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Trust Objectives
1.	We will deliver safe, effective care with an excellent patient experience in the most
appropriate environment
2. We will attract, retain and develop a first class workforce
3. We will manage our resources prudently, efficiently and effectively
4. In partnership, we will provide integrated care for the community
5.	We will provide high quality information and technology to support the delivery
of care
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We will deliver safe, effective care with an excellent patient experience in the
most appropriate environment.

1.1 Statement on quality from the Chairman
2015-16 has been a year of challenge and change.
In May 2015, we were delighted to welcome Lesley Dwyer as our new chief executive. Lesley has
brought a new perspective and dynamism to the organisation, and together with her executive
team, she has put in place a number of initiatives designed to transform the care and service
provided by the hospital.
The Care Quality Commission’s January 2016 report, based on their inspection of the hospital in
August 2015, was a watershed moment for the Trust. We were again rated as inadequate, as we
had expected. There were already a range of improvement plans in place, however it was clear
that we needed to accelerate our drive to improve the quality and safety of patient care throughout
the hospital.
Since then, we have made a concerted effort to enhance patients’ experience in our emergency
department, reduce waiting times, improve cleanliness, and get patients home quicker. The
accelerated drive is starting to lead to improved performance but there remains a long way to go.
2015-16 has also seen an important rebuilding of relationships with our partners across Kent and
Medway. Working in partnership is crucial if we are to improve the quality of care we provide to the
local population. I am pleased at the support we have received from so many partners in the year
just gone and am struck by their near universal willingness for us to succeed in turning around the
hospital.
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My thanks go on behalf of the Board to all of our staff and volunteers for the tireless work they do,
day in, day out, to provide the best care for our patients.
I look forward to continuing to work with our patients, members, governors, staff, external partners
and others who take an interest in our work and the services we provide as we continue to strive to
deliver the high quality care our patients deserve.

Shena Winning
Chairman
Medway NHS Foundation Trust

“Very dedicated staff”
Inpatient FFT feedback - April 2015

1.2 Statement on quality from the Chief Executive
I am coming to the end of my first year here at Medway and am delighted to have had such a warm
welcome to the Trust.
The quality of the care we provide to our patients is our absolutely paramount priority. I am pleased
to say that we have seen some significant improvements during the course of the year, but there is
still a huge amount to do.
One of my first priorities in becoming chief executive was to put in place the right leadership and
clinical governance structures. Over the second half of 2015, we replaced the old divisional
structure with three new directorates. To ensure that clinicians sit at the heart of the leadership of
the organisation, we have appointed 12 new excellent clinical directors, most of whom have been
promoted from within, and created a clinical council of our senior doctors and nurses to steer the
clinical strategy of the organisation. The quality of leadership has undergone a step change as a
result of this reorganisation and we are already seeing the results of this through improvements in
the quality of care across the Trust.
Probably the biggest challenge we face is the pressure on our Emergency Department. The
Department was built to accommodate around 45,000 each year but now handles over 100,000
people, with well over 300 people arriving at the department each day. The result is that it is
impossible for us to avoid patients having to wait in corridors. We are part of the way through a
major refurbishment which will help to alleviate the pressure we face - a new minor injuries area
opened in the autumn. However, the new physical environment has to be accompanied by
changes in the way the department operates, and I am pleased that we have brought in a new
management team, a new triage process to ensure that patients are seen within 15 minutes of
arrival and a number of other changes, and we expect to see this generating tangible
improvements early in 2016/17.
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The pressure on the Emergency Department and the hospital more widely can only be alleviated
with the help of our healthcare partners in helping to ensure that only patients who really need to
come to hospital, do so, and to facilitate the efficient discharge of patients who are ready to go
home. We are also pleased to be one of the 28 Trusts across England receiving assistance from
the national Emergency Care Improvement Programme; this has been valuable in supporting the
improvements we are seeking to make.
The publication of the Care Quality Commission’s report into the Trust in January 2016 was a
difficult time for us but it was also constructive. It gave us the impetus to accelerate all the
programmes of change we had been putting in place across the hospital and seek to do something
different from the way Medway had operated in the past. The plan we have in place is focused on
improving patient safety and care, recruiting more permanent colleagues to reduce our
dependency on agency, reducing waiting times and deepening our partnerships.
In the last three months of 2015-16, since the report was published, we have made some real
strides forward. Our new medical model, under which patients can expect a more consistent
standard of care, shorter lengths of stay in the Emergency Department and the hospital as a
whole, was launched in March and is bedding in well. Waiting times are improving and we are now
meeting our two week cancer targets, having been some way out in the autumn. Mortality rates,
which were one of the key factors behind our original move into special measures, are also coming
down.
I would like to pay tribute to the work of our women and children’s department for being a beacon
of excellence in the Trust. Our children’s department had been well regarded for many years, but
our maternity department was rated as inadequate by the Care Quality Commission (CQC) in
2013. After an enormous amount of effort and hard work by everyone in the team to turn the
department around, they were rated as “good” when the CQC were here last summer. They
showed that improvement and change is possible and they are an inspiration for the rest of the
hospital to follow.
There is still a huge amount to do and I am very clear that we are not nearly where we need to be.
But I am optimistic that we are moving in the right direction, after many years in which the Trust
has suffered from poor leadership and governance, which has impacted on our care for patients.
So, as we enter into 2016-17, I would like to thank all of those who work in the hospital for the
service they provide to our patients and our community and the dedication and commitment they
have continued to show throughout the challenging year just gone.
The information contained within this document is, to the best of my knowledge, accurate.

Lesley Dwyer
Chief Executive
Medway NHS Foundation Trust

“I was treated with respect and could not have been looked after better”
Inpatient FFT feedback - April 2015
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Statement on Quality
Priorities for improvement and statements of assurance from the Board

2.1 Quality Narrative
Since April 2010, all NHS Foundation Trusts have been required to publish an annual Quality
Account as part of the move to ensure an open and transparent approach to making public
information about the quality of the services they provide. This report therefore forms the Quality
Account for 2015/16, on the quality of healthcare provided by Medway NHS Foundation Trust
(MFT) and patients, members of the public and our Trust colleagues are invited to use this report to
evaluate the quality of care we provide.
The focus of this quality account is on how we take assurance that the services we provide are
safe, effective and enable our patients, their relatives and carers to have a positive experience of
care. This section outlines some of those processes and the results. It also looks forward over the
next financial year 2016/17 and explains clearly which 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.
This report also contains other areas for improvement which the Trust would like to concentrate on
improving the quality of.
Readers are asked to note that the figures reported are correct at the time of reporting.
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Our Approach to Quality
The Trust’s approach to quality in the last year centred on the Quality Strategy.

Quality Strategy: Our aims 2015/16
Zero Harm

Excellent Care

●● Reduce prescribing errors from April 2015 baseline

● Improve the reported support for carers and patients living with
Dementia

●● Reduce avoidable grade 2 pressure ulcers from 1.4/1000
bed days to 0.7

● Improve the response and quality of our responses to
complaints
● Increase the number of nutritional assessments from
60% to >85%

●● Zero grade 3 and 4 pressure ulcers
●● 90% discharge notes completed within 24 hours
and sent to GPs

● Increase the number positive scores on the
PLACE assessment for food and hydration to >85%
● R
 educe the number of cancelled Out patient
department appointments by >10%

●● Zero Never Events

● Improve Friends and Family ‘likely to
recommend’ our A&E scores to >85%
by April 2016

●● Zero MRSA & CDiff infections
●● Reduce the severity of patient incidents

Best Standards

Supporting Staff

●● Reduce LOS by minimum of 5 days by
April 2016
●● Reduce the number of Caesarean to less
than 23% by April 2016
●● Increase the % of utilisation of day case
surgery by 20% April 2016
●● Reducing no-admission rates within 30 days
●● Reducing weekend mortality rates from 119
(SHMI) by April 2016
●● Reduce our mortality to national average for HSMR by
April 2016
●● Reduce avoidable mortality for septicaemia, pneumonia and
heart failure incidents

● R
 educe vacancy rates and improve
retention
● C
 ommit to ensure our visions and values
are followed by all
● Increasing training and development
opportunities aligned to PDR reviews
● Improving safety culture from Ward to Board
● Providing the best technology
● Provide business partners to all divisions
● Share and support staff in learning from incidents

It has been a year of significant change for the Trust. Our approach to quality is influenced and will
be delivered through the following developments:

People – key new appointments to lead the Quality Strategy
●● CEO and leadership team now established
●● Improved clinical engagement through recruitment of twelve new clinical directors, clinical
leadership development
●● New Patient Safety Team

Structure – new organisational structure introduced
●● New organisation structure creates accountability for recovery at clinical/operational levels
●● Performance, incident management and clinical governance frameworks introduced
●● New Programme Management Office being mobilised to ensure delivery of accelerated
change, effect greater control, co-ordination and accountability and to provide confidence in
successful and sustainable delivery

“Although there are severe staffing issues,
staff have been supportive and caring”
Outpatient FFT feedback - December 2015
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Cultural change
●● Patient and family centred focused improvement agenda
●● Significant engagement with, and learning from, the best through buddying agreement with
Guy’s and St Thomas’
Commitments for quality improvement include:
●● Modernising our Emergency Department
●● Improving patient care by minimising the number of different doctors that patients see
●● Accelerating our recruitment drive to bring in the right people with the right skills
●● Continuing to improve corporate and clinical governance, to support both safe and high
quality patient care and a productive working culture for staff
●● Improving care for patients with cancer
●● Working closely with our healthcare partners to ensure patients receive the right care in the
community

“[Our nurse] was amazing and got me through a tough labour.
She was so supportive and a credit to the hospital”
Maternity FFT feedback - August 2015
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Looking forward: Priorities for improvement 2015/16
The process for developing the priorities for 2016/17 has included input and suggestions from
Commissioners, clinical and non-clinical staff, executive and non-executive directors, There were
public meetings held in January 2016 which involved the Council of Governors and Foundation
Trust members.
The views of the above groups and our current analysis on areas for improvement were taken in to
account and the following priorities have been set for the 2016/17 financial year.

Table 1: Looking Forward – 2016/17 priorities

PATIENT SAFETY
Standard

Current
Performance

South Regional Tripartite Expectations for
Improvement

Expectation of
delivery

1a: Meeting national access targets as set out in the South Eastern Tripartite
expectations for improvement

A&E

RTT

84.79% of
patients
seen within
four hours of
arrival
(2015/16)

Currently not
reporting

All trusts performing above 95% maintain that level
through 2016/17

N/A

All trusts below 89% achieve at least 89% by the end of
September 2016

Continue to monitor
performance

Develop bespoke trajectories for all remaining trusts
which, as a minimum, deliver a 3% improvement on
2015/16 Q2 performance in each month from the end of
September 2016 until such time that the standard is met.

Continue to monitor
performance

All Trusts performing above 93% to at least maintain
2015/16 level of performance through 2016/17

N/A

Trusts delivering between 92 and 93% to deliver an
improvement exceeding 93% by the end of September
2016

N/A

The operating standard for all providers is 92% and any
deviation below this must be specifically agreed with the
provider regulator and commissioners

Continue to monitor
performance

Where there are known capacity problems it is the commissioners responsibility to secure enough capacity to
achieve the 92% standard

N/A

Where there are over 52 week waiters, develop trajectories to eliminate all over 52 week waiters as soon as
possible and by no later than March 2017.

Continue to monitor
performance

All Trusts performing above 85% to at least maintain that
level through 2016/17
62 Day
Cancer

Diagnostic
6 week
waiting
times

78.98%
(2015/16)

88.85%
(Mar 2016)

N/A

Develop bespoke trajectories for all remaining trusts
which as a minimum deliver 85% by the end of
September 2016. Note - where there are over 104 day
waiters, trajectories should include the elimination of
these long waiters.

Continue to monitor
performance

All Trusts performing 1% or below to at least maintain
that level through 2016/17

Continue to monitor
performance

Develop bespoke trajectories for all remaining trusts
which as a minimum delivers 1% or below by the end of
September 2016

Continue to monitor
performance
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1b: Continue to improve mortality rates in septicaemia
Current Performance
Expectation of delivery

Linked to Recovery programme

SHMI 115
(as at Dec 2015)

To be within benchmarked limits
by March 2017

Deteriorating Patient
Medical Model
Emergency Pathway

HSMR 106
(as at March 2015)

Reduction on March 2015
baseline to =< 100

Deteriorating Patient
Medical Model
Emergency Pathway

1c: Learning from Serious Incidents
Current performance
Expectation of delivery
Trust-wide learning events as
of March 2015

Increased number of Learning
Events both at Trust &
Directorate level

20% SI relate to deteriorating
patient

Reduction of serious incidents
relating to deteriorating patient

2: PATIENT EXPERIENCE
Expectation of delivery
Current performance

Linked to recovery programme
Deteriorating Patient

Linked to recovery programme

Action plan developed to
improve End of Life care
pathway management

100% achievement against
action plan

Deteriorating Patient

ED Friends and family test
response to recommend
currently 80.4% (Mar 2015)

85% or above by March 2017

Emergency Pathway
Medical Model

Current performance for
Mental Capacity Act (MCA)
and Deprivation of Liberty
(DoLs) (Safeguarding) is
measured by development of
an improvement plan

100% of actions in improvement
plan completed by March 2017

Nursing Strategy: Improving care for
vulnerable patients

3: CLINICAL EFFECTIVENESS
Current performance
Expectation of delivery

Linked to recovery programme

Non Elective Length of Stay
(NELOS) for patients over 65yr
as of March 2016 is 9.36 days

Reduction on 2015/16 whole
year average of 10.07%

Medical Model
Emergency Pathway

Non-elective readmissions
within 28 days currently at
10.25% (Mar 2015)

Reduction on 2015/16 whole
year average of 11.99%

Medical Model
Emergency Pathway

Number of in-hospital cardiac
arrests 15 per month

10% reduction on April 2016
baseline of 15

Deteriorating patient

“Quick treatment after initial slow registration”
A&E FFT feedback - August 2015

11

Quality Account 2015/16

Statement on Quality
REASONS WHY WE CHOSE THESE AREAS OF FOCUS
PATIENT SAFETY
Priority PS.1:
Although we have improved mortality rates in sepsis they are still above the national average and
we therefore need to continue with this improvement to ensure all patients are provided with the
correct diagnosis and treatment for infections.

Executive Lead:
Medical Director and Director of Nursing

Current position
The current position for the HSMR is:
●● Sepsis – 100.05

Actions to be taken to achieve goal
●● Implement the deteriorating patient programme
●● Introduce medical model and emergency pathway
●● Ensure clinicians review and implement changes following mortality reviews
●● Work with clinicians to ensure we have accurate data

How will progress be monitored?
‘The Trust will also monitor the crude death rate to ensure that it is reducing’.
The Trust reviews the mortality data published by Dr Foster Intelligence (a provider of healthcare
variation analysis and clinical benchmarking solutions) and the Health and Social Care Information
Centre (HSCIC) on a monthly basis and internal investigations are initiated with both clinical and
clinical coding involvement where there are particular diagnoses or procedure groups of concern.
For diagnosis groups that are seen to be persistent outliers focused multi-disciplinary task groups
have been introduced to review clinical pathways, analyse data and implement quality
improvements to improve both patient outcomes and patient experience. Data quality work will be
carried out to ensure that the data being submitted for secondary uses is correct and will neither
under or over inflate the mortality crude figures or HSMR.

