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Agenda  
  

Trust Board in Public Agenda 2 May 2019   
 

Trust Board Meeting in Public   
Date: Thursday 02 May 2019 at 12.30pm – 3.00pm  
Location: Trust Boardroom, Postgraduate Centre, Medway NHS Foundation Trust  
Item  Subject Presenter Page Time Action 
1. Patient Story  Director of Nursing  Verbal 12:30 Note 
2. Preliminary Matters 
2.1 Chair’s Welcome and Apologies Chairman Verbal 

12:50 

Note  
 2.2 Quorum Chairman Verbal Note 

2.3 
Conflicts of Interest: 

i. Register of Interest 
ii. Declaration of Interest 

Chairman 
 
5 
Verbal 

Note 

3. Minutes of the previous meeting and matters arising 

3.1 Minutes of the previous meeting 
held on 7 March 2019  Chairman 9 

12:55 
Approve 

3.2 Matters arising and actions from 
last meeting 

Chairman 
 19 Discuss 

 
4. Standing Reports and Updates  
4.1 Chair’s Report  Chairman Verbal 

13:00 
 

Note 

4.2 Chief Executive’s Report  Chief Executive 21 Note 

4.3 Strategy     

 i. Sustainability and 
Transformation Plan Update 

Director of Strategy   25 Discuss 
 

     
 ii. Transformation Programme 

Update 
Associate Director of 
Transformation 

31 
 

Discuss 
 

5. Quality 
5.1 
 

Integrated Quality and Performance 
Report 
 

Director of Nursing/ 
Medical Director/ Chief 
Operating Officers  

57 
 
 

13:30 

Discuss 
 
 

5.2 
Quality Assurance Committee 
Assurance Report, including terms 
of reference 

Quality Assurance 
Committee Chair 91 Assurance 

6. Finance and Performance 

6.1 Finance Committee Report, 
including terms of reference 

Finance Committee 
Chair 99 

13:50 

Approve 

6.2 
 

Communications Report 
 

Head of 
Communications  105 Discuss 

 

6.3 Membership Strategy Head of 
Communications 111 Approve 

6.4 Annual Health and Safety Report Director of Estates and 
Facilities 127 Approve 
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7. People  
7.1 Workforce Report Director of HR and OD 161 

14:25 
Note 

7.2 Staff Survey Result Director of HR and OD 169 Discuss 
8. Governance and Assurance  

8.1 Integrated Audit Committee Report  Integrated Audit 
Committee Chair 

Verbal 
 

14:40 
Note 

8.2 Integrated Audit Committee Terms 
of Reference 

Integrated Audit 
Committee Chair 179 Approve 

9. Policies and Strategies 

9.1 Corporate Policy: Estates and 
Facilities 

Chief Executive 

185 

14:45 Approve 
 

9.2 Corporate Policy: Safeguarding 205 

9.3 Corporate Policy: Consent 217 

9.4 Corporate Policy: Conflicts of 
Interest 229 

9.5 Corporate Policy: Medicines 
Management  263 

10. Other Business 
10.1 Trust Board Annual Planner Company Secretary 307 

14:50 

Approve 

10.2 Council of Governors’ Update  Governor 
Representative  Verbal Discuss 

10.3 Any other business  Chairman  Verbal  Note 

10.4 Questions from members of the 
public 

Chairman  
 

Verbal 
 

Discuss 
 

11. Date and time of next meeting: 3 July 2019, 12.30pm-3.30pm, Trust Boardroom  
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MEDWAY NHS FOUNDATION TRUST  
 

TRUST BOARD REGISTER OF INTERESTS   
MARCH 2019  

Name Position Organisation  Nature of Interest 
Stephen Clark Chairman Marshalls Charity 

 
Chairman  

 
3H Fund Charity Chairman  

 
Nutmeg Savings and Investments Non-Executive Director 

Henley Business School Member Strategy Board 
 

Access Bank UK Limited 
 

Non-Executive Director 

Brook Street Equity Partner LLP 
 

Chairman Advisory Council 
 

Medway NHS Foundation Trust 
 

Chairman  

Medway NHS Foundation Trust 
Charitable Funds 
 

Member of the Corporate Trustee 

Jon Billings  Non-Executive Director  Fenestra Consulting Limited Director 
 

Healthskills Limited 
 

Associate  

FMLM Solutions Associate 
 

Medway NHS Foundation Trust Chair Quality Assurance Committee 
 

Medway NHS Foundation Trust 
Charitable Funds 
 

Member of the Corporate Trustee 

Ewan Carmichael Non-Executive Director Medway NHS Foundation Trust  
 

Chair of Charitable Funds Committee  
 

Medway NHS Foundation Trust 
Charitable Funds 
 

Member of the Corporate Trustee  
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Name Position Organisation  Nature of Interest 
Mark Spragg Non-Executive Director Marcela Trust Trustee  

Sisi & Savita Charitable Trust 
 

Trustee 
 

Mark Spragg Limited  
 

Director 

Medway NHS Foundation Trust Chair Integrated Audit Committee 
 

Medway NHS Foundation Trust 
Charitable Funds 
 

Member of the Corporate Trustee 

Adrian Ward Non-Executive Director Bella Moss Foundation 
 

Trustee 

Veterinary Sciences Limited Director of Award 
 

National Midwifery Council  
 

Chair Fitness to Practice Panel 

RCVS Preliminary Investigation 
Committee 

Member  

BSAVA Scientific Committee 
 

Member 

Medway NHS Foundation Trust Member of the Quality Assurance 
Committee 

Medway NHS Foundation Trust 
Charitable Funds 

Member of the Corporate Trustee 

Joanne Palmer Non-Executive Director Lloyds Gresham Nominee1 Limited 
 

Director 

Lloyds Gresham Nominee2 Limited 
 

Director 

Medway NHS Foundation Trust 
Charitable Funds 
 

Member of the Corporate Trustee 

James Devine Chief Executive  London Board for the Healthcare 
People Management Association 

Member  

Medway NHS Foundation Trust 
Charitable Funds 

Member of the Corporate Trustee 

Ian O’Connor Director of Finance 
(Interim)  

OCOBROWN Health Ltd.  Director 
Essex Partnership Trust Spouse is a Senior Manager 
Medway NHS Foundation Trust 
Charitable Funds 

Member of the Corporate Trustee 
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Name Position Organisation  Nature of Interest 
Karen Rule 
 

Director of Nursing Medway NHS Foundation Trust 
Charitable Funds 
 

Member of the Corporate Trustee 

Dr David Sulch  
 

Medical Director Medway NHS Foundation Trust 
Charitable Funds 
 

Member of the Corporate Trustee 

Leon Hinton  Director of HR and OD 
 

Medway NHS Foundation Trust 
Charitable Funds 
 

Member of the Corporate Trustee 
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Trust Board Meeting in Public  
Minutes of the Trust Board of Directors Meeting in Public 

Thursday 7 March 2019 at 12:30, in the Trust Boardroom, Postgraduate Center, 
Medway Maritime Hospital, Windmill Road, Gillingham, Kent, ME7 5NY  

Members: Name: Job Title: 

 Mr Stephen Clark Chairman  

 Ms Joanne Palmer Non-Executive Director and Senior Independent Director 

 Mr Jon Billings Non-Executive Director 

 Mr Tony Moore Non-Executive Director 

 Mr Mark Spragg Non-Executive Director 

 Mr Adrian Ward Non-Executive Director 

 Mr Ewan Carmichael Non-Executive Director 

 Mr James Devine Chief Executive 

 Mr Ian O’Connor Director of Finance (Interim) 

 Mr Leon Hinton Director of HR and OD 

 Ms Karen Rule Director of Nursing 

Attendees: Ms Glynis Alexander Director of Communications and Engagement 

 Mr James Lowell Director of Planning and Partnerships  

 Ms Morfydd Williams Director of IT Transformation 

 Ms Gurjit Mahil  Chief Operating Officer - Planned Care 

 Mr Harvey McEnroe Chief Operating Officer - Unplanned and Integrated Care 

 Dr David Sulch Medical Director  

 Ms Doreen King Governor Board Representative 

 Mr Jack Tabner Associate Director of Transformation (Item 4.3ii only) 

 Professor Cliff Hughes  Health and Safety Consultant  

 Ms Brenda Thomas Company Secretary (minutes) 

 Ms Alana Marie Almond Assistant Company Secretary  

 Mr Alan Le Grys Patient Story (Item 1 only) 

 Ms Kelly Clements  Senior Sister (Item 1 only) 

 Mr Alastair Harding  Lead Governor 
 Chloe Saygili Freedom to Speak Up Guardian (Item 9.3 only) 
 Mr Benn Best Deputy Chief Operating Officer (Item 9.3 only) 

Apologies: Dr Diana Hamilton-Fairley Director of Strategy  

 Mr Gary Lupton Director of Estates and Facilities  

 Mr Alastair Harding  Lead Governor 

Observers: One Local Reporter  
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01/19 Patient Story  
1.1 Stephen Clark, Chairman welcomed Alan Le Grys, a retired university lecturer in theology 

and retired priest, who was accompanied by Kelly Clements, Senior Sister, to give an 
account of his positive experience with the Trust, on behalf of his son, Peter Le Grys, a 35 
year old cancer patient who passed away in November 2017. Peter was well cared for by 
caring, compassionate and professional staff at Medway NHS Foundation Trust (Trust), 
with the provision of first class treatment. Alan attended the meeting to pass on his thanks 
to the Trust for the manner in which Peter was cared for. 

 
1.2 As a result of this care, Peter’s family have worked on a fundraising project since his death 

and to date have raised approximately £7k which they hope would help fund an area to be 
remodeled on Lawrence Ward. Alan now also volunteers in the Trust’s chaplaincy as a 
direct result of his experience with the Trust.  

 
1.3 The Chairman on behalf of the Board thanked Alan for sharing his experience and 

expressed heartfelt condolences on behalf of the Board. He also expressed appreciation to 
Alan for his volunteering chaplaincy service to the Trust and to his family for the funds 
raised, noting that Peter’s memory will linger on. The Board was appreciative of the level of 
care provided by staff and it was recommended to use this story as a case study. 

 
1.4 The story would be shared with the Council of Governors and it was suggested to capture 

on film for wider use. 
 
02/19 Preliminary Matters  
2.1 Welcome and Apologies for absence  
2.1.1 The Chairman welcomed everyone to the meeting  
2.1.2 Apologies for absence were received as recorded above. 
 
2.2 Quorum  
2.2.1 The Chairman confirmed the meeting was quorate.   

2.3 Register of Interests 
2.3.1 The Chairman noted that for future meetings, a declaration of interest in relation to items on 

the agenda would be included to the agenda.  
 
2.3.2 There were no declarations of interest in relation to items on the agenda. 

 
2.3.3 The Chairman reminded members to review their interests and contact the Company 

Secretary should there be any change in their interests. 
 
2.3.4 Ewan Carmichael reported that Timepathfinders Ltd is no longer trading. This declaration 

will be removed from the Register. 
 
2.3.5 The Register of Interests was noted. 
 
03/19 Minutes of the previous meeting and Matters Arising  
3.1 Minutes of the previous meeting  
3.1.1 The minutes of the previous meeting held on 10 January 2019 were APPROVED as an 

accurate record of the meeting. 
 
3.2 Matters Arising and Action Log 
3.2.1 There were no matters arising from the last meeting.  
3.2.2 The following actions on the action log that were proposed for closure were agreed to be 

closed: TB/2019/001, TB/2019/003 and TB/2019/004. 
 
3.2.3 Action TB/2019/005 - This action had been addressed and was agreed to be closed; 

however, it could be raised again if the required progress is not seen.  
Doreen King, Governor Board Representative, subsequently raised the need to address the 
effects of pharmacy on patient flow for discharge. Action: TB/2019/007. 

  
3.2.4 Action TB/2019/006 - James Devine reported that the timescale for the redesign of 

Balmoral gardens is summer 2019. This action was closed. 
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04/19 Standing Reports and Updates  
4.1 Chair’s Report  
4.1.1 The Chairman welcomed members of the public, press and governors and expressed 

thanks for taking a keen interest in the Trust’s progress. He particularly welcomed 
Professor Cliff Hughes, who is assisting the Trust with clinical training. 

 
4.1.2 The relentless pressure following winter continues, with minimal downtime on demand. On 

behalf of the Board, the Chairman thanked staff for coping well with the winter pressure, 
which had proved challenging. It is hoped that the pressures will begin to ease as the spring 
season starts, albeit a gradual process. The Trust was able to continue to deliver the best 
of care to the majority of patients, with better service improvements in place. The Chairman 
however apologised for those times when patients have waited longer than the Trust would 
like, which has a big impact on the experience of patients. 

 
4.1.3 Significant progress has been made on a number of areas in the Trust’s journey to 

brilliance, although further work is required. Next year is set to bring its own pressures and 
challenges. The change programme led by staff, with some patient involvement is key to 
the transformation of the Trust, as the redesign process continues. There is greater 
credibility with regulators, good working relationship with the local authorities and the 
league of friends. The latter having a turnover of £2m in 2017/18 and contributed £400k to 
the Trust for 130 pieces of various kits to improve quality of care. 

 
4.1.4 The patient story has demonstrated what best of care signifies, and it must be ensured this 

standard of care is delivered and sustained across the Trust.  
 
4.1.5 Tony Moore, the longest serving Non-Executive Director was attending his last Board 

meeting, after over five years with the Trust. This is due to Tony stepping down from his 
post effective 1 April 2019. The Chairman, on behalf of the Board, thanked Tony for his 
guidance over the years and wished him well for the future. 

 
4.2 Chief Executive’s Report  
4.2.1 James Devine, Chief Executive, talked through his report, which was taken as read. 
 
4.2.2 He noted that the Director of Communications and Engagement had facilitated responses 

to some media queries, particularly around waiting times and flow.  
 
4.2.3 The maternity team were congratulated for winning the midwifery service of the year award 

by the Royal College of Nursing. The Trust has also been shortlisted for three Health 
Service Journal value awards: pre-habilitation, diabetes and the medical training initiative.  

 
4.2.4 In relation to the query on winter debrief and whether there is a structured process, Harvey 

McEnroe assured the Board that there would be a number of system debriefs through the 
Accident and Emergency (A&E) Delivery Board reporting into the regulators, in addition to 
local debriefs.  

  
4.2.5 Responding to the query on the acuity of patient attending hospital, James Devine 

commented that a more logical approach about the categories of patients that are likely to 
arrive is needed. The Medical Director and Chief Operating Officer - Unplanned and 
Integrated Care are undertaking a review of bed capacity/ escalation. 

 
4.2.6 It was suggested that the Director of Nursing and Chief Operating Officers give thought as 

to how to capture and replicate in a structured way, the achievement of the midwifery 
department to other departments. Action: TB/2019/008. Professor Cliff Hughes added that 
an understanding of the fundamental differences between departments is required to 
ascertain where replication is needed.  

 
4.3 Strategy  

4.3(i) Sustainability and Transformation Plan (STP) Update  
4.3.1 James Lowell, Director of Planning and Partnerships, presented the report. The update 

included proceedings of the Programme Board of 5 February 2019; the STP operational 
plan and budget for 2019/20; the Long Term Plan submission for 2019/20 and the 
development of the Integrated Care System / Strategic Commissioner. The plan is to have 
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four integrated care partnerships (ICPs). As a system, the strategic vision for ICPs is fairly 
well formed which aligns with the long term planning requirements. There has been 
discussions on primary care networks and what this means, with the executive team 
receiving updates on how primary care networks are being developed within the locality.  

 
4.3.2 The draft STP budget has decreased year on year since 2017/18. The Trust’s proposed 

STP contribution for 2019/20 is £62k less than 2018/19, reflecting the shrinking STP budget 
due to the maturing of the STP.  

 
4.3.3 The Board: 

i. Received some assurance on the progress made so far with the STP  
ii. Received assurance on the initiatives to improve the mental health provision in 

Medway, including a review for a dedicated mental health treatment centre within 
the hospital and will work with commissioners on the investment on mental health 
provision 

iii. Agreed for the Trust’s contribution to the STP budget alongside the workstream to 
be reviewed in detail at the Finance Committee, prior to sign off 

iv. Noted that the timing for the Hyper Acute Stroke Units (HASUs) as currently 
proposed at Ashford, Dartford and Maidstone are being planned through. Medway 
Council in the meantime, are at the preliminary stage of taking legal action 

v. Noted that the official position of the STP is that Board support is required in STP 
decision making, as the STP has no legal standing. 

 
4.3.4 James Lowell to liaise with Jon Billings to ensure the risks on STP as articulated within the 

BAF has captured all areas. Action: TB/2019/009. 
 
4.3.5 The Board agreed to receive the STP update in the current format presented. 
 

4.3(ii) Transformation Programme Update 
4.3.6 Jack Tabner, Associate Director of Transformation, presented the report which covered 

three core programmes of work:    
a) Continuous Improvement/ Capability building: This is made up of three component parts: 

Quality Strategy; staff training to deliver consistent methodology within their area of 
control; and improvement system. 25 improvement projects have been completed. The 
2019/20 Capability and Quality Strategy Milestone plan was noted. The improvement 
huddle within the pharmacy team was cited as a good example. Members of the Board 
were invited to observe some of these improvements.       

b) Culture Programme: The Trust has already seen positive evaluation metrics for the “You 
Are The Difference” (YATD) programme. Phase II of the programme will run from 19 
February to 5 April 2019. The YATD ambassadors will ensure the scheme is sustained. 
A YATD presentation is planned to be given to governors. The Chairman urged to find 
examples of where the YATD has worked well and use as catalyst in other areas.  

c) Cost Improvement Programme: The Trust’s CIP target is £21m which is one of the 
largest CIP for an acute trust nationally. As at Month 10, Year-To-Date (YTD) actual CIP 
delivery was £16.4m, an increase of 14% from Month 9, and is favourable to plan by 
£0.7m, without compromising patient safety. This programme is made up of 130 
individual efficiency schemes. Directorates were thanked for their hard work and efforts 
to get to this position. The 2019/20 CIP target is £18.0m and work has started with 
directorates to achieve this.     

      
4.3.7 The Board: 

a) Discussed continuous improvement among doctors and noted the need to encourage 
senior consultants’ buy-in/ full engagement and their support to junior doctors. The 
Chairman would raise this matter at the Clinical Council.  

b) Noted the establishment of the joint Programme Management Office (PMO) between 
the Trust and Medway CCG as a significant step forward. 

 
4.3.8 The Board was significantly assured of the achievement of the 2018/19 

transformation programme and highlighted the need for sustained engagement and 
improvement.   
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05/19 Quality  
5.1 Integrated Quality and Performance Report 
5.1.1 Karen Rule, Director of Nursing presented the month 10 report, with input from the Chief 

Operating Officers. The report was taken as read.    
 
5.1.2 Despite an extremely sustained busy period, the absolute commitment from all staff is to 

ensure that all patients are kept as safe as possible. No increase has been seen in the 
number of incidents on moderate to severe harm; and there has been a decrease in the 
number of serious incidents (SIs), which is being reviewed to certify appropriate reporting. 
Two quality indicators are of concern: increase in falls and increase in pressure ulcer 
acquisition. No new themes have emerged from the root cause analysis completed for the 
latter. The number of falls has increased in the last two months, but well below the national 
benchmark. These falls have mainly occurred in the emergency department and 
assessment units, where historically falls was never reported. Rapid interventions have 
been put in place.  
The VTE (Venous Thromboembolism) as reported shows no improvement in compliance 
against the assessment; however, latest figures suggests that the Trust is 80% compliant, 
which shows that the interventions in place are starting to deliver. 

 The Trust continues to grapple with mixed sex accommodation performance and the 
number of breaches reported have stabilised within the last few months. 

 
5.1.3 The Chief Operating Officers highlighted performance against constitutional standards as 

indicated within the report, with actions taken to address these. James Devine assured the 
Board that the executive team’s approach is to take the necessary actions to meet set 
targets or sustain targets already met, with no room for complacency. 

 
5.1.4 During discussion, the Board: 

a) Suggested having heat maps where falls and pressure ulcers are recurrent. 
Action: TB/2019/010 

b) Receive assurance that there is no evidence of higher incidence of VTE. This is 
being closely monitored, with a deep dive carried out and several interventions put 
in place. Improved VTE performance is expected over Q4 

c) Congratulated the team for 100% reporting on SIs. 
 
5.1.5 The Board Noted the Integrated Performance and Quality Report. 
 
5.2 Quality Assurance Committee Assurance Report  
5.2.1 Jon Billings, Non-Executive Director and Quality Assurance Committee Chair, presented 

the report, which was taken as read. The report reflected discussions at the last Committee 
meeting, with levels of assurance to the Board. There is strengthening across the Trust in 
improving quality governance; performance reporting, dealing with incidents and answering 
complaints. Further work is needed which is acknowledged by the executive team.     

 
5.2.2 The Board noted the Quality Assurance Committee Assurance Report. 
   
5.3 Hospital Standardised Mortality Ratio (HSMR) Update   
5.3.1 Dr David Sulch, Medical Director, gave a verbal update on the HSMR. The data that builds 

into the HSMR position has been reviewed and the full report was submitted to the Quality 
Assurance Committee. 

 
5.3.2 The two key contributors are: deaths of patient in community facilities inappropriately 

assigned to the hospital; and palliative care coding issues relating to the work of the end of 
life care team. Both issues have been addressed. NHS Digital would adjust their data for 
the deaths in hospital that feeds into the main indicator by the summer of 2019. The coding 
process for palliative care has been changed and patients seen by the end of life team to 
also receive the palliative care code. Discussions are underway about the possibility of 
merging the palliative care and the end of life teams into a single unit. 

 
5.3.3 With these changes in place, it is expected that the HSMR will not be an outlier, and would 

put the Trust in a better national position, improve reputation and public confidence and 
review real trends. However, there is a suggestion that in making these changes, the 
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HSMR would decline from a good to an average position; therefore, further work is being 
done to understand the reasons. Other alerts received from Dr Foster continue to be 
monitored, with a deep dive audit undertaken on pneumonia, the results of which are 
expected to be discussed at the March Mortality and Morbidity Committee meeting.          

         
5.3.4 The Board thanked Dr Sulch for an excellent job was satisfied with the work on 

HSMR; its analysis, outcome and actions taken and received assurance that the two 
issues can now be closed.   

 
5.4 Safe Working Hours Annual Report   
5.4.1 Dr David Sulch noted that there is an annual requirement for the Board to review the safe 

working hours annual report, compiled by the Guardian of Safe Working (GSW), Miss 
Delilah Hassanally. The report was noted as the second yearly and was taken as read. It 
was noted that:  

a) There were a total of 442 exception reports. Of these, 436 related to hours and rest, 
and six related to education/training. All of the reports have been dealt with and 
necessary actions taken. There were no penalty fines issued. The exception report by 
grades was highlighted as detail within the report. The report has not been 
benchmarked with neighbouring Trusts to determine trend. A large piece of work on 
junior medical staffing within the medical areas is being carried out.  

b) There were a small number of reports from individuals that had missed education 
sessions due to operational pressures within the hospital, which is encouraging 

c) The internal process has been reviewed by the internal auditors, KPMG with the Trust 
obtaining a green rating - significant assurance of the robust processes in place.  

5.4.2 Dr Sulch conveyed thanks to Miss Hassanally who steps down in October 2019 for her 
excellent work. The new guardian is Lisa Vincent-Smith.       

 
5.4.3 It was suggested to give thought to producing a consolidated picture of the medical 

workforce to ensure the workforce is fit for purpose. ACTION: TB/2019/011. It was noted 
that the job planning process is expected to conclude at the end of March 2019. This is a 
dynamic process and the change in demand on specialties is to be taken into account. 

 
5.4.4 The Board was assured of Safe Working Hours Annual Report and challenged that 

standards are maintained.   
 
5.5 Annual Safeguarding Report 
5.5.1 Karen Rule, Director of Nursing, presented for approval, the 2017/18 Annual Safeguarding 

report. The report was taken as read.  
 
5.5.2 The Board was assured that due diligence process has been followed and that 

safeguarding is embedded and carried out effectively across all areas of the Trust in line 
with statutory duties. All external stakeholders have confirmed that statutory requirements 
have been met. The report demonstrated the activities of the safeguarding team, which 
shows an increase in safeguarding activity, which is a positive move. Two issues are being 
addressed by the operational safeguarding group: the number of transfer of care concerns - 
discharge to home or other care providers, mainly with the elderly; and staff compliance on 
the statutory and mandatory safeguarding training.      

 
5.5.3 The Board APPROVED the 2017/18 Annual Safeguarding Report.   
 
06/19 Finance and Performance  
6.1 Finance Report - Month 10 
6.1.1 Ian O’Connor, Interim Director of Finance, presented the Month 10 finance position, noting 

that the Trust is reporting a £42.2m deficit YTD excluding Provider Sustainability Fund 
(PSF), in line with expectation. This is adverse to the planned deficit by £1.8m. Debates are 
happening with the CCG and it is expected that the Trust will be back on track by the end of 
Month 11 and will be in the position to deliver its control total of £46.9m at the end of the 
year, which demonstrates significant progress. CIPs delivery has played a significant part in 
achieving this position and the Chief Operating Officers and their teams were thanked for 
their work on CIPs. Capital remains significantly underspent against plan, mainly due to 
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slippage in long term project. These monies are now phased over 2019/20 and 2020/21. 
Cash position is positive.   

 
6.1.2 The Board was significantly assured on the financial position and conveyed thanks 

to the team for the noteworthy progress, noting a greater expectation for 2019/20. 
 
6.2 Finance Committee Report  
6.2.1 Tony Moore, Non-Executive Director and Finance Committee Chair, presented the report of 

the proceedings of the Finance Committee meetings. The report was taken as read.  
 
6.2.2 Tony commented that after five years of chairing the Finance Committee, positive progress 

is now being seen, with the right teams in place, particularly noting the transformation team. 
This position should be maintained and built upon. There is credibility with external 
stakeholders and their belief in the Trust’s ability.   

 
6.2.3 Tony Moore thanked the Board and wished the Trust every success for the future.   
 
6.2.4 The Chairman on behalf of the Board reiterated thanks to Tony for his work at the Trust and 

wished him well for the future.   
 
6.2.5 The Board noted the Finance Committee Report.   
 
6.3 Communications Report  
6.3.1 Glynis Alexander, Director of Communications and Engagement, presented her report, 

which was taken as read. The report covered engagement with staff and stakeholders on a 
number of service improvement projects including running workshops, Clinical Strategy, 
transformation programme and cultural change programme (YATD) - for which a video has 
been developed. Thought is being given to capturing what YATD means to staff and what 
changes have been effected. An action plan is being developed from the staff survey. 

 
6.3.2 There was immense media scrutiny especially over the winter period reporting poor patient 

experiences. These were positively addressed. There were also positive media coverages, 
which included the ‘Grow my Brain’ campaign and provision of dermatology services. The 
Trust has continued to grow its following across all social media channels, with targeted 
advertising on Facebook sponsored by NHS England. Engagement with Governors, 
Members and other stakeholders continued; with the last Members Event recorded as the 
best attended to date which was believed to be due to actions taken following the Members 
survey.   

 
6.3.3 The Chairman thanked Glynis and her team for an excellent job, noting particularly the work 

with the Council of Governors.  
 
6.3.4 The Board noted the Communications Report.   
 
07/19 People 
7.1 Workforce Report   
7.1.1 Leon Hinton, Director of HR and OD presented the workforce report which was taken as 

read. The report covered staffing (permanent and temporary) - including turnover, sickness 
absence rate, temporary staffing spend, appraisal rate and recruitment campaigns; 
statutory mandatory training; and flu vaccination. Since drafting the report, statutory 
mandatory training increased by 3% to 83%, but below the 85% overall target; although the 
85% target was met for some disciplines. The Trust remains significantly lower than the 
NHSi ceiling on agency spend. The Trust met the 75% target for frontline staff flu 
vaccination. The reasons for opting out would be communicated to NHS Improvement. 

  
7.1.2 A question was raised as to whether sufficient actions are being taken to adapt training 

provisions for clinical staff and whether the statutory mandatory training policy is robustly 
applied. It was noted that series of actions are being taken to make this happen, and in 
addition, the agenda for change terms and conditions refresh will require 100% statutory 
mandatory training compliance for incremental pay progression, effective 1 April 2019.  
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7.1.3 It was agreed that an update be presented to the Board on statutory mandatory training in 
its current format, in addition to actions being taken to increase compliance, particularly in 
clinical areas, as the correlation between reporting to Board and increase in uptake was 
noted. The Director of Communications and Engagement would work with Leon on clear 
communications messaging to remind staff. ACTIONS: TB/2019/012-013.  

 
7.2 Equality Delivery System (EDS2) 
7.2.1 Leon Hinton presented for approval, the EDS2 assessment report which is a mandated 

requirement, to help local NHS organisations, in discussion with local partners including 
local populations, review and improve their performance for people with characteristics 
protected by the Equality Act 2010. The EDS2 is structured around four goals and nine 
protected characteristic groups must be compared. This is the second year of reporting on 
the EDS2 and this information is published on the Trust’s website. The Trust’s position has 
improved, reporting 13 developing and five achieving on the EDS2 grades across all four 
goals, compared to last year, when it reported six undeveloped and 12 developing. Overall, 
the Trust has improved its performance since September 2017, but remains at ‘Developing’.   

 
7.2.2 It was suggested using this filter in the development of the Quality Strategy and service 

design. 
 
7.2.3 The Board approved the publication of the EDS2 assessment and task the Equality 

and Inclusion Steering Group to oversee an action plan to take the Trust to 
‘Achieving’ in 2020.        

 
7.3 Gender Pay Gap Report  
7.3.1 Leon Hinton presented for approval the Gender Pay Gap Report, which is a mandated 

requirement under the Equality Act 2010 (Specific Duties and Public Authorities) 
Regulations 2017 for public sector organisations with over 250 employees. This is the 
second year the Trust is reporting and there has been improvement of 1.76% of the median 
and 1.18% of the mean pay gap. However, variation occurs when medical and non-medical 
grades are combined; as the number of men in the medical workforce, particularly 
consultants, is significantly higher and are at the higher end of their payscale compared to 
women. Also, a large cohort of lower paid domestic/ catering roles are predominantly 
women (these services are provided in-house). Overall, there has been an improvement in 
all of the domains. Comparisons with neighbouring trusts and the general situation across 
England show that there is a similar pattern across acute trusts.   

 
7.3.2 The Board received assurance that the Trust has applied the prescribed methodology for 

gender pay and has participated in national initiatives to make improvements. There are 
interventions in place for fair and equitable career progression in clinical and non-clinical 
roles and sufficient actions are being taken to improve the gender pay gap.  

 
7.3.3 The Board approved the publication of the Trust’s Gender Pay Gap Report and 

supporting statement, as set out in the report.   
 
08/19 Assurance Reports   
8.1 Integrated Audit Committee Report 
8.1.1 Mark Spragg, Non-Executive Director and Integrated Audit Committee Chair reported that a 

verbal update had to be given due to the timings of both meetings. The assurance level on 
every category discussed was rated green.    

a) The Internal Auditors’ and local counter fraud reports were discussed.  
i. A comprehensive update was provided by the Chief Pharmacist on home care 

audit as there were gaps on recommended management actions. The Committee 
received assurance that the pharmacy team had responded positively to all 
recommendations 

ii. The Committee reviewed and received assurance on the grouping of high priority 
recommendations made by the internal auditors over the last 12 to 18 months to 
ensure these have been adopted by management and seen through. James 
Devine added that the internal auditors attended the last Executive Group meeting 
to follow up some of the actions arising from the high priority discussion and 
discussion of their internal audit plan  
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iii. The Committee received final reports on financial systems and clinical audit both of 
which were in line with management expectations. 

b) The 2018/19 external audit plan was discussed. 
c) The Committee’s terms of reference and workplan were reviewed and approved with a 

minor amendment to the latter. The terms of reference would be presented to the 
Board for approval in May 2019. 

d) The Committee also reviewed the Board Assurance Framework, gifts and hospitality 
register for the quarter and losses and special payment. 

e) The Committee received an update on laundry; a full report is to be presented to the 
Board in the summer. 

  
8.1.2 The Board noted the Integrated Audit Committee report. 
 
09/19 Policies and Strategies    
9.1 The Consent and Safeguarding policies were withdrawn, as these require prior approval by 

the Executive Group. The policies would be presented at the next Board meeting.  
 
9.2 Freedom to Speak Up Strategy  
9.2.1 James Devine welcomed Chloe Saygili, the newly appointed Freedom to Speak Up (FTSU) 

Guardian and Benn Best, Deputy Chief Operating Officer, who acted as the FTSU Guardian 
whilst the post was being recruited to, and gave a brief outline of the FTSU Strategy. The 
FTSU role is independent and reports into the Chief Executive, with dedicated time to both 
the Chief Executive and Chairman and Non-Executive Director oversight provided by 
Adrian Ward. There is a requirement for reporting to the National Guardian’s Office and the 
Board would receive quarterly reports.  

 
9.2.2 Chloe noted that the aim of the Strategy, which was taken as read, is to make speaking up 

become business as usual. Chloe is supported by seven willing advocates, who work in 
various departments across the Trust and will be trained by the National Guardian’s Office. 
Chloe is also making connections with the Staff Equality Networks and the International 
Nursing Forum to ensure barriers that prevent people from speaking up are identified. 

     
9.2.3 Doreen King registered her support for this role.   
 
9.2.4 The Board approved the Freedom to Speak Up Strategy and thanked Benn Best for 

taking on this role in the interim. 
 
10/19 Other Business  
10.1 Council of Governors’ Update 
10.1.1 Doreen King noted that there were no other specific issues to report on, as all concerns 

had been addressed during the course of the meeting.   
 
10.2 Any Other Business 
10.2.1 There were no matters of other business. 
 
10.3 Questions from members of the public 
10.3.1 There were no questions from members of the public.   
 
011/19 Date and time of next meeting  
11.1 The next Board Meeting in Public will be held on Thursday, 2 May 2019 at 12.30pm in the 

Trust Boardroom, Post Graduate Centre, Medway NHS Foundation Trust.  
11.2 The meeting closed at 15.52pm.   
 

These minutes are agreed to be a correct record of the Trust Board Meeting in Public of 
Medway NHS Foundation Trust held on 7 March 2019 

 
Signed ………………………………………….. Date ………………………………… 

Chair 
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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

10-Jan-19 TB/2019/002 Integrated Quality and Performance Report
Detailed discussion at the Quality Assurance Committee 
on the challenges of mixed sex accommodation and the 
way forward.

02-May-19 Karen Rule
Director of Nursing 

Due in May.
This matter will now be considered at the June 
Quality Assurance Committee development 
session

Amber

07-Mar-19 TB/2019/007 Action Log
Address the effects of pharmacy on patient flow for 
discharge

02-May-19 Harvey McEnroe 
Chief Operating Officer Integrated and 
Unplanned Care

Due in July.
White

07-Mar-19 TB/2019/008 Chief Executive’s Report
Consider how to capture and replicate the achievement 
of the midwifery department to other departments

02-May-19 Karen Rule, Director of Nursing 
Gurjit Mahil, Chief Operating Officer, 
Planned Care 

Update to be provided at the meeting

07-Mar-19 TB/2019/009 Sustainability and Transformation Plan Update
Liaise with Jon Billings to ensure the risks on the STP as 
shown within the BAF have captured all areas

02-May-19 James Lowell
Director of Planning and Partnership 

Update to be provided at the meeting

07-Mar-19 TB/2019/010 Integrated Quality and Performance Report
Produce a heat map where falls and pressure ulcers are 
recurrent.  

02-May-19 Karen Rule
Director of Nursing 

Nursing and midwifery scorecard produced 
monthly - key nurse sensitive indicators by ward 
(including falls and pressure ulcers).

Green

07-Mar-19 TB/2019/011 Safe Working Hours Annual Report  
Give consideration to producing a consolidated picture of 
the medical workforce to ensure that workforce is fit for 
purpose. 

02-May-19 Dr David Sulch
Medical Director 

Due in July.

White

07-Mar-19 TB/2019/012 Workforce Report 
Provide an update on statutory mandatory training in its 
current format, in addition to actions being taken to 
increase compliance

02-May-19 Leon Hinton
Director of HR and OD 

Noted within the workforce report.

Green

07-Mar-19 TB/2019/013 Workforce Report 
Work with the Director of Communications and 
Engagement on a communications message to remind 
staff to complete statutory mandatory training.

02-May-19 Leon Hinton
Director of HR and OD 

This has been actioned.
Propose for closure

Green

Agenda Item: 3.2 
Date: Thursday, 02 May 2019 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 – May 2019 

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. 

 

In and around Medway 

Following a period in which the Trust has been challenged by increased attendance and high 
levels of acuity, we are beginning to see improved performance across our constitutional 
standards. 

Over winter, along with most other hospitals, we saw longer waits in the Emergency 
Department than we would wish, and we have apologised to patients for this through the 
media. More recently we have seen better performance against the four-hour target in ED, 
and we are now working hard to ensure this is consistent. 

We are also anticipating a continued improvement in relation to the breast cancer two-week 
wait standard, which is the other area in which we have been disappointed by reduced 
performance. We have instigated an independent review into the drop in the number of 
patients being seen within two-weeks, which is due to report in the near future. Meanwhile, 
we have seen a significant improvement over recent weeks. 

Transformation 

We are currently finalising clinical, quality and workforce strategies which give direction to 
the future of the hospital. We have also created a fifth strategic objective – high quality care 
– which now sits alongside the four objectives we have focused on for the past two years, 
namely integrated healthcare, innovation, financial stability, and our people.  

Meanwhile, transformation projects range from improving flow through the hospital to reduce 
unnecessary delays, to reviewing and redesigning outpatients services, to changing 
processes in pharmacy to increase efficiency. 

We have reviewed our processes in ED to increase the number of patients seen and treated 
within four hours. We now stream patients at the ‘front door’ so that an increased number of 
patients who do not need to be seen in ED are referred to MedOCC (27.49 per cent in 
March). 

In November 2018 we opened a new Acute Frailty Unit in Sapphire Ward. This ensures that 
some patients are admitted more quickly and are treated by appropriate specialists on hand. 
Around 400 patients have been discharged since the unit opened. 
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We have a continuous improvement training programme – yellow belt and white belt – which 
is increasing the capability of our own staff to lead improvements and this is now seeing 
results. 

Pharmacy is one of the areas where we have seen best engagement from staff; teams have 
embraced the challenge to transform and come up with improvement ideas which have led 
to improved ways of working 

Work continues to develop a brand new culture at the Trust and more than 1,500 members 
of staff have attended sessions so far. As part of our commitment to embedding the 
programme throughout the organisation, we have begun to provide YATD training at all Trust 
induction sessions. The content mirrors that of the regular staff sessions. 

A review of outpatient services is underway in conjunction with our colleagues at the CCG. 
We aim to transform how we provide outpatient services – ensuring patients can be seen in 
the right place without unnecessary delays. Rheumatology is the first service to be reviewed. 

Our focus for the next year will be on four key areas: flow and operational resilience, service 
transformation, theatres utilisation and financial recovery. 

 

Stroke review  

The preferred option for the location of hyper acute stroke units (HASUs) in Kent was 
approved in February 2019 by the Joint Committee of CCGs. The Trust was very 
disappointed not to be included in the preferred option. Medway councillors have referred 
the decision to the Secretary of State. However, we continue to do our best for stroke 
patients and continue to improve services with a view to transferring an excellent service in 
the future. 

North Kent Dermatology Service 

Last year the Trust gave notice to Medway CCG of our plans to discontinue the dermatology 
service from 1 April 2019, and this change has now taken place. I would like to thank our 
dermatology staff for their hard work over the years and wish them the very best of luck for 
the future. I know they will continue to provide first-class community-based care for the 
people of Medway and Swale. 
 
EU exit 
 
The Trust has been closely following national guidance on the EU exit, and established a 
working group to ensure the hospital is well prepared when the time comes for the UK to 
leave the European Union. Although it is not yet clear when this will be, we will continue to 
make preparations and keep our staff informed of any updates. 
 
 
Further afield 
 
Pilot sites for new A&E targets 

NHS England has selected 14 hospital trusts to test new accident and emergency standards 
which could replace the four-hour target. The participating trusts for the trial, which will start 
during May, were confirmed at the beginning of April. NHS England said the cohort 
represents a range of geographies and performance against the current A&E standard. 
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New chief executive for SECAmb 

South East Coast Ambulance Service has announced that Philip Astle, a former army officer, 
is to be its new chief executive of South East Coast Ambulance Service. Mr Astle, who 
previously served in Afghanistan as a strategist and planner for operations, will take up his 
new role in September to replace Daren Mochrie, who is moving to the North West 
Ambulance Service Trust after two years at SECAmb.  

Organ Donation Bill 

A new system for organ donation that will save hundreds of lives has come into law, with the 
Organ Donation Bill receiving Royal Assent on 15 March.  

The Organ Donation Act will mean adults in England will be considered potential donors 
unless they chose to opt out or are excluded. This is very much welcomed by our own Organ 
Donation Committee, who discussed the implications at their recent meeting. 

Changes to the way consent is granted will take effect in 2020. Before this happens, the 
government will launch a public awareness campaign which we will promote to make sure 
people understand the new system and the choices they have. 
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Report to the Board of Directors  
Meeting Date: Thursday, 02 May 2019          Agenda Item: 4.3(i) 

Title of Report  Sustainability and Transformation Plan Update 

Prepared By Diana Hamilton-Fairley, Director of Strategy 

Lead Director Diana Hamilton-Fairley, Director of Strategy 

Committees or Groups 
who have considered 
this report 

Not Applicable 

Executive Summary This update includes the following 
1. Proceedings of the Programme Board 
2. An update on the Sustainability and Transformation Plan 

(STP) operational plan and budget for 2019/20 
3. Development of the Integrated Care System / Strategic 

Commissioner 
4. Stroke Programme 
5. Care Quality Commission (CQC) / Ofsted special educational 

needs and/or disabilities (SEND) report for Kent. 
 

Resource Implications STP Budget allocation from Medway Foundation Trust (MFT), via 
the Director of Finance and Chief Executive. 

Risk and Assurance Not Applicable 

Legal 
Implications/Regulatory 
Requirements 

Not Applicable 

Improvement Plan 
Implication 

Not Applicable 

Quality Impact 
Assessment 

Not Applicable 

Recommendation The Board to: 
i. Note the report; 
ii. Identify issues it wishes to be represented to the Programme 

Board. 

Purpose and Actions 
required by the Board  

 

Approval         Assurance         Discussion        Noting 
     ☐              ☐            ☒           ☒             
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 EXECUTIVE OVERVIEW 1
 
1.1 This paper includes an update for the Board on the following items 

a) Proceedings of the STP Programme Board 
b) The STP budget and forecast for 2019/20 
c) The plans for the long term plan submission for 2019/20 
d) The progress on the development of the Integrate Care System (ICS) / Strategic 

Commissioner 
 

1.2 The Board is asked to note the items in this paper and identify issues it wishes to be 
represented to the Programme Board. 

 PROCEEDINGS OF THE STP PROGRAMME BOARD 2
 
2.1 The meeting was held on 4th April 2018. The items discussed were: 

Programme Initiation Document (PID) for the development of the Integrated Strategic 
Commissioner and the 4 Integrated Care Partnerships in Kent and Medway 

2.1.1 It is proposed that the current eight Clinical Commissioning Groups (CCGs) 
commissioning function should be united into a single strategic commissioner for 
Kent and Medway. This is a large and complicated transformation as there is a desire 
to maintain local flexibility. The PID will be the reference document for the 
programme:  
a) Reaffirms the vision, case for change and model under discussion (recognising 

further work to develop these is required as part of the programme)  
b) It brings together work to date  
c) Scopes the work going forward and how this will be undertaken  
d) Identifies roles and responsibilities across the system 
e) Outlines governance arrangements  
f) Identifies benefits (against the objectives and case for change) and defines how 

these will be measured. 
 
2.1.2 The development of the Integrated Care partnerships (ICPs) and the Primary Care 

networks form a key platform for this work. The final PID is coming to the 7th May 
Programme Board. 

Report from the Health and Care Analytics Board (HaCAB) 
2.1.3 The SHCAB which is housed by East Kent Hospital University NHS Foundation Trust 

(EKHUFT) has been meeting for 15 months and is very well supported and attended 
by all providers and commissioners. Through a regional Analytics Strategy, the 
development of a Joint Data Controller arrangement and a programme of workforce 
development with local universities there is significant momentum to develop an 
internal analytical capability within the region.  

 
2.1.4 The ToR for the Board were presented and its aims are to: 

a) Inform the planning, implementation and evaluation of population health strategy 
on behalf of the Kent and Medway STP Programme Board and its work-streams. 
It will support the development of analytical services to inform the organisation of 
the ICS, ICP and GP Networks; 

26 of 309



 

Report to the Board of Directors  

 
 

b) Support the STP Programme Board in the delivery of projects; 
c) Lead the use of data to improve the lives of Kent and Medway residents, 

generating a national reputation for excellence in analytics;  
d) Create a robust and flexible framework to improve the quality of patient and 

citizen information for the benefit of Kent and Medway residents and the health 
and care organisations who serve them; 

e) In relation to research activities including, but not limited to, ‘approved medical 
research’ the Board will:  

i. Commission activity identified by the STP Clinical and Professional Board 
as being in the public benefit  

ii. Put in place appropriate processes to enable investigator-initiated (i.e. non-
commissioned) research utilizing data held within the region known as the 
‘Kernel’ 

iii. Oversee reporting from the Database Ethics Committee established by 
Kent University and EKHUFT; 

f) Provide governance and oversight functions to these activities. 
 

Systems Leadership Support for the STP 
2.1.5 The NHS across Kent and Medway have been considering for some time how best to 

use support provided by NHS through the Leadership Centre as part of a national 
Urgent and Emergency Care initiative. Recent meetings with Paul Bentley, Chief 
Executive of the Kent Community Trust and member of the Provider Forum and also 
members of the STP Programme Board have focused thinking on a twin track 
approach including a strand of senior leadership development for Provider Trusts 
alongside support for the emerging ICS and ICPs. Further along, this twin track 
approach is likely to contribute to joint system leadership work and support to 
develop local systems. A broad interpretation of the Urgent and Emergency Care 
initiative has been taken which sees these 2 interventions as ultimately yielding 
results throughout the whole health and care system. Financial and resource 
implications are limited to the amount of time required of leaders and stakeholders to 
participate in the programme. The Board was asked to: 
a) Endorse the Proposal to engage with stakeholders to ascertain views on current 

integrated systems and observable values and behaviours to inform a series of 
interventions that will strengthen relationships in the move towards an ICS; 

b) Agree to participate in individual interviews and two development workshops 
between May and September designed to explore, refresh and build an effective 
whole system culture; 

c) Endorse the relationship between this work and a parallel strand working with 
Chairs and Chief Executives of Kent and Medway Provider Trust Forum. 

 UPDATE ON 2019/20 OPERATIONAL PLAN AND 2019/20 BUDGET  3
 
3.1 2019/20 Operational Plan 

 
3.1.1 An update on STP budget development for 2019/20 was presented at Programme 

Board. It covered the STP coordinating approach to NHS Operational Planning and 
the system response to the Long Term Plan.  

 
3.1.2 A specific requirement of the 19/20 plan is for CCGs to show an increase in 

investment in mental health services, in line with the Mental Health Investment 
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Standard (MHIS). A working group including finance leads from each CCG is 
currently reviewing both 2018/19 spend and 2019/20 proposed spend to ensure the 
standard is met. It was suggested that mental health spend within primary care, 
social care public health (prevention and wellbeing) and the Kent Police Service 
should also be considered.  

 
3.1.3 The final system operating plan submission is still due on 11 April, however the 

primary care strategy submission has been pushed back to autumn 2019. Michael 
highlighted that obtaining analytics support for planning is an ongoing challenge. 

 
Financial position of Kent and Medway System 

3.1.4 A summary of the Kent and Medway STP Month 10 financial position for 2018/19 
was presented. This month’s report included a breakdown of the financial position by 
emerging ICP area, as requested at the March meeting.  

 
3.1.5 There is a year-to-date planned deficit of £75m. The year-to-date actual position is 

£134m which is £59m behind plan. The month 10 figures include actual Provider 
Sustainability Fund (PSF) / Commissioner Sustainability Fund (CSF) earned of £20m. 
The year-end planned deficit for the STP is £77m. The year-end forecast position is a 
£158m deficit. The STP is forecasting a year end deficit versus plan of £80m, as at 
M10. 6.3. The member for NHS England felt that the Kent and Medway position was 
consistent with the national picture, however the position needs to be stabilized as 
there are some areas across Kent and Medway that are in financial decline. 

 STROKE PROGRAMME 4
4.1 The Kent Health Overview and Scrutiny Committee (HOSC) considered the proposal for 

three Hyper Acute Stroke Units (HASUs) at its meeting in March. It has released a statement 
raising concerns for the care of patients in Thanet and disputing some of the fundamental 
theses on which the decision was based (the ability to recruit staff in Thanet). It has therefore 
asked that the NHS consider and respond to these comments and report these back to the 
Committee ahead of a final determination as to whether or not to refer the decision of the 
Joint Committee of CCGs (JCCCG) to the Secretary of State, on the grounds that the 
proposal is not considered to be in the best interests of the health service in the area. 
 

4.2 Medway Council has written to the Secretary of State for Health, asking him to refer the 
decision of the Joint Committee of the CCGs in Kent and Medway to the Independent 
Reconfiguration Panel in order to undertake an objective evaluation as to whether the 
Decision is in the best interests of the health service. The Council has also commissioned an 
external expert to provide an objective review of the preferred option.  

 
4.3 The STP is continuing to progress the Business Plan and implementation of the preferred 

option. 

 CQC / OFSTED report on Kent SEND services 5
5.1 The report has raised concerns about several aspects of the care provided to children with 

special needs across the county. This included services provided by the Council, community, 
mental health and the acute sector. Whilst Medway had a review last year and fewer 
concerns were raised there was a commonality across the two reports. The STP has 
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therefore identified Children’s services as an area that requires the urgent development of a 
strategy to improve services. This work is being led by Rachel Jones and the programme of 
work will be presented to the Programme Board in June. 
 

 RECOMMENDATION 6
6.1 The Board is asked to note the content of this report and to identify issues it wishes to be 

represented to the Programme Board. 
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Report to the Board of Directors  
Meeting Date: Thursday, 02 May 2019              Agenda Item: 4.3(ii)  
Title of Report  Transformation programme update 

Prepared By Jack Tabner, Associate Director of Transformation 

Lead Director James Lowell, Director of Planning and Partnerships 

Committees or Groups 
who have considered 
this report 

Transformation Assurance Group 
Transformation Operational Board 

Executive Summary The portfolio of transformation programmes continues to gather 
pace across the Trust. The paper includes: 

 A final delivery report on the Cost Improvement Programme 
(CIP) for 2018/19 

 A look ahead to the 2019/20 CIP  
 An overview of the 6 priority transformation programmes 

prioritised for 2019/20 
 An overview of one of these six programmes: The Best Flow 

Programme. 
 
Cost Improvement Programme 
 
Month 12 report – 2018/19 
 
As at Month 12 (March), Year-To-Date actual CIP delivery for 
2018/19 was £21.0m, achieving the target for the financial year. This 
is an increase of £2.3m from the £18.7m reported at M11. Delivery 
breaks down as follows: 

 Recurrent: £20.8m (against £15m target) 
 Non-Recurrent: £0.2m (against £6m target) 

2019/20 CIP Programme 
 
As part of the Trust’s effort to deliver next year’s control total, the 
2019/20 Cost Improvement target is £18.0m. As at 17th April, 93 
schemes with a target value of £21.3m have been identified. 
 
Clearly, there is no let-up in the need for financial improvement. As 
part of the Trust’s Best In Class strategy, efficiency work with clinical 
teams must focus first and foremost on quality of care and patient 
safety. 
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Transformation portfolio 
 
Portfolio confirmed 
 
6 programmes have been prioritised for 2019/20, each with a Senior 
Responsible Officer (SRO) from the Executive Team: 
 

1. The Best Flow Programme 
2. Service transformation 
3. Theatres utilisation 
4. System Financial Recovery 
5. Admin and Clerical Review 
6. Quality Improvement 

 
Milestones, benefits, Key Performance Indicators have been 
described for each programme, to be overseen by the newly 
established Transformation Operational Board. 
 
Financial savings (CIPs) have also been aligned to these 
programmes to ensure accurate reporting and sufficient oversight. 
 
7 enabling strategies have also been confirmed, including Business 
Intelligence, Culture and Continuous Improvement. 
 
Highlight reports from the core programmes will be submitted to the 
Trust Board to provide assurance of delivery against the agreed 
objectives. 
 
Scheduled deep dives will also be arranged for each programme. 
 
The Best Flow Programme 
 
Tackling long stays in hospital will reduce risks of patient harm, 
disability and unwarranted cost. 
 
We are therefore launching one of the largest improvement 
programmes we have ever undertaken at Medway. The programme 
will seek an external partner to accelerate the changes needed. 
 
The programme is made up of four modules: 

1. One Version of the Truth 
2. Operational Resilience 
3. Medical Model 
4. Flow ownership – engagement, leadership, capabilities 

 
The programme has kicked-off with several listening events and 
some immediate operational changes. 
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Resource Implications The paper provides an update on the level of CIP identified at the 
directorate level and has implications for monthly budgeting 
 
Where additional resource is requested to support transformation 
projects/programmes, this is done via the usual Business Case 
process 

Risk and Assurance 
 

The level of risk attached to individual schemes is monitored daily by 
the Programme Management Office (PMO), and the forecast is 
presented as a range to reflect the nature of this. CIP Delivery is a 
primary focus of the Director of Financial Improvement currently in 
post at the Trust as part of our Mandated Support regime 

Legal 
Implications/Regulatory 
Requirements 
 

CIP delivery is essential for overall delivery of the Trust’s control 
total. Non-delivery of the control total could result in the Trust being 
placed into a Financial Special Measures regime. 

