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Part 1 - Statement on Quality from the Chief Executive 

 

Statement on Quality from the Chief Executive  

Welcome to our Quality Account for 2013/14. It is an opportunity to highlight some of our 

improvements in the quality of service we have provided in 2013/14 and how we intend to improve 

for 2014/15 and beyond. As one of the Keogh organisations the past year has been an eventful 

and particularly challenging year for the Trust with some major challenges, but also some great 

success.  

Our vision Better Care Together is designed to ensure patients have a positive experience of care 

endorsed by a set of values. Our staff are skilled in delivering care and treatment to meet 

increasingly complex health needs and these are underpinned by fundamental behaviours such as 

compassion.  

 

The quality of our services is shaped around collaboration with our patients, communities and 

partner agencies, of whom all offer objective challenge to ensure we remain focused on pursuing 

the best outcomes for our patients. 

 

Looking back over the year, the Quality Account details some of our progress to date:  

    

 Increased investment in more doctors and nurses 

 Improved outcomes in key patient pathways 

 The opening of an acute specialist unit for people living with dementia 

 A dementia nurse specialist to support carers of patients who have a diagnosis of dementia 

and to ensure sharing of information to achieve best quality of care 

 Trust wide implementation of an electronic blood tracking system to ensure correct 

samples, every time for our patients  

 The introduction of our concierge, adding value to people who come into contact with our 

hospital and its services 

 Improvement in the quality of care and support for patients who are at the end of life 

pathway, providing better support for their carer`s, and 

 Best year to date with only 13 C Diff cases acquired against a national target of 25. 
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For those people who have had less than an optimal experience with us, we strive to make further 

improvements to the care we deliver to ensure we learn from their experience.  This is an important 

reflection and part of our plans going forward into 2014/15.  

 

The Trust remains committed to the provision of high quality services for its patients and intends to 

develop its services and premises in the future to ensure ongoing delivery of this commitment. The 

targets that commissioners set for commissioning for quality and innovation (CQUIN) will be used 

to continue to stretch the performance and improve standards of care across the Trust. Critical to 

our success will be to continue to maintain a strong focus on the health and wellbeing of our staff 

employed and the volunteers who support them.  

 

On 19 and 20 August a team from the Care Quality Commission visited the trust’s maternity 

department with a follow-up out of hours visit on 22 August. The report of the unannounced CQC 

visits to maternity in August was published on 23 October. It required some improvements by 31 

December. The report confirmed that: “All the women that we talked with expressed their 

satisfaction with the standards of care they received and spoke highly of the midwives and other 

staff who attended to them.” 

In 2014/15 we are setting goals and priorities for further quality improvement whilst transforming 

our models of care and developing new care pathways to further improve the patient’s experience. 

Many streams of work have been pulled together into a programme we have named `Transforming 

Medway`. The programme builds upon and is informed by the findings of the various Listening into 

Action events (including events for patients, governors and staff) that have been running within the 

Trust since 2012. Some of the work streams pick up and some develop further work that has 

already begun. Likewise, areas of work under review by the multiagency Mortality Working Party 

include work on specific clinical conditions and these are developed further in the projects on the 

deteriorating patient and underpin patient pathway standardisation project work.  The priorities are 

set out in part two of this report.   

The quality of our services are shaped around collaboration with our patients, communities and 

partner agencies, all of whom offer objective challenge to ensure we remain focused on pursuing 

the best outcomes for our patients. 

All information contained in this document has been subject to robust internal review and external 

verification by stakeholders and our external auditors. Throughout this report, there are elements of 

the content which we are asked to include both by the Department of Health and Monitor (the 

independent regulator for NHS Foundation Trusts). Whilst I appreciate that this may mean the 
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document is less easy to read in places, we have included a glossary at the end of the document 

to help explain the terminology that some of you may not be familiar with. 

It is my responsibility as Interim Chief Executive Officer to ensure the Trust presents an honest and 

accurate account of the work undertaken by staff at Medway NHS Foundation Trust. To the best of 

my knowledge the information in this quality account is a true and accurate reflection of the quality 

of care we deliver to the patients and communities we serve. 

Nigel Beverley 

Interim Chief Executive 

Part 2   - Priorities for Improvement and Statements of Assurance from 

the Board. 

Part 2 of the Quality Account looks forward over the next financial year 2014/15 and explains 

clearly what areas have been identified as priorities for improvement, why these priorities have 

been chosen, how improvement will be achieved and how it will be measured.  

There are also board statements relating to the quality of the services the Trust provide.  

Looking Forward: Priorities for improvement 2014/15 

It is essential that as many people as possible are involved in developing the priorities for next 

year. The consultation for the priorities for 2014 / 15 started with a review of last year’s 

performance against the chosen priorities. 

Priorities (Table 1) were then recommended for next year. These were presented to the Council of 

Governors, Members’ meeting, Executive Directors, Clinical Directors, General Managers and 

Heads of Nursing / Midwifery for consultation. We also consulted with the NHS Medway Clinical 

Commissioning Group(CCG) and Healthwatch Medway.  

Taking everyone’s views into consideration, the priorities for improvement for 2014/15 are set out 

in Table 1 below. Following the table an explanation has been given for each priority chosen. 

Table 1: Looking Forward – Priorities for improvement for 2014/15 

 

 

Patient Safety:  

 

 
Reduce Mortality 
 
Reduce Harm – in particular Falls to 
Fracture 

 

 

Patient Experience: 

 

Improve Outpatient Appointments 
  
Improve the physical hospital environment 
 
Improve the Friends and Family test 
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Clinical Effectiveness: 

 

 
Open new Admission Assessment Unit 
 
Sustain four hour Emergency Department 
performance 

 

 

The reasoning behind choosing these priorities is set out below. Each priority has been given 

measureable targets that will allow us to evaluate the improvements made, month on month over 

the coming year. A concise table indicating these measurements can be seen in Table 2 (Page 9). 

Patient Safety 

 Reduce Mortality  

Hospital Standardised Mortality Ratio (HSMR) is a measurement system which compares a 

hospitals actual number of deaths with the predicted number of deaths. The prediction calculation 

takes account of factors such as the age and gender of patients, their diagnosis, whether the 

admission was planned or an emergency. If the Trust has a HSMR of 100, this means that the 

number of patients who died is exactly as predicted. If HSMR is above 100 this means that more 

people have died than would be expected, a HSMR below 100 means that fewer than expected 

died. The HSMR at the Trust remains significantly higher than expected with a year to date (April 

2013 – December 2013) score of 111.6.  

In December 2012 the Trust established a Mortality Working Party (MWP) to oversee the reduction 

in the HSMR and Standard Hospital Mortality Indicator (SHMI) at Medway NHS Foundation Trust. 

The agreed objectives of the MWP are: 

 to develop a joint understanding of the HSMR/SHMI and reasons for the Trust being an 

outlier 

 to review, if appropriate, a wider set of data and other information to identify issues which 

may contribute to the Trust being an outlier 

 to agree an action plan to improve the hospital mortality indicators 

 to gain assurance that action is being taken to improve the quality of care and reduce the 

risk of death 

 

The Working Party is chaired by Dr Alison Barnett, Director of Public Health for Medway Council.  

Members include senior managers and doctors from our commissioning bodies and public health 

as well as members of the Board, governors and our clinical leads for safety and audit. This group 

will regularly review why patients die and will ensure correct processes are in place as required for 

safe practice. 
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 Reduce Harm  

Almost all patients in hospital have an increased risk of developing harm while in hospital. Specific 

areas of practice have been noted in recent years to have an effect on patient safety. We want to 

deliver safe care and remove avoidable harm and preventable death. Though the Trust is not an 

outlier for the actual number of falls, it does have a higher number of falls that result in a fracture. 

In 2014/15 we will review all aspects of falls prevention within a concentrated project to ensure we 

deliver care that meets all requirements to reduce the risk of falls and in particular falls that may 

result in a fracture. 

 Reduce the number of Falls to Fracture  

Patient Experience  

We will positively encourage stakeholder engagement in 2014/15 to ensure we listen and respond 

to feedback on patient experience and act in a timely manner to improve any area of concern. 

 Improve appointments in Outpatients  

The NHS National outpatient survey is administered and used in the same way as the annual 

inpatient survey. The last outpatient survey was conducted during 2011. The survey asks a range 

of questions in the following categories: Before the appointment, waiting in the hospital, hospital 

environment and facilities, tests and treatments, seeing a doctor, seeing another professional, 

overall about the appointment, leaving the outpatients department and overall impression. 

Local surveys and patients comments have not demonstrated adequate improvement in the patient 

experience over the past 2 years in the following areas: cancelled and changed appointments and 

waiting times and we want to continue to work to improve the experience within Outpatients. 

However our local Friends and Family test has demonstrated that 57 percent of our patients would 

be ‘extremely likely’ to recommend the outpatient department and this is with a 25 percent 

response rate. In 2014 – 15 we will continue to measure two areas that indicate whether we have 

achieved our goal. 

The two areas are:  
 

• Reduce the number of cancelled and changed appointments in outpatients. 

• Reduce the number of formal complaints received and upheld in outpatients. 

 

 Improve the Physical Hospital Environment  

We need to understand what patients find important to their surroundings and make improvements 

where possible. This will be done by ensuring a thematic approach to reviewing complaints and all 

other patient feedback. We will also work to improve the bathrooms and toilets across the Trust 
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through patient-led assessments of the care environment (PLACE) action plan – 11 wards have 

been selected for upgrade over the next year. 

 
Improve Friends & Family Test  

Improving the patient experience is a key priority for us. The national Friends and Family Test 

(FFT) is a simple comparable test introduced in April 2013 that shows where organisations need to 

improve and provides the mechanism, with which to investigate and act upon where they are failing 

and to improve their performance.  

The question asks, how likely are you to recommend the emergency department / ward to friends 

and family if they needed similar care or treatment.  

The options include:-  

 Extremely Likely 

 Likely 

 Neither likely or unlikely 

 Unlikely  

 Extremely unlikely  

 Don’t know   

This is then followed by a second question asking you the reason for your choice.  This gives 

qualitative data about the experience that Trust can act upon. 

The Department of Health performance target was to achieve a 20 percent response rate over the 

year. In April 2013 we achieved a response rate of 9.9 percent and 21.3 percent in March 2014.   

The FFT response rate has improved following the introduction of a TEXT messaging service and 

an interactive telephone voice messaging service that is sent to all patients who have been 

discharged within 48 hours. The data is then collected and reviewed by the staff, who can review 

the results in as near to real time as possible and see what patients have said about their 

experience. In elderly care areas a paper format will be maintained to collect responses in a more 

acceptable way for that group of patients. Staff can then use this feedback to improve the services 

they provide.   

The FFT will continue to be implemented across certain parts of the Trust as per requested and set 

by NHS England guidelines.  

Clinical Effectiveness: 

 Open new Admission Assessment Unit 
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The consistent high number of patients admitted to us and remaining an in-patient for many days 

has created a patient flow problem and with few empty beds it is difficult to continue to see and 

treat new patients as they come to our Emergency Department. The high numbers have also 

resulted in our medical and surgical assessment areas being closed on a regular basis which 

increases the problem.  

We are planning a new and larger Admission Assessment Unit will address these issues. The 

patients will be able to access the most appropriate care more quickly which should reduce 

mortality rates and increase a positive patient experience. 

Achieving our priorities  

Quality Monitoring pertaining to the Quality Account priorities and related Clinical Quality Indicators 

(CQUIN) will take place on a monthly basis by the individuals best positioned to lead the change to 

improvement. The meeting will be chaired by the Deputy Chief Nurse and will report quarterly to 

the Quality Assurance Committee which is a sub group of the Board.  

The table below gives more details about what will be measured and where available the 

corresponding national/peer value is presented alongside the measurement. 

Table 2: Quality priorities for the year 2014/15 

Category Priority  What we will 

monitor 

National / 

Peer 

Indicator 

Where 

we are 

now 

Target 

Improvement 

expected 

Patient safety Reduce 

Mortality 

 

Improve Management 

of the Deteriorating 

Patient 

 

100 111.2 

(2012/13) 

103 

by end of 2014/15 

Design and 

implement 

standardised care 

bundles and 

pathways for a 

number of medical 

and surgical 

pathways  

 

NA 

 

0 

Develop 10 and 

implement by March 

2015 

Reduce Harm 

 

Reduce Falls to 

Fracture 

NA  27 19 

Patient 

experience 

Improve 

Appointments 

Number of cancelled 

and changed 

appointments 

No national 

OPD 

specific 

data 

13.5% Reduce by 25% 
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 available 

Number of formal 

complaints received  

No OPD 

specific 

data 

available 

569 Reduce by 10% 

Improve 

physical 

hospital 

environment 

Friends & Family Test 

Response Rate 

 

21.3% 

(March 

2014) 

0 This is a National 

CQUIN – requires 

target of 20% for ED 

and 30% for 

inpatients by year 

end. 

% achieved on 

Condition, 

Appearance and 

Maintenance through 

PLACE action plan 

Peer 

88.75% 

 

77.83% 

 

Increase PLACE 

score to minimum 

85% by year end 

Clinical 

effectiveness 

Open new 

Admission 

Assessment 

Unit 

Sustain Emergency 

Department Target > 

95% 

95% 88.88% ED targets sustained 

>95% to year end 

 

Statement of Assurance from the Board 

Review of Services 

During April 2013 to March 2014, the Trust provided and / or subcontracted 42 NHS Services. The 

Trust has reviewed all the data available to them on the quality of care provided in all of these NHS 

Services. 

The income generated by the NHS Services reviewed in 2013/14 represents 100 percent of the 

total income generated from the provision of NHS Services by the Trust for 2013/14. 

Participation in Clinical Audits 2013/14 

During 2013-14, 37 national clinical audits and 5 national confidential enquiries covered relevant 

health services that Medway NHS Foundation Trust provides.  

During that period, Medway NHS Foundation Trust participated in 95 percent of the national clinical 

audits. The Trust also participated in 100 percent of the national confidential enquiries of the 

national clinical audits and national confidential enquiries which it was eligible to participate in. 

The national clinical audits and national confidential enquiries that Medway NHS Foundation Trust 

was eligible to participate in during 2013-14 are shown in Appendix A. Appendix A also shows the 

national clinical audits and national confidential enquiries that Medway NHS Foundation Trust 
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participated in during 2013-14 and, where data collection was completed during 2013-14, the 

number of cases submitted to each audit or enquiry as a percentage of the number of registered 

cases required by the terms of that audit or enquiry. 

 

The reports of 15 national clinical audits were reviewed by the provider in 2013-14 and Appendix B 

shows the actions that Medway NHS Foundation Trust intends to take or has taken to improve the 

quality of healthcare provided. 

The reports of more than 80 local clinical audits were reviewed by the provider in 2013-14 and 

Appendix C shows the actions that Medway NHS Foundation Trust intends to take or has taken to 

improve the quality of healthcare provided for a sample of these. 

Commitment to research as a driver for improving the quality of care and patient experience 
 
The number of patients receiving NHS services, provided or sub-contracted by the Trust, between 

the period 1st April 2013 and 31st March 2014 that were recruited during this period to participate in 

research approved by a research ethics committee was 4745.  

The Trust is actively involved in research supported by the National Institute for Health Research 

(NIHR).  Figure 1 presents the annual recruitment target and the actual number of patients at the 

Trust recruited into the NIHR adopted studies for the years 1st April 2010/31st March 2011, 1st April 

2011/31st March 2012, 1st April 2012/31st March 2013 and 1st April 2013/31st March 2014.  

Figure 1: Annual Recruitment Target with number of participants within MFT 2010/14 

 
 
Participation in clinical research demonstrates t e Trust`s commitment to improving the quality of 

care we offer to patients and to making a contribution to improving healthcare services. Our clinical 



 

12 

 

staff stay abreast of the latest treatment possibilities through active participation in many different 

types of research that lead to successful patient outcomes. 

For the period 1st April 2013 to 31st March 2014 there were a total of 117 research studies 

conducted at the Trust, including staff undertaking MSc final year dissertations. For the same 

period the Trust took part in 86 NIHR supported studies, including 46 cancer specialty studies. 

Figure 2 presents the number of studies that the Trust participated in between 1st April 2010/31st 

March 2011, 1st April 2011/31st March 2012, 1st April 2012/31st March 2013 and 1st April 2013/31st 

March 2014. 

 
Figure 2: Number of Studies MFT participated in 2010/14 

 

 
 

The majority of cancer studies are designed with the intent to increase life expectancy. The 

Investigators for few other studies stated that their research definitely contributed to the reduction 

in overall mortality. Table 3 presents examples of the intent/rationale for four studies undertaken 

between 1st April 2013 and 31st March 2014. 

 

Table 3: Examples of four studies undertaken for 2013/14 

Study 
Acronym 

Rationale 

TEAMM The myeloma cancer affects immune system and patients are at greater risk of 

infections. The study investigates whether giving an antibiotic to a patient for 12 

weeks straight after the diagnosis of myeloma cancer will reduce the occurrence 

of infection.  



 

13 

 

Persephone 

 

With patient consent a tumour sample from a tissue removed during a surgery is 

kept to carry out laboratory research. The tissue is used to produce a protein 

and tumour-genetic profiles (like a ‘fingerprint’) to see whether it is possible to 

predict outcomes, and how well the treatments will work.  

 

BUMPES 
 

Women adopt many positions in labour including; sitting, kneeling, standing, 

leaning, and lying on an angled bed. The aim of the study is to find out the best 

position (‘upright’ or ‘lying down’) which will end in a straightforward birth for first 

time mothers who choose to have an epidural.  

 

EMMACE 3 
 

The study involves collecting data from medical records to establish why some 

patients with heart disease do less well than others. 

 

The improvement in patient health outcomes in the Trust demonstrates that a commitment to 

clinical research leads to better treatments for patients. In the period between 1st April 2013 and 

31st March 2014 the Investigators at the Trust published 20 articles. 

Continual growth in research activity indicates our commitment to work in successful partnership to 

provide flexible, first class heath care to local people and our desire to improve patient outcomes 

and experience across the NHS. 

Our engagement with clinical research also demonstrates the Trust`s commitment to testing and 

offering the latest medical treatments and techniques. An example is a  study into magnetic 

resonance biomarkers in neonatal encephalopathy (MARBLE), where the Oliver Fisher Neonatal 

Unit were able to acquire a new brain scanning technology which will allow the doctors to predict 

how babies with neurological problems are likely to progress in the following years. In addition to 

the benefit of new equipment, previously patients were transferred to a London hospital whereas 

now the scans can take place locally.  

 

There were approximately 153 clinical staff participating in research approved by a research ethics 

committee at the Trust between 1st April 2013 and 31st March 2014. Staff participated in research 

covering 22 medical specialties. The number of studies in each speciality is presented in table 4. 

Table 4: Number of Studies in each speciality 2013/14 

Number of Studies by Medical Speciality 2013 - 2014 
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Anaesthesia 0 

Blood & Cardiovascular 1 

Cardiology 1 

Colorectal Surgery 0 

Critical Care 6 

Dermatology 2 

Diabetes 6 

Diatetics 0 

Ear nose and throat 1 

Endocrinology  0 

Epidemiology 0 

Fetal medicine 3 

Gastroenterology 3 

Genitourinary Medicine 1 

Gynaecology 5 

Haematology and Cancer 46 

Infection Control 0 

Microbiology 0 

Neonatology 9 

Neurology 0 

Neurosciences 2 

Nuclear medicine 0 

Obstetrics 2 

Older People 2 

Osteoporosis 0 

Other Surgery 0 

Paediatric surgery  0 
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Paediatrics 6 

Pathology  0 

Pharmacy 0 

Physiotherapy 0 

Radiology 1 

Renal 1 

Respiratory & Thoracic 2 

Rheumatology 5 

Stroke 2 

Trauma and Orthopaedic Surgery 5 

Urology  0 

Vascular Surgery 0 

Other* 5  

TOTAL 117 

 

*Studies outside of clinical speciality for example educations studies or research into overall patient 

experience. 

