
Agenda 

Public Trust Board Meeting – 29 March 2023 

Public Trust Board Meeting  
Wednesday, 29 March 2023 at 12:30 – 15:30 in the Trust Boardroom and via MS TEAMS 

Item Subject Presenter Page Time Action 
Opening Matters 

1. Chair’s Welcome, introduction and 
Apologies 

Chair 

Verbal 

 12:30 

Note 

2. Quorum Verbal Note 

3. Declarations of Interest Verbal Note 

4. Minutes of the last meeting held on 01 
February 2023, and matters arising/actions 3 Approve 

5. Chief executive update Chief Executive 
Officer 15  12:45 Assurance 

Patient and Staff Experience 

6. Patient Story Presentation (Maternity) 

Associate 
Director of 
Patient 
Experience 

19 12:50 Note 

7. Council of Governors Update Lead Governor Verbal 13:10 Note 
Wellbeing Break 

Assurance Items 

8. 

Committee updates: 
• Quality and Assurance -

February 2023 - paper
March 2023 – verbal

• Finance, Planning and 
Performance – March 23, inc of 
Finance Report Month 10

• People – March 2023 (verbal)

Lead Executive 
and NED Chair 
of each 
Committee 

QAC 
27 

FPPC 
34 

13:15 Assurance 

9. 
Board Assurance Framework 
(full BAF separate to PDF paper pack) 

Director of 
Integrated 
Governance, 
Quality and 
Patient Safety 

39 13:30 Assurance 

10.  

Maternity Papers 
• Digital Framework
• Perinatal Quality Surveillance

Quarterly report 
• Maternity Transformation and 

Quality Improvement Update

Director of 
Midwifery 

45 
67 

121 

13:40 Assurance 

Wellbeing Break 
 
Escalation or Decision Items 
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11.  
• Draft Annual Accounts trajectories
• Delegation of Amendments to Audit

Chair 
Chief Financial 
Officer 

137 13:50 Approve 

12.  Draft Annual Operating Plan 23/24 141 14:00 Approve 

13.  Digital Clinical Capacity Bed Management 
(tele-tracking) approval 165 14:20 Approve 

14.  Harvey Ward Business Case (ratification) 289 14:30 Approve 

15.  Integrated Quality performance Report 
COO, CNO, 
CMO, CFO, 
CPO 

293 14:40 Approve 

Closing Matters 
16.  Questions from the public Chair Verbal 15:10 

17.  Any other business Chair Verbal 15:20 Note 

18.  Board review of meeting 

19.  Date and time of next meeting: 10 May 2023 – Formal Board 
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Minutes of the Trust Board PUBLIC Meeting 
Wednesday, 01 February 2023, 12:30-15:30 

Hybrid Meeting with TEAMS and Exec Meeting Room (Gundulf) 

Members Name Job Title 
Voting: Jo Palmer Trust Chair 

Adrian Ward Non-Executive Director 

Alison Davis Chief Medical Officer 

Annyes Laheurte Non-Executive Director 

Jayne Black Chief Executive 

Leon Hinton Chief People Officer 

Gavin MacDonald Chief Operating Officer (Interim) 

Mark Spragg Non-Executive Director 

Evonne Hunt Chief Nursing Officer 

Alan Davies Chief Financial Officer 

Paulette Lewis Non-Executive Director 

Sue Mackenzie Non-Executive Director 

Non-Voting: Glynis Alexander Director of Communications and Engagement 

Jenny Chong Associate Non-Executive Director 

Rama Thirunamachandran Academic Non-Executive Director 

Attendees: David Brake Lead Governor 

Emma Tench Assistant Company Secretary (Minutes) 

Matt Capper Company Secretary (Interim) 

Nikki Lewis Associate Director of Patient Experience 

Amelia Lythgoe Dietitian 

Anan Shetty Governor 

Angela Harrison Governor 

John Wright Governor 

Adrian Parsons Governor 

Vanessa Page Staff Governor 

Jignesh Patel Governor 

Adebayo Da-Costa Staff Governor 

Apologies: Alison Davis Chief Medical Officer 

Minutes 
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Opening Matters 
 

1. Chair’s Welcome and Apologies 
The Chair welcomed all present and apologies were given as listed above.  
  

2. Quorum 
The meeting was confirmed to be quorate. 
 

3. Declarations of Interest 
            There were no conflicts of interest declared in relation to items on the agenda 

 
4. Minutes of the previous meeting and matters arising/actions 

 The minutes of the last meeting, held on 15 December 2022 were reviewed by the Board.  The 
minutes were APPROVED as a true and accurate record.   
 Action log: reviewed and updated. 
   

5. Chairs Introduction and Update  
The Chair welcomed all to the Public Trust Board. 
 

6. Chief Executive Update 
 Jayne Black, Chief Executive highlighted the following from her update: 

a) Proud to be at the centre of our community and throughout 2022 our hard-working colleagues 
continued to serve the residents of Medway and Swale with great professionalism and 
compassion. I would like to thank all our staff for their outstanding commitment to providing care 
of the highest quality to our patients.  

b) It was an extremely busy year at the Trust, and during the year we provided 553,000 outpatient 
appointments, 87,000 inpatient admissions, cared for more than 144,000 patients in our 
Emergency Department, performed more than 3.8 million scans and delivered more than 
4,600 babies.  

c) Thank you to our community for their ongoing support; thank you to patients and visitors for 
helping us to keep our hospital safe by following infection control measures on our site, for 
understanding when we had to make the difficult decision to bring in visiting restrictions, and for 
being patient when at times the waits for care were longer than any of us would have liked.  

d) We have experienced significant demand for our services and challenges with discharging 
medically fit patients, plus an increase in the number of patients with flu, COVID-19 and other 
respiratory conditions.  This led to us taking the very difficult decision to declare a Critical 
Incident at the end of last year. Thanks to the incredible efforts of staff we were able to stand 
this down quickly. I would like to thank patients, who had appointments cancelled, for their 
understanding during this very challenging time. 

e) In recent weeks the Trust has been the focus of media coverage relating to long patient waits 
and incidences where patient care has not been to the level we would wish to provide. I would 
like to apologise to any patients who have received care that is not to our usual standard. 
Patient safety is always paramount and where we have provided care to a lesser standard, no 
matter what the extenuating circumstances, we will learn from these patient experiences. Our 
patients have every right to expect the highest level of care, and our staff are working hard to 
provide that. I would ask our community to continue to support us by choosing the most 
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appropriate location for their care, ensuring that we can keep the Emergency Department free 
for our most acutely unwell patients.  

f) I’m delighted to say that the Sheppey Frailty Unit is now beginning to care for patients closer to 
their homes. We have used vacant space in Sheppey Community Hospital, to create a frailty 
unit, primarily for patients living in Swale. The unit is staffed by a clinical and support team 
employed by the Trust. Most patients who live in Medway and need care within a specialised 
frailty setting will continue to be looked after at Medway Maritime Hospital. Creating beds in 
Sheppey also helps us to free up capacity within Medway enabling us to allocate further beds 
for planned operations and treatment.  

g) The next wave of Patient First within the coming weeks; with a focus on increasing numbers of 
discharges to take place before noon. In response to feedback from the first wave, we are 
taking a different approach to the training and coaching that needs to be undertaken in 
preparation for using Patient First. We have recognised that classroom-based sessions can be 
difficult to coordinate and commit to, so this time we will be offering a more condensed package 
that comprises fewer classroom sessions and introduces digital learning that can be accessed 
in a more flexible way.  

h) We are confident this will make the experience easier for all and it will of course mean more 
teams can get on board more quickly, so Patient First will roll out at a faster pace across the 
Trust than we originally planned. This is an exciting time and I look forward to welcoming our 
new cohorts. 

i) At the end of December, we began caring for patients in our new and improved Keats Ward, 
which has undergone a £1.4million makeover. The 26-bedded ward provides a clinically suitable 
and comfortable environment for patients to receive acute inpatient care and treatment. The 
staff working on the ward also benefit from a modern, clean and organised workspace to deliver 
the best of care to patients, as well as a designated well-equipped staff area for colleagues to 
enjoy refreshments during break times and rest periods during busy shifts. 

j) A new patient safety initiative to help prevent the clinical deterioration of patients on wards, has 
been launched by the Trust. Call 4 Concern (C4C) enables inpatients staying at the hospital and 
their friends and family, to call a dedicated number 24/7 for immediate help and advice, directly 
from a member of the Trust’s Acute Response Team, if they still have ongoing concerns about a 
patient’s changing condition despite raising their concerns with the nurse in charge or doctor. A 
note of the C4C intervention will then be logged in the patient’s notes summarising the concern 
raised and any actions taken. Call 4 Concern is another layer of reassurance for our patients 
and their families and shows our commitment to providing safe, compassionate and joined up 
care.  

k) A public consultation was held last year on plans to provide a safe and sustainable vascular 
service across Medway, east Kent and Maidstone in the medium term. The feedback from the 
public consultation showed a clear mandate for change and broad support for a single vascular 
inpatient centre at Kent and Canterbury Hospital in Canterbury. Those plans have now been 
approved by NHS commissioners, provider trusts and Kent and Medway’s joint health scrutiny 
committee which means all vascular surgery requiring an overnight stay in hospital will move to 
Kent and Canterbury Hospital early next year. Day surgery will continue here at Medway and 
also at Kent and Canterbury Hospital. Outpatient appointments and diagnostic tests will 
continue here at Medway as well as hospitals in Ashford, Canterbury, Margate, and Maidstone.  

l) Last month the Care Quality Commission (CQC) published the results of the Maternity Survey 
for 2022. Medway is one of 65 organisations that took part in the annual survey. It captures the 

Page 5 of 340



 

Trust Board - Public – Minutes 01 February 2023 
 

views of people who gave birth during February 2022 and asks about all aspects of their 
maternity care experience from the first time they saw a clinician or midwife, during labour and 
birth, through to the care provided at home in the weeks following the arrival of their baby. The 
Trust has improved in 12 areas in comparison to the previous year. Results showed that our 
positive response rate was better than the national average in 22 areas and that we’d stayed 
the same in 10 areas compared to the 2021 results. Our maternity services team is currently 
working through an action plan to address some of the areas where the Trust didn’t score as 
highly as it would have liked. Thank you to the team for their continuing commitment to 
providing a safe and caring environment for everyone who accesses our maternity services. 

John Wright, Governor, commented on the delay of the frailty unit at Sheppey, stressing timelines 
should be adhered to.  
Jayne Black confirmed delays were due to estate issues, that are all now resolved.  

 
Patient and Staff Experience 
 

7. Clinical Presentation – Hydration and Nutrition 
Amelia Lythgoe, Dietician, highlighted key points from the Hydration and Nutrition presentation: 

• To note that the steering group work was paused during the long period of business continuity  
• Actions and countermeasures remain static since November, however  work has commenced 

on the trial for NGPOD (handheld bedside test of pH) 
• Weekly MUST scores and compliance with Protected mealtimes have improved in the last 

reporting period based on the documented audits  
• MUST scores on admission and care plan actions / interventions are static 
• A training needs analysis is required for all grades of clinical staff. Work is to commence with 

the newly appointed Deputy Chief Medical Officer (DCMO) to provide a work plan to resolve 
training and competency 

• Risks include prolonged business continuity and housekeeping staff issues  
 

a) Mark Spragg requested reassurance of training on the new NGPOD machines.  
Amelia Lythgoe advised training continues to be carried out. The new device has a sensor to 
ensure the correct location of the tube. The device is more costly than other pH testing but more 
accurate. 

 
b) Gavin Macdonald asked if there is provision for hot food and snacks, outside of meal times, for 

patients.   
Amelia Lythgoe confirmed patients are able to access hot meals and snacks, this is indicated on 
the patient menus. 

 
c) Jayne Black confirmed the impact on Hydration and Nutrition will be taken into account when 

considering the next round of Winter Planning; also what impact Business Continuity has on the 
department. 
 
The Chair thanked Amelia Lythgoe and the team for their care to patients, and the presentation. 
 

8. Council of Governors Update 
 David Brake updated the Board on Governor Engagement  
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• December 2022 – a discussion about strategies and Winter Planning with members of the 
MFT Directors and Exec Team. 

• December 2022 – Governors involved in the judging of the Christmas decoration 
competition. 

• December 2022 - Governors visited the new Frailty unit site in Sheppey. Comments were 
positive 

• December 2022 and January 2023 - Governors have been attending engagement stands 
on site and in the community. Comments have been positive 

• Upcoming events – Medway Year of Listening - supporting cancer services.   
 

Assurance Items 
 

9. Committee Updates 
 

9.1 Quality and Assurance Committee Update 
Paulette Lewis, Non-Executive Director, highlighted key points from the assurance report. 
The Board discussed matters from Quality and Assurance Committee (QAC) that have been 
escalated to the Board: 

a) 8X8 abandoned calls – Evonne Hunt advised Michael Beckett, IT Director, is leading on this with 
Alison Davies, Chief Medical Officer, investigating why calls are not answered, exploratory work 
underway. Will provide further assurance.  
ACTION TB/001/2023: Update on abandoned 8X8 calls to be updated at the next Board meeting. 

b) Timely production of Integrated Quality Performance Report (IQPR) - Jayne Black confirmed a 
meeting with Business Intelligence (BI) has been set for Tuesday, 7 February 2023. 
ACTION TB/002/2023: Update on meeting with BI to be cascaded at the next Board meeting 

c) Increase to HSMR and SHIMI analysis – Jeremy Davis, Deputy Chief Medical Officer, advised 
the issues fall into two areas; the continuation of maximising patient safety, and how coding is 
recorded. 
ACTION TB/003/2023: Issues with data recording to be updated at the next Board meeting. 

d) HSE notice – Jo Palmer advised this should be circulated to al Board members.  Dan Rennie-
Hale, Director of Integrated Governance, Quality & Patient Safety, is currently working on issues 
highlighted from the Health and Safety notice, escalation to remain with QAC. 

e) Timeliness of Reporting of Injuries, Diseases and Dangerous Occurrences Report (RIDDOR) and 
Sharps notice – Jo Palmer commented sufficient time is needed to work through these issues 
and should remain at QAC.  

f) Backlog of Subject Access Request (SARS) and Freedom on Information (FOI) - Evonne Hunt, 
Chief Nursing Officer, confirmed this is being reviewed by the Chief Medical Officer. Escalation 
to remain with QAC. 

g) Potential CQC visit – Jayne Black confirmed work to be refreshed on plans, as on ongoing 
process, and not only working towards a visit. 
ACTION TB/004/2023: Preparatory work to be discussed with Execs with updates at the next 
Board meeting. 

h) Data issue for whole Trust – Jayne Black confirmed a steering group is in place that will feed 
through to QAC. 
ACTION TB/005/2023: Steering group reviewing whole Trust data to feed through to QAC and 
cascade to Board. 
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Mark Spragg, Non-Executive Director asked if the Director of Integrated Governance, Quality & Patient 
Safety, had sight and review of the risks on the Risk Register dating back to 2019.  
Evonne Hunt confirmed the Director of Integrated Governance, Quality & Patient Safety is reviewing  
individual risks; moving from Risk Assured to Datix; linked to risk strategy work. 

 
9.2 Finance, Planning and Performance Committee Update 

Annyes Laheurte, Non-Executive Director, highlighted key points from the assurance report.  
 

10. Annual Business Plan Development Update (2022/2023) 
Alan Davies, Chief Financial Officer, presented the report. 
The Trust issued its internal planning guidance in September 2022, with a deadline for draft 
plans of 16 December 2022.  Owing to operational pressures across the trust few of these plans 
have currently been received; the Chief Financial Officer (CFO) is following up with each 
division/directorate to provide these ahead of the March 2023 deadline. 
The executive team and their deputies have been asked to review the business plans upon 
receipt, with the Trust Management Board to be used for these to be presented by the divisions 
and feedback given. 
National guidance has been released, with clarity provided on the national operating priorities 
for 2023/24.  Signed and triangulated plans are expected via the Integrated Care Board (ICB) 
by the end of March 2023, with further details to follow on this process. 
Work continues to pull together areas of the business plan. 
 

a) Jenny Chong, Non-Executive Director, referred to the ‘Stroke services moving to Maidstone and 
Tunbridge Well Hospital (MTW) and Dartford and Gravesham NHS Trust (DVH) but the activity 
and income remaining within the budgets for MFT’, asking if funding will be requested by MTW 
and DVH. 
Alan Davies advised there is no immediate income risk as covered by the block contract, this 
will be fed into conversation with ICB for 2023/24.  Discussion with include move of vascular, 
ensuring how spare capacity is taken up by other activities.  

 
b) Jenny Chong enquired if the hospital gets paid when patients do not attend their elective 

procedure.   
Alan Davies confirmed that the hospital does not get paid, at the moment the hospital is paid via 
a block contract, the move towards Payment by Results (PBR) for elective procedures could 
impact our finances. The income plan with have adjusted assumptions for next year.  
 

c) Jayne Black informed the Board the PBR will be a great opportunity for the hospital to improve 
productivity.  The Hospital has been approached by NHSE to be part of national outpatient 
reviews.  
 

d) Rama Thirunamachandran, Academic Non-Executive Director, enquired if there was any other 
similar size Trust for comparison of cost base activities.  
Alan Davies confirmed the hospital is benchmarked against other Trusts, from an efficiencies/ 
productivity perspective, with national and regional indicators. This is reported to the Finance, 
Planning and Performance Committee.  
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Board members APPROVED the delegation of a sub-group to approval submission of the 
Annual Business Plan to the ICB. 
ACTION TB/006/2023: Approval of submission to ICB to be completed by a quorate sub-group  

 
Escalation or Decision Items 

 
11. Finance Report 

Alan Davis, Chief Financial Officer, presented the report. 
The Trust reports a £2.2m deficit for month 9, this being £2.1m adverse to the final plan 
submitted to NHSE, and £12.6m adverse year to date (YTD). The underlying run rate has 
reduced by £2.0m which is mainly due to the previous month including the adverse impact of 
£0.7m for goods received not invoiced (GRNI) and credit note adjustments; in month 9 
favourable movements include additional income from NHSE £0.6m for Elective Recovery Fund 
(ERF) activity, income for Sheppey Ward £0.2m, reduced independent sector costs £0.3m and 
a reduction on pay costs of £0.5m. 
The Trust continues to work with system partners to agree a revised forecast position. 
 
 The Board RATIFED the financial position for (YTD), having been approved at the FPP 
Committee in January 2023. 
 

12. Integrated Quality Performance Report 
 
Systems and Partnerships 
Gavin MacDonald, interim Chief Operations Officer, presented the System and Partnerships 
IQPR, highlighting key features of Access and Emergency Care. 
 
Patients 
Evonne Hunt, Chief Nursing Officer, presented the Patient IQPR, highlighting key features of 
Experience.   
 

a) Paulette Lewis referred to the backlog of complaints, and enquired how this was being reviewed. 
Evonne Hunt confirmed the Governance Team are implementing controls for timelines and 
reducing backlog.  The organisation are adopting processes to phone families directly.  
The quality of response has improved with lower amount of complaints being reopened.  
 

b) Paulette Lewis asked what is being done to address reports of mothers being left alone in 
maternity. 
Evonne Hunt advised the Chief Medical Officer and Director of Midwifery are addressing the 
issues, talking directly to mothers, with plans to incorporate maternity support workers.  A 
maternity safe staffing review has been carried out. Updates will come to QAC. 
Paulette Lewis commented the capacity for effectiveness of the maternity support worker needs 
to be considered. 
 

c) Jenny Chong enquired if pressure ulcers are classified month on month, is there a risk of double 
counting patients. 
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Evonne Hunt advised patients are categorised at the point of the diagnosis and not recounted, 
unless the category level deteriorates. 
 

d) Paulette Lewis commented on an increase in mixed sex wards, and how this was being 
addressed. 
Evonne Hunt advised this was being reviewed by the Planned Care Director of Nursing, reviewing 
data validation.  There has been a challenge in how quickly bays can be ‘flipped’ to accommodate 
single sex patients. 
 
Quality 
Jeremy Davis, Deputy Chief Medical Officer, presented the Quality IQPR, highlighting key 
features of Harm and Mortality. 
 
People 
Leon Hinton, Chief People Officer, presented the People IQPR, highlighting key features of 
Workforce   
 

e) Jayne Black advised the Board, the IQPR dashboard, targets and parameters are to be reviewed 
in a meeting with Business Intelligence (BI) next week, picking up on challenges to ensure flow 
of information. 
  

f) Jenny Chong commented the new IQPR format needs to include trends and patterns, with 
information to review skills improvements. 
 

13. Audit and Risk Committee Terms of Reference 
Matt Capper, Company Secretary, advised the Board of good practice to review committee terms 
of reference annually to ensure they are still fit for purpose. The Audit and Risk Committee Terms 
of Reference were reviewed and approved at the Audit and Risk Committee held 4 December 
2022. 
 
The Board APPROVED the Audit and Risk Terms of Reference. 
 

Closing Matters 
 

14. Questions from the Public 
No questions received from the public. 
 

15. Any Other Business  
The Board were asked to note the additions of the following papers for information only: 

• Emergency Planning Resilience and Response Annual Report 
• Research and Innovation Annual Report 

 
16. Board Review of Meeting 

• The Board members approved the delegation of a sub-group to approval submission to 
the ICB of the Annual Business Plan. 
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• The Board ratified the financial position for (YTD), after being approved at the FPP 
Committee in January 2023. 

• The Board approved the Audit and Risk Terms of Reference. 
 

17. Date of next meeting: 29 March 2023 – Formal Trust Board 
  

These minutes are agreed to be a correct record of the Trust Board of Medway NHS Foundation 
Trust held on Wednesday, 01 February 2023 

 
Signed ………………………………………….. Date …………………………………              
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Board of Directors in Public
Action Log

Actions are RAG Rated as follows:

Meeting 
Date

Minute Ref / 
Action No Action Action Due 

Date Owner Current position Status

01.02.2023 TB/001/2023 Update on abandoned 8X8 calls to be updated at the next Boa  29.03.2023 CNO Issue being analysed further and taken to TMB White
01.02.2023 TB/002/2023 Update on meeting with BI, regarding IQPR, to be cascaded

at the next Board meeting
29.03.2023 CEO On Agenda 29.3.23 - update at Item 17 White

01.02.2023 TB/003/2023
Issues with data recording for HSMR and SHIMI to be updated     

29.03.2023 CMO Data quality being reviewed under Patient First 
methodoloy.

White

01.02.2023 TB/004/2023 Prepartory work to be discussed with Execs for CQC visit and 
updates to be given at the next board meeting.

29.03.2023 CEO Updated at PF on 8 March  - NEDs to take part in 
GEMBA.  Prep work underway.

White

01.02.2023 TB/005/2023 Steering group reviewing whole Trust data to feed throug to QAC 
and cascade to Board

29.03.2023 CNO Meeting held with Directors to discuss White

01.02.2023 TB/006/2023 Approval of submission of Annual Business to ICB to be completed 
by approved Board sub-group

29.03.2023 CFO On Agenda 29.3.23 White

Off trajectory 
- The action 

is behind 
schedule

Due date passed 
and action not 

complete

Action complete/ 
propose for 

closure

Action not 
yet due
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Chief Executive’s Report – March 2023 

This report provides the Trust Board with an overview of matters 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. 

Junior doctors’ industrial action 
Junior doctors (also known as post graduate doctors and clinical fellows) across the 
country took part in industrial action for 72 hours in March. 

We value our colleagues and respect their right to strike. While pay is a matter for 
Government and the trade union, we want to see a resolution as soon as possible. 

To ensure patient safety, we took the difficult decision to reschedule outpatient 
appointments, except for two-week cancer outpatient clinics; we also had to 
reschedule non-urgent operations.   

We would like to apologise to any patients who were impacted; we are doing 
everything we can to ensure that re-scheduled appointments go ahead as soon as 
possible. 

National Staff Survey 

The NHS Staff Survey helps us to find out about our colleagues’ experiences of 
working for the Trust. The results enable us to focus on, and understand the work 
that is needed, to help improve working conditions and practices for colleagues, 
provide better care for patients, and increase involvement and engagement with 
staff. It also helps us to identify where we are doing well as an organisation. 

I’m pleased to say that we made good progress this year, seeing improvements in 
five of the seven themed sections. However, we are not complacent and we know 
we still have more work to do, but these results indicate that we are moving in the 
right direction. 

Welcoming Macmillan to the Trust 

We were pleased to welcome several Macmillan Cancer Support representatives to 
the Trust in March. 

Macmillan’s Chief Executive Officer Gemma Peters, senior members of the charity’s 
advocacy and communications team, together with trustees and members of its 
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fundraising marketing and innovation team requested the visit so they could come in 
and see the strong partnership the charity has built with the Trust in action. 

Over recent years Macmillan has made substantial investment in the Trust 
(£890,000 in 2022) with grant funding in place for 13 Macmillan professionals this 
year alone. Alongside this, the Macmillan Cancer Transformation Manager has given 
the team additional support to look at workforce, demand, capacity and redesign.  

Celebrating International Women’s Day 

International Women’s Day was an exciting time for the Trust. Not only did we hold 
an Equality, Diversity and Inclusion (EDI) event with a women’s focus, we also 
launched our first Women’s Staff Network. 

The EDI event had a great turn out with almost 100 people attending in person and 
online. Facilitated by our Chief People Officer Leon Hinton we heard from guest 
speaker Carrie Gracie, a former BBC journalist and newsreader. 

All the feedback received will help us shape and develop the Trust’s new EDI 
strategy.  

It was closely followed by the launch event for our new Women’s Staff Network. Set 
up for female colleagues and those who identify as women, it aims to help their 
voices be heard more strongly by advocating for women’s interests and ambitions 
and empowering all those who identify as women. 

Engagement begins on our Clinical Strategy 

In March we began work on our new Clinical Strategy which will set our strategic 
direction for the next three, five and 10 years. 

This is an exciting opportunity for us all to define the way we move forward with our 
clinical services, to position ourselves among the top performing Trusts in the 
country, and benchmark against national and international standards. 

It’s also a huge step forward on our Patient First journey; our Clinical Strategy is a 
Strategic Initiative in the Patient First framework, which means it is a ‘must do, can’t 
fail’ project for long-term transformational change. 

Celebrating Overseas NHS Workers' Day 

In March we celebrated Overseas NHS Workers’ Day. Founded in 2021 by The 
Doctors’ Association UK (DAUK), the day was created to celebrate the amazing 
contributions of international staff working in healthcare. 

I am proud to say that over 90 different nationalities make up our multicultural 
workforce here at Medway and that we employ more than 1,900 overseas 
colleagues who work at all levels and in a variety of different roles. Without the 
support of our overseas colleagues, we couldn’t run our services. I would like to take 
this opportunity to personally thank our internationally recruited colleagues for their 
continued dedication and commitment to delivering the best of care to the people of 
Medway and Swale. 
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Ward undergoes £1.4 million makeover to improve patient experience 

A new and improved Keats Ward has reopened to patients at Medway Maritime Hospital after 
undergoing a £1.4 million makeover. 

The work included new flooring throughout, new fire doors, an emergency lighting system, a new 
nurse call, upgraded LED lighting, and a dedicated staff room and Multidisciplinary Team (MDT) 
room. In addition, there is now more storage and two areas for direct patient supervision. 

As a result of the work the 26-bed ward now cares for frail patients and provides a clinically 
suitable and comfortable environment to receive acute inpatient care and treatment. In turn the 
staff working on the ward benefit from a modern, clean and organised work space to deliver the 
best of care, to our patients.  

League of Friends shop undergoes refurbishment 

The shop in the hospital’s main entrance, run by the League of Friends, is currently 
undergoing a major refurbishment to bring visitors and patients a greater choice of 
refreshments and an improved shopping experience. 

The new shop will offer patients, visitors and staff improved layout and seating for 
better accessibility, a new barista style coffee area and introduce a range of hot food 
as well as a range of chilled foods. The new look shop is expected to re-open at the 
end of May. 

New end of life scheme introduced to promote dignity, respect and 
compassion 

A new scheme to promote dignity, respect and compassion at the end of a patient’s 
life has been introduced to the theatre and recovery areas at the hospital. 

Dandelion compassion signs are put on display, with the approval of the patient and / 
or their families, when a person is expected to die in the next few hours or days, or 
when someone has just died. The signs aim to encourage people to create a quiet 
atmosphere for the patient and their relatives during a very difficult time. 

Over the coming months the compassion signs will be rolled out in other areas 
across the Trust. In the meantime, patients and family members are encouraged to 
speak to the Nurse in Charge should they like a sign to be put on display.  

Helping children prepare for surgery 

A new online Beano comic strip has been created to help children who need to have 
an operation understand what it’s like to have a general anaesthetic and help reduce 
their anxiety about surgery.   

Doctor Samantha Black, who works as a Consultant Paediatric and Perioperative 
Anaesthetist, and Paediatric Anaesthetic Lead at the Trust came up with the idea of 
working with the popular comic while looking at how resources offered to hospitals 
could be refreshed as one of her first projects as Patient Information Lead for the 
Royal College of Anaesthetists (RCoA). 
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‘Dennis has an anaesthetic’ takes children aged 7 to 11 on a fun-filled journey with 
Dennis as he prepares to have his tonsils removed, from diagnosis to discharge from 
hospital.  

Communicating with colleagues and the community 
 
The graphic below gives a flavour of some of the work we have done to 
communicate with our staff and community over the last month. 
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Master Board Template November 2022 

Public Trust Board Meeting 
Wednesday, 29 March 2023 
Title of Report Patient Experience Story to Board Agenda 

Item 
7 

Author Nikki Lewis, Associate Director of Patient Experience 

Lead Executive Director Evonne Hunt, Chief Nursing Officer 

Executive Summary The following item presents the lived experience of Francesca and Adam 
Newman and the safe delivery of baby George Newman after sadly losing their 
first-born son at 33 weeks.  

Mr and Mrs Newman contacted the Trust to comment that the care antenatal, 
delivery and postnatal care was outstanding and that they felt they were kept 
well informed throughout all aspects of their care and George was safely 
delivered by C-Section earlier this year. 

Proposal and/or key 
recommendation: 

Note 

Purpose of the report 
(tick box to indicate) 

Assurance Approval 

Noting x Discussion 

(If appropriate) state 
reason for submission to 
Private section of Board: 

Patient 
Confidentiality: 

Staff 
Confidentiality: 

Commercially 
Sensitive: 

Exceptional 
Circumstances: 

Committee/Group at 
which the paper has 
been submitted: 

• Patient Experience Committee
• QPSCC

Patient First 
Domain/True North 
priorities (tick box to 
indicate): 

Tick the priorities the report aims to support: 

Priority 1: 
(Sustainability) 

Priority 2: 
(People) 

Priority 3: 
(Patients) 

X 

Priority 4: 
(Quality) 

X 

Priority 5: 
(Systems) 

Relevant CQC Domain: Tick CQC domain the report aims to support: 

Safe: Effective: Caring: 
X 

Responsive: Well-Led: 
 X 
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Identified Risks, issues 
and mitigations: 

n/a 

Resource implications: n/a 

Sustainability and /or 
Public and patient 
engagement 
considerations: 

n/a 

Integrated Impact 
assessment: 

Please tick the correct box and provide required information. 
Has the quality and equality assessment been undertaken? 
       Yes (please attach the action plan to this paper) 
        Not applicable (please indicate why an equality assessment was not 
required) 

Legal and Regulatory 
implications: 

n/a 

Appendices: Patient experiance Presentation 

Freedom of Information 
(FOI) status: 

State either: 
 
This paper is disclosable under the FOI Act.  

For further information 
or any enquires relating 
to this paper please 
contact: 

Nikki Lewis; Associate Director of Patient Experience  
Nicola.lewis18@nhs.net  

Reports require an 
assurance rating to 
guide the discussion: 

No Assurance There are significant gaps in 
assurance or actions  

Partial Assurance There are gaps in assurance 

Assurance Assurance with minor improvements 
needed. 

Significant Assurance There are no gaps in assurance 

Not Applicable    X No assurance required. 
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Patient Experience Story to Board – Newman Family

Antenatal Care
• First of all let me introduce myself. My name is Francesca Newman and me and partner Adam welcomed baby no.2, George at Medway Hospital on 

29th Dec 2022.
My first born son Arthur tragically passed away during labour on the 20th Jan 2022 at another hospital at 33weeks gestation, and it's safe to say my 
confidence, anxiety, mental health and trust took a massive hit. Finding out I was pregnant with baby no.2 so quickly after losing Arthur was a real 
worry, I knew I had to have my baby at Medway.

• Ever since my 6 week scan at the early pregnancy clinic right round to now, the care & support me, George & partner Adam have received has been 
amazing.
Amanda Young - my community midwife could not have provided better care for me. She was amazing! Any worry/concern I had she always 
reassured me or made sure I got the treatment I needed.

• At my 12 week scan, it came back that my baby had extra fluid on the back of his neck so we opted for the invasive testing. The fetal med team were 
unreal. Professor Akolkar, Harriet, & Nikki sat with us and went through absolutely everything and went out of their way to ring us right away with 
the good results. The pre-term clinic, Millie, she was amazing and saw me every 2 weeks and kept a real close eye on my cervix.

• Every scan & check was incredible and I'm so grateful for how Fetal Med kept a close eye on us both.

• Dr Gavin Guy then saw us at 28 weeks and ran through our birth plan. He completely understood our concerns and worries, I wanted to opt in for a c 
section and he did not pressure us into having a natural labour, he listened and made us feel excited and at ease for this birth. He made sure that my 
birth plan was all written down in a letter and then referred us to team Aurelia.



• Upon my pre-op, I was greeted by Emily Thistleton. What a lovely, kind young lady she is! I didn't even need to tell her how anxious and frightened I was to 
have a c section. Walking into the unknown, she went above & beyond for us and made us feel like we were the only people in that hospital. We were first 
down the next morning to have our c section & was also given a private room. I can't thank Emily enough for how relaxed she made me feel that day. She 
was with me every step of the way to the moment we left the hospital - as was Amanda. It was lovely having my midwife there at the birth.

• Team Aurelia reassured my faith in maternity services. My consultant who did our c section, Lawrence was incredible. He spoke to me the whole way 
through the procedure, made a few jokes which made me smile and laugh. My two anaesthetist's really took care of me in theatre. Spoke to me and Adam 
all the time, any questions they were answered straight away and they too put a smile on our faces. We gave our phones to a couple of doctors/nurses to 
take pictures of when George was born and they were 'live photos' at its absolutely incredible to have this memory of such a happy time for us after such a 
tough year.

• They were all LOVELY and I honestly cannot thank everyone who was in that room for delivering my baby safely. They have given me the opportunity to do 
the 'mum thing' something I've always dreamed of. Having George has brought me back to life, I now smile and laugh again and that's down to everyone 
who was in my care at Medway Hospital.

Patient Experience Story to Board – Newman Family

Delivery 



Patient Experience Story to Board – Newman Family

Postnatal Care

• George went on to Oliver Fisher Ward where he was for 5 days. Again, the nurses and doctors in there were unbelievable. It was difficult being on Kent 
Ward without my baby, it did bring back fear, but I knew George was in safe hands and making the progress he needed.

• On New Years Eve, George was moved to Special Care which we stayed with him until 2am seeing the New Year in with him. The girls on the ward 
kindly gave us a glass on no-prosecco each and it was the best New Year's of my life and one I will never forget.

• My recovery has been fantastic and my c section birth has given me a positive experience. The midwives on Kent Ward, Jennie, Sam, Lauren, Emily, 
Sophie, Caitlyn who kindly looked after me over the 5 days, I can honestly say they were great! Anything we needed they was there. They helped me 
out of bed, reassured me that the pain and twinges were normal. Any questions I had regarding George and being a first time mum they took the time 
to sit and talk to us.

• Overall, I would like for each and every person in every job role who played a part from day 1 of mine & George's birth & care to read this email and 
know how grateful and thankful we are for giving us our baby and making sure we took him home safely. Walking out of Kent Ward when we was 
discharged was a feeling I cannot describe. I couldn't believe I got to take my baby home, I feel like the luckiest mummy in the world. So thank you 
Medway Hospital for giving me a whole new meaning of life!

You all do a remarkable job and it doesn't go unnoticed. You are all hero's bringing new lives into this world and supporting those that do have a sad 
outcome as I know.

And here is George today 6 weeks old and keeping us on our toes!.........



Patient Experience Story – Newman Family

Key Messages;

• Francesca and Adam sadly lost their first son, Arthur, at 33 
weeks. Due to the experience the family decided to have their 
second son, George, at Medway.

• Francesca gave birth to George on 29th December 2022 via C-
section.

• Baby George spent 5 days on the Oliver Fisher Ward.

• Francesca and Adam felt supported by all the staff at Medway 
throughout the pregnancy.
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Master Board Template November 2022 

Meeting of the Trust Board (Public)  
Date: Wednesday 29th March 2023 
Title of Report Quality Assurance Committee – Assurance Report Agenda 

Item 
9 

Prepared by: Joanne Adams, Business Support Manager 

Approved by: Paulette Lewis, Non-Executive Director (Chair of QAC) 

Dan Rennie-Hale, Director of Integrated Governance, Quality and Patient 
Safety 

Lead Executive Director Evonne Hunt, Chief Nursing Officer 

Executive Summary Assurance report to the Trust Board from the Quality Assurance Committee 
held on Tuesday 28th February 2023, ensuring all nominated authorities have 
been reviewed and approved.  

The report includes key headlines from the Committee, and papers to be 
escalated to the Board. 

Proposal and/or key 
recommendation: 

The Committee approved the following papers for onward sharing with Trust 
Board:- 

• Integrated Quality Performance Report (IQPR)

Purpose of the report 
(tick box to indicate) 

Assurance √ Approval 

Noting Discussion 

(If appropriate) state 
reason for submission to 
Private section of Board: 

Patient 
Confidentiality: 

Staff 
Confidentiality: 

Commercially 
Sensitive: 

Exceptional 
Circumstances: 

Committee/Group at 
which the paper has 
been submitted: 

Quality Assurance Committee 

Patient First 
Domain/True North 
priorities (tick box to 
indicate): 

Tick the priorities the report aims to support: 

Priority 1: 
(Sustainability) 

Priority 2: 
(People) 

Priority 3: 
(Patients) 

√ 

Priority 4: 
(Quality) 

√ 

Priority 5: 
(Systems) 

Relevant CQC Domain: Tick CQC domain the report aims to support: 

Safe: Effective: Caring: Responsive: Well-Led: 
X 
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Identified Risks, issues 
and mitigations: 

See escalations within the report.  

Resource implications: NIL 
 

Sustainability and /or 
Public and patient 
engagement 
considerations: 

NIL 
 

Integrated Impact 
assessment: 

Please tick the correct box and provide required information. 
Has the quality and equality assessment been undertaken? 
       Yes (please attach the action plan to this paper) 
        Not applicable (please indicate why an equality assessment was not 
required) 

Legal and Regulatory 
implications: 

NIL 

Appendices: Key headlines and assurance level listed below. 
 

Freedom of Information 
(FOI) status: 

State either: 
 
This paper is disclosable under the FOI Act. 
 

For further information 
or any enquires relating 
to this paper please 
contact: 

Evonne Hunt, Chief Nursing Officer 

Reports require an 
assurance rating to 
guide the discussion: 

No Assurance There are significant gaps in 
assurance or actions  

Partial Assurance There are gaps in assurance 

Assurance Assurance with minor improvements 
needed. 

Significant Assurance There are no gaps in assurance 

Not Applicable No assurance required. 
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Key headlines Assurance 

Level 
(use appropriate colour 

code as above) 

1. Assurance and Escalation report from Quality and Patient Safety 
Sub-Committee (QPSSC) 

The Committee received the assurance and escalation report from the 
Quality and Patient Safety Sub-committee that took place on Monday 20th 
February 2023. 
The Committee were informed about the discussions that took place, 
actions taken and decisions made.   
QPSSC escalated the following items to the Quality assurance 
Committee for further attention: 

• Continued concern with IQPR data quality, validation process 
and data being reported externally without approval.  
Action taken - The Chief Medical Officer (CMO), Chief Nursing Officer 

(CNO) and Director of Quality are working with the head of 
business intelligence and Chief Finance Officer (CFO) to revise 
the format of data included in the IQPR.  The IQPR was 
reviewed at the next QPSSC (see item 2).  

• Cleaning and cleanliness of the site including pests.  
Action taken - CNO requested the Associate Director of Infection 

Prevention and Control add cleaning and pest control to the 
trust risk register. The Associate Director of Infection Prevention 
and Control will also raise cleaning and pest control at the 
Cleaning Steering Group.  CMO requested cleaning be added 
to the QPSSC agenda as a standing item until QPSSC feels 
assured on cleaning standards.   

• Backlog and incidents and complaints.  
Action taken - CNO requested a weekly trajectory be set for the 

reduction of the backlog on incidents and complaints, with a 
progress report to be shared with the executive group. 

• Non-compliance with MCA and safeguarding training.  
Action taken - CNO asked for Mental Capacity Act (MCA) and 

safeguarding training to be added to the IQPR under the quality 
section. CNO asked for MCA training performance to be added 
to divisional risk registers.  CNO requested that escalation of 
non-attendance at training be escalated to the divisional 
triumvirates.   

• Backlog NICE guidance.  
Action taken - CNO and Director of Quality to meet with CMO and 

Deputy CMO to discuss compliance with clinical effectiveness 
and medical engagement with NICE guidance to clear the 
backlog.  

 

 Green 
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The committee were assured by the report which provided a summary of 
the discussions and the things QPSSC are assured about and those where 
further work is required (described below) 

2. Integrated Quality Performance Report (IQPR) 
The committee received and discussed the integrated quality performance 
report (IQPR).  The committee noted the ongoing work with the business 
intelligence (BI) on the production validation of data within the report. The 
items escalated from the QPSSC were discussed as described above. 
 
The committee raised concern over the late circulation of the report and were 
informed this was due to the production and validation of the report. This 
forms part of the ongoing work with the BI team. 
 
The committee noted the continuing concerns in relation to the increase of 
falls, pressure ulcers, backlog of incidents and complaints, mixed sex 
accommodation breaches, compliance with resuscitation training, MCA and 
DoLs training, and increase to HSMR. Recovery plans for these areas are 
being reviewed work undertaken to address the issues. 
 
  

Amber 

3. Implementation of National Cleanliness Standards 
The committee received the implementation of national cleanliness 
standards report which described the trusts position against the actions 
required to be completed before the go live.  The committee were informed 
all actions are on track for the go live date of 1st March 2023.  
 
The committee were informed that QPSSC raised concerns about the 
general cleanliness of the estate and pest control.  QPSSC have added 
cleaning and pest control as a standing agenda item at QPSSC until 
standards have improved.   
 
The committee will receive updates by way of the assurance and escalation 
report from QPSSC.  
 

Amber 

4. ICB and NHSE/I Surveillance Visit 
The committee were provided with an update on the Integrate Care Board 
(ICB) and NHSE/I surveillance visits with the fourth and final visit to facilitate 
exit from oversight.  
 
The trust was visited in July 2022 and the final report was shared with the 
trust in January 2023.  This 6 month delay has been fed back to ICB and 
NHSE/I colleagues.  During the visit there was a presentation by Associate 
Director Infection Prevention and Control to a group of five external 
stakeholders. There was an opportunity for discussion and then visits to 
four clinical areas. 
 
The committee were informed that there will not be any more surveillance 

Green 
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visits and ICB colleagues will continue to attend the trust infection 
prevention and control committee.  
 

5. Assurance and escalation report Mental Capacity Act (MCA), 
Deprivation of Liberty Safeguards (DoLS) and Liberty Protection 
Safeguards (LPS) 

The committee were provided with an update on the upcoming changes to 
the deprivation of liberty safeguards (DoLs) over to liberty protection 
safeguards (LPS). At present no date has been released for when the 
changes will come into effect.  
The committee were informed of the preparations being undertaken by the 
safeguarding team to ensuring staff are trained on LPS.  
The committee were informed of the challenges being experienced with non- 
attendance at training and delays with the local authority in reviewing 
patients within the legal timeframes who have a DoLs.   The committee were 
informed the review of patients is a national issue due to a lack of best 
interest assessors.  
The committee expressed its concern over the delays in patients being 
assessed by the local authority and were informed this is on the trust risk 
register.   
The committee expressed its concern about poor compliance to 
safeguarding training stressing the importance of staff to be compliant with 
training and how this links to NMC code of conduct with professional 
competency of senior leadership accountability to the Chief Nursing Officer.  
 

Red 

6. Maternity Internal Assurance Visits 
The committee received the maternity internal assurance visit report which 
provided an update on internal ‘CQC’ style visits undertaken in August / 
September 2022, where action plans were developed. 
A further visit was undertaken in January 2023 which left two actions from 
the action plan as outstanding, all other actions had been completed.  
The report also provided an update on benchmarking undertaken by the trust 
following East Kent Hospital’s CQC inspection.  A detailed report will be 
taken to MSCAB, QPSSC and then to QAC.  
The committee were informed the trust has received its maternity CQC 
inspection report for factual accuracy and a detailed report from that 
inspection will be shared with QAC.  

  

Green 

7. Maternity Improvements/QI Green 
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The committee were provided with an update on the maternity improvements 
and Quality Improvement projects. The Quality Assurance Committee will 
continue to monitor progress and challenge performance as necessary. 
 
The committee requested an update on induction of labour and impact on C-
Section rate. 

8. The committee approved the management of external agency visits 
policy.  

Green 

Risks and Escalations to Board 
The quality assurance committee escalates the following matters to Board:- 
 

• LPS and MCA; there is poor compliance with safeguarding training 
which is being addressed with in the divisions and there are delays 
with the local authority reviewing patients who have a deprivation 
of liberty (DoLs), this is a national issue due to a lack of best interest 
assessors.  This issue is on the trust risk register.  

• Increase of HSMR; HSMR is slightly increased and a review to 
understand why is being undertaken.  A detailed report will be 
presented at the March QAC.  

• Mixed Sex Accommodation (MSA) breaches; work is being 
undertaken across the trust to reduce MSA breaches and the policy 
is being reviewed.  QAC have requested a detailed paper at the 
next meeting.   

• Compliance with Resuscitation training; A review of the 
governance and structure of resuscitation is being undertaken by 
the CMO and a detailed paper will be presented at the April QAC.  

• Continuing Data concerns; there are continuing issues with 
incorrect data and validation of data within the IQPR.  The 
executive team are working with business intelligence on the 
concerns.  

• Increase to number of falls and pressure ulcers; deep dives into 
the increase of falls and pressure ulcers are taking place and QAC 
will receive a detailed report in April.  

• Backlog of incidents and complaints: CNO requested a weekly 
trajectory be set for the reduction of the backlog on incidents and 
complaints.  A progress report to be shared each week with the 
executive group and QAC will receive a monthly update.   

• Staffing and the impact this has on the quality and outcome of 
care provided to patients; safe staffing review has just been 
completed and will feed into business planning and a detailed 
report will be provided to QAC in April.  
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• Delays to induction of labour; QAC were concerned if delays in 
induction to labour increases the chances of having a C-section.  
QAC will receive a detailed report.  
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Meeting of the Trust Board  
Wednesday, 29 March 2023

Title of Report Finance Report Agenda 
Item 

14 

Author Matthew Chapman – Head of Financial Management 

Lead Executive Director Alan Davies, Chief Financial Officer 
Annyes Laheurte, Non-Executive Director 

Executive Summary The enclosed report sets out the key discussions held at the Finance, Planning 
and Performance Report.  These included a review of the financial 
performance, capital expenditure, delivery of efficiencies, the key risks and 
Board Assurance Framework extracts, Harvey Ward and Digital Clinical 
Capacity bed management business cases, Keats Ward post project review as 
well as the operational performance report. 

Proposal and/or key 
recommendation: 

The Trust Board is asked to note this report. 

Purpose of the report 
(tick box to indicate) 

Assurance X Approval 

Noting Discussion 

(If appropriate) state 
reason for submission to 
Private section of Board: 

Patient 
Confidentiality: 

Staff 
Confidentiality: 

Commercially 
Sensitive: 

Exceptional 
Circumstances: 

Committee/Group at 
which the paper has 
been submitted: 

• Finance, Planning and Performance Committee meeting on 23
February 2023.

