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Part 1 - Statement on Quality from the Chief Executive
It is my great pleasure to introduce you to our Quality Account and to highlight some of our
improvements in the quality of the services we have provided over the last year. This report has
been seen, read and approved by all members of the Board.
Quality could not have a higher profile in the NHS in the context of the recent Francis Inquiry
Report publication. At Medway NHS Foundation Trust, we have been working to improve the
quality of our services for some time and across a range of issues, with a good deal of success.
For example, established measures of “harm free” care have shown steady improvement and
pathways for important conditions, such as Dementia have also improved. All priorities are
reviewed at a Quality Monitoring meeting on a monthly basis and areas of slow progress discussed
with ways forward agreed for steady improvement.
Notwithstanding this, the Hospital Standardised Mortality Ratio has only shown modest
improvement year on year and continues to be higher than average. This has led to the Trust being
identified as one of fourteen to be reviewed in early 2013/14. We welcome this review and the
opportunity to share our work to date. We know that we have more to do and can always learn
from the experience of others. Therefore, in the course of the year we have been working openly
with other organisations on several fronts and are grateful for their input. Medway NHS Foundation
Trust participated in four planned compliance reviews by the Care Quality Committee (CQC) during
2012 – 13 and all of the Trust`s locations were compliant with the CQC essential standards of
quality and safety.
Although a challenging year, the Trust has continued to improve the quality of its patient services,
working towards a culture that supports the delivery of the very best healthcare for our
communities. The feedback from patients in the inpatient and emergency department surveys
published last year has shown significant improvement. The results of the 2012 cancer patient
survey were quite outstanding and compare favourably with the best in the NHS.
The Trust quality programme for 2012/13 and beyond is focused around three themes:
Patient Safety
Patient Experience
Clinical Effectiveness
Delivering high quality care is the key strategic objective of the Board and each director has
responsibility for improving the quality of care, with the Director of Nursing and Medical Director
taking particular lead roles. 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 issues of safety and experience.
The Trust also continues its work on Enhancing Quality (EQ) a clinical change programme that
uses quality measures which indicate whether the patient has received care that ensures the best
possible outcome. The programme aims to measure standards of hospital treatment and to
improve patient care and patient experience.
A new initiative adopted by the Trust, as one of ten national pioneers in 2012, called Listening into
Action provides an opportunity for frontline staff to put forward ideas and solutions that would
ensure a better experience for both patients and staff alike. Approximately 700 staff have
participated in so called “Big Conversations” this year, with the latest in March 2013 being
focussed on patient safety.
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Our strategy of delivering “Better Care Together” with Dartford and Gravesham NHS Trust means
improved local services for patients and their families, better health outcomes and better use of
resources. In 2012/13, we continued to forge partnership working between our two Trusts in
preparation for integration.
In 2012/13 we have worked hard and successfully to further improve our excellent infection
prevention and control record. Our team and their results are leaders in the field.
In part 2 of this report you will see in more detail what we will do in the year ahead to further
improve quality and safety. Part 3 shows the outcomes of our focus on quality and safety for
2012/2013.
It is my responsibility, as Chief Executive Officer to ensure the Trust present an honest and
accurate account of the work done by staff at Medway NHS Foundation Trust. I hope that, as you
read this quality Account you will be reassured by the commitment and dedication of our staff
without whom these achievements would not be possible.
I confirm that to the best of my knowledge the information you will find in this Quality Account is
accurate.

Mark Devlin
Chief Executive
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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 2013 -14 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 2013-14
It is essential that as many people as possible are involved in developing the priorities for next
year. The consultation for the priorities for 2013 - 14 started with a review of last year’s
performance on the chosen priorities.
Nine 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. Consultation was also sought from
the NHS North Kent Clinical Commissioning Group and Medway LINKS
Taking everyone’s views into consideration, the nine priorities for improvement for 2013 -14 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 2013-14

Patient Safety:

Ensure Harm Free Care
Improve HSMR
Improve Access & Reporting in
Diagnostics

Patient Experience:

Improve the Patient Experience in
Outpatients
Improve the Patient Experience in the
Emergency Department
Improve the Discharge experience for
Patients & their Carers
Improve aspects of care given to the
Frail Elderly
Improve aspects of care within Maternity
Care.
Improve aspects of care within the
Paediatric Services

Clinical Effectiveness:

Each priority has been given measurements 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)
.
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Patient Safety
Ensure Harm Free Care
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. We will do this by measuring
four main areas:
Using the national Safety Thermometer Tool which looks at the number of four harms
Pressure Ulcers, Fall`s, Blood clots & 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 will concentrate on Antibiotics in 2013-14.
Improve Hospital Standard Mortality Ratio (HSMR)
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 sex 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 Trust recorded an annual HSMR of 112 in
2011-12 which is an improvement from 115 in 2010-11, however it does remain a concern. The
main areas of care in which we aim to demonstrate improvement are:
Septicaemia (except in Labour)
Acute Cerebrovascular Disease
Acute and Unspecified Renal Failure
Chronic Obstructive Pulmonary Disease and Bronchiectasis
The Trust has a multi-agency Mortality Working Party which had developed a comprehensive
action plan. The NHS England review of mortality has just concluded at the time of writing this
report, and its findings and recommendations will be fully incorporated into the Trust’s plans.
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Improve Access & Reporting in Diagnostics
A number of Patient Safety Reviews has indicated in the past year that delays in diagnostic
imaging could be influencing patient safety. To that end we will measure:
Time of request to investigation completed and report sent for review.
Patient Experience
We will positively encourage stakeholder engagement in 2013 – 14, to ensure we listen and
respond to feedback on patient experience and act in a timely manner to improve any area of
concern.
Improve the Patient Experience in Outpatients
The NHS National outpatient survey is administered and used in the same way as the annual
inpatient survey. The outpatient survey was conducted during 2012. 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. We want
to improve the experience within Outpatients and intend to measure four areas that will indicate
that we have achieved that goal. The four areas are:
Reduce the number of cancelled and changed appointments.
Number of formal complaints received and upheld.
Increase the number of PALS contacts to improve immediate resolution
Increase the number of patients who wait < 15minutes to be seen.
Improve Patient Experience in Emergency Department
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?‟. A higher rating is indicative that patients are having a good
experience and are generally satisfied with the quality of care they have received. Medway
Foundation Trust scored 70% in 2012-13 and are aiming to increase that to 80% next year, as one
of the measurements that will be used in 2013-14 to ensure improvement. Indicators such as the
Friends and Family test will be incorporated when reviewing the overall experience.
Improve the Discharge experience for Patients & their Carers
There has been concern raised from our community partners that this is not as effective as it
needs to be. To that end it was decided to focus on areas of the discharge process that could
enhance the experience for our patients and their carer`s. We will measure:
Delays to Discharge reported in National Survey
Ensure EDN/discharge notices to GP within 24 hours
Inappropriate Readmissions
Clinical Effectiveness:
Improve aspects of care given to Frail Elderly
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There continues to be a national focus on patients living with Dementia. We need to be aware of all
in-patients that are diagnosed or require memory assessments. There is also a strong link with
patient safety and hydration with this group of patients and we will monitor that over the coming
year. The main measurements that we have chosen to demonstrate improvement are:
Continue to identify all in-patients > 75yrs , assess for memory loss and refer appropriately
Improve Hydration
Develop Dementia friendly environments
Improve aspects of care within Maternity Care.
There are two main areas within Maternity which will enhance safety for mothers in the coming
year. The WHO checklist has been implemented for surgical procedures within the general theatre
environment but not wholly implemented within the obstetric theatre. This will be rectified over the
coming year. The other main area is ensuring a safe staffing level of Midwives. The current
established agreed ratio of Midwife to Mother is 1:34 –this will be improved to 1:33 over the next
year.
Implement the WHO checklist in Obstetric Theatre
Improve Midwife : Mother ratio to 1:33
Improve aspects of care within Paediatrics
Medway Foundation Trust has a large paediatric department which includes community services.
Two main areas were indicated that would influence the care our babies and young people receive.
Medication errors relating to gentamicin were chosen as they have a direct correlation with harm
and individual health plans for (LAC) Looked After Children to a level that enables access to meet
the new statutory guidance, NICE guidelines and recent Ofsted/CQC inspection report and action
plan.
Increase the number of LAC health assessments carried out in statutory time frames
Reduce the number of medication errors relating to Gentamicin in Neonates
Achieving our priorities
Each priority will have a lead in each directorate and an executive lead who will implement
appropriate actions to achieve better results.
The Quality Performance Monitoring Committee, implemented during 2011-12, will continue as its
success was evident last year in monitoring closely the Trust’s performance in relation to all quality
indicators (CQUIN, Priorities in the Quality Account and indicators in the contract), and to take
prompt action to improve performance. The meeting will continue to be chaired by the Director of
Nursing on a monthly basis with a representative from each directorate management team as
members of the committee.
The table below gives more details about what will be measured. Each priority has been given a
target for improvement which will be monitored through the Quality Performance Monitoring
Committee. Where available the corresponding national/peer value is presented alongside the
measurement. The list of priorities and how they will be measured with targets is tabled below:
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Table 2: Quality priorities for the year ahead 2013 /14

Category

Priority

What we will monitor

National / Peer
Indicator

Where we are
now

Target
improvement

Patient safety

Ensure harm free
care

Improve HSMR

Increase the percentage of patients who have
‘harm free’ care within 4 areas: falls, pressures
ulcers, blood clots and infection with an indwelling urinary catheter

90% national target

92%
average (2012 –
13)

Increase to 94%.

Percentage of patients who are assessed for risk
of VTE on admission.

95%
National CQUIN

95%
(2012 – 13)

Increase to 97%

Percentage of patients prescribed the
appropriate VTE prophylaxis (random audit 10pts
per month)

No national data
available

94%
(local audit)

Increase to 98%

Ensure no ‘never event’ happens
Omitted Antibiotic Doses

0
No national / peer
target available
100

3 (2012 – 13)
Achieve
baseline Qtr 1
112 (2011 – 12)

0
50% reduction

Reduce HSMR

CQUIN involved for
submission of data
only for 2013 - 14

(Source Dr. Foster)

100
by 2014-15

Septicaemia (except in Labour)

100

110

100
by 2014-15

Acute cerebrovascular disease

100

115

100
by 2014-15

Acute and unspecified renal Failure

100

104

100

9

by 2014-15

Patient
experience

Chronic obstructive pulmonary disease and
bronchiectasis

100

109

100
by 2014-15

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

2-3 days

1 day (24hrs)

Improve the patient
experience in
outpatients

Number of cancelled and changed appointments

No OPD specific data
available

13.5%

Reduce by 25%

Number of formal complaints received

No OPD specific data
available

569

Reduce by 10%

Increase the number of PALS contacts to

No OPD specific data
available

3,641

improve immediate resolution

Increase the number of patients who wait < 15
minutes to be seen.
Improve patient
experience in
emergency
department

Improve the
discharge experience
for patients and their

56% average

Increase to 80%

0

Increase response
to 20%.

Overall Experience in Emergency Department
National Survey.

70%

80%

Delays to discharge from National Survey

Red (score of
5.2)

Amber

Friends & Family Test

This is a National
CQUIN – requires
target of 15% by year
end.

10

carers

Ensure EDN/discharge notice to GP within 24
hours

94%

>95%

<3% Elective
<10% Emergency

Emergency 10.8

3.9% Elective
10.8%
Emergency

Sustain the 3 areas of dementia assessment –
find, assess and refer

National CQUIN of
90% in all areas x 3
mts consecutive

>90% all areas
x 3 mts
consecutive

>90% all areas x 6
mts consecutive

Improve hydration

No national/ peer
target available

Improve fluid
balance audit
(73.3%)

Achieve 75%

Develop dementia friendly environment

No national/ peer
target available

0

3 wards

Reduce inappropriate readmissions

Clinical
effectiveness

Improve aspects of
care given to frail
elderly

Elective 3.7.

Implement Buddy
scheme across
Trust.
Improve aspects of
care within maternity
care

Improve aspects of
care within
paediatrics

Implement WHO checklist into obstetric theatre
for surgical procedures excluding vaginal
deliveries

No national/ peer
target available

Nil

90% all obstetric
cases

Improve midwife to mother ratio 1:33

Birthrate Plus national
workforce tool works
towards 1:30
No national/ peer
target available

1:34

1:33

Increase the number of LAC health
assessments carried out in statutory time
frames

11

834 cases
445

Improve medication errors relating to gentamicin
in neonates

12

10 in year

Zero

Statement of Assurance from the Board
Review of Services
During April 2012 – March 2013, MFT provided and or subcontracted 42 NHS Services. MFT 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 2012-2013 represents 100% of the total
income generated from the provision of NHS Services by the MFT for 2012-2013.
Participation in Clinical Audits 2012-13
During 2012-13, 36 national clinical audits and 4 national confidential enquiries covered NHS
services that Medway NHS Foundation Trust provides (source: NCAs for inclusion in Quality
Accounts 2012-13, Department of Health, 2012).
During that period, Medway NHS Foundation Trust participated in 94% of the national clinical
audits and 100% of the national confidential enquiries of the national clinical audits and national
confidential enquiries in which it was eligible to participate.
The national clinical audits and national confidential enquiries in which Medway NHS Foundation
Trust was eligible to participate during 2012-13 together with 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 are shown in Appendix A.
The reports of 17 national clinical audits and confidential enquiries were reviewed by the Board of
the provider in 2012-13 and the actions that Medway NHS Foundation Trust has taken or intends
to take to improve the quality of healthcare provided are detailed in Appendix B.
The reports of more than 60 local clinical audits were reviewed by the Board of the provider in
2012-13 and the actions that Medway NHS Foundation Trust has taken or intends to take to
improve the quality of healthcare provided are detailed in Appendix C for a sample of these.
Commitment to research as a driver for improving the quality of care and patient experience
Between 1st April 2011 and 1st March 2013, of the population who received NHS services provided
or sub-contracted by Medway NHS Foundation Trust, 1119 patients were recruited in to research
studies approved by a research ethics committee.
Active participation in research contributes to successful patient outcomes, allowing clinicians to
stay abreast of the latest treatment possibilities. Medway NHS Foundation Trust therefore remains
committed to improving the quality of care for patients and wider healthcare services through active
participation in clinical research.
Figure 1 compares, by year, the number of research studies conducted between 2010 and 2013.
For the period of 1st April 2012 to 1st March 2013 Medway NHS Foundation Trust took part in 54
National Institute of Health Research (NIHR) supported studies, including 34 cancer specialty
studies; and an additional 22 non-NIHR studies including staff undertaking MSc final year
dissertations and questionnaire studies.
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Research (NIHR) supported
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at Medway NHS Foundation Trust
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Medway NHS Foundation Trust has continued to demonstrate a strong commitment to clinical
research by contributing to publications for the American Society of Haematology and journal of
Critical Care Medicine between 2012 and 2013.