 
A sample of publications received  

Basu M, Duckett J. Three year results from a randomised trial of a retropubic mid-urethral sling 

versus the Miniarc single incision sling for stress urinary incontinence. IUJ 2013; 24(12): 2059-64. 

Estcourt LJ, Stanworth SJ, Collett D, Murphy MF. Intracranial haemorrhage in thrombocytopenic 

haematology patients-a nested case-control study:the InCiTe study protocol. BMJ Open 2014; 

4(2):e004199. 

Lidocaine with Adrenaline Infiltration for Shoulder Incisions: H Cottam, B Singh.  Medway Maritime 

Hospital, Kent, Shoulder & Elbow, January 2014 

Rawstron AC, Child JA, de Tute RM, Davies FE, Gregory WM, Bell SE, Szubert AJ, Navarro Coy 

N, Drayson MT, Feyler S, Ross FM, Cook G, Jackson GH, Morgan GJ & Owen RG. Minimal 

Residual Disease Assessed by Multiparameter flow cytometry in Multiple Myeloma: Impact on 
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Outcome in the MRC Myeloma IX Study. Journal of Clinical Oncology 2013; 31(20): 2540-2547. 

(Published online before print June 3, 2013, doi: 10.1200/JCO.2012.46.2119). 

Sheraz A, Halpern S (2013) Cholinergic urticarial responding to botulinum toxin for axillary 

hyperhidrosis British Journal of Dermatology Vol 168 (6) 1369 – 70 June  

Vella M, Nellist E, Cardozo L, Mastoroudes H, Giarenis I, Duckett J. Does self motivation improve 

success rates of Pelvic Floor Muscle Training (PFMT) in women with urinary incontinence in a 

secondary care setting? IUJ 2013; 24(11): 1947-51. 

Wu P, Agnelli L, Walker BA, Todoerti K, Lionetti M, Johnson DC, Kaiser M, Mirabella F, Wardell C, 

Gregory WM, Davies FE, Brewer D, Neri A and Morgan GJ. Improved risk stratification in myeloma 

using a microRNA-based classifier. British Journal of Haematology 2013, 162: 348–359. 

The Commissioning for Quality and Innovation (CQUIN) 

A proportion of the Trust`s income in 201/14 was conditional on achieving quality improvement and 

innovation goals agreed between the Trust and any person or body they entered into a contract, 

agreement or arrangement for the provision of NHS services through the Commissioning for 

Quality and Innovation payment framework.   

The CQUIN framework has been the foundation of discussions about quality of service between 

the Trust commissioners. A number of CQUIN targets are determined nationally and are as a 

response to known areas requiring improvement within Patient Safety and Patient Experience. The 

framework ensures a dialogue between providers and commissioners about what is important to 

the local community. These are then transferred to local CQUINs. 

Two point five percent of the Trust’s 2013/14 projected income of £4,231,731 ( £4,703,000) was 

dependent on the Trust achieving the CQUIN targets, which are composed of national, regional 

and local targets.  Performance against the CQUINs is in table 5. 

Table 5: Performance against CQUINs 2013/14 

 Description Achievement 

National Friends and Family Test Partially Achieved 

Local Safety thermometer data submission and improvement in harm-free care 
with a reduction in Falls 

Partially Achieved 

National Dementia targets including screening, risk assessment and referral, staff 
training and support for carers 

Achieved 

National VTE risk assessment and Root Cause Analysis Achieved 

Local Smoking in pregnancy Partially Achieved 

Local % of appropriate patients risk-assessed for falls within Emergency 
Department 

Not Achieved 

Local A&E data quality Data no longer available  

Local Improvement in discharge process Not Achieved 

Local Improvement targets within outpatients Achieved 

Local Cultural barometer Achieved 
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For the first time in 2013/14, three pre-qualifiers were introduced. These looked at new areas of 

patient safety and experience that were expected to become definite areas for introduction in 

mainstream practice over forthcoming months or years. The targets were: 

 Intra-operative Fluid Management (IOFM) while in theatre  

 International and Commercial Activity – an App for use with patients with delerium  

 Support for Carers for people living with dementia  

These targets have been achieved and are now part of patient safety and experience practice 

across the Trust. 

Four of the 10 areas for improvement fully achieved their target during 2013/14 and three partially 

achieved. These achievements have impacted on the Trust by: 

Enhancing Patient Safety by: 

 Ensuring submission on data on all patients one day a month within a Safety 

Thermometer audit looking at harm caused by falls, pressure ulcers, VTE assessment 

& urinary tract infections with an indwelling urinary catheter 

 Ensuring patients are identified for risk of blood clots on admission 

 Ensuring the cases of those patients with hospital acquired VTE are reviewed with 

lessons learnt and circulated appropriately  

Improved Patient Experience through: 

 Enhanced responsiveness to Patient needs, particularly with the outpatient programme 

and at discharge 

 Ensuring for three consecutive months that patients over 75 years who are admitted or 

who are living with Dementia are identified, screened and referred appropriately for 

specialist review 

 Ensuring that carers of patients living with Dementia are supported 

Enhanced Clinical Effectiveness by: 

 Referring more patients for smoking cessation 

 Achieving high impact innovation with the introduction of oesophageal doppler 

monitoring hydration under anesthesia 

 Ensuring staff are supported to be effective by reviewing their comments through a 

cultural barometer survey and take action where appropriate 

In the areas that we did not achieve fully, the Trust will continue to monitor and report within the 

directorate quality governance performance structure, in order to continue to strive for best practice 

and best experience for patients over the next year. For specific targets a more realistic indicator 

has been implemented for next year. An example of this is where the indicator for one of the 
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smoking targets required all women reviewed for their smoking status at the time of delivery of their 

baby. The Trust did not achieve this target and it became apparent that they were reluctant to 

negatively affect the woman`s birth experience with that question. We will now ask the same 

question in the postnatal period and are confident that the target will be met.   

Care Quality Commission (CQC) 

The Trust is required to register with the Care Quality Commission, and its current registration 

status is registered without conditions. The Trust has not participated in special reviews or 

investigations by the CQC during 2013-14.  

The CQC has taken enforcement action against the Trust during 2013 / 2014 and has carried out 

two separate responsive reviews during this time.  The first of these reviews was in relation to the 

Maternity Services and took place 19th – 22nd August 2013. The findings from this review led to the 

CQC issuing 3 warning notices (one each against outcome 16, Assessing and monitoring the 

quality of service provision; outcome 14, Supporting workers and outcome 13, Staffing) and 3 

compliance actions (one each against outcome 1, Respecting and involving people who use 

services – minor concern, outcome 4, Care and welfare of people who use services – moderate 

concern and outcome 9, Management of medicines – moderate concern. The Trust has notified the 

CQC that it has taken the actions required to become compliant with those standards where 

compliance actions were issued.  

The second of these reviews was in relation to the Emergency Department and this took place on 

31st December 2013. The findings from this review led to the CQC issuing 4 Warning Notices 

against 2 regulations that apply to 2 of the regulated activities. The review focused on outcome 4, 

Care and welfare of people who use services and outcome 8 – Cleanliness and infection control. 

The Trust has implemented a detailed action plan in response to those areas where the CQC 

identified non-compliance. 

As part of its new inspection regime, the CQC has informed the Trust that it will be returning to 

inspect the Trust on 23rd / 24th and 25th April 2014. 

Data Quality 
 
The Trust has a well-established Information Governance Committee, chaired by the Chief Nurse 

and who is the Senior Information Risk Owner (SIRO). Secondary Uses Service (SUS) data quality 

is discussed at these meetings, where a SUS data quality dashboard has been developed to 

indicate any areas of concern. 

 



 

19 

 

The Trust has a data quality policy which formally sets out responsibilities for data quality 

throughout the Trust. The executive director responsible for ensuring that the policy is adhered to 

is the Finance Director.  

The Trust will be taking the following actions to improve data quality under the following headings: 

 Clinical coding 

 Data checks 

 Other data quality checks 

 
Clinical Coding 
 
The coding department faced some challenges with staffing and increased workload because of 

extra external auditing in the past year. As a consequence, comprehensive audits were carried out 

at less than the bi-monthly intervals. Audits are undertaken using the latest audit methodology as 

recommended by Connecting for Health (CfH). All internal audits are carried out by the Clinical 

Coding Service Manager, who is an Accredited Clinical Coder, CfH Registered Clinical Coding 

Auditor and Experienced Clinical Coding Trainer. 

Clinical Coding audits 

Table 6: Clinical Coding Audits 2013 / 14 

Month Specialty 

December 2013 Orthopaedics 

 

In addition to the above audits, the Trust is required to carry out a coding audit to satisfy the 

Information Governance Toolkit requirements (IG505). This audit was carried out in July 2013 and 

concentrated on the quality of coding for urology patients. 

Individual Results: 

 

Table 7:Orthopaedic Audit 2014/15 

FCEs 

Audited 

Primary 

diagnosis 

correct 

Secondary 

diagnosis 

correct 

Primary 

procedures 

correct 

Secondary 

procedures 

correct 

Episodes 

changing 

HRG 

74 92% 77% 94% 84% 13% 
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Table 8: Urology (IG toolkit) Audit 2014/15 

FCEs 

Audited 

Primary 

diagnosis 

correct 

Secondary 

diagnosis 

correct 

Primary 

procedures 

correct 

Secondary 

procedures 

correct 

Episodes 

changing 

HRG 

200 92% 90% 94% 88% 5% 

 

Table 9: External Audit April 2013 – Deceased coding 

FCEs 

Audited 

Primary 

diagnosis 

correct 

Secondary 

diagnosis 

correct 

Primary 

procedures 

correct 

Secondary 

procedures 

correct 

133 68% 71% 94% 91% 

 

The Trust was not subject to the Payment by Results clinical coding audit during the reporting 

period by the Audit Commission. There is regular monthly auditing on SUS data, correcting 

anomalies before second inclusion.  A `qlikview` dashboard is used for this. This includes poorly 

coded primary diagnosis, ungrouped HRGs etc.   

During 2013/14  as well as continuing with a clinical coding audit programme, a clinical coding 

training programme continued to further develop the clinical coders in their roles. All clinical coders 

are up-to-date with refresher course training. 

Table 10: Clinical Coding Training 2013/14 

Course/Workshop Month No of 

coders 

Refresher workshop (4 days) May 2013 3 

Revision workshop (3 days) July 2013 3 

Obstetrics & Perinatal workshop (3 days) August 2013 3 

Circulatory & Vascular workshop (4 days) October 2013 4 

 

Assessment tests are undertaken as part of the appraisal process. Clinical coders are expected to 

achieve at least 85 percent accuracy and most achieve over 90 percent. One further clinical coder 

attained the Accredited Clinical Coding qualification bringing the total number of qualified clinical 

coders to twelve.  Two further clinical coders undertook the examination in March 2014.   

The emphasis on clinical documentation and data quality has enabled the coding department to 

establish a good rapport with clinicians. The Clinical Coding Service Manager (CCSM) now has a 
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dedicated slot on junior doctors’ induction. A “guide for clinicians” has been produced by the CCSM 

and distributed to all directorates. This outlines what is required in terms of clinical coding with 

regard to Payment by Result (PbR) for payment and HSMR for mortality.   

The CCSM has presented at two audit meetings and a surgical local induction. She regularly 

attends the gastro meeting. Further discussions have taken place with regards to stroke coding 

with a stroke specialist and deceased coding and the elderly with a geriatrician. This will continue 

in 2014 / 15. 

The CCSM works with the electronic discharge notification (EDN) manager to ensure that data on 

the EDN is fit for purpose.  The CCSM audits the EDN when she does the internal audits. 

 Data Checks 

 

There is a validation process for deceased coding. All coding along with the medical notes are sent 

to the consultant in charge of the case for validation of the coded data. This is signed and returned 

to the coding office. Clinicians report any anomalies they have. 

 

Monthly reports are checked to ensure that all deaths have the appropriate palliative care code if 

applicable. 

 

 Other Data Quality Checks 

 

Hospital Standardised Mortality Rate (HSMR) - The Trust reviews a monthly HSMR report. This 

includes an analysis of areas of potential clinical concern and a full coding review of patient case 

notes where appropriate.   

The coding department had meetings with the neonatal consultants and Dr Foster to look at the 

data for neonatal deaths.  It transpired that babies born stillborn were being recorded on the patient 

administration system (PAS) as if there were well babies. This had an effect on the HSMR.  An 

exercise was done by the PAS team to amend all these records and Dr Foster no longer includes 

stillbirths in their methodology. 

GP Codes- Reports on the accuracy of GP codes recorded by the Trust are produced monthly and 

circulated to clinical directorates. The Report shows performance in aggregate and also by ward, 

so that areas of non-compliance can be investigated. 

Ethnicity Reports- Reports on the ethnicity of admitted patients are produced monthly and 

circulated to all clinical directorates for checking, prior to being included on the main Trust 

performance scorecard, which is discussed at the Performance & Investment Committee. 
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‘Un-recorded Outpatient Clinics’- Each month a report is sent to clinical directorates and the 

outpatients team to indicate the number of outpatient clinics where the outcome of patients who 

attended remains unrecorded. This ensures that each patient’s treatment details are properly 

recorded on the PAS. 

Inpatients Data- Reports on 18 week Referral to Treatment targets are sent to clinical directorates 

monthly for validation, to ensure that access targets are met, and that no patients are unrecorded 

on PAS’ thereby delaying their admission. 

Comparative Health Knowledge System (CHKS) Data Quality Dashboard - The Trust 

accesses a monthly data quality dashboard from its CHKS benchmarking system to share with 

commissioners. This compares the Trust performance with a wide peer group. The latest results 

show that in many areas the Trust is performing to a higher level than its peers.  

Table 11: CKHS Data April – September 2013 

 Apr 2013 to Sep 2013 

DATA QUALITY INDICATOR 
TRUST 

RATE 

NATIONAL 

RATE 

Data Quality Index 96.1 95.8 

   

Blank primary diagnosis 1.03% 0.41% 

   

Unacceptable primary diagnosis 0.03% 0.04% 

Diagnosis non-specific 13.88% 13.47% 

Sign and symptom as a primary diagnosis 10.64% 11.41% 

Sign and symptom as a primary diagnosis:  

Episode 1 
11.12% 11.46% 

Sign and symptom as a primary diagnosis:  

Episode 2 
7.79% 12.58% 

Admitting diagnosis emergency for elective 

admission 
0.67% 1.24% 

Coded Finished Consultant Episodes (FCEs) with 

Palliative care code Z515 
0.66% 0.78% 

Deaths with Palliative care code Z515 15.28% 16.88% 
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Coded FCEs with end of life care code Z518 0.34% 0.33% 

Deaths with end of life care code Z518 22.38% 15.92% 

Date conflicts 0.01% 0.09% 

HRG U Groups 0.02% 0.60% 

   

Average diagnosis per coded episode 4.3 4.5 

      

Source of Data- CHKS 

CHKS was used as a benchmarking system up to September 2013.  This compared the Trust’s 

performance with a wide peer group.  The Trust decided to commission Dr Foster Intelligence for 

future benchmarking and therefore no longer use CHKS. Data is being collected and will be 

included once available. 

NHS Number and General Medical Practice Code Validity 

 NHS Number  
 

The Trust submitted records during April 2013 – January 2014 to the Secondary Users Service 

(SUS) for inclusion in the Hospital Episode Statistics which are included in the latest published 

data. The percentage of records in the published data which included the patient’s valid NHS 

number was:- 

 99.2 percent for admitted patient care 

 99.3 percent for outpatient care 

 95.7 percent for Emergency Department  

 

 General Medical Practice Code Validation 
 

The percentage of records in the published data which included the general medical practice code 

validity was:- 

 99.9 percent for admitted patient care 

 99.9 percent for outpatient care 

 94.2 percent for accident and emergency care 

 
Information Governance Toolkit (IGT) 
 
Information governance ensures that the necessary safeguards for, and appropriate use of, patient 

and personal information. The toolkit provides NHS organisations with a set list of standards 
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against which the Trust declares compliance annually. The toolkit is an online system which allows 

NHS organisations and partners to assess themselves against Department of Health information 

governance policies and standards. 

The Trust’s Information Governance Assessment Report overall score for April 2013 to March 

2014 was 80 percent and was graded “satisfactory”. The score and progress towards completion of 

the IG Toolkit is monitored at each meeting of the Information Governance Committee, which 

reports in to the Integrated Audit Committee (IAC).   

Part 3 – Other Information 

This part of the Quality Account looks back on last year’s information and priorities regarding 

quality of services, explaining both what has been achieved and where improvements are needed.  

It will also showcase areas of good practice in relation to patient safety, patient experience and 

clinical effectiveness and give an explanation of other areas of service that are specific to this 

organisation and have been a local focus over the past year.  

Looking back at our priorities in 2013 /14: 

The nine priorities for improvement for 2013/14 are set out in Table 8 below, alongside 

performance achieved against target and specific actions taken where target was not met.  

Where available the corresponding national/peer value per measurement, is presented.  

Following the table a more detailed explanation and specific areas requiring improvement is given 

on each priority.    
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Table  12: Looking Back on 2013/14 with Target achievements: 

Category Priority  What we will monitor National / Peer 

Indicator 

Target  

Expected  

2013/14 

YTD Actions 

for 

2014/15 

Patient 

safety 

Ensure harm 

free care   

 

Increase the percentage of patients who 

have ‘harm free’ care within 4 areas: 

falls, pressures ulcers, blood clots and 

infection with an in-dwelling urinary 

catheter 

92.33% national median 

rate 

Trust 92% in 2012/13 

 

 

Increase to 

94%. 

 

92.18% 

 

(97.25% on 

hospital 

acquired 

harm free 

care) 

Continue to audit 

Work with Medway 

Community Trust to enhance 

improvement with admitted 

harms. 

Percentage of patients who are assessed 

for risk of VTE on admission. 

95% 

National CQUIN 

95.7% national average 

Trust 96% in 2013/14 

Increase  to 

97% 

96.05% Sustain and Improve 

Percentage of patients prescribed the 

appropriate VTE prophylaxis (random 

audit 10pts per month) 

No national data 

available 

Trust 94% in 2013/14 

Increase to 

98%  

100% Sustain 

Ensure no ‘never event’ happens 0 0 1 Continue vigilance to ensure 

no further never event 

Reduce number of Omitted Antibiotic 

Doses 

No national / peer target 

available 

50% 

reduction 

8% Following South East Coast 

audit task group commenced 

to look at a project plan to 

improve practice in 2014/15 



 

26 

 

Improve 

HSMR 

(Source Dr. 

Foster) 

 

Reduce HSMR 100 

East Kent Hospital 

(EKHUT) – 79.5 

Maidstone & Tunbridge 

Wells (MTW) – 93.0 

Dartford & Gravesham 

(DVH)– 86.6 

100  

by 2014-15 

109.6 Continue work with Mortality 

Working Party as detailed in 

page 3 and Enhancing 

Quality agenda as detailed 

in pages 45 - 49 

Septicaemia (except in Labour) 

 

100 

EKHUT – 73.3 

MTW – 85.6 

DVH – 99.4 

100 

 by 2014/15  

108.3 Continue Improvement 

Gained 

Acute cerebrovascular disease  

 

100 

EKHUT – 83.2 

MTW – 102.9 

DVH – 114.0 

100 

 by 2014/15 

116.9 New multi - agency / multi -

disciplinary group 

established to continue work 

into 2014 - 15 

Acute and unspecified renal failure  

 

100 

EKHUT – 82.8 

MTW – 104.3 

DVH - 133.8 

100 

by 2014/15 

130.8 Now part of Enhancing 

Quality (EQ) programme for 

2014/15 

Chronic obstructive pulmonary disease 

and bronchiectasis  

100 

EKHUT – 66.7 

100 

by 2014/15 

89.9 Significant improvement 

achieved 
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 MTW – 97.6 

DVH– 77.8 

Improve 

access and 

reporting of 

diagnostics for 

inpatients 

Reduce time of request to investigation to 

report available for all in-patients and 

within all Imaging Modalities 

 

No national / peer timing 

available 

1 day 

(24hrs) 

 New Radiology Information 

System (RIS) system in 

place with improved reported 

to ensure a change in 

practice 

Patient 

experience 

 

 

 

 

 

 

Improve the 

patient 

experience in 

outpatients 

 

Number of cancelled and changed 

appointments 

13.5% (2012/13) Reduce by 

25% to 

10.125% 

11.25% New OASIS patient 

administration system in 

May 2015 will support 

change 

Number of formal complaints received  569 (2012/13)  Reduce by 

10% to 512 

570 Improve responsiveness of 

complaint handling and 

reduce by 10% in next year. 

