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Part 1 - Statement on Quality from the Chief Executive
2014 / 15 has been another challenging year for Medway NHS Foundation Trust (MFT) and one
which has seen significant changes – not least with two changes in Chief Executive with the
temporary appointment of Nigel Beverley and my appointment in June as Acting Chief Executive
pending substantive recruitment.
There have been significant changes to the Board structure including the appointment of a new
Chairman, Shena Winning, a Chief Operating Officer and a Chief Quality Officer (including the role
of Director of Health Informatics). These key appointments help to move towards a healthcare
management model that will meet the expectations of the Medway & Swale residents whom we
serve. In May 2015 we will also be welcoming a new Chief Executive, Lesley Dwyer.
At the beginning of the year the Trust was rated as `inadequate` by the Care Quality Commission
(CQC), with particular concerns in two main areas (the Emergency Department and Surgery /
Theatres). This was very disappointing for us but the underlying issues have been reviewed and
actions to address these are at the heart of the Trust’s comprehensive 18 month plan which is
designed to ensure we consistently deliver both NHS Constitutional standards and good clinical
quality on completion. It is important also to stress that no area within a hospital functions in
isolation so that the ratings for one area are impacted by performance in others. Our solutions and
actions are therefore for the whole organisation and not just the areas with poorer ratings.
In one direct response to the CQC report, children attending Medway Maritime Hospital for
emergency treatment now benefit from radical improvements to the environment in which they are
cared for and treated. The new children’s emergency department, which started seeing patients
just before Christmas, has a separate entrance, three additional treatment bays, new consultation
and treatment rooms, nine dedicated children’s nurses, a senior matron and a paediatric
consultant.

More positively, our performance against locally agreed Commissioning for Quality and Innovation
(CQUIN) targets has been particularly good in relation to the area of care for patients living with
Dementia. Our nominated improvement programmes also demonstrate progress against areas
where improvement was sought.
A new Pre-Operative Care Unit opened at Medway Maritime Hospital to improve the experience of
patients coming to hospital for planned surgery – an important step to improve patient care and
experience. The new £800k unit not only provides better facilities and a more relaxed and private
environment, it is located even closer to theatres and improves patient dignity, respect and flow.
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There was one final but very important development during the year. In February, after many
months of careful preparation a replacement patient administration system (PAS) was successfully
set up and commissioned, replacing the outdated and problematic old system. The implementation
was remarkably smooth and a testament to the good planning and management of the process.
However, it has shown that the quality of some of our existing data has some inherent limitations.
Accordingly we have devoted a significant amount of time and resource to both improving the
quality of existing data, and also on embedding good systems and processes – based on our new
PAS.
In summary, in spite of the many challenges faced by Medway NHS Foundation Trust in 2014/15,
we have taken action to address these challenges, whilst striving to maintain high standards of
service to those in need. During 2015/16 there will be a continual focus on change in the way we
deliver our services, in order to safeguard the Trust as the prime provider of acute services for the
population we serve.
The Trust Quality Account for 2014/15 seeks to present a balanced view outlining both the
challenges we have faced in delivering high quality care, alongside many of the successes. I look
forward to continuing to work with our patients, members, governors, staff and others who take an
interest in our work and the services we provide as we redouble our efforts to provide high quality
care for all our patients.
In consultation with my Board members and other colleagues, I am confident that the information
reflected in this report represents an accurate picture of our activity throughout 2014/15.

Dr Phillip Barnes
Acting Chief Executive
Medway NHS Foundation Trust
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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 2015/16 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 2015/16
It is essential that as many people as possible are involved in developing the priorities for the
forthcoming year. Suggestions and requests for input were presented at two public meetings in
January 2015 with Public Governors and representatives from the NHS Medway Clinical
Commissioning Group (CCG) and Healthwatch Medway in attendance. Discussions were also held
with Executive Directors, Divisional Directors, Directors of Operations, Deputy, Assistant &
Associate Chief Nurses throughout the first three months of 2015.
Taking everyone’s views into consideration, the priorities for improvement for 2015/16 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 2015/16

Patient Safety:

Patient Experience:

•
•
•

Improve Mortality Rates in Sepsis
Reduce Harm: Pressure Ulcers
Improve communication when
transferring care

•

Reduce cancellation of OPD*
appointments by the hospital
Improve Friends & Family `likely to
recommend in Emergency Department
Improve PLACE** scores for experience
of food and hydration

•
•

•
•
•

Clinical Effectiveness:

*Out Patient Appointment (OPD)
** Patient Led Assessment of the Care Environment (PLACE)
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Reduce Length of Stay
Reduce Readmissions
Increase % of utilisation of Day Case
Surgery

The reasoning behind choosing these priorities is set out below. Each priority has been given
measureable targets that will allow us to evaluate the improvements made, month on month over
the coming year. A concise table indicating these measurements can be seen in Table 6 (Page
11).

Patient Safety


Reduce Mortality

Mortality Reduction is one of the trusts quality improvement priorities and whilst the actual number
of deaths or crude mortality (Elective and Non-Elective) has reduced in recent years it remains a
concern. Hospital Standardised Mortality Ratio (HSMR) is a measurement system which compares
a hospitals actual number of deaths with the predicted number of deaths. This prediction is based
on 56 diagnosis groups that account for 80% of all deaths in acute hospitals, excluding patients
identified as receiving palliative care. The prediction calculation takes account of factors such as
the age and gender of patients, their diagnosis, whether the admission was planned or an
emergency. If the Trust has a HSMR of 100, this means that the number of patients who died is
exactly as predicted by the statistical model. If HSMR is above 100 this means that more people
have died than would be expected, a HSMR below 100 means that fewer than expected died. The
HSMR at the Trust remains significantly higher than expected.
Figure 1: Septicaemia (except in labour):Standard Mortality Rate(SMR) March 2012 – Dec 2014

UCL= Upper Control Limit; UWL=Upper Warning Limit; LCL=Lower Control Limit; LWL=Lower Warning Limit
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The Dr Foster (a provider of healthcare variation analysis and clinical benchmarking which enables
organisations to achieve sustainable improvements in their performance through better use of
data) and Standard Hospital Mortality Indicator (SHMI) data are regularly reviewed and internal
investigations are initiated with both clinical and clinical coding involvement where there are
particular diagnosis or procedure groups of concern. The SHMI is the ratio between the actual
number of patients who die following hospitalisation at the Trust and the number that would have
been expected to die on the basis of average England figures given the characteristics of the
patients treated at the Trust. The diagnosis group of Septicaemia remains a significant concern
and as part of the Safe to Care project a sepsis action group has been established. This is the area
we want to prioritise. Sepsis arises when the body’s response to infection causes systemic effects.
Nationally:


The overall mortality rate for patients admitted with severe sepsis is 35%*



Sepsis is responsible for approximately 37,000 UK deaths and 100,000 hospital
admissions per year*.



The incidence of sepsis as a cause of hospital admissions has more than doubled over
the last 10 years*.



Patient Safety Alert NHS/PSA/R/2014/015 published on 2 September 2014 provides
resources to support the prompt recognition of sepsis and the rapid initiation of
treatment.

(*Reference: Royal College of Physicians, Acute care toolkit 9: Sepsis September 2014)

Sepsis is a complex condition. To assist management of this condition, a sepsis screening and
treatment tool – the ‘sepsis bundle’ was devised forming the basis for essential interventions for
the management of these patients. We will continue to implement this over 2015/16 to secure an
improvement in mortality rates.


Pressure Ulcers

Nationally the target for pressure ulcer incidence is recorded as a percentage against 1,000
occupied bed days. This allows an equal measure of harm to be determined regardless of the
actual number of patients in hospital at any one time and allows easier benchmarking with other
hospitals. The national target is 0.7 per 1000 bed days. We have breached the target for six
months out of the eight in 2014-2015 as seen in figure two below.
Figure 2: Pressure Ulcer per 1,000 bed days April 2013 – March 2015
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The trust is implementing the national skin bundle to improve practice and generate a sustainable
trajectory of improvement over the coming year. The format has been adapted for use within the
Trust for trust wide roll out 1 April 2015.
ASSKIN bundle is;

Assessment
Skin
Surface
Keep moving
Incontinence
Nutrition
It is expected that this will result in a reduction in pressure ulcers in 2015 / 16. Prioritisation is given
within this Quality Account for sustained progress to be achieved.
•

Improve communication when transferring care

It is essential that patients are transferred out of hospital with a clear plan of care. With effective
discharge planning patients can remain in the right environment, outside the acute setting and
often within their own home.
We will look at the transfer of care concerns (TOCC) that we have received in 2014/15 and ensure
a review of areas where we can make a difference to enhancing the communication around
discharge.

Patient Experience


Reduce cancellations of appointments in Outpatients by the hospital
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This was a particular concern voiced at our open meetings in January 2015. The current rate of
cancellations will be calculated as a baseline in quarter one of 2014 / 15 as we continue to analyse
the reasoning behind the cancellations and the trend upwards and ensure actions are in place to
improve performance.


Improve Friends & Family `likely to recommend` in our Emergency Department

The national Friends and Family Test (FFT) is a simple comparable test introduced in April 2013
that shows where organisations need to improve and provides the mechanism, with which to
investigate and act upon where they are failing and to improve their performance.
The question asks, how likely are you to recommend the emergency department to friends and
family if they needed similar care or treatment.
This is then followed by a second question asking you the reason for your choice. This gives
qualitative data about the experience that Trust can act upon.
Following a review of the patient FFT, in July 2014 , NHS England is now calculating and
presenting the FFT results as a percentage of respondents who would/would not recommend the
service to their friends and family. The results for this new measure have been available since
October 2014 – see below.
Figure 3: FFT Results by percentage of respondents who would recommend the service: Emergency
department
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Improve experience of food and hydration

Improving the experience of food and hydration was clearly voiced as a priority of choice at the
public meetings held earlier this year.
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We expect to monitor this by improving the `Food and Hydration` component of the environment
score within the patient led assessment of the care environment (PLACE). This is an annual result
and s the formal measurement where we will demonstrate improvement. However, throughout the
year we will be monitoring performance through a programme of regular audits and national survey
results. There is also a new appointment of a Matron within the medical division who is the Trust
wide lead on nutrition and hydration alongside her operational lead over the gastroenterology
wards.
Clinical Effectiveness:


Reduce Length of Stay (LOS)

We know that keeping the length of a patient`s hospital stay to the minimum leads to better long
term outcomes. This is by reducing the risk of hospital acquired infections, falls and the effects of
morbidity. Therefore we will focus on reducing length of stay.

Current rates of LOS, measured in days are tabled below:
Table 2: Elective and Emergency Length of Stay 2013 / 14 and 2014 / 15

Length of Stay

2013 / 14

2014 / 15

Elective

3.07

2.63

Emergency

4.82

4.66

It is our intention to focus on patient length of stay for the emergency pathway over the next year
2015/16.


Reduce Readmissions

While wanting to reduce lengths of stay as described above, it is important that we are not
discharging patients too quickly and with inadequate support. Therefore we will continue to monitor
the number of unplanned readmissions and seek to reduce it.
Table 3: Emergency readmissions within 7 days & 28 days 2013 / 14 and year to date 2014 / 15

Emergency readmissions

2013 / 14

2014 / 15 to date

Within 7 days

4.6%

5.1%

Within 28 days

10.0%

11.0%



Increase % of utilisation of Day Case (DC) Surgery
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Day Surgery is both efficient and provides a better patient experience. We will therefore be
focusing on increasing day case rates to come into line with providers nationally. The `better care
better value` website indicates a national DC rate of 80.14% in Q3 2014/15.
Table 4: Percentage utilisation of Day Cases - 2013 / 14 and 2014 / 15

Day Cases

2013 / 14

2014 / 15

64.9%

64.3%

Achieving our priorities
Quality Monitoring pertaining to the Quality Account priorities and related Commissioning for
Quality and Innovation (CQUIN) will take place on a monthly basis by the individuals best
positioned to lead the change to improvement. The meeting will report quarterly to the Quality
Assurance Committee which is a sub group of the Board.
The table below gives more details about what will be measured and where available the
corresponding national/peer value is presented alongside the measurement.
Table 5: Quality Account priorities for the year 2015/16
Category

Priority

What we will
monitor

National / Peer
Indicator

Where we
are now

Target
Improvement
expected

Patient safety

Reduce Mortality

Improve
Management of
the Sepsis

100

SMR 116.61

10% reduction
by end of
2015/16

Reduce Harm

Reduce
Pressure Ulcers

0.7 per 1,000 bed
days

1.4 per 1,000
bed days

To less than
0.7 per 1,000
bed days

Improve
communication
when transferring
care

No of Transfer
of Care
concerns
(TOCC)

No national
specific data
available

196

10% reduction
by end of
2015/16

Reduce number of
cancelled
appointments

Number of
cancelled
appointments
by hospital

No national OPD
specific data
available

Patient
experience

th

(19 May `15
- Rolling last
12 months)

MFT: `13/14
11,299
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TBC

10% reduction
by end of
2015/16

Clinical
effectiveness

Improve Friends &
Family `likely to
recommend` our
Emergency
Department.
Improve
experience of food
and hydration

Friends &
Family Test in
ED

86.7% (National
Score April `14 –
Jan `15)

69% (MFT)

20% increase

PLACE scores

2014

2014 (MFT)

85%

(food and
hydration)

(National %
score) 88.79%

75.50%

Improve Patient
Flow

Reduce Length
of Stay

MFT: `13/14

Reduce
emergency
Readmissions

Increase % of
utilisation of
Day Case
Surgery

4.8

Elective:3.07

Elective: 2.63

Emergency: 4.82

Emergency:
4.66

No national
specific data
available

10% reduction
by end of
2015/16

MFT: `13/14

MFT YTD :

Within 7 days:
4.6%

Within 7
days: 5.1%

Within 28days:
10%

Within
28days: 11%

MFT: `13/14

64.3%

64.9%
National: 80.14%

10% increase
on 2014/15
figures by end
of 2015/16

Statement of Assurance from the Board
Review of Services
During April 2014 to March 2015, MFT provided and / or subcontracted NHS Services for
Medicine, Surgery, Women & Children's and Clinical Support services. The Trust has reviewed all
the data available to them on the quality of care provided in all of these NHS Services.
The income generated by the NHS Services reviewed in 2014/15 represents 100 percent of the
total income generated from the provision of NHS Services by the Trust for 2014/15.
Participation in Clinical Audits 2014/15
During 2014-15, 32 national clinical audits and 4 national confidential enquiries covered relevant
health services that Medway NHS Foundation Trust provides.
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During that period, Medway NHS Foundation Trust participated in 94% of the national clinical
audits and 100% of the national confidential enquiries which it was eligible to participate in.
The national clinical audits and national confidential enquiries that Medway NHS Foundation Trust
was eligible to participate in during 2014-15 are shown in Appendix A. Appendix A also shows the
national clinical audits and national confidential enquiries that Medway NHS Foundation Trust
participated in during 2014-15 and, where data collection was completed during 2014-15, the
number of cases submitted to each audit or enquiry as a percentage of the number of registered
cases required by the terms of that audit or enquiry.
The reports of around 100 local clinical audits were reviewed in 2014-15. Audit was used to gauge
the effectiveness of many of the Trust priority initiatives are discussed within this Quality Account,
for example, the Enhancing Quality and Patient Safety programmes.

Commitment to research as a driver for improving the quality of care and patient
experience
The number of patients receiving NHS services provided or sub-contracted by Medway NHS
Foundation Trust (MFT), between the period 1st April 2014 and 31st March 2015 that were recruited
during this period to participate in research approved by a research ethics committee was 5730.
MFT is actively involved in research supported by the National Institute for Health Research
(NIHR). Figure 4 presents the annual recruitment target and the actual number of patients at MFT
recruited into the NIHR adopted studies for the years 1st April 2010/31st March 2011, 1st April
2011/31st March 2012, 1st April 2012/31st March 2013, 1st April 2013/31st March 2014 and 1st April
2014/31st March 2015.
Figure 4: MFT Annual NIHR recruitment target and actual numbers recruited
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Patient recruitment to National Institute of Health
Research (NIHR) suppported research at Medway NHS
Foundation Trust
6000
5000
4000
3000
2000
1000
0

4110
1358
500

1439
600

1019
720

867
864

Actual recrutiment figure
NIHR recruitment target

1037

The annual NIHR recruitment target and actual no. of participants in NIHR supported projects
(within MFT) between 1st April 2010/31st March 2011, 1st April 2011/31st March 2012, 1st April
2012/31st March 2013, 1st April 2013/31st March 2014 and 1st April 2014/31st March 2015.