Medway NHS Foundation Trust continues to actively participate in research supported by the
National Institute for Health Research (NIHR) by setting annual NIHR recruitment targets to
improve year-on-year patient involvement in clinical trials. For the period of 2012 to 2013 Medway
NHS foundation Trust exceeded its annual target of 720 by an additional 219 patient recruits to
date.
Figure 2 represents the number of participants, by year, recruited into an NIHR supported
research study since 1st April 2010 to 1st March 2013.

Patient recruitment to National Institute of Health
Research (NIHR) suppported research at Medway NHS
Foundation Trust
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14

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. Medway NHS Foundation Trust has exceeded recruitment
Targets set by the NIHR for three consecutive years.
In the past year, investigators involved in cancer and intensive care studies at Medway Maritime
Hospital, have projected that the outcomes of their research will have a positive effect on mortality
rates.
For example, cancer trials investigators are projecting that nine out of thirty-four cancer trials have
contributed to a reduction in mortality rates, however this cannot be proven until trials are
completed. For critical care research, investigators intend to use the primary outcome measures of
the CALORIES and proMiSE studies to similarly improve the relative rates of mortality. Follow up
of these trials will continue for a significant number of years. An example of the intent/rationale of
two cancer studies and two critical care studies is shown below:
Table 3
Study
Acronym
6v12

Rationale
‘6 vs 12’ cycles (standard cycle of treatment is 12 weeks); could the reduction in
cycles reduce toxicity related deaths?

TEAMM

Could the use of prophylactic antibiotics to prevent early development of
infections and potential septicaemia in myeloma cancer patients reduce
mortality?

proMiSE

This study considers the benefit of early, goal-directed resuscitation compared to
usual resuscitation in critically ill patients with severe sepsis or septic shock.

CALORIES Is a research study which aims to find out the best way of providing early
nutrition to patients in critical care.
Our engagement with clinical research demonstrates Medway NHS Foundation Trust’s
commitment to testing and offering the latest medical treatments and techniques. One such study
is looking at the position of women with epidural during the late stages of labour (BUMPS). This
research expects to discover whether an upright or laying down position during labour will help
women have a straightforward birth, to avoid the need for a forceps or suction birth. At this time 10
women have taken part in this study.

Table 4 Shows the number of research projects by medical speciality being undertaken at Medway
NHS Foundation Trust since 1st April 2012 to present that Medway NHS Foundation Trust patients
have taken part in.
Number of studies by medical specialty
Neurology
Anaesthesia
Haematology and Cancer
Neonatology/Foetal
Respiratory
Gynaecology and Urology
15

2012-2013
6
2
34
5
6
4

Nuclear medicine

1

Critical Care
Rheumatology
Paediatrics
Dermatology
Trauma and Orthopaedic Surgery
GUM
Diabetes and Endocrinology
Gastroenterology
Cardiology
Obstetrics
Renal
Stroke
Other*

3
5
2
2
2
1
6
5
2
2
1
6
14

* studies outside of clinical speciality for example educational studies or
research into overall patient experience.

Between the1st April 2012 and 1st March 2013 it is estimated that there have been approximately
150 clinical staff participating in research that has been approved by a research ethics committee
across Medway NHS Foundation Trust. These members of staff have been participating in some of
the 25 medical specialties listed above.
The Commissioning for Quality and Innovation (CQUIN)
A proportion of MFT’s income in 2012-13 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 with, 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 has enabled a dialogue to develop between the organisations about what is important
to the local population. 2.5% of the Trust’s 2012-13 projected income (£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.
Description
% of all adult inpatients who have had a VTE risk assessment on admission to hospital
Patient Survey results relating to "responsiveness to personal needs"
Safety Thermometer data submission
Dementia screening, risk assessment and referral
Improvement targets within the Enhancing Quality and Enhanced Recover Programmes
% of patients at risk of VTE prescribed the appropriate prophylaxis
Ward dashboard and improvement targets relating to safe workforce
Achievement of High Impact Innovations
Improvement targets for patients with long-term conditions
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Achievement
Achieved
Achieved
Achieved
Achieved
Mostly Achieved
Achieved
Achieved
Achieved
Partially Achieved

Seven of the nine areas for improvement achieved their target during 2012 – 13. These
achievements have impacted on the Trust by:
Enhancing Patient Safety by:
Ensuring patients are identified for risk of blood clots on admission
Ensuring those patients found at risk of developing a VTE are prescribed the correct
prophylaxis
Ensuring 100% 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.
Improved Patient Experience through:
Enhanced responsiveness to Patient needs
Ensuring for three consecutive months that patients over 75yrs who are admitted or
who are living with Dementia are identified, screened and referred appropriately for
specialist review
Enhanced Clinical Effectiveness by:
Achieving high impact innovation with introduction of oesophageal dopplars monitoring
hydration under anaesthesia
Mostly achieving targets within Enhanced Quality and Recovery programmes
particularly with `Hips and Knees` pathway
Partially achieved improvement targets for patients with long term conditions
In the areas that did not achieve fully, MFT 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 on these pathways.
Where we did not achieve for patients with long term conditions, a plan has been devised to
concentrate on the discharge process in an attempt to reduce length of stay.

Embedding Recommendations of the Francis Report into our work in 2013-14
The Francis Inquiry was published in February 2013. It contains 290 recommendations, 80 % of
which are for national agreement and action within the NHS. The purpose of the Francis Report is
to learn from the Mid Staffordshire NHS Foundation Trust failures in care and to develop a vision of
the future NHS where the culture is completely patient-centred; where every staff members`,
primary focus is the patient and patient safety. Medway NHS Foundation Trust Board has compiled
a report on how the Board should apply the findings and recommendations in the Francis Report to
its work. We fully share the vision that our hospital will be known for delivering compassionate and
high quality care and see it as an opportunity to refresh ambitions for Medway.
How we will be taking this forward
The ‘Patient Pledge’ and ‘Our Behaviours’ encapsulate our commitment to our patients and each
other. This work will continue to be embedded across the Trust over the coming months. It is
everyone’s responsibility to ensure that this happens.
In addition the Board have agreed the following pledges:
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NHS Constitution - We renew and reaffirm our personal commitment and our organisations’
commitment to the values of the NHS, set out in its Constitution.
Working together for patients - We will be relentless in putting our patients first in everything we
do and will not tolerate any other view.
Commitment to quality of care - We are all accountable for the quality of care, attitude and
performance of ourselves, our team and our organisation. We will hold each other to account to
uphold these standards.
Open and transparent environment - We will listen to our patients and to each other, striving to
ensure the quality of care that we would want for ourselves, our own families and our friends.
Professionalism - We will ensure that we have accurate, high quality performance data and
information for good decision making and compliance with our regulatory standards.
Communication - We will build pride and confidence in our hospital through confident and open
engagement with each other, our patients and partners.
These statements will be used to frame discussions, plans and actions over the coming year.
Care Quality Commission (CQC)
MFT is required to register with the Care Quality Commission, and its current registration status is
registered without conditions.
The CQC has not taken enforcement action against the MFT during 2012–2013.
The MFT has participated in special reviews or investigations by the CQC relating to the following
areas during 2012-13. The special review that MFT participated in was:The CQC carried out a planned compliance review of all four of the Trust’s registered locations
in August and September 2012. The CQC reported that all of the Trust’s locations were
compliant with the CQC essential standards of quality and safety.
Data Quality
The Trust has well-established Information Governance and Data Quality Groups. The Information
Governance group is chaired by the executive director of governance and risk and the Data Quality
Group by the Head of Financial Planning. 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.
The Trust developed a data quality policy formally sets out responsibilities for data quality
throughout the Trust. The executive director responsible for ensuring that the policy is adhered to
is the deputy chief executive/director of operations and the Group continues to meet on a quarterly
basis and has an agreed work plan.
MFT will be taking the following actions to improve data quality under the following headings:
Clinical coding
Data checks
Other data quality checks
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Clinical Coding
With the introduction of a new encoder, ICD10 4th edition introduction and accommodation/staffing
issues, 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.
Table 6 – Clinical Coding audits
Month

Specialty

March 2012

Elderly Care including deceased

April 2012

Gynaecology

June 2012 – internal ad hoc audits

AAAs, CDif and falls to fracture

November 2012

Colorectal

December 2012

Spinal Surgery

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 September
2012 and concentrated on the quality of coding for general medicine patients.
Finally, there was a CQC alert on septicaemia which required considerable input from clinical
coding.
Individual Results:
Table 7 Elderly Care including deceased
FCEs
Primary Secondary
Audited diagnosis diagnosis
correct
correct
71

94%

91%

Primary
procedures
correct

Secondary
procedures
correct

Episodes
changing
HRG

100%

100%

5.63%

Primary
procedures
correct

Secondary
procedures
correct

Episodes
changing
HRG

93%

88%

20%

Primary
procedures
correct

Secondary
procedures
correct

Episodes
changing
HRG

93%

84%

18%

Table 8 Gynaecology
FCEs
Primary Secondary
Audited diagnosis diagnosis
correct
correct
30

83%

92%

Table 9 Colorectal
FCEs
Primary Secondary
Audited diagnosis diagnosis
correct
correct
55

87%

81%
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Table 10 Spinal
FCEs
Primary Secondary
Audited diagnosis diagnosis
correct
correct
25

92%

Primary
procedures
correct

Secondary
procedures
correct

Episodes
changing
HRG

80%

80%

4%

Primary
procedures
correct

Secondary
procedures
correct

Episodes
changing
HRG

96%

95%

8.5%

80%

Table 11 General Medicine (IG tookit)
FCEs
Primary Secondary
Audited diagnosis diagnosis
correct
correct
200

91%

88%

MFT was subject to the Payment by Results clinical coding audit during the reporting period
(November 2012) by the Audit Commission and the error rates which has not yet been reported in
a published audit for that period for diagnoses and treatment coding (clinical coding) were:Table 12
Year

Primary
diagnosis
correct

2012-13

90%

Secondar
y
diagnosis
correct
98%

Primary
procedures
correct

Secondary
procedures
correct

Episodes
changing
HRG

92%

91.8%

5%

The Services reviewed within the sample included:HRG Subchapters CZ, CZ21V, FZ/VA. This included ENT procedures and general surgery –
90 sets of notes.
Random selection of FCEs from deceased patients – 30 sets of notes.
The vast majority of the errors were around documentation on hypertrophy of tonsils with adenoids.
It was also found that a fifth digit was not required in the musculoskeletal coding when the area or
areas affected is not specific. Feedback has been given to all staff.
There was positive feedback on the way deceased notes were coded.
The non-coding issues included:
inaccuracy of the EDN
filing within the case notes – not in chronological order
title of operation did not coincide with the procedure undertaken.
There is regular monthly auditing on SUS data, correcting anomalies before 2nd inclusion. This
includes poorly coded primary diagnosis, ungrouped HRGs etc. Further work has been
undertaken as a result of an outside agency presenting on changes in HRGs and the coded data.
Workshops on maternity, surgical and paediatrics were given by the company and work streams to
be initiated for further training to be given to clinicians on clinical coding and how this affects
payment (HRG) and mortality (HSMR)
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During 2012-13 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 13
Course/Workshop

Month

No of
coders

Bespoke Gynaecology workshop
(1 day)

October/November 2012

13

Refresher workshop (4 days)

December 2012/January 2013

6

Assessment tests were introduced as part of the appraisal process. Clinical coders are expected
to achieve at least 85% accuracy.
Two further clinical coders attained the Accredited Clinical Coding qualification bringing the total
number of qualified clinical coders to ten. Three further clinical coders are preparing to take the
examination in September 2013.
The system of ‘Peer Review’ of data will be reviewed in Spring 2012 to ascertain the value of
continuing the process beyond 2011-12.
Other areas to be reviewed, will be internal communications concerning the importance of data
quality and ensuring that data quality becomes an integral part of staff appraisal and training needs
assessment.
Data Checks
Coding Reviews & Peer Reviews
Although no formal Internal Audits (IA) were undertaken by the Trust in 2012-2013, the amount of
time and resource that they offer is limited by other priorities in the annual audit plan. Therefore,
alongside the more formal reviews carried out by IA in the past, a process of ‘Peer Review’ has
been introduced, to provide assurance that data is robust. The work of IA and the Peer Reviews
will be complimentary, as IA will carry out a full audit of the data, whilst the Peer Review process
will be “lighter touch” and will include spot checks of data. If any problems are found as a result of
the review, these will then be escalated via a process of ‘data alerts’ to the Deputy Chief
Executive/Director of Operations.
Areas reviewed in 2012-13 are:
Cancelled operations.
4 hour target in the Emergency Department.
Single sex breaches.
The Peer Review process involves an audit of the data included in the Trust’s Performance
scorecard and the definition and methodology for constructing the target. The reviewer will work
back (reverse engineer) from the published score to the raw data. If necessary, spot checks are
undertaken at patient level.
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Peer Reviews are carried out by selected trust staff who have a background in data accreditation,
information governance or information management. A work plan for the reviewers has been drawn
up which prioritises key targets or those which will attract a financial penalty if not achieved during
the year. The plan has been shared with Internal Audit.
Areas to be reviewed include:
Emergency Department Quality Indicators.
Healthcare Acquired Infections (C. Difficile & MRSA).
Tissue viability.
Discharge letters- Quality and timeliness.
Cardiac access.
18 week admitted.
18 week non-admitted.
Breast Cancer.
Dermatology Cancer.
Stroke.
Reports on the findings of the all reviews are made to the Data Quality Group and to the Integrated
Audit Committee. Where appropriate, reports are also to be made to the Patient Safety Committee.
Other Data Quality Checks
Hospital Standardised Mortality Ratio (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 cases alerted for review are then forwarded to the clinical director in
each directorate for report back to the Medical Director to see if anything could have been done to
prevent the death. In December 2012 set up the Mortality Working Party, a multi-agency group to
support us in an increased focus on improving patient safety and reducing our HSMR. The
Working Party is independently chaired by the Director of Public Health for Medway. Its
membership is constituted of clinical leads, executive leads and non - executive leads of the Trust,
our neighbouring acute trust, CCGs and NHS England’s Area Team. The crude, unadjusted
mortality rate has been stable or even fallen slightly over a long period of time.
There has been a Grand Round, to reiterate to the medical staff the importance of clear and full
medical records, to facilitate accurate coding both in terms of the Trust's HSMR and
remuneration. Among the patients dying in the Trust, were a significant number of patients whose
"end of life" care could more appropriately have been delivered outside hospital. The Trust is
working with partner organisations to review "end of life" care pathways. In addition, the Trust has
appointed an End of Life Care Matron.
The HSMR is reported to the Trust Board via the Patient Safety Committee and the Quality
Committee. During 2011/2012 the new Summary Hospital-level Mortality Indicator (SHMI) was
introduced nationally. The SHMI gives an indication of whether the actual number of deaths that
occurred within 30 days of discharge from the hospital was higher or lower than expected when
compared to the national figure. The Trust’s SHMI was 114.48 for the year 2011-2012, and 112.64
for period covering between July 2011 and June 2012 which is the latest published data. SHMI will
continue to be published in parallel with HSMR.
GP Codes- Reports on the accuracy of GP codes 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.
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Ethnic 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.
‘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 helps the Trust to maximise income and also to ensure that
each patient’s treatment details are properly recorded on the Patient Administration System
(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.
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 our peers.
Table 14: CHKS benchmarking data
Apr 2012 to Feb 2013
TRUST
RATE