Patient First 
Domain/True North 
priorities (tick box to 
indicate): 

Tick the priorities the report aims to support: 

Priority 1: 
(Sustainability) 

X 

Priority 2: 
(People) 

Priority 3: 
(Patients) 

Priority 4: 
(Quality) 

Priority 5: 
(Systems) 

Relevant CQC Domain: Tick CQC domain the report aims to support: 

Safe: Effective: Caring: Responsive: Well-Led: 
X 

Identified Risks, issues 
and mitigations: 

The Committee noted the key risk that the Trust may not meet its control total. 

Resource implications: The report sets out the use of financial resources. 
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Sustainability and /or 
Public and patient 
engagement 
considerations: 

The report sets out the financial performance and hence the sustainability. 
 

Integrated Impact 
assessment: 

Please tick the correct box and provide required information. 
Has the quality and equality assessment been undertaken? 
       Yes (please attach the action plan to this paper) 
        Not applicable 

Legal and Regulatory 
implications: 

The Trust has a statutory duty to breakeven – the discussions held indicated 
that the Trust has a high risk of this not being achieved in 222/23. 
 

Appendices: See enclosed report 

Freedom of Information 
(FOI) status: 

This paper is disclosable under the FOI Act  

For further information 
or any enquires relating 
to this paper please 
contact: 

Alan Davies, Chief Financial Officer alan.davies13@nhs.net  
Paul Kimber, Deputy Chief Financial Officer paul.kimber1@nhs.net 

  

Reports require an 
assurance rating to 
guide the discussion: 

No Assurance  There are significant gaps in 
assurance or actions  

Partial Assurance  There are gaps in assurance 

Assurance  Assurance minor improvements 
needed. 

Significant Assurance  There are no gaps in assurance 

Not Applicable X No assurance required. 
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Meeting: Trust Board Meeting  

Date: 29/03/2023 

Title: Finance Report – Month 10 

Introduction  
The original plan for the year was a breakeven position, however due to operational pressures, 
escalation areas being opened, and overspending mainly on medical staff, drugs and clinical 
supplies plus a shortfall in the efficiency programme delivery, a revised forecast position was been 
agreed with the ICB of £15m.  
 
The Executive Leads and their actions continue to make progress to address each of the key 
financial risks, including divisional overspendings and efficiencies. 
 

Current Status  
Financial Performance 

 
• The Trust reports a £1.7m deficit position for January; this being £14.3m adverse to the 

submitted plan year to date.   
• The underlying run rate has reduced from the previous month by £0.4m which is mainly due to 

additional winter funding £0.6m, RSP income £0.2m, £0.1m specialist commissioning income, 
this being offset by increased temporary staff costs in emergency care and escalation areas.  

• Efficiencies delivered year to date are £6.0m, this includes £3.5m of the approved cross cutting 
themes and £0.2m full year effect of schemes continuing from 2021/22. The adverse £2.5m 
adverse variance to plan includes £0.6m the 0.5% stretch target. 

• The capital position includes additional funding of £9.3m (this being higher than the £5.7m 
reported to the committee last month); extra funding has also been agreed for a new gamma 
camera.  

• The Trust has agreed with the ICB a reforecast outturn deficit of £15m, this is expected to 
reduce to £6m following notification of income support from the ICB and NHSE. Delivery of 
the system stretch target has risks which are actively being managed by the system, but not 
fully mitigated against.  

• Specific risks for the Trust include delivery of the enhanced controls over elective activity, 
greater scrutiny of vacancies and agency staffing, closure of escalation capacity and 
resolution of debt disputes in our favour.   

Efficiency Programme 2022/23 & 2023/24 

• The Efficiency Programme for 2022/2023 has an under delivery of £2.5m gap from the 
planned position year to date. The overall delivery for the year being impacted by the forecast 
outturn for both Theatres and Outpatients reducing to zero. 

• There is currently £9.5m identified and being worked up for 2023/2024 against a target of 
£14m. 
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Annual Business Plan 2023/24 

• The draft business plan has been submitted to the ICB and NHSE in accordance with the 
national timetable. The over I&E position is a proposed deficit of £29.4m, with an efficiency 
target of £14m, capital allocation of £12.2m and additional PDC funding of £8.0m. The plan 
was discussed and noted by the committee.  

Business Cases 

• The Harvey Ward refurbishment business case was presented, the total cost being c.£1m 
higher than the original approval of £0.5m. The additional funding would be partially funded 
from £0.5m slippage in the capital programme, as well as £0.5m from 23/24 allocation. The 
case was APPROVED but noted an ACTION for further risk assessment and governance 
review is required. 

• Digital clinical capacity bed management business cases was presented, noting additional 
funding from the ICB for the Tele-Tracking system of £1m capital and £2.2m revenue. The 
case was APPROVED by the committee. 

• Keats Ward post project review as well as the operational performance report was presented. 
The project was delivered on budget, but 2 weeks later than expected. The lessons learned 
and recommendations were discussed by the committee. 

Business Assurance Framework 

• It was proposed following the revised forecast position to reduce the consequence score on 
items 5a – 5d to 3 (rather than 5). Following discussion, there was an action for management 
to consider whether reducing the score was appropriate as the committee was concerned 
that this may give the unintended message of the overspends/deficit against original plan 
being acceptable.  

Performance report 
 

• The performance report was presented to the committee, this included a comprehensive slide 
pack detailing performance across key business performance metrics of emergency demand, 
patient flow, RTT, cancer and diagnostics. 

• In addition a separate report was presented with details of improvement plan impacting on 
breast care recovery trajectory. 

Goal / Aims 

Further scrutiny and diagnosis of why the Trust is performing off plan continues. A draft plan has 
been submitted for 23/24 with an estimated £29.4m deficit, this includes £14m efficiency programme. 
The efficiency programme continues to be prioritised with more project management resource made 
available. Services continue to identify and develop more schemes, some of which will be 
implemented for 2023/24.  

Countermeasures 

Current financial performance is £14.3m adverse to plan YTD. The Executive have initiated a 
number of initiatives to ensure the Trust achieves the proposed £15m forecast, prior to the additional 
support funding reducing the position to £6m.  
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Public Trust Board Meeting 
Wednesday, 29 March 2023

Title of Report Board Assurance Framework Quarterly Update Agenda 
Item 

10 

Author Dan Rennie-Hale, Director Integrated Governance, Quality & Patient Safety 

Lead Executive 
Director 

Evonne Hunt, Chief Nursing Officer 

Executive Summary There are 21 risks on the Board Assurance Framework as per the below 
overview.  

Proposal and/or key 
recommendation: 

The Committee is asked to note the report for assurance and discussion and 
approve the action plan developed to address under performance and increase 
control and assurance. 

Purpose of the report 
(tick box to indicate) 

Assurance X Approval X 

Noting X Discussion X 

(If appropriate) state 
reason for submission to 
Private section of Board: 

Patient 
Confidentiality: 

Staff 
Confidentiality: 

Commercially 
Sensitive:  

Exceptional 
Circumstances: 

Committee/Group at 
which the paper has 
been submitted: 

This report was presented at the Audit and Risk Committee on 16 March 
2023. 

Patient First 
Domain/True North 
priorities (tick box to 
indicate): 

Tick the priorities the report aims to support: 

Priority 1: 
(Sustainability) 

X 

Priority 2: 
(People) 

X 

Priority 3: 
(Patients) 

X 

Priority 4: 
(Quality) 

X 

Priority 5: 
(Systems) 

X 

Relevant CQC Domain: Tick CQC domain the report aims to support: 

Safe: Effective: Caring: Responsive: Well-Led: 
X 

Identified Risks, issues 
and mitigations: 

As outlined in the relevant sections of the BAF 

Resource implications: N/A 
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Sustainability and /or 
Public and patient 
engagement 
considerations: 

N/A 
 

Integrated Impact 
assessment: 

Please tick the correct box and provide required information. 
Has the quality and equality assessment been undertaken? 
Not applicable 

Legal and Regulatory 
implications: 

There are regulatory requirements on the Trust to have effective systems and 
processes for the identification and management of risk.  
 

Appendices: N/A 

Freedom of 
Information (FOI) 
status: 

State either: 
 
This paper is disclosable under the FOI Act 
 

For further information 
or any enquires 
relating to this paper 
please contact: 

D.Rennie-Hale@Nhs.net  

  

Reports require an 
assurance rating to 
guide the discussion: 

No Assurance  There are significant gaps in 
assurance or actions  

Partial Assurance  There are gaps in assurance 

Assurance X Assurance minor improvements 
needed. 

Significant Assurance  There are no gaps in assurance 

Not Applicable  No assurance required. 
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Committee/Trust Board Report 
 
 

Meeting: Public Trust Board Meeting  

Date: 29 March 2023 

Title: Board Assurance Framework Quarterly Update  

Introduction  

This report provides and update on the Board Assurance Framework which includes the 
main risks to the Trust True North/Breakthrough Objectives.  

  

Current Status  
 
There are 21 risks on the Board Assurance Framework as per the below overview.  
 

Goal / Aims 

The aim of the BAF is to provide a detailed overview of the risks to the trust strategic objectives 
as outlined in by the True North/Break through objectives.  

 

Countermeasures 

Countermeasures have been identified within the report. 
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Objective Risk No. Risk Description Current 
Score 

Movement 

Providing outstanding, 
compassionate care for our 
patients and their families, 
every time 
 

Patient 1a 
Low uptake as a result of patient feedback fatigue due to patients not 
being able to see the improvement being made from completing a 
survey makes  

9 ▬ 

Patient 1b 

Potential lack of patient feedback standardisation approach could 
result in development of multiple approach to feedback questions and 
data collection which could lead to data variation which cannot be 
used for benchmarking across the Trust  

9 ▬ 

Patient 1c Potential lack of delivery across other True North Domains could lead 
to patients not recommending our services as a place to receive care  

12 ▲ 

Patient 1d Another Covid surge could lead to staff losing momentum in the 
delivery of the FFT breakthrough objective 

9 ▬ 

Patient 1e 

As other wards (aside from the initial 4 implementation wards) gain 
interest in Patient First roll out, there is a risk that they would 
commence development of their own patient feedback approach, 
outside of the Patient First frontline implementation programme. This 
could lead to data variation and identification of areas for improvement 
which are not linked back to the Patient First programme 

12 ▬ 

Excellent outcomes ensuring 
no patient comes to harm and 
no patient dies who should not 
have 

Quality 2a 
Lack of timely escalation and treatment of deteriorating patients 
 20 ▬ 

To be the employer of choice 
and have the most highly 
engaged staff within the NHS 

People 3a There is a risk that the Trust may be unable to staff clinical and 
corporate areas sufficiently to function. 

16 ▬ 

People 3b 
Should there be a deterioration of staff engagement with the Trust due 
to lack of confidence, this may lead to worsening morale and 
subsequent increase in turnover 

12 ▬ 

People 3c 

Should the Trust lack the right skills and the right values, this may lead 
to poor performance, poor care, worsening morale and subsequent 
increase in turnover. 
 
IMPACT: This may lead to an impact on patient experience, quality, 
safety and risk the Trust’s aim to be an employer of choice. 

6 ▬ 

Delivering timely, appropriate 
access to acute care as part of 
a wider integrated care system 

Systems & Partnerships 4a Not meeting the 104% target for the Elective Recovery Fund will 
provide further financial challenge.  (Financial Value) 

9 ▬ 

Systems & Partnerships 4b Not meeting the RTT standards brings a risk to the quality of care we 
are providing our patients as well as their overall experience 

12 ▬ 

Systems & Partnerships 4c Risk around lack of operational performance for example not meeting 
constitutional measures (new quality indicators) 

12 ▬ 

Page 42 of 340



 
 

Master Board Template November 2022 
 
 

 

Systems & Partnerships 4d 

Shared quality of care and performance across the heath and Care 
Partnership may impact on the Trusts quality and safety through 
increased ambulance handovers, patient acquity, mortality and 
admissions.  

8 ▬ 

Systems & Partnerships 4e There is a risk of financial impact if we are unable to increase flow and 
close escalation areas.   

16 ▬ 

Living within our means 
providing high quality services 
through optimising the use of 
our resources 

Sustainability 5a 
The cost of our escalation capacity raises a risk against our current 
overspend.  If the Length of Stay efficiency cannot mitigate this there 
will be a financial impact.   

25 ▬ 

Sustainability 5b Not delivering the Efficiencies Programme will impact Trust overspend 
and increase cost pressures Trust wide.   

20 ▬ 

Sustainability 5c 
Current spend on drugs Trust wide is a risk to reducing overspend due 
to  overall overspend on drugs – there needs to be a focus on changes 
in prescribing habits. 

25 ▬ 

Sustainability 5d Mitigating against medical staffing (agency/locum/additional sessions) 
is a risk to overspend  

25 ▬ 

Sustainability 5e Living within our means providing high quality services through 
optimising the use of our resources 

16 ▬ 

Sustainability 5f 

  

Covid-19 income and expenditure 
 

10 ▬ 

Sustainability 5g Delivery of the control total and FRP 25 ▬ 
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Executive Owner Gavin MacDonald, Chief 
Operating Officer

Risk ID: Principal Risk Name 
& Description: 

The cost of our escalation capacity raises a risk 
against our current overspend.  If the Length of 
Stay efficiency cannot mitigate this there will be 
a financial impact.  

Primary Risk Grouping: 
(Quality - QUL, Patient - PT, People - PPLE, 
Systems & Partnership - SP, Sustainability - SUS)

Safe
Well-led

Indicator: Tar Oct Nov Dec Jan Feb Mar YTD

5 5 25 ▬ Length of Stay efficiency 
variance to plan (£m)

0 -0.1 -0.1 0.0 -0.1 -1.0

5 5 25 ▬ Unbudgeted cost of escalation 
capacity (£m)

0 0.6 0.5 0.5 0.6 5.1

2 3 6 ▬

Action Due Date
TBC

Jan-23

Date of next review
Finance, Planning and 
Performance Committee

5a Sustainability - SUS CQC Domain:

Board Assurance Framework

Objective: Living within our means providing high quality services through 
optimising the use of our resources

Alan Davies, Chief Financial 
Officer 

Operational Owner

Relevant Key Performance Metrics: 
(taken from the Patient First dashboard)

Comments

Initial Risk 
Score:

Continued ED activity and high numbers of 
medically fit patients have meant the 
second escalation ward cannot be closed.

Current Risk 
Score:
(from last assessment)

In addition to the non-closure above, 
further escalation areas have been opened 
overnight, creating additional cost 
overruns.

Risk Rating & 
Analysis:
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Target Risk 
Score:
Assurance 
Strength

Low

Adequacy of 
Controls

Partial

Context Summary
(Patient First problem statement, current situation)

The Trust has a significant overspend against budget in its clinical divisions.  One reason for this is the failure to realise the Length of Stay cross-cutting efficiency scheme / having open a number of unbudgeted escalation areas.
Failure to deliver plans could impact on the Trust's financial performance and its score against the Oversight Framework.

Rationale for current score 

The Trust has agreed a new forecast outturn for 2022/23 based on, among other things, the ongoing cost of unbudgeted escalation capacity.  However, a deteriorating forecast outturn is seen as a serious issue and could impact on 
the Trust's SOF4 rating.
The consequence is >1% of the annual Trust budget and thus rated as "catastrophic" / 5.
The likelihood score is retained as a score of 5 on the basis that the programme is not delivering against its original target value.
Key Existing Controls:
(What are we currently doing about the risk?)

Assurances on Control:
(What's the arrangement for obtaining assurance that the key controls in place are working effectively and having an impact?)

"Patient Flow and Discharge" is being developed into a corporate project and will pull together the 
various strands of work which contribute towards the opening/closing of escalation capacity.  
There is a SOP for opening escalation capacity.
Site meetings held several times per day.
The Executive Team has agreed a de-escalation plan.  
Bed capacity is under review as part of the 2023/24 business planning.

Governance arrangements for the corporate project are to be confirmed; a number of these are projects in their own right and 
already have project/working groups.
Site meetings attended by clinical and operational staff, site office and execs.
Medically fit/no criteria to reside patients are monitored daily.

Gaps in controls and assurances:
(What additional controls and assurances should we seek?)

Mitigating actions to address gaps:
(What more should we do to address gaps?)

Action Action Lead
Corporate project to be fully stood up/implemented. "Patient Flow and Discharge" corporate project arrangements to be Gavin MacDonald

£1.8m bid for cohorting of medically fit patients has been verbally agreed by Gemma Brignall
Current performance / Progress: Additional Comments:
The Executive Team has agreed a de-escalation plan.  
Bed capacity is under review as part of the 2023/24 business planning.

With those patients who are medically fit/no criteria to reside, the Trust is also reliant upon 
system partners in order to be able to create hospital capacity.

Date of last review: 23/02/2023 Mar-23 Relevant Committee/Group

0

5

10

15

20

25
In

iti
al

 sc
or

e
O

ct
-2

2
N

ov
-2

2
De

c-
22

Ja
n-

23
Fe

b-
23

M
ar

-2
3

Ap
r-

23
M

ay
-2

3
Ju

n-
23

Ju
l-2

3
Au

g-
23

Se
p-

23
O

ct
-2

3
N

ov
-2

3
De

c-
23

Ja
n-

24
Fe

b-
24

M
ar

-2
4

Risk Score  Direction of Travel

Page 44 of 340



Master Board Template November 2022 

Meeting of the Public Trust Board 
Wednesday, 29 March 2023

Title of Report Maternity Digital Framework (strategy) Agenda 
Item 11 

Author Alison Herron, Director of Midwifery 

Lead Executive Director Evonne Hunt, Chief Nursing and Quality Officer 

Executive Summary This report presents the newly developed maternity digital framework 
(strategy) for approval at Trust Public Board  

Proposal and/or key 
recommendation: 

The committee is requested to note the report and approve 

Purpose of the report 
(tick box to indicate) 

Assurance Approval X 

Noting X Discussion 

(If appropriate) state 
reason for submission to 
Private section of Board: 

Patient 
Confidentiality: 

Staff 
Confidentiality: 

Commercially 
Sensitive: 

Exceptional 
Circumstances: 

Committee/Group at 
which the paper has 
been submitted: 

Maternity and Neonatal Safety Champion Assurance Board 06/01/23 
Quality and Patient Safety Sub-Committee 19/01/23 
Quality Assurance Committee 24/01/23 

Patient First 
Domain/True North 
priorities (tick box to 
indicate): 

Tick the priorities the report aims to support: 

Priority 1: 
(Sustainability) 

Priority 2: 
(People) 

Priority 3: 
(Patients) 

X 

Priority 4: 
(Quality) 

X 

Priority 5: 
(Systems) 

Relevant CQC Domain: Tick CQC domain the report aims to support: 

Safe: 
X 

Effective: 
X 

Caring: Responsive: Well-Led: 
X 

Identified Risks, issues 
and mitigations: 

Not applicable 
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Resource implications: No additional resource implications  
 

Sustainability and /or 
Public and patient 
engagement 
considerations: 

Not applicable 

Integrated Impact 
assessment: 

Not applicable 

Legal and Regulatory 
implications: 

Compliance with Ockenden and CNST 

Appendices: Appendix 1: Maternity Digital Framework (strategy) report for Trust 
Board 
 
Appendix 2: Maternity Digital Framework (strategy)  

Freedom of Information 
(FOI) status: 

This paper is disclosable under the FOI Act 
 
 

For further information 
or any enquires relating 
to this paper please 
contact: 

Alison Herron, Director of Midwifery 
 
Alison.herron2@nhs.net  

Reports require an 
assurance rating to 
guide the discussion: 

No Assurance There are significant gaps in 
assurance or actions  

Partial Assurance There are gaps in assurance 

Assurance Assurance with minor improvements 
needed. 

Significant Assurance There are no gaps in assurance 

Not Applicable No assurance required. 
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Revision No: 1 
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Implementation Date:  

Date of Next Review: December 2023 
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Document Control / History 
Revision No Reason for change 

1 New Document 
  

 
Consultation  
Labour Ward Forum, Care Group, Digital Board, MSCAB, Trust Board, Kent & Medway 
LMNS Board 
 
© Medway NHS Foundation Trust [2022] 
 
TO BE READ IN CONJUNCTION WITH ANY POLICIES LISTED IN TRUST 
ASSOCIATED DOCUMENTS 
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1 Glossary 

 

2 Executive Summary 
 

This Digital Strategy sets out the key digital 
visions and targets for MFT Maternity for the 
next twelve months, with the aim to remodel 
and build upon the achievements into a longer 
term strategy at the end of this term. 
The strategy is developed against the What 
Good Looks Like Framework 7 success 
measures (August 2021). The What Good 
Looks Like (WGLL) programme draws on local 
learning. It builds on established good practice 
to provide clear guidance for health and care 
leaders to digitise, connect and transform 
services safely and securely. This will improve 
the outcomes, experience and safety of our 
citizens.  

The strategic priorities and goals are aligned to the WGLL and local priorities with 4 key 
target areas; Community Connectivity, Maternity Information System, Data Quality and 
Patient Information. 
It has been developed in line with the system-wide Kent & Medway ICB digital strategy 
and supports the Medway NHS Foundation Trust organisational digital strategy. It has 
also been developed with further input from senior management, maternity staff and 
service user groups. It will have success measured against an End of Year Strategy 
Evaluation.  
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3 Maternity Drivers 
 
 

 

4 National Context 
 
In 2008, Medway Maternity purchased a new Maternity Information System, EuroKing, to 
replace the outdated Protos System. In 2017, the Trust purchased a fully digital upgrade 
for EuroKing, which went live in 2020. It was intended that this would provide a near 
paperless workflow, including pathology, charting and seamless antenatal-intrapartum-
postpartum modules. It was assumed that handheld maternity notes would no longer be 
needed, a cost saving of £30000 per annum alone. This has not yet been fully delivered by 
the supplier and the Trust has to date needed to bridge gaps with paper records. The 
current system is outdated in functionality of what is expected of a modern system, 
including intuitive interoperability with other systems, certain failsafe functions and data 
quality confidence.  

 
The target for 2020 was to have a paperless and interoperable Maternity Information 
System (MIS). This will be the expectation for a future MIS. Certain elements of maternity 
paperwork will not be paperless until changed nationally, such as Child Health Record 
(Red Book).  

 
The Maternity Service also uses Patient Administration System (PAS), ViewPoint 5.0 for 
Ultrasound Scanning and Antenatal/Fetal Medicine Scheduling, Electronic Discharge 
Notification (EDN), iLab for pathology results, MOSOS for CTG display and storage, 
DartOCM for Clinical Investigation Ordering, S4N for NIPE and Huntleigh CTG Monitoring 
Systems. There is limited interfacing and interoperability between the systems and staff 
are required to log in to multiple systems to provide effective care. Ineffective workflows 
that require paper backup, results in duplication, time wastage and risk of loss. 

 

Feb. 2016

Better Births 
Report NHSE

Oct. 2016

Safer 
Maternity Care 
NHSE

2018

State of 
Maternity 
Services RCM

Jan. 2019

The Long Term 
Plan NHSE

Feb. 2019

Topol Review 
HEE

Jan. 2021

Saving Lives, 
Improving 
Mothers Care 
MBRRACE

Mar. 2021

Best Start For 
Life Report 
DHSC

Feb. 2022

Maternity 
Incentive 
Scheme NHSR

Mar. 2022

Final Report of 
the Ockenden 
Review DHSC
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Community Midwives are equipped with laptops with 4g SIM cards and Mobile Smart 
Phones which are used in clinic locations, pregnant person’s home or in offices on or off 
site. Since 2020, connectivity has been on the Maternity Risk Register due to significant 
instability of internet and WiFi. This impacts on time to provide care and clinical safety as 
access to information and documentation may not be possible at the point of contact. In 
January 2022, Maternity successfully bid for funds from the Unified Tech Fund (UTF) 
which was used to purchase 70 laptops and smartphones for community staff in 
preparation for Continuity of Carer. These are now in the process of distribution to replace 
aging hardware.  

 
The Maternity Service has Trust website representation, a Facebook page and a Twitter 
account. There is inconsistent ownership of these information services which affects 
patients having access to up to date and inclusive material in line with Ockenden (2021). 
Patients have access to a list of useful websites and leaflet links through their online 
maternity Personal Health Record which feeds into the MIS.  
 

5  Background and Local Context 
  
Medway Maternity supports around 5000 births per annum, to a population of over        
434 000 across Medway and Swale. It is a single-site NHS Foundation Trust based in 
Gillingham with a Consultant-led Delivery Suite and one alongside Midwife-Led Unit. The 
Maternity Unit works in partnership with a Level 3 Neonatal Intensive Care Unit and is an 
outreach centre for Maternal Fetal Medicine with Kings College University Trust. The Trust 
serves a varied demographic, from well-educated families that want an excellent 
interoperable care record that is digitally accessible, to some of the most deprived areas in 
the country who may find digital access more challenging. 

 
MFT works within the Local Maternity and Neonatal System (LMNS) and with the 
Integrated Care Board (ICB) to ensure the best care to our population, ensuring design is 
inclusive and improving digital integration across the system. Our joint principles are 
guided by the success measures of the What Good Looks Like (WGLL) framework.  

 
The Maternity Digital Maturity Assessment from 2021 gave Trusts a Maturity Score based 
on 14 sections, aligned with 6 of the 7 successes of the WGLL Framework. Medway NHS 
Foundation Trust (MFT) currently has a Digital Maturity score of 2.09. High Digital Maturity 
would score 2.5 and above, with Digitally Aspirant 1.5 and below.  

 
MFT scored second best against the 4 other Trusts in the LMNS, and placed 68th out of 
124 nationally. MFT delivers a number of digital services well, for example digital self-
referral for pregnancy with patient led booking information tools, e-referrals, digital 
personal health record with an extensive resource library for patients and an active and 
updated social media page.  
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Trust 1.  
Well-
Led 

2.  
Ensure Smart 
Foundations 

3.  
Safe 
Practice 

4.  
Support 
People 

5.  
Empower 
Citizens 

7.  
Supporting 
Healthy 
Populations 

Total Score 

MFT 2.30 2.00 2.20 1.75 2.60 1.67 2.09 

 

6 Maternity Digital Landscape  
 
In 2008, Medway Maternity purchased a new Maternity Information System, EuroKing, to 
replace the outdated Protos System. In 2017, the Trust purchased a fully digital upgrade for 
EuroKing, which went live in 2020. It was intended that this would provide a near paperless 
workflow, including pathology, charting and seamless antenatal-intrapartum-postpartum 
modules. It was assumed that handheld maternity notes would no longer be needed, a cost 
saving of £30000 per annum alone. This has not yet been fully delivered by the supplier 
and the Trust has to date needed to bridge gaps with paper records. The current system is 
outdated in functionality of what is expected of a modern system, including intuitive 
interoperability with other systems, certain failsafe functions and data quality confidence.  

 
The target for 2020 was to have a paperless and interoperable Maternity Information 
System (MIS). This will be the expectation for a future MIS. Certain elements of maternity 
paperwork will not be paperless until changed nationally, such as Child Health Record (Red 
Book).  

 
The Maternity Service also uses Patient Administration System (PAS), ViewPoint 5.0 for 
Ultrasound Scanning and Antenatal/Fetal Medicine Scheduling, Electronic Discharge 
Notification (EDN), iLab for pathology results, MOSOS for CTG display and storage, 
DartOCM for Clinical Investigation Ordering, S4N for NIPE and Huntleigh CTG Monitoring 
Systems. There is limited interfacing and interoperability between the systems and staff are 
required to log in to multiple systems to provide effective care. Ineffective workflows that 
require paper backup, results in duplication, time wastage and risk of loss. 

 
Community Midwives are equipped with laptops with 4g SIM cards and Mobile Smart 
Phones which are used in clinic locations, pregnant person’s home or in offices on or off 
site. Since 2020, connectivity has been on the Maternity Risk Register due to significant 
instability of internet and WiFi. This impacts on time to provide care and clinical safety as 
access to information and documentation may not be possible at the point of contact. In 
January 2022, Maternity successfully bid for funds from the Unified Tech Fund (UTF) which 
was used to purchase 70 laptops and smartphones for community staff in preparation for 
Continuity of Carer. These are now in the process of distribution to replace aging hardware.  
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The Maternity Service has Trust website representation, a Facebook page and a Twitter 
account. There is inconsistent ownership of these information services which affects 
patients having access to up to date and inclusive material in line with Ockenden (2021). 
Patients have access to a list of useful websites and leaflet links through their online 
maternity Personal Health Record which feeds into the MIS.  

7 Vision and Mission Statement 
 
Medway Maternity is committed to deliver digitally enabled care to transform the patient 
care journey, in line with the evolving digital agenda. 
 
We must work to address every aspect of digital transformation, from the inside of our 
systems to how we actually deliver inclusive care to pregnant people and their families. We 
must look to the future and be ready to evolve with new available tools to provide high 
quality and safe patient care.  
 
We must do this, building on the Trust Digital Strategy’s 5 digital missions; Clinically Led, 
Paperless and Accessible, Integrated and Flexible, Secure, and Innovative and be 
aligned to the seven success measures of the What Good Looks Like Framework.   

8 SIOR and WGLL Gap Analysis 
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The WGLL Gap analysis has been undertaken with the WGLL GAP analysis tool, adapted 
for Maternity and complements the Digital Maturity Assessment 
 

Well-
Led 

Ensure 
Smart 
Foundations 

Safe 
Practice 

Support 
People 

Empower 
Citizens 

Improve 
Care 

Supporting 
Healthy 
Populations 

 
 
 

Successful Deliverables – Identified Challenges – Opportunities – Risks 
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9 Strategic Priorities and Goals Year 1 
 
The Strategic Priorities and Goals for Year 1 aligned to the WGLL Gap Analysis and local 
priority.  

 

 
 
 

10 Expected Outcome for the Maternity Service 
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11 Thematic Review and Plan forward 
 
Theme 1 WGLL: Well Led 
What Good Looks Like for Trusts Success Factor 1: Well-Led 
Organisations are equipped to lead digital transformation and collaboration. They own and 
drive the digitally enabled transformation journey, placing citizens and frontline perspectives 
at the centre. 
 
CURRENT POSITION  

• A Lead Digital Midwife is in post, working closely with the LMNS and building 
networks with key stakeholders and national digital specialist groups 

• A new DOM is in post, securing Board level access for Maternity 
• A CNIO/CxIO for the Trust has been appointed  
• There is MVP representation in the area 

 
PLAN FORWARD 

• Promote the Maternity Digital Agenda at Board Level 
• Integrate digital maternity leadership into the Trust digital work streams, working with 

Chief Nursing Informatics Officer (CNIO) and IT leaders.  
• Build on developing a solid digital leadership structure for maternity, recruiting digital 

champions across all staff groups; consultants, doctors, midwives, nurses, support 
workers, non-clinical staff.  

• Work collaboratively with user groups, Maternity Voices Partnership (MVP) to 
develop best practice for what service users want and need, with attention to 
diversity, language, minority groups and LGBTQ+ and user digital literacy 

 
Theme 2 WGLL: Smart Foundations 
 
What Good Looks Like for Trusts Success Factor 2: Smart Foundations 
Digital, data and infrastructure operating environments are reliable, modern, secure, 
sustainable and resilient. Organisations have well-resourced teams who are competent to 
deliver modern digital and data services. 
 
CURRENT POSITION 

• The Digital Leadership within Maternity is newly established and learning the role. 
Excellent national support exists.  

• The MIS delivers data which can be inconsistent and complex to process and clean. 
• Connectivity issues in the community are impacted by lack of hardwiring when WiFi 

fails. 
• Community hardware is approaching end of advised life cycle 
• ViewPoint V5 will upgrade to V6 in December 22 and lose function for appointment 

scheduling. A solution is not yet in place. 
 
PLAN FORWARD 

• Begin to assess and plan ahead to level up the digital infrastructure to move with 
digital developments 

• Deliver improved devices and connectivity to the community services 

Page 57 of 340



  Maternity Digital Policy (Strategic Plan) 

Maternity Digital Policy (Strategic Plan)   
Page 12  

• Review of the digital skill level of the Maternity staff and complement electronic 
training in the use of digital systems where needed 

• Work towards an upgrade or replacement of the current Maternity Information 
System (MIS) in partnership with the LMNS 

• Complete recruitment and employment of Maternity Data Quality Co-ordinator to 
support and improve data quality 

 
Theme 3 WGLL: Safe Practice 
 
What Good Looks Like for Trusts Success Factor 3: Safe Practice 
Organisations maintain standards for safe care. They routinely review digital and data 
systems to ensure they are safe, robust, secure, sustainable and resilient. Digitally-enabled 
outcome-driven transformation is at the heart of safe care. 
 
CURRENT POSITION 

• There is no dedicated CNIO in post  
• Data Quality is not on the mandatory training programme 
• The current MIS is outdated and contributes to significant data quality issues 
• The Trust is working with the LMNS on an Outline Business Case for procurement of 

a shared MIS 
 
PLAN FORWARD 

• CNIO is expected into post November 2022. Plan to develop structures and 
processes to oversee maternity digital requirements within the Trust. 

• Promote digital clinical quality and safety through information sharing and align with 
the Technology Code of Practice 

• Digital Midwife to hold Clinical Safety Officer qualification 
• Work collaboratively with the LMNS towards a single MIS in the region 
• Assess any potential MIS against the standards set by the Digital Child Health and 

Maternity Programme  
• Raise the profile of data quality for all staff through Maternity Stat Man Programme 

 
Theme 4 WGLL: Support People 
 
What Good Looks Like for Trusts Success Factor 4: Support People 
The workforce is digitally literate and able to work optimally with data and technology. 
Digital and data tools and systems are fit for purpose and support staff to do their jobs well. 
 
CURRENT POSITION 

• The Digital Midwife Role is new and Postgraduate Certificate digital leadership 
training has been secured for 2023 

• The Trust has an established Digital First forum for digital leaders and associated 
roles 

• There is shared learning and resources across the regional South East Digital 
Midwives Expert Reference Group (SEDMERG) and nationally (DMERG) 

• The Trust is recruiting a Data Quality Co-ordinator for Maternity 
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PLAN FORWARD 
• Promote digital literacy within the workforce, signposting to locally available learning 

tools. 
• Supporting staff to better understand the wider context of digital record keeping, data 

entry and collection in healthcare and personal accountability.  
• Promotion and support of the digital tools and platforms available to staff and service 

users 
• Strengthen the collaboration between the DM, Data Quality Co-Ordinator, Business 

Intelligence and Clinical Systems Team.  
 
Theme 5 WGLL: Empower Citizens 
 
What Good Looks Like for Trusts Success Factor 5: Empower Citizens 
Citizens are at the centre of service design and have access to a standard set of digital 
services that suit all literacy and digital inclusion needs. Citizens can access and contribute 
to their healthcare information, taking an active role in their health and well-being. 
 
CURRENT POSITION 

• A very basic Personalised Care and Support Plan (PSCP) option is available in the 
digital handheld notes 

• PSCPs are not well utilised to enhance and support care 
• The MIS offers limited tools for information and informed consent 
• The PHR has links to websites and Trust leaflets which lacks a co-ordinated 

approach to remain updated 
 
PLAN FORWARD 

• Review digital information on patient facing platforms and seek to utilise NHS tools 
and pages for a consistent and coherent patient information experience in line with 
the Ockenden recommendations  

• Work with MVP and Service Users, using  Focus Groups/Surveys to gain better 
understanding of digital needs and plan services accordingly 

• Co-Production of patient information with user groups/MVP 
• Work towards implementing digital tools (iDecide) which enables service users to 

make informed decisions about their care based on best evidence both locally and 
nationally and which supports personalised care and support plans (PSCP)  

• Work towards digital inclusion and robust alternatives for all users 
Theme 6 WGLL: Improve Care 
 
What Good Looks Like for Trusts Success Factor 6: Improve Care 
Health and care practitioners embed digital and data within their improvement capability to 
transform care pathways, reduce unwarranted variation and improve health and wellbeing. 
Digital solutions enhance services for patients and ensure that they get the right care when 
they need it and in the right place. 

 
CURRENT POSITION 
• Maternity is not part of the Trust Electronic Prescribing and Medicines Management 

(EPMA) project. Prescriptions are paper based and few digital processes exist. 
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• The MIS is outdated and lacks intuitive failsafe elements and service user control.  
• Full record keeping requires paper and duplication to be complete.  
• There is are no remote/digital consultation processes.  
 
PLAN FORWARD 
• Link with current Trust-Wide projects such as EPMA and EPR and learn how 

maternity can benefit in future 
• Promote opportunities which results in an end-to-end digital record and removal of 

paper records 
• Shared approach to creating a data driven culture that supports midwifery practice 
 

Theme 7 WGLL: Healthy Populations 
 
What Good Looks Like for Trusts Success Factor 7: Healthy Populations 
Organisations use data to inform their own care planning and support the development and 
adoption of innovative ICS-led, population-based, digitally-driven models of care. 
 
CURRENT POSITION 

• The current MIS is outdated and contributes to significant data quality issues  
• Data cleaning is manual and time consuming. Risk of processing errors. A data 

quality co-ordinator has been advertised for. 
• There is reputational and financial risks associated with the data quality 
• The LMNS has same MIS but different configurations 
• The MIS supplier is responsive and flexible in supporting system changes to improve 

local data capture elements.  
 
PLAN FORWARD 

• Work with the MIS supplier to report and review data quality validation failures to 
comply with national requirements 

• Continue established collaboration with the LMNS to procure a new MIS that aligns 
across the region and will enable aligned data 

• Empower the workforce to appreciate their role and accountability of data entry 
• Strengthen the digital team with Data Quality Co-Ordinator when appointed 

 

12 How will we get there? 
 
2022, as The Year of the Digital Profession  will be our Year of Discovery – assessing 
where we are now and moving into a phase of improvement and change.   
 

• We will raise Profile of The Digital Agenda 
• We will develop strong digital leadership within the Trust 
• We will have Board Level engagement for Maternity 
• We will listen to staff 
• We will strengthen staff digital ownership through the Digital Champion Team 
• We will listen to pregnant people and their families 
• We will listen to Maternity Voices Partnership 
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• We will listen and learn from other Trusts/Networks/SEDMERG/DMERG 

13 Measures of Success 
 

• End of Year Evaluation; review Strategy and Goals by October 2023 
• Co-evaluation with Trust governance; Digital Board, MSCAB, TMB 
• Service User Surveys 
• CNST compliance 
• Auditing Data Quality improvements 
• Community Staff satisfaction survey 

 

14 Future Targets 
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Equality, Diversity and Inclusion Strategy  
Credits: 
Maternity Voices Partnership Jules Gudgeon, National Digital Midwife Lead for 

England 
WGLL Gap Analysis Tool DMERG 
East of England DMERG Midlands DMERG 
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Key Background Points

• Maternity Digital Maturity Assessment (DMA) 2021 highlighted national lack of detail on 
Maternity within Trust Digital Strategies

• MFT placed 68th nationally for DMA and 2nd in LMNS

• Maternity Digital Strategy became a CNST Year 4 Requirement

• Alignment with the What Good Looks Like Framework and Trust/ICB Digital Strategies

• Digital Leadership in Maternity is a new area of expertise and the Strategy reflects a 1-year 
approach to discovery, development and implementation of themes identified

Trust 1. Well-Led 2. Ensure Smart Foundations 3. Safe Practice 4. Support People 5. Empower Citizens 7. Supporting Healthy 
Populations

Total Score

MFT 2.30 2.00 2.20 1.75 2.60 1.67 2.09
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Strategic Priorities and Goals Year 1 
aligned to WGLL GAP Analysis and local priority
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Maternity Information 
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Target Issue Current Impact Success Measure

Clinically Led Paperless and Accessible Integrated and Flexible Secure
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How will we measure success?

• End of Year Evaluation; review Strategy and Goals by October 2023

• Co-evaluation with Trust governance; Digital Board, MSCAB, TMB

• Service User Surveys

• CNST compliance

• Auditing Data Quality improvements

• Community Staff satisfaction survey
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Master Board Template November 2022 

Meeting of the Public Trust Board 
Wednesday, 29 March 2023

Title of Report Perinatal Quality Surveillance Quarterly Report Agenda 
Item 11 

Author Alison Herron, Director of Midwifery 

Lead Executive Director Evonne Hunt, Chief Nursing and Quality Officer 

Executive Summary This report provides an update and assurance to the Trust Board on the 
quarterly Perinatal Quality Surveillance Data 

Proposal and/or key 
recommendation: 

The committee is requested to note the report and assurance. 

Purpose of the report 
(tick box to indicate) 

Assurance X Approval 

Noting X Discussion 

(If appropriate) state 
reason for submission to 
Private section of Board: 

Patient 
Confidentiality: 

Staff 
Confidentiality: 

Commercially 
Sensitive: 

Exceptional 
Circumstances: 

Committee/Group at 
which the paper has 
been submitted: 

Maternity and Neonatal Safety Champion Assurance Board 03/03/23 
Quality and Patient Safety Sub-Committee 20/03/23 
Quality Assurance Committee 28/03/23 

Patient First 
Domain/True North 
priorities (tick box to 
indicate): 

Tick the priorities the report aims to support: 

Priority 1: 
(Sustainability) 

Priority 2: 
(People) 

Priority 3: 
(Patients) 

X 

Priority 4: 
(Quality) 

X 

Priority 5: 
(Systems) 

Relevant CQC Domain: Tick CQC domain the report aims to support: 

Safe: 
X 

Effective: 
X 

Caring: 
X 

Responsive: 
X 

Well-Led: 
X 

Identified Risks, issues 
and mitigations: 

Not applicable 
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Master Board Template November 2022 
 
 

Resource implications: No additional resource implications  
 

Sustainability and /or 
Public and patient 
engagement 
considerations: 

Not applicable 

Integrated Impact 
assessment: 

Not applicable 

Legal and Regulatory 
implications: 

Compliance with Ockenden and CNST 

Appendices: Appendix 1: Perinatal Quality Surveillance Quarterly Report 
 
 

Freedom of Information 
(FOI) status: 

This paper is disclosable under the FOI Act 
 
 

For further information 
or any enquires relating 
to this paper please 
contact: 

Alison Herron, Director of Midwifery 
 
Alison.herron2@nhs.net  

Reports require an 
assurance rating to 
guide the discussion: 

No Assurance There are significant gaps in 
assurance or actions  

Partial Assurance There are gaps in assurance 

Assurance X Assurance with minor improvements 
needed. 

Significant Assurance There are no gaps in assurance 

Not Applicable No assurance required. 
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Perinatal Quality 
Surveillance Quarterly 
Report

QPSSC 20th March 2023

Alison Herron – Director of Midwifery
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SIOR
Successful Deliverables
• Return to face to face training
• Completion of PPH & IOL A3 
• 2x Maternity risk scores decreased
• 2x Risks removed from risk register
• Formal Birthrate + review commenced February 2023
• Progress with EDI improvement journey 
• MDT CRIG feedback
• No Complaint of SI/ HLI breaches 
• Engaged with Peridash (SE Maternity bed and neonatal cot dashboard) 

Identified Challenges

• Badgernet reporting issues reflecting MFT negatively (IVAB)
• The MVP and Picker survey 2022 highlight service user feedback 

demonstrated a need to reintroducing welcoming partners staying 
overnight on the post-natal wards. 

• National shortage of Qualified Midwives 
• Driving forward CoC within current workforce 

Opportunities
• Reduce PPH rates at emergency caesarean
• Development of formalised process for management of pre-induction 

clinic
• Widen response for service user and staff feedback
• Trajectory for Continuity of Carer teams in place for 2023-2024 with 

LMNS/ICB request to have 1 team in place by end of Q2 2023 if safe 
staffing in place

• Engaging with and delivering a perinatal culture and leadership 
programme to quality and experience of staff and students across 
maternity

• Improve reporting on badgernet
• Standardising management of pre-registrants Trust wide 

Risks

• Lack of Divisional Governance Reports
• Poor response rates may not be reflective of reality 
• Need to monitor changes and ensure no service user 

experience adversely affected 
• CCCU Midwifery Training Accreditation Renewal and effect on 

midwifery pipeline and Trust reputation 
• Student experience 
• 2 new risks added to risk register
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Incidents, complaints and risks
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True North: Quality

Key Messages:
• SIs – (Jan-Feb 2023)
• 2 potential SI’s declared in this quarter
• Unexpected Neonatal term admissions to NICU  

Baby admitted after 25 minutes of age following a normal birth (MRI Normal)
Baby born following a forceps delivery in theatre (Awaiting MRI Report)

• Both neonates requiring therapeutic cooling on NICU. Both these cases are being 
reviewed by HSIB and the trust automatically declares these as SI’s. 

• No overdue SIs/ HLI’s currently in maternity 

Actions & Improvements: 
• Mandatory training has been running for 2 months face-to-face. Good feedback from staff on the change of virtual training
• Building a stronger foundation of communication between the Maternity Risk team and the Planned Care Governance team amalgamation   

Perinatal Surveillance Tool Data Quarter Jan-Feb 2023 – Serious Incidents (SIs)
Ambition: To ensure robust, transparent, multidisciplinary and patient-centred review of all perinatal losses with external oversight.
Goal: To ensure all eligible perinatal losses are reported to the required standard.

Issues, Concerns & Gaps:
• Ongoing investigation with DVH from Q3 regarding a HSIB case of a MFT Maternity 

User. Investigating a foreign body not detected on USS. Awaiting on the review by the 
Consultant Radiologist regarding the Abdominal USS findings. 
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3

Serious Incidents

SIs Average Linear (SIs)
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True North: Quality

Key Messages:
• 2 New HSIB Referrals Submitted (Jan-Feb 2023)
• 100% of eligible cases reported to HSIB and NHSR EN as required
• 2 x HIE case grade 2&3 

Ongoing HSIB Cases: 

• 1 x Neonatal Death – Received draft report (Factual comments sent)
• 1 x BBA at home breech presentation – Received draft report (No Trust recommendations) 
• 1 x self referral to HSIB, Received draft report (No Trust recommendations)
• 1 x Low Risk Water birth MRI (Severe Anaemia and Hypoglycaemia) Ongoing case
• 1x Spontaneous Labour (Pathological CTG in Triage) Ongoing case

Actions & Improvements:
• Fetal Monitoring Policy ‘Went Live’ on the 30th Jan 2023 
• CTG Weekly Shared Learning Relaunched to assist with the new guidance
• HSIB transformation into 2 bodies. “HSSIB” & “MNSI” 

“Maternity and Newborn Satiety Investigation”
Date put back to September 2023

Perinatal Surveillance Tool Data Quarter Jan-Feb 2023 – Healthcare Safety Investigation Branch (HSIB)
Ambition: To ensure robust, transparent, multidisciplinary and patient-centred review of all perinatal losses with external oversight.
Goal: To ensure all eligible perinatal losses are reported to the required standard.

Issues, Concerns & Gaps:
• Pre Inquest Review (PIR) was undertaken on the 14/2/23. Awaiting further detail of 

update for the coroner Inquest. Staff updated and supported by their PMA, Peers, 
Risk Team
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True North: Quality

Recommendation from HSIB Jan 23:
• Ensure mothers receive growth USS in line with national guidance to facilitate detection 

and management of late onset growth restriction
• Ensure guidelines and processes re I place to support staff in decision making when 

providing triage advice to mothers planning a VBAC in early labour
• Ensure that high risk mothers receive an obstetric review as soon as possible on arrival to 

delivery to facilitate correct care planning
• To support staff in the use of formal CTG categorisation alongside consideration of 

intrapartum risk factors to support accurate assessment

Perinatal Surveillance Tool Data Jan-Feb 2023 – National Healthcare Safety Investigation Branch(HSIB)
Ambition: Formed in 2017 dedicated to work closely with service users, families and health care staff affected by patient safety incidents.
Goal: To improve patient safety through independent investigations

Actions and Improvements:
• Launch of new physiological Fetal Monitoring at MFT in January 2023
• On going SBAR (SHARED) audit to understand gaps and key issues 
• Band 5 study days incorporate structured communication skills
• Team huddles
• Cultural drive to ‘simplify’ messaging vis shared learning at CRIG
• De-briefing following challenging cases
• Multidisciplinary rounds 
• Women wanting a VBAC are now invited in on first phone call in early labour
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True North: Quality
Perinatal Surveillance Tool Data Jan-Feb 2023 – Rapid Reviews (RR) and High Level Investigations (HLI)
Ambition: To ensure robust, transparent, multidisciplinary and patient-centred review of all perinatal losses with external oversight.
Goal: To ensure all eligible perinatal losses are reported to the required standard.