The significant increase between financial period 2013/2014 and 2014/2015 is largely a result of a
study in Fetal Medicine undertaken in collaboration with King’s College Hospital NHS Foundation
Trust. To encourage further development of research within the Department, another study ‘Aspirin
in pre-eclampsia’ has been recently approved.

Participation in clinical research demonstrates MFT’s commitment to improving the quality of care
we offer to patients and to making a contribution to improving healthcare services. Our clinical staff
stay abreast of the latest treatment possibilities through active participation in many different types
of research that lead to successful patient outcomes.
For the period 1st April 2014 to 31st March 2015 there were a total of 191 research studies
conducted at MFT, including staff undertaking MSc final year dissertations. For the same period
MFT took part in 143 NIHR supported studies, including 62 cancer specialty studies. Figure 5
presents the number of studies that MFT have participated in over five years, from 1st April 2010 to
31st March 2015.
st

st

Figure 5: Medway NIHR total number of research studies 1 April 2010 – 31 March 2015
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The majority of cancer studies are designed with the intent to increase life expectancy. The
Investigators for few other studies stated that their research definitely contributed to the reduction
in overall mortality. The table below presents examples of the intent/rationale for fours studies
undertaken between 1st April 2014 and 31st March 2015.
st

st

Table 6: A rationale/intent for four studies undertaken at MFT between 1 April 2014 to 31 March 2015.

Study Name /
Acronym
Furlong

Rationale

The aim of the project is to assess the function and survival of the new
Evolution® hip replacement implant to try to give patients a better surgical and
rehabilitation experience with a much kinder operation. The new modification
has been developed from an existing hip replacement stem, which has very
good long term results.

MAMMO-50

The project considers how often women over the age of 50 should be offered
mammograms after surgery for early breast cancer. There is also an opportunity
to take part in a study interview to discuss experiences in greater detail.
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IMPRESS

The study is funded by the European Interreg Programme. The overall aim is to
examine the factors behind late diagnosis of HIV in Kent and Medway in the UK
and the Picardy region of France. The two regions have been paired because
despite differences between the two regions in the methods used to test patients
for HIV, there is a similar prevalence in the levels of new HIV diagnoses and the
percentage of these that are classified as ‘late’ (CD4 count <350).

Galileo
vibrating
plate

Stress urinary incontinence (involuntary leaking of urine) affects a large number
of women in the UK. Stress incontinence can occur during coughing or
sneezing. This project evaluates Galileo vibrating plate which provides vibrations
to assists with pelvic floor exercises as a possible treatment.

The improvement in patient health outcomes in MFT demonstrates that a commitment to clinical
research leads to better treatments for patients. In the period between 1st April 2014 and 31st
March 2015 the Investigators at MFT published 14 articles. Continual growth in research activity
indicates our commitment to work in successful partnership to provide flexible, first class health
care to local people and our desire to improve patient outcomes and experience across the NHS.
Our engagement with clinical research also demonstrates MFT’s commitment to testing and
offering the latest medical treatments and techniques. As an example cystic fibrosis DNA (cfDNA)
project involves a test usually offered only in private clinics. Currently in NHS, there are two types
of tests offered to know for sure whether or not the baby has a chromosomal abnormality chorionic villus sampling (at 11-15 weeks) or amniocentesis (at 16 weeks or later). However, these
tests involve the introduction of a needle into the uterus to take a sample of the placenta (Choronic
Villus Sample) or amniotic fluid (amnio). These tests carry a risk of miscarriage of about 1%. The
cfDNA is non-invasive test and does not carry any risk to the baby. The purpose of the study is to
confirm the previously shown high accuracy of the cfDNA test, examine the uptake by women and
determine the best way of introducing this test in all NHS hospitals.

There is approximately 75 clinical staff participating in research approved by a research ethics
committee at MFT between 1st April 2014 and 31st March 2015. Staff participating in research
covers 26 medical specialties. The no. of studies in each speciality is presented in Table 8 below.
st

st

Table 7: The number of research projects by medical speciality being undertaken at MFT 1 April 2014 - 31
March 2015.
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Number of Studies by Medical Speciality

2014 - 2015
2
62
5
1
8
2
7
1
4
5
2
10
4
1
11
12
2
6
2
5
21
4
2
7
3
1
1

Anaesthesia
Cancer
Cardiology
Cardiovascular
Critical Care
Dermatology
Diabetes
Ear nose and throat
Fetal medicine
Gastroenterology
Genitourinary Medicine
Gynaecology
Haematology
Microbiology
Neonatology
Neurosciences
Nuclear medicine
Obstetrics
Older People
Orthopaedic
Other *
Paediatrics
Respiratory & Thoracic
Rheumatology
Stroke
Surgery
Urology

*Studies outside of clinical speciality for example educations studies or research into overall patient
experience.
A sample of publications received.

Balachandran A, Curtiss N, Duckett J. The Management of Massive Haematoma after Insertion of
Retropubic Mid-Urethral Slings. Accepted IUJ 21 Nov 2014.
Balachandran A, Duckett J. Third-line treatment for overactive bladder: should mirabegron be tried
before Intravesical Botulinum Toxin A therapy? Accepted IUJ 18 June 2014.

Mizon G, Duckett J. The effect of suture characteristics on short-term morbidity after vaginal
prolapse surgery. Accepted J O/G 13/11/14

An Interesting Case of Polyarteritis Nodosa Presenting with Destructive Osteitis Rheumatology
(2014) 53 (suppl 1): i61-i62 doi:1093/rheumatology/keu096.015.
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Reay H, Arulkumaran N, and Brett SJ on behalf of the James Lind Alliance Intensive Care
Research Priority Setting Partnership 2014 Priorities for future intensive care research in the UK:
result of a James Lind Alliance Priority Setting Partnership. JICS 15(4): 288-296
The Commissioning for Quality and Innovation (CQUIN)
A proportion of the Trust`s income in 2014/15 was conditional on achieving quality improvement
and innovation goals agreed between the Trust and any person or body they entered into a
contract, agreement or arrangement for the provision of NHS services through the Commissioning
for Quality and Innovation payment framework.
The CQUIN framework has been the foundation of discussions about quality of service between
the Trust commissioners. A number of CQUIN targets are determined nationally and are as a
response to known areas requiring improvement within Patient Safety and Patient Experience. The
framework ensures a dialogue between providers and commissioners about what is important to
the local community. These are then transferred to local CQUINs.
Two point five percent of the Trust’s 2014/15 projected income of £4,894,658 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 8: Performance against CQUINs 2014/15
Description
National
National
National

Friends and Family Test
Safety Thermometer reduction in pressure ulcers
Dementia targets including screening, risk assessment and referral, staff
training and support for carers
Local
Risk assessment (Braden, nutritional)
Local
Friends and Family Test increase % of extremely likely response
Local
Reduction in falls to fracture
Local
Maternity CO testing, midwifery training and referral to smoking cessation
Local
Improvement in urgent care pathway
Local
Medication errors reported on NRLS*
*NRLS National Reporting Learning System

Achievement
Achieved
Partially Achieved
Partially Achieved
Achieved
Partially Achieved
Achieved
Partially Achieved
Partially Achieved
Achieved

Four of the nine areas for improvement fully achieved their target during 2014/15 and the
remaining partially achieved. These achievements have impacted on the Trust by:
Enhancing Patient Safety by:


Reduced fall to fracture by 29%.



Ensuring collaborative work with community providers reduce the number of patients
acquiring community pressure ulcers.



Enhance electronic discharge by ensuring nutritional and risk of pressure ulcer
assessments are included in the handover to GP and community services.
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Improved Patient Experience through:


Implementation of Friends & Family within the Outpatient department



Increase in Friends & Family response rate in order to follow through with comments
and areas that require improvement



Continued vigilance in recognising and supporting in-patients living with Dementia and
their carers

Enhanced Clinical Effectiveness by:


Ensuring all mothers smoking at time of delivery are highlighted and encouraged to
seek professional help through smoking cessation.



Continued reporting of medication errors on NRLS in order to ensure poor practice is
addressed and education implemented where required.



Commencing Staff Friends & Family to look at areas that require improvement

In the areas that we did not achieve fully, the Trust will continue to monitor and report within the
divisional quality governance performance structure, in order to continue to strive for best practice
and best experience for patients over the next year. For specific targets a more comprehensive
process is required for next year.
Though national CQUINs for 2015 / 16 have been agreed, the particulars surrounding the local
CQUINs remain under final discussion and sign off.
Serious Incidents
At the end of March 2015, there were 62 Serious Incidents open within the Trust. By Division,
these are as follows:
Table 10: Division with number of open serious incidents

Division

No of Open Serious Incidents

Adult Medicine

31

Emergency Department

6

Women’s Health

6

Surgery & Anaesthetics

14

Radiology

5

Trust-wide

1

Directorate of Operations

1

The two most common National Patient Safety Agency (NPSA) categories remain Patient Accident
Resulting in Harm with 20 incidents and Acquired Pressure Ulcers with 9 incidents. The findings of
the Root Cause Analyses remain around the education and training of staff, with documentation,
19

and non-compliance with policy regarding the management of falls. The Serious Incident Closure
Panel within the CCG have expressed concern that the Trust are not learning from the Serious
Incidents. Key themes and trends have been identified throughout all the Serious Incidents and an
overarching Integrated Action Plan has been drafted, in conjunction with leads from the CCG.
Key themes to be addressed:


Review of current Record-Keeping policy.



Review Transfer & Escort policy.



Review Consent Taking process.



Review the World Health Organisation (WHO) Surgical Checklist.



Back to Basics review required of nursing care.



Leadership and accountability of clinical and nursing staff.

All incidents will remain open until evidence has been provided to show learning is taking place.
The aim is for this to be completed by 1st July 2015, when all the incidents will be closed.
The Trust has not, been in receipt of a Preventing Future Deaths report (previously known as a
‘Rule 43’ and now as a ‘Regulation 28’ report) from HM Coroner during financial year 2014/5.
Care Quality Commission (CQC)
The Trust is required to register with the Care Quality Commission, and its current registration
status is registered with conditions. The Trust has not participated in special reviews or
investigations by the CQC during 2014-15.
The CQC has taken enforcement action against the Trust during 2014/ 2015 and has carried out
three separate responsive reviews during this time. The first of these reviews was in relation to the
Emergency Department and the Surgical Services and took place on the 27 and 28 July 2014. The
Emergency Department was again reviewed on 26 August 2014 and the 9th December 2014. The
findings from the 26th August 2014 review led the CQC to apply conditions to the Trusts
registration. These conditions required the trust to operate an effective system which ensured that
patients could expect to undergo an initial assessment by a skilled and qualified health care
professional within 15 minutes of presentation to the Emergency Department. The CQC also
required the trust to report to the CQC on a weekly and monthly basis, any patients who were not
assessed within 15 minutes and the reasons for this.
The Trust has notified the CQC, as specified in the conditions, that it has taken the actions
required to become compliant with these.
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Data Quality
During the financial year 2014/15 and following a review of our key access indicators, significant
data quality issues were identified in relation to our return to treat (RTT) reporting. The data quality
issues related to a high number of open pathways and our ability to accurately report our nonadmitted pathways. Following discussions with regulators it was agreed that national reporting of
our RTT position would be suspended until we had validated all of the data and gone live with our
new patient administration system (PAS). The data was validated as part of the data migration
exercise linked to implementation of the new PAS and systems and processes put in place to
ensure that the situation was not repeated. Eleven patients were found to have waited over 52
weeks. There was no harm to these patients and all have been treated appropriately since. We
have worked closely with our regulators and support teams to ensure that we can re-instate
reporting for the year 2015/16. This situation means that we cannot provide assurance that our
RTT position has been accurate throughout 2014/15.
Over the year the Trust has identified data quality issues in relation to cancer data and RTT 18
weeks. A significant amount of work has been taken forward to resolve these issues and provide
assurance that our data is of a higher quality. The Trust has:


Developed a Data Quality Strategy and implementation plan



Set up a Data Quality Forum



Implemented a new PAS system and carried out a data integrity review of the system



Developed more comprehensive data quality feedback reports to divisions.



Implemented training programmes in relation to data collection for the PAS implementation
and specifically training on 18 weeks RTT processes



Reviewed and implemented training, revised systems and process and data quality
reporting in relation to cancer data and the recording system



Carrying out a comprehensive review of coding in relation to mortality with benchmarking
against other comparable trusts



Developed a training programme for clinicians in relation to coding and mortality



Carried out a systematic review of reportable KPIs with associated validation processes

The Trust continues to revise and review its data quality strategy to ensure that data quality is
‘owned’ by all staff and that they are supported in this by centrally produced data quality reports
and engagement with staff in the development of information systems for example the
implementation of the bed management information system.
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Clinical Coding
Comprehensive audits were carried out at less than the bi-monthly intervals throughout the year on
our coding activity. These audits are undertaken using the latest audit methodology as
recommended by Health & Social Care Information Centre (HSCIC). All internal audits are carried
out by the Clinical Coding Service Manager, who is an Accredited Clinical Coder, HSCIC
Registered Clinical Coding Auditor and Experienced Clinical Coding Trainer.
Clinical Coding audits
Two clinical coding audits were carried out in June 2014. These were:


Alcoholic liver disease (deceased patients)



Gastroenterology

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 June –
October 2014 and concentrated on the quality of coding for general surgical patients.
Individual Results:
Alcoholic Liver disease (deceased)

FCEs*
Audited

Primary
diagnosis
correct

Secondary
diagnosis
correct

Primary
procedures
correct

Secondary
procedures
correct

12

88%

87%

94%

92%

*Finished Consultant Episode (FSE)

Gastroenterology

FCEs
Audited

Primary
diagnosis
correct

Secondary
diagnosis
correct

Primary
procedures
correct

Secondary
procedures
correct

71

79%

82%

90%

86%

Secondary
diagnosis
correct
90%

Primary
procedures
correct
94%

Secondary
procedures
correct
90%

General Surgery (IG tookit)

FCEs
Audited
200

Primary
diagnosis
correct
90%

External Audit April 2014 – Deceased coding
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FCEs
Audited
193

Primary
diagnosis
correct
82%

Secondary
diagnosis
correct
94%

Primary
procedures
correct
91%

Secondary
procedures
correct
95%

MFT was not subject to the Payment by Results clinical coding audit during the reporting period by
the Audit Commission. There is regular monthly auditing of Secondary Users Services (SUS) data,
correcting anomalies before 2nd inclusion and we use a Qlikview dashboard to support this work.

During 2014-15, we developed and delivered a clinical coding audit training programme to further
develop the clinical coders in their roles. Assessment tests are undertaken as part of the
appraisal process and results feedback to the team. The emphasis on clinical documentation and
data quality has been strengthened during the year with a programme of awareness raising and
training events for clinical staff in coding and its impact on mortality. The work was devised to
improve the recording of diagnosis in the patient`s record to enable an accurate reflection of the
patient’s medical prognosis and treatment to be subsequently coded. This work was carried out
jointly with the quality department. In addition regular meetings are held with specialty areas to
discuss deceased coding reports.


Data Quality Checks

A validation process for deceased coding has been introduced in is part of the regular meetings
with clinical staff. All coding outputs are sent, with the medical notes, to the consultant in charge of
the case for validation, the codes are then amended were appropriate. .
Monthly reports are checked to ensure that all deaths have the appropriate palliative care code.
Quarterly checks on coding are done against the National Database for aortic aneurysms.


Other Data Quality Checks- Cumulative sum control chart (CUSUM) alerts

The CUSUM is a sequential analysis technique used to monitor and detect change within data.
The Hospital Standardised Mortality Rate (HSMR) is one of these alerts. 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 with particular reference to the primary
diagnosis (see Table 10). Investigations into these disease categories include reviewing quality of
care and also feedback to the coding team to implement improvements.

Table 11: HSMR Audit Reviews 2014 / 15
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Audit Subject

Primary
Diagnosis
Accuracy
88%
58%
50%
67%
100%
65%
77%
100%
75%

Alcoholic liver disease
Malignant neoplasm, primary site unknown
Acute renal failure
Cardiac Dysrhythmia
Abdominal aortic aneurysm
Urinary tract infection
Acute bronchitis
Sepsis
Average

GP Codes- Reports on the accuracy of GP codes recorded by the Trust are produced monthly and
circulated to clinical directorates. The Report shows performance in aggregate and also by ward,
so that areas of non-compliance can be investigated.
‘Un-recorded Outpatient Clinics’- Each month a report is sent to clinical directorates and the
outpatients` team to indicate the number of outpatient clinics where the outcome of patients who
attended remains unrecorded. This ensures that each patient’s treatment details are properly
recorded on the PAS.
Comparative Health Knowledge System (CHKS) Data Quality Dashboard
To support the Trust in the production of this Quality Account, the table demonstrates how the
Trust rates alongside its peers for the data quality indicators described using Dr Foster analysis for
the relevant data.
Final available figures from Dr Foster are tabled below:
Table 12: Dr Foster January 2014 – December 2014.