NATIONAL
RATE

96.9

95.3

Blank primary diagnosis

0.08%

1.02%

Unacceptable primary diagnosis

0.02%

0.05%

Diagnosis non-specific

14.24%

20.34%

Sign and symptom as a primary diagnosis

11.00%

11.73%

Sign and symptom as a primary diagnosis:
Episode 1

11.22%

11.76%

Sign and symptom as a primary diagnosis:
Episode 2

10.09%

12.98%

Admitting diagnosis emergency for elective
admission

0.83%

1.23 %

Coded Finished Consultant Episodes (FCEs) with
Palliative care code Z515

0.74%

0.69%

Deaths with Palliative care code Z515

15.87%

14.50%

DATA QUALITY INDICATOR
Data Quality Index
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Coded FCEs with end of life care code Z518

0.54%

0.47%

Deaths with end of life care code Z518

33.99%

23.75%

Date conflicts

0.01%

0.13%

HRG U Groups

0.00%

0.02%

4.3

4.2

Average diagnosis per coded episode
Source- CHKS
NHS Number and General Medical Practice Code Validity
NHS Number

MFT submitted records during April 2012 - January 2013 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:99.4% for admitted patient care;
99.4% for outpatient care; and
97.0% for accident and emergency care.
General Medical Practice Code Validation
The percentage of records in the published data which included the patient’s valid NHS
General Medical Practice Code was:100% for admitted patient care;
100% for outpatient care; and
99.8% for accident and emergency care.
Information Governance Toolkit (IGT)
The Medway NHS Foundation Trust’s Information Governance Assessment Report overall score
for April 2012 to March 2013 was 80% 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 Clinical and Executive Group.
The score of 80% compares favorably with other Trusts in the SHA. The Trust declared a score of
level 2 or above in all the standards, meaning that it falls into the category of “satisfactory”
performance (satisfactory performance is represented by a score of 2 or above in all standards).
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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 2012-13 these were:
The nine priorities for improvement for 2012 -13 are set out in Table 15 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 from 2012-13.
Following the table a more detailed explanation and specific areas requiring improvement is given
on each priority.
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Table 15: Looking Back on 2012-13 with Target achievements:

Category

Priority

What we will monitor

Patient safety

Improve the
care of patients
at risk of
developing
blood clots

Percentage of patients
who are assessed on
admission.

Reduce the
number of
omitted
medication
doses

National /
Peer % in
April 2012
90%

Locally
April 2012

Percentage of patients
prescribed the
appropriate
prophylaxis

Not
Measured

Actual number of
omitted doses on a
monthly spot check
audit

No national
target or
agreed
format
available
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Target
Expected 2012 13
95%

YTD

Actions for
2013 - 14

96%

Maintain and
Improve

Not
measured

Take baseline in
Quarter (Qtr) 1
and increase by
10%

94.%
From Qtr 1
baseline of
86.%

Maintain and
Improve

5.32 mean
number per
ward

Reduction of 10% 5.2 mean
number per
ward

92% on
admission

Review of
charts at
bedside
handovers.
NMAS
monitoring
referred to
HON/M
Increase profile
of ward based
pharmacist.
Focus on one
main
medication,
Antibiotics in
2013 – 14 as a

Patient
experience

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
Improve the
outpatient
experience.

Monthly spot check of
every in-patient on
one day.

National
Target
100% on
data
submission
only

89% harm
free care

Increase to and
sustain at >90%
harm free care

92%

Contacts with PALS

No formal
data
available

850

Reduce by 10%

1055

13.%
Number of cancelled
and changed
appointments
Increase the
number of
patients that
say they had
the opportunity
for them or their
family to speak
to a doctor
when needed.

National survey

Increase
number of
patients who
say they

National survey

7.0 National
Survey
2011 - 12

Local survey

7.0 for
number of
patients who
say they
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QA priority
Maintain and
Improve

Encourage
patient
feedback and
pre-empt
complaints,

14%

Reduce by 25%

5.4 (red)

Increase to
amber

N/A as not
in survey
this year

Not indicated in
national survey

Not
measured

Take baseline
In Qtr 1 and
agree target

Not
Achieved

6.5 for
number of
patients who
say they

Increase to 7.0
and 5.0 in the
national survey

6.7 and 4.0
(national)

Only monitored
for one quarter
to allow focus
elsewhere
Review the
mealtime
experience.

receive enough
help with their
meals and rate
the quality of
food as good.

Clinical
effectiveness

Increase health
promotion
regarding
alcohol misuse.

Improve the
diagnosis and
referral for
patients with
dementia.

Local survey

receive
enough help
with their
meals and
5.0 for rate
the quality
of food

receive
enough help
with their
meals & 4.2
for rate the
quality of
food as
good

59 and 95
(Local)

Increase number of
referrals to community
service

No national / Not
peer data
currently
available
measured

Assess baseline
numbers in Qtr 1

Not
achieved
(issues with
pathway to
community
service)

Look for promotional
literature when under going the ’15 step
challenge’
Number of in-patients
identified over age
75yrs and screened
on admission

Not
currently
measured

All areas to have
alcohol misuse
education
material
Assess baseline
numbers in

Not
measured

Number of patients
assessed
Number of patients
referred

New target
for 2012-13
as a CQUIN
of
90%
achieved for
3
consecutive
months in
all 3 areas
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Target not
achieved by
peer acute
hospitals
within Kent

Qtr 1 and agree
targets

New catering
contract
procured

Increase RN
involvement at
meal times by
increasing
registered v
unregistered
ratio.
Numbers
unavailable with
present
collaboration
with alcohol
service.
Discussion with
commissioners
continue.

90%
Maintain and
achieved
Improve
for 3
consecutive
months in
all 3 areas

Improve the
discharge
process for
patients

Transfer of care
concerns

No data
available

Discharge at night.

153 past
seven
months
(21.8 per
month)

223

New Admission
& Discharge
area & RN lead

0.6% of total
6.6 on
National
survey

Reduce by 10%.

0.23%

Continued
priority for 2013
– 14

National
Survey 7.6
Admission
within 30
days
following
elective
surgery =
3.48% and
following
emergency
= 10.6%

<1% of total

Red (5.2)

Continued
priority for 2013
– 14

Delays to discharge
from National Survey

No data
available

Told how to take
medications on
discharge.

4.0

To be amber
rated in National
Survey

Amber (8.4) Review as part
of discharge
practices

Readmissions

Elective 3.7.

To achieve as
peer

Elective 3.9

Emergency
10.8
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Emergency
10.8

Continued
priority for 2013
- 14

Patient Safety - Looking back on last year’s priorities:
Patient Safety

Improve the care of patients at risk of developing blood clots.
Reduce the number of omitted medication doses.
Increase the percentage of patients who have `harm free` care
within 4 areas: falls, pressure ulcers, blood clots and infection
with an in-dwelling urinary catheter.

Improve the care of patients at risk of developing blood clots (Table 15).
It is recognised that this is very important clinical practice. Almost all patients in hospital have an
increased risk of developing blood clots in the legs which can then travel to the 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 2012–13. This priority also continues to be a
National CQUIN next year. There was a significant improvement in the percentage of patients
having VTE risk assessments during 2011-2012 (Figure 3). The Trust achieved the DH target of
90% in June 2011 and has maintained and increased compliance ever since as demonstrated in
Figure 3 below:
Figure 3: % Patients having VTE Risk Asessments
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Patients Having VTE Risk Assessments
2011-2013
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The initial baseline audit where a random set of 10 notes were audited each month in both medical
and surgical patients indicated that 86.21% of patients had correct prophylaxis – this has increased
to 94.37% by year end. Though not officially monitored within Quality Account next year, this will
continue to be audited. VTE practices will also be observed through a National CQUIN on a root
cause analysis programme of all hospital acquired thromboembolic event (VTE) over the next year.

30

Reduce the number of omitted medication doses (Table 15).
A reduction in the number of omitted medication doses has become a predominant patient safety
issue in recent years. It is a complex area to improve as it is linked to training & competence of
staff, for example in siting a cannula prior to administering IV antibiotics across the whole regime of
medications given to omitting a probiotic alongside prescribed antibiotics. This priority has not
improved as the trust would like and it is therefore a measurement within the priority of `Ensure
Harm Free Care` for 2013-14. This priority was not achieved in 2012-13. As sepsis has been
highlighted as a factor within the HSMR and mortality figures a new way of auditing will be
introduced in 2013-14 with emphasis on antibiotics as a drug that will have an immediate effect on
Patient Safety and Sepsis. It is expected to increase more named medications following on from a
successful increase in this area.

Increase the percentage of patients who have `harm free` care within 4 areas:
falls, pressure ulcers, blood clots and infection with an in-dwelling urinary
catheter (Table 15)
Following a huge improvement in the reduction of pressure ulcers in 2010-11 and a priority
concentrating on falls in 2011-12, this priority was chosen as it allowed a continued observation of
sustained good practice for pressure ulcers and a continued emphasis on reducing falls. MFT have
successfully implemented the CQUIN 100% target of collecting and submitting data on a monthly
basis. A measurement was then set locally for actual harms acquired by patients and improvement
achieved are set out below. This priority will remain as a measurement within the priority of
`Ensure Harm Free Care` for 2013-14. The improvement has not achieved the 90% - however this
is a target which includes harms that are admitted and more work needs to be undertaken with our
community colleagues to achieve further improvement.
Figure 4: % total No Harm within Safety Thermometer
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Patient Safety initiatives have included:
Reduction in the number of hospital-acquired pressure ulcers
On 8th March 2013 the Journal of Wound Care Pressure Care award was given to the Tissue
Viability Team. This is the second consecutive year that MFT have been awarded this award and is
indicative of the achievement of all nurses and midwives in relation to skin care and integrity of our
patients. Our continued improvement can be seen in Figure 5.

Figure 5
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MRSA Bacteraemia
The Trust has had one case of Post 48 Hour Meticillin Resistant Staphylococcus aureus (MRSA)
during this year. This is an improvement on lasts year’s performance and is within the set trajectory
of two. Robust measures have been instigated to further enhance the patient’s pathways and to
share the learning from the case that occurred.
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Figure 6: Graph showing MRSA bacteraemia
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Clostridium difficille Associated Diarrhoea (CDiff)
The Trust has continued to improve performance and has had the lowest ever number of cases
during this year meeting this target of 26 there were a total of 16 post 72 hour cases were
attributed to the Trust. This is a national and Monitor target
There has been a steady reduction in cases over the past six years. This has been achieved due
to a range of interventions focusing on:
Antibiotic controls/prescribing.
High standards of environmental cleanliness.
Early recognition of potential cases instigating control measures and early treatment.
Development of enhanced measures that are followed after each case.
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.
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Figure 7

Cases of C difficile 2006-2013
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Patient Experience - Looking back on last year’s priorities
Patient Experience

Improve the outpatient experience
Increase the number of patients that say they had the
opportunity for them or their family to speak to a doctor when
needed.
Improve the meal time experience

Over the past year the Trust has been working to improve progress in these areas and can report
on the following :
Improve the outpatient experience (Table 15).
Survey results, patient feedback, complaints and ever increasing referrals to PALS all indicated
that this was an experience that needed to be improved. The number of PALS contacts have
increased and are accepted as we now consider the value of real time patient feedback effective in
improving immediate resolution.
Increase the number of patients that say they had the opportunity for them or their
family to speak to a doctor when needed (Table 15).
This was one of the Trust’s worst scores in the National Patient Survey results and our local
surveys. Immediate changes such as offering families patient led visiting times allowed for greater
opportunity to see a doctor as well as offering relatives clinics, although the latter has not been as
successful as we would have hoped. Our patients did not respond positively to this question in
2011-12. Although it was cited as priority for 2012-13, the final national Patient Survey did not
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include this question, as we had expected it would. Our patients did not respond positively to this
question in 2012-13.
Increase number of patients who say that they receive enough help with their meals and
rate the quality of food as good (Table 15) .
Previous feedback on Patient surveys both nationally and locally had highlighted quality of food as
poor. Not receiving enough help with their meals was also an area for improvement. The Trust has
undertaken a significant amount of work to improve the mealtime experience for our patients.
Internal audits have demonstrated an improvement and that patients do receive help as required
with nutrition and hydration. This will continue to be undertaken to ensure improvement is
achieved. We have undertaken training with staff and volunteers to support this important element
of care. The contract for the provision of patient meals has been tendered and by July the
successful company will be in place, it is anticipated that there will be significant improvements in
the ratings for the quality of food.

Improvements to the patient experience over the last year have
included:Achieving our first ever completely clean bill of health from the Care Quality Commission for
the hospital and our community facilities.
Being rated one of the most improved and best trusts nationally in the Cancer Inpatient
Survey.
The Oliver Fisher Neonatal Intensive Care Unit was recognised as one of the top five
neonatal units in the United Kingdom for providing high quality care.
The opening of the “Cedar Room” – a quiet room that provides a place for family and
friends who have relatives on the Liverpool Care Pathway (a positive care pathway for
patients who are at the end of their life). This room provides a quiet area to relax, reflect,
sleep if need be with facilities for hot drinks, and comfort away from the ward area.
A newly refurbished Admission and Discharge Lounge
Improvement to the front entrance (signage and maps)
Ran an Outpatient Workshop to look at the patient journey.
Launched the Patient Passport for people with a learning disability.
Managing Complaints More Effectively
Complaints are integral to the improvement of services so listening and responding appropriately to
patients’/relatives’ concerns plays a major role in ensuring we learn lessons and put things right.
During 2012-2013 we received 569 complaints, which is an increase of 17.5%.
WOW Awards
The Wow! Awards at Medway are now in their 3rd year and continue to provide our patients with
the opportunity to say thank you for the exceptional care and compassion received from our staff.
Nominations come in from many of our patients every month, averaging 60 per month. It means so
much that our patients take the time and trouble to nominate when they have received outstanding
care and experience.

