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Part 1: Chief Executive’s Foreword
Our vision, and by far the most important aspect of our work, is to ensure that we deliver the
best of care for our patients, and to support our staff to be the best of people. In helping to
realise the Trust’s ambitions, we have developed Patient First, which sets the strategy for a
long-term approach to transforming the way we deliver our services.
Since our last Quality Account was produced, the Trust, along with the wider NHS, has been
recovering from the impact of the COVID-19 pandemic, which impacted on our ability to provide
our services in the usual way. As the situation has improved, we have worked hard to reduce
waiting lists and improve access to care and treatment for our patients, and I am proud to say
that we are now among the best in the country in some of these areas.
A key strand of this work has been the development of the Patient Experience Strategy, which
is an exciting step forward in our aim to improve the experience of our patients, their families
and carers. There are many examples of changes we have made in response to feedback from
patients and their loved ones. I was delighted that in May 2022 we were able to open our
Changing Places toilet, which is specially equipped to ensure those who are unable to use a
toilet independently can use the bathroom hygienically and with dignity.
While we have seen progress towards our ambitious quality priorities, particularly in the
reduction of the number of patients experiencing skin damage from pressure ulcers, and
improvements in patient nutrition and hydration standards, we recognise that there is still much
to do to ensure we are delivering the best of care every day. As we begin to roll out our Patient
First improvements, it is encouraging to see so many of our colleagues undertaking training to
maximise their opportunity to make a different to the experience of our patients.
As a Trust we are proud of our participation in national clinical audits and research ensuring
that we continue to be at the forefront of innovating across healthcare and implementing
evidence based treatments and models of care which improve outcomes for patients.
During the year we were pleased to welcome inspectors from the Care Quality Commission
(CQC) to the Trust to review our services. I am absolutely delighted that the CQC has
recognised the significant improvements that have been made to the way urgent and
emergency care is provided at the Trust, and that the services in this area are now rated as
‘Good.
We are also learning from the experiences of our staff and the vital work of frontline teams who
deliver our services – we receive feedback in a number of ways including through the monthly
NHS People Pulse survey and the annual NHS Staff Survey. Following the last Staff Survey we
have introduced a range of initiatives including a staff compact, one-to-one and team meeting
templates, and a campaign to highlight our values. We have also raised awareness of our ‘zero
tolerance’ policy in relation to the abuse of staff.
Throughout 2021/22, the focus of our clinical teams was rightly on continuing to treat and
respond to COVID-19 and ensuring the treatment of those affected by the virus, while managing
to recovery of other services such as diagnostics and elective surgery.
Now, as we look ahead to the continuation of our recovery plans, we are pleased to share our
vision for the improvements we are committed to making to deliver high quality and effective
services which meet the demands of our community.

Jayne Black
Interim Chief Executive
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Performance Overview:
Introduction to the Quality Account 2021/22
NHS organisations are required under the Health Act 2009 and subsequent Health and Social
Care Act 2012 to produce a document detailing information in relation to the quality of services
provided to local communities, any achievements and/or improvements made and any areas
where further improvements may be required for each financial year.
The annual Quality Accounts are produced by the Trust as mandated under the Health Act 2009
and the National Health Service (Quality Accounts) Regulations 2010. The Quality Account is
a key mechanism to provide demonstrable evidence of measures undertaken in improving the
quality of the Trust’s services.
The aim of the Quality Account is to enhance the Trust’s accountability to the public and its
commissioners on both the achievements made to improve the quality of services for our local
communities as well as being very clear about where further improvement is required. Quality
Accounts are both retrospective and forward looking.
As part of the development of the Quality Account all Foundation Trusts are required to identify
measurable priorities that are mapped against 3 Darzi headings of Safe, Effective and Patient
Experience.
The purpose of the account is to:
•

promote quality improvement across the NHS

•

increase public accountability

•

allow the Trust to review the quality of care provided through its services

•

demonstrate what improvements are planned

•

respond and involve external stakeholders to gain their feedback including patients and
the public.

Operational performance at Medway NHS Foundation Trust is measured against its existing
strategic objectives and improvement plan – laid out in three phases of delivery- which sets out
key quality elements of areas where focus on quality care delivery will be made.
The Trust’s overall vision is to continually improve our service and provide the Best of Care
through the Best of People. We have made a commitment that by 2028, our ambition is to
deliver outstanding care outcomes through exceptional people and be a leading partner within
an integrated system of health and social care, providing patient experience without boundaries.
The purpose of this section is to outline the framework for delivering high quality care, increase
public accountability, and promote quality improvements across the Trust. It also sets out the
appraisal of achievements made against our priorities and goals set for 2021/22 as well as
describing Medway’s quality priorities for 2022/2023.
At Medway, the delivery of a high quality care service provision has always been placed at the
heart of decisions taken by the Board. Our quality strategy is also a call to action for everyone
to make a difference and be part of the Medway quality improvement journey. Our priorities
have been mapped against the Trust’s strategy (Patient First) to ensure alignment with patient
safety, clinical effectiveness and overall patient experience as well as initiatives at national and
regional level; this forms an important part of its implementation. It is both ambitious and
aspirational by design.
Despite significant pressures placed on services during the height of the Covid-19 pandemic
and the impact on some of our highlighted key performance indicators (both locally and
nationally), good progress has been made in the delivery of quality improvements across
identified domains.
Medway NHS Foundation Trust will continue to follow any advice and guidance put forward
from NHS England and NHS Improvement to ensure patients continue to receive high quality
care. For the completion of this quality account, NHS England and NHS Improvement has
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confirmed that NHS providers are no longer expected to obtain assurance from their external
auditors in the preparation of their quality account /quality report.
The Quality Account incorporates all the requirements of the Quality Accounts Regulations as
well as those of NHS Improvement additional reporting requirements.

Part 2: Priorities for improvement and statements of assurance from
the board
2.1 Progress with 2021/2022 priorities
Below are the priorities which are aligned with quality strategy priorities and agreed both locally
and by external stake holders as well as our membership council. These priorities were
developed following a members’ event held on 24 February 2021. Our stakeholders (i.e.
governors, staff and patient group representatives) commended the Trust on its hard work that
ensured that there was sustained delivery and provision of high quality care to patients during
the COVID-19 pandemic. It is worth noting that the organisation has made significant progress
with its set priorities despite pressures on services due to the impact of COVID-19.

Quality Priorities 2021 to 2022
Domain
Safe

Effective

Patient
Experience

No

Description

1

Managing and reducing the number of falls

2

Reducing damage from pressure ulcers

1

Improve nutrition and hydration standards for our patients

2

Improve timely recognition and management of sepsis

1

Proactive and consistent focus on dementia and delirium
management

2

Develop and implement the Patient Experience Strategy

In 2021/2022, delivery against identified priorities focused on maintaining and ensuring there
was sustained continuous improvements from gains made in the previous year through sharing
best practice achievements and carrying out Trust-wide learning. This was further strengthened
when in August 2021, the Trust put on a showcase event to:
•

enable specialist and ward teams to demonstrate outstanding achievements, good
practice and successes gained in improving the safety, quality and outcomes for our
patients

•

support good practice sharing and learning effective leadership attributes successful to
driving, embedding and sustaining quality improvement focus

•

achieve understanding in the significant work being undertaken with stakeholders to
guide our Patient Experience Strategy.

•

Recognise and award staff/teams for quality strategy priority achievements.
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2.2 Achievements made with the 2021/2022 quality priorities
Key achievements made include:
•

SAFE: A reduction in the number of patients experiencing skin damage from pressure
ulcers i.e. a reduction in category two, three and deep tissue injury pressure ulcers

•

EFFECTIVE: Improvement in patient nutrition and hydration standards. The Trust
continues to demonstrate improvement in timely and correct nutritional assessments.
Work has progressed on the pilot wards to improve adherence to protected mealtimes.

•

PERSON-CENTRED: Develop and implement the Patient Experience Strategy. The
Trust collated and analysed feedback from patients, families, carers and staff to identify
high impact areas as priority areas for change. This led to:
o

Proactive and consistent focus on dementia and delirium management, including
successful trial of the blue wristband scheme to identify patients living with dementia
and improve patient experience, outcome and safety.

o

The opening of our Changing Places toilet in May 2022, making us the first acute
Trust in Kent and Medway to offer this facility. Standard accessible toilets (“Disabled
Toilets”) were identified as not meeting the needs of all people with a disability. It
was recognised that a number of our patient groups including those with profound
and multiple learning disabilities, motor neurone disease, multiple sclerosis, cerebral
palsy, as well as older people with mobility difficulties were exposed to suboptimal
experiences. Before the COVID-19 pandemic, the Government’s intention was
made clear that changing place facilities need to be provided in general public areas
including supermarkets, cinemas, stadia; as an acute healthcare provider, we can
now ensure our patients have access to appropriate facilities to improve their
experience.
Quality Domain: SAFE
Priority 1: Focus was on addressing the variation in practice and improving the
reliability of the bundle known to reduce the risk of inpatient falls
Falls: Partly Achieved

Falls have a number of direct and
indirect impacts on patients and
hospitals.
Patients who fall in hospital can be
harmed, require surgical intervention,
have an increase in their length of stay,
lose confidence and have a greater
reliance on long-term social care.
Achievements to date:
•

Our Priority has been to work towards
achieving:
• 95% Reliable implementation of
falls CRASH bundle
• 6% Reduction in total number of
falls
• 12% Reduction in number of falls
with harm

Although set targets were reached at the end of February 2022, delay to
achievement occurred as a result of opening new escalation beds in
response to the COVID-19 pandemic. The organisation has however
continued to improve performance in the reduction in the number of falls by
ensuring:
o

Engaged link nurses provide targeted focus on ward-based
patient falls prevention.

o

75% of link nurses have been assessed as competent in
reviewing and assessing staff nurse colleagues in accurate
recording of lying and standing blood pressure.
5

Quality Domain: SAFE
Priority 1: Focus was on addressing the variation in practice and improving the
reliability of the bundle known to reduce the risk of inpatient falls

Plans for 2022/23
•

We will continue to use our inpatient falls data to ensure that all themes and
trends for wards with increased number of falls are acknowledged, and
actions are in place to address any process deficits, support the ward to
implement any changes identified and share lessons learned with our
multidisciplinary colleagues.

Quality Domain: SAFE
Priority 2: Focus was on addressing the variation in practice and improving the
reliability of the bundle known to reduce the risk of hospital acquired pressure
ulcers.
Pressure Damage Reduction : Partly
Achieved

Pressure ulcers can cause significant
pain and distress for patients. They
contribute to longer stays in hospital
and increase the risk of complications,
including infection.

Our Priority has been to work towards
achieving:
• 10% reduction in hospital acquired
pressure ulcers
• 95% process reliability with
ASSKINg bundle

Achievements to date
•

The Quality Strategy aims to reduce hospital acquired pressure ulcer (PU)
incidents by 10% meaning no more than 181 hospital-acquired incidents
by the end of March 2022. At the end of February, there have been 182
hospital acquired (HA) PU incidents. Despite being one over trajectory at
this stage, a 7% reduction has still been achieved

•

Reduction in category two pressure ulcers from 81-38 (53%), category
three pressure ulcers from 5-2 (60%), and deep tissue injury pressure
ulcers from 67-55 (18%) between April 2019 to March 2022.

•

Sharing any learning from pressure ulcer incidents, ensuring “incident on a
page” poster disseminated to ward staff to explain lessons learnt and
actions taken.
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Quality Domain: SAFE
Priority 2: Focus was on addressing the variation in practice and improving the
reliability of the bundle known to reduce the risk of hospital acquired pressure
ulcers.
•

Pressure ulcer free days increasing across quality wards. All 12 pilot wards
achieved bronze status (50 days between a pressure ulcer occurring) at
least once throughout the three-year Quality Strategy. Additionally in the
last year, five wards have achieved a silver award (100 days between) and
two wards achieving gold status (150 days between).

Plan for 2022/23
•

We will continue to improve pressure ulcer reporting, ensuring that all
pressure ulcers are review categorised and investigated appropriately. This
data will be used to ensure that all themes and trends for wards with
increased number of acquired pressure ulcers are acknowledged, and
actions are in place to address any process deficits, support the ward to
implement any changes identified and share lessons learned with our
multidisciplinary colleagues

•

We will implement “hot debriefs” and “after action reviews” aligned to the
new Patient Safety Framework launch estimated for April 2022.

Quality Domain: EFFECTIVE
Priority 3: Focus on improving reliable recognition, escalation and prompt
management of patients with sepsis
In-patient Sepsis Management : Partly
Achieved

Sepsis can be triggered by any
infection, but commonly occurs in
response to bacterial infections of the
lungs, urinary tract, abdominal organs
or skin and soft tissues. If caught
early, outcomes are excellent. Left
unchecked, patients are likely to spiral
to multi-organ failure, septic shock and
die. It is estimated that, every year,
sepsis costs the NHS £2 billion and
claims the lives of at least 52,000
people.