Actions & Improvements: 
• CRIG Feedback has shown an improvement in having a Multi-Disciplinary Team reviews of 

the maternity Datix’s. We have had great attendance from student midwives learning from 
incidents and midwives have come and joined from all banding’s.

• Since the introduction of the Obstetrician rota for CRIG, attendance has improved but 
requires ongoing facilitation

• Fetal wellbeing Team are collating data with ATAIN, looking into the themes of unexpected 
term admissions

Key Messages:
• 4 Rapid Reviews (RR) completed in Jan-Feb 2023. 
• ‘Avoidable Term Admissions in the Neonatal Unit’ (ATAIN). 19 ATAINs Submitted
• 3 Rapid Review cases open, Went to IRG Panel on the 28th Feb

Un-expected admission to NNU x2 for therapeutic cooling
Missing vicryl needle following perineum suturing

75%
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Maternity and Neonatal Rapid Reviews – Jan-Feb 2023
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True North: Quality

Key Messages: Datix themes Q4
• Labour and Delivery (Number = 27)  - Major themes for Jan-Feb 2023 were simple 

complication of treatment & Unexpected term admissions to NICU
• PPH (Number = 24) – Focus group looking into the rise of Post-Partum 

Haemorrhage (A3 Thinking)
• Emergency Caesarean Sections (Number = 13) 
• 9 x open datixes in maternity. 4 relate of ongoing HSIB cases and 5 will be closed 

following CRIG on 08.03.23

Perinatal Surveillance Tool Data Quarter Jan-Feb 2023 – Datix
Ambition: To ensure robust, transparent, multidisciplinary and patient-centred review of all perinatal losses with external oversight.
Goal: To ensure all eligible perinatal losses are reported to the required standard.

Actions & Improvements: 
• PPH – Focus group created to discuss the themes of PPH’s & the management. 

Educational Lead and Obstetric Intrapartum Lead working together to discuss 
additional tools (Prompt/Education)

• Maternity Governance snapshot poster: Jan-Feb addition was delayed but will 
be published beginning of March. Delays due to MFT Finance constraints 

• Unexpected Term admission to Neonatal Unit – FWB Team are auditing ATAIN 
Referrals and HIE 2&3 cases

• Missed Investigation incidents have reduced however further work is ongoing 
with monitoring doctor rota to review results in MCU/DST

• Patient Safety Team: Maternity Risk Team are working closely with the Patient 
Safety Team with the ongoing restricting of the divisions. 
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True North: Quality

Key Messages:
• Poor staff attitude noted as themes in both of these complaints
• Started to review complaints- ‘hot and blind spots.’ 
• Hot- area where harm (or near miss occurred) Blind spot –area in care where problems 

occur that are not necessarily observed by staff members. 
• Blind spots identified at transition points of care (admission and discharge) 
• Complaints are shared at team meetings and via staff comms
• Provide opportunity for QI initiatives
• All complaints are contacted at first instance via telephone call from Complaints lead 

PMA for prompt investigation. 
• No breached responses in Maternity for Jan/ Feb 2023

Actions & Improvements:
• Just and learning culture from complaints feeding into CRIG
• Triangulation with FFT
• Engaging leaders to respond to their own complaints
• Trends and patterns feed into mandatory training
• Ongoing work to support patients to be better informed to make choices
• Ongoing triangulation with other avenues of patient  feedback 

Perinatal Surveillance Tool Data– Complaints
Ambition: To ensure robust, transparent, multidisciplinary and patient-centred review of all perinatal losses with externaloversight.
Goal: To ensure all eligible perinatal losses are reported to the requiredstandard.

Maternity and Neonatal Complaints – Themes

Maternity and Neonatal Complaints  February 2022 – February 
2023
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Risks 

Risk Title Description Mitigations Initial 
Score
(C x L)

Current 
Score
(C x L)

Target 
Score
(C x L)

Delays in Induction of 
Labour

The unit is currently unable to meet induction of labour 
demand due to capacity and staffing on a daily basis due to 
significant staff vacancies.

This risk is a contributory factor of the insufficient 
midwifery staffing. Risk remains unchanged. 
• QIA underway
• Daily monitoring
• Daily escalation monitoring
• DATIX incidents - weekly case review
• Patient First watched metric

12
(3x4)

15
(5x3)

04
(2x2)

Insufficient Midwifery 
Staffing

Insufficient midwifery workforce to meet demand. 11.8 wte have completed their supernumerary 
period resulting in an improvement in acuity. 
However vacancy now 14.58 wte which is an 
increase. This is a result of loss of international 
midwives due to removal of recruitment agency 
accreditation (national). Although the vacancy factor 
has slightly increased on review of risk score it was 
appropriate to reduce.

12
(4x3)

12
(3x4)

(16 previously)

04
(2x2)

Unable to access 
patient records at 
community antenatal 
clinics

Digital connectivity support inadequate to provide safe 
clinical risk assessment and record keeping. No/limited 
access to critical clinical information.

Risk marginally improved however there are still 
issues with connectivity in the community hubs. 

12
(4x3)

09
(4x3)

(12 previously)

04
(2x2)
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Risks –
Risk Title Description Mitigations Initial 

Score
(C x L)

Current 
Score
(C x L)

Target 
Score
(C x L)

Potential failure to 
appropriately risk 
assess women in the 
community due to lack 
of experienced
Midwives allocated to 
work within the 
community setting.

Due to current staffing concerns within the community 
setting, B5 and junior/inexperienced midwives are being 
allocated to work within the community teams. Due to the 
nature of community work it is difficult to provide close 
supervision/support to these midwives.  Delay in 
assessment/escalation of clinical situation by junior 
midwife.
Failure to appropriately risk assess women in the 
community due to lack of experience.  Dissatisfaction of 
the midwife in her role in the community.  Increased 
burden on established midwives within the team.

• Close contact with community team senior sister.
• Provision of ‘New Starter Pack’.
• Supernumerary period of 1-2 weeks.

Until number of vacancies reduces B5's will need to 
be placed in community setting.

09
(3x3)

09
(3x3)

04
(2x2)

Movement of staff to 
support acuity on 
Delivery Suite creates 
red flags in other areas

Due to staffing shortfalls and high acuity Senior Sisters, 
community midwives and specialist midwives are being 
either redeployed or moved from their own roles to cover 
the deficit. This impacts negatively effective clinical 
leadership and clinical oversight of the maternity unit. 
Community midwives are working over the working time 
directive and staff morale is low.

11.64 wte now off supernumerary shifts; movement 
of staff now reduced therefore risk score has been 
reduced.

The hospital on-call rota commences March 2023 
following completion of staff consultation

09
(3x3)

09
(3x3)

04
(2x2)

Community Midwifery 
Premises

There is a lack of community office space for community 
midwifery teams which is causing disruption to the 
maternity provision. There is further risk of loss of 
premises and financial implications due to a lack of 
contracts for most of the community midwifery venues

• Working with contracts team to get SLA’s in place
• Space request form completed with Estates
• Meeting with Commissioners to find alternative 

venues

09
(3x3)

06
(2x3)

04
(2x2)
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New Risks 
1. A new risk added (28.2.2023) Midwifery Workforce issues due to CCCU not being approved to provide 
Midwifery training -
In September 2022 CCCU were unable to take year 1 students due to negative feedback relating to both 
educational and practice placement issues. In February 2023 students were removed from William 
Harvey Hospital due to ongoing concerns and there was further scrutiny from HEE and NMC regarding 
student experience at MFT – score 4 x 3 = 12
2. A new risk has been added (21.02.2023) to the Maternity Risk Register relating to Nitrous Oxide on 
Delivery Suite. Ricky Daniel has been assigned as action owner as many of the actions sit within the 
remit of Estates.
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Saving Babies Lives Care Bundle
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True North: Quality

Key Messages:
• CNST >80% requirements for element 1 achieved – action plan in place to achieve 

>95%. Currently achieving 96% compliance for booking CO
• 100% compliance with computerised CTG for Reduced Fetal Movements after 28 

weeks and women and birthing people presenting with RFM in labour
• Obstetric lead and fetal wellbeing midwives in post. 
• New physiological fetal monitoring guideline launched 30th January. Emergency 

LSCS audit demonstrates no increase in CS rate for fetal monitoring concerns.
• Compliant with Birth in Appropriate Location due to level 3 neonatal unit.
• Compliant with administration of magnesium sulphate <30 weeks (>90%) 

excluding imminent deliveries
• Prem 7/ Prep for Prem launched – highlighted intrapartum antibiotics data not 

being inputted to Badgernet.  
• A new guideline that has recently been approved for smoking in pregnancy which 

includes clearer guidance on who/when to CO monitor and a flow chart on what 
actions need to be taken based on the result.Actions & Improvements: 

• Action plan and revised guideline to support improvements in steroid administration 
compliance.

• Additional scanning at 40 weeks for increased BMI pathway in line with FGR guidance 
to commence 2023, which will help increase compliance for BMI screening pathway

• Awaiting confirmation from Neonatal team how antibiotics data will be input into 
badgernet. 

• Continue working with Maternity Information System to improve reporting and data 
mapping for Smoking/CO monitoring as per SA 2.

• Smoking and CO monitoring now reporting via MSDS.

• Prem 7/ Prep for prem to be presented at joint obstetric neonatal audit meeting. 

Safety Action 6: Saving Babies Lives Care Bundle v2 (SBLCB)
Ambition: Support positive clinical outcomes through compliance with SBLCBv2 requirements.
Goal: Ensure compliance with all 5 Elements of SBLCB v2

Issues, Concerns & Gaps: 
• Awaiting Preterm guideline to be completed by FMU.
• Intrapartum antibiotics for preterm birth data not being input onto badgernet. 
• Continue to monitor compliance of Smoking and CO monitoring manually and cross 

reference with MSDS, until confident historical mapping errors from Maternity 
Information System are fixed
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Maternity Dashboard
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True North: Quality

Key Messages - Dashboard:
• PPH – no immediate concerns; A3 work in progress
• IOL pathway – no concerns; A3 work in progress
• Audit of CS will be presented in March 2023

Key Messages - PPH:
• Rate of significant PPH (>1,000mL) following SVD 4% (within expected 1-5%)
• Rate of significant PPH following instrumental deliveries 25%
• Rate of significant PPH following CS delivery 14% for ELCS and 25% for EmCS 

(well  above expected)

Maternity Dashboard
Ambition: To produce an accurate clinical performance and governance scorecard

Goal: To utilise the dashboard to identify patient safety issues so that timely and appropriate action can be taken

Key Messages - LSCS:
• Rates of ELCS and EmCS stable: January 2023 46%
• Total CS rates varied between 40.8% (Apr 2022) - 46.3% (Jun2022)

Actions & Improvements:
• Two registered QI projects to address the high rates of significantPPH following CS and instrumental deliveries
• Audit of CS rates and trends to be presented inMarch

Issues, Concerns & Gaps:
• Timing of the IOL start to be addressed
• New clinical pathways needed to address PPH following caesarean section (prevention pathways)
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Maternity Dashboard True North: Quality

Type Measure Goal MAR 22 APR 2022 MAY 22 JUN 22 JUL 2022 Aug 2022 Sep 2022 Oct 2022 Nov 2022 Dec 2022 Jan 2023 Total

Total Deliveries 425 394 367 408 408 405 395 402 360 375 367 378 4259YTD

Hospital Deliveries % 96 95 95 95 96 98 97 97 97 98 97 97AV%

TBP Deliveries % 2 7 5 5 3 4 1 3 2 1 3 3AV%

Home Deliveries % 03.05% 01.09% 02.45% 02.70% 02.96% 01.50% 03.20% 03.10% 02.70% 01.40% 01.40% 02.32%AV%

BBA's 4 2 5 3 5 2 7 3 6 3 3 71YTD

Water Births % 01.02% 03.27% 02.94% 01.69% 03.46% 03.50% 03.20% 04.20% 01.30% 00.80% 03.20% 02.60%AV%

Booking by 12+6 90% 91.40% 95.19% 92.10% 95.75% 95.90% 96.00% 93.46% 94.51% 96.23% 97.00% 98.01% 95.05%AV%

Booking at 10 weeks 90% 68 73 74 77 78 77 81 83 82 81 83 78AV%

Number of SVDs 217 169 217 211 222 189 185 161 146 139 209 2065

Activity
% Unassisted Vaginal 
Deliveries >60% 48.22% 48.23% 45.34% 44.36% 49.28% 54.20% 46.00% 49.70% 46.10% 37.90% 55.30% 47.69%AV%

Total Ventouse Births % 3.05% 3.54% 3.68% 5.15% 3.70% 3.82% 3.00% 2.50% 3.70% 4.10% 3.70% 3.63%AV%

Total Forceps Births% 3.05% 4.36% 3.43% 2.70% 2.47% 2.56% 4.20% 2.20% 3.20% 4.40% 5.80% 3.49%AV%

% of SVD (DS) 43.91% 39.51% 37.50% 34.80% 43.21% 41.00% 46.00% 38.60% 34.10% 37.90% 39.40% 39.63%AV%

% of SVD (TBP) 00.51% 06.54% 04.66% 04.66% 02.72% 02.10% 00.51% 02.50% 02.00% 00.50% 02.60% 02.66%AV%

% Induction of Labour <32% 24.37% 29.43% 20.10% 20.10% 23.46% 21.32% 20.40% 24.20% 15.70% 22.60% 23.30% 22.27%AV%

% Failed Instrumentals 1% 0.25% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.02%AV%

%C-Section (Elective) 10% 15.74% 15.80% 17.16% 17.40% 16.05% 16.82% 18.20% 17.20% 19.50% 19.10% 18.00% 17.36%AV%

%C-Section (Emergency) <15% 26.14% 24.80% 28.19% 29.66% 28.64% 28.78% 27.60% 33.10% 34.10% 31.10% 26.20% 28.94%AV%

Total rate % (Elective & 
Emergency) <27% 41.88% 40.60% 45.34% 47.06% 44.69% 45.60% 45.80% 50.30% 53.60% 50.10% 44.20% 46.29%AV%

% Women choosing VBAC 33.33% 33.33% 33.00% 38.89% 36.23% 36.70% 26.50% 05.30% 04.30% 06.00% 04.20% 23.43%AV%

% Successful VBAC (opting 
women) 75% 50.00% 43.75% 27.27% 36.84% 40.91% 52.60% 38.50% 31.60% 31.30% 45.50% 50.00% 40.75%AV%
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Maternity Dashboard True North: Quality

Type Measure Goal MAR 22 APR 2022 MAY 22 JUN 22 JUL 2022 Aug 2022 Sep 2022 Oct 2022 Nov 2022 Dec 2022 Jan 2023 Total

Weekly hours dedicated 
Consultants presence on 
labour ward 91 91 91 91 91 91 91 91 91 91 91 91YTD

Midwife to Women Ratio 
- Funded 1:29 01:25 01:25 01:25 01:25 01:25 01:25 01:25 01:25 01:25 01:25 01:25 01:29YTD
Actual ratio 01:36 01:36 01:36 01:36 01:36 01:36 01:36 01:36 01:36 01:36 01:36
% of One to One care 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%Av%

Number of cases of 
meconium aspiration 0 0 1 0 1 0 1 1 0 1 0 1 6YTD

Term Baby Admits to 
SCBU/NICU 0 14 8 9 14 11 10 11 3 12 7 6 105YTD

Intrapartum Still Births 
(>24/40) 0 0 0 0 0 0 0 0 0 0 0 0 0YTD

Antepartum stillbirths 
(>24/40) 6 3 4 0 0 2 5 0 3 0 1 24YTD

Clinical Indicators
Term neonatal deaths < 
7 days 0 0 0 0 0 0 1 0 0 0 0 0 1YTD

Number of cases of 
hypoxic encephalopathy 
grades 2&3 0 1 0 1 0 0 0 0 1 0 2 0 5YTD
Number of SIs 0 1 0 1 0 0 1 0 1 0 2 0 6YTD
Complaints 0 3 1 4 5 2 2 1 1 2 1 0 22YTD
PPH 1000-2499ml 36 34 54 52 39 40 35 46 47 36 51 470YTD
PPH>2500mls 2 1 0 3 1 9 1 2 2 0 1 22YTD

% 3rd/4th Degree Tears 2% 02.28% 01.63% 01.47% 00.98% 01.48% 00.72% 00.72% 00.97% 00.70% 00.68% 00.63% 01.11%AV%
Number of PMAs 12.00 12.00 12.00 12.00 12.00 12.00 12.00 12.00 12.00 12.00 12.00
% Breast Feeding at 
delivery 85% 61.93% 63.11% 64.71% 62.75% 66.17% 68.50% 65.10% 65.01% 59.50% 59.50% 63.30% 63.60%AV%

% Smoking at Delivery <12% 14.72% 11.99% 11.76% 13.48% 15.31% 12.20% 11.90% 11.40% 15.50% 13.10% 13.20% 13.14%AV%

FFT (response rate at 
birth) 40% 18.02% 22.20% Not avail 15.00% 11.60% 16.71%AV%
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Induction of labour 
and PPH QI projects
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True North: Quality

Key Messages:
• IOL A3 completed on 13/02/23  
• Multi-disciplinary working party established to focus on improvements 

Induction of Labour
Ambition: To ensure that patients start their inductions within 12 hrs of admission to maternity unit 
Goal: To ensure that 75% of IOL’s start within 12 hrs and 100% within 24 hrs

Issues, Concerns & Gaps:
• Midwifery staffing – vacancies and sickness
• Lack of availability of beds (Pearl and Delivery Suite)
• A dedicated IOL team

Actions & Improvements: 
• Development of formalised process for management of 

pre-induction clinic
• Focus on improving start time 
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Maternity Dashboard
Ambition: To produce an accurate clinical performance and governance scorecard
Goal: To utilise the dashboard to identify patient safety issues so that timely and appropriate action can be taken

True North: Quality (Induction of Labour)

New IOL Guidelines in MFT

Membrane sweeps 

New Midwives New Midwives
Admission to ARM time (IOL)
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True North: Quality

Key Messages:
• PPH A3 completed on 13/02/23  
• Multi-disciplinary working party established to focus on improvements 

Actions & Improvements: 
• Drug trial of Carbetocin and prophylactic Tranexamic acid
• Dynamic assessment of blood loss in theatre with early activation of PPH protocol

Significant Postpartum Haemorrhage 
Ambition: Reduce patient morbidity and improve postpartum patient experience 
Goal: Meet national benchmarks for significant PPH for all modes of delivery

Issues, Concerns & Gaps:
• Rates of significant PPH above national benchmark for emergency LSCS and instrumental delivery
• Lack of situational awareness and procedure to follow in theatre
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Maternity Dashboard
Ambition: To produce an accurate clinical performance and governance scorecard
Goal: To utilise the dashboard to identify patient safety issues so that timely and appropriate action can be taken

True North: Quality (Post-partum Haemorrhage)

Data 2021 - 2022 n Median (IQR) PPH > 1,000mL %

ELCS 1,598 500 (400-800) 231 14.5%

EmCS 2,565 600 (500-900) 577 22.5%

Forceps delivery 444 500 (400-900) 110 24.8%

Vacuum delivery 267 400 (300-600) 31 11.6%

Spontaneous vaginal delivery 5,169 300 (200-400) 207 4.0%
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Safeguarding
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SIOR- Safeguarding
Successful Deliverables
KPI’s
• 100% Safeguarding Supervision for CP Cases – achieved andongoing
• Pre Birth Plans implemented for 100% of CP cases by 36/40 – 78.6 % (3 

not completed due to premature delivery) 
• Reduction in length of stay- overall length of stay maximum 5 days

postnatal for social care cases from birth to discharge
• Overall training compliance for Children’s Level 3 is above the ICB

recommendation of 85% 
• Swale and Medway Hub continues to be a productive format for multi 

agency approach to care 
• Team Connect continue to provide continuity for vulnerable families
• Band 7 Senior Sister for Team Connect recruited and due to commence 

role

Identified Challenges

• New staff rotating to community lacking confidence in safeguarding practice 
and requiring additional support

• High acuity in all areas, safeguarding processes are not seen to be part of 
holistic care provided 

• Due to Maternity Safeguarding Team changes, confusion amongst staff who 
to escalate concerns to 

• Use of interpreters in the hospital setting has been challenging in recent 
weeks, confusion on how to contact and arrange, as well as having 
appropriate IT devices to hold conversations in a sensitive manner  

• Lack of mapping for adult safeguarding level 3 training for maternity staff

Opportunities

• Developing service to better support teenagers accessing maternity
care

• Working alongside Thrive and Maternity Mental health services to create 
a MFT ‘Hope Box’ for families experiencing separation following birth

• Implementation of antenatal toxicology testing 
• Additional training to be provided to Team Connect 
• Band 7 Senior sister for Team Connect to provide support for 

periods of leave for the Named Midwife of Safeguarding 

Risks

• No current cover for periods of leave for the Named Midwife (added to 
risk  register) – recruited into senior post within team connect to 
support Named Midwife  - once starts in post this risk will close

• Maternity staff not mapped to level 3 Adult safeguarding and therefore 
service not compliant.  (included in corporate risk register for 
overarching mapping of all safeguarding  training)
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True North: Patients

Key Messages: 2 month old baby presenting with NAI- Fracture of right distal femur, calcification 7th rib, evidence of bruising over left upper 
limb and back and other marks which were documented on the body map
Good Practice from investigation –
• Social care history noted at booking and referral to Hub completed 
• Multi disciplinary approach to care planning following hub 
• Safeguarding concerns raised in a timely manner from hospital staff upon admission and police protection order was implemented 

Actions & Improvements:
- Direct contact has been made with Community and Hospital staff reiterating the importance of implementing safeguarding actions in a timely manner 
- Named Midwife for Safeguarding attending all community team meetings to focus on the purpose and importance of timely commencement and updates of a 

Maternity support form 
- Serious incident to be shared in Friday’s News with learning to aid staff learning in a timely manner 
- Lived experiences of families and identifying those with parental responsibility is included in Level 3 Safeguarding Training
- Named Midwife to create a form to be completed for any safeguarding advice that has been given verbally to keep accurate records and timely follow up 

Safeguarding -
Ambition: Excellent outcomes, ensuring no patient comes to harm with no adverse outcome
Goal: Protect others from abuse harm and neglect.

Issues, Concerns & Gaps: - Missed Opportunities
- Delay in transfer to Vulnerable Pregnancy community team, Team Connect  
- Multiple missed opportunities for safe enquiry or escalation due to full history not being taken at each contact 
- Lack of consideration of the families lived experiences with multiple attendances to hospital outside of routine appointments
- Ensuring who has parental responsibility is identified promptly 
- Social care did not involve maternity services in multi- professional meetings until late in the pregnancy 
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Safeguarding -
Ambition: Excellent outcomes, ensuring no patient comes to harm with no adverse outcome
Goal: Protect others from abuse harm and neglect.

True North: Patients
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7%

93%

o Level One is mandatory for all non – clinical staff. E-Learning.
o Level Two is mandatory for all non-clinical and clinical staff. E-Learning.

o Level Three is mandatory for all clinical staff . In Person Training. 
o Threshold for compliance as set by the ICB is a minimum of 85% Compliance

o Maternity staff to be mapped to Level 3 adult training going forward
o Trajectory for adult level 3 training being developed with Head of Safeguarding and HOM

Safeguarding -
Ambition: Excellent outcomes, ensuring no patient comes to harm with no adverse outcome
Goal: Protect others from abuse harm and neglect.

True North: Patients
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Feedback
Jan-Feb 2023

- Service users
- Staff 
- Midwifery students
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SIOR -
Successful Deliverables

• The MVP survey allowed for a different form of feedback to the FFT 
and allowed us to triangulate with our other Service user feedback 
such as the Picker survey 

• Work underway to co-produce pathway for partner staying overnight 
on the wards

• Improved opportunities for staff engagement 
• Responsiveness to issues raised 

Identified Challenges 

• Improving response rates to patient surveys such as FFT so that 
meaningful conclusions can be drawn 

• Managing expectations especially with transition form 1:1 Care in 
labour to ward based care.

• Learning from what patients and staff think about the care and 
work experience they have received is a key to improving our 
service. However, collecting actionable data across the breadth of 
patient, staff and student experience and making change based 
on it remains a challenge

Opportunities

• Widen response for service user and staff feedback 
• Shape our service to better meet service user and staff needs 
• Service users and staff feedback gives us a direct insight into what is 

working well and what needs further improvement in the way our
service is delivered.

• The care group is working with the patient experience team to 
determine methods of easily capturing patient experience that can 
meet multiple purposes, including performance monitoring and system 
redesign, and how to present this to staff in an easy to use way.

Risks

• Poor response rates may not be reflective of reality 
• Feedback requests may not be routinely accessible or in an 

appropriate format that reaches our minority groups 
• Poor behaviours from partners staying overnight may affect 

patient and staff experience 
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True North - Patients

Key Messages:
• The MVP surveyed for feedback as requested by the LMNS, around women and birthing people being offered food and showers after birth and 

prior to being moved to the postnatal ward.
• 5 responses were received relating to MFT
• 4 responses were positive
• 1 response was not positive 

Actions & Improvements:
• All staff have been reminded to offer refreshments to postnatal mothers, particularly those who deliver outside of normal hostess rounds. 

Issues, Concerns & Gaps:
• Concerns were raised by one service user regarding lack of food provided in the early post-natal period demonstrating a lack of personalised 

care in this instance. 

Service User Feedback - MVP
Ambition: To maintain a robust partnership between Trusts and Service Users that works to review and contribute to the development of  
Maternity Services
Goal: Ensure the voice of all Service Users are beingheard
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Postnatal Feedback

I had the shower set my things put on a stool by 
the shower so I didn’t have to up for me, bend 

or walk too much, I got out the shower and was 
helped and was helped to dry. I was so lucky 
and I still feel so lucky at Ruth treating me so 

wonderfully. Tbh I think I did eat but it was early 
hours and it’s all but hazy as was tired but think 

I had drink and sandwich then got breakfast 
when I moved to the birthing suite ward after

I was in shock at the speed of delivery (53 hours with 
my first baby, 25 mins with this one!) and they brought 

me a whole plate full of toast and jams which was so 
appreciated as I had gestational diabetes and not had 

toast or jam in months. Emma then took me in the 
shower, carefully washed and dried me and helped me 
get dressed as I was still in shock. She was so lovely and 

made me feel so cared for and comfortable and I 
honestly think it is the kindest thing anyone has ever 

done for me, she was so wonderful and reassuring. I'll 
never forget her kindness. In the meantime Keely 

helped my husband with baby and organised my bags 
and was equally lovely.”

had baby in theatre at 3.45, 
was taken to the postnatal 

ward at 6am and was offered 
something to drink and eat 

when breakfast was brought 
around at 7ish

We remained in the delivery suite for hours after having 
my baby due to some worries about myself. I delivered 
her at 10:47am and we were moved to the postnatal 

ward between 7 and 8pm. During this time both myself 
and my husband were offered a range of different foods 
and drinks including, toast, tea, juice, sandwiches, fruit, 
biscuits, yoghurt, crisps, cake and soup! I was in shock at 

how much food we were both offered. I also had a 
shower whilst the midwife who delivered my baby 

remained in the room with my Husband and baby due to 
some worries about me so she could come in at any 
time if needed. She requested that I kept the door 

unlocked just in case but was happy for it to be shut for 
my own privacy!“

Had baby at 11.33 and went 
down for surgery after , and 

then straight to ward , wasn’t 
offered any food or drink ( 
maybe glass of water) until 
breakfast the next morning 

came round and didn’t have a 
shower until 8 am the next 
day even though I had been 
asking since about 5.30 am
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True North - Patients

Key Messages:
• The MVP and Picker survey 2022 highlight service user feedback 

demonstrates a need to reintroducing welcoming partners staying 
overnight on the post-natal wards. 

• Equally feedback has been received indicating this is not the 
preference of all service users, some who prefer the privacy periods 
that ward visiting times allows. 

• The Matron for the ward areas is working with our MVP chair to co-
design a partner leaflet/ expectations leaflet

• MFT plan to roll out partner flexibility from April 2023 in designated 
bays with the intention of also supporting those service users who 
have a preference for no ward attenders overnight

Actions & Improvements:
• Co-produced leaflet to be completed February 2023
• All staff and service users to be informed of changes in March 

2023

Issues, Concerns & Gaps:
• Need to monitor changes and ensure no service user experience 

adversely affected . 

Plans to allow partners more flexibility to stay on ward postnatally
Ambition: To maintain a robust partnership between Trust and our Service Users that works to review and contribute 
to the development of maternity services 
Goal: Ensure the voice of all services users is being heard
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Key Messages:
• Staff feedback has been reflective of ongoing workforce challenges 
• Staff have shared concerns regarding the hospital on- call roster
• The cultural improvement plan has been shared with the staff 
• Team talks, Fridays news and closed social media groups are all utilised as 

engagement and update platforms for staff. 
• HoM presented 2023/24 Maternity priorities to all staff in February 2023 at clinical 

audit. 
• Band 5 supernumerary time has been raised as a concern
• Specific student focus groups held monthly with CNO/ DoM / HOM/ Ed Team 
• Positive feedback provided for education team rom student group
• Time with PA/ PS to complete PAD challenging 

Actions & Improvements:
• Monthly recruitment and retention data to be shared with staff so that 

can understand and can articulate our current position 
• Senior team met with RCM and specialist midwives following on-call 

roster feedback and made minor amendments
• Team talks diarised monthly for rest of 2023
• Band 5 supernumerary time has been discussed with education team 

and improved communication implemented regarding expectations 
and objectives in each clinical area

• Student teaching sessions commenced
• PA/ PS supported with dedicated time to complete PAD requirements

Staff & Student Feedback  -
Ambition: To identify issues affecting the internal environment and find solutions 
Goal: To nurture positive contribution and engagement from the workforce 

True North: People
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Cultural Competency Insight  
and Training and Score 
survey 
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True North - People

Key Messages:
• Negative feedback from NMC focus groups
• Reflected in CNO focus groups
• Need to improve substantive staff and student experiences
• Trust engaged with perinatal culture quad programme commencing in March 2023. 
• As part of this work the SCORE cultural survey will be undertaken 
• Maternity received 20 funded space for understanding racial injustices in healthcare training 
• First 2 Champions identified and training completed 

Actions & Improvements: 
• Future listening events being established newly qualified nurses and midwives, student nurses and midwives and AHP’s – to be  facilitated by Deputy CNO 

• Listening events set up for  3, 6, 9 and12 months of employment for new staff in line with the Trust retention programme.

• Set up a student council and weekly student surgery
• Exploring with the deputy CNO, obtaining a culture intelligence tool, in order to undertake a diagnostic into workplace culture. 
• Cultural and psychological safety questions added to gather and support Exec and NED safety champion walkabouts
• Engaging with LMNS and Trust BAME network to support the insight work.

• Individual staff members who have been named by students/staff as having poor behaviour/attitude including racism have been met with and addressed in line with 
HIR process

• Utilising the Medway MVP and Trust FFT feedback forums/channels to gain further insight into culture within the Trust and  work with our patients and staff to make
improvements.

Cultural Insight and Cultural Improvement
Ambition: to create a compassionate, inclusive organisational culture
Goal: to identify the conditions necessary to make a sustainable impact on culture and behaviour
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True North: People
Perinatal Culture & Leadership Development Programme
Ambition: To nurture a positive safety culture 
Goal: To ensure safer care based on a relationship of mutual trust and respect between women and theirmidwives

Key Messages:
• The programme is designed for the perinatal quadrumvirate, or ‘quad’, group of senior leaders (including senior midwifery, obstetric, 

neonatal and operational representation) to attend
• The Programme design has three main aims for quads: 

nurture a positive safety culture  
enable psychologically safe working environments  
build compassionate leadership to make work a better place to be 

• MFT have identified ‘quad’ and commence programme March 2023. 

Expected benefits
There is evidence that compassionate leadership increases staff wellbeing, which in turn, positively influences safety culture 
• Reviews of maternity services have highlighted cultural and leadership issues as a common theme that contributes to underlying patient safety 

failures across organisations. 
• This programme will directly respond to concerns raised in Donna Ockenden’s final report and complement the immediate and essential 

actions, including helping staff who “work together to train together” and to meaningfully engage and co-produce with service users and families, 
ensuring that women and their families are listened to with their voices heard.

• Compassionate and inclusive working environments also positively impact staff engagement
• Programme compliments ongoing cultural improvement work 
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Continuity of Carer
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True North: Patients

Key Messages:   
• Continuity of Carer National target has been retracted until safe staffing numbers are in place
• Trajectory for Continuity of Carer teams in place for 2023-2024 with LMNS/ICB request to have 1 team in place by end of Q2 2023 if safe 

staffing in place
• 1 WTE Consultant Midwife commenced in Jan 2023 – will be reviewing staffing structure of community midwifery and The Birth Place to 

consider potential for hybrid working within the 2 midwifery settings, which will support Continuity of Carer model
• NHSE funding offer for each continuity team established 

Actions & Improvements: 
• The Birthrate plus staffing formal audit outcome (being undertaken in Spring 23) will be used to support a skill mix review
• While developing and implementing our plans, the Trust will engage with all maternity staff, Maternity Voices Partnerships and clinicians. 

Plans for rollout will be co-produced with the diverse communities that will be receiving MCoC.
• The SOP requires an update to reflect our current position and trajectory. 
• Recruitment plans will need to be produced that are aligned to the workforce data, quality impact assessment and implementation options.
• Use of the Trusts Patient First A3 thinking will support the process 

Continuity of Care (CoC):
Ambition: To offer a Continuity of Carer model for all pregnant people
Goal: To ensure safer care based on a relationship of mutual trust and respect between women and their midwives

Issues, Concerns & Gaps: 
• Lack of consistent access to physical spaces for clinical practice in the community and costs associated with this 
• Potential for increasing work load, poor work-life balance and stress among midwives
• Previous roll out indicated some staff were financially disadvantaged by working within MCoC model
• Discussions and plans will be agreed with the Trust HR and Trade Union representatives as part of our implementation plan.
• Close operational monitoring will be required to ensure that all clinical areas are appropriately staffed and not adversely affected by MCoC
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Ockenden
Update
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Ockenden 1 Self-Assessment February 2023
True North Immediate and Essential Action RAG

June  
22

RAG
Sept  
22

RAG
Mar
23

Comments Target  
Date

Quality IEA 1: Safety in maternity units across England must be  
strengthened by increasing partnerships betweenTrusts  
and within local networks. Neighbouring Trusts must  
work collaboratively to ensure that local investigations  
into Serious Incidents (SIs) have regional and Local  
Maternity System (LMNS) oversight

All requirements of Ockenden met.
To work with DOM to improve Board Reporting in line with Patient Firstmethodology.

NA

Patients IEA 2: Listening to Women and their Families: Maternity
services must ensure that women and their families are
listened to with their voices heard.

NED now member of MVP meeting and additional quarterly meetings arranged with  
MVP/NED and HOM/DOM..
Continue to monitor MVP co-production/engagement via CNST Year 4 Safety Action7

NA

People IEA3: Staff Training and Working Together: Staffwho  
work together must train together

All staff groups >90% compliant for MDT PROMPT and NBLStraining  
Consultant AM and PM ward rounds continue. Audit ongoing
PCSP staff training commenced Feb 2023
Ongoing monitoring of compliance 

NA

Quality IEA4: Managing Complex Pregnancy: There must be
robust pathways in place for managing women with
complex pregnancies

Local maternal medicine SOP now in place. Working with LMNS to develop regional  
maternal medicine centre.
Consultant Midwife recruited
Externally funded lead midwife for maternal medicine not recruited to. JD revised and 
recruitment recommenced

April 23

Quality IEA5: Risk Assessment Throughout Pregnancy: Staff  
must ensure that women undergo a risk assessmentat  
each contact throughout the pregnancypathway

Risk assessment guideline now live on QPulse and compliant for Ockenden
PCSP eLearning added to PROMPT pre-course training, to capture MDT compliance  
Risk assessment at every contact audit completed – action plan developed with  
recommendations
LMNS-wide, Personalised Care and Support plans (PSCP) developed and
launched February 2023.

NA

Page 110 of 340



Ockenden 1 -Self-Assessment February 2023

True  
North

Immediate and Essential Action RAG
June  
22

RAG
Sept  
22

RAG
Mar
23

Comments Target  
Date

Quality IEA6: Monitoring Fetal Wellbeing: All maternity services  
must appoint a dedicated Lead Midwife and Lead  
Obstetrician both with demonstrated expertise to focus  
on and champion best practice in fetalmonitoring.

Appropriate fetal wellbeing leads in post (1.4 WTE midwives and obstetric lead).  
Trajectory of 100% compliance in new Physiological Fetal Monitoring by end ofJanuary  
2023

NA

Patients IEA7: Informed Consent: All Trusts must ensure women  
have ready access to accurate information to enable their  
informed choice of intended place of birth and mode of  
birth, including maternal choice for caesarean delivery

Action plan in place following MVP website review.
LMNS PSCP will also support closing this action when implemented in January 2023.  
Maternal request audit commenced looking at documentation in intrapartum period when  
women choosing caesarean section

NA

People Workforce All recommendations of Birthrate Plus review 2020 recruited to NA

Quality NICE Guidance in Maternity Process in place to monitor and review new NICE guidelines and ensure local guidance  
is appropriate and in date. Conditional formatting added to spreadsheet to ease alert of  
when guidelines are due for renewal or out of date.
Consultant midwife post to lead on guidelines

NA

Complete
Action has been completed and there is robust evidence to  
support that the action has been completed and whererelevant,  
embedded practice

Overdue Action is off track and assessed as unrecoverable within the  
current timescales and requires urgent action toaddress

Off track with actions to deliver Action is off track and plan are being put in place to mitigateany  
delay

On track Action is on track with progress noted and on trajectory
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Ockenden 2 – Self-Assessment February 
2023

True North Immediate and Essential Action RAG
Jun 22

RAG
Sept 22

RAG
Mar 23

Comments Target  
date

Revised  
Target

Systems and  
Partnership

IEA 1: Workforce Planning and  
Sustainability : Financing a Safe  
Maternity Workforce

Workforce report for 2022 completed presented to Trust Board in  
Oct ‘22. Funding for full external BR+ workforce review
commenced March 2023

Aug  
2022

April 2023

Sustainability IEA1: Workforce Planningand  
Sustainability: Training

Induction and preceptorship package strengthened. Community  
Induction pack approved and development of similar packs for all  
areas completed – including role/band specific information.
Develop progression packages for staff to support advanced  
decision-making. Engagement and alignment of practices for 
AHPs Trust wide

Dec  
2022

April 2023

People IEA2: Safe Staffing Enhanced Maternity Escalation plan now in place (June 2022).  
Formal mentorship programme for senior midwives ongoing.

NA N/A

Quality IEA3: Escalation and  
Accountability

Develop conflict of clinical opinion policy and ensure  
psychological safety amongst the workforce. Elements have been  
incorporated into new fetal monitoring training package which was  
launched Jan 2023. 

Nov  
2022

April 2023

Quality IEA4: Clinical Governance  
Leadership

NHSEI self-assessment refreshed and reported to Board Aug  
2022.
Kirkup EKHUFT report published – awaiting update from national  
team. Formalise clinical responsibility for guidelines.

NA N/A

Quality IEA5: Clinical Governance –
Incident investigations and  
complaints

New CRIG MDT meeting in place and embedded. Continueto
strengthen triangulation from clinical incidents and shared  
learning.

NA N/A
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Ockenden 2 – Self-Assessment February 
2023

True North Immediate and Essential Action RAG
Jun 22

RAG
Sept 22

RAG
Jan 23

RAG 
Mar 23

Comments Target  
date

Revised  
Target

Quality IEA6: Learning from Maternal
Deaths

Maternal death guideline completed including relevant 
checklists  updated – for sign off at LWF.
Awaiting national guidance on the allocation of maternal cases
to
expert pathologist in maternal physiology.

Aug  
2022

April
2023

People IEA7: Multidisciplinary Training Updated TNA approved in line with core competency
framework – now live on QPulse. LMNS training review
process established. Simulation sessions across the unit
reinstated and closely monitor training compliance.

NA N/A

Systems
and  
Partnershi
p  s

IEA8: Complex AntenatalCare . Review pre-conception care with Primary Care. Case note
audit to confirm compliance with guidance for diabetes and
hypertension.

Dec
2022

April 2023

Quality IEA9: Preterm Birth Preterm birth guidelines completed and awaiting sign off.
“Prem7”  antenatal optimisation bundle Quality Improvement 
project  launched in October 2022 with ongoing audit 
throughout the  project.

NA N/A

Quality IEA10: Labour and Birth Development of Midwifery Led Unit operational risk 
assessment  tool delayed due to clinical and staffing 
pressures, as well as  awaiting start date of new recruit into 
TBP Senior Sister post.

N//A N/A
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Ockenden 2 – Self-Assessment February 
2023

True North Immediate and Essential Action RAG
June 22

RAG
Sept 22

RAG
Jan 23

RAG
Mar 23

Comments Target  
date

Revised  
Target

Patients IEA11: Obstetric Anaesthesia Formalise postnatal anaesthetic follow-up for women and 
birthing  people and review need for local guidelines for 
anaesthetic roles.

Dec  
2022

April 2023

Quality IEA12: Postnatal Care Audit confirms compliance with consultant ward rounds  
and review of postnatal readmissions (commenced)

NA N/A

Patients IEA13: Bereavement Care Current workforce covering 7 days where possible.  
Bereavement champions being identified who will attend  
additional training to support them in their role

Nov
2022

April 2023

Quality IEA14: Neonatal Care Audit to confirm compliance with ODN requirements  
including born in appropriate location, outcomes of in-
utero  transfers.

Dec  
2022

May 2023

Patients IEA15: Supporting Families THRIVE midwife to support women with perinatal trauma
commences in Nov. Audit confirms compliance with
mental health pathways

NA NA

Complete
Action has been completed and there is robust evidence to  
support that the action has been completed and whererelevant,  
embedded practice

Overdue Action is off track and assessed as unrecoverable within the  
current timescales and requires urgent action toaddress

Off track with actions to deliver Action is off track and plan are being put in place to mitigateany  
delay

On track Action is on track with progress noted and on trajectory
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True North: People
Planned vs Actual Midwifery Staffing levels
Ambition: Achieving safe and appropriate midwifery staffing through implementation of Birth Rate Plus
Goal: Outline the findings from the internal Birth-rate Plus review 

Key Messages:
• Medway Foundation Trust (MFT) requires and are currently funded to a 

midwife to mother ratio of 1:25 based on a birth rate of 4821 deliveries to 
provide safe care. 

• The staffing ratio is monitored on a monthly basis through the maternity 
dashboard.

• MFT have not achieved the recommended ratio due to absences caused by 
vacancy, staff absence and maternity leave. 

• Staffing shortages are in part mitigated by use of bank and agency (included in 
the actual worked ratio in table) and by movement of staff across the 
community and hospital 

Actions & Improvements:
• A staffing review is carried out on a weekly basis to identify any pinch points 

which impact and challenge the ability to maintain safe staffing. 
• In response to the staffing gaps all Band 7 ward managers and specialist 

midwives have provided clinical care when acuity has been high. 
• Improved preceptorship and induction packages in place to support new 

starters and improve retention. 
• A formal external Birthrate Plus audit has commenced with dataset 

completion in progress. 

Issues, Concerns & Gaps:
• Acuity is not currently met in maternity
• High vacancy and absence rate impacting on ability to fill substantive staffing 

shifts 24/7.

Month 2022/23

Measure Goal Dec 22 Jan 23 Feb 23

Midwife to 
women ratio 
funded

1:25 1:25 1:25 1:25

Actual
worked ratio 1:25 1:35 1:33 1:34
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True North: People

Key Messages:
• True vacancy for midwives is 13.29 WTE
• The care group have maintained a rolling recruitment to utilise every opportunity 

to maintain staffing levels and use open days, attendances at universities and 
social media to recruit to vacant posts and involved in international recruitment. 

• Exit interviews held by retention midwife to support thematic analysis of leavers.
• Fully engaged with International recruitment programme but unfortunately lost 

5WTE new starters due to ethical agency issues 
• In Jan/Feb 23 Women's had 3.8WTE leavers, reasons were retirement, move to 

local Trust due to childcare and promotion in another organisation. 
• In Jan/Feb 23 the care group promoted 2.4WTE RMs
• Our first 2 MDA midwives qualified in February 2023. 
• Hospital on-call roster commences March 2023 to support escalation 
• Engaged with national return to Midwifery (RtM) national programme. Only one 

candidate approached so far- not suitable for MFT 

Actions & Improvements: 
• Review 18 month Midwifery programme for qualified nurses with HEE funding.
• Retention midwife NHSE funding reapproved for 2023/24 by NHSE
• Opportunities for staff learning and development are being undertaken with a 

focus on wellbeing 
• Share this data monthly with staff 

Recruitment
Ambition: To ensure that we recruit and retain the required workforce to deliver safe, high quality care to our service users
Goal: To ensure that MFT is a great place to work by prioritising staff support and wellbeing 

Issues, Concerns & Gaps:
• Ensure that we deliver the required support and wellbeing to support new 

starters and international midwives through their preceptorship period 
• National challenges with available number of midwives to recruit to and to 

therefore maintain a fully established workforce.
• High maternity leave rate (16.35 WTE) 

Band 2 Band 3 Band 5/6 Band 7

True vacancy No true vacancy No true vacancy 13.29 WTE 0.12 WTE

Secondments 2.0 WTE on Midwifery 
Degree Apprenticeship

3.0 WTE on
Midwifery Degree 
Apprenticeship

3.6 WTE on 
secondment into
Band 7 roles

Pipeline 7.36 WTE recruited
- 1.64 WTE with

start dates 
commencing this
week

- 5.72 WTE going 
through 
employment 
checks

4.55 WTE recruited 
- 2.0 WTE with start 
dates commencing 
this week
- 2.55 WTE going 
through 
employment checks 

7.96 WTE recruited
- 2.96 WTE with start 
dates commencing 
from 6th and 13th

March
- 5.0 WTE going 
through employment 
checks 

1.0 WTE recruited 
with confirmed 
start date 3rd April

Maternity 
Leave

None on mat leave 1.91 WTE on mat 
leave

16.35 WTE midwives 
on mat leave

1.0 WTE on mat 
leave
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True North: People
Birthrate Plus Acuity Tool (Delivery Suite)
Ambition: To ensure adequate staffing resource to adequately meet need of women
Goal: To deliver safer maternity care as required by the CNST maternity incentive scheme

Key Messages:
• Birthrate Plus is the only national tool currently available for calculating midwifery safe 

staffing levels
• The four hourly acuity tool is completed by the delivery suite coordinator to enable real 

time data on activity, acuity and safe staffing to be captured over a twenty four hour 
period. It calculates the complexity of cases on delivery suite versus the number of 
midwives available to provide care. 

• Shortfalls are escalated as per the maternity escalation policy.
• Through four hourly acuity reporting it is evident that the majority of women on delivery 

suite are in the higher risk groups therefore requiring intensive care for longer periods of 
time in labour and the early post-natal period.

• The NICE quality statement for intrapartum one-to-one care in labour supports improved 
outcomes for families. Despite the challenges faced within the care group this metric has 
sat at 100% compliance consistently and is monitored via the maternity dashboard 

Actions & Improvements:
• The new web-based Birthrate Plus acuity tool is in use 
• We monitor compliance to completing acuity tool to ensure robust data.
• The ward tool will further be rolled out in 2023 on the antenatal and postnatal wards 

supporting proactive assessment of women on the ward and matching them against the 
staff available. 

Issues, Concerns & Gaps:
• Staff are moved from other areas to mitigate against the risk of staffing shortfalls 

however this can create red flags in other areas.
• Induction of labour has been significantly delayed. These delays have been due to 

significant staffing gaps created by staff absences and vacancy which means staffing 
on delivery suite is aligned to provision of one- to-one care in labour and the elective 
caesarean pathway as a priority, and therefore impacts on women awaiting induction 
of labour.

NB Category II are low complexity women, rising to category V for those that require a very 
high level of support and care. 
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True North: People

Key Messages:
• The National Institute for Health and Care Excellent (NICE NG4) have drawn 

up a list of ‘Red Flag Events’ for maternity units. In order to comply with 
national recommendations, maternity units need to demonstrate compliance 
regarding red flag monitoring and management. 

• The Clinical Negligence Scheme for Trusts (CNST) Maternity Incentive 
Scheme (MIS) also requires ongoing audit of maternity red flags.

