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About the Quality Report
As an NHS health care provider we are required to produce an Annual Account to describe the
quality of services we deliver to our patients (as part of our Annual Report). Foundation trusts
must also publish quality accounts each year, as required by the Health Act 2009, and in the
terms set out in the National Health Service (Quality Accounts) Regulations 2010.
The Quality Account incorporates all the requirements of the Quality Accounts Regulations as
well as those of NHS Improvement’s (NHS Improvement) additional reporting requirements. The
purpose of the Account is to:
•

promote quality improvement across the NHS

•

increase public accountability

•

allow the Trust to review its services

•

demonstrate what improvements are planned by the Trust

•

respond and involve external stakeholders’ feedback including patients and the public

The Trust’s Quality Account helps to improve public accountability for the quality of care they
provide and is a key mechanism to provide demonstrable evidence of measures undertaken in
improving the quality of the Trust’s services.
The Quality Account also describes the organisation’s quality priorities and aims for the coming
year.
Our Quality Priorities for 2019/20 were set in consultation with a variety of stakeholders from
patients, staff, governors and members of the wider community of Medway and Swale. They
form the core component of our Quality Strategy led by the Chief Nurse as the Executive Director
for quality.

91

QUALITY REPORT

Part 1: Statement on quality from the chief executive
So much has happened at Medway in the past 12 months; it really has been a year of contrasts.
While few people could have predicted 2020 being dominated by the worldwide coronavirus
pandemic, we must not allow the enormity of the situation overshadow what we have achieved.
This Quality Account provides an opportunity to celebrate what we did well, acknowledge where
we need to do better, and plan for the future.
Over the past year a lot has happened that we can be proud of. Phase two of the redevelopment
of our Emergency Department was completed last year, and in December we were delighted to
welcome HRH The Princess Royal on a visit. On the same day our royal visitor also toured our
maternity department and met midwives who had won the coveted Midwifery Services of the
Year at the Royal College of Midwives Awards.
Last year we also opened our Same Day Emergency Care centre to improve the experience of
patients needing care in an emergency by reducing waiting times and the number of people
needing to be admitted to the hospital. This all helps with the flow of patients through the
hospital.
Meanwhile our prehabilitation service, which has been widely praised, has helped improve the
fitness levels of many people in advance of surgery – a big benefit in terms of recovery from an
operation. This is another example of patient-centred developments aimed at improving the
quality of care and experience for our patients.
The prehabilitation service was among those highlighted in our Care Quality Commission report,
published on 30 April. In the report there was acknowledgement for a number of areas of
excellence, and we were very proud that our critical service was rated Outstanding. We were
also pleased that the rating for our End of Life care was raised to Good.
The report followed the CQC’s inspection of core services in December, along with two
unannounced inspections, the Use of Resources visit, and Well-Led review. In the period
between the visit and the publication of the report a number of improvements had already been
implemented, some results from initial feedback, and some in the weeks following the inspection.
An action plan has been developed to address areas of concern, including areas where we were
disappointed to see our ratings drop, namely Medical Care (including Older People’s Care), and
Well-Led, which were both rated Inadequate. We acknowledged that we needed to do better in
these areas, and quickly set about working with staff to make the required improvements, such
as enhancing our processes for risk management, clinical effectiveness, and infection prevention
and control, to ensure patients really do receive the Best of Care from the Best of People.
Our commitment to this is contained within our organisational values, aims and objectives which
remain unchanged. The strategic priorities within the Quality Strategy aim to provide consistent
high quality care. The emphasis is on continuously improving the safety, quality and experience
of care and ensuring that the care patients receive is evidence based and reliable.
During the coronavirus epidemic we have seen staff rise to an unexpected and incredibly difficult
challenge and I have been so impressed with the clinical leadership, commitment and dedication
we have seen from all our staff, not just those on the frontline but also in support roles. We have
seen the most compassionate care for the most sick, and for those who sadly lost their lives to
COVID-19.
As we look ahead to a ‘new normal’ once the pandemic has eased, I know that spirit will continue
to help us deliver that same high quality, compassionate care as we strive to meet our
constitutional standards consistently throughout the hospital.
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We will continue to encourage an open and transparent reporting culture where members of staff
are encouraged to raise concerns and report incidents. Here we will focus on providing timely
feedback to ensure we achieve our aim of becoming a listening, learning and improvement driven
hospital that is clinically led.
Keeping patients safe and listening to them and their families is at the heart of everything we do
at Medway and we will continue to focus our efforts on ensuring patients have the best
experiences of care, responding to feedback from patients and involving our patients in improving
the care they receive.

James Devine
Chief Executive
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Part 2: Priorities for improvement and statements of
assurance from the board
A Quality Account is an annual report to the public about the quality of the services our Trust
delivers. The Health Act 2009 requires all providers of NHS services in England to produce a
Quality Account to provide information about the quality of those services. The aim of the Quality
Account is to enhance the Trust’s accountability to the public and its commissioners (purchasers
of healthcare) on both the achievements made to improving 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.
The launch of the implementation of Medway NHS Foundation Trust’s Quality Strategy took
place in October 2019, where we celebrated the successes and achievements to date and set
out the priorities and goals for providing high-quality care over the next three years. The quality
strategy is aimed at providing consistent high quality care with the emphasis on continuously
improving the safety, quality and experience of care and ensuring that the care patients receive is
evidence based and reliable.
Medway is committed to embedding an open and transparent culture; one in which staff
members and volunteers feel empowered to raise concerns, with the confidence that these
concerns will be acted upon and without fear of detriment for speaking up. This includes the
appropriate structure and process that supports speaking up and ensuring that all staff members
demonstrate the values and behaviours required to deliver this in practice. In order to support
speaking up, the Trust implemented a new Freedom to Speak Up strategy in January 2019 in
addition to the policy and procedure; this was to instil a culture where staff and volunteers feel
safe and supported to raise concerns, to enable to our leaders to be responsive and act on them
and for the organisation to learn from concerns. During 2018/19, the Trust appointed a
substantive lead guardian to continue the work to embed an open and transparent culture to
raising concerns.
The Trust’s Quality Strategy is aligned to our fifth strategic objective aimed at delivering High
Quality Care that is safe effective and person centred. Therefore, the Quality Priorities for
2020/21 seek to continue and build upon this earlier work. Delivering our priorities across all
three domains will enable us to demonstrate that we provide safe and effective care for all of our
patients and a positive patient experience for them and for their families.

Delivering consistent high quality care will be the priority of all staff

Safe
We will learn when things
go wrong and reduce the
incidence of hospital
acquired harm

Effective
We will ensure that the
right patient is in the right
place receiving the best of
care and that their care is
safely transferred between
care settings

Person Centred
Patients, carers and
families will be listened to
and supported to meet
their needs
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2.1 Quality Priorities for Improvement 2020-21
The Trust will ensure that the quality improvement priorities identified for 2020-21 will continue as
outlined in the Trust’s Quality Strategy 2019/22 to ensure focused delivery and build on the
achievements and work to date.
In preparation for this report and in order to engage with our stakeholders, consultations took
place with governors, staff and patient group representatives, with a presentation of quality
priorities delivered to our members.
The priorities reflect the ambition contained within our Corporate Objectives and fall into the
Domains of Safe, Effective and Person Centred Care.
To date we have achieved the following measurable quality improvements in 2019-20:
•

Falls- the Trust achieved a 12 per cent reduction in number of falls with resulting in harm

•

Pressure Damage- the Trust achieved a 40% reduction in category 3 pressure ulcers
and a 60 per cent reduction in category 4

•

Hospital Acquired Infections and Prescribing and Management of Antibiotics- We
achieved the target for Clostridium Difficile with 32 cases, against a national target of 43

•

Saving Babies Lives Care Bundle - The CNST Incentive scheme year 2, all 10 safety
actions were met and a 10 per cent CNST premium received

•

Transfer of Care- there was an 80 per cent reduction in avoidable cardiac arrest calls
resulting in fewer transfers to the Intensive Care Unit. The National Cardiac Arrest Audit
(NCAA) showed the Trust is now below the national average for the number of hospital
cardiac arrests

•

In-patient Sepsis Management- 100 per cent compliance with the Sepsis 6 care bundle

Significant improvements were achieved in making patient care safer, reducing harm to patients,
improving the reliability of key processes recognised to impact on the outcomes and reliably
implement evidence based interventions.
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Quality Priorities 2020-21

SAFE

• Improve Infection
Control (MRSA,
CDIF, GRAM
neg blood
stream)
• Falls
management
and reduction
• Pressure
damage
reduction
• Saving babies
lives care bundle
• National
Maternity
incentive
scheme

Effective

• Transfer of Care
• In-patient
Sepsis
Management
• Prescribing and
Management of
Antibiotics
• Right and
Proper Nutrition
and Hydration
• Seven day
services
• Unwell patient
management

Person
Centred

• Proactive
Dementia
Management
and Consistent
Delirium
• Embed the
Learning
disability
improvement
standards
• Mixed Sex
Accommodation
breach
reduction

CQUIN

• Alcohol
screening &
advice
• Tobacco
screening &
advice
• Antimicrobial
• Staff flu
vaccination
• Falls prevention
• Same Day
Emergency
Care (SDEC)

Statements of assurance from the board
Review of Services
During 2019/20 the Medway NHS Foundation Trust provided and/or sub-contracted 50 relevant
health services.
The 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 2019/20 represents 100 per
cent of the total income generated from the provision of relevant health services by Medway NHS
Foundation Trust for 2019/20.

Participation in Clinical Audits 2019/20
During 2019/20, 52 national clinical audits and six national confidential enquiries covered
relevant health services that Medway NHS Foundation Trust provides.
During that period, Medway NHS Foundation Trust participated in 94 per cent of the national
clinical audits and 100 percent of the national confidential enquires for which it was eligible.
The national clinical audits and national confidential enquiries that Medway NHS Foundation
Trust participated in, and for which data collection was completed during 2019-20, are listed
below alongside the percentage number of cases submitted to each audit or enquiry.

96

QUALITY REPORT

Audit Title

Participation

Percentage of required
number of cases
submitted

Adult Community Acquired Pneumonia

N

N/A
No data collected in 2019

BAUS Urology Audit - Cystectomy

Y

100%

BAUS Urology Audit – Nephrectomy

Y

100%

BAUS Urology Audit – Radical Prostatectomy

Y

100%

Cardiac Rhythm Management (CRM)

Y

100%

Case Mix Programme (CMP)

Y

100%

Elective Surgery (National PROMs Programme)

Y

100%

National Audit of Inpatient - Falls to fracture

Y

100%

National Audit of Inpatient - National Hip Fracture
Database

Y

100%

National Audit of Inpatient - Fracture Liaison Service
Database

Y

100%

Inflammatory Bowel Disease Registry

N

N/A

Care of Children (Care in Emergency Departments)
(RCEM)

Y

100%

Learning Disability Mortality Review Programme
(LeDeR)

Y

100%

Y

76%

Mandatory Surveillance of Bloodstream Infections
and Clostridium Difficile Infection – MRSA

Y

Figure not available
currently collecting data

Mandatory Surveillance of Bloodstream Infections
and Clostridium Difficile Infection - C-Diff

Y

Figure not available
currently collecting data

Y

Figure not available –
currently collecting data

National Asthma and COPD Audit Programme - COPD
Secondary Care Audit

Y

100% (to date, Q4 data
collection suspended)

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

Y

100% (to date, Q4 data
collection suspended)

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

Y

100%

National Audit of Percutaneous Coronary
Interventions (PCI) – Angiograms

Y

100%

National Audit of Percutaneous Coronary
Interventions (PCI) – Angioplasty

Y

100%

Major Trauma Audit

Myocardial Ischaemia National Audit Project (MINAP)
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Audit Title

Participation

Percentage of required
number of cases
submitted

National Audit of Percutaneous Coronary
Interventions (PCI) - Primary PCI

Y

100%

National Audit of Seizures and Epilepsies in Children
and Young People

Y

Figure not available at this
time

National Bowel Cancer Audit (NBOCA)

Y

100%

National Cardiac Arrest Audit (NCAA)

Y

100%

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

Y

100% (to date, data
collection suspended)

National 2019 Re-audit of the medical use of blood

Y

100%

National Diabetes Audit - Adults National Diabetes

Y

100%

National Diabetes Audit - Inpatient Audit

Y

N/A – Organisational
questionnaire only

National Diabetes Foot Care Audit

Y

100%

National Emergency Laparotomy Audit (NELA)

Y

100%

Perioperative Quality Improvement Programme (PQIP)

Y

100%

National Heart Failure Audit

Y

100%

National Joint Registry (NJR)

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 Prostate Cancer Audit

Y

100%

National Vascular Registry

Y

100%

Non-Invasive Ventilation - Adults

Y

100%

Paediatric Intensive Care (PICANet)

N

N/A

Reducing the impact of serious infections
Antimicrobial Resistance

Y

100%

Reducing the impact of serious infections Sepsis

Y

100%
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Audit Title

Participation

Percentage of required
number of cases
submitted

Sentinel Stroke National Audit programme (SSNAP)

Y

100%

Serious Hazards of Transfusion (SHOT): UK National
Haemovigilance

Y

100%

Seven Day Hospital Services NHS England

Y

100%

Surgical Site Infection Surveillance Service

Y

100%

Assessing Cognitive Impairment in Older People /
Care in Emergency Departments (RCEM)

Y

100%

Mental Health (Care in Emergency Departments)
(RCEM)

Y

100%

National Cancer Patient Experience Survey 2019

Y

100%

National Confidential Enquiry into Patient Outcome
and Death (NCEPOD)

Participation

Percentage of required
number of cases
submitted

Pulmonary Embolism

Y

100%

Acute Bowel Obstruction

Y

100%

Long Term Ventilation

Y

100%

Out of Hospital Cardiac Arrest

Y

100%

Dysphagia in Parkinson’s Disease

Y

50%
(study still open)

Physical Healthcare in Mental Health Hospitals

Y

N/A

The reports of 29 national clinical audits were reviewed by Medway NHS Foundation Trust in
2018/19 and the Trust intends to take the following actions to improve the quality of healthcare
provided.
Audit Title
1.