35

Table 16 – Total Nominations as compared to other participating Trusts

Total Nominations

Monthly Average

719

59.9

Medway

Figure 8 Certificate Winners for 2012 as compared to other participating Trusts
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In July 2012, Medway and two of its dedicated staff were shortlisted in 3 of the Wow! National
Categories:
Wow! That’s really Special – Cheryl Morley
Most Inspiring Front Liner (Public Sector) Grace Rose
Serving the Community; Best Organisation 2012
Cheryl Morley won on behalf of Medway and was described as a “special member of staff” who
gave kindness and compassion to a family in a time of deep sadness.
Another dedicated member of staff is David Hutchinson who works in Medway’s Plaster Theatre.
David works exceptionally with his patients and their families and this was formally recognised
when we was nominated in one month on 7 different occasions .David was the first person in the
country to win a “Golden Wow” certificate.
We are very proud of these achievements and look forward to the continuation of our working
partnership with our colleagues at Wow! during 2013.
Launch of Health Care Passport
During 2012 - 13 we have been working closely with members and local people to develop 'My
Healthcare Passport' to support our healthcare professionals in providing person centred care to
patients with learning disabilities in hospital. The passports were paid for with funding from the
hospital League of Friends and developed within the whole health community, led by the trust
Learning Disability Nurse. The passports will provide specific information about the individual
enabling us to tailor care to improve the experience they have while in hospital. The Trust has also
developed 3 pathways to enhance access to health care for people with learning disability:
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Emergency Access Pathway for Adults with a Learning Disability
Access Pathway for Adults with a Learning Disability attending Outpatients Department
Elective Admission Pathway for Adults with a Learning Disability
These pathways alongside the Healthcare Passport will enable patients with learning disabilities
and their carers to be less stressed and anxious about having a healthcare appointment or
admission and allow staff to focus on giving patients the care they need.

Clinical Effectiveness - Looking back on last year’s priorities
Clinical Effectiveness

Increase health promotion regarding alcohol misuse.
Improve the diagnosis and referral for patients with
dementia.
Improve the discharge process for patients

Increase health promotion regarding alcohol misuse (Table 15).
This was one of the criteria that the governors, in particular, felt may make a difference to the
number of admissions in the Emergency Department. It was also an area of concern, as the ward
which held many of the patients with alcohol abuse had admitted a number of difficult cases which
involved the need for a statutory Deprivation of Liberty. It was, therefore, felt that this area in
particular, could be an area that the Trust focused on during 2012-13 to promote healthy living.
However, due to the unpredictability and nature of alcohol misuse it proved impossible to measure
this reliably although, we do still continue to work closely with the community based alcohol service
in order to offer advice after an in-patient admission where appropriate.
Improve the diagnosis and referral for patients with dementia (Table 15).
The Alzheimer’s Society highlight that of around 40,000 people in the South East living with
dementia only 38% have a diagnosis and so the majority are not receiving drug treatments or
support due to a lack of a formal diagnosis. The number of people, across the UK, diagnosed rose
from 23,000 to only 24,000 over the last year and in 2012-13 there is a national drive to improve
diagnosis of dementia. Anecdotal evidence suggests that at least 30% of our adult in patient
population is suffering with either delirium, dementia or both. During 2012/13 we recruited a
Clinical Nurse Specialist who has worked to ensure we implement an assessment for dementia for
all patients over the age of 75. A bid for funding to increase training was successful and we have
now trained 430 people.
MFT was committed to the early identification of all those with delirium and Dementia, and further
identify those “at risk” of Dementia. Working within the Dementia CQUIN framework the Trust
screened 90% of all patients aged 75 years of age and older admitted in an emergency, within the
first 72 hours of their hospital stay for the months of December to February and was the only acute
hospital in Kent to achieve three consecutive months.
Table 17: % Achieved for Identification/Assessment & Referral

Number of patients
screened on

Oct-12
%

Nov-12
%

Dec-12
%

Jan-13
%

Feb-13
%

52%

87%

90%

95%

92%
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admission
Number of patients
assessed

95%

91%

100%

100%

99%

Number of patients
referred

71%

67%

100%

100%

100%

In 2013-14 carers support will also be measured and evaluated by carers’ feedback as to their
satisfaction with the service on a monthly basis. All aspects of Dementia assessments will
continue to be measured next year 2013-14, within the priority of “Improve aspects of care given to
Frail Elderly”.
Improve the discharge process for patients (Table 15).
In 2011-12 the number of Transfer of Care concerns increased and complaints continued to be
received regarding the discharge process for our patients. Themes included possible inappropriate
discharge at night and unreasonable delays. It was felt this could be a priority that with
improvement could make a marked difference for our patients.
Transfer of Care Concerns
A more robust method of monitoring Transfer of Care concerns was introduced in April 2012 at
Medway Foundation Trust for all concerns received from Medway and Swale. As these are
received the individual concerns are directed to the area the patient was discharged from to
respond. These are shared and used as a “learning tool” to improve our practice and processes.
Figure 9 shows the total number received since April 2012 to date and a reduction of concerns is
clearly demonstrated.
Figure 9: Number of Transfer of Care concerns April 2012 – March 2013

Monthly Transfer of Care Concerns (TOCc's) April
2012 to March 2013
30
25

27

26

24

23

23

22

V 20
a
l 15
u
10
e
5

15

13

15

10

Medway

7
4
1

0

Swale

4

3
0

0

0

Month

38

0

0

0

0

Discharge at night / Out of Hours Discharges
It is recognised there is a potential risk to patients in terms of their quality of care, experience and
safety when they are discharged outside of normal working hours. Friends and relatives may not
be available to receive their relatives from the hospital setting, patients may be in a vulnerable
position and quality of on-going care may suffer as a result. It is for these reasons that from May
2012, Medway Foundation Trust implemented a new robust system via the Bed Occupancy
system, to capture any discharges from the individual acute ward areas that occurred during the
‘out of hours’ period. This allowed us as a Trust to monitor closely when these discharges occurred
and also gave us the ability, if needed, to question the reasons behind why they occurred. The ‘out
of hours’ period is classed as any discharge that occurred between the hours of 22:00 - 08:00,
Patients from maternity with new born babies were exempt from the group of patients monitored as
were those that were discharged from assessment areas (i.e. AMU and SAU) that had relatives
with them and were not subject to an admission. A daily report is processed each morning by the
bed bureau team and patients from the previous 24 hours that fall in to the out of hours period that
were discharged, are then identified and forwarded to the relevant Heads of Nursing to validate
and check the reasons for non-compliance with the individual Senior Sisters. This gives us an
almost immediate overview of our processes and ensures that our patients receive an excellent
patient experience whilst under our care.
Please see below table for our current data from May 2012 to present:
Table 18
Month

Total Out of
Hours
discharges

Total
discharges for
the Trust

Percentage

May

17

6868

0.24%

June

16

6525

0.24%

July

10

6769

0.14%

August

23

6684

0.34%

September

15

6399

0.23%

October

19

6775

0.28%

November

6

6909

0.08%

December

15

6376

0.23%

January

8

6744

0.11%

February

28

6251

0.44%

March

10

6441

0.15%
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Improvements to clinical effectiveness over the last year have
included:Electronic Clinical Transfusion Management System (ECTMS)
The Trust has invested considerable resource into a Trust wide implementation of an Electronic
Clinical Transfusion Management System which aims to deliver the very highest level of patient
safety for all patients receiving blood transfusions. The system uses barcode scanning technology
at each stage of the process to ensure that incidents relating to patient misidentification are
avoided. This includes when pre-transfusion blood samples are taken and prior to a blood
transfusion being commenced. The system will greatly reduce the risk of the Never Events relating
to transfusion of ABO-incompatible blood components, as well as being in line with the National
Patient Safety Agency Safer Practice notice 14 suggesting that the feasibility of electronic tracking
systems should be assessed.
The Trust currently has 56 devices (PDA and mobile printers) for use at the bedside across 28
ward and departments, including all in-patient wards, the Emergency Department,
haematology/oncology day cases, operating theatres and all in-patient phlebotomy tests. In 20122013, 4422 transfusions were given using the system, which as well as providing the highest level
of patient safety, also allows the Trust to meet the requirements of the Blood Safety and Quality
Regulations (2005) to provide a full and unambiguous audit trail from blood donor to recipient fully
electronically. The graph below shows the percentage of units which the Trust has transfused
(“fates”) using the Electronic Clinical Transfusion Management System (ECTMS).
Figure 10

A further benefit of the system is the reduction in the number of samples which are rejected
because they do not meet the minimum labelling criteria. In a recent national audit the Trust was
amongst only 3% of these able to produce a barcoded label at the bedside after scanning the
patient’s wristband. For the year 2012-2013, 433375 blood samples have been taken, delivering
both patient safety and efficiency benefits.
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Continued success of the Hospital@Home (H@H) Care for Patients
H@H is a nurse led ‘virtual ward’ where patients who are medically stable but not medically fit
enough to be discharged, can be cared for in their own homes. Highly trained acute medical
nurses, the patients are too ill to go home with community services. Patients are carefully
assessed for suitability and have 24 hour access to the hospital via the bleep system. During the
day patients can contact the Hospital @ Home nursing team, and out of hours they can contact the
site based senior nurses. Any patient can be taken home as long as –
The patient agrees
The consultant in charge of their care agrees
The H@H Team agree.
The aim was to:
Improve patient experience
Reduce the need to keep patients in hospital when medically stable
Reduce the risk of infection for patients
Assist in reducing bed pressures
Assist in the implementation of ambulatory care (admission avoidance)
Act as a bridging team for the community services
The Service was set up as pilot from Nov 2012 – May 2011 for patients living in Medway area and
a capacity for 20 patients. The service became substantive from May 2011 and expanded service
to patients living in Swale with additional capacity of 10 patients. The service continues to develop
with:
Nov 2010 – Dec 2011, 592 patients were taken out with service with an average of 44 per
month.
Jan 2011 – Dec 2012 607 patients were taken out with service with an average of 50 per
month)
March 2012 the service started to take patients in Medway with care packages
Feb 2013 started to take patients in Swale with care packages
NHS Outcomes Framework Indicators for Quality Accounts 2012-13
A proposed change to the reporting requirements for 2012 – 13 followed advice from the National
Quality Board as to how Quality Accounts can be strengthened by increased understanding of
comparative performance. The indicators that are relevant to Medway NHS Foundation Trust 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 & 4.
INDICATORS FOR QUALITY ACCOUNTS 2012-13
DOMAIN 1 : PREVENTING PEOPLE FROM DYING PREMATURELY
SUMMARY HOSPITAL-LEVEL MORTALITY INDICATOR
Period
Medway FT
National Ave.
Apr 2011 - Mar 2012
1.1448
1.0000
Jul 2011 - Jun 2012
1.1264
1.0000

Highest Value
1.2475
1.2559

Lowest Value
0.7102
0.7108

.
The MFT considers that this data is as described as worse, than the national average and is a
Trust priority to improve over in 2013 – 14..

41

The MFT intends to work collaboratively with the all stakeholders to implement improvement and
since December 2012 has set up a `Mortality Working Party` chaired by the Director of Public
Health for Medway to improve the quality of its services. As one of the 14 hospitals under review
by NHS England it is expected that recommendations will indicate a way forward for improvement.
The table below relating to palliative care coding remains near the national average. Continued
work in this area will further improve the hospital level indicator.

PATIENT DEATHS WITH PALLIATIVE CARE CODED
Period
Medway FT
National Ave.
Apr 2011 - Mar 2012
18.0%
17.9%
Jul 2011 - Jun 2012
18.8%
18.4%

Highest Value
44.2%
46.3%

Lowest Value
0.0%
0.3%

DOMAIN 3 : HELPING PEOPLE TO RECOVER FROM EPISODES OF ILL-HEALTH OR FOLLOWING INJURY
The latest PROMS data published is from April 2011 to March 2012. Medway FT's adjusted
average health gain scores during this period are as follows:
PATIENT REPORTED OUTCOME MEASURES (PROMS)
Procedure
Medway FT
National Ave.
Hip Replacement
0.438
0.416
Knee Replacement
0.290
0.302
Groin Hernia
0.114
0.087
Varicose Vein
*
0.094
* No modelled score calculated due to small number of results.

Highest Value
0.532
0.385
0.143
0.167

Lowest Value
0.306
0.180
-0.002
0.047

The MFT 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 was a low number of returns for varicose veins and therefore, these are not
comparable.
The MFT has taken the following 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.

RE-ADMISSIONS WITHIN 28 DAYS - AGED 0 TO 14 YEARS
Period
Medway FT
National Ave.
2012 - 13
10.2%
N/A
2011-12
10.4%
9.6%
RE-ADMISSIONS WITHIN 28 DAYS - AGED 15 YEARS OR OVER
Period
Medway FT
National Ave.
2012 -13
11.6%
N/A
2011-12
7.3%
7.1%
Note: 2011-12 figures were taken from CHKS which had no exclusions applied. In order to comply with Monitor’s
definition, the 2012-13 rates were recalculated to exclude Maternity and cancer patients
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The MFT considers that this data is slightly above the national average although there is no
comparable accurate evidence available to date.
The MFT is undertaking further work to identify unexpected re-admissions rather than planned
readmissions which are common in all our specialties. We are also reviewing the discharge policy
to ensure future complicity. This remains a Clinical Quality target.
DOMAIN 4 : ENSURING THAT PEOPLE HAVE A POSITIVE EXPERIENCE OF CARE
NATIONAL INPATIENT SURVEY - RESPONSIVENESS TO PERSONAL NEEDS OF PATIENTS
Period
Medway FT
2012
6.42
2011
6.23
The scores above comprise of the average of 5 questions within the national inpatient survey.
The individual scores for each of the questions are shown below:
NATIONAL INPATIENT SURVEY RESULTS
2011 Score

2012 Score

Highest Value
2012

Lowest Value
2012

Patient was involved in
decisions about care and
treatment

6.5

6.9

8.7

6.3

Patient found someone on
hospital staff to talk about
worries and fears

5.1

5.4

7.8

4.2

Patient given enough privacy
when discussing condition or
treatment

8.0

8.2

9.3

7.8

Patient was told about
medication side effects

4.0

4.1

7.5

3.4

Patient was told who to contact
if worried about condition or
treatment after leaving the
hospital

7.6

7.6

9.5

6.6

Question

The MFT considers that this data is below the national average.
The MFT is undertaking further work to identify areas for further improvement to increase patient
satisfaction. An action plan has highlighted areas of concern which will be shared with our
commissioners for consultation and recommendation.
NATIONAL STAFF SURVEY - RECOMMEND THE TRUST AS A PROVIDER OF CARE TO FAMILY OR
FRIENDS
Period
Medway FT
National Ave.
Highest Value
Lowest Value
2012
57%
63%
94%
35%
2011
54%
60%
96%
22%

The MFT considers that this data is below average. The Trust executive has also promoted staff
engagement through Chief Executive Open Sessions/Board Briefings and a more participative
approach to the Leadership Forum for middle and senior managers.
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The Trust will continue to focus on developing its approach to staff engagement to improve
responses to the staff survey. This includes a number of focus groups for staff to help the Trust
develop its approach to addressing areas for improvement.