• Red flags are recorded on the live Birthrate plus acuity tool rather than the 
previous method of recording on a spreadsheet. The current method captures 
delivery suite red flags only but will incorporate the antenatal ward red flags 
once we implement the ward element of the live app.

Actions & Improvements: 
• An IOL Quality improvement Project has been commenced to review IOL 

pathway and delays.
• Maintain recruitment trajectory to reach full staffing establishment which will 

enable a reduction of red flags relating to the IOL pathway.
• An action plan to be developed to ensure appropriate escalation and 

monitoring of red flags inline with revised escalation guidance, with actions 
set to reduce and resolve red flags, which will include the highlighted issue of 
delay in review in obstetric triage. 

NICE Red Flag
Ambition: Ensure clinical workforce meets the needs of the service and can provide the best patient care
Goal: Ensure Obstetric, Neonatal Medical, Neonatal Nursing and Anaesthetic workforce meet the required standard

Issues, Concerns & Gaps:
• The highest number of red flags related to induction of labour (IOL) delays
• Staff shortages across the unit have meant that women have been experiencing long delays 

in being able to be transferred to the delivery suite to progress their IOL. 
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Missed or delayed care (for example, delay of 60 minutes or more
in washing and suturing)

Missed medication during an admission to hospital or midwifery-
led unit (for example, diabetes medication)

Delay in providing pain relief

Delay between presentation and triage

Full clinical examination not carried out when presenting in
labour

Delay between admission for induction and beginning of process

Delayed recognition of and action on abnormal vital signs (for
example, sepsis or urine output)

Any occasion when 1 midwife is not able to provide continuous
one-to-one care and support to a woman during established…

Coordinator unable to maintain supernumerary status

Red Flags - November, December 2022 & January 2023
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True North: People

Key Messages:. 
• Audit of consultant attendance ongoing 
• NICU junior medical staffing compliant with BAPM requirements.
• NICU Nursing staff <70% Qualified in Speciality (QIS) due to increase 

in QIS (funded by HEE) establishment by 16 WTE – Current band 6 
vacancy – 6WTE, currently recruiting 

• NICU nursing staffing now 69% qualified – Action plan in place 5 
nurses to complete QIS training every year. 

• Anaesthetic obstetric rota supports 24/7 anaesthetic availability for 
obstetric patients with clear lines of communication to a supervising 
anaesthetic consultant at all times. 

Actions & Improvements: 
• Working with deputy chief nurse on improving learning experience for students 
• Reviewing package of induction for international midwives 
• Ongoing audit and monitoring at local level as well as presenting to Trust Board 

as per CNST requirements.
• Working with Trust Nursing team to ensure standardisation across all AHP 

standards, plans and evaluation 
• Developing drop in sessions with Deputy chief nurse for all AHP students

Clinical Workforce
Ambition: Ensure clinical workforce meets the needs of the service and can provide the best patient care
Goal: Ensure Obstetric, Neonatal Medical, Neonatal Nursing and Anaesthetic workforce meet the required standard

Issues, Concerns & Gaps:
• Revised bed state has improved consultant attendance audit data recording. 

Also collecting data on consultant ward rounds.
• Working with clinical effectiveness team to capture bed state audit via Gthr.
• Current audit does not capture patient level detail or allow outcomes or 

themes to be easily monitored. 
• NICU nursing workforce currently 69% QIS trained.
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Master Board Template November 2022 

Meeting of the Public Trust Board 
Wednesday, 29 March 2023

Title of Report Maternity Transformation and Quality 
Improvement Programmes Update Report 

Agenda 
Item 

10 

Author Alison Herron, Director of Midwifery 

Lead Executive Director Evonne Hunt, Chief Nursing and Quality Officer 

Executive Summary This report provides an update on the current maternity transformation 
and quality improvement programmes. 

Proposal and/or key 
recommendation: 

The committee is requested to note the report 

Purpose of the report 
(tick box to indicate) 

Assurance X Approval 

Noting X Discussion 

(If appropriate) state 
reason for submission to 
Private section of Board: 

Patient 
Confidentiality: 

Staff 
Confidentiality: 

Commercially 
Sensitive: 

Exceptional 
Circumstances: 

Committee/Group at 
which the paper has 
been submitted: 

Quality and Patient Safety Sub-Committee 20/02/23 
Quality Assurance Committee 28/02/23 

Patient First 
Domain/True North 
priorities (tick box to 
indicate): 

Tick the priorities the report aims to support: 

Priority 1: 
(Sustainability) 

Priority 2: 
(People) 

Priority 3: 
(Patients) 

X 

Priority 4: 
(Quality) 

X 

Priority 5: 
(Systems) 

Relevant CQC Domain: Tick CQC domain the report aims to support: 

Safe: 
X 

Effective: 
X 

Caring: Responsive: Well-Led: 
X 

Identified Risks, issues 
and mitigations: 

Not applicable 

Resource implications: No additional resource implications 
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Master Board Template November 2022 
 
 

 

Sustainability and /or 
Public and patient 
engagement 
considerations: 

Not applicable 

Integrated Impact 
assessment: 

Not applicable 

Legal and Regulatory 
implications: 

Compliance with Ockenden and CNST 

Appendices: Appendix 1: Maternity Transformation and Quality Improvement 
Programmes Update Report 
  

Freedom of Information 
(FOI) status: 

This paper is disclosable under the FOI Act 
 
 

For further information 
or any enquires relating 
to this paper please 
contact: 

Alison Herron, Director of Midwifery 
 
Alison.herron2@nhs.net  

Reports require an 
assurance rating to 
guide the discussion: 

No Assurance There are significant gaps in 
assurance or actions  

Partial Assurance There are gaps in assurance 

Assurance X Assurance with minor improvements 
needed. 

Significant Assurance There are no gaps in assurance 

Not Applicable No assurance required. 
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Patient First

Page 124 of 340



True North: People  

Key Messages:
• Collaborative working with MVP and LMNS
• Multidisciplinary approach to care planning with women and their families at the centre
• Provision of evidence based information to support informed choices 

Actions & Improvements: 
• Consultant Midwives now in post January 2023 and leading on personalised care planning pathways/projects
• January 2023 pilot of LMNS regional PSCP booklet launched by All Saints Community Midwifery Team
• Information regarding Pilot cascaded to maternity staff
• LMNS collating pilot feedback from staff and service users prior to wider roll out
• Local PCSP guideline / care outside of guidance under review by Consultant Midwives, pathway being developed with 

Consultant Obstetrician
• National Maternity Voices Partnership co-production training attended by representatives from maternity team, gap analysis 

explored and future co-production opportunities identified.

LMNS Personalised Care & Support Plans (PSCP) -
Ambition: To share the LMNS PSCP pathway and tools with clinicians, midwives and women
Goal: Every woman to have a handheld PSCP to support information giving and informed choice

Issues, Concerns & Gaps: 
• Pilot time is limited, review is due mid March 2023 
• Pilot is not in an accessible format for all service users
• Pilot is paper-based therefore does not connect with Euroking / digital Personalised Health Record
• Pathway for personalised support planning is not in place at MFT for women requesting care outside of guidance
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True North:  System and Partnerships

Key Messages:
• A regional Maternal Medicine Network came into effect in July 2022
• MFT is the recognised sub-hub for the Southeast London Maternal Medicine Network.
• Referral pathways and processes have been developed 
• MMNs include pre-pregnancy, antenatal and postnatal care for women who have significant medical problems that pre-date or 

arise in pregnancy or the puerperium.
• MFT have an experienced MDT that includes an appropriately trained obstetrician with sub-specialty training in maternal fetal

medicine or equivalent

Actions & Improvements: 
• Engage with the ICB regarding appropriate commissioning for 

referrals 
• Review opportunities for virtual consultation
• Ensure continuing professional development for all staff delivering 

maternal medicine care. 
• Demonstrate that arrangements are in place that allow women to 

participate in decision-making at every stage in their care 

Maternal Medicine Network -
Ambition: To ensure equitable access, excellent experience and optimal outcomes for women from all communities across the 
South East
Goal: To standardise care for pregnant women with pre-existing medical conditions or conditions that arise during pregnancy

Issues, Concerns & Gaps
• Recruit to the vacant post for 0.4 band 4 administrator and 0.6 band 

7 lead Midwife
• Estates challenges due to lack of available clinic rooms
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True North: Patients  

Key Messages: 
• Prep 4 Prem was devised by the Fetal Wellbeing Team in conjunction with LMNS Prem 7 project.  The Prep 4 Prem tool 

has now been live for 2 months and we have increased our compliance for Dexamethasome administration, Magnesium 
sulphate and optimal cord clamping.

Actions & Improvements: 
• Case note audit is underway and the FWB team are working with the neonatal team to rectify this.  
• MDT meetings are planned between the neonatal, obstetric and FWB teams to create an action plan to continue daily 

data collection.

Antenatal Optimisation Bundle QI project -
Ambition: Create a tool to aid midwives and doctors in decision making surrounding 
antenatal optimisation for women experiencing premature birth
Goal: Increase compliance to Prem 7 in line with LMNS targets and guidance

Issues, Concerns & Gaps: 
• The tool is currently being trialled in a QI project and the team are continuing to work with the midwifery and obstetric 

team to improve compliance to completing the tool.
• Intravenous antibiotic administration is not being captured correctly on Badgernet, therefore the MNAP dashboard does 

not currently reflect the true administration data. 
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True North: Quality

Key Messages:
• IOL A3 completed on 13/02/23  
• Multi-disciplinary working party established to focus on improvements 

Actions & Improvements: 
• Development of formalised process for 

management of pre-induction clinic
• Focus on improving start time 

Induction of Labour
Ambition: To ensure that patients start their inductions within 12 hrs of admission to maternity unit 
Goal: To ensure that 75% of IOL’s start within 12 hrs and 100% within 24 hrs

Issues, Concerns & Gaps:
• Midwifery staffing – vacancies and sickness
• Lack of availability of beds (Pearl and Delivery Suite)
• A dedicated IOL team Page 128 of 340



True North: Quality

Key Messages:
• PPH A3 completed on 13/02/23  
• Multi-disciplinary working party 

established to focus on improvements 

Actions & Improvements: 
• Drug trial of Carbetocin and prophylactic Tranexamic acid
• Dynamic assessment of blood loss in theatre with early activation of PPH protocol

Significant Postpartum Haemorrhage 
Ambition: Reduce patient morbidity and improve postpartum patient experience 
Goal: Meet national benchmarks for significant PPH for all modes of delivery

Issues, Concerns & Gaps:
• Rates of significant PPH above national benchmark for emergency LSCS and instrumental delivery
• Lack of situational awareness and procedure to follow in theatre
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True North: Patients 

Key Messages:  
• Over 95% of all obstetric and midwifery staff have now been trained.  Any staff who have not been trained are being 

supported by the FWB team and have been prioritised for the next available training date.  
• The guideline launched on 30th January 2023 and the FWB team are on site to support staff in the transition period.  

Actions & Improvements: 
• The FWB team will continue to audit all emergency caesarean sections and any unplanned admissions to the neonatal 

unit.  
• The FWB are currently planning the new fetal monitoring training updates from March 2023. CTG weekly review meetings 

will recommence wc 20/02/23. 

Fetal Physiology 
Ambition: Implement full physiological fetal monitoring guideline at MFT in order to decrease 
rates of HIE
Goal: MDT training of all obstetric and midwifery staff before launch of the guideline

Issues, Concerns & Gaps: 
• The FWB are undertaking a daily audit of all emergency caesarean sections to ensure compliance to the guideline. The 

team then provide positive and constructive feedback to the staff involved. The feedback has been well received and 
there have been no incidents of HIE since the introduction of the guideline.
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True North: Patients

Key Messages:  
• Continuation of the weekly hugs antenatal mental health and well being group
• Specialist PeriNatal Mental Health Midwife representation at local, regional and national networks including Perinatal 

mental health midwives forum
• Collaborating with Medway Council on the development of Start for Life Children and Family Hubs

Actions & Improvements:
• Launch of THRIVE (January 2023)
• LMNS funded 0.6WTE Band 7 midwifery into post to join perinatal mental health team to support women and birthing 

people with birth trauma and loss
• Reinstated joint perinatal mental health clinic – specialist midwife and perinatal mental health nurse and obstetric 

consultant clinic
• Launch of welcome to parenthood antenatal classes to include perinatal mental health session (launching February 

2023)
• Specialist PeriNatal Mental Health Midwife in attendance at the Maternity Voices Partnership (MVP) quarterly meeting 

(Medway and Swale)

Perinatal Mental Health  
Ambition: Delivery of a multidisciplinary service to ensure safe individualised care planning
Goal: Reduce stigma and improve mental health outcomes during the perinatal period

Issues, Concerns & Gaps: 
• In response to the Ockenden report a small audit was completed assessing whether mental health well being was 

discussed at each contact. This audit showed a gap which requires a change within the EuroKing system to include a 
mandatory question regarding mental health well being.
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True North: Patients

Key Messages:   
• Continuity of Carer National target has been retracted until safe staffing numbers are in place
• Trajectory for Continuity of Carer teams in place for 2023-2025 with LMNS/ICB request to have 1 team in place by end of Q2 2023 if safe 

staffing in place
• 1 WTE Consultant Midwife commenced in Jan 2023 – will be reviewing staffing structure of community midwifery and The Birth Place to 

consider potential for hybrid working within the 2 midwifery settings, which will support Continuity of Carer model
• NHSE funding offer for each continuity team established 

Actions & Improvements: 
• The Birthrate plus staffing formal audit outcome (being undertaken in Spring 23) will be used to support a skill mix review
• While developing and implementing our plans, the Trust will engage with all maternity staff, Maternity Voices Partnerships 

and clinicians. Plans for rollout will be co-produced with the diverse communities that will be receiving MCoC.
• The SOP requires an update to reflect our current position and trajectory. 
• Recruitment plans will need to be produced that are aligned to the workforce data, quality impact assessment and 

implementation options.
• Use of the Trusts Patient First A3 thinking will support the process 

Continuity of Care (CoC):
Ambition: To offer a Continuity of Carer model for all pregnant people
Goal: To ensure safer care based on a relationship of mutual trust and respect between women and their midwives

Issues, Concerns & Gaps: 
• Lack of consistent access to physical spaces for clinical practice in the community and costs associated with this 
• Potential for increasing work load, poor work-life balance and stress among midwives
• Previous roll out indicated some staff were financially disadvantaged by working within MCoC model
• Discussions and plans will be agreed with the Trust HR and Trade Union representatives as part of our implementation plan.
• Close operational monitoring will be required to ensure that all clinical areas are appropriately staffed and not adversely 

affected by MCoC
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True North: Systems and Partnership

Key Messages:
• The maternity digital framework (strategy) has been presented and agreed at Trust Management Board in January 2023. 
• The digital strategy sets out the key digital visions and targets for MFT Maternity for the next 12 months
• Aims to remodel and build upon the achievements into a longer term strategy at the end of this term
• The strategy is developed against the ‘what good looks like’ framework (WGLLF)

Actions & Improvements:
• Standardise the content of the MIS, enabling accurate capture of data and benchmarking with peers
• Continually review and improve digital provision for service users 
• Widen access to include options for patients whose first language is not English, and those with literacy needs
• Initiated data validation meetings (March 2023) with MDT leadership and BI team to review and validate data prior to 

external submissions

Digital -
Ambition: To deliver digitally enabled care to transform the patient care journey 
Goal: To provide high quality safe patient care

Issues, Concerns & Gaps:  
• Limited interfacing and interoperability between systems and staff results in duplication of work and time wastage
• Limited connectivity in the community setting has been on the maternity risk register since 2020
• Lack of data quality assurance poses safety, reputational and financial risk
• Data cleansing currently being performed manually
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True North: System and Partnership

Key Messages
• Peridash is a Maternity bed/neonatal cot locator system developed by the SE Regional CMO team
• PERIDASH IT system was created in response to clinicians reporting that they were wasting hours of clinical time phoning other trusts to find 

a maternity bed and neonatal cot for in-utero transfers
• No cost to develop and no ongoing costs

Actions & Improvements
• Collate feedback from staff as it will be possible to add more data fields if 

desired in future
• Promote and audit completion rates 

Peridash – Perinatal Maternity Bed and Neonatal Cot Locator
Ambition: To provide an IT system showing where there is capacity regarding maternity beds and the different levels 
of neonatal cots
Goal: To enable maternity and neonatal services to align their processes with a standardised regional process. 

Issues, Concerns & Gaps
• Maternity and neonatal unit staff to enter data twice a day, but ideally will 

update the system with admissions/discharges
• Data can be added via a computer or via a phone through a QR code and 

will take minutes. The QR code can be printed 
• Maternity and neonatal unit staff can apply for access and ask questions via 

a dedicated email account 
• Soft launch commenced February 2023 
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True North: Quality

Key Messages:
• Specialty research lead is in liaison with the clinicians to set up new clinical trials in Gynaecology and Maternity. Trials 

such as First-trimester cfDNA Testing, GBS3 (Routine testing for Group B Streptococcus), COPE and ASPRE-T are 
currently undertaken in the maternity unit. 

• Good service user engagement in research programmes to support ongoing research to improve outcomes for families 
led by the research midwife.

Actions & Improvements:
• New staff recently appointed from the maternity unit into the research team would help improve the engagement of clinical 

staff in research within the maternity unit and boost the recruitment to trials. 
• The return of research staff from maternity leave recently also increased the workforce capacity to deliver clinical trials.
• DOM and senior maternity/neonatal leads to complete research pin badge pledge in support of women’s health research 

Women’s Health Research projects
Ambition: To increase the number of clinical trials in Maternity and Gynaecology
Goal: A balanced portfolio of clinical trials including commercial and non commercial 
observational and interventional trials.

Issues, Concerns & Gaps:
• At present no concerns to report.  
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Master Board Template November 2022 

Meeting of the Trust Board  
Wednesday, 29 March 2023

Title of Report End of year financial forecast Agenda 
Item 

12 

Author Paul Kimber, Deputy Chief Financial Officer 

Lead Executive Director Alan Davies, Chief Financial Officer 

Executive Summary The Trust reports a financial performance in month 11 which is £5.8m 
favourable to the approved month 9 reforecast position, although £4.5m of this 
relates to the further support that reduces that outturn deficit from £15m to 
£6m. 

The Trust continues to forecast an outturn deficit of £6m. 

The month 12 run-rate – particularly in light of the junior doctors’ strike – will be 
crucial to delivery of the £6m outturn deficit target.  The acceptance of the pay 
offer for 2022/23 by union members could also impact on that forecast position, 
although NHS England has indicated that this is likely to funded for Trusts.   

Furthermore, the non-recurrent accruals and provisions benefits assumed in 
the reforecast position will also need to be delivered. 

Proposal and/or key 
recommendation: 

The Committee is asked to note this report. 

Purpose of the report 
(tick box to indicate) 

Assurance Approval 

Noting X Discussion 

(If appropriate) state 
reason for submission to 
Private section of Board: 

Patient 
Confidentiality: 

Staff 
Confidentiality: 

Commercially 
Sensitive: 

Exceptional 
Circumstances: 

Committee/Group at 
which the paper has 
been submitted: 

Finance, Performance and Planning Committee on 23 March 2023. 

Patient First 
Domain/True North 
priorities (tick box to 
indicate): 

Tick the priorities the report aims to support: 

Priority 1: 
(Sustainability) 

X 

Priority 2: 
(People) 

Priority 3: 
(Patients) 

Priority 4: 
(Quality) 

Priority 5: 
(Systems) 

Relevant CQC Domain: Tick CQC domain the report aims to support: 

Safe: Effective: Caring: Responsive: Well-Led: 
X 
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Identified Risks, issues 
and mitigations: 

Continued run rate overspends could put the outturn in jeopardy, as well as the 
ability to realise the non-recurrent mitigations. 
 
Additional income is being made available through bids  that could mitigate 
adverse performance. 

Resource implications: This paper sets out how resources have been deployed. 
 

Sustainability and /or 
Public and patient 
engagement 
considerations: 

None 
 

Integrated Impact 
assessment: 

Please tick the correct box and provide required information. 
Has the quality and equality assessment been undertaken? 
       Yes  
        Not applicable  

Legal and Regulatory 
implications: 

It is a statutory duty or the Trust to breakeven. 

Appendices: None 

Freedom of Information 
(FOI) status: 

This paper is disclosable under the FOI Act 

For further information 
or any enquires relating 
to this paper please 
contact: 

Alan Davies, Chief Financial Officer alan.davies13@nhs.net  
Paul Kimber, Deputy Chief Financial Officer paul.kimber1@nhs.net 

  

Reports require an 
assurance rating to 
guide the discussion: 

No Assurance  There are significant gaps in 
assurance or actions  

Partial Assurance X There are gaps in assurance 

Assurance  Assurance minor improvements 
needed. 

Significant Assurance  There are no gaps in assurance 

Not Applicable  No assurance required. 
 

 
 
 
 

 Executive Overview 
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1.1 The Trust reports a financial performance in month 11 which is £5.8m favourable to the 
approved month 9 reforecast position, although £4.5m of this relates to the further support 
that reduces that outturn deficit from £15m to £6m. 
 

1.2 The Trust continues to forecast an outturn deficit of £6m. 
 
The month 12 run-rate – particularly in light of the junior doctors’ strike, estimated to be an 
additional cost of c£0.5m – will be crucial to delivery of the £6m outturn deficit target.  The 
acceptance of the pay offer for 2022/23 by union members could also impact on that 
forecast position, although NHS England has indicated that this is likely to funded for Trusts.   

 
 Furthermore, the non-recurrent accruals and provisions benefits assumed in the reforecast 

position will also need to be delivered. 

 Background 
White 

 
2.1 Since month 5 the Trust has reported a deficit and adverse financial performance each 

month, growing to £13.9m / £12.6m respectively at month 9. 
 

2.2 In November NHSE released its protocol guidance to be followed by organisations and 
systems that wished to adjust their forecast away from control total.  The Trust and ICB 
have worked together to follow that protocol and presented a reforecast deficit of £15m to 
the Committee in January 2023.  In February 2023 this position was improved to a deficit of 
£6m following receipt of additional support from the ICB and NHSE. 
 

2.3 This paper provides an update on that forecast position following the month 11 results. 

 Updated Forecast   
Amber / Green 

 
3.1 The Trust continues to forecast an outturn deficit of £6m after the additional £9m of funding 

support.  
 
3.2 The remaining top-level mitigations relate to a further £4.5m of non-recurrent support (part 

of the £9m referenced above) together with review of the accounting accruals and 
provisions.  
 

3.3 Since this forecast has been made there has been a pay offer to those staff on agenda for 
change for 2022/23; at the time of writing the potential cost of the offer and any funding 
thereon – indeed, whether that offer is even accepted by the union membership – has not 
been estimated.  This could have a bearing on the final performance. 

 Conclusion and Next Steps  
 
4.1 The Trust has reported a £11.0m YTD deficit at month 11 with an outturn requirement of no 

more than £15m deficit, before further support of £9m. 
 

4.2 The underlying run-rate of the Trust will be a key factor in the Trust meeting a forecast 
outturn deficit of £6m.  £4.5m of additional support funding together with a full review of 
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accruals and provisions at month 12 will be the key drivers in reducing the YTD deficit down 
to the forecast position. 
 

4.3 However, we note that a key risk arising from the junior doctors’ strike could have an 
adverse impact on this run-rate. 
 

4.4 Furthermore, the pay offer to agenda for change staff for 2022/23 could also impact on that 
position if the NHS England indication does not materialise. 
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Public Trust Board Meeting 
Wednesday 29 March 2023 

Title of Report Business Planning 2023/24 Agenda 
Item 

12 

Author Gail Arnold, Director of Delivery 
Paul Kimber, Deputy Chief Financial Officer 
Gemma Brignall, Director of Resilience, Performance and Planning (Winter) 
Simon Bailey, Director of Business Intelligence, Planning & Performance 

Lead Executive Director Alan Davies, Chief Financial Officer 

Executive Summary This paper sets out the Trust’s process, progress and current position 
against planning requirements for 2023.  It highlights the timetable of 
submissions which the Trust must meet and sets out the ambitious 
programme of work which will be required to meet the Trust’s obligations 
in terms of activity and finance.  Attention is drawn to the risks 
associated with delivery, key agreements upon which assumptions have 
been based and the timeline for delivery. 

Proposal and/or key 
recommendation: 

The Committee is asked to approve the 2023/24 business plan. 

Purpose of the report 
(tick box to indicate) 

Assurance Approval X 

Noting Discussion 

(If appropriate) state 
reason for submission to 
Private section of Board: 

Patient 
Confidentiality: 

Staff 
Confidentiality: 

Commercially 
Sensitive: 

Exceptional 
Circumstances: 

Committee/Group at 
which the paper has 
been submitted: 

The Trust Executive meeting on Tuesday 21st March 2023 will review 
this paper; that group has undertaken review of the individual component 
parts of the business plan at various date prior to this. The plan was 
taken to Finance Planning and Performance Committee on 21st March. 

Patient First 
Domain/True North 
priorities (tick box to 
indicate): 

Tick the priorities the report aims to support: 

Priority 1: 
(Sustainability) 

X 

Priority 2: 
(People) 

X 

Priority 3: 
(Patients) 

X 

Priority 4: 
(Quality) 

X 

Priority 5: 
(Systems) 

X 

Tick CQC domain the report aims to support: 
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Relevant CQC Domain: Safe: 
X 

Effective: 
X 

Caring: 
X 

Responsive: 
X 

Well-Led: 
X 

Identified Risks, issues 
and mitigations: 

See section 8.1; these include: delivery of 109% of elective activity; virtual 
wards income; non-elective activity pressures; unknown inflationary pressures; 
delivery of the efficiency programme; harmonisation of bank rates across the 
system; capital. 

Resource implications: The paper sets out the proposed application of resources at the Trust in 2023/24. 
 

Sustainability and /or 
Public and patient 
engagement 
considerations: 

The business plan will be a key driver of the Trust’s ability to achieve financial 
sustainability. 
 

Integrated Impact 
assessment: 

Please tick the correct box and provide required information. 
Has the quality and equality assessment been undertaken? 
       Yes  
        Not applicable  

Legal and Regulatory 
implications: 

The Trust has a statutory duty to breakeven, which it is not planning to achieve 
in 2023/24. 
 

Appendices: Appendix 1 – detailed financial bridge movements 
Appendix 2 – inflation funding versus cost assumptions 
Appendix 3 – ICB prioritisation matrix scoring 
Appendix 4 – outline five-year capital programme 
Appendix 5 – activity bridges 

Freedom of Information 
(FOI) status: 

This paper is disclosable under the FOI Act 
 
 

For further information 
or any enquires relating 
to this paper please 
contact: 

Alan Davies 
Gail Arnold 
 

Reports require an 
assurance rating to 
guide the discussion: 

No Assurance  There are significant gaps in 
assurance or actions  

Partial Assurance X There are gaps in assurance 

Assurance  Assurance minor improvements 
needed. 

Significant Assurance  There are no gaps in assurance 

Not Applicable  No assurance required. 
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 Executive Overview 
 
1.1 This paper sets out the Trust’s process, progress and current position against planning 

requirements for 2023.  It highlights the timetable of submissions which the Trust must meet 
and sets out the ambitious programme of work which will be required to meet the Trust’s 
obligations in terms of activity and finance.  Attention is drawn to the risks associated with 
delivery, key agreements upon which assumptions have been based and the timeline for 
delivery. 

 Overview 
White 

 
2.1 The Trust issued its internal business planning guidance for 2023/24 to clinical divisions 

and corporate directorates in September 2022.  Business planning incorporates demand 
and capacity modelling, activity agreement, budget setting (including efficiencies and 
capital) and workforce planning.  This is triangulated and encompassed within an overall 
strategic narrative which reflects the Trust’s Patient First priorities. 
 

2.2 The national operating planning guidance was issued on 23rd December 2022; this was 
summarised at the last Committee. 
 

2.3 There has been no formal guidance document issued from the ICB in respect of the 
planning process it and its partners are to follow, although discussions have taken place 
through Chief Officers’ networks.  A timetable has also been released by the ICB, the latest 
of which (issued Thursday 9th March) has the following key dates. 
 
Date Task 
Fri 17th March Finalise capital plans 

Final agreed provider positions 
Wed 22nd March Submit to ICB the plan templates and narrative  
Thur 23rd March ICB to run triangulation tool and feedback on plans 
Mon 28th March Final plans submitted to ICB for triangulation 
Thur 30th March Final plans submitted to NHSE 

 
2.4 The initial planning submission went in as a baseline position in full knowledge that this did 

not yet meet the national and local requirements and that a considerable amount of work 
was required in the following 6 weeks.  Some informal feedback has been received and 
further clarity provided.  The final submission of our activity and capacity return was made 
on 16.3.23 as required. We await formal feedback on this submission.  In the meantime the 
Trust has continued to identity and work up programmes of delivery, progress supporting 
projects and identify additional schemes to bring into the plan. 
 

2.5 It is essential that: 
 

• the Trust can see consistent ownership of the plan and its baseline assumptions across 
divisions; 

• there is a robust mechanism and governance in place for assessing, approving and 
signing off movements from the baseline position submitted; 

• there is complete read across between activity, finance (including capital), quality, digital 
and workforce; 
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• plans are rooted in Patient First both from a vision and culture and a methodology 
perspective; 

• there are agreed metrics around impact against which performance will be measured; 
• the Trust is satisfied that the plan results in delivery of the required performance 

standards set out in guidance nationally and locally. 
• There is sign off on key enablers which have been assumed in working through activity 

and capacity, as listed below; these have been agreed by the Trust Executive team. 
 

o Opening of additional theatre capacity 
o Ringfencing of beds to protect them for elective surgical work 
o Discharge lounge reinstated and protected 
o Achievement of appropriate length of digital session access and single login 
o Significant progress on EPR and tele-tracking (impact on discharges) 
o Protected assessment areas 
o The creation of a small PMO team to provide effective monitoring and reporting  
o Sufficient project management capacity and capability to ensure implementation 

 
2.6 A clear understanding is required of what level of recurrent cost pressures have been 

included in baseline budgets so that there is clarity on the true level of financial impact for 
the Trust of any scheme. 
 

2.7 All opportunities need to remain on the table (no matter how feasible they feel) whilst 
consideration is given to certainty in identifying c. £18m of efficiencies, thereby allowing a 
margin for later start dates and slippage in year still allowing delivery of £14m.  Work 
continues with the divisions to identify and work up contributory schemes.  
 

2.8 Particular attention will be paid to classification of each element of a programme of work 
into Cost reduction, Invest to Save, Invest to Earn, Efficiency and Productivity Gain.  Each 
of these categories will need reflecting appropriately in the plan. 
 

2.9 There will be a subsequent, separate focus on the capture and coding of activity in the Trust 
which will look at themes highlighted from data packs, benchmarking and also other areas 
where what we know about the population of Medway does not seem to come through in 
Trust data.  Some areas for improvement have already been identified and these will need 
to be assessed for any financial impact which will result from correctly capturing activity eg 
diagnoses, POD 
 
 

 Activity and capacity  
Amber /Red 

 
3.1 Capacity 
 

Whilst 2022/23 has seen the return of many services, capacity and the requirements to 
deliver against Elective Recovery targets and H1/H2 deadlines have still suffered. 
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To date and in order to truly understand capacity and what can be delivered through funded 
baselines, the Business Intelligence team has led the activity setting through demand and 
capacity modelling with the Divisions, Care Groups and Services.  As such, all demand and  
 
capacity models have been worked through with the teams.  Planned activity (as expanded 
on within section 3.2) has been played through Demand vs Capacity models to derive 
achievability. This known capacity has, therefore, been set realistically to what is achievable 
(based on funded job plans and substantive staff/space). 

 
Full engagement with the Services has enabled this work (gaining an understanding of 
capacity derived from the outpatient templates, theatre templates, job plans and bed base) 
and sign off of the capacity led base-plans has been achieved.   

 
3.2      Demand/Baseline 
 

This Corporate approach was to produce an activity plan for all PODs and Specialties, by 
month.  The baseline was set using the actual activity outturn position of the last 4 years 
‘frozen’ activity, ensuring a full trend position is available. This allows for both a position of 
‘normality’ and a ‘realistic now’ position.  This baseline trend position then allows for 
assumptions to be made based on how the expected 22/23 outturn will materialise. 

 
As a start, in order to create the 23/24 base-plan, activity was forecast using a “straight-line” 
methodology including exponential smoothing and adjustments for seasonality from the prior 
3-4 years to create a Forecast Outturn (FOT for 22/23 full-year).  When the FOT was 
obtained, a further straight line (factoring in growth, reduction and no change dependant on 
trend) forecast was applied, alongside seasonality adjustments, to create the 23/24 activity 
plan. 

 
Once the baseline was obtained, a sense check was applied to all areas and then a full 
comparison against the Capacity plans, as mentioned in 1.1 Capacity above, was applied.  
Where Capacity significantly differed from Planned Activity output, factors were put in to 
ensure these areas reconciled.  Noticeable areas of significant change to the baseline/trend 
include: 

 
• 1.5% Growth in A&E (Type 1 & Type 3) 
• 6% growth applied in NEL as per ICB request from national assumptions 
• -25% Reduction in all Outpatient Follow Up areas (excluding Outpatient Procedures) 
• Capacity for elective IP/DC and OP new set to baseline job plans: 

o General Surgery (100), T&O (110), ENT (120), Urology (101), Colorectal Surgery 
(104) for Day-Case & Elective Inpatient 

o General Surgery (100), Breast Surgery (103), Colorectal Surgery (104) for All 
Outpatient activity 

o Gastroenterology (301) for Day-Case 
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Day Case 

 
Elective Inpatient 

 
 

 
Following agreement of the executive the plan has been updated to include full year effect of the 
ERF PIDs/ schemes put forward last year alongside annual leave cover within the expectation 
that the divisions will do these from April, there is also a fundamental shift between follow up 
appointments and new appointments converting the number of follow up appointments over 75% 
on a 2/1 ratio. Vascular activity has been removed from both baseline and plan for 23/24. 
The below are not factored in at this point: 

 
• Independent Sector (additionally funded) activity (outside of existing contracts) 
• Impact of SDEC on A&E and NELST activity 
• New service developments, transformation programmes, efficiencies & pathways and 

counting and coding changes (with commissioner agreement) 
 
Diagnostics 
 

 
 
CDC activity is currently being worked up however MRI for April to August is included in baseline 
as this is being delivered by the on-site mobile and below is an activity trajectory. When this 
activity is in place this will bring total activity to 128%: 
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3.3      Risks 
 

The original submission of activity did not meet the ICB requirements of 109% ERF cost 
weighted target against 19/20 baseline. The requirement in activity has been set at around 
115% to allow the money to achieve 109%. Following agreement with the Executive we 
have adjusted activity to 119% and whilst these are the national assumptions we have 
converted on a safe average that the activity we will now deliver with additional work will 
deliver at least 104% cost weighted. This is fully dependent on all schemes being started in 
April excluding the Harvey ward/ Theatre 5 opening which is planned to come in at quarter 
2 and the additional work being taken up by providers/ staff. 
Within the 19/20 the baseline there was an increase above regular Annual Leave cover and 
WLI sessions due to additional funding in the second half of the year (£3m to hit 88% RTT).  
This has increased the baseline being used for calculating targets for 23/4 by around 4000 
day cases and 400 EL IP spells against the activity level which was delivered in the 
preceding 3 years. The pressure is further exacerbated by the closure of theatre 5 at the 
beginning of the Pandemic. 
 
The below chart is the current system view on the first submission % against 19/20 outturn. 

 
 

3.4      Next Steps 
 

Using the PIDS from 22/23 potential increases have been identified that could bridge the 
gap from 102% to 115%. The table below shows POD and activity for sessions: 

 
Daycases – Remaining gap 2549 cases to 115% 
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Elective Inpatients – Remaining gap 507 to 115% 
 

 
 
Outpatient New/ Procedures– No gap 
 

 
 

Outpatient new appointments are currently at 107% matching 22/23 activity which is 8273 
appointments below the target, Outpatient follow ups are at 95% of 2019/20 meaning there are 
32753 attendances that are above the paid baseline. Follow up appointments are included in the 
block element of the contract.  If these were removed and converted to new appointments at a 2/1 
conversion rate this would create 16377 additional new appointments bringing the outpatient new 
appointments to 122%. This would need to be delivered in line with clinical pathways.  
 
In totality the above schemes would bring the total achievement to 119% against the activity 
delivered in 2019/20 if we assume that with both day case and elective at >100% the level of 
monetary drop is less (15% against and initial drop of 20%) then this would bring us to a monetary 
value of 104%. 
 
If the above is agreed then these schemes will need to be worked up and costed and 
started by the 1st April to ensure full effect. 
 
Over the coming weeks the activity plan will be cross checked against the recognised list of 
productivity metrics to check compliance i.e day case rates, theatre utilisation and DNA 
rates.  
 

 Finance – income and expenditure  Amber /Red 
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4.1 The Trust currently presents a deficit financial plan for 2023/24 of £28.0m, a reduction of 
£1.4m compared to the first draft submission of a £29.4m deficit; this is against a target 
deficit set by the ICB of £15m. 
 

4.2 The 2022/23 forecast outturn deficit of £6m does not reflect the underlying position of the 
Trust, which is significantly worse due to the non-recurrent mitigations applied (including 
balance sheet flexibilities), the value of top-up/support funding received and given the under 
performance against the contract baseline on a Payment by Results basis. 
 

4.3 Work to calculate and bridge the underlying forecast deficit for 2022/23 to the 2023/24 plan 
is ongoing, however the provisional position – which is subject to review – is shown below. 
The impact of the PbR gap is being scrutinised. It can be seen that the 23/24 Plan deficit of 
£28m is marginally lower than the underlying position of £30m (before top up). 
 

 

 
 

4.4 The above underlying position comes in a system context whereby: 
4.4.1 WTE growth of 8% between 2019/20 and 2022/23 is the lowest across Kent and 

Medway (system average: 14%)  
4.4.2 Real terms cost growth (as at M9 2022/23 compared to the same period in 

2019/20) is 11.3%, which is the lowest of acute providers and the system average 
of 18.5%. 

4.4.3 Total income growth across the same period is 25%, although much of this will 
relate to the additional top-up income to reach breakeven (c£13m), coupled with 
Covid and ESRF non-recurrent incomes (c£29.7m).  (Dartford: 28%; East Kent: 
37%; Maidstone: 27%) 

 
4.5 The 2023/24 budget is based on the rollover of the 2022/23 breakeven budget, adjusted for 

non-recurrent items, new efficiency targets, tariff inflation and more.  The bridge between 
the two budgets is shown below, including a summary narrative of the key movements; 
detailed bridging movements are included in appendix 1. 
 

£'000 2021/22 2022/23 (fcst) 2023/24 (plan)

Reported surplus/(deficit) 53 (6,150) (28,053)
Non-recurrent plan mitigations (11,130) - 
Year end support (9,000) - 
Discharge funding (3,416) - 

Sub-total 53 (29,696) (28,053)
Adjust for:

Capital donations/grants (471) 150 155 
DHSC consumables 496 - - 
Impairments (78) - - 
Add back: commissioner discount/PbR gap (6,636) (11,379) - 
PSF / MRET / top up (52,849) (53,775) (53,725)

Underlying deficit (59,485) (94,700) (81,623)
Underlying deficit (% income) -13.2% -23.2% -20.9%

Efficiency 4,143 7,309 14,000 
Efficiency (% total income) 1.0% 1.8% 3.6%
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4.6 An exercise to challenge identified cost pressures resulted in the clarification of some items which were duplicated or already include 
in other budgets. This resulted in a reduction of £1.4m from the first draft Plan submission. 
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4.7 The key bridge movements include: 

 
4.7.1 Removal of £8m of non-recurrent mitigations, £3.5m of unidentified mitigations and 

£1m of original non-recurrent ICB funding included in the 2022/23 plan. 
4.7.2 Income adjustments have been made to reconcile back to the current ICB offer. 
4.7.3 KPMG support costs and associated income for Patient First have been removed. 
4.7.4 Approved service developments include the transfer of the vascular service, full 

year costs and matched income for the Sheppey Frailty Unit and virtual wards.   
4.7.5 Costs pressures include CNST premiums (£1.4m), capital charges/depreciation 

(£2.0m) and energy costs (£2.7m).  See also 4.7.12 and inflationary pressures 
below. 

4.7.6 A number of budget corrections have been adjusted for, including the matching of 
pass through drugs and devices expenditure to the income and staff pay 
enhancements. 

4.7.7 £14m of efficiencies has been included in 2023/24; this comprises c£10.5m of new 
efficiency and £3.5m of unidentified/undelivered efficiency from 2022/23. 

4.7.8 Removal of ERF budgets allocated.  The provisional 2023/24 ERF income of £10m 
has been included and an equal and opposite cost reserve to deliver that activity 
also provided. 

4.7.9 Similarly, Covid income and expenditure budgets have been removed, with just the 
net income for 2023/24 of £1.7m now in the position. This shows a net reduction in 
income of £6.5m and reduction in budgeted spend of £3.3m, resulting in an 
increase to the planned deficit of £3.2m. 

4.7.10 The impact of the introduction – and then reversal – of the National Insurance 
increase has been removed. 

4.7.11 A number of the 2022/23 overspends anticipated to continue have been added 
back into the 2023/24 position.  These include overspend on drugs, over-
establishments in UIC (e.g. related to the SDEC service), catering costs and other 
inflationary and activity related variable costs. 

4.7.12 The Trust is creating a contingency reserve of £1.5m for 2023/24.  Similarly, an 
inflation reserve of c£9.5m is held, approximately £5m of which relates to pay (as 
per tariff uplift), £3.6m for non-pay and £1m for capital charges.  The tariff uplift 
funding for non-pay items compared to the calculated cost (including specifically 
identified pressures) is included in appendix 2, indicating a potential £7.1m cost 
pressure. 

 
4.8 No expenditure or funding has currently been assumed for Community Diagnostic Centres; 

this should be net neutral upon being incurred.  Similarly, no adjustments have yet been 
made for proposed expansions to the endoscopy service, which will mitigate outsourcing 
costs. We will be following up these matters with the ICB in due course. 
 

4.9 The senior divisional leadership have had sight of their positions and these have been 
worked up in collaboration with general managers and their service leads. 
 

 Efficiencies  

Amber /Red 
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5.1 Total in-year opportunities identified currently are £17.8m (£23.2m Full Year), RAG rated for 
risk (as below) signifying their stage of development, representing 127% against the target 
of £14m. This currently provides a headroom of £3.8m to get all plans to green and to 
mitigate against delivery risks as schemes enter delivery. In addition, there is a significant 
pipeline of opportunities that continue to be worked-up to further mitigate against delivery 
risks.  

 
 
Detail by individual scheme is shown below: 
 

 
 
5.2 Divisional and corporate opportunities have been scoped using benchmarking sources such 

as Model Hospital/Health System, GIRFT Reports, NHSEI Productivity Analysis, and 
existing insights from the recent work on variance analysis (using Patient First A3 
approach), FRP, and known efficiencies, to identify key areas of focus for efficiency and 
productivity opportunities. The Divisions and Corporate functions are continuing to develop 
their individual bottom-up schemes. The key workstreams/projects in the Efficiency 
Programme are made-up of key cross-cutting schemes and Divisional bottom-up schemes: 
 
Cross-cutting Projects: 

• Patient Flow and Discharge/LOS 
• Theatres Efficiencies 
• Outpatients Efficiencies 
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• Workforce Productivity (Medical, Nursing, AHPs, Ops/Admin, Corporate) 
• Medicines Management 
• Procurement 
• Income 
• IT and Digital Health 
• ICS projects 

 
Divisional and Corporate Projects:  
 

• Planned Care 
• Unplanned Care 
• Estates and Facilities 
• Corporate 
• Central 

 
5.3 The additional pipeline of opportunities that continue to be worked on to further mitigate 

against delivery risks include: 
5.3.1 Income gain from LOS reduction below trim-point earning higher tariff 
5.3.2 Divisional bottom-up schemes – Planned and Unplanned Care pipeline of 

schemes being worked-up 
5.3.3 Estates and Facilities – further schemes such as additional car parking income, 

energy efficiency  
5.3.4 Corporate – further schemes being worked-up 
5.3.5 IT and Digital Health – further schemes being worked-up 
5.3.6 Stretch targets for LOS reduction, Theatres, Outpatients and Workforce 
5.3.7 ICS schemes – list of schemes being worked through to ensure we avoid any 

double-counts 
 

5.4 Specifically there remain further opportunities as follows: 
5.4.1 Additional elective work eg by creating additional capacity which generates further 

income and could include repatriation to the Trust of previously outsourced work 
5.4.2 Stretch/over delivery against efficiency plans 
5.4.3 Impact of the digital bed management/tele-tracking case 
5.4.4 Endoscopy expansion 
5.4.5 Suppress cost inflation below reserved levels 
5.4.6 System transformation efficiencies 
5.4.7 Move to the community of medically fit wards, reducing revenue costs 
5.4.8 Bid for additional funding for virtual wards 
5.4.9 Seek additional funding for financial impact of unavoidable inflationary uplifts 

 
5.5 The current status of completion of project Workbooks for cross-cutting themes is 

summarised below. The RAG status indicates the stage of completion and remaining work 
to be done to meet project governance standards, due for completion by 31/3.  
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5.6 A further detailed report on the efficiencies programme was considered at the EDG meeting 

on 16/3, and extracts from this report are included in Appendix 5 (attached separately). 
 

 Capital   
Amber /Red 

 
6.1 The Trust has been given a capital resource allocation from the ICB for 2023/24 of £12.4m.  

In addition to this there are £18.2m of externally funded schemes (e.g. via public dividend 
capital) programmed for the year. 
 

6.2 The annual programme is proposed based upon application of the ICB priority matrix (which 
was developed from the Trust’s own matrix), the criteria of which are set out in appendix 3. 
This includes consideration of the risk register entry/score, where applicable. (NB – there 
are some instances where we would not expect an entry to be made in the risk register, e.g. 
capitalisation of staff costs in the IT and estates projects teams.)  The operational teams 
make these assessments and are moderated/considered by the Trust Executive in their 
review (see below). 
 

6.3 In the first instance the proposed capital plan ranks and orders each project according to its 
priority and “draws a line” when the funding is exceeded. 
 

6.4 Significantly all of the internally funded schemes for 2023/24 relate to projects that are 
continuing from or were committed to in 2022/23, including those where PDC was awarded 
and drawn down but not necessarily spent in that year on the related project.  These are 
highlighted in yellow below and total £9.9m. 
 

6.5 Due to the value of committed projects, there are a considerable number of other capital 
proposals which must be deferred into future years, unless additional funding or resource 
allocation is received.   
 

6.6 The full list of capital projects covering a 5-year period (see summary in appendix 4) has 
been considered by the Trust Executive and adjustments made where there is a consensus 
that the prioritisation ought to be different.  Following this review the current programme for 
2023/24 is as follows: 
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 Workforce   
Amber / Green 

 
7.1 The Trust’s People Strategy details the delivery plans to support the organisation to achieve 

its strategic objectives; not only ‘our people’ objectives, but clinical, quality and financial too.  
The Trust is currently developing its clinical strategy as part of the Trust’s strategy 
framework and builds upon the delivered progress from the existing People Strategy (2019 
to 2022) and has been developed alongside the counterpart quality, clinical and finance 
strategies.  The workforce plan is a product of the delivery plans of the strategies in order to 
provide a Trust approach to workforce, clinical and quality challenges faced by the 
organisation and has been refreshed to triangulate the delivery of the clinical directorate’s 
key priorities for the forthcoming year, service changes, transformative changes and 
workforce plans.  

 
7.2 The numerical workforce plan, as part of the operational plan, is based on the triangulated 

demand of skills and competencies as a result of capacity planning by specialities to meet 
the patient demand, investigate productivity opportunities and translate into capacity.  Gap 
analysis of skills and competencies for future workforce demand is used to determine our 
education commissioning (of specific roles and new roles); training plans to equip existing 
workforce with additional skills; and recruitment plans for the future.  The workforce plans 
are local, live documents that are used to monitor progress against plan. 
 

7.3 Plans for 2023/24 reflect the transfer of vascular services to East Kent Hospitals NHS 
Foundation Trust together with the impact of virtual wards and community diagnostic 
centres.  There is a strong pipeline of nursing recruitment. 
 