National Hip Fracture
Database (NHFD)

2.

National Audit of
Dementia – Round 4 Audit
Report

Actions
•
•
•
•
•
•
•

Timely surgery within 36 hours
Early admission to orthopaedic wards from ED
Timely orthogeriatric review
Nutritional and bone health assessment
Early post op mobilisation by physiotherapy
The Trust has robust training for Dementia and Delirium,
which is not mandatory, review the need to make the
training mandatory
Ongoing support and education to be provided to ensure
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Audit Title

Actions
•
•

•

3.

National Vascular Registry

•
•

4.

National Neonatal Audit
Programme

•

5.

National Emergency
Laparotomy Audit 2018

•

6.

National Early
Inflammatory Arthritis
Audit,

•
•

•

consistent implementation of the 4AT on admission.
The Dementia and Delirium Team to launch standards
based on the pneumonic I-SMILE.
I-SMILE standards and competencies includes ‘E’ for
eating and drinking. The catering manager is
reconsidering what is provided including coloured plates
and adapted cutlery.
Patient Electronic Discharge Notifications include a
section for reporting on cognitive scores and/or 4AT
delirium screening score, free text for describing
symptoms and interventions whilst in hospital and
recommendations for the GP including, ongoing
monitoring, referral to memory clinic and referral for care
support
Hot Carotid Clinical has been introduced daily to expedite
treatment
2New aneurysm pathway across Kent & Medway to have
one unified pathway delivered in East Kent is being
implemented
NNAP outlier letter – actions taken to make
improvements include:
o Revamp the audit team
o Nursing staff to participate in the badger data
capture and the NNAP Audit
o monthly badger team meeting to address badger
related issues
• Explore the options of upgrading to badger EPR
Outlier for the National Emergency Laparotomy Audit
2018, risk-adjusted 30 day mortality, 1 December 2017 to
30 November 2018 actions taken to make improvements
to the following issues:
o Improving Outcomes and reducing complications
o Ensuring accurate assessment, documentation
and communication risk assessment for all
patients
o Delivering care within agreed timelines for all
patients
o Enabling consultant input in the perioperative
period for all high-risk patients
o Effective multidisciplinary working; Radiology,
ICU, Geriatrics
Supporting Quality Improvement
Outlier for the 2019 National Early Inflammatory Arthritis
Audit proportion of patients, with their first review within
three weeks of referral, 8 May 2018 to 7 May 2019.
actions taken to make improvements include:
Submit the Medway Early Inflammatory (Me-In)

Local Audits
During the same period, Medway NHS Foundation Trust staff successfully completed 149 local
clinical audits of the 254 due to be completed, 82 produced action plans. The remaining audits
are at various stages of completeness and will be monitored through to completion.
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The Trust undertook 254 local audits in the 2019/20.
The reports of 82 local audits were reviewed by Medway NHS Foundation Trust during 2019/20
the Trust intends to take the following actions to improve the quality of the healthcare provided.

Audit Title and Actions
1819.033N - New diagnosis of tuberculosis in the paediatric population
• Formulate algorithm for sampling/investigation of all TB
• Formulate guidelines for local use based on BTS and ATS advice for NTM
lymphadenitis and pulmonary disease.
1819.036N - Measuring implementation guidelines in physiotherapy patients with COPD
• Develop and undertake patient survey reference patient experience and management
of COPD in acute setting, and to assess if patients would attend gym session if
available.
• Develop gym sessions to incorporate patient education and self-management of
COPD.
• Review staffing levels to support the gym sessions
• Present audit results to the wider team about good practice in COPD management
highlighting the need for clear documentation.
1819.037N - Bullous Pemphigoid Audit
• Standardised dataset for patient presenting with clinical diagnosis of bullous
pemphigoid.
• Technical aspects of audit standards to be changed to ensure standards reflect
relevant data and care for the different points in patient pathway.
• Consider the inclusion of topical treatment and categorisation of these in future audits.
1819.070N - Door to Needle Time in Acute Ischaemic Stroke.
• Incorporate stroke and Thrombolysis teaching in FY1, FY2, CT and GP teaching
programme.
• Update the current stroke proforma to include initial assessment at A&E, also include
symptom onset time, symptoms to needle time and also include a section to document
the reasons for delays.
• Print the dosage protocol of tPA on proforma, dispensing information and
administration instructions with the help of stroke pharmacist, to ensure correct dosage
of tPA on stroke proforma.
1819.094N - Incidence and management of new onset atrial fibrillation in patients
admitted to intensive care
• Develop and implement a flowchart.
1819.099N - Therapeutic hypothermia after cardiac arrest
• Update trust cooling policy.
1819.108N - Audit on fluoride varnish application in cleft lip and palate patients
• Oral health nurse to leave aside specific diary time for cleft patients.
1819.109N - To assess the status of VTE assessment and prescription for patients
admitted under urology and general surgery
• VTE champion of each team will lead staff in the implementation of VTE assessment
and bleeding assessment
• Re-audit to assess the impact of these implementations
1819.111N - CT Image Quality
• Service Lead to share findings of the report with staff at huddle/big four and Q-pulse
distribution of report
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Audit Title and Actions
1819.114N - Management of follow-up from Pulmonary Embolism
• Develop a proforma for suspected PE management.
1819.117N - A retrospective review of Dietetic Input to oncology patient’s between
August 2016 and 2018
• Ensure GDU staff are aware of appropriate first line oral nutritional supplements in
community settings.
• Ensure oncology ward staff are aware of nutritional interventions they can implement
prior to dietetic assessment.
• Present at the haematology/oncology study day for new to chemotherapy nursing staff.
• Ensure that patients are seen face to face on GDU as a 1st line measure over phone
reviews
• Review and plan caseloads to ensure that GDU gets cover.
1819.124P - Head injury in adults (RCEM)
• Create an appropriate and inclusive proforma is available for junior doctors and ENPs
to use.
• Review and plan for ENPs to manage head injuries
1819.138N - Monitoring post LSCS patients in recovery and ward
• Work with other teams to achieve target 100% of monitoring in ward.
• Discuss with the Lead Obstetrician about improving staffing level.
• Discussions with other teams, agree changes, implement and re-audit.
1819.159N - Spontaneous Pneumothorax in Adults
• Ensure junior doctors are aware of the RCEM guidelines
• Junior doctors to document follow up/gauge for drain and advice on discharge
summaries and notes.
1819.160N - Investigation & management of Syncope
• Screen ED Symphony software and EDNs for re-attendances, to follow up high-risk
patients for 6 months after the initial presentation
• Present at Grand-Round to inform ED and Acute Medicine clinicians of audit results
• Re-design ED Syncope proforma to Improve rate of Cardiology referrals for high-risk
patients
1819.163N - Analgesia for Breast Oncology Surgery
• Training for trainees and senior colleagues who undertake breast lists on at least one of
the regional anaesthesia techniques for breast surgery
• Regional anaesthesia should be offered and discussed to patients undergoing breast
surgery if appropriate.
• Present findings of audit at surgical meeting.
1819.167N - Management of pregnancy of unknown location (PUL) in Medway Maritime
Hospital
• Email to senior and junior doctors reminding adherence to local protocol for patients
with a drop in serum beta hCG > 50%.
1819.174N - Neonatology appropriateness of ward attended referral
• Midwives to weigh babies on day 3 of life and put in place feeding plan if weight loss
already >7 per cent and to check TCB; If just weight loss/feeding: admitted to postnatal
ward for feeding support
1819.177N - The impact of a personalized diabetes record card on clinical outcomes of
patients with diabetes mellitus
• Ensure patients are well educated on how to use of the diabetes record card and be
made available to them during each clinic visit.
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Audit Title and Actions
•

To do a reassessment of sustained positive clinical improvements in glycaemic control
and other clinical parameters of patients using the diabetes record card in one year
time.