Increase the number of PALS contacts to 

improve immediate resolution 

Baseline 3,641 

(2012/13) total across 

Trust  

>303/month 3,871 

 

Achieved 

Increase the number of patients who wait 

< 15 minutes to be seen. 

No national / peer timing 

available 

Increase to 

80% 

60% Review of all clinic capacity 

Improve 

patient 

experience in 

emergency 

department 

 

Friends & Family Test 

 

This is a National 

CQUIN – 22.9% 

average in Jan/Feb 

2014  

Increase 

response to 

20%. 

21.7% 

average in 

Jan/Feb 

2014 

Embed new texting system / 

continue training of staff 

Overall Experience in Emergency 

Department National Survey. 

No national / peer timing 

available 

 

80% 

 

79% 

Undertake survey being 

rolled out during summer 

2014 and review & action 

requirements for change 
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Improve the 

discharge 

experience for 

patients and 

their carers 

Delays to discharge from National Survey Trust Red for 2012/13 Amber  Sustain and improve 

Ensure EDN/discharge notice to GP 

within 24 hours 

 

Not available 

95% 89.7% Directorate led plans in 

place to improve practice 

Reduce inappropriate readmissions  Elective 3.8% national 

rate. Peer rate 3.7%. 

Trust rate 3.9% for 

2012/13 

Emergency 11.1% 

national rate. Peer rate 

10.8%. Trust rate 10.8% 

for 2012/13. 

<3% 

Elective  

 

<10% 

Emergency 

3.3% 

 

 

10.0% 

Directorate led plans in 

place to improve practice 

 

Achieved 

Sustain the 3 areas of dementia 

assessment – find, assess and refer 

National CQUIN of 90% 

in all areas x 3 months 

consecutive  

>90% all 

areas x 6 

months 

consecutive 

3 

Consecutive 

months 

achieved  

Achieved CQUIN target of 3 

consecutive mts – remains a 

target in 2014/15 for 

achievement of >90% every 

month 

Clinical 

effectiveness 

Improve 

aspects of 

care given to 

frail elderly 

Improve hydration No national/ peer target 

available 

Achieve 

75% 

 

Achieved Sustain and improve 

Develop dementia friendly environment No national/ peer target 

available 

3 wards to 

introduce  

Buddy 

scheme  

Achieved Sustain and Improve 

Implement WHO checklist into obstetric 

theatre for surgical procedures excluding 

vaginal deliveries 

No national/ peer target 

available 

90% all 

obstetric  

cases 

97.6% Sustain and Improve 
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Improve 

aspects of 

care within 

maternity care 

Improve midwife to mother ratio 1:33 Birthrate Plus national 

workforce tool works 

towards 1:30. 

Trust rate 1.33% for 

2012/13 

1:33 1:29 Over achieved to national 

recommended ratio 

Improve 

aspects of 

care within 

paediatrics 

 

 

Improve medication errors relating to 
gentamicin in neonates 

Trust reported 10 errors 

in 2012 / 13 

Zero 5 New process introduced this 

year – improvement 

expected 

Increase the number of Looked after 

Children (LAC) health assessments 

carried out in statutory time frames 

No national/ peer target 

available 

834 cases 384 

(55.75%) 

Increase responsiveness 

and access for assessment 
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Patient Safety - Looking back on last year’s priorities:  

Patient Safety  Ensure Harm Free Care 

 Improve HSMR 

 Improve Access & Reporting in Diagnostics.  

 

 Ensure Harm Free Care 

The Trust considers that this data is as described for the following reasons: 

Almost all patients in hospital have an increased risk of developing harm while in hospital. Specific 

areas of practice have been noted in recent years to have an effect on patient safety. We wanted 

to deliver safe care and remove avoidable harm and preventable death. Progress was monitored 

by measuring four main areas:  

 Using the national safety thermometer tool which looks at the number of four harms 

pressure ulcers, falls, blood clots and infections with in-dwelling catheters  

 Ensuring our patients are assessed on admission for risk of blood clots / thromboembolic 

event (VTE) 

 Ensuring our patients are prescribed the appropriate prophylaxis to avoid a thromboembolic 

event (VTE) 

 Ensuring there is a fail-safe process for avoiding `Never Events` – never events are defined 

as serious, largely preventable‟ patient safety incidents that should not occur if the 

available preventable measures have been implemented.  The occurrence of one of these 

events is potentially an indication that a hospital may not have in place or adhered to the 

correct systems and processes to protect patients. The Department of Health first 

introduced a policy on never events in 2009, with a core list of eight. The list has now been 

expanded to 25, of which 23 apply to acute trusts. The full list can be found at 

www.dh.gov.uk . Any never event reported is escalated via our serious incident process 

and is subject to a detailed analysis and review called a Root Cause Analysis (RCA), so 

that learning is identified and shared, An example of a never event would be wrong site 

surgery. 

 Ensuring there is a concerted effort to improve the management of patients with sepsis, the 

Quality Account Omitted Medications audit concentrated on antibiotics in 2013/14. 

 

Safety Thermometer audit is collected on the second Wednesday of each month. Harms are 

noted, collated and then validated before being uploaded onto a national audit tool. The harms are 

numerated collectively between admitted and acquired harms. This means that harms that a 
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patient was admitted with is calculated indiscriminately alongside those acquired in the hospital 

figure 3. The Trust intends to take the following actions to improve this score, and so the quality of 

its services by viewing the data in two ways – a total score and a hospital acquired score. This 

allows us to concentrate on the area of harm that may have increased or is concerning in that 

month. The Quality Account target set was 94 percent. This was not achieved as a total score but 

when separated by admitted and hospital acquired, the Trust achieved a target of 97 percent which 

is a small increase on the number of in - patients who received harm free care since last year. This 

is a decrease on trust specific harm free care than on the previous year.  

Figure 3 : Safety Thermometer Medway NHS Foundation Trust 2013/2014  

 

The number of new harms that have been acquired as an in-patient are see in Figure 4 below. 

With the continuing work to reduce falls and pressure ulcers in the next year, these figures should 

reduce in 2014/15.  

Figure 4: Safety Thermometer New Harms 2013/14 
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VTE: Almost all patients in hospital have an increased risk of developing blood clots in the legs 

which can then travel to their lungs. These are known as venous thrombo-embolisms (VTE). All 

inpatients should be assessed for their risk of developing such clots so that the appropriate 

preventative treatment or prophylaxis can be implemented which should result in fewer 

complications for the patients. Although the Trust had made good progress in the previous year it 

was felt that in order to ensure a culture of sustained practice it was best to maintain this as a 

priority for 2013/14. This priority also continued to be a national CQUIN for the year. The national 

target for VTE assessments increased in 2013/14 from 90 percent to 95 percent.  

The Trust have achieved and sustained that national target >95 percent, although not the higher 

target of 97 percent, set within the Quality Account. 

Table 13 : VTE Risk Assessments 2013/14  

Trust wide Performance  

Current Year 2013/14 

1st  

Quarter 

2nd Quarter 3rd Quarter 

Jan 

2014 

Feb 

2014 

Overall 

Results 

VTE Not Recorded  360 406 452 133 113 1464 

VTE assessed 10816 9616 9413 2910 3038 35793 

Total admissions 11176 10022 9865 3043 3151 37257 

% VTE Assessed  96.78% 95.95% 95.42% 95.63% 96.41% 96% 

 

Figure 5 : VTE Risk Assessments 2013/14  

 

 
In order to monitor appropriate VTE prophylaxis, forty inpatient drug charts are randomly audited 

each month from Medical and Surgical directorates. Prescription errors, where noted are usually 

the result of wrong dose or wrong drug prescribed. Poor compliance to administration is the result 
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of anticoagulants being missed when patients are transferred to wards after 10pm after the 

evening drug rounds and there are blank boxes in the drug chart with no reasons provided why 

drugs were not administered. The Trust intends to take the following actions to improve VTE 

practices and the quality of its services. The VTE nurse continues to educate doctors and nurses to 

ensure a change of practice occurs, starting in areas identified through RCA’s.  

 
Figure 6: VTE Thromboprophylaxis Data April 2013 – February 2014 

 

 

 Omitted medication doses have become a predominant patient safety issue in recent years. 

One of the quality improvement metrics for 2013/14 was identified as a 50 percent reduction in 

omitted antimicrobial drugs. Over the last six months, a monthly audit was undertaken which 

looked at patients’ drugs charts to see whether any drugs were out of stock and therefore could not 

be given to the patient, and also whether each of the drugs given were signed for.  Below are 

graphs which demonstrate the observations. The Chief Nurse (CN) also asked South Coast Audit 

to focus on missed drug doses on wards this year. The external audit was carried out in December 

2013 and a figure of 8 percent omission rate for antibiotics was found. 

Figure 7: Number of Antimicrobial Drugs recorded as out of stock and number of patients affected  

0.0 1.0 2.0 3.0 4.0 5.0 6.0 7.0

Oct-13

Nov-13

Dec-13

Jan-14

Feb-14

Mar-14

Antimicrobial - items out of stock and patients 
affected by month

% Total OOS % Patients affected by OOS
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Figure 8: Number of Antimicrobial Drugs doses recorded as blank (not signed for) and number of patients 

affected  

0.0 2.0 4.0 6.0 8.0 10.0 12.0 14.0

Oct-13

Nov-13

Dec-13

Jan-14

Feb-14

Mar-14

Antimicrobial - no. blank boxes on notes and patients 
affected

% Total of BB % Patients affected by BB
 

The Trust intends to take the following actions to improve this score, and so the quality of its 

services by: 

Now that a baseline has been established, focussed work will be undertaken during 2014/15.  

Actions to be taken include: 

 Correspondence will be sent out to all ward senior nurses/matrons to remind them to 

undertake the monthly audit and results openly displayed. 

 Nurses who are not completing the drugs chart correctly will be identified and additional 

training given.   

 Detailed analysis of data will be undertaken to establish key themes and trends, and 

identified actions to be taken will be led and followed through by the Quality Improvement 

Lead. 

 Focussed work will be undertaken with pharmacy to understand issues around out of stock 

items to identify if a more efficient system can be adopted to ensure more timely delivery of 

required drugs. 

 the appointment of a new Chief Pharmacist 

 the creation of a newly task group to focus on omitted medication issues in order to improve 

practice 

Improve HSMR  

The Trust considers that this data is as described for the following reasons: 

As one of the Keogh trusts, the Hospital Standardised Mortality Ratio (HSMR) at the Trust remains 

significantly higher than expected with a year to date (April 2013 – December 2013) score of 111.6. 



 

35 

 

A mortality working party meets regularly and overseas the action plan to achieve a reduction in 

the HSMR at the Trust. Over the next year this work will continue as part of 2014/15 priorities with 

a target of 103 to year end. Specific areas with the HSMR have seen improvement for example 

Septicaemia and Chronic Obstructive Pulmonary Disease (COPD) 

Septicaemia  

A small task force was established to review the Trust`s response to sepsis patients.  The Think 

Sepsis protocol was re-launched on a new observation chart and the protocol and compliance 

sticker for each blood culture. Green boxes containing all that is needed to respond to a patient 

with sepsis were introduced across the Trust.  Increased training and awareness campaigns were 

implemented across the Trust through the senior nurse leadership. This was supported by a short 

term nursing post who worked with the wards to audit and review the patients with sepsis. The 

introduction of senior treatment and assessment risk (STAR) in the emergency department has 

resulted in a significant increase in the numbers of patients receiving treatment in a timely manner. 

This has resulted in a reduction in crude mortality and standard mortality rate (SMR) in patients 

with septicaemia. 

Figure 9: Septicaemia (except in labour) : April 2014 – March 2014 

 

 

 

 

 

 

 

 

Working through the task force established for septicaemia a number of actions have been 

implemented to improve to recognition of the deteriorating patient. 

In August 2013 the Trust launched a new observation chart adopting the new National Early 

Warning System (NEWS). Training and awareness was raised through the senior nursing staff.  

The adoption of the new chart has resulted in an increased compliance measured by the quarterly 

observation audit, an increased and earlier escalation to the clinical outreach team (including using 

the Situation Background Assessment Recommendation (SBAR) method of escalation). This has 
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culminated in no serious incidents being identified, where previously there was as a failure to 

escalate. 

Chronic Obstructive Pulmonary Disease (COPD) 

The trust has made significant improvement in COPD. The crude mortality and Standard Mortality 

Rate (SMR) have fallen consistently since April 2013.  

 

Figure 10: Chronic obstructive pulmonary disease Crude Mortality January 2013 – December 2013 

 

 

 

 

 

 

 

 

 

 

Acute Renal Failure 

The SMR and crude mortality for acute renal failure is rising.  

 

The Trust intends to take the following actions to improve this score, and so the quality of its 

services by: 

The Trust has established a working group within the Enhancing Quality (EQ) programme in order 

to implement the required improvements. A new policy was agreed in February 2014 and will be 

launched in March 2014. The Trust is auditing these patients as part of the EQ programme.  

Appropriate Care Scores (ACS) are not yet available due to the time lag inherent in the EQ 

programme. A Qlikview system for identifying patients with acute kidney injury and an associated 

sticker system is currently being piloted in the Acute Medical Unit (AMU) and the Critical Care 

Outreach Team. This should enable early identification and treatment of these patients. 
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Figure 11 Crude Mortality Acute & Unspecified Renal Failure January 2013 – December 2013 

 

 

 

 

 

 
 
 
 
 
 
Acute Cerebrovascular Disease 

 
The SMR and crude mortality for acute cerebrovascular disease remain high and require a 

concerted effort to improve. In October 2013 a multi-disciplinary and multi-agency Project Group 

was established. The purpose of this group is to work with community partners in reviewing the 

stroke patient pathway with a view to improving patient outcomes and experience, to use the 

Stroke Sentinel National Audit Programme (SSNAP) database to seek areas for potential 

improvement and to audit mortality data and patient notes to seek areas for potential improvement. 

The Trust intends to take the following actions to improve this score, and so the quality of its 

services through a number of actions including: 

- Mapping of the pathway into computerised tomography (CT) to identify improvements  

- Review of the notes from a data quality / coding perspective 

- Review of nursing and physiotherapy establishment 

- Improving the care for patients with Atrial Fibrillation in the community 

Figure 12 Crude Mortality Acute Cerebrovascular Disease January 2013 – December 2013 
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 Improve Access & Reporting in Diagnostics  

The Trust considers that this data is as described for the following reasons: 

In June 2013 a Kent wide switch of the service provider for the radiology information systems (RIS) 

was carried out.  Problems and delays with the implementation of the new system lead to the 

imaging departments losing access to the RIS for several weeks over the summer. In Medway 

contingency plans were put in place and the department was operating on paper based system.  

Once back on line, paper based data had to be retrospectively added with the Radiology 

Information System (RIS) needing further configuration and updates to meet the needs of the 

service.  This has led to a backlog of information to be uploaded into the system which does not 

allow for accurate reporting figures to be run from the RIS for the time being. The figures produced 

for June, July and August 2013, were from a turnaround time audit.  

The Trust intends to take the following actions to improve this score, and so the quality of its 

services by the informatics team working on a data extraction solution, which will enable us to 

produce this data going forward. 

Patient Safety initiatives have included: 

 
Trust success marks Pressure Ulcer Day 2013 

Hard work at Medway Maritime Hospital led to a reduction in patients with pressure ulcers – absent 

from many wards for more than a year. Medway staff  won a string of awards in recent years for 

their efforts in this area and the Trust marked their success at Stop Pressure Ulcer Day on 21 

November 2013. 

 

The hospital’s success in reducing pressure ulcers was particularly thanks to the hard work of 

tissue viability nurse specialists. 

Clostridium difficille Associated Diarrhoea (CDiff) 

The Trust has continued to improve performance and has had the lowest ever number of cases 

during this year. There were a total of 13 post 72 hour cases attributed to the Trust against a target 

of 25.  This is a national and Monitor target. There has been a steady reduction in cases over the 

past seven years. This has been achieved due to a sustained range of interventions focusing on: 

 Antibiotic controls/prescribing. 

 High standards of environmental cleanliness. 

 Early recognition of potential case, instigating infection prevention and control measures 

and empirical treatment. 

 Undertaking enhanced measures that are followed after each case. 
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All cases defined as post 72 hour are subject to a Root Cause Analysis to identify good practice, 

compliance with Trust policies and any areas of learning. 

Figure 13: Clostridium difficille Associated Diarrhoea (CDiff) 2011/14 

  

Trust is an early adopter of 7DS 

Sir Bruce Keogh, Medical Director for NHS England announced the first cohort of early adopters as 

part of the Seven Day Services Improvement Programme (SDSIP) at the Delivering NHS services, 

seven days a week event in Birmingham on 16 November 2013. There was an overwhelming 

response with over 70 expressions of interest from across the health and social care system 

received from multiples of organisations seeking to become early adopters.  

 

Patient Experience - Looking back on last year’s priorities 

Patient Experience  Improve the outpatient experience  

 Improve the patient experience in the Emergency department 
 Improve the discharge experience for patients and their carers 

 

 

Improve the Outpatient Experience 

The Trust considers that this data is as described for the following reasons: 

Over the last year the Trust has been listening and learning to patient feedback in order to improve 

progress in the following areas: 

 Reduce the number of cancelled and changed appointments. 

This has not reduced as much as we would have hoped as the capacity and demand have grown. 

The introduction of a new patient administration system called the OASIS system will help us to 

drive improvement and better meet the expectations of patients who have had a poor experience 

allowing them greater opportunity and flexibility to arrange appointments that better suit their 

individual needs.  
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 The number of formal complaints received and upheld 

The number of formal complaints has not reduced to a level we would have expected however we 

do need to focus on listening and responding to patients as issues arise and manage their 

expectations in a timely manner. A key action has been to reduce the number of people who 

complain who then return as they were not happy with the initial response. 

 Increase the number of PALS contacts to improve immediate resolution 

PALS contacts have increased in many instances with a satisfactory outcome. However, many 

contacts have gone on to be formal complaints due to their complexity and nature. We will continue 

to monitor this and learn from what our patients are telling us.  

 Increase the number of patients who wait less than 15 minutes to be seen. 

Patients are still waiting over 15 minutes to be seen and this remains a key focus for clinic capacity 

and planning for the future. A review of all clinics will be taking place to allow for an improved level 

of patient satisfaction. 

Improve the patient experience in the Emergency department (ED) 
 
The Trust considers that this data is as described for the following reasons: 

One of the most important questions within the Emergency Department national survey, which is 

used as a proxy measure to gauge how well we are doing in looking after our patients is “overall, 

how would you rate your care?‟ Medway NHS Foundation Trust scored 83 percent in 2013/14. 

The Trust intends to improve the quality of its services and national score to at least 85 percent for 

2014 / 15 despite the substantial building work planned to improve the ED environment. The Trust 

recognised during 2013/14 that the process by which the friends and family test was enabled did 

not elicit a high enough response rate. And so the process was changed to incorporate a texting 

service to provide patient satisfaction information. There was a drop in the number of responses 

during this phased period but the response rate is now achieving over 15 percent response rate a 

month. The Trust is aiming to improve that to a minimum of a 25 percent response rate during 

2014/15 and an improvement in the `net promoter` score.  

The Friends and Family Test (FFT) 

 
In November 2013 we changed our process of collecting FFT information switching from a paper 

based system to an automated text and voice service provided by Healthcare Communications.  

The service takes an automatic feed from our Patient Administration System (PAS) and seeks 

responses from patients within 48 hours post discharge. The new service is operational in the 
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Emergency Department, inpatient areas and maternity.  There are three elderly care wards, who 

are continuing to use paper as this fits more appropriately to their patient group.   