7.4 The critical care consultant roles at the Trust are proving difficult to recruit to at this time, 
however the Trust has managed to successfully recruit to ENT and neurology consultants 
which were risk areas for 2022. 
 

7.5 Staff retention remains a key cornerstone of the workforce plan and ties back to one of the 
primary drivers of deficit in the Financial Recovery Plan.  We are partners with the ICB in 
taking forwards its programme of work in this area, which builds on the Trust’s own “spirit of 
Medway” conversations, exit interview and “stay” conversations. 
 

7.6 Over the last six years, the Trust has seen a dramatic shift in its temporary staffing profile 
with over a 78% reduction in its average monthly agency spend.  The last two years during 
Covid has seen the Trust expenditure on temporary increase due to additional capacity 
being opened, however through Q3 2022/23, temporary staffing returned to pre-Covid 
levels.  The Trust is currently spending c2.8% of its pay on agency staffing; the national 
target for 2023/24 is 3.5%.  Across the ICB the Trust has some of the lowest bank rates and 
hence harmonisation of these at system-level could present a financial risk. 

 

 Risks, opportunities and mitigations  
 
8.1 They key risks are: 
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8.1.1 Whilst triangulated at a high level against income, the activity plan does not meet 
the 109% target. 

8.1.2 Further to the above, delivery of the elective activity could prove to be challenging given 
the capacity constraints at the hospital. This could risk the level of ERF funding currently 
assumed for achieving 104% of activity. Similarly, if the costs of delivering that activity 
prove to be higher than have been budgeted, e.g. through a need to outsource or use of 
high cost agency, then the contribution could be adversely impacted. 

8.1.3 Virtual wards income and expenditure of £3.4m has been included on the basis of a 
signed MOU.  The funding of this was planned to be derived from the HCP growth monies 
(£1.7m) together with £1.7m of matched funding from the ICB (via national monies).  The 
current funding offer from the ICB due to reduced allocations is £1.1m with nothing further 
from the HCP.  If a reduction to income is required the HCP will need to seek ways to 
reduce their cost plans. 

8.1.4 Continued activity pressures could give rise to escalation capacity requiring to be opened 
for longer than budgeted. 

8.1.5 Unknown inflationary pressures could give rise to expenditure exceeding the baseline 
budgets and associated inflation reserve. 

8.1.6 Delivery of the efficiency programme will continue to be a risk; the target is double that 
delivered in 2022/23 against a backdrop of a below average cost per WAU, below system 
average WTE growth and below system and national average real terms cost growth. 

8.1.7 The system is proposing harmonisation of bank rates – this would give rise to an 
estimated cost pressure of £2-3m at the Trust due to us having lower rates than other 
organisations.  We would seek for this to be funded by the system if we were to 
harmonise our rates upwards under this directive. 

8.1.8 From a capital perspective, the risk of not securing additional funding/resource allocation 
could put pressure on the internal programme and/or require the deferral of high priority 
capital projects into later years. 

 
8.2 The key opportunities are: 

8.2.1 Subject to funding agreements for the endoscopy expansion, the inclusion of 
income and expenditure for this service development could give rise to a positive 
financial contribution.  

8.2.2 No costs or cash releasing benefits from the digital bed management system have 
been included at this time.  The business case has been approved at the Trust’s 
Finance, Performance and Planning Committee and is due to be 
considered/ratified by the Trust Board on 29th March. There should be further 
benefits from EPR implementation that have yet to be worked through. 

8.2.3 Subject to national allocations and local agreements thereon, there may be the 
following opportunities materialising: 
• H2 funding of Ruby ward (20 beds); whilst this would create additional 

capacity, there would be an incremental cost impact, unleess alernative 
capacity could be closed behind it; the impact of this is yet to be defined. 

• H1 funding of two medically fit wards (40 beds) totalling £2.3m before those 
wards transfer to Amhurst.  The costs of these wards are by and large 
included within current baselines. 

8.2.4 Income benefits from counting & coding review 
8.2.5 Extend scope of workforce productivity review to all specialties/care groups 

(currently focussed on 3 care groups/4 specialties – with key focus on identifying 
root causes of loss in productivity since 19/20 and taking countermeasures to 
improve (Patient First approach) 

8.2.6 Review of commercial opportunities 
8.2.7 Review of rota management systems for medical staff 
8.2.8 Further review of balance sheet flexibilities (although mainly released in 22/23) 
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8.3 The further “difficult decisions” that the Trust may need to consider in order to bring the 

deficit down to £15m may include: 
8.3.1 Hold no contingency reserve and utilisation of uncommitted non-pay inflation 

reserve 
8.3.2 Close escalation capacity (although operational/clinical risk and potential double 

count against efficiency schemes) 
8.3.3 Cease outsourcing/additional sessions, although the knock on impact on elective 

income and performance would need to be understood and agreed 
8.3.4 Cease or significantly reduce additional sessions (as outcome of capacity planning 

and and job planning review) 
8.3.5 Review agreed service developments 
8.3.6 Review of all contracts, with focus on stopping loss making services 
8.3.7 The Trust will continue with the enhanced controls implemented in 22/23, including 

weekly Exec VCP and review of additional sessions. 
 
 

 Conclusion and Next Steps  
 
9.1 The Finance Committee is asked to note progress to date and recommend approval of this 

plan to the Trust Board. 
9.2 Work will continue into April to identify further opportunities to reduce costs, increase 

income and achieve a target deficit of £15m. The Committee is asked to consider the items 
under 8.3 and offer its view of the further actions described.  We propose to bring back an 
updated/final plan to the April committee meeting demonstrating how the Trust could deliver 
a plan with a £15m deficit. 
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Appendix 1 – detailed financial bridge movements 
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Appendix 1 – cont’d 
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Appendix 2 – inflation funding versus cost assumptions 
 

 
  

Funded £m Actual £m
Energy 2.7               
Drugs -               0.4               
Depreciation & Divs 1.0               2.0               
CNST 1.4               
Food costs 0.3               
Maternity System 0.1               
Finance (Audit, Bank Charges) 0.1               
Therapies & Older Peroples Service 0.1               
Specialist Medicine 0.1               
Other non-pay 3.6               4.6               
Total 4.6               11.7             
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Appendix 3 – ICB prioritisation matrix scoring 
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Appendix 4 – outline five-year capital programme 
 

 
 
The above table indicates: 

• A proposed capital programme for 2023/24 of £30.6m (£12.4m internally funded, £18.2m of externally funded). 
• A shortfall of capital resource allocation in 2023/24 of £32.9m should all desired projects for the year be able to proceed. 
• Over the full 5-year period the capital resource allocation shortfall is £64.3m, although this does not take into account potential future 

external funding sources. 
• The difference between our internally generated capital (i.e. depreciation value) and capital resource allocation from the ICB is £4.8m 

(to our detriment) in 2023/24 and estimated as £15.5m over the 5-year period.  However, it should be noted that there are system-
wide capital projects which are awarded capital resource before allocations are made to individual organisations, e.g. pathology LIMS. 

 
 
 

 Internally 
Funded 

 Externally 
Funded  Total 

Internally 
Funded

Externally 
Funded Total

Internally 
Funded

Externally 
Funded Total

£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000
Funding

Funding Agreed 12,415 8,890 21,305 51,084 51,084 63,499 8,890 72,389
Funding Pending 9,261 9,261 60,000 60,000 0 69,261 69,261
Total Funding 12,415 18,151 30,566 51,084 60,000 111,084 63,499 78,151 141,650

Projects
5 Priority 17,381 10,890 28,271 25,284 0 25,284 42,665 10,890 53,555
4 Priority 9,014 1,600 10,614 19,825 60,000 79,825 28,839 61,600 90,439
3 Priority 7,875 5,661 13,536 19,064 0 19,064 26,939 5,661 32,600
2 Priority 9,414 0 9,414 13,382 0 13,382 22,796 0 22,796
1 Priority 513 0 513 4,880 0 4,880 5,393 0 5,393
0 Priority 1,179 0 1,179 0 0 0 1,179 0 1,179

Total Need 45,376 18,151 63,527 82,435 60,000 142,435 127,811 78,151 205,962
Shortfall 32,961 0 32,961 31,351 0 31,351 64,312 0 64,312

System Funding 12,415 51,084 63,499
Estimated Depreciation 17,235 61,742 78,977
Underfunded 4,820 10,658 15,478

2023/24 Next 4 years 5 Year total
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Appendix 5 – Activity bridges 
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Meeting of the Public Trust Board  
Wednesday, 29 March 2023

Title of Report Medway NHS Foundation Trust – Digital Clinical 
Capacity Bed Management Business Case v2.5 

Agenda 
Item 

13 

Author Janine Alli-Balogun, Business Case Development Manager, Kent & Medway 
ICB   

Lead Executive Director Evonne Hunt, Chief Nursing Officer 

Executive Summary The Digital Clinical Capacity Bed Management Business Case aims to tackle 
challenges the Trust is facing relating to patient flow. 

The deployment of a system will help support in tackling delays due to 
inefficiencies in the patient pathway, prioritising those that are in the Trust's 
direct control, with the target impact being to reduce the LoS with the outcome 
of releasing bed capacity within the Trust's core bed base. 

It will also support as an enabler to the work carried out by ‘The Flow and 
Discharge Corporate Project’ that also has identified that inefficiencies in 
emergency care and elective care pathways is causing patients to experience 
avoidable 'delays' in their assessment, treatment, and discharge processes.  

Utilising digital as an enabler will ensure that the Trust can tackle some of the 
root causes relating to patient flow through confronting inefficiencies such as 
patients experiencing unavoidable delays, the amount of time patients occupy 
beds (measured by Los), reducing the risk of patients deteriorating due to there 
being scarce bed capacity and reducing the number of escalation beds the 
Trust has open. 

Proposal and/or key 
recommendation: 

The approval of the deployment of a Digital Clinical Capacity Bed Management 
System within the 23/24 Financial Year. 

Purpose of the report 
(tick box to indicate) 

Assurance Approval X 

Noting Discussion 

(If appropriate) state 
reason for submission to 
Private section of Board: 

Patient 
Confidentiality: 

Staff 
Confidentiality: 

Commercially 
Sensitive: 

Exceptional 
Circumstances: 

Committee/Group at 
which the paper has 
been submitted: 

Trust Investment Group – meeting took place on 3 November 2022. 
Finance, Planning & Performance Committee – meeting took place on 24 
November 2022. 
Trust Investment Group – meeting took place on 10 February 2023. 
Trust Investment Group – meeting took place on 6 February 2023. 
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FPPC – March 2023 
 

Patient First 
Domain/True North 
priorities (tick box to 
indicate):  

Tick the priorities the report aims to support: 

Priority 1: 
(Sustainability) 

Priority 2: 
(People) 

X 

Priority 3: 
(Patients) 

X 

Priority 4: 
(Quality) 

X 

Priority 5: 
(Systems) 

X 
 

Relevant CQC Domain: Tick CQC domain the report aims to support: 

Safe: x Effective: x Caring: x Responsive: 
x 

Well-Led: 
 

Identified Risks, issues 
and mitigations: 

The Trust Risk Register highlights two key risks that implementing a Digital 
Clinical Capacity Bed Management System would help mitigate: 
 

• Risk ID 1219: Patient Experience and Care Pathways: Failure to 
improve patient experience and care pathways - ED- Mental Health 
delays in plan following assessment: 

o Due to the long waits experienced following initial Mental Health 
assessment, patients have a poor experience and may suffer 
deprivation of their human rights. 

o There is currently a process in place where waits of over 4 hours 
for psychiatric beds are escalated in line with the SOP.  

 
• Risk ID 1343: Staff Management: Risks from ineffective systems for 

management of staffing resources - Escalation beds staffing: 
o Due to the opening of escalation beds on ESS and EAU, there 

are gaps in staffing which could lead to risk of harm to patients 
due to delays in care. 

o Inpatient beds are being placed between permanent beds 
increasing beds to 10 over both areas. 

 
The risk of not adopting the recommendations means that the Trust would not 
be appropriately equipped to tackle patient flow within the Trust. With a view 
that it could take between 2-3 years for operational and cultural changes to 
filter through if Digital is not utilised as an enabler. 
 

Resource implications: Resources identified to implement this recommendation are: 
 

• Site Manager – Individuals who would clinically support the wards in 
helping to ensure that patients are admitted to hospital in a timely and 
appropriate manner and that beds, specialist advice and intervention are 
available as and when needed, further helping to alleviate the pressure 
on the Site Management team. This means that operational activity can 
continue if a Site Manager is called away to attend to urgent matters. 

• Bed Placement Team – Individuals who would be part of a team that are 
responsible for removing the responsibility of bed cleaning from front-line 
nursing teams, which will help to support efficient patient-flow, regarding 
the turnaround of beds. These roles would replace any of the non-clinical 
band 2 roles already identified that may be utilised so that standard 
vacation cleans for discharges and moves can continue. 

• Cleaning Supervisor – Individuals who will be responsible for managing 
both the cleaning and portering staff, with the role sitting at a band 4 level. 
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A financial contribution is required, and this has been discussed with MFT 
Finance Staff – Dan Thompson, Paul Kimber, and Alan Davies. 

Sustainability and /or 
Public and patient 
engagement 
considerations: 

The implementation of a Digital Clinical Capacity Bed Management System 
aligns with the MFT green plan and sustainability strategy by helping to 
incorporate sustainability into the Trusts operations, ensuring that there is a more 
efficient use technology to help reduce domestic waste (recycling). 
 
This will be achieved by moving away from the traditional model based on wards 
reporting their current situation, including planning and escalation via pen and 
paper to utilising technology to provide a single version of the truth for accurate 
visibility of real time bed states. 
 

Integrated Impact 
assessment: 

Please tick the correct box and provide required information. 
Has the quality and equality assessment been undertaken? 
       Yes (please attach the action plan to this paper) 
        Not applicable (please indicate why an equality assessment was not 
required) 

Legal and Regulatory 
implications: 

N/A 
 

Appendices: • Appendix A: Glossary of Terms  
• Appendix B: Sign-Off  
• Appendix C: Trust Strategy  
• Appendix D: Integrated Impact Assessment  
• Appendix E: Long List  
• Appendix F: Financials Breakdown  
• Appendix G: NHS Success to Date  
• Appendix H: Digital Clinical Capacity Bed Management System 

reported benefits  
• Appendix I: High-Level Gantt Chart  

Freedom of Information 
(FOI) status: 

State either: 
 
This paper is disclosable under the FOI Act 
 
 

For further information 
or any enquires relating 
to this paper please 
contact: 

Janine Alli-Balogun 
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Finance, Planning & Performance Committee Cover Sheet 
 

Meeting: Finance Committee Meeting (FPPC) 

Date: 23rd February 2023 

Title: Digital Clinical Capacity Bed Management Business Case v2.5 

Introduction  

The proposed investment is for the deployment of a Digital Clinical Capacity Bed Management 
System within Medway, to help improve patient flow, which currently utilises a traditional model 
based on wards reporting their situation. 

The deployment of a Digital Clinical Capacity Bed Management System within the Trust would mean 
that operational and workforce changes would take effect, including the establishment of a 24/7 Care 
Coordination Centre (CCC) that would strategically, economically, and operationally benefit the 
Trust. 

With a key focus from a National level regarding the reduction of patients ‘Length of Stay’ (LoS), and 
at a Trust Level, through the Patient First Improvement Programme, the deployment of a Digital 
Clinical Capacity Bed Management System would help support this. 

 

Current Status  

Current challenges that MFT are facing that would be addressed by the implementation of a Bed 
Management System relate to:  

• Extended Length of Stay (LoS) for patients; 
• Significant additional work burden for ward-based nurses in managing patient flow verses time 

for direct patient care; 
• A high admission and low discharge profile; 
• Poor quality of data, making it challenging for clinical input; 
• The need to invest in escalation beds, especially over the ‘Winter Period’; 
• Reduced capacity across the Winter Period for Planned and Elective Care activity; and 
• Frustration from Staff relating to the need to use multiple systems resulting in poor morale and 

staff attrition. 

 

Goal / Aims 

The implementation of a Digital Clinical Capacity Bed Management System would be fundamental, as 
it would support the ambitions of the MFTs Patient First Improvement Programme and would provide 
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the identified benefits below to the Trust:  
• Provide the Trust with real-time visibility of its capacity and demand for beds. 
• Avoiding additional costs in the investment of additional bed capacity 
• Improve patient experience by reducing idle bedtime, reducing the time spent for patients in 

Emergency Department (ED) and reducing patients Length of Stay (LOS). 
• Minimise the number of cancelled operations and provide a bed for patients without delay. 
• Support with providing the infrastructure for 95% of patients to be treated within a 4-hour period 

in ED. 
• Support with releasing nursing time back to care so that time can be re-allocated accordingly. 
• Provides a robust way of tracking mattresses and beds, whilst also supporting the new mattress 

ordering scheme. 
• Improve data quality, performance, and activity tracking to support capacity management, 

demand planning and performance management. 
• Utilise the productivity of the current bed base for hospitals across the system. 
• Reduce the amount of Ward Nursing time utilised to manage patient flow, improve productivity 

of medical teams and reduce the administrative burden on staff. 
• Reduce winter pressures across the Trust. 

Please refer to Appendix G for success to date within the NHS that relates to a Digital Clinical Capacity 
Bed Management System. 

 

Countermeasures 

Deployment of a Digital Clinical Capacity Bed Management System such as TeleTracking. 

Page 169 of 340



 

 
 

 
 
 
 
 
Digital Clinical Capacity Bed Management System 
Business Case 
 
Version: 3 
Date: February 2023 
 
 
Commercial in Confidence 

 
 
 
 
 

Page 170 of 340



2 
 

Document Control 
This is a controlled document. The electronic version of this document is located within the Cloud21 
SharePoint 
 
Revision History 
Date Version Status Author Summary of Changes 
01/09/2022 0.1 Draft Janine Alli-Balogun Initial draft for review and further input 
10/10/2022 0.2 Draft Janine Alli-Balogun Initial draft for review and further input 
15/10/2022 0.3 Draft Janine Alli-Balogun Draft for further input and review by 

Executive Committee 
08/11/2022 0.4 Draft Janine Alli-Balogun Further input provided post Trust 

Investment Meeting 
14/11/2022 0.5 Draft Janine Alli-Balogun Input included post further stakeholder 

engagement 
16/11/2022 0.6 Draft Janine Alli-Balogun Amendments made post further review 

by key stakeholders 
17/11/2022 1.0 Final Janine Alli-Balogun Submitted for FPPC approval 
24/11/2022 1.1 Final Janine Alli-Balogun Amended following further feedback 
14/12/2022 2.0 Final Janine Alli-Balogun Amended following financial changes 
23/12/2022 2.1 Final Janine Alli-Balogun Amended following further input 

regarding CRBs 
11/01/2023 2.2 Final Janine Alli-Balogun Amended following further feedback 

from Trust Investment Group (TIG) 
Members 

25/01/2023 2.3 Final Janine Alli-Balogun Amended following further financial 
modelling taking into account the Flow 
and Discharge Corporate Project 

30/01/2023 2.4 Final Janine Alli-Balogun Amended following further feedback 
14/02/2023 2.5 Final Janine Alli-Balogun Final updates before FPPC submission 
24/02/2023 3.0 Final Janine Alli-Balogun Final updates post confirmation of 

NHSE Capital Funding 
 
 
 
 
Commercial Statement 
Accuracy: Cloud 21 endeavours to ensure that the information contained in this document is correct, but 
whilst every effort is made to ensure the accuracy of such information, it accepts no liability for any loss 
(however caused) sustained as a result of any error or omission. 
 
Cloud 21 Ltd. 
Suite 1 
40 Churchill Square Business Centre 
Kings Hill, West Malling. ME19 4YU 
 
Telephone: 0845 838 8694   Email: info@cloud21.net 

Page 171 of 340



3 
 

Contents 
 

1 Executive Summary .................................................................................................. 6 

1.1 Introduction ................................................................................................................................................................... 6 

1.2 Context........................................................................................................................................................................... 7 

1.3 The five-case model ....................................................................................................................................................... 9 

1.4 Strategic Case .............................................................................................................................................................. 10 
1.4.1 Wider NHS Success .................................................................................................................................................. 13 

1.5 Economic Case ............................................................................................................................................................. 14 

1.6 Commercial Case ......................................................................................................................................................... 15 
1.6.1 Products and Services .............................................................................................................................................. 15 

1.7 Finance Case ................................................................................................................................................................ 15 

1.8 Overall Cost of the Investment .................................................................................................................................... 15 

1.9 Benefits ........................................................................................................................................................................ 17 

2 Impact on Cashflow ................................................................................................ 19 

2.1 Impact on Income and Expenditure ............................................................................................................................. 20 

2.2 Management Case ....................................................................................................................................................... 20 
2.2.1 Technical Implementation ....................................................................................................................................... 20 
2.2.2 Governance ............................................................................................................................................................. 22 

2.3 Conclusion .................................................................................................................................................................... 22 

3 Strategic Case ......................................................................................................... 23 

3.1 National, Regional and Local Context .......................................................................................................................... 23 
3.1.1 Overview ................................................................................................................................................................. 23 
3.1.2 What Good Looks Like (WGLL) Framework ............................................................................................................. 25 
3.1.3 NHS Front Line Digitisation ...................................................................................................................................... 25 
3.1.4 Local Strategic Direction .......................................................................................................................................... 26 

3.2 Digital Clinical Capacity Management Strategy .......................................................................................................... 27 
3.2.1 What is a Digital Clinical Capacity Management System? ....................................................................................... 27 
3.2.2 Why is a Digital Clinical Capacity Management System Needed?........................................................................... 28 

3.3 The Case for Change .................................................................................................................................................... 29 
3.3.1 Investment Objectives ............................................................................................................................................. 29 
3.3.2 Operational Drivers for Change ............................................................................................................................... 31 
3.3.3 Key Benefits ............................................................................................................................................................. 32 
3.3.4 Risks, Constraints, Dependencies and Considerations ............................................................................................ 37 

4 Economic Case ....................................................................................................... 38 

4.1 The Shortlist of options ................................................................................................................................................ 38 
4.1.1 Option 1 – Do Nothing ............................................................................................................................................. 38 
4.1.2 Option 2 – Implement a Digital Clinical Capacity Management System managed at Maidstone & Tunbridge Wells 
(MTW) 38 

Page 172 of 340



4 
 

4.1.3 Option 3 – Implement a Digital Clinical Capacity Management System to be managed onsite at MFT over a 
phased approach ................................................................................................................................................................. 39 

4.2 Cash Releasing and Non-Cash Releasing Benefits ....................................................................................................... 39 
4.2.1 Supporting Information ........................................................................................................................................... 39 
4.2.2 Forecast Benefits ..................................................................................................................................................... 41 

4.3 Quantifiable & Qualitative benefits ............................................................................................................................. 42 

4.4 Preferred Option .......................................................................................................................................................... 43 

5 Commercial Case .................................................................................................... 43 

5.1 Procurement Strategy .................................................................................................................................................. 43 
5.1.1 Recommended Procurement Strategy .................................................................................................................... 43 

5.2 Personnel Implications (including TUPE) ..................................................................................................................... 43 

6 Finance Case .......................................................................................................... 43 

6.1 Assumptions ................................................................................................................................................................ 44 

6.2 Capital and Revenue Requirements ............................................................................................................................. 44 
6.2.1 Revenue Requirements ........................................................................................................................................... 44 
5.2.2 Capital Requirements .................................................................................................................................................. 44 

6.3 Overall Cost of the Investment .................................................................................................................................... 45 
6.3.1 Anticipated Savings ................................................................................................................................................. 47 

6.4 Impact on Cashflow ..................................................................................................................................................... 48 

6.5 Impact on Income and Expenditure ............................................................................................................................. 49 

6.6 Impact on Balance Sheet ............................................................................................................................................. 49 

6.7 Conclusion .................................................................................................................................................................... 49 

7 Management Case ................................................................................................. 50 

7.1 Programme Organisational Structure ......................................................................................................................... 50 
7.1.1 Programme Governance ......................................................................................................................................... 50 

7.2 Implementation and Deployment Plan ........................................................................................................................ 50 

7.3 Resourcing ................................................................................................................................................................... 52 

7.4 Clinical Leadership ....................................................................................................................................................... 53 

7.5 Integration ................................................................................................................................................................... 53 

7.6 Training ........................................................................................................................................................................ 53 

7.7 Reporting ..................................................................................................................................................................... 54 
7.7.1 Interaction Reporting .............................................................................................................................................. 54 

7.8 Communications and Engagement Strategy ............................................................................................................... 55 

7.9 Risk Management Strategy and Contingency Plans .................................................................................................... 56 

7.10 Arrangements for Post Project Evaluation .................................................................................................................. 56 

7.11 Digital Clinical Safety ................................................................................................................................................... 56 

7.12 Lessons Learned ........................................................................................................................................................... 57 

7.13 Conclusion and Next Steps ........................................................................................................................................... 58 

Page 173 of 340



5 
 

Appendix A: Glossary of Terms .................................................................................... 59 

Appendix B: Sign-Off .................................................................................................... 62 

Appendix C: Trust Strategy........................................................................................... 63 

Appendix D: Integrated Impact Assessment ................................................................. 64 

Appendix E: Long List ................................................................................................... 69 

Appendix F: Financials Breakdown ............................................................................... 71 

Appendix G: NHS Success to Date ................................................................................ 75 

Appendix H: Digital Clinical Capacity Bed Management System reported benefits ....... 85 

Appendix I: High-Level Gantt Chart

 88 

 

 
 
 
 

Page 174 of 340



6 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

1 Executive Summary 
1.1 Introduction 
This Business Case sets out the rationale for investment in a Digital Clinical Capacity Management System 
for Medway NHS Foundation Trust (MFT). This Business Case follows an Executive Briefing Paper that 
highlighted the ‘Case for Change’ as to why the Trust would  strategically, economically, and operationally 
benefit from the deployment of a Digital Clinical Capacity Management System such as TeleTracking, whilst 
also providing insight and lessons learned from a provider organisation within Kent & Medway ICS, Maidstone 
& Tunbridge Wells (MTW) who deployed TeleTracking as a system in November 2020. 
 
Within the context of post-Covid recovery and the national strategic drive, prioritisation of digital 
transformation is more vital than ever. Most recently NHS England have updated their Provider License, 
which legitimises the need for digital maturity, aligning income with digital improvement. 
 
Additionally, the Frontline Digitisation Fund focuses on improving the safety, efficiency, and patient 
experience through the introduction of better data access across care settings and with patients and 
increasing the digital maturity of system functionality and staff and improvement in IT infrastructure to aid 
clinicians access to systems. 
 
2020 saw the introduction of a Digital Clinical Management System at Maidstone and Tunbridge Wells NHS 
Trust with some ‘Lessons Learned’ that can be leveraged across Medway, which would support the 
transformation of health and care across the system whilst helping to achieve efficiencies set out in the NHS 
Long Term Plan. Whilst the aim will be to leverage those key learns from MTW, across the Trust, all activity 
and benefits within the Business Case have been prorated to fit MFTs operational modelling and services. 
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In addition, with MTW as an early adopter of a Digital Clinical Capacity Management System, this can be 
seen as an added benefit from a Trust operating within the county, as MTW have been able to test the 
assumed savings across a period of 2-years. Both MTW’s CRBs and NCRBs have been proven in early 
adoption, providing a platform for MFT to benefit from their exploration. 
 
The publishing of the NHS 2023/24 Priorities and Operational Planning Guidance provides a clear 
specification around Clinical Management Systems across several areas.  National objectives for 23/24 focus 
on several areas that the deployment of a Digital Clinical Capacity Bed Management System would support, 
such as: 

• Improve A&E Waiting Times 
• Improve patient flow by reducing bed occupancy to at least 92% (guidance provided from NHS 

Review of Winter)  
• Reduce the number of medically fit to discharge patients within hospitals 
• Reduce agency spend 

 
Key aspects of these priorities include recognition of the need for organisations within the ICS to continue to 
increase their capability, capacity, and resilience to deliver safe, high-quality services that meet the full range 
of people’s health and care needs through digitisation. Financial modelling work for the Flow & Discharge 
Corporate Project is currently being developed by the Financial Efficiencies Director, and the deployment of a 
Digital Clinical Capacity Bed Management System will expedite the benefits realisation identified and will 
further contribute to the realisation of the CRBs identified.  
 
Over a full 2-year period the implementation of a Digital Clinical Capacity Bed Management System will 
provide £2.16m worth of benefits ahead of the Flow & Discharge Corporate Project realising its CRBs, which 
will support the bottom line position of the Trust, plus improve the experience for patients. 
 
 
 

1.2 Context 
As the UK tackles recovery from the Covid-19 pandemic and focuses on infection and capacity constraints, as 
well as reduced productivity due to the inevitable disruption caused by Covid-19, the NHS is under greater 
pressure than ever before to achieve interoperability and digitisation to drive efficiency and expedite 
pathways. Improving outcomes for patients and reducing waiting times substantially is required to improve the 
response to delivering safe, high-quality care whilst improving timely admission, discharge, and transfer to 
and within hospitals. 
 
Strategically the national directive for increasing capacity continues and Kent & Medway will be required to 
evidence a transformational journey to deliver increased capacity across its member organisations. 
 
The Frontline Digitisation Fund focuses on improving the safety, efficiency, and patient experience through 
the introduction of better data access across care settings and with patients, increasing the digital maturity of 
system functionality and staff and improving IT infrastructure to aid clinicians access to systems.  
 
Kent and Medway’s strategic priorities touch on six key areas with a clear mandate of ensuring that there is a 
focus on key system enablers. The ICS plans to do this via focusing their strategic attention to digital 
(including shared data and analytics) and supporting this with a workforce aligned to focused initiatives within 
priority development areas, to ensure this is translated into real change and moves beyond strategic intent. 
With a focus on producing better joined up digital and data priorities supported by the clinical strategy and 
initiatives in general practice and social care. 
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Information is fundamental to the delivery of modern healthcare with the processes of diagnosis, 
management planning and care delivery all being critically dependent on access to information. Using joined-
up data and digital capabilities to understand key priorities, understand the landscape, monitor, and address 
variation and drive continuous improvement in patient care is paramount.  
 
The Kent and Medway ICS Development Plan and Draft Operating Model acknowledges that the system 
needs to be data and quality improvement driven, which should be at the heart of all strategies and priorities. 
With a focus on producing better joined up digital and data priorities supported by the clinical strategy and 
initiatives in general practice and social care. Being data and quality driven is a key principle focus to help 
ensure digital data and technology, allows information to flow throughout the system to deliver better patient 
care, whilst putting people at the centre of their care. 
 
In relation to improving flow in healthcare, green shots can start to be seen with the establishment of a real 
time patient flow system at Maidstone and Tunbridge Wells NHS Trust that was implemented in 2019 with an 
overall aim of de-risking the delivery and costs of operationalising Winter Plans, maintaining sustainable year-
round elective activity,  releasing nursing time and supporting the Trust in achieving ‘real time’ patient flow in 
line with the NHSI expectation on ‘electronic bed monitoring.’ 
 
Information is fundamental to the delivery of modern healthcare with the processes of diagnosis, 
management planning and care delivery all being critically dependent on access to information. Using joined-
up data and digital capabilities to understand key priorities, understand the landscape, monitor, and address 
variation and drive continuous improvement in patient care is paramount. 
 
MFT’s Patient First Improvement Programme is the dynamic way in which the Trust will improve the care and 
services they provide to the people of Medway and Swale to deliver real and lasting change over time. The 
Leadership Team at Medway including staff believe that patients receive better care and have better 
experiences, when staff feel they can make a difference. The Trust has invested in Patient First, to empower 
its people, supporting them to make small, daily improvements that they know will improve services for 
patients and each other. It also means everyone in the hospital can follow the same methodology to help 
identify opportunities for improvement, allowing the Trust to keep their progress on track. The deployment of a 
Digital Clinical Capacity Management System will be enabler to help the Trust achieve its strategic and 
operational goals. 
 
A Digital Clinical Capacity Management System is an essential tool in helping to support the delivery of 21st 
century Acute healthcare. The principal aim of a successful Digital Clinical Management Capacity System will 
be to enhance patient capacity management, provide more effective bed allocations, streamline care 
transitions, and support functions and enhance analytic capabilities.  
 
Implementing a Digital Clinical Capacity Management System ensures that staff have access to the right 
information at the point when they need it, without logging into several different systems, or requiring multiple 
callouts to identify capacity and availability. There is an added benefit, that when a Digital Clinical Capacity 
Management System works well, it can improve staff experience and morale and support a better working 
environment.  
 
Today, patients and their families have an expectation in an Acute setting that they will be attended to with 
minimal delays and will be discharged at the appropriate time. We need to adopt the opportunity offered by 
technology now to enhance patient experience whilst also increasing the Trusts capacity and resilience to 
deliver safe, high-quality services that meet the full range of people’s health and care needs. 
 
The current financial pressures within the NHS, along with the specific challenges facing Kent & Medway in 
terms of patient experience and workforce challenges, require efficiency and productivity gains that can only 
be achieved through embedding changes to processes.  This in turn requires staff across the Acute and 
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Partner Organisations to work collaboratively together to ensure that as a system, these challenges are 
addressed. 
 
NHSE has provided a small amount of funding for Kent & Medway ICB to explore the options around 
extending out the Digital Clinical Capacity Bed Management System that is currently used at MTW and their 
proportion of Kent Community Health NHS Foundation Trust (KCHT), with a view of improving real time data 
and patient flow across the system. K&M will be submitting a Strategic Outline Case and Outline Business 
Case to NHSD over the coming months. 
 
This Business Case demonstrates how the deployment of a Digital Clinical Capacity Management System at 
MFT can contribute to the overall efficiency of the Trust as well as the wider ICS agenda. Helping to drive 
down costs, automating administrative processes, minimising delays, and making sure that things are right 
the first time. Real-time data visibility will enable improved patient flow, reduce ‘idle bed time,’ reduce patient 
length of stay, improve patient safety, reduce workforce pressure challenges, and increase capacity across 
both emergency and planned care activity. 
 
As part of work undertaken by Medway the following investment objectives have been identified to support 
the investment: 
 

• Provide timely care for patients 
• Improve patient experience by reducing idle bedtime, the time spent for patients in Emergency 

Department (ED), reduce patients Length of Stay (LOS), minimise the number of cancelled 
operations, and provide a bed for patients without delay 

• Support with providing the infrastructure for 95% of patients to be treated within a 4-hour period in ED 
• Support with releasing nursing time back to care so that time can be re-allocated accordingly 
• Provides a robust way of tracking mattresses and beds, whilst also supporting the new mattress 

ordering scheme 
• Improve data quality, performance, and activity tracking through more accurate and complete data to 

support capacity management, demand planning and performance management 
• Fully utilise the productivity of the current bed base for hospitals across the system 
• Improve working with staff and care partners by reducing the amount of Ward Nursing time utilised to 

manage patient flow, improve productivity of medical teams and reduce the administrative burden on 
staff 

• Reduce winter pressures across the Trust 
 
This document: 
 

• Identifies and confirms the organisations objectives that have led to this investigation of a Digital 
Clinical Capacity Management System; 

• Sets out the case for change; 
• Sets out and appraises the options available to the Trust to achieve these objectives. 

 
 
Authority is sought to commence contract negotiations and the implementation of a Digital Clinical 
Capacity Bed Management System  

1.3 The five-case model 
This business case has followed government best practice to determine what sort of Digital Clinical Capacity 
Management System offers the best value for money for Medway. A Business Case is important because 
projects and programmes will only deliver their intended outputs and benefits if they are properly scoped, 
planned and cost justified from the outset.  
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We considered what solutions would be the best strategic fit for the Trust, and which would deliver the most 
benefits for patients and staff. We considered the risks and costs of each option, and then assessed their 
affordability, and our ability to implement and deliver benefits.  
 
Preparing a Business Case using the five-case model recommended by HM Treasury provides decision 
makers and stakeholders with a proven framework for structured ‘thinking’ and assurance that the project: 
 

• provides strategic fit and is supported by a compelling case for change; 
• will maximise public value through the selection of the optimal combination of software and hardware; 

implementation and support services; costs, benefits, and risks. The options appraisal and 
identification of a preferred option is the ‘economic case’ section; 

• is commercially viable and attractive to the supply side. This focuses on the current marketplace for 
Digital Clinical Capacity Management Systems and the procurement route for the preferred solution; 

• is affordable and is fundable over time. This is the ‘financial case’ which sets out how the preferred 
solution will be paid for;  

• can be delivered successfully by the organisation and its partners.  
 
The Business Case comprises the following key components: 
 

• Strategic Case: sets out the case for change, together with the supporting investment objectives for 
the investment; 

• Economic Case: demonstrates that the organisation has selected the most economically 
advantageous offer, which best meets the existing and future needs of the service and optimises 
value for money (VFM); 

• Commercial Case: sets out the structure and route of procurement; 
• Financial Case: confirms funding arrangements, affordability, and the effect on the balance sheet of 

the organisation; 
• Management Case: details the plans for the successful delivery of the scheme to cost, time and 

quality targets and tolerances. 

1.4 Strategic Case 
The case for change is compelling as the current approach to patient flow at MFT is a traditional model based 
on wards reporting their current situation, including planning and escalation meetings that take place 
throughout the day. This is supported by bed management and patient flow staff that visit the various wards 
and assess wards and procedural areas to understand and gain visibility of available capacity, resulting in a 
significant number of ward visits and phone calls to wards to understand current levels of capacity. 
 
Currently within the Trust there are multiple systems (more than seven) that provide statistics on different 
elements of patient flow, with no single version of the truth, causing complexity around how decisions are 
made as the quality of data is poor. Site Managers and other Staff currently do not have accurate visibility of 
patient flow activity within the Trust, with multiple systems being checked at various times.  
 
Despite the efforts of Staff working with the current process and inputs from experienced teams such as 
Estates & Facilities in managing patient flow, the Trust is experiencing significant issues with having accurate 
visibility of real time bed states to support demand and capacity planning. 
 
Poor flow is currently contributing to several factors such as: 
 

• Extended Length of Stay (LoS) for patients; 
• Significant additional work burden for ward-based nurses in managing patient flow verses time for 

direct patient care; 
• The Trust having a high admission and low discharge profile; 
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• Poor quality of data, making it challenging for clinical input; 
• The need to invest in escalation beds, especially over the ‘Winter Period’; 
• Reduced capacity across the Winter Period for Planned Care activity; and 
• Frustration from Staff regarding having to use multiple systems resulting in poor morale and staff 

attrition. 
 
Implementing a Digital Clinical Capacity Management System will be fundamental to MFT as it will support 
the ambitions of the Patient Improvement Programme which is explained in further detail within the Business 
Case. 
 
The Trust Risk Register highlights two key risks that implementing a Digital Clinical Capacity Bed 
Management System would help mitigate: 
 

• Risk ID 1219: Patient Experience and Care Pathways: Failure to improve patient experience and care 
pathways - ED- Mental Health delays in plan following assessment 

o Due to the long waits experienced following initial Mental Health assessment, patients have a 
poor experience and may suffer deprivation of their human rights. 

o There is currently a process in place where waits of over 4 hours for psychiatric beds are 
escalated in line with the SOP.  

• Risk ID 1343: Staff Management: Risks from ineffective systems for management of staffing 
resources - Escalation beds staffing 

o Due to the opening of escalation beds on ESS and EAU, there are gaps in staffing which 
could lead to risk of harm to patients due to delays in care. 

o Inpatient beds are being placed between permanent beds increasing beds to 10 over both 
areas.  

 
One of the key Projects currently aiming to tackle patient flow within the Trust is the ‘Flow and Discharge 
Corporate Project’. This Project aims to tackle delays due to inefficiencies in the patient pathway, prioritising 
those that are in the Trust's direct control, with the target impact being to reduce the LoS with the outcome of 
releasing bed capacity within the Trust's core bed base. 
 
The Flow and Discharge Corporate Project also has identified that inefficiencies in emergency care and 
elective care pathways causes patients to experience avoidable 'delays' in their assessment, treatment, and 
discharge processes. The Project will look to tackle some of the root causes relating to patient flow through 
confronting inefficiencies such as patients experiencing unavoidable delays, the amount of time patients 
occupy beds (measured by Los), reducing the risk of patients deteriorating due to there being scarce bed 
capacity and reducing the number of escalation beds the Trust has open.  
 
The delays identified end up increasing the amount of time patients occupy beds, which then increases a 
patient’s risk of deterioration, adding further pressures to the limited number of beds available, that are 
needed for patients who are waiting to be admitted. Due to this MFT is then required to open escalation 
capacity and use escalation beds which can have a negative impact on quality of care, staff well-being and a 
high cost associated, from the need to use expensive premium agency staff. 
 
Although the Flow and Discharge Corporate Project will aim to tackle these inefficiencies, as changes will be 
made through both cultural and operational measures, it has been understood that this could potentially take 
between 2-3 years, before tangible cash-releasing benefits are realised, these CRBs could be materialised 
straight away if a Digital Clinical Capacity Bed Management System is implemented. 
 
The deployment of a Digital Clinical Capacity Bed Management System would work hand in hand with the 
Flow and Discharge Corporate Project and should be seen as a digital enabler, that will support not only a 
key transformation project such as this one, but will also support other patient first initiatives such as; 
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improving patient experience, improving the quality of care a patient receives (right bed first time), enhancing 
staff wellbeing and the working environment and collaborating with system partners, ensuring pathways are in 
place to expedite patient journey. 
 
Implementing a Digital Clinical Capacity Bed Management System should be seen as a Digital enabler, that 
will help support several Transformation projects and programmes achieve their targets, enabling both Cash 
Releasing Benefits (CRBs) and Non-Cash Releasing Benefits to be realised. 
 
MFTs current LoS activity using data shared on Model Health System, shows MFT as having one of the 
longest length of stays in comparison to its peers, landing the Trust in the top third quartile nationally. 
 

 
Figure 1  - Average LoS data for MFT 
 
 
Implementing a Digital Clinical Capacity Bed Management System will support the Flow and Discharge 
Project to reduce the delays due to inefficiencies in the patient pathway, prioritising patients that are in the 
Trust's direct control.  
 
Implementing a Digital Clinical Capacity Bed Management System will enable the key goals of the Flow and 
Discharge Corporate Project to be realised, enabling the Project to release bed capacity of between 51-65 
beds at a faster pace, by discharging No Criteria To Reside (NCTR) patients on pathways 0-1 and achieving 
improved LoS performance on par to those at pre-covid levels.  
 
Deploying a Digital Clinical Capacity Bed Management System would speed up the materialisation of the 
estimated potential saving that could be realised for MFT. The value-add of the deployment of a system such 
as this, would enable a potential saving of £x made up of both cost avoidance and cost reduction. 
 
MFT also as a Trust hire in specialist equipment as needed, that is currently tracked and monitored by the TV 
service manually. Implementing a Digital Clinical Capacity Bed Management System that notifies upon 
discharge, would support the shift away from manual monitoring.  

Data was provided that if equipment is misplaced over a period of 7 days a month on average, this costs the 
Trust £25,368 in addition to an unseen spend of £3,492.48 of TV time a year. It is also estimated that 
approximately 4-hours a week are spent by nurses tracking equipment with an average cost of £291.04 per 
month.  

  

Page 181 of 340



13 
 

Month Total Cost by month for 
Specialist equipment 
hire. 

Estimated cost if all 
equipment was misplaced 
for 1 week out of the 
month.   

Estimated 4 hours a week 
tracking equipment @ b6 
mid-point. Cost per month 

January 2022 £9,280.06 £2,114 £291.04 
February 2022 £9,280.06 £2,114 £291.04 
March 2022 £9,280.06 £2,114 £291.04 
April 2022 £6,638.00 £2,114 £291.04 
May 2022 £7,046.40 £2,114 £291.04 
June 2022 £9,216.00 £2,114 £291.04 
July 2022 £9,420.00 £2,114 £291.04 
August 2022 £11,061.00 £2,114 £291.04 
September 2022 £9,122.40 £2,114 £291.04 
October 2022 £12,456.60 £2,114 £291.04 
November 2022 £9,280.06 £2,114 £291.04 
December  2022 £9,280.06 £2,114 £291.04 
Annual total £111,358.70 £25,368.00 £3,492.48 

Table 1: Misplaced specialist equipment costs 
 
Implementing a Digital Clinical Capacity Management System will not only support with managing the above 
risks but will also support the new mattress ordering scheme. As the system will be able to monitor the 
patients and their movements, once a patient has left the ward, mattresses can then be located and collected 
swiftly which in turn will provide a cost saving by reducing the cost that MFT pays for mattresses that are no 
longer in use. 
 
The case for change has been made based upon local clinical requirements, the need to reduce risk and the 
provision of efficiency gains. In meeting these needs, the investment also addresses national drivers and 
objectives. 
 

1.4.1 Wider NHS Success 
The implementation of a Digital Clinical Capacity Bed Management System within the NHS is not a new 
concept. Trusts such as Maidstone & Tunbridge Wells, Royal Wolverhampton NHS Trust and The Countess 
of Chester NHS Foundation Trust have partnered with a Digital Clinical Capacity Bed Management System 
provider such as TeleTracking, to not only better their Trusts but provide national learning for NHS 
Improvement supporting Patient Flow and the National Elective Care Plan recommendations.  
 
Previous Chief Executive Tony Chambers, at The Countess of Chester Hospital NHS Foundation Trust, 
stated that: “We’ve spent the last year delivering an efficiency programme based on the recommendations of 
Lord Carter, placing a greater emphasis on using transparency of data to inform decision-making that benefits 
patients. We see this as a flagship project in turning around our approach to patient flow and providing faster, 
safer care by increasing the responsiveness of our NHS workforce. With the visibility of this data, it will put a 
stop to nurses wasting valuable time searching for equipment, and limit duplication of efforts in clinical 
admission staff repeatedly chasing updates on patient status to understand bed availability.” – ‘The Times’ 
 
Steve Barclay, Secretary of State for Health & Social Care, recently paid MTW a visit to see their Care 
Coordination Centre in action as the Trust has significantly reduced the amount of time a bed is empty, as 
well as the amount of time a patient spends in A&E before being moved to a bed. In addition, the utilisation of 
a Digital Clinical Capacity Bed Management System, ensures that patients arriving by ambulance are moved 
to where they need to be quickly. 
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Steve Barclays has commented to say: “The team at MTW have done an amazing job. You get a real sense 
when walking around this trust of just how much has been achieved and the impact this makes on patient 
care. I want to pay tribute to the hard work and innovation shown by the staff.” 
 
For MFT, there is a real opportunity to achieve its Patient First initiatives and enhance patient care via the 
deployment of a Digital Clinical Capacity Bed Management System, especially as recent news and reported 
cases have reported that A&E departments in some parts of Kent are overstretched. For Kent & Medway as a 
county, the current average time of a person seeking treatment in an emergency unit is every 23 seconds 
with some patients waiting more than 12 hours to be admitted to a ward. 
 
Amanda Pritchard, Chief Executive NHS England, also visited MTW on 28th January, and spoke to Clinicians 
and Staff about how they are maximising the use of data to get patients the care that they need faster, which 
the deployment of Digital Clinical Capacity Bed Management System at MFT will support. In conjunction it will 
also provide new ways of working to meet an increase in the demand presently seen. 
 
Further insight into the utilisation of a Digital Clinical Capacity Bed Management System to make beds more 
readily available, success and press articles, and the benefits associated can be seen in appendix G and 
appendix H. 

1.5 Economic Case 
The Business Case has built a set of short list options which have been developed and analysed against both 
the ICS and Organisations strategic objectives and critical success factors.   
 
The following table shows the shortlisted options that were taken forward for further assessment during the 
preparation of this Business Case (BC). 
 
Shortlist Option 
Number 

Option Elements Description 

1 Do Nothing This is the baseline option where the Trust would maintain 
existing operational processes, procedures, and systems, 
which is the highest risk; therefore, the ‘do nothing’ option is 
not a viable option to meet the investment objectives of this 
case. 

2 Implement a Digital 
Clinical Capacity 
Management System   
Service, operationally 
managed at Maidstone 
& Tunbridge Wells 
(MTW) 

This is the option where the Trust would implement a Digital 
Clinical Capacity Management System to help realise 
benefits. The Care Coordination Centre (CCC) being situated 
at the MTW site, with Medway staff working from the same 
CCC at MTW. In this option all functionality (e.g., patient flow, 
asset tracking) would look to be incorporated from day 1. 

