Delivering Sustainable Efficiencies in Healthcare - Wayne Moore
John:	Our next speaker is Wayne Moore, if I can invite Wayne and Andy to the stage.  They’re going to be talking about delivering sustainable efficiencies in care. 
WM:	Thanks John.  
Hi so, my name is Wayne Moore, I’m the director of Medical Technology Management Limited, we’re a small service delivery partner company that work with health care organisations to try and promote best practice in the management of medical devices, medical technology, consumables, and that kind of thing.  When I put this slide deck together, I wanted to give examples of not just what you should be doing, I thought I’d rather give examples of what we’ve done and where we’ve been successful and I couldn’t think of a better example of that than asking Andy Barrow along, who’s the head of EME at East Kent Hospitals because we’ve been doing some extensive work there and we want to share with you, some of the successes that we’ve had to really put across the point that it is possible, there’s been a lot of really good talks today about efficiencies and systems and there’s been a lot of questions about how do we cope with the NHS culture, how do we deal with other things, well, lets have a look at some of those things. 
So, sustainable efficiencies in health care, a short story. First of all, what do we mean because I hear the work sustainability a lot now in health care, it’s a bit of a buzz word, management speak, so I thought I’d just drop something as everybody does from the internet, to tell you what we’re aiming at.  So, ability to maintain a certain rate or level, is sustainable and efficiency, is state of quality of being efficient.  So, organisation, order, orderliness yeah, planning, regulation, all of this has been spoken about so far before today.  So, sustainable efficiencies are obviously a joining of the two.  A couple of years ago, this man asked me a question. 
AB:	So, the question I asked Wayne was can you help me, can you come in and help me develop my department, my department was quite a mature department, I took over as head of medical engineering and I wanted to put some changes in place.  We didn’t have lots of management so, I said can MTM come in, can you help me start to develop my department.  
WM:	And I asked one question.  What are you looking for?  Andy gave me a one-word answer.
AB:	So, my answer has always been clarity, that’s my department, I just want clarity in every process we do, everything that’s my vision is clarity and that’s what I asked MTM to come and help me do.  
WM:	So, before we started on this journey, something you should ask yourself is okay, where do you want to go, where are you starting from and what’s the course to get from where you are to where you want to be?  So, determining the destination was really simple, just for some context, East Kent Hospitals set up a sub-co for nearly all of their support service and they set up a limited company called Together Support Solutions, Andy’s part of that organisation.  Now, that provides some opportunities within the NHS because as a limited company, you have a little bit more freedom to go to the market and use the market to your advantage.  
It also sets up some challenges because immediately and thanks Chris talking about blame cultures, immediately the NHS says, right, you’re a supplier, you can have a KPI, there’s your first one, we’ll have 95% or more PPM compliance please and we want you to be ISO accredited, thanks very much.  What where we doing before, never mind what was being done before, you’re now a limited company but with you guys, not now. So, this was the destination that Andy talked to me about, 95% plus compliance and that’s across the board by the way, doesn’t matter on the risk levels and we want ISO accreditation and actually, he looks upright and interesting and very, very knowledgeable doesn’t he, but he put that target on himself.  So, where did we start from?   
It wasn’t bad, East Kent Hospitals had a compliance across the board of 74%, that’s not bad, we’ve just seen some data there from MTS audits that showed lower than that. They had a mature quality management system; you need to put some kind of quality management system or system in place if you’re going to develop a culture around it.  They had a strong asset database, there’d been investment in RFI de-tracking, there were reasonable staffing levels, it was pretty good, wasn’t it?
AB:	Reasonable.
WM:	It wasn’t bad.  So okay, why did we want clarity on the PPM compliance? 
AB:	So, in the past it would be fair to say that some of the compliance was not an honest figure so you know, exclude this and add this and move things around and I wanted an honest figure, if we had one hundred bits of kit and fifty were in service, our compliance was 50% and its taken a long while to get our database to that extent but I just want open and honest figures so, if anybody came into my department, logged onto Equip, they could clearly see that my compliance is this, not well, we had this bit and this and the other so, that was the most important thing to me at first, was going back to the clarity bit, was nice clear data.  