Improvement Plan 
Implication 
 

Not Applicable 

Quality Impact 
Assessment 
 

All schemes and transformation programmes should be assessed 
for quality impact using the CIP governance and Quality Impact 
Assessment (QIA) process, overseen by the Medical and Nursing 
Directors. 

Recommendation 
 

To note the contents of the report. 

Purpose and Actions 
required by the Board  

 

Approval         Assurance         Discussion        Noting 
 
     ☐              ☒            ☒           ☒   
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Associate Director of Transformation 
 

Transformation programme update 

34 of 309



Transformation Team 

• The 2018/19 financial year was the first 
year we invested in an internal 
Transformation Team as we looked to 
put an end to reliance on external 
consultancies and more traditional 
hospital PMO approaches 
 

• The team is made up of individuals from 
a range of different backgrounds – all 
united by a genuine commitment to 
making Medway brilliant 
 

• The work of the team makes up the 
Better, Best, Brilliant transformation 
portfolio 
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In 2018/19, the team focused on 5 
things 

1. Supporting operational and clinical teams deliver 
their cost improvement targets and to become more 
efficient (detail provided in the Finance section) 

2. Reviewing the clinical services we provide on the 
Medway Maritime site as part of our Portfolio 
Review 

3. Setting up cross-hospital programmes of 
transformation work, for instance the work to improve 
streaming through the ED, to develop our frailty unit 
and to develop our pre-habilitation service 

4. Training teams in continuous improvement and 
how to deliver change projects (what we refer to as 
‘Yellow Belt’) 

5. Launching the culture improvement programme, 
which began with the You Are the Difference 
sessions for staff at all levels (more on this in the 
Cultural Change section) 
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In 2019/20, we will continue what 
we have started 
1. Supporting clinical teams to become Best In Class – 

delivering brilliant outcomes, consistently maintaining 
high quality care, and maximising value for money 

2. Putting the Trust’s clinical strategy into action – 
working to re-design services as part of the Trust’s 
journey to become a designated Specialist Emergency 
Centre by 2020 

3. Delivering x6 large-scale cross-hospital 
programmes of transformation work - one of our 
flagship programmes, The Best Flow Programme, is 
described on the next few slides 

4. Building our continuous improvement capability 
internally to become a ‘learning organisation’, within 
which we can sustain improvement for years to come 

5. Deliberately tackling the problems with the working 
environment for our staff and inspiring and energising 
teams to help us collectively improve the culture at 
Medway 
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Purpose of this paper 

1. Provide: 

A. A final delivery report on the 2018/19 Cost 
Improvement Programme 

B. A look ahead to the 2019/20 Cost Improvement 
Programme 

2. Share the priority transformation programmes for 
2019/20 

3. Give an overview of the Best Flow Programme 
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Cost Improvement Programme 
On a page 

2018/19 
delivery 

2019/20 
plan 

Transformation 
BRAG 
rating 

In 2018/19, total CIP 
delivered: 

£21.0m 
Plan achieved 

 
Recurrent: £20.8m (against £15m target) 

Non-Recurrent: £0.2m (against £6m target) 

CIP Target £18.0m 
As at 17th April, 93 
schemes with a 
target value of  
£21.3m have been 
identified 

£21.3m 

Of the £18m identified 

£9.2m  

£18.0m 
Target 

Up by £2.3m from £18.7m in M11 

Is the target value of 12 schemes which align to 
the 6 Transformation Programmes prioritised by 
TOB for 2019/20 e.g. theatres, outpatients, 
medical model re-design, escalation ward closure 

Identified schemes 

R £1.2m (5%) 

A £1.0m (5%) 

G* £12.9m (63%) 

B £6.2m (27%) 

According to PMO BRAG status: 

*Goal / Method / Outcome reviews 
of PIDs for Green schemes ongoing 
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As at Month 12, £21.0m has been 
delivered in CIP 

M12 YTD Actual delivery is £21.0m. In month, the Trust delivered £2.4m. 

This has increased by 13% from £18.7m reported in Month 11 and is favourable to Month12 
plan by £0.06m. Non Recurrent: 99% (£20.8m) ; Recurrent: 1% (£0.2m). This is favourable to 
the £15m Recurrent and £6m Non-Recurrent target set by NHS Improvement. 

Directorate Split

Unplanned 

Care

(£'000)

Planned Care

(£'000)

Corporate

(£'000)

Estates

(£'000)

Totals

(£'000)

Target (10,100) (8,174) (2,021) (726) (21,021)

CIP Budget as % of Expenditure Budget 7.0% 7.0% 3.1% 6.9%

Identified (7,158) (10,094) (2,327) (1,442) (21,021)

Unidentified (2,942) 1,920 312 716 0

% Identified to Target 71% 123% 115% 199% 100%

YTD Target (10,100) (8,174) (2,021) (726) (21,021)

YTD Actual (7,158) (10,094) (2,327) (1,442) (21,021)

YTD Variance (2,942) 1,920 306 716 0

YTD % Delivery 71% 123% 115% 199% 100%

2018/19 CIP Forecast vs Target Month 12
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Breakdown of the £21m delivered 

• 61% of the 2018/19 CIPs relate to 
Workforce e.g. temporary staffing, 
vacancy controls, corporate staff 
savings 

• 20% relate to ‘Productivity’ (note: 
this is inflated by the Orthopaedic 
insourcing scheme) 

• Procurement CIPs represent 6% 
of the plan 

• Pharmacy savings represent 5% of 
the CIPs delivered 

• 3% of the CIP programme in 
2018/19 was Diagnostics e.g. 
efficiencies derived from the mobile 
MRI scanner 

Pay Non Pay Income Total

R -£12,068 -£7,831 -£916 £20,815

NR £205 £0 £0 £205

Total -£11,863 -£7,831 -£916 £21,02042 of 309



2018/19 Cost Improvement 
Programme 

 
 
• Delivery from Month 1 
• CIP aligned to transformation 

programmes, therefore fewer 
schemes 

• Stronger QIA process – including 
for CIPs being removed from the 
plan 

• Earlier warning for off-track 
schemes – milestone / KPI tracking 

• Earned autonomy for Confirm & 
Challenge 

• Making use of Yellow Belts 
 

 

 

EVEN BETTER IF…  
 
• Target focus – £21.0m, 6.9% 
• Temporary Staffing daily reporting 
• Board-level engagement with CIP 
• Improved PMO and Finance grip 

and control 
• Improved use of Aspyre – single 

version of the truth 
• Enhanced reporting and 

documentation 
• Use of Model Hospital (Estates, 

Pharmacy) 
• Confirm & Challenge approach 

 

WHAT WENT WELL… 
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We are now in Delivery 

Set targets 

Identify 
opportunity 
areas and 
complete QIAs 

Fully scope CIP 
schemes and 
quantify impacts 

Prioritise effort 
and set up to 
deliver 

Monitor delivery 

Activity 

• Budget-setting 
(Finance) 

• Provide targets 
at Programme-
level: 

• Apply % to 
corporate areas 

• Calculate 
balance to FYE 
of 18/19 
recurrent 
schemes 

• Hold workshops 
with Directorates 
to identify plans 

• Refresh 
opportunities in 
the Model Hospital 
and share insights 
tool 

• Review Aspyre 
‘ideas’ to re-visit 

• Complete QIAs 
• Assign owners and 

clarify roles 

• Complete CIP 
documentation in 
Aspyre 

• Milestones, PID, 
Risks, Programme 
Board sign-off 

• Quantify schemes 
with Finance BP 

• Phase throughout 
the year with 
Finance BP 

• Assess gaps 

• Identify 
schemes for 
dedicated 
support 

• Identify 
additional 
capacity / 
capability needs 

• Enter delivery 
mode and 
routine 
reporting cycle 

• Confirm & 
Challenge 

• Ongoing PMO 
support 

• Monitor 
slippage / 
under-delivery 

• Highlight 
reports from 
Aspyre for off-
track schemes 

• Counter-
measure 
summaries 

1 2 3 4 5 

44 of 309



Scheme identification – by Directorate 

Target: 

£7.2m 

Identified: 

£7.2m 

Gap: 

£0.0m 

Target: 

£7.2m 

Identified: 

£6.3m 

Gap: 

£0.9m 

Target: 

£2.1m 

Identified: 

£6.1m 

Gap: 

£0.0m 

Target: 

£1.4m 

Identified: 

£1.4m 

Gap: 

£0.0m 

Planned Care 

CIP Schemes identified as at 17th April; includes BTFYE of 18/19 schemes 

Unplanned Care Corporate E&F 

R £0.67m (9%) 

A £0.08m (1%) 

G £6.10m (86%) 

B £0.03m (3%) 

R £0.23m (4%) 

A £0.00m (0%) 

G £5.85m (92%) 

B £0.25m (4%) 

R £0.26m (4%) 

A £1.00m (16%) 

G £0.57m (9%) 

B £4.30m (70%) 

R £0.00m (0%) 

A £0.00m (0%) 

G £0.25m (15%) 

B £1.41m (85%) 

R Scheme identified & initial QIA completed 

A R + All sections completed on Aspyre, including Finance sign off 

G All documentation completed and QIA signed off 

B Full assurance and re-assurance that scheme saving from start date 

Documentation status –  Key 
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Delivery profile for 2019/20 

Goal / Method / Outcome review 
of Green schemes ongoing 46 of 309



Control processes in place 

CIP Monitoring Report  
 

Finance Business Partners  

Counter Measure Summary (CMS) 
 
PMO 

Vacancy Control 
Framework 
 
Local to 
directorates 

Improved reporting 
roles and 
responsibilities 
 
PMO & FBPs 
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2. TRANSFORMATION 
PROGRAMME  
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Integrated Assurance 
Meeting 

Trust Board 

Executive Team 

Transformation Operational Board 
Fortnightly 

Flow 
Service 

transformation 
Theatres 

utilisation 

System 
Financial 
Recovery 

Admin & 
Clerical Review 

Quality 
Improvement 

TAG 

Transformation programmes 

Comms & 
Engagement 

Estates 
Systems 
working 

Continuous 
Improvement 

Digital 
Business 

Intelligence 

Enabling strategies 

Medway & Swale 
Transformation Board 

SRO: HMc SRO: DHF SRO: GM SRO: IOC SRO: LH SRO: KR 

JPMO 

SRO: GA SRO: GL SRO: JL SRO: KR SRO: MW SRO: JL 

Workforce, 
Culture & 

OD 

SRO: LH 

19/20 portfolio and governance: 
6 programmes, 7 enabling strategies 
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Flow 
Service 

transformation 
Theatres 

utilisation 

System 
Financial 
Recovery 

Admin & 
Clerical Review 

Quality 
Improvement 

Transformation programmes 

SRO: HMc SRO: DHF SRO: GM SRO: IOC SRO: LH SRO: KR 

6 cross-hospital programmes 

• ‘One Version 
of the Truth’ 
 

• Operational 
resilience 
 

• Medical model 
 

• ‘Flownership’ 
 

• Frailty village 
 

• Urgent 
Treatment 
Centre & 
Integrated 
Discharge 
System 

• Portfolio of 
services review 
and service by 
service 
strategy 
development 
 

• Outpatients: 
o Utilisation 
o Income 
o Re-design 
o Digital 

 
• Cancer deep 

dives 
 

• Medicines 
optimisation 
 
 

• Right 
procedure, 
right setting 
(Theatres and 
Day Case) 
 

• Late starts and 
touchtime 
 

• Scheduling and 
avoidable 
cancellations 
 

• Right 
procedure, 
right product 
(Procurement) 
 
 

• Best In Class 
strategy 
 

• CIP and QIPP 
delivery 
 

• Joint Variation 
Network and 
future finance 
model 
 

• MFT finance 
transformation 
e.g. SLR 
 

• Elective Care 
options 
appraisal 

• Review 
management 
arrangements 
per function 
 

• STP shared 
service 
opportunities 
 

• EDRMS 
completion 
 

• Clinical support 
process review 
 

• Corporate 
process review 

• Local Trust 
quality 
priorities 
 

• Continuous 
and Quality 
Improvement 
system 
 

• CQUIN and BPT 
 

• Getting It Right 
First Time 
 

• CQC 
preparedness 
and action plan 
 
 

Projects 

Grey text indicates joint working with system partners via JPMO and shared oversight with Medway & 
Swale Transformation Board 
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Forward look for the Transformation 
Operational Board 

Mobilise TOB 
Review 4 core 
strategies 

Agree indicators 
against strategic 
objectives 

Confirm priority 
programmes and 
enabling strategies 

Standardise 
reporting and 
cadence 

Activity 

• Terms of 
Reference 

• Ways of working 

• Programme 
methodology 
statement 

• SRO role card 

• Finalise strategy 
documents 

• Board Development 
Day to collate and 
review 

• Agree priorities for 
19/20, 20/21, 21/22 

• Develop clear 
indicators against 
strategic objectives 

• Ensure indicators can 
be broken down over 
time and understood 
Board to ward 

• Confirm programmes: 
scope, objectives, 
timeframes 

• Confirm enabling 
strategies (as above) 
and interface with 
programmes via 
workshop 

• For confirmed 
programmes, 
standardise TOB 
reporting expectations 
and documentation 

• Fortnightly rhythm of 
exception reports 
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3. THE BEST FLOW PROGRAMME 
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Did you know…? 

• A stay in hospital over 10 days leads to 10 years of muscle ageing for some people who are 
most at risk  
 

• 35% of 70-year-old patients experience functional decline during hospital admission in 
comparison with their pre-illness baseline; for people over 90 this increases to 65% 

 
• 25% of admissions and 50% of bed days do not require an ‘acute’ hospital bed as these 

patients’ medical needs could be met at a more appropriate, usually lower, level of care 
 
• 39% of people delayed in hospital could have been discharged using different, usually lower 

dependency, pathways and services more suited to meeting their assessed needs 
 
• Up to half the reasons why patients are not discharged earlier are under the direct control 

of the hospital itself and often relate to ineffective internal assessment processes, lack of 
decision-making and poor organisation of care management 
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Tackling long stays in hospital will reduce risks 
of patient harm, disability and unwarranted 
cost 
• Unnecessarily prolonged stays in hospital are bad for patients: unnecessary waiting, sleep 

deprivation, increased risk of falls and fracture, prolonging episodes of acute confusion (delirium) 
and catching healthcare-associated infections. All can cause an avoidable loss of muscle strength 
leading to greater physical dependency (commonly referred to as deconditioning). 

• Tackling long stays in hospital will reduce risks of patient harm, disability and unwarranted cost, 
particularly for those who are intrinsically vulnerable – elderly patients with complex needs, which 
we have a large number of in Medway. 

• We do this by improving patient ‘flow’: from the Emergency Department, door, through our 
assessment units and wards, and by improving our discharge processes so patients can return 
home, if possible, or be transferred somewhere that better suits their needs 

• This is not easy and relies upon a coordinated effort from whole teams of Doctors, Nurses, AHPs, 
Operational Managers, Bed Managers, Business Intelligence experts, Project Managers, 
Commissioners, Community Providers, Care Homes, patients and their families – every day – and 
every minute counts! 

Introducing The Best Flow Programme… 
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We are launching one of the largest improvement 
programmes we have ever undertaken at Medway 

This continues what we have started and learns from some of the most productive and 
efficient hospitals in the world 

Complex change programme – we will be seeking 
some external support to accelerate our progress 

before next Winter 

No Place Like Home 
campaign 

Clear messages to patients 
and families will be crucial to 
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And what will improving flow mean for 
patients and staff? 

Avoiding ambulance queues 

Less ‘crowding’ in the Emergency Department 

More patients treated and sent home the same day 

Only patients that need to be admitted to an acute inpatient ward are admitted – preserving our bed 
capacity for those that need it most 

An end to routine use of our escalation beds – stopping the need to stretch our teams to cover 
more ward areas than they are able to safely 

Fewer ‘outliers’ i.e. patients are treated in the right places by the right teams – making the best use of 
expertise and specialist skills 

No ‘medically fit’ patients waiting longer than a day to go home 

A more regulated and controlled daily and weekly pattern of working 

A collaborative effort between the hospital and community services; support is in place and 
actions are taken before care is compromised 
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Report to the Board of Directors  
Meeting Date: Thursday, 02 May 2019               Agenda Item: 5.1 

Title of Report  Integrated Quality and Performance Report 

Prepared By Karen Rule, Director of Nursing  

Lead Director Karen Rule, Director of Nursing 
Dr David Sulch, Medical Director 
Gurjit Mahil, Chief Operating Officer, Planned Care 
Harvey McEnroe, Chief Operating Officer, Unplanned Care 
Leon Hinton, Director of HR and OD 

Committees or Groups 
who have considered 
this report 

Executive team 
Directorate and Programme leadership teams 

Executive Summary This report informs Board Members in the form of a dashboard 
report of February 2019 operational and quality performance across 
key performance indicators.  

February 2019 was again a busy month for the Trust. To meet 
demand escalation beds were open throughout the month which 
resulted in bed occupancy of 100%. As in previous months staff 
demonstrated commitment to maintain patient safety by working 
flexibly.  

The Trust continued to work with system partners to manage 
demand and to deliver more efficient and effective discharge 
pathways and achieved a reduction from previous month in both 
elective and non-elective length of stay, however was unable to 
meet trajectories for the constitutional standards. Of particular 
concern is the Cancer 2 week wait performance. This is reported 
separately for Trust board.   

The Trust cancelled 51 elective operations on the day of surgery; no 
urgent operations were cancelled for a second time. Established 
processes for clinical patient reviews remain in place and provided 
assurance that the cancellation did not result in patient harm and the 
Trust acknowledged and apologised for the detrimental impact this 
had on patient experience. Regular contact was maintained with 
patients to ensure their operations were scheduled at the earliest 
opportunity. 

An increase in patient falls resulted in the Trust reporting above the 
national average for the first time since March 2015. There is a 
correlation with the increase in activity and patient demand in acute 
areas and targeted actions were implemented which are expected to 
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Report to the Board of Directors  
 

 
 

result in an improved performance in March.  However other nurse 
sensitive indicators improved.  The Trust had a reduced number of 
hospital acquired pressure ulcers and no pressure ulcers of 
moderate or high harm.  

The Trust had already breached its key Infection trajectories but in 
February there were no incidents of MRSA bacteraemia or 
Clostridium difficile infection.  

The VTE improvement work is delivering successful outcomes and 
the Trust is expecting to achieve compliance with the national 
standard in April. Achievement of mixed sex accommodation (MSA), 
electronic discharge notification (EDN) and Fractured Neck of Femur 
(#NOF) targets and trajectories is more challenging. Improvement 
plans have been reviewed and additional actions implemented to 
deliver improved performance. Detail is provided in the spotlight 
reports.  

The Directorates have worked hard to achieve better management 
and oversight of their complaints and incidents, maintaining 100% 
compliance with Serious Incident (SI) reporting and much improved 
complaints response times.  

The Board is asked to note the following: 
 Bed occupancy is formally reported against funded bed base, 

in accordance with national guidance. Actual bed occupancy 
will differ if escalation beds open.  

 The Integrated Quality Performance Report (IQPR) is 
evolving. A presentation from NHS Improvement (NHSI) to 
the Board development session in April will inform further 
changes to the report to be completed in Q1 (2019/20), with 
a focus on presentation of data and target setting. 

Resource Implications Nil 

Risk and Assurance See report 

Legal Implications/ 
Regulatory 
Requirements 

Nil 

Improvement Plan 
Implication 

Supports the Improvement Programme by presenting and 
monitoring key performance indicators.  
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Quality Impact 
Assessment 

Not Applicable 

Recommendation The Board is asked to discuss and note the report. 

Purpose and Actions 
required by the Board 

 

Approval         Assurance          Discussion          Noting 
       ☐            ☐             ☒                    ☒   
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Executive Summary 
February 2019 was again a busy month for the Trust with escalation beds open throughout the 
month. This resulted in bed occupancy of 100%. As in previous months staff demonstrated 
commitment to maintain patient safety by working flexibly.  
 
The Trust continued to work with system partners to manage demand and to deliver more 
efficient and effective discharge pathways however despite this collaborative approach was 
unable to meet trajectories for the constitutional standards. Of particular concern is the Cancer 
2WW performance. This is reported separately for Trust board.   
 
The Trust cancelled 51 elective operations on the day of surgery; no urgent operations were 
cancelled for a second time and clinical patient reviews provided assurance that the cancellation 
did not result in patient harm. The Trust is very mindful of the impact cancellations can have on 
patients and acknowledged and apologised for this. Regular contact was maintained with 
patients to ensure their operations were scheduled at the earliest opportunity 
 
An increase in patient falls resulted in the Trust reporting above the national average for the first 
time since March 2015. There is a correlation with the increase in activity and patient demand in 
acute areas. Detailed information is provided in the spotlight report.  
 
Despite the high demand and acuity of patients performance against other indicators improved. 
The Trust reported a reduced number of hospital acquired pressure ulcers and no pressure 
ulcers of moderate or high harm. The Trust had already breached its key Infection trajectories 
but in February there were no incidents of MRSA bacteraemia or Clostridium difficile infection. 
The VTE improvement work is delivering successful outcomes and the Trust is expecting to 
achieve compliance with the national VTE standard in April. The Directorates have worked hard 
to achieve better management and oversight of their complaints and incidents, maintaining 100% 
compliance with SI reporting and much improved complaints response times.  
 
Achievement of MSA, EDN and #NOF targets and trajectories is more challenging. Improvement 
plans have been reviewed and additional actions implemented to deliver improved performance. 
Detail is provided in the spotlight reports.  
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Constitutional Target Trajectories 

The Trust did not achieve compliance against the trajectory and against the national standard. Key drivers 
to this performance are the admitted pathway, performing at 7% in month, against the non –admitted 
pathway performing at 91%. The main challenges within the admitted pathway remains the access to 
short stay assessment capacity and ambulatory care. 

The Trust did not achieve compliance against the trajectory and national standards for RTT having been 
compliant to trajectory for 7 months.  The teams are currently working on the corrective action plans to 
ensure compliance to trajectory in March. 

RTT Trajectory Commentary: 

ED 4 Hour Trajectory Commentary: 

Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19

 Actual 71.19% 74.48% 74.43% 73.85% 71.91% 80.53% 77.34% 77.77% 74.52% 66.02% 64.93%

Planned 71.18% 74.49% 79.51% 83.37% 82.91% 83.22% 83.06% 83.20% 82.84% 82.68% 83.25%

Variance 0.01% -0.01% -5.08% -9.52% -11.00% -2.69% -5.72% -5.43% -8.32% -16.66% -18.32%

 Actual 85.11% 86.53% 86.95% 87.12% 85.98% 90.32% 88.82% 89.01% 87.39% 83.06% 82.13%
Planned 85.06% 86.30% 88.05% 90.04% 90.05% 90.05% 90.04% 90.05% 90.04% 90.05% 90.04%
Variance 0.05% 0.23% -1.10% -2.92% -4.07% 0.27% -1.22% -1.04% -2.65% -6.99% -7.91%

ED -
4 Hours

All Types

ED -
4 Hours
Type 1

Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19

Actual 81.21% 82.38% 81.68% 82.52% 82.55% 81.77% 82.59% 82.62% 80.97% 80.84% 80.25%

Planned 81.21% 82.38% 82.12% 81.70% 82.43% 81.16% 81.48% 81.09% 79.84% 80.20% 81.06%

Variance 0.00% 0.00% -0.44% 0.82% 0.12% 0.61% 1.11% 1.53% 1.13% 0.64% -0.81%

RTT -
18 Weeks
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Constitutional Target Trajectories 

The DM01 trajectory for February 19 was not achieved – missed by 0.28%. Performance was 
predominantly driven by Upper and Lower GI diagnostics continuing to experience challenges in rising 
demand and brief, alongside loss of capacity in January and February; a plan, with suitable options for 
demand management and backlog clearance is in place to clear the backlog and sustain the position. 
Urodynamics has a worsening performance and a clear demand and capacity review is being undertaken 
to ensure these match, with associated growth. 

The Trust did not achieve the 62 day GP referral standard, with performance below the agreed trajectory of 
85%. 38 day shadow reporting places the Trust at 82.35%. 16 breaches in total were due to delays with 
diagnostic tests, theatre capacity, late referrals to tertiary trusts and patient delays to pathway.  There are 5 
breaches over 104 days and 8 breaches between 62 and 75 days. 

DM01 Trajectory Commentary: 

Cancer Trajectory Commentary: 

Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19

Actual 96.11% 92.90% 91.86% 92.30% 98.20% 99.24% 99.54% 98.76% 97.40% 96.85% 98.92%

Planned 96.10% 92.90% 91.60% 95.20% 95.80% 95.50% 97.40% 95.40% 97.80% 95.70% 99.20%

Variance 0.01% 0.00% 0.26% -2.90% 2.40% 3.74% 2.14% 3.36% -0.40% 1.15% -0.28%

DM01-
6 Weeks

Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19

Actual 86.42% 83.78% 90.64% 84.81% 79.17% 80.47% 83.85% 81.70% 83.64% 79.75%

Planned 86.40% 84.80% 84.00% 85.20% 85.10% 86.10% 86.10% 85.50% 85.70% 86.10%

Variance 0.02% -1.02% 6.64% -0.39% -5.93% -5.63% -2.25% -3.80% -2.06% -6.35%

Cancer -
62 Days

64 of 309



SAFE 

65 of 309



Safe 

In February the total number of falls per occupied bed days went above the national average of 6.63 for the first time since 
March 2015. See spotlight report.   
 
HSMR for all diagnoses and for septicaemia decreased, an increase has been reported for pneumonia. See spotlight 
report.  
 
The number of reported SIs decreased in September 2018 and has remained consistently below the numbers reported for 
the previous 6 months. A review of all incidents and the level of harm is undertaken by the Directorates and the Corporate 
Patient Safety team. To date no incidents and level of harm have been identified as being incorrectly reported or graded 
but we continue to monitor and will review alongside NLRS reporting data which is expected imminently.   
 

Safe Commentary: 

RAG Status – Achieving Target Green, Within 5% Amber, Failing Target more Than 5% Red 
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 Falls Per 1,000 Bed Days 
Commentary Risks & Mitigating Actions 

In February 2019 the total 
number of falls per occupied 
bed days went above the 
National Target for the first 
time since March 2015. 
 
Review and validation of the 
data in February 
demonstrated an increase in 
the number of patients who 
had fallen more than once 
during their admission. 
 
Of particular note the 
Emergency Department 
(ED) reported 2 falls 
resulting in  harm. 
Historically the ED 
department has reported low 
numbers of falls.  

The falls team worked with the ED 
staff to improve compliance with 
falls risk assessments. Ongoing 
monitoring of compliance is being 
undertaken by the Matron and an 
improvement has been noted.  
 
Patients are assessed for risk of 
falls with a view to provision of 
enhanced levels of support, 
however it was not always 
possible to fill additional shifts. 
Alternatives to 1:1 enhanced care 
were put in place, including 
cohorting patients at risk of falls in 
line with our enhanced care 
guidelines.  
 
The Trust falls team in conjunction 
with directorate teams review each 
fall to identify individual themes at 
ward and departmental level and 
any new emerging risks. In 
February the increased number of 
patients in ED and open escalation 
beds impacted on the availability 
of equipment.  Additional falls 
prevention sensor pads were 
purchased and distributed to the 
clinical areas. 

The number of falls that occur in the Trust divided by the number of 
occupied bed days. Inpatient falls can be classified into three categories: 
accidental falls (derived from extrinsic factors, such as environmental 
considerations), anticipated physiologic falls (derived from intrinsic 
physiologic factors, such as confusion), and unanticipated physiologic falls 
(derived from unexpected intrinsic events, such as a new onset syncopal 
event or a major intrinsic event such as stroke).  

March update:  
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 Total HSMR  
  Commentary, 

Risks & Mitigating Actions 
The HSMR for the period December 2017 – November 2018 is 115.9 
(95% confidence interval 109.7 – 122.3).  This represents a decrease 
from the previous rolling 12 month value of 117.1. The level has 
decreased for the second consecutive month.  
 
The HSMR for Septicaemia is currently 114.5 (95% confidence interval 
99.9 – 130.7); this represents a decrease compared to the previous 
rolling 12 month value of 114.7, and is no longer an outlier. 
 
The HSMR for Pneumonia is currently 125.4 (95% confidence interval 
111.1 – 141.0); this represents an decrease compared to 126.0 for 
November 2017 – October 2018 and is flagging as high for the seventh 
consecutive data point.   
 
All patients with pneumonia included in Part 1 of their cause of death 
are currently subject to a Structured Judgement Review. 
 
The Trust is currently participating in the British Thoracic Society’s 
Community Acquired Pneumonia audit, which will also provide 
information for this cohort 
 
NHS Digital are to rework the HSMR at the end of the current year, 
and it is expected that the HSMR will be nearer to 105 than the current 
level after deaths in community settings have been removed from the 
data. In addition the palliative care coding process has been changed 
and this will improve the HSMR over the next 12 months. 

The HSMR is a subset of 56 diagnosis group relating to approximately 
83% of in hospital deaths in England.   A mortality risk for each patient 
is calculated based upon the admitting diagnosis combined with case 
mix adjustment factors such as age, admission history, deprivation and 
secondary diagnoses .  The trust uses Dr Foster’s methodology and it 
should be noted that prior period results are refreshed monthly. 

HSMR Total Definition: 
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Caring 

The improvement plans for MSA and EDN completion are not delivering the expected improvement. A common 
theme  of inconsistent practice and culture has been identified as a barrier to change. This is being addressed with 
the individual teams and performance monitored at the regular performance meetings. See spotlight reports.    
 
Maternity services are consistently achieving positive feedback from mothers and performed exceptionally well in 
the National Maternity Survey, being rated 2nd best in the country and the third most improved service.  

Caring Commentary: 

RAG Status – Achieving Target Green, Within 5% Amber, Failing Target more Than 5% Red 
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 Caring – Mixed Sex Accommodation 
 Spotlight Report 

The number of  patient breaches by day of mixed-sex accommodation 
(MSA).  This includes all  sleeping accommodation where it is not deemed 
best for the patient’s care, patient choice or the patient has not consented 
to share mixed sex accommodation.  This measure excludes A&E. 

Mixed Sex Accommodation Definition: 

Commentary 
Risks & Mitigating Actions 

Delivery of Same Sex Accommodation (SSA) remains a priority, 
promoting privacy and dignity for our patients.  The organisation 
remains challenged with a high volume of attendances and high 
inpatient bed occupancy. 
 
An area of focus is critical care where delayed discharges 
contributed to 43.6% (111) of the total SSA breaches.  Lister 
assessment unit contributed a further 16% (41) breaches.  
These account for 59.6% of total breaches (252) and are the 
focus for improvement.   The transformation work-stream on 
patient flow throughout the organisation is key to delivery of the 
SSA standard. 
 
The annual inpatient survey results for 2018 show we have 
improved on mixed sex by 12% and sit just below the ‘Picker 
average’ of 91%. 
 
Mitigation: 
• Weekly validation meetings underway to improve data 

accuracy 
• Monthly working group increased to fortnightly to continue to 

focus on SSA 
• Site to reinstate red beds in key areas (Pembroke and Harvey 

wards) to allow greater flexibility with patient placement 
(particularly out of hours) 

• Critical care and Clinical Site team are looking to instate a 
system to flag and record DTSD (Decision to step down) 

• The is improved engagement of the operational teams to 
support SSA 

• All SSA breach, not clinically justified, are to be managed as 
a SI 
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 Caring – Electronic Discharge 
 Notification (EDN) Spotlight Report 

The Electronic Discharge Notification (EDN) is required to be completed 
and sent to a patient’s GP within 24 hours of discharge.  The discharge 
summary provides information to the GP of the reason for admission and 
any post-discharge plans. 

Electronic Discharge Notification Definition: 

Commentary 
Risks & Mitigating Actions 

The EDN completion continues to be at a suboptimal level.  A 
number of pieces of work were carried out in 2018, particularly a 
review of the completion of EDN’s for deceased patients. 
However these actions have not made any noticeable difference 
to the EDN completion rate. The completion rates is directorate 
and programme dependent, with excellent completion rates in 
Peri-operative and Critical Care and very poor rates in Specialist 
Medicine- consistently below 30%. Issues contribution to this 
include some problems with junior doctor resource on some of 
the downstream medical wards-Keats and Will Adams being 
particularly affected by this. 
  
A QIP project was undertaken between October 18 and 
December 19 to improve EDN completion through education and 
poster interventions and monitor the effect on LOS on Will 
Adams then Keats ward. Though the EDN completion times 
improved, there was no improvement in LOS. 
  
Furthermore, the Programmes have been tasked with reviewing 
their data to accurately understand the reasons for the low 
completion percentage. In addition extra funding has been 
utilised to complete the EDN backlog during March 19. This work 
is ongoing within the programmes. Finally an advert for 15 extra 
CTF within UIC directorate has been written to increase the 
substantive junior doctor workforce by August 19. This will allow 
improvement in junior doctor workforce numbers on the medical 
wards and more timely completion of EDNs. 
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Effective 

The expected improvement in VTE has been realised with a step change in performance over the past two months. See 
spotlight report.  
 
The improvement plan for #NOF has been reviewed and a number of new interventions have been implemented. These 
are described in the spotlight report.  
 
Total C Section rate is the highest for the year with a noted increase in emergency procedures . All C Sections are 
subject to a clinical review and to date no concerns have been identified in relation to inappropriate clinical management.  

Effective Commentary: 

RAG Status – Achieving Target Green, Within 5% Amber, Failing Target more Than 5% Red 
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 VTE Risk Assessment 
  

Commentary Risks & Mitigating 
Actions 

A VTE Task and Finish group 
has been in place for several 
months, delivering a quality 
improvement project to address 
poor performance. We are 
confident the deep dive into 
VTE management and practice 
undertaken by the group 
identified the root cause of the 
problem; poor data capture of 
evidence of risk assessment 
and treatment. A new data 
collection process was 
implemented and training and 
support provided for staff.   
 
February data demonstrates a 
significant improvement in 
performance against the VTE 
risk assessment standard.  
 
Unvalidated March 
performance is at 90%.We 
expect to achieve 95% by end 
April 2019. 
 
This group will cease at the end 
of April due to the successful 
project outcomes. The 
commitment and engagement 
of this group has been 
fundamental to the success of 
the project. 

The VTE nurse specialist and 
the VTE clinical lead continue 
to  support across the trust to 
embed good practice.  
 

 
  
A venous thromboembolism (VTE) risk assessment should be carried out 
on all patients admitted to the Trust both electively and as an emergency.    
A VTE is a condition where a blood clot forms in a vein. This is most 
common in a leg vein but a blood clot can form in the lungs.  

 VTE Risk Assessment  Definition: 
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 Effective – Fracture Neck of Femur 
 Spotlight Report Commentary 

Risks & Mitigating Actions 
 The monthly performance data for time to surgery within 36 hours, based 
on date of admission.  The following table suggests improvement in our 
performance, with 59.3% of patients undergoing surgery within 36 hours 
in Jan 2019 and 72.72% in Feb 2019. 
 
 
 
 
 
 
The chart displayed on the left is based on date of discharge and hence 
difficult to make comparisons and monitor our monthly performance.  
 
We have also achieved  nearly 100% compliance in 6 of the 7 BPT criteria 
except time to surgery for the month of Feb 2019. 
 
 
Mitigating  Actions: 
 
• GWRFT – We have started the ‘Get Ward Right First Time’ initiative 

for hip fracture patients to ensure they are admitted on Pembroke ward 
only. This avoids patients being moved, less risk of delirium, avoids 
delay in surgery, better BPT compliance and reduced length of stay in 
hospital 

• Pro-active monitoring of 36 hours clock for hip fracture patients with 
breach time on trauma list 

• Golden Hour – we are also working on the ‘Golden Hour’ in trauma 
lists to ensure the list starts on time at 8:15 am and having a hip 
fracture patient as golden patient unless there are other emergencies  

• Creating additional space/over running of trauma list as and when 
needed to accommodate hip fracture patients and patients requiring 
THR 

• Continued active and enthusiastic involvement of the MEDHIP group 
• Planning to visit a trauma centre to learn and adopt good practices 
• Further meeting arranged with Haematology consultant on 22nd March 

to create anti-coagulation pathway for hip fracture patients. 
• Teaching and flyers for SHOs and Registrars to ensure they are 

familiar with the BPT and hip fracture pathway 
• All BPT breaches discussed in the monthly MEDHIP and clinical 

governance meetings 

 
The NICE guidance states that patients admitted with a fractured neck 
of femur (NOF) should have surgery within 36 hours of admission.  This 
lowers overall mortality risk and aids in the patient’s return to mobility.  
A Best Practice Tariff (BPT) is associated with this indicator to 
encourage prompt surgery. 

Fractured NOF in 36 Hours Definition: 
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Responsive – Non-Elective 

• Occupancy when including assessment units and the use of escalation capacity has been at 100% 
throughout February. 

• 16 12 hour breaches have been reported in month. All have had RCAs and harm reviews completed.  
• MFFD is 121 as an average for the month, with DTOCs increasing in month 

Responsive – Non-Elective Commentary: 

RAG Status – Achieving Target Green, Within 5% Amber, Failing Target more Than 5% Red 
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 Responsive – Escalation Beds Open 
 Spotlight Report 

Commentary Risks & Mitigating 
Actions 

Escalation capacity has 
remained open throughout all of 
the month with 22 beds being 
used on Dickens Ward. This 
resulted in bed occupancy of at 
least 100% for February.  
 

Safe staffing has been 
maintained through the flexing 
of clinical staff  

An escalation ward is defined by the NHS as a temporary 
ward or bed used by a Trust to support capacity in times of 
high demand to create additional capacity.  It is 
acknowledged that patients “boarded” on an escalation 
ward are more likely to have poorer experience and high 
delays in discharge.  These wards are not funded and 
staffed from a planned annual budget. 

Escalation Beds Definition: 
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 Responsive – ED 4 Hr Performance 
 All Types and Type 1 Spotlight Report 

Commentary Risks & Mitigating Actions 

• Non Admitted 
pathway 
delivered 91%  

• Admitted 
pathway 
delivered 7% 

• Medical waiting 
time for bed 
from DTA 
continues to be 
a national 
outlier. 

• Wider system 
engagement 
remains a 
challenge 
across the 
emergency care 
pathway, seen 
in the 
responsiveness 
to reduce the 
MFFD/DTOC. 

• Live bed 
management is 
still not 
embedded, and 
site 
management 
remains a 
challenge on the 
delivery of the 4 
hour standard. 

The four-hour A&E waiting time target is a pledge set out in the NHS 
Mandate. The operational standard is that at least 95% of patients 
attending A&E should be admitted, transferred or discharged within four 
hours. The All Types metric refers to all ED department attendances in 
Type 1 (on site ED) and Type 3 (MedOCC, and  WICs) departments 
across the Trust’s footprint area. 

ED 4 Hr Performance Definition: 
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Responsive – Elective 

The Trust did not meet the 18 week trajectory in February.  This has been due to capacity within the organisation. 
The number of 52 week breaches have risen to 27 and a majority of these still sit within the Dermatology services. 
Due to the operational flow of the Trust a number of operations were cancelled on the day, however no urgent 
operations were cancelled for the second time. 

Responsive – Elective Commentary: 

RAG Status – Achieving Target Green, Within 5% Amber, Failing Target more Than 5% Red 
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 Responsive – DM01 Performance 
 Spotlight Report 

 
This measure looks at the percent of patients waiting for a diagnostics 
test in nationally specified modalities that have waited less than 6 weeks 
from referral to test. 

DM01 Performance Definition: 

Commentary Risks & Mitigating 
Actions 

DM01 performance has dipped 
in the latter half of the 18/19 
year, driven predominantly by 
an increase in: 
- MRI demand 
- Increase in Gastro scope 

demand 
- Loss of third party provider 

capacity for scopes due to 
long term facilities issue 

 
Performance is now beginning 
to improve as predicted, 
following winter pressures 

 
The DM01 & RTT meetings 
have now joined to ensure 
pathways are appropriately 
supported 
Enhanced processes are being 
introduced as management of 
the performance standard of 
the DM01 matures e.g.: 
- Weekly DM01 report for 

validation 
- Monthly action report to 

action breeches with no less 
than 2 weeks notice of end 
of month 

 
A Review and refresh of 
interventions for 19/20, in line 
with clinical strategy and RTT 
for each DM01 area 
Enhanced Capital expansion 
plan for 19/20 for MRI, CT and 
Endoscopy services 

Risks: 
• Capacity (Routine) 

 MRI 
 Gastro (Upper and 

Lower GI) 
 Urodynamics 

• Consultant vacancy – 
Gastro 

• Reporting capacity within 
Radiology 

_________________________ 
 

• Additional MRI capacity 
purchased (4 weeks), with 
plan for monitoring breeches 
& rescheduling as  

• USS MSK Injector 
Sonographer in place 2 PA 
per week to clear backlog 

• Long term strategy in place 
to increase MRI and CT 
scanner by 1 (taking both to 
3 scanners) & expansion of 
Endoscopy 

• Urodynamics undertaking a 
demand capacity exercise 

• Additional GA & Paed lists 
running for MRI  

• Source NHS Locum 
Gastroenterologist  

• Use of third party reporting 
services (Imaging) to 
manage immediate demand 

• Advertise and increase 
Consultant Radiologist 
Headcount by 10 wte 
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 Responsive – RTT Performance
 Spotlight Report 

Commentary Risks & Mitigating 
Actions 

The Trust did not achieve 
compliance against the 
trajectory and national 
standards for RTT after being 
compliant to trajectory for 7 
months. 
 

The teams are currently 
working on the actions plans to 
ensure compliance to trajectory 
in March. 
 

 
 
A 52 week breach occurs at the point a patient has been waiting 365 days 
from the when a Trust receives a referral for a new condition to when the 
patient commences their first treatment or a pathway clock is stopped.   

>52 Weeks Breaches Definition: 
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Responsive – Cancer & Complaints 

• 2WW performance has decreased from previous month, and falls below national standards.   
• 62 day performance has also decreased and falls behind national guidance.  Shadow reporting puts the Trust at 

82.35%.  Breaches are detailed as 1 Breast, 0.5 Gynaecology, 2 Head & Neck, 4 Lower GI, 0.5 Lung, 1.5 Skin, 
1.5 Upper GI and 5 Urology. 

• Complaint response times have significantly improved over the past three months as a result of more rigorous 
and proactive complaints management by the Directorates.  

Responsive – Cancer & Complaints Commentary: 

RAG Status – Achieving Target Green, Within 5% Amber, Failing Target more Than 5% Red 
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 Responsive – 2 Week Wait  
 Performance Spotlight Report 

Commentary Risks & Mitigating 
Actions 

Cancer 2 WW performance 
remains below national 
compliance standards. 
 
Breast cancer performance has 
been highlighted specifically in 
January and February. The 
Trust is working closely with the 
CCG to resolve issues that 
have been raised. External 
independent review will be 
carried out in order to learn 
from this. 
 
 
 

Weekly meetings in place and 
deep dives in specific tumour 
areas. 
 
An improvement action plan 
has been produced and shared 
with CCG for compliance to be 
achieved. 

 
The percent of patients seen by a specialist within 14 days of an urgent GP 
referral for suspected cancer. 
 

2 Week Wait Definition: 
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 Responsive – 62 Day Wait GP 
 Performance Spotlight Report 

Commentary Risks & Mitigating 
Actions 

The Trust did not achieve the 
62 day GP referral standard, 
with performance below the 
agreed trajectory of 85%.    
 
38 day shadow reporting places 
the Trust at 82.35%.  
 
There are 16 breaches in total 
due to delays to diagnostic 
tests, theatre capacity, late 
referrals to tertiary trusts and 
patient delays to pathway. 
There are 5 breaches over 104 
days and 8 breaches between 
62 and 75 days. 
 
 

Weekly meetings and deep 
dives in place. 
 
Tumour Site Specific 
Transformation groups have 
been set up.  

 
The percent of patients treated by a specialist within 62 days of an urgent 
GP referral for first definitive cancer treatment. 

62 Day Wait GP Definition: 
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Well Led 

Well-led: 
• Appraisal, statutory & mandatory training and sickness remain below Trust target. The directorates have agreed  
     trajectories to deliver and progress is monitored weekly. 
• The ratios of long-term sickness to short-term sickness remain broadly even. See spotlight report. 
• Agency spend (as a percentage of pay bill) at 5.5% has reduced by  0.13% and remains slightly above the YTD Average.  
     The Trust continues to meet its agency ceiling cap. Ongoing work to reduce use of agency workforce remains in place and  
     focus on converting agency staff into substantive and or bank assignments continues.  
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 Well Led – Total Sickness Rate 
 Spotlight Report 

Commentary Risks & Mitigating Actions 

Overall Sickness absence rate at 
4.24% remains static but is above 
the Trust’s tolerance level of 4%.  
 
Short term sickness absence 
increased (0.02%) to 1.98% whilst 
long term absence saw an 
identical reduction (from 2.26%) 
to 2.28% when compared to 
January. 
 
The ratios of long-term sickness 
to short-term sickness remain 
broadly even. 

Risks: 
Possibility of increased use of 
temporary staffing to backfill 
 
Possibility of impact on patient 
experience and care due to lack of 
continuity in care  
 
Mitigations: 
The Employee Relations team 
continue to focus on supporting the 
timely management of sickness 
absence cases across the 
organisation.  
 
Use of the reports from 
Healthroster platform  that identify 
colleagues who have hit the 
trigger. 
 
Encouraging staff to take up flu 
vaccine especially at this time 

 
The absence rate is the ratio of workers with absences to total full-time 
wage and salary employment.  

Sickness Rate Definition: 
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 Safe Staffing 

WARD Beds

Total 
monthly 
planned 

staff hours

Total 
monthly 

actual staff 
hours

Total 
monthly 
planned 

staff hours

Total 
monthly 

actual staff 
hours

Total 
monthly 
planned 

staff hours

Total 
monthly 

actual staff 
hours

Total 
monthly 
planned 

staff hours

Total 
monthly 

actual staff 
hours

Bronte Ward 18 1013 1026 681 704 987 987 658 692 101% 103% 100% 105%
Byron Ward 26 1497 979 1087 1064 945 923 945 1113 65% 98% 98% 118%
CCU 4 847 652 0 144 643 644 0 0 77% 100%
Dickens Ward 25 1507 749 1145 1420 924 1026 616 1144 50% 124% 111% 186%
Harvey Ward 25 1487 931 1476 1380 945 933 945 968 63% 93% 99% 102%
Keats Ward 26 1387 964 1025 1578 924 936 924 1309 70% 154% 101% 142%
Lawrence Ward 19 1044 857 1041 981 945 923 630 630 82% 94% 98% 100%
Lister Assessment Unit 19 2507 1645 1627 1631 1260 1186 630 605 66% 100% 94% 96%
Milton Ward 26 1459 931 1374 1550 945 942 934 1170 64% 113% 100% 125%
Nelson Ward 24 1477 966 1085 982 924 928 616 617 65% 91% 100% 100%
Sapphire Ward 23 1448 1054 1085 1010 924 880 924 1030 73% 93% 95% 111%
Tennyson Ward 27 1464 968 1103 1268 924 912 935 1061 66% 115% 99% 114%
Wakeley Ward 25 1466 1018 1031 1028 945 957 945 956 69% 100% 101% 101%
Will Adams Ward 26 1538 1159 1046 1074 924 990 957 1078 75% 103% 107% 113%
Arethusa Ward 27 1436 1075 1472 1328 935 1005 902 925 75% 90% 108% 103%
ICU 9 3543 2654 0 0 3128 2480 0 0 75% 79%
Kingfisher SAU 18 1753 1434 1012 989 1540 1450 616 627 82% 98% 94% 102%
McCulloch Ward 29 1785 1359 1119 1110 1551 1606 616 715 76% 99% 104% 116%
Medical HDU 6 1317 1088 326 318 1288 1220 0 46 83% 98% 95%
Pembroke Ward 27 1731 1499 935 1654 1540 1507 616 1622 87% 177% 98% 263%
Phoenix Ward 30 1812 1234 1109 1071 1232 1200 924 868 68% 97% 97% 94%
SDCC 26 2199 1447 1143 865 440 638 231 346 66% 76% 145% 150%
Surgical HDU 10 2088 1872 343 345 1841 1720 0 0 90% 101% 93%
Victory Ward 18 1081 699 760 650 924 693 616 550 65% 86% 75% 89%
Delivery Suite 16 2588 2595 576 575 2614 2609 231 229 100% 100% 100% 99%
Dolphin (Paeds) 30 2871 2748 1117 652 2254 2290 322 334 96% 58% 102% 104%
Kent Ward 24 1001 1005 552 535 672 687 624 589 100% 97% 102% 94%
NICU 32 3864 3531 336 276 3841 3516 0 0 91% 82% 92%
Ocelot Ward 12 822 803 486 486 672 673 336 347 98% 100% 100% 103%
Pearl Ward 23 993 999 283 288 960 963 312 313 101% 102% 100% 100%
The Birth Place 9 986 987 324 312 984 987 312 313 100% 96% 100% 100%
Trust total 659 52,008      40,924      26,695      27,262      39,575      38,409      17,317      20,194      78.7% 102.1% 97.1% 116.6%

DayDay Night

Average 
fill rate - 

registered 
staff  (%)

Average 
fill rate - 

care staff 
(%)

Care Staff
Night

Registered Staff Care StaffRegistered Staff
Average fill 

rate - 
registered 
staff  (%)

Average fill 
rate - care 
staff (%)
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Meeting of the Board of Directors in Public   
Meeting Date:  Thursday, 02 May 2019     
Assurance Report from Committees    

 
Title of Committee: Quality Assurance Committee Agenda Item 5.2 

Committee Chair: Jon Billings, Non-Executive Director  

Date of Meeting: 22 March 2019 

Lead Director: Karen Rule, Director of Nursing 

Report Author: Karen Rule, Director of Nursing 

 
The key headlines and levels of assurance are set out below, and are graded as follows: 

Assurance Level Colour to use in ‘assurance level’ column below 

Not assured Red - there are significant gaps in assurance and we are not 
assured as to the adequacy of current action plans 

Partially assured Amber - there are gaps in assurance but we are assured 
appropriate action plans are in place to address these 

Assured Green – there are no gaps in assurance 

Not Applicable White - no assurance is required 

 
Key headlines and assurance level 

Key headline 
 

Assurance Level 
(use appropriate colour 

code as above) 

1. Integrated Quality and Performance Report  
i. The Integrated Quality and Performance Report (IQPR) was presented 

with validated performance for February 2019.  
ii. Falls – the increase in the number of falls was discussed, noting falls in 

areas which historically reported low numbers of falls - Emergency 
department and Assessment Units. This was discussed in more detail 
at the presentation of the Directorate reports. Unplanned and 
Integrated Care Directorate updated the committee on the learning 
from recent falls and the Falls Improvement work which is in progress, 
with specific discussion on actions taken on Sapphire Ward.     

iii. Bed Occupancy – the committee was informed the reported bed 
occupancy of 92.67% does not take into account the number of 
escalation beds open. The reality is the Trust has bed occupancy 

White 
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above 100%. Current reported performance does not present a full 
picture of Trust position and the committee requested a review of the 
IQPR metric to ensure accurate reporting in future reports.   

iv. Two Week Wait – A significant deterioration in performance for the 
Breast service was noted at 8%. The Directorate briefed the committee 
on the corrective actions it had taken and stated it expects to meet the 
agreed performance trajectory by end of April 2019. The committee 
was concerned the deterioration in performance was not noted sooner 
however, it was given assurances that action was being taken. No 
incidences of clinical patient harm had been identified, however it was 
recognised that any delay had significant impact on patients and this 
will need ongoing review.    

v. The committee discussed at length the need for the IQPR to be 
accurate and complete to support triangulation of key indicators, such 
as occupancy, flow and mortality, and to facilitate rigorous challenge 
and debate at the meeting. The committee also considered the lines 
and level of reporting up to Board. This will be discussed further with 
the Board.  

vi. The committee was briefed on the ‘Flow Improvement Programme’. 
Discussion focused on operational discipline planning, the Medical 
Model redesign and engagement, Leadership and Capability planning. 
The Committee recommended the aim of the programme be better 
articulated to ensure the provision of better and safer care was the 
desired outcome.   

vii. The Planned Care Directorate presented their Hand Hygiene 
performance noting sub-standard performance in three areas. More 
targeted interventions had been put in place and a change of 
leadership in one area was beginning to have a positive impact. The 
committee discussed consequences of poor performance and urged 
the Directorates to be more proactive and timely with their corrective 
interventions.   

viii. CQC Assure has been reconfigured and the Directorates are self-
assessing against the Key Lines of Enquiry (KLOEs).  

2. CQC preparedness 
An update was provided on the CQC Improvement Plan. Following the ‘Check 
and Challenge’ session of 11 March 2019 the Executive escalated a number of 
RAG ratings form Amber to Red. The committee is concerned that many 
actions are still open and has limited assurance on this matter. The CEO and 
DoN to ensure support is in place to rapidly close actions.  

White 

3. Quality Improvement 
i. CQUIN - update on achievement against CQUINs not available due to 

CCG decision on Q3 submission not yet received.   
ii. Quality Priorities 2019/20 - the committee gave its support for the 

proposed  
iii. Quality Priorities. These will be presented to the Board for approval 

and added to the Quality Strategy.  
iv. Quality Strategy – a verbal update on the development of the strategy 

was given.  

White 
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4. Committee Terms of Reference and Annual Work Plan 
i. The committee completed the annual review of its Terms of reference 

which were approved. A self- assessment of the committee’s 
effectiveness will be undertaken at the next meeting.  

ii. The committee approved the 2019/20 Work Plan. 

White 

5. Other matters considered  
i. The committee was made aware that the internal audit report on 

Directorate Quality Governance has been received. The Executive 
Director of Nursing and the Executive Medical Director has agreed the 
audit recommendations and will discuss a draft action plan with the 
Executive team at their next meeting.  

ii. The committee was informed the Executive had approved a new 5th 
Strategic Objective – High Quality Care. The Board will be asked to 
approve this new objective at the next Board meeting. 

 

White 

Decisions made 
1) The Committee approved its revised terms of reference (attached as appendix 1). 
 

Further Risks Identified 
All risks are captured within the risk register and the BAF. 
 