1819.178N - Communication of patient diagnostic test results on discharge from GEC
• Initiate an investigation folder in GEC to file all investigations ordered, results to be
chased up on daily bases.
• Results to be communicated to patients by phone if abnormal with a clear management
plan as well as updating eDN.
• Normal results to be updated on the eDN and sent to the patient by post
1819.189N - Investigation & Management of Headache in AEC
• Regular teaching and senior oversight to increase adherence of the use of headache
pathway in AEC in all referred cases.
• Good quality Ophthalmoscope required to provide proper neurological examination
• Ensure request for neuroimaging if suggested by pathway after senior review, if
imaging required contrary to the pathway, reasons needs to be clearly documented.
• Combined yearly audit with radiology department.
1819.193N - Management of ectopic pregnancies in 2018 in MMH against NICE and
RCOG GTG (re audit)
• Add a tick box to the GEC proforma to remind clinicians to have this discussion.
• Provide a leaflet with support group information.
• If patient haemodynamically stable, liaise with consultant on-call if waiting till morning is
feasible.
• Junior registrars should alternate number of obstetric on-calls with gynae to improve
their personal training opportunities, this needs to be communicated with the rota coordinator.
• Improve the quality of the probe/scanning machine.
1819.196N - Lumbar Puncture efficiency
• Form to be updated to include section for pregnancy test; form to include pregnancy
test label to assist theatre staff.
1819.199N - Improving the update of the clinical frailty scale in inpatients
• Present audit finding at the department meeting to highlight expected initial triage,
initiate education to highlight the importance of accurate triage
1819.204N - Skin irritation in extreme preterm neonates (topical antibiotics & preterm
skin)
• 0.05 per cent Chlorhexidine to be used for skin cleansing in all neonates ≤ 25 weeks
• 2 per cent Chlorhexidine+ 70 per cent Isopropyl Alcohol to be used cautiously in
neonates ≤ 30 weeks
• Skin assessment to be done and documented prior to and up to 72 hours after skin
antiseptic use
• Skin assessment form to be linked to Saving lives form
1819.205N - Neonatal units workforce
• Continue to assess the impact of nurse only second team at weekends.
1819.208N - Quality of teaching on consultant led ward rounds at MMH
• Present at junior doctors teaching (F1, F2, GP) and grand round to raise awareness
amongst junior and senior doctors about the importance of teaching on ward rounds to
ensure that more can be made of this opportunity.
• Design and display a poster about our findings, highlighting the importance of teaching
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Audit Title and Actions
1819.214N - Rates of TSH suppression in patients with thyroid cancer
• All clinicians to document, at least once, of the target TSH level for patients in their
clinic letters and/or MDT summary
1819.216N - Identity of healthcare professionals who report imaging investigations
• A temporary solution is to add these data inside the body of the reports and this can be
done manually, the PACS admin will try to add short cuts to save time.
• Discuss these standard in the new RIS contract at the next consultant meeting
1819.222N - CABSI Care Bundle (2018)
• To take out the UAC/UVC ASAP
• Early insertion of long line
• Recommendation of changing the sticker to reflect the current unit disinfection
guideline.
• Regular teaching and training sessions
1819.223N - Trauma X-rays of the ankle – Do they meet our guidelines?
• Educate clinicians on the Ottowa ankle rules, develop posters to be placed around ED
minors department, and raise the importance of quality of information
1819.228N - Orthopaedic Surgery Consent form Completion and legibility
• Staff to be e-mailed the online links to National Guidelines to consent, as well as an
online guide for individual risks of different Orthopaedic surgical procedures
1819.229N - Biosimilar switch in Rheumatology patients
• Undertake further switch of patients from Darent Valley Hospital Cohort Additional
switch clinics with CIP savings ring fenced for employing rheumatology pharmacist and
band 2 admin staff.
1819.230P - LocSSIP (2018 data)
• Feedback to nursing staff that if an NGT is inserted that it must be ratified by a
consultant and marked on the LocSSIP.
1819.232N - Reducing the incidence of major post partum haemorrhage following
vaginal delivery
• PPH Plan formulated and disseminated to Staff by email and poster on labour ward
◦ Local agreement and inclusion in the PPH policy
◦ Increase awareness of the use of Syntometrine in the prophylaxis against PPH in
high risk cases
◦ Treatment of antenatal anaemia
1819.236N - MRI TRUS biopsy
• MRI to be discussed in MDM.
1819.238N - Improving the Surgical Weekend Handover
• Ensure a thorough explanation of how to use the list system is included in the surgical
junior doctor induction at the start of each rotation.
1819.239N - Review of A&E referrals to PAU
• Integrated clerking proforma, ensure these are made available in the ED department
• Paediatric SpR and ED doctors to be informed of change: ED may request for
Paediatric SpR to review a patient in ED if there is query regarding:
◦ discharge/admission.
◦ uncertainty for 16-18 year old patients suitability for paediatrics, advised can be
sought from paediatric SpR and if need be consultant-consultant referrals
• Review of recruiting adequately paediatric experienced doctors to ensure that juniors
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Audit Title and Actions
are supported and avoiding unnecessary referrals to PAU, with clear decisions being
made in ED
1819.243N - Cardiac admissions, and outcomes to the neonatal unit
• Continue individual perinatal management planning and sharing agreed plan to whole
team managing the pregnancy and subsequent neonate
• Regular multidisciplinary feedback sessions, quarterly
• Real-time image discussions with cardiology centre
1819.252N - Keats Incomplete EDNs
• Ensure existing staff are aware of patient safety risks associated with incomplete eDN
e.g. access to PMH and DH in patients with cognitive impairment
◦ Design a poster to affix in Dr’s offices across wards/departments/mess
◦ Encourage ward manager/clerk to highlight incomplete eDNs to ward doctors on a
weekly basis as to prevent a backlog.
◦ Ward clerks to attend Monday board round to provide Drs with a list of outstanding
eDNs
◦ Short presentation regarding audit results and importance of completing eDN’s at
the end of cohort and departmental teaching
◦ Edit e-learning module on EDN system to highlight the importance of completing
EDNS and how to fill in death notifications
1819.254N - Amendments on Drug Charts – Are they clear? And is it a problem? – An
audit of practice and QI project at Medway Hospital
• Ensure that the medical departments in the hospital are aware of this problem and the
possible risks of patient safety regarding drug amendment
◦ Design a poster highlighting where to add further information in regards to drug
amendments, to reduce the
◦ Raise awareness of the problem by presenting at teaching sessions
1819.257N - Improving the quality of documentation for patients presenting with Cauda
Equina Syndrome (CES)
• Make printed copies of proformas readily available in orthopaedic area, doctor's office,
ED and make proforma available to access on intranet.
• Encourage staff to regularly use the proforma
1819.258N - Health and well-being of Doctors
• Ensure all doctors joining the trust are aware of the flowchart, all new doctors to be
made aware how to access the link to the flowchart via the Intranet
• Recirculate the flowchart again to all doctors, to improve mental health support
awareness in all doctors at Medway Maritime Hospital from current awareness by 50
per cent.
• To present findings to key staff such as the Deputy Director of HR and OD and at
Medilead, add the flowchart to the Doctor’s Toolbox
1819.262N - Analysis of delayed discharge of urological patients
• Discharge checklist to be used and placed at the patient’s folder to guide discharge
planning, for the early identification of patients with potential complex discharge needs
• To present findings and recommendations in urology department meeting or external
meeting to re-emphasised the importance of completing discharge paperwork at later
stage
1819.263N - Analysis of coding with implementation of improvement strategies for
arthroscopic subacromial decompressions
• Introduce an interactive template for use by surgeons to improve communication
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Audit Title and Actions
between surgeons and coders.
1819.264N - Acute Kidney Injury Management Compliance
• AKI Patient Leaflet, to be designed and disseminated to wards for distribution to
patients, and update AKI Trust Policy & Guidelines
• Publicise the usage of AKI Bundle document in patient notes, on Trust Website.
• Acute Response Team to ensure training programme lectures for regular teaching of
FY & CMT trainee doctors and ward Staff.
• Display AKI Posters in various wards and other areas of the hospital.
1920.003N - Term admission with Suspected Sepsis
• Assess the number of Lumbar puncture performed
• Assess number of confirmed meningitis amongst the babies screened
1920.004N - Induction of Labour
• Staff to be informed that
◦ all women should receive their first internal examination within 90 minutes of
admission to the ward
◦ all women should have their membranes ruptured on Pearl ward prior to transfer to
the delivery suite, induction midwife to examine to provide continuity
◦ a repeat CTG following ARM can be completed on ward or delivery suite.
◦ induction midwives to monitor entries to the Induction of Labour diary.
◦ All other staff to complete Induction of Labour request forms
◦ reasons for delay in commencing Syntocinon documented in the notes.
• Introduce a sweep clinic for women receiving a PIC scan
1920.005N - Anaesthesia Patient Satisfaction Survey
• Feed back to POCU and Sunderland with results of audit.
◦ Investigate discharge follow-up: what number do the patients call and who do they
speak to?
1920.006N - Role of Radiologic imaging in the long term follow up of Non muscle
invasive bladder cancer receiving BCG
• Keep investogram for high risk bladder cancer patients to perform a CT in patients with
treatment failure or multiple recurrences
1920.009N – Medically Fit For Discharge (MFFD)
• Circulation of data and team awareness
• Staff to think about the pneumonic of MFFD whenever MFFD is written
1920.012N - Swab counts within the delivery room
• Update Perineal Repair policy
• Monitor staff compliance, undertake spot checks
• Add to handover board for all staff
• Add to twice daily audit form for information across the unit.
• Add to Fridays News
1920.015N - Improving the Management of Hyponatraemia in the Neonatal Intensive
Care Unit
• Update fluid & electrolyte guidelines
• Incorporate management of neonatal hyponatraemia into the teaching schedule
1920.021N - AEC annual turnover report and compliance to national guidelines
• Organise regular meetings between senior staff of Ambulatory clinic , ED and Local
GPs
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Audit Title and Actions
•
•

Staff training across the local healthcare system (ED-GPs, Speciality clinics) to ensure
appropriate patients are streamed to ambulatory care
Assess the reason for high percentage of follow-up patients

1920.030N - CEPOD Documentation (theatre documentation)
• Use of theatre board to be discussed at non clinician theatres audit meeting.
• Theatre board to be used before each day of operating
• At team brief all staff names to be checked audibly and entered into logbook
appropriately
• Documentation on safer sleep system by anaesthetists to be discussed at anaesthetic
audit meeting
1920.035N - Electronic referral guide for GPs
• Circulate and make available the guide so that new trainees can use it to help make
their referrals
1920.038N - Surveillance of non-muscle invasive bladder cancer patients
• Print out the guidelines and keep them on the notice board in cystoscopy
• All doctors performing cystoscopy to mention the recommendation they are following
• To keep separate sessions of bladder NMIBC surveillance cystoscopies; All doctors to
fill online and printed versions of outcome for all cystoscopies
• To refer all cases from Cystoscopy when the follow up cystoscopy guidelines are not
clear, like Intermediate grade in EUA
1920.039N - Documentation review of post-take ward round of patients in Orthopaedic
• Intervention of two teachings for all SHO on clinical documentation.
1920.040N - Increase BCG referral by doctors in eligible newborn in neonatal unit (in
Medway Maritime Hospital, MMH) to 99 per cent in 2-months (Jun 2019- July 2019)
• Included ethnic origin of grandparents to parenteral questionnaire
• BCG eligibility tick box on yellow card
1920.042N - Are the adult only wards adhering to the Standard Operating Procedure for
Protected Mealtimes for Patients?
• To create an awareness for protected mealtimes to patients and staff
◦ For Dietetic Assistants to create a ‘Protected Mealtime’ timing sheet, clear and
easily recognisable to staff and patients
◦ For each Dietetic Assistant to be allocated a ward/zone and to distribute
◦ On distribution, to inform the nurse in charge to agree on time appropriate and
suitable for protected mealtime.
◦ For Dietetic Assistants to receive feedback on agreed time
• Ensure management structure is maintained within protected mealtime time frame for
full nutritional intake
◦ Nurse in charge to allocate lead CSW or Ward hostess to manage protected
mealtimes on shift rotation per day
◦ Lead CSW or Ward Hostess to keep log diary of management and compliance
compared to procedure and policy for protected mealtime
◦ For handover to nurse in charge at end of day
◦ Nurse in charge to keep log diary of any interruptions which may occur during the
day and to reschedule unless a medical emergency per day
1920.047N - AEC In Patients and Healthcare Professionals’ Eye
• Design a patient information leaflet, to improve patient’s understanding about the SDEC
service.
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Audit Title and Actions
•

Arrange junior training with post graduate induction team.

1920.052N - Incidence of chronic pain in breast surgery patients
• Implement Transitional Pain Service (TPS) in the long term.
• To widen the service evaluation into a research project
1920.053N - Monitoring Rheumatology helpline service
• Re-design the helpline leaflet to segregate appointment/ infusion rescheduling
• Other medical queries to be answered by the helpline service
1920.055N - Appropriateness of MRI IAM referrals for investigation of Tinnitus
• CT to be performed for pulsatile tinnitus
• MRI to be performed for non-pulsatile tinnitus
• Algorithm displayed in duty rad and vetting radiographer’s office.
• A global copy sent to referring clinical team
1920.057N - Inpatient Neurology Services at MMH
• Improve staff strength, design and implement pathway for inpatient neurology services
and prompt inpatient review
1920.062N - Review of Clinical Evaluation with patient notes
• Initiate regular review of notes needs to be carried out, audit leads to be informed that
their areas should be completing these audits
• Liaise with Medical Physics for IR(ME)R presentation to share results from this audit
and previous ones with all clinical audit leads/teams
1920.064N - Improving the Efficiency of Group and Save Tests for Inpatient
Haematology Patients
• Move from taking Group and Save samples three times a week on Mondays,
Wednesdays and Fridays to twice a week on Mondays and Thursdays
• Inform Junior doctors, nurses and phlebotomists of the change in process
1920.067N - Weaning of Vapotherm in Panda Critical Care Unit
• Weaning guidelines to be placed in nursing folders of every patient on Vapotherm
1920.072N - Analysis of documentation on ED clerking proforma
• Create awareness of documentation issue
◦ Present results a local ED meeting
◦ Education of the issue at a local induction meeting
◦ More prominent clocks with date on them
• Assess feasibility of electronic documentation to solve time and date issue
◦ Informal discussion with local lead
1920.074N - Incomplete EDN’s for Deceased Patients
• To educate new and old doctors regarding the financial and ethical importance of
completing EDNs
• To keep EDN reminder signs in the patient affairs office to remind doctors to complete
when completing the death certificates
1920.077N - Haemato-Oncology Patient Satisfaction Survey 2019
• Enquire why there are no telephones in all clinic rooms
• Make sure patients are aware of waiting time in Outpatient Department
• Ensure that patients are offered explanations of staging of their disease
• Review the operational need for Haematology CNS need to have access to a room to
see new patients at diagnosis
1920.081N - Imaging in acute hand trauma and suspected scaphoid fracture
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Audit Title and Actions
•

•

Amend the current information leaflet to include a section with a space for the
recommended date to present for a repeat radiograph. Meet with the personnel
responsible for the graphic design and printing of the leaflet to amend the current
content.
ED staff are to write the dates for follow-up radiograph on the current patient leaflet and
in the notes, until current information leaflet is updated.