Our Priority has been to work towards
achieving:
• 95% compliance with Sepsis Six
bundle
(The Sepsis Six is the name given to
a bundle of medical therapies
designed to reduce mortality in
patients with sepsis)
•

90% of patients to have antibiotics
within one hour of red flag trigger in
patients referred to the Acute
Response Team (ART).

Achievements to date
•
•
•
•

84% compliance with antibiotics being given within 1 hour; this will increase
following the ART team being able to give antibiotics, as they have all
completed their competencies.
Specialist assessment and management in an acute hospital setting
involves implementation of the UK Sepsis Trust 'Sepsis Six' bundle within
the first hour following recognition of sepsis consistently met (94%)
Patient Group Directive to enable ART and ED nurses to prescribe
antibiotics (Co -amoxiclav and gentamycin) now completed and in place
Patient Group Directive to enable ART nurses to give appropriate fluid
bolus for patients who have systolic blood pressure < 90mmHg.
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Quality Domain: EFFECTIVE
Priority 3: Focus on improving reliable recognition, escalation and prompt
management of patients with sepsis

Plans for 2022/2023
•

Currently scoping e-learning packages for sepsis to improve awareness

•

Using Electronic patient record system for sepsis bundle to be linked to
NEWS 2 flowsheet to streamline appropriate completion of Sepsis Six
bundle

Quality Domain: EFFECTIVE
Priority 4: Focus was on improving the current levels of compliance with
assessment, screening and implementation of a person centred care plan to
address patient’s hydration and nutritional needs
Right and Proper Nutrition and
Hydration: Partly Achieved

Malnutrition is a common problem
in the elderly population and can
affect morbidity and mortality,
treatment, length of stay and
patient outcomes.
Many of our patients have a higher
risk of malnutrition, for example
those undergoing major surgery,
those with underlying medical
conditions and those at the end of
their life. Supporting our at risk
patients is vital to aid recovery and
maintain comfort.

Our Priority has been to work towards
achieving:
• 95% process reliability with completed
MUST score within 24 hours of
admission in pilot wards
•

95% of patients to have a nutritional care
plan in place following screening

•

Protected meal times

•

Achievement of food standards.

A Malnutrition Universal Screening
Tool (MUST) is used to measure
the hydration and nutritional needs
of every patient.
Achievements to date
•
•
•
•

Sustained continuous improvements in the assessment of MUST within 24
hours of admission
Sustained improvements and compliance with the correct nutritional care
plan
Sustained improvements in protected mealtimes adherence on pilot wards
Improved nutrition and hydration training across the organisation.

Plans for 2022/2023
•
•

We will continue to improve nutrition and hydration training as recorded on
our Electronic Staff Record (ESR)
We will continue to improve protected mealtime adherence
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Quality Domain: PERSON CENTRED
Priority 5: Focus was on addressing inconsistency in approaches to person
centred care for patients living with dementia and improving the variation in the
reliable management and care planning. The focus is addressing the lack of
reliable recognition and management of patients with delirium.
Proactive, Consistent
Management of Dementia &
Delirium: Partly Achieved

Our priority has been to work towards
achieving:

Each year, at least a quarter of
people living with dementia will
have at least one unplanned
hospital admission. Once in
hospital, people with dementia
have a longer length of stay and
are at greater risk of harm.

•

Delirium has a rapid onset, and
is a serious condition. People
with delirium (particularly those
who are frail, elderly and have
cognitive impairment) are at risk
of poor outcomes, increased
patient safety risks and poor
experience with a significantly
longer length of stay in hospital
when compared to non-delirious
patients.

•
•
•
•
•

Reliable identification of patients living
with Dementia
Reduction in avoidable harm
Reduction in length of stay
95% reliability with dementia care plan in
pilot wards
95% of patients in pilot wards are reliably
assessed using 4AT
95% of patients with delirium have a
completed delirium care plan.

Achievements to date
•

Significant improvement in application of 4AT delirium screening has
been identified in Milton Ward; who have made a significant
improvement of 80%, Tennyson improved by 50%, Byron 30% and
Pembroke 20%, following a pilot wards audit in April 2020

•

Successfully trialled blue wristband scheme to identify patients living
with dementia and improve patient experience, outcome and safety.

Plans for 2022/23
•
•

Merge with newly developed enhanced care service to strengthen
awareness, understanding and care for all patients with mental health
challenges, dementia and delirium
The Dementia and Delirium Team are working closely alongside the
Therapies and Older Persons Care programme in the development of a
Trust memory clinic. A Trust outpatient memory clinic will improve the
dementia diagnostic rate for Medway and Kent, which is an objective of
Kent and Medway CCG, and is recommended for specialist assessment
and diagnosis of dementia in NICE guidelines. The aim of offering
reduced waiting times for initial assessment, (which would otherwise be
provided by KMPT) and monitoring post diagnosis, would be to expedite
discharge and reduce the risk of early social readmission.
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Quality Domain: PERSON CENTRED

2.3

Priority 6: Develop and implement the Patient Experience Strategy
Co design approach involving
staff and patients in shaping and
developing the patient experience
strategy : Partly Achieved

Our priority has been to work towards
achieving:
• Healthcare produced by staff and
patients leading to better health
outcomes
• Care that is organised first and foremost
around the needs of the patient
• Co-design where professionals and
patients share power, plan and deliver
services as equal partners
• An approach that is informed and shaped
by the priority areas for patients.

Achievements to date
•

The Patient Experience Strategy has been developed in collaboration with
our stakeholders, partners and service users

•

We have also developed an implementation plan to support delivery of
this strategy.

Plans for 2022/23
•

A delivery plan has been agreed which will support the implementation of
the Patient Experience Strategy. The monitoring of the agreed metrics
and measures to improve the experience of our patients will be
undertaken via the Patient Experience group.

Quality Priorities for Improvement 2022-2023
Introducing Patient First: The Trust’s new strategy
The Medway NHS Foundation Trust Board recognises that the foundation to excellent care
delivery lies in the skill, enthusiasm and innovation our staff teams bring to their individual roles.
This means that we will now actively seek to build on this and achieve an organisational culture
that empowers our staff to take the initiative and make lasting changes that benefit patients
accessing our services and the community at large. To realise our ambitions, we have
developed a Patient First strategy aimed at leading a long-term approach to transforming the
way we deliver our services for the better.
Patient First is a process of continuous improvement that gives frontline staff the freedom to
identify opportunities for positive, sustainable change and the skills to make it happen.
Patient First is a programme based on standardisation, system redesign and ongoing
development of care pathways, built on a philosophy of incremental and continuous
improvement led by front-line staff empowered to initiate and lead positive change.
The Patient First Improvement Programme uses the methodologies of the Lean and Six Sigma
improvement framework, which has been proven throughout the world as a highly successful
system for enabling sustained progress towards strategic goals. This approach has enabled us
to identify a True North metric and associated objective for each of the strategic themes –
essentially a point of focus and measurement that will make the strongest direct contribution to
moving us forward towards our Patient First goal.
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As illustrated in the diagram above, the patient, first and foremost, is the focus of everything we
do, and is always the focus to any contributions made to improving outcomes and experiences
for the people we care for in our hospital.
Our 2022/ 2023 quality priorities have been developed in alignment with Patient First principles
in order to ensure a defined focus for the organisation. These priorities were also endorsed by
both external and internal stakeholders including the Kent and Medway CCG, patient
representatives, governors as well as our staff colleagues.
As part of our development of the Trust’s 2022/2023 quality priorities, a members event was
held on 20 January 2022 to provide updates and to engage our governors, staff and patient
group representatives on progress with the last year’s (2021/2022) quality strategy and to
discuss and agree quality priorities for the upcoming year (2022/2023).
This successful event enabled our stakeholders to pose questions and gain understanding on
our new Patient First Programme, which displays the organisation’s
•

vision, strategy and values,

•

embedded improvement methodology in operational delivery

•

integrated performance management and improvement system ensuring that the patient
is at the heart of everything we do

•

Themes gained on the day were used to support the development of and reach
agreements on the priorities as highlighted below

The six priorities below are aligned with our Patient First priorities and associated measurables
with clear time frames for delivery have been determined. These will be shared across the
organisation to ensure a clear and unified focus by all staff.
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Proposed Quality Priorities 2022-2023
Domain

No

Description

How we measure success

Safe
1
Reducing harm
and creating a
culture of
2
safety

Excellent quality of care and ensuring 95% of incidents reported are no
no patient comes to harm
and low harm

Effective
Evidencebased and best 3
practice

Developing systems and processes to
support the organisation on its journey
to excellence by achieving 92% of
patients being seen or treated within
18 weeks for RTT
Improve timely access to patient
records by digitalising patient records
(EPR). To Achieve 95% of patients are
treated
within
4hours
within
emergency care
Provide outstanding and
compassionate care for our patients
every time

4

Patient
Experience
Best
experiences of
care for our
patients,
families and
carers

5

6

Improve patient outcomes through
having lowest possible quartile
mortality rate

To improve Friends and Family
recommendation rate to 100% with
increased response rate of patients
that would recommend us as a place to
receive care.

50% reduction of cardiac arrest
calls (2222)

Reduction in the number of
patients waiting longer than 40
weeks on the RTT pathway.

Increase in the number of patients
treated within 4 hours within
emergency care

95% FFT- Patient
recommend rate.

experience

95% of patients surveyed say that
they were treated with privacy,
dignity, respect and compassion

Statements of Assurance from the Board
Review of Services
During 2021/2022, Medway NHS Foundation Trust provided and/or sub-contracted 50 relevant
health services.
Medway NHS Foundation Trust has reviewed all the data available to it on the quality of care
in 50 of these relevant health services.
The income generated by the relevant health services reviewed in 2021/22 represents 100 per
cent of the total income generated from the provision of relevant health services by Medway
NHS Foundation Trust for 2021/22.

Participation in clinical audits 2021/22
In 2021/2022, there were forty-four (44) national clinical audits and three (3) national
confidential enquiries released by NHS England that covered relevant health services in which
the Trust participated.
The national clinical audits and national confidential enquiries that the Trust participated in, and
for which data collection was completed, are listed below alongside the percentage number of
cases submitted to each audit or enquiry.
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National Clinical Audits and National Confidential Enquiries
Audit Title

Participation Percentage of
required number of
cases submitted

BAUS Urology Audit – Management of the Lower
Ureter in Nephroureterectomy

Y

100%

National Audit of Cardiac Rhythm Management
Devices and Ablation (CRM)

Y

100%

Case Mix Programme (CMP)

Y

100%

Elective Surgery (National PROMs Programme)

Y

100%

Falls and Fragility Fracture Audit Programme
(FFFAP) National Audit of Inpatient Falls

Y

100%

Falls and Fragility Fracture Audit Programme
(FFFAP) - National Hip Fracture Database

Y

100%

Falls and Fragility Fracture Audit Programme
(FFFAP) Fracture Liaison Service Database

Y

100%

Falls and Fragility Fracture Audit Programme
(FFFAP) Vertebral Fracture Sprint Audit

Y

100%

Inflammatory Bowel Disease Registry

N

N/A

Learning Disability Mortality Review Programme
(LeDeR)

Y

100%

Major Trauma Audit (TARN)

Y

100%

Myocardial Ischaemia National Audit Project (MINAP)

Y

100%

National Asthma and COPD Audit Programme COPD Secondary Care Audit

Y

100%

National Asthma and COPD Audit Programme - Adult
Asthma Secondary Care Audit

Y

100%

National Audit of Breast Cancer in Older People

Y

100%

National Audit of Care at the End of Life (NACEL)

Y

100%

National Audit of Dementia (NAD)

Y

100%

National Audit of Percutaneous Coronary
Interventions (PCI) – Angioplasty

Y

Trust did not participate*

National Audit of Seizures and Epilepsies in Children
and Young People (Epilepsy 12)

N

Trust did not
participate**

2021 Audit of the perioperative management of
anaemia in children undergoing elective surgery

N

Audit postponed,
awaiting update from
HQIP

National Bowel Cancer Audit (NBOCA)

Y

85%

National Clinical Audit for Rheumatoid and Early
Inflammatory Arthritis (NCAREIA)

Y

In progress

National Diabetes Audit - Inpatient Audit

Y

100%

National Diabetes Foot Care Audit

Y

100%

NaDIA-Harms – reporting on diabetic inpatient harms
in England

N

100%

Audit Title

Participation Percentage of
required number of
cases submitted

National Emergency Laparotomy Audit (NELA)

Y

95%

Perioperative Quality Improvement Programme
(PQIP)

Y

100%

National Heart Failure Audit

Y

100%

National Joint Registry (NJR), Hips, Knee, Elbow,
Shoulder

Y

100%

National Lung Cancer Audit (NLCA)

Y

100%

National Maternity and Perinatal Audit (NMPA)

Y

100%

National Neonatal Audit Programme (NNAP)