“Helpful staff... They did their best”
Inpatient FFT feedback - November 2015
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Priority PS.2:
The CQC report of January 2016 identified that the Trust does not show much evidence of learning
from safety incidents. The Trust therefore needs to provide evidence of learning from serious
incidents and from that learning, reduce the likelihood of further harm to patients.

Executive Lead:
Chief Quality Officer

Current position
A new serious incident framework is in place that includes monitoring and support for staff
throughout the investigation process and increased scrutiny of reports prior to closure. All serious
incident investigation outcomes are collated into themes and lessons learned shared via a
communication strategy and learning sessions. Evidence of implementation of actions is also
monitored via the newly formed serious incident monitoring group.

Actions to be taken to achieve goal
●● Increase number of reports being conducted by clinical directors
●● Utilise grand rounds and other appropriate forums to share lessons learned
●● Hold twice yearly trust wide learning conference
●● Utilise the Nursing Quality Forum to share learning at every meeting

How will progress be monitored?
●● Via the DATIX incident reporting system
●● Evidence of implementation from serious incident monitoring group
●● Cultural survey results

13

Quality Account 2015/16

Statement on Quality
Priority PS.3:
Compliance with the NHS constitutional standards for access waiting times (emergency four hours,
cancer and diagnostic waits and treatments)

Executive Lead:
Directors of Clinical Operations

Current position
As at March 2016 the Trust is failing to see patients waiting for care in the timescales set out by
national standards. In the Emergency Department over 30% of patients currently wait over four
hours to see a clinician. This is unacceptable. We have also seen many patients waiting too long to
have an initial assessment then their follow up treatment across many specialities. Although we
have worked hard to ensure patients who are referred with suspected cancer diagnosis are seen
within two weeks, we still have many patients waiting too long to be seen and treated. It is critical
that the Trust resolves this issue.
An external audit undertaken by Deloitte reported the following issues with the A&E performance
indicator:
●● The Trust does not retain an audit trail for adjustments made following the validation of
apparent breaches.
●● Documentation is not always available to evidence the rationale for amending individual
A&E attendance durations.
●● Conflicting information between supporting documentation and Trust
Waiting times in A&E remain under continuous scrutiny and on-going validation by Trust
management. Going forward further validation and analysis of performance will be undertaken to
inform the Trust’s position and data quality issues identified and addressed.
Training will be drawn up on the appropriate use of Symphony to ensure accurate recording of
clock starts and stops.

Actions to be taken to achieve goal
●● Introduction of the medical model and emergency pathways via Programme Management
Office (PMO) work streams to improve performance against A&E targets
●● Working across the health community to ensure appropriate admissions and timely
discharges via national Emergency Care Improvement Programme (ECIP)
●● Referral to treatment work-stream within recovery plan that includes all aspects of systems,
processes and pathway management and data quality to ensure we are more efficient at
making sure patients are seen and treated in a timely way.

How will progress be monitored?
Through a range of governance committees which report into the executive committee and Board
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PATIENT EXPERIENCE
Priority PE.1:
Improvement in end of life care management to ensure patients who are at the end of their life are
treated with respect, dignity and the correct treatment at all times.

Executive Lead:
Director of Nursing

Current position
We know the care given to patients who are at the end of life requires improvement. The families of
our deceased patients provide feedback through satisfaction surveys and we know our staff
members are caring but we need to improve the way we involve patients and carers in decisions
about their end of life care. We also need to improve the experience families have when they
return to the hospital to complete administration processes following the death of their loved one.

Actions to be taken to achieve goal
An end of life care improvement plan will set out the actions the Trust will be taking to improve the
care of our patients at the end of their life, and their families. These actions will include ensuring
we are providing care in accordance with national best practice guidelines and improved
documentation to support the delivery of high standards of care.

How will progress be monitored?
The end of life care improvement plan will be monitored at the Trust’s End of Life Steering Group.
Progress will be reported to the internal Quality Improvement Group and up to the Trust Quality
Assurance Committee (a sub-committee of the Board) and full Board itself.

Priority PE.2:
Continue to improve Friends & Family Test (FFT) ‘likely to recommend’ response in the Emergency
Department (ED).

Executive Lead:
Director of Nursing

Current position
The current FFT score for the ED is 72.28%, against a national standard of over 85%. We are
therefore currently not meeting this target. Our patients tell us they are waiting too long to be seen,
that some staff have a poor attitude and that we do not always keep patients updated about their
care and treatment.
This clearly needs to be a continued focus area for the Trust; a point confirmed by the CQC in their
report in January 2016.
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Actions to be taken to achieve goal
We have an Emergency Department improvement plan in place; this has been running since
September 2015 and has seen some successes, however we need to improve further.
The ED improvement plan, developed in September 2015, will continue to be delivered and small
staff groups are being set up to focus on particular areas for improvement.

How will progress be monitored?
The ED improvement plan has outcome measures
These will be monitored locally at ED performance / team meetings. Progress will be reported at
the Directorate Performance Review meetings and the Trust Patient Experience Group and via
PMO reporting framework.

Priority PE.3:
Improve the assessment and Mental Capacity Act (MCA) and Deprivation of Liberty Safeguards
(DoLS) status of patients to ensure we are aware of their issues and can treat patients
appropriately.

Executive Lead:
Director of Nursing

Current position
Mandatory safeguarding training provides staff with an understanding of the MCA, Mental Capacity
Assessment and DoLs.
Staff compliance with mandatory training is lower than we would want to achieve.
We know staff awareness and understanding of MCA and DOLS assessment is inconsistent across
the Trust.

Actions to be taken to achieve goal
The content of mandatory safeguarding training will be reviewed to provide greater clarity about the
requirements of MCA and DoLS. Additional resources to support practice and decision-making will
be made available in all clinical areas. A new process for submission of DoLS applications and
monitoring outcomes will be implemented. The Trust Safeguarding team will undertake regular
visits to all clinical areas to provide support with decision-making and to monitor adherence to
policies and protocols.

How will progress be monitored?
The number of DOLS applications will continue to be reported monthly and monitored to the Board
through an Integrated Quality Performance Report. We will begin to report on the outcome of
DOLS applications. This will be an indicator of staff understanding and the appropriateness of the
applications. The Trust Safeguarding team will undertake regular MCA and DOLS audits to monitor
compliance with policies and protocols and staff understanding.
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CLINICAL EFFECTIVENESS
Priority CE.1:
Optimising patient pathways, including reducing Non Elective Length of Stay (LoS), is important to
ensure that patients do not stay in hospital longer than is needed.

Executive Lead:
Medical Director

Current position
Length of Stay in the Trust is currently high, especially for those in the 65+ age bracket. We have
seen some improvement in discharging patients more quickly but we are still not doing well
compared to other Trusts.

Actions to be taken to achieve goal
The Trust will focus on improving the discharge of patients by working with external organisations
to ensure that discharge can happen safely, quickly and effectively where appropriate.

How will progress be monitored?
Their length of stay will continue to be reported to the Board report and will be monitored through
the recovery plan reports. Issues affecting this target will be reported through the PMO to the
executive for guidance where it becomes absolutely necessary.

Priority CE.2:
Reduce Readmissions within 28 days to ensure patients are discharged safely and that their care
in the community is appropriate to ensure they do not have to come back to hospital unless
necessary.

Executive Lead:
Medical Director

Current position
The current position for non-elective re-admissions is 10.25% as at March 2016. This is measured
internally only currently (where a patient attends the Trust and returns to the Trust).

Actions to be taken to achieve goal
●● Implementation of the medical model
●● Implementation of the emergency pathway
●● Continue to work with Emergency Care Improvement Programme (ECIP) to ensure that the
home to assess and management of discharge process are implemented to best practice
guidelines
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Looking back over the data that is available from Methods Stethoscope (currently up to June 2015)
our re-admission rate, for those patients that are readmitted within 30 days of discharge has come
down since June 2015 to March 2016 to the current performance. The below, show the
readmissions from both a non-elective and elective admission compared to the national average.

How will progress be monitored?
Progress will be monitored via the ED action plan, the PMO work programme and via the quality
and performance Board reporting framework.

Priority CE.3:
Reducing the number of in-hospital cardiac arrests

Executive Lead:
Medical Director/Director of Nursing

Current Position:
There are currently 15 cardiac arrests on average per month among people who are already
receiving treatment within the hospital. Only 22% of these people survive and are discharged.
Investigations into each cardiac arrest identify how and why it happened will be carried out and
lessons that can be learnt from those cases will be shared across the Trust.

How will progress be monitored?
The resuscitation team will continue to provide data which will be seen at the Trust’s dedicated
internal mortality and morbidity group and as part of the Deteriorating patient project report, as well
as an indicator on the monthly Integrated Quality and Performance report to the Board report.

“Now children have been separated from adult A&E
it’s not so frightening”
A&E FFT feedback - November 2015
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2.2 Statement of Assurance of the Board
Review of Services
During April 2015 to March 2016, Medway NHS Foundation Trust provided and / or subcontracted
51 NHS Services for Medicine, Surgery, Women & Children’s and Clinical Support services
(Clinical Services has now been merged across the other directorates). The Medway NHS
Foundation 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 2015/16 represents 100 percent of the
total income generated from the provision of NHS Services by the Trust for 2015/16.

Participation in Clinical Audits 2015/16
During 2015/16, 34 national clinical audits and 6 national confidential enquiries covered topics
relevant to health services that Medway NHS Foundation Trust provides.
During that period, Medway NHS Foundation Trust participated in 97% of the national clinical
audits and 100% of the national confidential enquiries and national confidential enquiries in which it
was eligible to participate.
The national clinical audits and national confidential enquiries that Medway NHS Foundation Trust
was eligible to participate in during April 2015 to March 2016 are as detailed in Table 2
Table 2: Eligible audits in which the Trust participated
Audits relevant to services Percentage of audits
provided by the Trust
participated in
National Clinical Audits

34 97% (33/34)
Percentage of cases
submitted

National Confidential Enquiries
National Confidential Enquiries into
Patient Outcome and Death (NCEPOD)
●● Mental Health in General Hospitals

60% (study still open)
100% (5/5)
100% (4/4)
100% (5/5)

●● Acute Pancreatitis
●● Sepsis
●● Gastrointestinal haemorrhage
Confidential Enquiries into Maternal and
Child Health

1

100%

The national clinical audits and national confidential enquiries that Medway NHS Foundation Trust
participated in, and for which data collection was complete during 2015/16, are listed below
alongside 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.
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The reports of 21 national clinical audits were reviewed by the provider in 2015/16 and Medway
NHS Foundation Trust intends to take the following actions to improve the quality of the healthcare
provided is listed in Table 3

Table 3: Detailed audit participation

Title

Eligible Participation

% Case
submission
in 2015-16

Report
Published
2015 - 16

Report
Reviewed

Actions to
Improve
quality of care
Comments

Acute
Case Mix
Programme (CMP)

Yes

Yes

100%

No

Report
not yet
published

Not applicable

Emergency Use of
Oxygen

Yes

Yes

100%

No

Report
not yet
published

Not applicable

Major Trauma Audit

Yes

Yes

54.4%
(participation
rate to Dec
2015)

Yes

No

National
Complicated
Diverticulitis Audit
(CAD)
Acute surgical
services

Yes

Yes

Awaiting
confirmation
of %

No

No
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Title
National
Emergency
Laparotomy Audit
(NELA)

Eligible Participation
Yes

Yes

% Case
submission
in 2015-16
100%

21

Report
Published
2015 - 16
Yes

Report
Reviewed
Yes

Actions to
Improve
quality of care
Comments
Sepsis clinical tool
kit in place
Boarding card in
place to reinforce
message
P-Possum scoring
of all emergency
laparotomy
patients now
compulsory
CEPOD
(Emergency
theatre list)
days are staffed
by Specialty,
Associate
Specialist and
Staff Grade (SAS)
grades
Establish Code
Laparotomy
Sepsis Action
Group established
Clinical tool kit in
place – Sepsis
card, sepsis 6 care
bundle
Teaching &
awareness
P-Possum scoring
for all patients
Emergency
laparotomy
collaborative
(ELC) stickers
on World Health
Organisation
check list for time
out and sign out
to remind all of the
need to complete
the National
Emergency
Laparotomy Audit
(NELA) data and P
Possum scoring
Monthly ELC
meetings chaired
by SH to review
all streams of
NELA and quality
improvement (QI)
project ELC do
occur
Monthly
presentation of
NELA and ELC
at Anaesthetic
Governance/audit
meeting

Quality Account 2015/16

Statement on Quality

Title
National Joint
Registry (NJR)
Knee replacement

Eligible Participation

% Case
submission
in 2015-16

Report
Published
2015 - 16

Report
Reviewed

Yes

Yes

58%

Yes

Yes

Medway has
submitted revised
data to the NJR
for 2015, which
will improve the
submission rate.

Yes

NA

Did not take
place in

NA

NA

Not applicable

No

NA

Not applicable

Hip replacement
Non-Invasive
Ventilation - Adults

Actions to
Improve
quality of care
Comments

2015-16

Blood & Transplant
National
Comparative
Audit of Blood
Transfusion
programme
Use of blood in
haematology

Yes

Yes

100%
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Title
National
Comparative
Audit of Blood
Transfusion
programme
Audit of Patient
Blood Management
in Scheduled
Surgery

Eligible Participation
Yes

Yes

% Case
submission
in 2015-16
100%

Report
Published
2015 - 16
Yes

Report
Reviewed
Yes

Actions to
Improve
quality of care
Comments
The pre-operative
pathway will
be examined
to assess the
feasibility of
carrying out the
pre-assessment
earlier in the
pathway
Surgeons and
anaesthetists to
be made aware
that tranexamic
acid should be
considered for
all patients with
likely or possible
blood loss of
>500mls (National
institute of Clinical
Excellence
(NICE) guidelines,
2015).
Guidelines to be
updated to reflect
NICE guidance
(NG24) published
in December
2015.
Trust wide audit
against NICE
blood transfusion
guideline
undertaken in
January 2016;
results to be
disseminated
Trust-Wide.

Cancer
Bowel Cancer
(NBOCAP)

Yes

Yes

Data
collection
ongoing until
April 2016

Yes

Yes

National Clinical
Audit Facilitator
to regularly
validate data
for uploading to
ensure maximum
participation.
Continue to
participate in
the National
Emergency
Laparotomy Audit
in conjunction with
NBOCAP.
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Statement on Quality

Title

Eligible Participation

% Case
submission
in 2015-16

Report
Published
2015 - 16

Report
Reviewed

Actions to
Improve
quality of care
Comments

National Lung
Cancer Audit
(NLCA)
Lung Cancer
Consultant
Outcomes
Publication

Yes

Yes

100%

Yes

Yes

National Prostate
Cancer Audit

Yes

Yes

> 100%

Yes

Yes

Benchmarking
report completed.
Awaiting action
plan.

