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Clinical Stocks management utilising NHS Supply Chain systems  

Background 

Derby Teaching Hospitals Foundation Trust is an acute foundation trust located in 

the city of Derby in the East Midlands. The new Private Funded Initiative (PFI) Royal 

Derby Hospital was opened in 2010 and has 35 theatres, 1100 beds, day case 

services, outpatient suites, midwifery and paediatric services on site. A second site 

located on the site of the old Derbyshire Royal Infirmary has been upgraded and 

provides a limited number of outpatient facilities and 4 Care of the Elderly 

Rehabilitation wards.  

Under the terms of a PFI the Trust has taken out a mortgage to pay for the new 

building, which is repaid on a monthly basis. 

The ‘Soft Facilities Management 

http://www.cqc.org.uk/provider/RTG
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trust spends approximately £8million annually with NHSSC on clinical consumables 

and stationary. 

Along with representatives from ISS and DHC the Facilities General Manager and I 

developed a proposal to review the current materials management service, 

benchmark it against the terms of the contract and then re-design what we wanted 

the service to look like to meet the current needs of the Trust. 

We decided to focus on the ordering system used by the majority of clinical areas.  

We excluded our theatre areas as they are introducing an alternative stock 

management system which provides patient level costing details. 

We needed to identify the current systems being used in the areas, measure those 

systems against the contract, understand how the current systems had been 

developed in that area and then decide on a common approach to be implemented 

across the Trust. The key activity which identified this was the shadowing of the 

materials management team on every clinical area by members of the project team. 

We used a standard questionnaire and timed the team member whilst they 

generated the order for that clinical area. At the same time focus groups were set-up 

with sisters and housekeeping staff to understand their views of the current situation, 

explain the trusts position and give them the opportunity to put forward suggestions 

for improvement to the existing systems. A critical aspect of the focus groups was 

the presence of a clinical nurse from procurement to facilitate the group discussion 

as it gave the sisters and housekeeping staff the confidence that their clinical 

opinions would be listened to in discussions about changes in the operation of the 

system.  An analysis was taken of the areas of spend with NHSSC to provide a 

financial baseline.  

We identified that we had 67 clinical areas essentially ordering their clinical products 

from NHSSC 67 different ways. There was a lack of confidence in the service 

provided by the ISS team and the team did not feel valued by the organisation. Ward 

based housekeepers had taken it upon themselves to ensure that their own areas 

were stocked and to the best of their knowledge stocked with the correct quantities. 

We had ward sisters who took various levels of interest in the process which varied 

from being very involved in the management of stock levels and budget controls, to 

others who had no real involvement or understanding of what the process was on 

their ward or how they could influence it as budget holders. Many staff had no 

concept that we were customers of a service that ISS were contracted to deliver. The 

system was heavily dependent on product knowledge and quantities carried around 

in people’s heads. After removing certain clinical areas from the rollout programme 

we were left with 49 areas to look at. 

We developed an options appraisal, the executive summary of which is detailed in 

appendix 1. After consulting with NHSSC and reviewing the various ordering 

systems available to us we chose to go with their ‘top-up’ system. This system works 
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to an agreed stock level which cannot be manually overridden. If an area requires 

additional stock over and above their agreed stock level the order is placed via the 

NHSSC online ordering system. This allows us to audit the orders placed and use 

intelligent information to adjust the stock levels. It was identified that the current 

system is reliant on local knowledge of products and stock levels. This knowledge 

was often only known by the housekeeper and the allocated materials management 

operative for that area. Issues always arouse when one or both of them were on 

leave. Top-up removes this element of variation as any member of staff who can 

operate the bar code scanner can generate the wards order. 

Purpose of this Economic Assessment: 
 
To assess, both financially and qualitatively, the impact of the introduction of a 
uniform stock management system across a group of clinical areas within an Acute 
NHS Trust.  
 
‘With the objective of delivering a flexible stock solution which provides reassurance 
that stock is available for patient care whilst providing robust financial controls’ 
(Project Outline Document DTHFT 2015). 
 
All costs are true economic costs including both direct and indirect costs. The 
staffing costs are based on 2015’s agenda for change salary scales and have been 
adjusted to include on-costs.  Consumable costs are based on 2015 NHS Supply 
Chain prices and are inclusive of VAT and delivery. 
 
