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


promote quality improvement across the NHS



increase public accountability



allow the Trust to review its services



demonstrate what improvements are planned by the Trust



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

The Trust’s Quality Account helps to improve public accountability for the quality of care they
provide and is a key mechanism to provide demonstrable evidence of measures undertaken
in improving the quality of the Trust’s services.
The Quality Account also describes the organisation’s quality priorities and aims for the
coming year.
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Part 1: Statement on quality from the chief executive
As I have set out in our Annual Account, it has been an important year at Medway and this
Quality Account provides the opportunity to reflect on our achievements and challenges
during this time as well as to set out our ambitions for the future.
The last 12 months have been a time of transformation at the Trust, and our Better, Best,
Brilliant Improvement programme has focussed on improving the quality of care for our
patients who rely on us for treatment, and on improving the working lives of the people they
rely on – our staff.
Our commitment to improving the quality of our services is fundamental to everything we do
and is underpinned by our organisational values and overall vision on our journey towards
excellence. This commitment is clearly defined in our core strategic objective for High
Quality Care and in our Quality Strategy that sets out our goals for delivering quality over the
next three years.
This account reports the progress that the Trust has made in strengthening the quality of
care provided to our patients over the last year and sets out the priorities that have been
adopted by the organisation for the coming year. These priorities will allow us to address
those areas where we continue to meet challenges.
This year has not been without challenges; the trust recognises that there is continuing work
to ensure that venous thromboembolism (VTE) risk assessments achieve the 95 per cent
target and improving patient flow, staffing, infection prevention, ensuring the trust is working
towards improving care for all patients within our care.
Keeping patients safe and listening to them and their families is at the heart of everything we
do at Medway and we will continue to focus our efforts on responding to and involving our
patients in improving the care they receive.
We will continue to encourage an open and transparent reporting culture where members of
staff are encouraged to raise concerns and report incidents. This approach will be supported
by our Freedom to Speak up Guardian and we will ensure that we adopt the improvements
identified by staff, patients, their families and our partners in healthcare.
Throughout the last year we have been transforming our approach to learning from
investigations, ensuring that improvements are led by our frontline clinical staff.
During the coming year we will build on this work, ensuring that we continue to develop a
sustainable improvement culture across our organisation.
The launch of our ‘You are the Difference Programme’ is a first for the organisation and
helps to create, nurture and build a positive improvement culture. Happy staff provide the
best care – a simple ethos that we take very seriously.
This year we have continued to work hard on improving the length of stay for our patients.
Reducing length of stay delivers a range of benefits for patients and the Trust. It reduces the
risk of deconditioning in patients, and gets them back home to recuperate in familiar
surroundings more quickly.
In November, we opened our brand new Emergency Department to deliver the best of care
to our most unwell patients. This includes seven new resuscitation bays and a new
dedicated entrance for ambulance crews. It is a fantastic facility and one which will benefit
our community for many years to come.
We were delighted this year to open our brand new Acute Frailty Unit. This provides a
dedicated short stay area for frail elderly patients and patients with dementia, with the goal
of ensuring patients return home safely within 48 hours. The unit is already having a
significant impact on the experience of this vulnerable group of patients.
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We continue to work hard to ensure that we have the right staffing levels at the hospital. In
2018/19 we launched a number of international and national recruitment campaigns,
reduced our reliance on expensive agency staff and developed new initiatives to improve
staff retention. Ensuring that people want to stay at Medway is as important as employing
new members of staff.
The NHS is an ever-changing landscape and as we look to the future we must continue to
work closely with our partners across Kent to deliver services more efficiently while meeting
the changing needs of our patients; this means looking at how and where we provide care.
Our vision for excellence is to provide brilliant care through brilliant people – ensuring that
our patients get the right care from the right people in the right place, at the right time. This
means reducing the variation of care received by some of our most vulnerable patient
groups and ensuring that we continue to improve outcomes for all of the patients that we
care for as well as for their families.
As I have said, there are many challenges ahead of us, but many opportunities too. I believe
the future is bright for Medway and I am delighted to lead this fantastic organisation on our
continued pursuit of brilliance – I hope you will join us on that journey. To the best of my
knowledge the information in the document is accurate.

James Devine
Chief Executive
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Part 2: Priorities for improvement and statements of
assurance from the board
A Quality Account is an annual report to the public about the quality of the services our Trust
delivers. The Health Act 2009 requires all providers of NHS services in England to produce a
Quality Account to provide information about the quality of those services. The aim of the
Quality Account is to enhance the Trust’s accountability to the public and its commissioners
(purchasers of healthcare) on both the achievements made to improving the quality of
services for our local communities as well as being very clear about where further
improvement is required. Quality Accounts are both retrospective and forward looking.
Medway NHS Foundation Trust’s Quality Strategy will set out the goals and targets for
providing high-quality care over the next three years in order to deliver our vision and
strategic objectives through living our values and supports us in achieving our ambition of
becoming an outstanding organisation.
Medway is committed to embedding a brilliant open and transparent culture; one in which
staff members and volunteers feel empowered to raise concerns, with the confidence that
these concerns will be acted upon and without fear of detriment for speaking up. This
includes the appropriate structure and process that supports speaking up and ensuring that
all staff members demonstrate the values and behaviours required to deliver this in practice.
In order to support speaking up, the Trust implemented a new Freedom to Speak Up
strategy in January 2019 in addition to the policy and procedure; this was to instil a culture
where staff and volunteers feel safe and supported to raise concerns, to enable to our
leaders to be responsive and act on them and for the organisation to learn from concerns.
During 2018/19, the Trust appointed a substantive lead guardian to continue the work to
embed an open and transparent culture to raising concerns.
The Trust has defined its vision for improving quality that is aligned to our strategic aim for
delivering High Quality Care. The Quality Priorities for 2019/20 are defined under Safe,
Effective and Person Centred. Delivering our priorities across all three domains will enable
us to provide safe and effective care for all of our patients that will ensure a positive patient
experience for them and for their families.

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

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

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

Person Centred
Patients, carers and
families will be listened
to and supported to
meet their needs
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2.1 Priorities for Improvement 2019-20
The Trust will ensure that the quality improvement priorities identified for 2019/20 are
aligned with the objectives outlined in the Trust’s Quality Strategy 2019/22 and include
existing areas of performance where there is room for improvement.
In preparation for this report and in order to engage with our stakeholders, consultations took
place with governors, staff and patient group representatives. A presentation of quality
priorities for development was delivered to our members. The following identifies the
selected priorities in each domain.
The proposed quality priorities for 2019/20 are.

SAFE
Quality priorities and why we chose them

What success will look like

Hospital Acquired Infections

We will report a reduction in the number of
Hospital Acquired Infections, specifically

In 2018/19 we did not meet our trajectories
for our two key infection indicators,
Clostridium Difficile and MRSA. In 2019/20
we want to deliver safer care by delivering
improved Infection Prevention and Control
standards of care. We also have an
ambitious target to reduce Gram negative
infections.
Falls
In 2018/19 we achieved a reduction in falls
resulting in harm. In 2019/20 we want to
continue to reduce the total number of falls
experienced by our patients.