January 2014 – December 2014
Data Quality Indicator
Trust Rate

National Rate

Signs as Primary (First
Episode)

0.123

0.146

Signs and Symptoms as
Primary Diagnosis

0.113

0.141

Diagnosis Coding Depth

4.83

5.24

Palliative Care

0.016

0.013

24

NHS Number and General Medical Practice Code Validity
The Trust submitted records during April 2014 – December 2014 to the Secondary Users Service
(SUS) for inclusion in the Hospital Episode Statistics which are included in the latest published
data on the HSCIC SUS Data Quality Dashboard website.
 NHS Number
The percentage of records in the published data which included the patient’s valid NHS number
was:AREA OF CARE



TRUST RATE NATIONAL RATE

Admitted patients

99.2%

99.1%

Outpatients

99.3%

99.3%

Emergency Department

95.0%

95.1%

General Medical Practice Code Validation

The percentage of records in the published data which included the GP practice code validity was:AREA OF CARE

TRUST RATE NATIONAL RATE

Admitted patients

99.7%

99.9%

Outpatients

99.9%

99.9%

Emergency Department

94.7%

99.2%

Currently there is focused and targeted work with the Emergency Department (ED) to improve on
these figures.
Information Governance Toolkit (IGT)
Information governance ensures that the necessary safeguards are in place for the protection and
appropriate use of patient and personal information. The toolkit provides NHS organisations with a
set list of standards against which the Trust declares compliance annually. The toolkit is an online
system which allows NHS organisations and partners to assess themselves against Department of
Health information governance policies and standards.
The Trust’s Information Governance Assessment Report overall score for April 2014 to March
2015 was 83 percent and was graded “satisfactory”. This is an improvement on last year’s 80%.
The score and progress towards completion of the IG Toolkit is monitored at each meeting of the
Information Governance Committee, which currently reports in to the Chief Executives Advisory
Group.
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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 2014 /15:
The nine priorities for improvement for 2014/15 are set out in Table 8 below, alongside
performance achieved against target and specific actions taken where target was not met.
Where available the corresponding national/peer value per measurement, is presented.
Following the table a more detailed explanation and specific areas requiring improvement is given
on each priority. Where acronyms are used to fit within the table, a full explanation is also given
alongside inclusion within the glossary.
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Table 13: Looking Back on 2014/15 with Target achievements:
Category

Priority

What we will monitor

National / Peer Indicator

Patient
Safety

Reduce
mortality

Improve HSMR (source: Dr
Foster)

100 national,
86.17 East Kent Hospitals,
104.73 Maidstone & Tunbridge Wells,
89.67 Dartford & Gravesham

Implement standardised care
bundles and pathways for a
number of medical and surgical
pathways

No national / peer target available

Develop 10
and
implement
by March
2015

Reduce harm

Reduce falls to fracture

No national / peer target available

<= 19

20

Improve
appointments

% of cancelled and changed
outpatient appointments

No national / peer target available

15.88% (as
of Jan 2015)

No. of formal complaints
received

No national / peer target available

Friends and Family Test
response rate – ED

18.1% national,
22.8% East Kent Hospitals,
23.2% Maidstone & Tunbridge Wells,
7.5% Dartford & Gravesham
33.6% national,
36.7% East Kent Hospitals,
29.4% Maidstone & Tunbridge Wells,
25.6% Dartford & Gravesham
No national / peer target available

Reduce
13.5% by
25%
Reduce by
10% from
(125 in
2013 / 14)
20% by
March 2015

Patient
Experience

Improve
physical
hospital
environment

Friends and Family Test
response rate – inpatients

Clinical
Effectiveness

Open new
Admission

% achieved on Condition,
Appearance and Maintenance
through PLACE action plan
% A&E patients seen within 4
hours

93.76% national,
92.54% East Kent Hospitals,
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Target
Expected
2014/15
100

Year End
Data

Actions for
2015/16

115.53
th
(19 May
2015 for
period Jan –
Dec 2014)
10
developed

Implement care
bundles

Remain within the
EQ & Recovery
programme.
Implement
bundles as agreed
across region
(KSS AHSN)
Implement
CRASH care
bundle
Remains a target
for 2015 / 16

61

Maintain
improvement

20.5%

Maintain
improvement

30% by
March 2015

43.7%

Maintain
improvement

85% by
March 2015

91.97%

Maintain
improvement

95%

82%

Integrated into 18
month plan for

Assessment
Unit

92.61% Maidstone & Tunbridge
Wells,
94.85% Dartford & Gravesham
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improvement

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





Reduce Mortality



Implement standardised care bundles and pathways for a
number of medical and surgical pathways



Reduce Falls to Fracture

Reduce Mortality / Reduce Hospital Standard Mortality Rate

Mortality rates are calculated within three main indicators. These look at our mortality in different
ways – see below:
1. The Standardised Mortality Ratio (SMR) is taken from Dr Foster – a healthcare informatics
tool where data is submitted and can be subsequently analysed as required. This indicator
includes mortality in all diagnosis groups.
2. The Hospital Standardised Mortality Ratio (HSMR) is also taken from Dr Foster. This
indicator looks at comparing hospitals against 56 main diagnoses that make up over 80
percent of all deaths. The levels are adapted as new data is added to the database and
validations are included for previous inputted data.
3. The Summary Hospital-level Mortality Indicator (SHMI) is a Department of Health indicator
and looks at all deaths including up to 30 days post discharge.
The HSMR at the Trust remains significantly higher than expected with a ratio for the period
January to December 2014 score of 115.53. The latest SHMI for the period July 2013 – June 2014
is 1.20
Specific areas within the HSMR have seen recent improvement, for example Stroke (Acute
cerebrovascular disease) and Pneumonia.
Acute Cerebrovascular Disease
Figure 6: Crude Mortality Acute Cerebrovascular Disease February 2012 – August 2014
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The SMR and crude mortality for acute cerebrovascular disease has begun to show signs of
improvement. In October 2013 a multi-disciplinary and multi-agency Project Group was established
and continues to meet regularly. The purpose of this group is to work with community partners in
reviewing the stroke patient pathway with a view to improving patient outcomes and experience, to
use the Stroke Sentinel National Audit Programme (SSNAP) database to seek areas for potential
improvement and to audit mortality data and patient notes to seek areas for potential improvement.
Completed actions to date include:


Establishment of a new treatment room on Harvey ward (the hyper acute equipment kindly
funded by the League of Friends)



Introduction of a new pathway for stroke patients requiring thrombolysis, with the aim of
enabling patients to have their treatment in a more timely manner and to ensure “Right
Patient, Right Bed, Right Time” –improving patient safety and experience whilst ensuring
the best outcome.



The Stroke Specialist Practitioner and team have undertaken a thrombolysis audit using an
electronic audit tool and analysis system. The results have been analysed and several
actions are underway to improve our results further.



Back to basics training for all staff has been undertaken, sharing best practice between the
Medway Community Health (MCH) specialist stroke nurses and Harvey ward staff.

Pneumonia
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Looking at the latest data that can be reported (to December 2014), the SMR and crude mortality
for Pneumonia initially showed improvement, however this data did not incorporate the data for the
winter period and did then show a decline in performance as a result of the winter pressures.
Figure 7: Crude Mortality Pneumonia March 2012 – December 2014

In the past the trust has been highlighted for its mortality rate in relation to pneumonia; however
improvements made over the past 4 years that have made a significant impact on Community
Acquired Pneumonia (CAP), these have been progressed by the introduction of the Enhancing
Quality and Recovery (EQR) programme 4 years ago.

The work of the EQR programme has been supplemented by annual National British Thoracic
Society (BTS) Pneumonia Audits both of which have focused improvement accordingly. As a result
mortality rates for CAP have dropped as follows:

This improvement has been achieved through education, improved use of the CURB65 score for
pneumonia (the CURB score is a clinical prediction rule that has been validated for predicting
mortality in CAP), giving antibiotics early, good adherence to local guidelines and early senior
review. These measures are combined into an appropriate care score (ACS). The upward trend
demonstrates a positive increase in the measures undertaken.
The CURB score is an acronym for each of the risk factors measured – each risk factor scores one
point, for a maximum score of 5:
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Confusion of new onset
Blood Urea nitrogen test result greater than 7 mmol/l
Respiratory rate of 30 breaths per minute or greater
Blood pressure recording less than 90 mmHg systolic or diastolic blood pressure recording less
than 60 mmHg.
Work is currently being undertaken to review hospital acquired pneumonia, this includes an audit of
parameters thought to prevent hospital acquired pneumonia. This information will feed in to the
Safe to Care project led by the new Quality Improvement Project Nurses; these posts will focus on
preventing deterioration of patients across the trust pertaining to these particular care pathways.

Acute Renal Failure
Figure 8: Crude Mortality Acute and unspecified renal failure May 2012 – December 2014

The SMR and crude mortality for acute renal failure has shown signs of improvement during the
months of April 2014 to December 2014. This is as a result of the increased focus that the trust has
given to this diagnosis group, work ongoing to date includes:


A multi-disciplinary working group continues to meet regularly to implement the required
improvements for Acute Kidney Injury (AKI).



A new trust AKI policy was agreed in February 2014 and launched in March 2014.
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The trust is auditing all AKI stage 3 patients as part of the EQR programme and is using the
Qlikview system to both alert clinicians of and enable the critical care outreach team to
monitor AKI patients.



An education package has been developed; this has been shared across Kent, Surrey and
Sussex.



Pharmacy is highlighting the need for nephrotoxic drug reviews across the trust.



The pathology department is developing a module within the laboratory computer system
which will help the trust comply with the Patient Safety Alert NHS/PSA/D/2014/010
‘standardising the early identification of AKI’ by highlighting every AKI patient based upon
their blood test results.

Septicaemia
Figure 9: Crude Mortality Septicaemia (except in labour) March 2012 – December 2014

The SMR and crude mortality remains a concern and is being closely monitored. This will be a
priority of the new Quality Improvement Project Nurse posts that will focus on preventing
deterioration of patients across the trust pertaining to these particular care pathways. They will
work with the wards to audit and review the patients with sepsis, educating and promoting
appropriate escalation and the sepsis 6 bundle of care.
Work ongoing to date includes:
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A multi-disciplinary sepsis action group has been created; members include junior doctors,
infection control, critical care outreach team, pharmacy, microbiology consultant, clinical
audit and the quality improvement team.



Resources are currently being reviewed and developed for the sepsis six bundle of care.



Continued promotion of the National Early Warning Score (NEWS) chart, SBAR (Situation,
Background, Assessment and Recommendation) chart and fluid balance chart.



A baseline audit against the sepsis 6 is currently being completed, to analyse performance
and focus the improvement work accordingly.

Both Sepsis and AKI are now a national CQUIN and will be monitored throughout the year within
that framework of performance.


Implement standardised care bundles and pathways for a number of medical and
surgical pathways

During 2014 / 15 ten care pathways were developed using the enhancing quality and recovery
methodology. The pathways devised were: Sepsis, Acute Kidney Injury, COPD, Falls, Pressure
Ulcers, Community Acquired Pneumonia, Emergency Laparotomy, Fractured Neck of Femur,
Stroke and Elective LSCS. These pathways continue to be developed and embedded into practice.
New care bundles will be implemented as agreed across region as part of the continued
collaborative work with Kent Surrey Sussex Academic Health Science Network (KSS AHSN).



Reduce Falls to Fracture

A significant piece of work has been undertaken to pull all of the falls data together from what was
essentially manual logging, into a new excel database. This has allowed more in depth data
analysis to be undertaken and allowed the organisation to understand key themes and trends. As
a result of this, targeted actions have been put in place, which has helped to reduce the number of
falls that are occurring on the wards by 29% in 2014 / 15. Figure 10 demonstrates the dispersion of
these harms since April 2013 and the total number of fractures in comparison to total number of
falls, and of those fractures, how many were a fractured neck of femur, which is the most severe of
harms.
Figure 10: Total number of falls to fracture April 2013 – March 2015
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The Falls Safe Care Bundle including Call bell, Review medication, Appropriate equipment, Shoes
well fitting, Hypotension (CRASH) is being promoted within the ‘Safe to Care’ initiatives that the
Trust has signed up to as part of its Patient Safety campaign. Other projects to support this priority
have been implemented in the last year – these include increased purchase of low rise beds, hip
protectors, falls wristbands and chair / movement sensors.
With a focus on a reduction on falls themselves rather than specifically falls to fracture, the
Emergency Department (ED) falls pathway continues, coordinated by the Prevention of Falls
clinical nurse specialist. The aim is to improve patient outcomes for those attending following a fall,
slip, trip or faint, focusing on all patients aged over 65, or patients over 50 who are deemed high
risk of falls. These patients are not expected to be admitted and following completion of the falls
assessment proforma, are triaged for continued care in order to avoid another fall and possible
harm / admission. Patients in Emergency Department following a fall due to excessive drug or
alcohol use are excluded.
Following triage by the Prevention of Falls clinical nurse specialist and older persons’ consultant
physician, one of four actions occur:


Referral to Consultant led high risk falls clinic at MFT,



Referral to Community falls service,



Inform GP of outcome of triage, with medication advice,



Referral to Fracture Liaison service.

As a result of the success of the use of the assessment pro-forma, 2 outpatient clinics per week
are now run with a better outcome for patients, as well as potentially reducing further injury,
emergency department visits and admissions into hospital.
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Patient Safety initiatives have included:
Clostridium difficile (CDiff)
There were a total number of 19 cases against a trajectory of 14 cases of C.diff in 2014 / 15. We
have continued to achieve lower than our peer group and have a recognisable difficult target
imposed due to previous year`s success in reducing infections.
Figure 11: Total number of Clostridium difficile April 2011 – March 2015
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To date there is no evidence of cross transmission and cases have been across a range of wards.
Wards that have cases of C.diff are placed into enhanced measures where patient care, infection
control precautions and environmental issues are reviewed. The scores from these measures and
patient reviews are undertaken independently by the Infection, Prevention and Control team (IPCT)
and outcomes of Root Cause Analysis (RCA) indicate that the minimum standard is not being met.
Divisions have action plans in place to address these issues and continued vigilance is required
from all of the multidisciplinary teams to reduce the risk of patients acquiring C.diff. All RCAs are
executive led, giving a high profile to these harms and supporting changes in practice or
processes. 18 of these cases have been reviewed by the Clinical Commissioning Group and 3
have had ‘lapses of care’ identified. Contributory factors to the lapses of care included C.diff not
being considered as a diagnosis in its own right, inappropriate antibiotic prescribing and delay in
antibiotic review on a patient who was a delayed discharge on a short staffed escalation ward that
had just been opened.
MRSA
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There have been two cases of MRSA bacteraemia attributed to the trust to date. One pre 48 hour
bacteraemia was attributed due to inaccurate information regarding the patient’s infection status on
the electronic discharge notification form (EDN). The EDN has since been adapted to ensure that
patients’ infection status is clearly documented. The second case was a post 48 hour case where
issues identified included adherence to the sepsis bundle and early intervention with antimicrobial
therapy effective against MRSA. This second case was presented to an executive panel where the
division responsible had to provide assurances that these issues would be addressed and shared
across the organisation.
There has been a marked increase in the incidence of post 48 hour MRSA acquisitions in medicine
in the final quarter of 2014 / 15. An outbreak was declared on Keats ward In February when there
were seven acquisitions in less than three weeks. Several of these had identical ‘spa types’ which
indicated cross transmission. Contributory factors included an MRSA positive patient with an
exfoliating skin condition (believed to be the index case), non- adherence to basic infection control
precautions such as hand hygiene, and short staffing. A serious incident (SI) was declared.
Consequently restrictions have been placed on the number of MRSA patients that can be nursed in
the middle of a bay within the medical block wards, enhanced cleaning instituted, staff re-training in
hand hygiene competence undertaken and increased audit.
Sign up to Safety Campaign

By joining this campaign, Medway NHS FT will become one of the few early adopters of this
important national initiative. And through committing to this work we will be able to strengthen,
share and continually monitor our “Safe to Care” bundles by:


Setting out the actions we will undertake in response to the five Sign up to Safety pledges
and agree to publish this on our website for staff, patients and the public to see.



Committing to turn our actions into a safety improvement plan through a driver diagram
which will show how we intend to save lives and reduce harm for patients over the next 3
years and take a preventative approach.



Help realise our ambition of making Medway NHS FT safer by creating a system devoted
to continuous learning and improvement.



Give our patients confidence that we are doing all we can to ensure that the care they
receive will be safe and effective at all times.