 

The net promoter score is the score that the Department of Health are using to indicate 

performance within FFT. This score is calculated by taking the number of positive scores and 

subtracting the number of negative scores. The score is also only calculated by using the 

`extremely likely` and `extremely unlikely` ends of the scale of choices. The Trust intends to take 

action to improve the FFT net promoter score, and the quality of its services. In March 2014, we 

began trialling a text and automated voice service for a small selection of outpatient clinics in 

anticipation of full implementation towards the third quarter of 2014/15. Senior Sisters and Charge 

Nurses have access to the FFT data, both quantitative and qualitative. The qualitative feedback is 

extremely helpful in improving our services by responding to the comments and suggestions made 

by the patients.  

Inpatient 
 

 The FFT response rate for January 2014 has shown a marked improvement on the 

previous three months, there is greater confidence with the new system and ward teams 

are encouraging patients to respond to the free texts or automated voice calls.   

 

Figure 14 : FFT inpatient response rates April 2013 – January 2014 
 

 
 
 
 
 
 
 
 
 
 
 
 



 

42 

 

Figure 15:  FFT inpatient Net promoter Score April 2013 – January 2014 
 

 
 

Improvements to the patient experience over the last year have 

included:- 

 The introduction of a concierge in the main entrance to create a good and lasting first 

impression; adding value and an excellent enhanced patient experience. 

 The opening of a new unit on Milton ward for patients with dementia where their unique 

needs can be met more appropriately. 

 Improvements to the physical areas of the wards such as new flooring and furniture. 

 New furniture and redecoration of the relatives room for use by patient affairs. 

 Re-furbished bereavement suite in maternity. 

 Re-design of the orthotics waiting area following patient feedback. 

 The introduction of a new range of orthotics especially designed for children called ‘Kidz 

range’. 

 The number of volunteers has increased across the trust, enhancing the patient 

experience. 

 The tea trolley service has now been extended to all outpatient clinic areas in 1-7.  

 Following patient feedback about long waiting times in day case surgery, staggered 

operation waiting times have been introduced to reduce the amount of time patients are left 

waiting. 

 The success of the dementia buddies on some of our elderly case wards a joint venture 

with Age Concern and the trust volunteers. 

 Volunteers recruited to be directional navigators across all areas of the organisation where 

there is patient flow, helping patients/carers/visitors to access areas in a timely way and 

prevent getting lost. Where necessary they can escort people to their location. 
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 New bed boards for all inpatients where it is clearly written – name, consultant, nurse, 

midwife and any other relevant information pertaining to the individual patient. 

 A new car park design and layout has increased the number of spaces available and a new 

payment system can now be accessed using cash or card. 

 Improvements to the emergency department following two listening into action events 

across Medway and Swale. Patients/relatives/visitors and stakeholders had the opportunity 

to tell us what needed to be improved in the emergency department to take us from good to 

great. 

End of Life Care at Medway NHS Foundation Trust 

There has been momentous change in the field of end of life care, not least with the phase out of 

the Liverpool Care Pathway; the framework for best practice that guided and supported care of the 

dying nationally. 

The Trust is working in collaboration with our partner organisations in the community, aiming to 

provide a seamless transition of care for those people who wish to die at home and providing high 

quality, compassionate care for those dying in hospital. A dedicated trust end of life care Clinical 

Nurse Specialist (CNS), working as part of the integrated Hospital Palliative Care Team, provides 

direct clinical care, support and advice to dying patients, their families and staff.  

A Trust end of life care steering group, convened in September 2013 and chaired by the Chief 

Nurse, is working to co-ordinate the delivery of end of life care within the Trust and we are currently 

piloting a new individualised end of life care plan, in accordance with recommendations from NHS 

England and the Liverpool Care Pathway Review Panel of 2013. The service we provide is 

informed by the feedback received from the ongoing Medway end of life care survey, facilitated by 

the CNS and distributed to bereaved relatives and carers. The steering group is also currently 

benchmarking the Trust against the NICE Quality Standard for End of Life Care (QS13). The year 

ahead will be shaped to a large extent by the anticipated guidance from NHS England and the 

Alliance in the coming months, set within the longer term context of the National End of Life Care 

Strategy (DoH 2008). 

Enhanced services for MS patients 

In May 2013, multiple sclerosis patients responded positively to their three month experience of 

being able to have investigative treatment and diagnosis at Medway instead of as previously at 

King’s College Hospital. The repatriation of the MS service not only reduced stress for patients, 

who may find it difficult to travel to receive treatment, but waiting lists were also cut and patients 

seen more quickly. 
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The introduction of the one stop shop benefited patients as they can now have all investigations 

completed in one day, such as blood tests and lumbar punctures, instead of having to schedule 

multiple appointments. 

 

Survey highlights Trust’s quality cancer care 

Cancer patients treated at Medway Maritime Hospital provided positive feedback about their care 

in a national survey. The hospital was ranked in the top third of all 155 hospital who took part in the 

National Cancer Patients’ Experience Survey Programme 2012/2013. 

The survey, undertaken by Quality Health on behalf of NHS England, highlighted that patients who 

were cared for at Medway were positive about their experience. 

 

New facilities in delivery suite 

All women who give birth at Medway Maritime Hospital are now able to do so in a calm and tranquil 

setting thanks to a £225,000 refurbishment project. A delivery suite room, which deals with more 

complex pregnancies, was transformed into an environment similar to the hospital’s highly praised 

midwifery-led unit, The Birth Place. 

  

The refreshed suite enables high risk women to experience the same relaxing surroundings as 

those with problem-free pregnancies. And those who are transferred from the Birth Place to the 

delivery suite now have a seamless transition between areas. 

 

Managing Complaints More Effectively 

It is important that complainants are helped throughout the complaint process ensuring that 

complaints are investigated thoroughly and the results of the investigation are shared with the 

complainant openly and honestly, and in the way that is best for the complainant, which could be in 

writing or by meeting with them.  

The Trust values the feedback provided by our local community and considers it an opportunity to 

learn and make changes to the services we provide. 

A total of 628 formal complaints were received 2013/14. This is an increase of 10.3% from 

2012/13. 

National WOW Awards  

The ‘WOW awards’ at Medway continue to grow, allowing our patients the opportunity to say thank 

you for the exceptional care and compassion they have received from our staff. This has helped to 

shape their positive experience.  
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Medway NHS foundation trust received 961 nominations for its staff members during 2013. As well 

as this, 55% of the nominations all received a certificate in the national ‘WOW awards’ in 2013. 

Staff from the Medway NHS foundation trust, were shortlisted for four of the five categories.  

1.) The leadership award 2013 

2.) WOW! That’s really special 

3.) Most inspiring front liner 

4.) Serving the community 

5.) Best organisation 2013 

We are extremely proud of these achievements when staff continue to provide an exceptional 

experience that patients recognise. 

 

Clinical Effectiveness - Looking back on last year’s priorities 

Clinical Effectiveness  Improve aspects of care given to frail elderly  

 Improve aspects of care within maternity  

 Improve aspects of care within paediatrics  

 

Improve aspects of care given to frail elderly  
 

The Trust considers that this data is as described for the following reasons: 

Much has been implemented for our patients living with Dementia, in conjunction with the launch of 

the National Dementia Strategy and the Prime Minister’s Dementia Challenge, led to a 

comprehensive action plan that was actually being implemented during the data collection for the 

second round. The many improvements over the past year include: 

 An Acute Medical Dementia Unit has opened  

 Memory/activity rooms have been developed on the three wards for Older People 

 Dementia-friendly toilet facilities and signage have been put in place 

 Dementia UK has been commissioned to provide in-depth dementia training 

 A Dementia and Delirium Clinical Nurse Specialist is now in post 

 A Dementia Buddy System – volunteer visiting service – has been developed 

 The Butterfly Scheme (see http://butterflyscheme.org.uk )  has been introduced to help doctors 

and nursing staff care for patients with dementia 

 A Clinical Support Worker has been seconded to focus on Carer Support, initially on a single 

ward, but with plans to extend out to the other older adult wards 

 A leaflet has been developed, outlining local services for carers of patients with dementia 

http://butterflyscheme.org.uk/
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The Trust is taking the following actions to improve practice, and so the quality of its services by: 

Ongoing actions as part of the original initiatives include: 

• Working with community services to ensure dementia patients receive appropriate support 

after discharge 

• Participation in a CQUIN focussing on dementia screening, assessment and specialist 

diagnosis. (The CQUIN system links a proportion of Trust income to achievement of local 

quality improvement goals) 

Future actions planned are: 

 Review of dementia readmissions  

 Screen all inpatients over 75 years using the Abbreviated Mental Test (AMT) 

 Improve out-of-hours provision of the Liaison Psychiatry Service  

 Review the Trust’s discharge policy to ensure it meets the needs of people with dementia  

The Trust is pleased to report that it has now recruited mental health trained nurses to work 

alongside general nurse trained nurses to ensure best practice.  

Improve aspects of care given to paediatrics  

The Trust considers that this data is as described for the following reasons: 

Gentamicin Errors: There have been 5 medication errors related to gentamicin in neonates in 

2013/14 – a mixture of administration and prescription errors.  This is a 50 percent reduction of the 

10 reported for last year.  The way that we prescribe Gentamicin has been changed since last 

year.  Many of the errors were due to missing the time frame in which the medication was due to 

be administered as the medication is given 18hrly on Neonatal Intensive Care Unit (NICU) 

compared to other paediatric areas. 

The target is zero which is of course the optimum target but one which is probably unachievable.  

We continue to monitor the errors and provide training and supervision to those staff members 

identified. The way that we prescribe Gentamicin has been changed since last year.   

The Trust intends to take the following actions to improve this score, and so the quality of its 

services by introducing stickers that go on the prescription charts and pre-set boxes at 18hrly 

intervals so timing errors should be reduced. Now that the process appears right and the practice 

is embedded it seems to be working well. It is expected that further improvement will continue 

during 2014/15. 
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Increase the number of Looked After Children (LAC) health assessments carried out in statutory 

time frames  

The Trust considers that this data is as described for the following reasons:  

Total number of medical assessment undertaken in 2013 / 14 = 590 

Number within target of 28 days in 2013 / 14 = 384 (55.75 percent) 

We have had a reduction in the numbers of referrals this year with the total numbers of requests 

for assessments received being 590 (834 in 2012 / 13). The main obstacle to increasing the 

number of assessments carried out with in the 28 days target is concentrated around the initial 

LAC assessments which need to be carried out by paediatricians.  There is insufficient capacity 

with the medical team/clinics to meet the numbers of referrals received.  Referral patterns are not 

constant as some months there are more than other months and the clinician team are unable to 

flex their clinic capacity within such short timescales as other patients have been allocated the 

clinic slot.  

The Trust intends to take the following actions to improve this score, and so the quality of its 

services by focussing on early identification in 2014 / 15, of the numbers of children being taken 

into care by attending the decision making panel each week.  This will enable them to identify the 

number of appointments needed in the coming weeks and the team will be able to ring fence the 

slots.  A timely appointment after referrals is the key to given the clinicians enough time to 

complete the paperwork and to write the comprehensive care plan summaries integral to the future 

care of the looked after child.  In addition, the job plan for the Designated Doctor for looked after 

children (LAC) is being reviewed.  

Improvements to clinical effectiveness over the last year have 

included:- 

Organising for Quality with NHS IQ programme  

Medway NHS Foundation Trust has resourced and planned four cohorts of the Organising for 

Quality (O4Q) Improvement Programme with NHS Improving Quality. The programme supports 

leaders (up to 100) in the organisation over the period of 5 working days across 5 months to work 

through improvement methodology, measuring improvement, sustainability, capacity and demand 

and evaluating projects. We have commenced cohorts 1 and 2 in January 2014 and February 2014 

and a further two cohorts are starting in April 2014 and May 2014. We are currently training 41 

people in the methodologies and have another 20 starting in April 2014. 

Introduction of new service of Continuous Subcutaneous Insulin Infusion Therapy (CSII therapy or 

‘insulin pump’ 



 

48 

 

The prevalence of diabetes in Medway is estimated to increase to 7.4% by 2015. This is mainly 

due to both the increase in the proportion of older people in the population and to the rising 

prevalence of obesity and unhealthy lifestyles in Medway.  

Table 14: Future Trends for Diabetes Prevalence in Medway  

 Year 2010 2015 2020 2025 2030 

Number 13,630 15,290 16,768 18,312 19,955 

Percentage 6.8% 7.4% 8.0% 8.5% 9.0% 

Source: APHO Diabetes Prevalence Model 

At present approximately 1,300 people (adults and children) in Medway with diabetes have Type 1 

diabetes.  

In Medway, until the end of 2012, there was no local CSII therapy for adults and some patients had 

to travel as far as London.  As of March 2014 there are 38 adults currently using CSII therapy 

under the Diabetologist at Medway NHS Foundation Trust.  

The Adult CSII service has provided an excellent service as evidenced by the following outcomes,  

 Patients who received the service have improved glycaemic control (a lower mean blood 

glucose level and/or less variation in blood glucose levels and fewer episodes of 

hypoglycaemia) and other bio-medical indicators. 

 Patients who received the service have improved self-management skills and knowledge about 

their condition are able to positively take greater control of their diabetes. 

 Patients who received the service stated that they are living healthier lifestyles and have a 

greater degree of flexibility in lifestyle. 

 Patients who received the service have experienced a reduction in ED attendances and 

admissions for diabetes related incidences as well as a reduction/delay in the impact of longer 

term consequences of their long term condition. 

No more plaster casts for some children with fractures 

From November 2013 some children coming to Medway Maritime Hospital with fractured bones no 

longer have to be restricted in a cast, because of a new orthotic collection of boots and braces. 

Medway was specially selected by the brand, Medi Kidz Range from Medi UK, to pilot the kit 

because of the orthotic department’s centre of excellence status. 
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Medway hosts new network 

The Trust is the first to host a new network which gets hospitals in Kent, Surrey and Sussex 

working together and sharing expertise, to improve care for critically ill adults and babies.  

  

The Trust was successful in its bid to host the South East Coast Adult Critical Care and Neonatal 

Operational Delivery Network (ODN). The ODNs are one of a number of new networks and 

organisations that form part of the new NHS landscape. They focus on building relationships 

between hospitals, allowing them to share best practice, improve quality of care and enhance 

patient experience, for specific hospital services across a geographical area. 

 

Surgeon`s perfect new technique 

For the first time, surgeons at Medway Maritime Hospital completed a delicate operation under 

local anaesthetic when it was previously carried out under general or epidural anaesthetic. The 

Trust is the only hospital in Kent doing percutaneous endovascular aneurysm repair (EVAR) for 

patients with abdominal aortic aneurysm and one of the few hospitals in the country doing it under 

local anaesthetic. Traditionally the aortic stent grafts are inserted via surgical incisions in both 

groins. Surgeons at the Trust have been doing the procedure without any incision (percutaneous 

EVAR) since early 2012 but until July 2013 all the procedures were done under either general or 

epidural anaesthetic.  

 

Consultant Interventional Radiologist Dr Anil Madhavan said: “This is a much simpler procedure 

because it is less invasive and with no need for a general anaesthetic, the surgical risk is greatly 

reduced too.” 

 

NHS Outcomes Framework Indicators for Quality Accounts 2013/14 

The NHS Outcomes Framework sets out the outcomes and corresponding indicators used to hold 

the NHS Commissioning Board to account for improvements in health outcomes. There are five 

Domains which describe at a high level those areas that the NHS should be aiming to improve, 

focus on improving health and reducing health inequalities. 
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The indicators that are relevant to the Trust in 2013 / 14 and performance against these are tabled 

below. Where previous year data is available this is included within the table. Areas where the data 

is not available are within Domains 3 & 5. 

The Trust considers that the data in Domain 1 is worse than the national average. It remains a 

Trust priority to improve over in 2014 / 15. The Trust is working collaboratively with the all 

stakeholders to implement improvement with the Mortality Working Party chaired by the Director of 

Public Health for Medway to improve the quality of its services.  

 

The table relating to palliative care coding remains near the national average.  Continued work in 

this area will further improve the hospital level indicator. 

DOMAIN 1: PREVENTING PEOPLE FROM DYING 
PREMATURELY    

      

SUMMARY HOSPITAL-LEVEL MORTALITY INDICATOR       

Period MFT SHMI Banding 
National 
Ave. 

Highest 
SHMI 

Lowest 
SHMI 

Oct 2011 – Sept 2012 1.134 1 1.0000 1.2107 0.6849 

Jan 12 – Sept 12 1.089 2 1.0000 1.1919 0.7031 

Apr 2012 - Mar 2013 1.0826 2 1.0000 1.1697 0.6523 

Jul 2012 - Jun 2013 1.0577 2 1.0000 1.1563 0.6259 

     

PATIENT DEATHS WITH PALLIATIVE CARE CODING      

Period MFT % National Ave. Highest % Lowest %  

Apr 2012 - Mar 2013 20.4% 19.9% 44.0% 0.1%  

Jul 2012 - Jun 2013 19.6% 20.3% 44.1% 0.0%  

     

http://www.england.nhs.uk/wp-content/uploads/2013/09/outcomes-framwrk.p
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The Trust is measured against two different statistical systems and both are published nationally. 

HSMR (Hospital Standardised Mortality Ratio) has not improved while SHMI (Standardised 

Hospital Level Mortality Indicator) has been reducing consistently within normal limits. Both 

standards should be below 100. Over the last two years the Trust has recognised that the biggest 

areas of concerns have been patients with: 

 Fractured Heck of Femur 

 Septicaemia 

 

DOMAIN 3 : HELPING PEOPLE TO RECOVER FROM EPISODES OF ILL-HEALTH OR FOLLOWING 
INJURY 
 

The Trust considers that the PROMS data for Hip Replacement and Groin Hernia are better than 

the national average, and Knee Replacement results are slightly lower than the national average.  

There were a low number of returns for varicose veins and therefore, these are not comparable.  

 

The Trust has taken actions to improve PROMS and the quality of its services, by establishing the 

new Surgical Patient Enhancement Team. This is aimed at all stable surgical patients who still 

require surgical treatment but can receive this treatment at home.  This will help improve the 

patient experience.  

 

      PATIENT REPORTED OUTCOME MEASURES (PROMS) - 
2012/13     

 

Procedure 

MFT Adjusted 
Ave. Health 

Gain National Ave. 
Highest 
Value 

Lowest 
Value 

 Hip Replacement primary 0.446 0.438 0.543 0.319 
 Hip Replacement revision * 0.272 0.350 0.164 
 Knee Replacement primary 0.304 0.319 0.409 0.195 
 Knee Replacement revision * 0.251 0.369 0.194 
 Groin Hernia 0.090 0.085 0.157 0.015 
 Varicose Vein * 0.093 0.175 0.023 
 * No modelled score calculated due to small number of results. 

   

      

      The latest provisional PROMS data published is from April 2013 to September 2013.  Medway FT's adjusted 

average health gain scores during this period are the following: 
   

      PATIENT REPORTED OUTCOME MEASURES (PROMS) - 
2013/14     

 

Procedure 

MFT Adjusted 
Ave. Health 

Gain National Ave. 
Highest 
Value 

Lowest 
Value 

 Hip Replacement primary * 0.447 0.545 0.373 
 Hip Replacement revision * 0.261 * * 
 Knee Replacement primary * 0.339 0.429 0.264 
 Knee Replacement revision * 0.255 * * 
 Groin Hernia * 0.086 0.138 0.019 
 Varicose Vein * 0.102 0.094 0.058 
 * No modelled score calculated due to small number of results. 
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      The unadjusted average health gain scores for the same period are as follows: 
  

      PATIENT REPORTED OUTCOME MEASURES (PROMS) - 
2013/14 

   

Procedure 

MFT 
Unadjusted 
Ave. Health 

Gain National Ave. 