Clostridium Difficile
MRSA Bacteraemia
Gram Negative infections

We will report compliance with the three high
impact interventions as set out in the
2019/20 CQUIN.
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EFFECTIVE
Quality priorities and why we chose them

What success will look like

Transfer of Care

We will

Effective transfer of patient care between
care providers is essential to ensuring
patients receive effective and seamless
treatment. We know from complaints and
concerns that we do not always handover
care in a timely manner and this can have a
detrimental impact on the care a patient
receives. Our aim is to ensure patient care
is timely and accurately handed over to the
right care provider.

Improve compliance with the 5 day standard
for GP notifications

In-patient Sepsis Management

We will improve our compliance with the
standard for administration of antibiotics
within one hour in our inpatient wards.

In 2018/19 we delivered improved sepsis
management in our Emergency Department,
evidenced through our CQUIN achievement.
This improvement was not replicated in our
inpatient wards. We will refresh our sepsis
improvement plan with a focus on
interventions within our wards.
Prescribing and Management of
Antibiotics
Good antimicrobial stewardship is key to
supporting a reduction in hospital acquired
Clostridium Difficile. However it is also key to
reducing antimicrobial resistance and
eliminating clinically inappropriate treatment.

See a reduction in transfer of care concerns

We will improve our compliance with our
antimicrobial policies, demonstrated by
improved audit results.

Right and Proper Nutrition and Hydration

We will:

Many of our patients have a higher risk of
malnutrition, for example those undergoing
major surgery, those with underlying medical
conditions and those at the end of their life.
Supporting our at risk patients is vital to aid
recovery and maintain comfort. We have
implemented a number of new initiatives and
policies for meeting the nutritional and
hydration needs of our patients, for example
a fasting policy for elective surgical patients.
However we know that we can make further
improvements in nutritional assessment and
management of patients who are Nil By
Mouth.



Improve our compliance with
completion of nutritional assessments



See a reduction in concerns and
incidents relating to nutrition and
hydration
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PERSON CENTRED
Quality priorities and why we chose them

What success will look like

Care of Vulnerable Patients

We will:

Caring for some of our most vulnerable
patients can be challenging but we all have a
duty of care to ensure patients and carers
needs are met.



Report improved performance in our
local Dementia and Delirium audits
and the National Dementia and
Delirium Audits

We will improve the care we provide for
some of our most vulnerable patients who
have Dementia, Delirium and Learning
Disability by making appropriate adjustments
and interventions to care to ensure we meet
the needs of patients and achieve equality of
outcome.



Comply with the three Learning
Disability Improvement Standards for
Acute Trusts.

Statements of assurance from the board
Review of Services
During 2018/19 the Medway NHS Foundation Trust provided and/or sub-contracted 56
relevant health services.
The Medway NHS Foundation Trust has reviewed all the data available to it on the quality of
care in 56 of these relevant health services.
The income generated by the relevant health services reviewed in 2018/19 represents 100
per cent of the total income generated from the provision of relevant health services by
Medway NHS Foundation Trust for 2018/19.

Participation in Clinical Audits 2018/19
National Clinical Audits and National Confidential Enquiries
During 2018/19, 53 national clinical audits and five national confidential enquiries covered
relevant health services that Medway NHS Foundation Trust provides.
During that period, Medway NHS Foundation Trust participated in 96 per cent of the national
clinical audits and 100 percent of the national confidential enquires for which it was eligible.
The national clinical audits and national confidential enquiries that Medway NHS Foundation
Trust participated in, and for which data collection was completed during 2018/19, are listed
below alongside the number of cases submitted to each audit or enquiry.
Audit Title

Participation

Percentage of
required number of
cases submitted

Adult Community Acquired Pneumonia

Y

Figure not available –
currently collecting data

BAUS Urology Audit - Cystectomy

Y

100%

BAUS Urology Audit - Nephrectomy

Y

Figure not available
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Audit Title

Participation

Percentage of
required number of
cases submitted

BAUS Urology Audit – Radical Prostatectomy

Y

Figure not available

Cardiac Rhythm Management (CRM)

Y

100%

Case Mix Programme (CMP)

Y

100%

Elective Surgery (National PROMs Programme)

Y

100%

National Audit of Inpatient - Falls to fracture

Y

100%

National Audit of Inpatient - National Hip Fracture
Database

Y

100%

National Audit of Inpatient - Fracture Liaison Service
Database

Y

100%

Inflammatory Bowel Disease Registry

N

N/A

Feverish Children (care in emergency departments)

Y

100%

Learning Disability Mortality Review Programme
(LeDeR)

Y

100%

Major Trauma Audit

Y

Figure not available
currently collecting data

Mandatory Surveillance of Bloodstream Infections and
Clostridium Difficile Infection - MRSA

Y

100% (25)

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

Y

100% (9)

Myocardial Ischaemia National Audit Project (MINAP)

Y

100%

National Asthma and COPD Audit Programme COPD Secondary Care Audit

Y

100%

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

Y

National Audit of Breast Cancer in Older People

Y

100%

National Audit of Care at the End of Life (NACEL)

Y

100%

National Audit of Dementia

Y

100%

National Audit of Percutaneous Coronary
Interventions (PCI) - Angiograms

Y

100%

National Audit of Percutaneous Coronary
Interventions (PCI) - Angioplasty

Y

100%

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

Y

100%

National Audit of Seizures and Epilepsies in Children
and Young People

Y

Figure not available –
currently collecting data

National Bowel Cancer Audit (NBOCA)

Y

100%

National Cardiac Arrest Audit (NCAA)

Y

100%

100%

(27 new project Nov 2018
collecting data)

86

QUALITY REPORT

Audit Title

Participation

Percentage of
required number of
cases submitted

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

Y

100%

National Comparative Audit of Blood Transfusion
programme - Use of Fresh Frozen Plasma and
Cryoprecipitate in Neonates and Children

Y

100%

National Comparative Audit of Blood Transfusion
programme - Management of massive haemorrhage

Y

100%

National Diabetes Audit - Adults National Diabetes

Y

100%

National Diabetes Audit - Inpatient Audit

Y

N/A – Organisational
questionnaire only

National Emergency Laparotomy Audit (NELA)

Y

100%

National Heart Failure Audit

Y

100%

National Joint Registry (NJR)

Y

96%

National Lung Cancer Audit (NLCA)

Y

100%

National Maternity and Perinatal Audit (NMPA)

Y

100%

National Neonatal Audit Programme (NNAP)

Y

100%

National Oesophago-gastric Cancer (NAOGC)

Y

100%

National Paediatric Diabetes Audit (NPDA)

Y

100%

National Prostate Cancer Audit

Y

100%

National Vascular Registry

Y

100%

Non-Invasive Ventilation - Adults

Y

Figure not available –
currently collecting data

Paediatric Intensive Care (PICANet)