The five Sign up to Safety pledges are:
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Put safety first. Commit to reduce avoidable harm by half and make public the goals and
plans developed locally.



Continually learn. Make our organization more resilient to risks, by acting on the feedback
from patients and by constantly measuring and monitoring how safe our services are.



Honesty. Be transparent with people about their progress to tackle patient safety issues
and support staff to be candid with patients and their families if something goes wrong.



Collaborate. Take a leading role in supporting local collaborative learning, so that
improvements are made across all of our services which patients use.



Support. Help people understand why things go wrong and how to put them right. Give
staff the time and support to improve and celebrate the progress.

Schwartz Rounds
The Schwartz Steering Group is an innovative team brought together in the last year with one aim:
to enhance service delivery in patient care through promoting compassionate care for our staff. We
are proud that Medway is the first hospital in Kent, Surrey and Sussex to implement the Rounds.
We have presented at a recent KSS event to share our experiences and have agreed to take part
in a national evaluation of Schwartz Center Rounds funded by the National Institute for Health
Research. The purpose of Schwartz Rounds is to promote empathy and compassionate care for
staff and therefore our patients. Schwartz Rounds were introduced as part of our Keogh Action
plan. They provide a structured, monthly one-hour forum for staff from all disciplines to discuss
difficult emotional and social issues that arise in caring for patients. The discussions are
confidential and take place in a safe environment. Their purpose is not to solve problems, but to
explore the human aspects of delivering care and the challenges that staff face.

The idea behind the Rounds is that staff experience affects patient care. The capacity of individual
staff members to respond sensitively to patients is always at risk. Although research has shown
that staff wants to deliver the same quality of care they would want for themselves and their
families, they often feel prevented from doing so because of the pressures of their jobs and
because of the systems and routines in their work settings. Work pressures can lead to staff
experiencing stress, guilt and a lack of empathy.
To date we have had 9 Rounds (with a total number of attendees = 596):


`A Memorable Patient`



`Caring for Michael`



`Treat and our Duty to Protect`



`When the Unthinkable Happens – A Case of Self Harm`
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`Hospital at Night - Working in the Lonely Hours`



`Safeguarding - Being Protective and Detective`



`Will Never Forget...That Never Event`



`I have high expectations … that patient is MY loved one`



`When a complaint hurts`

A selection of the comments from staff attending:


Very powerful personal stories. Will impact on how we care for patients. Very courageous
of those who spoke out.



Makes me evaluate myself and wish to do better for my patients.



Excellent insight onto another team's issues



This is a forum that enables thought and critical reflection of practice.



Really insightful interesting and have made me reflect. Thank you.



Very wonderful people sharing a clearly traumatic experience – much respect and
appreciation



I felt the open honesty was astounding – very powerful and moving



These sessions are excellent as it allows feelings and thoughts to be shared in a safe
environment; it highlights how we put on the back burner our feelings and how we can still
be affected years later.



Excellent reflective practice



A fabulous experience that involves all members of staff



Deeply moving – very encouraging



Excellent as always – especially moved by the stories about the effect of a small act of
kindness; the “giving you time to talk” comment



So proud of the ladies who spoke. A real encouragement & inspiration to our practise



Very moving. Makes me very proud to work here amongst such wonderful people. Thank
you.

Kent Surrey & Surrey (KSS) Patient Safety Collaborative
The Trust’s Patient Safety Team has been recognised as an official partner in the National Sign up
to Safety Campaign. This is a new national initiative with the mission of strengthening patient
safety in the NHS and making it the safest healthcare system in the world. The Secretary of State
for Health set out the ambition of this campaign to halving avoidable harm in the NHS over the next
three years. The Trust will work closely with KSS Patient Safety Collaborative to harness
innovation in quality and safety for our patients. The five Sign up to Safety pledges are:
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1. Put safety first. Commit to reduce avoidable harm in the NHS by half and make public the
goals and plans developed locally.
2. Continually Learn. Make their organisations more resilient to risks, by acting on the feedback
from patients and by constantly measuring and monitoring how safe their services are.

3. Honesty. Be transparent with people about their progress to tackle patient safety issues and
support staff to be candid with patients and their families if something goes wrong.
4. Collaborate. Take a leading role in supporting local collaborative learning, so that
improvements are made across all of the local services that patients use.

5. Support. Help people understand why things go wrong and how to put them right and give staff
the time and support to improve and celebrate the progress.
There will be wide ranging benefits to Medway’s patients through partnership with this campaign.
By committing to this work, the Trust will strengthen, share and continually monitor its safety
improvement priorities. Actions have been set out and planned in response to these pledges.

The Trust engaged a group of enthusiastic trainee doctors who have volunteered to form the
nucleus of the patient safety champion’s network at Medway. They will be partnered with a
committed team of nurses and other healthcare professionals. The Trust will be promoting this
work under its own brand “Safe to Care”.
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Patient Experience - Looking back on last year’s priorities
Patient Experience




Improve Outpatient Appointments
Improve the physical environment for Patients

Improve Outpatient Appointments
This priority aimed to improve in particular the number of cancelled / changed appointments and
the number of formal complaints received regarding outpatient experience


Reduce the number of cancelled and changed appointments.

This has not reduced as much as we would have hoped as the numbers of appointments have
grown. A new patient administration system was installed in February 2015 and will help us to drive
improvement and better meet the expectations of patients by allowing them greater opportunity
and flexibility to arrange appointments that better suit their individual needs. A project looking at
outpatients appointments that are cancelled or changed is under review as a specific action group
under the Outpatient Improvement project group.


The number of formal complaints received and upheld

Last year 125 (22%) of the total number of formal complaints (628) received in 2013/14 were
around out- patients. This year, 61 formal complaints related to out-patients from a total of 549
complaints. This demonstrates a marked improvement to 11% of total formal complaint figures.
The complaints relate to patients having to wait for an appointment to be provided and/or a long
wait to be seen in out-patient clinic when they attend. Ongoing work with the new OASIS patient
administration system should further improve practice.
27% of all Patient Advice Liaison Service (PALS) enquiries dealt with related to outpatient
appointments. This is an increase on the previous year. The majority were due to cancellations
and changes to appointments and are a reflection of the increase in cancellations due to pressures
from the emergency pathway and at the time of new patient administration system implementation.
The data provided to the divisions in regard to clinic cancellations was previously poor but this has
now been revised and is of a better quality, enabling the divisions to improve controls on clinic
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cancellations. In order to improve this in the future, we are making changes to the way we hold
capacity planning meetings between Outpatients and the divisions, together with a bi-monthly
cross Trust Outpatient Focus Group where these issues can be reviewed.

Improve the Physical Environment for Patients
The patient led assessment of the care environment (PLACE) assessment was carried out on 8
and 10 April 2014 to cover all areas of the Trust. The areas visited were agreed by the non-trust
team members. The visits were undertaken to cover a range of times, including lunch and supper
meal service. The four criteria assessed within PLACE are:1. Cleanliness, 2 Condition,
Appearance and Maintenance, 3. Privacy, Dignity and Wellbeing, and 4 Food and Hydration. All
areas of the inspection have improved slightly on the 2013 performance. One area, cleanliness is
higher than the National average.
Table 14: Environment scores 2013 - 2014

Category

2013
MFT

2014
MFT

2014 National
Average Scores

93.%

2013 National
Average
Scores
95.7%

Cleanliness

97.6%

97.2%

Condition,
appearance and
Maintenance
Privacy Dignity
and Wellbeing
Food and
Hydration

77.8%

88.8%

87.2%

91.9%

79.6%

88.9%

81.7%

87.7%

73.3%

85.4%

75.5%

88.8%

Other estates developments in the past year include:
Children’s ED
Children attending Medway Maritime Hospital for emergency treatment now benefit from radical
improvements to the environment in which they are cared for and treated. The new children’s
emergency department, which opened to patients just before Christmas, has a separate entrance,
three additional treatment bays, new consultation and treatment rooms, nine dedicated children’s
nurses, a senior matron and a paediatric consultant.
The new layout provides complete separation from adult patients and gives the youngsters more
privacy and dignity, which in turn is less stressful for them, their parents, relatives and carers. The
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new entrance is clearly signposted and, once inside, there is a dedicated reception and waiting
area, with the treatment bays enlarged and the number increased from three to six to improve
patient flow.
POCU – Pre-operative Care Unit
A new Pre-Operative Care Unit opened at Medway Maritime Hospital to improve the experience of
patients coming to hospital for planned surgery – an important step to improve patient care and
experience. Located on level three of Medway Maritime Hospital’s green zone, the unit provides 16
discrete and comfortable cabins where patients can be assessed, change into theatre wear and
wait, before they are taken to the operating theatre for their procedure.
The new £800k unit not only provides better facilities and a more relaxed and private environment,
it is located even closer to theatres and improves patient dignity, respect and flow. The unit is part
of a planned approach to make a series of improvements to patient care and experience, also
ensuring services are located in the right area of the hospital for a smooth patient care journey.
Bronte Respiratory Ward
Bronte Ward (formerly Acute Medical Unit) was refurbished to incorporate additional bathrooms
and showers and undertake much needed ward upgrades to improve infection control
management. Upon completion of the works, Bronte is now a dedicated Respiratory ward.
Relocated Acute Medical Unit
The Acute Medical Unit (AMU) has now been relocated to Lister Ward (formerly POCU) to provide
additional assessment capacity. The AMU is now located closer to the accident and emergency
dept. which has reduced the time for patient transfers between the two areas.
Sapphire Ward
Sapphire Ward has recently had refurbishments works completed to install additional bathrooms
and showers and improve the overall environment. This has also increased the number of patients
that the ward can safely care for.
Mortuary Facilities
Following a HTA (Human Tissue Authority) inspection, additional mortuary capacity has been
installed that allows the Trust to manage the peaks of the demand upon this service.
Bathroom Upgrades
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Throughout the year a number of bathroom upgrades have been completed to improve the
amenities on a number of wards. Completed works include, shower and toilet upgrades,
Male/Female and disabled toilets upgraded and installation of staff changing facilities and showers
in ED and replacement shower screens to five wards. Planned bathroom and environmental works
to be completed by March 31st 2015 are proposed for another five wards.

The Friends and Family Test (FFT)
The national Friends and Family Test (FFT) is a single question survey which asks patients
whether they would recommend the NHS service they have received to friends and family who
need similar treatment or care. A supplementary question provides patients with an opportunity to
provide free text commentary.


FFT Response Rates

In 2014/2015 improving the Friends & Family Test Response Rate was a National CQUIN. The
trust was required to meet a response target of 20% for ED and 40% for inpatients by March 2015
and following the introduction of a text messaging service and an interactive telephone voice
messaging service in November 2013, our FFT response rates did improve. However the
improvement was not sustained. We reviewed our strategy for obtaining FFT feedback. It was clear
that the limited number of methods for capturing FFT feedback did not provide appropriate
methods for all our inpatient groups. In January 2015 we implemented actions to improve our
response rates for the emergency department and inpatients. We increased the availability of
paper surveys for completion on the day of discharge for inpatients. We also introduced ‘agent
calls’ which gives patients an opportunity to provide feedback to a personal caller. The actions we
have taken have resulted in increased response rates and achieved the CQUIN target for the final
quarter of 2014/15.
Figure 12: FFT inpatient response rates April 2014 – March 2015

Figure 13: FFT ED response rates April 2014 – March 2015
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Figure 14: FFT Maternity (birth) response rates April 2014 – March 2015



New FFT measure – would or would not recommend

The NHS England review of the patient FFT, published in July 2014, recommended a move away
from the Net Promoter Score (NPS) and the introduction of a simpler scoring system in order to
increase the relevance of the FFT data for NHS staff, patients and members of the public.

Based on the findings of the review, NHS England is now calculating and presenting the FFT
results as a percentage of respondents who would/would not recommend the service to their
friends and family. The results for this new measure have been available since October 2014.
Inpatient
Figure 15: FFT Inpatient Would / Would Not recommend April 2014 – March 2015
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Emergency department
We have seen an increase in the number of inpatients who would recommend our services since
October 2014. Whilst the improvement in performance is slow it does demonstrate that some of the
interventions we have put in place, such as additional Matron support to enhance our clinical
leadership, is having a positive impact.
Figure 16: FFT Emergency Department Would / Would Not recommend April 2014 – March 2015
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Maternity – Touch Point 2 – Birth
Our patients in the birthing unit continue to report a positive experience of our services.
Figure 17: FFT Maternity Touch Point 2 – Birth Would / Would Not recommend April 2014 – March 2015
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Roll out of FFT to Outpatients and Day Case

Early in 2014/2015 we commenced a pilot of a text and automated voice service for a small
selection of outpatient clinics. This was in preparation for being an early implementer of the FFT in
these areas. FFT was successfully rolled out into all outpatient and day case areas in October
2014. We are awaiting further guidance from NHS England with regards to publishing results.

Improvements to the patient experience over the last year have
included:Continuing engagement with the public includes listening events held bimonthly with patients/users
from Medway Hospital. Work is progressing to improve patient information. User groups are being
set up to look at plain English/Easy read options. Volunteers have now expanded to include
Floorwalker Guides to help patients and visitors find their way across the hospital more easily.

A new recruitment drive for volunteers has increased our capacity to offer more localised initiatives
such as improving contact/interaction with patients on the wards; patients who are elderly, who
need assistance with eating and drinking, companionship, reading and general social interaction. A
working group is looking at meeting the needs of those patients with a learning disability by
increasing Learning Disability Champions.
The role of the Concierge has continued to grow in helping to maintain a positive “First Impression”
at the front entrance and ensuring patients know where to go. A corporate dress code for the
Concierge and Volunteers Manager has been introduced to enhance image, reputation and
professionalism. Improvements have been made to the internal signage within the hospital, making
it easier for patients to locate their destination.
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An Emergency Department redesign is in progress with a new paediatric ED already open and
work currently underway to create a new Minors area for patients. Within Maternity, improvements
to enhance the patient experience have included the non-clinical support worker regularly offering
hot drinks to relatives in the waiting room on the delivery suite and an extension of visitor
`permissions` where children (other than siblings) are allowed to visit the patient.
National WOW Awards – catching people doing things right in 2014 / 15
The WOW awards are an opportunity for patients and visitors to identify members of staff or teams
that deliver excellent service. It aims to raise customer care standards and inspire others to deliver
a positive patient / visitor experience across the organisation.
WOWs continue to be received from patients about excellent patient care and experience. In 2014
Medway NHS Foundation Trust received the most nominations in the NHS sector with 904
nominations and over 560 certificates awarded. The Trust was ‘Highly Commended’ in the ‘Best
NHS Trust’ category at the national WOW awards in November 2014. Staff from Medway, won the
category named “WOW that’s really special” and was finalists for the “Most inspiring front liner in
2014”. We are extremely proud of these achievements.

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



Open new Admission Assessment unit

Open new Admission Assessment unit
A ‘new‘ facility was opened on Lister Ward last year which provided short stay and assessment
capacity closer to the emergency department. From 2nd March this will also incorporate the
Ambulatory Emergency Care Centre (AECC) thus providing short stay, assessment and chair
capacity.
Moving forward the Trust will be preparing its clinical services strategy as part of the Trust
Recovery Plan. To support the clinical services strategy an estates and property strategy will be
developed. The requirement for assessment facilities will be considered as part of the clinical
strategy development and inform the estates requirement and the likely funding required.

NHS Outcomes Framework Indicators for Quality Accounts 2014/15
The NHS Outcomes Framework sets out the outcomes and corresponding indicators used to hold
the NHS Commissioning Board to account for improvements in health outcomes. There are five
Domains which describe at a high level those areas that the NHS should be aiming to improve,
focus on improving health and reducing health inequalities.
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The indicators that are relevant to the Trust in 2014/15 and performance against these are tabled
below. Where previous year data is available this is included within the table.
The data in Domain 1 is considered worse than the national average. It remains a Trust priority to
improve over in 2015/16. The table relating to palliative care coding remains above the national
average.

Domain1: Preventing people from dying prematurely
Summary Hospital-Level Mortality Indicator (SHMI)
Period

MFT
SHMI

Banding* National Ave.

Oct 2012 – Sep 2013
1.0697
2
1.000
Jan 2013 – Dec 2013
1.125
1
1.000
Apr 2013 – Mar 2013
1.169
1
1.000
Jul 2013 – Jun 2014
1.198
1
1.000
*Banding 1=higher than expected ; 2=as expected; 3=lower than expected

Highest
SHMI
nationally
1.1859
1.176
1.197
1.198

Lowest
SHMI
nationally
0.6301
0.624
0.539
0.541

The Trust is measured against two different statistical systems and both are published nationally.
Hospital Standardised Mortality Ratio (HSMR) has not improved while Standardised Mortality
Indicator (SHMI) had been reducing consistently within normal limits but has deteriorated within the
last three reporting periods. Both standards should be at or below 100. Over the last two years
the Trust has recognised that the biggest areas of concerns have been patients with:


Pneumonia



Septicaemia



Acute Cerebrovascular Disease



Chronic obstructive pulmonary disease



Acute Kidney Injury



Heart Failure
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Patient Deaths with Palliative Care Coding
Period

MFT %

National Ave.