DOMAIN 5 : TREATING AND CARING FOR PEOPLE IN A SAFE ENVIRONMENT AND PROTECTING THEM
FROM
AVOIDABLE HARM
VTE RISK ASSESSMENT
Period
Apr 2012 - Feb 2013
2011-12

Medway FT
95.7%
90.5%

National Ave.
93.9%
89.1%

Highest Value
100.0%
100.0%

Lowest Value
76.1%
23.4%

C. DIFFICILE INCIDENCE RATE (PER 100,000 BED DAYS)
Period
Medway FT
National Ave.
2012-13
8.0
*
2011-12
19.7
21.8

Highest Value
*
51.6

Lowest Value
*
0.0

Highest Value
14.44
13.01

Lowest Value
3.11
2.91

PATIENT SAFETY INCIDENTS REPORTED
Period
2012-13
2011-12

Medway FT
4.49
5.14

Ave. for Medium
Acute Hospitals
6.87
6.68

PATIENT SAFETY INCIDENTS REPORTED THAT RESULTED IN SEVERE HARM OR DEATH
Period
2012-13
2011-12

Medway FT
1.2%
0.9%

Ave. for Medium
Acute Hospitals
0.8%
0.7%

Highest Value
3.6%
3.0%

Lowest Value
0.0%
0.0%

*Final publication figures for C Difficile will not be available for the period April 2012 – March 2013,
from the Health Protection Agency until 11 July 2013. This means that final figures remain
unavailable for this report.
The MFT considers that this data shows that the Trust has achieved better results than the national
average with the exception of patient safety incidents which resulted in severe harm or death.
The MFT is undertaking further work to improve the process of investigation, timeliness and
effective resolution. This will be reported to the Patient Safety committee.
Table 19 Incidents by Severity All 2012-2013

All

No injury or harm
Temporary harm - requiring minor intervention
Moderate harm - requiring intervention or prolonged
hospitalisation
Permanent damage/long term harm
Death / stillbirth
Totals:

3612
1994

44

426
52
30
6114

Table 20 Incidents by Severity non NRLS

No injury or harm
Temporary harm - requiring minor intervention
Moderate harm - requiring intervention or prolonged
hospitalisation
Permanent damage/long term harm
Death / stillbirth
Totals:

483
968
211
24
4
1690

4 deaths reported as part of Research and Development reporting process but from
natural causes and not attributable to ebbing in the research project and not
reportable to the NRLS.
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Review of Quality Performance
The quality of the Trust’s services is monitored at a trust-wide level by a number of systems. The
first is a quality dashboard which amalgamates the quality indicators that have been agreed
between the Trust and the Clinical Commissioning Group (CCG) at directorate performance
meetings. The indicators and year end performance can be seen in Table 28. There is also a set
of quality performance indicators which is monitored by the nursing and midwifery staff through the
Trust’s Nursing and Midwifery Accountability System. This is a well-established tool which enables
the senior nursing team to monitor, challenge and share practice across the Trust. External
assurance is provided through the clinical quality meeting, this is chaired by the Chairman of the
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, Dr. Fosters and the South East Coast Strategic Health Authority Quality
Observatory. These are extremely helpful in enabling the Trust to measure performance in
comparison to our neighbouring trusts.
Table 21 - Clinical Quality Indicators April 2012 - March 2013
Target / Indicator
Infection control
Falls
Single sex
accommodation
Hand hygiene audit
Child safeguarding
training
Adult safeguarding
training
Enhanced CRB check
Discharge letters
Serious Untoward
Incident (SUI)
Never Events
Bed utilisation
Mortality rate - HSMR
Delayed discharge
Complaints

Description

2011/12
Performance

2012/13
Target

2012/13
Performance

39

26

16

4

2

1

3.97

5

4.91

115

0

70

97.6%

95%

98.40%

90.1%

95%

81.60%

89.6%

95%

83.10%

100%

100%

100%

95.1%

100%

94.50%

64

60

58

1

0

3

95.21%

90%

90.87%

112

100

104.7

3,651

7,200

3,111

484

480

569

C Diff reduction
(stretch target)
MRSA reduction
Number of falls per
1,000 admission
Same sex
accommodation
breaches
Hand hygiene score
% of eligible staff
trained in child
safeguarding
% of eligible staff
trained in adult
protection
% of eligible staff with
enhanced CRB
% of discharge letters
sent to GP within 24
hours
Number of SUIs
Number of Never
Events
Bed occupancy
Hospital Standardised
Mortality Ratio
Bed days lost due to
delayed discharge
Number of complaints
received

46

Note: The HSMR within the table is a pre `Re basing` figure and is subject to change.
There are 5 areas of note that are rated `red`.
The Single Sex Accommodation breach has improved on the 2011-12 end of year target and we
continue to monitor, to improve the experience for our patient`s further. The majority of breaches
are due to clinical needs and the lack of single rooms in our ward areas.
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
so that staff will be trained appropriately in terms of length of training. This will allow areas to
release staff appropriately.
The 3 Never Events continue to be seriously investigated, lessons learned and processes
reviewed accordingly.
Complaints are discussed later within the report.
Enhancing Quality Programme (EQ)
Priorities for Improvement 2012-13:Clinical Effectiveness: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
diagrams below are from the Hips and Knees Enhancing Quality pathway depicting two of the
measure 90 Day readmission rate for DVT/PE and 30 Day Readmission rate for Total Joint
Replacement.
Figure 11 - Hips & Knees :- Hip & Knee 90 Day Readmission rate DVT/PE
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Figure 12
MFT - 30 Day Readmissions for Total Joint Replacement
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The target set for the Pneumonia pathway for the 2012 year was the highest set for the south east
coast region and the Trust only missed hitting this by a small margin which was obviously very
disappointing for all involved. The team has reviewed all the aspects of the pneumonia pathway to
ensure that the improvements made are sustainable and continue to be part of everyday practice
for pneumonia patients. For the 2013 year the pneumonia pathway will align itself with measures
developed by the British Thoracic Society and we look forward to implementing these for our
patients.
The Heart Failure pathway has proved challenging for the 2012 year. It became evident that some
of the improvements made were not proving to be sustainable or adequately recorded. The team
undertook a full review of the pathway and the way in which patients with heart failure access our
services. A new section has been added to our electronic discharge notification to improve the
transfer of care between the Trust and our community and GP partners. The changes made have
seen our performance in this pathway consistently improve over the latter months of 2012 and we
look forward to this continuing into 2013.
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Figure 13

Figure 14

49

Complaints
Handling of Complaints
Medway NHS Foundation Trust believes concerns raised by the patient or their
relative/representative is an opportunity to learn from their experience of our service.
It is important that complaints are investigated thoroughly and the results of the investigation are
shared with the complainant in an open and honest way.
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 569 formal complaints were received this financial year. This is an increase of 17.5%
from 2011-2012.
Figure 15 - Number of Complaints received 2001-2013
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Figure 16 - Complaints by Category 2012-13

Figure 17 Complaints by Speciality 2012-13
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Table 22 - Comparison of Complaints Received in 2011-12 and 2012-13

ED
Paediatrics
Gen Medicine
Neuro
Dermatology
Elderly Care
Cardio
Maternity
Gynaecology
ENT
Pain
Urology
T&O
Gen Surgery

2011-12
65
21
58
4
12
15
8
24
18
27
13
23
99
69

2012-13
75
25
106
9
28
18
1
38
15
22
17
22
86
54

Increase/Decrease %
↑ 15%
↑ 19%
↑ 82%
↑ 125%
↑ 133%
↑ 20%
↓ 87.5%
↑ 58%
↓ 20%
↓ 23%
↑ 31%
↓ 4%
↓ 13%
↓ 28%

This could be attributed to the openness of staff within the Trust and the processes followed by
staff when patients or their relatives continue to be dissatisfied after resolution has been attempted
at ward level. Another element to be considered is the increase in media attention the NHS has
been exposed to, which can raise concerns within the local community. The Trust received an
increase of formal complaints of 49% in Quarter 4
Table 23
Financial Year
2009-2010
2010-2011
2011-2012
2012-2013

Total Number of Complaints Received
569
552
484
569

Figure 18 - Complaints as % of activity April 2012- March 2013
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The complaints team have provided on-going training throughout the Trust. This included customer
care training for F1 and F2 doctors. Training is also provided to each directorate and at staff
induction, in addition to nurse development programmes. The complaints team will continue
support any member of staff or team with complaints/customer care training.
The Complaints Manager attends directorate complaints/governance meetings on a monthly or bimonthly basis and provides complaint data and feedback to ensure that the Senior Management
Team within each directorate are made aware of the trends and concerns being raised and also
the outcome of the complaint. A score-card has also been developed to provide each directorate
with a snapshot of their complaint data; this enables them to compare complaints with the previous
financial year and to quickly see where the problems are within the directorate.
The Complaints Manager has reviewed the clinical complaints received, in addition to the nonclinical complaints to ensure that all information is captured and utilised and fed back to the
directorates. There has also been a review of complaints relating to mortality.
The Trust observes the Parliamentary and Health Service Ombudsman’s Principles of Remedy
and this is evident when sampling a range of complaints; in particular where the complainant has
been inconvenienced by a systemic problem i.e. when a clinic appointment has been offered and
then cancelled and the patient arrives unaware of the change made. In cases such as these, the
directorate responsible offers reimbursement for travel expenses.
The 72 complaints received in March are currently still being investigated. Therefore of the 497
complaints received for the first 11 months of the year, 83% were responded to within the Trust’s
target of 25 working days.
In line with national requirements the Trust has also concluded the complaint investigation by
indicating if the complaint has been upheld, partially upheld or not upheld.
The Parliamentary and Health Service Ombudsman
There has been a change of Parliamentary and Health Service Ombudsman this year; although the
guidelines remain unchanged at the present time. The Trust is aware of 11 referrals made to the
Ombudsman. This compares with 15 complaints referred in 2010-11 and 9 in 2011-12.
5 complaints were referred in quarter 4.
The Ombudsman has upheld 1 complaint this year; although this was a complaint from 2011-12.
No further complaints have progressed to the investigation stage. There are currently 3 complaints
being assessed
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Figure 19 - Ombudsman Referrals 2012-13 by month

Assessing the quality of the complaints process
The complaints team continued to survey complainants to gain feedback on their experience of the
complaints process. A survey was completed in Quarter 2 and another one is currently ongoing for
Quarter 3. We received a response rate of 37% for Quarter 2 and the feedback tells us that 88%
stated that the Complaints Team were courteous and helpful or courteous and helpful to some
extent. 95% indicated that an acknowledgement letter and leaflet had been received. 88% stated
that the Chief Executive’s letter was written in terms which were entirely understandable, or to a
certain extent. 50% indicated that their complaint was resolved with continued resolution. 52% of
people felt satisfied with the way in which their complaint was handled.
An additional box was added to this survey which offered the complainant an opportunity to be
contacted by the complaints manager. 3 people ticked the box but when contacted they wished to
discuss other issues which had occurred since making their complaint i.e. difficulty with a clinic
appointment. They were assisted with these new issues.
The complaints policy has also been reviewed and updated this year.
Themes of complaints in 2012-13
Clinical Care and Treatment
A review has been undertaken of Quarter 1, 2 and 3 to establish themes and trends. There were
no department or doctor in particular that received a high number of complaints. The main trend
within these complaints appears to be failure to manage the patient’s/relatives expectations and
lack of communication with the family of the patient. There has been an increase in the number of
Patient Safety Case Reviews undertaken this year which has been a positive step and helps to
provide information for the complaint investigation. However, this can delay the response to the
complainant and affect the Trust target of responding within 25 working days.
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Table 24

Clinical Care &
Treatment
ED
General Surgery
Maternity
Gynaecology
General Medicine
Trauma & Ortho
ENT
Elderly Care
Dermatology
Imaging
Neurology
Paediatrics
Cardiology
Urology
Anaesthetics

2011-12

2012-13

Increase/Decrease

47
47
17
9
32
43
4
7
1
6

52
33
29
2
69
34
6
12
6
6
3
14
1
18
7

↑ 11%
↓ 23%
↑ 71%
↓ 77%
↑ 115%
↓21%
↑ 50%
↑ 71%
↑ 500%
↔%
↑ 300%
↑ 56%
↓ 80%
↑ 20%
↑ 16%