Focus of the Economic Assessment: 
 
This economic assessment is focused on the impact we have made on 49 identified 
clinical areas and their consumable spend via NHSSC. Cumulatively these areas 
spend approximately £4million per annum via NHSSC.  
 
It will hopefully show that we have maximised the financial savings available to the 
Trust via NHSSC, as well as supporting the principles of the Trusts ‘For-ward 
project’. This project is aimed at identifying how nurses can increase their contact 
time with patients by ensuring the correct staff are involved in the ordering, delivery 
and putting away of stock.  
 
A Pathway to Outcomes Model and a Stakeholder Matrix were completed as part of 
the economic assessment process (Appendix 2 & 3) 
 
Project methodology: 

We formed a project steering group which consisted of: 

 Trust  

 Facilities General Manager   

 Clinical Procurement Nurse Specialist 

 Derby Healthcare PLC 



4 

 

 Assistant General Manager 

 ISS 

 Receipt and Distribution Manager 
 

The steering group undertook the options appraisal and identified a ward to pilot the 

revised process on.  The steering group identified what the success criteria were to 

be for the project. 

1. A sustained reduction in the cost per bed of consumables spend 

2. A reduction in the numbers of online orders (adhoc) placed in addition 

to the weekly order 

3. A reduction in the amount of time spent by the materials management 

team creating the order 

4. A reduction in the amount of time spent by the ward teams preparing 

the order 

5. Housekeepers to spend less time ‘walking’ the corridors trying to find 

stock 

6. Reduced anxiety levels about what was going to be ordered if the 

Housekeeper or the materials management operative allocated to that 

ward was on leave 

The pilot ward was chosen as I had worked closely with that ward when we rolled out 

‘Releasing time to care’ across the Trust and I knew the housekeeper had 

maintained the principles of the Well Organised Ward Module. We piloted top-up for 

12 months on ward 402 and monitored the results both financial and qualitative 

every 3 months. As we saw a reduction in spend per bed day it was decided to roll 

‘top-up’ out across the Trust.  

Following the pilot it was identified that additional dedicated resources were required 

from both ISS and the Trust.  The trust decision was to appoint 0.6wte additional 

nurse to the project team initially for 6 months to support me in the rollout of the 

project such was the need to be seen to retain clinical control of the project.  

Following the initial 6 month contract the 2nd specialist nurse post was made 

substantive. ISS allocated 0.58wte out of the materials management team leaders’ 

role to support the project.  

An initial roll-out plan was made with the aim of moving all 52 areas to top-up over a 

6 month period. This has been frequently revised and due to the various delays 

which happen with any project we are now looking at an 18 month roll-out plan. 

The involvement of myself and the project nurse in the process was seen as vital in 

gaining clinical engagement right through the nursing structure from the Chief Nurse 
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through to the ward teams. We could articulate the process in their language, listen 

to and debate their concerns as nurses who have been budget holders and ward 

leaders. We both have extensive experience of working in the organisation and 

understand how the organisation functions as well as the wider NHS agenda. We are 

there to support the ward teams to work differently and put them back in control of 

the processes in their clinical areas. It transpired that as we began the roll-out of this 

piece of work the Chief Nurse and her Deputy were looking at models of care and 

different ways of working on the wards. The underlying principle of their piece of 

work was to increase patient contact time by reviewing who carried out what tasks 

on a ward and who the appropriate person to carry out the task was. This has 

become known as the ‘For-Ward’ project and at the feedback from the 3 pilot wards 

ward storage and availability of the correct products was identified as being a 

contributing factor to allowing nurses to increase their contact time with patients.  

We developed a process which every ward follows when starting on the top-up 

journey; this has changed and developed as we have listened to feedback from 

areas. Our original estimation of the time needed in the set-up phase from working 

with our pilot ward has not altered that much.  

Evaluation framework 

We have developed an evaluation framework whereby we use the ‘cost per patient 

per bed day’ as our 
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At the first meeting the concept is introduced to the ward senior sister and modern 

housekeeper.  It is important for the senior sister to engage with the process, as part 

of the contractual review process requires the senior sister to ‘sign-off’ the ward 

catalogue. The senior sister/charge nurse is also the budget holder for the ward. 