1920.082N - Dispensing EDNs on the ward and re-using patient’s own medicines
• Ward dispensing hubs to be being rolled out.
1920.092N - VTE and epidurals
• Create a sticker indicating timing of thromboembolism prescription and epidurals that
will go on patient notes.
1920.096N - Best time to operate on ankle fractures - comparing MMH practise with NICE
& BOAST guidelines
• Update guidelines/policies due to the decision to admit all ankle fracture patients who
require surgery
1920.116N - VTE risk in lower limb immobilisation
• Create a poster to remind ENPs and doctors in minors to give anticoagulant where
indicated and hand a VTE risk leaflet to patients being discharged with a lower limb
cast or boot.
• Ensure copies of VTE pro forma are printed and available.
1920.120N - Assessing efficiency in the management of hip fractures after inpatient falls
• Review and update the inpatient fall to fracture pathway on Q-pulse.
1920.122N - Vital Signs in Adults RCEM
• Create poster to display in areas of the ED that are visible to nursing staff.
1920.136N - Orthodontics - Who are we Treating (regional project)
• Prospectively record information regarding case type, complexity, IOTN and IOFTN for
each new patient.
1920.160N - IV contract extravasation in CT
• Further discussion amongst radiology consultant body in order to agree as to the most
appropriate medical personnel to review patients with IV contrast extravasation injury.
• All information to be disseminated to CT radiographers, in relation to patient information
leaflet, completion of IV contrast extravasation proforma, Datix and 48 hour follow up
patient phone call (in patients with >60mls of extravasated fluid), scanning completed
proforma onto RIS to be carried out in all cases of IV contrast extravasation.
• Cannula check with normal saline using automated pump injector in all CT scans
requiring IV contrast to be disseminated to CT radiographers
1920.170N - Clinical evaluation (of medical exposures)
• Liaise with Medical Physics regarding the IR(ME)R presentation to referrers
• ICU Audit Nurse to discuss with consultants about inserting drop down boxes to
document when x-rays are requested and to prompt them to document the findings in
the radiology section of the notes
• Discussed audit finding to staff at the general Imaging staff meeting.
1920.172N - Evaluation of GP referral letters to urology
• Present project findings to GPs at a CCG meeting.
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Participation in Clinical Research
The number of patients receiving relevant health services provided or sub-contracted by Medway
NHS Foundation Trust in 2019/20 that were recruited during that period to participate in research
approved by the Health Research Authority was 5042.
Medway NHS Foundation Trust has a commitment to 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). The Trust Research and Innovation (RandI)
strategy is linked to specialty priorities agreed by the Department of Health (DoH) and NIHR.
The comparative data shows NIHR requirement target and Medway NHS Foundation Trust
actual recruitment figures. The Trust has exceeded recruitment targets for previous years with
the exception of 2017/18, where the recruitment target set was based on the projected activity of
a large-scale Fetal Medicine trial. The recruitment target set for 2019/20 was in line with agreed
projects and the high recruitment figure for 2019/20 is comparable to other previous year’s
attainment figures.

Patient recruitment to National Institute of Health Research (NIHR)
suppported research at Medway NHS Foundation Trust
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Figure 1 presents the annual recruitment target and the actual number of patients recruited into
the NIHR adopted studies between 01 April 2013 and 31 March 2020.
Staff at Medway NHS Foundation Trust stays abreast of the latest treatment possibilities through
active participation in many different types of research which leads to successful patient
outcomes. For the period 01 April 2018 to 31 March 2020 there were a total of 136 research
studies conducted at Medway NHS Foundation Trust, including staff undertaking MSc final year
dissertations. For the same period the Trust took part in 121 NIHR supported studies, including
46 cancer specialty studies.
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Figure 2 presents the number of studies that Medway NHS Foundation Trust participated in
between 01 April 2013 and 31 March 2020.
Conducting research requires commitment from staff and there were approximately 100 clinical
staff participating in research approved by the Health Research Authority at Medway NHS
Foundation Trust between 01 April 2018 and 31 March 2020.
Staff participating in research covers 22 disease areas as well studies looking into Health
Services Research, including COVID-19 studies from the Urgent Public Health Research.
Number of Studies Conducted Per Disease Speciality at Medway NHS Foundation Trust during
01 April 2019-31 March 2020.
Disease Speciality

Number of Studies

Anaesthesia, Perioperative Medicine and Pain Management

8

Cancer

48

Cardiovascular

5

Children

10

Critical Care

9

Dementias and Neurodegeneration

2

Diabetes

1

Ear Nose and Throat

2

Gastroenterology

3

Genetics

2

Haematology

3

Health Services Research

6

Infection

5

Injuries and Emergencies

1

Mental Health

1

Musculoskeletal Disorders

2

Other*

3

Renal Disorders

1

Reproductive Health and Childbirth

10

Respiratory Disorders

4

Stroke

3

Surgery

3

Trauma and Emergency Care

4

Table 1 * other studies outside of clinical speciality for example educational studies or research
into overall patient experience.
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With the advances made in identifying risk factors and predicting responses to different
treatments, research into developing personalised treatment plans is being undertaken.
Currently, Medway NHS Foundation Trust is taking part in an innovative two-stage, single arm,
phase II study named OPTIMA that uses knowledge from recent research findings about the
genetic causes of cancer to guide cancer treatment. Further details of this study along with other
examples of studies undertaken during this period can be found below in Table.2.
Table 2 presents examples of studies undertaken during 2019-2020
Study Name /
Acronym
CCP-UK

ISARIC/WHO Clinical Characterisation Protocol for Severe
Emerging Infections in the UK
This is an Urgent Public Health Research study recognised by NIHR,
designed for the rapid, coordinated clinical investigation of patients
with confirmed novel coronavirus infection. Conducting a coordinated
clinical research in the early phase of this dynamic development to
know more about coronavirus (COVID-19) and to provide an evidence
base to inform treatment decisions and an effective public health
response.
The study maximize the likelihood that as much data as possible is
collected and shared rapidly in a format that can be easily aggregated,
tabulated and analysed across many different settings globally. We
capture, record and upload the clinical data of patients admitted with
confirmed COVID-19 infection at Medway NHS Foundation Trust on a
real time basis, which would also be fed directly to the Chief Medical
Officers in the UK.

Little Journey

A Multi-site randomised controlled trial assessing the
effectiveness of the Little Journey app at reducing peri-operative
anxiety compared to standard care.
The aim of the study is to assess the impact of frequency and timing of
Little Journey app use before surgery on children’s anxiety which will
be performed by further analysis of the Children’s anxiety score in
those assigned to the intervention arm.

OPTIMA

Optimal Personalised Treatment of early breast cancer using
Multi-parameter Analysis
The OPTIMA trial uses the prospective evaluation of multi-parameter
assays, as a means of identifying those patients who are likely to
benefit from chemotherapy whilst sparing those who are unlikely to do
so from an unnecessary and unpleasant chemotherapy treatment, and
will establish the cost-effectiveness of this approach.

POISE-3

PeriOperative ISchemic Evaluation-3 (POISE-3) Trial
The aim of the study is to determine the safety and efficacy of TXA and
to gain definitive evidence on the impact of hypertensive-avoidance
strategy on major cardiovascular complications and death in patients
undergoing noncardiac surgery.

Preventing
stillbirths

Preventing stillbirths: Association with reduced fetal movements
This study is a retrospective database study, developed within Medway
NHS Foundation Trust, with an aim to assess the impact of immediate
ultrasound scan to mothers with reduced movements on pregnancy
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Study Name /
Acronym
outcomes by comparing the t rate of stillbirths and neonatal death in
pregnancies with reduced fetal movements compared to those that do
not report such a history.
The improvement in patient health outcomes in Medway NHS Foundation 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.
For the period between 01 April 2018 and 31 March 2020, project investigators at Medway NHS
Foundation Trust published 80 articles.

Commissioning for Quality and Innovation (CQUIN)
Medway NHS Foundation Trust income in 2019/20 was not conditional on achieving quality
improvement and innovation goals through the Commissioning for Quality and Innovation
payment framework, according to the Concordat.
Recognition by Commissioners that former CQUIN schemes had generated criticism in their
approach as being expensive to implement, setting outcome based targets with an unfairly
distributed burden on providers or imposing actions which were outside the control of a single
organisation, prompted the scheme to take a radically different approach
Therefore the 2019/20 CQUIN scheme simply highlighted evidence based good practice already
being rolled out instead of setting new goals. Medway NHS Foundation Trust embraced this new
approach encompassing the CQUIN scheme as part of the Trust’s Quality Strategy.
The Trust has been able to demonstrate improvement in the screening of smoking and alcohol and
the giving of brief advice and consistently achieved above the set target compliance in antibiotic
prophylaxis for elective colorectal surgery
The 2019/20 agreed schemes were as follows:
•

Staff flu vaccinations

•

Alcohol and tobacco brief advice

•

Three high impact actions to prevent hospital falls

•

Antimicrobial resistance- urinary tract infections and antibiotic prophylaxis for elective
colorectal surgery

•

Same Day Emergency Care- Pulmonary Embolus/ Tachycardia with atrial
Fibrillation/Pneumonia

Further details of the agreed goals for 2019-20 and for the following 12-month period is available
electronically at https://www.medway.nhs.uk/about-us/publications/board-papers.htm
Care Quality Commission
Medway NHS Foundation Trust is required to register with the Care Quality Commission (CQC)
and its current registration status is Requires Improvement.
During December 2019 the CQC undertook a planned and two unannounced inspections of the
Trust in six Core Services.
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Following the unannounced inspection on the 16 December 2019 the CQC confirmed that they
had included medical care as the sixth core service review. CQC inspections are now annual and
involve an inspection of how well-led a provider is. The CQC assessment of trust-wide
leadership, governance, management and culture will be the starting point for the trust-level
rating for well-led. The CQC also consider improvements and changes since the last inspection.
The following table indicates the dates of when the CQC inspections occurred at the Trust.
Inspection Visit
Core Service Inspection involving the following five areas:
• Emergency Services
• Surgery
• Critical Care
• Children & Young People
• End of Life
Unannounced Inspection (medical care core service)
Well Led Inspection
Unannounced Inspection

Date of inspection
3,4,5 December 2019

16 December 2019
15 & 16 January 2020
29 January 2020

Following the unannounced inspection on 17 December 2019 the Trust received a Letter of
Intent, Section 31 possible Enforcement notice under the Health and Social Care Act. This
related to the findings from the CQC unannounced inspection on the 16 December 2019.The
formal letter of intent raised concerns in relation to the care of patients within Dickens Ward.
In responding to and addressing the concerns raised, the Trust immediately developed an action
plan. This included providing a detailed response to the CQC on the immediate actions the Trust
had taken to address the safety concerns and provide assurance that the quality of care the Trust
provides to the patients is our number one priority.
Dickens ward was an escalation ward with patients primarily placed there who were deemed
‘medically fit for discharge’ (patients who no longer required acute hospital care but may have
required additional care, such as rehabilitation, before being safely discharged).
In January 2020 the Trust took the decision to close Dickens ward and in doing so the Chief
Executive and Chief Nurse ensured that patients were safely transferred to an alternative ward or
discharged from the hospital.
The Trust worked together with the support of our partners in the community and our
commissioners to ensure patients who were fit to go home or to a community setting was able to
do so in a timely way.
After closure of the ward the CQC did not issue the Trust with the Enforcement Action Section 31
of the Health and Social Care Act (Letter of Intent).
On 19 December 2019 the Trust received a Section 29A Warning Notice under the Health and
Social Care Act 2008.
The letter raised concerns in regard to care relating to the Trust’s escalation ward. The patients
who were on this ward were primarily placed ‘medically optimised’ (patients who no longer
required acute hospital care but may have required additional care, such as rehabilitation, before
being safely discharged).
The Trust provided a detailed response to the CQC incorporating the immediate actions taken to
address the concerns with assurance that the quality of care the Trust provides to the patients is
our number one priority, and due to the concerns raised the ward was safely closed in January
2020. The Trust worked together with the support of our partners in the community and our
commissioners to ensure patients who were fit to go home or to a community setting were able to
do so in a timely way to ensure that patients were cared for in the most appropriate care setting
which may be in another hospital ward or in the community with a care plan.
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On the 19 December 2019 the Trust received a Section 29A Warning Notice under the Health
and Social Care Act 2008
In relation to the Section 29A Warning Notice the inspectors identified the following:
Substances subject to the control of substances Hazardous to health (COSHH) were not always
stored securely to prevent harm.
The service did not control infection risk in line with best practice. Staff did not use equipment
and control measures to protect patients, themselves and others from infection.
Mixed sex breaches continued for a sustained period of time. The Trust is required to make
significant improvement in relation to mixed sex breaches by the 20 March 2020.
After completing a number of actions the CQC confirmed that no further regulatory action would
be taken.
Governance Oversight
The Chief Nurse established the Quality Panel in January to oversee delivery of the immediate
actions from the inspection findings and the Trusts CQC action plan.
The Quality Panel meets fortnightly and monitors and oversees the delivery of the CQC action
plan, reporting progress into the High Quality Care Board (HQCB). The HQCB is one of five
programs that sit within the overarching Trust Improvement Plan.
Executive Directors will oversee their operational owners, providing a formal report to the Quality
Panel using a standardised template, which will be quality reviewed by the Central Quality Team
with a quality assurance assessment of the evidence provided prior to formal reporting to the
panel.
Trust Ratings from the 2019/20 Inspection

Overall rating

Requires improvement

Are services safe?
Are services effective?
Are services caring?
Are services responsive?
Are services well-led?