   Hip Replacement primary 0.578 0.447 
   Hip Replacement revision 0.014 0.261 
   Knee Replacement primary 0.476 0.339 
   Knee Replacement revision * 0.255 
   Groin Hernia 0.104 0.086 
   Varicose Vein * 0.102 
   * No modelled score calculated due to small number of results. 
   

       
Re-admission within 28 days: 

     

      RE-ADMISSIONS WITHIN 28 DAYS - AGED 0 TO 15 YEARS   
  Period MFT % National Ave.   

  2012-13 10.9% 9.6%   
  2013-14 9.3%     
  

      RE-ADMISSIONS WITHIN 28 DAYS - AGED 16 YEARS OR OVER   
  Period MFT % National Ave.   

  2012-13 7.1% 7.0%   
  2013-14 10.6%     
  

      Note:  2012-13 figures were taken from CHKS which had no exclusions applied.  In order to comply with 

Monitor's definition, the 2013-14 rates were recalculated to exclude Maternity and cancer patients. 
 

      

      DOMAIN 4 : ENSURING THAT PEOPLE HAVE A POSITIVE 
EXPERIENCE OF CARE 

  

      NATIONAL INPATIENT SURVEY - RESPONSIVENESS TO PERSONAL NEEDS OF PATIENTS 
 

Period Medway FT National Ave. 
Highest 
Value 

Lowest 
Value 

 2012 72.2 76.5 88.2 68.0 
 2013 Not yet published as of early April 2014   
 

      NATIONAL STAFF SURVEY - RECOMMEND THE TRUST AS A PROVIDER OF CARE TO FAMILY OR FRIENDS 

Period MFT % National Ave. Highest % Lowest % 

 2012 57% 63% 94% 35% 
 2013 47% 67% 94% 40% 
 

      Quite clearly these results are disappointing, with little improvement year on year. They further 

confirm that we need to improve many aspects of our service. Those were the lessons arising out 

of Sir Bruce Keogh’s report in the summer of 2013 and the findings of CQC into our Emergency 

Department published earlier in 2014. The inpatient survey, which also took place last summer, 

confirms much of what we knew and have already taken action to redress.  
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The Trust’s strategy is based on making the experience of its patients the very best it can be. 

Under the banner of Transforming Medway, we have launched a major campaign to change the 

Trust’s ways of working, and the environment in which that work is done. We have already made 

significant progress in terms of transforming our hospital infrastructure, for example, with plans to 

bring all of our emergency services together on one level and under one roof. 

 

We cannot afford to be complacent about the inpatient survey results and must reflect on, and act 

upon the outcomes. Importantly, we now have a clear and compelling strategy to help tackle our 

immediate priorities and to transform what we do, and where it is done. By working together to 

deliver our goals, we will not just make our service better, but ultimately make it the best it can be. 

 
 

DOMAIN 5 : TREATING AND CARING FOR PEOPLE IN A SAFE ENVIRONMENT AND PROTECTING 
THEM FROM AVOIDABLE HARM  

      

      VTE RISK ASSESSMENT         
 

Period 
MFT % Risk 
Assessed National Ave. 

Highest 
Value 

Lowest 
Value 

 2012-13 95.7% 93.9% 100.0% 76.1% 
 Apr 2013 - Feb 2014 96.1% 95.7% 100.0% 65.3% 
  

 
 

     C. DIFFICILE INCIDENCE RATE (PER 100,000 BED DAYS)     

 

Period MFT Rate National Ave. 
Highest 
Value 

Lowest 
Value 

 2012-13 8.8 17.3 30.8 0.0 
 2013-14* 7.2       
 

      PATIENT SAFETY INCIDENTS REPORTED       

 

Period MFT Rate 

Ave. for 
Medium 
Acute 

Hospitals 
Highest 
Value 

Lowest 
Value 

 2012-13 5.82 7.21 15.58 2.47 
 2013-14* 10.76       
 

      PATIENT SAFETY INCIDENTS REPORTED THAT RESULTED IN SEVERE HARM OR DEATH 

 

Period MFT No. (%) 

Ave. for 
Medium 
Acute 

Hospitals 
Highest 
Value 

Lowest 
Value 

 2012-13 37 (0.88%) 0.68% 3.34% 0.10% 
 2013-14* 97 (1.22%)       
 *Full data not available until later in 2014 and 2015 

The rate of patient safety incidents has increased and the overall reporting rate significantly 

improved. We will sustain this going forward for 2014 / 15 and also include, the numbers and levels 

of harm occurring. The Trust will focus over the coming year on the investigation side, the learning 

from this activity and more promptly closing investigations down.  
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Review of Quality Performance 
 
The quality of the Trust’s services is monitored at a trust-wide level by the Quality Committee 

which is a sub group of the Board. This committee has two task groups, Patient Safety and Patient 

Experience. The Board receive a monthly review of quality performance and there are monthly 

quality performance meetings with each of the directorates. There is also a set of quality 

performance indicators which is monitored by the nursing and midwifery staff through the trusts 

Nursing & Midwifery Accountability System. This is a well-established tool which enables the senior 

nursing team to monitor, challenge and share practice across the Trust. In addition, as part of the 

commitment to improvement following the Keogh review, we participate in the NHS England (Kent 

and Medway) quality sub group. External assurance is provided through the clinical quality review 

meeting chaired by Medway Clinical Commissioning Group (CCG). The agenda provides 

opportunity for support and challenge in relation to all the Quality Indicators, CQUINs, or any issue 

about quality that has given cause for concern. Benchmarks are provided by CHKS and Dr. Foster. 

These are extremely helpful in enabling the Trust to measure performance in comparison to our 

neighbouring trusts. 

Table  15: Clinical Quality Indicators April 2013 - March 2014 

 

      Target / 
Indicator 

Description 
2011/12 
Result 

2012/13  
Result 

2013/14 
Target 

2013/14 
Result 

Infection control 

C Diff reduction 
(stretch target) 

39 16 25 13 

MRSA reduction 4 1 0 1 

Falls 
Number of falls per 
1,000 admission 

3.97 4.91 5 4.79 

Mixed sex 
accommodation 

Mixed sex 
accommodation 
breaches 

115 70 0 199 

Hand hygiene 
audit 

Hand hygiene score 97.6% 98.4% 95% 97.4% 

Child 
safeguarding 
training 

% of eligible staff 
trained in child 
safeguarding 

90.1% 81.6% 95% 68.5% 

Adult 
safeguarding 
training 

% of eligible staff 
trained in adult 
protection 

89.6% 83.1% 95% 57.1% 

Enhanced CRB 
check 

% of eligible staff 
with enhanced CRB 

100% 100% 100% 100% 

Discharge 
letters 

% of discharge 
letters sent to GP 
within 24 hours 

95.1% 94.5% 100% 89.6% 

Serious Incident 
(SI) 

Number of SIs 64 58 60 68 

Never Events 
Number of Never 
Events 

1 3 0 1 

Bed utilisation Bed occupancy 95.2% 90.9% 90% 86.98% 

Mortality rate - 
HSMR 

Hospital 
Standardised 

112 104.7 100 111.6* 
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Mortality Ratio 

Delayed 
discharge 

Bed days lost due to 
delayed discharge 

3,651 3,111 3,200 3,530 

Complaints 
Number of 
complaints received 

484 569 480 570 

 
Note: *The HSMR within the table is a pre `Re basing` figure and is subject to change.  

There are nine areas of note that are rated `red`. 

The trust has had one post 48 hour Meticillin Resistant Staphylococcus Aureus (MRSA) in the last 

year. This infection occurred in May and there have been no cases since. However this has 

breached our trajectory of zero avoidable bacteraemia.  Robust measures have been instigated 

following the post infection review to further enhance the patient’s pathways and to share the 

learning from the case. The learning included instigation of MRSA pathways on all patients 

admitted via the emergency route into the hospital and a sepsis awareness training programme 

Trust wide from October 2013 to January 2014. 

The Mixed Sex Accommodation (MSA) breach has been a challenge this year with numerous 

capacity issues reducing our ability to sustain this important issue. The majority of breaches are 

due to clinical needs and the lack of single rooms in our ward areas. We continue to monitor at 

each Patient Flow meeting every day and work with our commissioning colleagues to undertake 

spot checks on a regular basis. 

Adult & Child Safeguarding training should improve next year, with the introduction of e-learning 

and a more in depth analysis of the training needs analysis (TNA) across all areas within the Trust 

ensuring staff are trained appropriately and in determination of their specific needs within their role. 

This will allow areas to release staff appropriately. 

The single Never Event that occurred in 2013/14, was investigated, lessons learned and processes 

reviewed accordingly. 

HSMR is discussed in full on pages 34 – 37 of this report. 

Discharge letters and complaints are discussed later within the report.  

Bed days lost due to delayed discharge remain a concern for the Trust. Continued discussions with 

our external partners are in place to relieve the situation.   

 

Enhancing Quality Programme (EQ) 

 

Priorities for Improvement 2013/14:-  

As part of the Enhancing Recovery Programme, the Medway Foundation Trust are required to 

submit data on a number measures to monitor the Trusts improvement over the year. The 
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application of a “care bundle approach” to the management of discrete clinical conditions has been 

shown to be associated with significant improvements in outcomes, including standardised 

mortality. It is the approach behind the Kent, Surrey & Sussex Enhancing Quality and Recovery 

Programme in which the Trust participates.  

Enhancing Quality (EQ) is a clinical change programme which uses data to measure quality which 

indicates whether the patient has received care that ensures the best possible outcome. Enhanced 

Recovery (ER) is an evidence based model of care that creates fitter patients who recover faster 

from major surgery.  

Medway NHS Foundation Trust retained their commitment to participate in the Enhancing Quality 

and Recovery (EQ&ER) Programme for 2013 / 14. The EQ&ER Programme is an innovative 

clinician led quality improvement programme. By gathering and analysing patient and clinical 

pathway data we are able to establish where to intervene for the greatest quality improvements.  

EQ&R aims to improve patient outcomes and reduce variation in care every patient every time. 

This year has seen our continued participation in the Dementia, Acute Kidney Injury, Heart Failure 

and Pneumonia Enhancing Quality pathways and the Gynaecology, Colorectal and Orthopaedic 

Enhanced Recovery Pathways. Planning for a new Chronic Obstructive Pulmonary (COPD) 

pathway in 2014 is underway. 

Performance is rated by an appropriate care score (ACS) and is a measure of the number of times 

patients received all the care they were eligible for. The ACS is the total number of patients that 

received all the care they were eligible for divided by the total number of patients eligible for the 

focus area. The measures that account for the ACS score within each care pathway is cited within 

the narrative for each individual pathway.   

 

Heart Failure 

Following a challenging year for this pathway in 2012 / 13, our performance in 2013 / 14 has gone 

from strength to strength. The Trust now has a Heart Failure Nurse Specialist who provides 

dedicated care and advice to our heart failure patients.  The Heart Failure section added to our 

Electronic Discharge Notification has improved the transfer of care between the hospital and our 

community and GP partners which is reflected in the reduction in our readmission rates.  We are 

continuing this good work by undertaking joint reviews of patient readmissions with members of our 

community team to understand and learn from these cases. The Trust is on course to achieve a 

Kent, Surrey and Sussex Quality Improvement Award for the improvements shown in the Heart 

Failure pathway. The ACS measures taken into account for heart failure are: 
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 Left Ventricular (LV) function evaluation 

 Ace Inhibitors (ACEI) or ARB at Discharge 

 Discharge Instructions 

 Adult smoking cessation advice/counselling 

Figure 16: ACS Score for Heart Failure January 2013 – November 2013 

 

Pneumonia 

Work has begun in 2013 to align the EQ measures for pneumonia with those of the British Thoracic 

Society. Nurses from our Emergency Department and Acute Medical Unit have attended the 

required training to be able to order x-ray’s thereby speeding up the diagnosis and treatment of 

pneumonia.  The opening of the Senior Treatment Assessment Route (STAR) in the Emergency 

Department has also contributed to increased performance across all of the EQ measures. The 

Trust is on course to achieve a Kent, Surrey and Sussex Quality Improvement Award for the 

improvements shown in the Pneumonia pathway. The ACS measures taken into account for 

pneumonia are: 

 Oxygenation Assessment 

 Initial Antibiotic Selection for CAP in Immunocompetent Patients 

 Blood cultures performed prior to initial antibiotic 

 Initial antibiotic received within 6 hours of arrival 

 Adult smoking cessation advice/counselling 

 CURB-65 score 

Figure 17: ACS Score for Pneumonia January 2013 – November 2013 
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Acute Kidney Injury 

This is a new pathway for Enhancing Quality and we look forward to telling you more about the 

quality improvements being made in next year’s report. 

Colorectal Enhanced Recovery Pathways (ERP) 

Performance in this pathway remains encouraging. By reviewing measures within the pathway we 

have focused our efforts on Intra Operative Fluid Management (IOFM) usage where we have 

introduced Safer Sleep. The Trust is on course to achieve a Kent, Surrey and Sussex Quality 

Improvement Award for the improvements shown in the colorectal pathway. The ACS measures 

taken into account for Colorectal Enhanced Recovery Pathways are: 

 Patient Information on enhanced recovery pathway (ERP) 

 Carbohydrates Given 

 IOFM Usage 

 Post Op Nutrition 

 Discharge Advice Given 

Figure 18: ACS Score for Colorectal Enhanced Recovery January 2013 – November 2013 
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Gynaecology Enhanced Recovery Pathways 

We are performing well across all the targets and the Trust is on course to achieve a Kent, Surrey 

and Sussex Quality Improvement Award for the improvements shown in the gynaecology pathway. 

The ACS measures taken into account for Gynaecology Enhanced Recovery Pathways are: 

 Patient Information on ERP 

 Antibiotics Prior 

 Hypothermia Prevention 

 Nausea and Vomiting Control 

 Discharge Advice Given 

Figure 19: ACS Score for Gynaecology January 2013 – November 2013 

 

Orthopaedic Enhanced Recovery Pathways 

We are performing well in this pathway but will strive to improve on certain measures. The 

introduction of safer sleep will have a positive impact and we are working hard to ensure our 
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patients mobilise as early as possible (a difficult measure to always meet as some patients are not 

well enough to mobilise despite pre-operative education and encouragement). The ACS measures 

taken into account for Orthopaedic Enhanced Recovery Pathways are: 

 Patient Information on ERP 

 VTE Prophylaxis 

 Antibiotics Prior to surgery 

 Epidural, Regional or Spinal Anaesthetic 

 Early Mobilisation 

 Discharge Advice Given 

Figure 20: ACS Score for Orthopaedics January 2013 – November 2013 

 

 

Complaints 

It is important that complainants are helped throughout the complaint process ensuring that 

complaints are investigated thoroughly and the results of the investigation are shared with the 

complainant openly and honestly, and in the way that is best for the complainant, which could be in 

writing or by meeting with them or both.  

The Trust values the feedback provided by our local community and considers it an opportunity to 

learn and make changes to the services we provide. The Trust also invited Cambridge University 

Hospital NHS Foundation trust to review the complaints service, lessons were learnt from feedback 

received and appropriate changes made to the service. 

A total of 628 formal complaints were received this financial year. This is an increase of 10.3 

percent from 2012/13. 
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Figure 21 - Number of Complaints received 2001/14 

 
 
Figure 22 - Complaints as % of activity April 2013 - March 2014 

 

 
Figure 23 - Complaints by Speciality 2013/14 
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Table 16: Comparison of Complaints Received in 2012/13 and 2013/14 

 2012/13 2013/14 Increase/Decrease % 

ED 75 90 ↑ 16% 

Paediatrics 25 25 ↔ 

General 

Medicine 

106 105 ↔ 

Neurology 9 14 ↑ 35% 

Dermatology 28 22 ↓21% 

Elderly Care 18 22 ↑ 18% 

Cardiology 1 6 ↑ 83% 

Maternity 38 38 ↔ 

Gynaecology 15 17 ↑  11% 

ENT 22 15 ↓ 46% 

Pain 17 10 ↓ 70% 

Urology 22 23 ↑4% 

Trauma and 

Orthopaedics 

86 66 ↓ 30%  

 

General 

Surgery 
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86 

 

↑ 37% 

 
Handling of Complaints 
 
The increase in complaints over the past year can be linked to an increase in media attention, as 

the increases have occurred at times when media attention has been high.  

As a result of patient feedback the Trust has reviewed its complaints process with particular 

consideration to recent public reports regarding complaints handling, and changes have been 

made to improve the service for those who raise complaints and concern. The changes include: 

 Contacting the complainant at the outset of the complaint to discuss their concerns and ensure 

that the Trust respond in the best way for the complainant. 
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 An increase in face to face meetings, with those who raise concerns, to discuss and reassure 

at the initial response stage, and where possible rebuild the confidence of the users of our 

service.  

 Developed a tool to assist the directorates in the management of complaints.  

 Complaint responses follow a template, designed to ensure that the complainants concerns are 

fully understood, and actions that have been taken, will be taken as a result of the feedback. 

These are then provided to the complainant.  

 

Training  

The training programme for complaints is being reviewed and will now provide workshops which 

will include: 

 Handling of complaints at ward level (enabling staff to provide a prompt response to the patient 

or their family and friends).   

 An understanding of emotional touch points using patient stories as a learning tool.  

 Training with regard to the complaint investigation and how to provide a response when 

concerns are raised.  

 Working closely with other initiatives, to improve services to those patients who have additional 

needs.  

 

To ensure that themes and trends from all complaints are fed back into the organisation, senior 

staff within the complaints team attends clinical governance meetings at Directorate level and 

attend the Patient Safety and Quality Committees. Monthly reports are produced highlighting 

themes and trends from the direct feedback via complaints raised and/or logged onto the Datix 

system.  

The Parliamentary and Health Service Ombudsman 
 
11 referrals were made to the Parliamentary Health Service Ombudsman this year, which has 

shown a slight increase to 2012/13.  

Figure 24:  Number of Ombudsman Complaints January 2011 – March 2014 
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The table below provides details of the cases that have been opened: 

Table 17: Ombudsman Case Details 2013/14 

Not upheld and closed  1 

Partially upheld with action plans 2 

For further resolution under the 

complaints process 

2 

Under investigation 6 

Total cases  11 

 
Assessing the quality of the complaints process 

Themes of complaints in 2013/14 
 
Key themes and trends from complaints are monitored on a monthly basis. The key theme  from 

complaints in 2013/14 was clinical care and treatment and  during the period  December 2013 to 

February 2014  clinical care and treatment continues to be the main theme and trend, failure to 

diagnose, attitude and communication of both doctors and nurses, and nursing care were the key 

issues. This will continue to be monitored on a monthly basis as part of the complaints reporting 

mechanism.  

Figure 25 - Complaints by Theme / Category 

2013/14

 

Clinical Care and Treatment 
 
Table 18: Clinical Care and Treatment increase/decrease 

 2012/13 2013/14 Increase/Decrease % 

ED  52 38 ↓26% 
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General Surgery   33 39 ↑ 15% 

Maternity 29 38 ↑ 26% 

Gynaecology 2 8 ↑ 35% 

General 

Medicine 

69 63 ↓8% 

Trauma and 

Orthopaedics 

34 30 ↓13% 

ENT 6 3 ↓ 50% 

Elderly Care 12 15 ↑  20% 

Dermatology 6 12 ↑  50% 

Radiology 6 4 ↓ 33% 

Neurology 3 4 ↑ 25% 

Paediatrics 14 13 ↓ 7% 

Cardiology 1 3 ↑  200% 

Urology 18 13 ↓  27% 

Anaesthetics  7 3 ↓57% 

 
Staff Attitude 
 
This year there have been nine complaints where staff attitude was the main theme of the 

complaint. However, 167 complaints raised during 2013/14 had additional concerns regarding 

attitude of staff. This has been across all directorates, the Emergency Department, Adult Medicine, 

Women’s Health, including Midwifery and the Surgical Directorates concerns raised of this nature.  

Communication 
 
There have been 69 complaints raised where this has been the main cause of concern, which 

indicates a reduction to last year’s report. Of the 628 complaints raised 316 included the issue of 

communication as part of the complaint if not the main issue.  