Y

100%

National Oesophago-gastric Cancer (NAOGC)

Y

100%

National Paediatric Diabetes Audit (NPDA)

Y

100%

National Pregnancy In Diabetes (NPID)

Y

100%

National Prostate Cancer Audit (NPCA)

Y

100%

National Vascular Registry

Y

100%

Paediatric Intensive Care (PICANet)

N

NA

Sentinel Stroke National Audit programme (SSNAP)

N

NA

Serious Hazards of Transfusion (SHOT): UK National
Haemovigilance

Y

100%

Society for Acute Medicine Benchmarking Audit
(SAMBA)

Y

100%

Surgical Site Infection Surveillance Service

Y

100%

Pan in Children (Care in Emergency Departments
(RCEM)

Y

100%

Cleft Registry & Audit Network (CRANE)

Y

100%

*

National Audit of Percutaneous Coronary Interventions (PCI) – Angioplasty - the Trust did not participate
due to the horizon electronic system requiring an update, this is planned for February 2002, the update
will support with the data submission onto the national platform

**

National Audit of Seizures and Epilepsies in Children and Young People (Epilepsy 12) – the trust did not
participate due to staff shortages, an epilepsy nurse has been appointed, once in post a plan will be put in
place to start data submission to the Epilepsy 12 audit from May 2022

National Confidential Enquiry into Patient
Outcome and Death (NCEPOD)

Percentage of
Participation required number of
cases submitted

Transition from child to adult health services

Y

In progress

Crohn's disease

Y

In progress

Epilepsy study

Y

In progress
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Medway NHS Foundation Trust in 2021/2022 reviewed published reports of ten (10) national
clinical audits and the Trust intends to take the following actions to improve the quality of
healthcare provided.
Audit Title
NCEPOD In
hospital
Management of
Out of Hospital
Cardiac Arrests

Changes/ learning as a result of recommendations
•

•
•
•
•
•
•
•
COPD Clinical
Audit 2019/20
data analysis and
methodology
report

•

National Audit of
Inpatient Falls
Interim 2020
annual report

•

National Early
Inflammatory
Arthritis Audit
(NEIAA) 1st
Annual Report

•

•

•

•

•
•

ReSPECT (Recommended Summary Plan for Emergency
Care and Treatment) process has been approved by the
Trust’s Clinical Council and the Chief Medical Officer. Project
leads are in the process of implementing a task and finish
group to deliver on the outcomes
Implementation across the Trust, local commissioners, primary
care, ambulance services and care homes is expected to take
24 months
Appointment of an End of Life Lead
Funding for a specialist nurse is being sought from the Kent
and Medway CCG
A multidisciplinary approach is taken to share existing
advance treatment plans, including holistic approach to
assessments
Consideration given to acceptable parameters to optimise
oxygenation for patients with a return of spontaneous
circulation, however formal standardised practice is required
Implement a clear referral pathway and liaison with cardiology
to prioritise patients for coronary intervention
Liaise with physio to identify survivors of out of hospital
cardiac arrests who would benefit from physical rehabilitation
Trust to extend hours of respiratory specialist availability to a
seven-day service to ensure patients requiring Non-Invasive
Ventilation (NIV) on presentation receive it within 120 minutes
of arrival
Spirometry results are available on the trust e-referral system.
Falls awareness training is currently provided at induction,
including for doctors and a session for international nurses
Bespoke training sessions have also been implemented.
Project Initiation Document (PID) for workforce expansion has
been submitted, to support the Me-In early arthritis pathways,
and the delays in disease-modifying antirheumatic drugs
(DMARDs) which are started at the first appointment
Emergency access (within 24hrs) availability - helpline
available, department is piloting advice and guidance for GPs
and there is rheumatology in-reach available Monday to Friday
9am to 5pm
To increase patient education and self-management support,
the Trust is working with the local chapter of NRAS to improve
communication, self-management and provide support.
The Trust are involved in GP education – both GP trainees
and GP PTL days to promote the importance of appropriate
and time referrals of patients with suspected EIA.
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Audit Title

Changes/ learning as a result of recommendations

National
Pregnancy in
Diabetes Audit
(NPID) Report
2019

•

Pre-conception clinics are held at Medway for any woman
known to be planning a pregnancy: cross working with the
community diabetes nurses to find out about education
programmes that available to support women who are
planning a pregnancy

National Lung
Cancer Annual
Report (2018
data)

•

PID for new Clinical Nurse Specialists is being submitted as
CNS workforce is inadequate for current patient numbers

National
Pregnancy in
Diabetes (NPID)
Audit Report
2020

•

Pre-conception clinics are held at Medway for any woman
known to be planning a pregnancy
Community-based Specialist Diabetes Nurse refers women to
the hospital run clinic. All GPs to be reminded of the referral
process for existing diabetic patients to the pre-conception
clinic if contemplating pregnancy.

•

Local audits
Clinical audit drives improvement through a cycle of service reviews against recognised
standards, implementing change as required. We use audit to benchmark our care against local
and national guidelines so we can put resource into any areas requiring improvement; this is
part of our commitment to ensuring best treatment and care for our patients.
During the 2021/22 year, there were 310 local audits registered with the Clinical Audit
Department, 135 of which were carried forward from the previous year, 120 local audits were
completed; action plans are reviewed through local audit meetings and logged centrally.
Examples of actions to improve the quality of healthcare provided
2021.021N-Medical & surgical management of miscarriages – undertaken by Obstetrics.
100% compliance with NICE guidelines for the diagnosis of miscarriage and the number
scans required before diagnosis of miscarriage.
Poor success rate of medical management of miscarriage and poor standard of
documentation of details of medical management.
Key actions: to follow the misoprostol dosing recommended in the NICE guidelines for all
types of miscarriage and implement a checklist for medical management of miscarriage.
2122.015-Management of obesity in the peri-operative period undertaken by
Anaesthetics.
97% compliance of BMI, Height and weight are being recorded in pre-assessment.
Key actions: In addition, compliance rates in respect to discussions of special equipment
like stockings (95%), table extensions (68%) and airway equipment (75%) could be
improved. Patients above BMI 40 and patients with BMI 30-40 with other comorbidities to
be reviewed with consultant anaesthetist. Theatre lists to document weight and BMI need
to be improved. Plan the care of patients and flow of theatre lists, reduce theatre loss of
time, cancellation and reduce the risk should improve patient safety.
2122.021- Vitamin D prescribing in COVID-19 patients – undertaken by Acute Medicine.
76% of patients had serum vitamin D level tested. Of those 16% were deficient, 42%
insufficient, 19% normal and 23% had a haemolysed result that was not repeated during
their stay. Only 8% of patients had appropriate replacement prescribed. 35% with a clinical
indication did not have any replacement prescribed, and 41% still had unknown serum
vitamin D levels.
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Examples of actions to improve the quality of healthcare provided
Key actions: publication of new Trust guidelines and to increase the use of the existing
COVID care bundle at MMH.
2122.056 - Neonatal therapy provision in Kent, Surrey and Sussex for level three units
– carried out by Physiotherapy.
Provision of unequitable service across neonatal network were identified.
Key actions: Active business planning in physiotherapy and occupational therapy in various
units to establish a consistent therapy service with a need for increase in staffing to be able
to fully implement family integrated care in neonatal units.
2021.020N - Management of new onset atrial fibrillation – carried out by Acute Medicine.
The success of this audit highlighted that counselling for patients who have declined
anticoagulation was documented including detail and involving key features of the benefits
of anticoagulation.
Key actions: Introduce an anticoagulation checklist in acute medical areas to assist in
decision-making, remind of dosing recommendations and the need to counsel patients and
document outcomes.

Participation in Clinical Research
The number of patients receiving relevant health services provided or sub-contracted by
Medway NHS Foundation Trust, that were recruited during the period 2021/2022 to participate
in research approved by the Health Research Authority was 5,096.
The Trust has a commitment to undertake research as a driver for improving the quality of care
and patient experience. The Trust is actively involved in research supported by the National
Institute for Health Research (NIHR) and our Research & Innovation (R&I) strategy is linked to
specialty priorities agreed by the Department of Health (DoH) and NIHR.
The comparative data below shows the National Institute for Health Research (NIHR)
requirement target and the actual recruitment figures for Medway NHS Foundation Trust. The
Trust has exceeded recruitment targets for previous years with the exception of 2017/18, where
the recruitment target set was overestimated based on the projected activity of a large-scale
trial in the Fetal Medicine Unit.
The recruitment target set for 2021/2022 was in line with agreed projects and the high
recruitment figure for 2021/2022 is comparable to previous years’ attainment figures.

Patient recruitment to National Institute of Health Research (NIHR)
suppported research at Medway NHS Foundation Trust
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Chart1. the annual recruitment target and the actual number of patients recruited into the NIHR adopted studies between 1 April
2013 and 31 March 2022.
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Trust staff are able to keep abreast of the latest treatment possibilities through active
participation in many different types of research, which has led to successful patient outcomes.
For the period 2021/2022, there were a total of 93 research studies conducted at the Trust,
including staff undertaking MSc final year dissertations. For the same period, the Trust took part
in 64 NIHR supported studies, including nine cancer specialty studies.

Number of NIHR Portfolio and All Other Studies
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119
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2014/15

157

147

136

111

108

2017/18

2018/19

130

70

0
2015/16

2016/17

2019/20

2020/21

2021/22

Total number of research studies
Chart.2. the number of studies that Medway NHS Foundation Trust participated in between 1 April 2013 and 31
March 2022.

Conducting research requires commitment from staff and this commitment is evidenced by the
number of clinical staff participating in research across various fields. There were approximately
182 clinical staff participating in research approved by the Health Research Authority at the
Trust between 1 April 2020 and 31 March 2022.
Staff participating in research cover 22 disease specialties, including studies looking into urgent
Public Health research such as COVID-19 studies.

Disease Speciality
8

3

Trauma and Emergency Care

Surgery

Ageing

Musculoskeletal Disorders

4
1

0
Respiratory Disorders

1

Reproductive Health and…

1
Mental Health

Injuries and Emergencies

0
Infection

1

4
2

Health Services Research

1

Haematology

0

Genetics

1

Gastroenterology

1

Ear Nose and Throat

Dementias and…

Critical Care

1
Children

Cardiovascular

Cancer

Anaesthesia, Perioperative…

2

Diabetes

5
3

7

6

Renal Disorders

9

Other*

9

Chart 3 Number of Studies Conducted Per Disease Speciality at Medway NHS Foundation Trust during 01 April 2020-31 March
2022.

*Studies outside of clinical speciality for example educational studies or research into overall patient experience.
The COVID-19 pandemic brought new challenges but also created new opportunities for clinical
research where there is keen interest shown by staff to participate in the majority of leading
global trials. Being able to offer up-to-date, novel treatments to the patient is at the forefront of
the Trust agenda.
Currently, the Trust is taking part in 16 COVID-related studies including the RECOVERY Trial
which focuses on a range of suggested potential treatments. Further details of this study along
with other examples of studies undertaken during this period can be found below:
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Study Name /
Acronym

Description

WE SURE CAN

Weight loss to support breast cancer survival

Women diagnosed with breast cancer who carry excess weight are more
likely to be diagnosed with another breast cancer than women with lower
body weight. Excess weight is linked with worsening overall health, and
poorer quality of life. There is some evidence that weight loss could
improve the chances of surviving breast cancer.
The aim of this study is to test a Total Diet Replacement (TDR) weight
loss programme. Women will be randomised to either receive the TDR
or enhanced usual care. The trial is the first to test this diet in women with
breast cancer. The long-term aim is to see if weight loss achieved with
TDR can improve the chances of surviving breast cancer.
The trial aims to access whether women with breast cancer are willing to
take part in a study testing this diet, if they are able to follow the diet as
recommended and if it helps them to lose weight. If successful, the TDR
will be tested on a larger scale to determine if it can reduce the risk of
breast cancer recurrence.
SINEPOST
study

SARS-CoV-2 Infection in neonates or in pregnancy: outcomes at eighteen
months

Two large ongoing studies, the UK Obstetric Surveillance System
(UKOSS) and the British Paediatric Surveillance Unit (BPSU), identified
3000 pregnant women and 100 newborn babies who were hospitalised
with the Coronavirus (SARS-CoV-2 or COVID-19) infection so far. Most
of these pregnant women gave birth at term (37 weeks of gestation or
more) and most of the newborn babies who had the coronavirus infection
were also born at term. Almost all of these babies were well or were only
mildly affected by the virus shortly after birth.
Recent research shows that coronavirus infection in children and adults
may affect the brain. Since the development of term-born babies is not
routinely checked by health professionals, we will not know whether
Coronavirus infection during pregnancy or shortly after birth will affect
their development as they grow.
A study is underway using data collated from May 2021 to October 2022,
to check the development of babies exposed to the coronavirus infection
and compare it with the development of babies who were not exposed to
the COVID-19 infection to find out if there are any lasting effects.
The aim is to enrol 200 children who were exposed to COVID-19 during
pregnancy, 120 children who have COVID-19 shortly after birth and 200
children without COVID-19. Parents will complete a questionnaire when
their child is 18 months old regarding their child’s development. The study
results will help the NHS develop guidance for pregnant women and
parents of newborn babies about the effects of COVID-19.
The DAPA-MI
Study

