annual report and financial statements 
before submission to the Board, focusing particularly on: 

 the wording in the annual governance statement and other 
disclosures relevant to the terms of reference of the Committee 

 Changes in, and compliance with, accounting policies, practices 
and estimation techniques 

 Unadjusted mis-statements in the financial statements 
 Significant judgements in preparation of the financial statements 
 Significant adjustments resulting from the audit 
 Letters of representation 
 Explanation for significant variances. 
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Integrated Audit Committee terms of reference   
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10.1.8   Whistleblowing 

 The Committee shall review the effectiveness of the arrangements in place 
for allowing staff to raise (in confidence) concerns about possible 
improprieties in financial, clinical or safety matters and ensure that any such 
concerns are investigated proportionately and independently. 

  
10.2. Duties :   

10.2.1. Report to the Trust Board after each of its meetings; 
10.2.2. Report to the Trust Board annually on its work, specifically on the fitness for 

purpose of the Board Assurance Framework, the completeness and 
embeddedness of risk management, and the operation of integrated 
governance within the Trust. 

10.3. Committee papers will be published at least 5 working days before the date of the 
Committee.  Committee minutes will be produced within 5 working days. 

11. Process for Monitoring compliance with Terms of Reference 
11.1. The Committee will monitor its performance against its TOR annually. 

12. Review Date  
12.1. All Terms of Reference should be reviewed annually. 
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Appendix to Integrated Audit Committee Terms of Reference 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

 

 Frequency Individual Responsible 
BOARD ASSURANCE FRAMEWORK   
Review of the Board Assurance Framework Quarterly Director of Corporate 

Governance, Risk & Legal 
   
INTERNAL AUDIT   
Progress with Internal Audit Plan Quarterly Internal Auditors (KPMG)  
Approval of the Annual Internal Audit Plan Annually Internal Auditors (KPMG) 
   
COUNTER FRAUD   
Counter Fraud Update Quarterly Internal Auditors (KPMG) 
Approval of the Annual Counter Fraud Work 
Plan 

Annually Internal Auditors (KPMG) 

   
EXTERNAL AUDIT   
Emerging issues report Quarterly External auditors (Deloitte) 
Approval of the Annual External Audit Plan  Annually External auditors (Deloitte) 
External Audit Letter Annually External auditors (Deloitte) 
   
AUDIT REPORT & ACCOUNTS   
Verbal summary of latest financial issues Quarterly External auditors (Deloitte) 
Review of Annual Report (including Annual 
Governance Statement) 

Annually External auditors (Deloitte) 

Consider Audit Findings Report Annually External auditors (Deloitte) 
Consider the proposal to recommend Annual 
Report to the Trust Board for approval 

Annually  External auditors (Deloitte) 

Review the draft Management Representative 
Letter 

Annually External auditors (Deloitte) 

   
FINANCIAL DISCLOSURES   
Losses and Special Payments Data Quarterly Finance Director 
Single Tender Waivers Quarterly Finance Director 
Gifts, hospitality and sponsorship declarations Quarterly Trust Secretary 
   
OTHER MATTERS   
Annual Planner Annually Trust Secretary 
Charitable Funds Accounts and Annual Report Annually Finance Director 
   
POLICIES FOR REVIEW & APPROVAL   
Review of Integrated Audit Committee Terms 
of Reference 

Annually Trust Secretary 

Review of Conflicts of Interest Policy Annually Trust Secretary 
Review of Trust’s Whistleblowing Policy Annually Director of HR &OD 
Approval of Standing Orders  Annually Trust Secretary 
Approval of Scheme of Delegations Annually Finance Director 
Approval of Standing Financial Instructions Annually 

 
Finance Director 
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Report to the Board of Directors 

Board Date: 6th July 2017    Agenda item:  

 

Title of Report 
 

Medical Appraisal and Revalidation Board Report 2016-17 
 

Presented by  
 

Dr Kirti Mukherjee 

Lead Director 
 

Diana Hamilton-Fairley 

Committees or Groups 
who have considered 
this report 
 

Not Applicable 

Executive Summary 
 

The purpose of this report is : 
 

 To provide an update and assurance to the board that 
there is a fit for purpose appraisal and revalidation 
system for medical staff. 