Escalations to the Board or other Committee 
1) Committee terms of reference for approval by the Board. 

Chair’s Commentary 
For the purposes of this report we have not provided individual assurance ratings for every issue 
discussed. However, the tone of this meeting was that, while there was recognition that a number of 
promising improvement initiatives are underway, there was concern at the lack of sustainable 
improvement or decline in performance against a number of important metrics of quality. 
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Quality Assurance Committee 
 

1.  Establishment 
1.1. Board of Directors of Medway NHS Foundation Trust (the Trust) hereby resolves to 

establish a committee to be known as the Quality Assurance Committee (the Committee). 
 

2.  Purpose 
2.1. The purpose of the Committee is to provide assurance to the Board of Directors that there is 

an effective system of governance, risk management and internal control across the clinical 
activities of the trust that support delivery of its strategic objectives and statutory or 
constitutional requirements for quality, in keeping with its ambition to deliver the Best of 
Care delivered by the Best of People. 

 
3.  Authority 

3.1. The Committee is accountable to the Board of Directors and the Chair will report to the 
Board bi-monthly or as required by the Board  

3.2.  Any matters requiring Trust Board approval under the Trust’s Scheme of Delegation 
and Reservation will be submitted to the Trust Board by the Chair of the Committee.  

3.3.  The Committee shall have the delegated authority to act on behalf of the Board of Directors 
in accordance with the Constitution, Standing Orders, Standing Financial Instructions, and 
Scheme of Delegation. The Committee is specifically authorised to:  
3.3.1. investigate any activity within its terms of reference and seek any information 

it requires from any employee and all employees are directed to co-operate with any 
request made by the Committee;  

3.3.2. obtain independent professional advice and to secure the attendance of external 
personnel with relevant experience and expertise, should it consider this 
necessary.  All such advice should be arranged in consultation with the Trust 
Secretary; and  

3.3.3. carry out any activities which are in line with the terms of reference, as part of the 
Committee work programme.  

3.4. The Chair of the Committee will provide briefings to the Council of Governors on request 
from the lead governor on issues relevant to the remit of the Committee. 

 
4.  Membership 

4.1. The members of the Committee shall comprise:  
i. Three Non-executive directors (NEDs) one of which will be the Chair of the Committee 
ii. Medical Director (Co-director of Quality) 
iii. Director of Nursing (Co-director of Quality). 
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4.2. The Chair of the Committee will be appointed by the Trust Board from among the NEDs. In 
the absence of the Chair for any given meeting, one of the NEDs present will be selected 
as Chair for that meeting.  

4.3. The Trust Secretary (or deputy) will attend all meetings as minute taker and work with the 
Chair to ensure effective and appropriate conduct of the Committee’s business. 

 
5.  Attendees 

5.1. The chief executive may attend the Committee meeting at their discretion or as invited by 
the Chair.  

5.2. The Chief Operating Officers and Deputy Directors of Nursing for Planned and 
Unplanned and Integrated Care will be in attendance.  

5.3. Other Executive Directors, along with any other appropriate attendees, will be invited to 
attend by the Chair when areas of risk or operation that fall under their responsibility are 
being considered by the Committee.  

5.4. Directorate or programme leadership teams (triumvirates) will be invited to attend 
periodically in order to present ‘deep dive’ assurance reports about their area.  

5.5. Up to three public governors may attend each meeting, of which one will be in attendance 
and the others as observers. The lead governor may attend periodically at their discretion.  

5.6. Other internal or external people may be invited to attend as deemed necessary and 
appropriate by the Chair for the effective delivery of the Committee’s terms of reference. 

 
6.  Quorum 

6.1.  The meeting will be quorate provided that the Chair of the Committee (or deputy) and two 
other members are present, one of which must be an Executive Director. 

 
7.  Frequency 

7.1.  Meetings will be held at least six times in each financial year. Meetings will be held on 
alternate months to Board to ensure there is a formal assurance meeting each month at 
which quality risks or issues can be considered. 

 
7.2. The Chair of the Committee may request an extraordinary meeting if they consider one to 

be necessary. 
 

7.3.  Development meetings may be held each intervening month for the purposes of 
developing knowledge of members or allowing more discursive sessions. This may include 
‘site visits’ to meet teams or service users in situ. 

 
8.  Objectives and programme of activities 

8.1. The overarching objective of the Committee is to obtain assurance that the risks linked 
with the Trust’s provision of excellent care are identified, managed and mitigated 
appropriately. The Committee will deliver this objective through a work programme 
which includes, but may not be not limited to: 

 
8.1.1. Overseeing development and maintenance of a corporate quality strategy for 

approval by the Board;  
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8.1.2. Ensuring that strategic priorities for quality assurance best support delivery of the 
Trust’s quality ambitions in relation to patient experience, safety and effective 
outcomes for patients and service users;  

8.1.3. Evaluating the effectiveness of corporate and operational governance, leadership 
and management in delivering quality priorities, and reporting on these to the 
board and making recommendations for improvements where needed. This will 
include reviewing and monitoring activities of the various quality governance 
groups – receiving specific reports and/or minutes from these as needed;  

8.1.4. Overseeing in-depth reviews as necessary in areas identified as risks to 
quality by the Board, the Committee or others;  

8.1.5. Ensuring robust arrangements are in place for assessing the impact on quality and 
safety of planned changes to service delivery, for example resulting from cost 
improvement measures;  

8.1.6. Reviewing the annual Clinical Audit Programme, to ensure it provides a 
suitable level of coverage for assurance purposes, and receiving reports as 
appropriate;  

8.1.7. Reviewing compliance with regulatory standards and statutory requirements, such 
as: Duty of Candour, the CQC registration, NHSLA and the NHS Performance 
Framework; 

8.1.8. Reviewing non‐financial risks on the Risk Register or Board Assurance Framework which 
have been assigned to the Committee and satisfying itself as to the adequacy of 
assurances on the operation of the key controls and the adequacy of action plans to 
address weaknesses in controls and assurances; and  

8.1.9. Reviewing statutory reports ahead of submission to the Board of Directors for 
approval, for example: Annual Infection Prevention and Control Report, Annual 
Safeguarding Report and Quality Account. 

 
9.  Reporting 

9.1 Formal minutes of Committee meetings will be recorded and circulated to members within 
one month. These will normally be confirmed as accurate at the next meeting of the 
Committee. 

 
9.2.  The full minutes of the Committee will be made available to the Board of Directors via 

BoardPad or any future system in use. The Chair of the Committee will draw to the 
attention of the Board to any serious issues that require disclosure to the full Board. A 
summary of key issues will be presented by the Chair in the public session of the Board 
Meeting. 

 
10. Review 

10.1 These Terms of Reference should be reviewed annually as part of the Committee’s 
review of its performance. Any significant changes to the terms of reference must be 
subject to approval by the Trust Board. 
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What will be monitored How/Method/ 
Frequency Lead Reporting to 

Deficiencies/ gaps 
Recommendations 
and actions 

Compliance against 
terms of reference Annual review Company 

Secretary 

Chair of the 
Quality 
Assurance 
Committee  

 

     

     

  
Terms of Reference approved by the: Quality Assurance Committee on 22 March 2019. 
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Meeting of the Board of Directors in Public   
Meeting Date:  Thursday, 02 May 2019     
Assurance Report from Committees    

 
Title of Committee: Finance Committee Agenda Item 6.1 

Committee Chair: Tony Moore, Non-Executive Director (resigned effective 1 April 2019) 

Date of Meetings: 28 February 2019 and 21 March 2019 

Lead Director: Ian O’Connor, Director of Finance (Interim) 

Report Author: Ian O’Connor, Director of Finance (Interim) 

 
The key headlines and levels of assurance are set out below, and are graded as follows: 

Assurance Level Colour to use in ‘assurance level’ column below 

Not assured Red - there are significant gaps in assurance and we are not 
assured as to the adequacy of current action plans 

Partially assured Amber - there are gaps in assurance but we are assured 
appropriate action plans are in place to address these 

Assured Green – there are no gaps in assurance 

Not Applicable White - no assurance is required 

 
Key headlines and assurance level 

Key headline Assurance Level 
(use appropriate colour 

code as above) 

1. Finance Month 10 Report 
The Committee discussed the month 10 figures (month 12 is on the Board 
agenda). 

Green 

2. Cost Improvement Programme (CIP)  
The Committee received significant assurance on the month 11 CIP position, 
which was £18.7m year to date (month 12 position is on the Board agenda), The 
Committee noted this is the biggest figure to have been achieved to date. 
 

Green 

3. Sustainability and Transformation Plan Financial Plan  
The Committee reviewed the Sustainability and Transformation Plan (STP) 
Financial Plan, in view to approve the contribution to the STP for 2019/20. 
The suggestion was to move from £387k to £320k, which is a £62k reduction. 
The STP benefits tracker will be built into the Financial Plan and the 

Green 
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expectation is to have a monthly RAG rating within the tracker. 
 

4. Draft Financial Plan 2019/20 
The Committee reviewed the Draft Financial Plan 2019/20 in greater detail and 
endorsed the principles, the delivery of the control total. In addition, the 
implications of the principles numbers were reviewed. Numbers have been agreed 
with the Clinical Commissioning Group (CCG). 

The Plan had been submitted to NHS Improvement.  

Green 

5. 2019/20 Operational Planning 
The Committee noted the processes being followed to give Regulators and the 
Board an assurance of planning robustness. The nine-step system planning 
methodology and process was discussed in detail with and agreed by NHS 
Improvement /NHS England.  Regulators were assured of the credibility and 
robustness of the plan. 

Green 

6. Finance Risk Register 
The Committee reviewed the Finance Risk Register and noted the risks and 
mitigations, together with current scores. 

The Committee requested for the risk register to be made current by May. 

Amber 

Decisions made 
1) The Committee approved its 2019/20 work plan and agreed this should be reviewed monthly. 
2) The Committee approved its revised terms of reference (attached as appendix 1). 
3) The Committee endorsed the Draft Financial Plan 2019/20. 
4) The Committee endorsed the STP contribution of £327k, with the recommendation of additional 

transparent data within the report with executive input.     
 

Further Risks Identified 
All risks are captured within the risk register and the BAF. 
 

Escalations to the Board or other Committee 
1) Committee terms of reference for approval by the Board. 
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Finance Committee 
 

1. Purpose 
1.1. To assure the Trust Board on the review and scrutiny of its financial planning and 

performance and to scrutinise major business cases and oversee major capital and estates 
projects. 

 
2. Constitution 
2.1. The Finance Committee is established on the authority of the Trust Board. 

 
3. Authority 
3.1. The Committee is authorised by the Trust Board to investigate any activity within its terms 

of reference. It is authorised to seek any information it requires from any employee and all 
employees are directed to co-operate with any request made by the Finance Committee  

3.2. The Finance Committee is also authorised to implement any activities which are in line 
with its terms of reference. 

 
4. Accountability 
4.1. The Committee will report to the Trust Board bi-monthly.  
4.2. The Committee will provide a report to the Council of Governors as required. 

 
5. Chairperson 
5.1 The Chair of the Committee will be chosen and appointed by the Trust Board from among 

the Non-Executives Directors (NEDs); In the absence of the Chair at any given meeting, the 
members of the Committee will select one of the NEDs present to act as Chair.  

6. Membership 
 

a) Two NEDs one of which will be the Chair of the Committee 
b) Director of Finance 
c) Director of HR and OD 
d) Director of Communications 
e) Director of Nursing. 

 
In Attendance: 

 
a) Company Secretary (or member of the secretariat) as minute taker. 
b) Chief Executive 
c) Chief Operating Officers 
d) Up to three public governors may attend each meeting, one of which will be in attendance 

and the others as observers 
e) Attendees may contribute at the invitation of the Chair. 
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6.1 There is a requirement for members to attend at least 75% of all meetings in one 

calendar year. 
 

6.2 Other staff may be requested to attend at the invitation of the Chair and participate in the 
financial review. 

 
7. Quorum 
7.1. Meetings will be quorate when at least three members, one non-executive and two 

executives are present. 
 

8. Frequency 
8.1. The meetings will normally be held monthly. 

 
9. Key responsibilities 
9.1. Responsibilities: To enable the Trust Board to obtain assurance that:  

9.1.1. There is oversight of financial planning in the short and long term.  
9.1.2.  There is scrutiny of the Trust’s financial performance against plans agreed by 

the Trust Board.  
9.1.3. There is review of areas of financial risk through the Board Assurance process, 

and that all appropriate and available mitigations are in place.  
9.1.4. There is scrutiny of major business cases, service developments and proposed 

investment decisions in excess of £0.5m on behalf of the Trust Board.  
9.1.5. Post project evaluation and benefits realisation of major investments  

9.2. To provide a written or verbal report to the Trust Board that provides this assurance and 
highlights any areas that are of concern.  

9.3. Finance Committee meetings will include the following standing items:  
9.3.1. Review of the monthly Finance Report.  
9.3.2. Review of Financial Recovery Plan.  
9.3.3. Review of Capital Programme.  
9.3.4. Review of CIP plans and delivery.  
9.3.5. Review of business cases for service developments/changes/contracts in 

excess of £0.5m.  
 

9.4. Committee papers will be published at least 5 working days before the date of the Committee.  
9.5 Committee minutes will be produced within 5 working days. 
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10. Terms of Reference 
10.1 The Committee’s terms of reference will be reviewed and approved by the Trust Board 

annually.  
10.2 The Committee will monitor its performance against its terms of reference six monthly. 

 
 

What will be 
monitored 

How/Method/ 
Frequency Lead Reporting to 

Deficiencies/ gaps 
Recommendations 
and actions 

Compliance against 
terms of reference Annual review Company 

Secretary 
Chair of Finance 
Committee  

     

     

 
Terms of Reference approved by the: Finance Committee on 28 February 2019. 
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Report to the Board of Directors 
Meeting Date: Thursday, 02 May 2019  Agenda item: 6.2 

Title of Report  Communications and Engagement report 

Prepared By Glynis Alexander, Director of Communications and Engagement 

Lead Director Glynis Alexander, Director of Communications and Engagement 

Committees or Groups 
who have considered 
this report 

Not Applicable 

Executive Summary Internal communications continues to encourage engagement with 
the Trust’s transformation programme and the many projects that 
are driving improvements at the hospital. 

We are using a range of communication methods to do this, 
including well-attended staff briefings, publications to showcase 
success, and visual materials around the site. 

Media and social media are used to promote awareness of key 
projects and celebrate success. 

External engagement includes keep stakeholders informed of 
progress, and support Governors to act as a liaison with members of 
the community in Medway and Swale. 

Resource Implications Not Applicable 

Risk and Assurance Not Applicable 

Legal 
Implications/Regulatory 
Requirements 

Not Applicable 

Improvement Plan 
Implication 

Communications and engagement activity is aligned with the Better, 
Best, Brilliant transformation plan. 

Quality Impact 
Assessment 

Not Applicable 

Recommendation The Board is asked to note the report. 

Purpose and Actions 
required by the Board 

 

Approval         Assurance         Discussion        Noting 
 
     ☐              ☐            ☐           ☒   
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 EXECUTIVE OVERVIEW 1
 
1.1 Internal communications continues to encourage engagement with the Trust’s transformation 

programme and the many projects that are driving improvements at the hospital. 

1.2 We are using a range of communication methods to do this, including well-attended staff 
briefings, publications to showcase success, and visual materials around the site. 

1.3 Media and social media are used to promote awareness of key projects and celebrate 
success. 

1.4 External engagement includes keep stakeholders informed of progress, and support 
Governors to act as a liaison with members of the community in Medway and Swale. 

 ENGAGING COLLEAGUES 2
 
2.1 We have continued to engage staff in transformation projects under our Better, Best, Brilliant 

improvement programme, including reducing the length of stay for patients, and improving 
flow. 

2.2 We are developing a communications plan and 
supporting materials for the next phase of the 
BBB improvement programme. 

2.3 The Communications Team is currently 
working on a visual identity for the organisation 
which will clearly define our values and 
priorities for all staff and visitors to the site. A 
key focus of this will be a mosaic in the main 
entrance made up of images of staff. Staff are 
being encouraging to send their ‘selfies’ to 
create this.  

2.4 The monthly team briefings with James Devine 
have continued with very good attendance and engagement from staff. Discussion topics 
have included transformation priorities and operational performance. 

2.5 ‘Back to the floor sessions’ (also known as Gemba) have been held to help the Executive 
Team understand what it’s like to walk in our staff members’ shoes, observing, listening and 
seeing how they can support staff in their efforts to 
provide brilliant care for our patients. 

2.6 A senior managers’ workshop was held to review 
and develop business continuity plans to respond to 
a major disruptive incident. 

2.7 We launched the ‘Making a Difference’ campaign 
which offers staff the opportunity to ‘bid’ for funding 
to make small improvements to their working lives. 
There has been an excellent response from staff 
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across the organisation. 

2.8 Communications to promote awareness of the ‘You are the Difference’ culture programme 
have continued.  

2.9 Staff have been encouraged to nominate colleagues for the Best of People Awards 2019. 

2.10 We have produced visuals and widely promoted the Freedom to Speak Up programme. 

2.11 We have worked with system partners to ensure that 
staff receive regular updates on EU Exit and how it 
may impact upon them. 

2.12 We have continued to work with teams to promote the 
eDRMS project which will enable clinicians to see 
more patient information electronically and reduce 
paperwork.  

2.13 We have begun promotion for the Making Medway 
Brilliant Staff Conference  – an opportunity for all staff 
to celebrate achievements at the Trust, and look to 
future priorities. 

 MEDIA  3
 
3.1 Over the past three months the communications team has dealt with more than 30 

interactions with local, regional and national media. These include reactive responses to 
media queries, proactive approaches by the team to promote good news stories, and 
arranging and facilitating filming by BBC South East, ITV Meridian and KMTV at the hospital. 
 

3.2 BBC South East spent the morning filming an “inflatable bowel” at the hospital which was 
here to raise the importance of screening during Bowel Cancer Awareness month. They 
interviewed a colorectal surgeon, a bowel cancer patient and stoma nurse and the footage 
was shown across the south east. 

 
3.3 ITV Meridian interviewed Dr Gill Fargher at the 

Trust who is Chair of our Organ Donation 
Committee, to raise awareness of tissue donation. 
The footage was shown on the national ITV news 
as well as ITV Meridian.  
 

3.4 Other positive stories have included coverage of 
our midwives winning Midwifery Service of the 
Year at the Royal College of Midwives Awards, 
progress of the new dementia therapy garden and 
a generous donation of televisions to Lawrence 
Ward.  

 
3.5 On a less positive note, the Trust has recently been in the news regarding poor performance 

against the breast cancer two-week wait target. The story was covered in the Health Service 
Journal, BBC Radio Kent and BBC South East. We have also responded to queries on 
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nationally released data about cancelled operations, staff health and wellbeing and food 
wastage. 
 

3.6 In other news, local media has covered stories on winter pressures in the Emergency 
Department and Medway Council’s decision to refer the decision about stroke services to the 
Secretary of State for Health and Social Care for an independent review, while the Daily 
Telegraph featured one of our Consultant Anaesthetists Dr Tara Rampal who was featured 
in their Timewise Power 50 Awards.    

 

 SOCIAL MEDIA  4
 

4.1 Since the last update, Medway has continued to grow 
its following across all social media channels and has 
maintained its position as Kent’s most-followed acute 
Trust on both Twitter and Instagram. 
 

4.2 A range of key messages were shared widely across 
social media in this period, including messages 
relating to the Trust’s charity activities, such as the 
Dementia Garden Appeal and Superheroes run. The 
governor elections and our inaugural prehabilitation 
study day were also highlighted. 

 
4.3 Our frequent, high-quality content has led to a 

significantly increased number of people viewing our 
posts throughout March and April (382,444 on 
Facebook and 118,700 on Twitter, an increase from 
286,000 on Facebook and 67,100 on Twitter. 

 
4.4 Medway’s social media account followers now total 

4,732 on Twitter (up from 4,560 at the last update), 
6,798 on Facebook (up from 6,677) and 1,363 on 
Instagram (up from 1,262).  
 

4.5 Some of our most popular posts included 
recognition of our Midwifery Team for being named 
Midwifery Service of the Year at the RCM awards 
and bowel cancer awareness with our inflatable 
bowel event. 

 

 COMMUNITY ENGAGEMENT  5
 
5.1 Governors  
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5.1.1 In March 2019 we held a session at Rochester Healthy Living Centre. This was the 
first session in a Healthy Living Centre.  

5.1.2 Governors felt that this ear to the ground within community services that in turn 
often impact and put pressure upon the hospital, was useful for gathering 
information. 

5.1.3 We are seeking to raise the profile of Staff Governors within the Trust. Staff 
Governors have joined the chief executive’s staff briefings for the past few months, 
and we will continue to consider how we can help support them further. 
 

5.1.4 Nominations for our governor elections for the three public governor vacancies (1 
for Swale, 1 for Medway and 1 for the rest of England) are open.  

 
5.1.5 The results of the elections will be announced on Thursday 27 June 2019.  

 
5.2 Members 

5.2.1 Issues raised in our December 2018 survey have been addressed where possible. 
These included making meeting more accessible to everyone, varying the event 
times and locations, and ensuring there is more information about our events well in 
advance.  
 

5.2.2 Members were able to take part in a workshop about our Quality Priorities in 
February 2019. Our member event in March was on the subject of the Kent and 
Medway Medical School.  

 
5.2.3 A total of 41 and 43 members respectively 

attended our February and March member 
events. This represents a significant 
increase in attendance with average 
attendance at events last year being 17 
people.  
 

5.2.4 Event evaluation has been very positive 
with members feeding back that they 
enjoyed the format and content of the 
sessions. 

 
5.2.5 Members said they found the events informative, felt listened to, involved and 

valued and that their opinions mattered. 
 

5.2.6 Constructive feedback received from members will be factored into the planning of 
future events.  

 
5.2.7 Through evaluation we are monitoring how people are hearing of our events and 

feedback shows our channels of communication are reaching people beyond our 
membership 

5.3 Reaching out to older member of our population 

5.3.1 We have been invited by Medway Pensioners Forum to present to their members.  
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5.3.1 Our next Member Event on 14 May will focus on Integrated Care for Older 
People. In response to the survey, the event will be held in Sittingbourne and 
take place in the afternoon.   

5.3.2 We will also be having a stand at a Pensioner’s Forum event hosted by Tracey 
Crouch MP. 

5.4 Other engagement  

5.4.1 In line with our planned engagement 
activities we are continuing to have a 
presence at events hosted by other 
organisations. 

5.4.2 We continue to support the Clinical 
Commissioning Groups to engage with 
patients and public about service 
redesign. 

5.4.3 The next engagement events looking at 
Respiratory and Urology outpatient services will be 
held on 1 May and 8 May respectively.  

5.4.4 We are working with our Organ Donation Committee 
to raise the awareness of organ donation among the 
BAME community. 

5.4.5 A focus group was held with BAME leaders to plan a 
September event where BAME communities will hear 
presentations from Professor Gurch Randawa, NHS 
Blood and Transplant and a BAME donor family. 

5.4.6 Through our engagement work members of the 
Bengali communities have recognised the need to 
raise awareness of organ donation. They invited the Organ Donation Committee to 
present at their Health and Wellbeing event on 11 April 2019, which was attended 
by 40 people. 

5.4.7 Our Community Engagement Officer 
supported the Trust simulation team to 
engage with pupils at St Mary's Catholic 
Primary School in Gillingham and through 
simulation activities children were able to 
learn about NHS careers.  
 

5.4.8 Dr Asma Javed, Trust Breast Screening 
Lead, engaged with the Muslim women of 
Kent Khawateen Association and gave a 
presentation on the importance of breast 
screening. It was the second successive 
year she had been invited to present to 
this group. 
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Meeting Date: Thursday, 02 May 2019       Agenda Item: 6.3 

Title of Report  Membership Strategy 2019 to 2021 

Prepared By Victoria Bean, Governor and Membership Co-ordinator 

Lead Director Glynis Alexander, Director of Communications and Engagement 

Committees or Groups 
who have considered 
this report 

Council of Governors meeting 17 April 2019 

Executive Summary The refreshed Membership Strategy covers a period of two years 
instead of the previous annual strategy and includes provision for 
regular review on progress. 
 
It aims to strike the balance between maintaining membership, 
recruitment, and ensuring the best value engagement with the 
membership we have.   

Resource Implications Not Applicable 

Risk and Assurance 
 

Not Applicable 

Legal 
Implications/Regulatory 
Requirements 

Not Applicable 

Improvement Plan 
Implication 

The membership strategy is aligned with the Better, Best, Brilliant 
transformation plan. 

Quality Impact 
Assessment 

Not Applicable 

Recommendation 
 

The Board is asked to approve the membership strategy. 

Purpose and Actions 
required by the Board 

 

Approval         Assurance         Discussion        Noting 
 
     ☒              ☐            ☐           ☐   
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 EXECUTIVE OVERVIEW 1
 
1.1   The refreshed Membership Strategy covers a period of two years instead of the 
previous annual strategy and includes provision for regular review on progress. 
 
It aims to strike the balance between maintaining membership, recruitment, and ensuring the 
best value engagement with the membership we have.   

 

 BACKGROUND 2
 
  
2.1 In November 2018 Governors who had expressed an interest in membership 
engagement met to review the existing membership strategy. Issues raised in those 
discussions are reflected in the refreshed document.  
 
2.2  The Governor and Membership Co-ordinator has reviewed examples of membership 
strategies from other trusts to inform the revised Membership Strategy. 
 
2.3 The draft document was considered by the Council of Governors at a private meeting in 
January 2019. A final version taking account of feedback was approved by the Council on 
Wednesday 17 April 2019. 
 

 NEXT STEPS  3
 
3.1  The Board is asked to approve the report. 
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Approved by Council of Governors:  April 2019  

For approval by Trust Board: May 2019 

Review date:  April 2021 
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MEDWAY NHS FOUNDATION TRUST 

Membership Strategy 
2019  to 2021 

 

1 About the strategy 
 
The purpose of our Membership Strategy is to outline how Medway NHS Foundation Trust plans to build on 
membership recruitment and engagement activities, and how we will support, sustain and communicate with 
our membership. This strategy builds on the success of membership recruitment and engagement to date 
and outlines the Trust’s membership plans over the period 2019 to 2021. 

The strategy outlines the Trust’s three areas of focus for the strategy; 

 

 

 

 

2 Membership 
 

Why do we have members?  

All foundation trusts have a duty to engage with their local communities and encourage local people to 
become members of the organisation (ensuring that membership is representative of the communities that 
they serve). Annex A details the demographic information of our community and membership. 

Medway NHS Foundation Trust enjoys a high level of membership. Under our constitution we are required to 
have a minimum of 400 members. Our membership as at 4 April 2019 stood at 10,647 public members and 
4289 staff members, therefore representing a healthy position. 

As important as – or perhaps more important than – the number of members, is the level of engagement. In 
2018 we have greatly increased the engagement with our members through regular email updates and 
outreach activity. The excellent attendance at our Annual Members’ Meeting in September 2018 was 
testament to the improvement level of engagement and this strategy sets out how we plan to continue to 
improve member engagement in future. 

Members elect the majority of representatives on the Trust’s ‘Council of Governors’, whose job it is to formally 
represent the interests of the membership and the wider public and to hold the Trust’s Non-Executive 
Directors to account for the performance of the Trust’s Board of Directors.  
 

 

 

 

Recruiting and 
retaining 
members 

Communicating 
with members  

Engaging 
members  
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A representative and engaged membership will help our Trust to continue to maximise its potential as a 
foundation trust and is an important objective for the Council of Governors 

Public governors have a responsibility to represent the interests of the trust members who elected them as 
well as other members of the public. Public Governors provide an important link between the hospital and the 
local community, enabling us to gather views from local people and to feedback what is happening within the 
Trust. They reflect members' interests and work on their behalf to improve health services for the future. By 
passing on ideas and suggestions members also can help Governors carry out their role effectively.  

Staff governors have the same role as public governors in that they are responsible for holding the non-
executive directors, individually and collectively, to account for the performance of the board of directors, and 
for representing the members of the staff constituency and the members of the trust as a whole. As 
employees of the trust, staff governors bring a unique understanding of the issues faced by an NHS 
foundation trust. 

Partner governors are appointed by the bodies they represent – these include charities, local councils and 
local universities.  

What membership means to us 

Membership enables people to gain access to information, allows people to acquire knowledge and 
understanding about new and future developments and offers a way to influence services by providing 
feedback. 

Membership provides a way for the Trust to connect with patients, carers and the public and gives us the 
opportunity to communicate with those who are interested in our work. It means we can keep people up to 
date with the latest events and developments. 

We recognise people want different things from membership, depending on their needs and reason they 
became members.  Many want to be informed, others more involved, and some want to take a lead.  

 

 

Each answers to the previous 

Members Governors 
Non-

Executive 
Directors 

Executive 
Directors 

Each appoints to the next 
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We categorise the different levels of membership as follows and collect information on what members are 
looking for, when they join. 

  

3 Recruiting and retaining our members 
 

Becoming a member 

Recruitment of members is currently achieved through membership recruitment stands, online activity and 
individual recruitment by Governors. 

An analysis of 2017 and 2018 recruitment shows a very slight decline in the membership. We will continue to 
organise recruitment stands within the hospital and external venues and continue our efforts to maintain the 
current level of membership. Our recruitment activities will be published on the membership section of the 
website (https://www.medway.nhs.uk/membership/) and promoted through social media. 

New in this strategy 

- we will look to identify opportunities in new locations where potential membership may be attracted  
(for example healthy lifestyle related clubs)  

- we will pilot using a laptop/tablet on the recruitment stands to sign members up 

- At the current time it is not possible to accurately track the origins of all membership recruitment. We 
will look to address this moving forward to inform future planning. 

Retaining our membership 

We will aim to retain existing members by continuing to communicate and engage through the activities 
described in the following sections and, importantly, communicating how member engagement has had an 
impact. 

New in this strategy 

- We will look to streamline the routes of engagement between members and the Trust,  members and 
Governors and Governors and the Trust to avoid duplication and to ensure issues are addressed in a 
timely manner; 

- We will review current systems to ensure a consistent service in responding to communication from 
members through whatever route they raise issues, ensuring the most appropriate team responds to 
the enquiry; 

Receive regular 
newsletters, 

information and 
updates. 

Informed  
Informed as well 
as consulted on 
the Trust’s plans 

and invited to 
participate in 

events, surveys, 
focus groups 

Involved 
 

Informed and involved as well  
standing for election as a 

governor, participating in formal 
service user representative 

forums, volunteering or 
attending special feedback 

groups 

Taking a 
lead 
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- We will find ways to highlight where issues raised by members have been addressed and the impact 
this has had; 

- We will explore options to offer continued membership of Medway NHS Foundation Trust once staff 
leave, transferring to become public members; 

- We will increase opportunities for Staff Governor engagement and communication with staff 
members. 

Eligibility for membership 

Public membership is available for any individual member of the public aged 16 and over who lives in 
Medway, Swale or the rest of England and Wales.  Members are invited to “opt in” by completing a written or 
electronic application form. Members are required to abide by the Trust’s code of conduct and public service 
values, and members may be disqualified if they do not comply 1. 

We are keen to involve our current and past patients and their carers and other members of our local 
community. We are also keen to involve those who live outside our community and who wish to become 
involved because they live within easy travelling distance, have some current or past connection with the 
Trust or may use health care services provided by the Trust. 

Staff Membership – Staff are eligible to become staff members if they have a permanent contract, a 12 
month or longer fixed term contract, have an honorary contract or are employed by the Trust although they 
work with other NHS organisations locally. Staff will automatically become members unless they opt out. 

 

4 Communicating with members 
 
News@Medway 

The Trust distributes a quarterly magazine, News@Medway, which is available for people and members to 
pick up at from newsstands at various locations within the Trust as well as at Medway Council hubs. The 
newspaper is also available electronically on the Trust’s website and members who have registered to 
receive e-communications from the Trust receive notification of each News@Medway edition as well as a 
regular e-bulletin from the Trust Chairman. 
 

Member newsletters 

Regular updates are sent to members who have provided email addresses. We know from our tracking that 
these are opened by a reasonable rate of members and we will continue with this form of direct 
communication.   

                                                
1 Public Members may be disqualified if 

 They have perpetrated a serious incident or violence in the past five years, towards any hospital or healthcare facilities or 
against any of the Trust’s , Non-Executive Directors, Council of Governors, in accordance with the relevant Trust’s policy for 
withholding treatment  from violent/aggressive behaviour  

 They have been confirmed as a “persistent complainant” in accordance with the relevant Trust’s policy   
 Breached the Trust’s code of conduct 

Staff members may be disqualified on the same basis as public members.  In addition a staff member may be asked to temporarily 
cease membership activities during any period of suspension under the Trust’s code of conduct and associated staff policies and 
professional codes. 
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Website 

We have developed a members’ section on the main website www.medway.nhs.uk through which members 
are able to make comments and ask questions. 

 

Social media  

We will continue to use all our social media channels to promote members’ activities and opportunities to 
engage. 

New in this strategy 

- We will pilot a new method of literature distribution through existing networks to ensure these are 
available in GP surgeries. 

- The potential reach by email to members stands at 2,714. In 2017 in our full membership postal invite 
to the Annual Members’ Meeting, we asked members to share their email addresses with us. We will 
continue to identify a greater number of email addresses of existing members and will do one final 
postal mail out for the 2019 Annual Members’ Meeting. 

 

5 Engaging with members 
 
Member engagement is currently undertaken through the Annual Members’ Meeting and a series of governor 
and membership events throughout the year. 

The Annual Members’ Meeting provides an opportunity for members to meet governors (their 
representatives) and senior staff of the Trust. It provides a good opportunity for the Trust to promote itself to 
increase membership. 

Members’ Meetings take place at least six times a year, the purpose of which is to inform, consult and 
engage with members. 

In addition, from time to time the Trust holds member focus groups on particular issues.  

New for this strategy 

- We have amalgamated the membership recruitment stand events with the coffee mornings and 
increased the frequency of these throughout the year.  We are taking these out to the community in a 
variety of settings throughout the year; 

- In December 2018 we surveyed members to understand the current barriers to attending events – 
location, timing, topics – and the information from this will inform planning for events. A total of 142 
people responded, more than 80 per cent confirmed they had seen or had received information about 
our events. Unfortunately, 77 per cent said they did not attend, citing time of event as the main reason 
for lack of attendance. Going forward we will pilot events at different times of the week and at different 
venues to see if this will increase attendance. Result analysis shows further communication is 
required to promote events in a timely manner, providing event details, to include presentation content 
and accessibility to the site/venue;  

- We will plan and communicate more widely, and further in advance, the series of member events;  
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- We will actively communicate through other organisations, highlighting these events with a view to 
increasing attendance. 

6 Community Engagement 
 
Aligned with our vision and values and our aim to deliver the best of care, our community engagement 
strategy is focused on listening to the people who use and care about our services. We want to better 
understand their diverse health needs, respond to what matters to them, and by harnessing their information, 
intelligence and expertise, plan, design and deliver improved services for a better patient experience.  

Our commitment to listen has been acknowledged as feedback following our regular Governor engagement 
sessions with the local community has cited: ‘Medway Hospital is interested in helping local people and wants 
to deliver a good experience and is ready to listen’. 

At the beginning of 2018 a survey undertaken to measure the impact of the community engagement over the 
preceding nine months showed that more than 80 per cent of respondents had seen an improvement in the 
way the hospital engaged and communicated with the local community. They felt more informed about the 
Trust than they did a year ago, confirming they knew how to find out more about the Trust and how to have a 
say in the Trust and future improvements. 

Our Community Engagement Officer and Governors will continue to proactively engage with our local 
community. Through this work we continue to build strong trusting relationships and establish a presence 
within charitable and voluntary sector organisations, youth and carer groups, schools, as well with black, 
Asian and minority ethnic communities.   

 

7 Evaluating and reviewing our work with members 
 

A report on recruitment levels will be regularly submitted to the Private Council of Governors meetings, 
mapping new members to origins of  recruitment where available, alongside a summary of engagement with 
membership activities in the previous quarter so that Governors can review and plan the next tranche of 
activities informed by accurate information.   

 

8 Membership support 
 
The Trust has a responsibility to communicate with members. To this end the Trust and its Council of 
Governors will champion and promote membership as widely as possible.  

We need to adequately resource our membership function and to ensure that it is appropriately integrated 
within the organisation. This requires a commitment to providing membership services over the long term, 
developing them as required and supporting skills development.    

The Trust has a Membership Office, staffed by a part-time Governor and Membership Co-ordinator, with 
support from the Communications and Engagement team. 
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Annex A 

 

Who our members are – local demographics 

Public membership is available for any individual member of the public aged 16 and over who lives in 
Medway, Swale or the rest of England and Wales. We are eager to involve our current and past patients and 
their carers and other members of our local community. We would also like to involve those who live outside 
our community and who wish to become involved because they live within easy travelling distance, have 
some current or past connection with the Trust or may use health care services provided by the Trust. 

 

Map of constituencies 

 

 

 

 

How our membership relates to current population 

 Total population Population split Membership split 
(excluding rest of 
England and 
Wales) 

Membership 
split 

Total 431,562 - 8,396 - 
Medway 283,628 65.72% 6639 79.07% 
Swale 147,934 34.28% 1757 20.93% 
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Distribution of current membership 

 

 Membership as at 
15 March 2018 

Membership as at 
20 December 
2018 

Membership as at 
4 April 2019 

Medway 
Swale 
Rest of England and 
Wales 
 
Public 

6671 
1771 
2249 
 
 
10,691 

6640 
1761 
2249 
 
 
10,650 

6639 
1757 
2251 
 
 
10,647 

Staff 
 

4452 4296 4289 

Total 15, 143 14,946 14,936 
 

 

Outside the Medway NHS Foundation Trust constituencies there is a sizable cluster of members in 
Maidstone, a number in Gravesend, and a fair number scattered throughout London. Only part of 
Walderslade lies in the Medway constituency so a number of members who live here will show under Rest of 
England and Wales figures. 
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Profile of current membership 

 

  Public 

Current 
membership  
- as at 4 April 
2019 

Age  10,647   

17-21 77 0.72%  

22-29 1,261 11.84%  

30-39 1,030 9.67%  

40-49 1,154 10.84%  

50-59 1,142 10.72%  
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60-74 1,772 16.64% 

75+ 1,277 11..99% 

Not stated 2,934 27.55% 

      

Gender 10,647   

Not stated 408 3.83% 

Male 3,185 29.91% 

Female 7,054 66.25% 

   

Ethnicity 10,647   

White 7,113   67% 

Mixed 126 1.2%  

Asian or Asian British 519 4.8% 

Black or Black British 394 3.7% 

Other Ethnic Groups 32 0.3% 

Not stated 2,463 23.1% 

 

The Trust will review the membership data periodically to ensure that our activities target underrepresented
groups to help ensure the public membership is representative of the population it serves. 
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Report to the Board of Directors  
Meeting Date: Thursday, 02 May 2019                  Agenda Item: 6.4 

Title of Report  Annual Health and Safety Report 

Prepared By Louise Furlong, Acting Head of Health and Safety 

Lead Director Gary Lupton, Director of Estates and Facilities 

Committees or Groups 
who have considered this 
report 

Health and Safety Strategic Committee 

Executive Summary This report, aims to ensure the Chief Executive and the Board, are 
aware of the Trust activities relating to Health and Safety compliance 
during the period of 03 November 2017 to 31 March 2019. 

Resource Implications Not Applicable 

Risk and Assurance 
 

The Health and Safety Strategic Committee plays a key role in 
monitoring the Trust’s compliance with current legislation and the 
requirements of the Health and Safety Executive (HSE).  

Legal 
Implications/Regulatory 
Requirements 
 

The Health and Safety at Work Act 1974 (HASAWA), places a duty on 
employers to ensure so far as is reasonably practicable, the health, 
safety and welfare at work of all their employees.   
A breach of the Act could give rise to prosecution, financial 
implications, civil claims and reputational damage.   

Improvement Plan 
Implication 

Not Applicable 

Quality Impact 
Assessment 

Not Applicable 

Recommendation 
 

The Board is asked to approve the report, noting the annual 
performance of the Trust’s Health and Safety team in delivering the 
statutory Health and Safety responsibilities. 

Purpose and Actions 
required by the Board 

 

Approval         Assurance         Discussion        Noting 
 
     ☒              ☐            ☐           ☐   
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 EXECUTIVE OVERVIEW 1
 
1.1 In accordance with the Trust duties under Health and Safety at Work Act 1974, (HASAWA), 

the Management of Health and Safety at Work Regulations 1999, and all other associated 
Regulations and Approved Codes of Practice (ACOPS), this report looks to provide 
assurance to the Board on how the management of Health and Safety is currently 
undertaken within the Trust, and the planned Health and Safety Strategy going forward. In 
June 2018 the Executive Director for Estates and Facilities was asked to take the lead role 
for Health and Safety and Emergency Planning. 
 

 STRUCTURE 2
 
2.1 The strength in any governance starts from having robust structures and lines of 

accountability therefore the previous structure of the Health, Safety and Compliance Teams 
resulted in multiple single points of failure and lack of communication between specialities 
and therefore a lack of overall leadership.  
 
Previous Structure:  
 
 
 
 
 
 
 
 
 
 
 
 

 
2.2 The above teams have therefore undergone a re-alignment to ensure greater collaborative 

working, elimination of single points of failure, and introduction of a single line of reporting. 
Some further changes to roles and grades will be completed by April 2019. 

 
2.3 These changes has led to the following revised structure as below: 

Trust Board 
Secretary 

Senior Fire 
Advisor 

 

EPRR 
Manager 

Head of Health 
& Safety 

Fire Safety 
Team 

Health & 
Safety Team 

 

Moving & 
Handling Team 

LSMS 

Security Team 

Head of 
Capital Estates Director E&F Head of Legal 

Services 
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Revised Structure: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

2.4 Recruitment to the post of EPRR Manager has been completed. 
 

2.5 The Head of Health and Safety / Compliance will be in post from 30th April 2019. This post 
will lead on ensuring all single points of failure are addressed and a refocus of our approach 
to training / raising awareness with our staff via shorter training sessions to a much wider 
audience across the organisation covering such challenges as e.g. Fire, Health and Safety , 
Manual Handling and Business Continuity Planning. 
 

2.6 In addition, the Fire, Health and Safety Group has been replaced by 2 groups: 
i. Health and Safety Operational Group (see appendix 1) 
ii. Health and Safety Strategic Committee (see appendix 2) 

 
2.7 The Executive Director and chair of the Health and Safety Strategic Committee will continue 

to report any key issues into the Board of Directors (see appendix 3).  
 

2.8 The Head of Health and Safety / Compliance will also chair an Estates and Facilities 
Governance Board, to which each of the speciality leads feeds into, and provides assurance 
and evidence of current levels of compliance. This process will be extended to all 
governance requirements around Estates in particular Water and Asbestos Management 
alongside all the other Health Technical Memorandum (HTMs) legislative requirements. 
Within Facilities meeting the requirements of the Environmental Health Officer (EHO) in 
respect to food hygiene will be monitored, additionally a focus on the 2007 Cleaning 
standards will be maintained in support of the risks around infection control. 

Executive 
Director of E&F 

Head of Health 
& Safety / 

Compliance  

Health & 
Safety Team 

Moving & 
Handling Team Security Team EPRR 

Manager 
Fire Safety 

Team 

Health & 
Safety 

Keyworkers 
Fire Wardens 

Moving & 
Handling 

Keyworkers 
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 TRAINING  3
 
3.1 Health and Safety training within the Trust currently consists of 2 levels of training: 

1. Health, Safety and Welfare training at induction with a renewal period of 3 years. At 
renewal, training can be undertaken as either face to face session or via a national e-
learning package. Short 15 minute toolbox talks will also be delivered to key workers 
such as domestics / medical records / estates on such items as “use of ladders”, “use of 
safety equipment”. 

2. Health and Safety Keyworker training, delivered annually as a face to face session.  

This training aims to provide the required skill set to nominated individuals from service 
areas in order for them to take an active role in the Health and Safety management 
within their area. This is inclusive of completing risk assessments and workplace 
inspections, being able to provide low-level Health and Safety advice to colleagues, and 
also be a central point of communication for the Health and Safety team to ensure key 
messages are communicated effectively.  
The Trust currently has 56 trained keyworkers, with training capacity for a further 40 in 
2019.  

 
3.2 Table 1 shows the current compliance figures for Health, Safety and Welfare training as of 

the statutory and mandatory report released on 18/03/2019. 

Table 1 
Directorate Compliance 
Trust 92% 

Unplanned and Integrated Care  92% 

Planned Care   93% 

Estates and Facilities   88% 

Corporate  97% 

 
3.3 There is an identified need to deliver Health and Safety management training throughout the 

Trust for risk owners of service areas. This will ensure the Trust continues to effectively 
manage Health and Safety in alignment with the HSE Health and Safety Management 
Model, HSG65, (Plan, Do, Check, Act). 
Historically this has been delivered as half-day face to face sessions, with relatively low 
attendance. (13 individuals trained in 2018 YTD). 
 
The Health and Safety Operational Group will identify viable options, in order to continue to 
deliver this training throughout 2019 an option for consideration will be to break the training 
down into smaller packages to ensure concentration can be maintained on these important 
areas.  
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 INCIDENT REPORTING 4
 
4.1 The Reporting of Injuries, Diseases and Dangerous Occurrences (RIDDOR) Regulations 

2013, require employers to report and keep record of certain incident types. The 
submissions are made directly to the HSE via the Health and Safety Team. 
  

4.2 The number of RIDDOR submissions since the last board report in Nov 2017 total 38. 
 
4.3 Table 2 shows the number of RIDDOR submissions over the last 2 financial years. 

 
Table 2 
 

Financial Year No. of RIDDOR Submissions 

2017-18 16  

2018-19  35 

 
4.4 For 2017-18, data submitted for the ERIC return (Estates Returns Information Collection), 

suggests for Acute Trusts, an average of 26 RIDDORS were submitted.  

For Acute Trusts of a similar size to MFT, averages of 21 RIDDOR submissions were made.  

This data is skewed by some Trusts reporting 0 RIDDOR submissions for 2017-18. 

 

4.5 Around 30% of RIDDOR submissions were in part due to employees breaching their own 
duties, placed upon them by the HASAWA 1974 – In follow up to this, a Trust-wide staff 
communication was distributed on 11th March, reminding employees of their legislative 
obligations. The factors contributing to RIDDOR submissions will continue to be monitored, 
in order to identify trends.  

 
4.6 Table 3 shows the breakdown of RIDDOR submissions by directorate for the current 

financial year. 
Table 3 

Directorate No of RIDDOR submissions 
Unplanned and Integrated Care 8 
Planned Care 16 
Estates and Facilities 6 
Corporate 2 
Injuries to members of the public 3 
TOTAL 35 

 
4.7 Table 4 shows the breakdown of RIDDOR submissions by accident type for the current 

financial year.  
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Table 4 
Injury Type Number of Submissions  

Crush Injury  1 

Fall From Height  1 

Formalin Spill  2 

Incorrect Use of Equipment   3 

Inoculation Injury  2 

Moving and Handling Injury  8 

Slip, Trip and Fall  12 

Struck By Object  3 

Violence and Aggression  1 

Work Related Dermatitis  2 

 
4.8 The Health and Safety Team rely on staff using the internal incident reporting system 

(DATIX) in order to identify trends.  
 
4.9 The Health and Safety Strategic Group has established a number of KPI’s that should be 

reported on. The data is captured in a Scorecard, which is presented and discussed at each 
meeting.  
See appendix 4. 

 HEALTH AND SAFETY POLICY  5
 
5.1 The Trusts Corporate Health and Safety Policy was reviewed in December 2018, in 

accordance with changes to organisational structure. This requires acceptance and sign-off 
by the Chief Executive and the Board. 
See Appendix 5. 
  

 ENFORCEMENT NOTICES 6
 
6.1 In the last 5 years, the Trust have received the below 2 enforcement notices from the HSE.  

 
Both notices were in relation to the category level 3 (CL3) containment facilities within 
microbiology, which has now been taken out of service since the introduction of the North 
Kent Pathology Service. 
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Type of Notice Date Received Details 
Prohibition Notice February 2014 No thorough examination and check on 

LEV - persons liable to be exposed to 
substances hazardous to health.  
i.e. Hazard Group 3 biological agents such 
as mycobacterium tuberculosis because 
the HEPA filter used to filter extracted air 
from the CL3 laboratories had not been 
subject to thorough examination in 
preceding 14 months. 

Improvement Notice December 2017 MHSWR 1999, Reg 5(1), inadequate 
health and safety management 
arrangements for the planning, 
organisation, monitoring and review of work 
with biological agents. 

 
 

 RISK REGISTER 7

7.1 The Workplace Health and Safety Standards Audit (as completed in March 2017), is 
currently reported on the Corporate Risk Register where progress against actions is 
monitored on a fortnightly basis by the Acting Head of Health and Safety.  

7.2 The Integrated Audit Committee (IAC) had been presented with the both the audit findings 
and the accompanying time sensitive action plan on several occasions, the last date being 
June 2018. The (IAC) will continue to monitor progress. 

 

 CONCLUSION 8
 
8.1 The management of Health and Safety remains a key priority for the Trust with appropriate 

resources being provided to manage this within the organisation. 
 

8.2 The Trust maintains a positive incident reporting culture although further work is required to 
improve staff training for DATIX, to ensure data is captured correctly.  

 
8.3 Assaults on staff, and work-related stress remain the most widely internal reported type of 

Health and Safety incident, with moving and handling and slips, trips and falls incidents 
having the highest number of RIDDOR reported incidents to the HSE.  
 

8.4 Work will need to focus on these key areas to address the risks, in order to embed a culture 
where the focus is on prevention and learning. 
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Appendix 1 
 
Terms of Reference - Health and Safety Group 
1. Purpose 

 
1.1 This Health and Safety Group is constituted under the requirements of the Health and 

Safety at Work Act 1974: Section 2(7) to consult with employee on matters of health and 
safety and welfare at work, in accordance with the Safety Committee Regulations 1977, 
as amended and the associated Codes of Practice and Guidance. 
 

1.2 To establish and maintain standards of health and safety and welfare in keeping with 
legal requirement and in accordance with Trust policy.  

 
1.3 To provide the Trust with an overarching view of health and safety and to provide 

assurance that non-clinical risks are effectively managed on behalf of the Trust.   
  

1.4 The Group will use a risk based approach as described within the Risk Management 
Strategy and Policy and Risk Management Standard Operating Procedure to ensure that 
any identified issues are recorded and prioritised along with the actions required to 
mitigate or reduce the risk.  

 
2. Constitution 

2.1. The Health and Safety Group is established on the authority of the Health and Safety 
Strategic Committee. 

 
3. Authority 

3.1. The Group is authorised to seek any data and information required from any Trust 
source (including individual staff) necessary to undertake its role.  

 
4. Accountability 

4.1. The Group- is accountable to the Health and Safety Strategic Group. 
 

4.2. The Group is required to provide a Key Issues Report on a bi-monthly basis to the Health 
and Safety Strategic Committee. 

 
4.3. Any matters requiring Board approval under the Trust’s Scheme of Delegation and 

Reservation will be submitted to the Board by the Executive Director responsible for Health 
and Safety  
 

5. Chairperson 
5.1. The Chair of the Group will be the Executive Director of Estates and Facilities 

5.2. The Head of Health and Safety and Compliance will be the Deputy Chair.   

 
 

6. Membership 
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6.1. Executive Director of Estates and Facilities (or nominated Deputy) 

6.2. Head of Health and Safety and Compliance  

6.3. Head of Occupational  Health Service or nominated Deputy  

6.4. Head of Imaging Radiation Protection or nominated Deputy   

6.5. Head of Infection, Protection and Control or nominated Deputy 

6.6. Head of Hotel Services  

6.7. Staff side representative 

6.8. Staff side representatives should elect 6 of their members to attend the Group in 
rotation.  Each member of the Committee will take the necessary steps to represent the 
views of the constituents they represent. 

 
7. Attendance is expected from: 

7.1. The Moving and Handling Senior Advisor, Health and Safety Practitioner, Senior Fire 
Safety Advisor, Security Management Specialist and any other specialist advisor may be 
invited to the meeting, as attendees, to provide reports to the Committee as required.  
Attendees will not be afforded voting rights, however, they will be entitled to give advice 
and make recommendations to the Group. 
 

7.2. Secretarial support will be provided from within the Estates and Facilities Directorate. 
  

8. Quorum  
8.1. At least 50% of the current membership will form the quorum, one of whom must be the 

Chair or Deputy Chair.  At least one representative from Staff side must also be present.  
A duly convened meeting of the Committee at which a quorum is present shall be 
competent to exercise all or any of the authorities, powers and discretions vested in or 
exercisable by the Group. 

 
9. Frequency 

9.1. The meetings will be held bi-monthly although, in exceptional circumstances, the Group 
may meet to discuss urgent matters. 
  

9.2. Members are required to attend a minimum of 5 meetings in a financial year.  If a 
member does not attend, a deputy should be sent with an accompanying report, where 
appropriate to the Group.  Attendance will be reported in the Annual Board Report.  

 
9.3. Membership of the Group will be reviewed and agreed annually with the Health and 

Safety Strategic Committee. 
 

10. Agenda 
10.1. The agenda will be set according to the annual work-plan of the Group and will be 

issued two weeks in advance of the meeting. 
 
10.2. The proceedings and resolutions of all Group meetings will be minuted including the 

names of those members present. 
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10.3. The minutes of the previous meeting, actions log and associated reports should be 
available and circulated no less than seven days in advance of the meeting.   

 
10.4. Papers will not be tabled without the express permission of the Chair and will not be 

tabled without the completion of the Trust front page template. 
 

10.5. Any other Business must be notified to the Chair in advance of the meeting and cannot 
be tabled on the day unless considered urgent by the Chair.  

 
11. Key responsibilities   

11.1. Provide assurance to the Board, via the Health and Safety Strategic Committee, that the 
Trust executes its duties and responsibilities in the promotion of fire, health and safety, 
security in the work place, as a requirement of The Health and Safety at Work Act 1974 
and in accordance with the Health Technical Memorandum Fire Code (HTM 05-01) and 
all associated Regulations and Approved Codes of Practice (ACOP’s). 
 