Oesophago-gastric
Cancer (NAOGC)

Yes

Yes

97%

Yes

Yes

Medway is not the
treatment centre
for oesgophagogastric cancer
and therefore no
actions.

Acute Coronary
Syndrome or
Acute Myocardial
Infarction (MINAP)

Yes

Yes

100%

No

NA

Not applicable.

Adult Cardiac
Surgery

NA

NA

NA

NA

NA

Not applicable

Cardiac Rhythm
Management
(CRM)

Yes

Yes

100%

No

NA

Not applicable

Coronary
Angioplasty/
National Audit of
Percutaneous
Coronary
Interventions (PCI)

Yes

Yes

100%

No

NA

Not applicable

National Cardiac
Arrest Audit
(NCAA)

Yes

Yes

100%

Yes

Yes

Quarterly reports
reviewed through
the Resuscitation
Committee.

National Heart
Failure (HF) Audit

Yes

Yes

100%

Yes

Yes

Weekly HF ward
round to improve
cardiology input
for these patients

Heart

Improved bed
management to
get HF patients to
cardiology ward
National Vascular
Registry

Yes

Yes

99%
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Yes

Yes

Organisational
results indicate
that Medway
patients receive
care in line with
guidelines.
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Statement on Quality

Title

Eligible Participation

% Case
submission
in 2015-16

Report
Published
2015 - 16

Report
Reviewed

Actions to
Improve
quality of care
Comments

Congenital Heart
Disease (CHD)
Paediatric

NA

NA

NA

NA

NA

Not applicable

Congenital Heart
Disease (CHD)
Adult

NA

NA

NA

NA

NA

Not applicable

Adult Asthma

Yes

Did not take
place in 201516

NA

NA

NA

Not applicable

Diabetes
(Paediatric)
(NPDA)

Yes

Yes

100%

No report
published
2015/16

NA

Not applicable

Inflammatory
Bowel Disease
(IBD) programme
Uk IBD Registry

Yes

Yes

100%

Yes

Yes

All patients to
have Harvey
Bradshaw Index
done pretreatment.

Long Term Conditions

Await next round
of audit data
before making
generalised
management
changes as
follow up data
only available for
small numbers
of patients at
present (4 pts for
3/12 follow-up’s
(F/U), 3 pts for
12/12 F/U).
National Chronic
Obstructive
Pulmonary Disease
(COPD) Audit
programme
Pulmonary
rehabilitation

NA

NA

NA

NA

NA

Not applicable

National Chronic
Obstructive
Pulmonary Disease
(COPD) Audit
programme
Secondary Care

Yes

NA

Did not take
place in

No

NA

Not applicable

National Diabetes
Audit – Adults
National Footcare
Audit

Yes

Yes

100%

Report
planned for
Mar 2016

NA

Not applicable

National Diabetes
Audit - Adults
National Inpatient
Audit

Yes

Yes

100%

No

NA

Not applicable

2015-16

Report
planned for
Jun 2016
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Statement on Quality

Title

Eligible Participation

% Case
submission
in 2015-16

Report
Published
2015 - 16

Report
Reviewed

Actions to
Improve
quality of care
Comments

National Diabetes
Audit - Adults
National Pregnancy
in Diabetes Audit

Yes

Yes

93%

Yes

Yes

Liaise with
Diabetes Nurse
Specialists in
the Community
to discuss the
current preconceptual care
system. Potential
for staff training if
required.

National Diabetes
Audit - Adults
National Diabetes
Transition

NA

NA

NA

New
project.
No report
published
2015/16

NA

Not applicable

National Diabetes
Audit - Adults
National Core

Yes

No

NA

NA

NA

Did not participate

Renal Replacement
Therapy (Renal
Registry)

NA

NA

NA

NA

NA

Not applicable

Rheumatoid and
Early Inflammatory
Arthritis

Yes

Yes

100%

Yes

No

Report to be
benchmarked

UK Parkinson’s
Audit

Yes

Yes

100%

Report
planned for
Mar 2016

NA

Not applicable

Chronic Kidney
Disease in primary
care

NA

NA

NA

NA

NA

Not applicable

Mental Health
Clinical Outcome
Review
Programme
Suicide in children
and young people
(CYP)

NA

NA

NA

NA

NA

Not applicable

Mental Health
Clinical Outcome
Review
Programme
Suicide, Homicide
& Sudden
Unexplained Death

NA

NA

NA

NA

NA

Not applicable

Clinician/Patient
Baseline
Clinician/Patient
Follow-up

Mental Health
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Statement on Quality

Title

Eligible Participation

Mental Health
Clinical Outcome
Review
Programme
The management
and risk of patients
with personality
disorder prior
to suicide and
homicide

NA

% Case
submission
in 2015-16

Report
Published
2015 - 16

Report
Reviewed

Actions to
Improve
quality of care
Comments

NA

NA

NA

NA

Not applicable

National Confidential Enquires
Child Health
Clinical Outcome
Review
Programme
Chronic
Neurodisability

Yes

Data collection
commences in
Spring 2016

NA

New
project.
No report
published
2015/16

NA

Not applicable

Child Health
Clinical Outcome
Review
Programme
Young People’s
Mental Health

Yes

Yes

NA

Report
expected

NA

Not applicable

Medical and
Surgical Clinical
Outcome Review
Programme
Acute Pancreatitis

Yes

NA

No data
collection in
2015

NA

Not applicable

Medical and
Surgical Clinical
Outcome Review
Programme
Physical and
mental health care
of mental health
patients in acute
hospitals

Yes

Yes

60% (data
collection
ongoing for
2015-16)

NA

Not applicable

Yes

Yes

Data
collection
ongoing

NA

Not applicable

Autumn/
Winter
2017
Planned
July 2016

Older People
Falls and Fragility
Fractures Audit
programme
(FFFAP)
Fracture Liaison
Service Database

No

“Doctor was late by half hour, [when] you’re given a time,
you should be seen on that time”
Outpatients FFT feedback - April 2015
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Title
Falls and Fragility
Fractures Audit
programme
(FFFAP)
Inpatient Falls

Eligible Participation
Yes

Yes

% Case
submission
in 2015-16
100%

Report
Published
2015 - 16
Yes

Report
Reviewed
Yes

Actions to
Improve
quality of care
Comments
Re-establish
falls steering
Group and
Multidisciplinary
working group
Review other
related hospital
policies to ensure
falls prevention is
mentioned
Disseminate
delirium pathway
Audit bed rail use

Falls and Fragility
Fractures Audit
programme
(FFFAP)
National Hip
Fracture Database

Yes

Yes

100%

Yes

Yes

Develop
pathways allowing
direct and rapid
transfer from ED
to ward.

Sentinel Stroke
National Audit
programme
(SSNAP)
SSNAP Clinical
Audit

Yes

Yes

100%

Yes

Yes

Quarterly Reports
reviewed regularly
by the Stroke
Working Group.

Elective Surgery
(National PROMs
Programme)

Yes

Yes

78.3%

Yes

Yes

The results were
favourable for
Medway patients.

National Audit of
Intermediate Care

NA

NA

NA

NA

NA

Not applicable

National
Ophthalmology
Audit
Adult Cataract
surgery

NA

NA

NA

NA

NA

Not applicable

UK Cystic Fibrosis
Registry
Paediatric

NA

NA

NA

NA

NA

Not applicable

UK Cystic Fibrosis
Registry
Adult

NA

NA

NA

NA

NA

Not applicable

Yes

100%

Yes

Yes

No action
required

The results were
favourable for
Medway patients.

Other

Women’s & Children Health
Maternal, Newborn
and Infant Clinical
Outcome Review
Programme
Perinatal Mortality
Surveillance

Yes
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Statement on Quality

Title

Eligible Participation

% Case
submission
in 2015-16

Report
Published
2015 - 16

Report
Reviewed

Actions to
Improve
quality of care
Comments

Maternal, Newborn
and Infant Clinical
Outcome Review
Programme
Perinatal mortality
and morbidity
confidential
enquiries (term
intrapartum related
neonatal deaths)

Yes

Yes

100%

Yes

Yes

No action
required

Maternal, Newborn
and Infant Clinical
Outcome Review
Programme
Maternal morbidity
and mortality
confidential
enquiries (cardiac
(plus cardiac
morbidity) early
pregnancy deaths
and pre-eclampsia,
plus psychiatric
morbidity)

Yes

Yes

100%

Yes

Yes

No action
required

Maternal, Newborn
and Infant Clinical
Outcome Review
Programme
Maternal mortality
surveillance

Yes

Yes

100%

Yes

Yes

No action
required
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Title
Neonatal Intensive
and Special Care
(NNAP)

Eligible Participation
Yes

Yes

% Case
submission
in 2015-16
100%

Report
Published
2015 - 16
Yes

Report
Reviewed
Yes

Actions to
Improve
quality of care
Comments
Purchase
new transport
incubator
system to move
premature babies
from labour ward
to Neonatal
Intensive Care
Unit.
Staff awareness
drive emphasising
the importance
of thermos
regulation.
Report all
hypothermic
babies less
than 29 weeks
gestation via
Datix.
Initiate Quality
Improvement
Project and Infant
Feeding Working
Group.
Add breast
feeding module to
e-learning.
Run feeding
support study day
for nursing staff.

Paediatric Asthma

Yes

Yes

24%

No

NA

Not applicable

Paediatric Intensive
Care (PICANet)

NA

NA

NA

NA

NA

Not applicable

Paediatric
Pneumonia

Yes

NA

No data
collection in
2015

NA

NA

Not applicable

“Nurses and doctors were very helpful and answered all my questions.
They were always concerned about my well-being. I felt safe and well
cared for at all times. Thank you”
Daycase FFT feedback - October 2015
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Statement on Quality
Review of Local Clinical Audits
The Medway NHS Foundation Trust reviewed the reports of 62 local clinical audits in 2015/16 and
the Trust intends to take the following action to improve the quality of healthcare provided
Table 4: Local audit participation
Department

Audit Title

Action to improve Quality of care

Anaesthetics

National Audit Project (NAP) 5:
Accidental awareness during
general anaesthesia (AAGA)

Update patient pre-op information sheets regarding
GA and sedation Amend WHO checklist to include
AC-WHO
Develop link with Psychiatrist with a special interest
in Post-Traumatic Stress Disorder (PTSD)
Develop NAP5 awareness support pathway
Acquire more peripheral nerve stimulators
Consider using propofol Target Controlled Infusion
(TCI) vs Total Intravenous Anaesthesia (TIVA) for
transfers and the need for routine muscle paralysis
Consider using DOA for all those at risk of AAGA
Keep clear records including those for transfers

Anaesthetics

Anaesthetic: Paediatric patient
satisfaction survey (re-audit)

No actions required

Anaesthetics

Diabetes: Perioperative
GP communication regarding quality of referrals
management of adults with diabetes
Incorporate pre-op diabetes management plan in
undergoing surgery
safer sleep
Establish pre-op diabetes focus groups
Develop and establish peri-op diabetes guidelines
Re-audit

Anaesthetics

Fluid administration in women
during labour with an epidural

Set up use of infusion machines

Anaesthetics

Quality outcomes in anaesthesia
(NICE CG65: Perioperative
hypothermia)

Continuous use of Enflow, BairHugger and
temperature monitoring

Anaesthetics

Post dural puncture headache audit New guidelines for managing Post Dural Puncture
Headache (PDPH)

Anaesthetics

Regional techniques for surgery for
fracture neck of femur patients

Aim to set up formal research study to evaluate use
of isobaric levobupivicaine vs hyperbaric bupivacaine
for spinal anaesthesia in patients undergoing surgery
fixation of proximal femoral fractures

Anaesthetics

Preoperative fasting re -audit

Update preoperatively fasting instructions for patients
Develop and implement a plan to identify and
manage patients in high risk of excessive fasting
Implement intervention bundle for management of
excessive thirst – POCU and surgical wards
Review use of carbohydrate drinks
Include fasting times to Galaxy operating theatre
management system
Update fasting policy

Anaesthetics

WHO surgical safety checklist

Re audit to include day surgery and obstetric theatres
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Statement on Quality
Department

Audit Title

Action to improve Quality of care

Anaesthetics

Inadvertent perioperative
hypothermia in obstetric patients
undergoing caesarean section
and assisted delivery (NICE
CG65 Inadvertent perioperative
hypothermia)

Discuss the results and raise the issue at the
obstetric management meeting
Ensure incident forms are completed
Re-audit – including review of incident data

Acute Medicine Acute Kidney Injury (AKI) - Re-Audit Foundation Trainee Teaching to be implemented
- based on NICE CG169
Arrange teaching for AMU staff
Design and implement the use of AKI cards
Offer training sessions in Primary Care to raise
awareness
Revise pathway and policy
Revise medication toolkit
Develop AKI reporting system in pathology
Acute
Paediatrics

Paediatric Elective Hypoglycaemia
Testing

New guideline to indicate inclusion criteria for testing
and advice regarding interim management and follow
up until diagnosis is made
Re- Audit

Acute
Paediatrics

Review of Paediatric Surgical
Reviews for Abdominal Pain

Discussion with the clinical lead for surgery

Acute
Paediatrics

Patient & Relative Satisfaction
Survey in Paediatric Surgery - reaudit

No current actions in place, to repeat cycle 2016/17.

Breast

Audit of breast reconstruction in
patients (immediate and delayed)
using Acellular Dermal Matrix

No actions required

Breast

Breast cancer patient satisfaction
survey

No actions required

Cancer
Services

MacMillan Social Worker telephone No actions required
service/brief contact patient
satisfaction

Cancer
Services

Neutropenic sepsis: Antibiotics door For discussion at Acute Oncology Meeting
to needle time – Re-Audit
Acute Oncology team to look at pre-printed packs
with prescriptions
Ongoing training of nurses to use venous access
devices

Cardiology

Cardiology

Assessment of stroke risk and
documentation of anticoagulant
discussion in patients with newly
diagnosed atrial fibrillation

Pharmacy to roll out an educational plan for
consultants and junior doctors.

Rapid access chest pain clinic
patient satisfaction survey

Use British Heart Foundation information leaflets

Initiate use of a New Oral Anticoagulant (NOAC)
sticker in notes – This could be mandatory for use in
the drug chart for all patients with AF.
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Statement on Quality
Department

Audit Title

Action to improve Quality of care

Cardiorespiratory

Respiratory and Sleep Department
Patient Survey Re-audit

Car Parking- Review letters to ensure that it is clear
that car parking can be a problem and to allow extra
time
Suggest patient park and ride be put in place
Timely Appointments - Review reasons for this by
keeping a log. Usual reason it is felt is the late arrival
of the previous patient or hospital Transport (4% of
patients)
Patient Information - Continue to push for being
moved to a more appropriate location so not
scattered around the hospital, to avoid patients being
misdirected
Evening and Weekend Appointments - 14%
of patients would prefer evening/Weekend
appointments. Monitor this by asking again in the
next audit.