When undertaking the options appraisal we found that many sisters were not fully 

engaged with this process as they saw it as cumbersome and not a meaningful 

exercise. At this first meeting a report that details what the ward has purchased over 

the past 12 months is presented with suggested maximum stock levels. The project 

nurse prepares this report prior to the meeting and takes it as an opportunity to 

undertake a review of the products purchased and ensure all standardised products 

are in the catalogue.  This ensures that the Trust can maximise the rebates and 

discounts available via NHSSC.   

The ward team are asked to review the stock levels in preparation for the second 

meeting.  

At the second meeting the stock levels are agreed between the senior sister/charge 

nurse, the housekeeper and the project nurse. This meeting is used as a check and 

challenge exercise, the project nurse is able to offer clinical advice re the products. 

Once the levels are agreed the computer system is up dated by the materials 

management team leader to reflect the new stock levels. These levels are formally 

reviewed once the ward has been live on the system for 3 months. 

The third meeting is between the materials management team and the housekeeper 

to agree stock locations and to label the shelves accordingly.  
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Case Studies 

As no two clinical areas are identical, I identified 3 wards which I believe to be 

representative of the range of outcomes achieved from introducing the new system. I 

will include an economic assessment of the process they were using prior to the 

introduction of top-up and the impact of the introduction of top-up both financially and 

qualitatively. 

Ward 301 

An 18 bedded young adult neurological rehabilitation ward where the patients have 

complex needs. The housekeeper requested that the ward be one of our early 

implementer wards. It is a ward where the senior sister is actively engaged in the 

management of her stock and she is fully engaged with the project concepts. One of 

her junior sisters was nominated to be our main contact and the senior sister 

identified that in the housekeeper’s absence the Healthcare Assistants would 

support and put away the delivery.  

Prior to the introduction of “top-up”, the team were spending a total of 408 hrs pa on 

the stock management process at a cost of £5,007.59 pa. Post “top-up” this has 

reduced to 99hrs pa at a cost of £1210.19pa and the cost per bed day has on 

average reduced by £1.45 per patient per bed day
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duties. She doesn’t have to worry when the housekeeper is off as she knows 

the order will come and be correct to her stock levels. 

3. Modern Housekeeper spends more time on the ward attending to ward based 

tasks. Previously he spent a lot of time walking the hospital corridors looking 

for additional stock. This has been feedback to the project team by other 

housekeepers. 

Ward 406 

A 28 bedded care of the elderly ward. 

This ward was chosen as the senior sister maintains a ‘hands-off’ approach to the 

development of the order. This ward was the pilot ward for ‘Releasing time to Care’ 

and the housekeeper has maintained the standards introduced following the 

implementation of the ‘Well Organised Ward’ module. 

The ward carries low stock le
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In the 9 months prior to top-up the ward submitted 55 ad-hoc orders and since the 

introduction of top-up they have submitted 51 ad-hoc orders which is an 8% 

decrease.  

Reported benefits from the ward team and the Materials Management team: 

1. Housekeeper reports that she now has more time to spend on patient facing 

duties 

2. The time the housekeeper spent preparing the order is now spent decanting 

stock out to the areas where the nurses can access the stock.  

3. The main change on this ward has been the fact that the materials 

management operative goes round the ward unaccompanied rather than with 

the housekeeper. 

4. The Housekeeper used to double order prior to her holidays but this practice 

has now stopped. 
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Less stock is going out of date as the storage bays on the shelves are designed to 

hold the maximum number of units for that product. Stock rotation has also 

improved. 

The ISS team have also reported a reduction in the numbers of items being returned 

to NHSSC as fewer errors are being made in the ordering process since the 

introduction of top-up. 

Ward teams: 

The ward teams feedback that the storerooms are tidier and the labelling makes it 

easier to find and put stock away. 
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“first time I’ve had a holiday and not received texts asking where can they get stock 
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the terms of the service contract. They have seen the benefits to the Trust of an 

improved service and the cost savings generated. 

By using the NHSSC ordering systems we have delivered a replicable system which 

can be delivered in any healthcare setting.  