The Trust recognises that good communication is essential as part of the care provided to the 

patient, and that a patient`s friends and family are also an important part of the patient’s care. This 

is reflected in the new training programme and workshops that will be introduced in 2014/15.   

Communication will continue to be monitored as part of our patient feedback programme, which 

includes complaints, comments, concerns and compliments.  
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Discharge 
 
There has been a reduction in complaints involving the Discharge Lounge directly. However there 

has been in increase in concerns raised regarding discharge from 19 to 97, with the main theme 

being a delay in medication. It is clear from the concerns raised that communication regarding 

discharge is a contributory factor to the patient, or their family’s frustration, as the discharge 

process has not clearly been explained. This will continue to be monitored as part of the reporting 

structure with regard to patient’s feedback to enable improvements to be put into place.  

Out-patients 
 
These complaints relate to patients having to wait for appointments. The high number of last 

minute cancellations and continued concern over car parking are all areas that are under review.  

 

Conclusion 
 
During 2013/14 the Trust had a high level of media coverage, which may explain an increase in 

complaints due to the concerns that this negative publicity raises within our local population. Whilst 

there have been increases for the Directorates of General Medicine, General Surgery, and the 

Emergency Department these departments do have the highest levels of activity;  there have also 

been decreases in other departments, most notably the Trauma and Orthopaedic Department 

which also sees a high level of activity.  

The Trust has made changes within its complaints process to further assist patients, or their 

families who wish to raise concerns.  

In the forthcoming year the Trust will make further changes with regard to patient’s feedback to 

ensure that those providing feedback are assisted in the best way possible for them, with the main 

emphasis being on rebuilding confidence in our service where possible and learning and making 

improvements from the feedback received.  

Patient Advice & Liaison Service (PALS) 

The Patient Advice and Liaison Service (PALS) have assisted 3871 patients, relatives and visitors 

with problems, concerns and advice during 2013/14.  This is an increase of 6.3 percent., on the 

previous year.   

 Admissions 

The number of enquires relating to admissions decreased by 10.6 percent. on the previous 

year.  78.27 percent. of the enquiries are from patients wanting dates for their operations. 

 Cancelled Operations 
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Concerns relating to cancelled operations are up 89 percent, on the previous year; 47 percent 

of these relate to orthopaedics. 

 Clinical Care  

Concerns relating to the clinical care by doctors show a decrease of 5 percent. Concerns 

relating to clinical care of nurses have risen, from 75 in 2012/13 to 134 in 2013/14 an increase 

of 78 percent. However PALS received 13 fewer concerns about nurses than doctors. 

Concerns for both are across the board and do not relate to any one specialty or doctor/nurse. 

 Contact & Communication  

Contact and communication concerns were down 3.5 percent however figures are actually 

higher as many patients contact PALS when they are unable to get through to the relevant 

secretary/department when they enquire about test/scan results, outpatient appointments and 

dates for surgery. 

 Infection Issues 

PALS have only taken 4 enquiries relating to infection issues. 

 Lost Property 

Concerns relating to patients lost property rose by 30 concerns in 2012/13 to 57 in 2013/14, an 

increase of 90% on the previous year.   

 Outpatients 

26.6 percent, of all enquiries PALS dealt with related to outpatient appointments.  This is a 

small decrease of 2.45 percent on the previous year however PALS cannot book 

appointments; a great deal of time is spent in trying to contact the relevant staff to obtain a 

satisfactory outcome for the patient.  

 Results 

PALS took 242 enquiries from patients wanting to know test results; up almost 45 percent. on 

the previous year. The large increase can be traced back to the change of system within 

imaging which caused some “teething problems”.  

 Waiting Times 

Concerns about waiting times have decreased by 5.6 percent on the previous year.  31percent 

relate to waiting times in Emergency Department (ED). 

The majority of people who use PALS are happy with the service they receive and will often return 

when they have further concerns/enquiries. Many patients who have used the service before 

choose to contact PALS first for all of their enquiries.  
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PALS work with the directorates to highlight and help resolve patients concerns, producing monthly 

reports for each directorate to help facilitate change.  

Patient Surveys 

The Trust participates in all adult national surveys including: 

 Inpatient Surveys 

 Outpatient Surveys 

 Emergency Department Surveys 

 Maternity Surveys 

 Cancer Surveys 

A sample of patients is asked their opinion about different aspects of their care and treatment. This 

information is then given a score based on the responses given.  

The 2013 National Inpatient Survey scores were published by the Care Quality Commission on 

Tuesday 6 April 2014. Unfortunately it portrays the Trust in a critical light. Using it we are unable to 

identify any improvement at all year on year, and in many areas our position has deteriorated.  

Under the section scores, for example across 10 Sections, the Trust was among the worst 

performing trusts, and in the other four sections the scores had remained the same. In these areas 

the 2013 score is significantly lower than the 2012 score: 

 Waiting to get a bed on a ward 

 In your opinion were there enough nurses on duty to care for you? 

 Did you feel you were involved in decisions about your discharge from hospital? 

 Were you told how to take your medication in a way you could understand? 

 Were the letters (between hospital doctors and GPs) written in a way that you could 

understand? 

These are disappointing but not surprising results. They confirm what last summer’s report by Sir 

Bruce Keogh and the recent CQC report into the Emergency Department stated: both said that 

much of the hospital’s environment and ways of working were not suitable for 21st century 

healthcare and must be changed. Under those circumstances, it is inevitable that some of our 

patients report that they are not happy or satisfied with the standards of care we are able to give 

them – neither are we. We have already started work on reconstructing our Emergency 

Department, and we have developed, with our clinicians, a detailed plan called Transforming 

Medway to completely transform the way the hospital works and so radically improve services for 

patients. It will take time, but we hope, and expect to see some improvement year on year from 

now on. 

Performance against Key National Priorities 
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The Trust achieved the Emergency Access Target in March 2014. The Trust continues to closely 

monitor the A&E performance to ensure improvement in 2014/15.   

Monitor Regulation 

Following a review from Monitor at the end of 2010/11, the Trust was placed in significant breach 

of two of its terms of authorisation, namely - the general duty to exercise its functions effectively, 

efficiently and economically, and its financial governance duty. This meant that the Trust was red 

rated for governance risk throughout 2011/12 and 2012/13 under the authorisation regime.  

Monitor introduced the licensing regime in April 2013 for all provider organisations. This meant that 

the position of significant breach became one of conditions placed on the new licence. The Trust 

has continued to be red rated for governance during 2013/14 on this basis. 

In 2013/14 the Trust was named as one of the fourteen trusts to be reviewed by Sir Bruce Keogh in 

relation to high mortality rates. This review concluded in June and resulted in additional conditions 

being placed on the Trust’s licence with Monitor. 

Due to conditions on the licence the Trust has been red rated for governance throughout 2013/14.  

In 2013/14 a new metric, Continuity of Service Risk Rating (COSRR), was introduced by Monitor to 

replace Financial Risk Rating (FRR). The COSRR focuses on liquidity and the ability to service 

debt rather than the FRR which also encompassed profitability and profitability margin. 

 

Table 19: Monitor Risk Ratings 2013/14 

 Plan Q1 Q2 Q3 Q4 

Under the compliance framework    

Financial Risk 

Rating 
3 3 3   

Governance 

Risk Rating 

 
    

Under the risk assessment framework    

Continuity of 

Services 

 
  2 2 

Governance      

 

The planned COSRR for Q1 and Q2 in 2014 / 15 is 1 and 1 
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SHMI by Data Period (published banding 95% CL with over-dispersion)

0

20

40

60

80

100

120

140

July 2011 - June 2012 Oct 2011 - Sep 2012 Jan 2012 - Dec 2012 April 2012 - Mar 2013 July 2012 - June 2013

R
e

la
ti

ve
 R

is
k

Data Period

Mortality 
 
The Trust is measured using two different statistical systems and both are published nationally. 

HSMR (Hospital Standardised Mortality Ratio) which has not improved and SHMI (Standardised 

Hospital Level Mortality Indicator) has been reducing consistently as in within normal limits. Both 

standards should be below 100. The figures below shows the Trusts HSMR and SHMI for the last 

three years 

Figure 26: HSMR trending : April 2012 – March 2014 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 27: SHMI trending : July  2011 – June 2013 
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Overview of Mortality 

Over the last 2 years the Trust has recognised that the biggest areas of concern have been 

patients with: 

- Fractured Neck of Femur 

- Septicaemia 

- Failure to recognise a deteriorating patient 

- Chronic Obstructive Pulmonary Disease  

- Acute Kidney Failure 

- Acute Cerebrovascular Disease 

 

Each area has had a focused task group reviewing the clinical pathways and implementing the 

necessary changes as already laid out on pages 31 - 33 

Workforce 

This section of the Quality Account outlines the Trust’s approach to a number of key workforce 

factors.  The Trust recognises that all its services are delivered by staff and the importance of 

ensuring its workforce is enabled to provide high quality services. 

 

For several years the Staff Survey has been undertaken on behalf of the Trust by Capita, who 

issue surveys to staff via the internal postal system from September to the beginning of December.  

In 2013 it was decided to undertake a full census of 3,800 staff to most accurately gauge the level 

of staff satisfaction across the Trust.  The Trust had an overall response rate of 46 percent (which 

compared with a trust response rate of 43 percent in 2012).  This provides statistically significant 

information in relation to the perceptions of our staff and the underpinning culture and behaviours. 

 

The survey results will be used to inform improvements in human resources plans, policies, 

practices and to further develop our work on involving and engaging our workforce.  Overall the 

results remain largely unchanged from 2012, with only 3 statistically significant changes out of a 

possible 28 key findings. The Trust improved in two areas: ‘support from immediate managers’ 

(now in the top 20 percent of all trusts) and ‘work pressure felt by staff’. The Trust had 1 negative 

change in the ‘number of staff having health and safety training in the last 12 months’. The latter 

will be aligned with the national skills for health recommendations from 1 April 2014 which will 

require all staff to have this training every three years. 

 

The Trust remains in the bottom 20 percent of comparator Acute Trusts for 10 out of the 28 key 

findings. These areas will continue to be reviewed in more detail with appropriate actions and 

interventions which will be overseen by the Workforce Committee.  Directorate-level results have 
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been made available to General Managers and Heads of Department via their Human Resources 

Business Partners and they are being encouraged to involve their staff in understanding the results 

and importantly shaping local improvement plans. The latter will be reviewed at the monthly 

Performance Review Meetings. 

 
Table 20: Five top ranking scores 2013 

 

Key factor Trust 2012 Trust 2013 
National 

average 2013 

Percentage of staff experiencing 

physical violence from patients, 

relatives or the public in the last 12 

months 

15% 12% 15% 

Score (out of 5) for staff receiving 

support from immediate managers 
3.51 3.73 3.64 

Percentage of staff having well-

structured appraisals in the last 12 

months 

37% 43% 38% 

Percentage of staff saying hand 

washing materials are always 

available  

63% 63% 60% 

 

Staff job satisfaction score (out of 5) 

3.51 3.61 3.60 

 

Table 21: Bottom five ranking scores 2013 

Key factor Trust 2012 Trust 2013 
National 

Average 2013 

Percentage of staff receiving health 

and safety training in last  

12 months 

69% 60% 76% 

Percentage of staff experiencing 

harassment, bullying or abuse from 

staff in last 12 months 

29% 30% 24% 

Percentage of staff appraised  

in last 12 months 

82% 76% 84% 
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Staff recommendation of the trust as a  

place to work or  

receive treatment (score out of 5) 

3.44 3.44 3.68 

Percentage of staff believing the trust 

provides equal opportunities for 

career progression and promotion 

88% 83% 88% 

 
The Trust has developed an action plan with staff side representatives to address areas for 

improvement in the staff survey by: 

 

 Presenting survey findings and sharing first draft of a corporate action plan with staff at 

an open-invite workshop 

 Presenting survey findings and agreeing the way forward with the workforce assurance 

sub committee 

 Share directorate / department level results (where available) to inform local 

improvement plans for monitoring through the monthly PRMs 

 Involve staff and agree directorate/departmental improvement plans (to be forward by 

the HRBP to the Head of Organisational Development for support, QA  and monitoring) 

 Obtain assurance of continuous improvements in staff perceptions, culture and 

experience at directorate and corporate levels 

 

This workforce section of the Quality Account focuses on four themes: 

 Planning and developing the workforce. 

 Staff engagement and empowerment. 

 Health and well-being. 

 Leadership. 

 

 Staff Friends & Family Test  
 
From April 2014, NHS England is introducing the Staff Friends and Family Test (FFT) in all NHS 

trusts providing acute, community, ambulance and mental health services in England. The Trust  

will join NHS England’s vision for the staff FFT so that all staff should have the opportunity to 

feedback their views on their organisation more than once per year as it currently stands with the 

National Staff Survey on the most important questions – would they recommend the Trust as a 

place work and to be treated. The final result for 2013 / 14 was 47.3. This has not been 

benchmarked this year but will be in 2014 / 15.   
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The Trust hopes that the staff  FFT will help to promote a big cultural shift, where staff have the 

opportunity and confidence to speak up, and where the views of staff are increasingly heard and 

are acted upon. As well as the few mandated FFT questions, we will be taking the option of asking 

additional questions tailored to the areas where the Trust featured in the lowest 20 percent of 

Acute Trusts in in the National Staff Survey comparison 

 

         Planning and developing the workforce 
 
Our whole time equivalent staff will grow over the next year from 4048.69 (March 2014) to 4091.00 

(March 2015), with a particular focus on frontline clinical staff that is Doctors, Nurses and 

therapists. 

There will be a focus on reducing agency spend with actions being taken both at divisional level 

and centrally - the Procurement Team aims to reduce agency spend through improved 

procurement of agencies ultimately by 20-30 percent and plans to reduce the spend on locum 

doctors in a similar manner; 

There are a number of Trust Initiated Developments underway to advance the skills of individuals 

and ensure that current vacant spaces can be filled, including the Leadership Skills Programme, 

new Consultant Development Programme, Clinical Directorate team (part of the Clinical 

Leadership Strategy) and Organising for Quality and Value (delivered with NHS Improving Quality 

[NHSIQ]).  Appraisals form an important part of the culture of the organisation and rates continue 

to be improved across all staff groups. 

Further development of the workforce plan for the next five years is underway, considering the 

impact of seven day services and Transforming Medway. 

         Staff engagement and empowerment 
 
In October 2013, the Trust was one of 7 NHS Trusts that took the Listening into Action 

engagement methodology into a second year. Whereas the first year focused on sowing the seeds 

of 'putting staff at the centre of change', the second year was about embedding this as the way we 

do things at Medway and focusing attention on specific Quality challenges, such as improving the 

patient experience in Maternity.  The success of the methodology has meant that the principles 

have been replicated in other areas, such as engaging with patients, Trust Governors and 

Members into the Trust’s Quality Accounts and Annual Planning for 2014/15.  

 

The Trust launched a new online forum called Inspire Medway, a staff only site using the 

‘Crowdicity’ platform, where staff share best practise and their ideas about how the hospital can 

improve and progress. In the first six weeks of its formal launch, 112 ideas were shared and 1254 
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comments made on a number of areas, including 28 ideas linked directly to improving Patient 

Safety and the Patient Experience in various stages of consideration, action or completion.   

The Trust executive have also promoted staff engagement through a new monthly Board Briefing 

process for staff, publicised ‘open door’ sessions with a nominated ‘Director of the Week’ and a 

Board-Ward pairing initiative.   

The Trust continues to focus on developing its approach to staff engagement, in particular 

encouraging divisional leaders to involve their staff in decision making and to come forward with 

new ways of working. 

         Health and well-being 

The Trust understands the importance of the health and well-being of its workforce.  All staff have 

direct access to Occupational Health services to support their health and well-being at work.  

Counselling and other support services are available through Occupational Health.  The Trust has 

developed an action plan to respond to the recommendations in the Boorman report which reviews 

the health and wellbeing of the NHS workforce.  This has included exercise, weight loss schemes 

and referral to physiotherapy services. 

The Trust’s ‘flu’ vaccination programme reached 52.1 percent of staff, higher than the national 

average. 

The Trust’s sickness absence rate of 3.32 percent is below the national average of 3.8 percent for 

NHS acute trusts, however, this is slightly above the Trust target of 3 percent. 

         Leadership 
 
The Trust recognises that excellent leadership is essential to high quality services and has 

invested in our leaders to ensure they are prepared for current and future challenges.  

The Trust launched the Medway Commitment Framework in 2013 which outlines the leadership 

behaviours expected of all staff.  The framework is integral to our new appraisal process which is in 

turn aligned to the new learning and development prospectus signposting staff to internal and 

external development opportunities.   

The Trust runs a series of leadership skills workshops designed to equip new or inexperienced 

managers with fundamental skills and behaviours in addition to senior management development 

in the form of the consultant development programme, directorate and board development. The 

Trust is also actively supporting staff to access a range of leadership programmes co-ordinated by 

Health Education England Kent Surrey Sussex (HEKSS) and other organisations such as the Mary 

Seacole and Nye Bevan leadership programmes.  
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Our Approach to Quality 

The Trust’s approach to quality in the last year centres on the national definition of quality as 

encompassing: 

 Safe care 

 Effective care 

 Patient experience being at the centre of care 

 

The Quality Assurance Committee is a sub-group of the Board whose remit is to monitor and 

improve care quality in the Trust. The committee is chaired by a non-executive director, who 

reports monthly to the Trust Board.  There are a number of committees that report to the Quality 

Committee, including the Patient Safety Committee (co-chaired by the Patient Safety lead and the 

Medical Director), the Patient Experience Committee (chaired by the Chief Nurse) and the Clinical 

Audit Committee (chaired by the Lead for Clinical Audit). We would like to extend our thanks to Mr 

Marsh Consultant Urologist, who stepped down as patient safety lead in November 2013. The new 

Medical Director Dr Phil Barnes now chairs the Patient Safety Committee and has reviewed the 

patient safety programme and launched a new clinical transformation strategy and programme by 

2016 in order to transform the quality of clinical care we deliver to our patients, our relationships 

with our patients and their carers as well as with our many stakeholders and partners in care. At 

present each clinical division monitors itself and makes decisions about the quality of care in that 

directorate. 

Delivering high quality care is a strategic objective of the Board and each director has responsibility 

for improving the quality of care, with the Chief Nurse and Medical Director taking the lead.  The 

members of the Board have continued to make quality of care visits to clinical areas throughout the 

year; these have enabled the directors to engage first hand with patients and staff about patient 

safety, experience and the staff experience. 

A new clinical strategy and programme `Transforming Medway` was launched in January 2014. 

The plan is designed to deliver a palpable different experience for patients and staff. Staff will feel 

proud to work for an organisation that has managed to transform itself from a subject of criticism 

and concern into one noted for the quality of its care and a self - generated drive for continual 

improvement. Patients, while still concerned about any trip to hospital, will feel confident in the care 

they will be receiving.  
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Part 4 – Annex 

Statement from NHS Medway Clinical Commissioning Group 
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Statement from Healthwatch Medway  

 

Within the timescale of these Medway NHS Foundation Trust Quality accounts a range of high-

profile independent Government reviews (Francis Report (2013), Berwick (2013), Keogh (2013) 

and Clwyd Hart (2013)) took place all highlighting the critical need to ‘put patients first’ and for 

services to have mechanisms in place to continually learn from patient experience.  

Healthwatch Medway is the’ independent consumer champion’ of Medway residents who use care 

and health services in Medway. As a result of the role is to champion rights in health and care and 

the comment for these Quality Accounts focuses on the systems and processes which Medway 

NHS Foundation Trust has in place to hear, learn and improve from patient experiences. 

Medway Foundation Trust Performance during 2013/2014 

Healthwatch Medway welcomes Medway NHS Foundation Trust: 

 Engaging with Healthwatch Medway as a stakeholder and providing regular NHS Foundation 

Trust communications e.g. press releases. 

 Allowing Healthwatch Medway to undertake monthly ‘pop up’ Listening Events at Medway 

Maritime Hospital. 

 Endeavouring during this difficult period to increase its engagement modes used to capture 

patient experience. 