Oct 2012 – Sep 2013
Jan 2013 – Dec 2013
Apr 2013 – Mar 2013
Jul 2013 – Jun 2014

29.5%
27.1%
23.7%
29.5%

24.8%
23.9%
22.3%
24.8%

Highest %
nationally
49.0%
48.5%
46.9%
49.0%

Lowest %
nationally
0.0%
0.0%
1.3%
0.0%

Domain 3: Helping people to recover from episodes of ill health or following injury
The Trust considers that the PROMs data for adjusted Knee Replacement and Groin Hernia are
better than the national average. There were a low number of returns for varicose veins and
therefore, these are not comparable.

The Trust took actions to improve Patient Reported Outcome Measures (PROMS) and the quality
of its services by establishing the Surgical Patient Enhancement team. The team continue to aim at
all stable surgical patients who still require surgical treatment but can receive this treatment at
home. This helps improve the patient experience.

The latest published data covers period between April and September 2014.Two tables are used to
allow comparison between the last two years:
Patient Reported Outcome Measures (PROMs) – April to March 2013

Procedure

Groin Hernia
Hip Replacement
Primary
Hip Replacement
Revision
Knee Replacement
Primary
Knee Replacement
Revision
Varicose Vein

MFT
Unadjusted
Health Gain

MFT
Adjusted
Health Gain

0.147

0.116

National
Ave.
Adjusted
Health
Gain
0.085

0.426

0.409

0.191

Highest
Value
nationally

Lowest
Value
nationally

0.139

0.031

0.436

0.545

0.342

*

0.255

0.365

0.154

0.351

0.326

0.323

0.416

0.226

0.250

*

0.245

0.290

0.100

0.093

0.150

0.023

-0.001
*
* No modelled score calculated due to small numbers (<30 records)

Patient Reported Outcome Measures (PROMs) – April to September 2014

Procedure

MFT
Unadjusted
Health Gain

MFT
Adjusted
Health Gain
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National
Ave.
Adjusted
Health

Highest
Value
nationally

Lowest
Value
nationally

Groin Hernia
Hip Replacement
Primary
Hip Replacement
Revision
Knee Replacement
Primary
Knee Replacement
Revision
Varicose Vein

0.669

*

Gain
0.081

0.125

0.010

0.504

*

0.442

0.501

0.350

*

*

0.283

*

*

0.413

*

0.328

0.394

0.249

*

*

*

*

*

0.100

0.142

0.054

No data
No data
* No modelled score calculated due to small numbers (<30 records)
Readmissions within 28 Days – Aged 0 to 15 Years
Period

MFT Rate

2011-12
2012-13
2013-14
2014-15

9.04%
8.53%
9.25%
9.77%

Highest Rate
Lowest Rate
(Medium Acute
(Medium Acute
Trust)
Trust)
10.26%
13.58%
0.00%
Benchmarking data is not yet published by HSCIC.
Benchmarking data is not yet published by HSCIC.
Benchmarking data is not yet published by HSCIC.

National Ave.

Readmissions have increased in the 0 – 15 age group. There is a strict admission criteria adhered
to as a result of the high acuity of patients on the ward coupled with the close working relationship
the ward now has with ED since August 2014, in supporting them with patient flow. Patients are not
being admitted routinely and only if they come back to the Paediatric Assessment Unit with
continuing problems they are then admitted if needed. With a more robust admission criteria, the
triage and assessment process has also been strengthened and patients are appropriately dealt
with and signposted which has had a resultant effect on patients who are admitted initially and also
those who are then discharged and re-admitted. It is hoped that a reduction will occur over the next
year.
Readmissions within 28 Days – Aged 16 Years or Over
Period

MFT Rate

2011-12
2012-13
2013-14
2014-15

11.37%
10.50%
10.31%
11.55%

Highest Rate
Lowest Rate
(Medium Acute
(Medium Acute
Trust)
Trust)
11.45%
17.72%
0.00%
Benchmarking data is not yet published by HSCIC.
Benchmarking data is not yet published by HSCIC.
Benchmarking data is not yet published by HSCIC.

National Ave.

Readmissions have increased in the over 16 age group. Work continues to be undertaken to
review adult readmissions across the whole health economy. Continued use of Hospital at Home
and the Surgical Enhanced team will ensure that patients are discharged ready for independent
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living, reducing the probability of readmission. This will be a priority in the next year and is within
the eighteen month recovery plan.
Domain 4: Ensuring that People Have a Positive Experience of Care
Quite clearly the results of both the `National Staff Survey – Recommend the Trust as a Provider of
Care to Family or Friends in the Friends and Family Test` and `Patients Recommend the Trust to
Family or Friends` are disappointing, with a reduction in National Staff Survey – Recommend the
Trust as a Provider of Care to Family or Friends in the Friends and Family Test`.

With a current 18 month plan to ensure improvements, a clear and compelling strategy is in place
to help tackle our immediate priorities and to transform what we do, and where it is done. By
working across the whole health economy to deliver our goals, we will not just make our service
better, but ultimately make it the best it can be.
National Inpatient Survey – Responsiveness to Personal Needs of Patients
Period
2012-13
2013-14
2014-15

MFT Score
National Ave.
72.2
76.5
70.2
76.9
Not conducted in 2014.

Highest Score
88.2
87.0

Lowest Score
68.0
59.0

National Staff Survey – Recommend the Trust as a Provider of Care to Family or Friends
Period
2012
2013
2014

MFT Score
57%
48%
46%

National Ave.
63%
65%
65%

Highest Score
94%
97%
93%

Lowest Score
35%
34%
36%

Friends and Family Test – Patients Recommend the Trust to Family or Friends
Type
Inpatient
A&E

MFT %
Recommended
83%*
69%*

National Ave.

Highest %

Lowest %

94%
87%

100%
99%

67%
67%

*unpublished data
Domain 5: Treating and Caring for People in a Safe Environment and Protecting Them from
Avoidable Harm

Venous thrombo-embolism (VTE) Risk Assessment
Period
MFT Ave. %
2013-14
96.15%
2014-15*
96.15%
* April 2014 to January 2015

National Ave.
95.77%
96.09%
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Highest %
100.00%
100.00%

Lowest %
82.05%
88.03%

Performance against VTE risk assessments have sustained above 95%. With the Trusts current
challenges, this is a great achievement and indicates that this patient safety outcome has been
culturally embedded across the Trust.

C. Difficile Incidence Rate (per 100,000 Bed Days)
Period
2013-14
2014-15

MFT Rate
7.1
9.2

National Ave.
14.7
Not Available

Highest Rate
37.1
Not Available

Lowest Rate
0.00
Not Available

As noted in page 34, performance against C. Difficile rate has increased. However the Trust
remains below the national average and will continue to strive to regain the even lower levels of
infections that were acquired in 2013 / 14.

Patient Safety Incidents Reported (per 100 Admissions)
Period

MFT Rate

2013-14
7.72
2014-15*
8.53
* April 2014 to January 2015

Medium Acute
Trust Ave.
7.68
Not Available

Highest Rate

Lowest Rate

13.94
Not Available

2.97
Not Available

Patient Safety Incidents Reported that Resulted in Severe Harm or Death
Period

MFT % (No.)

2013-14
1.12% (65)
2014-15*
1.12% (62)
* April 2014 to January 2015

Medium Acute
Trust Ave.
0.66%
Not Available

Highest Rate

Lowest Rate

1.99%
Not Available

0.04%
Not Available

The rates of patient safety incidents remain high. The Trust primarily needs to focus over the
coming year on the investigation side, the learning from this activity and more promptly closing
investigations down. Many of the investigations have revealed similar themes and as a result
systematic learning is integrated into the Trust wide 18 month improvement plan.

Review of Quality Performance
The quality of the Trust’s services is assured at a trust-wide level by the Quality Assurance
Committee which is a sub group of the Board. The Board receive a monthly review of quality
performance. External assurance is sought through the clinical quality review group meeting
chaired by NHS Medway Clinical Commissioning Group (CCG). The agenda provides opportunity
for support and challenge in relation to all the Quality Indicators, CQUINs, or any issue about
quality that has given cause for concern. Benchmarks are provided by Dr. Foster. These are
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extremely helpful in enabling the Trust to measure performance in comparison to our neighbouring
trusts.
Table 15: Clinical Quality Indicators April 2014 - March 2015

2014/15
Target /
Indicator

Infection control

2011/12
Result

2012/13
Result

2013/14
Result

2014/15
Target

C Diff reduction
(stretch target)

39

16

13

14

MRSA reduction

4

1

1

0

Description

Falls

Number of falls per
1,000 admission

3.97

4.91

4.79

4.8

Mixed sex
accommodation

Mixed sex
accommodation
breaches

115

70

199

0

Hand hygiene
audit

Hand hygiene score

97.6%

98.4%

97.4%

95%

90.1%

81.6%

68.5%

95%

89.6%

83.1%

57.1%

95%

100%

100%

100%

100%

95.1%

94.5%

89.6%

100%

Child
safeguarding
training
Adult
safeguarding
training
Enhanced CRB
check
Discharge
letters

% 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

Result

19
2
5.0

228

97%
86.7%

68.84%

100%
86.4%

Serious Incident
(SI)

Number of SIs

64

58

68
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Never Events

Number of Never
Events

1

3

1

0

Bed utilisation

Bed occupancy

95.2%

90.9%

90%

90%

Mortality rate HSMR

Hospital
Standardised
Mortality Ratio

112

104.7

119

100

Delayed
discharge

Bed days lost due to
delayed discharge

3,651

3,111

3,200

3,530

Complaints

Number of
complaints received

484

569

480

540

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

There are nine areas of note that have performed behind the expected outcome. .
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56
3
96.2%

115*
4,497
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The trust has had two `post` 48 hour Meticillin Resistant Staphylococcus Aureus (MRSA) in the last
year and has breached our goal of zero avoidable bacteraemia. Robust measures have been
instigated following the post infection review to further enhance the patient pathways and to share
the learning from the case. The learning included instigation of MRSA pathways on all patients
admitted via the emergency route into the hospital and a sepsis awareness training programme
Trust wide will be invigorated with the new sepsis bundle launching in April 2015.
The Mixed Sex Accommodation (MSA) breach continues to be a challenge this year with
numerous capacity issues reducing our ability to sustain this important issue. The majority of
breaches are due to clinical needs and the lack of single rooms in our ward areas. We continue to
monitor at each Patient Flow meeting every day and work with our commissioning colleagues to
undertake spot checks on a regular basis.
Adult & Child Safeguarding training has improved this year, with the introduction of e-learning and
a more in depth analysis of the training needs analysis (TNA) across all areas within the Trust
ensuring staff are trained appropriately and in determination of their specific needs within their role.
This will allow areas to release staff appropriately.
HSMR is discussed elsewhere in this report (Page 6 and 30 – 34).
Bed days lost due to delayed discharge remain a concern for the Trust. This has also impacted on
our bed occupancy target. Continued discussions with our external partners are in place to relieve
the situation.
We are reviewing our Quality Metrics and Board reporting for 2015 / 16. The majority of these
Quality Indicators will continue to be monitored via our governance process going forward.

Enhancing Quality Programme (EQ)
Priorities for Improvement 2014/15:The Enhancing Quality and Recovery Programme (EQR) launched in January 2010 across Kent,
Surrey and Sussex. The purpose of the programme is to facilitate the improvement in both the
quality and efficiency of patient care, using a set of well-defined and standardised measures which
can then be used to evaluate the Trust’s performance.
The programme consists of two strands;
Enhancing Quality (EQ) is a clinician lead quality improvement programme that aims to improve
patient outcomes and reduce the variation in care by looking at clinical effectiveness, patient safety
and patient experience. There are currently four pathways that sit within the EQ strand of the
programme;
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•

Heart Failure

•

Community Acquired Pneumonia

•

Acute Kidney Injury (new pathway)

•

Chronic Obstructive Pulmonary Disease (COPD) (new pathway)

Enhancing Recovery (ER) is an evidence based model of care that aims to create fitter patients
who recover faster from major surgery. The model of care is safe and effective, ensuring patients
are partners in their care - focusing on less invasive surgical techniques, pain relief and the
management of fluids and diet, which help patients to recover better post-operatively with no
additional burden on primary or social care. There are currently four pathways that sit within the ER
strand of the programme:
•

Colorectal

•

Gynaecology

•

Urology

•

Orthopaedics

As part of the Enhancing Quality and Recovery Programme, the Medway Foundation Trust is
required to submit data on a number measures to monitor the Trusts improvement over the year.
The application of a “care bundle approach” to the management of discrete clinical conditions has
been shown to be associated with significant improvements in outcomes, including standardised
mortality.
Performance is rated by an appropriate care score (ACS) and is a measure of the number of times
patients received all the care they were eligible for. The ACS is the total number of patients that
received all the care they were eligible for divided by the total number of patients eligible for the
focus area. The measures that account for the ACS score within each care pathway are cited
within the narrative for each individual pathway.
The new Chronic Obstructive Pulmonary Disease (COPD) pathway was agreed at a Kent, Surrey
and Sussex Academic Health Science Network (KSSAHSN) collaborative event in July 2014 and
Medway is currently collecting baseline data for this pathway.
We participate in peer reviews within the KSSAHSN and we had an external quality assurance
audit in August 2014. The findings of which stated;
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‘The Quality Assurance Team commends the Trust for regularly reviewing their data collection
processes. The Trust demonstrated strong governance processes by using their regular Steering
Group meetings to review performance against all measures and reviewing the programme’s risk
register.’
Heart Failure
The Trust now has two Heart Failure Nurse Specialists who provide dedicated care and advice to
our heart failure patients. The Trust achieved a quality award for its performance in the pathway
from July 2013 – December 2013.
The ACS measures for heart failure are;


Left Ventricular (LV) function evaluation



ACE Inhibitors (ACEI) or ARB at Discharge



Discharge Instructions



Adult smoking cessation advice/counselling

Figure18: ACS Score for Heart Failure November 2013 – November 2014

Community Acquired Pneumonia
Work is continuing to align the EQ measures for Community Acquired Pneumonia (CAP) with
those of the British Thoracic Society. The Trust achieved a quality award for its performance in the
pathway from July 2013 – December 2013; this was based on original pathway measures. Through
collaborative working across KSSAHSN clinical leads agreed new more challenging measures.
The new ACS measures for CAP from April 2014 are;


Oxygenation assessment completed within 1 hour of hospital arrival
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Oxygen appropriately prescribed



Chest X-Ray within 4 hours of hospital arrival



Appropriate initial antibiotic regimen received



Initial antibiotic received within 6 hours of arrival



CURB-65 score

Figure 19: ACS Score for CAP November 2013 – November 2014

The ACS score performance for CAP dipped in April 2014 as a result of the new measures being
implemented.
The Enhancing Quality team have developed a CAP pathway for our adult inpatients which gives
guidance on antibiotic use and patient management. This pathway has had input from Respiratory
Consultants, Pharmacy and Microbiology.
Acute Kidney Injury (AKI)
This new pathway was prompted by the report ‘Adding Insult to Injury’ from the National
Confidential Enquiry into Patient Outcomes and Deaths in 2010.
The KSSAHSN have held a number of collaborative working events and clinical leads from across
the region have agreed on the pathway measures to be implemented; auditing began for all
patients with a stage 3 AKI in July 2013. A sticker has been developed to go onto the patient notes
to guide staff in the bundle of care required.
The measures for AKI are;


Urea &Electrolytes (U&E’s) and creatinine within 6 hours of admission.
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Repeat U&E’s and creatinine within 24 hours.



Physiological scoring – System in place to recognise and respond to oliguria (early warning
score, monitor urine output).



Senior clinical review –At Medway this should be a Consultant or Registrar within 12 hours.



Medication review.



Renal imaging (Ultrasound considered if obstruction suspected (within 24hrs).



Urinalysis within 24 hours.

A multi-disciplinary team, including pharmacy, pathology, critical care outreach nurses and junior
doctors are working with the EQR team to improve the trusts performance in this pathway.
In addition the Trust’s Enhancing Quality sister is a member of the regional intervention work
stream group within the Patient Safety Collaborative as part of the AKI National Programme.