The project was identified on the Trusts Transformation plan and has therefore 
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Conclusion 

The project has taken longer than originally scheduled as the aim was to complete 

the rollout within 6 months to coincide with the length of the secondment of the 

project nurse. This would require 4 wards per week going live. However, it soon 

became apparent that this was an ambitious timeline and in fact a realistic time line 

is one clinical area per week. In some cases where the ward team had better 

engagement we have managed 2 clinical areas per week. The appointment of the 

project nurse to a substantive post at the end of the 6 month secondment has 

allowed us to work at a more realistic pace and complete a more thorough 

implementation of the project. This project has shown the value of having nurse’s 

within clinical procurement and that by being experienced senior nurses we can 

support our clinical colleagues and non-clinical support staff through a fundamental 

change in a system.   

During the project we have seen collaborative working between a third party provider 

to the Trust (ISS) and Trust staff. Relationships have improved, on the wards which 

have gone live and after the initial teething issues, staff report that they have more 

confidence in the ISS service. The ISS operatives report improved job satisfaction 

and now feel that they are part of the ward teams and respected for their product 

knowledge. The trust project team have also successfully nominated the ISS team 
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The Future 

We are now planning to implement the NHSSC top-up system on our other site 

which consists of 3 Care of the Elderly Rehabilitation Wards and the relocation of 

ward 301 from the Royal Derby Site. 301 are acting as champions for the system on 

our other site as they requested that when they moved in November 2015 they 

wanted to transfer on top-up and not revert to the ‘shopping list’ approach.  

Following the move of 301 to our other site the 3 remaining wards are now asking 

when they can go on to the top-up system. The plan is for these 3 wards to be live by 

the end of August 2016. This will mean the project has taken in total 2 years to 

rollout across the Trust.  

The project nurse is now leading a similar project with our other main supplier of 

consumables to the ward areas – Synergy 

mailto:Stephanie.mccarthy1@nhs.net
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restricted external 

 3 meetings: 

1. Introduce concept of 
project and the key 
actions needed to 
ensure success 

2. Review the 
catalogue and agree 
stock levels 

• Go live 2 
weeks after 
meeting 2  

3. Financial review 
3/12 post 
implementation 

Between meeting 2 
and go live date 

Agreement of stock 
locations, labeling 
shelves with codes and 
costs, updating 
barcode scanner. All 
take place before ‘go 
live date’. 

2 weekly steering 
group meeting 

Weekly operational 
meeting 

Direct 
• Clinical Procurement 

Specialist nurse 7.5 
hrs per week 

• Project nurse 22.5 
hrs. per week 

• Facilities General 
Manager 1 hr. per 
week 

• DHC assistant 
Service manager 1 
hr. per week 

• ISS materials 
management team 
leader 22 hrs. per 
week 

• ISS RDC manager 6 
hrs. per week 

• Materials 
management team 3 
x 40hrs 

• Housekeeper 5 hrs. 
per week 

• Senior sister 4 hours 

• IT access to the 
NHSSC systems 

• Finance lead 1hr per 
ward 

Clinical Stocks management utilising NHS Supply Chain systems V4 

Staff outcomes 
• Right product in the right 

place in the right quantities 
• House keeping  time 

released back to the ward 

• Nursing time released back 
to the ward. 

• ‘Live catalogue’ releases sr 
time taken to undertake an 
annual review 

• Improved job satisfaction 
within the team’s 

• Improved confidence in the 
NHSSC system 

Patient outcomes 
• Reduced clinical risk from 
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Appendix 3 
Stakeholder Matrix 

 
 
 

DIRECT 
 

 Ward/department teams: Nurses, Housekeepers, 
Receptionists 
General Manager Facilities Management 
Procurement Team 
Corporate Division Finance team 
ISS – Materials Management team 
Synergy Healthcare – Central Distribution Team 
h-Track implementation team 

ISS – Senior Management Team 
Synergy Healthcare – Senior Management Team 
Derby Healthcare PLC 
NHS Supply Chain 

 
 
 
 
 
 
 
 
 
EXTERNAL 

INTERNAL Divisional Management teams: Finance leads, 
Nursing leads, Divisional managers 
Medical Teams 
Allied Health Professionals 
ISS –.38 185.66 285.14 110.42 re
W* n
BT
/F8 185 P

Medical Teams
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Appendix 4 
Set-up costs 

 

Steering group  Calculated over the 17 months of the project roll-out 

Chair 2 hours per fortnight £2,159.38 Trust  

Deputy Chair 2 hours per fortnight £1,806.69 DHC 

ISS Receipt and Distribution 

Manager 

6 hours per week £8,817.93 ISS 

Clinical Procurement nurse 

specialist 

7.5 hrs per week  £12,546.91 Trust 

Project nurse  0.6 wte £42,653.07 Trust 

ISS materials management team 

leader 

22hrs per week  £19,813.46 ISS 

Finance representative 
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Appendix 5 