11.2. Monitor and evaluate the effectiveness of Key Performance Indicators (Scorecard) and 
safe systems of work, polices and standard operating procedures (SoP), in relation to 
Occupational health and safety. 
 

11.3. Review Datix and RIDDOR incident reports identifying trends and assessing remedial 
action that may be required. 
 

11.4. Review reports by the Health and Safety Executive (HSE), Care Quality Commission 
(CQC), Kent Fire Service Reports and other Regulatory bodies, on the promotion of fire, 
health and safety, security in the workplace and the extent to which the Trust has 
fulfilled its requirements and recommendations. 
 

11.5. Provide a forum for Staff representatives to raise safety issues that have not been dealt 
with satisfactorily by local management and where concerns remain. 
 

11.6    Review all fire, health and safety, security related policies and procedures and make 
recommendations for their approval to the Health and Safety Strategic Committee.  

 
11.7    Consider the effect and implementation of new legislation and update existing Health 

and Safety documentation as necessary. 
 
11.8    Take a proactive role in making recommendations for improvements in relation to the 

Health and Safety provision, within the Trust. 
 
11.9    Review new and existing Health and Safety risks contained within the risk register at 

each meeting, in line with the Trust Risk Management Policy.  
 
11.10  Review Muscular Skeletal injuries/ Occupational Dermatitis/Occupational Stress/   

Dangerous Occurrences/ absence statistics and propose action. 
 
11.12  Consider the findings and identify trends as a result of the Health and Safety Audit 

Inspection /Fire Safety/Security reports. 
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11.13  Receive and consider reports from safety representatives 
 
11.14   Monitor and review management arrangements for Health and Safety,                       

supervision, training and publicity. 
 
11.15 Devise, implement, agree and approve policy within the remit of the Group prior to 

presentation for ratification at the Health and Safety Strategic Committee. 
 
11.16 Act as an early warning mechanism in order to alert the Trust to non-clinical emerging 

risks as a result of horizon scanning. 
 
11.17  Take a proactive role in making recommendations for improvements and provision of 

Health and Safety within the Trust. 
 
11.18  Communicate via a Key Issues Report, exceptions and risks, to the quarterly Integrated 

Audit Committee.  
 
11.19 To ensure that Emergency Procedures are in place across the Trust and validated 

through the annual audit process and exercise. 
 
11.20 Consider the Trust compliance with Statutory and Mandatory Training requirements and 

escalate concerns where non-compliance is evidenced.  
 

12.  Business Conduct 
12.1. The Terms of Reference will be subject to review annually 

 
12.2. All members are expected to have read papers before the meeting, arrive on time and 

contribute; 
 

12.3. All members are expected to act with integrity and honesty; 
 

12.4. All members are expected to respect the sensitivity and confidentiality of some of the 
matters put to the Group. 
 

12.5. Disseminate information and provide feedback to appropriate groups, committees, staff 
and other stakeholders on environmental and non-clinical risk issues. 

 

13. Process for Monitoring compliance with Terms of Reference 
13.1. The draft minutes will be approved by the Chair prior to circulation to all members of the 

Health and Safety Group.  Staff side representatives will have responsibility for 
dissemination of the minutes to other staff members via notice boards etc. 
 

13.2. A Key Issues Report from the Health and Safety Group Chair will be sent to the Health 
and Safety Strategic Committee and presented to the Executive Team following each 
meeting.  This will detail the key issues raised at the Health and Safety Group. 

 
14. Reporting Responsibilities  

14.1    The Group will make recommendations to the Health and Safety Strategic Committee  
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14.2    Produce for the Health and Safety Strategic Committee an annual report on the work 
that has been undertaken during the course of the year (to include attendance of 
members) for onward transmission to the Executive Team. 

 
  14.3    Determine any issues that require escalating to the Chief Executive Officer.  
 

15. Links to other meetings 
 15.2      Radiation Protection Group will provide a Key Issues Report  
 
15.2      Medical Gasses Committee will provide a Key Issues Report  

 
16. Review Date 

16.1. All Terms of Reference should be reviewed annually 

 

What will be 
monitored 

How/Method/ 
Frequency Lead Reporting 

to 
Deficiencies/ gaps 
Recommendations 
and actions 

No. of Datix incidents 
and themes 
 
RIDDOR Submissions  

Every meeting Head of 
Health and 
Safety and 
Compliance  

Health and 
Safety 
Strategic 
Group  

Where gaps are 
recognised, action 
plans will be put into 
place 

Health and Safety 
Scorecard 
 

Every meeting Head of 
Health and 
Safety and 
Compliance 
 

Health and 
Safety 
Strategic 
Group 

Where gaps are 
recognised, action 
plans will be put into 
place 

Occupational Health 
Statistics  

Every meeting Head of 
Occupational 
Health or 
Deputy  

Health and 
Safety 
Strategic 
Group 

Where gaps are 
recognised, action 
plans will be put into 
place 

Key Issue Reports  Every meeting All  Health and 
Safety 
Strategic 
Group 

Escalation to 
Executive Team 
and/or CEO where 
escalation is 
required.  
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Appendix 2 
 
Terms of Reference 
Health and Safety Strategic Committee  
 
1. Establishment  

The Board of Directors of Medway NHS Foundation Trust (the Trust) hereby resolves to 
establish a Committee.   
 

2. Purpose 
2.1  The purpose of the Committee is to provide assurance to the Board of Directors that there is 

an effective system of governance, risk management and internal control across the Health 
and Safety activities of the trust that support delivery of its strategic objectives and statutory 
or constitutional requirements for compliance, in keeping with Safe Systems of Work and 
Safety People. 

 
3. Constitution 

o The Strategic Health and Safety Committee is established on the authority of the Board 
of Directors.  

 
4. Authority 

o The Committee is authorised to seek any data and information required from any Trust 
source (including individual staff) necessary to undertake its role.   

 
o Any matters requiring Trust Board approval under the Trust’s Scheme of Delegation and 

Reservation will be submitted by a Key Issue Report to the Trust Board by the Chair of 
the Committee. 

 
o The Committee shall have the delegated authority to act on behalf of the Board of 

Directors in accordance with the Constitution, Standing Orders, Standing Financial 
Instructions, and Scheme of Delegation, as at 4.1.  

 
o Investigate any activity within its terms of reference and seek any information it requires 

from any employee and all employees are directed to co-operate with any request made 
by the Committee.   

 
o Obtain independent professional advice and to secure the attendance of Subject matter 

experts. Carry out any activities which are in line with the terms of reference, as part of 
the Committee work programme.  

 
5. Accountability 

o The Committee is accountable to the Board of Directors and the Chair will report to the 
Board as required by the Board.   
 

o The Chair of the Health and Safety Strategic Committee will provide briefings to the 
Trust Board on issues and progress against the annual work plan through the production 
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of a Key Issues Report after the Health and Safety Operational Group/Committee 
meetings.   

 
6. Chairperson 

o The Chair of the Group will be the Executive Director of Estates and Facilities.  
 
o The Head of Health and Safety and Compliance will be the Deputy Chair.   
 

7. Membership 
o Executive Director of Estates and Facilities (or nominated Deputy) 
o Non-Executive Director for Health and Safety  
o Head of Health and Safety and Compliance  
o Head of Occupational  Health Service or nominated Deputy  
o Deputy Director Unplanned Services  
o Deputy Director Planned Services  

 
8. Attendance is expected from: 

o There is a requirement for members to attend all meetings and a minimum of three 
meetings per annum. If a deputy attends on behalf of a member they must have 
sufficient authority to make decisions on behalf of the group member. 

 
o Other attendees from relevant directorates/ services may be invited to attend as and 

when appropriate. 
 
o Secretarial support will be provided from within the Estates and Facilities Directorate. 

 
9. Quorum  

o The meeting will be quorate provided that the Chair or Deputy Chair and four other 
members of the Group are in attendance with equal representation from the two clinical 
directorates.  Attendance will be reported in the Annual Board Report. 

 
10. Frequency 

o The meetings will be held quarterly although, in exceptional circumstances, the 
Committee may meet to discuss urgent matters.  

 
o Membership of the Committee will be reviewed and agreed annually with the Trust 

Board 
 
11. Agenda 

o The agenda will be set according to the annual work-plan of the Committee and will be 
issued two weeks in advance of the meeting. 

 
o The proceedings and resolutions of all Committee meetings will be minuted including the 

names of those members present. 
 
o The minutes of the previous meeting, actions log and associated reports should be 

available and circulated no less than seven days in advance of the meeting.   
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o Papers will not be tabled without the express permission of the Chair and will not be 
tabled without the completion of the Trust front page template. 

 
o Any other Business must be notified to the Chair in advance of the meeting and cannot 

be tabled on the day unless considered urgent by the Chair. 
 

12. Key responsibilities   
o Provide assurance to the Board, as a result of the Health and Safety Operational Group 

and Health and Safety Committee, that the Trust executes its duties and responsibilities 
in the promotion of fire, health and safety, security in the work place, as a requirement of 
The Health and Safety at Work Act 1974 and in accordance with the Health Technical 
Memorandum Fire Code (HTM 05-01) and all associated Regulations and Approved 
Codes of Practice (ACOP’s). 

 
o To approve the terms of reference and annual work plans, review and monitor the 

activities (including the attendance register and minutes) by means of receipt of a Key 
Issues Report following each meeting of the Health and Safety Operational Group. 

 
o Receive and monitor Trust compliance upon the implementation and completion of HSE 

Improvement Notices/Prohibition Notices, other relevant Notices. 
 
o Recommend topics from the Trust’s Health and Safety Audits and Key Performance 

Indicators where trends are identified in regard to safe systems of work and safe people.  
 
o Monitor and evaluate the effectiveness of Key Performance Indicators (Scorecard), 

Statutory and Mandatory Training and safe systems of work, polices and standard 
operating procedures (SoP), in relation to Occupational health and safety. 

 
o Reviewing non-financial risks on each of the relevant  Risk Registers which have been 

assigned to the Group/Committee and satisfying itself as to the adequacy of assurances 
on the operation of the key controls and the adequacy of action plans to address 
weaknesses in controls and assurances. 

 
o Reviewing statutory reports ahead of submission to the Board of Directors for approval, 

for example: The Health and Safety Annual Board Report, Fire Safety Annual Report, 
LSMS Security Report.  

 
o Reviewing compliance with regulatory standards and statutory requirements, such as: 

Health and Safety Executive (HSE), Care Quality Commission (CQC). 
 
13. Business Conduct 

o The Terms of Reference will be subject to review annually 
 
o All members are expected to have read papers before the meeting, arrive on time and 

contribute; 
 
o All members are expected to act with integrity and honesty; 
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o All members are expected to respect the sensitivity and confidentiality of some of the 
matters put to the Committee. 

 
o Disseminate information and provide feedback to the Health and Safety 

Groups/Committees, staff and other stakeholders on environmental and non-clinical risk 
issues. 

 

14. Process for Monitoring compliance with Terms of Reference 
o The draft minutes will be approved by the Chair prior to circulation to all members of the 

Health and Safety Committee.  Staff side representatives will have responsibility for 
dissemination of the minutes to other staff members via notice boards etc. 

 
o A Key Issues Report from the Health and Safety Strategic Group Chair will be sent to 

the Trust Board and presented to the Executive Team.  This will detail the key issues 
raised at the Health and Safety Operational Group.  

 
15. Reporting Responsibilities  

o The Committee will make recommendations to the Trust Board 
 

o Determine any issues that require escalating to the Chief Executive Officer.  
 

16. Links to other meetings 
o Health and Safety Operational Group/Committee  

     
17. Review Date  

o All Terms of Reference should be reviewed annually. 

 

What will be 
monitored 

How/Method/ 
Frequency Lead Reporting 

to 
Deficiencies/ gaps 
Recommendations 
and actions 

The Terms of 
Reference 

Reviewed by way 
of annual report 

Chair Trust Board Where gaps are 
recognised, action 
plans will be put into 
place 

Programme of Work, 
Scorecard 

Quarterly Key 
Issues report 

Chair Trust Board Where gaps are 
recognised, action 
plans will be put into 
place 

To review and monitor 
the activities (including 
the attendance register 
and minutes) from the 
Health and Safety 
Operational Group  

Quarterly Key 
Issues report 

Chair Trust Board Where gaps are 
recognised, action 
plans will be put into 
place 

Key Issue Reports  Every meeting All  Trust Board  Escalation to 
Executive Team 
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What will be 
monitored 

How/Method/ 
Frequency Lead Reporting 

to 
Deficiencies/ gaps 
Recommendations 
and actions 

and/or CEO where 
escalation is 
required.  

 
Terms of Reference approved by Trust Board on insert date of meeting when they were approved. 
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Appendix 3 
 

Key Issues Report 

From a meeting of Health and Safety Strategic Committee held on 
22/03/2019 

 
 

 
 

Matters for 
escalation 

 The Health and Safety Operational Group raised a Key Issues Report to the 
Health and Safety Strategic Committee on 22/03/2019, of which 2 issues 
require further escalation to the Trust Board.  
 

1. Non-compliance with PPE or dosimetry badges by cardiologists and 
radiologists.  

2. An increase in the number of incidents, of which staff have been 
identified as breaching their Health and Safety duties.  
 

 
 
Other matters 

considered by the 
group: 

 1. This non-compliance was originally highlighted by the Workplace 
Health and Safety Standards Audit (WHSSA) completed in 2017. 
Changes to the Ionising Radiation (IRR) Regulations 2017 have since 
been made, including a lower eye-exposure limit, and preventing 
employees from working once an exposure limit has been reached.   
 

2. 31% of incidents reported to the HSE as required by the Reporting of 
Injuries, Diseases and Dangerous Occurrence (RIDDOR) Regulations 
2013 were caused (at least in-part) by employees breaching their own 
duties, places upon them by The Health and Safety at Work Act 1974. 
There is an identified trend of incidents relating to slips, trips and falls, 
in which employees have failed to follow displayed safety information 
or  

 

Report to: Trust Board Date of 
meeting: 

17/04/2019 

 
Presented by: 

 
Gary Lupton 
Executive Director of 
Estates and Facilities 
 

 
Prepared by: 

 
Louise Furlong 
Acting Head of Health 
and Safety 
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Key decisions 
made/ actions 

identified: 

 1. The non-compliance of PPE and dosimetry badges has already been 
escalated to the Medical Director, requesting for formal 
communications to be sent to the identified staff group. The content for 
the formal communication has been drafted by the Trust Radiation 
Protection Advisor.  

2. A Trust-wide communication was sent out via the weekly message on 
11th March, reminding staff of their duties under the Health and Safety 
at Work Act 1974.  

 
 

Risks:  1. Non-compliance with PPE and dosimetry monitors as above. This is a 
risk to the Trust as we are in contravention of IRR17, Regulation 21 
and could face prosecution. 
  

 
 

Assurance:  1. Compliance will continue to be monitored by the Trust Radiation 
Protection Coordinator (RPC).  
 

2. Incidents reported on DATIX will continue to be monitored to identify 
root-cause.  
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Health and Safety Scorecard 

  

Financial 
Year Total

Financial 
Year Total 

 2017/18* 2018/19 Apr May Jun Jul Aug Sept Oct Nov Dec Jan Feb Mar
 Section 1 -  Datix Reported Categories

Slips, Trips & Falls  88 52 1 6 7 3 8 8 4 4 3 6 2

Staff Moving and Handling Injuries 10 18 1 2 2 0 3 1 3 2 2 2 0

Dangerous Occurrences, Infrastructure (Water, 
Electricity, Medical Gases   

Not collected 
historically.

3 0 0 0 0 0 0 0 1 0 0 2

Unintended Exposure to Substances Hazardous 
to Health (COSHH) 3 14 1 2 1 0 2 0 2 2 0 1 3

Struck By or Against Object 29 44 2 4 4 4 4 3 10 2 6 4 1

Sharps and Contamination Injuries 79 131 8 14 10 12 15 17 11 6 11 16 11

Occupational Dermatitis Not collected 
historically  

1 0 0 1 0 0 0 0 0 0 0 0

Occupational Stress work related Not collected 
historically  

78 7 5 16 1 8 6 6 9 6 11 3

Stress absence personal and/or non stated Not collected 
historically  

142 6 13 13 21 17 14 11 5 15 13 14

Staff on Staff Physical Assault 51 3 0 0 0 0 1 0 1 0 0 0 1

Patient on Staff Physical Assault 243 139 8 8 19 13 15 3 19 8 18 12 16

RIDDOR Reportable Incidents 14 35 6 4 3 0 4 3 6 6 1 2 0

Health and Safety Training 95% 92% 93% 94% 94% 93% N/A N/A 86% 90% 91% 91%

Fire Safety Training 85% 81% 86% 85% 85% 80% N/A N/A 58% 76% 78% 81%

Moving and Handling Training 87% 91% 92% 92% 91% 91% N/A N/A 66% 63% 66% 88%

Section 3 -  Be-spoke "Medway Must"

Managers Health and Safety/Risk Training  4 13 0 3 3 4 0 3 0 0 0 0 0

H&S Keyworkers in post 42 53 53 52 52 55 54 54 39 51 50 49

M&H Keyworkers in post 65 69 69 72 72 72 72 72 73 73 73 74

Trained First Aiders in post 82 82 80 80 80 80 78 78 86 86 85 85

*2017/18 data assumed to be inaccurate as scorecard taken out of use mid-year

Section 4 - Trust wide Key Workers 

Section 2 - Statutory and Mandatory Training 

KPI Indictors 
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Medway NHS Foundation Trust 
Corporate Policy: Health and Safety  

 
 
 
 
 
 
 

Author/Reviewer: Acting Head of Health and Safety  

Document Owner:  Executive Director of Estates and Facilities  

Revision No:  9 

Document ID Number POLCS005 

Approved By:  Trust Board 

Implementation Date: December 2018 

Date of Next Review: December 2021 

 
  

147 of 309



 

Report to the Board of Directors  
 

    
 
 

Document Control / History 
Revision 
No Reason for change 

2 Review 
 

3 
Review and include reference to part time, flexi bank and volunteer staff as required 
by the Health Care Commission.  
 

4 
4.1 
4.2 

Review, minor amendments only. 
Occupational Health Service roles and responsibilities added. 
Review of objectives. Amendments to organisational chart. Revision of Equality 
Impact Assessment. 
 

4.3 
Review subject to HSE inspection March 2012. Addition of risk assessment policy 
link, H and S Committee T.O.R and change in Executive Leadership. 
 

5 Review and update 
 

6 Review and update into new format 
 

7 Corporate policy drafted for Board approval 
 

8 Annual Review 2017 
 

9 Review to consider changes to organisational structure  
 

 
Consultation  
Health and Safety Strategic Committee 
 
The Executive Group  
 
© Medway NHS Foundation Trust [2019] 
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To be read in conjunction with any policies listed in Trust Associated Documents. 

 Introduction / Statement of Intent 9
 

9.1 It is the policy of Medway NHS Foundation Trust to comply with the Health and Safety at 
Work Act 1974 and other relevant legislation as appropriate in order to ensure, so far as is 
reasonably practicable, the health, safety and welfare of its employees (while they are at 
work), patients and any other person who may be affected by its undertaking.  

9.2 The responsibilities set out in this Policy and associated documents are intended to ensure 
that work will be carried out safely, consistent with good practice and in accordance with all 
relevant statutory provisions. It is the Trust policy to ensure that adequate resources will be 
made available to ensure that this objective is met. 

9.3 The Health and Safety at Work Act 1974 (HASAWA 1974) requires all employers and 
employees to comply with the regulations as set out in the legislation. Furthermore, the 
HASAWA 1974 imposes a legal duty on each and every employee to take reasonable care 
for their own safety and that of others through their own acts and omissions.  All employees 
shall co-operate with their employer and in doing so maintain safe systems of work and safe 
people.  

 Purpose / Aim and Objective 10
 
10.1 To set out the organisational framework to outline how the Trust achieves compliance with 

the HASAWA 1974 and associated regulations as required by law. 

10.2 To ensure all Trust employees are aware of their individual role and responsibilities for 
health and safety within the organisation. 

10.3 To ensure robust systems are in place to report and investigate health and safety incidents 
in order to identify lessons learnt to be embedded in policy to support continuous 
improvement.  

 Definitions  11
 
HASAWA – Health and Safety at Work Act 1974, provides a comprehensive and integrated system 
for dealing with workplace health and safety; to include the protection of employees, the public, 
patients and relevant persons, within the workplace. This is achieved by placing duties on 
employers and employees. 

Trust employee’s - Includes all permanent, part time, flexi bank and volunteer staff. 

The Health and Safety Executive – HSE, is the government agency with responsibility for 
enforcing the law. Failure to comply with the requirements of the HASAWA 1974 and associated 
legislation can result in prosecution, fines and even imprisonment for certain offences. 
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 (Duties) Roles and Responsibilities 12
 
12.1 The Trust, as the employing authority, is responsible for ensuring so far as is reasonably 

practicable, the health, safety and welfare of its staff, and for conducting the business of the 
Trust so as not to endanger the health and safety of others. 

12.2 Trust Board, is responsible for: 
12.2.1  Approving the Trust’s Corporate Policy for Health and Safety.  
12.2.2 Understanding the statutory framework and assuring itself on the adequacy of the 

Trust arrangements for meeting requirements. 
 

12.2.3 Leading and upholding a positive health and safety culture within the Trust by:  
 

 Allocating appropriate resources to improve health and safety within the 
organisation, e.g. appropriate financial resources, health and safety 
advice, occupational health provision, fire safety and moving and handling 
advice. 

 Adopting best practice in health and safety management in line with 
standards set by external bodies such as NHS Litigation Authority, Care 
Quality Commission and the HSE. 

 Regularly reviewing the Trust’s performance against health and safety 
standards. 

 Ensuring that learning from health and safety incidents is disseminated 
and systematically embedded across the Trust. 

 Reviewing risks and making corporate decisions on those risks which the 
Board are prepared to accept based on the principles of absolute 
requirements, practicable to achieve and reasonably practicable.  

12.3 Chief Executive is the officer ultimately responsible within the Trust for health and safety. 
This includes the responsibility of ensuring that there is a health and safety framework which 
achieves the following: 

12.3.1 Provision and maintenance of plant, premises and systems of work so that they are 
safe and without unmanaged risk to health; 

12.3.2 Ensuring that whatever articles and substances are being used, handled, or stored 
there is minimum risk to safety and health to the individual; 

12.3.3 Maintaining all places of work in a safe condition and ensuring safe means of 
access and egress at all times; 

12.3.4 Provision and maintenance of a safe working environment with suitable and 
sufficient facilities and arrangements for the welfare of the Trust’s employees; 

12.3.5 Ensuring that  a written policy on health and safety is prepared and implemented 
within the Trust and to ensure that  this information is available to all employees; 

12.3.6 Acknowledging the function and role of, and to co-operate with, safety 
representatives, and to provide the means for the establishment of a Health and 
Safety Group. 
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12.3.7 The provision of suitable and sufficient information, instruction, supervision and 
training to enable all employees to carry out their duties as required in respect of 
health and safety. 

12.4 All Executive Directors, Directors of Clinical Operations, Clinical Directors have 
responsibility for: 

12.4.1 Ensuring all staff members are aware of the Trust Board’s expectations for carrying 
out their health and safety responsibilities. 

12.4.2 Oversight of the management of the risk assessment process within their areas of 
responsibility to ensure that a systematic approach is made to identify and control 
risks to an acceptable level. 

12.4.3 Ensuring appropriate monitoring systems are in place to determine the 
effectiveness of risk reduction actions. 

12.5 Executive Director of Estates and Facilities is the Director with the lead responsibility for 
health and safety within the Trust. They will regularly report to the Board on relevant matters 
and will: 

 Define resource requirements to enable the implementation of agreed safety 
plans and objectives 

 Ensure integration of health and safety plans into strategic business planning 
processes 

 Inform the Chief Executive of significant risks in relation to health and safety 

12.5.2 Is the designated Chairperson of the Health and Safety Strategic Committee with 
responsibility for monitoring the effectiveness of the Committee, ensuring that it 
meets its agreed terms of reference. 

12.5.3 Has responsibility for ensuring that that the Trust has an appropriate health and 
safety infrastructure and framework in place. 

12.5.4 Has responsibility for ensuring the appropriate provision of health and safety 
training. 

12.5.5 Advises the Trust Board on health and safety matters. 

 

12.6 A Non-Executive Director is nominated by the Trust Chair to champion matters relating to 
Fire, Health and Safety at Board Level and to provide both support and challenge to the 
Executive Director in discharging his/her responsibilities specific to Health and Safety. 

 

12.7 The Health and Safety Strategic Committee - is established on the authority of the 
Executive Group to assist the Trust Board in fulfilling its responsibilities in relation to the 
Health and Safety at Work. It will fulfil its purpose by having responsibility for: 
 

 Oversight of the systems and controls governing fire, health and safety, reviewing 
key performance indicators to assess their adequacy and identifying where 
improvements need to be made.  
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12.8 The Health and Safety Operational Group - is established on the authority of the Health 
and Safety Strategic Committee, and is required to: 

 To establish and maintain standards of health and safety and welfare in keeping with 
legal requirement and in accordance with Trust policy.  

 To provide the Trust with an overarching view of health and safety and to provide 
assurance that non-clinical risks are effectively manage on behalf of the Trust.    

 

12.9 The Head of Health, Safety and Compliance, is accountable to the Executive Director of 
Estates and Facilities, and is: 

12.9.1 The designated and appointed source of competent advice and assistance in the 
management of health and safety throughout the Trust with responsibility for 
advising the Trust, on compliance with health and safety legislation, assisting in the 
formulation, development and planning of targets, standards and priorities for health 
and safety. 

12.9.2 Responsible for investigating incidents and recommending suitable remedial actions 
to prevent recurrences. 

12.9.3 Responsible for monitoring procedures for the reporting, investigating, recording 
and analysing of health and safety information and to provide feedback on 
managers’ submissions to aid continuous improvement and learning. 

12.9.4 Responsible for undertaking compliance audits to identify where improvements 
need to be made. 

12.9.5 Identifies risk trends from incident reporting and disseminates the learning across 
the Trust. 

12.9.6 Acts as point of contact for liaising with outside bodies, where appropriate, inclusive 
of statutory notification of Reporting of Injuries Diseases and Dangerous 
Occurrences Regulations (RIDDOR). 

12.9.7 Responsible for the provision of health and safety training, for inductions, refresher 
training, keyworker training and management training. 

12.9.8 Responsible for the formulation and development of policies and procedures 
relating to Health and Safety.  

 

12.10 Director of Human Resources (HR), is responsible for the provision of Occupational Health 
Services including health assessment, personal and environmental monitoring and health 
surveillance where required.  
He/she shall also ensure individuals’ health and safety responsibilities, both statutory and job 
specific are contained in their written job description which is reviewed and amended as 
required. 

 

12.11 Occupational Health (OH) Service is intended to address the impact of work on health, and 
health on work, with responsibility for promoting the highest degree of physical and 
psychological health of all employees through: 

12.11.1  Prevention measures: 
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 The prevention of ill health caused or exacerbated by work, thereby reducing 
absenteeism in the workplace. 

 Preventing staff from posing an infection risk to others including vulnerable 
patients by appropriate screening and immunisation programmes. 

 Preventing work-related ill health among groups of employees who may be 
exposed to certain health risk by assessment and health surveillance 
programmes. 

12.11.2 Timely Intervention measures 

 Easy and early treatment of the main causes of sickness absence including 
access to counselling services and physiotherapy services as appropriate. 

12.11.3 Rehabilitation intervention 

 Early intervention by Occupational health to help staff stay at work or return to 
work after illness or injury. 

12.11.4 Health assessments for work 

 Supporting managers with issues such as attendance at work, retirement on the 
grounds of ill health and other related matters by offering reliable evidence based 
advice. 

12.11.5 Promotion of health and wellbeing 

 Improving health and wellbeing of staff by offering staff practical help and advice 
on improving lifestyle and overall health and wellbeing.  

12.11.6 Teaching and training 

 Promoting the health and wellbeing approach amongst staff and managers. 

 Educating staff on the reduction of inoculation incidents. 

 Educating staff and managers on issues such as work related stress. 

  

12.12 General Managers and Service Managers are responsible for the overall management of 
health and safety within their departments and services. They shall also: 

12.12.1 Ensure individuals’ health and safety responsibilities, both statutory and job 
specific, are contained in written job descriptions which are reviewed and 
amended as required 

12.12.2 Are responsible for adherence to policy in line with the Trust’s health and safety 
objectives to ensure compliance in all workplaces under their control. 

12.12.3 Are responsible for monitoring and assessing the accountability of line 
management in their health and safety roles. 

12.12.4 Are responsible for ensuring that all staff receives health and safety training 
appropriate to their responsibilities. 
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12.12.5 Are responsible for ensuring that risk assessments are carried out routinely 
including prior to the introduction of new, or changes in established, procedures, 
practices, equipment, machinery or substances. 

12.12.6 Are responsible for ensuring that recommendations for remedial action are 
actioned as soon as is practicable. 

12.12.7 Are responsible for implementing any health and safety recommendations. 

        

12.13 Site Practitioners  
12.13.1 Site Practitioners are responsible for managing health and safety incidents which 

occur outside of office hours and reporting them back directly to the responsible 
General Manager for investigation and corrective action.  

 

12.14 Department/Ward Managers are responsible for the implementation of health and safety as 
an integral part of the service they manage. In addition they:  

12.14.1 Are responsible for the day to day implementation of Trust policy and are 
empowered to take all reasonable measures to ensure that all workplaces and 
work practices within their areas of responsibility are safe and healthy and meet 
legal requirements. This also extends to the undertaking of formal, written risk 
assessments and their ongoing maintenance.   

12.14.2 Ensure risk assessments are reviewed regularly and follow the process laid out 
within the Risk Assessment Procedure - SOP0186. 

12.14.3 Implement any necessary controls and arrangements from the risk assessment to 
ensure the risks are eliminated or reduced to acceptable levels. 

12.14.4 Are responsible for maintaining a departmental Health and Safety Folder COSHH 
Folder and Moving and Handling Folder, which are reviewed quarterly.    

12.14.5 Are responsible for production and maintenance of safe systems of work and 
procedures for all activities within their department 

12.14.6 Are responsible for ensuring that all staff receives adequate information, 
instruction, training and supervision in relation to health and safety and the 
maintenance of an up to date record of all training within each department. Such 
information must be accessible and readily available for inspection.  

12.14.7 Are responsible for ensuring that staff are released from their normal duties to 
attend all mandatory health and safety training courses. 

12.14.8 Are responsible for ensuring that the Manufacturers Safety Data Sheet (MSDS) 
are obtained, and suitable and sufficient assessments are carried out of all 
hazardous substances within the department in accordance with the Control of 
Substances Hazardous to Health Regulations 2002. 

12.14.9 Are responsible for ensuring that all incidents and accidents are reported in a 
timely manner using Datix, and investigated. 
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12.14.10 Are responsible for identifying Health and Safety Keyworkers to help them 
fulfil their responsibilities and for allocating them time within working hours for 
them to be able to meet their responsibilities. 

12.14.11 Are responsible for identifying an appointed First Aider. 

 

12.15 Health and Safety Keyworkers are appointed by ward/departmental managers to assist 
them in undertaking mandatory risk assessments. In addition, they: 

12.15.1 Will be trained by the Safety department to undertake their departmental Health 
and safety risk assessments on behalf of their Line Manager. The Line manager 
will manage any findings and control measures of these assessments as a 
requirement under legislation. 

12.15.2 Will assist their manager to close actions on workplace HandS audits. 

12.15.3 Will assist their manager in the completion of the quarterly workplace inspection. 

12.15.4 Will be able to give “Low risk” health and safety advice to managers and staff. 

12.15.5 Maintain the health and safety folder. 

 

12.16 Trust Employees 
12.16.1 All Trust employees, including part time, flexi bank and volunteer staff shall comply 

with any information, instruction, procedure or policy provided by the Trust (either 
directly or via the management structure) in pursuance of its statutory 
responsibilities including participation in relevant training programmes. 

12.16.2 Must take reasonable care for their own health and safety and that of other 
employees, patients, visitors and non-employees who may be affected by their acts 
or omissions. 

12.16.3 Must co-operate fully with their managers, supervisors and other staff to ensure that 
Trust policies and guidelines are implemented and adhered to; 

12.16.4 Must comply with safe systems of work and recognised procedures where these are 
in place; 

12.16.5 Must not interfere with, misuse or intentionally disregard any equipment, article, or 
notice provided by the Trust in the interest of health and safety. 

12.16.6 Must bring to the attention of their managers any shortcomings they are aware of in 
respect of health and safety policies, procedures, guidelines, training and 
supervision. 

12.16.7 Must bring to the attention of their managers any shortcomings they are aware of in 
respect of the health and safety of the workplace and work practices. 

12.16.8 Must participate fully in training programmes ensuring that mandatory training 
requirements are fulfilled. 

 

12.17 Contactors and Other Specialist Advisers inclusive of Principal Designers 
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12.17.1 Contractors or Agency Staff working at premises under the control of the Trust 
shall comply with the same health and safety responsibilities as an employee of 
the Trust. Contractors shall provide any health and safety information to the Trust 
pertinent to the works being carried out. 

12.17.2 Other specialist advisers are responsible for providing advice, assistance and 
support to facilitate the effective assessment and control of risk. 

12.17.3 The Principal Designer is responsible for ensuring that Sub-contractors provide 
suitable pre contract risk assessments and method statements pertaining to the 
works to be carried out. 

 Monitoring and Review  13
 
13.1  This policy will be monitored and reviewed by the Head of Health and Safety and 

Compliance to take into account new legislation and working practices. Any changes will be 
taken through the Health and Safety Strategic Committee for review before dissemination to 
staff.  

 

What will be 
monitored 

How/Method/ 
Frequency Lead Reporting 

to 

 
Deficiencies/ gaps 
Recommendations 
and actions 

Policy review First review in 
one year and 
then every three 
years 

Author Health and 
Safety 
Strategic 
Committee 

Where gaps are 
recognised action plans 
will be put into place 

Application of policy Annual Audit Health and 
Safety Team  

Health and 
Safety 
Operational 
Group 

Corrective action with 
Managers/individuals 

Training Records Monthly Via 
ESR  

Managers Health and 
Safety Team 
 
 

Where training has 
been identified by Trust 
managers, actions 
plans will be put into 
place with timescale for 
completion. 

Risk Registers  Reviewed in the 
Directorate 
Governance 
Meetings 
monthly 
 

Directorate 
Governance 
teams 

Health and 
Safety Team 

Where risks are 
recognised actions 
plans will be put into 
place. 

Risk Assessments  Two yearly 
review, unless 
there is a 

Ward/Depart
mental 
Manager   

Health and 
Safety Team 
 

Any gaps/deficiencies 
will be reviewed and 
necessary action taken 
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What will be 
monitored 

How/Method/ 
Frequency Lead Reporting 

to 

 
Deficiencies/ gaps 
Recommendations 
and actions 

change in 
working practice 
and/or working 
procedures or 
as a result of an 
incident   

to resolve these 

 Training and Implementation  14
14.1 Trust mandatory training requirements are regularly updated and disseminated to staff. 

14.2 Provide adequate training for those undertaking risk assessments, developing action plans 
from assessments or otherwise involved in the risk assessment process. 

14.3 Risk assessment training will be made available to both Managers and Health and Safety 
Keyworkers throughout the year.  Training can be booked via ESR.  A record of such training 
will be maintained. 

 References 15
 
TRUST DOCUMENTS 
Display Screen Equipment Policy 
First Aid Policy 
Lone Worker Policy 
Window Management Policy 
Risk Assessment Procedure 
Reporting of Injuries Diseases and Dangerous Occurrences - RIDDOR 
Slips Trips and Falls Procedure (Staff) 
Lone Worker - Risk Assessment Procedure 
Control of Substances Hazardous to Health -COSHH- Policy 
Control of Substances Hazardous to Health -COSHH- Procedure 
Health and Safety Strategy 
Display Screen Equipment -DSE -  Risk Assessment Form 
Workplace Inspection Checklist 
COSHH Assessment Flowchart 
ACTS OF PARLIAMENT 
The Health and Safety at Work etc. Act 1974 
The Regulatory Reform (Fire Safety) Order 2005 
The Corporate Manslaughter Act 2008 
REGULATIONS 
The Management of Health and Safety at Work Regulations 1999 
The Control of Substances Hazardous to Health Regulations 2002 (C.O.S.H.H.) 
The Health and Safety (Display Screen Equipment) Regulations 1992 (D.S.E.) 
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The Manual Handling Operations Regulations 1992 as amended 2002 
The Workplace (Health, Safety and Welfare) Regulations 1992 
The Personal Protective Equipment at Work Regulations 1992 (P.P.E.) 
The Provision and Use of Work Equipment Regulations 1998 (P.U.W.E.R.) 
The Lifting Operations and Lifting Equipment Regulations 1998 (L.O.L.E.R.) 
The Health and Safety (First Aid) Regulations 1981 
The Confined Spaces Regulations 1997 
The Construction (Design and Management) Regulations 2015 (C.D.M.) 
The Classification, Labelling and Packaging Regulation 2008 (CLP) 
The Control of Asbestos at Work Regulations 2012 
The Health and Safety (Safety Signs and Signals) Regulations 1996 
The Ionising Radiations Regulations 1999 
The Control of Noise at Work Regulations 2005 
The Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 2013 
The Working at Height Regulations 2005 

 
 
END OF DOCUMENT 
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Report to the Board of Directors 
Meeting Date: Thursday, 02 May 2019  Agenda item: 7.1  

Title of Report  Workforce Report 

Prepared By Elizabeth Nyawade, Deputy Director of HR and OD 

Lead Director Leon Hinton, Director of HR and OD 

Committees or Groups 
who have considered 
this report 

Senior HR Team 

Executive Summary This workforce report to the Trust Board focusses on the core 
workforce risks, and looks to provide assurance that robust plans 
are in place to mitigate and remedy these risks. In addition, the 
report provides an update on the broader workforce agenda across 
the Trust. 
 
The Trust’s recruitment campaigns, including national, local and 
international have delivered 280 candidates to date – 11 candidates 
supplied to us by Cpl Healthcare and 97 candidates provided by 
HCL.  
 
Trust turnover has decreased at 12.62% (-0.04%) from 12.66%, 
sickness absence at 4.25% (+0.01) compared to the month of 
February is above the Trust’s tolerance level of 4%, and appraisal 
compliance has increased to 85.16% (+0.86% from 84.30%) and is 
above Trust target of 85%. Statutory and Mandatory training is at 
85% (+2.5% from 83%) and is meeting the Trust target of 85%. 

 
The percentage of pay bill spent on substantive staff in March at 
(85%) increased (+2% from 83%) compared to the month of 
February. The percentage of agency usage at 4% is the same 
compared to the month of February. The percentage of pay bill 
spent on bank staff at 11% (-2% from 13%) has decreased 
compared to February. 
 

Resource Implications None 

Risk and Assurance 
 

i. Nurse Recruitment 
ii. Temporary Staffing Spend 

 
The following activities are in place to mitigate this through: 

1. Targeted campaign to attract local and national nurses 
2. Update on overseas campaign 
3. Ensuring a robust temporary staffing service 
4. Review of temporary staffing usage, particularly agency 

usage, currently in use at Medway  
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5. Agency/Temporary Staffing Work stream as part of the 
2018/19 cost improvement programme 

 

Legal 
Implications/Regulatory 
Requirements 
 

Staffing levels and use of temporary/agency workers have been 
identified as areas that need improvement by the Trust and our 
regulators. 

Improvement Plan 
Implication 
 

Workforce is a priority programme as part of the Recovery plan and 
is a key enabler for organisational delivery as part of the plan. 
Supports Better, Best, Brilliant programme 8 (building a sustainable 
workforce). 

Quality Impact 
Assessment 
 

Not applicable 

Recommendation 
 

Not applicable 

Purpose and Actions 
required by the Board 

 

Approval         Assurance         Discussion        Noting 
     ☐              ☒            ☐           ☒   
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 INTRODUCTION 1
 
1.1 This workforce report to the Trust Board focusses on the core workforce risks, and looks to 

provide assurance that robust plans are in place to mitigate and remedy these risks. In 
addition, the report provides an update on the broader workforce agenda across the Trust. 

 RECRUITMENT 2
 
2.1 The Trust continues to build a recruitment pipeline in order to deliver the recruitment 

trajectory in the workforce plan. During March 2019, 23 FTE registered nurses and midwives 
joined the Trust on a substantive basis, alongside 6 FTE substantive clinical support 
workers/maternity care assistants.  

 

2.2 A total of 93 international nurses have undertaken the Objective Structured Clinical 
Examination (OSCE) since April 2018; 91 out of the 93 nurses have passed. In March 2019, 
18 international nurses undertook the OSCE exam with 17 passing at the first attempt. The 
Trust currently has a pass rate of 98%. 

 
2.3 Further to the collaborative regional procurement approach to international nurse recruitment 

the Trust selected two partner providers: Cpl Healthcare (Cpl) and HCL. Four Cpl 
international nurses have commenced in post, with 11 in the pipeline. Forty HCL nurses 
have also commenced in post. Ninety seven HCL candidates remain in the pipeline with 
offers being processed.  
 

2.4 The Trust is also working with 7 additional permanent recruitment agency providers: We 
Solutions, Ascend, Cromwell Medical Recruitment, Medline, Kate Cowhig, HealthPerm and 
Xander Hendrix. The agency partners are working with the Trust on developing a pipeline of 
nurses for the financial year 2019/2020.  
 

2.5 To support the Trust in achieving its targets new international campaigns are being launched 
with a select number of agencies: Medline, We Solutions, Ascend, Kate Cowhig and 
Cromwell Medical Recruitment. 
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Table 1 below summarises the Trust’s recruitment pipeline via all our partner agency providers.  

Agency 
Provider 

Commenced Pipeline Agency  
total 

Anticipated new  
starters over  

the next 12 months  
from pipeline 

Harvey Nash  7 0 213  (0%)           0 
Cpl Healthcare 4 11 15  (33%)         6 
HCL 40 97 137  (22%)       30 
Person Anderson 28 0 28 (100%)     0 
Cromwell Medical 
Recruitment 

26 58 84   (47%)       40 

MSI Group 3 0 8  (0%)          0 
Xander Hendrix 4 8 12  (41%)        5 
We Solutions 8 58 66   (54%)       35 
Blue Thistle 0 8 8  (0%)          0 
Medline 0 34 34   (53%)       20 
HealthPerm 0 6 6 (66%)       4 
IELTS Medical 0 0 0  (0%)          0 
EPSN 1 0 1 (100%)     1 
Total  121 280 612                   141 

(Table 1: Nurse recruitment pipeline as of March 2019) 

 

2.6 The Trust has also engaged with Health Sector Jobs recruitment agency to run targeted 
open days for qualified nurses. The first event took place in March 2019 in Dublin where 9 
qualified nurses were given offers following interviews. The recruitment process for these 
nurses will continue via the standard Trust process. 

 
Table 2 below summarises offers made, starters and leavers for March 2019.  

Role Offers made in month Actual starters Actual leavers 

Registered nurses & 
midwives 

 
41 (23 NHS Jobs/open 
days & 18 international 

nurses via skype) 
 

23 21 

Clinical support 
workers/Maternity Care 

Assistants 
3 6 

 
9 
 

                                                              (Table 2: Nursing starters and leavers March 2019) 

 

2.7 During March 11 medical staff joined the Trust; these included 5 junior doctors in 
Neonates, 2 staff grade doctors in Emergency Medicine and Anaesthetics, 2 CTF grade 
doctors in General Medicine and Neonates and 2 LAS ST3 grade doctors in Paediatrics 
and Emergency Medicine. 
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3 DIRECTORATE METRICS  
 
3.1 The table below (table 3) shows performance across five core indicators by the directorate. 

Turnover, at 12.62% (-0.04% from 12.66%), remains above the tolerance level of 8%. HR 
Business Partners will work with all existing information sources (exit interview data and 
face to face interviews), system-wide knowledge (let’s work together commissioned by 
Health Education England) and staff survey results to implement service specific retention 
plans. Sickness absence at 4.25% (+0.01 from 4.24%) is above the tolerance level of 4%. 
Employee Relations are proactively carrying out analysis to support managers to manage 
sickness and reviewing trends for interventional support. 

 

3.2 The Trust appraisal rate stands at 85.16% (+0.86% from 84.30%) and is above the Trust 
target of 85%, three directorates (Corporate, Planned and Estates & Facilities) are meeting 
the appraisal target. A revised appraisal system was implemented across the Trust from 1 
April 2018 which builds on what works in the current mechanism and adds value to the 
process for both the appraisee and corporate intelligence. Two new ratings have been 
included – performance and values/behaviour (scores 1-5) to identify and promote talent in 
the organisation in addition to leadership metrics. Statutory and Mandatory training stands 
at 85.42% (+2.55% from 82.87%) and is meeting the Trust target of 85%. 

 

 
                                                                                                                           (Table 3: Key workforce metrics) 

3.3 Approximately 15,000 learning interventions need to occur during 2019/20 for the Trust to 
be compliant.  These interventions occur across e-learning, classroom-based learning and 
also blended learning opportunities.  SMEs provide sufficient capacity to provide face-to-
face opportunities to meet the demand. The Trust’s Statutory Mandatory (StatMan) target 
across areas is 85% and is being met for conflict resolution; equality and diversity; health 
and safety, infection prevention and control, safeguarding children (level 1), safeguarding 
adults, fire and prevent. However, the minimum is not met for moving and handling (level 2, 
3); resuscitation and safeguarding children (level 3). 

3.4 The table below shows the compliance with StatMan on a directorate and programme 
basis: 

Directorate >> Programme Compliance % 

Corporate 95.08% 

>> Communications 93.94% 

>> Governance & Legal 100.00% 

>> Finance 96.76% 

Trust 
Target Rate 1-month 

trend
12-month 

trend Rate 1-month 
trend

12-month 
trend Rate 1-month 

trend
12-month 

trend Rate 1-month 
trend

12-month 
trend Rate 1-month 

trend
12-month 

trend

Turnover rate (Voluntary, 12-month rolling) 8.0% 12.6% q 17.1% p 5.0% u 11.8% q 14.5% p

Vacancy rate 12.0% 17.7% p 13.9% p 14.9% p 16.4% p 19.4% p

Sickness rate (12-month rolling) 4.0% 4.3% p 2.7% p 6.4% q 4.3% q 4.0% p

Statutory & Mandatory Training 85.0% 85.4% p 95.1% p 85.9% p 84.8% p 84.0% p

Medway Appraisal 85.0% 85.2% p 89.5% p 87.7% q 85.3% p 83.0% p

Agency costs (as % of total paybill) 4.1% p 5.3% p 3.3% p 4.3% p 7.4% p

Bank costs (as % of total paybill) 10.9% q 2.5% p 8.8% q 12.4% p 19.4% p

Substantive costs (as % of total paybill) 89.0% 85.0% p 92.2% q 87.9% q 83.3% q 73.3% q

Stability Index (12-month rolling, >12M) TBC 81.0% q

Leavers citing "Work/Life Balance" 12 month rolling TBC 75 p

Estates & Facilities Planned Care Unplanned & Integrated CareCorporateTrust

11.0%
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>> Human Resources & Organisational Development 97.79% 

>> IT 99.74% 

>> Medical Directorate 93.72% 

>> Nursing Directorate 88.99% 

>> Strategy & Planning 98.93% 

>> Transformation 100.00% 

Estates & Facilities 85.88% 

>> Estates & Facilities Management 90.65% 

>> Hard Facilities Management 95.79% 

>> Soft Facilities Management 84.35% 

Planned Care 84.81% 

>> Cancer Services 89.86% 

>> Perioperative & Critical Care 86.79% 

>> Planned Care Management 82.14% 

>> Surgical Services 78.86% 

>> Women’s & Children’s Health 86.09% 

Unplanned & Integrated Care 84.00% 

>> Diagnostics & Clinical Support Services 87.91% 

>> Specialist Medicine 88.21% 

>> Therapies & Older Persons 82.77% 

>> Unplanned & Integrated Care Management 83.99% 

>> Urgent and Emergency Care 79.34% 
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4 TEMPORARY STAFFING  
 

Table 4 below demonstrates that temporary staffing expenditure increased in March 2019 
compared to February 2019.   

                                                                                        (Table 4: Workforce profile based on contractual arrangement) 

 

4.1 The agency cap breaches across all staff groups continues to decrease as illustrated in chart 
1 below. During the month of March 2019 the Trust reported an average of 48 breaches per 
week. The increase in the average number of breaches was driven by a rise in demand for 
theatre practitioners. 

 
Chart 1: NHSI cap breaches) 

 

 

 

 

 

  

    Mar-17 Mar 18 Apr 18 Oct 18 Nov 18 Dec 18 Jan 18 Feb 18 Mar 19 

Sp
en

d
 

  

Agency £3,890,198 £2,597,697 £943,419 £881,163 £988,934 £689,179 £1,095,639 £620,839 £783,127 

Bank £920,473 £2,329,768 £2,307,191 £2,145,475 £2,068,000 £1,544,845 £2,227,879  £2,151,604  £2,105,055  

Substantive £13,611,458 

 

£13,542,990 

 

 

£13,904,703 

 

£14,213,731 £14,283,166 £14,092,671 £14,061,431  £14,072,139  £16,377,676  

%
 P

ay
 b

ill
 

Agency 21% 14% 5.5% 5% 6% 4% 6% 4% 4% 

Bank 5% 12% 13.5% 12% 12% 9% 13% 13% 11% 

Substantive 74% 74% 81% 82% 82% 87% 81% 83% 85% 
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4.2 The Trust’s NHSi annual agency spend celing has decreased from £21.6m in 2017/18 to 
£17.88m (corrected ceiling based on Model hospital figures) in 2018/19. Based on 
cumulative agency spend YTD, the Trust is £6.7m below the NHSi agency ceiling cap 
target as illustrated in the chart and table below.  

 
 

(Chart 2: NHSI agency ceiling) 

 

Table 5 below shows NHSI agency ceiling performance 

Column1 Sep-18 Oct-18 Nov-18 Dec-18 Jan-18 Feb-19 Mar-19 
Cumulative 
NHSI ceiling 
target 

£8,940,000 £10,430,000 

 
£11,920,000 

 
£13,410,000 

 
£14,900,000 

 
£16,390,000 

 
£17,880,000 

Agency in 
month actual 
spend 

£986,606 £881,163 

 
£988,934 

 
£689,179 

 
£1,095,639 

 
£620,839 

 
£783,127 

Cumulative 
below ceiling  £5,138,938 £6,988,224 £7,977,158 £8,666,337 £9,761,977 £10,382,817 £11,165,944 

(Table 5: NHSI agency ceiling performance) 

 

4.3 Temporary nursing demand increased in March 2019 compared to February 2019 (8,630 
shift requests in February 2019 compared to 9,922 shift requests in March 2019). The fill 
rate was 74% (+1%). Medical locum demand decreased in March 2019 compared 
February 2019 (1,166 shift requests in February 2019 compared to 1,087 shift requests in 
March 2019). The overall fill rate for nursing and medical locum was 91%.  

 

 

- End 
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Meeting Date: Thursday, 02 May 2019        Agenda Item: 7.2 

Title of Report  Staff Survey Results 2018 

Prepared By Lisa Webb, Group Head of HR - Workforce Development 

Lead Director Leon Hinton, Director of HR and OD 

Committees or Groups 
who have considered this 
report 

Transformation Team 
Executive Team 
Senior HR Team 

Executive Summary The Trust’s response rate for the national staff survey 2018 
increased slightly (+0.1%) to 40.2% and reflected the opinions of 
1595 employees. 
 
The staff survey’s reporting has changed significantly from key 
findings to themes, whilst still allowing comparison to 2017.  Across 
the staff survey themes – for the entire Trust, six scores worsened 
(on a rating of 1-10), three remained the same and one was a new 
score. 
 
Local action plans have been developed in a number of 
programmes, with others due for completion in April.  These action 
plans describe the deliveries required to build on what we do well 
and what we need to do to improve our staff experience over the 
next 12-months.  A new governance process is introduced to ensure 
the actions are owned locally, and delivered to our staff. 

Resource Implications Not applicable.  Local actions will have resource requirements. 

Risk and Assurance Not applicable 

Legal 
Implications/Regulatory 
Requirements 

Not applicable 

Improvement Plan 
Implication 

Workforce is a priority programme as part of the Recovery plan and 
is a key enabler for organisational delivery as part of the plan.  
Supports Better, Best, Brilliant transformation programme. 
Best Culture is one of our three core delivery plans in the Trust’s 
People Strategy. 

Quality Impact 
Assessment 

Not applicable 

Recommendation Not applicable 

Purpose and Actions 
required by the Board  

 

Approval         Assurance         Discussion        Noting 
     ☐              ☐       ☒                ☐      
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 RESPONSE RATE 1
 
1.1 The response rate for the Trust increased slightly to 40.2% (1595 responses) in 2018 

against an average national response for acute Trusts at 44%.  The response rate per 
directorate is as follows: 

o Planned Care – 36%; 

o Unplanned & Integrated Care – 33% 

o Estates & Facilities – 45% 

o Corporate – 76% 

1.2 Response rate for clinical directorates varied between high of 39% (Cancer, Diagnostics 
& Clinical Support Services) and low of 27% (Acute Medicine).  Specific interventions 
from month five helped increase the response rate in the latter stages of the survey.  
Anecdotally, resistance to completion of the survey largely included privacy concerns that 
surveys could be traced back, a message that numerous communications attempted to 
dispel. 