Resource Implications 
 

None 

Risk and Assurance 
 

None 
 

Legal 
Implications/Regulatory 
Requirements 
 

Responsible Officer Regulations 

Recovery Plan 
Implication 
 

None 

Quality Impact 
Assessment 
 

None 

Recommendation 
 

The Board is requested to approve the report following which the 
Chair/CEO will be required to sign off the Designated Body Statement 
of Compliance for submission to NHS England 
 

Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
 
 

 

x    
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1. Executive Summary 

For the appraisal year 1 April 2016 – 31 March 2017, there were 298 doctors who had a prescribed 
connection with the Trust.  For this appraisal reporting year, 289 doctors (97%) had a completed 
appraisal.  Seven (2.3%) doctors had incomplete appraisals with agreed reasons, including one on 
maternity leave; two doctors (0.7%) had unapproved missed appraisals, which included one who left 
the Trust and one who was under GMC investigation.     
 

2. Purpose of the Report 
Medical revalidation is a legal requirement which applies to all licensed doctors listed on the 
General Medical Council (GMC) register.  Its purpose is to improve patient care by bringing all 
licensed doctors into a governed system that prioritises professional development and strengthens 
personal accountability. 
 
This report gives the Trust Board an annual report on completion of the annual medical appraisals 
and the number of revalidation recommendations made for the year ending 31 March 2017. 
 
The Board is asked to approve this report so that the CEO can sign the Statement of 
Compliance which is a statutory requirement. 

 
3. Background 

 
Medical Revalidation was launched in 2012 to strengthen the way that doctors are regulated, with 
the aim of improving the quality of care provided to patients, improving patient safety and increasing 
public trust and confidence in the medical system. 

 
The Trust has a statutory duty to support Dr Diana Hamilton-Fairley the Responsible Officer (RO) in 
discharging her duties under the Responsible Officer Regulations (2010 as amended in 2013) and it 
is expected that the Board will oversee compliance by: 
 
 ensuring there is a process for monitoring the frequency and quality of medical appraisals; 
 checking there are effective systems in place for monitoring the conduct and performance of 

doctors; 
 confirming that feedback from patients is sought periodically so that their views can inform the 

appraisal and revalidation process for doctors; 
 ensuring that appropriate pre-employment background checks are carried out to ensure that 

medical practitioners have qualifications, experience and knowledge of the English language 
appropriate to the work performed. 

 
4. Governance Arrangements 

All Consultants, Specialty Doctors and doctors not in a formal training programme are required to 
use the e-appraisal system currently in operation in the Trust for completion of their annual 
appraisals.  The e-appraisal system operates on a traffic light system in relation to both completion 
of the annual appraisal and the revalidation due date.  This is monitored on a daily basis by the 
Medical Director’s office to ensure that progress in meeting these deadlines is being maintained. 
 
The Human Resources Department/Medical Staffing provides the Medical Director’s office with a 
monthly list of all new non-training doctors together with a list of those non-training doctors who 
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have left the Trust.  Doctors are then added or deleted from the e-appraisal system and the GMC 
list as necessary to ensure the list of doctors with a prescribed connection to the Trust is as up to 
date as possible.  All new doctors are given information on appointment explaining the requirements 
of appraisal and revalidation and are also contacted by the Medical Director’s office and informed of 
the process for ensuring their annual appraisal (or before the end of their fixed term period with the 
Trust, whichever is the earlier) is completed. 
 
The Deputy RO and/or Senior Medical Appraiser provided a series of sessions (5 in the year) to 
inform all new non-training doctors on the requirements for medical appraisal and revalidation.  
These sessions have been very well attended. 
 
The RO, in conjunction with the Deputy RO and Senior Medical Appraiser, is responsible for 
reviewing all appraisals submitted by the appraisers for review and for making recommendations to 
the GMC for revalidation and  renewal of a doctor’s licence to practise. 
 
The Medical Revalidation Governance Group was formed in December 2014.  The main aim of this 
Group is to discuss all revalidation submissions to ensure that a consistent approach is taken in 
relation to all revalidation submissions made by the RO.  This Group currently meets monthly; 
however, this may meet less frequently depending on the number of recommendations that are 
required.  A non-executive director is part of this Group and undertakes a random audit of the 
appraisals of doctors due to have a revalidation recommendation to provide assurance on the 
process. 

 
5. Policy and Guidance 

The Trust has a Medical Appraisal and Revalidation Policy and a Remediation of Medical Staff 
Policy and Procedure.  These are updated regularly to ensure all recent amendments to the RO 
regulations and guidance are included. 

 
6. Medical Appraisal 

(i) Appraisal and Revalidation Performance Data 
 As on 31 March 2017 there were 298 non-training doctors who had a prescribed 

connection with the Trust 
 289 non-training doctors had completed their appraisal for the reporting period 1 April 

2016 to 31 March 2017. This equates to an overall 97% compliance. 
 