9
5
15
6

Staff Attitude
This year there have been 41 complaints relating to attitude compared with 33 last year. This is an
increase of 24%.
The Emergency Department, General Surgery, Trauma & Orthopaedics, ENT, Elderly Care and
Imaging department have all noticed an increase in complaints of this nature.
Communication
There have been 79 complaints relating specifically to poor communication or lack of
communication. This is an increase of 23% on last year. Some related to incorrect information on
clinic letters or the eDN (electronic discharge summary) but this was across the Trust.
Discharge
There have been 19 complaints received relating to poor discharge which is an increase of 46%
compared with last year. There were no departments receiving significantly more complaints of this
subject.
Many of the complaints received have been related to the Admission and Discharge Lounge and
as a result the Lounge has been refurbished and there are now beds offered in addition to chairs.
Vulnerable patients; or those living alone can also have a hot meal in the Lounge if they wish.
There is a permanent Senior Sister employed to oversee the Admission and Discharge Lounge
and this provides continuity for the staff and patients.
Out-patients
There have been 59 complaints relating to out-patients compared with 51 last year; which is an
increase of 16%. Many of these complaints relate to problems with clinic appointments being
cancelled without prior knowledge despite letters or attempts to contact the patient by the relevant
department. Reimbursement is offered by the directorate responsible for travel expenses if
requested by the complainant. They are also offered complimentary parking for their next
appointment.
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The Director of Nursing has recently held a workshop to gain feedback and observation of the outpatient areas so that future improvements can be made which will enhance the out-patient
experience.
Conclusion
There has been an increase in complaints this year, particularly General Medicine and
Dermatology complaints have increased considerably in number.
It is worth noting that the following areas demonstrated a decrease in the number of complaints
they received; Cardiology, Gynaecology, ENT, Urology, Trauma and Orthopaedics and General
Surgery.
All complaints were investigated appropriately under the NHS Complaints Procedure.
Patient Advice & Liaison Service (PALS)
The Patient Advice and Liaison Service (PALS) have assisted 3641 patients, relatives and visitors
with problems, concerns and advice during 2012-13. This is an increase of 17.45% on the
previous year.
Admissions
The number of enquires relating to admissions increased by 26% on the previous year.
72.5% of the enquiries are from patients wanting dates for their operation.
Cancelled Operations
Concerns relating to cancelled operations fell by nearly 14% on the previous year. 46% of
these relate to orthopaedics.
Clinical Care
Concerns relating to the clinical care of doctors show a small decrease of 6.5%. Concerns
relating to clinical care of nurses have increased by 23% although PALS received 80 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 on the previous year; however the figures
are not a true reflection of the problems patients are experiencing in contacting staff within
the Trust. This is borne out by the increase in enquiries that relate to admissions,
outpatients and enquiries for test results; queries that are usually handled by clerical and
administration staff.
Infection Issues
PALS only took one enquiry relating to infection issues against seven the previous year.
Lost Property
Concerns relating to patients lost property fell by 46.5%
Outpatients
29% of all enquiries PALS dealt with related to outpatient appointments. This is an
increase of 26% on the previous year. PALS cannot book appointments and a great deal of
time is spent in trying to contact the relevant staff to obtain a satisfactory outcome for the
patient.
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Results
PALS took 167 enquiries from patients wanting to know test results. Patients are sent for
scan/echo/biopsy etc. by the consultant. They either wait too long for the results, or hear
nothing further, causing considerable concern.
Waiting Times
Concerns about waiting times decreased by 37% on the previous year. Most of these
enquiries are from patients concerned about the waiting times for surgery and 46% of these
relate to orthopaedics.
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.
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 the adult national surveys, these include:
Inpatient surveys
Outpatient surveys
Accident and Emergency Surveys
Maternity Surveys
Cancer Surveys.
A sample of patients is asked what they thought about different aspect of their care and treatment.
This information is then given a score based on the responses given by patients. The Trust also
conducts its own local surveys on a quarterly basis to obtain patient feedback.
The 2012 National Inpatient Survey results were published by the Care Quality Commission on 16
April 2013.
The benchmarking report highlights red as being worse than other trusts, amber the same as other
trusts and green is better than other trusts.
Positive aspects of the Patient Experience included:Overall 73% rated care 7+ out of 10.
Overall treated with respect and dignity 71%.
Doctors – always had confidence and trust 73%.
Hospital – Room/ward was very/fairly clean 95%
Hospital – toilets and bathrooms were very/fairly clean 91%.
Care – always enough privacy when being examined or treated 86%.
Most patients are highly appreciative of the care they receive. However, there is always room for
improving the patient experience.
The results do show improvement on last year’s survey although areas of patient concern
highlighted that improvements were needed in the following areas:
Discharge process
Hospital food
Patients wanted to be more involved in decisions.
There was not always enough emotional support from hospital staff.
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Not told how to expect to feel after an operation or procedure.
Did not receive any information explaining how to complain.
Patients’ perceptions and experiences are influenced by the quality of their care and treatment,
staff attitude and how they are communicated with. In order to exceed patients’ expectations we
need to continually monitor, measure and review patient feedback so that we can learn and
improve
Performance against Key National Priorities
The Trust achieved all of the Monitor targets apart from the Emergency Access Target for 2012/13.
The Trust is closely monitoring the A&E performance to ensure improvement in 2013/14.
Monitor Regulation
At the end of 2010-11, the Trust failed to reach its planned financial surplus. Monitor reviewed the
Trust’s financial performance and, in particular, the Board’s failure to recognise and address losses
in the latter part of the year and in April 2011, found the Trust to be in “significant breach” of the
terms of its authorisation as a Foundation Trust. The decision was based on a finding that the
Trust had failed to fulfil two terms of its 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, and
will continue to be red rated for governance until Monitor is assured that the Trust is returning to full
and sustainable compliance with its authorisation.
The Trust has already put plans in place to address these issues and has worked with external
advisors to provide assurance to Monitor during the year. This work continues and has been
productive in improving and addressing the issues identified by Monitor as relevant to the finding
that the Trust is in breach of its duties as a Foundation Trust. It is not, however, anticipated that
Monitor is likely to change its position during the early months of 2013-14, and the Board will
continue to work with Monitor to provide the required assurance and demonstrate that the
improvements already made have been embedded.
While a trust is in breach of its authorisation, an automatic governance risk rating of “Red” is
applied. The table below sets out the governance risk ratings (GRR) the Trust would have
achieved during 2012/13 but for the automatic red rating. In April 2013 a new provider licence was
introduced by monitor which as a result places limited conditions on the licence.

Table 25
Quarter

Automatic GRR

Achieved
GRR

Q1

Finance Risk
Rating
(FRR)
2

Red

Q2

3

Red

AmberGreen
Green

Q3

3

Red

Green

Q4

3

Red

Amber-Red
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The predicted risk ratings for the first two quarters for next year 2013-14 are:
Mortality
Over the past ten years, the Trust’s mortality rates have been steadily decreasing. The latest
Summary Hospital-level Mortality Indicator (SHMI) figure for July 2011 to Jun 2012, published in
January 2013, was within normal limits; this Department of Health indicator covers all deaths of
patients admitted to hospital and those that occur up to 30 days after discharge from hospital.
The Dr Foster report, published in December 2012, showed the Trust’s Hospital Standardised
Mortality Ratio (HSMR) had improved from 115 in 2010/11 to 112 in 2011/12 but concerns remain
as the Trust’s HSMR is higher than the national average. The graph below demonstrates that the
Trust’s HSMR has decreased over this financial year since it peaked in February 2012.
Figure 20
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The Trust is doing everything it can to understand the causes of these mortality figures and to
implement immediate actions where required. A working party has been set up, chaired by the
local director of public health, which includes membership of Trust clinicians and GP colleagues, to
oversee our approach to improving mortality. The Trust is also working with Dr Foster, the
company that produces the HSMR, to identify reasons why our HSMR is raised in certain
conditions. The Trust is one of 14 trusts, nationally chosen to undergo a review by NHS England in
May 2013
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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.
The Trust aimed to improve staff satisfaction, staff engagement and reduce bullying in the
organisation in 2012/13. The Trust’s scores in all three areas in the 2012 NHS Staff Survey
improved, but further progress on all three is needed to ensure the Trust is top performing in these
areas.
The Department of Health highlights the five key findings with which the Trust compares most
favourably and least favourably with other acute trusts in England. These are provided below.

Five top ranking scores
Table 26
Key factor

2012 Trust
score

2011 Trust
score

30%

2012
national
average
score
34%

Percentage of staff witnessing potentially
harmful errors, near misses, or incidents in
the last month
Percentage of staff saying handwashing
materials are always available

63%

60%

67%

Percentage of staff feeling under pressure in
the last 3 months to attend work when feeling
unwell

28%

29%

30%

Percentage of staff having well-structured
appraisal in the last 12 months

37%

36%

32%

Percentage of staff able to contribute towards
improvements at work

68%

68%

61%

2012 Trust
score

2012

2011 Trust
score

32%

Five bottom ranking scores
Table 27
Key factor

national
average
score

Percentage of staff working extra hours

78%

70%

70%

Work pressure felt by staff

3.25

3.08

n/a
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Percentage of staff reporting errors, near
misses or incidents witnessed in the last
month

86%

90%

94%

Percentage of staff receiving job-relevant
training, learning and development in the
last 12 months

77%

81%

81%

The Trust has developed an action plan with staff side representatives to address areas for
improvement in the staff survey.
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.
Planning and developing the workforce
The Trust anticipates that it will be commissioned activity in 2012-13 will be at least as high at
2011-12. The Trust has developed workforce plans to reflect these changes and will work with
partner organisations, where appropriate, to implement them.
The Trust plans to invest in additional medical, nursing and midwifery staff in 2012-13, both to
ensure a sustainable workforce but also to improve the quality of care we provide.
The Trust recognises that the development of its workforce has a direct impact on quality. The
annual personal development review is the key mechanism for agreeing individual learning needs.
In 2011-12, the Trust introduced a revised appraisal process for non-medical staff, during 2012-13
this helped to increase the proportion of staff having a well-structured appraisal from 32% to 37%
(above the national average). The 2012 Staff Survey shows that 82% of Trust staff were appraised
in the previous 12 months, and 77% of staff had received job-relevant training, learning or
development in the last 12 months.
Staff engagement and empowerment
During 2012-13 the Trust was one of 10 NHS organisations piloting a new approach to staff
engagement – Listening into Action. This approach is a straightforward communication method,
with a clear aim to transform the way the trust works, 'putting staff at the centre of change'. This
approach has resulted in engagement of 700 staff directly with the Chief Executive and a further
1,100 participating in a Pulse Check on patient safety, leading to a number of improvement
projects within clinical departments and Trust-wide.

The Trust executive has also promoted staff engagement through Chief Executive Open
Sessions/Board Briefings and a more participative approach to the Leadership Forum for middle
and senior managers.
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The Trust will continue to focus on developing its approach to staff engagement to improve
responses to the staff survey. This includes a number of focus groups for staff to help the Trust
develop its approach to addressing areas for improvement.
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 included exercise and weight
loss schemes.
The Trust’s ‘flu’ vaccination programme reached 44% of staff, higher than the national
average. The Trust plans to increase coverage in 2013-14.
The Trust’s sickness absence rate of 3.52% is below the national average of 3.9% for NHS acute
trusts however this is slightly above the Trust target of 3.4%.
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 developed launched key corporate behaviours – Our Behaviours - in 2012. These are
applicable to all staff and are integral to our development programmes, recruitment, induction and
appraisal processes. These behaviours will be embedded further in 2013-14.
The Trust has continued to develop key management staff through its talent management
programme – Being Your Best. The Trust is also supporting the leadership development of clinical
directors and other senior staff.

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 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 Director of Nursing) and the Clinical Audit
Committee (chaired by the Lead for Clinical Audit). We would like to extend our thanks to Dr Strutt
Consultant Microbiology, who stepped down as patient safety lead in September 2012 and
welcome Mr. Marsh Consultant Urologist who commenced as the patient safety lead who has
reviewed the patient safety programme and is re launching the key priorities for the trust. Each
clinical directorate has a committee that monitors and makes decisions abut the quality of care in
that directorate.
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Delivering high quality care is a strategic objective of the Board and each director has responsibility
for improving the quality of care, with the Director of Nursing 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.
The “Quality Performance Monitoring Committee” continues to meet monthly and has proved to be
an effective forum to monitor progress of our quality targets.
The Quality Strategy was developed in the summer of 2012, this set the ambition for the trust to
become a high reliability organization where avoidable harm to patients was eliminated by safe and
competent practice.
The Quality Governance Framework has been reviewed in light of the proposed merger with
Dartford and Gravesham NHS Trust, an action plan is in place to further improve quality
governance in the trust.
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Part 4 – Annex
Statement from NHS Medway Clinical Commissioning Group
In response to the draft Medway NHS Foundation Trust (MFT) Quality Account submitted to NHS
Medway Clinical Commissioning Group (MCCG) please find detailed below the MCCG statement in
accordance with the National Health Service (Quality Accounts) Amendment Regulations 2012.
NHS MCCG welcomes the 2012/13 draft Quality Account submitted by Medway NHS Foundation
Trust and can confirm that the CCG has reviewed it against all the Department of Health reporting
requirements and as far as can be determined the commentary and data presented are an
accurate and honest reflection of progress made in improved service delivery and patient
outcomes and it does meet all national reporting requirements.
MCCG acknowledges that the data presented provides helpful coverage of strong progress made
in many areas of service improvement, in particular MFT have continued to deliver a strong
performance in relation to infection prevention and control with very low levels of incidence
reported across the year. The hospital continues to deliver an excellent record on the prevention
of Hospital Acquired Pressure Ulcers and congratulations are offered to the Tissue Viability Team
for achieving their second consecutive Journal of Wound Care Pressure Care Award.
The Hospital Standardised Mortality Ratio remains a significant concern for MCCG, but
acknowledges the on-going work throughout the year that has taken place between the two
organisations and the CCG will continue to work with MFT in the year to come including
responding positively to the outcome of the Keogh Rapid response review.
Patients falls whilst they are in hospital continues to be an area for improvement and the CCG
welcomes that this remains a priority for the Trust and will become a key performance
improvement initiative as part of the Commissioning for Quality and Innovation measures.
The 2012 Inpatient Survey demonstrates some consistent high scores and improvements in key
areas in the quality of care experienced by patients; however it does highlight areas that are of
concern to our patients particularly in relation to the quality of food, some questions relating to
communication and delays in discharge.
The MCCG acknowledges and supports the priorities for 2013/14 detailed within the Quality
Account around Patient Safety, Clinical Effectiveness and Patient Experience.
NHS MCCG look forward to continuing to work closely with the nursing and medical Directors and
colleagues at all levels within the Trust to assure the quality of local services and ensure the
culture of continuous improvement is present in all areas of the Trust.
Yours sincerely
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Dr Peter Green
Chief Clinical Officer
Medway Clinical Commissioning Group

Geoffrey Wheat
Chief Nurse
North Kent Clinical Commissioning Group’s

Statement from Healthwatch Medway
Healthwatch Medway
Kingsley House, Second Floor
37-39 Balmoral Road
Gillingham
Kent
ME7 4PF

28th May 2013
.

Healthwatch Medway Response to Medway NHS Foundation Trust Quality
Account – 2012/ 2013
Dear Sir/ Madam,
Healthwatch Medway would like to thank Medway NHS Foundation Trust for the opportunity to
comment on their Quality Account for 2012/2013.
Healthwatch Medway was commissioned in April 2013 and to date has focused on ensuring
transfer of the LINk legacy and service mobilisation. For this reason, whilst Healthwatch Medway
notes the content of the Quality Account, comment has been limited, as follows:
1. Is the Quality Account clearly presented for patients and public?
The Quality Account provides a comprehensive account of the Trust’s position and plans moving
forward.
A more reader friendly and accessible version of the report would be welcomed, using insights and
techniques developed by such bodies as the Plain English Foundation, or the DH Guidance for
people who commission or produce Easy Read information 2010. This would facilitate reasonable
adjustment in line with the Equality Act, and promote accessibility and inclusion.