Colorectal Enhanced Recovery Pathways (ERP)
Performance in this pathway remains encouraging and the trust achieved the quality award for its
performance in 2014. There has been an increased focus upon encouraging patients to eat within
the 12 hour period post-surgery which is hoped will improve the outcomes for patients in this
pathway. The ACS measures taken into account for the Colorectal Enhanced Recovery Pathway
are:


Patient Information on enhanced recovery pathway (ERP)



Carbohydrates Given



Intra Operative Fluid Management (IOFM) Usage



Post Op Nutrition



Discharge Advice Given

Figure 20: ACS Score for Colorectal Enhanced Recovery November 2013 – November 2014
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Gynaecology Enhanced Recovery Pathways
We are performing well across all the targets and the trust achieved a quality award for its
performance within the gynaecology pathway. The Enhanced Recovery lead nurse has been
revising the patient information leaflets to improve the post-operative information that is provided to
patients. The ACS measures taken into account for Gynaecology Enhanced Recovery Pathway
are:


Patient Information on ERP



Antibiotics Prior



Hypothermia Prevention



Nausea and Vomiting Control



Discharge Advice Given

Figure 21: ACS Score for Gynaecology November 2013 – November 2014
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Orthopaedic Enhanced Recovery Pathways
We are performing well in this pathway and have achieved a quality award in 2014. The consultant
lead has been implementing same day discharge for selected patients, it is hoped that this will see
a further reduction in the length of stay within the orthopaedics pathway.
The ACS measures taken into account for Orthopaedic Enhanced Recovery Pathway are:


Patient Information on ERP



VTE Prophylaxis



Antibiotics Prior to surgery



Epidural, Regional or Spinal Anaesthetic



Early Mobilisation



Discharge Advice Given

Figure 22: ACS Score for Orthopaedics November 2013 – November 2014

Urology
Medway is one of the few trusts that submit data for the urology pathway to the Kent, Surrey and
Sussex Academic Health Science Network (KSSAHSN). Although we cannot compare our data
against our peers due to the small number of trusts participating, we still access our data and
produce reports for our consultant leads to analyse and improve the service.

Complaints
Medway NHS Foundation Trust fundamentally believes that feedback from our patients and their
families is vital to ensure that the services we offer our patients is of an excellent standard and to
improve the services we provide.
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Complaints and concerns received by the Trust are assessed and logged as part of the NHS
Complaints Process. In many cases complainants are contacted to discuss their concerns and to
talk to them about what they can expect from the Trust in terms of investigation and response.
Figure 23 - Number of Complaints received 20014/15

Figure 24 - Complaints as % of activity April 2014 - March 2015

Figure 25 - Complaints by Speciality 2014/15
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Complaints are an integral part of service improvement and can provide an early indication of a
problem within a service or department. The Trust continues to view complaints as an opportunity
to learn from patients and their families.
A total of 549 formal complaints were received this financial year. This is a decrease of 12.5% from
2013/14.
Table 16: Comparison of Complaints Received in 2012/13, 2013/14 and 2014/15

2012/13

2013/14

2014/15

Increase/Decrease
from 2013/14 to
2014/15

ED

75

90

67

↓

Paediatrics

25

25

24

↓

General
Medicine

106

105

96

↓

Neurology

9

14

15

↑

Dermatology

28

22

18

↓

Elderly Care

18

22

19

↓

Cardiology

1

6

12

↑

Obstetrics

38

38

24

↓

Gynaecology

15

17

17

↔

ENT

22

15

13

↓

63

Pain

17

10

12

↑

Urology

22

23

29

↑

Trauma and
Orthopaedics

86

66

69

↑

↓
General Surgery

54

86

63

Handling of Complaints
There has been a decrease in complaints this financial year. There has, however been an increase
in the PAL’s contacts and for those patients contacting the Complaints Team wanting immediate
resolution with matters such as their appointment needing to be re-scheduled.
In line with ongoing service improvement the Trust is reviewing its complaints process with
particular consideration to recent public reports regarding complaints handling, and changes are
currently being made to improve the service for those who raise complaints and concerns.
Themes and trends from all complaints are fed back into the organisation by a monthly Integrated
Quality report to the Quality Assurance Committee and the Board. It is also presented at the bimonthly Clinical Quality Review Group with the commissioners. A revised quarterly report has
been introduced by the Patient Experience Group for quarter 3 which will provide the divisions with
more detail in terms of the complaints they receive. Divisions are encouraged to provide
information for this paper in terms of lessons learnt from a complaint and changes made to their
service(s).
Assessing the quality of the complaints process
Themes of complaints in 2014/15
Key themes and trends from complaints are reported on a monthly basis in the Integrated Report.
Themes from complaints include: Lack of clinical care and treatment, poor discharge, out-patient
appointment delays/cancellations and poor communication.
The main theme from complaints in 2014/15 was clinical care and treatment. This continues to be
the main theme and trend for the Trust and includes: failure to diagnose, lack of medical and
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nursing care and treatment, appropriateness of referral to the on call out of hours service MedOCC@Medway.
Figure 25 - Complaints by Theme / Category 2014/15

Staff Attitude
There has been a decrease in the number of complaints received about poor staff attitude. Only
5.5% of complaints relate directly to staff attitude. However 118 complaints mentioned additional
concerns regarding the poor attitude of staff. This figure is representative across the Trust.
Communication
There have been 32 complaints raised where this has been the main cause of concern. This is an
increase on 2014/15. Of the 549 complaints, 207 included communication issues as part of the
complaint. An overarching comment made by complainants is that they were told different things
by different members of staff when they asked for information.
It is clear from this evidence that clear and thorough communication is central to ‘getting things
right’ for the patient.
Discharge
50 complaints related to discharge which is a slight increase in the 48 for last year. These relate to
the timeliness and appropriateness of discharge in the main.
Appointments
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61 formal complaints related to out-patient appointment cancellations or delay. These complaints
relate to patients having to wait for an appointment to be provided and/or a long wait to be seen in
out-patient clinic when they attend.
Case Reviews:
The divisions identify learning as a result of complaints and the details are shared with the
complainant in the Chief Executive’s response. Each division manages their own learning and
service improvements but there is a need to ensure we have more robust processes in place to
capture and monitor learning. Below gives two examples of cases and how we responded.
Mr X was a vegan and required special dietary requirements. There was a lack of food options on
the menu. Mr X was visited by the Ward Hostess Team Leader to assess his needs. Bespoke
menus were drawn up on days when the main menu was not able to accommodate his dietary
needs. The complaint shared with nursing team and ward hostess team resulting in earlier
escalation of catering issues.

The wrong medication administered to Mr Y. A new medication policy was implemented with
changes to nurse checking of intravenous medicines. The programme of content within the
intravenous study day was amended to include requirement of new medication policy and the
infusion pump monitoring sheet revised to allow further checks to avoid the same happening again.
Summary:
The Complaints Team will focus on new challenges for 2015/16 which will include a review of the
structure and management of complaints. This will be completed in line with national policies and
guidelines.
A focus of the team will be in trying to reach resolution as soon as possible with a positive outcome
for both the complainant and the Trust. The Trust will need to consider re-dress for patients in line
with the Parliamentary and Health Service Ombudsman’s principals of ‘putting things right’.
The Parliamentary and Health Service Ombudsman
The Parliamentary and Health Service Ombudsman investigated 17 complaints this year following
referral by the complainant. This is an increase of 1 case from 2013/14. One case is carried over
from the last financial year.
A number of recommendations were made by the Parliamentary and Health Service Ombudsman
following their investigations which include;


A review of the medicines management policy
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A review of the complaints management policy to incorporate statements required from
staff not mentioned in the complaint.



A review of nursing assessments and care plans

Figure 26: Number of complainants referring their case to the Parliamentary and Health Service
Ombudsman 2012/13 to 2014/15

Table 17: Status of Ombudsman Cases 2014/15 in comparison with 2013/14

2013/14

2014/15

Not upheld and closed

5

3

Partially upheld with
action plans

3

5

For further resolution
under the complaints
process

2

0

Ongoing investigation

6

10

Total cases

16

18

In this reporting year the Trust has been asked to pay ‘compensation’ to 3 complainants following
the Ombudsman’s investigation and this has not previously been encountered in these numbers.
Compensation ranged from £500 to £1500.
Comments made in the Parliamentary and Health Service Ombudsman’s reports of 2 cases that
were partly upheld include:


A delay of 4 weeks for a colonoscopy



Consideration of a endo-rectal scan
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A delay in seeking specialist opinions



Poor communication with regard to discharge planning



Insufficient action taken to rectify the loss of a hearing aid



Poor falls risk assessment



Poor wound care



Occupational Therapy assessment not carried out within the agreed 3 working day
timescale.

Patient Advice & Liaison Service (PALS)
The Patient Advice and Liaison Service (PALS) have assisted 4231 patients, relatives and visitors
with problems, concerns and advice during 2014-15. This is an increase of 9.25% on the previous
year.


Admissions
The number of enquires relating to admissions increased by 24% on the previous year.
80% of the enquiries are from patients wanting dates for their operations.



Cancelled Operations
Concerns relating to cancelled operations are up 32.5% on the previous year; 42% of these
relate to orthopaedics.



Clinical Care – Doctors & Nurses
Concerns relating to the clinical care of doctors show an overall increase of 2%.
Concerns relating to clinical care of nurses show an overall increase of 5.25%.



Contact & Communication
Contact and communication encompasses concerns relating to outpatient appointments,
dates for admissions and requests for results where patients have tried to contact their
doctor/consultants secretary and have been unable to get through, or have not had their
calls returned. This is an escalating problem that accounts for an average of 140 calls a
month inappropriately coming to PALS that should be dealt with by Division secretaries.



Discharge Arrangements
PALS have seen an increase of 35.25% in the number of issues relating to discharge. A
third of these relate to concerns that a patient was to be prematurely discharged.



Infection Issues
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PALS have only taken 2 enquiries relating to infection issues.


Lost Property
Concerns relating to patients lost property rose by 33.25% on the previous year.



Outpatients
27.5% of all enquiries PALS dealt with related to outpatient appointments. This is an
increase of 13% on the previous year. PALS are not able to 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.



Results
PALS took 205 enquiries from patients wanting to know test results; down 15% on the
previous year when changes to the imaging system had artificially increased the number of
enquiries.



Waiting Times
Concerns about waiting times remain the same as the previous year with concerns relating
to waiting times in ED dropping by 2%.

Although the vast majority of concerns PALS handle are dealt with over the phone we have seen
an increase of 25% in the number of patients who choose to contact us via email and a similar
increase in the number of patients who come to see PALS in person. The majority of people who
use PALS are happy with the service they receive and will often make PALS their first choice if
they have further concerns/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
National Patient Surveys 2014 / 2015
In 2014/2015 the trust participated in the National Patient Surveys for


Emergency Department



Cancer



Inpatients

Emergency Department
The trust commissioned the Picker Institute to undertake the Emergency Department survey. 850
patients were surveyed. The results were published in December 2014.
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Compared to 2012 survey results we scored `significantly better` on 0 questions, `significantly
worse` on 4 questions and `no significant difference` on 28 questions.
Key findings included;
 34% response rate.
 85% of patients said that they did not feel threatened by other patients.
 72% of patients felt they did receive test results before they left the trust.
 81% of patients felt the department was fairly clean.
 65% of patients felt they were treated with respect and dignity
 The trust had worsened in waiting times from 2012 survey results.
 Patients felt there was not enough time to discuss their health/ medical condition.
 Not enough privacy when being examined or treated.
 Worse than average on care and treatment.
 Doctors and Nurses not fully explaining their condition/ treatment.
 Many patients were highly appreciative of the care they had received but felt there
was room for improvement.
An action plan is being developed as part of the Emergency Department improvement programme.
National Cancer Patient Experience survey
The 2014 National Cancer Patient Experience survey was undertaken by Quality Health who
specialise in measuring patients experiences and monitoring national progress on adult cancer
care.
Key findings from the report were;


64% of patients responded to the survey.



Respondents are now aligned to specific tumour groups to make improvements more readily
identifiable.



86% of patients related the care as excellent/ very good.



86% of patients thought they were seen as soon as necessary.



96% of patients were seen by a hospital doctor within 3 months.



99% of patients were first told they had cancer by a hospital doctor.



75% of patients were told they could bring a friend when they were first told they had cancer.



82% of patients felt they were told about the possible side effects in a way that was
understandable.



90% of patients were given written information about side effects.



92% of patients were given the name of the cancer nurse specialist in charge of their care.
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85% of patients stated that doctors did not talk in front of them as if they were not there.



99% of patients thought the GP had been given enough information about their condition and
treatment.

A cancer patient experience action plan was agreed in February 2015. This plan will be monitored
at the regular cancer team meeting and at a newly formed cancer board.
Local surveys
A number of local patient experience surveys are undertaken. The results of these surveys allow
us to target speciality or patient group specific areas for improvement. One example of a local
survey completed this year is the Cardiac Care Unit survey.
Patients were asked to give their opinion in three main areas;


Admission to cardiac care unit



Environment



Nursing/ clinical care.

84% of patients responded to the survey. The key findings were;


90% of patients felt the nursing and clinical care was satisfactory.



On admission to Cardiac Care unit 85.4% of patients were very satisfied with the introduction
and welcome however being kept up to date on their condition and being given a full
explanation of their illness could be improved.



88.6% of patients were very satisfied with the environment they were in however the need to
relax, rest and recover in a quiet environment was highlighted as an area for improvement.
Visiting is now limited to shorter periods and nurses will where possible refrain from routine
nursing tasks during rest periods.

We are able to share examples of good patient experiences but these are lost in the examples of
bad experiences our patients describe in their complaints and their contact with PALS. There is a
need to ensure our patients have increased confidence in us and that their experience of care at
our trust is a positive one.

Listening and responding to the views of patients is a fundamental part of the way in which we
improve and demonstrate change. In 2015/2016 we will focus on what matters to our patients. We
will:
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make further changes to how we capture patient feedback to ensure that we offer as many
patients as possible the opportunity to comment on our services



we will use the results of our 2014/2015 patient surveys to develop and implement robust
patient experience action plans



we will provide feedback on the progress of our action plans through regular communications
with patients



we will improve our responsiveness to complaints and monitoring of improvement actions

Performance against Key National Priorities

Monitor Regulation
Following a review from Monitor (the regulator of foundation trust health services in England) at the
end of 2010/11, the Trust was placed in significant breach of two of its terms of authorisation,
namely - the general duty to exercise its functions effectively, efficiently and economically, and its
financial governance duty. This meant that the Trust was red rated for governance risk throughout
2011/12 and 2012/13 under the authorisation regime.
Monitor introduced the licensing regime in April 2013 for all provider organisations. This meant that
the position of significant breach became one of conditions placed on the new licence. The Trust
has continued to be red rated for governance during 2013/14 and 2014/15 on this basis.
In June 2013 the Trust was announced as one of the Keogh trusts in relation to high mortality
rates. This review resulted in additional conditions being placed on the Trust’s licence with Monitor
in relation to A&E performance and quality of care.
During 2014/15, existing conditions have remained on the Trust’s licence. The Trust has worked
closely with Monitor during this financial year on its 18 month recovery plan to work towards
sustainability and removal of these conditions from April 2016.
Table 20: Monitor Risk Ratings 2014 / 15

Plan

Q1

Q2

Q3

Q4

Under the risk assessment framework
Continuity of
Services

1

1

1

1

1

Governance

Red

Red

Red

Red

Red
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The planned Continuity of Service Risk Rating (COSRR) for Q1 and Q2 in 2015/16 is 1 and 1.
Mortality
The Trust is measured using two different statistical systems and both are published nationally.
The HSMR (Hospital Standardised Mortality Ratio) and SHMI (Standardised Hospital Level
Mortality Indicator) are both higher than expected. The baseline for both measures is 100. The
figures below shows the Trusts HSMR and SHMI for the last three year
Figure 27: HSMR trend: May 2011 – December 2014

Figure 28: SHMI trend: July 2011 – June 2014

Overview of Mortality
Over the last 2 years the Trust has recognised that the biggest areas of concern have been
patients with:
-

Pneumonia
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-

Septicaemia

-

Acute Kidney Failure

-

Acute Cerebrovascular Disease

-

Chronic Obstructive Pulmonary Disease and bronchiectasis (COPD)

-

Heart Failure

Each area has a focused task group reviewing the clinical pathways, analysing data and
implementing quality improvements to improve patient experience and outcomes as referred to in
other sections within the report.
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 workforce section of the Quality Account focuses on four themes:


Staff engagement and empowerment (including Staff Survey and Staff Friends and Family).



Planning and developing the workforce.



Leadership.



Health and well-being.