 CHANGES TO THE STAFF SURVEY  2
 
2.1 The survey carried out in 2018, although largely similar to 2017 questions; however, the 

analysis has moved from 32 key findings (KF) to ten themes.  The change still allows for 
2017 to 2018 comparison of results, with the exception of the theme ‘morale’ which is a 
new feature of the 2018 survey.  The ten themes are: 

o Equality, diversity & Inclusion; 

o Health & wellbeing; 

o Immediate managers; 

o Morale; 

o Quality of appraisals; 

o Quality of care; 

o Safe environment – bullying and harassment; 

o Safe environment – violence; 

o Safety culture; 

o Staff engagement. 
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 TRUST FINDINGS  3
 
3.1 The organisational heat map is shown in table 1 (below) and shows graphically the higher scoring elements of the organisation (towards green) versus the lower scoring elements of the organisation 

(towards red).  The colours also denote comparative improvement or deterioration against 2017. 
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Equality, diversity & inclusion

Health & wellbeing

Immediate managers
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Quality of appraisals

Safe Environment - Bullying & Harassment

Safe Environment - Violence

Safety Culture

Staff Engagement
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3.2 Across the staff survey themes – for the entire Trust, six scores worsened (on a rating of 

1-10), three remained the same and one was a new score.  The results are shown below: 

 
 

3.3 On a theme by theme basis, the organisation scored within the range of acute providers; 
however, was very close to the lower limit for morale, immediate managers, quality of 
care and staff engagement. 
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 CASE STUDY  4
 
4.1 The Trust has seen a remarkable improvement in pharmacy scores associated with the 

staff survey as a result of several interventions including a new leadership team; high 
uptake of the you are the difference programme (albeit after the survey); quality 
improvement methodology and intensive organisational development programme.  
Learning from this shift will be utilised for other interventions. 

 

Theme 2017 2018 Shift 

Equality, diversity & 
inclusion 

    23% 

Health & wellbeing     -3% 

Immediate managers     15% 

Morale     25% 

Quality of appraisals     23% 

Safety Culture     18% 

Staff Engagement     12% 

 

 BENCHMARKING  5
 
5.1 Nationally, acute Trusts experienced an increase in response rate to 44%, the Trust’s 

response rate similarly increased.  The comparison to national scores is as follows: 
o The equality and diversity score for the Trust did not change between 2017 and 

2018 mirroring the national picture; however, remained 2% lower than national 
average; 

o The health and wellbeing score nationally has decreased successively mirroring 
Kent’s scoring for health and wellbeing.  The Trust’s score is 5% below national 
average; 

o Nationally the score for immediate managers remains unchanged for the last 
three years; however the Trust’s score mirrors Kent’s trend and is 5% below 
national average; 

o The morale score is a new trend and there is no historical comparative data; 
however, the Trust is 7% below national average; 

o The quality of appraisals score for the Trust is equal to the national average and 
features as one of the highest scores in Kent; 
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o The quality of care trend nationally has been decreasing for the last three years 
mirroring the Trust’s trend and scores 4% lower than average; 

o Nationally the score for safe environment (bullying and harassment) has 
worsened in line with the Trust’s score and is 5% lower than average; 

o The safe environment (violence) score has remained unchanged nationally for 
the last four years in line with the Trust’s score and is equal to the national 
average; 

o Nationally the safety culture score has increased by 1%; however, the Trust’s 
score has decreased by 1% and scores 6% lower than average; 

o Staff engagement has remained unchanged nationally whilst the Trust score has 
decreased by 3% in line with other Kent Trusts. 
 

5.2 The use of benchmarking information is crucial for identifying local, regional and national 
trend and identifying the leading Trusts to understand their approach and culture.  Local 
action plans are devised and owned (see section 6) based on local programme results. 

  ACTION PLAN 6
6.1 The Human Resources Business Partners will work with programmes to develop local 

action plans that will be owned and delivered locally.  Delivery plans and actions are 
based on programme-based survey breakdown exploring each of the survey themes and 
question breakdown to look at not only where the programme scores low, but also to 
identify its strengths and further develop these. 

 
Directorate Programme Planned action 

planning date 
Sign-off of 
action plan 

Unplanned 
& Integrated 
Care 

Urgent & Emergency Care 

April 2019 Complete April 2019 Therapies & Older Persons 
Specialist Medicine 
Diagnostics & Clinical Support Services 

Planned 
Care 

Peri-operative & Critical Care April 2019 complete Complete 
Surgical Services April 2019 complete Complete 
Women’s & Children’s April 2019 April 2019 
Cancer Services April 2019 April 2019 

Estates & 
Facilities 

Soft FM April 2019 complete Complete Hard FM 

Corporate 

HR & OD 

April 2019 April 2019 

Finance 
IT 
Planning & Strategy 
Comms, Transformation & Exec 
Medical Directorate 
Nursing Directorate 

 
 
6.2 This will be reviewed on a monthly basis at PRM and at programme management team 

level utilising the following toolkit: 
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 NEXT STEPS 7
 
7.1 The 2018 NHS staff survey results were released nationally on 26 February 2019. As part 

of an overhaul of survey approach, each programme will receive a guided workbook 
detailing breakdown for their area thematically grouped to support the local action plan 
delivery to be written and owned locally.  The results for directorates and programmes 
will be shared via HR Business Partners highlighted areas to celebrate and those for 
improvement.   
 

7.2 Furthermore, the staff survey action plans will form a key component of the directorate 
performance review meetings (PRM) on a monthly basis to monitor progress against plan 
and test assumptions.  A key element of this strategy will be to move the approach of 
staff survey from a one-off activity and event through to business as usual ongoing 
monitoring and review with oversight through PRM. 

 
7.3 Actions taken during and following the staff survey fieldwork period include: 

o Launching the you are the difference (YATD) programme in September 2018 to 
help create, nurture and build a new culture at Medway.  The launch of Phase 2 
of the programme in March 2019.  
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 Phase 1 Phase 2 

Number of staff sessions 29 

End of May, start 
of April 

Number of staff attended 813 

Number of Manager sessions 21 

Number of Managers attended 266 

 
o Introduction of YATD programme Trust Induction January 2019 and a defined 

journey illustrated below utilising our continuous improvement methodology. A 
total of 78 staff have been through the Induction sessions. 

 
 

o YATD Video being open and transparent and involving our patients in being 
clear about what we are doing to develop our culture which puts them at the 
centre of all we do; 

o Speaking up – launching the new freedom to speak up strategy, appointing a 
new lead guardian and 7 new guardian advocates; 

o Introduced new monthly Chief Executive briefing sessions to increase visibility 
and access to executives; 

o The Trust is currently in the scoping phase of working with Health Education 
England’s clever together partnership for in-depth analysis and intelligence on 
the next steps for the staff survey. Two staff focus groups have been delivered 
and the next phase will include a board session and launch of the online 
crowdsourcing platform; 

o Improvement Boards introduced to include consistent language linked to YATD, 
strategic objectives and staff survey. 

 

 CONCLUSION  8
 
8.1 The Trust will continue to build on and embed some of the initiatives that are already in 

place to increase staff engagement, improve clinical quality outcomes, and increase 
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communication between staff and senior management team and to empower staff.  
These include:  

 Continue running YATD programme that has now been embedded in the Trust 
Induction programme; 

 Gemba Walks; 

 QI programme rolled out across the Trust with a view to embedding quality 
improvement initiatives and making these part of business as usual; 

 We have introduced our new Chief Exec briefing sessions monthly to develop 
more  communication; 

 Recruited a lead Freedom to Speak Up Guardian; 

 We are working on retaining our best staff at the trust with a number of initiatives 
including: 

o NHSi– we have subscribed to cohort 4 of the retention direct support 
programme; 

 We have developed a new appraisal policy that is aligned to AfC contract refresh 
in 2018 that requires the infrastructures to ensure all staff have an appraisal every 
year and to make sure our staff have access to development opportunities/ 
interventions. 

8.2 The results reflect a staff survey result relatively similar to 2017, insofar as a disengaged 
workforce.  The ‘you are the difference’ programme instigated in the late period of the 
staff survey as a direct response to the family and friends test, previous staff survey and 
findings from the CQC are not expected to have been able to make a change during the 
2018 staff survey – and would expect to see a change in future staff survey and family 
and friends tests – which has indeed improved by an 11% shift to positive as recommend 
as a place to work.  The next steps (section 7) reflect the need for continual 
organisational spotlight on actions aligned to engaging and supporting our staff over a 
period of time where change management is increasing, a shift to technology is 
increasing and financial pressures continue. 
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APPENDIX A: ACTION PLANNING TIMESCALES 
April 19 May 19 September 19 December 19 March 20 

 
Estimated 
duration 1-4 weeks 6 months 2-6 months 2-4 weeks 

Key 
activities 

 Establish key themes via 
HRBP programme  action 
planning 

 Set priority projects via 
PRM 

 Utilisation of Improvement 
boards  

 Relaunch Freedom to 
speak Up 

 Global communications 

 Follow project improvement 
methodology to drive 
projects 

 Communicate with staff 

 Review progress via pulse 
surveys 

 Communicate 
improvements to staff 

 Prepare for 2019 survey 

 Launch 2019 survey 

 Continue to execute local 
improvement plans 

 Share results with 
organisation 

 Continue with improvement 
plan and refocus where 
necessary 

Key 
meetings 

 First action planning 
meetings 

 Staff focus groups with 
Clever Together 

 YAD phase 2 

 Monthly action planning 
meetings at PRM 

 Exec Clever Together 
workshop 

 Launch Crowd sourcing 
Clever Together 

 Meetings with staff to 
engage with survey 

 Local Action planning 
meetings to  decide key 
actions from 2019 survey 

 Workforce to share results 
with staff 

End 
products 

 Agreed key organisational 
and local improvement 
projects 

 

 Improvement in staff 
engagement and morale 

 Continuous improvement in 
culture and engagement 

 Survey completion 

 Iterative process for action 
plan product 

 

 

Local Action plannning 
with HRBPs 

Improvement delivery and  
review at PRM 

2019 survey 
Initial findings and 

continuation of 
improvement plan 
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Meeting Date: Thursday 02 May 2019                  Agenda Item: 8.2 

Title of Report  Integrated Audit Committee Terms of Reference  

Prepared By Brenda Thomas, Company Secretary 

Lead Director Ian O’Connor, Director of Finance 

Committees or Groups 
who have considered 
this report 

Integrated Audit Committee  

Executive Summary The purpose of this report is to present the Integrated Audit 
Committee’s (the Committee) terms of reference for approval.  
 
The terms of reference have been extensively reviewed to 
strengthen existing sections to ensure adherence with best practice. 

 
The Committee, at its meeting on 28 February 2019, endorsed the 
terms of reference and recommended to the Trust Board for 
approval. 

Resource Implications None 

Risk and Assurance As per terms of reference and workplan specifying reports to be 
presented to provide assurance. 

Legal Implications/ 
Regulatory 
Requirements 
 

Paragraph 38 of the Trust’s Constitution sets out the requirement for 
an Audit Committee comprising non-executive directors only.  
The terms of reference clarify the Committee’s responsibilities to 
ensure legal and regulatory compliance. 
 

Improvement Plan 
Implication 

None 

Quality Impact 
Assessment 

None 

Recommendation The Board is asked to approve the Integrated Audit Committee 
terms of reference. 

Purpose and Actions 
required by the Board 

Approval         Assurance         Discussion        Noting 
     ☒              ☐            ☐           ☐             
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Integrated Audit Committee 
 

1. Authority 
1.1. The Integrated Audit Committee (the Committee) is a non-executive committee of the Trust 

Board of Medway NHS Foundation Trust (Trust Board), established in accordance with 
paragraph 38 of the Trust’s Constitution. 

 

1.2. The Committee is authorised by the Trust Board to: 
 

a)  investigate any activity within its terms of reference. 
 

b)  seek any information it requires from any employee, and all employees are directed 
to cooperate with any request made by the Committee. 

 

c)  implement any activities which are in line with its terms of reference. 

d)  obtain independent legal or professional advice. 
 

2. Purpose 
 

2.1 The Committee is responsible for providing assurance to the Trust Board on the Trust’s 
system of internal control by means of independent and objective review of financial and 
corporate governance, and risk management arrangements, including compliance with law, 
guidance, and regulations governing the NHS. 

 
3. Accountability and reporting arrangements 
3.1 The Committee shall be directly accountable to the Trust Board. 

 

3.2 The proceedings of each meeting of the Committee shall be reported to the next meeting of 
the Trust Board detailing the level of assurance received and shall refer to the Board any 
issues of concern it has regarding any lack of assurance in respect of any financial or 
operational aspect. 

 

3.3 The Committee shall report to the Trust Board annually on its work, specifically on the fitness 
for purpose of the Board Assurance Framework, the completeness and embeddedness of 
risk management, and the operation of integrated governance within the Trust. 

 

3.4 The Committee will provide a report to the Council of Governors periodically/as requested. 
 

4. Membership 
4.1 The Committee shall be composed of at least three Non-Executive Directors. The Chair of 

the Board of Directors  shall not ordinarily be a member yet may step in from time to time to 
complete a quorum and may attend at their discretion The Committee may co-opt an 
additional Non-Executive Director to complete a quorum if the need arises. 

 
4.2 At least one of the Committee members shall have recent and relevant financial experience. 

 
4.3 The Chair of the Committee shall be chosen and appointed by the Trust Board from among 

the NEDs; the Deputy Chair shall be one of the other NED members. 
 

4.4 The following shall generally be in attendance to present papers or offer advice to the 
committee and are not formal members of the committee: 
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i. Chief Executive 
ii. Director of Finance 
iii. Company Secretary 
iv. Head of Integrated Governance and Legal 
v. Internal and External Audit representatives 
vi. Counter Fraud representatives 
vii. Executive Directors and other managers may be invited to attend meetings 
viii. Other Non-Executive Directors and Executives can attend with the Chair’s consent 
ix. Other staff may be requested to attend at the invitation of the Chair 

 
5. Quorum 
5.1 Meetings will be quorate when at least two Non-Executive Directors are in attendance. 

 
6. Frequency 
6.1 The meetings of the Committee shall be held quarterly, scheduled to support the business 

cycle of the Trust (coinciding with key stages in the accounting and audit cycle) and at such 
other times as the Chair of the Committee shall identify. 

 

6.2 Members are expected to attend a minimum of three meetings per year. 
 

7. Key responsibilities 
7.1 Integrated governance, risk management and internal control 

 

7.1.1 The Committee shall review the establishment and maintenance of an effective 
system of integrated governance, risk management and internal control, across the whole of 
the organisation’s activities (clinical and non-clinical), that supports the achievement of the 
organisation’s objectives. 

 

7.1.2 In particular, the Committee will review the adequacy and effectiveness of: 
 

i. All risk and control-related disclosure statements; 
ii. The underlying assurance processes that indicate the degree of achievement of 

the organisation’s objectives, the effectiveness of the management of principal 
risks and the appropriateness of the above disclosure statements; 

iii. The policies for ensuring compliance with relevant regulatory, legal and code of 
conduct requirements and any reporting and self-certifications 

iv. The policies and procedures for all work related to counter fraud and security 
as required by NHS Counter Fraud Authority. 

 

7.1.3 In carrying out this work the Committee will primarily utilise the work of internal audit, 
external audit and other assurance functions, but will not be limited to these sources. It will 
also seek reports and assurances from directors and managers as appropriate, 
concentrating on the over-arching systems of integrated governance, risk management and 
internal control, together with indicators of their effectiveness. 

 

This will be evidenced through the Committee’s use of an effective assurance framework to 
guide its work and the audit and assurance functions that report to it. 

 
7.2 Internal audit 

 

7.2.1 The Committee shall ensure that there is an effective internal audit function that 
meets the Public Sector Internal Audit Standards, 2013 and provides appropriate 
independent assurance to the Committee. This will be achieved by: 
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i. Considering the provision of the internal audit service and the costs involved 
ii. Reviewing and approving the annual internal audit plan and more detailed 

programme of work, ensuring that this is consistent with the audit needs of the 
organisation as identified in the assurance framework 

iii. Considering the major findings of internal audit work (and the management’s 
response), and ensuring co-ordination between the internal and external auditors 
to optimise the use of audit resources 

iv. Monitoring the effectiveness of internal audit and carrying out an annual review. 
 

7.3 External audit 
 

7.3.1 The Committee shall review and monitor the external auditors’ independence and 
objectivity and the effectiveness of the audit process.  In particular, the Committee will 
review the work and findings of the external auditors and consider the implications and 
management’s responses to their work. This will be achieved by: 

i. Considering the appointment and performance of the external auditors, as far as 
the rules governing the appointment permit and make a recommendation to the 
Council of Governors with respect to the appointment or removal of the auditor. 

ii. Discussing and agreeing with the external auditors, before the audit commences, 
the nature and scope of the audit as set out in the annual plan. 

iii. Discussing with the external auditors their evaluation of audit risks and 
assessment of the organisation and the impact on the audit fee. 

iv. Reviewing all external audit reports, including the report to those charged with 
governance (before its submission to the Board) and any work undertaken outside 
the annual audit plan, together with the appropriateness of management 
responses. 

v. Ensuing that there is in place a clear policy for the engagement of external 
auditors to supply non-audit services. 

 
7.4 Other assurance functions 

 

7.4.1 The Committee shall review the findings of other significant assurance functions, 
both internal and external to the organisation, and consider the implications for the 
governance of the organisation. 

 

7.4.2 The Committee will review the work of other committees in the Trust whose work can 
provide relevant assurance to the Audit Committee’s scope of work. In particular, this will 
include the Quality Assurance Committee. 

 
 

7.5 Counter fraud 
 

7.5.1 The Committee shall satisfy itself that the organisation has adequate arrangements in 
place for counter fraud and security that meet NHS Counter Fraud Authority’s standards and 
shall review the outcomes of work in these areas. 

 
 

7.6 Financial Reporting and Annual Report and Accounts Review 
 

7.6.1 The Committee shall: 
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i. monitor the integrity of the financial statements of the organisation and any formal 
announcements relating to its financial performance. 

ii. ensure that the systems for financial reporting to the Trust Board, including those 
of budgetary control, are subject to review as to the completeness and accuracy of 
the information provided. 

iii. review the annual report and financial statements before submission to the Board, 
to determine their objectivity, integrity and accuracy.  This review will cover: 

a) the wording in the annual governance statement and other disclosures 
relevant to the terms of reference of the Committee 

b) Changes in, and compliance with, accounting policies, practices and 
estimation techniques 

c) Unadjusted mis-statements in the financial statements 
d) Significant judgements in preparation of the financial statements 
e) Significant adjustments resulting from the audit 
f) Letters of representation 
g) Explanation for significant variances. 

 
 

7.7 Compliance, fraud and whistleblowing 
 

7.7.1 The Committee shall review the adequacy and effectiveness of the arrangements in 
place for allowing staff to raise (in confidence) concerns about possible improprieties in 
financial, clinical or safety matters and ensure that any such concerns are investigated 
proportionately and independently. 

 

7.7.2 The Committee will monitor the arrangements in place for the proportionate and 
independent investigation of such matters and for appropriate follow-up action. Through this 
work, the Committee will ensure that: 

i. safeguards for those who raise concerns are in place and operating effectively 
ii. individuals or groups are enabled to draw formal attention to practices that are 

unethical or violate internal or external policies, rules or regulations 
iii. valid concerns are promptly addressed 
iv. processes reassure individuals raising concerns that they will be protected from 

potential negative repercussions. 
 
 

8. Administration of the Committee 
 

8.1 The Committee shall be supported by the Director of Finance, as the nominated lead 
Executive Director and administratively supported by the Company Secretary or nominated 
person from the secretariat, whose duties shall include: 

 

8.1.1 Agreement of the agendas with the Director of Finance and Committee Chair, collation 
and distribution of the papers at least five working days before each meeting; 

 

8.1.2 Taking the minutes and keeping a record of matters arising and issues to be carried 
forward; 

 

8.1.3 Providing support to the Chair and members as required; 
 

8.1.4 Enabling the development and training of Committee members. 
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9. Monitoring effectiveness and compliance with Terms of Reference 
9.1 The Committee will carry out an annual review of its effectiveness and provide an 

annual report to the Board on its work in discharging its responsibilities, delivering its 
objectives and complying with its terms of reference, specifically commenting on relevant 
aspects of the Board Assurance Framework and relevant regulatory frameworks. 

 
10. Review of terms of reference 
10.1. The Terms of Reference of the committee shall be reviewed at least annually by the 

Committee and approved by the Trust Board. 
 

What will be 
monitored 

How/Method/ 
Frequency Lead Reporting to 

Deficiencies/ gaps 
Recommendations 
and actions 

Compliance against 
terms of reference Annual review Company 

Secretary 
Chair of Integrated 
Audit Committee  

     

     
 
Terms of Reference approved by the: Integrated Audit Committee on 28 February 2019. 
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Title of Report  Corporate Policy: Estates and Facilities 

Prepared By Gary Lupton, Director of Estates and Facilities 

Lead Director Gary Lupton, Director of Estates and Facilities 

Committees or Groups 
who have considered 
this report 

Estates and Facilities Senior Management Team 
Executive Group Meeting 

Executive Summary The Corporate Policy: Estates and Facilities has been updated and 
requires approval. 

Resource Implications None 

Risk and Assurance 
 

Estates and Facilities work within National Guidelines.  The process 
of maintaining assurance in respect to full compliance is achieved 
through the Estates and Facilities Compliance Board.  The ongoing 
monitoring of evidenced assurance is monitored via the Head of 
Health and Safety and Compliance. 

Legal 
Implications/Regulatory 
Requirements 

Detailed within the Estates and Facilities Policy. 

Improvement Plan 
Implication 
 

None 

Quality Impact 
Assessment 
 

Not applicable 

Recommendation 
 

The Board is asked to approve the Policy. 

Purpose and Actions 
required by the Board 

 

Approval         Assurance         Discussion        Noting 
     ☒              ☐            ☐           ☐   
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Document Control / History 
Revision 
No Reason for change 

1 New Corporate Policy –Estates and Facilities leads had consultation and 
input. 

2 Review of Policy – General updates and minor amendments 
3 Review of Policy – General updates and minor amendments 

 
Consultation  
Director of Estates and Facilities  
Head of Estates 
Head of Hotel Services 
Head of Facilities 
Deputy Director of Estates and Facilities 
Local Security Management Specialist (LSMS) 
Head of Clinical Engineering 
© Medway NHS Foundation Trust [2019] 
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To be read in conjunction with any policies listed in Trust Associated Documents. 

1. Introduction 

 
1.1 The Estates and Facilities Directorate has a corporate responsibility to operate and 

maintain all Trust land, premises, equipment and all associated support facilities and 
services in an efficient and effective manner.  In addition there is also a responsibility 
to ensure the premises are safe, secure, clean, fit for purpose and appropriate to the 
delivery of clinical healthcare services. 

1.2 The information within this overarching policy and all subsequent supporting Estates, 
Facilities, Security and Clinical Engineering policies and procedures provides detail 
on how the above requirements and standards are to be met.  It provides information 
on levels of accountability and responsibility, implementation of specific policies and 
procedures, benchmarking and measurement of performance, and reporting 
mechanisms, in order to provide assurance to the Trust Board. 

2. Purpose / Aim and Objective 

 
2.1 The purpose and aim of this document is to provide an overview of the seven 

strands of Estates and Facilities and to identify through supporting policies and 
procedures the various regulatory frameworks to which the directorate is expected to 
work at the National level, and at Trust level. 
The seven strands of the Estates and Facilities Directorate are: 

 Estates Services  

 Facilities Services 

 Clinical Engineering Services 

 Security Services 

 Health & Safety including Moving & Handling 

 Emergency Preparedness, Resilience and Response 

 Fire Safety 
2.2 The objective of this document and all supporting policies and procedures is to 

identify, at high level and in detail, the relevant statutory regulations and standards 
which govern the provision of Estates and Facilities services.  These documents will 
provide all Trust staff with detailed guidance, references and clarity on a range of 
topics relating directly to the Estates and Facilities service provision in order to 
ensure that the principles of providing a safe, secure and clean healthcare 
environment are met. 

3. Regulatory Frameworks 
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The following outlines the Regulatory frameworks which govern all Estates and Facilities 
activities within the Trust: 
 
3.1 National Frameworks and Regulations 
 
3.1.1   Regulatory Requirements: CQC -  Health and Social Care Act 2008 (Regulated  
 Activities) Regulations 2014: Regulation 15 
 

The Care Quality Commission (CQC) regulates all providers of regulated health and 
adult social care activities in England. The CQC’s role is to make sure health and 
social care services provide people with safe, effective, compassionate, high-quality 
care and to encourage care services to improve. Regulation 15 relates to Premises 
and equipment. The intention of this regulation is to make sure that the premises 
where care and treatment are delivered are clean, suitable for the intended purpose, 
maintained and where required, appropriately located, and that the equipment that is 
used to deliver care and treatment is clean, suitable for the intended purpose, 
maintained, stored securely and used properly. 
 
The CQC is responsible for assessing whether providers are meeting the registration 
requirements. CQC cannot prosecute for a breach of this regulation or any of its 
parts, but they can take regulatory action. The CQC will refuse registration if 
providers cannot evidence that they can comply with this regulation. 

3.1.2 NHS Constitution  
The NHS Constitution sets out the rights to which patients, public and staff are 
entitled. It also outlines the pledges that the NHS is committed to achieve, together 
with responsibilities that the public, patients and staff owe to one another to ensure 
that the NHS operates fairly and effectively. All healthcare organisations are required 
by law to take account of this Constitution in their decisions and actions.  
Healthcare organisations need to “ensure that services are provided in a clean and 
safe environment that is fit for purpose, based on national best practice”.  
In order to deliver on this pledge, it specifically advises NHS organisations to take 
account of:  

 National best-practice guidance for the design and operation of healthcare 
facilities.(HTM’s and HBN’s – see 3.2.1 & 3.2.2) 

 The NHS Premises Assurance Model (NHS PAM).  

3.1.3 Operational Productivity and Performance in English NHS Acute Hospitals: 
Unwarranted Variations. 

 The DH have commissioned and published an independent report by Lord Carter of 
Coles into productivity and efficiency in non-specialist acute hospitals in England. 

 The report concluded that there is significant unwarranted variation across all main 
resource areas. The report notes that the unwarranted variations are worth £5bn in 
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terms of efficiency opportunity and goes on to make 15 recommendations designed 
to tackle this variation and help trusts to improve their performance. 

 

 The recommendations (recommendation 6) relating to the hospital estate are 
summarised as follows.  Medway results are in brackets: 

 Total estates and facilities running costs per area (£/m²) 

Trusts are considered good if their metric is lower than £320. (The current 
variation is between £105 and £970) (2017/18 £364 m²) 

 Non clinical space (% of floor area) 

Trusts are considered good if their metric is lower than 35% (The current 
variation is between 12% and 69%)  (36.95%) 

 Unoccupied or under used space (% of floor area) 

Trusts are considered good if their metric is lower than 2.5% (0%) 

 Trusts are required to have in place, by April 2017 a strategic estates and 
facilities plan to deliver the above benchmarks by April 2020 so that estates 
and facilities resources are used in a cost effective manner. 

3.1.4 Health and Safety legislation 
The Health & Safety Executive (HSE) is the national regulator for workplace health 
and safety.  
The following primary and secondary legislation places legal duties on various duty 
holders (this list is not exhaustive): 
- The Health and Safety at Work etc. Act 1974 
- The Health and Safety (Display Screen Equipment) Regulations 1992(amended 

2002) 
- Management of Health and Safety at Work Regulations (2006 amendment & 

1999) 
- Manual Handling Operations Regulations 1992 (As amended)(MHOR) 
- Personal Protective Equipment at Work Regulations 1992 
- Workplace (Health, Safety and Welfare) Regulations 1992 
- Provision and Use of Work Equipment Regulations 1998(PUWER) 

 
Other regulations specific to Estates and Facilities function are expanded further in 
the supporting policy documentation relating to Estates, Facilities, Security and 
Clinical Engineering. 

 
3.1.5 Fire Safety Legislation 
 

Fire Safety in buildings in the UK is governed by two pieces of legislation.  These 
being: 
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 The Regulatory Reform (Fire Safety) Order 2005 covers general fire safety 
management in healthcare premises. The body responsible for enforcing this 
fire safety legislation is the Kent Fire and Rescue Service (KFRS) 

 The Building Regulations 2010, Part B, Fire Safety which applies to building 
design.   

 
In addition, all Trusts are expected to comply with HTM 05-05 (Fire Code). 

 

3.1.6 NHS Premises Assurance Model (PAM) 
The NHS has developed, with the support of DH, the NHS Premises Assurance 
Model (NHS PAM), the remit of which is to provide assurance for the healthcare 
environment and to ensure patients, staff and visitors are protected against risks 
associated with hazards such as unsafe premises.  
Primarily aimed at providing governance and assurance to Trust Boards, it allows 
organisations that provide NHS funded care and services to better understand and 
assess the effectiveness, quality and safety with which they manage their estate and 
facilities services and how that links to patient experience and patient safety.  
Key questions are underpinned by prompt questions which require the production of 
evidence. Healthcare organisations should prepare and access this evidence to 
support their assessment of the NHS PAM.  
The model also includes reference to evidence and guidance as a helpful aide-
memoir to assist in deciding the level of NHS PAM assurance applicable to a 
particular healthcare site or organisation.  
NHS PAM is designed to be available as a universal model to apply across a range 
of Estates and Facilities management services.  

3.2 Estates Related Frameworks and Regulations. 
3.2.1 NHS Estate code (HBN 00-08) – Strategic Framework for the Efficient Management 

of Healthcare Estates and Facilities. 

HBN 00-08 provides information primarily related to the provision of a compliant 
healthcare estate and the performance of the estate in terms of efficiencies. It 
specifically links with Regulations 12 and 15 of the Health and Social Care Act 2008 
(Regulated Activities) Regulations 2014 and with regard to the safety and suitability 
of premises used for the delivery of healthcare. 

Regulation 12  - specifically deals with the protection of users against infection 

Regulation 15 - specifically deals with the protection of users against risks of    
unsafe and unsuitable premises. 

HBN 00-08 provides information, in two parts, to all Estates and facilities 
professionals in the NHS on ways in which efficiencies in the running of land and 
property can be achieved and on the active management of land and buildings used 
for healthcare services. 
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Parts A and B cover the strategic framework references and further detailed 
guidance in relation to the following areas: 

 - improvements to the efficient and effective running of the estate; 

- improved efficiency, including value for money, in capital procurement and 
construction; 

- adherence to best practice land management, ensuring optimum solutions are 
implemented, including the identification and disposal of surplus land.  

3.2.2 Health Technical Memorandum (HTM 00) 
HTMs are the main source of specific technical guidance for all healthcare estates 
and facilities professionals. They give comprehensive advice and guidance on the 
design, installation and operation of specialised building and engineering technology 
used in the delivery of healthcare.  
HTM 00 is supported by the HTM suite of guidance. The aim of HTM 00 is to ensure 
that everyone concerned with the strategic and operational management, design, 
procurement and use of the healthcare facility understands the requirements 
(including regulatory) of the specialist, critical building and engineering technology 
involved. The core guidance (including professional support) is applicable to all 
building engineering services including those not covered by HTMs (for example, 
steam, gas and pressurised hot water services).  
HTM 00 addresses the general principles, key policies and factors common to all 
engineering and building services within a healthcare organisation.  
Key issues include:  

 Compliance with policy and relevant legislation;  

 Professional support and operational management policy;  

 Design and installation; 

 Maintenance; 

 Training requirements.  
3.2.3 Health Building Notes (HBN’s)  

HBN’s are the main source of guidance to all healthcare estates and facilities 
professionals on the specific planning and design requirements for healthcare 
environments and settings. 
Health Building Notes give best practice guidance on the design and planning of new 
healthcare buildings and on the adaptation/ extension of existing facilities.  

3.2.4 Sustainability Regulatory Frameworks. 

 UK Climate Change Act (2008) 

 National Adaptation Programme (NAP) 

 The Carbon Reduction Commitment Energy Efficiency Scheme (CRC) 
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 Environmental Protection Act 1990 

 Clean Air Act 1993 

 Water Resources Act 1991 

 The Civil Contingencies Act (2004) (CCA) 
 

3.3 Facilities related Frameworks and Regulations.  
3.3.1   Catering Services 
           The catering department provides nutritional support, food and hydration for patients, 

staff and members of the public.  The guidance and regulatory frameworks that the 
catering department are governed by are listed below: 

 The Food Safety Act 1990 

 The General Food Hygiene Regulations 2004 

 Food Hygiene (England) Regulations 2006 

 D.H.S.S. Guidelines For Cook/ Chill & Cook / Freeze Meals 

 NHS Codes of Practice for the manufacture, distribution & Supply of Food, 
ingredients and related products 

 Food Information for Consumers Regulation 2014 (Allergens) 

 Local council Food premises registration 
3.3.2   Housekeeping Services 

The Housekeeping department manages the cleanliness of the Hospital and the 
provision of food to patients. 
The guidance and regulatory frameworks that the Housekeeping department are 
governed by are listed below: 

 PAS 5748 (2014): Specification for the planning, measurement and review of 
cleanliness services in hospitals.  

 The national specifications for cleanliness in the NHS: a framework for setting 
and measuring performance outcomes April 2007.  

3.3.3   Waste & Transport Services 
           The Waste and Transport Department manages all domestic, clinical, confidential 

and recycling waste activities and all Trust owned and leased vehicles.  The 
frameworks and guidance governing the waste and transport services are listed 
below: 

Waste 

 HTM 07-01 Safe Management of Healthcare Waste 
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 The Environmental Protection Act 1990 (including the Duty of Care 
Regulations) 

 The Hazardous Waste (England and Wales) Regulations 2005 

 The Waste (England and Wales) Regulations 2011 
Transport 

 The Transport Act 2000 

 The Carriage of Dangerous Goods and Use of Transportable Pressure 
Equipment Regulations 2009 

 Road Traffic Act 1991 

 EU drivers hours regulations(EC)561/2006 

 Radioactive Substances Act 1993 
3.3.4   Portering Services 
           The Portering Services department manages the movement of patients, records, 

general and medical equipment.   
           The frame work and guidance governing the Portering service is shown below: 

 HTM02-01 (Medical Gas Pipeline systems) 

 Pressure Equipment Regulations of 1999 
 
3.3.5   Laundry Services 
           The Laundry department provide linen services for the Trust. 

The framework and guidance governing the Laundry Service is:  

 HTM 01-04 (Decontamination of Linen for health and social care) 
 
3.3.6 Accommodation Services 

The accommodation service provides short and long stay accommodation for staff 
and approved visitors. The regulatory current framework and guidance that the 
Accommodation Department complied with includes: 

 Landlord & Tenant Act 1985 

         Housing Act 1988 (as amended) 

         Housing Act 2004 (as amended) 

         Deregulation Act 2015 

         Assured Shorthold Tenancy Notices and Prescribed Requirements (England)  
 Regulations 2015 
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3.4  Clinical Engineering Services related Frameworks and Regulations: 
3.4.1  The framework and guidance governing the Clinical Engineering Department is 

shown below: 

 SI 2002 (618): The Medical Devices Regulations 2002; 

 MHRA Managing Medical Devices: Guidance for Health and Social Services 
Organisations April 2015; 

 IEC62353 (Ed10) Medical Electrical Equipment: Recurrent test and test after 
repair of medical electrical equipment. 

3.4.2 There are three principal policies relating to Medical Equipment and Devices which 
ensure that the Trust is compliant with regard to the requirements of the MHRA and 
CQC for managing Medical Devices: 

 Management of Reusable Medical Devices and Equipment; 

 Training of Staff with Medical Equipment; 

 Management of Single Use and Single Patient Use Medical Devices. 
 

3.5 Security related Frameworks and Regulations. 
3.5.1.  Each NHS Trust is required to employ a Local Security Management Specialist in 

accordance with Secretary of State’s Directions (2004). The LSMS ensures that pro-
security culture is embedded and that the Security Standards for Providers, which 
serve as a framework for security arrangements, are complied with.  Medway NHS 
FT aims to implement these standards in every aspect of the healthcare services 
provided. 

3.5.2.  There are two CQC Regulations that relate to security management.  They are both 
part of the core quality and safety standards: 
Regulation 13:  Safeguarding service users from abuse and improper treatment. 
“Abuse”, in relation to a service user, means— 

 sexual abuse; 

 physical or psychological ill-treatment; 

 theft, misuse or misappropriation of money or property; or 

 neglect and acts of omission which cause harm or place at risk of harm 
Regulation 15:  Premises and equipment. Service users and others having access to 
premises are protected against the risks associated with unsafe or unsuitable 
premises, by means of 

 suitable design and layout; 

 appropriate measures in relation to the security of the premises 
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 adequate maintenance and, where applicable, the proper: 
o operation of the premises, and 
o use of any surrounding grounds 

 Protecting personal safety, which includes restrictive protection 

 Protecting personal property and/or money 

 Providing appropriate access to and exit from protected or controlled areas 

 Not inadvertently restricting people’s movement 

 Providing appropriate information about access and entry 

 Using the appropriate level of security needed in relation to the services being 
delivered. 
In addition, if any form of surveillance is used for any purpose, the provider 
must make sure that this is done in the best interests of people using the 
service. 

3.5.3  Other security management components, such as Security Management, Lock Down 
Plan, CCTV, Violence, Aggression and Disruptive Behaviour, are covered in Trust 
policies where regulation and legislation is detailed further. 

 

4.  (Duties) Roles & Responsibilities 

 
4.1      Trust Board 

 
4.1.1 Responsible for approving the Trust’s Corporate Policy for Estates and Facilities.  
4.1.2 Responsible for reviewing and approving the annual report to the Board on Estates 

and Facilities activity and performance.  
4.1.3 Responsible for understanding the statutory frameworks governing the delivery of 

Estates and Facilities services and assuring itself on the adequacy of the Trust 
arrangements for meeting the requirements of these frameworks. 
 

 
4.2      Chief Executive 

 
4.2.1 Department of Health Guidance (HBN00-08 Part A: Strategic framework for the 

efficient management of healthcare estates and facilities) indicates that the Chief 
Executive, as an accountable officer, has a corporate responsibility to enact the 
principles set out in HBN00-08. 

 
 
4.3      Executive Director of Estates and Facilities 
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4.3.1 Is the designated Executive for Estates and Facilities services with responsibility for 
ensuring that the Trust has resources, plans and policies in place to fulfil the 
requirements of the statutory frameworks. 
 

4.3.2 Is the nominated Security Management Director, as registered with NHS Protect, 
and as such the responsible lead for security related issues within the Trust. 
 

4.3.3 Is the nominated Fire Safety Management Director. 
 

4.3.1 Has overarching responsibility for the effective and efficient management and 
delivery of all Estates, Facilities, Security and Clinical Engineering services within the 
Trust and for development of policies and procedures in support of these functions. 

 
 
4.4      Deputy Director of Estates and Facilities 

 
4.4.1 Is responsible for the management and delivery of the Trusts Capital, Estates and  

Facilities Compliance and Sustainability Programmes and for the development of  
programmes for capital schemes in line with the Trusts overarching strategies, 
clinical strategies and local and national healthcare regulatory frameworks and 
guidance. 

 
4.5 Head of Estates  
 
4.5.1 Is responsible for the management and delivery of all Estates Operational services in 

line with the Regulatory and NHS frameworks and specific standard operating 
procedures described within Estates policies. 

 
4.6     Head of Hotel Services 
 
4.6.1 Is responsible for the management and delivery of the catering, housekeeping,  

waste and transport, portering and laundry services in line with Trust policies and  
overarching procedures, and  in line with governing regulations and regulatory/NHS  
frameworks described within this policy. 

 
4.7 Head of Facilities 
 
4.7.1   Is responsible for the management and delivery of the car parking, waste and 

transport and laundry services in line with Trust policies and overarching procedures, 
and  in line with governing regulations and regulatory/NHS frameworks described 
within this policy. 

 
4.8 Head of Clinical Engineering 
 
4.8.1   Is responsible for ensuring the delivery of the Medical Equipment Service in line with 

Regulatory and NHS Frameworks and specific and standard operating procedures 
described in this policy and covering Medical Devices Policies. 
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4.9 Head of Health and Safety and Compliance 
 
4.9.1 Is responsible for the management and delivery of Health and Safety across the 

Trust in line with Trust policies and overarching procedures and in line with 
governing regulations and regulatory/NHS frameworks described within this policy. 

 Is responsible for the provision of Trust wide operational support regarding the 
security of staff, assets and premises, in line with security related Trust, National 
Security Polices and Standard Operating Procedures. 

 
4.10 Local Security Management Specialist (LSMS) 
 
4.10.1 Local Security Management Specialist ensures that the Secretary of State’s 

Directions (2004) are fulfilled and a pro-security culture is embedded within the 
organisation. 

4.11 Emergency Preparedness, Resilience and Response Manager 
4.11.1 Is responsible for the management and delivery of emergency preparedness, 

resilience and response in line with Trust policies and overarching procedures, and  
in line with governing regulations and regulatory/NHS frameworks described within 
this policy (Civil Contingencies Act (2004)). 
 

5. Monitoring and Review  

 

What will be 
monitored 

How/Method/ 
Frequency Lead Reporting 

to 

 
Deficiencies/ gaps 
Recommendations 
and actions 

Policy review Every three years Executive 
Director of 
Estates and 
Facilities 

Chief 
Executive 

Where deficiencies are 
recognised - action plans 
will be put into place and 
reviewed regularly. 

Estates and Facilities 
Directorate performance 
against Regulatory 
Frameworks and DH 
requirements.(DH Level) 
 

Through annual 
review of 
PAMs/ERIC metrics 
Feedback from NHS 
Improvement & DH. 
 
Through ongoing 
review of metrics 
relating to Carter 
review 
recommendation 6. 

Deputy 
Director of 
Estates and 
Facilities 

Executive 
Director of 
Estates and 
Facilities 

Where deficiencies are 
recognised - action plans 
will be put into place and 
reviewed regularly. 

Estates and Facilities 
Directorate performance 
against Regulatory 
Frameworks and DH 

Through ongoing 
Estates & Facilities 
compliance forums 
and Senior 

Deputy 
Director of 
Estates and 
Facilities (in 

Executive 
Director of 
Estates and 
Facilities 

Where deficiencies are 
recognised - action plans 
will be put into place and 
reviewed regularly 
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What will be 
monitored 

How/Method/ 
Frequency Lead Reporting 

to 

 
Deficiencies/ gaps 
Recommendations 
and actions 

requirements.(Trust 
Level) 
 

Management 
Teams.  
 
Through annual 
PAMs review and 
Benchmarking 
through ERIC. 
 

conjunction 
with Head 
of Estates) 

Staff training and 
awareness 

Through annual 
review of training 
statistics and review 
and update of 
training needs 
matrices. 
 
 

All E+F 
Heads of 
Service 
 
 
 
 
 

Executive 
Director of 
Estates and 
Facilities 
 
 
 

Where shortfalls in 
training completion are 
identified  - actions will be 
taken to ensure that 
training requirements are 
fulfilled and monitored on 
a monthly basis until all 
training is up to date 

Staff training and 
awareness 

Through review of 
individual staff 
personal 
development plans 
at Achievement 
reviews. 

All E+F 
Managers 
and Heads 
of Service 
 

Executive 
Director of 
Estates and 
Facilities 

Where shortfalls in 
training completion are 
identified  - actions will be 
taken to ensure that 
training requirements are 
fulfilled and monitored on 
a monthly basis until all 
training is up to date 
 

Implementation and 
Monitoring/Review 

Through sign off 
processes/collation 
of evidence on 
usage of policies 
(i.e. derogation 
schedules/design 
team minutes and 
specification 
content). Reviewed 
annually as part of 
Estates and 
Facilities 
compliance audit 

Deputy 
Director of 
Estates and 
Facilities 

Executive 
Director of 
Estates and 
Facilities 

Where deficiencies are 
recognised - action plans 
will be put into place and 
reviewed regularly 

  

6. Training and Implementation  

 
6.1 This policy and all subsequent subordinate estates and facilities policies will be 

implemented through directorate and service level forums such as Senior 
Management Team meetings, Project Team meetings and Design Team meetings, 
and also through group and individual training and awareness sessions. 
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6.2 All Estates and Facilities staff will receive formal training in all areas of expertise and 
competency required, and to ensure that the requirements of the regulatory 
framework are met in full. 

6.3 Training needs analysis will take place through individual performance reviews and 
development plans, and through departmental analysis of the requirements for staff 
ratios and skill mix to ensure that suitably trained and competent staff are always 
available. 

6.4 The Estates and Facilities directorate will undertake regular reviews of training 
requirements and will take steps to ensure that suitably trained staff will be in place 
where legislative requirements deem, where legislation changes over time and 
where new legislation is introduced.  

6.5 In terms of the requirement to monitor and review effectiveness, the Estates and 
Facilities Directorate will undertake an annual audit of estates and facilities, security 
and clinical engineering services compliance in order to identify gaps in compliance, 
to generate action plans and to provide assurance to the Trust that the requirements 
of the previously stated regulatory frameworks are met. 

7. Equality Impact Assessment Statement & Tool 

 
All public bodies have a statutory duty under The Equality Act 2010 (Statutory Duties) 
Regulations 2011 to provide “evidence of analysis it undertook to establish whether its 
policies and practices would further, or had furthered, the aims set out in section 149(1) of 
the [Equality Act 2010]”; in effect to undertake equality impact assessments on all 
procedural documents and practices. Authors should use the Equality Impact Toolkit to 
assess the impact of the document. 
 
In the first instance this will mean screening the document and, where the screening 
indicates, completing a full assessment. The Toolkit can be found on the Trust website 
http://www.medway.nhs.uk/our-foundation-trust/publications/equality-and-diversity/equality-impact-
assessments/ 
 
A document will not be considered approved until the author has confirmed that the 
screening process has been carried out and where required a full impact assessment has 
been completed. Where a full assessment is completed this should be submitted along with 
the document for approval. 
 

8. References 

 
Document Ref No 

References:  
Care Quality Commission (Registration) Regulations 2009 (CQC 
Regulations)  

The NHS Constitution  
Operational Productivity and Performance in English NHS Acute  
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Hospitals: Unwarranted Variations. (an independent report for the 
Department of Health by Lord Carter of Coles) (February 2016) 
The Health and Safety at Work etc. Act 1974  
Secondary Health and Safety related regulations (various)  
The Regulatory Reform (Fire Safety) Order 2005  
NHS Premises Assurance Model (PAM) (2016)  
NHS Estatecode (HBN 00-08) – Strategic Framework for the Efficient 
Management of Healthcare Estates and Facilities. (2014)  

UK Climate Change Act (2008)  
National Adaptation Programme (NAP)  
The Carbon Reduction Commitment Energy Efficiency Scheme (CRC)  
The Civil Contingencies Act (2004) (CCA)  
The Food Safety Act 1990  
Food Information for Consumers Regulation 2014 (Allergens)  
Local council Food premises registration  
D.H.S.S. Guidelines For Cook/ Chill & Cook / Freeze Meals  
NHS Codes of Practice for the manufacture, distribution & Supply of 
Food, ingredients and related products  

The General Food Hygiene Regulations 2004  
Food Hygiene (England) Regulations 2006  
PAS 5748 (2014): Specification for the planning, measurement and 
review of cleanliness services in hospitals.   

The national specifications for cleanliness in the NHS: a framework for 
setting and measuring performance outcomes April 2007.   

HTM 07-01 Management & disposal of healthcare waste  
The Environmental Protection Act 1990 (including the Duty of Care 
Regulations)  

The Hazardous Waste Directive 2011  
The Waste (England and Wales) Regulations 2011  
Road Traffic Act 1991  
EU drivers hours regulations(EC)561/2006  
HTM02-01 (Medical Gas Pipeline systems)  
Pressure Equipment Regulations of 1999  
HTM 01-04 (Decontamination of Linen for health and social care)  
SI 2002 (618): The Medical Devices Regulations 2002  
MHRA Managing Medical Devices: Guidance for Health and Social 
Services Organisations April 2015  

IEC62353 (Ed10) Medical Electrical Equipment: Recurrent test and test 
after repair of medical electrical equipment  

Trust Associated Documents: 
  
POLCS001 Arson - Prevention and Control 
POLCOM003 Security Management Policy 
POLCS002 Bomb Threats Policy & Procedures 
POLCS015 CCTV (Close Circuit Television) Policy 
POLCS011 Smoke-Free Policy 
POLCOM022 Car Parking Policy 
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POLCGR036 Water Safety Policy 
POLCOM019 Food Hygiene Policy 
POLCOM020 Planned and Preventative Maintenance 
POLCOM023 Health and Safety Permit to Work Policy 
POLCS016 Testing of Portable Electrical Equipment For Safety 
POLCS003 Environment Policy 

POLCOM001 Medical Gas Pipeline Systems and Associated Equipment Operational 
Policy 

POLCS009 Safe Operation of Land & Buildings 
POLCGR116 Access Control Policy 
POLCOM004 Use, return, cleaning and maintenance of Hospital Wheelchairs 
POLCOM021 Pest Control Policy 
POLCS024 Fire Safety Policy 
POLCGR105 Management of Single Use and Single Patient Use Medical Devices 
POLCGR020 Management of Reusable Medical Devices & Equipment 
POLCGR030 Medical Device Training Policy 
POLCGR089 Specialist Cleaning Team 
POLCOM024 Civil Penalty Notice Scheme Policy 
POLCS010 Violence and Aggression Policy 
POLCOM028 Lockdown Policy 
POLCS024 Fire Safety Policy 
POLCS018 Window Management Policy 
POLCS022 Asbestos Policy 
  

 

 
 
END OF DOCUMENT 
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Report to the Board of Directors 
Meeting Date: Thursday, 02 May 2019               Agenda Item: 9.2  
Title of Report  Corporate Policy: Safeguarding  

Prepared By Bridget Fordham, Head of Safeguarding 

Lead Director Karen Rule, Director of Nursing 

Committees or Groups 
who have considered 
this report 

Safeguarding Operational Group 
Safeguarding Assurance Group 
Executive Group 

Executive Summary The Corporate Safeguarding Policy is reviewed annually to ensure it 
reflects current legislative requirements.   
 
Minor changes were required in this review. Additional references 
have been included to Team connects, a new safeguarding team 
structure within Maternity and to the legislative framework, The Care 
Act and Working Together – section 3. 

Resource Implications Not Applicable 

Risk and Assurance 
 

This policy supports the Trust and its staff to work within the 
legislative framework for Safeguarding. 

Legal Implications/ 
Regulatory 
Requirements 

No change to existing policy and procedures. 

Improvement Plan 
Implication 
 

Not Applicable 

Quality Impact 
Assessment 

Not Applicable 

Recommendation The Board is asked to approve the Corporate Policy: Safeguarding.  

Purpose and Actions 
required by the Board 

 

Approval         Assurance         Discussion        Noting 
     ☒              ☐            ☐           ☐   
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To be read in conjunction with any policies listed in Trust Associated Documents. 

1 Introduction 

 
1.1 The Safeguarding policy provides an overarching framework to co-ordinate, lead and 

develop services to prevent harm occurring and protect the most vulnerable adults 
and Children, embracing both the acute and community services provided by the 
Trust. i.e. COAST (community outreach and specialist team)  

2 Purpose / Aim and Objective 

 
2.1 Safeguarding children, young people and adults is everyone’s business, however 

specialist safeguarding staff are employed in dedicated roles, and we have clear 
safeguarding structures within the Trust. These staff, with executive support will 
embed and drive the safeguarding agenda forward, provide a framework that 
supports best practice and allows the Trust to fulfil its statutory responsibilities. 

2.2 All Trust business and activity relating to safeguarding will follow the Trust’s 
governance processes for oversight and monitoring purposes. 

2.3 The Policy framework ensures that key compliance areas sets out how we will 
improve services in five key domains: 

 
 Effective safeguarding structures and governance. 

 Mainstream safeguarding children, young people and adults into everyday 
business 

 Working in partnerships 

 Learning through experience and the development of knowledge and skills for 
staff 

 Engaging with service users 
2.4 The Medway NHS Foundation Trust (MFT) Safeguarding Assurance Group will 

provide assurance to the Trust Board via an annual report that there are robust and 
effective safeguarding measures in place to execute statutory safeguarding duties. 

2.5 The Trust aims to ‘Be the BEST’ in everything it sets out to do, and this extends to 
embedding safeguarding at the heart of how it protects and manages vulnerable 
patients. 
 
 
 

3 Policy Framework 
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3.1 Medway NHS Foundation Trust is committed to complying with statutory, 
mandatory and best practice requirements through a supporting framework of 
documents: 

 

Adult 
The Care Act  
http://www.legislation.gov.uk/ukpga/2014/23/pdfs/ukpga_20140023_en.pdf 
GUCPCM001 - Safeguarding Vulnerable Adults 
This document then has been developed to meet and work within the safeguarding adult 
lawful requirements set out within the Care Act 2014; it’s supporting Statutory Guidance 
and the associated Schedules and Regulations. 

https://www.kent.gov.uk/__data/assets/pdf_file/0018/11574/Multi-Agency-Safeguarding-
Adults-Policy,-Protocols-and-Guidance-for-Kent-and-Medway.pdf 

SOP0194 - Safeguarding Adults - Making Safeguarding Referrals 
Explains how to make a safeguarding referral. 
 
SOP0195 - Safeguarding Adults - Process for Applying for a Deprivation of Liberty 
Safeguards - DoLS 
Explains how to apply for a Deprivation of Liberty Safeguards – DoLS. 
STRCPCM001 - Safeguarding and Protecting Children Training Strategy (1 attachment) 
Training required to ensure all staff in the Trust understand their role in safeguarding 
children and can recognise when a child is at risk and know what to do if they are 
concerned about a child. 
Children 
https://www.gov.uk/government/publications/working-together-to-safeguard-children--2 
POLCPCM055 - Kent & Medway Safeguarding Procedures 
Joint procedures that reflect the level of cross boundary work undertaken by many of the 
agencies and organisations who use the procedures. They reflect those local procedures 
that relate only to Kent or Medway. 

POLCPCM027 - Safeguarding and Protecting Children Policy 
Local policy document used in conjunction with Kent and Medway procedures. 
SOP0053 - Safeguarding Children - Raising Concerns 
Provides guidance on how to raise a concern about children. 

SOP0051 - Safeguarding Children - Child Abuse Neglect Sexual Exploitation and 
trafficking 
This guidance is to support staff in the management of children who are at risk of abuse 
or where abuse has been identified. 