Requires improvement
Requires improvement
Good
Requires improvement
Inadequate
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The following table represents the outcome of the Trust’s latest CQC report which was published
in March 2020.

CQC Action Plan
As a result of the core service and well led inspection 2019/20 and in responding to the findings,
this CQC action plan has been developed under the leadership of the Chief Nurse, supported by
the Associate Director of Quality and Patient Safety. The action plan is subject to robust
monitoring arrangements internally by the Quality Panel.
Our CQC action plan is not just a response to the Care Quality Commission’s (CQC) Inspection
report of April 2020. It also includes the actions that we feel are necessary to provide the
communities we serve with safe, effective, and person centred care.
The Trust CQC Action Plan has been developed as a result of the core service and well led
inspection 2019/20.
Reporting to Secondary Uses Service (SUS)
Medway NHS Foundation Trust submitted records during 2019/20* to the Secondary Uses
Service for inclusion in the Hospital Episode Statistics which are included in the latest published
data.
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The percentage of records in the published data which included the patient’s valid NHS number
was:
•

99.5 per cent for admitted patient care

•

99.5 per cent for outpatient care

•

98.6per cent for accident and emergency care

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

99.1 per cent for admitted patient care

•

98.8 per cent for outpatient care

•

95.1 per cent for accident and emergency care

*Up to February 2020
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. This replaces the Information Governance
Assessment.
Medway NHS Foundation Trust’s response for 2019/20 has not been submitted as the deadline
is 30 September 2020. In 2018/19, our Information Governance Assessment submission was
that all mandatory evidence had been met and was therefore satisfactory.
Clinical Coding
Medway NHS Foundation Trust was not subject to the Payment by Results clinical coding audit
during 2019-20.
Data Quality Response
Medway NHS Foundation Trust is taking the following actions to improve data quality:
• Successful implementation of the Data Assurance Strategy.
•

The team has now moved to phase 2 of the data assurance frame work. Have
undertaken and produced reports on the key indicators that were marked for phase 1.

•

Data Assurance Group meetings commenced governance structure and
recommendations from Data Assurance Framework are followed.

•

Assist in developing robust diagnostic reporting model and ensuring its accuracy in
accordance with national guidance.

•

On-going development of data quality reports to address data quality issues.

•

DQ key performance indicators into the Trust Board papers, bi-monthly provide
assurance on progress for the Trust’s access targets (Cancer, RTT and ED)

•

Assisted with the repatriation of Rheumatology service from DVH to Medway.

•

Reviewing all Key Performance Indicators within the Trust Board report using the Data
Assurance Framework, giving assurance of accuracy of reports generated.
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•

Data Quality and Business Intelligence teams provide a rounded approach to data
entry and reporting issues. This will ensure that the Trust reports a true reflection of
performance.

•

Worked with the Best Access Team & BI team in working to achieve DM01 and RTT
recovery targets as set out in the Best Access Recovery Program, by providing expert
RTT and DM01 knowledge and validation assistance.

Learning from Deaths
During 2019-20, 1526 of Medway NHS Foundation Trust patients died. This comprised the
following number of deaths which occurred in each quarter of that reporting period:
Qrt.1

Qrt.2

Qrt3.

Qrt4.

Total
2019/20

Total Number of Deaths

381

318

377

450

1526

Adult Deaths

374

315

371

450

1510

By April 2020, 923 case record reviews and 19 investigations had been carried out, relating to
914 deaths of the 1510 adult deaths for the reporting period. In eight cases a death was
subjected to both a case record review and an investigation. The number of deaths in each
quarter for which a case record review or an investigation was carried out was:

Number of case record
reviews carried out
Number of investigations
carried out
Both investigation and case
record carried out

Qrt.1

Qrt.2

Qrt3.

Qrt4.

Total
2019/20

312

246

269

96

923

7

11

1

0

19

5

3

0

0

8

1 representing 0.1 per cent of the patient deaths during the reporting period are judged to be
more likely than not to have been due to problems in the care provided to the patient.
Qrt.1

Qrt.2

Qrt3.

Qrt4.

Total
2019/20

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

0

1

0

0

1

Percentage of all deaths

0

0.3

0

0

0.1

These numbers have been estimated based on the Royal College of Physicians Structured
Judgement Review (SJR) process. Clinicians reviewing cases are asked to whether, in their
opinion, the patient was more likely than not to have died due to problems in care.
The Trust has identified areas of learning from case record reviews and has taken actions to
address these; key learning and action points are detailed below.
•

Weekend handover: General Surgery have implemented a new way of managing
weekend handover, which has led to a consistent approach by all teams involved in
weekend management of patients.
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•

Inflammatory Bowel Disease (IBD) – An IBD ward round email address has been created
and circulated to ensure that patients with IBD are seen by appropriate specialists during
any hospital admission, regardless of the presenting complaint.

•

Fractured Neck of Femur (#NOF) Pathway - A new #NOF lead has been appointed and
the pathway has been improved, resulting in an increase in the number of patients having
surgery within 36 hours of presentation to ED. Patients with a #NOF are prioritised for
surgery, and an additional all day trauma list has been introduced on Mondays to facilitate
timely surgery.

•

Medical Certificate of Cause of Death – Consultants have worked with junior doctors to
improve accuracy and depth of the medical certificate of cause of death.

•

Advanced Care Planning – The End of Life Care Team have been using the My Wishes
Register to record details of advanced care plans. Details on how to access this have
been circulated throughout the Trust to ensure that interventions are in accordance with
patient wishes.

•

Referral to Intensive Care – All referrals is now vetted by the consultant intensivist on call
to reduce the number of inappropriate transfers to the Intensive Care Unit.

136 case record reviews and 29 investigations completed after 01 April 2019 related to deaths
which took place before the start of the reporting period.
Two representing 1.5 percent of the patient deaths before the reporting period are judged to be
more likely than not to have been due to problems in the care provided to the patient.
Five representing 0.4 percent of the patient deaths during April 2018-March 2019 were judged to
be more likely than not to have been due to problems in the care provided to the patient.
Reporting against core indicators
The Summary Hospital-level Mortality Indicator (SHMI) reports on mortality at trust level across
the NHS in England. This indicator is produced and published monthly as a National Statistic by
NHS Digital.
SHMI

Lower
Control
Limit

Upper
Control
Limit

Oct 2018 – Sep 2019

1.10

0.88

1.13

Jul 2018 – Jun 2019

1.12

0.88

1.13

Apr 2018 – Mar 2019

1.09

0.89

1.13

Jan 2018 – Dec 2018

1.09

0.89

1.12

Reporting Period

Banding
As
expected
As
expected
As
expected
As
expected

Palliative
care coded
(%)
38.9
32.0
28.1
24.2

The 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).
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Medway NHS Foundation Trust considers that this data is as described for the following reasons:
•

The data is extracted directly from NHS Digital: Clinical Indicators which is an
independent, established and recognised source of data nationally.

•

There are assurance processes via the Trust wide Mortality and Morbidity group which
oversee, monitor and receive validation of the position as and when required.

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

The Trust regularly reviews SHMI data and undertakes analysis of any areas of concern.

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 nationally by Dr Foster Intelligence. 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.

Reporting Period
Apr 2019 – Mar 2020
Mar 2019 – Feb 2020
Feb 2019 – Jan 2020
Jan 2019 – Dec 2019
Dec 2018 – Nov 2019
Nov 2018 – Oct 2019
Oct 2018 – Sep 2019
Sep 2018 – Aug 2019
Aug 2018 – Jul 2019
Jul 2018 – Jun 2019
Jun 2018 – May 2019
May 2018 – Apr 2019

HSMR

100.7
101.1
102.7
101.7
102.5
104.9
106.7
106.2
106.5

Lower
Control
Limit

95.0
95.3
96.9
95.9
96.6
98.9
100.7
100.2
100.5

Upper
Control
Limit

106.6
107.1
108.9
107.8
108.6
111.1
113.0
112.5
112.8

Banding
TBC 18/6/20
TBC 21/5/20
TBC 23/4/20
As expected
As expected
As expected
As expected
As expected
As expected
High
High
High

© Dr Foster. All rights are reserved. No further copying, reproduction or publication of this information is permitted
without consent from Dr Foster.

Medway NHS Foundation 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 Group and
within the Divisions and Programme’s

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

In view of a persistently high HSMR for weekend admissions, the Trust undertook an
investigation of cases. This highlighted that patients identified by the methodology as frail
were a significant contributor to the outlier status; to address this; the Trust has increased
the weekend frailty service, which is now covered by two consultant geriatricians to
enable all admissions to be reviewed.
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•

The Trust continues to undertake deep dive reviews of diagnosis groups highlighted as
outliers by Dr Foster.

Patient Reported Outcome Measures PROMs (EQ-5D Index Score)
PROMs use a standardised instrument for use as a measure of health outcome. 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 selfcompletion by respondents and is ideally suited for use in postal surveys, in clinics and face-toface interviews. It is cognitively simple, taking only a few minutes to complete. Instructions to
respondents are included in the questionnaire.
Type of
surgery

Sample time
frame

%
improved

Trust
adjusted
health
gain

National
average
health gain

Groin hernia*

Not applicable

Varicose veins*

Not applicable

Hip
Replacement
(primary)

Knee
replacement
(primary)

Apr 2018 –
Mar 2019

92.6%

0.481

Apr 2019 –
Mar 2020
Apr 2018 –
Mar 2019
Apr 2019 –
Mar 2020

0.465

National
highest

National
lowest

0.557

0.348

0.405

0.266

Not yet published
81.8%

0.330

0.338
Not yet published

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

A higher score indicates better health and/or greater improvement in function after the operation.
Medway NHS Foundation Trust is reliant on feedback from our patients in relation to the results
of their surgery. If our patients choose not to complete the post-surgery questionnaire, this can
result in the recording of low numbers in some or all procedures.
Medway NHS Foundation Trust considers that this data is as described for the following reason:
The data is extracted directly from the 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 ensuring
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

2018-19

2019-20

0-15

16 and
over

Total

0-15

16 and
over

Total

Discharge

13880

66510

80390

6172

33707

39879

28 day readmissions

1529

6047

7576

616

3170

3786

28 day readmission
rate

11.0%

9.1%

9.4%

10.0%

9.4%

9.5%

* Data up to September 2019
Medway NHS Foundation Trust considers that this data is as described for the following reason:
The data is extracted directly from Dr Foster which is an established and recognised source of
data nationally.
Medway NHS Foundation Trust has taken the following actions, to improve this indicator, and so
the quality of its services, by:
•

Ensuring that all readmissions data is validated internally by the Business Intelligence
Team.

•

Ensuring that the data is monitored on a monthly basis at both Divisions and at 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
Response Rate
% would recommend
% would not recommend

2018-19
A and E
Inpatient
14.46%
20.91%
77.60%
85.46%
14.69%
8.32%

2019-20
A and E
Inpatient
13.70%
20.52%
77.34%
86.61%
14.87%
8.05%

Medway NHS Foundation 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.
Medway NHS Foundation Trust has taken the following actions, to improve this indicator, by:
•

Exploring alternative suppliers to offer a fresh approach in 2021

•

Explore the possibility of maternity services becoming digital which would mitigate the
postnatal delay with uploading data.
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Staff Family and Friends Test (FFT)
Staff FFT gives staff an opportunity to feedback their views on Medway NHS Foundation Trust. It
is hoped that staff will help to promote and have a further opportunity and the confidence to
‘speak’, have their views heard and have them acted upon.
The data made available to the Trust by NHS Digital with regard to the percentage of staff
employed by, or under contract to, the Trust during the reporting period who would recommend
the Trust as a provider of care to their family or friends is as follows.
Staff Recommendation
Our Trust
National average
Best performing trust
Worst performing trust
* Data up to Q2, Q4 is published 28th May 2020

2018-19
67.03%
80.39%
98.86%
45.71%

2019-20*
67.04%
80.83%
97.73%
52.63%

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.