3 Implement a Digital 
Clinical Capacity 
Management System   
to be managed onsite 
at MFT over a phased 
approach 

This is the option where the Trust would implement a Digital 
Clinical Capacity Management System to help realise 
benefits. The Care Coordination Centre would be situated on 
site at Medway and a phased approach would be taken to 
implement the core functionality of a system first, with the 
possibility of utilising Asset Tracking and other functionality at 
a later date.  

Table 2: Summary of shortlisted options 

Page 183 of 340



15 
 

1.6 Commercial Case 

1.6.1 Products and Services 
The following products and services have been considered as in scope during the development of this 
Business Case, based upon organisation needs and planned approach: 
 
There is currently a sourcing strategy in place and MFT would be ready to proceed with procurement if the 
Business Case is approved. There is currently a high level of confidence that Option 3 can be mobilised 
quickly with any successful funding approved being spent in year (22/23 FY). 
 
The Procurement and Contracts team have already been engaged and there is a high level of confidence that 
the procurement of services can be achieved rapidly.  
 
Depending on the chosen supplier post the procurement exercise, MFT will be provided with a clear charging 
mechanism. The Procurement and Contracts Team are also reviewing the possibility of utilising an extension 
to the current contract that MTW have in place for their Digital Clinical Capacity Management System, with a 
possible route to market via the Countess of Chester Framework.  
 
Any contracts provided will have clear requirements around KPIs, specifications, up-time of the product, 
onsite support, deployment, and implementation. 

1.7 Finance Case 
The programme costs include both capital and resource expenditure and cover licence fees, implementation, 
and on-going running costs for both the organisations and the supplier of the preferred option.  
 
The appropriate treatment of programme expenditure has been assessed in accordance with International 
Financial Reporting Standards, as either revenue or capital. Considerations about the capital nature of 
expenditure can be complex and these assessments will be refined over time as greater understanding about 
how assets will be financed.   
 
At this stage, we have modelled the following capital/revenue split: 
 

Capital Revenue 
Supplier implementation costs Annual supplier support costs 

Supplier upgrade to existing solution Annual supplier licence fees 
Trust hardware Additional Trust support staff ongoing costs 

Trust implementation costs Training Costs 
Table 3: Split of capital and revenue costs 

1.8 Overall Cost of the Investment 
The total cost of the investment considering local costs for implementing and operating the service and 
supplier charges is set out below; it should be noted that these costs exclude any applicable saving and do 
not include a contingency and optimism bias uplift. 
 
The costings however do consider the current ‘As-Is’ Model at the Trust and the resources identified, that 
would be needed to support a Care Coordination Centre run as efficiently as possible. 
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Table 4: Financial Summary of  costs – Income & Expenditure 

Revenue Pay Cost roles have been outlined below to provide insight into what the roles entail. Additional 
capacity has been added into this Business Case based on discussions with the Interim Chief Operating 
Officer (COO), Head of Facilities and the Director of Estates and Facilities: 
 

• Site Manager – Individuals who would clinically support the wards in helping to ensure that patients 
are admitted to hospital in a timely and appropriate manner and that beds, specialist advice and 
intervention are available as and when needed, further helping to alleviate the pressure on the Site 
Management team. This means that operational activity can continue if a Site Manager is called away 
to attend to urgent matters. 

• Bed Placement Team – Individuals who would be part of a team that are responsible for removing the 
responsibility of bed cleaning from front-line nursing teams, which will help to support efficient patient-
flow, regarding the turnaround of beds. These roles would replace any of the non-clinical band 2 roles 
already identified that may be utilised so that standard vacation cleans for discharges and moves can 
continue. 

• Cleaning Supervisor – Individuals who will be responsible for managing both the cleaning and 
portering staff, with the role sitting at a band 4 level. 

 
It is important that the Care Coordination Centre has the appropriate levels of staffing that will support 
operational efficiencies that enable the realisation of better patient flow.  
 
As part of MTW’s 2-year review, a key-learn and a direct correlation was seen that when staff resources were 
reduced pertaining to Bed Cleaning and Portering, Bed Turnaround times and transfers from ED increased as 
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the response time for staff became slower due to capacity constraints. This in turn meant that patients had to 
wait longer to be provided with a clean bed, which in turn had a negative impact on MTWs patient flow.  
 

1.9 Benefits 
Upon writing the Business Case, conversations took place with the PMO and Finance within the 
Transformation Team to ascertain if any of the benefits have already been accounted for across the other 
Length of Stay (LoS) schemes underway across the Trust. 
 
The assumptions that have been provided for this Business Case have considered other Cash Releasing 
Benefits (CRBs) associated with improvements to patient flow, releasing bed capacity and improving LoS. 
 
For MFT efficiency savings can be accelerated, especially when related to the Flow and Discharge Corporate 
Project as what implementing a Digital Clinical Capacity Bed Management System will do is accelerate the 
bed savings identified, so that a faster pace of improvements being implemented can be enabled by the 
system.  
 
The Flow & Discharge Corporate Project has highlighted the opportunity to release bed capacity of between 
51-65 beds by discharging NCTR patients on pathways 0 and 1 and achieving improved LoS performance 
like those at pre-covid levels. This equates to the number of beds in all the main escalation wards covering 
the discharge lounge (ADL), PAHU, same day emergency care (SDEC), Emerald ward and Jade ward, 
enabling these escalation beds to be closed. Combining this with beds capacity modelling shows a potential 
savings range of £5.2m-£7.2m full year effect (FYE) efficiency savings impact, made-up of both cost 
reduction and cost avoidance. 
 
Presently the Flow and Discharge Corporate Project show an incremental increase of CRBs due to the 
culture and process change, with expectations that benefits won’t be realised until Yr3, which potentially 
leaves the Trust with challenges regarding capacity of beds until that point. 
 
The CRBs below relating to the implementation of a Digital Clinical Capacity Bed Management System 
consider the delta between the Flow and Discharge Corporate Project enabling CRBs through the utilisation 
of cultural and operational changes vs. the utilisation a digital platform such as a Digital Clinical Capacity Bed 
Management System. 
 
It has been identified for the Flow and Discharge Corporate Project that not only could it take 2-3 years longer 
for CRBs to be realised without the use of a digital platform, but on average over the period of a Financial 
Year (FY) the implementation of a Digital Clinical Capacity Bed Management System would: 

• increase CRBs by an additional value of approximately £1.1m each year, from years 2-8 (equivalent 
to an additional 117 additional core beds released as seen in table 7 below),  

• Enable CRBs for the Flow & Discharge Corporate Project to be realised in a shorter period of 
time, starting as soon as implementation of a platform is complete. 

 
The financial modelling below shows the delta relating to the value-add that the implementation of  a Digital 
Clinical Capacity Bed Management System would bring to the Trust by improving patient flow through, 
releasing bed capacity through the reduction in LoS (also known as ‘idle bed time release’). In addition 
to that CRBs have also been identified relating to a reduction in insourcing/ outsourcing spend, 
reduction in specialist equipment loss and avoiding cancellation savings for operations due to bed 
pressures/ availability. CRBs relating to this are conservative and are expected to increase as further links 
to other Transformation Projects across the Trust are made. 
 
The tables below highlight this data, with Year 1 costed from November 2023 – March 2024. Appendix F 
provides further background data relating to the Financial Modelling delta in the tables.  
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Table 5: Benefits table summary 

 

  

 
Table 6: Breakdown of Cash Releasing and Non-Cash Releasing Benefits 

 

 
Table 7: Expected average monthly bed capacity released with and without the utilisation of a Digital Clinical Capacity Bed Management 
System 

The implementation of a system that provides the ability to enhance performance will tackle issues relating to 
inefficiencies in emergency care and elective care pathways. Further support would also be provided to 
decrease the amount of time patients occupy beds, which increases a patient’s risk of deterioration and adds 
further pressures to scarce beds capacity that is needed for patients who are waiting to be admitted. It also 
requires the Trust to open escalation capacity and use escalation beds which can have a negative impact on 
quality of care, staff well-being and produces a high cost from the need to use expensive premium agency 
staff.   
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Implementing a Digital Clinical Capacity Bed Management System will also enable the decommissioning of 
ExtraMed which is also highlighted as a key output in the EPR Business Case and will cover all functionality 
the Trust requires regarding patient flow. 
 
Implementing a Clinical Capacity Bed Management System could also further support efficiencies via the 
Theatres Efficiency Programme which aims to improve clinician’s average cases per list in each speciality.  
 
The real-time accurate visibility of patient flow and decisions around their treatment and discharge that could 
be provided, will aid focused action to improving patient flow in the pathway through timely treatment and 
decisions. 
 
Each month of escalation capacity that is open costs the Trust £552k/month in Pay and £166k/month in Non-
pay costs, Totalling £718k/month. Each month that a Digital Clinical Capacity Bed Management System is 
utilised, brings implementation times forward and provides the Trust cost savings including quality and 
efficiency gains, improved staff well-being and timely decision-making, patient tracking and staff resource 
allocation. 
 

2 Impact on Cashflow 
 
Table 4 above in section 1.8 provides the impact on cashflow. Frontline Digitisation Capital Funding of £1m 
has been provided by NHSE that will offset costs relating to; licencing costs, RTLS Hardware, some of the 
licencing fee costs, It has been assumed that the SW Licence Fee and RTLS Hardware, Computer, Furniture 
and Equipment and Deployment Costs. 
 
Management costs are not incurred for Year 1, giving the Trust an opportunity to start to realise any benefits. 
Costs relating to this have been split out over Year 2 to Year 8. This however would be confirmed by the 
procurement exercise carried out. 
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2.1 Impact on Income and Expenditure 

 
Table 8: Impact on Income and Expenditure table 

Table 8 shows that the impact on Income and Expenditure (I&E) makes a compelling case for change from a 
financial perspective. Showing that even after revenue pay costs and depreciation costs are factored in there 
is still a financial gain to the Trust, with the Digital Clinical Capacity Bed Management System providing the 
ability to pay for itself as well as providing wider Operational, Clinical and Financial benefits to the Trust. 

2.2 Management Case 

2.2.1 Technical Implementation 
The Programme will be managed using the principles of Managing Successful Programmes (MSP). 
Component Workstreams and Projects will be managed using the principles of Projects in Controlled 
Environments (PRINCE2) methodologies. Whilst these methodologies are important, it will be paramount that 
a degree of agility and flexibility is provided. 
 
Adoption of these methodologies requires a programme management structure that has clear channels of 
communication to governance and decision-making forums. The construct of the Programme Team will be 
supported by role descriptions that specify the responsibilities, goals, limits of authority, relationships, skills, 
knowledge, and experience for all roles within the programme organisation. 
 
The supplier would be expected to include a Project Manager, Technical Project Manager, and 
Implementation Team to provide support with the deployment of the system. The following areas will need to 
be covered by the Supplier and MFT: 
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• Technical Implementation: Any Technical Implementation, including any interface work with third party 
systems to support synchronisation and automation of patient flow workflow e.g., ADT HL7 message 
capture from EPR 

• Supplier to work with MFT Estates and any third-party suppliers to install interactive White Boards and 
Automated Discharge ‘Drop Box’ 

• Carry out the design and configuration 
• Begin workflow and Business Change processes 
• Testing on both the supplier and MFT end 
• Supplier to work with MFT Interfacing team 
• Roll-Out the software solution 
• Provide initial training via a “train the trainer” model 
• MFT band 8a Project Manager will be required to support the Programme Lead and liaise between 

the supplier and the directorates, produce, and manage Project documentation and monitor and 
manage progress against the project plan 

• Supplier to provide support with any planning, hardware installations and technical work 
 

We would aim to deploy a Digital Clinical Capacity Bed Management System over a 18-20-week period 
across three main phases. Below Figure 2 highlights an example high-level phased plan, with a view that the 
approved supplier will be required to provide a full and detailed schedule of work. 
 
From a deployment perspective, we would look to leverage resources within the EPR Programme to help 
support with the implementation of the solution. This is however contingent upon timeframes and planned 
EPR activity. Once a concrete deployment plan is agreed between the supplier and procurement, with clear 
timeframes, resourcing gaps can then be identified. 
 
The phasing highlighted below requires further discussion with the approved supplier which will take place as 
part of the procurement process, where actual timeframes and delivery details will be determined. Phase 1 
focus will be on providing bed sight visibility only with a view that by the end of Phase 3 there will be an “All 
Solutions” Go-Live. The chosen Digital Clinical Capacity Bed Management system would also be used by 
Medway Community Healthcare (MCH) to monitor community beds and will be incorporated in Phase 3. 
 
It would be intended that implementation would commence from the 4th of April 2023 and would take 
approximately 18-20 weeks. Where possible we will look to leverage the EPR Programme Resources, 
depending on availability. 
  
 
 

Page 190 of 340



22 
 

    

 
                     
Figure 2: High-Level Deployment Phases with Resource Allocations 

Above in Figure 2, we have highlighted how resources will be split across the phases and post ‘Go-Live.’ 
Where possible we will look to leverage the EPR Programme Resources, depending on availability. Further 
detail relating to planning can be found in the form of a Gantt Chart in Appendix I. 

2.2.2 Governance 
 
There will be a need to establish a Senior Responsible Officer (SRO) to oversee the deployment of a Digital 
Clinical Capacity Management System, including the establishment of a Project Management Team and a 
Steering Board to oversee and assure the overall deployment, ensuring that that the project runs to time and 
budget.  
 
Risks and Issues will need to be mitigated appropriately, with actions from Steering Board and Team 
Meetings recorded and kept in accordance with internal policies. The transition to Business Aa Usual (BAU) 
will also need to be considered and planned via this team. 
 
We would look to fit into the governance already established for the EPR Programme and would ensure that 
risks, issues, and blockers are escalated through this forum. We would ensure that regular gateway meetings 
are established to track key learns and identify any future potential gaps ahead of full deployment. This will 
also provide a platform for relevant challenges and constraints to be addressed quickly and efficiently. 
 

2.3 Conclusion 
The business case has identified that there are sufficient benefits and savings to be made for procuring a new 
Digital Clinical Capacity Management System for Medway. The recommendation is: 
 

• Support the selection of Option 3 as the most suitable and beneficial option to Medway, to meet the 
scope of this Business Case; 

Dates are subject to change 
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• Start contract negotiations in line with the mechanism and scope defined within this Business Case; 
• Initiate a Digital Clinical Capacity Bed Management System Implementation Programme to 

commence resourcing the resourcing process from March 2023, post final approval by Finance, 
Planning & Performance Committee and Trust Board. 

 

3 Strategic Case 
This strategic case identifies the national, regional, and local drivers for change and defines the investment 
objectives for a new Digital Clinical Capacity Management System. 

3.1 National, Regional and Local Context 

3.1.1 Overview 
NHS Kent and Medway serves a population of 1.8 million people living across Ashford, Canterbury, Dartford, 
Dover, Folkestone & Hythe, Gravesham, Maidstone, Sevenoaks, Shepway, Swale, Thanet, Tonbridge and 
Malling and Tunbridge Wells, which consists of the following partnerships: 
 

• Forty-two primary care networks across Kent and Medway. 
• Four place-based partnerships - Dartford, Gravesham and Swanley, East Kent, Medway and Swale 

and West Kent. 
• Two main community and mental health service providers 
• Four hospital groups across ten sites 
• Two top tier local authorities and thirteen district and borough councils 
• One Local Medical Committee 
• One ambulance trust 

  
Digital transformation is a national priority with national bodies such as NHSE/I (now including NHSX) and 
NHS Digital having set out ambitious expectations for healthcare providers to deliver care in new ways 
through several national policies. Technologies that will support this include digital medicine, advanced data 
and analytics, genomics, and artificial intelligence (AI).  
  
The NHS Long Term Plan (LTP) commits that "Digitally-enabled care will go mainstream across the NHS" 
and provides the blueprint for an ambitious transformational shift to a digitally focused NHS. The role of the 
ICS is to ensure that provider organisations have the digital needed capabilities to achieve improved patient 
experience, improved outcomes, and financial sustainability for the population. Other national policies such as 
the NHS Planning Guidance and Priorities1 and the Heath Infrastructure Plan also support these objectives 
as depicted in Figure 3 below:  
 

 
Figure 3: National Policies setting out digital objectives 
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The recent publishing of the NHS 2023/24 Priorities and Operational Planning Guidance provides a clear 
specification around Clinical Management Systems across several areas. Equally the publishing of the Who 
Pays for What (WPfW, 2021), provides greater assurance of national funding to support this programme of 
work and is something that should be considered when ‘levelling up.’ 
 
Key aspects of these policies include recognition of the need for organisations within the ICS to continue to 
increase their capability, capacity, and resilience to deliver safe, high-quality services that meet the full range 
of people’s health and care needs through digitisation. 
 
As the UK emerges from the acute phase of Covid, into the period of post-Covid recovery, the NHS is under 
greater pressure than ever before to achieve interoperability and digitisation to drive efficiency and expedite 
pathways. Improving outcomes for patients and reducing waiting times substantially is required to improve the 
response to delivering safe, high-quality care whilst improving timely admission, discharge, and transfer to 
and within hospitals. 
 
Strategically the national directive for increasing capacity continues and more recently the publishing of the 
NHS 2023-24 priorities and Operational Planning Guidance coupled with the ICS Design Framework and the 
legitimisation of ICS’ as statutory authorities, Kent & Medway will be required to evidence a transformational 
journey to deliver increased capacity across its member organisations. 
 
The Frontline Digitisation Fund focuses on improving the safety, efficiency, and patient experience through 
the introduction of better data access across care settings and with patients, increasing the digital maturity of 
system functionality and staff and improving  IT infrastructure to aid clinicians access to systems.  
 
Kent and Medway’s strategic priorities touch on six key areas with a clear mandate of ensuring that there is a 
focus on key system enablers. The ICS plans to do this via focusing their strategic attention to digital 
(including shared data and analytics) and supporting this with a workforce aligned to focused initiatives within 
priority development areas, to ensure this is translated into real change and moves beyond strategic intent. 
With a focus on producing better joined up digital and data priorities supported by the clinical strategy and 
initiatives in general practice and social care. 
 
Information is fundamental to the delivery of modern healthcare with the processes of diagnosis, 
management planning and care delivery all being critically dependent on access to information. Using joined-
up data and digital capabilities to understand key priorities, understand the landscape, monitor, and address 
variation and drive continuous improvement in patient care is paramount. 
 
MFT’s True North strategy sets an ambition of ensuring that 95% of patients are treated within 4 hours within 
Emergency Care, with 40% of patients being discharged before midday which is spearheaded by putting the 
Patient First. A Digital Clinical Capacity Management System can help support with meeting the ambitions set 
out in the Trust strategy across the Clinical, Operational and Financial landscape.  
 
2020 saw the introduction of a Digital Clinical Capacity Management System at Maidstone and Tunbridge 
Wells NHS Trust (MTW), which has started to realise both quantitative and qualitative benefits. Showcasing 
the benefit of adopting TeleTracking as a Digital Clinical Capacity Management System via the utilisation of a 
Care Co-Ordination Centre that went live on 24th November 2020 across the two hospital sites at Maidstone 
and Tunbridge Wells. 
 
Implementing a Digital Clinical Capacity Management System such as the above at Medway ensures that 
staff have access to the right information at the point when they need it, without logging into several different 
systems, or requiring multiple callouts to identify capacity and availability. There is an added benefit, that 
when a Clinical Capacity Management System works well, it can improve staff experience and morale and 
support a better working environment.  
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3.1.2 What Good Looks Like (WGLL) Framework 
The NHSX What Good Looks Like (WGLL) framework was first published in August 2021 and draws on local 
learnings about the digital transformation that was achieved during the pandemic.  
 
It provides clear guidance for health and care leaders to digitise, connect and transform services safely and 
securely. It promotes the use of systems and tools to enable the frictionless movement of staff across the 
ICS, allowing staff from different organisations to work flexibly and remotely wherever possible. This will 
improve the outcomes, experience, and safety of all patients.  
 

The WGLL framework sets out seven success measures:   
1. Well led  
2. Ensure smart foundations  
3. Safe practice  
4. Support people  
5. Empower citizens  
6. Improve care  
7. Healthy populations.  
 
 
 
 

 
Figure 4: WGLL Framework Components 
 
NHSE/I are to provide tools to support the digital transformation journey, including an assessment framework 
that will be used to measure the level of digital maturity. This helps identify gaps and prioritise areas for local 
improvement. Assessments will be repeatable so progress can be tracked year-on-year.  
  
Frontline support will be provided in the form of funding, digital expertise, and an online knowledge base to 
support the digital transformation journey. It will include blueprints, standards, templates, real-life examples, 
and best practice. The goal is to ensure availability of the right information, tools, and support to digitally 
transform services and provide better care. The aim will be to leverage as much of the WGLL information and 
collateral as possible to inform and enable the Digital Vision and Strategy across all ICS partners.  
 

3.1.3 NHS Front Line Digitisation 
 
Frontline Digitisation is part of the NHSX Delivery Plan and is about progressing the digital maturity across 
health and social care, with an agenda that aims to accelerate the uptake of the foundational technology that 
is needed to underpin digital transformation. Following successful predecessor programmes that proved the 
benefits of digital transformation, it aims to level up digital capability across care providers by making sure 
organisations have a core set of digital capabilities in place that improve the quality, safety, and productivity of 
care, and provide a platform to enable wider innovation.  
  
Much of the focus of the Frontline Digitisation initiative is about reducing and removing the use of paper across 
care provision, broadening the use of electronic health record systems and the electronic sharing of information 
between care providers (interoperability) in a timely and secure manner.  
  
In support of this initiative, NHSX will define the digital baseline that systems and providers should aim for. They 
will also provide funding, advice and support and make sure that suitable governance and oversight is in place 
to account for the central money invested and increase the likelihood of successful delivery.  
  
Based on strategy, guidance and coordination at the ICS level, local teams will design, procure, and implement 
their digital solutions. They will be responsible for making sure the right digital leadership is in place and that 
the planned benefits are achieved through local service transformation.  
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Programmes of work conducted under the Frontline Digitisation banner will benefit from aligning to the WGLL 
framework described earlier that sets out the smart digital foundations that are to be established as a baseline 
for all secondary care providers and ICSs. 

3.1.4 Local Strategic Direction 
 
Medway as a Trust has recently embarked on a journey to transform their hospital services through their 
Patient First Improvement (PFI) Programme. This approach focuses on continuous improvement which can 
involve small steps within a Ward or Department or complex change across Divisions or the Trust. The 
Programme is also about ensuring that MFT build the right culture, build consistent leadership, and have the 
right tools in place to support the wider Trust agenda. 
 
One of the key connections between the deployment of a Digital Clinical Capacity Management system and 
the Patient First Improvement (PFI) Programme, is that the implementation of this tool will support the 
Operational Management System goal of the PFI Programme which is to provide a system of routines, 
behaviours and tools which ensure daily continuous improvement and performance excellence. 
 
The True North Strategic Plan, underpins the PFI Programme, with one of the focal areas being ‘Achieving 
95% of patients to be treated within 4 hours within Emergency Care.’ Currently the Trust does not meet these 
targets which has an impact on patient experience as patients need to wait longer than necessary for 
treatment with failures against this key performance standard, being a clinical, reputational, financial, and 
regulatory risk for the Trust. 
 
A Digital Clinical Capacity Management System can help support the improvement goal of providing patients 
with safe, timely, high-quality care, supporting the wider agenda of patients receiving their treatment in a 
timely fashion resulting in improved performance metrics. 
 
Table 9 below outlines the benefits of post-acute capacity if a Digital Clinical Capacity Management System 
was deployed: 

MFT & Partners Nursing & Residential Homes / Community and 
Social Care 

Daily visibility of available capacity of post-
acute beds  

Only one system to log into (usually daily)  

Available capacity visibility at the time of 
discharge ward rounds and complex discharge 
reviews – without delaying tasks till later and 
prolonging LOS and decisions  

Updates on capacity and availability live on system 
without need for multiple calls out from multiple 
organisations 

Improved communication with post-Acute 
facilities  

Can describe any specific notifications to the ICB and 
MFT on e.g., Infectious out breaks / or bed closures 
due to staffing  

Supporting the development of new models of 
care / widen integration which overall supports 
ICS/ ‘system’ level working 

Describe beds available by use e.g., respite, nursing, 
residential, dementia nursing 

 Provide viability of Virtual Wards and rapid response 
capacity  

Table 9:  Table to highlight benefits of post-acute capacity 
 
The deployment of a Digital Clinical Capacity Management System would consider ‘all’ capacity either 
physical or virtual beds (Virtual Wards) to be available capacity in the system.  
 
By having clear visibility of the current bed state, discharge planning and transfer requests via a Digital 
Clinical Capacity Management System, patients can be placed in the right bed first time overall reducing 
Length of Stay (LoS) for patients. 
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Table 10 below, highlights some of the current key issues that would be addressed by the implementation of 
a Digital Clinical Capacity Management System. 
 

              Summary of issues with Current state of Patient flow 
Lag in visibility of current bed state, 
with no real time visibility of data 
needed for daily capacity and 
demand planning  

 Poor patient flow contributes to bed 
shortfall forecast  

Poor patient flow contributes 
to Emergency Department 
breaches and average hold 
times in the Emergency 
Department, cancelled 
operations due to lack of bed 
availability and current 
Referral to Treatment (RTT) 
time position  

Additional roles needed to help 
support patient flow which can come 
at an additional cost. 

Poor patient flow contributes to the 
cost of funding the Winter Resilience 
plan  

Current system contributes  
to patients being outliers and 
the increased Length of Stay 
(LoS) 

Contributes to a large number of 
non-clinical patient moves and 
transfers  

Large amount of Ward Nursing time 
being utilised in managing patient 
flow 
 

Contributes to the extra costs 
and lost activity when it 
comes to outsourcing and 
any additional activity  

Can have a negative impact on 
patient experience  

Managing patient flow for nurses 
contributing to work-based stress job 
satisfaction and morale 

Large amount of senior 
nursing and management 
time and capacity taken in 
managing patient flow 

Table 10: Summary of Patient Flow issues at Medway 
 

3.2 Digital Clinical Capacity Management Strategy 

3.2.1 What is a Digital Clinical Capacity Management System? 
 
A Digital Clinical Capacity Management System is an integrated healthcare operations platform that combines 
technology solutions with clinical operations expertise to expand the capacity to care.  
 
This system is different from an EMR/ EPR as it is a system that runs alongside these platforms and 
interfaces with them seamlessly. A Digital Clinical Capacity Management System’s speciality is capturing, 
managing, and coordinating information relating to patients and item logistics; with a keen focus in delivering 
a full-bed management suite and control centre that delivers improvements. 
 
The deployment of a Digital Clinical Capacity Management System should also be able to provide asset 
visibility and a centralised view of capacity across the acute network, as well as support the NHS across 
several regions including Kent & Medway, Mid & South Essex, Cheshire West, and The Black Country. 
 
The overall aim is to deliver on giving time back to care, so that time in a very pressured environment can be 
re-allocated; providing one version of the truth across the Trust in real time, data to inform real time 
operational decision making which further enables collaboration and system-wide working. Client benefits and 
value have been summarised in Figure 5 below. 
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Figure 5: Client Benefits & Value 
 
 
Activity is managed via a Care Co-ordination Centre that can encompass four key areas, dependent on 
organisational requirements, as shown in Figure 6 below. These are Patient Tracking, Staff Tracking, Asset 
Tracking and Hand Hygiene Monitoring.  
 

 
Figure 6: Example of a Care Coordination Centre set up 
 

3.2.2 Why is a Digital Clinical Capacity Management System Needed? 
A Digital Clinical Capacity Management System is an essential tool in helping to support the delivery of 21st 
century healthcare. The principal aim of a successful Digital Clinical Capacity Management System is to 
improve enhanced patient capacity management, provide more effective bed allocations, streamline care 
transitions and support functions and enhanced analytic capabilities. 
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A Digital Clinical Capacity Management System provides the opportunity for Medway to align their services 
across the system for in patient placement, transfers, bed cleaning, case management, transport dispatch 
and staffing to improve capacity management contributing to the wider ICS Strategy. 
 
Implementing a system such as this will support MFTs ambition in reducing their current financial pressures 
as it will aid both cash releasing and non-cash releasing opportunities such as: 
 

• Reducing the cost of the Winter Resilience Plan 
• Avoiding costs from investment in additional bed capacity 
• Provide the ability for the Portering Services to work more efficiently 
• Support in the reduction of patient ‘Length of Stay’ which is one of the main ambitions for the Patient 

First Improvement Programme 
• Release Nursing Time 
• Support with increasing the current ‘low’ discharge rate 
• Enhance Patient Experience 
• Provide better Staff satisfaction 

 
Currently there are patient whiteboards on the wards, however there are not any interactive ‘electronic’ 
whiteboards deployed. This results in a significant amount of Senior Nursing Time being taken to manage 
patient flow.  
 
MFT could greatly benefit from deploying a Digital Clinical Capacity Management System to not only manage 
patient flow better, but to also help alleviate the day-to-day pressures regarding Winter Pressures. MFT has a 
clear policy for managing escalations when there is pressure on bed availability which includes working with 
GPs in relation to streaming, increasing staffing levels and opening formally closed beds, when necessary. 
Helping to mitigate the need to increase extra beds for urgent patients at MFT for ‘treat and transfer’ would 
also come into play and having a Digital Clinical Capacity Management System will make a positive 
difference to patient flow over the winter periods. 
 
This in turn should have a positive impact for planned surgical capacity whilst also reducing income loss over 
the winter period. Further focus can then be provided to RTT waiting times and reducing LoS.  
 

3.3 The Case for Change 

3.3.1 Investment Objectives 
 
The Patient First Improvement Programme has been established by the Trust to help improve the care and 
services provided to the people of Medway and Swale. Implementing a tool such as a Digital Clinical Capacity 
Management System will support the Programme’s ambition by enabling staff to be able to make small, daily 
improvements that the Trust knows will improve services for patients and each other. 
 
The Patient First Triangle below (Figure 7), explains how the approach works, highlighting that any work 
carried out across the Trust should aim to identify the patient at the very top. The ‘True North Domains’ are 
there to ensure that the Trust is focused on constantly improving standards of care underpinned by the Trusts 
strategic initiative for the next one to three years, so that the necessary improvements can be made. 
Implementing a Digital Clinical Capacity Management System will help support achieve the ambitions of the 
Patient First Improvement Programme. 
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Figure 7: Medway’s Patient First Triangle 
 
Today, patients and their families have an expectation, especially in an Acute setting, that they will be 
attended to with minimal delays and will be discharged at the appropriate time. There is a need to adopt the 
opportunity offered by technology to enhance patient experience whilst also increasing the Trusts capacity 
and resilience to deliver safe, high-quality services that meet the full range of people’s health and care needs. 
 
The implementation of TeleTracking at Maidstone & Tunbridge Wells (MTW), has demonstrated how a Digital 
Clinical Capacity Management System can contribute to the overall efficiency of the system and Trust, 
helping to drive down costs, automating administrative processes, minimising delays, and making sure that 
things are right the first time.  
 
The integration of bed cleaning and Portering into the bed management process has significantly driven down 
idle bed time. This is a key deliverable to bring discharges earlier in the day and allow the clinical site 
managers to prioritise bed availability to match the type of beds they need, this supports “right bed first time” 
which supports the reduction in Length of Stay. This integration also supports moving patients out of the 
Emergency Department much quicker than is possible with separate bed management and Portering 
solutions. This is achieved by automation of workflow processes which again supports nursing time back to 
care and improved process flow. 
 
Since deployment in 2020 TeleTracking has helped MTW de-risk the delivery and costs of operationalising 
Winter Plans, maintain sustainable year-round elective activity, released Nursing time, and supported the 
Trust in achieving ‘real time’ patient flow in line with the NHSI expectation on ‘electronic bed monitoring.’ 
 
The implementation of a Digital Clinical Capacity Management System will also provide full visibility of the 
Community Hospital beds provided by Medway Community Health to MFT and again improve the process 
and communication flow between the organisations leading to a more streamlined referral and transfer 
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process than is currently being used. This again supports reduction in Length of Stay and placing the patient 
in the right place for their care. 
 
A Digital Clinical Capacity Management System will support the MFT’s objective aim to fully utilise the 
productivity of the current workforce within the Trust with a view that by deploying a tool such as this, the 
system will automatically be able to identify when a bed is empty. 
 
It will support the Flow and Discharge Project by supporting to release bed capacity and improving LoS 
performance, as well as supporting the Theatre Efficiency Programme by being an enabler that will provide 
efficiency opportunities that support in-session throughput and increase theatre in-sessions supporting the 
wider Trusts ‘Gold Patient’ process. 
 
Implementing a Digital Clinical Capacity Management System will also support the new mattress ordering 
scheme. As this system will be able to monitor the patients and their movements, once a patient has left the 
ward, mattresses can then be located and collected swiftly which in turn will provide a cost saving by reducing 
the cost that MFT pays for mattresses that are no longer in use. 
 
In addition to the above, implementing a Digital Clinical Capacity Bed Management System will greatly benefit 
providing the Tissue Viability Nurses with the relevant information they need, as when a patient is discharged, 
a flag could be incorporated into the system so that the appropriate bed arrangements can be made. 
 

3.3.2 Operational Drivers for Change 
 
Implementing a Digital Clinical Capacity Management System will have a positive impact on operational 
processes and procedures by offering a full ‘dispatcher-less’ Portering solution for both ad-hoc and scheduled 
Portering work.  On wards Nurses can order Porters for patient movement via the interactive white boards 
without going via a ‘Porters lodge / Portering dispatcher. As well as ordering ‘items’ like O2 cylinders, and 
linen via the same system.  
 
Dispatcher less Portering significantly reduces the need for multiple phone calls for Nurses and between 
Portering Supervisors and Porters, with the main positive impact being on Portering productivity and 
efficiencies.  The impact of having no manual dispatch and the zoning logic within a Digital Clinical Capacity 
Management System means an increased service and efficiencies with the current Portering workforce.  
 
For Portering at MFT we envisage no change to staffing, as a Digital Clinical Capacity Management System 
is dispatcher-less, there is a probability that it will add more staffing resource to the Portering team. For bed 
cleaners it is recommended that there is a dedicated cleaning resource to clean beds from standard to 
infection level discharges. Medway may want to look at current domestic staffing levels to see if this team can 
be trained up to become this resource or recruit new into the role.  
 
A Digital Clinical Capacity Management System provides the possibility for the bed cleaning service, like the 
Porters, to be a dispatcher-less system,  if Medway would wish to go down this route. Estimations would work 
on an average of 3.5 bed cleaners per 100 beds, it is estimated therefore that if 550 beds are worked on that 
would be 19 WTE staff working as a 24/7 service.  
 
This is crucial to ensuring nursing time is given back to care, leaving the bed cleans to this dedicated 
resource. A staffing calculator could also be utilised which focuses more on WTE bed cleaners required per 
current ‘in scope’ discharges, as discharge profiles can change per Trust.  
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Each on-shift Bed Cleaner, Porter & ideally Ward Manager would require a smart mobile phone to access the 
supplier app. After following this up with the IT Team at MFT, assurance has been provided that this shouldn’t 
be foreseen as an issue as the Trust currently has Android mobiles available. 
 
There will be a need to provide a further deep dive into how the Portering and Cleaning Team currently 
operate, to ensure that future ways of working can be mapped out and agreed. Any investment in resources 
needed should however be considered as an investment, with the ability to work in a more efficient and 
resourceful way, whilst also releasing Nursing Time directly back to care. To support providing a real-time 
solution, interactive electronic whiteboards would need to be installed on each Ward  and main procedural 
area i.e., X-Ray, Imaging, OR Department, Emergency Department, Endoscopy etc. in a central location, with 
these boards replacing any current dry wipe boards. There will also be a need to install an ‘Automated 
Discharge Drop Box’ one on each Ward area (near the nurse's station) to facilitate automated discharge 
notification and bed cleaning ‘triggers’ (all specifications will be shared by the supplier). 
 
Thought would need to be provided regarding the installation process and any resources required for the 
collection, cleaning and allocation of any patient location badges, staff badges or location asset tags. 
Considerations would need to be made regarding the placement of the Care Coordination Centre (CCC), if 
Medway chose to provide their own CCC, a big enough location would need to be identified that could 
comfortably seat 4-6 staff depending on the model of Coordination Centre chosen. 
 

3.3.3 Key Benefits 
A Digital Clinical Capacity Management System recognises the Nursing deficit across the country and 
believes that Nurses should be given the time back to care. For every standard discharge bed clean a Nurse 
gets 30 minutes back to care. In addition, the patient flow automation created by the system: 
 

• Reduces the amount of phone calls to and from the ward; 
• Removes manual bed state reporting; 
• Changes the structure of bed meetings to discuss actions rather than information gathering, providing 

better outputs; 
• Removes multiple number of IT systems required to manage patients; and 
• Reduces administration burden.  

 
For MTW this is currently equates to approximately 2,500 hours given back to nurses every month – Figure 8, 
provides the MTW Nursing Time Back to Care (hours) for 21/22.  
 

 
Figure 8: MTW Nursing Time Back to Care (hours) 
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Based on the operational setup of MFT and after spending time on the Wards, understanding current systems 
and operational processes and speaking to various stakeholders, the key benefits relating to Medway for 
implementing a Digital Clinical Capacity Management System were identified as: 
 

• Providing the Trust with real-time visibility of its capacity and demand for beds. 
• MTW’s elective care list became one of the first to have zero 52-week waiters. 
• Providing the Trust with the ability to buy-in an additional capacity of 10 beds per week to service 

backlogs. 
• Unlocking hidden bed capacity through the implementation of automated workflows, reducing the 

Trusts ‘lost bedtime’ and supporting with getting patients into beds quicker. 
• Changing operational ways of working - Staff  will no longer need to sign into at least six (multiple) IT 

systems to manage patients, this excludes the amount of phone calls and handwritten notes that take 
place. 

• Having the ability through the utilisation of one system, managed within a CCC with an onsite team 
supporting with discharge milestone planning & actioning, plus other onsite duties to manage: 
 

• All transfers to and from other hospitals 
• All bed requests from all areas 
• All bed assignments 
• All notifications relating to bed management 
• All Porter requests and actions (including items) 
• All discharge planning / milestone reviews / ward & board rounds inc. therapies 
• The Auto-discharge process 
• All bed clean requests and actions 
• All patient flow reporting, historical dashboards, and tables 
• Visibility of current bed state and live dashboards inc. mobile views 
• Visibility of community bed states 
• All community bed requests, assignments & flow metrics. 

 
The power of data harnessed through the utilisation of an in-house or centralised Operational Care 
Coordination Centre (CCC) can provide a host of capability benefits that enable the real-time visibility of beds, 
improve patient access to beds, support capacity management and support patients to effective discharge 
overall reducing the length of patient stay, the deterioration in a patient’s condition and the cost of Winter 
Pressures.   
One of the key Projects currently aiming to tackle patient flow within the Trust is the ‘Flow and Discharge 
Corporate Project’. This Project aims to tackle delays due to inefficiencies in the patient pathway, prioritising 
those that are in the Trust's direct control, with the target impact being to reduce the LoS with the outcome of 
releasing bed capacity within the Trust's core bed base. 
 
The Flow and Discharge Corporate Project also has identified that inefficiencies in emergency care and 
elective care pathways causes patients to experience avoidable 'delays' in their assessment, treatment, and 
discharge processes. The Project will look to tackle some of the root causes relating to patient flow through 
confronting inefficiencies such as patients experiencing unavoidable delays, the amount of time patients 
occupy beds (measured by Los), reducing the risk of patients deteriorating due to there being scarce bed 
capacity and reducing the number of escalation beds the Trust has open.  
 
The delays identified end up increasing the amount of time patients occupy beds, which then increases a 
patient’s risk of deterioration, adding further pressures to the limited number of beds available, that are 
needed for patients who are waiting to be admitted. Due to this MFT is then required to open escalation 
capacity and use escalation beds which can have a negative impact on quality of care, staff well-being and a 
high cost associated, from the need to use expensive premium agency staff. 
 
Although the Flow and Discharge Corporate Project will aim to tackle these inefficiencies, as changes will be 
made through both cultural and operational measures, it has been understood that this could potentially take 
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between 2-3 years, before tangible cash-releasing benefits are realised, these CRBs could be materialised 
straight away if a Digital Clinical Capacity Bed Management System is implemented. 
 
The deployment of a Digital Clinical Capacity Bed Management System would work hand in hand with the 
Flow and Discharge Corporate Project and should be seen as a digital enabler, that will support not only a 
key transformation project such as this one, but will also support other patient first initiatives such as; 
improving patient experience, improving the quality of care a patient receives (right bed first time), enhancing 
staff wellbeing and the working environment and collaborating with system partners, ensuring pathways are in 
place to expedite patient journey. 
 
Implementing a Digital Clinical Capacity Bed Management System should be seen as a Digital enabler, that 
will help support several Transformation projects and programmes achieve their targets, enabling both Cash 
Releasing Benefits (CRBs) and Non-Cash Releasing Benefits to be realised. 
 
MFTs current LoS activity using data shared on Model Health System, shows MFT as having one of the 
longest length of stays in comparison to its peers, landing the Trust in the top third quartile nationally.  
 
Implementing a Digital Clinical Capacity Bed Management System will also enable the decommissioning of 
ExtraMed which is also highlighted as a key output in the EPR Business Case and will cover all functionality 
the Trust requires regarding patient flow. 
 

 
Figure 9  - Average LoS data for MFT 
 
 
Implementing a Digital Clinical Capacity Bed Management System will support the Flow and Discharge 
Project to reduce the delays due to inefficiencies in the patient pathway, prioritising patients that are in the 
Trust's direct control.  
 
Implementing a Digital Clinical Capacity Bed Management System will enable the key goals of the Flow and 
Discharge Corporate Project to be realised, enabling the Project to release bed capacity of between 51-65 
beds at a faster pace, by discharging no criteria to reside (NCTR) patients on pathways 0-1 and achieving 
improved LoS performance on par to those at pre-covid levels.  
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Deploying a Digital Clinical Capacity Bed Management System would speed up the materialisation of the 
estimated potential saving that could be realised for MFT. The value-add of the deployment of a system such 
as this, would enable a potential saving of £x made up of both cost avoidance and cost reduction. 
 
MFT also as a Trust hire in specialist equipment as needed, that is currently tracked and monitored by the TV 
service manually. Implementing a Digital Clinical Capacity Bed Management System that notifies upon 
discharge, would support the shift away from manual monitoring.  
Data was provided that if equipment is misplaced over a period of 7 days a month on average, this costs the 
Trust annually £25,368 in addition to an unseen spend of £3,492.48 of TV time a year. It is also estimated 
that approximately 4-hours a week are spent by nurses tracking equipment with an average cost of £291.04 
per month.  

  
Month Total Cost by month for 

Specialist equipment 
hire. 

Estimated cost if all 
equipment was misplaced 
for 1 week out of the 
month.   

Estimated 4 hours a week 
tracking equipment @ b6 
mid-point. Cost per month 

January 2022 £9,280.06 £2,114 £291.04 
February 2022 £9,280.06 £2,114 £291.04 
March 2022 £9,280.06 £2,114 £291.04 
April 2022 £6,638.00 £2,114 £291.04 
May 2022 £7,046.40 £2,114 £291.04 
June 2022 £9,216.00 £2,114 £291.04 
July 2022 £9,420.00 £2,114 £291.04 
August 2022 £11,061.00 £2,114 £291.04 
September 2022 £9,122.40 £2,114 £291.04 
October 2022 £12,456.60 £2,114 £291.04 
November 2022 £9,280.06 £2,114 £291.04 
December  2022 £9,280.06 £2,114 £291.04 
Annual total £111,358.70 £25,368.00 £3,492.48 

 Table 11: Summary table of specialist equipment misplacement costs 

 
Notification of when a patient is discharged will greatly help to mitigate against misplacing specialist 
equipment, it will also support in ensuring that mattresses are only ordered when needed. 
Since the implementation of TeleTracking, MTW have seen a significant reduction in time taken to target and 
assign beds once they have been requested by the Emergency Department (ED). The Trusts 6-month review 
report highlighted that despite the increase in ED attendances and subsequent admissions, there was a 
reduction in breaches relating to ‘no bed available’, even though there was an increase in ED performance. 

There was also a significant reduction in the ED Occupied Timer (time taken from available bed allocated to 
patient being placed in that bed). Significant improvements have been made in targeting time, allocating time 
and the ED Occupied timer, which showed that patients, using the occupied timer alone, were waiting 110 
hours per day less than they were previously. 
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Figure 10 – TeleTracking data from MTW’s 6-month review  

 

Real-time data visibility will enable improved patient flow, reduce ‘idle bed time,’ reduce patient length of stay, 
improve patient safety, reduce workforce pressure challenges, and increase capacity across both emergency 
and planned care activity. 
 
It is important to note that best practices drive adoption at important points in the patient flow pathway, and 
these would need to be implemented to realise all the potential that the system has to offer.  
 
Through the utilisation of Real Time Data and reporting from the TeleTracking system, MTW have seen 
opportunities to improve reporting that included: 
 

• Live NHS SITREP reporting on occupancy 
• Live reporting into SHREWD 
• Live Critical Care occupancy and dependency 
• Consideration of Right to Reside reporting from TeleTracking negating the need for CUR 

 
The implementation of a Digital Clinical Capacity Bed Management System within the NHS is not a new 
concept. Trusts such as Maidstone & Tunbridge Wells, Royal Wolverhampton NHS Trust and The Countess 
of Chester NHS Foundation Trust have partnered with a Digital Clinical Capacity Bed Management System 
provider such as TeleTracking, to not only better their Trusts but provide national learning for NHS 
Improvement supporting Patient Flow and the National Elective Care Plan recommendations.  
 
Previous Chief Executive Tony Chambers, at The Countess of Chester Hospital NHS Foundation Trust, 
stated that: “We’ve spent the last year delivering an efficiency programme based on the recommendations of 
Lord Carter, placing a greater emphasis on using transparency of data to inform decision-making that benefits 
patients. We see this as a flagship project in turning around our approach to patient flow and providing faster, 
safer care by increasing the responsiveness of our NHS workforce. With the visibility of this data, it will put a 
stop to nurses wasting valuable time searching for equipment, and limit duplication of efforts in clinical 
admission staff repeatedly chasing updates on patient status to understand bed availability.” – ‘The Times’ 
 
Steve Barclay, Secretary of State for Health & Social Care, recently paid MTW a visit to see their Care 
Coordination Centre in action as the Trust has significantly reduced the amount of time a bed is empty, as 
well as the amount of time a patient spends in A&E before being moved to a bed. In addition, the utilisation of 
a Digital Clinical Capacity Bed Management System, ensures that patients arriving by ambulance are moved 
to where they need to be quickly. 
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Steve Barclays has commented to say: “The team at MTW have done an amazing job. You get a real sense 
when walking around this trust of just how much has been achieved and the impact this makes on patient 
care. I want to pay tribute to the hard work and innovation shown by the staff.” 
 
For MFT, there is a real opportunity to achieve its Patient First initiatives and enhance patient care via the 
deployment of a Digital Clinical Capacity Bed Management System, especially as recent news and reported 
cases have reported that A&E departments in some parts of Kent are overstretched. For Kent & Medway as a 
county, the current average time of a person seeking treatment in an emergency unit is every 23 seconds 
with some patients waiting more than 12 hours to be admitted to a ward. 
 
Amanda Pritchard, Chief Executive NHS England, also visited MTW on 28th January, and spoke to Clinicians 
and Staff about how they are maximising the use of data to get patients the care that they need faster, which 
the deployment of Digital Clinical Capacity Bed Management System at MFT will support. In conjunction it will 
also provide new ways of working to meet an increase in the demand presently seen. 
 
Further insight into the utilisation of a Digital Clinical Capacity Bed Management System to make beds more 
readily available, success and press articles, and the benefits associated can be seen in appendix G and 
appendix H. 
 

3.3.4 Risks, Constraints, Dependencies and Considerations 
The deployment of any Digital Clinical Capacity Management System comes with a certain degree of risk 
associated to it. The main risks identified are: 
 

• Once the system is deployed, failure to comply with best practice to recognise benefits and savings 
delivered through the utilisation of a Digital Clinical Capacity Management System. This could be 
mitigated by using Digital Clinical Capacity Management System champions within the Trust and 
support from the supplier directly. 