Direct ward costs  

301: Pre the introduction of top-up  

Staff role and grade Time Annual Salary Cost (including add-

ons) 

Band 2 Healthcare 

assistant 

168 hours per annum £1,710.20 Trust  

Band 5 Registered 

nurse 

116 hours per annum £1,779.59 Trust  

Band 3 Modern 

Housekeeper 

92 hours per annum £1,124.75 Trust  

Band 2 ISS operative  26 hours per annum £238.63 ISS 

Band 7 Senior sister 6 hours per annum completing 

catalogue review 

£154.42 Trust 

TOTAL 408 hrs per annum £5,007.59  

 

301: Post the introduction of top-up 

Staff role and grade Time Annual Salary Cost (including 

add-ons) 

Band 2 Healthcare 

assistant 

12 hours per annum when 

Housekeeper on leave  

£122.15 Trust  

Band 5 Registered 

nurse 

12 hours per annum when 

Housekeeper on leave 

£184.09 Trust 

Band 3 Modern 

Housekeeper 

46 hours per annum £562.38 Trust 

Band 2 ISS operative  26 hours per annum £238.63 ISS 

Band 7 Senior sister 4 hours per annum £102.94 Trust 
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Financial review  

Top-up when live on 301 in November 2014 therefore NHSSC spend data available for 11 months, 

presented as totals for the 11 months. 

Bed days 

pre 

Spend pre Cost per 

bed day 

pre 

Bed days 

post 

Spend 

post 

Cost per 

bed day 

post 

Difference 

(represents a saving)  

5996 £41421.61 £6.91 6458 £35277.13 £5.46 £1.45 per bed day 

 

304: Pre the introduction of top-up  

Staff role and grade Time Annual Salary Cost (including add-ons) 

Band 7 senior sister 192 hrs per annum 
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406: Pre the introduction of top-up  

Staff role and grade Time Annual Salary Cost (including add-ons) 

Band 3 modern 

housekeeper 

92 hrs pa £1,124.75 pa Trust 

Band 2 ISS operative 26 hrs pa £238.63 pa ISS 

Band 7 Senior Sister 6 hrs pa £154.42 pa Trust 

TOTAL 124 hrs pa £1,517.80  

 

Post the introduction of top-up 

Staff role and grade Time Annual Salary Cost (including add-ons) 

Band 3 modern 

housekeeper 

92 hrs pa £1,124.75 pa Trust 

Band 2 ISS operative 26 hrs pa £238.63 pa ISS 

Band 7 Senior Sister 6 hrs pa £154.42 pa Trust 

TOTAL 124 hrs pa £1,517.80  

 

Financial review  

Top-up when live on 406 in April 2015 therefore NHSSC spend data available for 9 months, 

presented as totals for the 9 months. 

Bed days 

pre 

Spend pre Cost per 

bed day 

pre 

Bed days 

post 

Spend 

post 

Cost per 

bed day 

post 

Difference 

(represents a saving)  

7390 £57999.89 £7.85 7441 £59023.08 £7.93 0.08 per bed day 



25 

 

Appendix 6 

hTrak 

 

hTrak is a barcode scanner system for use in surgical theatres. The devices are used to track the 

medical equipment used, time taken and staff needed for each operation undertaken at the Royal 

Derby Hospital.  

The technology to scan stock barcodes is available in many hospitals across the country. But 

Derby is the first Trust to combine the system with the barcodes which appear on wristbands worn 

by patients during their hospital stay. These barcodes identify the patient and allow the software to 

create a record of each patient’s operation. This record shows which staff were in theatre during 

the procedure, how long the operation took, precisely what equipment was used and how much it 

all cost. The software then automatically re-orders the used equipment, according to pre-set stock 

limits. This has led to stock-taking procedure time being reduced from two days to half a day. The 

scanner also flags up if any equipment is out of date, improving patient safety. Since its 

introduction in March 2014, the technology - developed by a team of consultants, finance, 

procurement and theatre staff, has saved the Trust £10,000 a month. 

 

 

 

 

 

(Healthcare Finance Oct 2014 pages 12-14) 

 