 Including information on Medway NHS Foundation Trust complaints, compliments and serious 

incidents. 

 Receiving 961 WOW Award nominations in relation to the excellent care of their staff which 

enhanced patient experiences. 

 Including Healthwatch Medway in the Independent Review by Cambridge University Hospital 

NHS Foundation Trust, of Medway NHS Foundation Trust Complaints Procedure. 

 Increasing the number of Medway NHS Foundation Trust PALS contact to improve opportunity 

for immediate resolution of issues raised by patients. 

 Opening a new unit on Milton ward for patients with dementia. 

 Enhancing patient experience of the hospital services by undertaking building refurbishment 

based on patient feedback. 

 Introducing volunteers as ‘directional navigators’. 

 Introducing staggered waiting times for operations. 

 Increasing the number of spaces available and a new payment method in the hospital car park 

to improve patient experience. 

 Holding a Listening Event in Medway in connection with the Trust’s Emergency Department. 

 Producing an action plan to rectify areas connected to poor patient experience and care that 

were identified by the Care Quality Commission Inspectors during this period. 

Healthwatch Medway notes: 

 In 2013 the Care Quality Commission took enforcement action against Medway NHS 

Foundation Trust in connection with their Maternity and Emergency Department services. 

Some of the enforcement action and compliance notices that were as a direct result of the 

identification of poor patient experience. 
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 Healthwatch Medway has been a participant at the NHS England Local Area Team Quality 

Surveillance Group meetings. 

 Within the NHS Foundation Trust Quality Accounts there appears to be no agreed definition 

regarding key terms in connection with patient experience for example ‘patient experience’, 

‘patient involvement’. 

 There is lack of clarity within the Quality Accounts about what and how Medway NHS 

Foundation Trust identifies are the ‘priority issues’ from patients to improve patient experience.  

 It is evident that a lot of change is happening at Medway NHS Foundation Trust. Effectively 

communicating these changes is important to ensure that patient feedback is unintentionally 

negatively affectedly. It is noted that there is a lack of clarity within the Quality Accounts 

detailing how changes, driven by patient feedback, have been communicated to patients 

(including those patients who have or identify as having protected characteristics).  

 During this period Healthwatch Medway has regularly gathered patient experience insights 

form people who use services of Medway NHS Foundation Trust. A reoccurring theme from the 

insights that have been gathered is that patients consistently state that they do not know how 

to identify changes based on patient feedback. A practical example that illustrates this issue 

may be seen by the introduction of the new Medway NHS Foundation Trust car park ticket 

machines. These were introduced as a result of patient feedback however when the Trust 

introduced the machines, moving this new facility from outside to inside the hospital, they did 

not successfully communicate this change to patients via signage and this caused patient 

confusion/frustration (negative patient experience) – plus in addition the Trust missed an 

opportunity to celebrate change occurring as a direct result of patient experience. 

 Medway NHS Foundation Trust has made changes to its car parking systems and signage; 

however feedback of patient experience to Medway Healthwatch from people using this service 

remains that in excess of a third of patients accessing Medway NHS Foundation Trust services 

have experienced a negative experience of the service before they get to their 

appointment/clinic. 

 The Tea trolley service has been extended to all output clinic areas in 1-7; however feedback 

to Healthwatch Medway regarding patient experience at the trust remains that some patients 

and carers continue to be unaware about how to access a drink or food whilst at the hospital. 

 Medway NHS Foundation Trust Quality Accounts 2013/2014 use a lot of ‘service-based 

language’ which as a direct result means that they are inaccessible to many Medway residents. 

 Medway NHS foundation Trust has not produced an Easy-Read or any alternative versions of 

their 2013/2014 Quality Accounts – limiting the accessibility of the Quality Accounts to Medway 

citizens.   

Medway NHS Foundation Trust Priorities for 2014/2015 

Healthwatch Medway welcomes Medway NHS Foundation Trust: 

 Seeking the views of Healthwatch Medway for its Quality Priorities for 2014/2015. 

 Positively encouraging stakeholder engagement in 2014/2015 to ensure the hospital listens 

and responds to feedback on patient experience and acts in a timely manner to improve areas 

of concern. 

 Extending its Listening into Action Programme. 

 Acknowledging the need to understand what patients find important about their surroundings 

before making improvements where possible. 

 Establishing and taking a thematic approach to reviewing complaints and all other patient 

feedback. 

 Continuing to implement the Friends and Family Test through its services – to provide 

comparable data to improve Patient Experience.  

 Commitment to undertaking PLACE assessments. 
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 Commitment to reduce waiting time for patients. 

Healthwatch Medway notes: 

 There remains a lack of clarity about how Medway NHS Foundation Trust understands what 

matters most to consumers, especially those least included and those who have or identify as 

having protected characteristics. 

 There remains a lack of clarity about whether Medway NHS Foundation Trust’s Listening Into 

Action and Transforming Medway plans will produce, in partnership with patients, an agreed 

standard definition of the terms of ‘patient experience’ and ‘patient involvement’ across the 

Trust’. 

 It is unclear how and what is being communication to feedback to patients about what is being 

feedback to patients about improvement to hospital changes that are happening due to patient 

feedback. 

 The Quality Priorities for 2015 do not appear to address the ongoing Healthwatch Medway 

findings (which have been regularly shared with Medway Foundation Trust in 2013/2014) which 

identify that in excess of a third of patients accessing Medway NHS Foundation Trust services 

at Medway Maritime hospital have experienced a negative experience of the service before 

they get to their hospital appointment/clinic. 

 Medway NHS Foundation Trust does not state whether it’s 2014/2015 Quality Accounts will be 

provided in alternative formats – in order to extend the reach of citizens that are able to access 

this information. 

Conclusion/comment 

 Healthwatch Medway believes that it is important to understand what matters to 

consumers, especially those least included or who have protected characteristics, by 

always starting with their needs and rights. Healthwatch Medway is disappointed that 

Medway NHS Foundation Trust Quality Accounts lacks clarity about this important issue 

 Healthwatch Medway welcomes the opportunity to engage with Medway NHS 

Foundation Trust in 2014/2015. In addition, Healthwatch Medway looks forward to 

learning about the action that has been taken by the Medway NHS Foundation Trust 

following the Healthwatch Medway comments on its 2013/2014 Quality Accounts. 

 

  

Statement from Health and Adult Social Care Overview and Scrutiny 

The Health and Adult Social Care Overview and Scrutiny Committee has, over the past year 

discussed with senior representatives of the Medway NHS Foundation Trust the following areas of 

the hospital in particular: 

 Maternity services – a small group of Members visited the hospital following the 
unannounced Care Quality Commission inspection where warning notices were issued (this 
topic formed the main debate at a special meeting of the Committee in October 2013) and 
was revisited at a subsequent meeting 

 Mortality figures/Dr Foster report – these have been considered a number of times over the 
year 

 Keogh review and Francis Inquiry 

 Changes to the physiotherapy service 

 A&E pressures 
 



 

81 

 

The Medway NHS Foundation Trust continues to remain under review and scrutiny by the 

Committee and the Members are keen to see sustained improvements and improved staff and 

patient feedback. 

In view of the gravity of the problems facing the Trust and the impact that some of the issues have 

had on the public it was felt that the apologetic statement on page 4 of the Quality Account rather 

glossed over the issues.  It was felt that this paragraph would benefit from being strengthened. 

The Stakeholder engagement and staff involvement in the improvement agenda was welcome and 

the Committee will be keen for this to continue 

 

Statement of directors’ responsibilities in respect of the quality report 

The directors are required under the Health Act 2009 and the National Health Service (Quality 
Accounts) Regulations 2010 to prepare Quality Accounts for each financial year. 

Monitor 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 
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 2013/14. 
 

 The content of the Quality Report is not inconsistent with internal and external sources of 
information including: 
 
- Board minutes and papers for the period April 2013 – June 2014 

- Papers relating to Quality reported to the Board over the period April 2013 to June 2014 

- Feedback from the Medway Clinical Commissioners Group dated 9th May 2014 

- Feedback from governors dated 3 March 2014 

- Feedback from Health and Adult Social Care Overview & Scrutiny Committee received 

7th May 2014. 

- Feedback from Health watch dated 12th May 2014. 

- The trust’s complaints report published under regulation 18 of the Local Authority Social 

Services and NHS Complaints Regulations 2009, dated 6 May 2014 

- The latest national patient survey 8 April 2014 

- The latest national staff survey was dated 25 February 2014 

- The Head of Internal Audit’s annual opinion over the Trust’s control environment dated 

24 May 2014. 

- The intelligent monitoring CQC reports dated November 2013 and March 2014 

 

 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. 
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 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 and, the Quality Report has been prepared in 

accordance with Monitor’s annual reporting guidance (which incorporates the Quality 

Accounts regulations) (published at www.monitor-nhsft.gov.uk/annualreportingmanual) as 

well as the standards to support data quality for the preparation of the Quality Report 

(available at www.monitor-nhsft.gov.uk/annualreportingmanual)).  

 
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. 

NB: sign and date in any colour ink except black 

 

………………………..... Date ……………………………………………………Interim Chairman 

 

………………………….Date ……………………………………………………Interim Chief Executive  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.monitor-nhsft.gov.uk/annualreportingmanual
http://www.monitor-nhsft.gov.uk/annualreportingmanual)
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Appendices 

 

Appendix A  
 
Participation in National Clinical Audits and National Confidential Enquiries in 
2013/14 

 
(a) National Clinical Audits & Registries 

National Clinical Audits & Registries 
Applicable 

to MFT 
% cases 

submitted 

ACUTE   

Emergency Use of Oxygen    100% 

Intensive Care National Audit & Research Centre Case Mix Programme   100% 

National Audit of Seizure Management in Hospitals   100% 

National Emergency Laparotomy Audit   Ongoing 

National Joint Registry 
[1]

  92% 

Paracetamol Overdose Audit (Emergency Departments)  100% 

Severe Sepsis and Septic Shock Audit (Emergency Departments)  100% 

Trauma Audit & Research Network   31%   

BLOOD & TRANSPLANT   

National Comparative Audit of Blood Transfusion Programme    

 Use of Anti-D  100% 

 Management of Patients in Neuro Critical Care Units N/A N/A 

 Patient Information and Consent  Ongoing 

CANCER   

National Bowel Cancer Audit Programme 
[2]

   76% 

National Head and Neck Cancer Audit 
[2]

  100% 

National Lung Cancer Audit 
[2] 

 100% 

National Oesophago-Gastric Cancer Audit 
[2] 

 100% 

HEART   

Myocardial Ischaemia National Audit Project   100% 

National Adult Cardiac Surgery Audit N/A   N/A 

Cardiac Rhythm Management National Audit  100% 

Congenital Heart Disease Audit N/A   N/A 

National Audit of Percutaneous Coronary Intervention    100% 

National Heart Failure Audit 
[3] 

 0% 
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National Clinical Audits & Registries 
Applicable 

to MFT 
% cases 

submitted 

National Cardiac Arrest Audit 
[4] 

 U  

National Vascular Registry    

 Abdominal Aortic Aneurysm Repair  100%   

 National Carotid Endarterectomy Audit  100% 

LONG-TERM CONDITIONS   

National Diabetes Audit Programme   

 National Diabetes Audit  0%     

 National Diabetes Inpatient Audit   100% 

 National Pregnancy in Diabetes Audit   83% 

National Paediatric Diabetes Audit  100% 

UK Inflammatory Bowel Disease Audit    

 Fourth Round: Ulcerative Colitis  98% 

 Biologics (Infliximab and Adalimumab)  18% 

National Chronic Obstructive Pulmonary Disease Audit  Ongoing 

Paediatric Bronchiectasis Audit  100% 

UK Renal Registry  N/A N/A 

National Clinical Audit of Rheumatoid and Early Inflammatory Arthritis  Ongoing 

MENTAL HEALTH   

National Audit of Schizophrenia  N/A N/A 

Prescribing Observatory for Mental Health  N/A N/A 

OLDER PEOPLE   

Falls and Fragility Fractures Audit Programme    

 National Hip Fracture Database  90% 

 Sentinel Stroke National Audit Programme 
[5]

  70-79%   

WOMEN’S & CHILDREN’S HEALTH   

Epilepsy12 Audit  (Childhood epilepsy)   Ongoing 

Moderate or Severe Asthma in Children Audit (Emergency Departments)  100% 

National Neonatal Audit Programme    100% 

Paediatric Asthma Audit   100% 

Paediatric Intensive Care Audit Network  N/A N/A 

 

Key to abbreviations:  U: Unknown; MFT: Medway NHS Foundation Trust; N/A: not applicable.  
[1]

 National Joint Registry: Number of cases entered: Hip: 376/398 (94%); Knee: 329/341 (96%); Shoulder: 

32/56 (57%); Elbow: 7/13 (54%); Ankles: no procedures performed by MFT.  Total procedures submitted for 

reporting period: 744/808 (92%). 
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[2] 
National Cancer Audits:  Completeness of data is based on agreed expected annual number of cases 

for each. Actual numbers submitted exceeded expected cases in three out of four tumour groups:  Bowel: 

122/160 (76%): Head & neck: 73/54 (135%); Lung: 243/205 (118%); Oesophago-gastric: 71/48 (148%). We 

believe that all bowel cases applicable to the Trust were submitted, although the number expected was 

higher. 

 [3] 
National Heart Failure Audit:  The data submission deadline in 2013-14 was June 2013, and was 

missed by the Trust as we started to participate in November 2013; hence the zero submission rate. 

[4]
 National Cardiac Arrest Audit: There are quarterly deadlines for data submission and validation for the 

NCCA. By the end of March 2014, data submission should have been completed for Quarters 1 to 3; the 

Trust entered 85 cases for this period.  Although the number of emergency calls is logged by the Trust, these 

include non-cardiac emergencies and cannot be used to judge case submission rate. However, we are 

aware that the return rate of audit forms following resuscitation is poor and work is ongoing to address this. A 

participation rate has therefore not been given. 

[5] 
Sentinel Stroke National Audit Programme: This is the most recent figure published by SSNAP 

(February 2014) and is an average for two sets of data.  Information for the first 72 h of care was submitted 

for 90+% cases; information for the remainder of the admission was submitted for less than 50% of cases. 
 

 

(b) National Patient-Reported Outcome Measures (PROMs) 

PROMs measure a patient's health status or health-related quality of life and are collected through 
patient questionnaires. The Trust gives out the pre-operative questionnaires but post-operative 
questionnaires are sent out by a PROMs contractor. Participation by patients is voluntary.  

Procedure 
Pre-operative 

questionnaires 
response rate 

Post-operative questionnaires 

Issue rate Response rate 

Groin hernia  65.7% 71.6% 32.1% 

Hip replacement  87.8% 33.1% * 

Knee replacement  98.8% 28.2% 34.8% 

Varicose vein  58.3% 78.6% * 

All procedures 83.1% 41.9% 30.2% 

Information is for procedures between April and September 2013 – the most up-to-date available (published 
February 2014; classified as “provisional” data). *Rates are not published when there are few responses. 
See www.hscic.gov.uk/proms. 
 

(c) National Confidential Enquiries (Clinical Outcome Review Programmes) 

National Confidential Enquiries  MFT 
% cases 

submitted 

National Confidential Enquiry into Patient Outcome & Death   

 Lower limb amputation   100% 

 Tracheostomy care   100% 

 Gastrointestinal bleeding   Ongoing 

Child Health Reviews - UK    100% 

Maternal & Newborn Clinical Outcome Review   100% 

Suicide & Homicide by people with mental illness  N/A N/A 

 

http://www.hscic.gov.uk/proms
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Appendix B 
 

National Clinical Audits: Actions planned or taken to improve quality of 
healthcare 

Adult Bronchiectasis Audit 

Bronchiectasis is an uncommon disease that results in abnormal and permanent distortion of one 

or more of the airways, leading to chronic respiratory symptoms and making the sufferer vulnerable 

to chest infections 

 The audit findings have been shared with the respiratory team. 

 The clinical lead is exploring developing the home intravenous antibiotic service further. 

 A register of bronchiectasis patients is being compiled. 

 An audit is underway to confirm that all patients admitted in the previous 12 months with a flare 

up of the disease have been offered outpatient follow up. 

Community-Acquired Pneumonia (CAP) Audit 

CURB-65 is a severity score based on the following risk factors: Confusion of new onset; high 

levels of urea; rapid respiratory rate; low blood pressure; patient aged 65 or older; maximum score 

is 5 

 The audit findings have been shared with senior Emergency Department (ED) staff and 

discussions are taking place to improve recording the severity of pneumonia using the 

nationally recommended scoring system (CURB-65)  and to make sure A&E scores are 

available to staff in the main hospital 

 Education of doctors on assessment, treatment & management of CAP using CURB-65 is 

ongoing 

 Senior nurse training is to be provided on which antibiotics to use and how to give them, 

according to pneumonia severity  

 It is planned to ensure Legionella and Pneumococcal urinary antigen testing is carried out for 

all CAP patients with a CURB score of 4-5 (severe) 

 The Trust continues to participate in the Enhancing Quality Programme for pneumonia, which 

monitors provision of care processes recognised nationally as essential to quality of care   
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Emergency Oxygen Audit 

Oxygen therapy is needed in many critical conditions and can be a life-saver, but it must be 

administered and managed appropriately.  National guidelines state that oxygen should be formally 

prescribed 

 Education on oxygen prescribing is to be reinforced for doctors Trust-wide 

 Nurses are to receive education on how to bring oxygen levels into the middle of the target 

range and hold them there, for maximum benefit to the patient 

 The Intensive Care Unit are to be asked to review documentation of aims and targets for 

therapy 

Feverish Children Audit 

This audit looked at the treatment of feverish children under 5 years of age attending the 

Emergency Department (ED) with a medical condition 

 A review took place of initial assessment of children presenting with an illness to the ED, with 

emphasis on documenting observations in a timely manner  

 Access to appropriate blood pressure measuring equipment for all sizes of children was 

improved 

 STAR (Senior Treatment & Assessment Route) has been introduced as part of the Trust’s high-

priority action plan to improve the ED service. STAR ensures that all patients arriving by 

ambulance are handed over within 15 minutes of arrival and assessed and treatment started by 

a senior doctor and nurse within an hour.  

 A local re-audit reassessed management of feverish children and was presented to ED staff in 

an educational session 

Following the re-audit, new actions planned are: 

 Amend Navigation sheet (initial assessment) to include Blood Pressure or Capillary Refill Time 

 Traffic light poster to be put up in the STAR and Navigation areas (see “Traffic light system for 

identifying likelihood of serious illness” in NICE Clinical Guideline CG47 

www.nice.org.uk/nicemedia/pdf/CG47QuickRefGuide.pdf ) 

 Promote use of Traffic Light stickers 

 Review antibiotics guidance for feverish children. 

 The launch of a new Children’s Emergency Department will prioritise the management of 

feverish children. This will be led by a consultant in Paediatric Emergency Medicine with 

recruitment of doctors and nurses specialising in Emergency and acute paediatrics.  

 Re-audit 

Fractured Neck of Femur (FNOF) Audit  

This audit reviewed ED management of patients with a suspected fractured neck of femur (FNOF), 

with focus on pain and timely x-ray and admission 

 Steps were taken to consolidate the navigation role (initial assessment and appropriate 

management for this group of patients) 

 STAR (Senior Treatment & Assessment Route) has been introduced as part of the Trust’s high-

priority action plan to improve the ED service. STAR  ensures that all patients arriving by 

ambulance are assessed by a senior doctor and nurse within 15 minutes of arrival 

 A fast-track admission procedure is available for these patients, but timing depends on bed 

availability; improving this is being addressed at Trust-level as it is a hospital-wide problem 

http://www.nice.org.uk/nicemedia/pdf/CG47QuickRefGuide.pdf
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 Training and development of existing and new staff in the ED has emphasised documentation 

of pain scores, early administration of analgesia, re-evaluation of pain following analgesia, and 

early transfer to the x-ray department 

 A local re-audit reassessed FNOF management and was presented to ED staff in an 

educational session  

Following the re-audit, further actions have been taken: 

 The FNOF proforma has been reviewed and updated 

 The FNOF pathway of care has been reviewed and agreed with the Trust Falls Lead 

 Transfer of patients with FNOF to an appropriate bed as soon as possible continues to be a 

challenge 

 The ED will aim to train all its Middle Grades to perform appropriate nerve blocks to improve 

pain management over the next year 

Intensive Care National Audit & Research Centre (ICNARC) Case Mix Programme 

The Trust provides a comprehensive critical care service with an intensive care unit (ICU) and two 

high-dependency units (HDUs): one medical and one surgical 

 To optimise use of critical care beds we need to ensure that ICU/HDU discharges are achieved 

within 4 hours of request. Discharge delays now form a Quality Indicator for Critical Care and 

are presented to the Board on a monthly basis.  