SOP0050 - Safeguarding Children - Community 
This document is produced to assist staff working in the community to fulfil their 

210 of 309

http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=GUCPCM001
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=SOP0194
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=SOP0195
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=SOP0195
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=STRCPCM001
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=POLCPCM055
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=POLCPCM027
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=SOP0053
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=SOP0051
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=SOP0051
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=SOP0050


Medway NHS Foundation Trust 
Safeguarding Policy  

 

POLCPCM082 
 

safeguarding responsibilities. 
SOP0054 - Safeguarding Children - Interagency Working 
This document ensures all staff know what is expected in their role particularly when 
working with partner agencies.  

SOP0052 - Safeguarding Children - Female Genital Mutilation - FGM 
Local guidance for clinicians who have direct contact with patients where this practice 
may be identified or where a disclosure may be made.  
GUDNM228 - Safeguarding Children - Kent and Medway Female Genital Mutilation 
Kent and Medway guidance for clinicians who have direct contact with patients where this 
practice may be identified or where a disclosure may be made. 

SOP0055 - Safeguarding Children - Looked After Children - Consent 
Explains how to obtain consent for Looked After Children. 

SOP0117 - Safeguarding Children - In the Emergency Department including gangs 
Principles of safeguarding children in ED and information on gangs. 
SOP0060 - Safeguarding Children - Useful Contacts 
Supplies staff with contact details of safeguarding teams both in and out of the Trust to 
support their work in safeguarding children. 

PROCPCM001 - Safeguarding Children - Responding to Child Death Procedure  
Describes the mandatory process that must be followed when a child dies. 

GULPCM202 - Safeguarding Children - Safeguarding Children who may have been 
trafficked - HM Government 
Home office guidance for trafficked children 
GUDNM231 - Safeguarding Children on the Neonatal Unit - Neonatal Nursing 
Local guidance for the Neonatal Unit. 

SOP0483 -  Identifying and Supporting Vulnerable Families within the Maternity Setting 
New Team Connect for Safeguarding in Maternity. 

 

4 Roles and Responsibilities 

 
4.1 Trust Board 

4.1.1 The Care Act 2014 provides a clear legal framework for how all healthcare 
organisations will work in partnership with other public services, to protect 
adults at risk. As a statutory partner of the Kent and Medway Safeguarding 
Adult Board (SAB) and Medway Safeguarding Children’s Board, (MSCB) 
and Kent Safeguarding Children’s Board (KSCB), Medway NHS 
Foundation Trust (MFT) has corporate commitment to safeguard our 
patients and our local community.  
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4.2 Chief Executive 

4.2.1 The Chief Executive devolves the responsibility for compliance and 
monitoring to the Director of Nursing 

 
4.3 Board Leads for Safeguarding  

4.3.1 The Executive Board Lead is the Director of Nursing whose role it is to 
provide executive level leadership for safeguarding, ensuring the Trust is 
represented at the Safeguarding Boards across Kent and Medway..  

4.3.2 The Executive Board lead will be responsible for senior strategic leadership 
and decision making on behalf of the Trust and will report to the Trust 
Board on safeguarding arrangements within the Trust. 

4.3.3 The Executive Board Lead will also provide reassurance to the Board that 
we meet our statutory requirements.   

4.3.4 The Non Executive Board lead will work with the Safeguarding Assurance 
Group to ensure that the Trust fulfils its statutory and legislative 
responsibilities, whilst prioritising patient care supporting the governance 
and strategic development of safeguarding across the Trust, offering 
collaborative challenge and advice. 

4.4 Head of Safeguarding 
4.4.1 Work at a strategic level across the health and the social care community, 

fostering and facilitating multi-agency working and training in respect of 
Safeguarding Adults and Children.  

4.4.2 To be the strategic lead within the Trust for safeguarding of adults and 
children  

4.4.3 To facilitate policies and procedures related to safeguarding adults and 
children 

4.4.4 Providing assurance reports for the Executive Lead on Safeguarding Adult 
and Children legal compliance.  

4.5 MFT Safeguarding Assurance Group 
4.5.1 MFT has an established multidisciplinary Safeguarding Assurance Group 

which provides strategic direction to safeguarding activities across the 
Trust. The membership of the Safeguarding Assurance Group includes 
representatives from local Clinical Commissioning Groups and Local 
Authority. 

4.5.2 The Safeguarding Assurance Group provides assurance to both the Trust 
Board (via the Quality Assurance Committee) and the Commissioners via 
the Kent and Medway Safeguarding Adults Board and Children’s Board.  
 

4.6 The Safeguarding Group 
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4.6.1 The Children and Adult Safeguarding Group provides an operational 
overview to influence our strategic aims for Safeguarding services at 
Medway Foundation Trust. This group will share information in relation to 
their work plans and representation at multi-agency meetings and learning 
events. The group will also discuss operational issues and concerns in 
relation to their specific area of work, identify solutions and support 
mechanisms required to ensure that actions are taken to lead and execute 
safeguarding practices across Medway Foundation Trust.  

4.7 Lead Nurse Safeguarding Children 
4.7.1 The Lead Nurse will undertake the duties of the Named Nurse under the 

leadership of the Named Professional, (Head of Safeguarding) and will 
provide leadership at an operational level to all staff within the Trust. 

4.7.2 The Lead Nurse will ensure the Trust is compliant with its duties and ensure 
policies are in place and up dated and available for all staff. 

4.7.3 The Lead Nurse will ensure processes to safeguard children and young 
people are in place and that staff at the frontline are supported in their day 
to day work 

4.7.4 The Lead Nurse will represent the Trust at the Safeguarding Boards’, 
subgroups ensuring there is good participation and information sharing 
when contributing to Multi agency audits. 

4.7.5 The Lead Nurse ensures there is a robust training programme in place to 
support staff in their understanding of safeguarding children and young 
people. 

4.7.6 The Lead Nurse will provide supervision and support to staff at the frontline 
on a day to day basis 

4.7.7 The Lead Nurse ensures there are processes in place to collect data as 
required by the safeguarding children boards and the CCG. 

4.7.8 The Lead Nurse works closely with external partners sharing information 
and contributing to assessments of risk to vulnerable children and young 
people 

4.8 Named Midwife for Safeguarding 
4.8.1 The Named Midwife is responsible for the coordination of all cases where 

there are vulnerable babies  
4.8.2 The Named Midwife works closely with the frontline midwives in both the 

community and on the maternity wards, providing supervision and support 
on any difficult cases 

4.8.3 The Named Midwife works closely with external partners ensuring 
information sharing is provided in the best interest of the babies 

4.8.4 The Named Midwife contributes to assessments when a vulnerable woman 
or young person is pregnant. 
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4.8.5 The Named Midwife coordinates the maternity hub where vulnerable cases 
are discussed. 

4.8.6 The Named Midwife provides information to the MARAC process when 
vulnerable pregnant women are discussed. 

4.9 Line Managers 
4.9.1 Line managers are responsible for ensuring that the Safeguarding Policies 

are implemented within their programmes and directorate. 
4.10 All Staff 

4.10.1 All staff are responsible for adhering to the policy and fulfilling mandatory 
training requirements. 

 

5 Monitoring and Review  

 

What will be 
monitored 

How/Method
/ Frequency Lead Reporting 

to 

 
Deficiencies/ gaps 
Recommendation
s and actions 

Policy review Annually Head of 
Safeguarding 

Director of 
Nursing 

Where gaps are 
recognised action plans 
will be put into place 

Mental Capacity and 
Deprivation of Liberty 
(DoLS)  

Annually 
Audited 

Adult 
Safeguarding 
Lead 

Head of 
Safeguarding / 
Director of 
Nursing 

Compliance monitoring 
and effectiveness of 
education and support 
required. 

Kent and Medway Self-
Assessment Framework 
for the KMSAB 

Annually 
Audited 

Adult 
Safeguarding 
Lead 

Head of 
Safeguarding / 
Director of 
Nursing/ 
KMSAB 

Where gaps are 
recognised the 
Assurance Group to 
decide remedial actions 
required 

S11 Self-assessment 
document of compliance 
to the Children Act.  

Bi annually for 
Kent LSCB and 
Medway LSCB. 
These are 
completed 
alternately 
annually  

Named Nurse 
for Children 

Head of 
Safeguarding / 
Director of 
Nursing 

Ensure that in 
discharging their 
functions staff have 
regard to the need to 
safeguard and promote 
the welfare of children. 

KMSAB Self-assessment 
framework  

Annually Head of 
Safeguarding 

Director of 
Nursing / 
KMSAB 

Where gaps recognised 
the Assurance Group to 
decide remedial actions 
required  

 

6 Training and Implementation  

 
6.1 To support the implementation and embedding of the Safeguarding policy and 

procedures;  
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6.1.1 Mandatory training to all staff;  
6.1.2 Bespoke training for dedicated cohorts and staff groups.   

7 Equality Impact Assessment Statement & Tool 

 
7.1 All public bodies have a statutory duty under the Race Relation (Amendment) Act 

2000 to “set out arrangements to assess and consult on how their policies and 
functions impact on race equality.” This obligation has been increased to include 
equality and human rights with regard to disability, age and gender.  

7.2 The Trust aims to design and implement services, policies and measures that meet 
the diverse needs of our service, population and workforce, ensuring that none are 
placed at a disadvantage over others. This document was found to be compliant with 
this philosophy.  

7.3 Equality Impact Assessments will also ensure discrimination does not occur on the 
grounds of Religion/Belief or Sexual Orientation in line with the protected 
characteristics covered by the existing public duties. 

9 References 

 
Document Ref No 
References:  
Trust Associated Documents: 
See framework  

 
 
END OF DOCUMENT 
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Report to the Board of Directors  
Meeting Date: Thursday, 02 May 2019               Agenda Item: 9.3 
Title of Report  Corporate Policy: Consent  

Prepared By Paul Mullane, Head of Integrated Governance and Legal 

Lead Director Leon Hinton, Director of HR and OD 

Committees or Groups 
who have considered 
this report 

Brachers Solicitors 
Executive Group 

Executive Summary All policies, Standard Operating Procedures (SOPs) and 
Administrative Guidance Notes (AGNs) are under one of 14 
overarching Policy Areas with a high level Board approved 
Corporate Policy covering each area. 
 
The Corporate Policy is intended to be a high level overview of the 
organisation’s policy in the relevant area, with the detailed 
instructions/guidance being laid out in supporting documentation 
which is reference in the Corporate Policy and therefore linked to the 
overarching document. 
 
Accordingly, the Corporate Policy for Consent has been updated 
and is attached for Board approval.  No major changes were 
required in this review. 

Resource Implications None 

Risk and Assurance 
 

The process of creating an overarching Corporate Policy for each 
area is supported by a review of background documentation and the 
culling of documents which are superfluous or out of date. The 
process will streamline document management processes across 
the Trust. 

Legal 
Implications/Regulatory 
Requirements 

Individual Trust policies are subject to regular review to ensure 
compliance with legal and regulatory requirements. 

Improvement Plan 
Implication 

Governance and Standards 

Quality Impact 
Assessment 

Not applicable 

Recommendation The Board is asked to approve the Corporate Policy for Consent. 

Purpose and Actions 
required by the Board  

Approval         Assurance         Discussion        Noting 
     ☒              ☐            ☐           ☐             
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Document Control / History 
Revision 
No Reason for change 

Updated  Alteration to reflect changes to legislation – Mental Capacity Act (2005) and 
Human Tissue Act (2004) and Department of Health: Reference guide to 
consent for examination or treatment 2nd Edition 2009 

1 Amendment – change of contact details for IMCA – see 1.3.8. 
2 Changes to Case Law and Legislation; inclusion of Monitoring Table and 

Equality Impact Assessment 
3 Inclusion of consent for post mortems 
4 To accommodate revisions to NHSLA risk management standards 
5 Scheduled update – no changes to guidance 
6 Policy updated and split into individual SOPs 
7 Reviewed – remove Form 8 no longer required 
8 Reviewed with no major changes – added reference to 2.14 

 
Consultation  
Brachers Solicitors 
 
 
© Medway NHS Foundation Trust [2019] 
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To be read in conjunction with any policies listed in Trust Associated Documents. 

1 Introduction 

 
1.1 This policy sets out the standards and procedures in this Trust, which aim to ensure 

that health professionals are able to comply with the guidance. While this document 
is primarily concerned with healthcare, social care colleagues should also be aware 
of their obligations to obtain consent before providing certain forms of social care, 
such as those that involve touching the patient or client. 

1.2 Responsibility for ensuring the application of this policy lies with the Director of 
Clinical Operations for each Directorate.  Adherence to this policy will be monitored 
by the Medical Director via the Clinical Effectiveness and Research Group. 

2 Purpose / Aim and Objective 

 
2.1 This Policy sets out the Trust arrangements for Consent and associated governance 

to ensure compliance with the regulatory framework.   
 

2.1.1 Health professionals must all be aware of guidance on consent issued by 
their own regulatory bodies, e.g. the General Medical Council consent 
guidance “doctors and patients making decisions together” - see 
http://www.gmc-
uk.org/guidance/ethical_guidance/consent_guidance_index.asp 

2.1.2 The Department of Health (DoH) updated its guidance in 2009 after the 
Mental Capacity Act and Code of Practice came into effect in its Reference 
Guide to Consent for Examination or Treatment (2nd Edition). See 
https://www.gov.uk/government/publications/reference-guide-to-consent-for-
examination-or-treatment-second-edition 

2.1.3 The Human Tissue Authority Code of Practice 1, Consent (July 2014) at 
https://www.hta.gov.uk/guidance-professionals/codes-practice/code-practice-
1-consent gives practical guidance and establishes standards on how 
consent should be sought and what information should be given in relation to 
the retention, storage and use of human tissue for various specified 
purposes, and concerning the removal of tissue from the deceased. 

2.1.4 Royal College of Surgeons: Consent: Supported Decision Making – a good 
practice guide (November 2016) https://www.rcseng.ac.uk/library-and-
publications/college-publications/docs/consent-good-practice-guide/.  The 
Trust Policy is that the consent process must be underpinned by the key 
principles set out in this good practice guide: 

• The aim of the discussion about consent is to give the patient the 
information they need to make a decision about what treatment or 
procedure (if any) they want. 
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• The discussion has to be tailored to the individual patient. This requires 
time to get to know the patient well enough to understand their views and 
values. 

 
• All reasonable treatment options, along with their implications, should be 

explained to the patient. 
 

• Material risks for each option should be discussed with the patient. The 
test of materiality is twofold: whether, in the circumstances of the particular 
case, a reasonable person in the patient’s position would be likely to 
attach significance to the risk, or the doctor is or should reasonably be 
aware that the particular patient would likely attach significance to it.  
 
See Montgomery v Lanarkshire Health Board (2015) UK Supreme Court. 

 
• Consent should be written and recorded. If the patient has made a 

decision, the consent form should be signed at the end of the discussion. 
The signed form is part of the evidence that the discussion has taken 
place, but provides no meaningful information about the quality of the 
discussion. 

 
• In addition to the consent form, a record of the discussion (including 

contemporaneous documentation of the key points of the 
discussion, hard copies or web links of any further information 
provided to the patient, and the patient’s decision) should be 
included in the patient’s case notes. This is important even if the patient 
chooses not to undergo treatment. 

 
2.2 The principles set out in this Policy apply to treatment in an elective situation when 

the patient has time to consider their options. In an urgent or emergency situation 
where it is imperative to save life or limb, or prevent serious deterioration, the 
surgeon will have to proceed with limited discussion or even without consent (see 
Appendix 1 of the Royal College of Surgeons good practice guide referred to in 2.1.4 
above) on acting in the patient’s best interests). 

3 Definitions 

 
3.1 Capacity 

3.1.1 The ability to carry out the processes involved to make and communicate a 
specific decision at a specific time (as set out in the Mental Capacity Act) 
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3.1.2 “Consent” is a patient’s agreement for a health professional to provide care. 
Patients may indicate consent non-verbally (for example by presenting their 
arm for their pulse to be taken), orally, or in writing. For the consent to be 
valid, the patient must: 

3.1.3 have capacity to take the particular decision; 
3.1.4 have received sufficient information to take it; and 
3.1.5 not be acting under duress. 

3.2 A signature on a form is not consent; it is part of the consent process. It can be 
evidence of understanding and acceptance of information given during the consent 
process. Patients with capacity may withdraw consent at any time before or during 
an investigation or treatment taking place. 

3.3 Independent Medical Capacity Advocate (IMCA) 
3.3.1 This service helps the Trust to make decisions in the best interests of people 

who lack the capacity and who have no family or friends that it would be 
appropriate to consult about these decisions. 

3.4 Risk 
3.4.1 Any adverse outcome, including those which some health professionals 

would describe as ‘side-effects’ or ‘complications’ 

4 (Duties) Roles and Responsibilities 

 
4.1 The health professional actually carrying out any procedure is ultimately responsible 

for ensuring that the patient is genuinely consenting to what is being done: it is this 
health professional that will be held responsible in law if there is a challenge later. 

4.2 Where oral or non-verbal consent is being sought at the point the procedure will be 
carried out, this will naturally be done by the health professional that is to carry out 
the procedure. However, team work is a crucial part of the way the NHS operates, 
and where written consent is being sought it may be appropriate for other members 
of the team to participate in the process of seeking consent. 

4.3 Completing consent forms 
4.3.1 The standard consent form provides space for a health professional to 

specify key information provided to patients and to sign confirming that they 
have done so. The health professional providing the information must be 
competent to do so: either because they themselves carry out the procedure, 
or because they have received specialist training in advising patients about 
this procedure, have been assessed, are aware of their own knowledge 
limitations and are subject to audit.  

4.3.2 The consent form will normally also be signed by the patient. However, if a 
patient is unable to do so (e.g. because of blindness, amputation, locked in 
syndrome), verbal consent can be witnessed and documented by a second 
member of staff after the whole form has been read out to the patient. If a 
patient completes the form in advance of a procedure (e.g. in out-patients or 
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at a pre-assessment clinic), a health professional involved in their care on 
the day of the procedure should sign the form to confirm that the patient still 
wishes to go ahead and has had any further questions answered. It will be 
appropriate for any member of the healthcare team (for example a nurse 
admitting the patient for an elective procedure) to provide the second 
signature, as long as they have access to appropriate colleagues to answer 
any questions they cannot handle themselves. 

4.4 Delegation of Consent 
4.4.1 Any specialty that wishes to develop training for health professionals to 

enable them to seek informed consent for one or more specified procedures 
(which they are not able to perform themselves) must produce 
documentation specifying the knowledge and practical skills required before 
this is undertaken. They must also produce details of the competency 
assessment that will be undertaken before such a practitioner seeks consent 
for the procedure, specifying how often this will be reviewed or the person 
will be reassessed. This training and documentation must be approved by 
the specialty lead consultant (who must confirm in writing that it meets the 
requirements of the consent policy), and by the Clinical Management Board, 
before it is implemented. 

4.4.2 Each specialty is responsible for keeping a list of those staff approved to 
obtain delegated consent, together with the date of this approval, and a note 
of each procedure for which the member of staff is now competent to obtain 
delegated consent. 

4.4.3 The annual consent audit will include a process for checking that consent is 
being sought by staff who are competent to perform the procedure 
concerned, or who are documented as having successfully completed the 
relevant training showing they are competent to undertake this process. 

4.4.4 Any member of staff who is asked a supplementary question by a patient, 
which is outside their immediate professional expertise to be able to answer, 
should not countersign the form unless or until they are satisfied that 

 an appropriate professional has addressed any outstanding 
concerns of the patient; and 

 the patient has received full information to enable him/her to 
make a decision on whether or not they wish the proposed 
procedure to go ahead. 

4.5 Responsibility of health professionals 
4.5.1 It is a health professional’s own responsibility: 

 to ensure that if a colleague seeks consent on their behalf they 
are confident that the colleague is competent to do so; and 

 to work within their own competence and not to agree to perform 
tasks which exceed that competence. 
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4.5.2 If a health professional feels that they are being pressurised to seek consent 
when they do not feel competent to do so, they should contact one of the 
following for advice and support: 

 a member of the Directorate management team, 

 the specialty lead or principal lead consultant, 

 the Medical Director 
4.5.3 If the Trust has reason to believe (e.g. following an audit / investigation) that 

any trainee doctor has inappropriately sought consent for a medical 
procedure, or obtained consent without the authorisation to do so, this 
should be reported to the Medical Director, who will take it up if appropriate 
with the General Medical Council (GMC) 

5 Monitoring and Review  

 

What will be 
monitored 

How/Method/ 
Frequency Lead Reporting 

to 

 
Deficiencies/ gaps 
Recommendations 
and actions 

Policy review First review in 
one year and 
then every three 
years 

Author Clinical 
Effectiveness 
and 
Research 
Group 

Policy will be updated 
and made available 
to staff. 

Elective Surgical 
Consent process to 
include: 
Process for 
obtaining consent 
Process for 
recording consent 
Process for 
identifying staff 
authorised to take 
consent 
Process for 
delivery of 
procedure specific 
training on consent 
for those staff to 
whom consent 
training is 
delegated 
Generic training on 
consent 

Annual audit of 
patient records, 
delegated 
consent 
directories, 
procedure 
specific and 
generic training 
records as 
required. 

Medical 
Directors’ 
Assistant 

Medical 
Director 

Where gaps are 
recognised action 
plans will be put into 
place 
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What will be 
monitored 

How/Method/ 
Frequency Lead Reporting 

to 

 
Deficiencies/ gaps 
Recommendations 
and actions 

Trust – wide 
Consent Forms 

Annual audit Medical 
Directors’ 
Assistant 

Medical 
Director 

Where gaps are 
recognised action 
plans will be put into 
place 

  

6 Training and Implementation  

 
6.1 Training on generic consent issues is available for all staff via the Trust e-learning 

programme.   In addition, ad hoc training services are available at 
Directorate/departmental levels as required.  Staff requiring general training on the 
Consent policy, procedure or best practice in obtaining consent in specific clinical 
settings should contact the Head of Legal Services, Corporate Compliance and 
Resilience on ext 3881.   

6.2 Training and assessment for nurses or junior doctors obtaining consent, who do not 
themselves undertake the procedure(s) being consented for, should be developed 
locally by the senior clinicians. The Trust requires that each Directorate should 
identify which individual nurses or junior doctors are deemed competent to obtain 
consent for specific procedures (which are serious enough to usually warrant written 
consent) either by virtue of their existing skill base, or by virtue of having undertaken 
specific training in obtaining consent for that procedure.  This procedure specific 
training should be provided by a person trained to perform the procedure or by a 
person with the required medico-legal skills.  Training should relate to a specific 
procedure or groups of procedures and cover the knowledge and skills required to 
enable the nurse to advise the patients and respond to specific questions, especially 
in relation to the risks and benefits of the procedure in question and the risks and 
benefits of the alternatives to that procedure.  Competence to perform the consent 
process for nurses or junior doctors not undertaking the clinical procedure must be 
documented on the individuals’ training record and a note should be added to the 
procedure Directory held by the relevant Directorate. Directorates must also ensure 
that where nurses and junior doctors are involved in assessing continuance of 
consent, that ready access is available to appropriate colleagues where they are 
unable to answer personally any questions raised by the patient. 

6.3 Any incident about the process of gaining consent or giving patients sufficient 
information on which to make a decision will be reported via the incident reporting 
system. In the event that a patient’s consent is obtained by Trust personnel not 
considered appropriate to obtain such consent, the matter will be reported using the 
Trust’s incident reporting system.   

6.4 The effectiveness of the implementation of this policy will be subject to annual audit 
which will be led by the Medical Director’s Assistant and the results of which will be 
considered at Directorate governance group meetings.   
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Report to the Board of Directors 
Meeting Date: Thursday, 02 May 2019           Agenda Item: 9.4  
Title of Report  Conflicts of Interest Policy  

Prepared By Brenda Thomas, Company Secretary  

Lead Director James Devine, Chief Executive 

Committees or Groups 
who have considered 
this report 

Executive Group on 20 March 2019 
Integrated Audit Committee on 25 April 2019 

Executive Summary At the Integrated Audit Committee on 23 August 2018, the Trust 
Secretary at the time was tasked with reviewing how gifts and 
hospitality declined are recorded and to review the process of 
obtaining and declaring gifts, hospitality and sponsorship. The 
Committee flagged the difficulty in carrying this out Trust-wide and 
noted the lack of transparency and clarity about the process at the 
different levels in the Trust.  
 
The Committee at its meeting on 22 November 2018 requested that 
the Conflicts of Interest Policy be reviewed to ensure it is fit for 
purpose, setting out expectations, reissue to staff and review yearly.   
 
This policy has been approved by the Executive Group and the 
Integrated Audit Committee. 

Risk and Assurance The Conflicts of Interest Policy is the key step in improving 
arrangements for declarations of interest in the Trust but needs to be 
supplemented by a programme of communication and engagement 
with staff. 

Legal Implications/ 
Regulatory Requirements 

The NHS England revised guidance on managing conflicts of 
interest came into force on 1 June 2017 and is applicable to CCGs, 
NHS Trusts and NHS Foundation Trusts.  

Quality Impact 
Assessment 

Not Applicable. 
 

Recommendation The Board is asked to approve the Conflicts of Interest Policy. 

Purpose and Actions 
required by the Board 

Approval         Assurance         Discussion        Noting 
     ☒              ☐            ☐           ☐    

 
 

229 of 309



 

 
 

 EXECUTIVE SUMMARY 1

1.1 At the Integrated Audit Committee on 23 August 2018, the Trust Secretary at the time was 
tasked with reviewing how gifts and hospitality declined are recorded and to review the 
process of obtaining and declaring gifts, hospitality and sponsorship. The Committee 
flagged the difficulty in carrying this out Trust-wide and noted the lack of transparency and 
clarity about the process at the different levels in the Trust.  

 
1.2 The Committee at its meeting on 22 November 2018 requested that the Conflicts of 

Interest Policy be reviewed to ensure it is fit for purpose, setting out expectations, reissue 
to staff and review yearly.   

 
1.3 The Conflicts of Interest Policy has been reviewed to take account of the above concerns 

and has been approved by the Executive Group and Integrated Audit Committee.  
 

 CHANGES TO THE POLICY 2
 
2.1 The key changes made to the policy: 

 
i. Introduction strengthened to include, in addition to aims, the scope and application 

of the policy 
 

ii. A separate section on Register of Interests which adheres to NHS England’s 
guidance to maintain a register of gifts, hospitality and sponsorship and a separate 
register for decision making staff. The following registers will be maintained going 
forward: 

a) Trust Board Register of Interest 
b) Decision Making Staff Register of Interest 
c) Register of Gifts, Hospitality and Sponsorship  

 
iii. Declarations of interest forms have been revised (previously, one form for declaring 

interests and gifts, hospitality and sponsorship). In line with NHS England’s 
guidance on managing conflicts of interest, two forms have been introduced - one 
for declaring interests (updated to include type of interest) and the other (new 
template) to declare gifts, hospitality and sponsorship, with line manager approval. 
The templates are attached as appendices. 
 

iv. A separate gift, hospitality and sponsorship section, with further guidance provided 
as an appendix on the acceptance of gifts, hospitality and sponsorship. 

 
v. A section on roles and responsibilities introduced to highlight clear lines of 

responsibility.  
 

vi. The section on breaches has been strengthened to include failure to disclose or 
declare, with the introduction of a breach reporting form, attached as an appendix. 

 
vii. Also introduced:  

a) Frequently Asked Questions;  
b) Training and Implementation;  
c) Equality Impact Assessment; and  
d) The Nolan Principles. 

 
2.2 In relation to declined gifts, a number of similar trusts have recorded in their policy that 

declined gifts should be declared; however, the practicality of this has been noted as a 
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challenge. The proposal put forward in the policy is to have a threshold for declined gifts, 
stated at £25, which is the value prescribed for declaring interests by NHS England (with 
some exceptions). The frequently asked questions also serve as a guide on how declined 
gifts should be declared.  

    
2.3 The challenge is to raise awareness to ensure all staff have an understanding of their 

responsibilities and obligations in relation to declaring interests. A programme of regular 
communication to staff will be put in place via various means (meta-compliance messages, 
intermittently in the weekly bulletin etc.). 

 
 RECOMMENDATION AND NEXT STEPS 3

 
3.1 The Board is asked to approve the Conflicts of Interest Policy. 

 
3.2 Post approval, the policy will be uploaded on to the Trust’s website, staff intranet and 

communicated to all staff. 
 

 

231 of 309



POLCGR119   
Page 1 
 

 
 

 
 
 
 
 
 

 
 
 
 
 

CORPORATE POLICY: Conflicts of Interest Policy 
 

(incorporating arrangements for gifts, hospitality,  
sponsorship and other interests) 

 
 
 

Author: Brenda Thomas 

Document Owner:  Company Secretary 

Revision No: 2 

Document ID Number POLCGR119 

Approved By:  Trust Board 

Implementation Date: May 2019 

Date of Next Review: April 2020 

 

  

232 of 309



CORPORATE POLICY – Conflicts of Interest Policy 

POLCGR119   
Page 2 
 

Document Control / 
History 

 

Revision 
No Date Reason for change 

1 Aug 2017 

Reviewed to incorporate guidance from NHS England issued on 1 
June 2017 on managing conflicts of interest in the NHS. 
Incorporates Gifts & Hospitality Register, Commercial and 
Charitable Sponsorship policy (Ed 5 Dec 2014) 

2 March 2019 i. Reformatting of policy 
ii. New and updated procedures and templates 
iii. Strengthening the section on breaches  
iv. Inclusion of the following sections: roles and responsibilities, 

register of interest, guidance on the acceptance of gifts, 
hospitality and sponsorship, frequently asked questions, 
training and implementation, equality impact assessment and 
tool and Nolan Principles. 

   
   
   

 
Consultation  
Integrated Audit Committee 
 
 
© Medway NHS Foundation Trust [2019] 
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To be read in conjunction with any policies listed in Trust Associated Documents. 

 Introduction 1

 
1.1 Public sector bodies such as the NHS, which are accountable to the public at large, must be 

impartial and honest in the conduct of their business. In turn, their staff members and board 
members should undertake their duties with the highest standards of probity and remain 
beyond suspicion. Providing best value for taxpayers and ensuring that decisions are taken 
transparently and clearly, are both key principles in the NHS Constitution. As an organisation 
and as individuals, we have a duty to ensure that all our dealings are conducted to the 
highest standards of integrity and that NHS monies are used wisely to ensure our finite 
resources are used in the best interests of patients. Medway NHS Foundation Trust (“the 
Trust”) adopts the Nolan Principles which can be found at Appendix 6. 

1.2 The Trust’s Conflicts of Interest Policy requires that all staff members and board members 
with private or personal interests which might affect their role within the Trust, declare these 
interests on joining the organisation or when the potential for conflict or actual conflict arises.  

1.3 The policy also provides guidance to staff and board members on the procedure to be 
followed in the event of any gift, hospitality or sponsorship being offered and establishes a 
Trust gift and hospitality register whereby such gifts, hospitality and sponsorship should be 
recorded. The returns will be maintained in a register which will be open for inspection and 
accessible under the Freedom of Information Act 2000.  

 Purpose / Aim and Objective 2

 
2.1 Appropriate management of conflicts of interest is essential for ensuring and demonstrating 

the integrity of the Trust’s decision-making processes and avoiding any perceived or actual 
situations of undue bias, undue influence and/or wrongdoing. 

2.2 Therefore, this policy aims to ensure that the Trust has robust procedures and processes in 
place for the effective management of conflicts of interest and these support an 
organisational culture that proactively and positively manages any conflicts. This policy also 
aims to protect the Trust, its decision-making, investments and stewardship of public funds 
from any impropriety. 

2.3  The policy provides guidance by: 

2.3.1 Setting out consistent principles and rules; 

2.3.2 Advising appropriate courses of action for commonly arising situations; and 

2.3.3 Facilitating good judgement when approaching and managing interests. 

 Scope 3

 
3.1 This policy applies to all board members, staff (permanent/ temporary/ contracted, trainees, 

agency staff, seconded staff, prospective staff and joint appointments), self-employed 
consultants, contractors, sub-contractors, and sub-committee and advisory group members. 
It also applies to individuals seeking employment with the Trust and those who are unpaid or 
volunteers.  

3.2  Some staff are more likely than others to have a decision making influence on the use of 
taxpayers’ money, because of the requirements of their role. For the purposes of this 
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guidance, these individuals are referred to as ‘decision making staff.’ Decision making staff 
in the Trust are:  

3.2.1 Executive and Non-Executive Directors (or equivalent roles) who have decision 
making roles which involve the spending of taxpayers’ money; 

3.2.2 Members of advisory groups which contribute to direct or delegated decision 
making on the commissioning or provision of taxpayer funded services; 

3.2.3 Those at Agenda for Change Band 8D and above; 

3.2.4 Administrative and clinical staff who have the power to enter into contracts on 
behalf of the organisation; 

3.2.5 Administrative and clinical staff involved in decision making concerning the 
purchasing of goods, medicines, medical devices or equipment, and formulary 
decisions. 

 Definitions 4

 
4.1 Definition of a Conflict of Interest 

4.1.1 A ‘conflict of interest’ is defined as “a set of circumstances by which a reasonable 
person would consider that an individual’s ability to apply judgement or act, in the 
context of delivering, commissioning, or assuring taxpayer funded health and care 
services is, or could be, impaired or influenced by another interest they hold”.1  

4.1.2 A conflict of interest may be: 

i Actual - there is a material conflict between one or more interests 

ii Potential - there is the possibility of a material conflict between one or 
more interests in the future. 

4.1.3 Staff may hold interests for which they cannot see potential conflict. However, 
caution is always advisable because others may see it differently. It will be 
important to exercise judgement and to declare such interests where there is 
otherwise a risk of imputation of improper conduct. 

4.1.4 As a general guide: 

i perception of wrongdoing, impaired judgement or undue influence can 
be as detrimental as any of them actually occurring; 

ii if in doubt it is better to assume a conflict of interest exists and manage 
it, rather than ignore it; and, 

iii financial gain is not necessary for a conflict to exist. 

4.2 Privileged Information 
4.2.1 An individual must not use confidential information acquired in the pursuit of their 

role within the Trust to benefit them or another connected person. 

4.2.2 Those individuals to whom this policy applies should take care not to provide any 
third party with a possible advantage by sharing privileged, personal or commercial 

                                                
1 Paragraph 3.1 of NHS England’s Managing Conflicts of Interest in the NHS: Guidance for Staff and Organisations, 
effective 1 June 2017. 
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information, or by providing information that may be commercially useful in advance 
of that information being made available publicly or any other information that is not 
otherwise available and in the public domain. This includes but is not limited to 
informing a potential supplier of procurement in advance of other potential bidders. 

4.3 Types of conflicts of interest 
4.3.1 Conflicts of interests can be split into four different categories: 

i Financial Interests; 

ii Non-financial Professional Interests;  

iii Non-financial Personal Interests; and  

iv Indirect Interests 

4.3.2 Financial Interests are where an individual may financially benefit from the 
consequences of a commissioning decision. This could include: 

i A director (including a non-executive director) or senior employee in 
another organisation which is doing, or is likely to do business with an 
organisation in receipt of NHS funding; 

ii A shareholder, partner or owner of an organisation which is doing, or is 
likely to do business with an organisation in receipt of NHS funding; 

iii Someone in outside employment; 

iv Someone in receipt of secondary income; 

v Someone in receipt of a grant; 

vi Someone in receipt of other payments (e.g. honoraria, day allowances, 
travel or subsistence); 

vii Someone in receipt of sponsored research. 

4.3.3 Non-financial Professional Interests are where an individual may obtain a non-
financial professional benefit from the consequences of a commissioning decision, 
such as increasing their professional reputation or status or promoting their 
professional career. This could include situations where the individual is: 

i An advocate for a particular group of patients; 

ii A clinician with a special interest; 

iii An active member of a particular specialist body; 

iv An advisor for the Care Quality Commission or National Institute of 
Health and Care Excellence; 

v In a research role. 

4.3.4 Non-financial Personal Interests are where an individual may benefit personally 
in ways which are not directly linked to their professional career and do not give rise 
to a direct financial benefit. This could include, for example, where the individual is: 

i A member of a voluntary sector board or has a position of authority 
within a voluntary sector organisation; 

ii A member of a lobbying or pressure group with an interest in health 
and care. 
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4.3.5 Indirect Interests are where an individual has a close association with an individual 
who has a financial interest, a non-financial professional interest or a non-financial 
personal interest in a commissioning decision.  

i This would include:2  

a. Close family members and relatives; 

b. Close friends and associates; 

c. Business partners. 

4.3.6 It is not possible to define all instances in which an interest may be a real or 
perceived conflict. However, if an individual is unsure as to whether an interest 
should be declared then advice should be sought from the Company Secretary. If in 
doubt, the individual concerned should assume that a potential conflict of interest 
exists. 

4.3.7 Further guidance on potential types of interest can be found at Appendix 4. 

  (Duties) Roles & Responsibilities 5

 
5.1  Chief Executive 

5.1.1 The Chief Executive has overall accountability for the Trust’s approach to managing 
conflicts of interest.   

5.2 Company Secretary and Secretariat to Trust Meetings 

5.2.1 The Company Secretary will receive and review all completed declarations of 
interest and gifts and hospitality forms and provide advice on such matters. The 
Company Secretary will also hold and publish a register of declared interests and a 
gifts and hospitality register. 

5.2.2 The secretariat to the Trust’s Board/ Committees/ subcommittees and Council of 
Governors will ensure, where a member of any such meeting has a conflict of 
interest that has been identified in advance, that member does not receive any 
papers or other information relating to that conflict of interest or where applicable, 
the conflicted member attends the meeting, but does not take part in decision 
making, where required. 

5.2.3 The secretariat at meetings must ensure, in consultation with the Chair of the 
meeting, there are arrangements for the management of the meeting’s business in 
the event the Chair has a conflict of interest. 

5.2.4 The secretariat  must  also  ensure  any  declared  conflicts  and  how  they  are 
managed  are accurately recorded in the meeting’s minutes. 

5.3 Other management actions 

5.3.1 If an interest is declared but there is no risk of a conflict arising then no action is 
warranted. However, if a material interest is declared then the general management 
actions that could be applied include:  

i restricting staff involvement in associated discussions and excluding 
them from decision making 

                                                
2 A common sense approach should be applied to these terms.  It would be unrealistic to expect staff to know of all the 
interests that people in these classes might hold.  However, if staff do know of material interests (or could be reasonably 
expected to know about these) then these should be declared. 
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ii removing staff from the whole decision making process 

iii removing staff responsibility for an entire area of work 

iv removing staff from their role altogether if they are unable to operate 
effectively in it because the conflict is so significant. 

5.3.2 Each case will be different and context-specific and the Trust will always clarify the 
circumstances and issues with the individuals involved. Staff should maintain a 
written audit trail of information considered and actions taken.   

5.3.3 Staff who declare material interests should make their line manager or the 
person(s) they are working to aware of their existence. 

5.4 Line Managers  

5.4.1 Line Managers must: 

i ensure that employees are aware of the policy and processes to be 
followed for declaring interests;  

ii Raise awareness as part of appraisal process; and 

iii consider and approve declarations of interest made by their staff and 
seek advice from the Company Secretary, if needed. 

5.5 Human Resources department 

5.5.1 The Human Resources department will ensure that newly appointed staff complete 
a declaration of interest form.  

5.5.2 Staff members (see definition above), and Board members 

5.5.3 It is the responsibility of all staff and Board members (including committee and sub-
committee members) to: 

i Familiarise themselves and comply with this policy; 

ii Declare any relevant interests or complete nil returns in accordance 
with this policy;  

iii Use common sense and judgement to consider whether the interests 
you have could affect the way taxpayers’ money is spent; and 

iv Avoid undertaking duties, remunerated or otherwise, outside of their 
employment with the Trust if it may or does give rise to any actual or 
potential conflict of interest, or prejudice the standards set out in this 
policy.  

5.5.4 Where staff have not completed and submitted a declaration of interest form and/ or 
gift and hospitality form, the Trust will assume that these individuals have no 
financial or personal interests to declare and/ or have not received/ accepted offers 
of gifts, benefits, or sponsorship of any kind. However, nil declaration is required 
when carrying out the annual declaration of interests exercise. Breaches of this 
policy will be dealt with under the Trust’s disciplinary procedure and may be 
referred to the Local Counter Fraud Specialist for a potential criminal investigation. 

 Declaration of Interests 6

 
6.1  The Trust fosters an open and honest environment to encourage all to declare actual or 

potential conflicts of interest. 
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6.2  The Trust will ensure that those individuals identified in the scope of this policy regularly 
declare any conflict or potential conflict. The individual is to declare the conflict to the Trust in 
any event within 28 days of identification of the conflict. 

6.3 The Trust will ensure that regular declarations of interest are made and recorded, and in any 
event: 

6.3.1 On appointment of an individual; 

6.3.2 At meetings; 

6.3.3 On changing role or responsibility or other relevant change of circumstance; and 

6.3.4 When prompted by the Trust, annually. 

6.3.5 On appointment: applicants for any appointment to the Trust, its Board or Council 
of Governors should be asked to declare any relevant interests as part of the 
election/ recruitment process. When an appointment is made, a formal declaration 
of interests should be made and recorded. 

6.3.6 At meetings: all attendees should be asked under a standing item on the agenda 
of the meeting, to declare any interest they have in any agenda item before it is 
discussed or as soon as it becomes apparent. Declarations of interest made should 
be recorded in the minutes of the meeting. 

6.3.7 Where an individual is unable to provide a declaration in writing, e.g. if a conflict 
becomes apparent in the course of a meeting, they will make an oral declaration 
before witnesses, which will be recorded in the minutes of the meeting, and 
complete a written declaration form as soon as possible (where applicable) 
thereafter but no later than 28 days. 

6.3.8 Click to view SOP0361 - Company Commercial Representatives Procedures 

6.3.9 On changing role or responsibility: Where an individual changes role or 
responsibility within the Trust, any change to the individual’s interests should be 
declared immediately. 

6.3.10 On any other change of circumstances: wherever an individual’s circumstances 
change in a way that affects the individual’s interests (e.g. where an individual takes 
on a new role outside the Trust or sets up a new business or relationship), a further 
declaration should be made to reflect the change in circumstances. This could 
involve a conflict of interest ceasing to exist or a new one materialising. 

6.3.11 Declarations are made by completing and signing the Declaration of Interest form 
(Appendix 1 - Declaration of Interest Form - OTCGR281) and sending the signed 
declaration to the Company Secretary at medwayft.trustsecretary@nhs.net. 
Alternatively, this form is available on the intranet via this link - Declaration of 
Interests On-Line Form’ 

6.3.12 In the case of declarations made during a Board/ Committee meeting, the minutes 
ought to reflect the method by which the particular conflict management solution 
was arrived at.  
 

6.4 Common Situations 
6.4.1 Outside Employment 

i Staff should declare any existing outside employment (whether paid or 
unpaid) on appointment and any new outside employment (whether 
paid or unpaid) when it arises. 
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ii Where a risk of conflict of interest arises, the general management 
actions outlined in this policy should be considered and applied to 
mitigate risks. 

iii Where contracts of employment or terms and conditions of 
engagement permit, staff may be required to seek prior approval from 
the Trust to engage in outside employment. 

iv The Trust may also have legitimate reasons within employment law for 
knowing about outside employment of staff, even when this does not 
give rise to risk of a conflict.  

6.4.2 Partnerships and Companies 

i Staff should declare, as a minimum, any shareholdings and other 
ownership interests in any non-publicly listed, private or not-for-profit 
company, business, partnership or consultancy which is doing, or 
might be reasonably expected to do business with the Trust. 

ii Where shareholdings or other ownership interests are declared and 
give rise to risk of conflicts of interest then the general management 
actions outlined in this policy should be considered and applied to 
mitigate risks. 

iii There is no need to declare shares or securities held in collective 
investment or pension funds or units of authorised unit trusts.  

6.4.3 Third Party Transactions 

i Declarations should include relevant third party transactions. This 
includes where, in any organisation either seeking to do business or is 
doing business with the NHS, a person or a close family member or a 
partner with whom they jointly own or control a business: [the following 
numbering is wrong] 

v Have ownership; 

vi Control; or 

vii Are a senior manager. 

6.4.4 Intellectual Property 

i Staff should declare patents and other intellectual property rights they 
hold (either individually, or by virtue of their association with a 
commercial or other organisation), including where applications to 
protect have started or are ongoing, which are, or might be reasonably 
expected to be, related to items to be procured or used by the Trust. 

ii Staff should seek prior permission from the Trust before entering into 
any agreement with bodies regarding product development, research, 
work on pathways etc., where this impacts on the Trust’s own time, or 
uses its equipment, resources or intellectual property. 

iii Where holding of patents and other intellectual property rights give rise 
to a conflict of interest then the general management actions outlined 
in this policy should be considered and applied to mitigate risks. 
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b) Support the STP Programme Board in the delivery of projects; 
c) Lead the use of data to improve the lives of Kent and Medway residents, 

generating a national reputation for excellence in analytics;  
d) Create a robust and flexible framework to improve the quality of patient and 

citizen information for the benefit of Kent and Medway residents and the health 
and care organisations who serve them; 

e) In relation to research activities including, but not limited to, ‘approved medical 
research’ the Board will:  

i. Commission activity identified by the STP Clinical and Professional Board 
as being in the public benefit  

ii. Put in place appropriate processes to enable investigator-initiated (i.e. non-
commissioned) research utilizing data held within the region known as the 
‘Kernel’ 

iii. Oversee reporting from the Database Ethics Committee established by 
Kent University and EKHUFT; 

f) Provide governance and oversight functions to these activities. 
 

Systems Leadership Support for the STP 
2.1.5 The NHS across Kent and Medway have been considering for some time how best to 

use support provided by NHS through the Leadership Centre as part of a national 
Urgent and Emergency Care initiative. Recent meetings with Paul Bentley, Chief 
Executive of the Kent Community Trust and member of the Provider Forum and also 
members of the STP Programme Board have focused thinking on a twin track 
approach including a strand of senior leadership development for Provider Trusts 
alongside support for the emerging ICS and ICPs. Further along, this twin track 
approach is likely to contribute to joint system leadership work and support to 
develop local systems. A broad interpretation of the Urgent and Emergency Care 
initiative has been taken which sees these 2 interventions as ultimately yielding 
results throughout the whole health and care system. Financial and resource 
implications are limited to the amount of time required of leaders and stakeholders to 
participate in the programme. The Board was asked to: 
a) Endorse the Proposal to engage with stakeholders to ascertain views on current 

integrated systems and observable values and behaviours to inform a series of 
interventions that will strengthen relationships in the move towards an ICS; 

b) Agree to participate in individual interviews and two development workshops 
between May and September designed to explore, refresh and build an effective 
whole system culture; 

c) Endorse the relationship between this work and a parallel strand working with 
Chairs and Chief Executives of Kent and Medway Provider Trust Forum. 

 UPDATE ON 2019/20 OPERATIONAL PLAN AND 2019/20 BUDGET  3
 
3.1 2019/20 Operational Plan 

 
3.1.1 An update on STP budget development for 2019/20 was presented at Programme 

Board. It covered the STP coordinating approach to NHS Operational Planning and 
the system response to the Long Term Plan.  

 
3.1.2 A specific requirement of the . 19/20 plan is for CCGs to show an increase in 

investment in mental health services, in line with the Mental Health Investment 
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6.5 Strategic decision making groups 
6.5.1 In common with other NHS bodies the Trust uses a variety of different groups to 

make key strategic decisions about things such as:  

i Entering into (or renewing) large scale contracts.  

ii Awarding grants. 

iii Making procurement decisions. 

iv Selection of medicines, equipment, and devices. 

6.5.2 The interests of those who are involved in these groups should be well known so 
that they can be managed effectively. For the Trust, these groups are:  

i The Trust Board 

ii Board Committees (the extent of decision making is restricted to that 
delegated by the Board and set out in the terms of reference for the 
Committee) 

iii The Executive Group (acting within the Chief Executive’s delegated 
limits) 

6.5.3 These groups should adopt the following principles: 

i Chairs should consider any known interests of members in advance, 
and begin each meeting by asking for declaration of relevant material 
interests. 

ii Members should take personal responsibility for declaring material 
interests at the beginning of each meeting and as they arise. 

iii Any new interests identified should be added to the Trust’s register(s). 

iv The vice chair (or other non-conflicted member) should chair all or part 
of the meeting if the chair has an interest that may prejudice their 
judgement. 

6.5.4 If a member has an actual or potential interest the chair should consider the 
following approaches and ensure that the reason for the chosen action is 
documented in minutes or records: 

i Requiring the member to not attend the meeting. 

ii Excluding the member from receiving meeting papers relating to their 
interest. 

iii Excluding the member from all or part of the relevant discussion and 
decision.  

iv Noting the nature and extent of the interest, but judging it appropriate 
to allow the member to remain and participate. 

v Removing the member from the group or process altogether. 

6.5.5 The default response should not always be to exclude members with interests, as 
this may have a detrimental effect on the quality of the decision being made.  Good 
judgement is required to ensure proportionate management of risk.  
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6.6 Procurement 
6.6.1 Procurement should be managed in an open and transparent manner, compliant 

with procurement and other relevant law, to ensure there is no discrimination 
against or in favour of any provider. Procurement processes should be conducted in 
a manner that does not constitute anti-competitive behaviour - which is against the 
interest of patients and the public. 

6.6.2 Those involved in procurement exercises for and on behalf of the Trust should keep 
records that show a clear audit trail of how conflicts of interest have been identified 
and managed as part of procurement processes.  At every stage of procurement 
steps should be taken to identify and manage conflicts of interest to ensure and to 
protect the integrity of the process. 

6.6.3 Procurement arrangements, for instance with pharmaceutical or medical devices 
companies, should be at a corporate rather than an individual level (i.e. through the 
Procurement Department), and must be subject to the agreement of a divisional 
director / head of department. 

6.7 Wider transparency initiatives 

6.7.1 The Trust fully supports wider transparency initiatives in healthcare, and we 
encourage staff to engage actively with these. Relevant staff are strongly 
encouraged to give their consent for payments they receive from the 
pharmaceutical industry to be disclosed as part of the Association of British 
Pharmaceutical Industry (ABPI) Disclosure UK initiative.  These “transfers of value” 
include payments relating to:  

i. Speaking at and chairing meetings 

ii. Training services 

iii. Advisory board meetings 

iv. Fees and expenses paid to healthcare professionals  

v. Sponsorship of attendance at meetings, which includes registration 
fees and the costs of accommodation and travel, both inside and 
outside the UK 

vi. Donations, grants and benefits in kind provided to healthcare 
organisations 

Further information about the scheme can be found on the ABPI website: 
http://www.abpi.org.uk/our-work/disclosure/about/Pages/default.aspx 

 Gifts, Hospitality and Sponsorship 7

 
7.1 Gifts 

7.1.1 A ‘gift’ is defined as “any item of cash or goods, or any service, which is provided for 
personal benefit, free of charge, or at less than its commercial value”. 5 

7.1.2 As general guidance, gifts that may affect, or be seen to affect, the recipient’s 
professional judgement ought not to be accepted, and should be declared. 

                                                
5 Paragraph 32 of NHS England’s Managing Conflicts of Interest in the NHS: Guidance for staff and 

organisations effective 1 June 2017.   
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7.1.3 Any personal gift of cash or cash equivalent (e.g. vouchers) in any circumstances, 
must be declined and declared. 

7.1.4 Gifts from suppliers or contractors doing business, or likely to do business with the 
Trust: 

i Should be declined and declared, whatever their value (subject to ii. 
below); 

ii branded promotional aids (such as pens or post-it notes) may be 
accepted where they are under the value of £66 in total, and need not 
be declared. 

7.1.5 With regards to gifts from other sources (e.g. patients, families, service users): 

i Staff should not ask for any gifts; 

ii Gifts valued at under £50 may be accepted and do not need to be 
declared; 

iii Gifts valued at over £50 should be treated with caution and only be 
accepted on behalf of the Trust, not in a personal capacity. In any 
event these should be declared by staff; 

iv. A common sense approach should be applied to the valuing of gifts 
(an estimate that a reasonable person would make as to its value, if 
the actual value is not known); 

v Multiple gifts from the same source over a 12 month period should be 
treated in the same way as single gifts over £50 where the cumulative 
value exceeds £50. 

7.2 What should be declared 

7.2.1 Staff name and their role with the organisation. 

7.2.2 A description of the nature and value of the gift, including its source. 

7.2.3 Date of receipt. 

7.2.4 Any other relevant information (e.g. circumstances surrounding the gift, action taken 
to mitigate against a conflict, details of any approvals given to depart from the terms 
of this policy). 

 Hospitality 8

 
8.1  Hospitality means offers of meals, refreshment, travel, accommodation, and other expenses 

in relation to attendance at meetings, conferences, education and training events etc.7  

8.2  Hospitality should not be asked for or accepted where it may affect, or be seen to affect 
professional judgement. 

8.3  It may only be accepted when there is a legitimate business reason and it is proportionate to 
the nature and purpose of the event. 

                                                
6 The £6 value has been selected with reference to existing industry guidance issued by the ABPI: 
http://www.pmcpa.org.uk/thecode/Pages/default.aspx  
7 Paragraph 37 of NHS England’s Managing Conflicts of Interest in the NHS: Guidance for staff and 

organisations effective 1 June 2017. 
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8.4 Particular caution should be exercised when hospitality is offered by actual or potential 
suppliers or contractors.  This can be accepted, and must be declared, if modest and 
reasonable. Senior approval must be obtained. 

8.5 Meals and refreshments: 

8.5.1 Under a value of £25 - may be accepted and need not be declared. 

8.5.2 Of a value between £25 and £758 - may be accepted and must be declared. 

8.5.3 Over a value of £75 - should be refused unless (in exceptional circumstances) 

8.5.4 Senior approval is given. A clear reason should be recorded on the organisation’s 
register(s) of interest as to why it was permissible to accept. 

8.5.5 A common sense approach should be applied to the valuing of meals and 
refreshments (an estimate that a reasonable person would make as to its value, if 
the actual value is not known). 

8.6 Travel and accommodation: 

8.6.1 Modest offers to pay some or all of the travel and accommodation costs related to 
attendance at events may be accepted and must be declared. 