National NHS Staff Survey response rate
2019/20

2018/19

2017/18

Trust

Benchmarking
Group

Trust

Benchmarking
Group

Trust

Benchmarking
Group

Equality, diversity
and inclusion

8.9

9.0

8.8

9.1

8.8

9.0

Health and
wellbeing

5.6

5.9

5.4

5.9

5.8

6.0

Immediate
managers

6.6

6.8

6.2

6.7

6.6

6.7

Morale

5.8

6.1

5.4

6.1

n/a

n/a

Quality of appraisals

5.7

5.6

5.5

5.4

5.5

5.4

Quality of care

7.4

7.5

7.0

7.4

7.3

7.5

7.8

7.9

7.4

7.9

7.7

8.0

9.4

9.4

9.4

9.4

9.4

9.4

Safety culture

6.4

6.7

6.1

6.6

6.2

6.6

Staff engagement

6.8

7.0

6.4

7.0

6.7

7.0

Safe environment
– bullying and
harassment
Safe environment
– violence

123

QUALITY REPORT

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.
The theme indicator scores are based on a score out of 10 for certain questions with the indicator
score being the average of those.
The response rate to the 2019 survey among trust staff was 43.2 percent (2018: 40.2 percent)
against a national average of 47.5 percent. Scores for each indicator together with that of the
survey benchmarking group (acute) are presented below.
Medway NHS Foundation Trust considers that this data is as described for the following reason:
The data has been extracted directly from the NHS Digital which is an established and
recognised source of data nationally
Medway NHS Foundation Trust has taken the following actions, to improve this indicator, and
thus the quality of its services by:
•

You Are The Difference programme
o

This programme sets the tone and type of behaviour we want to see in the Trust at
all levels and was designed to re energise the organisation to gear up for a new
way of working and displaying a consistent and positive mind-set. It is now fully
embedded as part of Trust induction and positioned alongside the Trust values
and behaviours.

•

Culture Change programme

•

With the support of NHSEI resources and engaging with HEE “Best Place to
Work” the Trust has completed the Discovery Phase of their Culture Change
programme and has moved into the Design and Implementation phase.
o Embedded cultural key messages including ‘Making the Difference’, ‘This is Us’,
‘Best of People’ and ‘High-Quality Care’ into every day work practices.
Developing the Health and Wellbeing Programme
o

o

•

The Trust is proud to have developed its health and wellbeing strategies to
support staff with occupational health accreditation, bronze award for Medway
Workforce Wellbeing and the introduction of an employee assistance programme

Relaunched the Freedom to Speak Up Guardians to enable staff and volunteers to raise
concerns with confidence that these will be listened to and acted upon.

Venous Thromboembolism
VTE assessments
Our Trust
National average
Best performing trust
Worst performing trust

2018-19
74.03%
95.55%
100.00%
74.03%

2019-20
93.16%
95.40%
100.00%
71.84%

Q4 19/20 has not yet been published
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Medway NHS Foundation Trust considers that this data is as described for the following reasons:
The data has been extracted directly from the NHS Digital website which is an established and
recognised source of data nationally and all data is subjected to internal validation.
Medway NHS Foundation Trust recognises that the performance for 2019/20 has demonstrated
an increase in comparison to 2018/19 although still consequently has not met the trajectory set
by the national requirement of 95 percent every month. A contributing factor was due to the
vacant VTE Nurse post for five months at the end of 2018 and the service needing a great deal of
input to turn things around. There has been a significant improvement in compliance due to
robust data collection processes being initiated from January 2019 and a review in the delivery of
the service has seen us spilt the role from a band 7 full time nurse to a part time band 7 nurse
and a supporting full time band 2 admin clerk. Assurance can be given that patients were
receiving the correct medical management as tested by clinical audit and will continue to do so.
Medway NHS Foundation Trust has taken the following actions, to improve this indicator, and so
the quality of its services, by:
•

Re structure of the service provided – now part time band 7 nurse supported by band 2
admin clerk

•

VTE daily live dashboard to clinical areas and service leads

•

Trust wide training to ensure input of data from VTE risk assessments, supporting the
ward clerks to create a single checking and recording the VTE assessment in their wards

•

More focus, support and structure for the wards struggling with compliance.

Clostridium difficile (C.diff)
Infection Control – CDIFF
Trust apportioned cases
Trust bed-days
Rate per 100,000 bed days
National average
Best performing trust
Worst performing trust
19/20 National Data is not yet available

2018-19
25
168409
14.8
12.2
0.0
79.7

2019-20
32
164209
19.5
-

Medway NHS Foundation Trust considers that this data is as described for the following reasons.
The data has been extracted directly from NHS Digital which is an established and recognised
source of data national and the data is subject to a rigorous checking process overseen by the
Infection Control nurse and the testing laboratory.
Medway NHS Foundation Trust has taken the following actions, to improve this indicator, and so
the quality of its services, by:
o

Continue to implement the Trust wide IPC improvement plan

o

Continue with the audit cycle for hand hygiene, use of PPE and uniform
compliance.

o

Re-instate the antimicrobial stewardship group

o

Review of decontamination policy

o

Review of the Antimicrobial Stewardship Policy

o

Risk assessments for patients in side rooms to be carried out regularly
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o

Review Scottish National Infection Prevention and Control Manual and utilise any
relevant policy

o

Practical skills sessions will be delivered in clinical areas to maximise the impact
and relevance

Patient Safety Incidents resulting in severe harm or death as reported to the National
Recording and Learning System
Medway NHS Foundation Trust encourages all healthcare professionals to report incidents as
soon as they occur and ensure the timely investigation and learning to reflect a positive safety
culture
Medway NHS Foundation Trust has taken the following actions, to improve this reporting and
learning from patient safety incidents and appointed a Head of Patient Safety in January of this
year.
•

Ensure training programmes continue to educate staff on the positive impact of reporting
incidents and near misses

•

Organising alternate weekly meetings with Divisional Governance staff to ensure all
incidents are captured on the Datix system

•

Ensure timely weekly data submissions to the National Recording and Learning System
for incidents reported in the Trust and externally

Every six months, NHS Improvement publishes official statistics on the incidents reported to the
National Reporting and Learning Service (NRLS). These reports give NHS providers an easy-touse summary of their current position on patient safety incidents reported to the NRLS, in terms
of patient safety incident reporting and the characteristics of their incidents.
The process of reporting Trust data to the NRLS and NRLS publication of national data is
retrospective by nature.
Oct 17 –
Mar 18

April 18
– Sep 18

Oct 18 –
Mar 19

Total reported incidents
Rate per 1000 bed days
National average (acute non-specialist)
Highest reporting rate
Lowest reporting rate

3645
43.07
42.55
124
24.19

2288
27.2
44.5
107.4
13.1

2297
26.89
46.06
95.94
16.90

Incidents causing severe harm or death
% incidents causing severe harm or death
National average (acute non-specialist)
Highest reporting rate
Lowest reporting rate

20
0.6%
0.3%
1.5%
0.0%

20
0.9%
0.3%
1.2%
0.0%

42
1.8%
0.4%
1.8%
0.0%

Patient safety incidents

Serious Incidents
During 2019/20, Medway NHS Foundation Trust implemented several changes to strengthen and
improve patient safety systems and processes aimed at improving the reporting, investigation
and learning from incidents.
These changes included:
•

Reinstated the Serious Incident Review Panel

•

Implemented Patient Safety and incident reporting into the Trusts induction programme
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•

Implemented a Quality Assurance process and checklist aligned to national policy and
best practice principles for investigation management to ensure a high quality report
standard Implemented an organisational wide critical review meeting to ensure immediate
actions are taken to mitigate risk of reoccurrence Development of a Patient Safety and
Serious Incident Framework is underway aligned to national policy and is being led by the
Head of Patient Safety. Alternate weekly meetings with Divisional Governance staff to
ensure all information is captured on Datix and lessons learnt can be disseminated Trust
wide. Continue to increase awareness, at every opportunity, through collaborative
working with clinical teams and on a 1-1 basis

•

Continue to identify SI’s and ensure timely investigation, reporting, lessons and learning

Medway NHS Foundation Trust reported 131 (97 in 2018/19) Serious Incidents ( to date
11/03/2020) to the Clinical Commissioning Group via StEIS (Strategic Executive Information
System).
The following themes of serious incidents are as follows:
Serious Incidents Themes
Abuse/alleged abuse of adult patient by staff
Confidential information leak/information governance breach meeting SI
criteria
Diagnostic incident including delay meeting SI criteria (including failure to
act on test results)
HCAI/Infection control incident meeting SI criteria
Major incident/ emergency preparedness resilience and response/
suspension of services
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)
Medical equipment/ devices/disposables incident meeting SI criteria
Medication incident meeting SI criteria
Pending review (a category must be selected before incident is closed)
Pressure ulcer meeting SI criteria
Screening issues 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
Unauthorised absence meeting SI criteria

No.
3
4
16
6
5
1
1
3
6
4
5
1
29
21
9
16
1

Medway NHS Foundation Trust considers that this data is as described for the following reason:
The data has been extracted directly from the Strategic Executive Information System (StEIS)
which is an established and recognised source of data nationally.
Duty of Candour
Duty of Candour is a legal duty that is regulated by the CQC to ensure health and social care
organisations are open and transparent when care and treatment has gone wrong and appears
to have caused significant harm.
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Medway NHS Foundation Trust continues to ensure that patients and families are supported and
appropriately communicated with at the appropriate times; this will ensure they can be included in
the investigation process. By involving patients and their families in the safety of their own care
allows the Trust to ensure we learn directly from the people involved and to implement
improvements at the time.
A weekly report is produced and sent to the Divisional Senior Leadership Team. To ensure
oversight on any newly reported incidents triggering statutory application of Duty of Candour to
ensure appropriate response is coordinated within the required timeframes.
Never Events
During 2019/20 the Trust reported five never events, but one was downgraded following review
as it did not meet the full criteria. Therefore the Trust declared four never events relating to a
retained foreign object. All cases have been investigated, these incidents should never occur so
we strive to learn lessons and take actions to mitigate risk of reoccurrence.
•

Learning from these events included:

•

Training for PICC line insertion

•

Encourage professional challenge amongst the team

•

Fully utilise the WHO (World Health Organisation) operating theatre check list

•

Implementation if a maternity swab checklist

2.4 Other quality information
Seven Day Service
The 7 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, at the weekend across the NHS in England. It stems from
an initial perspective that patients admitted over the weekend were at a greater risk of dying than
patients admitted during the week. The emphasis on the initiative is now more about reducing
variation in care over the seven days for better patient experience, reduced LOS (length of stay)
and readmissions, and possibly improved patient outcomes such as mortality.
These standards define what seven day services should achieve, no matter when or where
patients are admitted and are:•

Standard 1: Patient Experience

•

Standard 2: Time to Consultant Review

•

Standard 3: Multi-Disciplinary Team Review

•

Standard 4: Shift Handover

•

Standard 5: Diagnostics

•

Standard 6: Consultant Directed Interventions

•

Standard 7: Mental Health

•

Standard 8: On-going review in high dependency areas

•

Standard 9: Transfer to primary, community and social care

•

Standard 10: Quality Improvement.

*Those highlighted in bold are the priority standards
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Providers of acute services are asked to include a statement regarding progress in implementing
the priority clinical standards for seven day hospital services. This progress should be assessed
as guided by the Seven Day Hospital Services Board Assurance Framework published by NHS
Improvement.
Clinical standard 2: First consultant review within 14 hours. Three sources of evidence:
•

Triangulation of consultant job plans to deliver 7DS

•

Local audits to provide evidence (case note review)

•

Reference to wider performance and experience measures.

Clinical standard 5: Access to consultant directed diagnostics - Assessment based on weekday
and weekend availability of six diagnostic tests to appropriate timelines, either on site or by
formal arrangement with another provider.
Clinical standard 6: Access to consultant-led - Assessment based on weekday and weekend
availability of nine interventions on a 24-hour basis, Interventions either on site or by a formal
arrangement with another provider.
Clinical standard 8: Ongoing consultant-directed review. Four sources of evidence:
•

Triangulation of consultant job plans to deliver 7DS

•

Evidence of robust multi-disciplinary (MDT) and escalation protocols

•

Local audits to provide evidence

•

Reference to wider performance and experience measures

Actions to meet the Seven Day Service standards
•

The Trust has recently undertaken a robust job planning round which has given senior
operational and clinical leaders a clear baseline for current consultant working patterns. It
is likely that the Best Flow programme will lead to adjustments to job plans and will see
changes in patient flow which will have implications for working practices. A regular
process of reviewing the impact of this programme on the 7DS standards, particularly at
the weekend will be built into the project plan.