Care of the
Elderly

Admissions from Nursing Homes

Discuss findings of audit in Frailty Project Meeting

Care of the
Elderly

The effect of the Integrated
Work closely with the Community on the Front Door
Discharge Team on length of stay in Frailty Project via the Frailty Pathway
Elderly Care

Care of the
Elderly

Antibiotic Prescribing - Re audit

Re-emphasise the Trust Antibiotic Guidelines to
Junior doctors

Care of the
Elderly

Constipation in Adults

Trial implementing a toileting care plan
Develop document on how to use laxatives.
Amend stool chart to state that if bowels have not
opened for ≥ three days the medical team should be
alerted.

Critical Care

Administration time for antibiotics in Simulation Training for Juniors
sepsis
Foundation Doctor Training
Laminated Sepsis Cards to be widely distributed

Diabetes/
Endocrinology

Diabetic Keto-Acidosis (DKA) (NICE Incorporate the national guidelines with the MMH
CG15)
trust guidelines
Change the IV insulin regime from VR-III to FR-III
based on patients weight
Use 10% Dextrose instead of 5% in the management
of DKA
Raise awareness and improve understanding of the
DKA protocols

“I was treated with care and dignity. I don’t think you can ask for
anymore. Contrary to public [opinion], I consider my treatment was
more than adequate, especially taking into account the staffing levels.
I consider ALL the medical staff deserve their fantastic efforts to be
recognised.”
Inpatient FFT feedback - August 2015
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Department

Audit Title

Action to improve Quality of care

Emergency
Department

Procedural Sedation in the
Emergency Department

Bay 5 in Resus to be dedicated Sedation Bay, fitted
with aide memoirs and sedation document packs
Introduce the Royal College of Emergency Medicine
(RCEM) Procedural Sedation form
Introduce a logbook in Resus to capture all sedations
and progression to intubation
Develop ED sedation checklist to meet RCEM
standards
Develop sedation documentation relating to children
Adult Procedural Sedation simulation training
Survey Resus staff to assess knowledge and levels
of confidence in difficult airways scenarios
Training and awareness drive

Emergency
Department

Management of Asthma in the
Emergency Department (re-audit)

Highlight importance of completing recently revised
asthma proforma at ED Governance Day
Add peak flow prompt checkbox to navigation sheet
Present report to nursing team leaders to address
decreased level of administration of therapy and
need for timely observations

Endoscopy

Endoscopy: Nurse-led patient
experience survey (re-audit)

Ensure smooth running of the endoscopy lists,
interruptions to operators to be kept at a minimum,

ENT

Study of utilisation of ENT treatment All patients should be seen on the day of referral
room resource
Foreign bodies i.e. tone, tissue, cotton bud to be
booked for planned removal

ENT

Does the time of day (thyroid
No actions required
surgery performed at the end of
the operating list) of thyroid surgery
affect outcome?

Gastroenterology

Decompensated cirrhosis care
bundle pathway

Print off checklist with information and inform AMU
clerking team
Place a poster in Doctor’s Office

General
Surgery

Compliance of consenting
procedure for circumcision (British
association of urological surgeons
(BUAS) guidance)

Consenting guidance posters in key areas

General
Surgery

Pain management post
appendectomy

Junior doctors handbook to be updated

Agreement on complications to be discussed and
consented for

Contact anaesthetic audit lead to educate
anaesthetists on post-operative prescribing.
Addition of a nausea score on the Trust Adult
Observation chart to aid with pre-emptive prescription
of anti-emetics in order to prevent retching/vomiting
Pre-operative education on pain relief
Post-operative education on availability of pain relief
Combination of Non-Steroidal anti-inflammatory
drugs (NSAIDS) along with paracetamol and opioid
analgesics during the short post-operative period to
optimize pain relief whilst preventing side effects of
NSAIDS.
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Statement on Quality
Department

Audit Title

Action to improve Quality of care

Gynaecology

Emergency Gynaecological
Admissions

New Gynaecology Assessment Unit (GAU)
Review and discuss need for O&G clerking proforma
Re-audit waiting times for patients attending GAU,
use of chaperone, quality of documentation

Gynaecology

Informed Consent for Elective
Consultant led discussion on feasibility of introduction
Gynaecological Surgeries - Re-audit of procedure specific consent forms (i.e. incorporate
Royal College of Obstetricians and Gynaecology
(RCOG) consent form into our regular consent form)
for selected procedures.
If procedure specific consent forms cannot be
introduced, then update current patient information
leaflets to reflect RCOG procedure specific consent
forms.

Imaging

Patient waiting times in the Breast
Care Unit

Decide on an acceptable waiting times for the unit
Educate all staff groups on the audit findings and
develop strategies for reducing the current level of
waiting times
Undertake further audit of waiting times only for the
Wire localisation unit to obtain statistically relevant
data

Neonatology

Renal Outcome Audit

Audit of culture positive UTIs In antenatal diagnosed
abnormalities.
Review timing of post-natal ultrasound (USS) scans

Obstetrics

Blood Transfusion at Childbirth

Continuous education to junior doctors at induction

Obstetrics

VTE Prophylaxis Prescribing among Disseminate the guideline
Peri Partum Patients (NICE CG92
Educate Registrars + Senior House Officer’s (SHO’s)
Venous Thromboembolism)
at induction meeting

Orthodontics

Audit awareness and compliance
with post bond up instructions

Every patient provided with a leaflet with most
important information about oral hygiene
Remind patients every other appointment about oral
hygiene
Give disclosing tablets to patients at the beginning of
treatment to establish oral hygiene

Pathology

An audit into reporting of blood
transfusion reactions in Medway
Maritime Hospital

Redesign Transfusion Reaction form

Pharmacy

Audit of the use of enteral syringes Communicate to wards that staff segregate oral/
and feeding systems within the trust enteral syringes from IV syringes.
(NPSA alert 19)
Oral/enteral syringes on paediatric wards need to
be reviewed to ensure suitable and if not correct
syringes to be ordered.
Nursing staff require education about administration
using oral/enteral syringes and enteral feeding
systems.
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Statement on Quality
Department

Audit Title

Pharmacy

48 hour antimicrobial review (Policy: Each ward consultant was sent the results of the
Antimicrobial Stewardship Policy)
audit and responses invited on specific areas of
discordance with the antibiotic

Action to improve Quality of care

Audit highlighted the role of the nursing and ward
pharmacists in reminding doctors of the need for a 48
hour review as per policy
Ad hoc ward visits by the Director on Infection
Prevention & Control (DIPC) and Consultant
Microbiologists to support the junior doctors in
undertaking patient reviews
Radiology

Image Quality of Plain Abdominal
Radiography

Spread awareness about the criteria for producing
optimal abdominal radiographs as per 2006 ACR
guidelines.

Radiology

Ionizing Radiation (Medical
Remind Mammographers of the need to evidence
Exposure) Regulations (2000): Four their patient identification checks
Point Check Audit: QI

Respiratory
Medicine

Hospital Acquired Pneumonia (HAP) Hospital Acquired Pneumonia bundle developed,
including:
Diagnosis of Hospital Acquired
Pneumonia
- Information leaflet for patient
- Oral hygiene pack
- HAP cards (credit card sized advice cards)

Respiratory
Medicine

Lung Cancer Support Service
Evaluation Re-audit

Ensure all consultants attend the “advance
communications” course
Ensure there is patient support at the “Pleural Clinic”

Surgical Patient Surgical Patient Enhancement Team Best practice achieved, no actions
Enhancement (SPET) patient satisfaction survey
Team
Trauma &
Orthopaedics

MED (Medway Early Discharge) are Further discussion with consultant regarding looking
primary hip and knee arthroplasty
at cases which were not discharged on time, also
patients discharged on time
discuss with Occupational Therapy (OT)

Trauma &
Orthopaedics

Orthopaedics: Availability of last
Engage more typists to clear backlog and to prevent
clinic letter at follow up appointment further backlog

Trauma &
Orthopaedics

Trauma & Orthopaedic ward rounds
and documentation compliance with
nationally recognised standards
(Royal college of physicians,
generic medical recording keeping
standards, 2009)

Ward round completion to be ticked off against ward
list and/or ward whiteboard each day
Nursing staff to contact responsible SHO if ward
round is not completed by mid-afternoon each day
Allocation of individual bleeps to all SHOs to improve
ward efficiency
Pre-allocated SHO to review observations on posttake ward rounds with all ward round members
encouraged to prompt if this is forgotten
Emphasis of importance of ward round
documentation and distribution of standard
documents to all new staff member at department
induction

Trauma &
Orthopaedics

Immediate Post-Operative Check
Radiographs After Hip Arthroplasty:
Are They Adequate?

Post-op arthroplasty - check radiograph protocol
Doctors to repeat inadequate radiographs, until
adequate radiographs are done
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Statement on Quality
Department

Audit Title

Trauma &
Orthopaedics

Assessment of adequacy of
Education of staff, include in Junior doctor handbook
verification of deaths: re-audit (Code
Include in Junior Doctor Handbooks
of practice: Academy of Medical
Posters on the wards
Royal College)

Action to improve Quality of care

Creation of standardized death verification forms and
circulation throughout the trust
Trauma &
Orthopaedics

Electronic Discharge Notification
Trauma & Orthopaedic doctors and nurses to be
informed of the importance of electronic discharge
(EDN) for elective and trauma
orthopaedic patients (re-audit) – Re- notification (EDN) and post discharge instructions
audit for patients understanding of
post discharge instructions

Trauma &
Orthopaedics

Trauma & Orthopaedic wards, are
patients on the ward named under
the correct consultant

Update and check name of consultant as soon as
patients are transferred onto the wards

Urology

Urology ward round - re-audit to
assess the efficiency of the urology
ward round

McCulloch ward to be a Urology specific ward

Urology

Adequate completion of
computerised tomography (CT)
request forms in the Urology
Department

CT poster to be displayed

Urology

Magnetic resonance imaging (MRI)
in prostates, are we compliant with
NICE Guidelines: NICE Guidance
CG175 in performing MRI in
patient with raised prostate specific
antigen (PSA) after a negative first
transrectal ultrasound-guided biopsy
(TRUS) before planning a re-biopsy
(Template) (NICE: CG175 Prostate
cancer: diagnosis and treatment)

Perform MRI scan for patients planned for re-biopsy
with a previous negative TRUS biopsy.

Vascular

Increase nurse presence on urology ward round

Perform MRI scan for patients on AS who are
planned for re-biopsy.

Endovascular intervention follow up: No actions required
the evaluation of current nurse led
policy
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Patients involved in Research at the Trust
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 2015 and 31st March 2016 that were recruited
during this period to participate in research approved by a research ethics committee was 8958.
MFT is actively involved in research supported by the National Institute for Health Research
(NIHR). Figure 1 presents the annual recruitment target and the actual number of patients at 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, 1st April
2014/31st March 2015 and 1st April 2015/31st March 2016.

Figure 1. 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, 1st April 2014/31st March 2015 and 1st
April 2015/31st March 2016.
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 2015 to 31st March 2016 there were a total of 147 research studies
conducted at MFT, including staff undertaking MSc final year dissertations. For the same period
MFT took part in 128 NIHR supported studies, including 62 cancer specialty studies. Figure 2
presents the number of studies that MFT participated in over six years, from 1st April 2010 to 31st
March 2016.
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Figure 2. The no. of research studies (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, 1st April
2014/31st March 2015 and 1st April 2015/31st March 2016.
The majority of cancer studies are designed with the intent to increase life expectancy. The
Investigators for a few other studies stated that their research definitely contributed to the reduction
in overall mortality.
Table 5 presents examples of the intent/rationale for eight studies undertaken between 1st April
2015 and 31st March 2016.
Table 5: A rationale/intent for eight studies undertaken at MFT between 1st April 2015 to 31st March 2016.
Study Name /
Acronym

Rationale

RESPITE

Childbirth can be extremely painful and the majority of women who deliver in
modern obstetric units choose a pharmacological method of pain relief. Aim
of the study is to compare two types of pain relief medication (remifentanil
intravenous PCA to intramuscular pethidine). In addition to effectiveness of pain
relief, the effects on the baby and mother at delivery are also considered.

LeoPARDS

Current treatment for septic shock includes giving patients adrenaline-like drugs
via drips into a large vein. However, adrenaline-like drugs can have side-effects.
The trial investigates another drug called levosimendan to test whether it
improves blood flow to prevent organs failing and if it reduces the side-effects of
adrenaline type drugs.

EPOCH

Out of 150,000 patients undergoing emergency surgery, 90,000 patients
develop complications resulting in over 20,000 deaths. The aim of the study
is to evaluate the effect of a quality improvement intervention to promote the
implementation of an integrated peri-operative care pathway on survival at 90
days following emergency laparotomy.
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AQUA

Assessing children who are showing some of the signs and symptoms
associated with attention can be a difficult task. A new computerised
assessment has been designed to try and improve the measurement of these
symptoms. The aim of the project is to find out if a computerised assessment
(the QbTest) can help clinicians confirm or exclude a diagnosis of ADHD and
improve medication management.

HIPvac

Genital warts present as lumps in the skin of the anogenital area. While usually
painless with occasional irritation or bleeding, they are emotionally distressing,
require prolonged, time consuming and uncomfortable treatment, and frequently
relapse after apparently successful treatment. Surgery may be required in
recurrent or persistent cases. The best and most cost-effective treatment for
patients with anogenital warts is unknown. The study aims to compare the
effectiveness of a course of HPV vaccine started at the same time as topical
wart treatment.

POSNOC

Women with early breast cancer that has spread to the first 1 or 2 lymph
glands (sentinel nodes) receive chemotherapy or endocrine therapy (hormone
therapy), or both. Radiotherapy is given to the breast in all women who undergo
lumpectomy, and to the chest wall in some who undergo mastectomy. These
treatments are called adjuvant therapy. Currently, these women also have
treatment to their armpit (axilla). This treatment is either a second operation
to remove all the lymph glands in the armpit, or radiotherapy to the armpit.
The aim of the study is to compare (i) adjuvant therapy alone with (ii) adjuvant
therapy plus armpit treatment.

MaPLe

The purpose of the project is to create dataset which links molecular testing of
lymphomas to routine clinical data about patient demographics, treatments and
other clinical outcomes. The aim is use the information in targeted treatment of
lymphomas and to test whether molecular characterisation of lymphoma can be
carried out as a standardised, routine practice in NHS.

MDS Bio

The myelodysplasmic syndromes (MDS) are a group of neoplasmic blood
disorders where patients have low red cells (anaemia), white cells (neutropenia)
and platelets (thrombocytopenia). They require support with red cell and platelet
transfusions and commonly suffer infections, develop leukemia, rheumatoid
arthritis and other medical conditions.
The aim of this study is to examine the genetic programs in normal and
abnormal bone marrow cells in order to deduce how blood cells are made and
to find out what happens when things go wrong.