A registry-based, randomised, double-blind, placebo-controlled
cardiovascular outcomes trial to evaluate the effect of dapagliflozin
on the incidence of heart failure or cardiovascular death in patients
without diabetes with Acute Myocardial Infarction at increased risk
for subsequent development of heart failure
This study will evaluate the effect of dapagliflozin 10 mg versus placebo,
given once daily in addition to standard of care (SoC) therapies for
patients with myocardial infarction, for the prevention of hospitalisation
for heart failure or cardiovascular death.
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Study Name /
Acronym

Description

The study which would be conducted in Sweden and in the United
Kingdom will randomize about 6400 patients.
The study will utilize two high-quality national, population-based clinical
registries.
The study which commenced in the third quarter of 2020 is expected to
end in the first quarter of 2023; this study is event driven. The anticipated
duration of the study is approximately 30 months with an estimated
median follow-up period for a patient of 21 months.
ALLEGRO

A placebo controlled randomised trial of intravenous lidocaine in
accelerating gastrointestinal recovery after colorectal surgery
A common problem in about 40% of patients having bowel surgery is that
their bowel takes longer than normal to start working again. In most
patients the bowel will start working after surgery in three to four days,
but in some it takes a week or more- we call this delayed recovery of gut
function. This delayed recovery causes nausea, vomiting, complete
constipation, tummy pain and tummy swelling (distension). As a result,
patients cannot eat or drink until gut function returns, their recovery is
slower and they have to stay longer in hospital. There is no immediate
cure, and although it gets better on its own in most cases, it can take from
three to seven days to do so. During this time patients have to have a
continuous intravenous drip and often insertion of a nasogastric tube to
empty the stomach to reduce vomiting (most patients find this very
unpleasant). One of the common drugs used in hospitals is the local
anaesthetic lidocaine, used to “freeze” parts of the body, for example for
minor skin operations or dental procedures. Recently lidocaine has been
used intravenously (through the vein) as part of a general anaesthetic. It
reduces pain and inflammation caused by surgery, and seems to help
other aspects of recovery that may be important for return of gut function,
for example, reducing nausea and vomiting, and shortening the time from
surgery to first bowel movement.
However, previous studies were small and the true benefit of Intravenous
(IV) lidocaine is uncertain.
We hope to find out if giving IV lidocaine improves recovery of gut
function after colorectal surgery for NHS patients.

Surgery Skin
Prep

Efficacy of different skin antiseptics on the reduction of the
cutibacterium acnes during shoulder surgery: prospective
randomised trial
This is a non-portfolio study, being developed by professors at the Trust.
This is currently going through the ethics approval process.
The purpose of the study is to determine whether hydrogen peroxide
added to skin antiseptics after the initial incision, reduces the incidence
of infection during shoulder surgery. There are four arms and patients will
be randomised to one of these to see which arm performs best.
The predicted outcome will be that the arm involving hydrogen peroxide
will reduce the rates of positive C Acnes cultures collected.

Table1. Examples of studies undertaken during 2021-2022

Clinical trials evaluate the efficacy and adverse effects of medical interventions by controlling
the variables that could affect the results of the study. Tracking clinical experience with the drug
medication is crucial for determining the effectiveness in different populations. From a financial
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perspective, health research contributes greatly to the national economy by improving human
health.
Science today is changing rapidly and no single site can bring all the expertise to develop and
validate medical innovations. The Trust collaborates with health, academic, scientific and
industry organisations; these partnerships and collaborations help us deliver high quality clinical
trials, and develop practice-changing research.
The improvement in patient health outcomes in the Trust demonstrates that a commitment to
clinical research leads to better treatments for patients. Continual growth in research activity
indicates our commitment to work in successful partnership to provide flexible, first class health
care to local people and our desire to improve patient outcomes and experience across the
NHS. In the period between 2021/2022, investigators at the Trust published seventy articles.

Commissioning for Quality and Innovation (CQUIN)
Medway NHS Foundation Trust income in 2021/2022 was not conditional on achieving quality
improvement and innovation goals through the commissioning for quality and innovation
payment framework.
Block contract arrangements and payments were made to the Trust during the COVID-19
pandemic at levels set nationally by NHSE/I. The operation of CQUIN was suspended for all
providers for the same period.

Care Quality Commission:
In 2021/2022, our services were inspected by the Care Quality Commission (CQC) with our
rating remaining as ‘Requires Improvement’. These unannounced inspections reviewed:
•

Medical Care Service

•

Infection Prevention and Control (IPC) inspection as part of the national IPC review

•

Emergency Department

•

Focused inspection of the children and young people’s service (paediatrics and neonatal unit)

•

Planned well led review - interviews were held via MS teams with board members
and governors. The CQC also carried out a focused assessment of our governance
and leadership teams.

In its report, the CQC recognised the work put in by staff teams to deliver safe and
compassionate care to our patients and wider community and key areas of improvement made
by the Trust since its last inspection. Notable positive improvements were seen in
•

Services for children and young people which was rated ‘good’ in the safe domain.

•

Medical care rated as ‘requires improvement’ from ‘inadequate’.

•

The Trust’s well-led domain rated as ‘requires improvement’ from ‘inadequate’

The focused inspection undertaken in relation to Infection Prevention and Control (IPC)
standards was not rated by the CQC.
CQC has published its report on its focused inspection carried out between 15 and 16 February,
2022 within our hospital’s urgent and emergency care services (i.e. A & E) and some parts of
medical care services. The report notes the significant improvements that had been made within
this service seen in
•

Staff having training in key skills of patient safety with an understanding of how to protect
patients from abuse

•

Effective medicines management
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•

Good infection control practice with staff able to manage risks well.

•

Services was well run with reliable information systems

•

Staff were clear about their roles and responsibilities and felt respected, supported and
valued.

In light of this, CQC’s rating of this service has improved from ‘Inadequate’ to Good.
In response to the findings, the Trust developed a detailed improvement action plan that
addressed highlighted concerns. The CQC report recommendations of ‘Should Do’ and ‘Must
Do’ actions were incorporated into a Trust-wide improvement plan which is both monitored and
assured via the corporate governance process on a regular basis.

CQC action plans are monitored through robust governance arrangements and reporting
structures to ensure timely closure of actions.
As a result of CQC recommendations to the Trust, the following actions have been implemented
to improve quality care delivery
Medicines Management: The Trust has refined its processes in the management of medicines
brought in by patients at the point of admission to ensure all medications are securely and safely
stored. To further strengthen and ensure continuous monitoring, the Trust has implemented
specific action plans for each ward area such as pharmacy-led checks and reconciliation of
patients own medicines and appropriate storage checks. Samples of these records are audited
and results reviewed and disseminated to clinical leads to ensure targeted support for wards
that have been identified as failing these checks as well as areas where standards are not being
met. The Trust is in the process of fully implementing electronic prescribing which is a computerbased electronic generation, transmission, and filling of a medical prescription, taking the place
of paper and faxed prescriptions. This would aid the automation and efficiency of the medication
reconciliation process and allow clinicians instantly view a patient’s medication history.
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Effective governance structures for the management of incidents: The Trust has reviewed
its governance processes around the management of serious incidents, complaints mortality
and patients attending the hospital with mental health conditions to improve the organisational
learning culture. This is being developed as part of the Medway Learning Framework which
outlines the way that learning occurs across the organisation.

Timely referral of patients onto appropriate clinical pathways: The Trust has worked to
ensure that patients are placed on the correct pathway early on from the time of arrival to the
Trust to reduce prolonged waiting times. The Trust has a number of clinical pathways in place
designed to ensure that patients receive timely care and treatment from the appropriate clinical
teams. A more efficient triage system is in place to identify patients suitable for internal clinical
pathways and collaborate with relevant specialties to ensure rapid access and treatment (e.g.
chest pain, fractured neck of femur, covid). Where a recognised clinical pathway is not
immediately obvious, this is picked up through the patient's ED journey and an appropriate
referral for specialty opinion made. ED safety huddles, led by senior leads provide regular
opportunities to discuss individual patients and work with colleagues to minimise any delays.

Reporting to Secondary Uses Service (SUS)
The Secondary Uses Service is designed to provide anonymous patient-based data for
purposes other than direct clinical care such as healthcare planning, commissioning, public
health, clinical audit and governance, benchmarking, performance improvement, medical
research and national policy development.
The Trust submitted records during 2021/2022 (i.e. up to January 2022) to the Secondary Uses
Service for inclusion in the Hospital Episode Statistics and these have been included in the
latest published data.
The percentage of records in the published data, which included the patient’s valid NHS
number, was:
•

99.7% for admitted patient care

•

99.9% for outpatient care

•

99.2% for accident and emergency care

The percentage of records in the published data, which included the patient’s valid General
Medical Practice code, was:
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•

98.7% for admitted patient care

•

98.7% for outpatient care

•

98.1% for accident and emergency care

Information Governance Toolkit (IGT)
The Data Security and Protection Toolkit enables the Trust to measure its compliance against
the law and central guidance and to see whether information is handled correctly and protected
from unauthorised access, loss, damage and destruction.
In 2020/21, our Information Governance Assessment submission met most of the conditions,
and an action plan produced to guarantee all requirements are met going forward.
An independent audit report is generated for the Toolkit each year, and for this submission we
have been rated as Amber/Green.
Medway NHS Foundation Trust’s full response for 2021/22 has not been submitted as the
deadline is 30 June 2022.

Clinical Coding
As the payment by results coding audit is no longer a requirement, the Trust was not subject to
the payment by results clinical coding audit during 2021-22 by the Audit Commission.
The Trust undertakes an annual clinical coding data quality audit to determine how accurately
our coded clinical data reflects documented diagnoses and procedures in the patient record.
2021/22

Previous year
(2020/21)

Primary diagnosis

88.50%

87.62%

Secondary diagnosis

83.76%

88.37%

Primary procedure

95.77%

88.68%

Secondary procedure

86.12%

88.66%

It should be noted that that activity audited this year is different to the previous, so the figures
are not directly comparable:
•

The figures for primary diagnosis do not meet the standard 90% attainment level
outlined in Data Security and Protection Toolkit Standard One Data Quality.

•

The figures for secondary diagnoses meet the standard 80% attainment level outlined
in Data Security and Protection Toolkit Standard One Data Quality.

•

The figures for primary procedure exceeds the standard 90% attainment level and meets
the upper 95% attainment level outlined in Data Security and Protection Toolkit Standard
One Data Quality.

•

The figures for secondary procedures meet the 80% attainment level outlined in Data
Security and Protection Toolkit Standard One Data Quality.

In 2020/21, the results show that Clinical Coding met most of the conditions, the full report and
action plan will be available in June 2022 to improve coding accuracy.

Data Quality
High quality information leads to improved decision making, which in turn results in better
patient care, wellbeing and safety. We continued to focus on improving the quality of our
performance data, and the Trust is taking the following actions to improve data quality:
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•

Ensuring automated data flows become essential

•

Investigating the implementation of two-way PTS (Patient Tracking Solution) within our
PAS System

•

Raising awareness of poor data quality and focusing attention on areas which need
support

•

Introduction of a Data Assurance Committee with key lines of investigation and
escalation.

Learning from Deaths
The Structured Judgement Review (SJR) Panel was introduced in December 2021. The panel’s
membership is made up of a team of multidisciplinary, multi-professional staff colleagues
consisting mainly of consultant patient safety leads from different specialties, nursing staff,
governance representation, End of Life care specialists and the resuscitation specialist;
consultants who looked after each patients are also invited as required.
The cases presented for SJR review are highlighted by the Medical Examiner during scrutiny.
There are also a random selection of cases reviewed for quality assurance purposes and any
cases that have been highlighted from specialty mortality and morbidity meetings.
Deaths which occurred in 2021/22
During 2021/22, 1405 Medway NHS Foundation Trust patients died; this comprised the
following number of deaths, which occurred in each quarter of stated reporting period:
Qrt.1

Qrt.2

Qrt.3

Qrt4.

Total
2021/22

Total number of deaths

254

318

420

350

1405

Adult deaths

249

315

412

341

1317

Between April 2021 to March 2022, 139 structured judgement reviews have been completed.
Of these, 53 cases required further review. The number of deaths in each quarter for which a
structured judgement reviews and further review identified was:

Number of structured
judgement reviews carried out
Number of further reviews
required

Qrt.1

Qrt.2

Qrt3.

Qrt4.

Total
2021/22

16

42

42

39

139

8

12

12

21

53

Since April 2021, ten deaths were identified as being more likely to have been caused as a
result in failings in care representing 0.7 per cent of the patient deaths during the reporting
period.
Qrt.1

Qrt.2

Qrt3.