2. Priorities for 2012/13
Medway LINk undertook the scrutineer role during 2012/2013 and thus Healthwatch Medway
has declined to comment on priorities in year. The Medway LINk legacy documents are
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publicly available via their website, and particular note is made of the ‘Medway Maritime
Hospital A&E Questionnaire Project’, as follows:
Project Objectives
The objective of the project was to obtain feedback from A&E patients on what helped them
choose Medway A&E for their treatment, if they had tried somewhere else first, and to find out if
they knew about and what they thought about alternative services. The data collected would help
the MCG/PCT plan the allocation of funding and manage clinical resources more effectively
particularly during the winter peak, and more effectively target patient information.
Summary
The original plan was to carryout approximately 20 visits. Twenty-two were eventually achieved,
and 233 questionnaires were returned. The sample size was sufficient to extract useful information.
The difficulty in getting a GP appointment did seem to be the biggest issue encountered. Those
who couldn’t or didn’t think they could get a GP appointment soon enough came to over 30%. This
difficulty is recognised nationally as a problem. Also, of those who answered the question, only
39% thought it was an emergency that couldn’t be dealt with elsewhere.
Conclusion
Sufficient data to make an assessment was collected. The assumptions expressed with reference
to the difficulty in getting a GP appointment were confirmed. The assumption that some overseas
patients don’t know how the NHS works and use A&E as the first port of call as opposed to a GP
surgery was dispelled, as was a suspicion that more patients were coming from the Maidstone
area. Other subjects that concerned patients were waiting times, insufficient engagement by staff
with service users, dignity & privacy issues and cleanliness.
Project Lead Alan West November 2012

3. Priorities for 2013 / 14
The introductory statement from the Chief Executive acknowledges the Trust is one of
fourteen identified for review in 2013/2014, due to its performance in relation to mortality.
Timely dissemination of the findings of this review will be welcomed. In addition, the need to
implement the recommendations of the Francis Report, in year is noted.
The Trust’s priorities for 2013/2014 are also noted and supported; in particular, the focus on
improving patient experience within outpatients and emergency medicine, and improving the
discharge experience of patients and their carers.
On behalf of Healthwatch Medway
Bridget Bygrave
Operations Manager

Statement from Health and Adult Social Care Overview and Scrutinee
Quality Account
I am writing to thank you for inviting the Health and Adult Social Care Overview and Scrutiny
Committee to comment on your Quality Accounts.
As the Quality Accounts are often received outside of the business cycle for the Committee the
Assistant Director, Adult Social Care and the Assistant Director, Customer First, Leisure,
Democracy and Culture have a delegated authority, along with the Chairman and spokespersons
of the Committee to respond.
Set out below is the response on behalf of the Committee:
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Appendices

Appendix A
Participation in National Clinical Audits and National Confidential Enquiries in
2012/13
(a) National Clinical Audits & Registries
National Clinical Audits & Registries

% cases
submitted

MFT

ACUTE
Adult community acquired pneumonia (British Thoracic Society)



100%

Adult critical care (ICNARC Case Mix Programme)



100%

Emergency use of oxygen (British Thoracic Society)



100%

Knee replacement (355 procedures)



90%

Hip replacement (412 procedures)



78%

Shoulder replacement (32 procedures)



19%

Elbow replacement (8 procedures)



0%

N/A

N/A

Non-invasive ventilation - adults (British Thoracic Society)



91%

Renal colic (College of Emergency Medicine)



100%

Severe trauma (Trauma Audit & Research Network)



40%

N/A

N/A



100%



100%



0%



76%

Lung cancer (National Lung Cancer Audit) [3]



72%

Oesophago-gastric cancer (National Oesophago-Gastric Cancer Audit)



75%



100%

N/A

N/A

National Joint Registry (NJR Centre)

Ankle replacement

BLOOD & TRANSPLANT
Intra-thoracic transplantation (NHSBT UK Transplant Registry)
National Comparative Audit of Blood Transfusion programme (NHSBT)
Blood sample collection & labelling
Organ donation (NHSBT Potential Donor Audit)
CANCER
Bowel cancer (National Bowel Cancer Audit Programme) [1]
Head and neck cancer (National Head and Neck Cancer Audit)

[2]

HEART
Acute coronary syndrome or Acute myocardial infarction (MINAP)
Adult cardiac surgery (NICOR Adult Cardiac Surgery Audit)
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National Clinical Audits & Registries

% cases
submitted

MFT


100%

N/A

N/A

Coronary angioplasty (NICOR National Audit of PCI Procedures)



100%

Heart failure (NICOR National Heart Failure Audit) [4]



0%

Cardiac arrest (ICNARC National Cardiac Arrest Audit) [5]



70-90%

Abdominal aortic aneurysm



100%

Infra-inguinal bypass



76%

Major amputation



100%

N/A

N/A

Adult asthma (British Thoracic Society)



97%

Bronchiectasis (British Thoracic Society)



100%

Core Audit



0%

National Diabetes Inpatient Audit (NaDIA)



100%

Diabetes (paediatric) (National Paediatric Diabetes Audit)



100%

Inflammatory bowel disease (UK IBD Audit) [6]



Ongoing

Pain (National Pain Audit) [7]



100%

Renal replacement therapy (Renal Registry)

N/A

N/A

Renal transplantation (NHSBT UK Transplant Registry)

N/A

N/A

National audit of psychological therapies (NAPT)

N/A

N/A

Prescribing Observatory for Mental Health (POMH)

N/A

N/A

Carotid interventions (UK Carotid Endarterectomy Audit)



100%

Fractured neck of femur (College of Emergency Medicine)



100%

Hip fracture (National Hip Fracture Database)



100%

Dementia (National Audit of Dementia)



100%

Parkinson's disease (National Parkinson's Audit) [8]

 N/A (12-13)

Stroke (Sentinel Stroke National Audit Programme - SSNAP)



Cardiac arrhythmia (NICOR Cardiac Rhythm Management National Audit)
Congenital heart disease (NICOR Congenital Heart Disease Audit)

National Vascular Registry (National Vascular Database)

Pulmonary hypertension (Pulmonary Hypertension Audit)
LONG-TERM CONDITIONS

Diabetes (adult) (National Diabetes Audit)

MENTAL HEALTH

OLDER PEOPLE

WOMEN’S & CHILDREN’S HEALTH
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73%

National Clinical Audits & Registries

% cases
submitted

MFT

Childhood epilepsy (Epilepsy12 audit)



Ongoing

Neonatal intensive and special care (NNAP)



100%

Paediatric asthma (British Thoracic Society)



100%

Paediatric fever (College of Emergency Medicine)



100%

N/A

N/A



0%

Paediatric intensive care (PICANet)
Paediatric pneumonia (British Thoracic Society)

Key to abbreviations:
MFT, Medway NHS Foundation Trust; N/A, not applicable. ICNARC, Intensive Care National Audit &
Research Centre; MINAP, Myocardial Infarction National Audit Programme; NHSBT, NHS Blood &
Transplant; NICOR, National Institute for Cardiovascular Outcomes Research; NNAP, National Neonatal
Audit Programme; PCI, Percutaneous Coronary Intervention; PICANet, Paediatric Intensive Care Audit
Network
Notes:
[1]
National Bowel Cancer Audit Programme: Continuous data collection is under way, but there was no
upload of local data onto the central system in 2012-13.
[2]
National Head & Neck Cancer Audit: Case submission is by network. This is the most recent case
ascertainment rate for the Kent & Medway Cancer Network (KMCN), published by the Health Quality
Improvement Partnership (HQIP).
[3]
National Lung Cancer Audit: Trust case ascertainment rate provided by the Health & Social Care
Information Centre (HSCIC). However, the Lung Cancer Team at Medway believes that all eligible cases
were entered into the audit. The Trust participates as part of the KMCN, and as other Trusts in the network
had case ascertainment rates between 107% and 126%, expected cases may have been wrongly attributed
to the Trust.
[4]
National Heart Failure Audit: Planning is under way to allow the Trust to start participating in this audit in
2013-14; shared employment of specialist nurses to support the audit is being explored with the NHS
Medway Clinical Commissioning Group. The Trust already participates in the Enhancing Quality Heart
Failure Programme.
[5]
National Cardiac Arrest Audit: Data was required to be completed for Quarters 1 to 3 by the end of March
2013; the Trust entered 96 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. An
estimate of participation rate is therefore given.
[6]
th
UK IBD Audit: The Trust is currently participating in the data collection for the clinical audit phase of the 4
round of the national audit. Trust participation in the biological therapies part of the audit will commence in
2013-14.
[7]
National Pain Audit: Patient questionnaires were given to those attending the Chronic Pain Clinic as
required by the audit. However, the Trust’s participation has been omitted from the national report; this is
being followed up by the clinical lead.
[8]
National Parkinson’s Audit: Data submission required every 2 years; Trust submitted data in 2011-12 and
plans to submit data again in 2013-14.
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(b) National Patient-Reported Outcome Measures
PROMs measure a patient's health status or health-related quality of life at a single point in time,
and are collected through short, self-completed questionnaires given to patients before and after
selected procedures (see http://www.hscic.gov.uk/proms). The information provided here is the
most up-to-date available (published February 2013) and covers operations carried out between
April and September 2012; at this point it is provisional only.
Response rate
National Patient-Reported Outcome
Measures (PROMs) Programme

MFT

Pre-operative
questionnaire

Postoperative
questionnaire

Elective surgery – hip replacement



74.9%

20.3%

Elective surgery – knee replacement



87.5%

Not available

Elective surgery – groin hernia



40.7%

52.9%

Elective surgery – varicose vein



37.8%

Not available

(c) National Confidential Enquiries
National Confidential Enquiries & Clinical Outcome
Review Programmes

% cases
submitted

MFT

Alcohol-related liver disease (NCEPOD)



100%

Subarachnoid haemorrhage (NCEPOD)



100%

Tracheostomy care (NCEPOD)



Ongoing

Asthma deaths (National Review of Asthma Deaths)



100%

N/A

N/A



100%



N/A (12-13)

Suicide & homicide by people with mental illness (NCISH)
Child health programme (CHR-UK)
Maternal, infant and newborn programme (MBRRACE-UK)

[1]