 Work is under way to improve staff resources for the medical HDU, with a 24/7 consultant and 

dedicated junior rota 

Myocardial Ischaemia National Audit Project (MINAP) 

This long-running national audit seeks to ensure that patients admitted with a heart attack receive 

the best possible care 

 It is hoped to develop the service offered at Medway, so that some of our patients do not have 

to travel to Ashford for treatment. An additional cardiologist has therefore been recruited 

 All of the Trust’s critical care units, including the Coronary Care Unit, have been brought 

together into a single department to enhance the sharing of expertise 

 The Lead Cardiologist is working with the Emergency Department to improve the pathway of 

care for patients suffering from a heart attack 

National Audit of Dementia (NAD) 

The results of the first round of this national audit, in conjunction with the launch of the National 

Dementia Strategy and the Prime Minister’s Dementia Challenge, led to a comprehensive action 

plan that was actually being implemented during the data collection for the second round. By the 

time the NAD report was published in 2013, many improvements had already taken place: 

 An Acute Medical Dementia Unit has opened  

 Memory/activity rooms have been developed on the three wards for Older People 

 Dementia-friendly toilet facilities and signage have been put in place 

 Dementia UK has been commissioned to provide in-depth dementia training 

 A Dementia and Delirium Clinical Nurse Specialist is now in post 

 A Dementia Buddy System – volunteer visiting service – has been developed 

 The Butterfly Scheme (see http://butterflyscheme.org.uk )  has been introduced to help doctors 

and nursing staff care for patients with dementia 

http://butterflyscheme.org.uk/
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 A Clinical Support Worker has been seconded to focus on Carer Support, initially on a single 

ward, but with plans to extend out to the other older adult wards 

 A leaflet has been developed, outlining local services for carers of patients with dementia 

The following actions are ongoing as part of the original initiatives: 

 Working with community services to ensure dementia patients receive appropriate support after 

discharge 

 Participation in a CQUIN focusing on dementia screening, assessment and specialist 

diagnosis. (The CQUIN system links a proportion of Trust income to achievement of local 

quality improvement goals.)  

Following the second national audit report the following actions are planned: 

 To consider Board-level review of dementia readmissions  

 To screen all inpatients over 75 years using the Abbreviated Mental Test (AMT) 

 To investigate improving out-of-hours provision of the Liaison Psychiatry Service  

 To review the Trust’s discharge policy to ensure it meets the needs of people with dementia  

 In the future, the Trust aspires to putting in place a Specialist Dementia Unit, staffed by both 

RGNs and RMNs 

National Audit of Percutaneous Coronary Interventional Procedures 

Percutaneous coronary intervention (PCI) is used to prevent heart attacks and relieve the 

symptoms of angina in patients with narrowing or blockage of the arteries supplying the heart 

muscle. A small balloon is inserted to widen the artery and a metal mesh tube implanted to hold 

the artery open. 

 The William Harvey Hospital at Ashford is the primary PCI centre locally, with the transfer 

delaying treatment by at least 50 minutes. To enable the full service to be offered at Medway, 

an additional interventional operator has been recruited to join the two already in post here 

 It is hoped to recruit more trained nurses to assist in PCI procedures  

 A request has been made for additional administrative support to provide cover and help in 

checking, validating and transmitting the audit data to the national database 

National Cardiac Arrest Audit (NCAA) 

This audit looks at the management and outcomes for cardiac arrests that have taken place in 

hospital and for which a resuscitation team has been called.  The latest annual report showed 

overall Trust outcomes equal to or better than those predicted by the NCAA risk model 

 To continue to monitor and chase completion of audit forms in clinical areas outside the 

Emergency Department 

National Cardiac Rhythm Management Audit 

Cardiac rhythm management involves implantable devices: pacemakers for patients whose hearts 

beat too slowly, implantable cardioverter defibrillators (ICDs) that deliver life-saving shocks if a 

dangerously fast heart rhythm is detected, and cardiac resynchronisation therapy (CRT) devices 

for advanced heart failure. The focus of this audit is on ensuring equity of provision of these device 

therapies across England & Wales 

 A cardiology consultant with an interest in device therapy has been recruited specifically to 

improve implantation rates for permanent pacemakers and ICDs 
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 Consultants who participate in pacemaker implantation are each to carry out at least 35 

procedures per year 

 Selection of pacemaker devices is to be monitored in accordance with NICE guidance, 

particularly regarding pacing for sick sinus syndrome. If the rate of ventricular-based devices 

proves to be more than 10%, an in-depth investigation will be conducted 

National Carotid Interventions Audit 

The carotid arteries are the main blood vessels that supply the head and neck, and can become 

narrow due to disease. When this happens, surgery is needed to prevent a stroke or transient 

ischaemic attack (TIA; a “mini-stroke”). 

 The stroke/TIA pathway is being reviewed to ensure rapid delivery of the service – the aim is 

for all carotid surgery to be performed within 7 days from symptoms 

 Manpower within the vascular unit is also under review. A business case is being prepared for 

an additional vascular surgeon with expertise in carotid surgery 

National Lung Cancer Audit 

The Trust provides a diagnostic service as well as chemotherapy, if appropriate, as part of the 

arrangements for lung cancer patients in Kent and Medway; radiotherapy and surgery are provided 

by other trusts. A discussion by all the team involved in the management of patients takes place at 

the Maidstone & Tunbridge Wells (MTW) NHS Trust 

 Steps are being taken to ensure that 100% of cases are discussed by the multidisciplinary 

team  

 The Trust Lead continues to work with colleagues in Community to encourage earlier 

presentation of patients – a local review showed that, by the time they come to clinic, many 

patients have advanced disease, making curative treatment impossible 

 The Cancer Services Team are investigating an alternative system to collect clinical nurse 

specialist data, as the current system is unreliable 

 Cover is being requested for the clinical oncologist from MTW who runs our lung cancer clinics 

at Medway 

 An external review of management of late-stage patients is being considered   

National Neonatal Audit Programme  

This audit allows the Oliver Fisher Neonatal Unit (OFNU) to compare its performance in achieving 

quality standards with other neonatal intensive care units nationally 

 Work has been under way to optimise ambient temperatures in the obstetric theatres and 

Delivery Suite  

 Admission temperatures for infants will continue to be monitored and further strategies devised 

to minimise temperature losses 

 Breast-feeding rates on OFNU are to be re-audited 

 Clarification is to be sought regarding Kent Network transfers, as transfers for specialist 

treatment outside the Network are much higher for Kent than elsewhere nationally 

Renal Colic Audit  

Renal colic is the acute, severe pain caused by kidney stones. The audit reviews its management 

in the ED 
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 As for the Fractured Neck of Femur Audit,  steps were taken to consolidate the Navigation role 

(initial assessment and appropriate management for this group of patients), with emphasis on 

documenting pain scores and re-evaluating pain after administration of analgesia 

 A review was carried out of documentation of results of key investigations: full blood count, 

urinalysis and renal function tests 

 The College of Emergency Medicine standards were promoted during education & training 

 A re-audit was undertaken and presented in an educational session to ED staff 

Following the re-audit, the following actions were carried out: 

 STAR (Senior Treatment & Assessment Route) has been implemented to complement the 

improved navigation process 

 ED work on a renal colic pathway has been superseded by a proposed new pathway from the 

Urology department. There are on-going discussions to finalise this pathway and to determine 

the point in the patient journey when the patient is referred and accepted by the on-call Urology 

team 

 Plain film radiographs (X-rays) are no longer requested to investigate this condition as 

evidence is in favour of CT KUB (kidney, ureters and bladder) 

 Ongoing changes in the estate and layout of the ED and a new Adult Assessment Unit will 

impact on the renal colic pathway 
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Appendix C 
 

Local Clinical Audits: Actions planned or taken to improve quality of 
healthcare 
 
The Trust Clinical Audit Programme for 2013-14 included around 200 local audits, with results and 

recommendations of many of these being presented and discussed at dedicated directorate and 

departmental audit meetings. Over 80 local audits were reported to the provider this year. Actions 

taken or planned following a selection of these are given below. 

 
Abdominal Aortic Aneurysm (AAA) repair:  second re-audit of anaesthetic management vs 

AAA Quality Improvement Programme guidelines. An Abdominal Aortic Aneurysm (AAA) is a 

ballooning of the walls of the abdominal aorta, a large artery carrying oxygen-rich blood from the 

heart to the rest of the body.  Where surgery is needed to avoid rupture, pre-operative assessment 

is carried out by the anaesthetist. The following actions have been agreed by the Anaesthetics 

Department following presentation of the audit: 

 Include a consultant anaesthetist in multidisciplinary team meetings 

 Assess risk for all patients undergoing planned surgery to establish if patient is fit to proceed or 

whether treatment should be postponed whilst fitness is improved: 

 Perform cardiopulmonary exercise testing (CPEx) for all patients where possible  

 Use V-POSSUM (physiological and operative severity score) risk assessment for all 

patients not able to exercise  

 Perform a Myoview test for all patients with high cardiac risk  

 Cardiac output monitoring to be used on all patients  

 Duration of nasogastric tube placement to be discussed with surgeons 

 

Acute retention of urine in adults. The audit aimed to improve the experience of patients 

presenting to the Emergency Department (ED) with this common, painful condition.  Current 

management was compared with UK College of Emergency Medicine clinical standards. The 

following actions have been taken: 
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 Education of clinical staff through presentation and discussion of the findings at an ED audit 

meeting 

 Long-term catheters are to be stocked in ED to avoid unnecessary re-catheterisation after 

admission and improve efficient use of resources 

 The report has been shared with the Urology team to secure their agreement to the plan 

 

Catheter-associated bloodstream infections (CABSI).  This is a long-standing audit taking a 

Quality Improvement approach (continuous data collection, regular evaluation and ongoing 

refinements in management to produce improvements).  Using it, the staff on the Oliver Fisher 

Neonatal Unit have significantly reduced the number of these infections in the neonates under their 

care.  A care bundle approach is used – a set of evidence-based practices that together have been 

shown to improve patient outcomes. Recent actions taken have been: 

 Root cause analysis to investigate two MSSA (Methicillin-sensitive Staphylococcus aureus) line 

infections 

 Use of an educational model to ensure sterile technique in re-dressing of long lines (a type of 

intravenous catheter) 

 

Detection and management of delirium in adults presenting to acute or emergency 

medicine.  Delirium is a common, reversible confusional state with a sudden onset and fluctuating 

course. Older people and people with dementia, severe illness or hip fracture are more at risk of 

delirium. This audit assessed care of patients with delirium against NICE guidelines. 

 Results of the audit were presented to a multispecialty audience at an Adult Medicine Audit and 

Governance Meeting 

 A formal Delirium Pathway has been developed – this sets out the process to be followed for 

at-risk patients from assessment within the first 48 h of admission through to treatment 

 Education in the pathway has been provided for medical staff through its presentation at a 

physicians’ meeting 

 The pathway is to be included in the Junior Doctors’ Handbook for easy access 

 

Diarrhoea and vomiting in children under 5.  This audit aimed to improve the management of 

children presenting to the Emergency Department (ED) with gastroenteritis. Current management 

was assessed against NICE guidelines, looking particularly at recognition and documentation of 

clinical dehydration and use of oral rehydration salts (ORS) and fluids. Actions taken were: 

 Education of clinical staff through presentation and discussion of the findings at an ED audit 

meeting 

 Design of a proforma and its implementation in the ED to guide documentation and ensure best 

practice is followed 

 Focus on prevention of admission by earlier administration of oral fluid therapy in the ED 

 

Electronic Discharge Notification (EDN) completion in Trauma & Orthopaedics. The EDN is a 

summary of the hospital stay and is essential to maintaining continuity of care. It provides valuable 

information to the patient and their GP, and to other hospitals when necessary. This audit aims to 

check completion of EDNs for Trauma & Orthopaedic patients and analyse any shortcomings. 

Following the audit: 
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 The findings of the audit and issues raised were discussed at one of the Multidisciplinary 

(Surgery, Anaesthetics & Women’s Health) Audit Meetings 

Actions planned are to: 

 Define the role of everybody in the team in completing the EDN – doctors, nurses, Pharmacy 

and EDN support team 

 Complete an EDN for all patients, even those not admitted: self-discharged patients, those 

seen on the Clinical Decisions Unit and the Paediatric Assessment Unit 

 Check on completed EDNs  after 24 hours to resolve any outstanding problems 

 Ensure prompt action on medication issues, through liaison between the Pharmacy and 

medical staff 

 

Informed consent for planned gynaecological surgery. It is important that patients are fully 

informed of the benefits and risks of any planned surgical operation as well as of alternative 

treatments they may wish to consider. This audit looked to see if standards are being fully met for 

this group of procedures. The following actions were taken: 

 Refresher education for clinical staff through presentation and discussion of audit findings at a 

Women’s Services Audit Meeting  

 In particular, staff were reminded of the necessary competencies for taking consent and the 

need to document when patient information leaflets had been provided 

 

Pre-operative investigations carried out in Pre-Assessment and POCU (Pre-operative Care 

Unit). Tests carried out to establish the fitness of patients and risks prior to surgery must conform 

to NICE guidelines; inappropriate investigations are unnecessary, inconvenience and distress 

patients, increase workload and are a financial burden. The following actions have been taken to 

improve quality and efficient use of resources: 

 Education for anaesthetists and pre-assessment nurses through presentation of the audit 

findings at an Anaesthetics Audit Meeting  

 Consensus agreement obtained that the current local investigation schedule is fit for purpose 

 Instruction of POCU staff not to take extra blood tests on the day of surgery 

 

Recall rates in MRI reporting. MRI recall rates are kept under review, as it is important to avoid 

inconvenience to patients where at all possible. This audit's aim was to determine a baseline value 

for patient recall following reporting in MRI. The recall rate was calculated at 3.1%, which is just 

above the 3% local target. The majority of patients were recalled for the addition of post 

Gadolinium scans to improve diagnostic accuracy. The following actions were agreed: 

 A point of care testing machine to measure kidney function at or near the bedside is to be 

acquired in order to allow contrast administration when required. This has been funded by the 

League of Friends and is on order 

 The contrast policy for patients with spinal changes following surgery is to be confirmed. A 

standard operating procedure is being devised to clarify the situation 

 MRI protocols are to be reviewed – this is already ongoing and the review of Neurology 

examination was completed in January 2014 

 Recall rates will be subject to regular re-audit and the next round is already planned 
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Referral pathway for first seizure. The focus of this audit is to ensure that patients coming into 

A&E following a fit are seen promptly in clinic.  After the first audit cycle, a referral system was put 

in place using a special form.  Following re-audit, the following actions have been completed:   

 Results of the audit were presented to a multispecialty audience at an Adult Medicine Audit and 

Governance Meeting 

 The referral proforma has been revised to make it easier to fill in with appropriate information  

 Two dedicated slots per week for new seizure patients have been established in the Neurology 

Registrar’s clinic  

 One protected slot per week has been established in the Neurology Consultants’ clinic 

 The pathway of care has been made more efficient by pre-booking an MRI and EEG for first 

seizure patients 

 

Term admissions to the Neonatal Unit (NNU).  Department of Health guidelines suggest that no 

more than six% of the unit’s admissions should be babies delivered at term. A preliminary audit 

found a higher rate and changes made as a result mean that babies with a risk of hypoglycaemia 

(low blood sugar) are now cared for on the postnatal ward in line with other units in the local 

network. This study re-examined reasons for admissions of babies born at term and determined 

current admission rate.  A significant reduction had been achieved. Currently: 

 A joint project between Neonates and Maternity is under way to address the rising number of 

community re-admissions of term infants (early indicators suggest the trend is reducing) 

Trial without catheter (TWOC): referrals and outcomes audit.  A TWOC involves a trial removal 

of a catheter inserted into the bladder to check whether the patient is able to pass urine 

spontaneously.  The Urology Clinical Nurse Specialist runs a special clinic at Medway to support 

patients and ensure the trial goes successfully. This audit looked at appropriateness of referral and 

compliance with local policy for TWOC.  The following actions have been taken: 

 Staff education on appropriateness of referrals and pathway of care for patients requiring 

TWOC – through presentation of the audit at Urology Department and Multidisciplinary 

(Surgery, Anaesthetics & Women’s Health) Audit Meetings 

 Education on TWOC referral at doctors’ induction (new starter) sessions 

 Revision of referral form  

 Electronic referral made available via intranet (Trust’s website for staff) 

 
 

Glossary 

 
Abbreviation 

 
Full Name 

AAA Abdominal Aortic Aneurysm  

ACS Appropriate Care Scores 

AMU Acute Medical Unit 

AMT Abbreviated Mental Test 

CABSI Catheter-associated bloodstream infections   

CAP Community Acquired Pneumonia 

CDiff Clostridium difficile 

CfH Connecting for Health 

COSRR Continuity of Service Risk Rating 

COPD Chronic Obstructive Pulmonary Disease 
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CPS Composite Score 

CQC Care Quality Commission 

CQUINS Commissioning for Quality and Innovation 

CRB Criminal Records Bureau 

CFT Cardio Resynchronisation Therapy 

CT Cardiotocography 

ED Emergency Department 

EDN Electronic Discharge Notification 

EQ Enhancing quality 

FCEs Finished Consultant Episodes 

FFT Family Friends Test 

FNOK Fractured Neck of Femur 

FRR Financial Risk Rating 

FTE Full Time Equivalent 

HEEKSS Health Education England Kent Surry Sussex 

HRG Health Resource Group 

HSMR Hospital Standardised Mortality Rate 

IA Internal Audit 

ICD Implantable Cardioverter Defibrillation 

ICNARC Intensive Care National Audit & Research Centre 

IGT Information Governance Toolkit 

IOFM Intraoperative Fluid Management 

MFT Medway NHS Foundation Trust 

MINAP Myocardial Infarction National Audit 

MRSA Meticillin Resistant Staphylococcus Aureus 

MTW Maidstone & Tunbridge Wells 

MWP Mortality Working Party 

NAD National Audit of Dementia 

NCAA National Cardiac Arrest Audit 

NCEPOD National Confidential Enquiry into Patient Outcome and Death 

NEWS National Early Warning System 

NHFD National Hip Fracture Database 

NHSIQ NHS Improving Quality 

NICE National Institute for Health and Clinical Excellence 

NICOR National Institute for Cardiovascular Outcomes Research 

NIHR National Institute for Health Research 

NNAP National Neonatal Audit Progamme 

NNU Neonatal Unit 

NOF Neck of Femur 

OPD Outpatients Department 

OFNU Oliver Fisher Neonatal Unit 

PALS Patient Advice Liaison Service 

PAS Patient Administration System 

PbR Payment by Results 

PCI Percutaneous Coronary Intervention  

PCT Primary Care Trust 

POCU Pre - operative care unit 

POMH Prescribing Observatory for Mental Health 

PROMS Patient Reported Outcome Measures 

PSC Patient Service Centre 

QA Quality Account 

RCA Root Cause Analysis 

SAU Surgical Admission Unit 
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 SMR Standard Mortality Rate 

SSNAP Stroke Sentinel National Audit Programme 

STAR Senior Treatment & Assessment Risk  

SUI Serious Untoward Incident 

SUS Secondary Uses Service 

TIA Transient Ischaemic Attack 

TOC Transfer of Care 

TWOC Trial without catheter 

VTE Venous thrombo-embolism 