Qrt4.

Total
2021/22

Number of deaths more likely
than not to have been due to
failings in care

3

3

0

4

10

Percentage of all deaths

1.2

0.9

0

1.1

0.7

These numbers have been estimated based on the Royal College of Physicians structured
judgement review process. Clinicians reviewing cases are asked, in their opinion, whether the
patient was more likely than not to have died due to failings in care.
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The Trust has identified areas of learning from structured judgement reviews and has taken
actions to address these gaps.
Key learning and action points are
•

For most of 2020, the Trust was responding to the global COVID-19 pandemic; by March
2022 with concerted efforts and focus from our clinical staff and the introduction of the
weekly SJR Panel, the backlog of cases were completed. Regular weekly and consistent
meetings are now being held.

•

Cases that require further review following the SJR Panel are reported on Datix and
passed onto the specialties for discussion at their mortality and morbidity meetings. The
Mortality Team track these cases and keep a central action log to record actions and
outcomes.

•

Learning and outcomes from SJRs and specialty mortality and morbidity meetings are
reported and included within the Divisional governance monthly reports, which includes
improvements and positive learning.

Since April 2021, 63% of cases were rated to have received good or excellent care for overall
assessment with positive learning identified; rapid diagnosis, good communication with next of
kin, and good timely end of life care, excellent care provided and excellent documentation on
electronic discharges.
Key themes identified from cases which were highlighted as having failings in care includes;
failure to review, failure to escalate, poor documentation and poor communication between
clinical teams and a delay in treatment and monitoring. These cases were flagged for further
review and fed back to specialty mortality and morbidity meetings to identify areas of
improvement.
Reporting against core indicators
The Summary Hospital-level Mortality Indicator (SHMI) is the ratio between the actual number
of patients who die following hospitalisation at the Trust and the number that would be expected
to die on the basis of average England figures, given the characteristics of the patients treated
there. It covers all deaths reported of patients who were admitted to non-specialist acute trusts
in England and either die while in hospital or within 30 days of discharge.
The expected number of deaths is calculated from statistical models derived to estimate the
risk of mortality based on the characteristics of the patients (including the condition the patient
is in hospital for, other underlying conditions the patient suffers from, age, gender and method
of admission to hospital).
The SHMI has been consistently within the ‘as expected’ limits during 2021/2022. The 10
diagnosis groups included in the SHMI are the diagnosis groups most indicative of Trust
performance. The nature of these groups is such that they are often higher risk with higher
patient activity. The Trust is within the ‘as expected’ band for nine of these diagnosis groups
and is ‘lower than expected’ for urinary tract infections.
The SHMI reports on mortality at Trust level across the NHS in England.
Reporting Period

Lower
SHMI Control
Limit

Upper
Control
Limit

Palliative
care coded
(%)

Banding

Nov 2020 – Oct 2021

1.02

0.92

1.09

As Expected 48.0

Oct 2020 – Sep 2021

1.01

0.92

1.09

As Expected 48.0

Sep 2020 – Aug 2021

1.01

0.92

1.09

As Expected 48.0

Aug 2020 – Jul 2021

1.03

0.92

1.09

As Expected 47.0
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Reporting Period

Lower
SHMI Control
Limit

Upper
Control
Limit

Banding

Palliative
care coded
(%)

Jul 2020 – Jun 2021

1.04

0.92

1.09

As Expected 45.0

Jun 2020 – May 2021

1.04

0.92

1.09

As Expected 43.0

May 2020 – Apr 2021

1.04

0.92

1.09

As Expected 40.0

Apr 2020 – Mar 2021

1.07

0.92

1.09

As Expected 38.0

Data correct as of April 2022

Medway NHS Foundation Trust – Current HSMR position
The Hospital Standardised Mortality Ratio (HSMR) is a calculation used to monitor death rates
in a Trust. The indicator is produced and published monthly, three months in arrears. The data
is published nationally by Dr Foster, Telstra Health UK. It is the ratio of the observed number of
in hospital deaths to the expected number of in hospital deaths (multiplied by 100) for 56
diagnosis groups (which give rise to 80 per cent of in hospital deaths). The national benchmark
for the HSMR is 100 – meaning that the number of expected deaths and the number of observed
deaths are exactly the same.
The Trust’s HSMR for January 2021 to December 2021 is 102.5. The Trust has remained in the
‘as expected’ range over the past seven months. Prior to that, the increase observed in HSMR
is in line with the surge of deaths seen during wave two of the COVID-19 pandemic.
Dr Foster is working on publishing HSMR data, which will exclude COVID-19 data to provide
information on the Trust’s HSMR status without the impact of COVID-19 being integrated into
the statistics.
Reporting Period

HSMR

Lower
Upper
Control Limit Control Limit

Banding

Jan 2021 – Dec 2021

102.5

96.2

109.2

As expected

Dec 2020 – Nov 2021

102.6

96.2

109.3

As expected

Nov 2020 – Oct 2021

101.6

95.2

108.3

As expected

Oct 2020 – Sep 2021

96.6

93.3

106.2

As expected

Sep 2020 – Aug 2021

99.8

93.5

106.3

As expected

Aug 2020 – Jul 2021

102.7

96.3

109.4

As expected

Jul 2020 – Jun 2021

103.4

96.9

110.1

As expected

Jun 2020 – May 2021

105.3

99.8

112.2

As expected

May 2020 – Apr 2021

107.7

100.9

114.8

Apr 2020 – Mar 2021

112.3

105.2

119.6

Higher than
expected
Higher than
expected

© Dr Foster. All rights are reserved. No further copying, reproduction or publication of this information is permitted
without consent from Dr Foster.
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For the period January 2021 to December 2021, Dr Foster highlighted the following diagnosis
groups as being outliers.
•
•
•
•
•

Other perinatal conditions
Short gestation, low birth weight and fetal growth retardation
Genitourinary congenital anomalies
Other and ill-defined heart disease
Cancer of the liver and intrahepatic bile duct

Other perinatal conditions and short gestation, low birth weight diagnosis groups are monitored
via the well established Mothers and Babies: Reducing Risk through Audits and Confidential
Enquiries across the UK (MBRRACE-UK) programme, as well as through the National Neonatal
Audit Programme.
Dr Foster have confirmed that HSMR is not a good measure of performance and risk for this
cohort and advise that crude numbers are reviewed rather than focus on outlier status.
Dr Foster highlights CUSUM (cumulative sum) alerts, which are designed to detect over the
national average mortality for diagnosis groups. The alert is designed to signal that a pattern of
activity appears to have gone beyond a defined threshold. The alert is triggered when a CUSUM
statistics passes a national benchmark. If a patient in hospital has died but had a low expected
mortality, the chart will move upwards and closer towards the threshold of triggering an alert.
CUSUM alerts act as an alarm bell for potential further investigation, should the number of
deaths continue to rise. For the period of January 2021 to December 2021, Dr Foster highlighted
the following diagnosis groups as alerts:
•
•
•
•
•
•
•

•

Genitourinary congenital anomalies
Meningitis
Other perinatal conditions
Cardiac arrest and ventricular fibrillation
Open wounds of head, neck and trunk
Short gestation, low birth weight and fetal growth retardation
Viral Infection
Diabetes mellitus with complications

Cases from these outlier groups have been selected for deep dive reviews, and will be reported
to the Trust Mortality and Morbidity Surveillance Group for monitoring and identifying any
improvements.
The Trust considers that this data is as described for the following reasons:
•

The data is extracted directly from Dr Foster’s Mortality data for English NHS acute
trusts’ documents. Dr Foster is an independent, established and recognised source
of data nationally

•

The data is reviewed regularly through the Trust’s Mortality and Morbidity
Surveillance Group and within the divisions and care groups.

The Trust has taken the following action to improve these indicators, and consequently the
quality of its services:
•

The Trust Mortality & Morbidity Surveillance Group monitors the HSMR and SHMI
and undertakes necessary actions to review and identify areas for improvement

•

A weekly Structure Judgement Review Panel reviews all cases that trigger a review

•

All specialties hold regular mortality and morbidity meetings; the mortality team
assist with the meetings and ensure minutes are monitored for actions and outcomes

•

A central action log tracks actions and outcomes from mortality and morbidity
meetings, this includes outcomes from SJR cases that have required further
discussion
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•

Any learning and positive learning is regularly disseminated through the divisional
mortality reports to ensure regular sharing of outcomes and learning throughout the
Trust.

Patient Reported Outcome Measures PROMs (EQ-5D Index Score)
PROMs use a standardised tool as a measure of health outcomes. It is applicable to a wide
range of health conditions and treatments and provides a simple descriptive profile and a single
index value for health status; the health gain index is primarily designed for self-completion by
respondents and is ideally suited for use in postal surveys, in clinics and face-to-face interviews.
It is cognitively simple, taking only a few minutes to complete. Instructions to respondents are
included in the questionnaire.
Trust
%
adjusted
improved health
gain

National
average
health gain

Apr 2019 –
Mar 2020

92.7%

0.527

0.468

0.536

0.330

Apr 2020 –
Mar 2021

83.3%

0.44

-

0.54

0.40

Apr 2019 –
Mar 2020

82.5%

0.322

0.342

0.421

0.243

Apr 2020 –
Mar 2021

58.3%

0.27

-

0.39

0.20

Type of
surgery

Sample
time frame

Groin hernia*
Varicose
veins*

Not applicable
Not applicable

Hip
Replacement
(primary)
Knee
replacement
(primary)

National National
highest lowest

* Oct 2017 - NHS England has now taken the decision to discontinue the mandatory varicose vein surgery and groin-hernia
surgery national PROM collections.

A higher score indicates better health and/or greater improvement in function following an
operation. The Trust is reliant on feedback from patients in relation to the results of their surgery.
We consider any data received as described because it is extracted directly from NHS Digital,
which is an established and recognised source of data nationally
The Trust has taken the following actions to improve this indicator, and so the quality of its
services, by:
•

Ensuring that there is a robust, consistent and sustainable process in place for making
sure that all patients are provided with the opportunity to complete the initial survey preprocedure

•

Ensuring that compliance with the above process is monitored within the appropriate
directorates and areas for improvement are identified, acted upon and tested.

•

Continuing to make timely PROMS data submission
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28 Day Readmissions
28 day
Readmissions

2019-20

2020-21

0-15

16 and
over

Total

0-15

16 and
over

Total

Discharge

7,060

30,865

37,925

3870

28,640

32,510

30 day readmissions

915

5,090

6,005

445

5,735

11,025

30 day readmission
rate

11.5%

14.9%

13.7%

10.3%

17.3%

16.7%

*Data up to November 2021
We consider the above data as described because it is extracted directly from Dr Foster, which
is an established and recognised source of data nationally.
The Trust has taken the following actions to improve this indicator, and so the quality of its
services, by:
•

Ensuring that the Business Intelligence Team validates all readmissions data internally

•

Ensuring that the data is monitored on a monthly basis at both divisional and Trust level.

The Friends and Family Test (Responsiveness)
The Friends and Family Test (FFT) is an important feedback tool that supports the fundamental
principle that people who use NHS services should have the opportunity to provide feedback
on their experience. This kind of feedback is vital in transforming NHS services and supporting
patient choice.
Friends and Family Test

2020-21

2021-22*

A and E

Inpatient

A and E

Inpatient

Response rate

15.95%

21.49%

14.2%

17.7%

% would recommend

84.75%

82.93%

71.0%

81.16%

* Data as at March 2022

The Trust considers that this data is as described for the following reason: the data has been
extracted directly from the NHS England, which is an established and recognised source of data
nationally. The Trust has taken the following actions to improve this indicator by:
•

Exploring alternative suppliers to offer a fresh approach in 2022

•

Exploring the possibility of maternity services becoming digital, which would mitigate
the postnatal delay with uploading data.

Venous Thromboembolism
VTE assessments

2020-21

2021-22*

Our Trust

94.5%

92.8%

National average

-

-

Best performing trust

-

-

Worst performing trust

-

-

2020/21 to date, data not available as national submission has been suspended *Data up to and including January 2022
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The Trust considers the data presented is as described because it has been extracted directly
from NHS Digital, which is an established and recognised source of data nationally, and all data
is subjected to internal validation.
The Trust has taken the following actions, to improve this indicator, and so the quality of its
services, by:
•

Better relationships established with ward clerks to help maintain the logging of VTE
data

•

Regular meetings held with heads of nursing, ward managers and service managers
to keep the conversation flowing on VTE

•

Regularly reporting VTE data at governance level so that awareness across the
Trust is consistent

•

VTE training videos have been produced to be shown at junior doctor inductions.