WM:	So, we had reasonable staffing levels as I said. Now East Kent Hospitals, there are five main sites, William Harvey Hospital, Ashford, Kent & Canterbury Hospital in Canterbury, Queen Elizabeth Queen Mother Hospital in Margate, there’s also the Royal Victoria Hospital on Folkstone and the Buckland Hospital in Dover plus some other little bits and pieces that you look after.  For that, there are three site managers at the main sites, one at each site, we had a breakdown of senior technicians, right the way through, technicians, associates, there’s an equipment library set up, as I said, this is quite a mature system here that we’re looking at, what we’re aiming to do is improve it and put excellence in place and we had some administrators as well so, the team was pretty strong.  So, what did we do, firstly we looked at the basic requirements that Andy put together.
I thought I’d put together a schematic because we’ve got engineers in the room.  For those of you are old like me and remember TTL, some of the symbols you’ll recognise, the rest I couldn’t find on Visio because everything has moved on.  So, what we’re really looking at then is team performance, how does the clinical engineering team perform, what do they need to do to deliver the outputs and the outputs are quite clear there, PPM compliance are greater than 95%, ISO accreditation, of course there’s equipment management in there, it's not just about maintenance and there’s capital planning that needs to feed into that. 
So, the basic inputs, so we’ve got existing staff, there are contractual requirements, you know, the contract with the clinical client, we have a QMS system in place, so that imposes things as well as support, budget of course and there are support contracts, they impact on your output and it I’m very pleased that Caroline mentioned controlling our suppliers because, basically nobody sees that it’s a supplier, the clinical client is looking at whether that device is available for use of not and the person they’ll blame is clinical engineering. We’ve got to manage and control some of that.  
So, we’ve also got some other variables, asset variants, clinicians love new things, they love them every year. Service expansion, the services are changing, you’ve heard about ICS and the way things are moving forward and there are just other factors that impact the output of your team performance and its ability to deliver the outputs that you require, which means, you need to understand the true situation of where you are, that means lots and lots of audit, you’ve got to analysis the data and you have to be honest with yourself about where you are when the data comes in, if you don’t like it, it’s not the auditors fault, it’s data, look at it, read it, understand it and then act on it.  
AB:	I think Wayne, as some of the other guys have said, the external auditing is quite difficult for departments to hear because you’re being, you’re not being criticised but its just laying things out and it was a struggle at first getting but having ISA audits as well, yourselves coming in and doing auditing, it is painful guys, but its worth doing because you’ve now got that baseline so you know. 
WM:	I think what we’ve done, we’ve now put together a structured audit programme, so there is internal where we’re developing a culture of being self-critical, we’re asking peer review within the technical team and within the teams we use a combination of that plus some external auditing from MTM, plus external auditing from the accrediting so, it stages up but the idea is that by the time you go to your ISO accreditation, all of the little bits and pieces are in place, so it should be a breeze.  So, we put in a feedback loop, okay.  
At the output from the variances, then of course, that’s nice, so that’s positive and it feeds into your team performance, and you should use the audits and the feedback to nurture and develop your teams, whether that means training, whether that means recruitment, whatever that means, what do they need to give an output.  We got the nasty, little bit of negative feedback there, there’s always recruitment stresses, I think Chris has just exposed those, there’s always sickness.  We’re starting to build up a system and it’s a systematic approach that we’re really advocating here, stand back and look at what you’re trying to achieve, what have you got coming in, what have you got going out.  If it were a circuit board, you would do it, if it were a device, you would do it, it’s the same thing, it’s the system.  
So, what we did, is we looked at the feedback that we had and then we thought actually, we need some new methods, now I should say, that our relationship with this started in 2019, right at the beginning to the pandemic, so everything we’re going to discuss now, we achieved through the pandemic.  We introduced dedicated PPM teams, so we looked at the teams and we split them down and we gave absolute responsibility for maintenance to individuals on a daily basis okay.  We introduced measured PPM targets, looking at the data that they had from the existing assets data base, we knew how long it takes on average to do PPM’s, we used really basic sums, there are a number of available of working hours, per individual, per year, PPM take an average time, it’s really basic division on how many PPM’s an individual can do. 
Now, you may want to put in some variants on that, you may want to allow for efficiency ratings, and we went to 70% so, we took available working hours, we then took that down to 70% of that to allow for sickness and training and just having a fag, don’t know if I can still say, having a fag.  That takes away some of the worry of the technicians that you’re going to work them to death, because that’s not what this is about, this is about sustainable efficiencies but, we needed PPM targets and we fixed the daily rate, the daily run rate and that that was quite a culture shock for died in the wool, NHS technicians, you want me to do how much a day, but I’ve come in and done this one, I need another thirty-nine, keep going.  Man, hour measurements, again okay, so I should say halfway through this presentation or more than halfway through, I’m fifty-five years old, I went to an all-boys school when I was twelve years and, in the military, some of my terminology may not be, particularly WOKE, never thought I’d say that word out loud.  