Table 5 A rationale/intent for eight studies undertaken at MFT between 1st April 2015 to 31st March
2016.
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 2015 and 31st March
2016 the Investigators at MFT published 16 articles. A sample of these are listed at the end of this
report. 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.
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Our engagement with clinical research also demonstrates MFT’s commitment to testing and
offering the latest medical treatments and techniques. As an example, The Trust supports
innovative new technology ‘Cupris Health App’. Ear, nose and throat infections are an everyday
occurrence. Unfortunately as much as 90% of sufferers are children who are likely to develop an
ear infection by the age of six. 50% of these children are prone to reoccurring ear infections
thereafter. This chronic condition not only requires parents to repeatedly take time off work but also
keeps children off school in order to see their doctor.
The Cupris communication app and website platform has been developed to simplify remote
diagnosis and management of such infections from the comfort of the patient’s home.
The app achieves this by providing the patient who suffers from reoccurring infections with a
medical device that mimics an Otoscope and is attachable to a smart phone. Through the device
an image of the ear, nose or throat area can be captured, the image is then uploaded on the app,
together with the patient’s medical history. After answering some simple customised questions the
data is swiftly sent onto the GP or ENT Consultant. The information enables a decision whether a
referral or consultation is required.
There is approximately 75 clinical staff participating in research approved by a research ethics
committee at MFT between 1st April 2015 and 31st March 2016. Staff participating in research
covers 21 medical specialties as well studies looking into patient experience. The no. of studies in
each speciality is presented in Table 6 below.
Table 6: The number of research projects by medical speciality being undertaken at MFT for the
period 1st April 2015 until 31st March 2016.

Number of Studies by Medical Speciality
Cancer
Cardiovascular
Critical Care
Dermatology
Diabetes
Ear Nose and Throat
Fetal Medicine
Gastroenterology
Genitourinary Medicine
Gynaecology
Neonatology
Neurosciences
Obstetrics
Older People
Orthopaedic
Other*
Paediatrics
Respiratory and Thoracic
Rheumatology
Stroke
Surgery
Urology

2015 - 2016
62
4
9
1
2
1
5
1
2
4
6
7
2
2
3
13
3
3
6
4
5
2

*Studies outside of clinical speciality for example educations studies or research into
overall patient experience.
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A sample of publications received
Akolekar R, Syngelaki A, Gallo DM, Poon LC, Nicolaides KH. Umbilical and fetal middle cerebral
artery Doppler at 35-37 weeks’ gestation in the prediction of adverse perinatal outcome. Ultrasound
Obstet Gynecol. 2015;46:82-92.
Akolekar R, Sarno L, Wright A, Wright D, Nicolaides KH. Fetal middle cerebral artery and umbilical
artery pulsatility index: effects of maternal characteristics and medical history. Ultrasound Obstet
Gynecol. 2015;45:402-408.
Balachandran AA, Duckett JR. The risk and severity of developing symptomatic palpitations when
prescribed Mirabegron for overactive bladder. Euro J Obstet Gynecol Reprod Biol 2015; 187;60-3
Gil MM, Revello R, Poon LC, Akolekar R, Nicolaides KH. Clinical implementation of routine
screening for fetal trisomies in the UK NHS: cell-free DNA test contingent on results from firsttrimester combined test. Ultrasound Obstet Gynecol. 2016;47:45-52.

Commissioning for Quality and Innovation (CQUIN)
A proportion of Medway NHS Foundation Trusts’ income in 2015/16 was conditional on achieving
quality improvement and innovation goals agreed between the Medway NHS Foundation Trust and
any person or body with whom it entered into a contract, agreement or arrangement for the provision
of NHS services through the Commissioning for Quality and Innovation payment framework.
Further details of the agreed goals for 2015/16 and for the following 12 month period (once agreed
with commissioners) are available electronically at http://www.medway.nhs.uk/about-the-trust/
publications/board-papers/
A table showing progress against the 2015/16 CQUIN framework projects is shown below (Table 7).
National
National
National
National
National
National
National

Ref.

MFT Value

Achievement

Acute Kidney Injury (AKI)

£444,972.08

Partially Achieved

£222,486.04

Partially Achieved

£222,486.04
£266,983.25
£44,497.21
£133,491.62
£889,944.15

Partially Achieved
Achieved
Achieved
Achieved
Partially Achieved

Sepsis (a – sepsis screening on presentation in ED or
assessment units)
Sepsis (b – antibiotic administration)
Dementia - FAIR
Dementia - leadership/training
Dementia - carers
Improved diagnosis Mental Health

TOTAL
Local
Local
Local
Local
Local
Local
Local

£2,224,860.38
Non-Elective Length of Stay
Braden/MUST including PU reduction
Pressure Ulcer Collaborative
Complaints
VTE Collab
Local Friends and Family Test (FFT) (Emergency
Department positive/negative score improvement)
Smoking at Time of Delivery

TOTAL
Specialised
Specialised
Specialised
Specialised

£320,379.89
£320,379.89
£320,379.89
£320,379.89
£320,379.89

Partially Achieved
Achieved
Achieved
Not Achieved
Achieved

£320,379.89

Not Achieved

£302,581.01

Achieved

£2,224,860.38
Hepatitis C Network
Neo-Natal Term Admissions
Pharmacy - SACT
Pharmacy - Oncotype DX

£152,700.10
£87,257.20
£109,071.50
£87,257.20

TOTAL

Partially Achieved
Achieved
Achieved
Partially Achieved

£436,286.00

The total CQUIN achieved in 2014/15 was 43% and the income generated from the schemes was
£1,815,611.
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9 of the 18 areas have achieved the milestones required. However, there was some investment
made to meet some of the significant challenges experienced during quarter 3 and quarter4,
although only to maintain this level of progress.
At the time of publication, specialised services scheme achievements has not been finalised for
quarter 3 or 4.
There have been a number of benefits in areas where the Trust has reached the required
milestones. We have:

Enhanced Patient Safety by:
●● Ensuring timely sepsis screening where appropriate to reduce preventable deaths from
sepsis.
●● Fostering collaborative work with community providers to reduce the number of patients
acquiring community pressure ulcers.
●● Increasing electronic discharge by including nutritional and risk of pressure ulcer
assessments included in the handover to GP and community services.

Improved Patient Experience through:
●● Improving the provision of information to GP’s on discharge to primary care where acute
kidney injury has been treated to reduce the possibility of readmission.
●● 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 identified and encouraged to seek
professional help through smoking cessation.
●● In the areas where the Trust is not currently achieving the required milestones, a concerted
effort needs to be made, potentially with added investment to ensure that the Trust can
either achieve or partially achieve the CQUIN’s. The amount currently at risk is £1,938,341
meaning achievement as at year-end will be 60%.

The Trust is currently reviewing the CQUIN schemes proposed by the local CCG’s for 2016/17.

“I was impressed with how promptly I was seen.
Great improvement on previous visits”
Outpatient FFT feedback - December 2015
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Care Quality Commission (CQC)
Medway NHS Foundation 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 2015/16.
The CQC has taken enforcement action against the Trust during 2015/16 and has carried out two
separate inspections during this time. The first was an announced inspection which took place in
August 2015 with the second a follow-up unannounced inspection in early September 2015. The
inspections were followed up with field work on 29 and 30 March 2016.
Table 8: CQC Intelligent Monitoring Report

Medway NHS Foundation Trust has participated in investigations by the Care Quality Commission
during 2015/16. The Trust has taken the following actions to address the conclusions or
requirements reported by the CQC.
●● Developed and implemented an Emergency Department action plan including a
comprehensive education plan
●● Set up a programme management office (PMO) which is facilitating the implementation of
the following projects, as part of the Trust Recovery Plan:
o Deteriorating patient
o Introduction of a new medical model
o Data quality
o Emergency care pathway
o Access targets (A&E and cancer)
o Recruitment and retention of high quality staff
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The Trust had made the following progress by 31 March:
Set up a programme management office and put a programme director is in place
Put in place remedial action plans for the following areas of work:
o Emergency Care
o RTT
o Diagnostics
o Cancer
o Endoscopy
o Participating in the national Emergency Care Improvement Programme (ECIP)

Data Quality
Reporting to Secondary Uses service (SUS)
Medway NHS Foundation Trust submitted records during April 2015 to March 2016 to the
Secondary Uses Service for inclusion in the Hospital Episode Statistics which are included in the
latest published data.
The percentage of records in the published data which included the patients
valid NHS Number was:
Dataset
Admitted Patient Care
Outpatient Care
Accident and Emergency

Percentage (March 2016 data)
98.8%
99.5%
94.1%

The percentage of records in the published data which included the patients
valid General Medical Practice was:
Dataset
Admitted Patient Care
Outpatient Care
Accident and Emergency

Percentage (March 2016 data)
99.6%
92.6%
95.4%

Medway NHS Foundation Trust will be taking the following actions to improve data quality over the
course of 2016/17:
Improving the use of the established Data Quality (DQ) groups
Improving DQ reporting by creating a DQ dashboard to show improvement and areas for concern
Reviewing all KPIs and datasets that the Trust uses and submits either internally or externally
Completing a Data Assurance Document and implementing a full change process. The Data
Assurance Document will monitor the scores for all KPIs across the Trust
Starting work on an up to date and complete data warehouse to correctly and securely hold data
which is used in reporting
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Working closely with IT to ensure that system configuration is correct (across all systems) to
capture the appropriate patient information as well as allowing for reporting to occur
Establishing a full DQ assurance process which will ensure every KPI has a DQ score which is
then updated in all reports from ward level to Board
Working with the A&E system supplier to ensure more accurate coding can occur

General data quality work
Significant data quality issues were identified during 2015/16 and following reviews of some of our
Key Performance Indicators (KPI’s) and A&E data.
The data quality issues are organisation wide, and range from data entry to the data storage,
extraction and reporting. These issues mean that any figures and reports have to be thoroughly
assured before they can be released.
A Business Intelligence (BI) Plan has been put in place with key activities and dates, which will go
a long way to identify, address and fix these issues.
The Trust will be has taken the following actions to improve data quality during 2015/16:
Developed a BI Plan and an implementation timetable
Set up two Data Quality Groups – one strategic and one user focussed
Is carrying out audits on several KPI’s and data quality issues, including diagnostic and discharge
times on the recording system.
Developed data quality reports that go in order to fix data quality issues
Redesigned training on data input processes relating to our referral to treatment (RTT) targets and
started to carry out these new training sessions
Introduced DQ KPI’s in to the Board report which show DQ levels for the Trust’s access targets
(Cancer, RTT and A&E)
Added in DQ ratings against all KPI’s in the Board report
Revised the outpatients’ outcome form to make it easier to understand for consultants and data
entry staff
Introduced a co-morbidity recording form that has helped us to understand of how many
illnesses a patient has and therefore provide a better treatment plan. The depth of coding has
increased from 2 to 4.5.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. The central data quality team engages with staff to help them develop in their
own areas, such as the bed management information system.

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 IG toolkit is an online system which allows
NHS organisations to assess themselves against information governance policies and standards. It
also allows members of the public to view the assessments of participating organisations. The
ultimate aim is to demonstrate that the organisation can be trusted to maintain the confidentiality
and security of personal information.
Medway NHS Foundation Trusts’ Information Governance Assessment Report overall score for
April 2015 to March 2016 was 77% and was graded satisfactory.
The score and progress towards completion of the IGT is monitored at each meeting of the internal
Information Governance Committee, which currently reports in to the Executive team.
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Clinical Coding
Medway NHS Foundation Trust was not subject to the Payment by Results clinical coding audit
during the 2015/16 year by the Audit Commission.
The coding department has seen limited external audit in the past year. The Trust has focused on
ensuring that all coding for key datasets is correct following the implementation of the new patient
administration system. We are now more confident in relation to this data. Additional work has
been undertaken in recording patient’s referral data – with evidence that the data set is now more
accurate than it has ever been.
The Trust carried out its 200 Finished Consultant Episode (FCE’s) coding audit as part of the
Information Governance Toolkit requirements (IG505). This audit was undertaken by the Clinical
Coding Service Manager, who is a Health and Social Care Information Centre (HSCIC) Registered
Clinical Coding Auditor, using the latest audit methodology as recommended by HSCIC. The
results were positive and meant that we retained our IG Toolkit 505 attainment level of status
IG Audit – General Medicine (September 2015):
FCEs Audited

Primary
diagnosis
correct

Secondary
diagnosis
correct

Primary
procedures
correct

Secondary
procedures
correct

200

91.5%

90%

90%

94%

Reporting against core indicators
HSMR
Indicator

Oct 15

Nov 15

HSMR

108.69
Jul 14 –
Jun 15
118 (Band 1)

106.56
Oct 14 –
Sept 15
115 (Band 1)

Indicator
SHMI

National
Average
100
National
Average
100

Highest
Score

Lowest
Score

Highest
Score
117

Lowest
Score
65

Medway NHS Foundation Trust considers that this HSMR and SHMI data is as described for the
following reasons:
●● The data is taken from the Dr Foster system
●● There are sign-off procedures through the mortality and morbidity group which validate the
position
●● There is coding work (see below) which is occurring which is improving the co-morbidity and
morbidity coding
The Trust has taken the following action, to improve these indicators, and so the quality of its
services: focusing on this area in the priorities for 2016/17. We have seen a steady and sustained
improvement in both our HSMR and SHMI over 2015/16, we will aim to improve both the HSMR
and the SHMI further during 2016/17.
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Palliative care code at diagnosis level
Indicator
% patient
deaths with
palliative
care code
at diagnosis
level for the
reporting
period

Jul 14 –
Jun 15

Oct 14 –
Sept 15

35.84%

National
Average

37.28%

Highest
Score

27%

Lowest
Score

53.51%

0.19%

Medway NHS Foundation Trust considers that this data is as described for the following reasons:
●● The data has been sourced from the Health and Social Care Information Centre (HSCIC)
indicators portal.
●● It is aligned to mortality and morbidity meetings, where Head of Coding works directly with
the clinicians to ensure all codes relating to mortality are accurate.
●● A process flow has been put in place to ensure the accurate reporting and validation of all
the coding in relation to palliative care
The Trust has taken the following actions to improve this indicator of 37.28%, and so the quality of
its services, by employing a new Head of Coding, with a vast experience in coding at a national
level, and also reviewing all coding specifically in relation to palliative care. A new proforma is
being rolled out across the Trust in order for the consultants to sign-off that they agree with the
coding of the patient. Where the consultant does not sign, they must state the reasons why and
actions will be taken to rectify the coding where required.

28 Day Readmissions
Indicator
The % of
patients aged
0-15 readmitted to
hospital within
28 days of
discharge
The % of
patients aged
16 and over
re-admitted to
hospital within
28 days of
discharge

Dec 2012

Dec 2013

National
Average

Highest
Score

Lowest
Score

9.75%

9.04%

Not available

14.94%

0%

12.16%

11.37%

11.45%

17.15%

0%
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Medway NHS Foundation Trust considers that this data is as described for the following reasons:
●● The data has been sourced from the HSCIC indicators portal.
●● An external audit carried out a review of the data in 2015/16 and actions that arose from this
are being carried out through the business intelligence plan and will also be further
addressed in the Data Warehouse work stream.
The trust has taken the following actions to improve this indicator of 9.04% and 11.37%
respectively, and so the quality of its services by focusing on this area as a priority for 2016/17.
This will be addressed through the medical model work as well as the data quality work stream
within the PMO
We are currently using internal data to calculate this indicator which means we are not capturing all
readmissions. To calculate readmissions three areas need to be included, they are:
●● Patient seen at reporting hospital and are readmitted to the same hospital
●● Patients are seen at reporting hospital and then readmitted to a different hospital
●● Patient seen at another Hospital and readmitted to reporting hospital
We are only responsible for readmissions that are seen at our hospital in the first instance. By
using the local data set we are only picking up patients that have been admitted and readmitted to
Medway Foundation Trust. This approach has been consistent over some time.
From 2016/2017 we will be using the National Readmission file from SUS to ensure we capture
all areas.