Covid-19
Infection Control COVID 19

2020-21

2021-22

Total number of COVID admissions

1963

710

Total COVID cases

N/A

1186

Total number of deaths with COVID in part 1

571

96

Total number of HAIs

NA

224

Total number of outbreaks

17

22

Patient screening for COVID occurs on Day 1, day 3 and day 6. Throughout 21/22 screening
also occurred weekly for all patients and daily on the nightingale wards. Probable hospital
acquired infection is any positive result from day 8-day 14 and definite hospital acquired
infection is after day 15.
Following on from a difficult winter in 20/21, the NHS had a successful vaccination programme
against Covid. This has meant that there was a significant drop in hospital admissions during
21/21 as well as a reduction in mortality. Although prevalence in the community was high the
symptoms were milder requiring less hospital admissions. It was the increased prevalence that
lead to an increase in hospital acquired acquisitions and outbreaks. Many of the patients
involved within the outbreaks were through incidental findings from routine screening and not
due to an increase in symptomatic admissions.
During this time the Trust had a couple of periods of extreme pressure with an increase in
hospital admissions and limited capacity and declared business continuity to support flow
through the hospital. This has meant that at times the Trust has had to merge contacts of
positive patients to release capacity. This is usually contact dates within a 24 hour period but
this has at times been stretched to 48 hours and on 2 occasions to 72 hours. It is also important
to note that due to the lack of capacity at times positive patients were unable to move out of a
bay into a COVID bed within an hour and could remain there for longer. This then led to
subsequent contacts in that bay becoming positive.
The IPC team reviewed all Hospital acquired cases (both probable and definite) and outbreaks
with an RCA meeting reviewing any good practice as well as any contributory findings. The
meeting also reviews the levels of harm in line with the recommendations from NHSE/I guidance
on learning from hospital associated nosocomial infections. This is then attached to datix and if
moderate to severe harm is considered a full PIR is completed and submitted for the SI. Any
deaths are reviewed through the SJR process.
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Next steps are to implement the changes to COVID management in hospitals following the
release of “Living with Covid” white paper.
-

Stopping weekly and daily screening

-

Screening on day 1, 3,6 and if symptomatic or 48 hours prior to discharge to a care facility

-

No longer cohorting contacts of a positive patient or screening unless symptomatic

-

Reducing isolation period from 10 days to 7 days

-

Stopping social distancing in hospital areas

-

Increasing visiting to 2 visitors a day

Patient safety incidents resulting in severe harm or death as reported to the
National Recording and Learning System
The Trust encourages all healthcare professionals to report incidents as soon as they occur
and ensure timely investigation and outcomes, which are shared to support learning reflective
of a positive safety culture.
The Trust uses nationally reported and verified data from the National Reporting and Learning
System (NRLS) to benchmark its reporting culture against other like performing NHS Trusts.
The data shows all incidents reported by us for the period April 2020 to March 2021; our
incident-reporting rate for this period was 27.2 incidents per 1000 bed days against the national
average of 58.4 incidents per 100 bed days. Medway NHS Foundation Trust individual incident
reporting data is made available by the NRLS every six months (there was a delay due to
Covid), and the Trust has been shown to have a low reporting level for the acute non-specialist
trust cohort.
Medway NHS Foundation Trust considers that this data is as described in that
•
•

•

The Trust uses an electronic reporting system DATIX which is used to report nationally
and verified data to the National Reporting and Learning System (NRLS)
The serious incident data has been extracted directly from the Strategic Executive
Information System (StEIS) which is an established and recognised source of data
nationally
The Trust has a weekly Serious Incidents and Incident Review Group Panel, chaired by
the Chief Medical Officer and/or Chief Nursing Officer, which explore in detail those
incidents that fall within the scope of the terms of reference of the panel.

The table below shows the total number of reported patient safety incidents (PSI) during the
period April 2020 to March 2021. Please note that last national update was from April- March
2021.
Total number of reported PSIs
Patient safety incidents

April 18 Oct 18 – April 19- Oct 19- April 20– Sep Mar 19 Sep 20 March 20 March 21
18
Total reported incidents
2288
2297
2173
1271
3169
Rate per 1000 bed days
27.2
26.89
26.3
15.7
27.2
National average (acute non-specialist)
44.5
46.06
49.8
50.7
58.4
Highest reporting rate
107.4 95.94
103.8
110.2
118.7
Lowest reporting rate
13.1
16.90
26.3
15.7
27.2
The table below presents a summary update of the total number of PSIs, which resulted in
severe harm or death that were reported across the trust from April 2018 to March 2021
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Number of PSIs resulting in severe harm or death
April 20
– March
21

Patient safety incidents

April
18 –
Sep
18

Oct
18 –
Mar
19

April
19-Sep
20

Oct 19March
20

Incidents causing severe harm or death

20

42

26

19

% incidents causing severe harm or death

0.90%

1.80%

1.20%

1.50%

National average (acute non-specialist)
Highest reporting rate

0.30%
1.20%

0.40%
1.80%

0.30%
1.60%

0.30%
1.50%

0.40%

Lowest reporting rate

0.00%

0.00%

0.00%

0.00%

0.00%

56
1.70%
2.80%

The Trust intends to take the following actions to improve this data, and so the quality of its
service by:
•
•

•
•
•

Ongoing scrutiny of quality of the serious incident reports, including introduction of a
new template to assist investigators
Revision of the Incident Management Policy to incorporate risk assessing and a more
systems based approach in line with the introduction of the Patient Safety Incident
Response Framework (PSIRF) in 2022
Continue to educate staff on the importance of improving the reporting of incidents and
near misses to support a positive safety culture for our patients
Revision of the incident management system to provide improved feedback to reporters
of incidents and an easier to use system to encourage reporting
Continue with the patient safety newsletter, sharing lessons learnt from incidents.

Serious Incidents
The Trust investigates all patient safety incidents, reported on our incident reporting system,
Datix. Incidents that are deemed serious incidents or never events undergo robust investigation,
which involves root cause analysis (a systematic investigation that looks beyond the people
concerned to understand underlying causes and environmental context in which the incident
happened).
The Trust reported 101 (231 in 2020/21) serious incidents to Kent and Medway CCG from April
2021 to March 2022 via StEIS (Strategic Executive Information System which supports the
monitoring of investigations between NHS providers and commissioners). An additional five
incidents were reported to StEIS, however, following investigation these were downgraded from
the StEIS System.
The following themes from serious incidents are:
Serious Incidents Themes

No.

Abuse/alleged abuse of adult patient by staff
Apparent/actual/suspected self-inflicted harm meeting SI criteria

5
3

Blood product/transfusion incident meeting SI criteria
Diagnostic incident including delay meeting SI criteria (including failure to act
on test results)
HCAI/Infection control incident meeting SI criteria.
Maternity/Obstetric incident meeting SI criteria: baby only (this include foetus
neonate and infant)
Maternity/Obstetric incident meeting SI criteria: mother and baby (this include
foetus, neonate and infant)

1
18
1
3
4
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Serious Incidents Themes

No.

Medical equipment/devices/disposables incident meeting SI criteria
Medication incident meeting SI criteria
Pending Review
Pressure ulcer meeting SI criteria
Radiation incident (including exposure when scanning) meeting SI criteria
Slips/trips/falls meeting SI criteria
Sub-optimal care of the deteriorating patient meeting SI criteria
Surgical/invasive procedure incident meeting SI criteria
Treatment delay meeting SI criteria

2
4
1
3
2
21
7
5
18

The four most reported serious incident themes which have been reviewed are:
Serious Incidents Themes
Slips/Trips/Falls meeting the
serious incident criteria

The Trust reported 21 serious incidents within this category.

Treatment delay meeting
serious incident criteria

18 serious incidents were reported in this criteria.

Diagnostic incident
including delay meeting the
serious incident criteria
(including failure to act on
test results):

18 incidents were reported in this criteria,

Maternity/Obstetric incident
meeting serious incident
criteria: mother and baby
(this include foetus, neonate
and infant)

The Trust initially reported six incidents in this criteria however
two have been retracted following investigation.

The most common falls reported were falls resulting in a
fracture, with a fractured neck of femur the most common.
Other fractures reported include a fractured clavicle and wrist.
These incidents have identified patients not being assessed
properly, observations not being carried out and failing to
communicate as the most common theme reported in this
group of incidents.
Three were reported as severe harm, 13 incidents were
reported as moderate harm and two were reported as no harm.
The top sub-category within this category was missed
fractures.

Three incidents related to Intrauterine deaths, two related to
unexpected neonatal admissions and one was in relation to
histology samples being left in a dirty utility room. This incident
however was retracted as a downgrade was agreed by the
CCG.

Duty of Candour (DoC)
The Trust is committed to being open and honest with our patients. The Duty of Candour is a
legal requirement that for all safety incidents recorded as ‘moderate’ or ‘severe’ harm, we will
formally apologise to the patient and/or family involved and undertake an investigation into their
care; the responsible clinical team undertakes this.
We will feedback in writing the findings of our review and any actions we are taking to prevent
a similar incident from happening again. The information from our incident reporting system
demonstrates Duty of Candour was applied to 149 of our reported incidents in 2021/2022. Of
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these, 115 incidents went through the Trust’s stage 1 process and 52 incidents progressed
through the stage 2 process.
Never Events
The Trust has reported two never events between April 2021 and March 2022.
One never event was reported in August 2021 for a misplaced NG tube. This was subsequently
downgraded by the CCG following further investigation and deemed not to be a never event.
A second never event was declared in March 2022 for a wrong site nerve block in theatres. This
is currently under investigation at the time of this report.

2.4 Other quality information
Emergency Department (ED) performance
Overall patient attendances from April 2021 to March 2022 are 123,791. This is a 39% increase
from the same time period last year when the ED saw a total of 88,752 patient attendances.
The trajectory is set to be the highest attendance level seen to date.
Continuing pressure resulting from the Covid pandemic, reduction of workforce and the
challenges of in-patient flow resulted in an extremely challenging summer period. The result to
non-admitted performance has been a decline to 79% from 89% the previous year and admitted
performance from 25% to 3.65% this year.
As a result of the continuing pressure, the ability to offload ambulances in the expected
timeframe has been regularly compromised. Between 1 June and 23 November, the amount of
60 minute delays was 9%, or 1650 ambulances, making the Trust a significant outlier.
The ED senior team supported by the Trust’s executive team launched a new operational model
within ED for winter escalation to address this issue and prevent what could have been a very
challenging winter performance.
In comparison to the previous winter period of November 2020 to February 2021 13.2 per cent
of all ambulances were delayed over 60 minutes, this winter there were 5.3% delays. This has
been on an increasingly improving trajectory with the performance since 10 January 2022 being
1.4%.
The Emergency Care Intensive Support Team and NHS England have commended the Trust
for this improvement and have identified the Trust’s operational model as an exemplar model.
In February, the ED received an unannounced CQC visit. Initial feedback has been positive with
no immediate significant concerns.
Current developments include a new strategy for Acute and Emergency Medicine for 20222025 entitled ‘Improving the Patient and Workforce Experience within a Safe, Effective and
Responsive Clinically Well-Led Environment’. This includes opening a Rapid Acute Medicine
Assessment Area, a staggered enhanced care area, initially with four beds and increasing to
eight if required.

Seven Day Service
The Seven Day Hospital Services (7DS) Programme is a nationally driven quality improvement
initiative and supports providers of acute services to tackle the variation in outcomes for patients
admitted to hospitals in an emergency and at the weekend across NHS Trusts in England.
There are ten standards in total and the Trust has been working on four standards as highlighted
within the quality improvement initiative priorities from NHS England.
Achievements to date include:
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•

Standard two: Time to consultant review: As a result of the third covid wave and the
need for an increase in inpatient bed capacity, additional consultants have been
allocated to inpatient wards at the weekend. This has seen a significant improvement in
weekend discharges with the Trust being commended as a high performer at a regional
level.

•

Standard five: Diagnostics: Access to diagnostic tests and therapies will form part of
the Trust’s Patient First strategy to reduce length of stay.

•

Standard six: Consultant directed interventions: Using the Patient First approach
there will be a standardisation of morning and afternoon board rounds to ensure that
interventions are consultant directed.

•

Standard eight: Ongoing review in high dependency areas: Due to the impact of
Covid a dedicated respiratory ward for high dependency patients has been created. High
dependency cardiac patients are also managed on a dedicated ward. These dedicated
wards have seven day speciality input. Work is ongoing to create dedicate high
dependency wards for other medical subspecialties. ITU and neonatal services continue
to have seven day consultant presence.

Implementation of the seven day service will continue and this will be included in the Trust’s
Patient First programme.

Maximum time of 18 weeks from point of referral to treatment (RTT) in aggregate
– patients on an incomplete pathway.
RTT Incomplete Pathway %

2020-21

2021-22*

Our Trust

64.55%

61.5%

National average

-

70.2%

Best performing trust

-

100%

Worst performing trust

-

38.3%

* Data up to February 2022 only
The trust considers that this data is as described for the following reasons.
•

Data is taken direct from the internal source clinical system(s). Validation will occur by
the appropriate service (in addition to the Central Data Assurance Team, where
relevant) and once complete, is signed off and submitted nationally together with
reported internally via dashboards and the IQPR

The Trust has taken the following actions, to improve this indicator, and so the quality of its
services, by:
•

Increasing the utilisation of current systems, increasing operating times, triaging
referrals, working with system partners and use of independent sector.