N

N/A

Reducing the impact of serious infections
Antimicrobial Resistance

Y

100%

Reducing the impact of serious infections Sepsis

Y

100%

Sentinel Stroke National Audit programme (SSNAP)

Y

100%

Serious Hazards of Transfusion (SHOT): UK National
Haemovigilance

Y

100%

Seven Day Hospital Services NHS England

Y

100%

Surgical Site Infection Surveillance Service

Y

100%

Vital Signs in Adults (care in emergency departments)

Y

100%

VTE risk in lower limb immobilisation (care in
emergency departments)

Y

100%
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National Confidential Enquiry into Patient Outcome
and Death (NCEPOD)

Participation

Percentage of required
number of cases
submitted

Cancer in Children, Teens
and Young Adults

Y

100%

Perioperative Diabetes

Y

100%

Pulmonary Embolism

Y

100%
(study is still open)

Acute Bowel Obstruction

Y

22%
(study is still open)

Long Term Ventilation

Y

50%
(study is still open)

The reports of 24 national clinical audits were reviewed by Medway NHS Foundation Trust in
2018/19 and the Trust intends to take the following actions to improve the quality of
healthcare provided.
Audit Title
1.

MBRRACE: Perinatal
Mortality Surveillance

2.

National Maternity and
Perinatal Audit
National Neonatal Audit
Programme – Neonatal
Intensive and Special
Care (NNAP)

3.

Actions






Continuity of Carer
Vulnerable in Pregnancy team
Healthcare Safety Investigation Branch
PReCePT - Reducing cerebral palsy initiative
Transition to digital maternity records



Report all babies <32 weeks with admission temperature
less than 36.5 on the trust incident reporting system
Monitor admission temperature in the monthly governance
meeting
Breast feeding care plan for all babies
Staff Training (nursing)
E module mandatory for doctors induction
Audit on pathway once training programmes implemented
Review the service provisions and reduce the number of
DNA
Audit on the neurodevelopmental follow up for 2015-16
Ongoing care bundle reviewed every 6 months as a QIP
Evaluate the need to change to stronger 2% Chlorhexidine
Participate in Arctic Study on reducing the incidence of
Central Line-associated Blood Stream Infection (CLABSI)
New delirium guidelines have been written (awaiting
ratification) which includes ALL 65+ year olds are
screened using the 4AT (rapid clinical test for delirium) on
admission, and the delirium pathway followed and delirium
care plan implemented if delirium is present. The SQUID
is to be asked daily for those at risk who are not delirium
positive on admission
Delirium Pathway updated to include 4AT
Delirium Care Plan written
4AT has been included in ED clerking proforma and
orthopaedic proforma












4.

National Audit of
Dementia (care in
general hospitals)
Delirium Spotlight Report
2018
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Local Audits
The Trust undertook 165 local audits in the 2018/19.
The reports of 49 local audits were reviewed by Medway NHS Foundation Trust during
2018/19 and the Trust intends to take the following actions to improve the quality of the
healthcare provided.

Audit Title and Actions
1819.003P - General Surgery Pancreatitis re-audit


Glasgow scores to be completed at 48hrs and documented correctly

1819.008P - Out of theatre rapid sequence intubation documentation


New out of theatre intubation documentation form created

1819.010P- Sugammadex use in Main Theatres and Day Surgery



Raise awareness of guidelines for anaesthetic team
Review of information documented on safersleep system

1819.011N - Improving trauma theatre efficiency


Review staffing and job planning including:
o dedicated trauma nurse, porter to transfer trauma patients, anaesthetic
registrar/additional anaesthetists rota, priority recovery bed, exempt trauma nurse
from morning meetings, extended trauma working day/trauma shifts, and dedicated
consultant of the week

1819.012N Appropriateness of Teledermatology


Create a proforma for acceptable patient criteria for Teledermatology Clinics for GPs

1819.018N - Capturing cognitive impairment in the Emergency Department


Create a proforma incorporating the AMT-4 for Emergency Department

1819.019N - Smoking cessation advice: Do we care?


Create a waiting room display providing contact details for smoking cessation

1819.022N - MRI Suboptimal Imaging Examination Report




Discuss individual image quality issues found during the audit at MRI team meetings
Ensure staff are aware of the area to be covered in relation to specific pathologies
Produce a folder with anonymised examples of poor image quality, and pathological
conditions due to operator factors, for review by the MRI team.

1819.024N - Hysterectomy : morbidity and mortality review


Raise awareness of Datix trigger list for gynaecology department

1819.025N - Haematuria clinic practices audit


Closer review of the 2ww Pathway Criteria for Non Visible Haematuria and Visible
Haematuria for Urologists and GPs
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Audit Title and Actions





Haematuria Clinic Proforma, confirm identification of Risk Factors to ensure
standardisation
Evaluate the Non Visible Haematuria and Visible Haematuria Risk Factors and Algorithm
of Haematuria Clinic to assess if it is appropriate
Present agreed Update on the Non Visible Haematuria and Visible Haematuria Algorithm
for implementation
Re-audit

1819.027N - Status Epilepticus compliance with NICE and local guidelines


Scope the use of standardised time-sensitive pre-hospital and hospital management
algorithms to improve preventive care, seizure detection, and rescue medication education

1819.030N - Quality of consent form for transrectal ultrasound guided prostate biopsy


Review and update the existing TRUS biopsy of prostate information leaflet

1819.031N - Front door therapy team extended hours service review





Education for the front door therapy team about who is to be seen after 4pm;
Education for team about what to do when called for an on call situation and patient in on
ward not covered by front door ie paediatric
To perform an audit on weekend statistics
To re-audit extended hours of service and add response times of referrals and remove
patient initials

1819.040N - Review of clinical evaluation within patient notes


Review of the Diagnostic Testing Tool Policy

1819.041N Unscheduled orthodontic appointments













Reduce the number of unscheduled appointments by 40 per cent to meet recommended
standard of 5 percent of total attendances
Review bonding techniques and the manufacturers’ instructions in order to identify
possible errors - good moisture control is essential
After bonding brackets/tubes check the occlusion to avoid interferences; place biteplanes
where necessary
Band teeth rather than bond tubes where possible
Consider banding premolars if brackets debond more than once
Improve communication with patients regarding appliance care / diet advice
Take more time to discuss the instructions after initial bond up or repeated cases of loose
brackets. Highlight the main points on the patient information leaflet
Use composite or metal stops on the archwires to reduce the wires swivelling
Use lacebacks and closed coil / bump-r-sleeve to support light archwires, especially where
second premolars have been extracted
Cut excess wire at the end of the last tube and bend back the lighter wires
Maintain emergency slots on the daily list for unscheduled appointments
Re-audit in 12 months: Record the frequency and causes of unscheduled appointments
only
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Audit Title and Actions

1819.146N - Quality of Impressions and bit registrations (Orthodontics)





Ensure correct tray size – will help ensure sufficient thickness of alginate in sulcus areas
Ensure sufficient sulcus depth recorded to enable appliance production
Modify mixing technique to reduce blow holes
Use adhesive on tray to prevent separation

1819.072N - Patient satisfaction survey with consenting process (General Surgery)


Continuous training for doctors in the use of stickers for the consenting process

1819.079N - Standards of Oxygen therapy and prescription



Target saturations wristbands
Oxygen Prescription Training to become part of mandatory Training for Clinical Staff on
ESR - to be renewed yearly.