 

No. of doctors with a 
prescribed connection 
with the Trust 

Number and percentage of 
completed appraisals for MFT 

Consultants 
 

170 166 (94%) 

Specialty Doctors 
 

62 62 (100%) 

Trust Doctors and Locums 55 50(91%) 
 

Other doctors with a 
prescribed connection  

11 11 (100%) 

TOTAL 
 

298 289 (97%) 
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Approved Missed or Incomplete Appraisals 

 
7 doctors were reported as approved missed or incomplete appraisals out of which: 
 
3 were Consultants: 

 1 appraisal relates to a doctor on maternity leave. 
 2 appraisees had an approved incomplete or missed appraisal with agreed reasons. 
 

4 were Trust grade Doctors: 
 4 appraisees had an approved incomplete or missed appraisal with agreed reasons. 
 

 
Unapproved Missed or Incomplete Appraisals 
 

2 doctors were reported as having unapproved missed or incomplete appraisals: 
 1 doctor left the Trust before completing appraisal. 
 1 doctor was undertaking GMC assessment (under GMC investigation).   

 
 

(ii) Appraisers 
The Trust currently has 73 medical appraisers who have undertaken the approved appraisal 
training for enhanced medical appraisals. This number includes fifteen new doctors who 
were trained and appointed as appraisers in September 2016. Three Appraiser refresher 
sessions took place from September 2016 to January 2017; all Appraisers were required to 
attend one of these sessions facilitated by the external training provider Tle Miad.  

 
 

(iii) 360 Multi Source Feedback  
 

360 multi-source feedback (MSF) is a core component of appraisal for feedback on a 
doctor’s performance which can help in effective development of personal, team and service 
practice; the Trust has a programme with an external provider to ensure that all non-training 
doctors undertake a 360 MSF with both patients and colleagues to support their appraisal 
and revalidation. This must be undertaken at least once on a 5 year revalidation cycle and 
must be within 3 years of the revalidation date. The Trust sets a minimum requirement of 15 
responses for each MSF undertaken, which are anonymous and aggregated and any 
comments made are non-attributable. Colleague feedback reports are available for roles 
which include: Doctor as Clinician, Doctor as Educator, Doctor as appraiser and Doctor as 
Medical Manager.  The responses are collated by our external provider and the 360 report is 
analysed against a national mean standard. Once received, the report is uploaded as 
supporting information on e-appraisal.  The doctor is asked to reflect on the results and if 
necessary, have a Personal Development Plan based on 360 multisource feedback. All MSF 
reports are reviewed, upon which the appraiser and/or RO can request MSF to be repeated 
if deemed necessary. 
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(iv) Quality Assurance 
Our e-appraisal system now incorporates an appraisee checklist of all supporting evidence 
covering the whole scope of practice.  This must be completed before the appraisee can 
submit the appraisal to the Appraiser.  In addition the Appraiser must complete the Appraiser 
checklist before submission to the RO for review.  This reduces the occasions when the RO 
or Senior Medical Appraiser has to refer back an appraisal due to missing or incomplete 
supporting evidence.   
 
From July 2016, the GMC requires that all doctors who undertake a recognised educational 
role (educational supervisors and clinical supervisors), must provide evidence as part of the 
appraisal process, of their ongoing professional development against the seven domains 
agreed by the GMC and Academy of Medical Educators “Framework for Supervisors” 
(2010).  This has now been incorporated into our e-appraisal system. 

 
Appraisers are required to check compliance against the previous year’s PDP and agree a 
new PDP with the appraisee. The appraiser then completes the appraisal summary and 
appraisal output declarations before submitting the appraisal electronically to the RO for 
review. 

 
To provide assurance on the quality of the appraisals, the Deputy RO and Senior Appraiser 
review all appraisal forms with all supporting evidence and if any evidence is deemed 
missing or incomplete, the appraisal is referred back for correction and re-submission.   
 
To enhance the level of assurance and provide evidence which challenges the system or the 
decision-making, all designated bodies are required to undergo a process to validate the 
status of their revalidation systems at least once in every 5-year revalidation cycle.  This may 
be carried out by audits commissioned by the designated body, their regulators, peers or 
higher-level RO. NHS England last undertook an audit of the Trust’s appraisal and 
revalidation process with particular emphasis on the core standards of the Framework of 
Quality Assurance in October 2014. 
 