• The deployment of Digital Clinical Capacity Management System  alongside other key Programme 
initiatives within the Trust could cause capacity constraint issues 

• User Acceptance – Users could refuse to accept the system and may want to continue using ‘old’ 
ways of working. This can be mitigated using appropriate engagement and the utilisation of 
champions 

• Staff Concerns – Staff may raise initial concerns/ potential grievances as they may feel that this is an 
attempt to reduce staffing levels 

• High Levels of Change within MFT - Medway have just implemented a new EPR system and the 
addition of a new system may have a negative impact on individuals feeling as if they are dealing with 
too much change at once 

• Project overspend – Unforeseen costs incurred/ additional purchases may be required 
• Further work relating to Clinical Safety is required in order to evidence the impact associated to 

deploying a new Digital Clinical Capacity Management System 
 

 
Constraints identified are: 
 

• Availability of capital required for investment and the ongoing financial commitment to be able to 
cover costs 

• Staff capacity is currently strained, and a team would be needed to support with the implementation 
and Project related activities 
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Dependences identified are: 
 

• Ensuring that the appropriate workforce engagement takes place 
• Having Project Management and Implementation resource in place, supported by a clear roll out plan 
• Hardware to support the new processes 
• Getting a Care Coordination Centre established and operationally running on site 
• Wider system initiatives – MFT should not aim to deploy a system that may not fit into the wider 

strategic intent of the ICS or that could negatively impact interoperability (conversations within the 
system are currently underway to help mitigate this) 

• Live Maternity and Paediatric care occupancy 
 

Consideration should be given to understanding the benefits and lessons learned that MTW have so far 
identified through the deployment of TeleTracking as their Digital Clinical Capacity Management System 
within their Trust. One of the biggest learns it that whilst the improvement of any relevant KPIs is crucial to 
delivering the benefits and outcomes, if these improvements are not sustained the benefits and outcomes will 
only be temporary. It is suggested that a sustainability assessment is run each quarter to monitor sustainable 
improvement. 

 
If approval is provided to proceed with the implementation of a Digital Clinical Capacity Management System, 
a full risk log will be kept in accordance with Trust policy. 

4 Economic Case 
This Economic Case identifies the preferred option for delivery of the programme. 

4.1 The Shortlist of options 

4.1.1 Option 1 – Do Nothing 
The current approach to managing patient flow at MFT is largely paper based and whilst there is a mature 
working model in place, the real-time visibility of patient flow does not currently exist. This means that  
visibility around demand or available/ upcoming capacity is not seen without the need to log into multiple 
different systems or unless the bed management/ operational staff visit and contact the ward area many times 
per day. 
 
Even if ward-based staff where mandated to prioritise Admissions, Transfers and Discharge updates into 
several current systems in addition to the priorities they already undertake, this still would not resolve the 
issue regarding real-time bed visibility. 
 
Senior operational leaders for Planned and for Urgent and Emergency Care have communicated challenges 
regarding the limitations of the current processes in place, with a clear recognition that information generated 
in real time would be welcomed, to generate the visibility needed for proactive patient flow management, 
reducing the burden on front line staff and helping to reduce overall Length of Stay for patients. 
 
Continually ‘as is’ with no plan to make any tactical changes, would continue to deepen the challenges 
regarding current working practices. 
 

4.1.2 Option 2 – Implement a Digital Clinical Capacity Management System managed at 
Maidstone & Tunbridge Wells (MTW) 
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Option 2 provides a comprehensive approach to providing ‘real-time’ visibility of the status and location of 
beds across MFT. It will also provide visibility regarding demand and capacity across both the Medway and 
MTW hospitals simultaneously.  
 
The automation and synchronisation of various operational processes across all the sites could be enabled, 
to release additional bed capacity, help reduce Length of Stay, release more Nursing Time, and improve 
planned care bed availability whilst reducing the demand of dealing with winter pressures.  
 
Within this option the plan would be to have all deployment activity happen at once, covering off both the core 
functionality of the system as well as other additional functionality such as Asset Tracking. This option 
presents having a Central Care Coordination Centre based on the Maidstone site at MTW and would see 
Medway operational staff associated with the CCC work from there.  
 
This option provides great collaboration and would demonstrate the ability to work more as an ICS ‘system’ 
within Kent and Medway. 
 

4.1.3 Option 3 – Implement a Digital Clinical Capacity Management System to be 
managed onsite at MFT over a phased approach 

Option 3 provides the same comprehensive approach, as well clinical outputs as option 2. However, would 
mean that MFT would establish their own Central Care Coordination Centre (CCC) on site, without the need 
for utilising the CCC MTW have already set up.  
 
Whilst this option may involve more overall costs relating to overheads and additional resources needed, 
what it does do is provide Medway with an opportunity to keep all operational activity on one site, without the 
need to have Medway staff across two sites. 
 
This option also provides Medway with the ability to implement the core functionality of a Digital Clinical 
Capacity Management System first, assess the benefits and lessons learned before scaling up the service or 
adding additional functionality. 
 

4.2 Cash Releasing and Non-Cash Releasing Benefits 

4.2.1 Supporting Information 
In the information provided so far, it communicates how implementing a Digital Clinical Capacity Management 
System can provide key benefits for MFT. Based on the assumptions and CRBs relating to the Flow & 
Discharge Corporate Project and the Theatres Efficiency Programme, the below CRB’s identified have 
already been accounted for within those projects, however, have been outlined below for reference. 
 
The main CRBs relating to the implementation of a Digital Clinical Capacity Bed Management System, relate 
to the reduction in insourcing and outsourcing spend and the reduction in cost relating to the tracking of 
specialist equipment.  
 
MFT have provided us with data that shows: 

• The number of cancelled operations due to bed pressures/ bed availability;  
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Figure 11: Number of cancelled operations by month 
 

• Clinical Agency spend for the 21/22 and 22/23 FY; 
 

  21/22 Total 
22/23 YTD 

(to M6) 
Nurses & Midwives 
Agency          4,113,842    2,037,737 
Consultants Agency          1,385,667       671,059 
Junior Medical Agency              100,102          10,447 
Scientific Therapeutic & 
Tech              571,828       260,560 
Clinical Agency Total          6,171,439    2,979,803 

Table 12: Clinical Agency spend for 21/22 and 23/34 FY 
 
 

• Outsourcing and Insourcing costs for the 21/22 FY; and 
 
Outsourcing costs – 2021/22 FY  £2,438,707 
Insourcing costs – 2021/22 FY £2,290,113 

Table 13: Outsourcing and Insourcing costs 
 

• Cost per patient bed day for escalation areas, which comes in at an approximate cost of £300 
 
By deploying a Digital Clinical Capacity Management System and after understanding how TeleTracking was 
deployed at MTW and the benefits associated with the system, the aim would be to conservatively look to 
avoid 5 cancellations per month (~ 60 per year) through releasing bed capacity.  
 
If we then consider the outsourcing/ insourcing spend and attach an average Payment by Results (PBR) tariff 
for mid-range procedures (approximately £4.5k per procedure), then this equates to £270k per annum in 
avoiding cancellation savings. 
 
The monthly run rate of surgery is also impacted/ slowed when capacity is strained and LoS is on the longer 
side which in turn would mean that a higher percentage of insourcing/ costs are attributed to this. 
Implementing a Digital Clinical Capacity Management system could see a 10% improvement in operations 
and LoS which in turn would materialise as a 1% reduction in outsourcing/ insourcing spend, which 
approximately equates to an additional £50k per annum saving. 
 
At £300 per patient bed day for escalation areas, by reducing the number of beds kept open to just one would 
release approximately £110k per annum. 
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Therefore, by deploying a Digital Clinical Capacity Management system to the three areas below would 
provide an approximate saving of £430k per annum could be achieved if the following metrics are targeted 
following implementation: 
 

• 5 cancelled procedures per month avoided 
• A 10% improvement in LoS 
• 1.5 escalation beds avoided 

 
Staffing levels could also be reviewed as well as the identification of opportunities to look at workforce 
changes/ restructuring ways of working, that would further aid the benefits that deploying a Digital Clinical 
Capacity Management system would intend to provide.  
 

4.2.2 Forecast Benefits 
The assumptions that have been provided for this Business Case have considered other Cash Releasing 
Benefits (CRBs) associated with improvements to patient flow, releasing bed capacity and improving LoS. 
 
The Flow & Discharge Corporate Project anticipates a saving of approximately £5.4m* annually, that would 
be further enabled by implementing a Digital Clinical Capacity Bed Management system. The implementation 
of a system that provides the ability to enhance performance will tackle issues relating to inefficiencies in 
emergency care and elective care pathways.  
 
Further support would also be provided to decrease the amount of time patients occupy beds (as measured 
by LoS), which increases a patient’s risk of deterioration and adds further pressures to scarce beds capacity 
that is needed for patients who are waiting to be admitted. It also requires the Trust to open escalation 
capacity and use escalation beds which can have a negative impact on quality of care, staff well-being and 
produces a high cost from the need to use expensive premium agency staff.   
 
Implementing a Clinical Capacity Bed Management System could also further support efficiencies via the 
Theatres Efficiency Programme which aims to improve clinician’s average cases per list in each speciality. 
Going forward Finance Business Partners across Transformational Projects as well as this programme of 
work will need to liaise with each other to ensure that CRBs are captured appropriately.  
 
The figures below assume that The Flow & Discharge Corporate Project and the Theatre Efficiencies 
Programme would realise the majority of the CRB’s originally identified within the Business Case, which total 
approximately £10.4m over an 8-year period. Due to the further enablement from the deployment of a Digital 
Clinical Capacity Bed Management system. 
 
The CRB’s that could be related to this Programme of work include the reduction of insourcing and 
outsourcing spend and the tracking of specialist equipment that is regularly lost. The CRBs below are 
conservative, and we do expect during that these will increase as further links to other Transformation 
Projects across the Trust are made.  
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Table 14: Table of Cash Releasing and Non-Cash Releasing benefits 
 

4.3 Quantifiable & Qualitative benefits 
The estimated figures demonstrate that even with highly conservative improvements, the cost of the 
investment outlined below in the financial case, would pay for itself, with a doubling of the benefits not beyond 
the realms of possibility as demonstrated by MTW. 
 
Royal Wolverhampton NHS Trust currently use a Digital Clinical Capacity Management System to 
significantly reduce the investment they need to make in ‘extra’ capacity for winter and due to the utilisation of 
their system, have not needed to invest in extra winter capacity since 2016, saving then Trust approximately 
£20m to date. 
 
Another benefit of having a Digital Clinical Capacity Management System is that having visibility of bed 
capacity can significantly reduce the instances of outliers, as medical outliers are twice as likely to have an 
extended LoS of up to 2 days longer than patients who are allocated beds intended for their care need. If a 
reduction in outliers can be achieved further benefits can be identified such as: 
 

• Reduction in LoS and an improvement of RTT performance 
• Increased capacity for planned care activity 
• Increased income and reduction in outsourced activity 
• Reduction of ‘on the day’ procedure cancellations 
• Additional number of surgical beds per year 
• Reduced delays in proposed treatment plans for patients, resulting in improved satisfaction 
• Increased staff productivity, due to an overall reduction in stress and the reduction in having to visit 

wards to understand capacity. 
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4.4 Preferred Option 
Based on the recommended benefits that can be harnessed from a Digital Clinical Capacity Management, 
System, and based on analysis the recommendation is that the preferred option - option 3, is implemented, as 
it will provide MFT with the opportunity to: 
 

• Address the current concerns within the Trust regarding patient LoS and lack of visibility around bed 
capacity across the wards 

• Helps to achieve digital transformation, with a Digital Clinical Capacity Management system, then 
being seen as an enabler 

• It lowers the Trusts reliance on using multiple systems at once and provides a platform to receive ‘one 
version’ of the truth 

• It provides a realistic, delivery plan based on the concept of work already carried out at MTW, 
enabling the Trust to leverage the learning curve benefits throughout the life of the project; crucially, it 
builds essential capability for the Trust to improve in the way it operates in the future. 

 

5 Commercial Case 
This Commercial Case identifies the preferred option for procurement of Option 3 (recommended option) and 
provides an overview of the process required to procure the option. 

5.1 Procurement Strategy 

5.1.1 Recommended Procurement Strategy 
Conversations have taken place with both the Procurement and Contracts team to understand the route to 
market if approval was provided to proceed with a Digital Clinical Capacity Management System. The 
Countess of Chester Framework has been reviewed with a view that if approval for the Business Case is 
provided, there is the possibility of drawing up a contract between MFT and the supplier, with a clear link in 
place between the Maidstone & Tunbridge Wells and MFT contract. 
 
If this supplier route was agreed, it would be expected that MFT would be provided with the same Terms and 
Conditions as the MTW contract and that this would be considered from an ICS perspective.  A fair and open 
procurement process will need to be followed in line with Trust policy and procedure, that explores all 
possibilities for the best fit. 
 

5.2 Personnel Implications (including TUPE) 
It is not anticipated that the provisions of the Transfer of Undertakings (Protection of Employment) 
Regulations 1981 will apply to this investment. The service is provided to multiple NHS trusts and there are 
no plans for staff transfers at outset or exit. Any staff savings identified within the benefits section will be 
made through natural wastage over time as shown in the benefits profile. There may be some redundancy 
costs in the future due to natural efficiencies.  

6 Finance Case 
The purpose of the Financial Case is to the introduce the likely costs of the potential set up and operating 
costs for the preferred option. 
 
The range of estimated costs highlighted below and the likely return on investment is appropriate, given the 
case for change and the identified benefits that have already come to fruition at other Trusts such as MTW, 
Royal Wolverhampton NHS Trust and The Countess of Chester NHS Foundation Trust. 
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6.1 Assumptions 
The analysis of the financial options is based on the following set of assumptions: 
 

• The preferred option will provide a return on investment in the form of both operational and clinical 
efficiencies and will support several Transformational Projects and Programmes across the Trust 

• The indicative implementation and operating costs represent the best estimate at this stage, of the 
final costs required. For example, the implementation costs could be affected by factors, such as 
budget allocation, funding, and resourcing requirements 

• Estimated savings have been provided in the Business Case with a view that further detailed analysis 
will be planned and will be subject to verification according to internal processes 

• Per internal guidance, VAT on any contracted resource is deemed non-claimable, so if contractor 
resources are needed in the interim, costs include VAT at the current rate of 20%. 

• The staffing resources identified within the financial tables and in section 5.3 are in addition to the 
staff already in place at MFT and would be in place to support the successful running of a 24/7 Care 
Coordination Centre.  

o The full list of additional resources highlighted has been included on a worse-case scenario 
basis with contingencies included. 

 

6.2 Capital and Revenue Requirements 

6.2.1 Revenue Requirements 

 
Table 15: Revenue Requirements 
 
Table 15 above excludes the depreciation and dividend associated with the capital purchases; these are 
included in Appendix F. 
 

5.2.2 Capital Requirements 

 
Table 16: Capital Requirements 
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The Capital costs relate to Care Coordination Centre costs and initial supplier Licencing fees, these costs as 
mentioned in the Executive Summary will be offset by the £1m Frontline Digitisation Funding provided by 
NHSE. 

6.3 Overall Cost of the Investment 
Thought has been provided regarding the installation process and resources required for the collection, 
cleaning and allocation of any patient location badges, staff badges or location asset tags.  
 
For the CCC an area has been identified onsite that could be established as a coordination centre that 
comfortably seats 4-6 staff. This space however has not yet been agreed and further scoping work would 
need to be carried out, followed by an options appraisal that will be presented to the Space Utilisation Group 
for approval.  The below staffing levels and costings are early indicators of the level of staffing required and 
have been reviewed from both an Operational and Facilities and Estates perspective.  
 

• 1-2 x Clinical Site Manager 
• 1-2 x Bed Placement Specialists (band 3 AFC) 
• 1 x Cleaning Facilitator 
• 1 x Patient Transport Manager 
• 1 x Representative of the Integrated Discharge Team (if possible) 
• 0.5 WTE System Administrator 
• Each person would need 1 PC with four monitors a sit/ stand desk and chair.  
• Data wall would incorporating multiple monitors and PC to run them would also be needed 
• Telephone Voice Recording System 
• Telephone Call Management System 
• Air Conditioning and Rest Area from the VDU 

 
Revenue Pay Cost roles have been outlined below to provide insight into what the roles entail: 
 

• Site Manager – Individuals who would clinically support the wards in helping to ensure that patients 
are admitted to hospital in a timely and appropriate manner and that beds, specialist advice and 
intervention are available as and when needed, further helping to alleviate the pressure on the Site 
Management team. This means that operational activity can continue if a Site Manager is called away 
to attend to urgent matters. 

• Bed Placement Team – Individuals who would be part of a team that are responsible for removing the 
responsibility of bed cleaning from front-line nursing teams, which will help to support efficient patient-
flow, regarding the turnaround of beds. These roles would replace any of the non-clinical band 2 roles 
already identified that may be utilised so that standard vacation cleans for discharges and moves can 
continue. 

• Cleaning Supervisor – Individuals who will be responsible for managing both the cleaning and 
portering staff, with the role sitting at a band 4 level. 

 
Staff Full Year costs – Costs below consider that the Care Coordination Centre will run a 24/7 service. 
 

 
Table 17: Indicative Staff costs for CCC 
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The Clinical Site Manager role would be required 24/7 to cover the centre, however costs could vary 
depending on how existing staff is reconfigured and the staffing model that is implemented and an additional 
10% contingency has been included in the costs to mitigate this. 
 
MFT would require 24/7 cover for Bed placement, however once again this could be varied depending on the 
operating model chosen/ agreed. 
 
Table 17  below is a summary table of the proposed costs that would need to be considered if implementing a 
Digital Clinical Capacity Management System. These costs are shown over an 8-year period, with a proposal 
that could be explored through a fair and open process, for Medway to be added onto MTW’s contract. If this 
route to market was approved through the procurement process, MTW would be 2-years into their 10-year 
contract in November 2022. 
 
The estimated costs include implementation, adoption and optimisation support, IT, ongoing licence fees plus 
an annual inflationary price increase at 4%. After carrying out research, there is the potential with suppliers 
that Year 1 of total costs could be deferred with an initial upfront cost of £100,000 that would cover the capital 
costs of the associated RTLS Hardware.  
 
The Trust would aim to ask for a discount from the provider based on approximately 500 beds and community 
placement (the product), accommodating 50 beds. 
 
If a phased approach (option 3) is approved, the Trust could look to include Asset Tracking as an additional 
option, this would however increase the overall costs, so it is therefore recommended that Asset Tracking is 
reviewed later once evaluation work has been undertaken regarding the value-add.   
 
It is important to note that Asset Tracking would add significant RTLS hardware install demands and would 
extend the original implementation timelines, increasing the additional cost by up to £1m. 
 
Considering adding Asset Tracking at a later stage helps support Medway to focus on current improvement 
priorities that are needed, whilst also making implementation easier once individuals are used to using 
Teletracking. 
 

 
Table 18: Anticipated Digital Clinical Capacity Management System cost breakdown for MFT 
 
The overall total of estimated supplier costs in Table 18 come to £3.72m over an 8-year period. The total 
highlighted references a standard pricing structure on an annualised basis with the ability for the Trust to 
implement the first year, so that benefits can start to be realised and delivered, before the Trust incurs any 
future year costs, with the SW Licence Fee and RTLS Hardware Management costs split over Years 2-8. 
 
With suppliers, the likely notion is that fixed hardware costs would need to be paid for in Year1 and would not 
be able to be deferred.  These costs are in advance of any anticipated savings that could be harnessed from 
implementing a Digital Clinical Capacity Management System. 
 
There however is potential funding from NHSE via the ICB to help support with offsetting some of the supplier 
costs, therefore costs to the Trust could be significantly reduced. 
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Figure 12: Summary of estimated total costs over an 8-year period 

6.3.1 Anticipated Savings 
Anticipated cost savings for Medway have been derived considering post implementation success of 
TeleTracking at MTW, where the Trust made a saving of £928,546 in the first six months, based on a 1.5-
hour reduction in Idle Bed Time. Since then, MTW has gone on to make further cost savings due to the Trusts 
reduction in LoS and a continued decrease in their Idle Bed Time metrics. 
 
The original plan for MTW was to deliver a cost saving of £1m in Year 1. This is compared to the fee provided 
by their provider, TeleTracking to MTW in Year 2 of £437,197. Showing that the system paid for itself twice 
over within a 6-month period, with the usage of TeleTracking continuing to be a financially viable option for 
MTW that has helped the Trust deliver better patient care whilst also providing recurrent cash-releasing 
benefits. 
 

 
Figure 13: Metrics from MTW that show cost-savings in the first 6 months of implementing their Digital Clinical Capacity Management 
System (TeleTracking). 
 
Potential cost savings highlighted within the Business Case considering transformational initiatives already 
underway within the Trust. This is with a with a view that if similar metrics/ KPIs to MTW are achieved at MFT 
through the implementation of a Digital Clinical Capacity Management System, then the reduction on Los, 
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releasing bed capacity and avoiding premium costs by removing delay will further help to achieve cost 
savings. Financial Modelling data relating to Cash Releasing Benefits (CRBs) can be found in Appendix F. 
 

6.4 Impact on Cashflow 

 
Table 19: Impact on Cashflow table 
 
The CRB’s that have been identified for the deployment of a Digital Clinical Capacity Bed Management 
System, consider, and will contribute towards the Flow & Discharge Corporate Project CRB’s that have been 
highlighted within the Financial Modelling in Appendix F. 
 
CRBs attributed to ‘Idle Bed Time Release’ means that beds capacity is then released, overall reducing LoS. 
For the Flow & Discharge Corporate Project they have identified that this could be between 51-65 beds 
(equivalent of 18,000 – 24,000 bed days) that could be released, if the utilisation of a Digital Clinical Capacity 
Bed Management System is used then the number of beds could increase by 117 beds per annum.  
 
The Flow & Discharge Corporate Project has highlighted the opportunity to release bed capacity of between 
51-65 beds by discharging NCTR patients on pathways 0 and 1 and achieving improved LoS performance 
like those at pre-covid levels. This equates to the number of beds in all the main escalation wards covering 
the discharge lounge (ADL), PAHU, same day emergency care (SDEC), Emerald ward and Jade ward, 
enabling these escalation beds to be closed. Combining this with beds capacity modelling shows a potential 
savings range of £5.2m-£7.2m full year effect (FYE) efficiency savings impact, made-up of both cost 
reduction and cost avoidance. 
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Implementing a Digital Clinical Capacity Bed Management System, like MTW implementing TeleTracking, will 
support the implementation of the Flow & Discharge Corporate Project and would be seen as an enabler, 
making it more likely for the Project to deliver at pace and realise the benefits in a shorter period of time. 
 
The real-time accurate visibility of patient flow and decisions around their treatment and discharge that could 
be provided, will aid focused action to improving patient flow in the pathway through timely treatment and 
decisions. 
 
 Each month of escalation capacity that is open costs the Trust £552k/month in Pay and £166k/month in Non-
pay costs, Totalling £718k/month. Each month that a Digital Clinical Capacity Bed Management System is 
utilised, brings implementation times forward and provides the Trust cost savings including quality and 
efficiency gains, improved staff well-being and timely decision-making, patient tracking and staff resource 
allocation. 
 
It has been assumed that the hardware costs are purchased in year 1, it has been indicated that the RTLS 
Hardware costs could be spread over the licenced period, however this would be confirmed by the 
procurement exercise. 

6.5 Impact on Income and Expenditure 
Table 19 above shows that the impact on Income and Expenditure (I&E) makes a compelling case for change 
from a financial perspective. Showing that even after revenue pay costs and depreciation costs are factored 
in there is still a financial gain to the Trust, with the Digital Clinical Capacity Bed Management System 
providing the ability to pay for itself as well as providing wider Operational, Clinical and Financial benefits to 
the Trust. 

6.6 Impact on Balance Sheet 
The capital purchase of the hardware will be capitalised as a balance sheet asset and will be depreciated 
over the life of the licence. 

6.7 Conclusion 
Based on preliminary analysis the key points have been identified: 
 

• An overall investment in year 1 of between £250k - £280k will need to be made to establish the Care 
Coordination Centre, provide staffing and equipment, and deploy a Digital Clinical Capacity 
Management System 

• The total funding required could be significantly reduced due to the benefits identified and the 
estimated cost-savings that could be realised, if similar metrics/ KPIs to MTW are produced 

• The case for change provides a compelling argument to ‘invest now to save later.’ 
• Whilst estimated/ anticipated costs have been identified, these are wholly reliant on chosen supplier, 

staffing/ workforce models and other operational/ clinical factors that could arise over the lifecycle of 
the Project. 

• The ongoing financial position should be subject to ongoing analysis and evaluation, to ensure long-
term Value for Money (VfM) 
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7 Management Case 
The Management Case sets out how the programme of work will be managed through a structured 
implementation programme. 

7.1 Programme Organisational Structure 

7.1.1 Programme Governance 
The supplier would be expected to include a Project Manager, Technical Project Manager, and 
Implementation Team to provide support with the deployment of the system. The following areas will need to 
be covered by the Supplier and MFT: 

• Technical Implementation: Any Technical Implementation, including any interface work with third party 
systems to support synchronisation and automation of patient flow workflow e.g., ADT HL7 message 
capture from EPR 

• Supplier to work with MFT Estates and any third-party suppliers to install interactive White Boards and 
Automated Discharge ‘Drop Box’ 

• Carry out the design and configuration 
• Begin workflow and Business Change processes 
• Testing on both the supplier and MFT end 
• Supplier to work with MFT Interfacing team 
• Roll-Out the software solution 
• Provide initial training via a “train the trainer” model 
• MFT band 8a Project Manager will be required to support the Programme Lead and liaise between 

the supplier and the directorates, produce, and manage Project documentation and monitor and 
manage progress against the project plan 

• Supplier to provide support with any planning, hardware installations and technical work 
 
We would ensure that regular gateway meetings are established to track key learns and identify any future 
potential gaps ahead of full deployment. 

 

7.2 Implementation and Deployment Plan 
We would aim to deploy a Digital Clinical Capacity Bed Management System over a 16-week period across 
three main phases. Below Figure 13 highlights an example high-level phased plan, with a view that the 
approved supplier will be required to provide a full and detailed schedule of work. 
 
From a deployment perspective, we would look to leverage resources within the EPR Programme to help 
support with the implementation of the solution. This is however contingent upon timeframes and planned 
EPR activity. Once a concrete deployment plan is agreed between the supplier and procurement, with clear 
timeframes, resourcing gaps can then be identified. 
 
The phasing highlighted below requires further discussion with the approved supplier which will take place as 
part of the procurement process, where actual timeframes and delivery details will be determined. Phase 1 
focus will be on providing bed sight visibility only with a view that by the end of Phase 3 there will be an “All 
Solutions” Go-Live. 
 
We would plan for implementation to commence from May 2023, and this would take place over an 18–20-
week period.  
 
A Senior Responsible Officer (SRO) should be appointed to oversee the deployment of a Digital Clinical 
Capacity Management System and would have the responsibility of establishing a Project Team and Steering 
Board to oversee and assure the deployment is carried out to time and budget and that best practice are 
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adhered to. The Site Operations Leadership Structure has recently been reviewed and an investment has 
been made in a Director of Site, going forward if the Business Case is approved, we would intend for this role 
to be the SRO for the Project delivery. A clear path will also need to be established regarding the transition of 
the Project to Business as Usual (BAU) teams across the Trust. 
 
If the Preferred Option (Option 3) is chosen then a Phased Deployment Plan will need to be established with 
clear governance in place to ensure that implementation timelines are met.  
 
 

                                
    Figure 14: High-Level Deployment Phases and Resource Allocations 

 
We have also included an estimated detailed Project Delivery Plan to provide more granular insight as to  
what working with a Digital Clinical Capacity Management System supplier would entail. Although the 
timelines show a Go-Live over an 18–20-week period, this could possibly be achieved over 16–18-week 
period however a heavy dependency would be on capacity management. 
 
Further detail in the form of a Gantt Chart can be found in Appendix I. 
 

Phases and Resource allocations are subject to change 
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Figure 15: Estimated detailed project delivery plan 
 
If the Preferred Option (Option 3) is chosen then a proposed timetable would be as followed. 
 

• November 2022 – March 2023: - Development and approval of Business Case 
• March-April 2023: - Procure and Award contract, there is a possibility that this could be through the 

Countess of Chester Real Time Healthcare Tracking and Patient Flow Systems Framework: 
o Single Supplier National Framework Agreement 
o F/033/TR/16/RB OJEU: 2016/S 094-169616 Framework 
o Contract negotiation and signing 

• May 2023: - Start implementation process including Training 
• October 2023: - last week in October - full ‘go live’ at the Trust 

 

7.3 Resourcing 
Resources between the Portering and Cleaning Team will need to be managed appropriately, and as 
highlighted within the Economic Case, any investment in resources should be considered as an investment, 
providing the workforce the ability to work in a more efficient, effective, and resourceful way, whilst also 
releasing Nursing Time directly back to care. 
 
As highlighted earlier on in the paper, resources will also be required for the collection, cleaning and 
allocation of any patient location badges, staff badges or location asset tags. Taken from MTW’s Lessons 
Learned and factored into the overall cost of the Project, it has been identified that the resources required to 
ensure the successful implementation of this Project and a smooth transition to BaU equate to: 
 
Deployment of Resources will also need to be considered and appear in the section 6 of the Financials. 
financials in section 5 alongside CCC resources. Figure 14 above, highlights how resources will be split 
across the phases and the resources required from ‘Go-Live.’ 
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7.4 Clinical Leadership 
It is imperative that Clinical Leadership is at the forefront to help ensure the success of the Project as well as 
help with the driving and embedding the cultural change as one of the outputs of implementing a Digital 
Clinical Capacity Management System.   
 
If either Option 2 (implementing all functionality of a Digital Clinical Capacity Management System or Option 3 
(Preferred Option, of implementing a Digital Clinical Capacity Management System within a phased 
approach) are chosen, Clinical Teams will need to be involved in the deployment process including 
supporting training, system set up, change and monitoring. 
 
In conjunction with having an SRO in place, a Clinical Lead will need to be identified and agreed for the 
duration of the Project, to help drive engagement and usage of the TeleTracking system. 

7.5 Integration 
If a Digital Clinical Capacity Management System is procured this would need to integrate with HL7 message 
output and it is recommended that as part of the Technical Readiness Assessment that it will be determined 
which systems will form part of the Project scope. 
 

 
Figure 16: Example Integration Map 

7.6 Training 
It is expected that the supplier will provide a Project Manager and Implementation Team, once awarded, and 
that training will be delivered via s “train the trainer” model. Comprehensive training would be expected to be 
provided from the supplier to local trainers at MFT as well as key operational leads in a mixture of both formal 
and informal settings. This approach would ensure that the knowledge in relation to the use of the system and 
processes gets embedded throughout the Trust. 
 
To support on-going training, it is recommended that there are a range of videos, presentations and quick 
reference guides made readily available for staff and that are easily accessible. In additional, a competency-
based assessment of the Trusts internal trainers will be needed to ensure that the training delivered to the 
workforce remains the highest quality. 
 
Local “super users” would then be expected to support the ongoing training of clinical staff to enable them to 
use the system as required. 
 
There may also be a need for potential extended training sessions in order to ensure that system can be 
utilised to its full ability. 
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7.7 Reporting 
Several reports will be required post the successful implementation of a Digital Clinical Capacity Management 
System, which are outlined below. 

7.7.1 Interaction Reporting 

7.7.1.1 Patient and Staff Interaction Durations 

This report will provide date about the frequency and length of interactions between patients and staff with 
Real-time Patient flow and Tracking system. This information will be helpful when reviewing patient care and 
can also help reassure family members about the how often their loved ones are receiving care. The data can 
also be useful when researching costs associated with staff and patient interactions and feeds into the overall 
Patient First Improvement agenda, where the patient is put at the centre of Trust daily activities. 

7.7.1.2 Report Selection 

Below in Figure 17 are some example reports that we would expect to see post the deployment of a Digital 
Clinical Capacity Management System as well as the granular level of detail we would want from the supplier, 
to ensure that the system is being used at its optimal potential. 
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Figure 17: Report selection examples 
 

7.7.1.3 Live Dashboards & Deep Dive Interactive Dashboards 

Going forward we would expect whichever supplier that is procured to provide Live and interactive 
dashboards regarding: 
 

• Benefits and Adoption; 
• Care Coordination Centre dashboards; 
• Discharge capacity; and 
• Training analysis 

 
 

 
Figure 18: Live and Interactive Dashboard examples 
  

7.8 Communications and Engagement Strategy 
Communications and Engagement will be managed by the Transformation team within Medway and will be 
managed closely in line with the Patient First Improvement Programme. 
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It is important that both Comms and Engagement are at the forefront of any operational changes that are 
agreed, and that any challenges shared in advance are met firmly and constructively to ensure that 
information and assurance can be provided, whilst also mitigating impacts where practicable. 
 
The overall Communications strategy should be clearly bases on the ‘Case for Change,’ whilst also 
recognising the other current operational changes that may already be underway within the Trust. Effective 
stakeholder engagement is fundamental to the successful delivery of the Project, and it is always 
recommended to carry out engagement sessions and workshops so that individuals can understand and be a 
part of the change. 
 
To date various conversations have taken place with Clinical and Operational individuals, where they have 
been able to learn about how the system works first hand. Conversations have also taken place with the 
Estates and Facilities Team, to ensure that operational ways of working are also taken into consideration. 
 

7.9 Risk Management Strategy and Contingency Plans 
Establishing an active risk assessment and management function as part of deployment that is overseen by 
an SRO, will ensure that all reporting is carried out and risks are mitigated in a timely manner.   
 
If the deployment of a Digital Clinical Capacity Management System is agreed, risks will need to be 
qualitatively assessed with risks reviewed and updated frequently, otherwise risks are likely to have an 
adverse impact on the successful implementation of the Project unless appropriately mitigated. Risk owners 
should be assigned to each risk, with an updated version of the risk register completed periodically. 

7.10 Arrangements for Post Project Evaluation  
On-going monitoring of compliance and performance is part of best practice and must be carried out. It is 
recommended that twice yearly review sessions are carried out to evaluate the efficacy of the system and to 
also ensure that Lessons Learned can be incorporated. 
 
It is recommended that performance is monitored and evaluated against the following: 
 

• ED Access Standard for Breaches associated with lack of bed availability 
• Number of escalation beds or the need to escalate to extra capacity by occasion and beds opened 
• Monitoring of Nursing satisfaction 
• Monitoring impact of Length of Stay and discharge 
• Referral To Treatment (RTT) Access Standard reporting performance and number of long waiters 
• Volume and cost of outsourced planned care activity 
• Number of Outliers (e.g., medical patients in surgical beds, where the bed was not originally intended 

for a patients care) 
• The number of on the day cancelled operations 
• Portering and bed cleaning productivity 

7.11 Digital Clinical Safety 
It is imperative that Clinical Safety is put at the centre of any decisions made as implementing a Digital 
Clinical Capacity Management System not only impacts operational ways of working, but also impacts on 
clinical ways of work e.g., ward staff having to use new equipment. 
 
Initial conversations have taken place with the designated Clinical Safety Officer (CSO) for MFT to discuss 
the Trusts intent around wanting to deploy at Digital Clinical Capacity Management System. The designated 
CSO, who has clarified that MFT has standards that are adhered to, which are set out in article DCB0160: 

Page 225 of 340



57 
 

Clinical Risk Management: Its Application in the Deployment and Use of Health IT Systems, however the 
Trusts process for clinical risk management commences at the start of deploying a Project. 
 
This could potentially pose a risk based on any risk assessments being carried out at the latter stage in the 
Project Management lifecycle and a recommendation would be for the Trust to complete a Clinical Risk 
Benefit Analysis as part of the procurement, ahead of any key decisions being made.  
 
When agreeing the supplier, configuration decisions should be considered and reviewed to identify any 
impact to the expected benefits or to identify any disbenefits that could occur. This will ensure that the 
required evidence and justification is acknowledged and will mitigate the Trust against any unwarranted 
clinical or financial risks that could be introduced that were not identified as part of the deployment activity 
when the Business Case was written.  
 

7.12 Lessons Learned 
Lessons Learned have been taken from MTW’s TeleTracking 6 Month Review and post implementation 
feedback. 
 
Trust Lesson Learned 

MTW Ensure up front that the Trust is happy to commit to and maintain the agreed 
bed turnaround performance, building in a staff review post implementation 
to understand if metrics need to be adjusted. 
Gain support from Business Intelligence early in the process to ensure that 
real time reporting can be provided for both internal and external (if needed) 
stakeholders. 
Put in place a process/ mechanism to deal with the loss of RTLS badges, as 
the loss of badges has a financial impact and affects stock levels. 
Ensure that there is a robust deployment plan in place with targeted 
adoption meetings built in to review performance and compliance with the 
best practice KPIs. 

Engage with wards up-front to ensure a good level of engagement when it 
comes to using the system, as well as encouraging staff to use the ‘Pending’ 
and ‘Confirmed Discharge’ status for patients, which will better support the 
CCC to pre-plan admissions against existing capacity. 
Engage with staff upfront around using the dropbox functionality to 
discharge patients, as there are clear benefits associated with doing this, 

Ensure that Middle Managers are engaged early on enough in the process. 

Ensure that both portering and bed cleaning staff are adequately staffed, to 
ensure a faster level of service. 

Work with wards to ensure that best practice points are utilised to help drive 
adoption at important points in the patient flow pathway, these are 
highlighted below in Figure 19. 

Table 20: MTW Lessons Learned 
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Figure 19:  Best Practice and Adoption patient flow pathway 
 

7.13 Conclusion and Next Steps 
The Management Case has considered the steps required to progress the Project for an implementation of 
Digital Clinical Capacity Management System.  
 
The Case for Change has been made and the recommendation is to support Option 3. This option for the 
implementation of a Digital Clinical Capacity Management System with a Care Coordination Centre onsite at 
Medway will provide real-time visibility of patient flow for the Trust, providing the Trust with an opportunity to 
create ream-time situational awareness for patient flow in both within an acute setting, but also having greater 
visibility and awareness within the community.  
 
In turn MFT will be able to release significant nursing time and reduce the burden of managing patient flow 
from front line staff, not only will this have a positive impact on patient experience, but it will also reduce 
delays in accessing beds, reduce outliers and reduce non-clinical moves due to better information on 
discharge. 
 
The investment will allow MTW to reduce the funding planned for winter resilience planning for winter 23/24 
and will support in reducing Length of Stay, contribute significantly to the Patient First Improvement 
Programme and will provide an opportunity for year-round planned care activity to be carried out as effectively 
as possible. 
 
The overall investment will also contribute to improving performance against Emergency Department (ED) 
goals and metrics and will provide the Trust with one single version of the truth relating to ream-time visibility. 
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Appendix A: Glossary of Terms 
The following table presents a glossary of specific terms used in this business case that are in many cases 
important with regard to precise definitions of the content of the business case. 
 
Abbreviation Term Definition 

AVFM Absolute Value for Money Ratio An economic measure used to calculate the Absolute 
Value for Money ratio of benefits vs. net cost of an 
investment in discounted terms for external comparison 
purposes to demonstrate Value for Money. 

BC Business Case  The business case setting out options and high-level 
costs for approach to a Digital Clinical Capacity 
Management System, the approval of which authorised 
further detailed work up on the preferred options and 
initiation of the procurement exercise 

CMS Clinical Management System  

CRB Cash Releasing Benefits Benefits that directly release cash back into the 
organisation. 

CCG Clinical Commissioning Group The local Clinical Commissioning Group (West Kent 
CCG) 

CDMI Clinical digital maturity index A model for assessing the maturity of information 
systems. 

CQUIN Commissioning for Quality and 
Innovation 

 

CPI Consumer Price Index Used for calculating inflation.  The CPI is taken from 
quarterly forecasts prepared by HM Treasury. 

CIP Cost Improvement Programme Trusts programme looking into cost savings within the 
Trust 

CSF Critical Success Factor 
 

DNA Did Not Attend 
 

EPR Electronic Health Record The central electronic based record holding patient 
data (both clinical and administrative), also often 
referred to as Electronic Patient Record (EPR). 

EDRMS Electronic Document 
Management 

The Viper system has patients’ medical record scanned 
into for ease of access to patient’s notes, this is known 
as e-notes. 

EMRAM Electronic Medical Record 
Adoption Model 

A model for assessing the adoption of clinical of 
information systems 

ePMA Electronic Prescribing and 
Medicine Administration  

 

FBC Full Business Case  
HIMSS Health and Information 

Management Systems Society 

 

HWT Hardware and Technology  

ICS Integrated Care System In an ICS, NHS organisations, in partnership with local 
councils and others, take collective responsibility for 
managing resources, delivering NHS standards, and 
improving the health of the population they serve 

ICT Information and Communication 
Technology 
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Abbreviation Term Definition 

IMT Information Management and 
Technology 

 

IT Information Technology 
 

IO Investment Objectives 
 

IPCD Invitation to participate in 
competitive dialogue 

The first stage of dialogue in the procurement process 

ISFT Invitation to Submit Final tender The final stage of dialogue in the procurement process 
ITT Invitation to Tender 

 

I&T Implementation & Training  
LIMS Laboratory information 

Management System 

 

MCH Medway Community Healthcare  
MSP Managing Successful 

Programmes 
A recommended programme management best 
practice framework. 

MFT Medway NHS Foundation Trust 
 

MTW Maidstone & Tunbridge Wells  

NCRB Non-Cash Releasing Benefits Benefits to the NHS that are measurable but do not 
release cash. 

NHSi NHS Improvement  

NHSx NHSx (Innovation)   

LTP Long Term Plan The NHS Long Term Plan is the Strategy for the next 
10 years for the NHS. 

OBC Outline Business Case  
OGC Office of Government 

Commerce 

 

OJEU Official Journal of European 
Union 

Where adverts for new work are placed for public 
bodies 

OCS Order Communications Systems The system used to request tests and receive results 
back from areas including pathology and radiology, 
also often referred to as Order Communication, Results 
and Reporting (OCRR) 

PAS Patient Administration System Core central system for managing the hospital patient 
systems 

PDSA Plan, Do, Study, Act  The Plan-Do-Study-Act (PDSA) cycle is shorthand for 
testing a change — by planning it, trying it, observing 
the results, and acting on what is learned. This is the 
scientific method, used for action-oriented learning. 
 

PMI Patient Master Index The main source of patient demographic data 
PTL Patient Tracking Lists How patients waiting for operations and appointments 

are tracked 
PACS Picture Archiving and 

Communication System 
System for managing digital x-rays 

PIR Post Implementation Review Review of the programme undertaken after the 
systems have been deployed 

PRINCE2 Projects IN Controlled 
Environments, version 2 

A recommended project management best practice 
framework. 
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Abbreviation Term Definition 

QSIR Quality, Service Improvement & 
Redesign 

QSIR is an improvement methodology, specific to 
healthcare and something we train staff in to support 
Quality Improvement initiatives. 

QIPP Quality, Innovation, Productivity 
and Prevention 

 

RIS Radiology Information System 
 

RTT Referral To Treatment The status of an activity (or anticipated activity) for the 
referral to treatment period, decided by the lead care 
professional 

RTLS Real Rime Locating Services  
SRO Senior Responsible Owner Executive in charge of the programme 
SB Societal Benefits 

 

SOC Strategic Outline Case 
 

STP Sustainability & Transformation 
Partnership 

 

SW Software  
TUPE Transfer under Protection of 

Earnings 
Rules for transfer staff between employers at start or 
end of contract 

UAT User Acceptance Testing 
 

VFM Value for Money A term used to describe the economic return on 
investment.  In general, an investment that produces a 
Net Present Value (NPV) i.e., cumulative benefits 
exceed cumulative costs is considered to be VFM.  The 
HM Treasury Green Book recommends the preferred 
option to be the option with the highest NPV, which 
represent best Value for Money. 
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Appendix B: Sign-Off 
 
Investment 
 
Title Name Signed Date 
Investment lead    

Senior responsible officer Chief Operating 
Officer 

  

 
Executive approval 
 
Title Name Signed Date 
Chief Nursing Officer Evonne Hunt Yes 17.11.2022 

Previous Interim Chief Operating 
Officer 

Mandy Woodley Yes 15.11.2022 

Interim Chief Operating Officer Gavin MacDonald Yes 06.02.2023 
 
 
Divisional approval 
 
Title Name Signed Date 
Divisional Medical Director    

Divisional Director of Nursing    

Divisional Director of Operations    

General Manager    

Clinical Director    

Head of Nursing    

Finance Business Partner Dan Thompson Yes 16.11.2022 
 
Interdependency approvals 
 
Function Dependency Name Signed Date 
Capital accounting Y/N    

Procurement  Y/N Dan Small Yes 14.11.2022 

Workforce Y/N    

IT Y Michael 
Beckett 

Yes 17.11.2022 

Digital Y Kate Dawes Yes 27.1.2023 

Therapies Y/N    

Estates Y Richard 
Daniel & 
David Moore 

Yes 15.11.2022 

Diagnostics and clinical support Y/N    
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Other care groups Y/N    
(please state which)     

Other  
(please state) 

Y/N    

 

Appendix C: Trust Strategy 
 
The Triangle below shows the Trusts Strategy. The Patient First Improvement Triangle, as shown on page 25 
has close synergies with the Strategy below. 
 

 
 
 
(Please tick which of the Trust’s objectives this investment proposal addresses.) 
Innovation: We will embrace innovation and digital technology to support the best of care ☒ 

Finance: We will deliver financial sustainability and create value in all we do ☒ 

People: We will enable our people to give their best and achieve their best ☒ 

Integrated Health Care:  We will work collaboratively with our system partners to 
establish an Integrated Care Partnership 

☒ 

High Quality Care: We will consistently provide high quality care ☒ 
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Appendix D: Integrated Impact Assessment  
 
Part A of the Trust’s Integrated Impact Assessment has been completed and is shown below: 
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Appendix E: Long List 
Requirements 
 
Clear requirements were gathered to understand the need for a Digital Clinical Capacity Management system 
at MFT, which involved meeting with both operational and clinical staff onsite.  
 
Assessments were also made to understand any of the current Business Change and Trust wide initiatives, 
such as the Patient Improvement Programme, Project Harris and the Flow and Discharge Corporate Project. 
 
Requirements and Scope identified included: 
 

• Ensuring visibility of the status and location of beds, demand and capacity across MFT which would 
enable the automation and synchronisation of various operational processes. 

• Ensuring that there was the ability to leverage data and insight to be able to plan, allocate resources 
reliably and reduce delays in patients accessing care. 

• Support an environment that reduces the load on frontline staff, whilst also centralising information 
and situational awareness data for operational experts, enabling informed decisions based on system 
needs. 

• The ability to provide real-time, simplified, and immediate web-based access for Primary Care and 
Community providers to refer non-urgent unplanned patients to MFT. Feedback should provide 
visibility of patients progress during transitions of care and assurance while a patient progresses 
through care stages, including readiness for discharge and departure of patients from a speciality 
care setting. 

• The ability to coordinate workflow for time-sensitive, critical, and routine transfers from one care 
facility to another. 

• Having a platform that enables throughput, incorporating the Bed Management and Patient 
Placement element, with the ability to monitor and record a patient placement by bed, unit, care level, 
setting and facility with clear unique identifiers. 

• Automation of the patient portering process by using dispatcher-less technology, with the ability to 
prioritise jobs for patient Portering to wards, departments or from care units to diagnostic, procedural 
or departure areas. 

• An overall view of a patient’s movement into, around and out of the hospital. 
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• Ability to automate the patient portering process by using dispatcher-less technology for non-patient 
portering of unplanned and scheduled portering jobs. 

• Interactive whiteboards that support patient flow in the ward and procedural areas. 
• The ability to have visibility with central communication for bed cleaning coordination e.g., having an 

indicator that alerts when a room/ bed is now dirty and needs to be cleaned/ or has been cleaned and 
is ready for service. 

• Real-time, simplified and web-based visibility of community facilities such as community beds, virtual 
wards, nursing and residential care homes utilised by MFT. 

• The ability to incorporate Automated Discharge, with a view of having confirmed discharge and the 
physical location of a patient. 

• Strong reporting and analytics 
 
There currently is a framework for Procurement that is supported by National Health Service England 
(NHSE), which is used by a range of Trusts countrywide. All the suppliers on the framework, apart from one, 
do not meet the requirements of the functionality that is being explored, such as patient tracking and 
hardware elements.  
 
If the Business Case is fully approved we would look to utilise the Countess of Chester Framework, to work 
with a supplier that meets both the current and future needs for implementing and supporting with the 
management of a Digital Clinical Capacity Bed Management System.  
 