1819.084P – Pain management (Emergency Department)


Raise awareness to clinical staff that patients in pain need analgesia within 30 minutes of
arrival, ideally within 60 minutes

1819.087N - Vital signs in Adults (Emergency Department)



Abnormal vital signs should be recorded again within 60 minutes of initial vital signs
100 percent of abnormal blood results should be highlighted to nurse- in charge.

1819.100N - Impact of CSII on glycaemia improvement in type 1 diabetes





Consider our type 1 patients with poorly controlled diabetes for pump therapy earlier in
their management plan
Expand our capacity to allow patients started on a pump to be followed up adequately
after pump start
Intensive type 1 diabetes clinic and support to be provided for such patients to optimise
education and engagement.
Set out a vigilant follow up care plan following CSII initiation especially in the first year

1819.105N – Paediatric Assessment Unit Booked reviews



Ensure booked reviews are added to the handover list
Ensure patients are discussed with consultant during handover

1819.106N - Antimicrobial prescribing in critical care






Increase awareness of Antibiotics Policy (teaching module, include in mandatory training
etc.)
Incident report any non-compliance with antimicrobial guidance on Datix
Challenge surgical colleagues when witnessing antimicrobial non-compliance in theatres
Monitor compliance with the Microguide on regular basis in theatres and Critical Care
Offer “coffee discussion” for non-compliant teams
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Audit Title and Actions
1819.112N Re-audit Management of Hyperemesis Gravidarum in MMH



Reinforcing the implementation of the local policy by presenting to the Junior doctors in
Friday afternoon teaching session
Include Hyperemesis management protocol in local induction for new junior doctors joining
the department

1819.115N - Improving the consenting process for Urology procedures re-audit




Discuss with clinic nurses and Urology Nurse Specialist to ensure stickers are available at
the time of consent
Present to paediatric surgeons to engage in using stickers at consent
Consider whether patients who return with post-circumcision complications were
consented for that particular complication

1819.116N - Patient reported outcome measures for Flexible Cystoscopy



Display poster with patient information in the Day Surgery Procedure Suite (DSPS)
Scope the use of the DSPS for other procedures

1819.118N - Ultrasound indications for UTI in children



Document the method of urine collection
Increase awareness around the adherence to local guideline

1819.119N - Time from presentation to laparoscopic appendectomy and post-op site
infections





Undertake an interactive teaching session to FY1s regarding appendicitis (signs, what
investigations should be performed, and to consider management of wider differential
diagnosis)
Investigate specific reasons for long inpatient stays
Inform hot clinic with regards to use of their services with regards to re-admissions

1819.122P - Retention of urine in adults (RCEM)




Doctor in Charge will remind staff at handover to adequately document time of
catheterization, catheter size, residual volume and renal function to improve
documentation
Doctor In Charge will remind nurses at handover to request analgesia from triage for
patients with acute urinary retention, including use of opiates when appropriate to improve
pain management

1819.123P - Mental Health - Risk assessment in self-harm patients seen in Emergency
Department



Ensure all ED staff are aware of the guidance around documentation in patients
presenting with self harm
Teaching sessions on Mental State Exam (MSE) for all Junior doctors/Physicians
Assistants in ED

1819.133N - Thyroid U-scoring and Subsequent Fine Needle Aspiration Cytology


Provide a leaflet for U score classification in all ultrasound rooms to help reporting the
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Audit Title and Actions
proper score.
1819.140N - ED Attendance Audit


Review operational processes and data capture to support operational practices and
patient flow

1819.144N - Mouth Care Matters - Mouth Care Recording Pack (MCRP)



MCRP to continue to be added to patient’s bedside folder when a patient is admitted to
ward
Continuation of training staff about using MCRP

1819.145N - CT Traumagrams and Aortograms


Escalation to the consultant when CT department is ready for patient if the first bleep is
not answered by the doctor/nurse

1819.148N - Hospital admissions avoided through use of the Front Door Therapy Team
(FDTT






Continue working closely with the staff in ED taking early referrals
Continue screening notes for suitable patients who are medically fit for discharge to
reduce delays in discharge from a therapy point of view
Undertake more training for staff, education on who are suitable patients for FDTT and
what makes a “turn around patient” suitable for the FDTT
Ensure all posters have up to date details of FDTT contact numbers and working hours.
Meet with seniors in Integrated Discharge Team and discuss service improvements to
prevent patients having to be admitted into the bed base that were medically cleared for
discharge and also cleared by therapists

1819.168N - Oxygen Prescription


Continue to provide Oxygen Prescription Training

1819.173N - NIPE Newborn and infant physical examination screening programme





Continue to raise awareness about importance of timely NIPE in eligible babies
Complete NIPE as soon as baby is well
Document reason of delayed NIPE
Await Public Health England recommendations for NIPE in preterm infants, to update
current publications

1819.183N - Prevalence of Culture-proven Sepsis in OFNU 2018


Discuss with microbiology department regarding antibiotic choice for line sepsis

1819.186N - Reviewing and Analysis of Two Week CNS Cancer Pathway Referrals


2-week wait brain imaging to be organised before assessment in neurology outpatient
clinic

1819.200N - Venous Thromboembolism risk assessments in acute medical wards


Documentation – reminder that staff should:
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Audit Title and Actions
Carefully fill out the VTE assessment tool on the drug chart and always assess the
patient’s mobility first
o Discussion with a patient accepting/declining VTE prophylaxis should always be
documented
o Duration of VTE prophylaxis should be documented clearly on the drug chart
Assess the patient’s thrombosis and bleeding risks before prescribing VTE prophylaxis
Continue with staff education including: always check platelets, eGFR and BP before
prescribing chemical VTE prophylaxis
24-hour review needs to be done in all the cases admitted to AMU and when patient’s
clinical condition changes.
o





1819.201N - Cardiology letter typing waiting times with new digital system


All doctors should adopt the Digital Recording System – to continue to improve the
number of letters typed within 7 days.