8.6.2 Offers which go beyond modest, or are of a type that the Trust might not usually 
offer, need approval by the individual’s line manager, should only be accepted in 
exceptional circumstances, and must be declared. A clear reason should be 
recorded on the organisation’s register(s) of interest as to why it was permissible to 
accept travel and accommodation of this type.   A non-exhaustive list of examples 
includes: 

i offers of business class or first class travel and accommodation 
(including domestic travel) 

ii offers of foreign travel and accommodation. 

8.7  Donations 

8.7.1 Click here to view POLCGR131 - Charity and Fundraising Policy 

8.7.2 A donation is a charitable financial payment, which can be in the form of direct cash 
payment or through the application of a will or similar directive. Charitable giving 
and other donations are often used to support the provision of health and care 
services. As a major public sector employer the NHS holds formal and informal 
partnerships with national and local charities. Staff will, in their private lives, 
undertake voluntary work or fundraising activities for charity. A supportive 
environment across the NHS and charitable sector should be promoted. However, 
conflicts of interest can arise. 

8.7.3 Donations made by suppliers or bodies seeking to do business with the Trust 
should be treated with caution and not routinely accepted. In exceptional 
circumstances they may be accepted but should always be declared.  A clear 
reason should be recorded as to why it was deemed acceptable, alongside the 
actual or estimated value. 

                                                
8 The £75 value has been selected with reference to existing industry guidance issued by the ABPI 

http://www.pmcpa.org.uk/thecode/Pages/default.aspx 
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8.7.4 Staff should not actively solicit charitable donations unless this is a prescribed or 
expected part of their duties for the Trust, or is being pursued on behalf of the 
Trust’s own registered charity or other charitable body and is not for their own 
personal gain. 

8.7.5 Staff must obtain permission from the Trust if in their professional role they intend to 
undertake fundraising activities on behalf of a pre-approved charitable campaign for 
a charity other than the Trust’s own. 

8.7.6 Donations, when received, should be made to a specific charitable fund (never to 
an individual) and a receipt should be issued. 

8.7.7 Staff wishing to make a donation to a charitable fund in lieu of receiving a 
professional fee may do so, subject to ensuring that they take personal 
responsibility for ensuring that any tax liabilities related to such donations are 
properly discharged and accounted for. 
 

8.8 Sponsored Events 

8.8.1 Sponsorship of events by appropriate external bodies will only be approved if a 
reasonable person would conclude that the event will result in clear benefit to the 
Trust and the NHS.  

8.8.2 During dealings with sponsors there must be no breach of patient or individual 
confidentiality or data protection rules and legislation. No information should be 
supplied to the sponsor from which they could gain a commercial advantage, and 
which is not in the public domain already. 

8.8.3 Staff within the Trust involved in securing sponsorship of events should make it 
clear that sponsorship does not equate to endorsement of a company or its 
products and this should be made visibly clear on any promotional or other 
materials relating to the event.  

8.8.4 At the Trust’s discretion, sponsors or their representatives may attend or take part 
in the event but they should not have a dominant influence over the content or the 
main purpose of the event. 

8.8.5 The involvement of a sponsor in an event should always be clearly identified. 

8.8.6 Staff arranging sponsored events must declare this to the Trust. 
 

8.9 Sponsored Research 

8.9.1 Click to view POLCGR075 - Research and Innovation Policy 

8.9.2 Funding sources for research purposes must be transparent. Any proposed 
research must go through the relevant health research authority or other approvals 
process. There must be a written protocol and written contract between staff, the 
Trust, and/or institutes at which the study will take place and the sponsoring 
organisation, which specifies the nature of the services to be provided and the 
payment for those services. 

8.9.3 The study must not constitute an inducement to prescribe, supply, administer, 
recommend, buy or sell any medicine, medical device, equipment or service. Staff 
should declare involvement with sponsored research to the Trust. 
 

8.10 Sponsored Posts 
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8.10.1 External sponsorship of a post requires prior approval from the Trust. Rolling 
sponsorship of posts should be avoided unless appropriate checkpoints are put in 
place to review and withdraw if appropriate. 

8.10.2 Sponsorship of a post should only happen where there is written confirmation that 
the arrangements will have no effect on purchasing decisions or prescribing and 
dispensing habits. This should be audited for the duration of the sponsorship. 
Written agreements should detail the circumstances under which organisations 
have the ability to exit sponsorship arrangements if conflicts of interest which 
cannot be managed arise. 

8.10.3 Sponsored post holders must not promote or favour the sponsor’s products, and 
information about alternative products and suppliers should be provided.  

8.10.4 Sponsors should not have any undue influence over the duties of the post or have 
any preferential access to services, materials or intellectual property relating to or 
developed in connection with the sponsored posts. 

 Declarations of gifts, hospitality and sponsorship 9

 
9.1 Declarations of gifts, hospitality and sponsorship are made by completing and signing the 

Declaration of gifts, hospitality and sponsorship form (Appendix 2 - Declaration of Gifts and 
Hospitality Form - OTCGR282) and sending the signed declaration to the Company 
Secretary at medwayft.trustsecretary@nhs.net. Alternatively, this form is available on the 
intranet via this link. 

9.2 Appendix 5 provides further guidance on managing gifts, hospitality and sponsorship and 
Appendix 7 provides information on some frequently asked questions. 

 Register of Interests 10

 
10.1 The Company Secretary, on behalf of the Trust will maintain the following registers of 

interests: 

10.1.1 Trust Board Register of Interest 

10.1.2 Decision Making Staff Register of Interest 

10.1.3 Register of Gifts and Hospitality  

10.2 Because of their influence in the spending of taxpayers’ money, decision making staff will be 
prompted quarterly to review declarations, and as appropriate, update them including nil 
declarations. A decision making staff register of interests will be reviewed quarterly by the 
Integrated Audit Committee and published on the Trust’s website at least annually.  

10.3 Interests will remain on the public register for a minimum of 6 months after the expiration of 
the interest. The Trust will retain a private record of historic interests for a minimum of 6 
years after expiration.  

10.4 When conflicts are entered onto the register, sufficient information about the nature of the 
interest and the details of those holding the interest will be recorded, as will details of 
deliberations and subsequent decisions about how to manage these conflicts.  

10.5 Where in exceptional circumstances the public disclosure of information could give rise to a 
real risk of harm or distress the details of an individual’s declaration of interests or other 
information may be redacted from the publicly available register(s). 
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10.6 Requests for redaction of the published register of interests must be made in writing by the 
subject individual to the Company Secretary. Information will not be withheld or redacted 
merely because of personal preference. The Trust will retain a confidential un-redacted 
version of the register(s). 

 Breaches of the Conflict of Interest Policy 11

 
11.1 Failure to disclose or declare 

11.1.1 There will be situations when interests will not be identified, declared or managed 
appropriately and effectively. This may happen innocently, accidentally, or because 
of the deliberate actions of staff or other organisations.  For the purposes of this 
Policy these situations are referred to as breaches. 

11.1.2 Failing to respond to a request for information in relation to this policy, including a 
request to submit a declaration form, will also be considered a breach of this Policy. 

11.1.3 The Trust takes the failure to disclose such information as required by this policy 
seriously. Failure to manage conflicts of interest could lead to criminal proceedings 
including for offences such as fraud, bribery and corruption. This could have 
implications for the Trust. If an individual fails to declare an interest or the full details 
of an interest, this may result in disciplinary action being undertaken. Please see 
the PROCHR002 - Disciplinary Policy for more information. 

11.1.4 The Fraud Act 2006 states that a person is guilty of fraud if he dishonestly breaches 
any section listed within the Act, namely: 

i Fraud by false representation; 

ii Fraud by failing to disclose information; 

iii Fraud by abuse of position. 

in order to make a gain for themselves or another, or to cause a loss or expose the 
Trust to a loss.  

11.1.5 Therefore, if an individual becomes aware of any financial or other irregularities or 
impropriety which involve evidence or suspicion of fraud, bribery or corruption they 
should contact the Local Counter Fraud Specialist in accordance with the 
POLCF001 - Anti-Fraud, Bribery and Corruption Policy with a view to an appropriate 
investigation being conducted and potential prosecution being sought. 

11.1.6 Under the Bribery Act 2010, all staff, including Board members, should be aware 
that in committing an act of bribery they may be subject to a penalty of up to ten 
years’ imprisonment, a fine, or both. They may also expose the Trust to a conviction 
punishable with an unlimited fine. 

11.1.7 They should also be aware that a breach of this Act, or of this guidance, renders 
them liable to disciplinary action by the Trust whether or not the breach leads to 
prosecution. Where a material breach of this guidance is found to have occurred, 
the likely sanction will be dismissal in accordance with the Trust’s internal policies 
and procedures. 

11.1.8 Breaches of this policy may result in a Board member being removed from office in 
line with the Trust’s Constitution. A contractor may be prevented from obtaining 
further work with the Trust or an employee may face disciplinary action and 
dismissal.  Breaches which amount to criminal offences may result in criminal 
prosecution and civil recovery action. 
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11.2 Identifying and reporting breaches 

11.2.1 Staff who are aware of actual breaches of this policy, or who are concerned that 
there has been, or may be, a breach, should report these concerns to: 

i Their line manager 

ii The Company Secretary 

iii The Counter Fraud Service 

iv The Freedom to Speak Up Guardian. 

11.3  To ensure that interests are effectively managed, staff are encouraged to discuss actual or 
perceived breaches. Every individual has a responsibility to do this. For further information 
about how concerns should be raised, refer to POLCHR014 - Freedom to Speak Up - 
Raising Concerns at Work -Whistleblowing Policy. 

11.4 The Trust will investigate each reported breach according to its own specific facts and 
merits, and give relevant parties the opportunity to explain and clarify any relevant 
circumstances. For further information about how concerns should be raised please see the 
Whistleblowing policy. 

11.5 Following investigation, the Trust will: 

11.5.1 Decide if there has been or is potential for a breach and if so what the severity of 
the breach is 

11.5.2 Assess whether further action is required in response - this is likely to involve 

i any staff member involved and their line manager, as a minimum. 

11.5.3 Consider who else inside and outside (e.g. the Care Quality Commission (CQC), 
General Medical Council (GMC), Nursing and Midwifery Council (NMC), etc.) the 
Trust should be made aware.  

11.5.4 Take appropriate action as set out in the next section. 

11.6 Taking action in response to breaches 

11.6.1 Action taken in response to breaches of this Policy will be in accordance with the 
disciplinary procedures of the Trust and could involve organisational leads for staff 
support (e.g. Human Resources), fraud (e.g. Local Counter Fraud Specialists), 
members of the management or executive teams and the Trust’s auditors. 

11.6.2 Breaches could require action in one or more of the following ways: 

i Clarification or strengthening of existing Policy, process and 
procedures. 

ii Consideration as to whether HR/employment law/contractual action 
should be taken against staff or others. 

iii Consideration being given to escalation to external parties. This might 
include referral of matters to external auditors, the NHS Counter Fraud 
Authority, the Police, statutory health bodies (such as NHS England, 
NHS Improvement or the CQC), and/or health professional regulatory 
bodies. 

11.6.3 Inappropriate or ineffective management of interests can have serious implications 
for the Trust and staff. There will be occasions where it is necessary to consider the 
imposition of sanctions or breaches. 
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11.6.4 Sanctions should not be considered until the circumstances surrounding breaches 
have been properly investigated.  However, if such investigations establish wrong- 
doing or fault then the Trust can and will consider the range of possible sanctions 
that are available, in a manner which is proportionate to the breach. This includes: 

i Informal action (such as reprimand or signposting to training and/or 
guidance). 

ii Formal disciplinary action (such as formal warning, the requirement for 
additional training, re-arrangement of duties, re-deployment, demotion, 
or dismissal). 

iii Reporting incidents to the external parties described above for them to 
consider what further investigations or sanctions might be. 

iv Contractual action, such as exercise of remedies or sanctions against 
the body or staff which caused the breach. 

v Legal action, such as investigation and prosecution under fraud, 
bribery and corruption legislation. 

 Learning and transparency concerning breaches 12

 
12.1  Reports on any breaches, the impact of these, and action taken will be considered by the 

Integrated Audit Committee. 

12.2  To ensure that lessons are learnt and management of interests can continually improve, 
anonymised information on breaches, the impact of these, and action taken will be prepared 
and made available for inspection by the public upon request.  

12.3  A Conflicts of Interest Policy Breach Reporting Form can be found in Appendix 3 - Conflicts 
of Interest Breach Reporting Form - OTCGR283. 

 Monitoring and Review  13

 

What will be 
monitored 

How/Method/ 
Frequency Lead Reporting 

to 

 
Deficiencies/ gaps 
Recommendations 
and actions 

Policy review Every year Author Integrated 
Audit 
Committee 

The policy will be 
reviewed subject to new 
or amended pertinent 
legislation/ guidance 
published and/or 
evolution in best practice. 

Breaches As and when they 
arise 

Company 
Secretary 

Integrated 
Audit 
Committee 

Appropriate action will be 
taken. 

Assurance on 
Compliance – Assurance 
programme 

Annually Company 
Secretary 

Integrated 
Audit 
Committee  
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 Training and Implementation  14

 
14.1 Information on the content of this policy is provided as part of the recruitment process. 

14.2 The Company Secretary will send reminders to all staff on an annual basis about the need to 
declare interests and receipt of gifts and hospitality. 

 Equality Impact Assessment Statement and Tool 15

 
 All public bodies have a statutory duty under The Equality Act 2010 (Statutory Duties) 

Regulations 2011 to provide “evidence of analysis it undertook to establish whether its 
policies and practices would further, or had furthered, the aims set out in section 149(1) of 
the [Equality Act 2010]”; in effect to undertake equality impact assessments on all procedural 
documents and practices. Authors should use the Equality Impact Toolkit to assess the 
impact of the document. 

 
 In the first instance this will mean screening the document and, where the screening 

indicates, completing a full assessment. The Toolkit can be found on the Trust website 
http://www.medway.nhs.uk/our-foundation-trust/publications/equality-and-diversity/equality-
impact-assessments/ 

 
 A document will not be considered approved until the author has confirmed that the 

screening process has been carried out and where required a full impact assessment has 
been completed. Where a full assessment is completed this should be submitted along with 
the document for approval. 
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 Declaration of Interest Form – Appendix 1 16

 
Click here to view - Conflict of Interests - Declaration of Interest Form - OTCGR281 
 

 Declaration of Gifts and Hospitality Form – Appendix 2 17

 
Click here to view - Conflict of Interests - Declaration of Gifts and Hospitality Form - OTCGR282 
 

 Conflicts of Interests Breach Reporting Form – Appendix 3 18

 
Click here to view - Conflicts of Interests Breach Reporting Form - OTCGR283 
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 Guidance on potential types of interests – Appendix 4 19

Types of 
interest 

Description 

Financial 
Interests 

This is where an individual may get direct financial benefits from the consequences 
of a commissioning decision. This could, for example, include being: 
 A director, including a non-executive director, or senior employee in a private 

company or public limited company or other organisation which is 
doing, or which is likely, or possibly seeking to do, business with health or social 
care organisations; 

 A shareholder (or similar owner interests), a partner or owner of a private or not-for-
profit company, business, partnership or consultancy which is doing, 
or which is likely, or possibly seeking to do, business with health or social care 
organisations. 

 A management consultant for a provider; 
 In secondary employment; 
 In receipt of secondary income from a provider; 
 In receipt of a grant from a provider; 
 In receipt of any payments (for example honoraria, one off payments, day 

allowances or travel or subsistence) from a provider 
 In receipt of research funding, including grants that may be received by the 

individual or any organisation in which they have an interest or role; and 
 Having a pension that is funded by a provider (where the value of this might be 

affected by the success or failure of the provider). 

Non- 
Financial 
Professional 
Interests 

This is where an individual may obtain a non-financial professional benefit from the 
consequences of a commissioning decision, such as increasing their 
professional reputation or status or promoting their professional career. This may, 
for example, include situations where the individual is: 
 An advocate for a particular group of patients; 
 A GP with special interests e.g., in dermatology, acupuncture etc. 
 A member of a particular specialist professional body (although routine GP 

membership of the RCGP, BMA or a medical defence organisation would not 
usually by itself amount to an interest which needed to be declared); 

 An advisor for Care Quality Commission (CQC) or National Institute for 
Health and Care Excellence (NICE); 

 A medical researcher. 
Non- 
Financial 
Personal 
Interests 

This is where an individual may benefit personally in ways which are not directly 
linked to their professional career and do not give rise to a direct 
financial benefit. This could include, for example, where the individual is: 
 A champion for a provider; 
 A volunteer for a provider; 
 A member of a voluntary sector board or has any other position of authority in or 

connection with a voluntary sector organisation; 
 Suffering from a particular condition requiring individually funded treatment; 
 A member of a lobby or pressure groups with an interest in health. 

Indirect 
Interests 

This is where an individual has a close association with an individual who has a 
financial interest, a non-financial professional interest or a non-financial personal 
interest in a commissioning decision (as those categories are 
described above). For example, this should include: 
 Spouse / partner; 
 Close relative e.g., parent, grandparent, child, grandchild or sibling; 
 Close friend; 
 Business partner. 
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 Guidance on the acceptance of gifts, hospitality and sponsorship – Appendix 5 20

 
GIFT/ HOSPITALITY Acceptable** Approval  

Required 
Declarable 

Low value promotional gifts such as: 
diaries/calendars under £25.00 
 

Yes* No  No 

Gifts of cash or gift vouchers (any 
amounts) - persons offering cash 
should be advised of the existence of 
the Trust’s Charity as an alternative. 
 

No - to be 
declined** 

N/A Yes, regardless of value 

Token gifts given at a courtesy visit/ 
VIP visit 
 

Yes* N/A Only if considered greater than 
£25.00 in value 

Infrequent working breakfast Yes* N/A Only if considered greater than 
£25.00 in value 
 

Infrequent working lunch Yes* N/A Only if considered greater than 
£25.00 in value 
 

Biscuits, chocolates, flowers, alcohol 
from patients/relatives/friends of 
patients  

Yes* N/A Only if considered greater than 
£25.00 in value  
 
 

Other forms of commercial 
sponsorship including drug company 
sponsorship for example to attend a 
conference, study leave 
 

N/A Yes Yes 

Holiday accommodation No - to be 
declined ** 

N/A Yes 

Casual gifts offered by contractors/ 
potential suppliers under £25.00 
 

Yes (so long as 
it does not 
create a sense 
of obligation) 

N/A Yes 

Gifts/ equipment offered by 
contractors/ potential suppliers over 
£25.00 (such as concert/ sporting 
event tickets) 
 

No - to be 
declined** 

N/A Yes 

 
 
* Acceptable where the gift/ hospitality does not create a sense of obligation or constitute an incentive or 
bribe. 
 
** Where it is felt that declining the gift will cause offence, approval should be sought on how best to handle 
receipt of the gift – for example by submitting it to a team fund/ raffling the gift etc. Under such circumstances, 
the fear of causing offence should not create a conflict of interest for the recipient. 
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 The Nolan Principles  - Appendix  6 21

 

 
Medway NHS Foundation Trust will operate within a governance framework which reflects best 
practice within the NHS. In particular it will adopt the seven principles of public life, determined by 
the Nolan Report.  It will also from time to time develop mission statements, corporate values, codes 
of conduct and other governance statements. 
  
Nolan Principles: - the seven principles of public life 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
 

Selflessness 
Holders of public office should take decisions solely in terms of the public interest. They 
should not do so to gain financial or other material benefits for themselves, their family or 
their friends. 
 

Integrity 
Holders of public office should not place themselves under any financial or other obligation 
to outside individuals or organisations that might influence them in the performance of their 
official duties. 

Objectivity 
In carrying out public business, including making public appointments, awarding contracts 
or recommending individuals for rewards and benefits, holders of public office should make 
choices on merit. 
 

Accountability 
Holders of public office are accountable for their decisions and actions to the public and 
must submit themselves to whatever scrutiny is appropriate to their office. 
 

Openness 
Holders of public office should be as open as possible about all the decisions and actions 
they take. They should give reasons for their decisions and restrict information only when 
the wider public interest clearly demands. 
 

Honesty 
Holders of public office have a duty to declare any private interests relating to their public 
duties and to take steps to resolve any conflicts arising in a way that protects the public 
interest. 
 

Leadership 
Holders of public office should exhibit these principles in their own behaviour. They should 
actively promote and robustly support the principles and be willing to challenge poor 
behaviour wherever it occurs. 
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 Some Frequently Asked Questions – Appendix 7 22

QUESTIONS ANSWERS 
Do I still have to fill in a form if I refuse a gift - if so 
which form exactly? 

You are required to complete a form for refusal of a gift of a greater value than £25.00 and 
should use the form Declaration of Gifts and Hospitality Form - OTCGR282 to do so. 
 

I am a nurse and a patient I recently treated has sent 
me a £50 gift token – what should I do? 
 
 

You should politely decline the gift saying that it is not appropriate for you to accept it. You 
should complete the form at Appendix 2, noting that you declined the gift and return the form to 
the Company Secretary. In circumstances where you believe that by declining the gift, you will 
cause offence, you should speak with your line manager and/ or the Company Secretary to 
agree a way of handling the gift so that a conflict does not occur for yourself. You may agree to 
use the gift to purchase an item for the ward, or donate to the Trust’s Charity. You may wish to 
write to the person donating the gift, advising them of the decision taken. Under such 
circumstances, you should note on the form how receipt of the gift has been handled. 
 

Is the upper limit for the value of gifts the same 
irrespective of what sort of gift it is? 
 
 

No. Some gifts or offers of hospitality by contractors or gifts to your friends/ relatives should not 
be accepted regardless of the value of the gift. A list of such examples is provided under 
Appendix 2.  
 

What happens if I don't know the value of a gift?  
 

Most staff will be able to attempt to judge the value of the gift. If in doubt, they should seek 
advice from their line manager/ company secretary. 
 

Do I have to declare the cost of accommodation and/or 
flights if I am an invited lecturer at a conference? What 
if I don't know their value? 
 

You would need to declare that you accepted the accommodation/ flights to attend the 
conference, using the form Declaration of Gifts and Hospitality Form - OTCGR282.  

I oversee a contract with an external company. The 
contract is due for tendering in the next few months. 
The headquarters of the company we currently 
contract with has written to me offering a substantial 
charitable donation to the Trust. What shall I do?  
 

You should discuss the offer with the Company Secretary, who will review and take the 
matter up with an Executive Director. The Executive Director will discuss the donation with 
the Chief Executive and the Chairman. The Chief Executive may wish to seek guidance 
from staff before reaching a recommendation. In many cases, issues may often be resolved 
by clear disclosure. 
 

Further questions and answers on ‘Managing conflicts of interest in the NHS: Q&A for NHS Provider managers’ published by NHS 
England can be found here. 
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OTCGR281 
Dated: May 2019 
Review Date: April 2020 
Author: Company Secretary  Page 1 of 2 

DECLARATION OF INTEREST FORM 

 

Name: ___________________________________________________ 

 

Role: ___________________________________________________ 
 

Department/ward: __________________________________________ 

Nil declaration  

(please tick if nil) 

 

 ☐     

Declared Interest 
 

1) 

 

2) 

 

3) 

Type of Interest  
(see next page) 
 
1) 

 

2) 

 

3) 

Relevant Dates 
(date interest(s) started) 
 
1) 

 

2) 

 

3) 

 

 

I confirm that the information provided above is complete and correct. I acknowledge that any 
changes in these declarations must be notified to the Company Secretary as soon as practicable and 
no later than 28 days after the interest arises. I am aware that if I do not make full, accurate and timely 
declarations then civil, criminal, internal disciplinary or professional regulatory action may result. 

 

 

Signed:        Date:  
 
Line Manager’s Name:___________________________________________ 

Line Manager’s Signature:_______________________________________Date:  
 
 
 
 
 

Please return this form to the Company Secretary at medwayft.trustsecretary@nhs.net. 
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Dated: May 2019 
Review Date: April 2020 
Author: Company Secretary  Page 2 of 2 

Types of 
interest 

Description 

Financial 
Interests 

This is where an individual may get direct financial benefits from the consequences 
of a commissioning decision. This could, for example, include being: 
 A director, including a non-executive director, or senior employee in a private 

company or public limited company or other organisation which is 
doing, or which is likely, or possibly seeking to do, business with health or social 
care organisations; 

 A shareholder (or similar owner interests), a partner or owner of a private or not-for-
profit company, business, partnership or consultancy which is doing, 
or which is likely, or possibly seeking to do, business with health or social care 
organisations. 

 A management consultant for a provider; 
 In secondary employment; 
 In receipt of secondary income from a provider; 
 In receipt of a grant from a provider; 
 In receipt of any payments (for example honoraria, one off payments, day 

allowances or travel or subsistence) from a provider 
 In receipt of research funding, including grants that may be received by the 

individual or any organisation in which they have an interest or role; and 
 Having a pension that is funded by a provider (where the value of this might be 

affected by the success or failure of the provider). 

Non- 
Financial 
Professional 
Interests 

This is where an individual may obtain a non-financial professional benefit from the 
consequences of a commissioning decision, such as increasing their 
professional reputation or status or promoting their professional career. This may, 
for example, include situations where the individual is: 
 An advocate for a particular group of patients; 
 A GP with special interests e.g., in dermatology, acupuncture etc. 
 A member of a particular specialist professional body (although routine GP 

membership of the RCGP, BMA or a medical defence organisation would not 
usually by itself amount to an interest which needed to be declared); 

 An advisor for Care Quality Commission (CQC) or National Institute for 
Health and Care Excellence (NICE); 

 A medical researcher. 

Non- 
Financial 
Personal 
Interests 

This is where an individual may benefit personally in ways which are not directly 
linked to their professional career and do not give rise to a direct 
financial benefit. This could include, for example, where the individual is: 
 A champion for a provider; 
 A volunteer for a provider; 
 A member of a voluntary sector board or has any other position of authority in or 

connection with a voluntary sector organisation; 
 Suffering from a particular condition requiring individually funded treatment; 
 A member of a lobby or pressure groups with an interest in health. 

Indirect 
Interests 

This is where an individual has a close association with an individual who has a 
financial interest, a non-financial professional interest or a non-financial personal 
interest in a commissioning decision (as those categories are 
described above). For example, this should include: 
 Spouse / partner; 
 Close relative e.g., parent, grandparent, child, grandchild or sibling; 
 Close friend; 
 Business partner. 
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DECLARATION OF GIFTS AND HOSPITALITY 

OTCGR282 
Dated: May 2019 
Review Date: April 2020 
Author:  Company Secretary 

Date of 
Offer  

Details of Gift / Hospitality Estimated 
Value 

Supplier / Offeror: Name 
and Nature of Business 

Details of previous offers 
or Acceptance by this 
Offeror/ Supplier  

Declined or 
Accepted? 

Reason for 
Accepting or 
Declining 

  

 

     

  

 

     

 

 

I confirm that the information provided above is complete and correct. I acknowledge that any changes in these declarations must be notified to the 
Trust as soon as practicable and no later than 28 days after the interest arises. I am aware that if I do not make full, accurate and timely 
declarations then civil, criminal, professional regulatory or internal disciplinary action may result. 

 

I wish the above to be noted on the Register of Gifts and Hospitality. I understand that this Register will be made publicly available and considered 
by the Integrated Audit Committee, and may be shared with the Local Counter Fraud Specialist, if considered necessary. 

 

STAFF MEMBER 
  

……………………………………..    ………………………………………….   …………………………………… 

Signed        Print name      Date 

 

LINE MANAGER or DIRECTOR 
……………………………………..    ………………………………………….   …………………………………… 

Signed        Print name      Date 

Return to: The Company Secretary Medwayft.trustsecretary@nhs.net  
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Conflicts of Interest Breach Reporting Form 

OTCGR283 
Dated: May 2019 
Review Date: April 2020 
Author: Company Secretary   

Date of Breach  

Details of breach of the 
conflicts of interest policy 

 

 

 

 Immediate action taken  

Actions taken to mitigate the 
risk 

 

 

 

 

 

 

 

 

 

 

Learning/actions arising: 
[Please complete & state None 
if nothing/no action] 

 

Any other relevant information  

Next steps  [to be completed 
by the Company Secretary] 

 

 
I certify that the information I have given in this declaration form is correct and to the best of my 
knowledge. Should it later be discovered that I have given false information, I understand that my 
employment/contract could be terminated by dismissal and that I may be subject to criminal 
investigation. 
 
Name of employee…………………………….…………Signature of Employee……….……………  
 
Date…………………..……… 
 
Name of Line Manager…………………………………..Signature of Line Manager………………… 
 
Date…………………………… 
 
This form must be completed and returned to the Company Secretary in hard copy form or at 
Medwayft.trustsecretary@nhs.net 
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Report to the Board of Directors  
Meeting Date: Thursday, 02 May 2019            Agenda Item: 9.5 
Title of Report  Medicines Management Policy  

Prepared By Nichola Baker, Lead Pharmacist Quality, Governance and Education  

Lead Director Dr David Sulch, Medical Director 

Committees or Groups 
who have considered 
this report 

Medicines Management Group  
Executive Group 

Executive Summary The Corporate Policy: Medicines Management required a full review 
and update.  
 
This policy has been reviewed and submitted to the Medicines 
Management Group in March 2019, detailing the changes that were 
made to the policy via tracked changes. The group had the 
opportunity to comment on the review.  
 
The Medicines Management Group approved the changes for 
implementation, following approval by the executive group. 

Risk and Assurance The Medicines Management Policy is required to ensure the Trust 
has a consistent and standardized approach to medicines 
management and to ensure medicines safety is maintained. This 
policy requires supplementation with medicines management 
training, which is provided to all clinical staff commencing 
employment with the organisation.  

Legal Implications/ 
Regulatory Requirements 

The Nursing and Midwifery Council (NMC) standards for medicines 
management (2007) were withdrawn on 28th January 2019 as it was 
not within their remit as a regulator to provide this type of clinical 
practice guidance. 
 
It is crucial that healthcare professionals can access accurate 
information on the safe and effective handling, management and 
administration of medicines, and therefore local policy has had to be 
updated which refers to the new professional guidance from the 
Royal Pharmaceutical Society of Great Britain and Royal College of 
Nursing on the safe and secure handling of medicines and 
professional guidance on the administration of medicines in 
healthcare settings.  
 
The Care Quality Commission (CQC) also highlight the need for safe 
care and treatment and Regulation 12 is in place to prevent people 
from receiving unsafe care and treatment and to prevent avoidable 
harm or risk of harm. It also states that medicines must be supplied 
in sufficient quantities, managed safely and administered 
appropriately to make sure people are safe.  
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Quality Impact 
Assessment 

Not Applicable. 
 

Recommendation The Board is asked to approve the Medicines Management Policy. 

Purpose and Actions 
required by the Board 

Approval         Assurance         Discussion        Noting 
     ☒              ☐            ☐           ☐    
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 EXECUTIVE SUMMARY 1
1.1 The Corporate Policy: Medicines Management required a full review and update.  

 
1.2 Version 7 has been reviewed and submitted to the Medicines Management Group in 

March 2019, detailing the changes that were made to the policy via tracked changes. The 
group had the opportunity to comment on the review.  

 
1.3 The Medicines Management Group approved the changes for implementation, following 

approval by the executive group. 
 

 CHANGES TO THE POLICY 2
 
2.1 The key changes made to the policy: 

 
2.1.1 Aim of the policy has been amended to include an additional key component of 

safe disposal of medicines. 
2.1.2 Relevant Legislation section has been reviewed to include most relevant and up 

to date guidance including reference to: 
a. Human Medicines Regulations (2012) 
b. Standards of Practice and Behaviour (NMC 2018) 
c. Good Medical Practice (2013) 
d. Good Practice in prescribing and managing medicines and devices (2013) 

2.1.3 Removal of Medway NHS Foundation Trust policies no longer active. 
2.1.4 Review of the roles and responsibilities section to ensure clear lines of 

accountability and escalation through appropriate committees and groups. 
Groups include: 

a. Medicines Management Group 
b. Patient Safety Group 
c. Quality Steering Group 

2.1.5 Roles and Responsibilities were also reviewed to ensure the Controlled Drugs 
Accountable Officer is documented clearly as the Chief Pharmacist and the 
responsibility to ensure the Chief Pharmacist establishes arrangements for 
sharing information with other Trusts and local bodies as part of a CD Local 
intelligence Network. 

2.1.6 Senior Sisters / Senior Charge Nurse Responsibilities have been amended to 
include the provision of a core induction for new nursing associates as well as 
nurses and midwifes. 

2.1.7 Roles and responsibilities for registered nursing and midwives has been 
amended to include nursing associates with clarity around the roles and 
responsibilities around administering against a patient specific direction, and 
supply and administration under a Patient group Direction. 

2.1.8 Consent and covert administration has been amended to clarify that registered 
practitioners should, where possible, confirm and document that a patient has 
given informed consent to taking prescribed medication. This has been amended 

265 of 309



 

 
 

to reflect the new roles within the organisation and more healthcare professionals 
involved in medicines administration. 

2.1.9 Training requirements for prescribing, administration and dispensing of 
medication has been reviewed and amended to reflect current training and 
qualifications that healthcare professionals are required or recommended to 
complete. Amendments include: 

a. Foundation Doctors will also complete SCRIPT modules to support 
learning and development with prescribing. 

b. Nursing Associates has been included in Table 2, as they will be 
registered professionals involved in the administration of medicines. 

c. Registered nurses and midwives working under a PGD must complete a 
CPPE (Centre for Postgraduate Pharmacy Education) e-learning 
certification before being able to supply or administer under a PGD. 

d. Pharmacy assistants are required to complete an apprenticeship through 
Westminster Kingsway College 

e. Accredited Checking Pharmacy Technicians are required to complete an 
accreditation with CPPE to undertake the role of checking. 

f. Foundation pharmacists can undertake a diploma clinical pharmacy 
practice through Keele University as part of foundation training 
programme.  

2.1.10 Monitoring and review of this policy has been reviewed and amended to reflect 
appropriate leads and reports, in line with the Trusts Governance structure. 

2.1.11 References have also been updated to ensure the most up to date resources are 
referred to. 

 
 
 INTERNAL REVIEW 3

3.1 This policy has been reviewed and approved by the Medicines Management Group, with 
representation from both Planned and Unplanned and Integrated Care Directorates and 
representation from nursing, medical and pharmacy colleagues. Medicines Management 
Group also has representation from Medway Clinical Commissioning Group (CCG) and 
Swale CCG. 

 

 RECOMMENDATION AND NEXT STEPS 4
4.1 The Executive Group is asked to discuss and approve the policy.  

 
4.2 Post approval, the policy will be updated on QPulse and assurance will be provided to the 

Medicines Management Group through Medicines Management Audit reports. 
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Document Control / History 
Revision 
No Reason for change 

1 New Existing medicines policies to be amalgamated into one Medicines 
Management policy 

1 Minor 
amendment 

Addition of training requirements for prescribing and administration of 
medication, monitoring the effectiveness of the policy and current 
prescription pro forma 

2 Full review and update. 
3 Addition of information regarding loading doses 
4 Complete review; removal of procedural details into separate policies 
5 Addition of Medicines Protocol details, full review to occur April 2016 
6 Full review and update 
6.1 Extended review date to enable full review 
7 Full review and Update 

 
Consultation  
Medicines Management Group 
 
 
© Medway NHS Foundation Trust [2019] 
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To be read in conjunction with any policies listed in Trust Associated Documents. 

1         Introduction 
 
1.1     Medicines are used in all areas of the Trust and are the responsibility of all 

healthcare professionals. The importance of appropriate procedures to ensure the 
quality and safety of all aspects of medicines usage is paramount, and is a key 
component of clinical governance. All members of staff dealing with medicines need 
to contribute to maximising their effective use and minimising medicine-related harm 
and morbidity for our patients.   

2 Aim 
 
2.1 To ensure that medicines are correctly stored, properly prescribed, and correctly 

administered in a safe and timely manner.  
2.2 To support the Trust’s strategic objective of delivering safe, high-quality care and an 

excellent patient experience.  
2.3 To detail the responsibilities of all staff groups involved with prescribing, dispensing, 

carriage, safe storage, and administration of medicines. 
2.4 The key components of this policy include: 

2.4.1 Storage, security and ordering of medicines 
2.4.2 Prescribing (and other legal mechanisms for authorising supply/ 

administration of medicines) 
2.4.3 Administration of medicines 
2.4.4 Dispensing and issue of medicines 
2.4.5 Monitoring of medicines management processes 
2.4.6 Safe disposal of medicines 

3 Definitions 
 
3.1 “Medicines Management is a system of processes and behaviours that determines 

how medicines are used by the NHS and patients. Good medicines management 
means that patients receive better, safer, and more convenient care. It leads to 
better use of professional time, and enables practitioners to focus their skills where 
they are most appropriate. Effective medicines management also frees up resources 
which means that NHS money can be used where it is most effective, Good 
medicines management benefits everyone.” (National Prescribing Centre). 

3.2 Medicines optimisation is defined as 'a person-centred approach to safe and 
effective medicines use, to ensure people obtain the best possible outcomes from 
their medicines’. Medicines optimisation embodies the principles of Medicines 
Management, as applied to individual patients. 
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4 Relevant legislation 
 
4.1 The control of medicines in the United Kingdom is primarily governed by the Human 

Medicines Regulations (2012) and associated European legislation.  The 
administration of medicines is an important aspect of nursing professional practice 
(NMC 2008).  The Nursing and Midwifery Council recognizes that it is not a 
mechanistic task to be performed in strict compliance with the instructions of the 
prescriber but requires thought and expertise with professional judgment.  This 
policy has been formulated to ensure, as far as possible, the safe storage, 
administration and disposal of medicines. Nurses are reminded of their 
responsibilities under the Code of Professional Standards of Practice and Behaviour 
(NMC 2018) in that “all of the professionals we regulate exercise professional 
judgement and are accountable for their work.”  

4.2 Doctors, other prescribers and pharmacists are reminded of their responsibilities as 
stated in relevant legislation and the Codes of Ethics produced by the GMC, NMC 
and GPhC.   

4.3 The Non-Medical Prescribing Policy (POLCPCM039) sets out the guidelines for non-
medical prescribing. 

4.4 The GMC’s revised guidelines on Good Medical Practice (2013) outlines the 
principles that doctors must follow when prescribing medicines, with particular 
reference to paragraphs 1 to 3 and 22 to 23.  

4.5 The GMC provides further ethical guidance in  Good Practice in prescribing and 
managing medicines and devices (2013)  

4.6 You must give patients, or those authorising treatment on their behalf, sufficient 
information about the proposed course of treatment including any known serious or 
common side effects or adverse reactions. This is to enable them to make an 
informed decision (for further advice, see Consent Guidance: Patients and Doctors 
Making Decisions Together (GMC 2008). 

5 Policy Framework 

 
5.1 Medway NHS Foundation Trust is committed to complying with statutory, 

mandatory and best practice requirements through a supporting framework of 
documents: 

 
POLCMM007 - Medicines Management Sub-Policy 1 – Safe and Secure Handling of Medicines 
 
This document outlines the safe and secure handling of medicines within Medway NHS 
Foundation Trust aims to ensure compliance with current legislation, and good practice 
guidance, whilst managing the risks to patients and staff arising from the use of medicines.  
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POLCMM008 - Medicines Management Sub-Policy 2 – Prescription Writing 
 
This document details the prescribing standards and procedures. 

 
POLCMM009 - Medicines Management Sub-Policy 3 - Controlled Drugs Procedure 
 
This document provides detailed procedures on the safe use and security of Controlled 
Drugs and appropriate availability. 
 
GUCMM018 - Self Administration of Medicines Guidelines 
This document describes the key components for successful implementation of self-
administration. The document works in conjunction with national and local policies on 
medicine storage and administration. 

 
GUCPCM012 - Administration of medicines - Nursing & Midwifery Council (August 2004) 
 
GUCPCM102 – Standards for medicines management 
Standards for medicines management can be found through professional guidance 
documents on the safe and secure handling of medicines, administration of medicines in 
healthcare setting and advisory guidance on administration of medicines my nursing 
assosicates 

 
POLCPCM034 - Unlicensed Products Policy 
This document describes the trust policy for the procurement and use of unlicensed 
medicinal products (often called "specials"). 

 
POLCMM002 - Medicines Reconciliation on Admission To Medway Foundation Trust Policy 
This document describes the types of Medicines Reconciliation which are undertaken at   
Medway NHS Foundation Trust. Medicines Reconciliation (MR) is the responsibility of all 
staff involved in the admission, prescribing, monitoring, transfer and discharge of patients 
requiring medicines. 

 
PDGCMM004 - Patient Group Directions - Development and Use Policy and Procedure 
This document provides good practice recommendations for the systems and processes 
used when Medway NHS Foundation Trust is considering the need for, developing, 
authorising, using and updating Patient Group Directions (PGDs). 
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POLCPCM039 - Non-Medical Prescribing Policy 
This document describes Non-medical prescribing, it is the prescribing of medications by 
Nurses, Midwives, Health Visitors, Pharmacists and Allied Health Professionals (AHP) who 
have successfully qualified as prescribers. 

 
SOP0173 - Use Of FP10 Prescriptions at Medway NHS Foundation Trust Procedure 
 
This SOP covers the management of FP10 prescription stock for Medway NHS 
Foundation Trust, including stock control, ordering forms from suppliers, delivery, receipt, 
storage and distribution of the forms, and destruction and disposal of forms that are no 
longer needed. 

 
PROCMM001 - Returning Patient’s Own Controlled Drugs or ‘Ward Stock’ to pharmacy 
This document details the process for returning Patient’s Own Controlled Drugs or ‘ward 
stock’ to pharmacy. 
 
SOP0010 - Ward Staff Authorised to Order Controlled Drugs From Pharmacy  
This document details the procedure to ensure that the person requesting ward controlled 
drugs as stock are authorised to do so.  
 
 
POLCMM012 - Antibiotic Stewardship Policy - POLCMM012  
This policy aims to ensure correct antibiotic treatment is given. 

 
OTCGR072 - Pharmacy - Business Continuity Plan 
Pharmacy - Business Continuity Plan sets out the preparations for the department/section 
to manage and recover from service disruptions. 

 
OTCS025 - COSHH HSE: A Brief Guide to the Regulations 
Sets out the regulations for using chemicals and other hazardous substances. 

 
POLCOM001 - Medical Gas Pipeline Systems and Associated Equipment Operational Policy 
This document details how we management medical gases. 

 
Plus other local procedures on specific drugs e.g. Safe Prescribing of Rivaroxaban 
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6 Roles & Responsibilities 
 
6.1 Chief Executive Officer 

6.1.1 The Chief Executive is the responsible officer for the Trust and is legally 
accountable for medicines management and the associated risks across 
the organisation 

6.1.2 It is the responsibility of the Chief Executive to ensure there are clear lines 
of accountability established and maintained throughout the organisation, 
defining interpersonal relationships between the Board, relevant 
committees (including the Medicines Management Group and the Patient 
Safety Group) and heads of department/ service 

6.1.3 The Chief Executive must ensure the Board is kept fully informed of any 
medicines management risks and any associated medicines management 
issues 

6.2 Executive Directors  

6.2.1 The Director of Nursing and the Medical Director are responsible for 
overseeing the professional standards of nurses and doctors employed by 
the Trust.  

6.2.2 Directorate management teams (Directors of Operations and Divisional 
Directors) are accountable to the Chief Executive for ensuring that all staff 
under their control fully implement this policy, and any related sub-policies/ 
documented procedures. They are required to ensure, so far as is 
reasonably practicable, that:  

3.2.2.1 There are adequate resources available to meet the medicines policy 
requirements 

3.2.2.2  All managers are competent to discharge their medicines 
management responsibilities  

3.2.2.3 The effectiveness of the policy and arrangements for implementation 
are regularly monitored and reviewed  

3.2.2.4  Appropriate instruction, training and supervision is provided for staff 
under their control and working in their area of responsibility.  

6.3 Executive Lead for Medicines Management  

6.3.1 The Executive Lead for medicines management has overall accountability 
for the safe and secure handling of medicines, supported by the Chief 
Pharmacist and Medicines Management Group.  
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6.4 Medicines Management Group 

6.4.1 All aspects of medicines management within the Trust are accountable to 
the MMG, which reports to the Quality Steering Group. 

6.4.2 See also MMG Terms of Reference. 

6.5 Director of Nursing and Chief Pharmacist must: 
6.5.1 Ensure safe systems and practices are implemented, maintained and 

monitored 
6.5.2 Ensure staff are made aware of this policy and its contents. New staff must 

be informed at induction. 
 
6.6 Controlled Drugs Accountable Officer 

6.6.1 The Trust, as a ‘designated body’ under the Health Act 2006, must appoint 
a fit, proper and suitably experienced person as it’s accountable officer for 
controlled drugs. The Accountable Officer at MFT is the Chief Pharmacist, 
who must: 
6.6.1.1 Establish and operate appropriate arrangements for securing, 

monitoring and auditing the safe management and use of 
controlled drugs by the Trust. 

6.6.1.2 Review, or ensure that the Trust reviews, arrangements for the 
safe management and use of controlled drugs. 

6.6.1.3 Ensure that the Trust establishes appropriate arrangements to 
comply with misuse of drugs legislation. 

6.6.1.4 Ensure that the Trust has adequate and up-to-date standard 
operating procedures (SOPs) in place in relation to the 
management and use of controlled drugs. 

6.6.1.5 Ensure adequate destruction and disposal arrangements for 
controlled drugs. 

6.6.1.6 Ensure relevant individuals receive appropriate training. 
6.6.1.7 Monitor and audit the management and use of controlled drugs 

by relevant individuals, and to monitor and assess their 
performance. 

6.6.1.8 Maintain a record of concerns regarding relevant individuals, 
taking appropriate action in relation to well-founded concerns 
regarding individuals. 

6.6.1.9 Assess and investigate concerns about the safe management, 
prescribing and use of controlled drugs and take appropriate 
action if there are well-founded concerns. 
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6.6.1.10 Establish arrangements for sharing information with other Trusts 
and local bodies as part of a CD Local Intelligence Network. 

6.7 Chief Pharmacist is responsible for: 
6.7.1 Ensuring the procurement of pharmaceuticals of appropriate quality, in 

accordance with Standing Financial Instructions, Drugs and Therapeutics 
Group and Medicines Management Group policies and ensure value for 
money.  

6.7.2 Establishing a system for the safe and secure handling of medicines. 
6.7.3 Establishing and maintaining a system for the supply, distribution, return 

and destruction of medicines.  
6.7.4 Establishing a system for advising all healthcare staff and patients on all 

aspects of medicines management, to ensure the best use of medicines. 
6.7.5 Establishing a system for recording and reporting pharmacists' 

interventions on prescriptions, in accordance with the Trust’s Incident 
reporting procedure (including Serious Incidents Requiring Investigation 
(SIRIs)) and the Risk Management Strategy and Policy.  

6.7.6 Establishing and maintaining a system which ensures the availability of 
advice and medicines for use in an emergency when the Pharmacy is 
closed.  

6.7.7 Establishing a system for a senior pharmacist to routinely review all 
medication-related incidents reported via the Trust’s reporting systems, and 
for producing regular reports and trends on these for the Medicines 
Management Group; ensuring that all staff understand how to raise 
concerns about the safe and secure handling of medicines. 

6.7.8 Developing a system to provide an audit trail of all medicines at points of 
transfer (e.g. on handover from Pharmacy to clinical area), with particular 
reference to drugs which require special handling, notably Controlled Drugs 
(CDs) and drugs requiring refrigeration. 

6.7.9 Recommending to the Medicines Management Group on safety and 
security grounds which drugs must be ordered and supplied in a restricted 
manner. 

6.7.10 Auditing the implementation of medicines handling policies and systems. 
6.7.11 Monitoring the use of unlicensed medicines, and the use of licensed 

medicines for unlicensed indications, and to ensure their quality and 
suitability for use. The pharmacy shall provide the prescriber with adequate 
information on the stability of the preparation in clinical practice. 

6.7.12 Production, review and updating of this policy on behalf of the Medicines 
Management Group. 
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6.7.13 Ensuring that the Trust has a nominated Medication Safety Officer, with a 
key responsibility to promote the safe use of medicines across the Trust, 
and to act as an expert in Medication Safety. 

6.7.14 Ensuring new staff are made aware of this policy and its contents. 
 
6.8 Clinical Co-Directors are responsible for: 

6.8.1 Ensuring operational implementation of this policy within clinical areas 
 
6.9 Senior Sisters/ Senior Charge Nurses are responsible for: 

6.9.1 Ensuring that all relevant policies and guidelines are available and followed 
within the ward/ department, and that these policies and procedures form 
part of the core induction for new registered nurses/ midwives / nursing 
associates joining their clinical area. 

6.9.2 Ensuring that all medications are kept in a safe and secure manner, 
according to the provisions of this, and any other relevant policy; ensuring 
that appropriate procedures are in place for checking adherence to this. 

6.9.3 Ensuring that appropriate levels and range of stock drugs for their ward/ 
department are established, in conjunction with their pharmacy team. 

6.9.4 Ensuring that any Patient Group Directions used within their area are used 
according to the Trust Policy. 

6.9.5 Ensuring that access to controlled stationery such as FP10 prescriptions 
and controlled drug order books/ registers is restricted to authorised staff. 

6.9.6 Ensuring that all drug storage facilities, including fridges, cupboards and 
Patients’ Own Drug boxes, are of appropriate design and standard. 

6.9.7 Ensuring that deviations from policy and monitoring requirements are acted 
on promptly and appropriately. 

6.10 Registered Nurses, Midwives and Nursing Associates: 
6.10.1 Will administer medicines in accordance with a prescriber’s directions whilst 

ensuring the safety of the patient. 
6.10.2 Will check that all particulars of the prescription are safe and appropriate 

before administering any medicine, referring to the prescriber or a 
pharmacist if necessary. 

6.10.3 Nurses and Midwives may supply/administer to patients via a Patient Group 
Direction following appropriate training and authorisation. Midwives may 
administer certain medicines within the course of their professional practice 
(see policy for use of midwife exemptions). 

6.10.4 Will identify medicines management issues, particularly, but not excluding, 
those relating to administration, and bring these to the attention of the 
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pharmacist or prescriber, e.g. inability to take oral medicines, lack of 
intravenous access, incomplete or incorrect prescriptions. 

6.11 Prescribers (doctors and non-medical prescribers): 
6.11.1 Will prescribe appropriate medicines for patients in their care. 
6.11.2 Will prescribe legally and legibly. 
6.11.3 Will only prescribe within their sphere of competence. 
6.11.4 Will obtain informed consent (where possible) before prescribing medicines. 

6.12 Pharmacists: 
6.12.1 Are responsible for ensuring that medicines are prescribed, supplied, 

stored, prepared and administered correctly. 
6.13 Pharmacy Support Staff 

6.13.1 Are responsible for undertaking a range of medicines management tasks, 
some depending on specific accreditation, including medicines 
reconciliation, dispensing, checking dispensed items and stock control. 

6.14 All healthcare staff who handle, supply or administer medicines: 
6.14.1 Are accountable for working within current legislation and for working within 

the code of conduct of their professional body, and within any trust policy. 
6.14.2 Are accountable for ensuring that medicines are prescribed and 

administered only to treat patients of the Trust. 
6.14.3 Anyone prescribing, supplying, preparing, administering or disposing of 

medicines is personally responsible and accountable. That accountability 
cannot be delegated or shared with another person. Anyone involved in any 
aspect of medicines management is responsible for bringing to the 
attention of their line manager any educational needs they may have in 
relation to ensuring safe practice, and for undertaking the necessary 
training.  

6.15 Medicines Management Group 
6.15.1 Will oversee all medicines management policies and procedures. 
6.15.2 Will bring to the attention of the Quality Steering Group (or equivalent 

Committee/Group) any issues which it believes are relevant. 
6.15.3 Will oversee all medicines management audits, including compliance with 

Patient Safety Alerts, NICE guidance and CQC registration requirements. 
6.15.4 The Medication Safety Officer will be a key member of the MMG. 

6.16 Medical Gas Group 
6.16.1 To provide assurance to the Trust Medicines Management Group which in 

turn reports to the Trust Board of Directors, that there are appropriate risk 
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management infrastructure and controls in place to minimise the risk of 
harm from the use of medical gases and medical gases piped systems. 

6.16.2 Provides a forum for those individuals with delegated roles and 
responsibilities to take collective ownership for ensuring it identifies medical 
gases-related hazards, assesses risks, identifies and monitors control 
measures and develops incident protocols. 

6.16.3 To ensure the Trust has robust processes in place to meet its regulatory 
requirements in relation to Medical Gases. 

6.16.4 To review and monitor the Trust Medical Gas budget. 
6.17 Drugs and Therapeutics Group 

6.17.1 To apply a multi-disciplinary and multi-organisational approach to decision-
making regarding medicines provision. 

6.17.2 To promote clinically and cost-effective, safe and equitable use of 
medicines. 

6.17.3 To ensure that robust standards and governance are observed. 
6.17.4 To engage stakeholders beyond the Trust and membership organisations 

as required. 
6.18 Safe Sedation Group 

6.18.1 The main objective of the Safe Sedation group is to promote and provide 
the highest standard of quality of care for patients receiving sedation for 
various procedures outside of theatres. 

6.19 Infection Control & Antimicrobial Stewardship Group 
6.19.1 The purpose of this group is to maintain an overview of infection prevention 

and control / Antimicrobial prescribing priorities within the Trust. 
6.20 Directorate Management Teams 

6.20.1 Will implement policies and procedures as directed by the Medicines 
Management Group 

6.20.2 Will identify medicines management issues and bring these to the attention 
of the Medicines Management Group. 

7 Procurement of Medicines 
7.1 The Pharmacy Department is responsible for developing, maintaining, implementing 

and reviewing the Trust’s ‘procurement processes.  Part of this involves ensuring the 
procurement process delivers  medicines of suitable quality which are well designed 
for use. Factors include product identification, reconstitution, administration and 
disposal. Moreover, it is essential that the procurement process assesses the 
capabilities of the supply chain to the hospital to ensure that products are genuine, 
have been correctly stored and are available when required. 
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7.2 All medicines on NHS contracts have a product licence and before a product is 
included on a PaSA contract it is assessed by NHS PharmaQA staff and given a 
MEPA (medication error potential assessment) score which reflects its suitability for 
use. Contracts should be adhered to for both financial reasons and because these 
assessed products present a lower risk. Purchasing “off contract” should only be 
undertaken with caution and risk assessment. The PharmaQC database contains a 
list of assessments and should be used to help decide on suitable alternatives to 
unavailable contract lines. 