Supplier Summary 
 

 
Figure 18:  Summary of COCH Framework Table to source a Clinical Digital Capacity Bed Management System 
 
Care Coordination Centre 
 
A Digital Clinical Capacity Bed Management System briefing paper was presented at a Trust Executive 
Meeting in August, where a preference was made that the Care Coordination Centre was kept on site at 
Medway rather than utilise the CCC already in place at Maidstone & Tunbridge Wells. Therefore, both options 
have been included as part of the shortlist. 
 
It was highlighted within the Exec Briefing Paper that utilising the CCC at MTW would reduce costs slightly as 
instead of the resources and equipment highlighted in the Financial Case there would only be a need for: 
 

• 2 PCs with four monitors to MTW specification 
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• Shared resource of Facilities Manager and patient Transport Manager (1 WTE), with the use of 
existing MTW staff 

• Data wall extension  
• MTW  could supply Bed Placement Specialist at cost price (Band 3) 
• Mileage costs for Clinical Site Manager to undertake shifts at MTW 

 
Within the Executive Summary Briefing Paper, colocation costs came to an approximate total of £364k vs 
independent CCC costs at MFT being £584k. Therefore, if MFT were to share a space with MTW there would 
be a potential saving of £219.7k  

Appendix F: Financials Breakdown  
Please find below a further breakdown of the financial information provided in the Executive Summary and 
the Finance Case which relates to: 
 

• Financial Modelling Data behind the delta identified for the Flow and Discharge Corporate Project  
• Depreciation calculations 
• Benefits Calculations 

 
Financial Modelling Data relating to the Flow & Discharge Project without the implementation of a 
Digital Clinical Capacity Bed Management System 
 

 
 
The data shows that from November 2023 – March 2024 bed efficiency savings realised amount to £617k 
and for the 24/25 FY equate to £5.2m. 
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Financial Modelling Data relating to the Flow & Discharge Project WITH the implementation of a 
Digital Clinical Capacity Bed Management System 
 
 

 
 
The data shows that from November 2023 – March 2024 bed efficiency savings realised amount to £856k 
and for the 24/25 FY equate to £6.3m which provides an additional saving of over £1.1m per annum (from 
year 2-8) relating to bed capacity alone. 
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Depreciation Calculation 
 

 
 
Benefits calculation 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Deployment Resources 
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Appendix G: NHS Success to Date 
 
The Times article relating to Steve Barclay visit at MTW - How hospital’s ‘mission control’ uses 
technology to free up beds.’  
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Twitter post from Steve Barclay, Secretary of State for Health & Social Care visiting the Care 
Coordination Centre 
 

 
 
Twitter post from Amanda Prichard, Chief Executive NHS England, visiting MTW 
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The Times article relating to Royal Wolverhampton NHS Trust 
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Digital Health.net article regarding the Countess of Chester tracking staff and patient with sensors 
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Appendix H: Digital Clinical Capacity Bed Management System 
reported benefits 

 
MTW – 2-year review benefits 
 

 
 
Improved workflow at MTW 
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Overall Flow and Lost Capacity Reduction 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Page 255 of 340



87 
 

Patients Discharge Process and Bed Turnaround 
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Appendix I: High-Level Gantt Chart
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Appendix A: Glossary of Terms 
The following table presents a glossary of specific terms used in this business case that are in many cases 
important with regard to precise definitions of the content of the business case. 
 
Abbreviation Term Definition 

AVFM Absolute Value for Money Ratio An economic measure used to calculate the Absolute 
Value for Money ratio of benefits vs. net cost of an 
investment in discounted terms for external comparison 
purposes to demonstrate Value for Money. 

BC Business Case  The business case setting out options and high-level 
costs for approach to a Digital Clinical Capacity 
Management System, the approval of which authorised 
further detailed work up on the preferred options and 
initiation of the procurement exercise 

CMS Clinical Management System  

CRB Cash Releasing Benefits Benefits that directly release cash back into the 
organisation. 

CCG Clinical Commissioning Group The local Clinical Commissioning Group (West Kent 
CCG) 

CDMI Clinical digital maturity index A model for assessing the maturity of information 
systems. 

CQUIN Commissioning for Quality and 
Innovation 

 

CPI Consumer Price Index Used for calculating inflation.  The CPI is taken from 
quarterly forecasts prepared by HM Treasury. 

CIP Cost Improvement Programme Trusts programme looking into cost savings within the 
Trust 

CSF Critical Success Factor 
 

DNA Did Not Attend 
 

EPR Electronic Health Record The central electronic based record holding patient 
data (both clinical and administrative), also often 
referred to as Electronic Patient Record (EPR). 

EDRMS Electronic Document 
Management 

The Viper system has patients’ medical record scanned 
into for ease of access to patient’s notes, this is known 
as e-notes. 

EMRAM Electronic Medical Record 
Adoption Model 

A model for assessing the adoption of clinical of 
information systems 

ePMA Electronic Prescribing and 
Medicine Administration  

 

FBC Full Business Case  
HIMSS Health and Information 

Management Systems Society 

 

HWT Hardware and Technology  

ICS Integrated Care System In an ICS, NHS organisations, in partnership with local 
councils and others, take collective responsibility for 
managing resources, delivering NHS standards, and 
improving the health of the population they serve 
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Abbreviation Term Definition 

ICT Information and Communication 
Technology 

 

IMT Information Management and 
Technology 

 

IT Information Technology 
 

IO Investment Objectives 
 

IPCD Invitation to participate in 
competitive dialogue 

The first stage of dialogue in the procurement process 

ISFT Invitation to Submit Final tender The final stage of dialogue in the procurement process 
ITT Invitation to Tender 

 

I&T Implementation & Training  
LIMS Laboratory information 

Management System 

 

MCH Medway Community Healthcare  
MSP Managing Successful 

Programmes 
A recommended programme management best 
practice framework. 

MFT Medway NHS Foundation Trust 
 

MTW Maidstone & Tunbridge Wells  

NCRB Non-Cash Releasing Benefits Benefits to the NHS that are measurable but do not 
release cash. 

NHSi NHS Improvement  

NHSx NHSx (Innovation)   

LTP Long Term Plan The NHS Long Term Plan is the Strategy for the next 
10 years for the NHS. 

OBC Outline Business Case  
OGC Office of Government 

Commerce 

 

OJEU Official Journal of European 
Union 

Where adverts for new work are placed for public 
bodies 

OCS Order Communications Systems The system used to request tests and receive results 
back from areas including pathology and radiology, 
also often referred to as Order Communication, Results 
and Reporting (OCRR) 

PAS Patient Administration System Core central system for managing the hospital patient 
systems 

PDSA Plan, Do, Study, Act  The Plan-Do-Study-Act (PDSA) cycle is shorthand for 
testing a change — by planning it, trying it, observing 
the results, and acting on what is learned. This is the 
scientific method, used for action-oriented learning. 
 

PMI Patient Master Index The main source of patient demographic data 
PTL Patient Tracking Lists How patients waiting for operations and appointments 

are tracked 
PACS Picture Archiving and 

Communication System 
System for managing digital x-rays 

PIR Post Implementation Review Review of the programme undertaken after the 
systems have been deployed 
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Abbreviation Term Definition 

PRINCE2 Projects IN Controlled 
Environments, version 2 

A recommended project management best practice 
framework. 

QSIR Quality, Service Improvement & 
Redesign 

QSIR is an improvement methodology, specific to 
healthcare and something we train staff in to support 
Quality Improvement initiatives. 

QIPP Quality, Innovation, Productivity 
and Prevention 

 

RIS Radiology Information System 
 

RTT Referral To Treatment The status of an activity (or anticipated activity) for the 
referral to treatment period, decided by the lead care 
professional 

RTLS Real Rime Locating Services  
SRO Senior Responsible Owner Executive in charge of the programme 
SB Societal Benefits 

 

SOC Strategic Outline Case 
 

STP Sustainability & Transformation 
Partnership 

 

SW Software  
TUPE Transfer under Protection of 

Earnings 
Rules for transfer staff between employers at start or 
end of contract 

UAT User Acceptance Testing 
 

VFM Value for Money A term used to describe the economic return on 
investment.  In general, an investment that produces a 
Net Present Value (NPV) i.e., cumulative benefits 
exceed cumulative costs is considered to be VFM.  The 
HM Treasury Green Book recommends the preferred 
option to be the option with the highest NPV, which 
represent best Value for Money. 
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Appendix B: Sign-Off 
 
Investment 
 
Title Name Signed Date 
Investment lead    

Senior responsible officer TBC   
 
Executive approval 
 
Title Name Signed Date 
Chief Nursing Officer Evonne Hunt Yes 17.11.2022 

Previous Interim Chief Operating 
Officer 

Mandy Woodley Yes 15.11.2022 

Interim Chief Operating Officer Gavin MacDonald   
 
 
Divisional approval 
 
Title Name Signed Date 
Divisional Medical Director    

Divisional Director of Nursing    

Divisional Director of Operations    

General Manager    

Clinical Director    

Head of Nursing    

Finance Business Partner Dan Thompson Yes 16.11.2022 
 
Interdependency approvals 
 
Function Dependency Name Signed Date 
Capital accounting Y/N    

Procurement  Y/N Dan Small Yes 14.11.2022 

Workforce Y/N    

IT Y Michael 
Beckett 

Yes 17.11.2022 

Digital Y Kate Dawes Yes 27.1.2023 

Therapies Y/N    

Estates Y Richard 
Daniel & 
David Moore 

Yes 15.11.2022 

Diagnostics and clinical support Y/N    

Other care groups Y/N    
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(please state which)     

Other  
(please state) 

Y/N    

 

Appendix C: Trust Strategy 
 
The Triangle below shows the Trusts Strategy. The Patient First Improvement Triangle, as shown on page 25 
has close synergies with the Strategy below. 
 

 
 
 
(Please tick which of the Trust’s objectives this investment proposal addresses.) 
Innovation: We will embrace innovation and digital technology to support the best of care ☒ 

Finance: We will deliver financial sustainability and create value in all we do ☒ 

People: We will enable our people to give their best and achieve their best ☒ 

Integrated Health Care:  We will work collaboratively with our system partners to 
establish an Integrated Care Partnership 

☒ 

High Quality Care: We will consistently provide high quality care ☒ 
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Appendix D: Integrated Impact Assessment  
 
Part A of the Trust’s Integrated Impact Assessment has been completed and is shown below: 
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Appendix E: Long List 
Requirements 
 
Clear requirements were gathered to understand the need for a Digital Clinical Capacity Management system 
at MFT, which involved meeting with both operational and clinical staff onsite.  
 
Assessments were also made to understand any of the current Business Change and Trust wide initiatives, 
such as the Patient Improvement Programme, Project Harris and the Flow and Discharge Corporate Project. 
 
Requirements and Scope identified included: 
 

• Ensuring visibility of the status and location of beds, demand and capacity across MFT which would 
enable the automation and synchronisation of various operational processes. 

• Ensuring that there was the ability to leverage data and insight to be able to plan, allocate resources 
reliably and reduce delays in patients accessing care. 

• Support an environment that reduces the load on frontline staff, whilst also centralising information 
and situational awareness data for operational experts, enabling informed decisions based on system 
needs. 

• The ability to provide real-time, simplified, and immediate web-based access for Primary Care and 
Community providers to refer non-urgent unplanned patients to MFT. Feedback should provide 
visibility of patients progress during transitions of care and assurance while a patient progresses 
through care stages, including readiness for discharge and departure of patients from a speciality 
care setting. 

• The ability to coordinate workflow for time-sensitive, critical, and routine transfers from one care 
facility to another. 

• Having a platform that enables throughput, incorporating the Bed Management and Patient 
Placement element, with the ability to monitor and record a patient placement by bed, unit, care level, 
setting and facility with clear unique identifiers. 

• Automation of the patient portering process by using dispatcher-less technology, with the ability to 
prioritise jobs for patient Portering to wards, departments or from care units to diagnostic, procedural 
or departure areas. 

• An overall view of a patient’s movement into, around and out of the hospital. 
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• Ability to automate the patient portering process by using dispatcher-less technology for non-patient 
portering of unplanned and scheduled portering jobs. 

• Interactive whiteboards that support patient flow in the ward and procedural areas. 
• The ability to have visibility with central communication for bed cleaning coordination e.g., having an 

indicator that alerts when a room/ bed is now dirty and needs to be cleaned/ or has been cleaned and 
is ready for service. 

• Real-time, simplified and web-based visibility of community facilities such as community beds, virtual 
wards, nursing and residential care homes utilised by MFT. 

• The ability to incorporate Automated Discharge, with a view of having confirmed discharge and the 
physical location of a patient. 

• Strong reporting and analytics 
 
There currently is a framework for Procurement that is supported by National Health Service England 
(NHSE), which is used by a range of Trusts countrywide. All the suppliers on the framework, apart from one, 
do not meet the requirements of the functionality that is being explored, such as patient tracking and 
hardware elements.  
 
If the Business Case is fully approved we would look to utilise the Countess of Chester Framework, to work 
with a supplier that meets both the current and future needs for implementing and supporting with the 
management of a Digital Clinical Capacity Bed Management System.  
 
Supplier Summary 
 

 
Figure 18:  Summary of COCH Framework Table to source a Clinical Digital Capacity Bed Management System 
 
Care Coordination Centre 
 
A Digital Clinical Capacity Bed Management System briefing paper was presented at a Trust Executive 
Meeting in August, where a preference was made that the Care Coordination Centre was kept on site at 
Medway rather than utilise the CCC already in place at Maidstone & Tunbridge Wells. Therefore, both options 
have been included as part of the shortlist. 
 
It was highlighted within the Exec Briefing Paper that utilising the CCC at MTW would reduce costs slightly as 
instead of the resources and equipment highlighted in the Financial Case there would only be a need for: 
 

• 2 PCs with four monitors to MTW specification 
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• Shared resource of Facilities Manager and patient Transport Manager (1 WTE), with the use of 
existing MTW staff 

• Data wall extension  
• MTW  could supply Bed Placement Specialist at cost price (Band 3) 
• Mileage costs for Clinical Site Manager to undertake shifts at MTW 

 
Within the Executive Summary Briefing Paper, colocation costs came to an approximate total of £364k vs 
independent CCC costs at MFT being £584k. Therefore, if MFT were to share a space with MTW there would 
be a potential saving of £219.7k  

Appendix F: Financials Breakdown  
Please find below a further breakdown of the financial information provided in the Executive Summary and 
the Finance Case which relates to: 
 

• Financial Modelling Data behind the delta identified for the Flow and Discharge Corporate Project  
• Depreciation calculations 
• Benefits Calculations 

 
Financial Modelling Data relating to the Flow & Discharge Project without the implementation of a 
Digital Clinical Capacity Bed Management System 
 

 
 
The data shows that from November 2023 – March 2024 bed efficiency savings realised amount to £617k 
and for the 24/25 FY equate to £5.2m. 
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Financial Modelling Data relating to the Flow & Discharge Project WITH the implementation of a 
Digital Clinical Capacity Bed Management System 
 
 

 
 
The data shows that from November 2023 – March 2024 bed efficiency savings realised amount to £856k 
and for the 24/25 FY equate to £6.3m which provides an additional saving of over £1.1m per annum (from 
year 2-8) relating to bed capacity alone. 
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Depreciation Calculation 
 

 
 
Benefits calculation 
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Deployment Resources 
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Appendix G: NHS Success to Date 
 
The Times article relating to Steve Barclay visit at MTW - How hospital’s ‘mission control’ uses 
technology to free up beds.’  
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Twitter post from Steve Barclay, Secretary of State for Health & Social Care visiting the Care 
Coordination Centre 
 

 
 
Twitter post from Amanda Prichard, Chief Executive NHS England, visiting MTW 
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The Times article relating to Royal Wolverhampton NHS Trust 
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Digital Health.net article regarding the Countess of Chester tracking staff and patient with sensors 
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Appendix H: Digital Clinical Capacity Bed Management System 
reported benefits 

 
MTW – 2-year review benefits 
 

 
 
Improved workflow at MTW 
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Overall Flow and Lost Capacity Reduction 
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Patients Discharge Process and Bed Turnaround 
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Appendix I: High-Level Gantt Chart
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Master Board Template November 2022 

Meeting of the Trust Board  
Click here to enter a date

Title of Report Harvey Ward refurbishment options 
and recommendations. 

Agenda 
Item 

14 

Author Brian Edward 
Head of Capital Projects 

Lead Executive Director Richard Daniel 

Executive Summary Request for £1.74m Capital investment to fully refurbish Harvey Ward. 

This investment will address all necessary actions and works required to create 
an ultra-clean environment suitable for the intended patient cohort.  

Proposal and/or key 
recommendation: 

The business case has been considered by the relevant groups and the 
Finance, Performance and Planning Committee has recommended this request 
be approved by the Board. 

Purpose of the report 
(tick box to indicate) 

Assurance Approval X 

Noting Discussion 

(If appropriate) state 
reason for submission to 
Private section of Board: 

Patient 
Confidentiality: 

Staff 
Confidentiality: 

Commercially 
Sensitive: 

Exceptional 
Circumstances: 

Committee/Group at 
which the paper has 
been submitted: 

• Finance, Planning & Performance Committee (23 February 2023)

Patient First 
Domain/True North 
priorities (tick box to 
indicate): 

Tick the priorities the report aims to support: 

Priority 1: 
(Sustainability) 

Priority 2: 
(People) 

X 

Priority 3: 
(Patients) 

X 

Priority 4: 
(Quality) 

X 

Priority 5: 
(Systems) 

Relevant CQC Domain: Tick CQC domain the report aims to support: 

Safe: 
X 

Effective: Caring: Responsive: Well-Led: 

Identified Risks, issues 
and mitigations: 

The paper highlights a number of risks that will be mitigated by the 
refurbishment of this ward. 

Resource implications: Capital resource requirements have been shared with the Trusts Finance 
Department. Capital Project Management is sourced internally. 
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Sustainability and /or 
Public and patient 
engagement 
considerations: 

There has been significant support from the IPC Department as well as the 
Division and Estates teams. 
 
Public engagement has been limited as this is part of the general improvement 
programme to the fabric of the Medway NHS Foundation Trust estates. 
 

Integrated Impact 
assessment: 

Please tick the correct box and provide required information. 
Has the quality and equality assessment been undertaken? 
       Yes 
        Not applicable (please indicate why an equality assessment was not 
required) 

Legal and Regulatory 
implications: 

HTM Compliance 
 

Appendices: NA 

Freedom of Information 
(FOI) status: 

 
This paper is disclosable under the FOI Act. 
 
 

For further information 
or any enquires relating 
to this paper please 
contact: 

brianedwards@nhs.net 

  

Reports require an 
assurance rating to 
guide the discussion: 

No Assurance  There are significant gaps in 
assurance or actions  

Partial Assurance X There are gaps in assurance 

Assurance  Assurance minor improvements 
needed. 

Significant Assurance  There are no gaps in assurance 

Not Applicable  No assurance required. 
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Meeting: Trust Board  

Date: March 2023 

Title: Harvey Ward refurbishment   

Introduction  

This paper recommends investing £1.74m to fully refurbish the Harvey Ward and carry out 
some minor modifications to enhance mixed sex flexibility and improve the patient 
environment by creating an ultra-clean environment suitable for the intended patient cohort. 

Funding sources for this scheme are derived from in year capital plan, late slippage, plus 
£500k priority allocation from the 2023/24 Capital plan. 

The project is expected to complete by June 23. 

Current Status  

Harvey ward became available for refurbishment end January 2023. 

Following detailed site inspections, the scope of works has been increased from that originally 
described within the Capital Plan.  

Works have begun using resources sourced from the priority allocation funds.  

 

Goal / Aims 

Our aim is to create an ultra-clean and modern ward, upon go-live, the patient environment 
will be significantly enhanced and will address all necessary IPC standards. Other estate 
compliance standards such as fire safety will also be enhanced.  

Countermeasures 

To create the patient environment required the only option to achieve this is to undertake a 
full refit of the site. 
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• Text Messages for in-patients in Maternity is fully implemented
• QR code issues are resolved
• Recommend rate has remained static since the last reporting period
• Variation remains in regards to response rate for FFT submissions 

overall
• The focus for driver huddles are to make actions in the divisions based 

on themes from qualitative data. This aspect will remain a focus 
alongside the improvement in response rate 

• Issues with patients completing the online survey via SMS texts. This has risen 
slightly to 14.7% average completion rate

• Ongoing teaching required for front line staff on the gather system 
• The use of paper in some clinical areas to capture FFT and how this can be 

reduced
• Delay in the standardisation of reporting and ‘you said, we did’ boards with the 

communications team
• Delay in display of information on the trust website for patients to provide 

information and feedback
• Clinical areas not fully engaging with the themes and trends reported in their 

feedback 

• Complete the standardisation of the ‘you said, we did’ reports and 
boards with the communications team

• Information for patients to provide comments and feedback on the 
trust website to be displayed

• For care groups and divisions to report on themes and trends in weekly 
huddles and quality improvement actions to be reported

• BI team to work with the team at Gather to regularly report the top 3 
themes and trends captured from qualitative data as standard within 
the BI dashboard
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Complaints acknowledged in 3 days achieved 100%, whilst the number of in month breached complaints fell again for 
the second consecutive month. 
New members of staff recruited to vacancies in the Complaints and PALs teams 
MSA breaches have reduced in planned care following successful improvement initiatives within the division. The rise 
in reporting this period is a result of inclusion of all areas for MSA

There still remains a backlog of complaints which require action and closure and the central complaints team and 
care groups have developed a trajectory to return to business as usual.  
High numbers of PALs which could be reduced with better local resolution before escalation to PALs, with high 
numbers remaining open at the end of the month which could convert to complaints
PHSO data requires further validation
Process for MSA from ward level to BI is inconsistent
BI team facing challenges with clinical teams in the validation process for MSA

Continued delivery of these metrics and reduction in breached complaints by closing the oldest complaints.
Continued training, on boarding and embedding of new staff to the central complaints and PALs team recruited
Continue to work through the MSA process with the divisions and inclusion for reporting for assurance

Delivery of developed trajectories to reduce the backlog of complaints 
Development of a don’t take your troubles home programme for staff to support training and support
Continued working with BI to develop and validate data for the IQPR
MSA process is to be developed with CNO agreement 

Opportunity to reduce the number of conversions from PALS and Complaints and of formal complaints through 
improved local resolution.  
Opportunity to reduce the number of month end open PALs through improved responses, resolution and closure by 
operational teams  
Continued implementation of centralised team standard work to ensure we consistently meet the 95% target for 
acknowledging complaints within 3 days
Divisional and Site engagement in next steps to support the challenges with flow and MSA 

The Trust is not currently compliant with statutory timeframes for complaint resolution, and as such CQC Regulation 
16. 
MSA breaches will continue if a policy is not drafted, rolled out and implemented at MFT
Inconsistent reporting will remain with out a standard procedure that is followed at ward level
If staff are not aware of the implications of the MS policy they will not comply with regulation 

Development of a don’t take your troubles home programme for staff to support training and support.
Operational teams to ensure they respond to PALs within the required timeframes and resolve issues locally to 
prevent escalation to complaints  
Continued training, on boarding and embedding of new staff to the central complaints and PALs team recruited 
Implement agreement with CNO team that all MSA breaches can only be authorised by the DDoN / DoC 

Delivery of the trajectory to reduce the backlog of complaints, and continued development of the centralised team 
model for the management of complaints. 
MSA Policy and SOP to be finalised and implemented
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• Patient harms remain variable but above target. Moderate and above 
harms remain consistent at less than 2% of total reporting. 

• Incident reporting has decreased slightly, however remains higher than 
average.

• Slips, trips and falls remain a high reporting incident category for harm 
incidents.

• Live validation form for 12 hour breaches is now live and in use. This 
will allow better collation of themes for targeted improvement. 

• Learn From Patient Safety Events to be introduced onto the datix test 
system by end of Q4. this will need testing and implementation by the 
end of Q2 2023-2024. The impact of this on reporting is as yet unknown 
but work to make reporting as simple as possible for staff will continue. 

• Work to move the Trust towards PSIRF  will be commencing. This will 
require multiple work-streams including involving patients in patient 
safety, revisions of the incident management policy and collaboration 
with the ICB. 

• New datix form continues to embed with additional reporting functions 
being added including; migration of the security officer form and a 
safeguarding tab to capture safeguarding investigations. The possibility 
of capturing SJR discussions on this is also under consideration to 
support the learning from death lead and improve triangulation. 

• Data quality issues are being resolved to improve data quality and 
assurance provided.
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• HSMR for Nov 21-Oct 22 is ‘higher than expected’ . This is an 
anticipated trajectory due to known ongoing issues being investigated 
and the higher values reported in Apr 22, May 22 and Jun 22 which are 
driving the upward trend. 

• The rate of non-elective palliative care spells for this financial year is 
2% (vs 2.2% nationally). 

• SHMI is 1.11 and ‘as expected’. 

• The Trust remain outside the funnel plot in a comparison of Respiratory 
Medicine HSMR and have the second highest relative risk nationally

• The downward trend in non-elective palliative super-spells and non elective 
observed deaths appears to have slowed down this month, though still remains 
an ongoing issue as this doesn’t appear to reflect palliative care activity at the 
Trust and this will have an impact on overall HSMR. 

• A peer comparison against 6 Trusts with similar patient case-mix (diagnosis, age, 
sex, deprivation and admission type) places Medway within statistical control 
limits, with relative risk following the same trend as peers but crucially, 
Medway’s HSMR is increasing at a faster rate than the peer group. 

• Proactive approach to monitoring and instructing deep dives into 
potential causes into upwards trend in HSMR ongoing 

• Respiratory deep dive underway- clinical coding review completed and 
notes for clinical review will be sent out this month 

• A3 thinking in draft with Palliative care, EPR and coding around how to 
capture more palliative care patients for coding and how this can be 
simplified on EPR. 
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Serious incidents managed within the 60 day timeframe reached 100% for the second consecutive month.
There were no medication incidents causing moderate or above harm. 
Testing complete for an alert to be raised on EPR/EPMA for users prescribing thrombo-prophylaxis when the VTE 
assessment has not been completed. 
VTE Lead nurse appointed and awaiting start date 
Work ongoing for A3 / deep dive for falls and HAPUs

Number of open incidents exceeds the expected 10%. 
Compliance with Duty of Candour remains inconsistent.
Reduction in compliance in VTE reporting. Discrepancies in data reporting 
Rise in the number of reported falls incidents 
Hospital acquired pressure ulcer incidents causing harm has risen and remains high 
Fractured NOF within 36 hours remains below compliance due to staff vacancies and winter pressures; 5 patients were not 
medically fit for surgery, 6 patients had surgery delayed because of theatre availability.

Final round of testing for the VTE assessment alert on EPR before ‘go live’
Work commenced to develop Patient First Corporate Project for  fractured neck of femur pathway
Remaining below threshold for Pseudomonas and now Klebsiella
Although above trajectory for E.coli remaining within threshold with a monthly reduction in acquisitions
Numbers of COVID patients plateaued in February mainly between 30 to 40 cases
COVID patients are now being managed in side rooms and bays as numbers demand.
Team now using lateral flow testing to facilitate discharge to care homes for known positive patients

Requires development of a recovery trajectory by operational  colleagues. 
Review and roll out of Duty of Candour Training to ensure compliance with the statutory timeframes.
Deep dive /A3 work to continue for falls and HAPU’s. Learning to be shared with divisional colleagues for action
Return to BAU and full staffing compliment  to support the management of fractured NOF within 36 hours.
Continued acquisition of hospital acquired infections particularly C.Difficiles, which is above trajectory – this is in line with a national 
and regional increase – Themes and trends reviewed with delays in treatment ,isolation and sampling identified. Diarrhoea 
Assessment tool will resolve this.  Although early days lateral flow testing to step out on day 7 not yielding great results with many 
still positive on day 6 and 7. This is also time consuming for the team

Data for the number of serious incidents closed at first submission requires completion, thus 
demonstrating the quality of reports.  
Gap analysis for training commenced for falls and Tissue viability teams and VTE
QIP to commence on Pembroke ward to reduce harm

Number of open incidents exceeds the expected 10% with potential to impact compliance to CQC Regulation 12 Safe Care & 
Treatment.
Duty of candour compliance poses a risk for compliance to CQC Regulation 20 Duty of Candour
VTE Lead nurse post vacant which impacts on the VTE reporting, learning and improvement for the service
VTE assessments are completed on a separate system in elective surgical and pre-operative care. This data is omitted from patient 
records on EPR
Patients requiring surgery for fractured neck of femur have delayed surgery

Continued work with BI to provide data metrics as required.
Tissue viability, IPC teams to complete annual mattress audit at the end of March
Identify opportunities to improve fractured neck of femur pathway using Patient First approach.
Explore potential for easing mask wearing in low risk areas – Go live on 20th March
Roll out of diarrhoea assessment tool with launch planned for 3rd April 2023 

Requires development of a recovery trajectory by operational  colleagues. 
Review and roll our of Duty of Candour Training to ensure compliance with the statutory timeframes.
CMO to work with Divisional CD to understand the root cause of the omitted VTE data
Root cause analysis and countermeasures for delays in surgery for fractured neck of femur will be identified as part of 
the Patient first Corporate project.
External company who have provided FIT testing service on site 5 days a week has not had contract extended to 
continue to provide this service free to NHS Trusts. – To explore an ICB region wide response to training
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• Stillbirth data inaccurate – local data is 10 from April 2022 to Feb 2023 (MFT not an outlier)
• NND data for Feb inaccurate = 2 (1 delivered elsewhere and 1 was expected) and also 1 Dec and 0 Jan
• Dashboard data inconsistencies in accuracy of reported figures and lacking robust MDT validation 

processes. 
• Lack of second delivery room for bereaved parents to be used in the event of Bluebell being occupied
• Lack of quiet contemplative outside space to bereaved families to visit with their baby. 

• Dashboard data accuracy and  validation is being reviewed and expected to progress to a local and 
K&M LMNS wide project in 2023.

• Commence the maternity bereavement experience tool via electronic collection 
• Identify and discuss feasibility of soundproofing a second delivery room for bereaved parents.
• Identify an area within the grounds to develop a quiet area.

• Reduce PPH rates at Caesarean section
• Introduce STAN for fetal monitoring
• Strengthen networking with outside agencies via membership of National Bereavement Care Pathway 

professional steering group.
• Development of formalised process for management of pre-induction clinic and focus on improving 

start time for IOL Development of formalised process for management of pre-induction clinic

• Dashboard data inconsistencies in accuracy of reported figures and lacking robust MDT validation 
processes. 

• Require HIE rate/maternity SI’s to be added and reported separately within IQPR for compliance with 
Monthly Board reporting for Ockenden/CNST 

• Rates of significant PPH above national benchmark for emergency LSCS and instrumental delivery

• Lead Specialist Bereavement Midwife to continue to represent Medway on the professional NBCP 
steering group

• Development of bereavement paperwork booklet for staff to ensure all information is captured  in one 
document

• Commence A3 for Caesarean section  

• Dashboard data accuracy and validation is being reviewed and expected to progress to a local and 
K&M LMNS wide project in 2023

• BIU team to incorporate HIE rate and Maternity SI’s within IQPR for future reports for compliance with 
Ockenden and CNST 

• Drug trial of Carbetocin and prophylactic Tranexamic acid to reduce risk of PPH

• Actions and recommendations from investigations incorporated in to training plans and shared 
learning meetings. 

• All Eligible deaths reported on MBRRACE as per CNST standards and reviewed using the Perinatal 
Mortality Review Tool

• Individualised care pathways for all bereaved parents
• improvements noted in IOL admission to ARM time in Q3 2022/23

• Development and facilitation of a subsequent pregnancy clinic to provide all required 
appointments in a one stop shop

• Strengthen links with Universities providing bereavement care training in conjunction with 
Abigail’s Footsteps

• Progress IOL and PPH A3 to countermeasures and actions  
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• RTT continues to be a priority for the Trust. Seeing all patients within 
40 weeks is one of the Trusts key breakthrough objectives in the 
Patient First programme

• In February 2023 the number of patients waiting over 52 weeks for 
treatment continued to reduce from 591 in January to 561 in February

• ENT is providing the greatest reduction in 52 week waits

• ENT remains the primary concern for 78 week risk. Plans being 
developed to manage backlog and to move to a sustainable position

• Diagnostic capacity in Endoscopy and Myoview is delaying diagnosis 
and treatment times

• Recovery plans developed for specialties that are behind trajectory 
(ENT, Cardiology, Colorectal surgery and Gastroenterology, ) to reduce 
first outpatient waiting times and to treat long-waiting patients

• All patients on the admitted waiting list have an identified priority 
category (P) which is reviewed and updated regularly.

• Validation of patients with long waiting times and harm review process 
established.

• Independent sector capacity (insourcing and outsourcing) used where 
funded to support
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Total 4 hour performance 
deteriorated from September 2022 
to mid December 2022. It stabilised 
throughout January and has 
achieved consistent incremental 
improvement since 07/01/23. 
February saw the highest average 
total 4 hour performance at 70.4% 
since August 2022 (72.2%).

• Flow out of the acute floor continues to be a key contributor, with the 
Trust not yet achieving 40% of discharges by midday, caring for large 
numbers of medically fit for discharge patients, and caring for a 
number of mental health patients waiting placement

• For non-admitted performance, escalation and space continue to be a 
key contributor, with our clinical decision unit being utilised for mental 
health capacity

• Whilst improvements have been made in 12 hour  decision to admit 
(DTA)s in ED, this improvement has become static and not progressed 
further in the last few weeks.

• Flow and Discharge has been relaunched as a ‘key corporate project’, with 
three work-streams addressing all elements of a patients acute journey

• Daily improvement huddle meetings to monitor live experience and take rapid 
improvement action. Demonstrable improvements achieved since January

• De-escalation of capacity, providing improved flow through SDEC, and our 
Emerald Frailty Assessment Unit.

• Capital improvement works have commenced, with the aim of providing a safe 
haven and improved facilities for patients requirement mental health support

• Identification of pathway for ambulant ED patients requiring observation, to 
be implemented by end March
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RTT - In February 2023 the number of patients waiting over 52 weeks for treatment reduced from 591 (January) to 561
RTT - Recent improvements in ENT 52 week waits.  Additional outpatient activity planned for ENT and Gastroenterology
DM01 - Performance in Imaging maintained
CANCER - Significant reduction in the breast backlog in February (currently at 119  and was 242 in December 2022) which has impacted 
compliance for January on the 2-week wait, faster diagnosis standard and the 62-day pathway, however remains on trajectory
ED - Recent and sustained improvements in overall 4 hour performance, with monthly performance now at highest since August 2022
ED Non-Admitted - Recent and sustained improvements in Non-Admitted performance, regularly achieving over 76%
ED Admitted - Maintained performance with small incremental improvements in March

RTT - ENT will continue to be a challenge for 52 week plus and 78 week plus patients
RTT - Gastroenterology 52 week waits are increasing due to limited Endoscopy capacity
DM01 - Endoscopy capacity and activity with PPG (outsourced provider) has reduced recently
DM01 - Audiology capacity will reduce due to long-term staffing issues
CANCER - Continued capacity issues within Endoscopy and Breast two week wait capacity (within Radiology)
ED Non-Admitted - Physical capacity
ED Admitted - Flow from acute floor to admitted wards, numbers of patients who do not meet the criteria to reside in hospital and 
time of discharge not aligning with demand for beds

RTT - Re-launch Patient Initiated Follow-up (PIFU) to reduce Outpatient follow-ups and increase new appointment capacity
DM01 - Contract for additional Colonoscopy capacity at MTW being finalised
CANCER - Awaiting agreement for medium/long term plan to sustain breast 2 week wait one stop clinic and maintain national 2 
week wait target
ED Non-Admitted - Achieve further incremental improvement for ambulant patients requiring ongoing observation and progress 
with capital works to improve experience and flow for patients requiring mental health input
ED Admitted - Expand improvement meetings to include 12 hour / length of stay in the emergency department (ED) as next steps 
and Progress other 2 work-streams focussing on board round processes, and discharge and flow processes

RTT - Additional clinics are being set-up for longest waiting patients
DM01 - Meetings taking place to identify and resolve PPG endoscopy issues plus potential for additional Endoscopy insourcing (18 Wk
Support) subject to funding & Scope independent sector capacity of Audiology 
CANCER - Continued cross divisional working to create additional capacity within breast radiology and Endoscopy
ED Non-Admitted - Progress on approved case for change (mental health capacity and flow)
ED Admitted - Improvement work-stream for flow processes, initial focus on ‘golden’ discharges /  Patients who do not meet the 
criteria to reside in hospital – improved processes for communication on community capacity and time of discharge to placement
ED Admitted - Time of discharge not aligning with demand for beds – refresh and focus on top contributors

RTT - Potential for ENT activity to be sent to the Independent Sector. This is being scoped with the ICB’s support
DM01 - NHS England will be supporting Endoscopy service with a review during February 2023
CANCER - All tumour sites currently working up plans around use of Kent and Medway Cancer Alliance funding to support services 
to achieve national cancer targets
ED - The system and the HARIS project(s), looking at alternatives to ED in a collaborative system level working group
ED Non-Admitted - Mental health pathways, enabling a new model for a clinical assessment unit
ED Admitted - Development of work-streams focussing on improving flow and discharge plus de-escalation allowing Refer and 
Move work-stream, for rapid flow from ED for patients to referred specialties

RTT - The Trust is still unable to monitor ENT pathways at Darent Valley Hospital due to data issues with the BI team (at DVH). 
Activity reports are being developed.
CANCER - Inability to sustain breast cancer performance without long term sustainability plan
ED - System capacity
ED - Operational capacity to enact change and improvements, competing priorities
ED - Availability of funding for capital changes, and invest to save models

RTT - Follow-up with ICB for potential ENT capacity 
CANCER - Collation of Project Initiation Documents (PID) and submission of funding bids to Kent and Medway Cancer Alliance
ED - Stabilise and continue incremental improvement in non-admitted performance
ED - Progress Acute Floor work-stream to stand up Admitted pathways deep-dives
ED Non-Admitted - Progress on works to physical capacity for relocation of space for mental health, implement CDU model
ED Admitted - Establishment of working groups for each section of acute patient journey, agree key outputs and identify criteria
with specialties, de-escalate remaining escalated capacity to allow for flow

RTT - DVH ENT contract discussions need to take place at a senior level to progress access to RTT data
CANCER - To work with Unplanned Care Division around sustainability plan
ED - Clarity on funding available as part of Urgent and Emergency Care Recovery Plan 2023, to best align projects in being able to 
access this
ED - Agreement on organisational priorities for 2023/24, and alignment of service developments to these and the national planning 
guidance
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The Trust’s True North objective is to be in the top 25% of Trusts nationally 
for staff engagement reported through the national staff survey.  Published 
this month, the Trust’s staff engagement score has improved by 0.1 to 6.6 
– this is an improvement in national rankings by 18 Trusts (now borderline 
of lowest quartile); however, considerable work is continued to increase by 
0.3 to move to top quartile.
Supporting the True North objective, the Trust’s breakthrough objective 
for 90% of staff to have appraisal with wellbeing objectives has been met 
for two successive months.  An appraisal quality audit is now in pilot.

• Capacity challenges, particularly through winter, remain an issue for 
front line teams;

• Quality of wellbeing conversation and appraisal is currently anecdotal 
and requires regular and objective audit to ensure a quality 
conversation is in place;

• Resilience of recording methodology under review between the CMO’s
office and Human Resources.

• Local staff survey action plans due to be reported to May’s People 
Committee.

• Enhanced appraisal rollout (wellbeing objectives) completed Q3 
2022/23;

• Reporting improvements rolled out, completed Q3 2022/23;
• Driver meeting feedback ongoing for new issues;
• Audit methodology (assessing quality of appraisals) to be in place by 

March 2023;
• Particular focus across unplanned and integrated care division to meet 

90% target).
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• Appraisal rate (patient first breakthrough objective) met for two successive months (>90%) and audit process 
pilot in place;

• Tiny Tugs nursery OFSTED rated as ‘good’ across all domains in January 2023 following inspection;
• WRES action plan rated ‘good’ by NHS England;
• Launch of Women’s Network on 08 March 23 (international women’s day) and EDI focus event to support 

development of the People Strategy;
• Staff survey results showing progress against 5 of 7.

• Domestic skills shortage across all clinical professions continues dependency on international recruitment;
• Band 6 nursing, clinical support workers, radiographers, critical care consultants remain the highest vacancy 

levels;
• Profile indicates lower proportional diversity at senior levels;
• Staff engagement scores only collected annually (at representational levels of response);
• Effects of ongoing industrial action within Trust and the wider system on capacity.

• First People Sub-Committee scheduled May 2023;
• Staff survey action plans to be reported to People Committee in May 2023 following engagement with the care 

groups and staff groups to develop local plans using patient first methodology.

• Continued international recruitment with NHSE support (through 2023/24);
• Anti-discrimination statement finalisation and publication (Q4, 2022/23)
• Workforce planning triangulation with activity, capacity and finance to meet the clinical strategy to ensure 

educational commissioning with HEIs (through 2023/24);
• Debriefing following March 2023 industrial action;
• Enactment of the EDI action plan in conjunction with staff networks.

• Further development of our international recruitment across other clinical specialties;
• Task and finish group for line-by-line review of agency and long-term bank assignments to ensure recruitment 

plan in place and effectiveness review;
• Review of end-to-end recruitment process with a focus on employee experience and brand;
• First meeting of the anti-bullying and harassment group.

• Capacity of occupational health (shortage of occupational health clinical staff) and impact to recruitment of 
hospital staff and retention (moderate but improving);

• Underutilisation of apprenticeship levy (moderate), although meeting headcount number, spend is lower than 
100%.  The Trust is supporting the Health and Care Partnership through sharing levy;

• Organisational capacity due to ongoing or prolonged industrial action.  The Trust has completed and will monitor 
the impact assessment and effectiveness of its business continuity planning whilst liaising with unions.

• Initial task and finish group for recruitment process – March 2023;
• Re-engagement with staff networks to support the Trust’s anti-bullying and harassment commitment and actions.

• Completing hires for occupational health appointments;
• Apprenticeship levy sharing conversations with the voluntary sectors across the Medway and Swale voluntary 

sector
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The Trust’s financial performance in month 11 was a surplus of £4.6m 
(£4.5m favourable to plan), with a YTD deficit of £11.0m (£9.8m adverse to 
plan); this favourable movement in the position includes £4.5m of support 
funding from the ICB (with a further £4.5m to come in M12) in order to 
achieve a reduction to our £15m deficit forecast to £6.m. 

The adverse financial performance means that the Trust currently remains 
in SOF4.

The Month 11 YTD position keeps the Trust above the forecast outturn 
position, however with the further £4.5m income support to come in M12 
and further non-recurrent mitigations,  that should allow for delivery of 
the £6m by year end.
The overspending continues to be primarily driven by the unbudgeted cost 
of escalation capacity, overspendings on medical staff, drugs and clinical 
supplies and shortfall against efficiencies target, together with unidentified 
mitigations of £3.5 for the year (see graph above right).

The ‘control of overspending’ breakthrough objective huddle continues to 
meet weekly. ‘A3s’ have been completed for 3 of the main overspending 
areas; medical staffing, medicines and clinical supplies, with a root cause 
analysis of the key drivers of the overspending identified, as well as 
countermeasures. 
The Executive team continues meet weekly to scrutinise vacancies, 
additional sessions and agency requests and increased controls have been 
implemented on discretionary non-pay.
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The level of overspend in month 11 (February) continues to reduce and was the lowest compared to the previous 
quarter.  The in month reduction is primarily due to the de-escalation beds on Emerald ward, the closure of Wakely
ward for most of February, and less requirement for overnight beds in SDEC. 
The Trust has received £1.0m discharge monies plus a further £4.5m of support funding to move towards delivering a 
reduced forecast outturn position of £6.0m for 2022/23.

The key challenges in delivery against the financial plan remain:
• Unbudgeted escalation capacity requiring to be open 
• Identification and delivery against the efficiency programme
• Overspending and over-establishment against the medical budget
• Overspending against the drugs and clinical supplies

A further £4.5m of support funding is due in March’23. Executive actions continue to reduce spend further. 

Ongoing regular monitoring of the mitigating actions to deliver the £6m deficit, with reporting back through Execs 
and FPPC with progress against actions on the 6 key drivers. 

The Trust has already de-escalated a significant number of beds since New Year (>80) as part of its de-escalation plan 
(part of the financial mitigations), and is working through its bed capacity plans for 2023/24. 
Medical staffing, drugs and clinical supplies are being picked up through the BO Huddle and will also feed in to 
efficiencies planning for 23/24. Work is in progress to develop the full efficiencies programme of £14m for 23/24.
Ongoing monitoring and delivery of mitigations to deliver the revised £6m forecast deficit

The Trust will look to optimise income from winter and discharge monies to support costs incurred, as further 
mitigation.
The ICB has confirmed that £28m ‘surge funding’ has been allocated by NHSE to the System, primarily to support 
Trust balance sheets  – details to be worked through with System CFOs. Once this work is complete, this should 
provide support to the Trust to enable it to realise the remaining balance sheet flexibilities within the mitigation plan.

The key risks to delivery of the mitigation plan with be closely monitored through to year end. These include: 
• Delivery of the bed de-escalation plan, with delivery of the System schemes funded by the Discharge Fund a key 

enabler, as well as virtual wards and Sheppey Ward.
• Delivery of further non-recurrent financial mitigations
• Ensuring ongoing control of recruitment, agency spend, additional sessions, costs with the independent sector for 

outsourcing / insourcing activity and discretionary non-pay.

The System has confirmed that it has been allocated further funding by NHSE to mitigate the deficit, which together 
with movement of surpluses from other Trusts in the System will enable the Trust to further reduce its deficit from 
£15m to £6m, this being agreed at the point of submitting the month 10 performance returns to NHSE and the ICB.

Ongoing monitoring and reporting of risks through to Execs and FPPC.
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Metric Name True North Domain Sub Domain
End of Life (Preferred Place of Death Achieved) Care (Number) Patients Patient Experience
Nutrition & Hydration (MUST) % Completion Patients Patient Experience
Patient Call Bells Answered within 2 Minutes % Patients Patient Experience
Privacy & Dignity (Survey Question) % Audit Score Patients Patient Experience
Privacy & Dignity % Audit Score Patients Patient Experience
Hand Hygiene % Audit Score Quality IPC
Bare Below the Elbows % Audit Score Quality IPC
IPC Commode % Audit Score Quality IPC
IPC Peripheral Intravenous Cannula % Audit Score Quality IPC
IPC Urinary Catheter % Audit Score Quality IPC
Adult Deaths (Number) Quality Mortality
Paediatric Deaths (Number) Quality Mortality
Deaths reviewed via SJR (Number) Quality Mortality
SJR Reviews Completed % Quality Mortality
Deaths due to Failings in Care (Number) Quality Mortality
LD Deaths reviewed via SJR (Number) Quality Mortality
SJR Reviews for LD Deaths Completed % Quality Mortality
LD Deaths due to Failings in Care (Number) Quality Mortality
Number of SJR declared as SI’s Quality Mortality
Number of cases of Hypoxic Encephalopathy (HIE) grades 2 & 3 Quality Maternity
Maternity Serious Incidents Quality Maternity
Maternity HSIB Referrals Quality Maternity
MCA Training Quality Incident Management
Resuscitation Training Quality Incident Management
Number of Inquests Received Quality Legal & Information Governance
Number of Inquest Hearings Quality Legal & Information Governance
Reg 28 Quality Legal & Information Governance
Schedule 5 Quality Legal & Information Governance
FOI New Quality Legal & Information Governance
FOI Open Quality Legal & Information Governance
Number of Risks (broken down by Score) Quality Risk & Policy
Number of New Risks Quality Risk & Policy
Number of Closed Risks Quality Risk & Policy
% of Risks not reviewed Quality Risk & Policy
Policy % Compliance Quality Risk & Policy
Guidance Issued (Number) Quality NICE Guidance
% Assessed Quality NICE Guidance
% Overdue for Assessment Quality NICE Guidance
% Applicable Quality NICE Guidance
% Fully Compliant Quality NICE Guidance
% Partially Compliant Quality NICE Guidance
% Not Compliant Quality NICE Guidance
% Not Implemented Quality NICE Guidance
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