1819.213N - Adherence to down syndrome guideline in OFNU





Review the current Down Syndrome guideline
Discuss with service manager about cardiac follow up
Discuss with geneticist about follow up and investigations required especially in babies
diagnosed antenatally, establishing what bloods should be done
Review the need of patient information leaflet

Participation in Clinical Research
The number of patients receiving relevant health services provided or sub-contracted by
Medway NHS Foundation Trust in 2018/19 that were recruited during that period to
participate in research approved by the Health Research Authority was 4,884.
Medway NHS Foundation Trust has a commitment to research as a driver for improving the
quality of care and patient experience. The trust is actively involved in research supported by
the National Institute for Health Research (NIHR). The Trust Research and Innovation
(RandI) strategy is linked to specialty priorities agreed by the Department of Health (DoH)
and NIHR.
The comparative data shows NIHR requirement target and Medway NHS Foundation Trust
actual recruitment figures. The trust has exceeded recruitment targets for previous years
with the exception of 2017/18, where the recruitment target set was based on the projected
activity of a large-scale Fetal Medicine trial. The recruitment target set for 2018/19 was in
line with agreed projects and the high recruitment figure for 2018/19 is comparable to other
previous year’s attainment figures.
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Patient recruitment to National Institute of Health Research (NIHR)
suppported research at Medway NHS Foundation Trust
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Actual recrutiment figure

Figure 1 presents the annual recruitment target and the actual number of patients recruited
into the NIHR adopted studies between 1 April 2013 and 31March 2019.
Staff at Medway NHS Foundation Trust stay abreast of the latest treatment possibilities
through active participation in many different types of research which leads to successful
patient outcomes. For the period 1 April 2018 to 31 March 2019 there were a total of 108
research studies conducted at Medway NHS Foundation Trust, including staff undertaking
MSc final year dissertations. For the same period the Trust took part in 92 NIHR supported
studies, including 32 cancer specialty studies.

Medway NIHR Portfolio and all Other Studies
200
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0

117

119
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2014/15

147

157
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2016/17

111

108

2017/18

2018/19

Total number of research studies

Figure 2 presents the number of studies that Medway NHS Foundation Trust participated in
between 1 April 2013 and 31 March 2019.
Conducting research requires commitment from staff and there were approximately 90
clinical staff participating in research approved by the Health Research Authority at Medway
NHS Foundation Trust between 1 April 2018 and 31 March 2019.
Staff participating in research covers 20 disease areas as well studies looking into Health
Services Research.
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Number of Studies by Medical Speciality 2018-19

5

4

3

3

3

3

2

1

1

1

1

1

Ear Nose and Throat

Musculoskeletal

Other*

Renal Disorders

Mental Health

Dermatology

Diabetes

Gastroenterology

Metabolic and endocrine

Stroke

5

Dementias and
neurodegeneration

5

Anaesthesia and
Perioperative Medicine
Injuries and
Emergencies

6
Cardiovascular

7

Health Services
Research

7

Critical Care

9

Reproductive health

Children

Cancer

9

Respiratory and Thoracic

32

Figure 3 *Other studies outside of clinical speciality for example educational studies or
research into overall patient experience.
Medway NHS Foundation Trust is currently, taking part in an innovative two-stage, single
arm, phase II study that uses knowledge from recent research findings about the genetic
causes of cancer to guide cancer treatment.
Cancer is generally caused by a combination of many factors, including environmental
factors and those that are inherited (ie genetic changes). It is thought that many genetic
changes are involved in the development of prostate cancer. For those who carry one of
these genetic changes, recent evidence has shown that certain cancer treatments may be
more effective than others.
The aim of this study is to determine the response rate to two cycles of a chemotherapy
called platinum in participants with metastatic castration resistant prostate cancer (MCRPC)
and a germline mutation in a DNA repair gene. Dr Christos Mikropoulos, the principal
investigator of this study at Medway NHS Foundation Trust says “clinical research improves
the quality of care provided to patients and has led to innovations, cost savings and
improved outcomes”.
Table 1 presents examples of the aims for six other studies undertaken between 1 April
2018 and 31 March 2019.
Study Name /
Acronym
PsyPAS

Psychosocial screening for young people in an acute setting
This study aims to assess patients’ opinions on the perceived relevance
and utility of targeted psychosocial screening in acute medical services.
It is hoped the findings from this study will help develop services that
meet the needs of our patients.

FLO-ELA

Fluid Optimisation in Emergency Laparotomy. Open, multi-centre,
randomised controlled trial of cardiac output -guided
haemodynamic therapy compared to usual care in patients
undergoing emergency bowel surgery
This study aims to determine whether goal - directed haemodynamic
therapy (GDHT) given to patients aged 50+ during and for up to six
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Study Name /
Acronym
hours after emergency laparotomy reduces the number of deaths within
90 days of surgery.
NeoCLEAR

Neonatal champagne lumbar punctures every time – An RCT. A
multicentre, randomised controlled 2x2 factorial trial to investigate
techniques to increase lumbar puncture success
The study aims to determine the optimal technique for performing
lumbar puncture in infants. The results of this trial will inform best
practice, and ultimately, improved technique would result in: fewer
uninterpretable samples, fewer repeated procedures, reduced distress
for infants and families, decreased antibiotic use and risk of antibiotic
resistance, and reduced NHS costs due to fewer procedures, reduced
length of stay, shorter antibiotic courses, and minimised antibioticassociated complications.

ALLEGRO

A placebo controlled randomised trial of intravenous lidocaine in
accelerating gastrointestinal recovery after colorectal surgery
The study aims to find out if giving IV Lidocaine improves recovery of gut
function after colorectal surgery for NHS patients.

VPscreen

Maternal and neonatal outcomes in screening for Vasa Praevia in a
routinely screened population
The study aims is to evaluate the effectiveness of Medway NHS
Foundation Trust’s own strategy for screening and managing these high
risk pregnancies and the impact of this strategy on pregnancy outcomes.
It is hoped the findings from this study will help to optimise the
management and care of patients with vasa praevia.

The improvement in patient health outcomes in Medway NHS Foundation Trust
demonstrates that a commitment to clinical research leads to better treatments for patients.
Continual growth in research activity indicates our commitment to work in successful
partnership to provide flexible, first class health care to local people and our desire to
improve patient outcomes and experience across the NHS.
For the period between 1 April 2018 and 31 March 2019, project investigators at Medway
NHS Foundation Trust published 58 articles.
Commissioning for Quality and Innovation (CQUIN)
Medway NHS Foundation Trust income in 2018/19 was not conditional on achieving quality
improvement and innovation goals through the Commissioning for Quality and Innovation
payment framework, according to the Concordat.
CQUINs enable the organisation to focus on the quality of the services delivered, ensuring
that we continuously improve and drive transformational change whilst reducing variation in
care and improve the patient experiences and the outcomes achieved. We have taken a
more clinically focussed approach with our CQUIN delivery for 2018-19. We are pleased to
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report that we have made significant progress towards achievement of our agreed CQUIN
targets, which is a reflection of the hard work of staff across the organisation. We have seen
significant improvement in our sepsis work across our Emergency Department, our flu
vaccination compliance rates and improving the health and well-being of our patients and
staff.
The CQUIN statement in the last year Quality Accounts applies to 2018/19 as a two-year
contract was agreed covering 2017/18 and 2018/19. The agreed schemes were as follows;
•

Improving health and wellbeing of staff

•

Healthy food for staff, visitors and patients

•

Improving the update of flu vaccinations for front line staff within providers

•

Timely identification of sepsis in ED and acute inpatient settings

•

Timely treatment for sepsis in ED and acute inpatient settings

•

Antibiotic review

•

Reduction in antibiotic consumption per 1,000 admissions

•

Improving services for people with mental health needs who present to ED

•

Offering advice and guidance (non-emergency A and G)

•

NHS e-referrals

•

Supporting proactive and safe discharge

•

Hospital medicines optimisation

•

School age immunisations.