Key to abbreviations:
MFT, Medway NHS Foundation Trust; N/A, not applicable. CHR-UK, Child Health Reviews – UK;
MBRRACE-UK, Mothers and Babies Reducing Risk through Audits and Confidential Enquiries – UK; N/A;
not applicable; NCEPOD, National Confidential Enquiry into Patient Outcome & Death; NCISH, National
Confidential Inquiry into Suicide and Homicide by people with mental illness.
Notes:
[1]
Maternal, infant and newborn programme (MBRRACE-UK). MBRRACE was launched in March 2013, but
online data entry did not become available until April 2013 due to technical delays.
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Appendix B
National Clinical Audits: Actions planned or taken to improve quality of
healthcare
British Thoracic Society (BTS) Community-Acquired Pneumonia (CAP)
A champion for respiratory disease has been identified within A&E
Teaching activities have been carried out for both doctors and nurses in A&E and there is
increased awareness of the need to highlight CAP patients at triage
A Trust pneumonia proforma has been drawn up
There will be continued focus on quality of care of patients with CAP through the Enhancing
Quality (EQ) programme
The EQ pneumonia lead and EQ specialist nurse will continue to educate staff and promote the
use of the CURB-65 severity score for CAP
An audit is planned of patient flow from A&E and GPs through to the Acute Medical Unit
(AMU), with a view to improving flow so that more patients are seen in “daylight” hours
British Thoracic Society (BTS): Non-Invasive Ventilation
A domiciliary ventilation service has been introduced, so patients can remain under the care of
the Trust’s Respiratory Team while at home
The Respiratory Team is working with the ambulance service to optimise saturation levels and
oxygen on admission
The Trust is taking part in the pilot phase of the BTS chronic obstructive pulmonary disease
(COPD) care bundle initiative. More than 50% of patients requiring NIV suffer from COPD, so
this should have a positive impact on their care and clinical outcomes
There will be continued training and education for clinical staff in the use of NIV therapy
Carotid Endarterectomy
Delays due to lack of theatre time have been resolved
The internal pathway has been reviewed to ensure there are no built-in delays
Concerns about delays in the primary care pathway are to be raised with NHS Medway
Epilepsy12
Training of paediatric staff to improve first seizure documentation is planned
Steps will be taken to improve awareness among paediatricians of epilepsy syndrome
diagnosis and contraindications to EEG (electroencephalography)
It is hoped to appoint an Epilepsy Specialist Paediatric Nurse
Intensive Care National Audit & Research Centre (ICNARC) Case Mix Programme
ICNARC reports continue to show that Medway’s Critical Care Units are performing well, in
spite of caring for a higher number of very sick patients compared with other Trusts in the
region
No changes are needed, but the Trust will continue to monitor performance and benchmark the
service using ICNARC
National Comparative Audit of Blood Transfusion: Blood transfusion sample collection and
labelling
Mandatory training and competency assessment is in place for all those taking pre-transfusion
blood samples
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The Electronic Clinical Transfusion Management System, BloodTrack, is being rolled out
across the Trust. This will ensure that sample labels are produced containing accurate and
legible patient information
It is planned to produce compliance reports for each area taking samples on the hospital site
and to educate staff where necessary to improve performance
The feasibility of producing an information leaflet for all new doctors to the Trust outlining their
blood transfusion responsibilities will be explored
The Transfusion Practitioner has been monitoring rejected antenatal samples taken in the
community, and providing feedback to relevant members of staff. A photograph of the request
form and sample tube showing the error is sent to clarify the nature of the shortcoming and
help stop it happening again
The Transfusion Practitioner is liaising with community colleagues to deliver training on sample
acceptance criteria to district nurses employed by Medway PCT
National Diabetes Inpatient Audit (NaDIA)
The decision on renewal of funding for a Think Glucose nurse awaits agreement of the area
community diabetes plan
Patients are choosing to stay with their consultant rather than being discharged back to primary
care. This issue is to be addressed by NHS Medway Clinical Commissioning Group
Resourcing for diabetes care will be added to the commissioning agenda for 2013/14
The diabetes specialist midwives will participate in the 2013/14 National Pregnancy in Diabetes
audit (NPID)
A local audit is currently in progress on management of urgent acute diabetic foot problems
National Head & Neck Cancer Audit
Current staffing levels are to be reviewed in the light of national standards
Issues needing to be addressed at network level have been communicated to the Kent &
Medway Cancer Network
An audit of biopsy to reporting times at Medway is currently under way
National Hip Fracture Database (NHFD)
The Trust has continued to develop its service in 2012, with the successful establishment of a
4-bedded enhanced care bed unit. This is monitored by two highly experienced and dedicated
senior nurses, who provide exemplary care for these inpatients
Continued and increasing emphasis is to be placed on provision of elderly care physician input
in the initial and ongoing management of patients. Currently a locum geriatric consultant is in
post, and the process is under way to appoint a substantive full-time orthogeriatrician
Trauma list capacity will be reviewed, with the aim of improving throughput and access to
theatre
National Joint Registry (NJR)
Consent rates (patients’ permission granted for the NJR to include and use their personal data)
and compliance (number of cases submitted to the NJR) will continue to be monitored and the
processes reviewed
The variety of different implants used for hip and knee replacements has been reduced to the
bare minimum following the recommendation of the previous report that the type of implants in
use should be rationalised
The number of joint replacement implant types being used within the department will continue
to be monitored
National Neonatal Audit Programme (NNAP)
The Oliver Fisher Neonatal Unit (OFNU) has been recognised by NNAP as one of the top
performing Trusts in the country
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Steps are being taken to improve admission temperatures in very pre-term babies. It is
planned to:
− Optimise environmental temperature in delivery areas, particularly theatres, and monitor
continuously
− Re-introduce posters for midwives and education on how to use thermal wraps
− Present audit findings to Obstetricians in joint meetings to highlight risk
− Review processes in best-practising units in UK
It is hoped to increase breast-feeding rates on discharge. A local study is currently under way
to aid understanding of the effect of gestation, first feed and feed progression on the final
feeding outcome, as well as the nursing contribution to initiating breastfeeding
National Pain Audit
An improved “medicine map” is being used, which should reduce waiting times for patients with
chronic back pain
The Trust has been working closely with Dartford & Gravesham Trust with regard to joint use of
a psychologist to overcome the problem of shortage of these specialists
National Paediatric Diabetes Audit
Investment in the service has been made, with further planned, to bring provision in line with
the Best Practice Tariff (BPT). Improvements have included the appointment of an additional
Paediatric Diabetes Specialist Nurse, psychology input, more paediatric dietetic time, and more
outpatient clinic slots. Children are contacted by the team more frequently between clinic visits.
In the coming year it is planned to continue to invest in the service to obtain the BPT; this
should lead to improvements in outcomes
National Sentinel Audit of Stroke (SINAP/SSNAP)
Medway NHS Foundation Trust and Medway Community Healthcare Stroke Specialist team
work together to provide a specialist coordinated service for patients from Medway & Swale
It is planned to re-establish the Acute Stroke Strategic Group to develop a detailed action plan
based on recommendations made to the Board. These include:
− Joint review of the Hyper Acute Stroke Pathway
− Review of staffing levels across medical, nursing and therapy disciplines
− Review of stroke consultant activity, with a view to providing 7-day stroke consultant ward
round cover
− To consider introducing 4 protected “red beds” to allow direct admission to the Acute Stroke
Unit 24 hours a day, 7 days a week
Patient-Reported Outcome Measures (PROMs)
It is planned to continue to review results and to develop a system of disseminating, monitoring
and acting on consultant-level information
Potential Donor Audit
The Trust took part in NHS Blood & Transplant’s “Pass it On” campaign during National
Transplant Week – the campaign calls for more people to sign up to the Organ Donor Register
and to make their wishes known to relatives
The Trust manned a publicity stand at the 2012 British Transplant Games, hosted for the first
time in Medway, providing a reminder of the importance of organ donation and how lives can
be improved dramatically – 600 athletes who had benefitted from a transplant competed
The Specialist Nurse for Organ Donation was on the panel of experts taking part in the Trust’s
members’ event: “End of Life Care – One chance to get it right”
Links have been improved with clinical staff involved with end of life care
Publicity screensavers were set up on hospital computers.
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UK Inflammatory Bowel Disease (IBD)
Guidelines on the management of severe ulcerative colitis have been placed on the intranet for
easy access by doctors and nurses
Actions planned are to:
− Increase the number of patients admitted under a gastroenterology specialist and to
improve efficiency of transfer of IBD patients to the gastroenterology wards
− To provide nurse specialist review for all IBD inpatients, with improved smoking cessation
advice
− To increase dietician review; this has been raised via the Nutrition Steering Group
− To review guidelines on stool samples for C. difficile toxin and update to include IBD
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Appendix C
Local Clinical Audits: Actions planned or taken to improve quality of
healthcare
The Trust Clinical Audit Programme for 2012-13 included around 190 local audits, with results and
recommendations of many of these being presented and discussed at dedicated directorate and
departmental audit meetings. Over 60 local audits were reported to the Board this year. Actions
taken or planned following a selection of these are given below.
Acute upper gastrointestinal (GI) bleed management and endoscopy service. This audit was
the winner of the Trust-wide Clinical Audit Competition in 2012. It showed the need for faster
access to endoscopy for patients with acute upper GI bleeding.
The referral form has been revised and incorporates the Glasgow-Blatchford bleeding score,
which reflects the probability that the patient will need medical intervention. This highlights
urgent cases so that they can be given priority
GI bleed slots on the endoscopy list have been changed to make them more available to the
medical teams
Staffing levels have been reviewed; the possibility of an on-call bleed rota is being considered
It is hoped to introduce an electronic booking system for endoscopy; a pilot system is currently
being trialled elsewhere in the Trust
Anaemia in revision hip arthroplasty. Pre-operative anaemia was identified in many of the
patients undergoing this procedure; in some, haemoglobin levels dropped further during the course
of the operation.
Steps will be taken to resolve pre-operative anaemia
During the procedure, a cell-saver machine will be used wherever possible (this allows
patients’ own blood to be cleaned, filtered and restored to them, without the necessity of a
donor blood transfusion)
High-dependency care will be recommended for all patients
Antimicrobial prescribing on all 25 adult wards in Medway Maritime Hospital (re-audit).
Audits are carried out biannually. The latest found prescribing to be clinically appropriate and
guideline-compliant. However, documentation of Stop/Review dates and clinical indication needed
improvement.
A 48-hour antimicrobial review improvement plan is to be developed
The Principal Antimicrobial Pharmacist will continue active promotion of antimicrobial
prescribing guidelines and prudent prescribing policy
Ectopic pregnancy management (re-audit). This audit demonstrated good compliance with
Royal College of Obstetricians guidelines on medical management of ectopic pregnancy.
Significant cost savings were achieved with reduced bed occupancy. A second audit of surgical
management demonstrated an increased use of laparoscopy as the surgical technique of choice.
This has the advantage for the patient of involving a smaller incision and shorter recovery time
than the alternative.
Current medical and surgical practice will continue
The views of patients receiving medical management will be sought at re-audit in 2014
Laparoscopic surgery simulation training is currently under consideration
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Medicines prescribed but not given in Orthopaedics (re-audit). This re-audit found significant
improvements in medicines adherence.
A list of “Critical Medications” is now available on all drug trolleys to ensure these medications
are never missed
Staff have been instructed to give vital medicines, even when patients are fasting for surgery
There is improved liaison with Pharmacy, reducing out-of-stock medications
Educational sessions for doctors and nurses have taken place regarding the importance of
avoiding missed medications
MRI report turnaround for inpatients (re-audit). The first round of this audit resulted in changes
being made to allocation of reporting and staff were given advice on how to proceed in the
absence of a specialist radiologist. The re-audit showed significant improvements in numbers of
scans reported within 24 hours. Further actions:
MRI radiographers now have a list of radiologist specialties to improve work allocation
There is a nominated member of staff whose responsibility it is to ensure that all ward reports
are allocated on the same day
Staff have been advised to consider using the Medica teleradiology service if a Trust radiologist
is not available within 24 hours
Neonatal record-keeping. Clinical record-keeping achieved a high standard; results were emailed
to doctors and nurses to highlight key learning points and the following actions taken to improve
identification and folder organisation:
Patient identification labels in the Neonatal Unit (NNU) have been standardised and
incorporate both the NHS number and hospital number, as well as the NNU number
A new supply of stickers has been obtained to show year of treatment on the case-notes folder
Organisation of neonatal documents within the case-notes has been brought into line with filing
of clinical records from other directorates
Pain in children presenting to A&E. This local audit addressed the national priority of timely
treatment of children in pain.
An ongoing training programme for ED nurses now allows them to prescribe simple analgesia
at navigation (preliminary assessment)
The Navigation Sheet has been modified to prompt recording of pain scores whenever
analgesia is considered
Other planned actions include:
Promoting the use of pain scoring through teaching, posters, etc.
Exploring whether a stock of simple analgesia could be kept safely in the Navigation Room
Making documentation a priority in the ED Governance Strategy for the year
Prevention of delirium in patients on medical and elderly wards. This study by
physiotherapists showed good compliance with the recommendation that moving patients between
wards should be avoided when there is risk of delirium. More patients needed to mobilise within 24
hours of admission.
A simple flow chart has been developed as a tool to help identify risk factors for delirium. This
is now in use within Physiotherapy
Teaching on delirium has been made part of the Physiotherapy In-Service Training Programme
The Bed Occupancy System (BOS) within all medical and elderly care wards is now being
used by Physiotherapy as a means of communication within the multidisciplinary team to
identify patients’ mobility levels and discharge plans, and to highlight any issues that may arise
Quality of portable imaging on the Special Care Baby Unit (SCBU). High-quality images were
sometimes not achieved because of suboptimal positioning of infants.
This was discussed with neonatal nursing staff, who were very willing to hold infants at the time
of scanning to help position them appropriately
78

Quality criteria for the technique have been drawn up
It was highlighted that, where possible, clinicians should review the image before the
radiographer leaves the SCBU
Quality outcome measures following anaesthesia. Outcomes reviewed were post-operative
temperature, pain scores, and nausea & vomiting
Operating Department Practitioners have been advised to ensure fluid warmers are used for all
patients
It is planned to trial Inditherm warming mattresses for appropriate procedures, as
recommended by NICE
Future audits of these Quality outcome measures will use SAFERsleep®, a newly installed,
automated system that provides accurate time-related anaesthetic records
Renal colic: imaging of patients with renal colic in the Emergency Department (ED). This
audit found that performing x-ray KUB (kidneys, ureters & bladder) in the ED before CT KUB
provided no additional information but unnecessarily lengthened the time to diagnosis.
Patients are now referred to Urology without any x-rays, which reduces unnecessary time
being spent in the ED
A possible alternative under consideration is for direct referral for CT KUB by Emergency
physicians, to allow definitive investigation to be completed in the ED and so reduce hospital
admissions
Two-year developmental follow-up of infants born at less than 30 weeks gestation and/or
weighing less than 1500 g at birth. When a baby is born very prematurely, it is important to
monitor developmental progress. Two-year follow-up will be a national priority in 2013-14.
Repeat appointments will continue to be offered to parents/carers who do not bring their
children to follow-up appointments
It is hoped to increase community neurodevelopmental slots
A network solution will be explored for babies moving out of the Trust’s catchment area
Ward preparation for inpatients undergoing interventional radiological procedures (audit &
re-audit). Incomplete or incorrect ward preparation causes delays or even cancellations of
procedures. After the first cycle of the audit, the following actions were taken:
A communication pack was sent to 20 wards. This included a covering letter to the senior
sister, the audit report, and laminated procedure checklists
Ward preparation checklists were added to the Interventional Radiology intranet
A re-audit demonstrated significant improvements. Further actions are now planned:
Interventional Radiology nurses will contact the ward the day before the procedure & make a
follow-up phone call to the ward on the day of procedure
In an emergency, Interventional Radiology nurses will complete the checklist by phone
Weekend handover standards on medical wards (audit & re-audit). Each medical team writes
handover forms for its patients, to brief the weekend team. Forms should be used to document
jobs and patient reviews. Actions taken following the first cycle of the audit:
The handover form was revised. Instead of two forms, there is now a single form for both
house officers and registrars. The form is more user-friendly, with tick-box options
Day of task is now specified to make it easier for the weekend team to keep track of jobs
A re-audit showed marked improvement in use of the handover form, with more adequate clinical
information and fewer poorly defined tasks. Recommendations from this round were:
The medical registrar should review the jobs at the beginning of each shift to identify any need
for adjustments of workload within the team
HOs and medical registrars covering the wards should meet at the beginning and end of the
weekend shift to make sure every job is accounted for
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Glossary
Abbreviation
CAF
CDiff
CPS
CQC
CQUINS
CRB
CTG
DAHNO
DVH
ECTMS
EDN
ENT
EQ
ERP
FCEs
FRR
HPCT
HRG
HSMR
IA
IBD
ICNARC
IG
LCP
MFT
MINAP
MLU
MRSA
NAD
NCEPOD
NHFD
NHSBT
NICE
NICOR
NIHR
NJR
NNAP
NNU
OP
PALS
PAS
PCT
POMH
PROMS
PSC
PwC
QA
RCA

Full Name
Common Assessment Framework
Clostridium difficile
Composite Score
Care Quality Commission
Commissioning for Quality and Innovation
Criminal Records Bureau
Cardiotocography
Data for Head and Neck Oncology
Darent Valley Hospital
Electronic Clinical Transfusion Management System
Electronic Discharge Notification
Ear Nose & Throat
Enhancing quality
Enhance Recovery Programme
Finished Consultant Episodes
Financial Risk Rating
Hospital Palliative Care Team
Health Resource Group
Hospital Standardised Mortality Rate
Internal Audit
Inflammatory Bowel Disease
Intensive Care National Audit & Research Centre
Information Governance
Liverpool Care Pathway
Medway NHS Foundation Trust
Myocardial Infarction National Audit
Midwifery Led Unit
Meticillin Resistant Staphylococcus Aureus
National Audit of Dementia
National Confidential Enquiry into Patient Outcome and Death
National Hip Fracture Database
NHS Blood and Transplant
National Institute for Health and Clinical Excellence
National Institute for Cardiovascular Outcomes Research
National Institute for Health Research
National Joint Registry
National Neonatal Audit Progamme
Neonatal Unit
Outpatients
Patient Advice Liaison Service
Patient Administration System
Primary Care Trust
Prescribing Obervatory for Mental Health
Patient Reported Outcome Measures
Patient Service Centre
PricewaterhouseCoopers
Quality Account
Root Cause Analysis
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SINAP
SHA
SUI
SUS
TOC
VTE

Stroke Improvement National Audit Programme
Strategic Health Authority
Serious Untoward Incident
Secondary Uses Service
Transfer of Care
Venous thrombo-embolism
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