The Trust Clinical Directors, and a number of Senior Clinicians and Managers attended 
specialist training as Case Investigators and Case Managers during the year. There are now 
20 trained Case Investigators and 11 trained Case Managers. The intention is to manage 
cases locally whenever possible. 
 
The Revalidation Governance Group, chaired by the Responsible officer, continues to meet 
every month with a Non-executive Director as a member of the group. Work to ensure there 
is a robust incident reporting process to support the RO in making revalidation 
recommendations continues, although challenges around this process continue.  However, 
this is an area of development that many other Trusts continue to experience. 

 
 
(v) Access, security and confidentiality 

All non-training doctors are required to use the e-appraisal system as their appraisal 
portfolio.  All doctors have their individual login and password to access the system and only 
the appraiser and RO and Revalidation team can view the appraisal record and documents.  
The doctors are informed who can view the appraisal folders.  The doctors themselves can 
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then choose who else they may wish to share their appraisal folder with once this has been 
reviewed by the RO i.e. private organisations for which they undertake clinical work. 
 

 
(vi) Clinical Governance 

It is recognised that the Trust needs to improve the access of clinical data for individual 
doctors to support the appraisal process.  The RO/Deputy RO and Senior Appraiser 
continue to liaise with our Governance Data Analyst, Complaints and Datix team to ensure 
that individual doctors have access to clinical incidents, complaints and their individual 
activity data to support the appraisal process.  The Healthcare Evaluation Data (HED) 
system is used to provide an overview of individual consultant performance, the local 
specialty peer performance and the national specialty peer performance. 
  

 
7. Revalidation Recommendations 

For the year ending 31 March 2017 there were 14 doctors due to revalidate.   
           The recommendations made were as follows:- 

                          
   Recommendation Type  
11 Revalidate – positive recommendation  
4* Defer – Insufficient evidence for a recommendation to revalidate 

*1 was subsequently revalidated during the reporting year after 
submitting required evidence (included in 11 positive 
recommendations)  
 

 

3 On Hold  - pending an investigation by the GMC  
0 Missed or late recommendations  

 
 

8. Recruitment and engagement background checks 
A Standing Operating Procedure (SOP) with the Human Resources Department is in place to 
ensure that all the necessary pre and post-employment checks have been undertaken for all 
doctors.  This also applies to NHS locum appointments, Bank and temporary agency locum 
appointments.  Where relevant, Medical Practice Information Transfer (MPIT) forms are used for all 
incoming non training doctors for RO to RO transfer of information.  

 
9. Responding to Concerns and Remediation 

There is a Remediation of Medical Staff Policy which is available on the Hospital Intranet.  This was 
updated in January 2015. Any concerns raised are discussed to the Decision Making Group (DMG).  

 
10. Risk and Issues 

The lack of a centralised reporting system around complaints within the Trust excludes the reporting 
of individual doctors to support the Revalidation and Appraisal process. 
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11. Improvements and Next Steps 
 
Improvements made since last annual report include:- 
 

 E-appraisal software continues to develop to further improve the quality of appraisal 
evidence. 

 E-Appraisal and Appraiser Quality feedback questionnaire function added to E-appraisal 
software to provide assurance on appraisal outputs, feedback to the individual appraiser and 
to provide evidence for appraiser development. 

 Easy access links to supporting documentation for doctors available via Hospital Intranet – 
continues to be reviewed, amended and updated accordingly.  

 Appraisals were moved forward to ensure mimimal appraisals were scheduled for February 
and March (unless there are exceptional circumstances), which improved compliance rates. 

 A process to request a postponement of an appraisal has been established to support GMC 
guidance.  

 Quarterly meetings with the GMC Liaison Officer/Medical Director (RO) and Deputy RO to 
discuss and update on all on-going GMC complaints and disciplinary issues continue. 

 NHS England RO Training Event May 2016 in Birmingham attended by RO, Deputy RO, 
Senior Appraisal Lead and Medical Revalidation Advisor. 

 External refresher training sessions delivered for appraisers in 3 sessions. 
 External New Appraiser training sessions delivered to 15 newly appointed appraisers in Sept 

2016. 
 SAS grade doctors trained and appointed as Medical Appraisers for the first time in 2016-17.   
 Appraisal information workshops for non-training Trust Doctors scheduled bi-monthly during 

the year. 
 Coaching sessions continue for individual doctors regarding the appraisal process and 

system. 
 E-appraisal software (myl2p) Customer Day attended in Birmingham in July 2016. 