Responsiveness (Patient Friends and Family Test)
Indicator
The Trusts
responsiveness
to the personal
needs of its
patients during
the reporting
period

2013/14

61.3%

2014/15

National
Average

63.6%
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Highest
Score

Lowest
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The Medway NHS Foundation Trust considers that this data is as described for the following
reasons:
●● The data has been sourced from the HSCIC indicators portal.
●● The data is collected by an external company and reported back to us on a monthly basis
●● The data is validated and actioned upon by the Director of Nursing through the Exec team
meeting and patient experience forums
The trust has taken the following actions to improve this indicator of 63.6% and so the quality of its
services by being actioned upon by the Director of Nursing through the patient experience forums.

Staff Friends and Family
Indicator
% staff
employed
by or under
contract to,
the Trust
during the
reporting
period
who would
recommend
the Trust via
Friends and
Family

2014

2015

3.40

National
Average

3.45

Highest
Score

3.75
(rate for
Acute Trusts)

Lowest
Score

4.10

3.30

The Medway NHS Foundation Trust considers that this data is as described for the following
reasons:
●● The data has been sourced from the HSCIC indicators portal.
●● The data is collected through surveys which are automated and data is fed back into the
Trust through an electronic route
The Trust has taken the following actions to improve this indicator of 3.45, and so the quality of its
services:
●● focusing on staff satisfaction through the Trust Recovery Plan.
●● new bullying and whistleblowing hotlines were put in place for staff members in March 2016
●● an action plan for the reduction in agency staff is in place.
A new internal staff bank has been put in place and new rates agreed for those working through
the bank.
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Venous Thromboembolism (VTE)
Indicator
% patients risk
assessed for
VTE during
the reporting
period

Qtr2
2015/16

Qtr3
2015/16
96.1%

National
Average
96.8%

Highest
Score

95.5%

Lowest
Score
100%

61.5%

The Medway NHS Foundation Trust considers that this data is as described for the following
reasons:
●● The data has been sourced from the HSCIC indicators portal.
●● In March 2016 an audit will take place by an external auditor which will assess the quality of
the VTE data reporting
●● The numbers are validated at every reporting period and the sign-off is required from the
nurse in charge
The trust has taken the following actions to improve this indicator of 96.8% and so the quality of its
services by ensuring that the process for patients have their VTE assessment is as smooth as
possible and that the data capture for this is in place and is capturing every assessment carried out.

C-Diff
Indicator
The rate
per 100,000
bed days of
cases of C
Diff infection
reported
within the
Trust amongst
patients aged 2
or over during
the reporting
period

Apr 13 –
Mar 15

Apr 14 –
Mar 15

7.1

National
Average

10.0

Highest
Score

15.1

Lowest
Score

62.2

0.00

The Medway NHS Foundation Trust considers that this data is as described for the following
reasons:
●● The data has been sourced from the HSCIC indicators portal.
●● The C Diff figures go through a rigorous checking process to ensure that they are correct
with the Infection Control nurse and the testing laboratory
●● C Diff has formed part of the Quality Report Audit by Deloitte for this year
The trust has taken the following actions to improve this indicator, and so the quality of its services
by ensuring that all cases are C Diff are captured correctly and that the testing is within the national
guidelines.
There are meetings at which the C Diff figures are reported and all cases are reported externally
and discussed to ensure that any lessons are learnt where required.
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Patient Safety Incidents (rate per 1000 bed days)
Indicator
Number/
Rate of
patient safety
incidents
Number
reported
severe harm/
death

Oct 14 –
Mar 15

Apr 15 – Sept National
15
Average

Highest
Score

Lowest
Score

# = 3,612
Rate = 36.03

# = 2,628
Rate = 24.74

# = 4,647
Rate = 39.30

# = 12,080
Rate = 74.67

# = 1,559
Rate = 18.07

# = 33
% = 0.9%

# = 36
% = 1.3%

# = 19.98
% = 0.49%

# = 111.00
% = 3.61%

# = 1.00
% = 0.04%

The Medway NHS Foundation Trust considers that this data is as described for the following
reasons; the data has been sourced from the HSCIC indicators portal.
●● The trust has taken the following actions to improve this indicator:
●● New incident investigation framework
●● Trained staff in incident investigation
●● Introduced Learning events
●● Improved the system for reporting incidents and raised awareness of the importance of
reporting
●● Improved clinical governance framework
●● Introduced a Harm free weekly meeting with Executive oversight to respond to incidents
more quickly

PROMs (EQ-5D Index Score)
Indicator
Health Gain
Score for
Groin Hernia
Surgery
Health Gain
Score for
Varicose Vein
Surgery
Health Gain
Score for Hip
replacement
surgery
Health
Gain Score
for Knee
replacement
surgery

Apr 14 –
Mar 15

Apr 15 –
Dec 15

National
Average

Highest
Score

Lowest
Score

0.12

0.12

0.08

0.13

0.008

Low
numbers

Low
numbers

0.10

0.12

0.03

0.45

0.45

0.44

0.51

0.35

0.31

0.29

0.33

0.41

0.20
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Statement on Quality
The Medway NHS Foundation Trust considers that this data is as described for the following
reasons; the data has been sourced from the HSCIC indicators portal.
A negative score indicates that health and quality of life has not improved whereas a positive score
suggests there has been improvement. The NHS asks patients about their health and quality of life
before an operation takes place and then about their health and effectiveness of the operation after
the event. This should help to improve the quality of care that the hospital provides the patients.
Medway NHS Foundation Trust intends to take the following actions to improve the PROMs, and
so the quality of its services; continue to monitor the PROMS score and take actions in the areas
where needed. The actions would consist of mapping through the process taken before, during and
after procedures.

Serious Incidents and Regulation 28
The Trust had two Regulation 28 notices issued by the coroner during the year, one in early 2015
and one in March 2016. The initial notice related to management of referrals and consultant cover
at weekend, both of these issues are being addressed via the work programmes within the
implementation of the medical model and emergency pathway work streams. The second notice
related to the recording of MRSA status in patients’ notes, and wound care management that did
not meet NICE guidance and documentation. A programme to improve documentation standards,
including MRSA status and the monitoring of NICE guidance had already started prior to this
Regulation 28 notice. These work streams will continue throughout 2016/17 and be monitored via
the Quality Improvement Group to provide assurance that the actions have been implemented as
per the coroners findings.
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Other Information

During 2015/16 the Trust participated in the national ‘Sign up for Safety Campaign’. The main
focus of the improvement projects related to improving sepsis care and the management of
patients with liver failure / Acute Kidney Injury (AKI), falls and medicines management. This section
of the report outlines the results of this and the Trust’s progress against priorities set out in last
year’s Quality Account.
The priorities have been closely monitored throughout the year and the table below shows the
progress made, broken down by area, and whether the set target was met. The table also sets out
what actions have been taken to achieve the target and what activities are on-going.
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Table 8: 2015/16 agreed priorities and achievement
Category
Patient Safety

Patient
Experience

Clinical
Effectiveness

Priority
1. Improve mortality rates
in sepsis
2. Reduce harm:
pressure ulcers

Description
Baseline Current
Improve the management of
Met
sepsis
Consistently achieve below
Improved
the 0.7 per 1000 bed days
and introduce aSSKIN (a
national skin bundle)
Met
3. Improve
Review of Transfer of Care
Communication (TOCC)
communication when
transferring care
received in 2014/15
and implement lessons
learned. Ensure patients
are discharged with a clear
plan of care. Have a 10%
reduction from baseline of
196
1. Reduce cancellation of Have a 10% reductions of
Improved
outpatient department hospital cancellations to
appointments by the
baseline of 11,299
hospital
Improved
Sustained 20%
2. Improve percentage
of respondents to the
improvement in the A&E
FFT score from baseline of
Friends and Family
69%
Test (FFT) saying
they would be likely to
recommend A&E
3. Improve Patient Led
Carry out regular audits and
Met
Assessments of the
achieve an 85% PLACE
Care Environment
score against the food and
(PLACE) scores for
hydration component.
experience of food and
hydration
1. Reduce Length of Stay Reduce the average length
Improved
of stay by patient to 4.8
days
2. Reduce readmissions

3. Increase 10%
utilisation of Day Case
surgery

Achieve an overall 10%
reduction in readmissions
from the 11% for 28 days
and 5.1% for seven days.
Increase by 10% the use
of day surgery above the
baseline of 64.3%
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Patient Safety
PS.1. Improving mortality rates in Sepsis
Did we achieve this goal: Yes
Our overall mortality rate (the way in which we compare ourselves to others in relation to how
many patients die in the hospital) has reduced from 112 to 106, a 100 or below means that we are
at the same level as other trusts.

Source: Dr Foster Intelligence (accessed 05/2016)

Over the last three year period, there has been a reduction in the crude mortality rate (per 1000
admissions) from 340 to 254 for patients with a primary diagnosis of septicaemia.
Current value for Hospital Standardised Mortality Rate in Sepsis (Mar-2015 - Feb 2016
12 month rolling data) is 100.05.
Whilst there has been some improvement within the diagnosis group of septicaemia, performance here
remains a concern and sepsis will remain a priority focus area throughout 2016/17. To assist the Trust
in managing sepsis, a sepsis screening and treatment tool – the ‘sepsis bundle’ has been devised. The
Trust’s recently appointed Quality Improvement Nurses have been working alongside the multidisciplinary sepsis task group to educate and raise awareness of the sepsis bundle, and developing
resources to prompt early identification and treatment. This work will continue over 2016/17 and
septicaemia will also be a focus of the deteriorating patient project within the Trust Recovery Plan
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PS.2. Reduce Grade 3/4 Pressure Ulcers
Did we achieve this goal: No
There have been seven Grade 3/4 pressure ulcers this year, an increase of two on last year.

Rigorous root cause analyses by the directorates found that these were avoidable and noncompliant with policy. Learning from these incidents has highlighted deficits in some of the skin
assessments by registered nurses, which impacts on treatment choices and preventative
interventions. This may be related to the high number of temporary staff. Changes in practice such
as the safety huddles (some with a member of the Tissue Viability Nurse team) and care rounds (
regular contact with each patient to ensure fundamental needs are met) should enhance timely
referral and interventions, resulting in an improvement in patient safety by reducing the number of
pressure ulcer acquisitions.
The use of resource folders is expected to improve knowledge related to tissue viability for all staff,
including temporary staff and student nurses.
The structured governance framework ensures that audit results, themes and trends are reported
each quarter to the Nursing and Midwifery Strategy Group, Quality Improvement Group and Patient
Safety Group.

PS.3. Improving the number of reported concerns raised by other providers when
we transfer patients.
Did we achieve this goal: Yes
This indicator relates to incidences of organisations reporting that patients discharged by us to
them have pressure ulcers. The reporting of concerns has improved in recent months; this is as a
result of increased training by the tissue viability nurses and improved communication with
Medway Community Healthcare.
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Patient Experience
PE.1. Reduce cancellation of outpatient department appointments by the hospital
Did we achieve this goal: No
The Trust has struggled to reach this target due to the increasing demand for services. We have
also recognised that we need to improve the whole experience of patients from the moment they
are referred for an appointment until they are discharged. We have a major programme in place to
improve the experience of our patients, and to ensure they are communicated with in a timely way.
The data quality of reporting for this indicator has been recognised as needing work, and is an
indicator which will require further work in early 2016/17 to ensure that this is reported correctly.

We are currently using the data extracted from the KMHiS data warehouse which in some
cases is applying the cancellation field incorrectly, this therefore requires manual validation
following extraction. Going forward in 2016/2017 we will be using OASIS data directly and
with the development of the internal data warehouse this will enable us to ensure that the
calculation is correct.
The cancellation rate for March was 27% (based on SUS reconciliation March 2016 data),
which is a monthly figure of 8,323. This is made up of 3,248 (43%) patient cancelled and
5,075 (57%) hospital cancelled. 53% of first appointments and 39% of follow-ups were
cancelled by the patient.
This will remain a focus in 2016/17 with a baseline being set using the April SUS data.

PE.2. Improve Friends and Family Test (FFT) ‘likely to recommend’ in the Emergency
Department (ED)
Did we achieve this goal: No
The FFT percentage of ‘likely to recommend’ has reduced in recent months. Although
there has been significant critical feedback, there has also been good feedback about staff
being professional, caring and compassionate.
The latest available data (up to August 2015) show the current score is 72.38%, saying
they would be likely to recommend. This is an improvement on 2014/15, but is well below
the national average.
The current ED action plan will help the Trust to focus on patient safety and improving
patient satisfaction

Orange line = Trust
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PE.3. Improve PLACE scores for experience of food and hydration
Did we achieve this goal: Yes
The Trust has improved the PLACE score for food and hydration to 85.26%. A recent audit
demonstrates improvement in the recording of nutrition assessments and the weekly
recording of the weights of patients in all seven areas audited. Minor improvement has
also occurred in three wards on the completion of care plans.

Clinical Effectiveness
CE.1. Reduce Length of Stay
Did we achieve this goal: No
The average length of stay (LoS) in the hospital, both for patients coming into the trust as
an emergency (non-elective) and for those coming in for planned care (elective) has seen
a slight reduction in recent months. However, there needs to be a continued focus in this
area. Current plans are in place to improve how patients are seen by different staff as they
receive care within the Trust, supported by our buddying partners Guy’s and St Thomas’
NHS Foundation Trust.
The data below shows the split between elective and non-elective cases as well as those
over and less than 65 years old. It is evident that the over 65-age group contribute to the
high overall LoS and is an area which will need targeted work. We will continue to focus on
this in 2016/17.
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CE.2. Reduce readmission rates
Did we achieve this goal: Almost
Improving re-admission rates demonstrates that we are making sure that when we
discharge patients from the hospital they are in a stable condition. It also shows that we
have ensured that patients are receiving the right level of care in the community so that
they do not have to come back into hospital.
Emergency re-admissions within 30 days of a non-elective admission is shown below to
August 2015.