Staff engagement and empowerment

The Trust executive has promoted staff engagement through a new monthly Board Briefing
process for staff, publicised ‘open door’ sessions with the Chief Executive and a ‘Walk the Floor’
initiative.

The Trust continues to focus on developing its approach to staff engagement, in particular
encouraging divisional leaders to involve their staff in decision making and to come forward with
new ways of working.

National Staff Survey

The annual Staff Survey has been undertaken on behalf of the Trust by the Picker Institute, who
issue surveys to staff via the internal postal system from September to the beginning of
December. In 2014 it was decided to undertake a sample of 820 staff to gauge the level of staff
satisfaction across the Trust. The Trust had an overall response rate of 41 percent. This provides
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statistically significant information in relation to the perceptions of our staff and the underpinning
culture and behaviours.

The survey results will be used to inform improvements in human resources plans, policies and
practices, and to further develop our work on involving and engaging our workforce. Overall the
results remain largely unchanged from 2013, with only 2 statistically significant changes out of a
possible 29 key findings. These being % staff receiving health & safety training in the last 12
months (an 18% improvement from 60% in 2013 to 78% in 2014) and % staff having equality and
diversity training in the last 12 months (an improvement of 20% from 48% in 2013 to 68% in 2014.

In comparison with other acute trusts there were 3 areas where the Trust was in the top 20% of all
acute Trusts:


Greater % of staff receiving job related training, learning or development in last 12
months



Support from immediate managers



Less % of staff feeling pressure to come to work in last 3 months when feeling
unwell

The Trust was in the lowest 20% of acute trusts in 7 areas (reduced from 10 areas in 2013). These
being:


% staff agreeing that their role makes a difference to patients



% appraisal in last 12 months



Staff working extra hours



Fairness & effectiveness of incident reporting procedures



% of staff experiencing physical violence from staff in last 12 months



% of staff experiencing harassment & bullying or abuse in last 12 months



Staff recommendation as a place to work or receive treatment.

Five top ranking scores 2014

Key factor

National Average 2014

Trust 2013

Trust 2014

KF9. Support from immediate
managers

3.73

3.74

3.65

KF6.Percentage of staff receiving
job-relevant training or development
in the last 12 months

81%

83%

81%
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(Acute Trusts)

KF20. Percentage of staff feeling
pressure in last 3 months to attend
work when feeling unwell

29%

23%

26%

3.73

3.80

3.74

n/a

60%

56%

3.51

3.61

3.60

(below national average is a
positive result)
KF4. Effective team working

KF29. Percentage of staff agreeing
that feedback from patients/service
users is used to make informed
decisions in their
directorate/department
Staff job satisfaction score (out of 5)

Bottom five ranking scores 2014

Key factor

Trust
2013

Trust 2014 National Average 2014
Acute Trusts

KF5. Percentage of staff working
extra hours

72%

77%

71%

KF24. Staff recommendation of the
trust as a place to work or receive
treatment

3.44

3.40

3.67

KF17. Percentage of staff
experiencing physical violence from
staff in the last 12 months

3%

4%

3%

KF15. Fairness and effectiveness
of incident reporting procedures

3.44

3.44

3.54

KF2. Percentage of staff agreeing
that their role makes a difference to
patients

90%

88%

91%

Division-level results have been made available to Executive Directors, Director of Operations and
Heads of Department via their Human Resources Business Partners and they are being
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encouraged to involve their staff in understanding the results and importantly shaping local
improvement plans.
Staff Friends & Family Test

NHS England launched the Friends and Family Test (FFT) for NHS staff on 1st April 2014. All
organisations providing acute, community, ambulance and mental health services were required to
implement the Staff FFT from quarter 1 of 2014/2015 (between April and June 2014). The Trust is
required to complete the FFT for staff every quarter with the exception of quarter 3 when the full
staff survey will be undertaken.
The Trust engages the Picker Institute to undertake the survey, which is carried out via an online
questionnaire with the facility to request a paper survey if required.
The questionnaire consists of two simple questions. The results for which are shown below:


How likely are you to recommend this organisation to friends and family if they
needed care or treatment?
% of people who would be
likely to recommend it

Q1
Q2


Picker Average

62%
59%

80%
79%

How likely are you to recommend this organisation to friends and family as a place
to work?
% of people who would be
likely to recommend it

Q1
Q2

Picker Average

48%
42%

65%
64%

The results have been shared and discussed at divisional meetings and at the Joint Staff
Committee. The results have also been presented at the Trust Management Committee,
Workforce Assurance Committee and reported to Trust Board. The feedback from staff
has been used to inform the workforce strategy.


Planning and developing the workforce

Our whole time equivalent staff will grow over the next year, with a particular focus on frontline
clinical staff such as nursing as part of a quality drive to improve nursing to patient staffing ratios. A
focus on rapid recruitment and streamlining of pre- employment processes is being undertaken to
reduce time of hire to start dates.
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There continues to be a focus on reducing agency spends with actions being taken both at
divisional level and centrally to improve filling of substantive roles and retention of existing staff.
Procurement have undertaken a review of the providers of agency staff to reduce variation in
quality between providers and ensure that all agencies used are on the Crown Commercial
Services Framework and are therefore compliant with quality and safety requirements.



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 continues to work within the Medway Commitment Framework launched in 2013,
outlining the leadership behaviours expected of all staff. The framework is integral to our appraisal
process. Appraisals form an important part of the culture of the organisation and staff survey
results have indicated that staff think they are well structured and they receive job relevant training,
learning or development.

The trust has focused on leadership development programmes with several programmes targeted
at different groups including Leadership Skills Programme, new Consultant Development
Programme and Organising for Quality and Value (delivered with NHS Improving Quality
[NHSIQ]). The Trust is also actively supporting staff to access a range of leadership programmes
co-ordinated by Health Education England Kent Surrey Sussex (HEKSS) and other organisations
such as the Mary Seacole and Nye Bevan leadership programmes.


Health and well-being

The Trust understands the importance of the health and well-being of its workforce. All staff have
direct access to Occupational Health services to support their health and well-being at work.
Counselling and other support services are available through Occupational Health. The Trust has
developed an action plan to respond to the recommendations in the Boorman report which reviews
the health and wellbeing of the NHS workforce. This has included exercise, weight loss schemes
and referral to physiotherapy services.
The Trust’s sickness absence rate of 4.02 percent is higher than the Trust target of 3 percent.
Work is being undertaken to support the reduction in sickness and has included the introduction of
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peer vaccinations for the Trust’s ‘flu’ vaccination programme which reached 51.9 percent of all
front line clinical staff as well as targeted management focus on long term sickness absence.

Our Approach to Quality
The Trust’s approach to quality in the last year centered on the national definition of quality as
encompassing:


Safe care



Effective care



Patient experience being at the center of care

The Quality Assurance Committee is a sub-group of the Board whose remit is to monitor and
improve care quality in the Trust. The committee is chaired by a non-executive director, who
reports monthly to the Trust Board. There are a number of committees that report to the Quality
Committee, including the Patient Safety Committee (co-chaired by the Patient Safety lead and the
Medical Director), the Patient Experience Committee (chaired by the Chief Nurse) and the Clinical
Audit Committee (chaired by the Lead for Clinical Audit). At present each clinical division monitors
itself and makes decisions about the quality of care in that directorate. The committee has
improved its clinical attendance and each division is required to attend at senior management
level.
Delivering high quality care is a strategic objective of the Board and each director has responsibility
for improving the quality of care, with the Chief Nurse and Medical Director taking the lead. The
members of the Board have continued to make quality of care visits to clinical areas throughout the
year; these have enabled the directors to engage first hand with patients and staff about patient
safety, experience and the staff experience.

Part 4 – Annex
Statement from NHS Medway Clinical Commissioning Group

Our Ref:
Your Ref:

Fifty Pembroke Court
North Road
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Chatham Maritime
Chatham
Kent ME4 4EL

15th May 2015
Dr Steve Beaumont
Chief Nurse
Medway NHS Foundation Trust
Windmill Road
Gillingham
Kent ME7 5NY

Direct Line: 01634 335135
e:mail: peter.green@nhs.net

Dear Steve
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) for consultation, please find detailed below the
MCCG statement in accordance with the National Health Service (Quality Accounts) Amendment
Regulations 2012.
NHS MCCG welcomes the 2014/15 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 at the time of
review are an accurate and honest reflection of progress made in improved service delivery and
patient outcomes and meets all national reporting requirements.
MCCG acknowledges that the data presented provides helpful coverage of progress made in many
areas of service improvement, in particular the STOMP (Stop Traumatic Oasis Morbidity Project)
campaign which was launched within the maternity department and has halved the number of
third and fourth-degree tears in childbirth from nearly 3% of births to 1.5% which is less than the
national average. The campaign won the title for ‘Best Learning and Improving’ project and was
named the event’s overall winner in the health awards organised by North Kent's three Clinical
Commissioning Groups (CCGs) as part of a day looking at how health organisations in the area
have responded to the 2013 Francis Report. On 4th November 2014 the trust signed up to the
national ‘Sign up to Safety’ campaign, whereby they committed to strengthen patient safety by
setting out the actions they will undertake to save lives and reduce harm over the next three
years. The results of this will be published on the trust’s website for staff, patients and the public.
Sign up to Safety has five pledges; putting safety first, continually learn, being honest,
collaborating and being supportive. The trust has also implemented ‘Schwartz Rounds’ to provide
a forum for staff to debrief and explore some ‘challenging’ or emotional experiences that they
have encountered when caring for patients. The aim of this is to help staff communicate better
with patients and colleagues, and support staff in dealing with the emotional pressures of the job.
Other areas to be highlighted include the Care Quality Commission (CQC) rating of ‘outstanding
practice’ for the Oliver Fisher Neonatal Intensive care Unit, and the recent provision of the
Bernard Dementia Unit. NHS Medway CCG would also like to mention the positive progress made
within the Emergency Department (ED) following the CQC ratings, in particular; the new paediatric
ED unit and the improvements in handover and initial assessment on arrival at ED.
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2014/15 has been a challenging period for the Trust; particularly in relation to the findings of the
CQC inspections to ED and Surgery in which the Trust was given an overall rating of ‘inadequate’.
The inadequate rating resulted in the Trust having additional conditions on their legal registration
with the CQC imposed during August 2014; specifically to ensure that staffs working in the ED
were aware of all patients present in the department, this helped to enhance the safety of the
department.
Workforce issues such as high vacancy rates, staff turnover and sickness rates remain a key quality
and safety concern. The Trust focus has recently been on developing its approach to staff
engagement and the recruitment and retention of workforce.
MFT continues to be an outlier nationally within the Hospital Standardised Mortality Ratio (HSMR)
and Standardised Hospital Mortality Index (SHMI) published mortality data. Mortality reduction
has been identified as one of the quality priorities for 2015/16; the trust has identified specific
focus areas and set up task groups for each of these working on improvements.
The trust has increased their response rate to the national ‘Friends and Family Test’ which asks
patients using inpatient or ED services how likely they are to recommend the trust to their family
and friends. Despite the increase in responses, the trust has one of the lowest ‘would
recommend’ rates nationally. The trust is aware that listening and responding to the views of
patients is a fundamental way in which they will improve and can demonstrate change. The trust
plan to use the results of patient surveys, comments, complaints and feedback, to develop and
implement change during 2015/16.
MCCG acknowledges and supports the priorities for 2015/16 detailed within the Quality Account
around Patient Safety, Patient Experience and Clinical Effectiveness.
NHS MCCG look forward to continuing to work closely with the Chief Nurse, Medical Director 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

Dr Peter Green
Chief Clinical Officer
Medway Clinical Commissioning Group

Geoffrey Wheat
Chief Nurse
North Kent Clinical Commissioning Group

Statement from Healthwatch Medway

Statement from Healthwatch Medway regarding Medway NHS Foundation Trust Quality
Account 2014-2015
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Healthwatch Medway is the ‘independent consumer champion’ for Medway residents who use local
Health & Social Care services.Our comments are based upon feedback that we have received in
relation to MFT. Whilst the feedback we receive contains both positive and negative experiences,
there is a general sense from members of the public and patients of appreciation of MFT’s work
within the community.

Healthwatch Medway welcomes the introduction of Schwartz Rounds and the identification that
‘staff experience (How staff are treated by MFT) affects patient care’. Healthwatch welcomes any
initiatives, some already in place, that improve staff morale, working conditions and development
for example - Staff survey, ‘open door’ sessions with the Chief Executive and a walk the floor
initiative. Healthwatch Medway welcomes that MFT will focus on permanent staff recruitment
during this year as feedback to us regarding permanent staff has been much more positive than
feedback regarding agency staff. Feedback on clinic/appointment cancellations has often identified
staff shortage as the root cause.
Healthwatch Medway welcomes the new Children’s emergency department which opened just
before Christmas, feedback has been extremely positive regarding this move. Healthwatch
Medway welcomes the expansion of volunteers to include Floorwalker Guides. Navigation of the
hospital can be stressful and thus immediately the experience has become a negative one,
however Healthwatch has witnessed and listened to many occasions where these volunteers are
visibly assisting patients to the correct areas or departments and reducing their stress.
Healthwatch Medway welcomes MFT’s commitment to gaining patient feedback whilst appreciating
that the CQIN response target is externally imposed, feedback we have received describes texting
or ‘agents’ calling as excessive. The paper survey for completion on the day of discharge has not
generated as much negative feedback as the calls & text messages, but generally there appears to
be a sense of patients feeling that too much feedback is being sought from a variety of sources.

Statement from Health and Adult Social Care Overview and Scrutiny

Throughout 2014/2015 the Committee has been concerned by the findings of the CQC inspections
and that the HSMR has remained significantly high. As a consequence the senior management of
the trust have been requested to attend the committee on four occasions. Throughout the year
MFT have informed the Committee of the development of their plans to tackle the significant
challenges faced by the Trust, giving the Committee the opportunity to scrutinise the plans and
their implementation:
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6 August 2014 – the Acting Chief Executive was in attendance to discuss the initial
scrutiny of the action plan arising from the response to the Care Quality Commission (CQC)
inspection which had rated the hospital as inadequate. The Acting Chief Executive
highlighted the five core actions underway to address key issues and areas of risk,
principally relating to Accident and Emergency. At that meeting the Healthwatch Medway
representative put forward a comprehensive written submission to the Committee providing
an overview of Healthwatch Medway activity during 2013-2014 in relation to understanding
the patient/consumer experience with the hospital. During that same meeting the
Committee were pleased to hear of the enhanced partnership working across Medway and
Swale which showed a shared commitment to improving flow across the system. They also
noted the buddy arrangements that were in place between the hospital and the University
Hospital Birmingham.



30 September 2014 – the Acting Chief Executive and the Chair of the Trust attended. The
Chair set out her vision for the Trust and explained the initial 18 month plan, the three year
plan and 5 year plan which she felt would bring about stability. The Regional Director from
Monitor also attended the meeting and stated he had absolute confidence in the Chair and
Acting Chief Executive and in their ability to bring about change but emphasised that
progress would be slow as it was a complex situation. In response to a question about how
best the Committee could scrutinise the hospital he urged Members to concentrate on
general progress rather than pointing out specific single issues.



11 December 2014 – the Acting Chief Executive, Chair of the Trust and the Chief
Operating Officer were all in attendance while the Committee scrutinised the findings of the
unannounced CQC inspection which had been published on 26 November 2014. The
Chair outlined the main findings of the inspection and the Chief Operating Officer described
in detail the measures put in place in response. Some concern was expressed about the
numerous action plans produced by the Trust since it had gone into special measures
which they felt led to some staff struggling to know what was expected of them. The
Committee decided, following concerns about the absence of funding for the A&E dept, to
write to the appropriate body seeking urgent action to release the funding (this was not
necessary in the event as the money was released to the Trust shortly after the meeting).
The Committee raised the topic of engagement with patients and the public around the
action plan and encouraged the hospital to link with Healthwatch Medway to ensure that
this happened.
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27 January 2015 – the Acting Chief Executive attended to discuss the three topics of focus
for the meeting which were:

 An update on the outcome of the 9 December Care Quality Commission inspection visit
 Information on winter pressures and measures in place to deal with these
 An overview of the current position on delayed discharges from the Council’s perspective

In response to a request the Acting Chief Executive undertook to share the Implementation
Plan with the Committee to enable them to monitor progress.
An invitation to the Trust for the new Chief Executive to attend the next meeting of the Committee
provisionally set for 23 June 2015 has been accepted.
General points and specific comments on the Quality Account:


The Committee has been encouraged to hear of the closer working across the health and
social care sector in relation to the Better Care Fund which should help alleviate pressure
on hospital admissions.