 
Next Steps 
 

 The Trust continues to seek an effective method to be able to provide clinical data around 
complaints of clinical performance to the individual clinician to ensure a robust appraisal 
system. This should be available to be incorporated into the appraisal system to support the 
Revalidation and Appraisal process. 

 Incorporation of the Medical Compact.  
 360 MSF function to be purchased and incorporated within the E-appraisal software to assist 

with appraisal evidence and revalidation recommendations.  
 

 
12. Recommendations 

The Board is asked to approve this report and for the Chairman/CEO to sign off the Statement of 
Compliance confirming that the Trust, as a Designated Body, is in compliance with the regulation. 
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Appendix 1: Annual Organisation Audit (AOA) End of Year Questionnaire 2015-16 
 

Medway NHS 
Foundation Trust_Aoa_2016-17.pdf 
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Key Issues Report- Quality Assurance Committee  
  

1 

  From a meeting of Quality Assurance Committee held on 23 Jun 17 
 

Report to: Trust Board Date of meeting: 
23 Jun 17 

 

 
Presented by: 

 
Ewan Carmichael,  Chair 
Quality Assurance 
Committee 

 
Prepared by: 

 
Ewan Carmichael Non-
Executive Director 

    

 
Matters for 
escalation 

  Despite shifting the date of QAC to improve the sequencing of 
meetings and ease the turnaround of reports, QAC still suffers 
from a sub-optimal (invalidated) IQPR. 

 The Trust must note its position with regard to the C.Diff 
trajectory. 

 (Escalated from QIG): 
o The CQC Improvement Plan (and its BRAG rating) has 

been reappraised and adjusted.  Some of the actions 
require more evidence prior to closure/sign off. 

o The Trust is not always compliant in the administration 
(management, not giving) of controlled drugs.  This 
requires rapid action by the Medicines Management 
Group. 

 Board sub-committees should be aware of their inter-
relationships (e.g. quality impacts arising from matters 
considered by the Audit Committee, and clinical impacts of IT). 

   
 
 

Other matters 
considered by 

the group: 

  Directorate Report by Coordinated Surgical Care. 
 IT Report on nationwide hacking – MFT was not affected 
 IQPR:  

o Performance and Flow – Improving. 
o HSMR – Stable at 100.8. 

 Patient Safety Group. 
 NRLS. 
 Quality Account – Auditors’ points noted. 
 Dementia.  Encouraging work by the small team, but its capacity 

is limited and follow-up actions are not always coherent. 
 Quality Risks.  Some of the reports show good evidence of 

review and of being updated, while others appear not to have 
been addressed since 2016. Assurance provided by directorates 
that review is being undertaken. 

 Programme of Work: next month, in addition to its standing 
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agenda items, QAC will receive an update on Breast Screening 
space, CQC Improvement Plan, Discharges and Contamination 
of ED blood Culture Samples (potentially double the national 
average). 

 
 

Key decisions 
made/ actions 

identified: 

  IQPR – validated report to next QAC 
 Focus on infection control to prevent breach of C.Diff target. 

 
 

Risks:   Risk of breaching C.Diff trajectory. 
 Poor adherence to processes for the management of controlled 

drugs. 
 
 

Assurance:  NLRS shows a strong improvement in incident reporting 

 

 Page 445 of 452.



Key Issues Report 
 

16 2017.07.06 qac key issues report-23 jun 17 

Attendance Log: shade out dates when member was not in post/not a member.  Put x for any meetings missed regardless of reason and 
use  to mark attendance.  Only members (as laid out in the terms of reference) need to be included – not attendees. 

Name and Job Title of Member 

A
pr
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ay

 

Ju
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Ju
l 
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ug

 

Se
pt

 

O
ct

 

N
ov

 

D
ec

 

Ja
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Fe
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Insert name and job title            

Ewan Carmichael, NED & Chair            

Vivien Bouttell, Governor Representative             

Lesley Dwyer, Chief Executive    x         

Diana Hamilton-Fairley, Medical Director             

Martin Nagler, Patient Representative             

Karen Rule, Director of Nursing             

Jan Stephens, NED            

Jon Billings, NED            
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17 2017.07.06 board fin comm summary kir 20170629 

1 

From a meeting of Finance Committee held on 29/06/2017 
 

Report to: Board of Directors Date of meeting: 06/07/2017 
 
Presented by: 

 
Tony Moore Chair Finance 
Committee 

 
Prepared by: 

 
Tracey Cotterill, Director 
of Finance 

 
 

Matters for 
escalation 

 1. The standard reporting pack was reviewed and the risks relating 
to income were discussed pending further analysis currently 
being carried out; 

2. The Finance Committee received reports on a number of key 
financial matters.  

a. Financial position YTD and Forecast Outturn  
b. CIP progress  
c. Contract performance including update on the contract 

workplan  
d. STP financial position  

3. The Finance Committee considered the income risks at length 
and discussed the longer term prospects of financial recovery. A 
report will be prepared for the next committee to give a progress 
update on the income recognition work, and assurance regarding 
the comprehensiveness of income billing.  