Maximum six-week wait for diagnostic procedures
6-Week Diagnostic Wait

2020-21

2021-22*

Our Trust

81.6%

75.85%

National average

61.78%

-

Best performing trust

100.00%

100.00%

Worst performing trust

8.86%

59.57%

* Data up to January 2022 only
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The Trust considers that this data is as described for the following reasons:
•

Data is taken direct from the internal source clinical system(s). Validation will occur by
the appropriate service (in addition to the central Data Assurance team, where relevant)
and once done, is signed off and submitted nationally together with reported internally
via dashboards and the IQPR

The Trust has taken the following actions, to improve this indicator and so the quality of its
services, by:
•

Increasing the utilisation of theatres and outpatients, increasing operating times, triaging
referrals, implementation of virtual appointments, working with system partners, third
party company support such as four eyes and use of independent sector

National NHS Staff Survey
The NHS staff survey is a vital measure of the Trust’s level of staff engagement, how staff are
feeling, their morale and their experiences of working here. This is used by the Trust to listen
and adapt to make improvements. The survey is conducted annually and compared against
other NHS acute organisations and also against the Trust’s own results from the previous year.
This provides not only an opportunity to learn from our staff, but also how we compare to the
national picture.
The Trust’s trend largely follows the national picture and demonstrates an above average
quality of appraisals and safe environment from violence. The Trust’s People Strategy retains
culture as a key delivery programme for the future. By continuing the embedding of our culture
improvement programme in tandem with our staff survey action planning and implementation,
values-based recruitment and continuous improvement methodologies – the Trust is committed
to improving our staff experience which, in turn, will improve patient experience.
This year’s Staff Survey response rate was 40 per cent, and has increased from 35% in 2020.
For this year’s Staff Survey, all questions have been aligned to the People Promise themes and
are scored out of ten, with the exception of Staff Engagement and Staff Morale themes from
previous years’ survey. The People Promise themes are:

The two themes, Staff Engagement and Staff Morale, are scored out of 10. The below table
shows the People Promise themes for the Staff Survey.
The Staff Engagement score was 6.5 for 2021 and has decreased by 0.1% since 2020. Although
our score has decreased since 2020, the national score has decreased by 0.2%.
The Staff Morale score was 5.5 for 2021 and has decreased by 0.1% since 2020. The national
score decreased by 0.3% since 2020. The national scores decreasing for both the themes could
be attributed to the Covid-10 pandemic and the impact of this on staff’s health and wellbeing.
The theme indicator scores are based on a score out of 10 for certain questions with the
indicator score being the average of those. Scores for each indicator together with that of the
survey benchmarking group (acute) are presented below.
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For 2022/2023, national staff survey themes have changed and are these would now be known
as the NHS People Promise themes which are set out below. This means that all questions
captured within the staff survey have now been aligned to each relevant theme. As a result of
these changes, we have not been able to effectively compare our performance to previous
years and have had to go back to the drawing board to ensure that themes for 2022/2023 are
accurately reflected within our staff survey scores. However, the only themes that remain
unchanged for this year are staff morale and staff engagement and we have been able to
compare previous year’s scores, which are included below.
2020
score

2020
respondents

2021
score

2021
respondents

N/A

N/A

6.9

1839

We are recognised and rewarded N/A

N/A

5.7

1832

We each have a voice that counts N/A

N/A

6.4

1816

We are safe and healthy

N/A

N/A

5.6

1818

We are always learning

N/A

N/A

5.4

1736

We work flexibly

N/A

N/A

5.9

1813

We are a team

N/A

N/A

6.4

1829

Staff Engagement

6.6

1526

6.5

1843

Morale

5.6

1525

5.5

1842

People Promise
We are
inclusive

compassionate

and

Themes

Complaints/ compliments
All complaints data is sourced from Datix. The Complaints and PALS Department records and
responds to complaints, concerns, comments and compliments received from all areas of the
Trust, which are triaged to identify the most appropriate method of handling. It is the Trust’s
ambition for complainants to have their concerns resolved as swiftly as possible, by offering a
formal or informal method to resolution. The Trust captures and monitors any concerns raised
by our patients and their families to introduce high impact actions and improvements across the
organisation.
It is important to remember that not all formal complaints are as a result the Trust failing to
provide a good quality service. For example, a complainant may not be happy with the service
provided because they consider their needs are different to what the Trust has assessed them
as needing or can offer.
The policy for complaint handling is currently under revision. The policy focuses on identifying
opportunities and barriers for effective complaint handling, strengthen and improve systems
and processes, and embrace the ethos of improvement and learning across the Trust.
The Trust recognises that many compliments are received across the organisation but not
registered for reporting purposes. The Trust is working to ensuring compliments are registered
and shared across the organisation as examples of good practice and patient satisfaction.
362 compliments were registered across the Trust and shared with named staff members,
teams and departments who have been noted for recognition.
In accordance with the Local Authority Social Services and National Health Service Complaints
(England) Regulations 2009, this part of the report sets out analysis of the nature and number
of complaints in Medway NHS Foundation Trust during 2021/22.
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Between April 2021 and March 2022, the Trust registered 486 complaints averaging around 40
per month. This is a reduction by 1.23% of received complaints (492) when compared to the
same reporting period in the preceding year.
The information below details themes of complaints for this reporting period.
Complaint Themes
Admission, discharge and transfer arrangements
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Aids and appliances, equipment, premises, access

2

All aspects of clinical treatment

295

Appointments, delay/cancellation (outpatient incl. ED)

23

Appointments, delay/cancellation (inpatient)

13

Attitude of staff

51

Communication/information to patients

41

Consent to treatment

2

Privacy and Dignity

2

Hotel services

2

Other

4

Patients' property and expenses

3

Personal records (incl. medical and/or complaints)

7

Results

5

Total

486

Every complaint is assessed and managed individually, although issues raised may be similar
to others; we recognise the circumstances and experiences are often different for the individual
concerned. Complaints are categorised according to severity and complexity in a BAR rating
system (Blue, amber, red). Twenty complaints were categorised as red complaints (most
severe/complex) and 450 were categorised as amber and blue (Member of Parliament
complaint).
•

99.5% of all complaints were acknowledged within 3 working days.

•

In relation to the Trust’s KPI of responding to 85 per cent of amber/blue complaints within
30 working days, 56.5% were closed within this timeframe.

•

30.6% of all complaints breached the target response time.

Parliamentary and Health Service Ombudsman complaints
In 1 April 2021 and March 31 2022 reporting period, 14 complaints were assessed by the
Parliamentary and Health Service Ombudsman (PHSO).
•
•
•
•
•

Two complaints were closed with no further investigation
Two complaints were closed by the PHSO after the Trust agreed further local resolution.
One legacy complaint from the following year was closed with no action necessary.
Eight complaints remain open with the PHSO.
One complaint was closed and upheld.
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Patient Advice and Liaison Service (PALS)
The Patient Advice and Liaison Service (PALS) offer confidential advice, support and
information on health-related matters to patients and their families and provide a ‘much needed
point of contact for patients, their families and their carers’ (NHS.UK 2018).
Early and proactive resolution is key to de-escalating issues and providing remedy for patients
and their families resulting in a good outcome and in the spirit of the Parliamentary and Health
Service ‘Principles for Remedy’ which includes, getting it right, being customer focused, being
open and accountable, acting fairly and proportionately, putting things right and seeking
continuous improvement. Principles for Remedy | Parliamentary and Health Service
Ombudsman (PHSO)
Patients and their families can contact PALS by telephone, email or visit in person. Additionally,
contact can be made via a ‘Have Your Say’ form on the Trust website. The PALS Team also
handles messages from relatives and friends for patients who are not able to receive visits in
person, this is called ‘message to a loved one’.
The Patient Advice and Liaison Service (PALS) registered 4,602 enquiries in 2021/22. This is
significantly higher than the 3,057 concerns registered in the previous year and is considered
to be due to a more efficient approach to registering and handling concerns with the ambition
to provide remedy and resolution at the earliest stage.
The PALS team work collaboratively with the care groups, wards and departments and
individual staff to highlight and help resolve concerns and enquiries as swiftly as possible and
to the complainant’s satisfaction. It requires a well informed PALS team along with a responsive
approach from staff to address concerns swiftly and effectively.
The information below details themes of PALS concerns for this reporting period.
PALS Themes
Admission, discharge and transfer arrangements

194

Aids and appliances, equipment, premises, access

61

All aspects of clinical treatment

805

Appointments, delay/cancellation (outpatient incl. long wait in ED)
(Urology, Colorectal, Trauma & Orthopaedics, Neurology and
Gastroenterology received the most enquiries)

1250

Appointments, delay/cancellation (inpatient)

69

Attitude of staff

264

Complaint handling

1

Communication/information to patients

954

Compliments

362

Consent to treatment

3

Failure to follow agreed procedure

3

Hotel services

19

Information relating to other organisations

25

Mortuary and post mortem arrangements

3
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PALS Themes
Other

231

Patients' privacy and dignity

6

Patients' property and expenses

74

Patients' status, discrimination

8

Personal records (incl. medical and/or complaints)

212

Results

349

General for organisation

14

Total

4,602
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Part 3: Other information
Annex 1: Statements from commissioners, local Healthwatch organisations and Overview and
Scrutiny Committees

Lead Governor’s Submission on the Quality Account
Whilst the past year has seen improvements to the services provided, the pandemic hampered
some of the continuous improvement programme, to which we have subscribed.
A great deal has been achieved in reducing waiting lists and improve care and treatment for
patients, to the point that Medway is amongst the best in the country, achieved by listening to
our staff, patients, families, partners and the hard work by all involved.
The established quality priorities covering safe, effective and patient experience over the past
year have been prioritised and supported in the following way:
SAFE: Managing and reducing the number of falls and reducing damage from pressure ulcers.
Improvement targets, with priorities have been set.
EFFECTIVE: Improve nutrition and hydration, as well as improving timely recognition and
management of sepsis.
PATIENT EXPERIENCE: Proactive and consistent focus on dementia and delirium
management, together with the development and implement the Patient Experience Strategy.
In being person-centred, the approach has seen welcomed improvements, including the
opening in May of this year, of the Changing Places Toilet Facilities, particularly as areas of
disabilities, were not being met for so many.
Full details are outlined in the body of the report demonstrating the considerable work and
attention being paid, to make improvements in all areas. This work is identified as being the
basis of the ongoing programme for the ensuing year, and we look forward to successful
outcomes.
The Patient First initiative is proving to be a key element in moving forward. This is highlighted
as being a priority for improvement for 2022-2023. Governors, Staff and Executive
presentations have been made, with considerable enthusiasm being shown in recognising the
benefits that can be achieved. This is very much in line with the theme of continuous
improvement. Encompassing as the approach of Patient First being the top of the pyramid, with
the mission being “Best of Care by the Best of People providing excellent care every time”
through to values, strategic themes, where together with Sustainability, People. Patients,
Systems and Partnership, QUALITY plays an important part. All of this set on Strong
Foundations.
An important feature to be noted over the past year has been the undertaking by Medway NHS
Foundation Trust, in reviewing published reports of ten clinical audits. This has resulted in the
intentions of the Trust to take action to improve the quality of the healthcare provided. Several
examples have been highlighted within the report, demonstrating an open approach to achieve
improvements.
With the Care Quality Commission having inspected the services in 2021/2022, the rating
remained as “Requires Improvement.” In its report, the CQC recognised the work undertaken
by staff to deliver safe and compassionate care for patients. Notable positive improvements
were seen, in as much as services for young people and children was rated Good in the safe
domain, whilst medical care and the well led domain moved from inadequate to requires
improvement. Detailed improvement plans have been established, all to the benefit of the Trust.
Ongoing scrutiny of quality of serious incident reports, together with policy revisions, continued
training and education of staff has been ongoing. The revision of Management systems to
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provide enhanced feedback and sharing improvements made is shown through the widely
distributed patient safety newsletter.
In conclusion to the Lead Governor’s Submission on the Quality Account Report for 2021/2022
of the Medway NHS Foundation Trust, I would add that the Council of Governors receives
regular updates on the progress being made throughout the Trust and is invited to contribute to
the ongoing work of all concerned, as well as receiving performance, strategic and corporate
data on a regular basis.
Community engagement has seen a number of opportunities of meeting face to face with
members of the community across Medway and Swale and to explain the work and
responsibilities of Governors. With over 10,500 Members already register with MFT it has been
pleasing to note the interest being shown by so many in wanting to become involved and learn
more of the work undertaken.