Orange line = Trust

Emergency readmission rates within seven days decreased from 5.4% to 3.9% between
April 2015 – September 2015, however emergency re-admissions within 30 days are
showing an increase.
We will continue to work towards improving readmissions for 30 days after patients have
been discharged in 2016/17.
CE.3. Increase 10% utilisation of Day Case surgery
Did we achieve this goal: No
The percentage of Day Case Surgery utilisation has improved month on month after a
drop in performance in January, however still not to the level required to meet the target of
73%. The baseline which was 63%, we are currently 69%, an increase of 6%.
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Other information about Quality
Patient Feedback
Medway NHS Foundation Trust welcomes feedback from patients and the opportunity to
investigate and learn when things have gone wrong or the patient has had a poor experience of its
services. Formal complaints are a vital part of patient feedback and can indicate when a process or
pathway needs further attention or when services need improving. Action and learning from
complaints is essential in gaining the trust and respect of the local community and ensuring that
local people can be confident when using the services the Trust provides.
Complaints received by the Trust are assessed and logged as part of the NHS Complaints
Process. Where possible, complainants are contacted to discuss their concerns and to agree how
they would like their concerns to be managed. Advice is given on what the complainant can expect
from the Trust in terms of investigation and response.
Number of complaints logged and investigated since 2001-02
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Complaints by speciality, compared with 2014-15 (Table 9)
Table 9
Specialty
Emergency Department
Neurology
General Medicine
Dermatology
Elderly Care
Cardiology
Gastroenterology
Rheumatology
Obstetrics
Gynaecology
Paediatrics
Urology
Trauma & Orthopaedics
General Surgery
ENT
Pain/Anaesthetics
Vascular
Breast
Imaging
Pharmacy
Other
Diabetes
Pathology
Audiology
ITU
Orthotics
Car Parking

2014-15

2015-16
67
15
96
18
19
12
12
8
24
17
24
29
69
63
13
12
7
6
15
0
1
1
0
4
3
1
0

76
15
96
23
14
18
15
6
20
15
26
23
64
57
15
10
10
3
19
4
3
3
1
1
1
2
1

Increase/decrease from
previous year
↑
↔
↔
↑
↓
↑
↓
↓
↓
↓
↑
↓
↓
↓
↑
↓
↑
↓
↑
↑
↑
↑
↑
↓
↓
↑
↑

Handling of Complaints
In July the Trust made a major change to the way complaints are investigated. Clinical directorates
now take responsibility for the investigation of complaints and drafting of responses, which the
central complaints team quality checks. This new process is still in its infancy and requires a review
to ensure that it provides a robust mechanism for the Trust to learn from complaints raised and
improve its services. A review will be undertaken in 2016/17. In summer 2015-16, the Trust
welcomed representatives from Hampshire Hospitals NHS Foundation Trust and Guy’s and St
Thomas’ NHS Foundation Trust to share their experience of complaints management as their
processes are similar to the one introduced at Medway.
Themes and trends from complaints are reported to the Quality Assurance Committee, one of the
Board sub-committees, via a quarterly patient experience report. This report provides each
directorate with the opportunity to highlight complaints where the outcome has led to a positive
change.
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Themes of complaints in 2015/16
Complaints by Theme for 2015/16

Clinical Care
Out-patient delays
Communication
Admission & Discharge
Attitude
Other
In-patient delays
Patient’s Property
Consent
Equipment

Complaints are ‘RAG’ rated according to their severity and risk. These are categorised as follows:

Red
Amber
Green

Quarter 1
0
79
47

Quarter 2
1
86
46

Quarter 3
5
86
39

Quarter 4
3
101
50

Below are two examples of complaints raised and how the Trust responded.
Case Study 1
Child X was taken from their ward to have an x-ray only to be returned at the last minute to the
ward because it transpired that they did not require an x-ray. The cause of this error was that the
child’s hospital wristband, which contained their name and which could be cross-checked with the
patient’s records and treatment requirements, had been removed and put on a locker because they
had sore skin.
To ensure that this error does not happen again, a new checklist form has been implemented in the
paediatric ward which ensures that at the start of every shift each child’s name band status is
recorded, identifying where it can be located if the child is not able to wear it for clinical or comfort
issues.
Case Study 2
A patient provided a semen sample for analysis after being advised to do so by his GP. This was
not analysed due to incorrect details having been written on the sample container by the patient.
The immediate remedy included an apology to the patient and reimbursement for the parking costs
he had incurred whilst delivering the sample. The investigation into the complaint found that the
patient’s GP surgery had provided out of date literature to him with regard to the provision of
samples and this had him incorrectly label the sample pot. As a result, the Trust provided updated
literature to all local GP surgeries to prevent a similar error from occurring again.
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The Parliamentary and Health Service Ombudsman (PHSO)
The Parliamentary and Health Service Ombudsman had 16 cases referred to them in this financial
year.
The number of complainants referring their case to the Parliamentary and Health Service
Ombudsman 2012/13 to 2015/16

18
16
14
12
10
8
6
4
2
0
2012/13

2013/14

2014/15

2015/16

●● During year, the Parliamentary and Health Service Ombudsman investigated and closed 19
cases, including some raised in 2014/15. Of these 1 case was upheld, 8 were partly upheld
and 10 were not upheld.
●● By way of remedy, the Trust has paid compensation to six complainants with amounts
ranging from £200 to £1500.
●● Some of the actions taken by the Acute and Continuing Care directorate and Co-ordinated
Surgical Care directorate as a result of these cases include:
●● Additional training for staff with regard to wound care
●● The addition of a chest pain tool in the emergency department
●● More cohesive working with Medway Community Healthcare’s dietetic department
●● Training for nurses in the use of ‘bridles’ to assist with the insertion of naso-gastric tubes in
patients requiring them.
●● Introduction of an “app” to monitor patients with acute kidney injury
●● Adaptation of food diaries to include a free hand section for clinicians to add more
information.
●● Introduction of a discharge care plan
●● Leaflets advising how to contact a consultant.

Patient & public engagement and feedback - in summary and looking ahead
Work to improve the complaints process will continue in 2016/17, with a focus on ensuring that
thorough investigations are done, that complainants are responded to in a timely way, and that
resolution is reached as soon as possible with a positive outcome for both the complainant and the
Trust.
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Staff Engagement (including NHS Staff Survey and Staff Friends and Family Test)
The Trust continues to focus on developing its approach to staff engagement, in particular
encouraging directorate leaders to involve their staff in decision making and to come forward with
new ways of working. There is also weekly Chief Executive email updates, a Staff monthly newsletter,
Executive ‘walk the floor’, open lunches with the Chief Executive and feedback forms located in the
hospital. Staff briefings regarding the Trust Recovery Plan have also been undertaken and staff have
been involved in the development of new models of care such as the Medical Model.

National Staff Survey
The annual Staff Survey has been undertaken on behalf of the Trust by the Picker Institute, who
issue surveys to staff from September to the beginning of December. In 2015 it was decided to
undertake the survey with all staff employed in the organisation to gauge the level of staff
engagement across the Trust. The Trust had an overall response rate of 37 percent compared to
38 percent nationally. This provides statistically significant information in relation to the perceptions
of our staff and the underpinning culture and behaviours.
The survey results is 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 2014, with only 4 statistically significant changes out of a
possible 32 key findings. These being:
●● % appraised in last 12 months (84% in 2015 compared to 79% in 2014)
●● support from immediate line managers (3.60 in 2015 compared to 3.73 out of 5 in 2014)
●● % reporting most recent experience of harassment, bullying or abuse (22% in 2015
compared to 40% in 2014)
●● % believing the organisation provides equal opportunities for career progression/ promotion

Top Ranking Scores (Table 10)
2014
Trust
Score
KF12. Quality of
appraisals
KF28. Percentage of staff
witnessing potentially
harmful errors, near
misses & incidents
KF25. Percentage of staff
experiencing harassment,
bullying or abuse from
patients, relatives or
public in the last 12
months
KF24. Percentage of
staff/colleagues reporting
most recent experience of
violence

Trust
improvement/
deterioration

2015

National
Average

Trust
Score

-

-

3.09

33%

34%

31%

National
Average
Higher than
national average
by 0.04 points
Decrease by 3%
locally and 1%
31%
below the national
average
3.05

28%

29%

28%

The same result
locally and against
28%
the national
average

-

-

52%

53%
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Bottom Ranking Scores (Table 11)
2014
Trust
Score
KF30. Fairness and
effectiveness of
procedures for reporting
errors, near misses and
incidents
KF19. Organisation and
management interest in
and action on health and
wellbeing
KF5. Recognition and
value of staff by managers
and the organisation
KF1 Staff
recommendation of the
organisation as a place to
work or receive treatment
KF6. Percentage of
staff reporting good
communication between
senior management and
staff

Trust
improvement/
deterioration

2015

National
Average

Trust
Score

National
Average

-

-

3.51

3.70

Below national
average by 0.21
points

-

-

3.34

3.57

Below the national
average by 0.22
points

-

-

3.27

3.40

3.67

3.44

25%

30%

22%

Below the national
3.42 average by 0.15
points
Increase by 0.05
points locally
3.76
and 0.31 points
below the national
average
Decrease by 4%
locally and 11%
32%
below the national
average

The percentage of staff experiencing harassment, bullying or abuse by staff was reported at 30%
and although high this was notably similar at 29% for white staff and 31% for BME staff. The
percentage of staff believing the organisation provides equal opportunities for career progression/
promotion was 80% and lower for BME staff at 73% compared to 81% for white staff.
This year the Trust-wide action plan will focus on the following areas:
●● An anti-bullying campaign to address concerns about bullying and harassment
●● Launching our new Vision and Values and ‘Our Behaviours’
●● Leadership development programme for all leaders
●● Working with Medway Council to improve the health and wellbeing of our staff.
●● Reviewing the appraisal process and increasing the opportunities for staff to access training
and development
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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 or paper survey. The questionnaire consists of two simple questions. The results for
2015 are shown below:

How likely are you to recommend this organisation to friends and family if they needed
care or treatment?
Trust
Q1
Q2

National average
68%
68%

79%
79%

How likely are you to recommend this organisation to friends and family as a place to work?

Trust
Q1
Q2

National average
53%
49%

63%
62%

Duty of Candour (DoC)
During the August 2015 CQC inspection it was noted that the DoC was not being applied
consistently applied across the Trust. Further training was initiated together with revised systems
and processes to ensure that all moderate harm incidents were being enacted as per national
guidance. The improvements included:
●● Daily review of the Datix incident reporting system to review level of harm score and to
check the DoC letter/statement had been applied
●● The newly developed weekly harm free meeting, chaired by executive directors, was also
utilised to check all moderate harm incidents and to gain assurance that the DoC had been
applied.
●● A review of patient safety training to include DoC information and guidance
●● Standard operating procedure for DoC is now linked to the incident investigation policy and
process.
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Recovery Programme: Sustainable improvement
Following the CQC January 2016 report, a Trust Recovery Plan has been put in place to transform
the Trust in to a provider of high quality care for the local community.
The Trust recognized that it needed to change the way it works, the systems it has in place and the
way it care for our patients. The Trust Recovery Plan sets out the changes we need to make in
order to achieve this.
A Programme Management Office (PMO) has been mobilized to co-ordinate and facilitate the
implementation of this plan.
The key objectives from the programme are:
●● Continuing to modernize the Emergency Department and reducing the time it takes for
patients to be seen and assessed
●● Improving patient safety and care by minimizing the number of different doctors that patients
see during their stay in hospital
●● Accelerating our recruitment drive to bring in the right people with the right skills. This will
ensure consistent high quality care by reducing our dependency on interims and agency
staff
●● Continuing to improve our corporate and clinical governance in support of safe, high quality
patient care and a productive working culture for staff.
●● Improving care for patients with cancer, reducing waiting times, replacing scanners and
providing additional capacity for patients to see specialists
●● Working with our healthcare partners so patients get the right care in the community when
they leave hospital
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The key objectives will be met by delivered through the following programmes:

Medical Model
The most significant element of the recovery plan implemented following the CQC report was the
introduction of a new “medical model” in March 2016. This consisted of a number of changes to the
working patterns of the clinicians and to some of the operating processes within the hospital,
brought the Trust in line with the model operating in with many other hospitals. Benefits include:
A single, named consultant taking responsibility for a patient’s care, from the time a decision has
been made to admit them until they are discharged or their care is taken over by a specialist. Ideally,
patients should have just those two doctors managing their care during their time in the hospital,
rather than more than 10, as in the past. This helps to speed up diagnosis and treatment.
Quicker initial assessments, ideally within 15 minutes of a patient’s arrival in the Emergency
Department.
●● A single hotline which GPs can use to discuss a patient’s care with a consultant to decide
what treatment they might need and if a visit to the hospital is necessary.
●● Patients being given an expected date of discharge when they are admitted, enabling both
patients and their families to better plan, and allowing patients to get home sooner.
●● Shorter stays for patients, both in the Emergency Department, and in the hospital generally.

Emergency Pathway
●● Patients seen by senior clinician within 15 minutes of arrival
●● Patients needing treatment more closely monitored
The Trust is currently at the forefront of bold plans to redevelop the Majors and Resuscitation areas
of the Emergency Department to help to cope better with the modern day pressures of an everincreasing population. The Emergency department was built to deal with 45,000 people, but
treated and cared for more than 100,000 patients in the last year.
The CQC report highlighted there was a clear requirement for Emergency Department staff to
receive further training to help improve the clinical assessment and overall experience a patient
has when they arrive at Medway Hospital. In response to this the ED has introduced a Learning
and Development Board, which sits monthly and oversees all training for doctors and nurses.
The employment of a consultant nurse has resulted in the ED being able to deliver its own
university accredited educational programmes. This will help ensure nurses and doctors are better
equipped to deliver thorough, compassionate and personalized treatment plans for each patient on
arrival.
As part of the revised initial assessment, patients will now be seen by a senior clinician, who will
make an informed decision on what the most suitable treatment and discharge plan is.
There have also been a number of key appointments to its clinical leadership team, including the
appointment of a consultant nurse/Educationalist, Senior Matron and General Manager.

Deteriorating Patients
●● Improving how we escalate patients whose condition worsens through better training,
monitoring and support from senior clinicians at night
The Trust recognises that historically we have not always identified and escalated the treatment of
deteriorating patients quite as well as we should have, and this has had an impact on our mortality
rates. One of the key aims of the Trust Recovery Plan is to improve how we identify patients who
become acutely unwell in our hospital. We will do this in three ways:
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●● We will improve how we recognize acutely ill patients by ensuring that our staff have
comprehensive and well-embedded training.
●● We will ensure that we respond in a timely and co-ordinated manner to patients who are
acutely unwell by ensuring we have sufficient levels of staffing with the right competencies.
●● We will develop a comprehensive process for the collection and reporting of cardiac and
peri-arrests (the period, either just before or just after a full cardiac arrest, when the patient’s
condition is very unstable). This will help us to monitor our performance and ensure
continuous learning to enable us to improve our care of acutely ill patients.
A dedicated Acute Response Team is being mobilized to take forward this programme.

Referral to treatment
●● Reducing waiting times for patients
●● Special emphasis on cancer
The aim of the programme is to improve the care for patients with cancer, reduce waiting times,
replace scanners and provide additional capacity for patients to see specialists.
We have put in place action plans around Cancer, Endoscopy, Referral to Treatment and Imaging
to help cut down the time it takes for patients to receive the care that they need.
We are currently meeting national standards for patients needing to be seen within two weeks,
although there is much work to be done on our other referral targets.