Further details of the agreed goals for 2018-19 and for the following 12-month period is
available electronically at https://www.medway.nhs.uk/about-us/publications/board-papers.htm
Care Quality Commission
Medway NHS Foundation Trust is required to register with the CQC and its current
registration status is requires improvement. The CQC has not taken enforcement action
against Medway NHS Foundation Trust during 1 April 2018 and 31 March 2019.
Medway NHS foundation Trust has not participated in any special reviews or investigations
by the CQC during the period 1 April 2018 and 31 March 2019.
The Trust received a CQC announced inspection of six core services on 10 and 11 April
2018, which were Emergency and Urgent Care, Medicine (including older persons care),
surgery, critical care, outpatients and diagnostics. They inspected outpatients and
diagnostics separately for the first time on this inspection.
The CQC plan their inspections based on everything they know about our services, including
whether they appear to be getting better or worse. Their inspections of NHS trusts have
shown a strong link between the quality of overall management of a trust and the quality of
its services. For that reason, all trust inspections now include inspection of the well-led key
question at trust level.
The Trust underwent a CQC Well Led Inspection on 2 and 3 May 2018. Initial response from
the CQC after this inspection was that the Trust has implemented a number of changes to
improve safety and that this had been sustained. However, there were still improvements to
be made in key areas such as retention of staff; mandatory training and ensuring safety
checks were completed.

98

QUALITY REPORT
Ratings:

Overall rating

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

Requires improvement
Requires improvement
Good
Good
Requires improvement
Requires improvement

Well-led Inspection
The CQC Well led inspections are undertaken on an annual basis and involve an
assessment of: the leadership and governance at trust board and executive team-level; the
overall organisational vision and strategy; organisation-wide governance, management,
Improvement; and organisational culture and levels of engagement. This draws on the
CQC’s wider knowledge of quality in the trust at all levels.
The following table represents the outcome of the Trusts latest CQC report which was
published in July 2018.

The following actions during 2018/19 support our continued improvement:
CQC Improvement Plan
As a result of the core service and well led inspection 2018 an improvement plan was
developed. All updates and evidence behind the plan are collated monthly and the plan is
progressing. The improvement plan is subject to a robust monitoring arrangement both
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internally and externally; being submitted on a monthly basis to the CQC, NHS Improvement
and Medway CCG.
Internal CQC style clinical reviews and monitoring
A format has been devised to undertake internal quality clinical reviews across the Trust.
This approach to monitoring compliance with fundamental standards will enable us to
achieve sustainable continuous quality improvement across all areas, identifying areas of
good practice and any gaps in assurance, making it easier to identify necessary changes
more quickly and efficiently.
Reporting to Secondary Uses Service (SUS)
Medway NHS Foundation Trust submitted records during 2018-19 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 patient’s valid NHS
number was:
•

99.3% for admitted patient care

•

99.3% for outpatient care

•

97.6% for accident and emergency care

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

99.7% for admitted patient care

•

93.6% for outpatient care

•

99.4% for accident and emergency care

Medway NHS Foundation Trust submitted records during 2018-19 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 patient’s valid NHS
number was:
•

99.3% for admitted patient care

•

99.3% for outpatient care

•

97.6% for accident and emergency care

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

99.7% for admitted patient care

•

93.6% for outpatient care

•

99.4% for accident and emergency care

Information Governance Toolkit (IGT)
Medway NHS Foundation Trust’s Information Governance Assessment Report overall score
for 2018/19 was submitted as all mandatory evidence being met and therefore satisfactory.
The NHS’s IG (Information Governance) Toolkit was superseded by the DSP (Data Security
and Protection) Toolkit in April 2018, and the Trust had a green rating. The new toolkit
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includes sections of compliance against the General Data Protection Regulations (GDPR)
and cyber security as well as ensuring organisations protects staff and patient information at
all times.
The score and progress towards completion of the DSPT is monitored at each meeting of
the internal Information Governance Group, which currently reports to the Trust Board via
the Responsible Officer’s report.
Clinical Coding
Medway NHS Foundation Trust was not subject to the Payment by Results clinical coding
audit during 2018-19.
Learning from Deaths
During 2018-19, 1,427 of Medway NHS Foundation Trust patients died. This comprised the
following number of deaths which occurred in each quarter of that reporting period:

Number of Deaths

Qrt.1

Qrt.2

Qrt3.

Qrt4.

Total
2018/19

333

336

328

430

1427

By April 2019, 293 case record reviews and 24 investigations had been carried out, relating
to 310 deaths of the 1,427 deaths for the reporting period. In seven cases a death was
subjected to both a case record review and an investigation. The number of deaths in each
quarter for which a case record review or an investigation was carried out was:
Total

Qrt.1

Qrt.2

Qrt3.

Qrt4.

Number of case record
reviews carried out

147

98

42

6

293

Number of investigations
carried out

11

4

5

4

24

2018/19

Three representing 0.2 per cent of the patient deaths during the reporting period are judged
to be more likely than not to have been due to problems in the care provided to the patient.

Qrt.1

Qrt.2

Qrt3.

Qrt4.

Total
2018/19

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

1

1

1

0

3

Percentage of all deaths

0.3%

0.3%

0.3%

0%

0.2%
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These numbers have been estimated based on the Royal College of Physicians Structured
Judgement Review (SJR) process. Clinicians reviewing cases are asked to whether, in their
opinion, the patient was more likely than not to have died due to problems in care.
The Trust has identified areas of learning from case record reviews and has taken actions to
address these; key learning and action points are detailed below.
•

End of Life Care (EOL) - the trust is reviewing the future configuration of EOL
services within the Trust, and the way in which the community palliative care and
the Trust’s EOL care team work together (this was informed by a CQC review of
EOL care recently)

•

Documentation - work is on-going on a new joint clerking and assessment
document which will improve the collection of information and also provide
access to key care bundles and specific patient focused assessments (such as
PODIS for diabetes)

•

Treatment Escalation Plans and DNACPR – a major review of the use of these
documents is planned as part of the Hospital @ Night project