We looked at the hours available, and then we moved to competence based workloads, so this is quite interesting, they’ve got quite a large breakdown of the team, we’ve got senior technicians, technicians, right the way through, but because we had a quality management system, you’ve got work instructions for PPM’s, it’s a list guys, you follow it, if it breaks down half way through the list, it’s not a PPM anymore, it’s a repair, so the competence based PPM’s mean that if you can follow the instruction and you’ve been shown how to do it and we document that you’ve been shown how to do it, go out to do it. In the past I think when we started, band 3, to use the old speak, band 3 weren’t doing all the PPM’s.
AB:	It was different across the three acute sites, so different people in different teams were doing different things so, there was no real standard and that’s why we’ve tried to pull things together.  
WM:	Yeah.  So, again new methods of working and it is quite scary, technicians take some persuading, you know, you’ve got to talk them through, I am one, I know how scary it can be when change is imposed.  So, its about having the right cultural change, it’s about instructing, informing and educating and nurturing people to make change and it hasn’t always been simple, there’s a couple of East Kent technicians in the audience and I know they’re sitting there going yeah, all right but we’ve started to do it, so, we introduced some competency software, so up until last year, you were on matrix weren’t you? 
AB:	Yeah, we had paper matrix and now we’re on quality management system and I think like Caroline was saying about clear reporting and reporting in a timely manner to get any information out of competencies was a bit of a challenge and probably not quite right, so again I looked at the market with Wayne to see what was out there, if there’s a better way of doing it. 
WM:	And to John’s point actually, about the boot of the car, your training matrix that’s the bit you fill in just before the auditors turn up, just so they’ve got one to see. We’ve introduced some software, it’s not an MTM thing, we just looked out to see what was available in the market, we’ve looked at Thoosa, it’s from a small company called Poseidon Software Solutions, it’s a nice software package, we found it to be quite useful, it’s web-based, it allows the managers to see the competencies that individuals have got, it allows you to move people from one team to another and the competencies transfer across so you can see what the impact is on the next team and use it as a team builder and also, and this is quite interesting as well, it comes with a mobile app, so now people can carry their competencies with them, that’s really quite interesting, so imagine you put that in place with your clinical teams, for their user competencies, imagine you put it in place for your portering teams, for managing the devices, are you trained to push that bed, well why are you bouncing it off the walls. So, again, introducing new methods, looking around for new technologies. So, the system gets a little bit more complicated and from asset variance we’ve got a training requirement, then we’re moving into competency and on competencies, again another feedback loop because we want to do continual assessment and we’ve found that Thoosa allows for that as well, so you can put in timings on your competencies, they’ll last for a certain period of time.  So now, we’ve started to build a bit of system that kind of makes sense, we can measure the inputs, we can measure the outputs and we’ve kind of got it looking at itself.  So, what have we achieve now bearing in mind, this is during covid, East Kent Hospital, five sites, largest site outside London in the Southeast of England, we didn’t run out of oxygen, because we managed and measured it. 
AB: 	Only just.

WM:	But we didn’t and the data we collated is still used now to manage oxygen consumption as it goes through, so there were lots of things that we tapped into that we just haven’t got time for today. But what did we achieve so, so far, PPM compliance we increased it, this is your bit. 
AB:	So, this is honest out of about 43,000 bits of kit, we’re sitting about 88%, depending on the months, up and down, honest figure.  We regained our ISO 9,001 when we unfortunately split away from East Kent Hospitals, the scope of our ISO accreditation changed so we’ve had to go back to getting that which meant, quite a lot of re-writing, so we’ve regained our 9,001, and we go for certification on 134845 later in the year.  So, the department root and branch reorganisation and new job descriptions, we pulled all our job descriptions in, and they were all over the place and we’re nearly finished sorting out all our JDs for alignment and some of our administrator’s JDs were like, twelve/fifteen years old.  