In relation to the aims set out in the Quality Account, based on previous Committee
questioning, the Health and Adult Social Care Overview and Scrutiny Committee Members
are likely to be very interested to hear about the plans for improving patient safety and
patient experience, reducing mortality (this has been an ongoing concern of the Committee)
and improved data collection and record-keeping across the hospital. The Committee
would welcome hearing more about the detail of the plans and will be scrutinising their
impact over the next year.



The Committee will be interested to know how the recommendations from the
Parliamentary and Health Service Ombudsman have been implemented.



The report highlights that whilst the elective length of stay (LOS) has decreased,
emergency re-admissions have increased both within the categories of within 7 days of
discharge, and within 28 days of discharge. The Committee notes that MFT has set a
target to reduce emergency readmissions by 10% by the end of 2015/2016.



The Quality Account reports that MFT had 50 complaints around discharge, and the
majority of these relate to timeliness and appropriateness. The PALs (Patient Advice and
Liaison Service) has also reported a 32.25% increase in the number of issues relating to
discharge arrangements with a third of these relating to premature discharge. In the light of
this the Committee will want to be assured that the work which will be undertaken by MFT
in conjunction with Council officers and the Clinical Commissioning Group to review and
strengthen discharge planning arrangements with a view to maintaining low levels of
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delayed transfers of care but also to improve the experience of Medway citizens in this
important area in a way that ensures a reduction in the re-admission rates.

Statement of directors’ responsibilities in respect of the quality report
The directors are required under the Health Act 2009 and the National Health Service (Quality
Accounts) Regulations 2010 to prepare Quality Accounts for each financial year.
Monitor has issued guidance to NHS foundation trust boards on the form and content of annual
quality reports (which incorporate the above legal requirements) and on the arrangements that
foundation trust boards should put in place to support the data quality for the preparation of the
quality report.
In preparing the quality report, directors are required to take steps to satisfy themselves that:


The content of the quality report meets the requirements set out in the NHS Foundation
Trust Annual Reporting Manual 2014 / 15.



The content of the Quality Report is not inconsistent with internal and external sources of
information including:

-

Board minutes and papers for the period April 2014 – June 2015

-

Papers relating to Quality reported to the Board over the period April 2014 to June 2015

-

Feedback from the Medway Clinical Commissioners Group dated 15 May 2015

-

Feedback from governors dated 22 April 2015

-

Feedback from Health and Adult Social Care Overview & Scrutiny Committee received

h

12 May 2015.
-

Feedback from Health watch dated 15 May 2015.

-

The trust’s complaints report published under regulation 18 of the Local Authority Social
Services and NHS Complaints Regulations 2009, dated 6 May 2014

-

The latest national patient survey 22 May 2015

-

The latest national staff survey was dated 10th February 2015

-

The Head of Internal Audit’s annual opinion over the Trust’s control environment dated
### 2014.

-

The intelligent monitoring CQC reports dated July 2014 and December 2014



The Quality Report presents a balanced picture of the NHS foundation trust’s performance
over the period covered.



The performance information reported in the Quality Report is reliable and accurate.
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There are proper internal controls over the collection and reporting of the measures of
performance included in the Quality Report, and these controls are subject to review to
confirm that they are working effectively in practice.



The data underpinning the measures of performance reported in the Quality Report is
robust and reliable, conforms to specified data quality standards and prescribed definitions,
is subject to appropriate scrutiny and review and, the Quality Report has been prepared in
accordance with Monitor’s annual reporting guidance (which incorporates the Quality
Accounts regulations) (published at www.monitor-nhsft.gov.uk/annualreportingmanual) as
well as the standards to support data quality for the preparation of the Quality Report
(available at www.monitor-nhsft.gov.uk/annualreportingmanual)).

The directors confirm to the best of their knowledge and belief they have complied with the above
requirements in preparing the Quality Report.
By order of the Board.
NB: sign and date in any colour ink except black

………………………..... Date ………………………………………………………….Chairman

………………………….Date ……………………………………………………Acting Chief Executive

Appendices

Appendix A
Participation in National Clinical Audits and National Confidential
Enquiries in 2014/15
(a) National Clinical Audits & Registries
Applicable
to MFT

% cases
submitted

Adult Community Acquired Pneumonia



Ongoing

Intensive Care National Audit & Research Centre Case Mix Programme



100%

National Emergency Laparotomy Audit



98%

National Clinical Audits & Registries
ACUTE

National Joint Registry
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National Clinical Audits & Registries

Applicable
to MFT

% cases
submitted



Hips



93%



Knees



92%



Shoulders



73%



Elbows



58%



Ankles

N/A

N/A



0%



39%

Pleural Procedures [1]
Trauma Audit & Research Network

[2]

BLOOD & TRANSPLANT
National Comparative Audit of Blood Transfusion Programme


Patient information and consent



54%



Transfusion in children and adults with sickle cell disease



100%

National Bowel Cancer Audit Programme



22%

National Head and Neck Cancer Audit



100%

National Lung Cancer Audit



89%

National Oesophago-Gastric Cancer Audit



54%

National Prostate Cancer Audit



100%



100%

N/A

N/A



100%

N/A

N/A



100%



U



53%

N/A

N/A

CANCER

HEART
Cardiac Rhythm Management National Audit
Congenital Heart Disease Audit
Myocardial Ischaemia National Audit Project
National Adult Cardiac Surgery Audit
National Audit of Percutaneous Coronary Intervention
National Cardiac Arrest Audit

[3]

National Heart Failure Audit [4]
National Pulmonary Hypertension Audit
National Vascular Registry


Abdominal aortic aneurysm repair



100%



National carotid endarterectomy audit



100%



Peripheral arterial disease



Ongoing

N/A

N/A

LONG-TERM CONDITIONS
Chronic Kidney Disease in Primary Care
National Chronic Obstructive Pulmonary Disease Audit Programme:
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National Clinical Audits & Registries


Pulmonary rehabilitation



Secondary care workstream

National Clinical Audit of Rheumatoid and Early Inflammatory Arthritis

Applicable
to MFT

% cases
submitted

N/A

N/A



95%



45%

National Diabetes Audit Programme - Adults


National Diabetes Audit



0%



National Diabetes Footcare Audit



Ongoing



National Pregnancy in Diabetes Audit



100%

National Paediatric Diabetes Audit



100%

UK Inflammatory Bowel Disease Audit: Biologics



40%

N/A

N/A



100%

N/A

N/A

Falls and Fragility Fractures Audit: National Hip Fracture Database



98%

Older People (Care in Emergency Departments)



100%

Sentinel Stroke National Audit Programme [5]



80-90%+

Epilepsy12 Audit (Childhood Epilepsy)



100%

Initial Management of the Fitting Child (Care in Emergency Departments)



100%

National Neonatal Audit Programme



100%

N/A

N/A



0%

UK Renal Registry
MENTAL HEALTH
Mental Health (Care in Emergency Departments)
Prescribing Observatory for Mental Health
OLDER PEOPLE

WOMEN’S & CHILDREN’S HEALTH

Paediatric Intensive Care Audit Network
OTHER
National Audit of Intermediate Care
Patient Reported Outcome Measures (PROMs) [6]


Groin hernia surgery



52%



Hip replacement



100%



Knee replacement



100%



Varicose vein surgery



10%

N/A

N/A

Ulnar Neuropathy at Elbow (UNE) testing standards

Key to abbreviations: MFT, Medway NHS Foundation Trust; N/A, not applicable; U, unknown.
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[1]

Pleural Procedures: Although Medway did not participate in the national audit, a local audit of

chest drain procedures was undertaken in 2014-15. The Trust will repeat the national audit using
the British Thoracic Society audit tool in 2015-16.
[2]

Trauma Audit & Research Network: Appointment of a dedicated data clerk is under way to

improve data submission in 2015-16.
[3]

National Cardiac Arrest Audit: There are quarterly deadlines for data submission and

validation for the NCCA. By the end of March 2015, data submission should have been completed
for Quarters 1 to 3; the Trust entered 90 cases for this period. All emergency calls are logged by
the Trust, but these include non-cardiac emergencies so cannot be used to judge case submission
rate. A participation rate has therefore not been given. The Trust is investigating using its Datix
(incident reporting) system to record all cardiac arrests leading to resuscitation team attendance.
[4]

National Heart Failure Audit: The Trust only started to participate in November 2013, part-way

through the auditable period (April 2013 to March 2014). In fact, 100% of cases were submitted for
the last 5 months of the audit year.
[5]

National Diabetes Audit: not applicable

[6]

Sentinel Stroke National Audit Programme: The audit publishes case ascertainment on a

quarterly basis. For data submitted in 2014-15, two quarters had an average case ascertainment
of 80-89% and one quarter, 90%+.
[7]

Patient Reported Outcome Measures (PROMs): Patients having the reported surgery are

asked to take part in a survey about their health and quality of life before their operation, and about
their health and the effectiveness of the operation afterwards. Trusts are responsible only for the
giving out of pre-operative questionnaires. Participation is voluntary, so patients are free to decline
if they wish. Data provided is based on completed pre-operative questionnaires reported in the
most recent public PROMs report (provisional data for April to September 2014).
http://www.hscic.gov.uk/proms

(b) National Confidential Enquiries (Clinical Outcome Review Programmes)
National Confidential Enquiries

% cases
submitted

MFT

National Confidential Enquiry into Patient Outcome & Death


Gastrointestinal haemorrhage



100%



Sepsis



100%



Acute pancreatitis



Ongoing



100%

N/A

N/A

Maternal & Newborn Clinical Outcome Review (MBRRACE-UK)
National Confidential Inquiry into Suicide and Homicide
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Appendix B
National Clinical Audits: Actions planned or taken to improve quality of healthcare
The reports of 18 national clinical audits were reviewed in 2014-15. Actions linked to some of these
have already been discussed earlier in this document: for example, a rapid response system for
diagnosis and treatment of stroke patients and the enhanced recovery orthopaedic programme, for
the benefit of hip fracture patients. Further examples of the actions the Trust has taken or intends
to take to improve the quality of the healthcare we provide are as follows:


A new transport incubator system for pre-term infants is to be put in place



An infant feeding coordinator has been appointed to support new mothers with breastfeeding



Patients attending A&E with an asthma attack now have a follow-up clinic appointment within
48 to 72 hours



Peak flow meters are to be made readily available for older children (over-7s) admitted with
acute asthma



Asthma UK’s leaflet Your Asthma Action Plan is now being used for asthmatic inpatients and in
outpatient clinics



Standardised follow-up arrangements are being put in place for known epileptic patients
coming to A&E with a new seizure



An additional diabetes consultant has been appointed to care for diabetic patients in hospital



A doctor in A&E is to be allocated to all sepsis priority cases to make sure an initial assessment
takes place within 15 minutes of arrival



An intensive care consultant and an ENT surgeon are to lead weekly ward rounds to review all
tracheostomy inpatients wherever they are in the hospital



Routine input by a consultant geriatrician is now being provided for elderly emergency
laparotomy patients on surgical wards



A second cardiology devices consultant has been appointed to increase local service provision
for patients needing pacemaker or other cardiac implants

Appendix C
Local Clinical Audits: Actions planned or taken to improve quality of healthcare
The reports of around 100 local clinical audits were reviewed in 2014-15. Audit was used to gauge
the effectiveness of many of the Trust priority initiatives discussed earlier in this Quality Account,
for example, the Enhancing Quality and Patient Safety programmes.
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Audit played its part in the Maternity Department’s STOMP (Stop Traumatic OASIS Morbidity
Project) campaign, which won the North Kent commissioners’ prestigious “Mainstreaming Frances”
Award for Best Learning and Improving Project. The Maternity Department has carried out regular
audit on incidence of perineal tears and noticed that some first-time mothers were suffering more
third-degree tears than expected, a finding echoed in a worldwide increase. The changes they
made are described by the Consultant Midwife: “We know that slow delivery of the head and
shoulders can reduce perineal trauma. We are recommending therefore – a slow and steady
delivery is best. We also want to get the birthing woman off the bed, avoiding lithotomy and a semirecumbent position. And we are asking all our midwives to provide the coaching and support that
women want, and need in labour – emotional, informational, physical and advocacy.”

The STOMP campaign, which involved workshops, posters and staff engagement, has resulted in
a sustained fall in the number of third- and fourth-degree perineal tears at delivery from nearly 3%
to 1.5%, and significantly improved the birth experience of many women.

Further examples of the local audit actions the Trust has taken or intends to take to improve the
quality of the healthcare we provide are as follows:


All doctors and nurses are being issued with stamps bearing their name and registration
number to improve clinical record-keeping



NHS Protect medicine security assessments are being used to ensure stored medicines
are safe and well organised



Continuing the fight against antibiotic resistance, the Pharmacy team had a stall in the
hospital reception on European Antibiotic Awareness Day, talking to staff and patients
about safe and effective use of antibiotics



Special absorbent material is to be provided in all anaesthetic rooms for safe disposal of
unused controlled drugs contained in syringes



Points for PACS images transfer in trauma theatres are to be checked and repaired



All midwives new to the Midwifery Led Unit are made aware of Medway’s “Fresh Eyes
approach” (whereby care of a woman in labour is reviewed at least 4-hourly by a second
midwife to make sure that nothing unusual has been missed)



Staff are to be asked to bring in toys for children on the Sunderland Day Case Unit



Patients on the Cardiac Catheter Suite will be asked on arrival if they have any problems
with needle puncture and offered local anaesthetic cream



A service review of the Fracture Clinic is being undertaken to improve waiting times



The Rapid Access Chest Pain Clinic are going to provide British Heart Foundation
information leaflets for their patients
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Glossary
Abbreviation
ACEI
ACS
AECC
AKI
AMU
BTS
CAP
CCG
CCSM
CDiff
cfDNA
CHKS
COSRR
COPD
CQC
CQUINS
CRB
CUSUM
CVS
DC
ED
EDN
ERP
EQ
EQR
FCEs
FFT
FRR
FTE
HIV
HRG
HSCIS
HSMR
HTA
IA
IAC
IGT
IOFM
IPCT
KPIs
KSS AHSN
LCL
LOS
LV
LWL
MCH
MFT
MINAP
MRSA

Full Name
Ace Inhibitors
Appropriate Care Scores
Ambulatory Emergency Care Centre
Acute Kidney Injury
Acute Medical Unit
British Thoracic Society
Community Acquired Pneumonia
Clinical Commissioning Group
Clinical Coding Service Manager
Clostridium difficile
Cystic fibrosis DNA
Comparative Health Knowledge System
Continuity of Service Risk Rating
Chronic Obstructive Pulmonary Disease
Care Quality Commission
Commissioning for Quality and Innovation
Criminal Records Bureau
Cumulative sum control chart (CUSUM)
Choronic Vilus Sampling
Day Case
Emergency Department
Electronic Discharge Notification
Enhanced Recovery Pathway
Enhancing quality
Enhancing Quality and Recovery
Finished Consultant Episodes
Family Friends Test
Financial Risk Rating
Full Time Equivalent
Human Immunological Virus
Health Resource Group
Health & Social Care Information Centre
Hospital Standardised Mortality Rate
Human Tissue Authority
Internal Audit
Integrated Audit Committee
Information Governance Toolkit
Intra Operative Fluid Management
Infection Prevention and Control Team
Key Performance Indicators
Kent Surrey & Sussex Academic Health Science Network
Lower Control Limit
Length of Stay
Left Ventricular
Lower Warning Limit
Medway Community Health
Medway NHS Foundation Trust
Myocardial Infarction National Audit
Methicillin Resistant Staphylococcus Aureus
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MSA
NEWS
NIHR
NPSA
NRLS
NOF
NPS
OPD
PALS
PAS
PLACE
POCU
PROMS
RCA
RTT
SAU
SBAR
SHMI
SI
SIRS
SMR
SSNAP
SUI
SUS
TOCC
U&Es
UCL
UNE
UWL
VTE
WHO
YTD

Mixed Sex Accommodation
National Early Warning System
National Institute for Health Research
National Patient Safety Agency
National Reporting Learning System
Neck of Femur
Net Promoter Score
Outpatients Department
Patient Advice Liaison Service
Patient Administration System
Patient Led Assessment Care Environment
Pre - operative care unit
Patient Reported Outcome Measures
Root Cause Analysis
Return to Treat
Surgical Admission Unit
Situation Background Assessment and Recommendation
Standard Hospital Mortality Rate
Serious Incident
Systemic Inflammatory Response Syndrome
Standard Mortality Rate
Stroke Sentinel National Audit Programme
Serious Untoward Incident
Secondary Users Service
Transfer of Care Concern
Urea and Electrolytes
Upper Control Limit
Ulnar Neuropathy of Elbow
Upper Warning Limit
Venous thrombo-embolism
World Health Organisation
Year to Date
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