The Trust self-assessed submission for 2019-20 as compliant for all priority standards initial
consultant assessment (clinical standard 2), access to consultant-directed diagnostics (clinical
standard 5), ongoing consultant-directed review (clinical standard 8), and for access to
interventions (clinical standard 6).
For the remaining standards 1, 3, 4, 7, 9 and 10, the Trust self- assessed submission as fully
compliant with standards 1, 3, 7, 9 and 10. We are partially compliant with standard 4 regarding
handover of patients, our move to electronic systems we allow us to be fully compliant.
Emergency Department (ED) Four-Hour target
Growth in the emergency care pathway at Medway Hospital until month 10 was around 14per
cent against the previous year with record breaking attendances noted on several occasions.
Ambulance attends increased by nine per cent with conversion to admission pathways
established for approximately 67 per cent. Despite this growth, we admitted fewer patients as a
proportion of type 1 attends, partially due to the introduction of our Same Day Emergency Care
(SDEC) unit in July 2020. Approximately 64 per cent of attendances to SDEC originate from
primary care with the remaining 36 per cent emanating from the ED referral pathway; only 16 per
cent of these patients are admitted. Also in line with Emergency Medicine GIRFT (Getting it Right
First Time) principles, ED continues to provide a nationally leading ‘front door’ streaming service
that conveys around 37 per cent of patients to our MedOCC team for rapid access primary care
services.
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We were not compliant with our locally agreed type 1 trajectory which ranged between 64-76 per
cent through the year against a trajectory of 88 per cent. Type 1 is the pathway for Consultant-led
services that manage resuscitation, acutely-ill and socially stranded patients with approximately
30 per cent requiring a hospital admission. Approximately 73 per cent of patients were seen by a
decision-making practitioner within 60 minutes, a core Royal College standard; however
decompensation in the type 1 pathway is largely driven by exit-block phenomenon where there is
restrictive capacity in-hospital, primarily due to no beds being available. As the table below
indicates, admitted performance for the year was nine per cent with model-hospital also
indicating that Aggregate Patient Delay (APD) or the total Length of Stay (LoS) in ED was the
worst in NHS England. Non-admitted type 1 was 88 per cent for the year indicating good internal
ED intervention and flow which is remarkable considering the extent of exit-block at the Trust. In
month 12 we have seen an increase in admitted and all-types performance as a result of lower
bed occupancy due to cessation of electives and type 1 demand secondary to COVID-19.
Our partners at MedOCC lead an Urgent Treatment Centre (UTC) model that receives referrals
via 111 but also receives patients from the streaming system within ED. Typically as a type 3 unit
seeing the lowest level of acuity, the trajectory is set at 96 per cent. However, MedOCC remain
as a national outlier with only 79 per cent of patients processed within four hours. Despite two
recovery plans and a visit from NHS Improvement (formerly Monitor), performance has remained
sub-optimal. However the lower attendance profile through COVID-19 has brought daily
performance to trajectory compliance.
This image cannot currently be displayed.

All cancers: 62-day wait for first treatment from:
62-day Cancer Wait: GP Referrals
Our Trust
National average
Best performing trust
Worst performing trust
* Data up to January 2020 only

2018-19
81.84%
79.07%
100.00%
0.00%

2019-20*
81.39%
77.16%
100.00%
0.00%
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Medway NHS Foundation Trust considers that this data is described for the following reasons.
The data has been extracted directly from NHS Digital which is an established and recognised
source of national data. The data is subject to a rigorous validation process overseen by the
Cancer Services team and Trust Service Managers for each tumour group.
Medway NHS Foundation Trust has taken the following actions, to improve this indicator, and so
the quality of its services, by:
•

The introduction of a new Patient Tracking List (PTL) structure which reviews performance
and activity weekly, quantifies the number of treatments each week and the progression of
patients through their 62 day pathways. Where required MFT will ensure that next steps are
expedited to ensure patients are being progressed in line with targets either internally or with
regional or national diagnostic and/or treatment centres.

•

The implementation of new escalation processes to ensure that no next event in a 62 day
patient’s journey exceeds 7 days; This has resulted in more integrated working between
diagnostic services and tumour group specialties

•

Collaborative weekly meetings between Service Manager within the larger Tumour sites and
Cancer Services Team MDT coordinators to review PTL’s, identify and work through
bottlenecks/issues in a timely manner

•

Continuous data validation throughout the month (as opposed to month end) and closer links
with tertiary centres delivering diagnostic and treatment interventions for Medway patients

•

PTL review sessions between Clinicians in larger tumour sites and MDT coordinators with
regards to what should be removed/progressed on PTL, thus ensuring rigorous and clinicallyled cancer pathway management

62-day Cancer Wait: Screening Service
Our Trust
National average
Best performing trust
Worst performing trust
* Data up to January 2020 only

2018-19
76.42%
88.06%
100.00%
0.00%

2019-20*
82.53%
85.16%
100.00%
21.43%

Medway NHS Foundation Trust considers that this data is described for the following reasons.
The data has been extracted directly from NHS Digital which is an established and recognised
source of national data. The data is subject to a rigorous validation process overseen by the
Cancer Services team and Trust Service Managers for each tumour group.
Medway NHS Foundation Trust has taken the following actions, to improve this indicator, and so
the quality of its services, by:
•

Patients on the Screening program are reviewed regularly via the revised weekly PTL
meetings. At the point where these patients have a confirmed diagnosis they are
managed as 62 day patients and every effort is made to get them booked for treatment
within target

•

A weekly PTL list is sent to the Bowel Screening team for updating, monitoring and,
where required, expedition of screening tests

•

The Breast Screening Service is hosted within the trust at Medway NHS Foundation Trust
which allows us to have greater influence over a patient’s journey through the screening
program
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Maximum time of 18 weeks from point of referral to treatment (RTT) in aggregate –
patients on an incomplete pathway.
Medway NHS Foundation Trust considers that this data is described for the following reasons.
The Trust took on over 2000 patients from other NHS providers in Q3 resulting in the RTT
position going down to 79.67% in November 2019. Since then, through the targeted Best Access
Programme, there has been an improvement in the pathways and performance within the
Referral to Treatment Target (RTT) standard. Improvements have been made in most
specialties due to the implementation of weekly RTT meetings with senior programme leaders
and a specific focus on reducing the length and complexity of some clinical pathways. This has
resulted in a reduction in the time from referral to when patients are seen by a clinician. Coupled
with a more robust and timely validation process, the PTL’s are now optimised and easy to
manage. An agreed trajectory was instigated at the latter end of Q3, 19/20 for each service and
the Trust worked with NHS Improvement to reach an agreed trajectory for
2019/20. Consequently, prior to the COVID-19 pandemic, the Trust had reached 82.63%
performance against the RTT Standard. With the continuation of these measures, the predicted
performance was 86% or above by the end of the fiscal year.
Medway NHS Foundation Trust has taken the following actions, to improve this indicator, and so
the quality of its services, by:
•

Working closely with commissioners and regulators to improve our constitutional RTT 18week target

•

Through a dedicated recovery programme, designed and agreed with commissioners and
NHSE/I, services were held to account on their trajectory at weekly RTT PTL meetings.
The meetings were a source of support to provide solutions to blockages to improvement.
Each meeting resulted in service-level action plans which were monitored on a weekly
basis. At these meetings, the PTL Chair and Programme Team investigated individual
programme activity including the management of long waiters, volumes of referrals, ASI’s,
uncashed appointments, theatre scheduling efficiency, cancellation rates, duplicate
pathways, trajectories and corrective actions

Maximum six-week wait for diagnostic procedures
6-Week Diagnostic Wait
Our Trust
National average
Best performing trust
Worst performing trust
* Data up to January 2020 only

2018-19
96.49%
95.88%
100.00%
69.23%

2019-20*
95.65%
95.04%
100.00%
53.72%

Medway NHS Foundation Trust considers that this data is described for the following reasons:
•

The delivery of a daily automated reporting, stating the current DM01 position, by
modality and patients current wait by week

•

Due to daily and weekly reporting, current and up to date service-specific validation is
completed on an, at least, weekly basis
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Medway NHS Foundation Trust has taken the following actions, to improve this indicator, and so
the quality of its services, by:
•

Implementation of a robust DM01 PTL reporting and action group, chaired on a weekly
basis by the Head of Imaging with the Programme Director, Best Access, as SRO.
Membership of the PTL comprises Service and Pathway Leads for reportable modalities
and other diagnostic teams, Data Quality and Business Intelligence leads who have had
clear responsibilities and expectations defined as part of their membership. The PTL
operates under specified Terms of Reference which ensure improvement plans are
generated, monitored and transitioned to business as usual

•

Development of training across the diagnostic services at various levels, including
appointment clerks, team leaders, service managers and General Managers in order to
ensure a clear understanding of the rules surrounding the management of patients on a
diagnostic pathway. Training also included the correct process for validation and
inclusion/exclusion criteria

•

Ongoing support to validate and clear historical data inaccuracies in the system, resulting
in the overall reduction of errors in the records

•

A thorough Demand and Capacity review of all diagnostic services, resulting in the
permanent increase in capacity for MRI and support for the uplifting of capacity for
Endoscopy, ECHO and Angiography. The Endoscopy service was further enhanced
through a programme of session optimisation, additional endoscopy rooms and additional
insourced clinical support

Complaints
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 2019/20.
It is important to note that not all formal complaints are the result of a Trust failing or poor 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.
During 2019/20 the Trust registered 798 complaints averaging 66 per month. This compares with
a total of 741 complaints received in 2018/19, an increase of 7 per cent.
The Trust will be undertaking a review of complaints management to identify opportunities to
strengthen and improve our systems and processes and ensure the service is providing a timely,
effective and person centred complaints service. This will focus on ensuring lessons are shared
for learning and themes and feedback are used to inform priorities for improvement. This will
include implementing a new training programme for staff.

Complaint Themes
Admission, discharge and transfer arrangements

67

Aids and appliances, equipment, premises, access

9

All aspects of clinical treatment

328

Appointments, delay/cancellation (outpatient incl. ED)

107

Appointments, delay/cancellation (inpatient)

46

Attitude of staff

98

Communication/information to patients

71

133

QUALITY REPORT

Complaint Themes
Consent to treatment

2

Failure to follow agreed procedure

2

Hotel services

3

Other

12

Patients' privacy and dignity

7

Patients' property and expenses

18

Patients’ status, discrimination

2

Personal records (incl. medical and/or complaints)

20

Results

6

Each complaint is treated individually, although issues raised may be similar to others, the
circumstances are often different for the individual concerned. The Trust has a 60, 30 and 10
working day response rate based on the severity of the complaint received.
•

63 percent of complaints received during 2019/20 were closed within the target response
rate

•

20 percent of complaints did not meet their target response

•

10 percent were overdue.

•

There are 55 (7 per cent) complaints still under investigation that are within their response
due date.

Parliamentary and Health Service Ombudsman complaints.
Six new cases were referred to the Parliamentary and Health Service Ombudsman (PHSO)
during 2019/20 compared to ten in 2018/19. At the time of this report six cases have been
closed; two were not upheld and four were partially upheld with recommendations. Currently
there are three cases still being considered by the Ombudsman.
Medway NHS Foundation Trust is committed to providing patients with the Best of Care and
ensuring that their experience is as positive as it can be when using our services. The following
actions during 2019/20 support our continued improvement:
Complaints are reviewed within each Directorate on a monthly basis. Themes of complaints are
used as an opportunity to learn and to take action to improve the experience of patients.
The complaints leaflet has been refreshed and is available and accessible to patients and their
families alongside the PALS leaflet.
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. They provide a much needed point of
contact for patients, their families and their carers’ (NHS.UK 2018).
The Patient Advice and Liaison Service (PALS) logged 2,571 contacts in 2019/20. This is
significantly less than the 2018/19 total of 3,486 and this is undoubtedly due to a more efficient
approach to registering concerns, for example, concerns of a signposting nature, or those that
are not for our organisation are no longer registered as the focus is put on providing remedy to
the concerns that can be resolved.
Six per cent of PALS contacts were compliments for staff and departments.
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The PALS team work collaboratively with the Care Groups and departments to highlight and help
resolve patient concerns and enquiries with early resolution to prevent patients and families
making formal complaints.
Patients and their families can contact PALS by telephone, email or visit in person. Additionally,
contact can be made via ‘Have Your Say’ on the Trust website.
PALS Themes
Admission, discharge & transfer arrangements

163

Aids & appliances, equipment, premises, access

11

All aspects of clinical treatment

290

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

1010

Appointments, delay/cancellation (inpatient)

39

Attitude of staff

106

Code of openness

2

Communication/information to patients

303

Compliments

149

Consent to treatment

5

Failure to follow agreed procedure

3

Hotel services

9

Information relating to other organisations

15

Mortuary and post mortem arrangements

3

Not seen by correct speciality

2

Other

91

Patients' privacy & dignity

6

Patients' property & expenses

19

Patients' status, discrimination

2

Personal records (incl. medical and/or complaints)

41

Results

291

Transport (ambulances and other)

3

This will include implementing a new training programme for staff.
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Part 3: Other information
The Trust made progress in relation to all quality strategy improvement priorities during 2019-20,
there were positive results of improvement across most priorities with progress throughout the
year, the following summarises progress and ratings against each priority over the year.
•

Safe: This was partially achieved

•

Effective: This was achieved

•

Person Centred: This was partially achieved
SAFE
This was achieved - Achieved

Falls: Achieved
In 2019/20 we achieved a 12% reduction in
number of falls with resulting in harm. In
2020/21 we want to continue this success
and further reduce the total number of falls
experienced by our patients.