Role out of the new asset database, so I mean, we’ve moved from F2 over to Equip, substantial work on Equip, getting that nice, clean, clear data, sorting out the database like everybody else is never going to stop, it’s just a constant battle. Like most people, we’ve had about 17% growth in our in-store base through the covid bits and pieces.  We’ve built a new twenty-four bed ITU and that was a challenge because that was at the end of covid, etc., but we’ve got this lovely nice new twenty-four bed ICU, down in East Kent now.  Like a lot of other people, we had to convert theatres into ITU bed spaces, rapid exit treatment centres, we put in a lot of central monitoring in different places and logistical support of our respiratory equipment across the region and one of my ex-colleagues David is here and the management of CPAP devices is a whole thing in itself but hopefully we’ve got something in place now to manage our 8,000 CPAP devices around East Kent.  It’s been difficult, it’s been a challenge and there’s still lots and lots of things to do but we’re on that nice clean, clear pathway of clarity. 
WM:	I should say, the team hasn’t expanded, the recruitment issues that they had at the beginning are still there, they’re still ongoing but changing the JD’s and looking at the department and that includes the department name, so EME, what was that originally. 
AB:	Don’t know, electronics and electrical medical engineering. 
WM:	So, we kept the ME, we like the acronym, people are used to it, Equipment, Management and Engineering, that’s what we do, that’s what the acronym’s changed to, that’s what the job descriptions reflect, and that’s the messaging that we’re not putting out to the clinical client, the language has changed as well, we have a clinical client, it’s not just them over there, it’s they are your clients, you’re clinical engineering or whatever you call yourselves and it doesn’t matter, you’re enablers, you’re enables to the clinical teams that provide a service to the patient, it’s very nice to say, oh, we help the patient, we do, we help the patient through their journey and all the rest of it but we are enablers to the clinical teams, if they want one there, and what they’re looking for  is a blue triangle in their left hand at this time, it’s pointless offering them a yellow square because you’ve made lots of yellow squares, they want a blue triangle right there now. So, we’re changing the methodology that we’re doing, so, a little bit of what we provided to Andy, the bits that we helped Andy with were, some auditing, customer surveys, customer feedback surveys and that’s right at the ward level, what does that nurse adviser need to do that job.  Did some systems development, team development planning, how are we going to bring in new people.  So, there a large investment now in training at East Kent, there are a lot of training providers out there for courses that we’ve settled on, not because he’s here but because we settled on his courses with the events and we’ve got a structured level now of level two for introductory, level four and then onto level six, degree courses.  

	Competence management so, that doesn’t mean, we’re providing and what I’m looking at is working with Andy to say okay, a competency, what does that mean, what is the competency for that device, how do you achieve it, how do you monitor it and how do you measure it and the design of that system. We’ve offered some people, I think everybody offered people during the pandemic, everybody came in from everywhere.  We do supply a contract review but that’s not us doing it, that’s building a system that East Kent can use to say okay, this is the methodology we will use to review our contractors and we do some soft skills training so, we’ve got people that can come in and do contract management training, we do introductory courses to certain bits and pieces but there are course out there, very, very good courses, provided by very very good technical trainers, we don’t supersede those, we just say actually, that’s the course that you probably need and we facilitate.  
The next step is bed space management, and this is something we’re just staring.  So, this is a new equipment management service, it’s focused on the clinical needs, it provides for better patient care and throughput, you can read the things as well as I can.  What we’re aiming to do is really quite simple, we’re aiming to ask the clinical teams, what they need from device management, what do they need in the bed space as standard, how do we swap that out between patients, how do we stop them losing clinical time, simply chasing people on the phone because yeah, I asked for that bed on Novinio, Novinio is a great system, I put it on Novinio, nobody has turned up with it half an hour on. 
Okay now, I need to chase the bed, now I’ll phone the porters, now I’ll phone somebody else and it’s a function of the silos that operate within healthcare organisations, so the porters have a role they do, cleaners have a role they do, clinical engineering have a role they, but nobody takes responsibility at that top line, so what we’re doing at MTM is okay, tell us what you want, we will build that service for you and we’ll take responsibility for it for a period of time.  Once it’s mature, we’ll hand it back, there you are, it works, there’s the system, there’s the driving manual, that’s what you do to keep it going and the whole concept is that the measurements that we took from a couple of different Trusts, again keeping them nameless, but we calculated that in a 1,000 bed trust, you’ll lose up to thirty nurses a year in lost time if you’ve got an average length of stayover of about twelve days, so the average length of stay on twelve days, but that’s where the numbers come from.  