4. It was noted that the plan for CIPs is not in line with likely delivery 
causing a YTD variance - a new schedule will be introduced to 
show quarterly forecast vs. plan to give assurance; 

5. The Finance Committee also felt it would be useful to have a 
Board Development Session on Carter. 

 
 
 

Other matters 
considered by 

the group: 

 1. Month 2 performance as reported to NHSI 
2. Use of the 16/17 Reference Cost Data to inform service line 

efficiency 
3. CIP performance  
4. Contract performance 
5. STP finance update 
6. Business Cases 

a. ED – assurance received over ongoing project 
management 
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b. North Kent Pathology Service update 
7. Board Assurance Framework – all risks had been updated prior 

to the meeting 
 

 
Key decisions 
made/ actions 

identified: 

 1. Approved changes proposed to the North Kent Pathology 
Service Business Case  

2. Recognising that the Improvement team are still engaged with 
ED performance, to progress Carter work using the JPMO. 

 
 

Risks:  The Income plan contains some risk which relates to the contract work 
plan, and similar variances with other commissioners. This risk will be 
assessed further with the benefit of a full quarters data. 
The Finance section of the Board Assurance Framework was 
considered. All risks apart were considered by the Committee under the 
agenda.  

 
 

Assurance:  Assurance was provided on; 
1. The income recognition process, and work undertaken to identify 

opportunities 
2. Progress with service line efficiency data to support the CIP 

programme going forward. 
3. Risk identification and risk management under the Board 

Assurance Framework  
4. ED project governance  
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1 

From a meeting of Integrated Audit Committee held on 19/06/2017 
 

Report to: Board of Directors Date of meeting: 06/07/2017 
 
Presented by: 

 
Mark Spragg. Chair 
Integrated Audit Committee 

 
Prepared by: 

 
Tracey Cotterill. Director 
of Finance & Bus Svcs 

 
 

Matters for 
escalation 

 1. Terms of Reference – it was agreed that there needs to be an 
overarching review of the ToRs for the committees to ensure all 
relevant matters are considered in the appropriate committee.  
This review will form part of the Well Led Review 

2. Health & Safety Audit. The action plan to mitigate the risks 
identified in the Health & Safety Audit was reviewed.  The plan 
appears detailed and comprehensive.  There was discussion to 
ascertain whether sufficient resources were available to enable 
essential/high risk work to be completed expeditiously. There 
was also discussion regarding the leadership engagement to 
ensure that H&S is seen as a priority. 

 
 

Other matters 
considered by 

the group: 

 1. The Internal Audit plan was considered and agreed. There was 
consideration of the number of days allocated and the internal 
auditors confirmed they felt there were sufficient days to enable 
them to carry out necessary audits and provide assurance to the 
committee. 

2. The Local Counter Fraud Services Plan was considered and 
agreed. 

3. Internal Audit Reports were presented and discussed. 
4. Final Report from the external auditors on the 2016/17 Audit was 

discussed.  The only change being tense. 
5. The costing collection process was presented and approved 
6. The single tender waivers report was presented for information. 

Further graphical analysis has been provided to give more 
information regarding the type of spend under STW and the 
percent in relation to non-pay in the period. 

7. Losses & Special Payments for 2016/17 were presented 
8. The cessation of NHS Protect and the alternative arrangements 

were discussed. 
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9. The quarterly declaration of gifts and hospitality was presented. 
10. The cycle of business was presented and agreed. 

 
 

Key decisions 
made/ actions 

identified: 

 1. Approved the Internal Audit Plan  
2. Approved the LCFS plan 
3. Approved the costing collection process 

 
 

Risks:  The risks associated with all items on the agenda were considered, and 
in particular the risks relating to H&S.  

 
 

Assurance:  Assurance was provided on; 
1. H&S Plan to mitigate risks identified within the audit 
2. Suitable arrangements following the demise of NHS Protect  
3. Expenditure on waivers is being appropriately managed and 

controlled to minimize risk of fraud. 
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