7.3 Purchasing should use appropriate, trusted sources of supply to ensure the 
suitability of products purchased to minimise the possibility of counterfeit medicines. 
Suppliers and wholesalers are required to hold an appropriate licence from the 
MHRA and this should be checked for authenticity. NHS PaSA holds a list of 
inspected suppliers who hold or have successfully held a PaSA contract. This 
database (NHS SID) is held on their website. PharmaQA and procurement staff 
inspect potential pharmaceutical suppliers and these reports can be used to assess 
new suppliers. Pharmacy procurement specialists can give advice about potential 
new suppliers. It is important that the entire supply chain has been assessed since 
there are a number of stages often involved in obtaining medicines. 

7.4 All medicines will be procured by Pharmacy, with the exception of certain dressings 
and disinfectants which will be supplied via NHS Logistics.  The Trust will have a 
formulary of medicines and pharmacy will only procure non-formulary items in 
exceptional circumstances. Records will be kept of such purchases. 

7.5 Patients’ own medication may be used on the wards provided they have been 
checked to ensure their appropriateness. (See Patient’s Own Drugs Policy and 
Procedures) 

7.6 Medicine samples may not be left by company representatives and staff must not 
accept them. Samples are rarely an effective way of assessing a product and if a 
prescriber wishes to prescribe a medicine not currently on the formulary this should 
be discussed with Pharmacy.   

7.7 Medicines used in clinical trials are subject to a different policy – Research and 
Innovation Policies. 

7.8 Pharmacy will ensure they procure medicines with safety in mind and will review the 
packaging of all new products to ensure they conform to necessary standards. They 
will report to the regional procurement specialist/ the Commercial Medicines Unit any 
identified problems. 

7.9 Unlicensed medicines will only be procured when no suitable licensed alternative 
exists and the Unlicensed Medicines Policy will be adhered to at all times.  

7.10 Pharmacy will adhere to national and regional contracts as agreed by the NHS 
Purchasing and Supply Agency (PaSA); they will only break these contracts in 
exceptional circumstances. 

7.11 Trust staff are aware of anti-Bribery legislation and always act in accordance with 
this law. Staff work legally and fairly at all times and as such no bribe will ever be 
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offered, or accepted. We expect the same behaviours from those we do business 
with. If an employee suspects they have been offered a bribe they will report the 
matter which will be fully investigated. This may lead to the Trust terminating any 
future business dealings with the organisation offering the bribe. 

8  Security of Medicines 
 
8.1 All medicines on wards and departments must be stored in appropriate locked 

cupboards, cabinets, refrigerators or trolleys. Exceptions to this include intravenous 
fluids, diagnostic reagents and cardiac arrest boxes. Please refer to separate policy 
(medicines management sub-policy 3 – safe and secure handling of medicines) for 
comprehensive details on the storage and security of medicines. 

8.2 Controlled drugs: the nurse in charge of a ward or department is responsible for the 
safe custody of controlled drugs held by that ward or department, and for the 
controlled stationery used for the ordering/ recording of controlled drugs. They are 
also responsible for all supplies made from the ward CD cupboard. The controlled 
drugs cupboard keys must be under his/her control at all times. Controlled drugs 
must be stored in a controlled drugs cabinet and all receipts and issues must be 
recorded in a controlled drugs register, including patients’ own controlled drugs. (See 
Medicines Management Ssub-Policy 3 – Controlled Drugs Procedure); A controlled 
drugs balance check must be carried out by ward/ department staff at least every 24 
hours. 

8.3 A controlled drugs check will be carried out by pharmacy at least every 3-6 months.   
8.4 Ward stocks will be based on a defined list of those medications in regular use on 

that ward, plus items held for use in emergency situations. The stock list should be 
reviewed at regular intervals (at least every 6 months) by the senior sister/ charge 
nurse and ward pharmacist.  

8.5 The safe, secure and tidy storage of medicines in the clinical setting are the 
responsibility of the nurse in charge of the ward. Pharmacy services, including the 
‘top-up’ service, provide support in this function, but do not remove this responsibility 
from nursing personnel. 

8.6 The medicines keys are the responsibility of the nurse in charge although they may 
be held by any registered nurse or member of pharmacy staff. The key for the 
controlled drug cupboard must be separated from all other keys and be kept on the 
person of the nurse-in-charge of the ward when not being used by another 
registered nurse.   Clinical support workers or student nurses must not hold the keys 
at any time. 

8.7 Medicines security checks for all wards and departments will be carried out at least 
every 6 months by Pharmacy. These checks assess compliance with the storage 
requirements for medicines and controlled stationery. A report on the findings of 
each check will be produced and distributed to the relevant ward manager, Matron 
and Clinical Co-Directors, so that an action plan can be produced if needed. These 
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may be escalated to Deputy Directors of Nursing and Director of Nursing, if 
appropriate. 

8.8 Any incidents where medicines have been stored inappropriately (e.g. wrong 
patient’s medicines in Patient’s Own Drugs (POD) locker, controlled drugs not locked 
in Controlled Drug cupboard) must be reported using the Trust’s incident reporting 
systems. 

8.9 Any apparent loss of medicines must be reported to the nurse in charge, Pharmacy, 
and security and an incident reporting form completed. If there is reason to believe 
that medicines may have been stolen, then appropriate investigations must be 
undertaken. This includes contacting the Head of Nursing/Midwifery for the specialty 
and the Chief Pharmacist, and may include contacting the police.  

8.10 If a member of staff is believed to be using medicines inappropriately, this must be 
managed by the head of department for the specialty in a sensitive manner. 

8.11 FP10 prescription pads are of particular interest to parties who want to steal 
medicines. They must be stored securely in a similar manner to medicines. Any loss 
must be reported to the Chief Pharmacist, the police, Local Counter Fraud Service 
(LCFS), NHS Business Services Authority, and to the local Clinical Commissioning 
Groups who can send out an alert to all local pharmacies. FP10 pads will only be 
issued to a prescriber if the Chief Pharmacist is satisfied that they can be stored and 
managed securely. FP10s should not be taken by prescribers to off-site clinics. They 
should be held securely by the clinic and issued to the prescriber on arrival.   See 
SOP0173 - Use Of FP10 Prescriptions at Medway NHS Foundation Trust Procedure  
 

8.12 Pharmacy will always be secured via a swipe card system.  When pharmacy is 
closed the department is alarmed and locked by key.  Keys are held by security and 
the on-call pharmacists as well as by various members of pharmacy staff. Non-
Pharmacy staff must be accompanied at all times when in Pharmacy.  

9 Prescribing of Medicines 
 
9.1 Prescription Only Medicines (POMs) may be sold or supplied only in accordance 

with the written directions of an appropriate practitioner. An appropriate practitioner 
may be a doctor, dentist or non-medical prescriber. The written direction may be a 
patient-specific direction (PSD - e.g. an entry on the patient’s drug chart) or an 
individual prescription.  

9.2 Other methods of issuing and administering medication: 

 Pharmacy-Only (P) and POM medication may also be supplied or 
administered using a Patient Group Direction (PGD), in accordance with the 
Trust’s PGD policy and procedures.  

 Certain groups of healthcare professionals may supply or administer 
medicines in the course of their professional practice, without the need for an 
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individual prescription/ PSD/ PGD, if there is a specific exemption to 
medicines legislation to allow them to do this (e.g. midwife exemptions).  

9.3 Medicines Protocols can be used to supply or administer the following; 
administration and supply of General Sales List (GSL); administration of P 
medicines; medical gases; dressings; appliances; medical devices; and chemical 
agents. Within the Trust, the same prescribing rules are applied to General Sales 
List (GSL) and Pharmacy-Only (P) medicines. 

9.4 Prescribers are responsible for: 
9.4.1 Issuing a prescription or patient-specific direction that is legible, 

unambiguous and complete, for the dispensing and administration of the 
medicines 

9.4.2 Monitoring the effects of the treatment 
9.4.3 Reviewing the prescription for ongoing need 
9.4.4 Informing the patient about their drug treatment (including potential adverse 

effects) 
9.5 All prescribing must adhere to the prescription writing policy and be written on the 

appropriate stationery. 
9.6 Prescriptions may only be written for patients of the Trust. 
9.7 Non-registered doctors, i.e. Foundation Year 1 (FY1) doctors, are allowed to 

prescribe; they must, however, be appropriately supervised.  Mistakes are more 
likely if they have insufficient knowledge to undertake the task safely. They may not 
prescribe on FP10 prescriptions. They may not prescribe any cytotoxic drug, 
including for non-cancer conditions (for example, methotrexate for rheumatoid 
arthritis). 

9.8 Nursing staff are not allowed to transcribe discharge prescriptions or new drug 
charts. Pharmacists are authorised to re-write existing drug charts if the 
administration section is full, or if the prescription chart has become damaged/ 
unusable. Pharmacists may transcribe discharge prescriptions if they have been 
authorised to do so by the Chief Pharmacist or delegated Deputy. They may also 
make changes to discharge prescriptions written by doctors as necessary to clarify 
the prescription or to correct discrepancies; the reason for any changes should be 
endorsed in full and documented in the medical records if necessary.  

9.9 Under no circumstances can a verbal order, or an order sent via a text message, be 
accepted as authorisation for the administration of medicines. Only written orders on 
the appropriate stationery are acceptable. 

9.10 Medicine protocols may be used to allow appropriately qualified staff who are not 
qualified prescribers to write instructions for the administration of certain medications 
to inpatients, if this is deemed appropriate and necessary by the Medicines 
Management Group. 
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9.11 All prescribers must prescribe within the formulary. Prescribing recommendations 
made to primary care prescribers must also be on the formulary. Primary care 
clinicians should not be asked to prescribe medicines not on the formulary. If a 
hospital prescriber initiates a non-formulary drug, the ongoing prescribing 
responsibility may need to remain with the secondary care prescriber. 

9.12 Non-medical prescribing: non-medical prescribers are legally and professionally 
accountable for all items prescribed (including controlled drugs), and are required to 
work within demonstrated competencies, and within their individual scope of 
practice. They are required to adhere to the provisions of this and any other relevant 
Trust policy relating to medicines; they are also required to adhere to the Trust 
formulary and the Non-Medical Prescribing Policy.  

10 Administration of Medicines 
 
10.1 Responsibilities for drug administration.   

10.1.1 The administration of medicines, including medical gases and intravenous 
fluids, will be undertaken by either:  
10.1.1.1 A registered nurse or registered midwife 
10.1.1.2 A registered Nursing Associate 
10.1.1.3 A radiographer 
10.1.1.4 Registered Operating Department Practitioners 
10.1.1.5 Registered Medical Officers 
10.1.1.6 Pre-Registration Medical Officers 
10.1.1.7 Student nurses or midwives under supervision. 
10.1.1.8 Any other healthcare professional acting in accordance with a 

Trust-approved Patient Group Direction. 
10.1.2 It is the responsibility of line managers to ensure that staff participating in 

the administration of medicines are competent. Practitioners bear 
responsibility for maintaining their own competence, and must ensure they 
decline tasks that they are not able to undertake on a safe and skilled 
manner, or for which they do not feel they are adequately supervised. 

10.1.3 It is recognised that there are situations where checks by a second person 
may be required and this need should be assessed by the registered 
practitioner  who is responsible for the administration. Such situations may 
be due to the status of the patient or where a drug dose needs calculation.  

10.1.4 The following specific situations require a second person check whatever 
the circumstances: 
10.1.4.1 Controlled drugs (Schedule 2 or 3)  
10.1.4.2 Where a calculation of dose is required  
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10.1.4.3 Administration to children under 12 years of age  
10.1.4.4 Cytotoxic agents 
10.1.4.5 Specific medicines as defined in individual policies e.g. 

thalidomide. 
10.1.4.6 A second person (a registered nurse, student nurse, doctor or 

pharmacist) must check all intravenous drugs and all epidural/ 
intrathecal drugs. 

10.1.5 Drugs must only be prepared by the person who is to administer them and 
must be given immediately after preparation. Drugs prepared for infusion 
via a medical device and which are checked appropriately may only be 
prepared in advance under local agreements that have been approved by 
the Medicines Management Group e.g. in Critical Care units.  

10.1.6 Items may be prepared by pharmacy Central Intravenous Preparation 
Service (CIPS – including prepared doses of intravenous antibiotics, 
intravenous chemotherapy and total parenteral nutrition) for later use on 
wards. 

10.1.7 Labels used on injectable medicines prepared in clinical areas should 
include the following information (MHRA Device Bulletin: Infusion Systems 
DB2003(02) v2.0, Nov 2010; NPSA Promoting Safer Use of Injectable 
Medicines, March 2007): 
10.1.7.1 Name of the drug 
10.1.7.2 Date and time of preparation and date and time of expiry 
10.1.7.3 Total amount of drug used 
10.1.7.4 Name and total volume of diluent used 
10.1.7.5 Final volume of preparation 
10.1.7.6 Route of administration 
10.1.7.7 Batch numbers of all ingredients 
10.1.7.8 Names of persons preparing and checking the solution 
10.1.7.9 Name of patient 

10.1.8 Intravenous flushes may only be administered against a valid prescription 
or via a PGD.(NPSA Rapid Response Report, April 2008) 

10.2 Administration of cytotoxic drugs 
10.2.1 Only nurses who have undertaken appropriate Trust training and have 

been signed off as competent may administer intravenous cytotoxic agents 
(chemotherapy). Doctors may not administer intravenous chemotherapy 
unless they have completed appropriate training. 
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10.2.2 Any registered nurse may administer oral cytotoxic agents, but they should 
ensure that they understand what precautions need to be taken to handle 
and dispose of such medicines safely. 

10.2.3 Intrathecal chemotherapy may only be administered by a consultant 
haematologist or a haematology specialist registrar whose name appears 
on the ‘Administration of Intrathecal Chemotherapy Register of Authorised 
Staff 1B’. For full details please refer to the Intrathecal chemotherapy policy 
(POLCPCM010B). 

10.3 Administration using Medicines Protocols 
10.3.1 Staff administering medicines using a Medicines Protocol should adhere to 

the following; 
10.3.1.1 The protocol must state that its purpose is to administer a 

medicine to a patient 
10.3.1.2 They must be listed on the protocol as an authorised healthcare 

professional. 
10.3.1.3 have been trained to use the protocol 
10.3.1.4 deemed competent to use the protocol by their line manager  
10.3.1.5 be authorised to use the protocol 
10.3.1.6 have a copy of the protocol available to follow when 

administering medication 
10.3.2 Medicines Protocols should be created using the Trust Medicines Protocol 

template.  Available on the intranet. 
10.3.3 Medicines Protocols will receive approval from the Medicines Management 

Group before use. 
10.3.4 Pharmacy will retain a database of Medicines Protocols authorised for use 

in the Trust and a copy available on Q-Pulse.   
 

10.4 Consent and covert administration 
10.4.1 Registered practitioners should, where possible, confirm and document that 

a patient has given informed consent to taking any prescribed medication. 
Where patients have been unable to give informed consent or lack capacity 
e.g. they are unconscious, a best interest’s decision is taken by the person 
in charge of their care. Due regard must be given to any known wishes or 
advance directives. Where appropriate, relatives or carers should be 
consulted.  

10.4.2 Covert administration directly against a patient’s wishes must only occur if it 
is in the patient’s best interests and they lack mental capacity. Assessment 
of capacity and best interests decisions must be documented on the 
appropriate form before covert administration takes place. These forms and 
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further guidance are available in the Safeguarding Vulnerable Adults policy 
(GUCPCM001-7). Where covert administration has taken place an incident 
report form must be submitted. All professionals have a duty to comply with 
the Mental Capacity Act (2005). 

10.4.3 In exceptional circumstances restraint may be required to administer 
medication; this is only lawful if the patient lacks capacity to consent to the 
medication, a best interest’s decision has been made and documented, and 
the restraint is proportionate. A DATIX report must be submitted. See 
Mental Capacity Policy (POLCGR099-2)/ Safeguarding Vulnerable Adults 
policy (GUCPCM001-7) for further information. 

10.5 Non-administration of Medicines 
10.5.1 Doses of medication may be omitted or delayed in hospital for a variety of 

reasons. For certain types of medicines there is potential for delayed or 
omitted doses to have serious, or even fatal consequences. 

10.5.2 It is important that the correct ‘medicine not administered’ code is recorded 
on the drug chart if a dose is omitted. A blank space in the medication 
administration section of the drug chart when a medication should have 
been administered is unacceptable practice. Such incidences should be 
treated as a drug error. 

10.5.3 When any drug has been omitted for more than two doses, other than 
because that drug is not required e.g. analgesia, actions must be escalated 
to prevent further omissions. This may involve contacting the prescriber to 
prescribe an alternative drug/ route of administration, or pharmacy in order 
to arrange urgent supply of that, or an alternative, item.  

10.5.4 Any omission or excessive delay of a drug on the critical list must result in 
escalation of action to prevent any further omissions/delays, using the 
SBAR process if necessary. On every occasion of such an omission/delay, 
an incident report should be completed. 
 

10.6 Self-administration of medicines 
10.6.1 The practice of patients being responsible for self-administering medication 

in the acute hospital setting has been shown to be beneficial in terms of 
patient education and rehabilitation, and allows the patient to maintain/ 
develop more control over their own care. 

10.6.2 The Self Administration of Medicines guidelines should be referred to for 
full operational details; the Adult In-patient Diabetes Policy GULPCM205 - 
Insulin Safety Guidelines (1 attachment) also provides additional guidance on 
self-administration of subcutaneous insulin.  

10.6.3 General principles of safe self-administration of medicines include; 
10.6.3.1 There should be a multi-disciplinary approach to the practice 
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10.6.3.2 There should be a formal assessment of each patient’s desire 
and ability to self-administer, considering the degree of support 
and supervision the patient requires; evaluation of self-care 
should continue throughout the patient’s stay 

10.6.3.3 The patient should provide written consent to take part in the 
scheme 

10.6.3.4 There must be facilities for the safe storage of patients’ own 
medicines  

 

11 Supply of Medicines 
 
11.1 Dispensing, checking and supervision within Pharmacy 
 

11.1.1 Every in-patient, discharge and out-patient prescription will be screened 
and validated by a pharmacist before medication is dispensed. The 
pharmacist is responsible for resolving any pharmaceutical or 
pharmaceutical care issues, and for ensuring that the instructions to the 
staff who will be responsible for dispensing are completely clear.  

11.1.2 A pharmacist must always be present in the department to give advice to 
any patient, if required. 

11.1.3 The supply of appropriate, accurately dispensed medicines is the 
responsibility of all those involved in the process, who must each accept 
responsibility for the quality of their own work. Accurate working and self-
checking of dispensed items are as important as the final check in ensuring 
that medicines are correctly dispensed. 

11.1.4 Liability: The GPhC requires that pharmacists “make sure that all your work, 
or work that you are responsible for, is covered by appropriate professional 
indemnity cover”. Indemnity cover is provided by the Trust under the NHS 
Indemnity Scheme. The Trust takes full financial responsibility for any 
negligence by health professionals, and should not seek to recover any 
vicarious liability costs from health professionals involved, providing that 
staff are working within agreed procedures. Pharmacists may still wish to 
take out their own professional indemnity insurance.  

 
11.2 Dispensing and checking outside of pharmacy 

11.2.1 Unplanned absence/ hurriedly arranged discharges: In the event that there 
is not time to have a discharge prescription dispensed by Pharmacy, or a 
patient decides to self-discharge, all attempts should be made to ensure 
that the patient receives a supply of discharge medication.  A registered 
nurse/ midwife or doctor should urgently contact their ward pharmacist or 
the Pharmacy department (or the on-call pharmacist if this occurs outside of 
Pharmacy opening hours) to discuss the most appropriate solution.    
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11.2.2 Routine discharges from specific areas: some areas of the hospital keep a 
supply of TTO packs for medicines commonly used in those areas, to 
expedite discharges, particularly with day-attenders or where planned 
discharges frequently occur outside of Pharmacy opening hours. For such 
patients, there must still be an eDN, and the supply may only be made in 
accordance with the directions on the eDN. The registered practitioner 
managing the discharge is responsible for supplying medicines. 

11.2.3 Dispensing from ward stock, other than TTO packs, must not occur, this will 
not meet the legal requirements for labelling of dispensed medicinal 
products 

11.2.4 Dispensing from Pharmacy ‘satellite’ stock locations: in order for ward-
based Pharmacy teams to expedite the processing of discharge 
prescriptions, there are several Pharmacy stock cupboards in ward 
locations, which are available to Pharmacy staff only. The use of such 
cupboards, and associated ward-based dispensing, must be risk assessed 
to ensure standards of quality and security will be maintained. The quality 
of dispensing from these locations must meet the same professional 
standards as any medicine dispensed within the Pharmacy.  

11.2.5 Supplying medicines in accordance with a Medicines Protocol: refer to 
section 8.3 for criteria needed to supply a medicine.  The protocol must 
state that its purpose is to supply a medicine to a patient. 

 
11.3 Issue of medicines to patients 
 

11.3.1 Medicines should only be issued to patients by staff with an appropriate 
level of training (medical practitioners, registered nurses, pharmacists, 
pharmacy technicians, and trainees under supervision of any of the former). 

11.3.2 Anyone issuing medicines to a patient or their representative must ensure 
that: 
11.3.2.1 The medicines being issued are for that patient, and that the 

identity of the person to whom medicines are issued is assured 
through appropriate checks  

11.3.2.2 The medicines being issued are those requested on the 
prescription 

11.3.2.3 That the patient, or carer, is given sufficient information and 
advice to ensure safe and effective use of the medicine, plus any 
other information that the patient would like to receive 
 

12 Risk Management 
 
12.1 Managing errors or incidents in the use of medicines 

12.1.1 A medication error is a preventable incident associated with the use of 
medicines that has resulted in harm or potential for harm to a patient. Such 
incidents may be related to any step in the medicines use process, 
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including prescribing, dispensing, administration, storage or transfer of 
medication information. 

12.1.2 Medication incidents must be reported via the Trust’s incident reporting 
system, currently DATIX.  It may also be necessary to report incidents to an 
individual’s line manager 

12.1.3 Staff should also report any near misses or potential hazards relating to any 
part of the medicines management process (including potential or actual 
prescribing errors, medicines reconciliation discrepancies) via DATIX, with 
special reference to reporting any near miss relating to medication that is 
subject to a previous NPSA alert. 

12.1.4 Following a medication incident, the well-being and safety of the patient is 
the prime concern, and must be assured first and foremost. The incident 
must be reported as soon as possible to a member of medical staff, who 
will decide whether any further action is needed clinically. 

12.1.5 Potential safeguarding implications must be given due consideration when 
an incident involves a child or a vulnerable adult. 

12.1.6 In terms of investigating medication-related incidents, the Trust policy 
should be followed. Serious incidents must be reported and investigated. If 
a medication incident that may fall within the definition of a Department of 
Health ‘Never Event’ occurs, this should be escalated immediately to the 
relevant Head of Nursing/ Clinical Director/ Head of Governance and Risk. 

12.1.7 The patient/ carer should be informed that an error has occurred. The 
member of staff informing the patient should be a member of the immediate 
care team, who will be able to have an open and honest discussion with the 
patient e.g. ward pharmacist, senior doctor, nurse in charge of the ward.  
(Further details are provided in the Duty of Candour Policy (Being Open)) 

12.2 Learning from incidents 
12.2.1 The Medication Safety Officer or delegated senior pharmacist will review all 

reported medication incidents for accuracy of the medication-related 
details, to provide professional input, and to escalate incidents for further 
investigation if necessary. 

12.2.2 If any trends are identified, this will be escalated via the Medicines 
Management Group.  

 
12.3 Adverse Drug Reaction Reporting 

12.3.1 Any drug may produce unwanted or unexpected adverse drug reactions. 
Detecting and reporting of these is of vital importance. 

12.3.2 Prompt reporting should be carried out for any suspected adverse drug 
reactions to new drugs that are subject to additional monitoring by 
regulatory bodies. These medicines are identified in the BNF and in product 
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literature by the inverted black triangle symbol (▼). Reporting must also be 
undertaken for unlicensed medicines and for any serious or unusual 
reactions to established products. Reporting should be carried out for 
prescribed drugs, and for medicines obtained by patients over the counter/ 
herbal products. 

12.3.3 Suspected adverse reactions related to a drug or combination of drugs 
should be reported to the Medicines and Healthcare Products Regulatory 
Agency (MHRA) using the national yellow card reporting scheme. Copies of 
the card can be found at the back of the British National Formulary (BNF), 
or from the MHRA website (www.mhra.go.uk) 

12.4  Medicine Defect Reporting 
12.4.1 A defect is present if the product, as supplied by the manufacturer, is not of 

the expected standard. Defects may relate to inadequate or incorrect 
labelling, ineffective packaging, contamination, discolouration, breakage, or 
incorrect contents. 

12.4.2 If a defect is found or suspected in a medicine, it should be reported to 
Pharmacy. Any remaining product and associated equipment should be 
retained and quarantined. If the product has been administered to a patient, 
the patient’s doctor should be informed, and details of the defect should be 
recorded in the patient’s medical record. The incident should be reported 
via DATIX. 

12.5 Medication Safety Alerts and Drug Recalls 
12.5.1 If a defect is identified in a medicinal product that may pose a hazard to 

health, the MHRA may issue a ‘drug alert’ letter. These drug alerts will be 
actioned by Pharmacy; out of hours, this will be led by the on-call 
pharmacist.  

12.5.2 Medication safety alerts may be issued from various sources, included NHS 
England, the MHRA, or direct from pharmaceutical companies. The 
responsibility for ensuring such alerts are actioned rests with the Medicines 
Management Group, who will make decisions as to what actions the Trust 
needs to take, and who will be responsible for these actions. The Chief 
Pharmacist and delegated senior pharmacists will provide professional 
guidance on dealing with medication safety alerts.   

12.6 Control of substances Hazardous to Health Regulations (COSHH) 
12.6.1 Some medicines are, by their nature, hazardous. COSHH regulations 

(2002) is the UK legislation on chemical hazards at work. The main legal 
duties of employers under COSHH are contained in regulations 6 -12, 
which cover risk assessment, prevention or control of exposure, use and 
maintenance of controls, monitoring exposure, health surveillance and 
provision of information and training. 
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13 Safe Disposal of Medicines 
 
13.1 Medicines that are no longer to be administered to a patient, for whatever reason, 

should be returned to Pharmacy for disposal.  Pharmacy will comply with all relevant 
legislation and good practice around the handling of unwanted medicines.  

13.2 All out-of-date medicines and any stock no longer required must be returned to 
Pharmacy. 

13.3 Medicines brought into the Trust by the patient remain the property of the patient and 
may only be returned to Pharmacy for destruction with the prior agreement of the 
patient and/or his/her representative. Consent for this destruction should be 
documented. 

13.4 Where a patient has died, the items should generally be returned to Pharmacy for 
destruction. Where this includes controlled drugs they must, wherever possible, be 
returned to Pharmacy. In the unlikely event that a relative insists on taking them they 
must all be signed out of the controlled drugs register by the nurse in charge and by 
the relative. They must never be returned to any other healthcare professional other 
than Medway Pharmacy staff. 

13.5 Some medicines are cytotoxic or cytostatic and must be disposed of in containers 
separate to those used for routine waste drug disposal, with appropriate 
identification. Spills of these medicines can represent a risk to healthcare workers. 
Any area handling liquid cytotoxic agents must have access to cytotoxic spill kits at 
all times. A list of cytotoxic/ cytostatic medication can be obtained from Pharmacy 
Distribution. 

13.6 Destruction of controlled drugs must comply with the The Human Medicines 
Regulations 2012 and the Misuse of Drugs Act (1971) Refer to the Medicines 
Management Sub-Policy 3 – Controlled Drugs Procedure 

13.7 Pharmacy will not normally accept pharmaceutical waste that is not generated by 
Medway NHS Foundation Trust or by patients admitted to the Trust. 

13.8 In the case of product recalls, the drug must be quarantined until a decision has 
been made about disposal. The drugs will be kept in the designated area of 
pharmacy until disposal is arranged. The pharmacy drug recall procedure will be 
followed at all times. 

14 Medical Representatives and Standards of Business Conduct 
 
14.1 Trust staff should refer to the ABPI (The Association of the British Pharmaceutical 

Industry) code of practice. 
14.2 Representatives must not visit wards, clinics or departments unless the relevant 

manager has given prior agreement. Casual visits are not acceptable. Appointments 
must be made with the relevant nurse manager, head of department or consultant. 
Visits should be limited to providing information regarding significant product 
changes. 
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14.3 Details of new products should be provided to the Pharmacy. Introduction of new 
products may only be permitted in accordance with the procedures of the Drugs and 
Therapeutics Group.  

14.4 It is accepted that liaison with pharmaceutical companies can sometimes be 
beneficial to the Trust and individual practitioners, but due probity must be observed. 
Staff must ensure they are not placed in a position which risks conflict between their 
private interests and their NHS duties, or gives the appearance of such a conflict. It 
is an offence for a member of staff to corruptly accept gifts as an inducement. No 
purchase order may be issued for any item for which an offer of gifts or hospitality 
has been received from the person interested in supplying goods and services. Any 
offers of gifts, conference attendance or hospitality should be discussed by members 
of staff with their line manager (or the Medical Director for consultants), and if 
approved should be entered in the register of hospitality. Overt disclosure of any 
hospitality offered to a consultant, or to any member of the Drugs and Therapeutics 
Group, from a pharmaceutical company in relation to a new product must be 
disclosed to the Drugs and Therapeutics Group. 

14.5 All posts funded (or part-funded) by drug company sponsorship must be notified to 
the Chair of the Trust’s Medicines Management Group. If a nursing post, the Director 
of Nursing must be notified directly. 
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15 Training requirements for prescribing, administration and dispensing of medication 
 
15.1 Training will be provided to all staff groups including medical, nursing and pharmacy personnel as outlined in the tables below. 

Table 1: Medical Staff 

Staff Group Training 
Requirement 

Rationale Type of Training / 
Qualification 

Training Delivered By Frequency 

FY1 and FY2 
Doctors 

Training in safe 
prescribing 
practice 

To ensure 
accurate and safe 
prescribing of 
medication 

Divisional induction, 
consultant mentoring and 
pharmacy-led teaching. 
Part of curriculum for 
foundation years.  
 
 
 
 
FY1 prescribing assessment 

In-house plus use of 
BMJ eLearning 
packages and SCRIPT 
modules where 
appropriate. 
Assessed by 
educational 
supervisors. 
 
Delivered in-house by 
pharmacy and medical 
education 

Ongoing 
 
 
 
 
 
 
 
 
Once only, at 
induction 

Haematology 
Consultants and 
Specialist 
Registrars 

Intrathecal 
chemotherapy 

To ensure correct 
administration of 
intrathecal 
chemotherapy. 

Local training package 
including video, 
presentation, reading policy 
and short assessment. 

Lead nurse for 
chemotherapy/ aseptic 
services manager 

Annual 

 

 

Table 2: Nursing Staff 

Staff Group Training 
Requirement 

Rationale Type of Training / 
Qualification 

Training Delivered By Frequency 

All registered 
nurses,  
midwives and 
nursing 
associates 

Drug dose 
calculation 

To ensure the 
correct 
calculation of 
drugs before 
administration 

Via CD-ROM training 
programme 

In-house Once 
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Staff Group Training 
Requirement 

Rationale Type of Training / 
Qualification 

Training Delivered By Frequency 

All registered 
nurses,  
midwives and 
nursing 
associates 

Safe 
administration of 
medicines and 
knowledge of 
medicines 
management 

To ensure the 
safe 
administration of 
medication 

Competency based 
assessment and 
identification of training 
needs 

In-house Annual 

All registered 
nurses and 
midwives 
required to give 
intravenous 
drugs 

IV drug 
administration 

To ensure the 
safe 
administration of 
IV medication 

In-house training 
programme including a 
period of supervised 
practice 

In-house Once 

Chemotherapy 
trained registered 
nurses 

Administration of 
cytotoxic 
medication 

To ensure the 
safe 
administration of 
cytotoxic 
regimens 

Training programme 
including a period of 
supervised practice 

Canterbury College Once 

Chemotherapy-
trained nurses 
administering 
intrathecal 
chemotherapy 

Intrathecal 
chemotherapy 

To ensure correct 
administration of 
intrathecal 
chemotherapy 

Local training package 
including video, 
presentation, reading policy 
and short assessment. 

Lead nurse for 
chemotherapy/ aseptic 
services manager 

Annual 

Registered 
nurses and 
midwives 
delivering care 
through the use 
of PGDs 

Patient Group 
Directions 

To ensure that 
PGDs are used 
legally and that 
all supplies made 
via PGD are safe. 

CPPE E-Learning 
certification 
Competency Based 
Training relevant to 
working under the PGD 

In-house Once 
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Table 3: Pharmacy staff – see POLLMM003 - Pharmacy Department Education and Training Policy 

Staff Group Training 
Requirement 

Rationale Type of Training / 
Qualification 

Training Delivered By Frequency 

Pharmacy 
Assistants 

The Dispensing 
Assistant Course 
(Level 2 
Equivalent) 

GPhC 
Requirement 

 Apprenticeship through 
Westminister Kingsway 
College 

Training Provider plus 
in-house training 

Once 

Medicines 
Management  
Pharmacy 
Assistants 

Medicines  
Management 

To improve 
patient care 
through 
completion of 
medicines 
reconciliation 
process 

HEE LaSE Pharmacy 
Accredited Medicines 
Management qualification 
with portfolio collection and 
OSCE assessment. 

HEE LaSE Pharmacy 
and in-house 

Once plus 
biennial 
reaccreditation
. 

Pre-Registration 
Trainee 
Pharmacy 
Technicians 

National Diploma 
and NVQ – level 
3 

GPhC 
Requirement 

BTEC National Diploma and 
National Vocational 
Qualification level 3 

Westminster Kingsway 
College and in-house 
training 

Once 

Medicines 
Management  
Pharmacy 
Technicians 

Medicines 
Management 

To ensure the 
safe management 
of medicines on 
wards without 
supervision 

HEE LaSE Pharmacy 
Accredited Medicines 
Management Qualification 
with portfolio collection and 
OSCE assessment  

HEE LaSE Pharmacy 
and in-house 

Once plus 
biennial 
reaccreditation  

Accredited 
Checking  
Pharmacy 
Technicians 

Accredited 
Checking 

To ensure the 
safe checking of 
dispensed 
medicines  

HEE LaSE Pharmacy 
Accredited Accuracy 
Checking Pharmacy 
Technician qualification with 
documentation of 1000 
accurately checked items 
and OSCE assessment. 

HEE LaSE Pharmacy 
(Provided by CPPE) 
and in-house 

Once plus 
biennial 
reaccreditation 

Aseptic services  
Pharmacy 
Technicians 

Preparation of 
intravenous 
medicines, 
cytotoxic 

To ensure the 
safe preparation 
of medicines 

In house training manual In-house Once 
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Staff Group Training 
Requirement 

Rationale Type of Training / 
Qualification 

Training Delivered By Frequency 

medicines and 
parenteral 
nutrition solutions 

Aseptic Services 
Pharmacy 
Technicians 

Pre- and in-
process checking 

To ensure the 
safe checking of 
aseptically 
prepared 
products 

HEE LaSE Pharmacy PIPC 
course with documentation 
of 1000 accurately checked 
items and OSCE 
assessment. 

HEE LaSE Pharmacy 
and in-house 

Once plus 
biennial 
reaccreditation 

Warfarin 
counselling 
assistants, 
technicians and 
pharmacists 

Warfarin 
counselling 

To provide 
patients newly 
started on oral 
anticoagulants on 
how to take their 
medication safely 
plus clinic 
monitoring 
arrangements 

In-house programme In-house Once, with 
annual 
reaccreditation  

Pharmacists Clinical pharmacy 
practice 

To ensure the 
safe management 
of patients’ 
medication in 
order to facilitate 
optimal outcomes 

Diploma in General 
Pharmacy Practice  or 
Clinical Pharmacy Practice 
Diploma 
Competency based 
assessments  

Medway School of 
Pharmacy or Keele 
University and in-house 
training 

Once 

Pharmacists 
working in 
aseptic services 

Checking CIPS, 
cytotoxics and 
TPN 

 In-house training 
programme 

In-house Once 

Pharmacists 
working in 
aseptic services 

Intrathecal 
Chemotherapy 

To ensure correct 
administration of 
intrathecal 
chemotherapy 

Local training package 
including video, 
presentation, reading policy 
and short assessment. 

Lead nurse for 
chemotherapy/ aseptic 
services manager 

Annual 

TPN Pharmacists Prescribing adult 
TPN 

To ensure that 
TPN solutions are 
prepared safely 

Local training package and 
short assessment. 

Lead pharmacist for 
nutrition. 

Once 
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Staff Group Training 
Requirement 

Rationale Type of Training / 
Qualification 

Training Delivered By Frequency 

and meet the 
clinical needs of 
the patient. 

Anticoagulation 
pharmacists 

Anticoagulation 
prescribing 

To ensure the 
safe dosage of 
anticoagulation 
and monitoring of 
therapy 

In-house programme 
including competency 
based assessment 

Principal pharmacist for 
anticoagulation. 

Once 

 

Table 4: Other Staff Groups 

Staff Group Training 
Requirement 

Rationale Type of Training / 
Qualification 

Training Delivered By Frequency 

HCPs  
administering 
medicines using 
PGDs 

Patient Group 
Directions 

To ensure that 
PGDs are used 
legally and that all 
supplies made via 
PGD are safe. 

CPPE E-Learning 
certification 
Competency Based 
Training relevant to working 
under the PGD 

In-house Once 

 

15.2 Ongoing competency assessment will be undertaken for pharmacy and nursing staff. 

15.3 Ensuring the ongoing competency of medical staff is the responsibility of the clinical department employing them, and is 
overseen by the Medical Director.   
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16 EQUALITY IMPACT ASSESSMENT STATEMENT 
 
16.1 All public bodies have a statutory duty under the Race Relations (Amendment) Act 2000 to 

“set out arrangements to assess and consult on how their policies and functions impact on 
race equality.” This obligation has been increased to include equality and human rights with 
regard to disability, age and gender.  

16.2 The Trust aims to design and implement services, policies and measures that meet the 
diverse needs of our service, population and workforce, ensuring that none are placed at a 
disadvantage over others. This strategy was found to be compliant with this philosophy.  

16.3 Equality Impact Assessments will also ensure discrimination does not occur on the grounds 
of Religion/Belief or Sexual Orientation in line with the protected characteristics covered by 
the existing public duties. 

16.4 Refer to appendix 1. 

17 MONITORING & REVIEW 

What will be 
monitored 

How/ 
Method/Frequen
cy 

Lead Reporting to 
 
Deficiencies/ gaps 
Recommendations 
and actions 

Implementation of 
any required 
change 

Contents of 
policy for 
accuracy and 
legality 

To be checked 
against new 
legislation or 
good practice 
guidance 

Chief 
Pharmacist 

Chair of MMG Policy to be 
rewritten as needed 

Changes 
advertised to all 
relevant staff 

Incident reports 
of adverse drug 
events 

Report 
compiled 
quarterly 

 Medication 
Safety Officer 

MMG Actions 
implemented as 
needed  

Usually via 
pharmacy staff. 
Or specific group 
set up to action 
changes. 

Various 
aspects of 
Medicines 
Management 
as per audit 
plan, including 
audits as 
required by 
MHRA and 
audits of 
various aspects 
of antimicrobial 
therapy. 

Regular Audit Lead 
Pharmacist 
Quality, 
Governance 
& Education 

 Clinical 
Effectiveness  

Depends on results 
of audits 

By pharmacy or 
Directorates 

Antimicrobial 
prescribing 

Regular audit Lead 
antimicrobial 
pharmacist 

Director of 
Infection 
Control 

Monitored via 
Quality Steering 
Group  

By directorates 
and reviewed by 
pharmacy and 
infection control 
teams 
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What will be 
monitored 

How/ 
Method/Frequen
cy 

Lead Reporting to 
 
Deficiencies/ gaps 
Recommendations 
and actions 

Implementation of 
any required 
change 

Controlled 
Drugs 

Audit of CD 
registers by 
pharmacy 
every 3 
months. 
Annual audit of 
incident reports 
relating to CDs. 
Quarterly 
feedback of CD 
incidents by 
CDAO to 
CDLIN 
Annual audit of 
aspect of care 
by Accountable 
Officer 

CD 
Accountable 
Officer 

Trust Board CD Accountable 
Officer  

Accountable 
Officer 

Dispensing 
errors/ near 
misses 

Continuous 
reporting via 
near miss 
reporting forms 
and dispensing 
error forms 

Dispensary 
manager and 
aseptic 
services 
manager 

Chief 
Pharmacist 
and 
Pharmacy 
Governance 
Group 

Error trends 
identified and 
measures identified 
to reduce risk of 
reoccurrence. 

Dispensary 
manager/ aseptic 
services manager 
via change in 
local procedure 
and dissemination 
to staff 

Administration 
errors 

Continuous 
reporting via 
DATIX and 
drug error 
pack. To be 
reviewed/ 
compiled 
quarterly. 

Director of 
Nursing 

MMG 
NMAS 

Any necessary 
change in 
procedure/ need for 
additional training 
identified. 

Director of 
Nursing via 
Deputy Directors 
of Nursing and 
Clinical Co-
Directors 

Safe storage of 
medicines 

Continuous 
reporting via 
DATIX. To be 
reviewed/ 
compiled 
quarterly 

Chief 
Pharmacist 

MMG Gaps identified by 
MMG and necessary 
actions fedback to 
Directorates/ 
pharmacy 

By wards or 
pharmacy 

Training 
requirements 

To be reviewed 
at annual 
appraisals for 
pharmacy and 
nursing staff by 
line managers. 

Chief 
Pharmacist & 
Director of 
Nursing 

MMG Gaps identified by 
MMG and necessary 
actions fedback to 
Directorates/ 
pharmacy 

Nursing/ 
Pharmacy 
Management 

Safe disposal 
of medicines 

Audit of 
practice 

Wards Senior 
Sister /  
Pharmacy 
Operational 
Manager 

MMG Gaps identified by 
MMG and necessary 
actions fedback to 
Directorates/pharma
cy 

Directorates 
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What will be 
monitored 

How/ 
Method/Frequen
cy 

Lead Reporting to 
 
Deficiencies/ gaps 
Recommendations 
and actions 

Implementation of 
any required 
change 

Non-
administration 
of medicines 

DATIX to be 
reviewed 
quarterly. Audit 
of missed 
doses 
 

Chief 
Pharmacist 

MMG Gaps identified by 
MMG and necessary 
actions fedback to 
Directorates 

Directorates 

Covert 
administration 
of medicines 
(Rare) 

DATIX Chief 
Pharmacist 

MMG Any inappropriate 
actions to be 
reviewed with 
Directorates  

Directorates 
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18 Equality Impact Assessment Tool – Appendix 1 
 

  Yes/No Comments 

1 Does the policy/guidance affect one group less 
or more favourably than another on the basis 
of: 

  

  Race No  

  Disability No  

  Gender No  

  Religion or belief No  

  Sexual orientation including lesbian, 
gay and bisexual people 

No  

  Age No  

2 Is there any evidence that some groups are 
affected differently? 

No  

3 If you have identified potential discrimination, 
are any exceptions valid, legal and/or 
justifiable? 

No  

4 Is the impact of the policy/guidance likely to be 
negative? 

No  

5 If so can the impact be avoided?   

6 What alternatives are there to achieving the 
policy/guidance without the impact? 

  

7 Can we reduce the impact by taking different 
action? 
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19 References 

 
Document Ref No 
References:  
CQC Fundamental standards  Regulation 12 
Health and Social Care Act 2008  
Nursing and Midwifery Council 2015 “The Code”  
Building a Safer NHS for Patients: Improving Medication Safety 
(DoH, January 2004)  

 The Human Medicines Regulations 2012  
The Misuse of Drugs Act 1971  
The Misuse of Drugs Regulations 2001  
A Spoonful of Sugar: Medicines Management in NHS Hospitals 
(The Audit Commission, December 2001)  

Medicines, Ethics and Practice 42: a guide for pharmacists and 
pharmacy technicians (RPSGB, July 2018).  

An Organisation with a Memory (DoH, June 2000)  
Good Medical Practice (GMC, 2013)  
Medicines Matters: a guide to mechanisms for the prescribing, 
supply and administration of medicines (SPS, September 2018)  

Patient Group Directions: Who can use them (MHRA, December 
2017)  

Patient Group Directions (NICE MPG2, March 2017)  
The Safe and Secure Handling of Medicines: a team approach 
(RPSGB, March 2005)  

Professional Guidance on the safe and secure handling of 
medicines (RPSGB, December 2018)  

Professional Guidance on the administration of medicines in 
healthcare settings (RPSGB and RCN, January 2019)  

Advisory Guidance on administration of medicines by nursing 
associates (Health Education England, December 2017)  

Standards for Infusion Therapy (RCN, January 2010)  
Modernising Medicines Management: a guide to achieving 
benefits for patients, professionals and the NHS (National 
Prescribing Centre, April 2002) 

 

NPSA Rapid Response Report: Intravenous Heparin Flush 
Solutions (NPSA, April 2008)  

NPSA Patient Safety Alert: Promoting Safer Use of Injectable 
Medicines (NPSA, March 2007)  

Hazardous Waste (England and Wales) Regulations 2005 ISBN 
0110726855  

NPSA Patient Safety Alert: Preventing fatalities from Medication 
Loading Doses (NPSA, November 2010) NPSA/2010/RRR018 

Bribery Act 2010  
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Trust Associated Documents: 
Antimicrobial Prescribing Policy POLCPCM041 
Consent Policy POLCGR034 
Duty of Candour Policy (Being Open) POLCGR064 
COSHH HSE: A Brief Guide to the Regulations OTCS025 
  
Management of Stock Shortages by the Pharmacy Department P.DIST.22 

(Pharmacy 
procedure) 

Endorsement of Prescription Charts by Pharmacy Staff Pharmacy 
Procedure 

Intrathecal Chemotherapy Policy POLCPCM010 
Non-Medical Prescribing Policy POLCPCM039 

Oral Anticoagulants in the Perioperative Period Policy POLCMM005 

Overactive Bladder OAB and Mixed Urinary Incontinence UI in 
Women 

OTLPCM029 

Patient Group Directions - Development and Use Policy and 
Procedure 

PDGCMM004 

PGD – Administration of Misoprostol PGDCMM004 

PGD – Administration of PlasmaLyte 148 IV infusion PGDCMM005 

PGD – Administration of Sterile Water Injections PGDCMM006 

Pharmacological management of Chronic Non-Malignant Pain in 
Adults in Non-Specialist Settings 

GUCMM021 

Pharmacy - Business Continuity Plan OTCGR072 

Pharmacy Department Education and Training Policy POLLMM003 

Prescribing - Assessment and Management of Falls GUCMM022 

Prescribing Anti-Thrombotic and Anticoagulation in Patients with 
Acute Coronary Syndromes 

OTCMM004 

Prescribing of Oral Nutritional Supplements (ONS) for Adult 
Inpatients 

PROTLMM002 

Prescribing Policy - Drugs and Devices used in the treatment of 
Erectile Dysfunction 

POLLMM002 

Research and Innovation Policy POLCGR075 

Returning Patient’s Own Controlled Drugs or ‘Ward Stock’ to 
pharmacy 

PROCMM001 

Safe Disposal of Waste Procedure PROCS002 
Safe Disposal of Waste Policy POLCS026 
Safe Prescribing of Rivaroxaban GUCMM023 

Safeguarding Vulnerable Adults  GUCPCM001 
Self-Administration of Medicines Guidelines GUCMM018 
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Supplying Discharge Medication in Dosettes - Multi-compartment 
Compliance Aids 

POLCMM011 

Unlicensed Medicines Procedure  POLCPCM034 
Use Of FP10 Prescriptions at Medway NHS Foundation Trust 
Procedure 

SOP0173 

Ward Staff Authorised to Order Controlled Drugs From Pharmacy SOP0010 

 
END OF DOCUMENT 
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Report to the the Board of Directors 
Meeting Date: Thursday, 02 May 2019          Agenda Item: 10.1  
Title of Report  Trust Board Annual Planner 2019/20  

Prepared By Brenda Thomas, Company Secretary  

Lead Director James Devine, Chief Executive 

Committees or Groups 
who have considered 
this report 

Executive Group on 17 April 2019 

Executive Summary The purpose of this report is to present the 2019/20 Trust Board 
Annual Planner for approval.  
 
The work plan has been drafted in consultation with relevant 
Directors to take account of the Board’s business for the financial 
year. This does not preclude the Board from considering any other 
subject it wishes to, to gain assurance. 
 
The workplan was noted at the Executive Group meeting on 17 April 
2019. 

Risk and Assurance Not Applicable 

Legal Implications/ 
Regulatory Requirements 

Not Applicable 

Quality Impact 
Assessment 

Not Applicable 
 

Recommendation The Board is asked to approve the Trust Board Annual Planner for 
2019/20. 

Purpose and Actions 
required by the Board 

Approval         Assurance         Discussion        Noting 
     ☒              ☐            ☐           ☐    
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Agenda Item Presenter Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20

Standing Items
Chairman's Report Chairman x x x x x x

Matters Arising and Action Log Chairman x x x x x x

Minutes of the Previous Meeting Chairman x x x x x x

Register of Interests Chairman x x x x x x

Welcome and Apologies for Absence Chairman x x x x x x

Chief Executive's Report Chief Executive x x x x x x

Patient Experience Story Director of Nursing x x x x x x

Questions from the public Chairman x x x x x x

Finance Report Director of Finance x x x x x x

Integrated Quality and Performance Report Director of Nursing x x x x x x

Transformation Update Associate Director of Transformation x x x x x x

Workforce Report Director of HR and OD x x x x x x

Communications Report Director of Communications and Engagement x x x x x x

Suatainability and Transformation Plan Director of Strategy x x x x x x

Committee Assurance Reports Committee Chairs x x x x x x

Council of Governors' Update Governor Representative x x x x x x

Quarterly/ Regular Reports
Legal Quarterly Update Head of Corporate Governance and Legal x x x

Board Assurance Framework Company Secretary x x x

Emergency Planning, Resilience and Response Director of Estates and Facilities x x

Freedom to Speak Up Update Freedom to Speak Up Guardian x x

Mortality and Morbidity Update Medical Director x x x

Health and Safety six month report Director of Estates and Facilities x x

Annual 
Annual Business Plan Director of Planning and Partnerships x

Annual Report and Accounts 2018/19 Chief Executive/ Director of Finance x

Amendment to Trust Constitution (as and when required) Company Secretary x

Scheme of Delegation (as and when required) Director of Finance

Standing Financial Instructions (as and when required) Director of Finance

Trust Board Annual Planner Company Secretary x

Membership Strategy Director of Communications and Engagement x

Board Effectiveness Review Company Secretary x

Committee Effectiveness Reviews Company Secretary x

PLACE Annual Report Director of Estates and Facilities x

Equality and Inclusion Report Director of HR and OD x

Equality Delivery System 2 Director of HR and OD x

Gender Pay Gap Report Director of HR and OD x

Workforce Race and Equality Standard Report Director of HR and OD x

Workforce Disability Equality Report Director of HR and OD x

Quality Account Director of Nursing x

Annual Infection Prevention and Control Report Director of Nursing x

Safe Staffing Review Director of Nursing x x

Safeguarding Adults and Children Annual Report Director of Nursing x

Emergency Planning Resilience and Response Annual Report Director of Estates and Facilities x

Fire, Health and Safety Director of Estates and Facilities x

Annual Research and Innovation Report Medical Director x

Integrated Audit Committee Annual Report to the Board Director of Finance x

Complaints Report Director of Nursing x

Trust Board in Public Planner 2019/2020
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Agenda Item Presenter Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20

Annual
Staff Survey result Director of HR and OD x

Annual Report Medical Appraisal and Revalidation Medical Director x

Annual Report Medical Education Medical Director x
Safe Working Hours Annual Report Medical Director x

Claims Report Medical Director x

Committees Terms of Reference (as and when necessary) Responsible Directors x x x x x x

Policies and Strategies
Quality Strategy Director of Nursing x

Estates Strategy Director of Estates and Facilities x x

IT Strategy Director of IT Transformation x

Clinical Strategy Director of Strategy x

Workforce Strategy Director of HR and OD x

Freedom to Speak Up Strategy Freedom to Speak Up Guardian x

Risk Management Policy and Strategy Director of HR and OD x

Corporate Policy - Medicines Management Chief Pharmacist

Corporate Policy - Modern Day Slavery Director of HR and OD x

Corporate Policy - Human Resources and Organisational Development Director of HR and OD x

Corporate Policy  - Information Governance Director of HR and OD x

Corporate Policy - Consent Director of HR and OD x

Corporate Policy - Serious Incident Director of Nursing x

Corporate Policy - Safeguarding Director of Nursing x

Corporate Policy - Duty of Candour Director of Nursing

Corporate Policy - Complaints Management Director of Nursing x

Corporate Policy - Estates and Facilities Director of Estates and Facilities x

Corporate Policy - Health and Safety Director of Estates and Facilities x

Corporate Policy - Emergency Planning Resilience and Response Director of Estates and Facilities x

Corporate Policy - Violence and Agression Director of Estates and Facilities x

Meeting Lead Executive Director Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20

Council of Governors Director of Communications and Engagement 17th 16th 15th 21st

Finance Committee Director of Finance 25th 23rd 20th 18th 22nd 19th 24th 28th 19th 23rd 27th 19th

Integrated Audit Committee Director of Finance 25th 23rd 22nd 28th 27th

Quality Assurance Committee Director of Nursing 24th 26th 27th 22nd 24th 27th

Charitable Funds Committee Director of Communications and Engagement 4th 3rd 3rd 3rd

Council of Governors and Committee Meetings dates 2019/20
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