In 2020/21 we will:
• Continue to focus on reducing harm from
Falls
• Increase the reliability of the nursing
fundamental standards for risk
assessment and prevention of Falls.
• We will purchase “SURE” falls alarms for
all wards and the training support. We
will implement the Falls best practice
CQUIN (Commissioning for Quality
Innovation) for all adult wards across the
Trust.
• Improve the knowledge and
understanding of all our nursing staff on
how to reduce the risk of patients Falling
in hospital

Pressure Damage: Partially 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.
In 2019/20 we did not achieve our aim to
reduce the number of ulcers by 10%.
Although there was a 40% reduction in
category 3 ulcers and a 60% reduction in
category 4.
Although we saw a rise in the total number of
pressure ulcers (from 201 to 213).

In 2020/21 we will:
• Reduce the overall incidence of pressure
ulcers by 10%.
• Work towards achieving 95% reliability of
the ASSSKING care bundle on pilot
wards.
• Improve the reliability of the nursing
fundamental standards of risk
assessment and pressure ulcer
prevention on all wards
• Improve the knowledge and
understanding of all our nursing staff on
how to avoid, treat and manage pressure
damage

Saving Babies Lives Care Bundle:
Partially achieved
Reducing smoking in pregnancy:
The CCG have funded a smoking cessation
midwife however COVID has meant ceasing
CO monitoring.
SATOD (smoking at time of delivery)
remains at 17% which is comparably high
however our population is a challenging one.

In 2020/21 we will:
• New Euro king should improve reporting
of SATOD
• Reinstate Co monitoring
• Smoking cessation midwife to work with
others in the LMS to improve referral
rates to stop smoking services and to
improve SATOD rates.
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Risk assessment, prevention and
surveillance of pregnancies at risk of fetal
growth restriction (FGR):
Midwives continue to use fundal height
measurements to identify FGR. Specialist
fetal medicine clinics demonstrate good
identification and outcomes

In 2020/21 we will:
Continue specialist clinics
• Improve training for fundal height
measurements
• Utilise fetal welling midwives to support
further improvements

Raising awareness of reduced fetal
movement (RFM):
All women offered USS for RFM
Induction of labour for RFM (more than one
occasions)
Safety messaging using social media and
Mama maternity notes folders

In 2020/21 we will:
• Continue to monitor
• Utilise fetal welling midwives to support
further improvements in the used of
Dawes Redman

Effective fetal monitoring during labour:
Guideline review and development to
introduce FIGO which is a more
physiological approach.
Cases referred to HSIB had a CTG common
theme.
CNST money used to commission whole day
CTG MDT training

In 2020/21 we will:
• COVID has made us rethink how we
deliver training. New approach to go live
June 2020 using online training and
video MDT interactive workshops.
• Challenges with funding for 20/21
training.

Reducing preterm birth:
All elements of bundle five in place

In 2020/21 we will:
• Continue to monitor and report as
required by CNST

CNST Incentive scheme year 2
10 safety actions: All met and 10% CNST
premium received

In 2020/21 we will:
• COVID has meant that year 3 has been
paused.
• Reduced focus on the ten safety actions
put MFT at risk of not achieving for year
4

Better Birth
Continuity of Carer (CoC)
KPI 20% by March 2019
KPI 35% by March 2020
51% going forward
We achieved 12% in 2019

In 2020/21 we will:
• CoC has been paused due to COVID.
• Working on introducing a home birth
team for 2020

Digital
New Euroking system to be introduced to
improve access to electronic records and
personalised care

In 2020/21 we will:
• Go live with Euro-king and work on
labour ward records.
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EFFECTIVE
This was achieved – Achieved
Transfer of Care: Achieved
Effective transfer of patient care between
care providers is essential to ensuring
patients receive effective and seamless
treatment. Our aim is to ensure patient care
is timely and accurately handed over to the
right care provider. This will be measured by
reducing the numbers of patients who
deteriorate and suffer cardiac arrest.
In 2019/20 the Trust achieved this aim with
an 80% reduction in avoidable cardiac arrest
calls resulting in fewer transfers to the
Intensive Care Unit. An audit identified the
primary cause of a cardiac arrest call had
been a delay in treatment or lack of
treatment being carried out. The National
Cardiac Arrest Audit (NCAA) showed the
Trust is now below the national average for
the number of cardiac arrests.

In 2020/21 we will:
• Maintain our performance in the
number of avoidable cardiac arrest
calls.
• Ensure there is a reliable process for
managing the deteriorating patient.
• Patients who do deteriorate will be
recognised and responding to
appropriately.

In-patient Sepsis Management: Achieved
At the end of 2019/20 we achieved 100%
compliance with the Sepsis 6 care bundle
but only achieved 80% for the administration
of antibiotics within an hour.
(The timely administration of antibiotics is
one of the 6 elements of the Sepsis 6 care
bundle).

In 2020/21 we will:
• Maintain our overall compliance with
the Sepsis 6 Care Bundle.
• Improve the compliance with the 1
hour antibiotic administration target.
• Approve the use of a Patient Group
Directive to allow nurses working in
the Emergency Department to
administer first line antibiotics.
In 2020/21 we will:
• Maintain our performance for C-Diff
infections and not exceed the agreed
trajectory.
• Ensure we improve our reporting on
antimicrobial resistance and
prescribing which will be
demonstrated via audit.

Prescribing and Management of
Antibiotics: Achieved
At the end of 2019/20 our prevalence/use of
antibiotics compliance rate was 88.3%,
which is above the national average 33.7%.
Good antimicrobial stewardship supports the
reduction in hospital acquired Clostridium
Difficile (C-Diff), as reducing antimicrobial
resistance and eliminating clinically
inappropriate treatment, is key in continuing
to achieve this target
In 2019/20 antibiotics compliance support
the trust to achieved the target for C-Diff
acquisitions by not exceeding the target of
43 cases.
Right and Proper Nutrition and Hydration:
Partially achieved
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

In 2020/21 we will:
• Improve the current levels of
compliance with assessment,
screening and implementation of a
person centred care plan to address
patient’s hydration and nutritional
needs.
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recovery and maintain comfort.
We have implemented a number of new
initiatives and policies to help improve this.
In 2019/20 we partially achieved this
standard with an improvement in the use of
the Malnutrition Universal Screening Tool
(MUST). This is used to measure the
hydration and nutritional needs of every
patient.
Transfer of Care: Achieved
Effective transfer of patient care between
care providers is essential to ensuring
patients receive effective and seamless
treatment. Our aim is to ensure patient care
is timely and accurately handed over to the
right care provider. This will be measured by
reducing the numbers of patients who
deteriorate and suffer cardiac arrest.
In 2019/20 the Trust achieved this aim with
an 80% reduction in avoidable cardiac arrest
calls resulting in fewer transfers to the
Intensive Care Unit. An audit identified the
primary cause of a cardiac arrest call had
been a delay in treatment or lack of
treatment being carried out. The National
Cardiac Arrest Audit (NCAA) showed the
Trust is now below the national average for
the number of cardiac arrests.

•

Ensure 85% of staff have completed
nutrition and hydration training as
recorded on our Electronic Staff
Record (ESR)

In 2020/21 we will:
• Maintain our performance in the
number of avoidable cardiac arrest
calls.
• Ensure there is a reliable process for
managing the deteriorating patient.
Patients who do deteriorate will be
recognised and responding to
appropriately.
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PERSON CENTRED
This was partially achieved
Care of Vulnerable Patients: Partially
achieved
Caring for some of our most vulnerable
patients can be challenging but we all have a
duty of care to ensure patients and carers
needs are met.
In 2019/20 we aimed to improve the care we
provided for some of our most vulnerable
patients who have Dementia, Delirium and
Learning Disability.
We achieved 80% compliance with the
Dementia Care Bundle, but did not
consistently apply the 4AT memory test for
those with Delirium. By the end of the year
100% patients had a Learning disability
passport although only 50% were identified
on the Extra Med electronic patient record
system.
Mixed Sex Accommodation: partially
achieved
No patient should be cared for in a mixed
sex bay unless they chose to do so. Some
patients, e.g. children are often cared for
together so friendship and family groups can
be maintained. However, for most patients
being cared for in a same sex bay is a key to
promoting their dignity.
By the end of 2019/20 the Trust reported
1,044 breaches of this standard, and whilst
we did not achieve this goal significant
improvement was seen in reducing MSA
breaches in the last 4 months of the year.

In 2020/21 we will:
• Continue to improve compliance with
the Dementia Care Bundle.
• Improve the completion of the “This is
Me” care passport.
• Achieve a consistent application of
the Delirium Care Bundle including
the 4AT memory test.
• Ensure at least 20% of staff are
trained in Learning Disability care.
• Implement the “Changing Places”
best practice tool.

In 2020/21 we will:
• Build on the improvements in Mixed
Sex Accommodation by reducing the
number of breaches by 5 per month.
• Continue to record, investigate and
report every breach via the central
system.
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Annex 1: Statements from commissioners, local Healthwatch
organisations and Overview and Scrutiny Committees
Update 1 May 2020: Regulations making revisions to quality account deadlines for 2019/20 are
now in force. While primary legislation continues to require providers of NHS services to prepare
a quality account for each financial year, the amended regulations mean there is no fixed
deadline by which providers must publish their 2019/20 quality account.
NHS England and NHS Improvement recommend for NHS providers that a revised deadline of
15 December 2020 would be appropriate, in light of pressures caused by COVID-19. Draft quality
accounts should be provided to stakeholders (for 'document assurance' as required by the quality
accounts regulations) in good time to allow scrutiny and comment. For finalising quality accounts
by 15 December, a date of 15 October would be reasonable for this; each trust should agree this
with their relevant stakeholders. The letter attached below has not yet been revised.
Medway NHS Foundation Trust will submit the Quality Account to stakeholders in accordance
with the set timescales.
NHS providers are no longer expected to obtain assurance from their external auditor on their
quality account / quality report for 2019/20.
NHS foundation trusts are not required to include a quality report in their annual report for
2019/20: for more information NHS foundation trusts should see NHS foundation trust annual
reporting manual (FT ARM).
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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 2019/20 and supporting guidance Detailed requirements for quality
reports 2019/20
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 2019 to March 2020

o

papers relating to quality reported to the board over the period April 2019 to March
2020

o

feedback from commissioners dated: to be added within NHS England set time
frames

o

feedback from governors dated: to be added within NHS England set time frames

o

feedback from local Healthwatch organisations dated: to be added within NHS
England set time frames

o

feedback from overview and scrutiny committee dated: to be added within NHS
England set time frames

o

the trust’s complaints report published under Regulation 18 of the Local Authority
Social Services and NHS Complaints Regulations 2009, dated May 2020

o

the 2019 national patient dated February 2020

o

the 2019 national staff dated February 2020

o

the Head of Internal Audit’s annual opinion of the trust’s control environment dated
June 2020

o

CQC inspection report dated April 2020

•

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
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•

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.

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

Date: 24 June 2020

Chair

Date: 24 June 2020

Chief Executive
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Independent auditor’s report to the council of governors of Medway NHS
Foundation Trust on the quality report
Update 1 May 2020: NHS providers are no longer expected to obtain assurance from their
external auditor on their quality account / quality report for 2019/20.
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Glossary
Acronym

Meaning

4AT

Rapid assessment test for delirium

COPD

Chronic Obstructive Pulmonary Disease

CQC

Care Quality Commission

CQUIN

Commissioning for Quality and Innovation

DATIX

National Risk Management and reporting system

DNA

Short for deoxyribonucleic acid - genetic code of organisms

DNACPR

Do Not Attempt Cardiopulmonary Resuscitation

DQ

Data Quality

ED

Emergency Department

EOLC

End of Life Care

FFT

Friends and Family Test

GP

General Practitioner

HSMR

Hospital Standardised Mortality Ratio

LeDER

Learning Disabilities Mortality Review Programme

MedOCC

Medway On Call Care

MRSA

Meticillin-resistant Staphylococcus aureus is a type of bacteria

NELA

National Emergency Laparotomy Audit

NHS

National Health Service

NIHR

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

PROM

Patient Reported Outcome Measures

PST

Patient Safety Team
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Acronym

Meaning

QA

Quality Account

QIP

Quality improvement project

RTT

Referred to Treatment

SHMI

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
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