140 case record reviews and 36 investigations completed after 1 April 2018 related to
deaths which took place before the start of the reporting period.
Nine representing 0.5 percent of the patient deaths before the reporting period are judged to
be more likely than not to have been due to problems in the care provided to the patient.
These numbers have been estimated based on the Royal College of Physicians Structured
Judgement Review (SJR) process. Clinicians reviewing cases are asked to judge whether
there have been any problems with the care of the patient leading to harm; any patient
where harm was classified as being ‘probably’ or ‘definitely’ due to a problem in care was
included in this estimate. A low score for quality of care is not always indicative of causation.
35 representing two percent of the patient deaths during April 2017-March 2018, judged to
be more likely than not to have been due to problems in the care provided to the patient.
Reporting against core indicators
The Summary Hospital-level Mortality Indicator (SHMI) reports on mortality at trust level
across the NHS in England. This indicator is produced and published quarterly as a National
Statistic by NHS Digital.
SHMI

Lower
Control
Limit

Upper
Control
Limit

Oct 2017 – Sept 2018

1.10

0.89

1.12

Jul 2017 – Jun 2018

1.06

0.89

1.12

Apr 2017 – Mar 2018

1.07

0.89

1.12

Jan 2017 – Dec 2017

1.03

0.89

1.12

Reporting Period

Palliative
Banding care coded
(%)
1.55% (all)
As
24.60%
expected
(deaths)
1.50% (all)
As
25.60%
expected
(deaths)
1.43% (all)
As
25.69%
expected
(deaths)
1.37% (all)
As
25.83%
expected
(deaths)

The SHMI is the ratio between the actual number of patients who die following
hospitalisation at the trust and the number that would be expected to die on the basis of
average England figures, given the characteristics of the patients treated there. It covers all
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deaths reported of patients who were admitted to non-specialist acute trusts in England and
either die while in hospital or within 30 days of discharge. The expected number of deaths is
calculated from statistical models derived to estimate the risk of mortality based on the
characteristics of the patients (including the condition the patient is in hospital for, other
underlying conditions the patient suffers from, age, gender and method of admission to
hospital).
Medway NHS Foundation Trust considers that this data is as described for the following
reasons:
•

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

•

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

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

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

Medway NHS Foundation Trust – Current HSMR position
The Hospital Standardised Mortality Ratio (HSMR) is a calculation used to monitor death
rates in a trust. The indicator is produced and published nationally by Dr Foster Intelligence.
It is the ratio of the observed number of in-hospital deaths to the expected number of inhospital deaths (multiplied by 100) for 56 diagnosis groups (which give rise to 80 per cent of
in-hospital deaths). The national benchmark for the HSMR is 100 – meaning that the number
of expected deaths and the number of observed deaths are exactly the same.

Reporting Period
Jul 2017 – Jun 2018
Apr 2017 – Mar 2018
Jan 2017 – Dec 2017

HSMR
113.91
113.86
111.66

Lower
Control
Limit
91.32
91.21
90.88

Upper
Control
Limit
109.29
109.42
109.67

Banding
Higher than expected
Higher than expected
Higher than expected

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

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


The data is extracted directly from Dr Foster’s Mortality data for English NHS acute
trusts documents. Dr Foster is an independent, established and recognised source
of data nationally.



The data is reviewed regularly through the Trust’s Mortality and Morbidity Group and
within the Directorates and Programmes

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


The Trust identified that patients receiving specialist end of life care were not being
coded as palliative. After extensive discussion with Dr Foster, NHS Improvement
and NHS England, from February 2019, all patients under the Trust’s End of Life
Care Team, as well as those seen by the Specialist Palliative Care Team, have
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attracted this code, and it is anticipated that the Trust’s HSMR will return to within the
95 per cent confidence intervals as a result of this change.


The Trust has identified that patients transferred to the local hospice for palliative
care prior to death are being counted in the Trust’s HSMR data. NHS England have
agreed that the overall HSMR for the Trust will be recalculated excluding these
deaths to provide a more accurate account of the Trust’s performance.



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

Patient Reported Outcome Measures PROMs (EQ-5D Index Score)
PROMs use a standardised instrument for use as a measure of health outcome. It is
applicable to a wide range of health conditions and treatments and provides a simple
descriptive profile and a single index value for health status, the health gain index is
primarily designed for self-completion by respondents and is ideally suited for use in postal
surveys, in clinics and face-to-face interviews. It is cognitively simple, taking only a few
minutes to complete. Instructions to respondents are included in the questionnaire.
Type of
surgery

Sample
time frame

%
improved

Trust
adjusted
health
gain

National
average
health gain

Groin hernia*

Not applicable

Varicose
veins*

Not applicable

Hip
Replacement
(primary)
Knee
replacement
(primary)

Apr 2017Mar 2018

95.1%

0.481

Apr 2018 –
Mar 2019
Apr 2017Mar 2018
Apr 2018 –
Mar 2019

National
highest

National
lowest

0.566

0.376

0.417

0.262

0.468
Not yet published

76.4%

0.275

0.338
Not yet published

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

A higher score indicates better health and/or greater improvement in function after the
operation. Medway NHS Foundation Trust is reliant on feedback from our patients in relation
to the results of their surgery. If our patients choose not to complete the post-surgery
questionnaire, this can result in the recording of low numbers in some or all procedures.
Medway NHS Foundation Trust considers that this data is as described for the following
reason: The data is extracted directly from the NHS Digital which is an established and
recognised source of data nationally
The Trust has taken the following actions, to improve this indicator, and so the quality of its
services, by:
•

Continuing to make timely PROMS data submission

•

Ensuring that there is a robust, consistent and sustainable process in place for
ensuring that all patients are provided with the opportunity to complete the initial
survey pre-procedure.
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•

Ensuring that compliance with the above process is monitored within the
appropriate directorates and areas for improvement are identified, acted upon
and tested.

28 Day Readmissions
28 day
Readmissions

2017-18

2018-19

0-15

16 and
over

Total

0-15

16 and
over

Total

Discharge

13774

66370

80144

4174

27948

32122

28 day readmissions

1542

6634

8176

419

2747

3166

28 day readmission
rate

11.2%

10.0%

10.2%

10.0%

9.9%

9.9%

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

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

•

Ensuring that the data is monitored on a monthly basis at both Directorate and
Trust Level.

The Friends and Family Test (Responsiveness)
The Friends and Family Test (FFT) is an important feedback tool that supports the
fundamental principle that people who use NHS services should have the opportunity to
provide feedback on their experience. This kind of feedback is vital in transforming NHS
services and supporting patient choice.
Friends and Family Test
Response Rate
% would recommend
% would not recommend

2017-18
A and E
Inpatient

2018-19
A and E
Inpatient

14.28%
80.16%
12.32%

14.46%
77.60%
15.06%

21.44%
87.61%
6.45%

20.91%
85.46%
8.32%

Medway NHS Foundation Trust considers that this data is as described for the following
reason: The data has been extracted directly from the NHS England which is an established
and recognised source of data nationally.
Medway NHS Foundation Trust has taken the following actions, to improve this indicator, by:
•