Workforce
●● Having the right people in place providing the right care at the right time
●● Supportive culture which values everyone’s contribution
The workforce workstream is designed to ensure that the Trust has the right factors and benefits in
place to help us to retain staff. There are four key programmes:
●● The reduction in agency usage and cost through the introduction of an in-house staff bank
●● Accelerated recruitment and improved retention of business critical and hard tio recruit posts
●● Development of our clinical leadership skills
●● Improvement of our staff engagement and ongoing culture change within the Trust
●● A whistle-blowing and anti-bullying hotline has been introduced in March.

Progress to date
Progress made under the Trust Recovery Plan to date includes:
●● The new medical model going live in March
●● A new triage system and waiting room in the ED, which has enabled the closer monitoring
of patients in need of treatment, was introduced in February.
●● The emergency service, which operates for the frail elderly, has been extended to operate
7 days a week.
●● Night time hospital rounds have started to take place which will see an improvement in the
management of patients and will help towards further reducing the mortality rate (HSMR)
●● An in-house bank staff project was launched in March
●● A whistle-blowing and anti-bullying hotline was introduced in March.
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Statements from commissioners, local Healthwatch and Overview
and Scrutiny Committees

CCG Statement

Swale
Clinical Commisioning Group
Patricia Davies – Accountable Officer
NHS Swale Clinical Commissioning Group,
Bramblefield Clinic,
Grovehurst Road, Kemsley,
Sittingbourne, Kent ME10 2ST

Medway
Clinical Commisioning Group
Caroline Selkirk - Accountable Officer
NHS Medway Clinical Commissioning Group,
Fifty Pembroke Court,
Chatham Maritime,
Kent, ME4 4EL

29 April 2016
Trisha Bain
Chief Quality Officer
Medway NHS Foundation Trust
Windmill Road
Gillingham

Dear Trisha,
In response to the draft Medway NHS Foundation Trust (MFT) Quality Account submitted to NHS
Medway Clinical Commissioning Group and NHS Swale Clinical Commissioning Group for
consultation, please find below the CCGs’ statement in accordance with the National Health
Service (Quality Accounts) Amendment Regulations 2012.
NHS Medway and Swale CCGs acknowledge the 2015/16 draft Quality Account submitted by MFT
and can confirm that the draft version has been reviewed against the Department of Health
reporting requirements. The CCGs acknowledge the significant challenges the Trust has faced
over the past year and support the quality priorities for 2016/17 detailed within the Quality Account
around Patient Safety, Patient Experience and Clinical Effectiveness. The CCGs note the
achievements reported on against the 2015/16 quality priorities and acknowledge that the new
Executive Team are bringing stability in leadership necessary to make the large scale changes
required to improve quality and safety of services provided by MFT.
In light of the Trust remaining in ‘special measures’ following the findings of the Care Quality
Commission (CQC) inspection in August 2015 the Trust continues to be rated as ‘inadequate’. The
CCGs are, however, encouraged by improvements now being seen; the Trust has developed an 18
month recovery plan and the CCGs are keen to support the Trust where possible in the delivery of
this. The Trust has continued with a downward trend in terms of hospital standardised mortality
rates (HSMR). Additionally the Trust has implemented the new medical model to improve patient
experience of care and support the flow of patients through the hospital. Further to this, close work
continues between the CCGs and MFT to facilitate improvements in delayed transfers of care.
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Over the past year the Trust has struggled to deliver against constitutional standards in terms of
referral to treatment within 18 weeks; cancer waiting time targets; zero tolerance of MRSA
(meticillin-resistant staphylococcus aureus) and Mixed Sex Accommodation breaches. The CCGs
have been working closely with MFT on remedial action plans in these areas and will continue to
support the Trust to deliver and sustain improvement in 2016/17.
Yours sincerely

		
Caroline Selkirk 					
Accountable Officer 					
NHS Medway Clinical Commissioning
Group

pp: Patricia Davies
Accountable Officer
NHS Swale Clinical Commissioning
Group
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Governors’ Statement
A Quality Account is a written report that providers of NHS services are required to submit to the
Secretary of State and publish on the NHS Choices website each June summarising the quality of
their services during the previous financial year in accordance with the National Health Service
(Quality Accounts) Regulations (2010).
There is also a requirement to provide information on the quality of the services to patients and the
public. Being mindful of the inevitable clash between Patient and Public readability and meeting the
Healthcare Quality Improvement Partnership (HQIP)/Monitor requirements with regard to content
and format, this report does meet the mandatory requirements. However, to meet these
requirements it inevitably contains a large amount of management/clinical jargon, and many tables/
graphs, (16 pages in one block) making elements of the document difficult to read and understand
for the patients and public. There are many unexplained acronyms.
The Council of Governors is made up of elected and appointed Governors who provide a link
between the Trust, local people and key stakeholders. They share information and views that can
influence and shape the way hospital services are provided by the hospital and they work together
with the Trust’s Board of Directors to ensure that the Foundation Trust delivers a high quality of
healthcare whilst achieving financial balance and planning for the future.
To do this Governors have participated in and influenced numerous internal meetings (including the
Quality Assurance Committee, Quality Improvement Group, Patient Safety Committee, Fire, Health
& Safety Committee and the Patient Experience Group) throughout the year where they
endeavoured to represent the interests of the members of the Trust and the public, so have been
involved with and kept informed of various aspects of the hospital performance. A formal Governor
representative participates in the Trust’s monthly Public Board Meetings, and the public and other
Governors are also are invited to attend and observe them.
MFT have been open where performance was not up to standard so there is a good and honest
ratio of what we did well and what we didn’t. The content of the Quality Report is not inconsistent
with the information provided throughout the reported year, so presents a balanced picture of
MFT’s performance over the period covered.

Alan West
Public Governor Medway
18 April 2016
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Medway Council’s Health and Adult Social Care Overview and Scrutiny
Committee statement
Senior representatives of the Medway NHS Foundation Trust and Medway Clinical Commissioning
Group have regularly attended meetings of Medway Council’s Health and Adult Social Care
Overview and Scrutiny Committee during 2015/16 to discuss the challenges facing the Trust. The
Committee has raised concerns about the multiplicity of action plans and the lack of stability in
leadership at the Trust which have now been addressed.
In June 2015, the Committee welcomed the newly appointed Chief Executive of the Trust and
discussed with her the overarching Improvement Plan for the hospital. Whilst Members were
pleased to hear of recent improvements at the Trust, the Committee raised a number of concerns
and queries with the Chief Executive.
As a result of these discussions several Members of the Committee visited the hospital in
September. Following this visit the Committee asked for various information from the Trust.
The Committee has taken a keen interest in the outcomes from successive Care Quality
Commission (CQC) inspections during this period.. In October 2015, the Committee discussed with
the Chief Nurse the CQC inspection which took place in August 2015. At this meeting Members
expressed some concerns and asked for further information about the cost of the diversions for
ambulances.
In December 2015 the Committee discussed with the Chief Executive and the Director of Clinical
Operations, Acute and Continuing Care progress against the CQC Improvement Plan and progress
in relation to mortality rates at the hospital. A number of points were raised by Members and the
Committee asked for a report to their next meeting on the CQC inspection findings and next steps.
Given the severe pressure on the Emergency Department at the hospital the Chairman, ViceChairman and spokespersons of the Committee, together with a representative from Medway
Council’s Adult Social Care Team, met with the Emergency Care Improvement Team from NHS
Medway Foundation Trust to receive their feedback on their assessment of the way the system
was coping with winter pressures.
In January 2016 the Committee discussed with representatives from the Trust the CQC Inspection
report and welcomed the positive comments in the report, particularly in relation to maternity and
gynaecological services and services for children and young people. The Committee has asked to
see the Trust’s action plan to address the issues in the inspection report and has also asked for
further information on specific issues.
The dialogue between Medway Council’s Health and Adult Social Care Overview and Scrutiny
Committee and Medway NHS Foundation Trust has been ongoing and constructive during
2015/16. The Committee continues to provide challenge and seek assurance that the measures
being put in place by the Trust, Commissioners and other partners will lead to the impact required
to provide the highest quality of care for patients.

Submitted on 18 May 2016 by Perry Holmes,
Medway Council’s Chief Legal Officer.
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Statement of directors’ responsibilities for the quality report

The directors are required under the Health Act 2009 and the National Health Service
(Quality Accounts) Regulations to prepare Quality Accounts for each financial year.
Monitor has issued guidance to the NHS Foundation trust boards on the form and content
of the annual quality reports (which incorporates the above legal requirements) and on the
arrangements that the NHS foundation trust boards should put in place to support the data
quality for the preparation of the quality report.
In preparing the Quality Report, directors are required to take steps to satisfy themselves:
●● The content of the Quality Report meets the requirements set out in the NHS Foundation
Trust Annual Reporting Manual 2015/16 and supporting guidance.
●● The content of the Quality Report is not inconsistent with the internal and external sources
of information including:
o Board minutes and papers for the period April 2015 to April 2016
o Papers relating to Quality reported to the Board over the period April 2015
to April 2016
o Feedback from commissioners dated 29th April 2016
o Feedback from governors dated 18th April 2016
o Feedback from local Healthwatch organisations dated 18th May 2016
o Feedback from the Overview and Scrutiny Committee dated 18th May 2016
o The Trusts complaints report published under regulation 18 of the Local Authority
Social Services and NHS Complaints Regulations 2009 dated 6th May 2016
o The latest national patient survey results available after 7th June 2016
o The national staff survey 22nd March 2016
o The Head of Internal Audit’s annual opinion over the Trusts control environment
dated 20th May 2016
o CQC Intelligent Monitoring Report dated 7th January 2016
o The Quality Report presents a balanced picture of the NHS foundation Trusts
performance over the period covered
o The performance information reported in the Quality report is reliable and accurate
o 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
o The data underpinning the measures of the 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
o The Quality Report has been prepared in accordance with Monitors annual reporting
manual and supporting guidance (which incorporates the Quality Accounts regulations)
as well as the standards to support data quality for the presentation of the Quality Report.
●● The Directors confirm to the best of their knowledge and belief they have compiled with the
above requirements in preparing the Quality Report.
By order of the board

................................. Date ......................................................... Chairman
................................. Date.......................................................... Chief Executive
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Glossary

Acronym
AAGA
A&E
ACR
AKI
AMU
APLS
aSSKIN
BME
CAD
CEO
CCG
C Difficile
CEPOD
COPD
CRM
CT
CQC
CQUIN
CYP
DAD
Datix
DC
DIPC
DKA
DoC
DoH
DOL
DQ
DQI
ECIP
ED
EDN
EL
ELC
ENT
EOLC
EPR
ESR

Meaning
Accidental awareness during general anaesthesia
Accident & Emergency
Urine albumin to creatinine ratio
Acute Kidney Injury
Acute Medical Unit
Advanced Paediatric Life Support
Surface, Skin Inspection, Keep moving, Incontinence / Moisture, Nutrition
(national skin bundle)
Black and Ethnic Minority
Complicated Diverticulitis Audit
Chief Executive Officer
Clinical Commissioning Group
Clostridium Difficile (C Diff)
Confidential Enquiry into Patient Outcome and Death
Chronic Obstructive Pulmonary Disease
Cardiac Rhythm Management
Computerised Tomography
Care Quality Commission
Commissioning for Quality and Innovation
Children and Young People
Data Assurance Document
National Risk Management and reporting system
Daycase
Director of Infection Prevention & Control
Diabetic Keto-Acidosis
Duty of Candour
Department of Health
Deprivation of Liberty
Data Quality
Data Quality Index
Emergency Care Improvement Programme
Emergency Department
Electronic Discharge Notification
Elective
Emergency Laparotomy Collaborative
Ear, Nose and Throat
End of Life Care
Electronic Patient Record System
Electronic Staff Record
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FCE
FFAP
FFT
FU
GAU
GP
GSTT
HAP
HES
HFC
HSCIC
HSMR
IG
IV
KPI
LoS
MAST
MCA
MDT
MED
MINAP
MFT
MH
MRI
MRSA
NAP
NAOGC
NBOCAP
NCAA
NEL
NELA
NELOS
NHS
NICE
NICU
NJR
NLCA
NNAP
NOAC
NPSA
NRLS
NSAIDS
OLM
OPD

Finished Consultant Episode
Falls and Fragility Fractures Audit
Friends and Family Test
Follow-Up appointment
Gynaecology Assessment Unit
General Practitioner
Guy’s and St Thomas NHS Foundation Trust
Hospital Acquired Pneumonia
Hospital Episode Statistics
Harm Free Care
Health and Social Care Information Centre
Hospital Standardised Mortality Ratio
Information Governance
Intravenous
Key Performance Indicator
Length of Stay
Mandatory and Statutory Training
Mental Capacity Act
Multi-Disciplinary Team
Medway Early Discharge
Acute Myocardial Infarction Audit
Medway NHS Foundation Trust
Mental Health
Magnetic Resonance Imaging
Methicillin-resistant staphylococcus aureus
National Audit Project
National Oesophago-gastric Cancer Audit
National Bowel Cancer Audit
National Cardiac Arrest Audit
Non-Elective
National Emergency Laparotomy Audit
Non-Elective Length of Stay
National Health Service
National Institute for Clinical Excellence
Neonatal Intensive Care Unit
National Joint Registry
National Lung Cancer Audit
Neonatal Intensive and Special Care
New oral anticoagulant
National Patient Safety Agency
National Reporting and Learning System
Non-steroidal anti-inflammatory drugs
Oracle Learning Management
Outpatient Department
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OT
PALS
PCI
PDPH
PERC
PHSO
PIR
PLACE
PMO
PROMS
PSA
PTSD
PU
RAP
RCEM
RCOG
RTT
SHMI
QA
QI
SACT
SAS
SHO
SI
SPET
SSNAP
TCI
TOCC
TIVA
TRUS
TVN
USS
UTI
VTE
WHO
WNAS

Occupational Therapy
Patient Advice and Liaison Service
Percutaneous Coronary Intervention
Post dural puncture headache
Pulmonary Embolism Rule-out Criteria
Parliamentary and Health Service Ombudsman
Post Infection Review
Patient Led Assessments of the Care Environment
Programme Management Office
Patient Repotted Outcome Measures
Prostate Specific Antigen
Post-Traumatic Stress Disorder
Pressure Ulcer
Remedial Action Plan
Royal College of Emergency Medicine
Royal College of Obstetricians and Gynaecologists
Referral to Treatment
Summary Hospital Level Mortality Indicator
Quality Account
Quality Improvement
Systemic Anti-Cancer Treatment
Specialty, Associate Specialist and Staff Grade
Senior House Officer
Serious Incident
Surgical Patient Enhancement Team
Sentinel Stroke National Audit Programmes
Target Controlled Infusion
Transfer of Care Communication
Total intravenous anaesthesia
Transrectal Ultrasound-guided biopsy
Tissue Viability Nurse
Ultrasound Scan
Urinary Tract Infection
Venous thromboembolism
World Health Organisation
Ward Nursing Accreditation System

Medway
NHS Foundation Trust

Medway NHS Foundation Trust
Medway Maritime Hospital
Windmill Road
Gillingham
Kent ME7 5NY
Tel: 01634 830000
Email: communications@medway.nhs.uk

www.medway.nhs.uk