Now, what we’ve doing at East Kent is that we’re trailing it, it’s basically taking over the equipment library, but adding some other stuff in, so, we’re expanding that service and within the intensive care, the idea is that on patient discharge, they will contact the bed space team, we’ll take everything out of the bed space, we’ll call the cleaners in, they’ll clean the space down, we’ll put everything clean and fresh back in, that means we get to see every item of equipment between every patient, we document that it’s cleaned, Equip allows you to do that, you probably know that, so that starts to feed into the track and trace system, track for safety and the whole idea is that it frees up the nurses time, we’re enabling nurses to do what they do because, we do what we do.  So, I’ve got two more slides’ guys.  First one is any questions?  The second one and you get it in the slide there, if any of this is of interest, please do give me a call.  
Thank you. 
John:	Thank you to Wayne and Andy.  

I’ll probably take one or two questions if anybody wants to ask a question. 
SP29:	Can I ask, how do you verify competency on a piece of equipment. 
WM:	That’s the piece that we’re building at the moment.  So, what does competency mean.  At the moment there’s no real baseline at all, some people say okay, I’ve been on the training course but that only really says that you’ve had training.  What we’re doing at the moment and bearing in mind, we’re focusing on maintenance first, we have a maintenance work instruction that’s been written by the subject matter expert and that maybe directly from the OEM or it maybe somebody who has been on the course and has looked at it and then we ask people to, we show them through first and then we give them a number that they need to perform under supervision direct supervision and at that point, the site manager or the subject matter expert signs off to say, okay you can follow this and you understand the outcomes and you’ve kind of shown me that you understand the outcomes.  
SP29:	Would that correlate with the service manuals. 
WM:	Yes absolutely. 
John:	Okay, one final question. 
SP30:	Hello, I’d just like to ask you, I suspect from what you’ve said previously, you’re working on a wholly owned subsidiary? 
AB:	I am. 
SP30:	Would you agree with me that all these things that you’ve done I suspect most people would entirely agree with but you’ve found it easier and the fact that you felt you needed to do it, purely and simply, you weren’t working within the NHS now and how do you think you might have done this or could you have done it if you were still in the NHS?  Like the software for instance, on the face of it, it looks great but if I went back to our Trust and said, I want to buy that, our training department and HR would say, no we’ve got ESR.  I was just wondering; do you think you could have done this within the NHS or was being a separate entity gave you an opportunity to do it.
AB:	Let me just say, like a lot of guys, thirty-five years as a biomedical engineer okay.  It’s only been the last four years that we’ve been Together Support Solutions. It has actually opened things up, life is easier, I’m in a good position because my director is an associate director of procurement so, procurement and medical engineering are quite nice, you’re right, to bring in different software and things like that, we have our own, information governance team, within Together Support Solutions and things like that, it’s a lot more easier to do things and dare I say, the other side, for the HR side, it’s easier to get people out of the system who are not performing, it’s a lot easier and I’ve spoken to a couple of people about that, we don’t want to lose people but sometimes, you know, we’ve all got to have the same vision, so for HR and all that, it’s a lot easier and bringing new systems, I as Andy, head of medical engineering, I asked Wayne to come in to help me and I don’t want people to fear that, if you guys need some help with auditing or something and I’m not selling anybody, there are lots of people here who can help but don’t be frightened to ask somebody to come in, with their eyes and say, tell me the state of my department and yeah, that’s been a lot easier under the wholly owned subsidiary.  
WM:	I have to say, with the software specifically, that’s had to jump through all the same NHS IG toolkit issues, all of that’s had to happen, what does help though it an external provider, what I’m able to do is work alongside, so we don’t do consultancy, we don’t do department takeovers, we don’t do any of that stuff, what we do is, we promote best practice, so, if that means that part of the role is for me to go along to the same meetings as Andy, and then deal with that governance piece, we just take that burden away, what we’re aiming to do, is deliver an output at the end of it and oftentimes, departments don’t really know what they want to achieve and with respect, that’s the biggest challenge you face is to look at yourselves and say okay, what is it we actually want to do and define it and once you’ve got agreement with that, knowing who your board director is, for management of devices and understanding the MHRA guidelines which are there to support you but also understanding how that fits within the governance network of the health and safety at work act, health and social care act which are the two ones there that really have the impact, you know, you’ve got to educate yourselves on those pieces and then you’ve got to design your service. What we’ve just shown you now is really the systematic approach we’ve taken and the outcomes we’ve managed to achieve with it and it’s still work ongoing, there’s still lots to do, but we’re now moving on from just looking internally at the clinical engineering department, we’re now looking on to looking at how the clinical engineering, or EME is going to impact into the clinical environment and that surely is what our job is about, supporting the clinical environment. 
End.