Cllr. David Brake – Lead Governor
21 June 2022
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Statement from Kent and Medway Clinical Commissioning Group
We welcome the Quality Account for Medway NHS Foundation Trust (MFT). The CCG has a
responsibility to review the Quality Accounts of the organisation each year, using the
Department of Health’s Quality Accounts checklist tool to ascertain whether all the required
elements are included within the document and the CCG confirms that the Quality Account
has been developed in line with the national requirements with all the required areas
included.
Your report clearly sets out your key areas of quality focus for the coming year by identifying
ambitious priorities for 2022 for each of the three key quality domains: patient safety, patient
experience and clinical effectiveness. The report highlights the implementation of the
‘Patient First’ strategy, aligning six key priorities across safe, effective, and patient
experience domains, supporting your vision to define focus for the organisation.
We thank MFT for your candid assessment of the 2020/2021 priorities although it is evident
the pandemic has had a major impact on your services with a significant increase in
Emergency Department Attendances, noting the trajectory is set to be the highest
attendance level seen to date.
Your Research Team continue to successfully recruit participants and support both national
and international research with 5096 participants across 93 studies, including MSc level
studies. Clinical audit participation was healthy, and we congratulate MFT on publishing
ambitious actions following closure of both national and local audit, showing commitment to
improving quality of care and patients experience.
Your quality strategy is also a call to action for everyone to make a difference and be part of
the MFT quality improvement journey and we would like to thank all the staff at the trust for
their hard work during this unprecedented time, both highly skilled patient facing staff and
the unsung heroes behind the scenes. We note the ‘Patient First’ strategy provides front line
staff the freedom to identify opportunities for positive, sustainable change and the skills to
make it happen.
The continued relationship between the Trust and the CCG has allowed collaborative
working which will develop into working together within our Integrated Care System (ICS). As
the main provider of acute NHS services for the population in Medway and Swale, the CCG
Quality Team is proud to support the trust in their vision to provide: “the Best of Care through
the Best of People” through the ‘Patient First’ strategy.
Throughout the report you have provided clear and measurable objectives for the coming
year and have maintained the focus within the three clear domains, which gives the report
a clear flow, that will be easy to follow for members of the public who may have an interest
in reading this report.
In conclusion, the report is well structured and highlights that the quality of patient care
remains a clear focus for the organisation and at the forefront of service provision. The CCG
thanks the organisation for the opportunity to comment on these accounts and looks forward
to further strengthening the relationships with the organisation through continued
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collaborative working in the future.

Paula Wilkins
Executive Chief Nurse - Kent & Medway CCG
7 June 2022
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Statement from Medway from Medway Healthwatch
Healthwatch Medway is the independent champion for the views of patients and social care
users in Medway. Our role is to help patients and the public get the best out of their local Health
and Social Care services.
For several years now, local Healthwatch across the country have been asked to read, digest
and comment on the Quality Accounts which are produced by every NHS Provider (excluding
primary care and Continuing Healthcare providers).
This takes up a large amount of time, so we have taken the decision to prioritise our resource
on making a difference to services rather than reading Quality Accounts.
However, we’d like to support the Trust by setting out the areas we have worked together on in
the past year:
•

•
•

•

•

We regularly share individual cases throughout the year which the Medway NHS
Foundation Trust have been quick to respond to and understand where improvements
could be made.
We attend the Trust’s Patient Experience Committee to share what the public have told
us about services that the Trust provide and understand the work they are doing.
We organised and facilitated a discussion about the value of patient experience. The
session explored the methods that NHS Trusts could use to improve the way they
capture, and act upon, patient feedback.
The Medway NHS Foundation Trust regularly support us to disseminate Healthwatch
messages to the public. Most recently for example, they have shared our work to reach
people who are looking after someone during the Covid pandemic with their own staff
as we know many NHS workers are also carers.
Most recently, we have been supporting public engagement around the proposed
changes to the offer of Vascular Services across Kent & Medway.

We look forward to continuing our constructive working relationship with the Trust in the next
year.
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Statement from Medway Council’s Health and Adult Social Care
Overview and Scrutiny Committee
We received confirmation from Medway Council’s Health and Adult Social Care Overview and
Scrutiny Committee acknowledging that the Trust attended Committee meetings twice during
2021/22, in June 2021 and October 2021. Details of the meetings were provided, and are a
publicly available record.
In addition, the following response to the Quality Account was submitted by officers, in
consultation with the Committee Chairman, Vice-Chairman and Opposition Spokesperson,
under delegation from the Medway Health and Adult Social Care Overview and Scrutiny
Committee.
Following the departure of Dr Findlay as Chief Executive in May 2022, the new Interim Chief
Executive of Medway NHS Foundation Trust, Jayne Black, has been invited to attend the
Committee’s August 2022 meeting. Whilst the frequency of change of Chief Executive over
recent years and the possible impact on the Trust’s improvement journey is concerning, It is
hoped that there will be stability in this role going forward and that this will support the delivery
of sustained improvement.
29 June 2022
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Statement of adjustment following receipt of written statements
required by section 5(1) (d) of the National Health Service (Quality
Account) Regulations 2010
There are no adjustments to be made following the receipt of written statements.
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Annex 2: Statement of directors’ responsibilities for the
quality report
The directors are required under the Health Act 2009 and the National Health Service (Quality
Accounts) Regulations to prepare Quality Accounts for each financial year.
NHS Improvement has issued guidance to NHS foundation trust boards on the form and content
of annual quality reports (which incorporate the above legal requirements) and on the
arrangements that NHS foundation trust boards should put in place to support the data quality
for the preparation of the quality report.
In preparing the quality report, directors are required to take steps to satisfy themselves that:
•

the content of the quality report meets the requirements set out in the NHS foundation
trust annual reporting manual 2021/22 and supporting guidance Detailed requirements
for quality reports 2021/22

•

the content of the quality report is not inconsistent with internal and external sources of
information including:
o

board minutes and papers for the period April 2021 to March 2022

o

papers relating to quality reported to the board over the period April 2021 to
March 2022

o

feedback from commissioners dated 7 June 2022

o

feedback from governors 21 June 2022

o

the trust’s 21-22 complaints report for the period April 2021 to March2
202published under Regulation 18 of the Local Authority Social Services and
NHS Complaints Regulations 2009

o

the 2021/22 national patient survey results have not yet been published

o

the 2021/22 national staff survey

o

the Head of Internal Audit’s annual opinion of the trust’s control environment
NHS providers are not needed for this quality account.

o

CQC inspection report dated June 2022

•

the quality report presents a balanced picture of the NHS foundation trust’s performance
over the period covered

•

the performance information reported in the quality report is reliable and accurate

•

there are proper internal controls over the collection and reporting of the measures of
performance included in the quality report, and these controls are subject to review to
confirm that they are working effectively in practice

•

the data underpinning the measures of performance reported in the quality report is
robust and reliable, conforms to specified data quality standards and prescribed
definitions, is subject to appropriate scrutiny and review

•

the quality report has been prepared in accordance with NHS Improvement’s annual
reporting manual and supporting guidance (which incorporates the quality accounts
regulations) as well as the standards to support data quality for the preparation of the
quality report.
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The directors confirm to the best of their knowledge and belief they have complied with the
above requirements in preparing the Quality Report.
By order of the board:

…………………………

Dated: Thursday, 30 June 2022

Jo Palmer
Chair of Medway NHS Foundation Trust

Chief Executive

Date 30th June 2022
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Independent auditor’s report to the council of governors of Medway NHS Foundation Trust on the quality report
There is no requirement for a foundation trust to commission external assurance on its quality report for 2021/22, however the Trust has undertaken an
internal review to provide assurance that the required elements (domains) have been met;
Domain

Description

Areas applicable to
Medway NHS
Foundation Trust

National
Average

Outcome/
Performance

Supporting
commentary
explaining variation

Referenced
page on report

Domain 1

Preventing people from dying
prematurely

Summary Hospital-level
Mortality Indicator
(SHMI)

Mortality rate
for elective
admissions:
1.0

As Expected

Covid related activity
and day and regular
day attendees
excluded from SHMI
reporting.

Page 25

Mortality rate
for nonelective
admissions:
3.3

1,605 deaths.
SHMI value:
1.0603

Domain 2

Admissions to acute wards where Not applicable
the Crisis Resolution Home
Treatment Team were gate
keepers

Not applicable

Not applicable

Not applicable

Not applicable

Domain 3

Helping people to recover from
episodes of ill health or following
injury-

Hip Replacement
(primary)

0.54

No data
available

Page 29

Knee replacement
(primary)

0.39

The Trust is reliant on
feedback from
patients in relation to
the results of their
surgery.

Patient Reported Outcome
Measures (PROMS)

Reduced
performance in
both
categories.

Patients readmitted to
hospital within 30 days of
being discharged

No data
available

Emergency
readmissions
indicators and the
Compendium of
Population health
readmissions
indicators review
paused during
2020/21.

Domain 4

Ensuring people have a positive
experience of care

Friends and Family Test

No data
available

Slightly
Reduced
performance
overall

This indicator is not a
statutory requirement.

Page 30

Domain 5

Treating and caring for people in
a safe environment and
protecting them from avoidable
harm

Patients admitted to
hospital for

No data
available

The Trust
declared two
never events
for this period.

Not applicable

Page 30

•
•
•

•

venous
thromboembolism
rate of C.difficile
infection
patient safety
incidents and the
percentage that
resulted in severe
harm or death)
Never events
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Glossary
Acronym

CCG

Meaning
Assess Risk, Skin assessment and skin care, Surface selection and use, Keep patients moving,
Incontinence assessment and care, Nutrition and hydration assessment/support, Giving information
Clinical Commissioning Group

C-DIFF

Clostridium difficile

CNST

Clinical Negligence Scheme for Trusts

CO
CQC
CQUIN

Carbon monoxide
Care Quality Commission
Commissioning for Quality and Innovation

ASSKING

DATIX

CRASH Bundle C= call bell, R= Review medication, A= Appropriate equipment, S = shoes
(appropriate footwear), H= Hypotension (postural)
National Risk Management and reporting system

DQ

Data Quality

E. coli
ED

Escherichia coli
Emergency Department

EOLC

End of Life Care

FFT

Friends and Family Test

FGR

Fetal growth restriction

GRAM
HSMR

Gram-negative bloodstream infections
Hospital Standardised Mortality Ratio

IPC

Infection Prevention and Control

KPI
LeDER

Key Performance Indicator
Learning Disabilities Mortality Review Programme

MRSA

Methicillin-Resistant Staphylococcus Aureus

NCAA
NELA

National Cardiac Arrest Audit
National Emergency Laparotomy Audit

NHS

National Health Service

NHSI
NIHR

National Health Service Improvement
National Institute for Health Research

NRLS

National Reporting and Learning System

PALS

Patient Advice and Liaison Service

PAS

Patient Administration System

PHSO

Parliamentary and Health Service Ombudsman

PPE
PROM

Personal Protective Equipment
Patient Reported Outcome Measures

PST

Patient Safety Team

QIP

Quality improvement project

RADG
RTT

Resuscitation and Acute Deterioration Group
Referred to Treatment

SATOD
SHMI

Smoking at time of delivery
Summary Hospital Level Mortality Indicator

SJR

Structured Judgement Review

StEIS

Strategic Executive Information System

SUS

Secondary Uses service

UTI

Urinary tract infection

VTE

Venous thromboembolism

CRASH

Appendix:
Organisations are required under the Health Act 2009 and subsequent Health and Social Care
Act 2012 to produce Quality Accounts if they deliver services under an NHS Standard Contract,
have staff numbers over 50 and NHS income greater than £130k per annum.
However, following updated guidelines published by NHSE, certain exceptions/changes have
been made for 2021-22. These are
•

NHS foundation trusts are no longer required to produce a Quality Report as part of their
Annual Report. NHS foundation trusts will continue to produce a separate Quality
Account for 2021-22.

•

There is no national requirement for NHS trusts or NHS foundation trusts to obtain
external auditor assurance on the quality account or quality report, with the latter no
longer prepared. Any NHS trust or NHS foundation trust may choose to locally
commission assurance over the quality account and this is a matter for local discussion
between the Trust (or governors for an NHS foundation trust) and its auditor. For quality
accounts, approval from within the Trust’s own governance procedures is sufficient.

•

The publication process has been amended for this year, and Integrated Care Boards
(ICBs) will assume Clinical Commissioning Group (CCG) responsibilities for the review
and scrutiny of Quality Accounts (subject to the Health and Care Bill receiving Royal
Assent). However, where this function has not transferred from CCGs to ICBs, CCGs
must continue to undertake the review it for the 2021-22 reporting cycle.

Publishing requirements for the Trust’s Quality account have also changes and all Trusts are
no longer required to upload a copy of their quality accounts onto the NHS.uk website rather,
Trusts are to ensure that their quality accounts are published on an appropriate page on its
website (which is clearly visible and easily accessed by members of the public). A copy of the
website link is required to be sent through to quality-accounts@nhs.net for all NHS providers.
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