Investing in its staff with the You are the Difference programme

•

Implementing the Promoting Professionalism Programme as a unique way that
uses peer messengers to address unprofessional behaviours exhibited by staff
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Staff Family and Friends Test (FFT)
Staff FFT gives staff an opportunity to feedback their views on Medway NHS Foundation
Trust. It is hoped that staff will help to promote and have a further opportunity and the
confidence to ‘speak’, have their views heard and have them acted upon.
The data made available to the Trust by NHS Digital with regard to the percentage of staff
employed by, or under contract to, the Trust during the reporting period who would
recommend the Trust as a provider of care to their family or friends is as follows.
Staff Recommendation
Our Trust
National average
Best performing trust
Worst performing trust
Data as of Q2, Q4 is published 30th May 2019

2017-18
45.36%
63.38%
97.63%
23.35%

2018-19
43.41%
64.46%
93.75%
30.98%

Medway NHS Foundation Trust considers that this data is as described for the following
reason: The data has been extracted directly from the NHS England which is an established
and recognised source of data nationally
The Medway NHS Foundation Trust has taken the following actions, to improve this
indicator, and so the quality of its services by:


You Are The Difference programme
o



Promoting Professionalism Programme
o



You Are The Difference is the Trust’s flagship programme to develop our
culture at the Trust, embedding the learning and ethos of You Are The
Difference behaviours and provide coaching for managers and staff to use
every day in the workplace
This is a unique initiative that uses peer messengers to address
unprofessional behaviours exhibited by staff

Developing the Health and Wellbeing Programme
o

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



Appointing a Lead for Freedom To Speak Up Guardian, supported by seven
advocates to strengthen the anti-bullying campaign



Providing Conflict Resolution training for staff and communicating the Trust policy on
zero tolerance of violence.
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Venous Thromboembolism
VTE assessments
Our Trust
National average
Best performing trust
Worst performing trust
Q4 18/19 has not yet been published

2017-18
95.06%
95.20%
99.92%
76.34%

2018-19
70.93%
95.59%
100.00%
66.40%

Medway NHS Foundation Trust considers that this data is as described for the following
reasons: The data has been extracted directly from the NHS Digital website which is an
established and recognised source of data nationally and all data is subjected to internal
validation.
Medway NHS Foundation Trust recognises that the performance for 2018/19 has
demonstrated deterioration in comparison to 2017/18 and consequently has not met the
trajectory set by the national requirement of 95 percent. A contributing factor was due to the
vacant VTE Nurse post for five months. There has been a significant improvement in
compliance due to robust data collection processes being initiated from January 2019, with
61 per cent data collection in September 2018 to 89percent data collection in March 2019.
Assurance can be given that Patients were receiving the correct medical management as
tested by clinical audit.
Medway NHS Foundation Trust has taken the following actions, to improve this indicator,
and so the quality of its services, by:


Recruitment of a VTE Nurse January 2019



VTE daily live dashboard to clinical areas and service leads



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



PAS has been updated to reduce the number of possible tick boxes for the clerks to
ensure an accurate data collection tool

Clostridium difficile (C.diff)
Infection Control – CDIFF
Trust apportioned cases
Trust bed-days
Rate per 100,000 bed days
National average
Best performing trust
Worst performing trust
18/19 National Data is not yet available

2017-18
25
175881
14.2
13.7
0.0
91.0

2018-19
25
169529
14.7
-

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


Introduction of high level decontamination with vaporised hydrogen peroxide for
rooms when patients with C.diff are discharged.



Providing real time verbal and written feedback and recommendations to all relevant
clinical staff after each ward review



Supporting wards who are placed into ‘enhanced measures’ following a post infection
review:



Undertaking weekly audits of the environment, infection control practice and
antimicrobial prescribing on wards placed in enhanced measures.



Microbiologists, infection control practitioners and antimicrobial pharmacist providing
education and training to Doctors and during daily ward rounds.



Infection Prevention Control Team high visibility on wards daily Monday to Friday,
review all cases minimum weekly.



Directorates report quarterly to Infection Control and Antimicrobial Stewardship group
(ICAS) on actions taken to reduce risk of C.diff. Exemption reporting directly to board
via Quality Assurance group.

Patient Safety Incidents resulting in severe harm or death as reported to the National
Recording and Learning System
Medway NHS Foundation Trust actively encourages all staff to report any incidents as soon
as they occur as we know that this reflects a positive safety culture.
Every six months, NHS Improvement publishes official statistics on the incidents reported to
the National Reporting and Learning Service (NRLS). These reports give NHS providers an
easy-to-use summary of their current position on patient safety incidents, their
characteristics and suggested actions for improvement.
The Trust recognise that there has been a significant change in the reporting rate of
incidents per bed days during the last reporting period however unpublished data suggests
that this has improved from September 2018 and are taking steps to address any gaps in
reporting.

Patient safety incidents

Oct 17 – March 18

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

3645
43.07
42.55
124

Lowest reporting rate

24.19

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

20
0.6%
0.3%
1.5%

Lowest reporting rate

0.0%

April 18 – Sep
18
2288
27.21
44.5
107.4
13.1
20
0.9%
0.3%
1.5%
0.0%
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Medway NHS Foundation Trust considers that this data is as described for the following
reason: The data has been extracted directly from the National Reporting and Learning
System which is an established and recognised source of data nationally.
Medway NHS Foundation Trust has taken the following actions, to improve this indicator,
and so the quality of its services, by:


Investigation of potential under reporting



Monitoring of suggested actions from NHS Improvement for NRLS reporting



Continuing to educate staff on the importance of improving the reporting of incidents
and near misses to support a positive safety culture for our patients



Provision of feedback to staff at directorate meetings to ensure they have visibility
and an understanding of how themes are being recorded and wider improvements
are being led across the organisation



Weekly data submissions to the National Recording and Learning System for
incidents report in the Trust

Serious Incidents
During 2018/19, the Trust reported a total of 99 Serious Incidents to the CCG via StEIS
(Strategic Executive Information System). The trust does not have any overdue Serious
Incidents and has dramatically improved performance against the National Framework for
the reporting and management of Serious Incidents.
Investigations conducted during 2018/19 have identified a number of themes that have
informed areas for focus as part of the Trust’s overall Quality Improvement Plan and these
will be monitored to ensure we see a reduction in recurring Serious Incidents.
Medway NHS Foundation Trust has been building on its approach to improving the quality of
all Serious Incident investigations with a focus on learning, ensuring a best practice
approach is adopted across the organisation. Keeping patients safe and becoming a Trust
with zero avoidable harm is a key priority for the Trust. The trust has undertaken a significant
programme of work in establishing a robust governance programme, building capability
across all levels of the organisation to identify, investigate and learn from all reported
incidents.
Duty of Candour
Ensuring that families are supported and appropriately communicated with at the right time
and involved in the investigation process is central to supporting our journey towards
developing the safety culture of our organisation. We know that involving patients in the
safety of their own care can support our learning from investigations and we have been
striving to ensure improved compliance in this area.
Never Events
During 2018/19 the Trust declared one never event relating to a retained foreign object post
procedure. The Trust continues to learn from these events to prevent avoidable harm.
Developing our approach to safety, making our systems and processes safer, supporting
staff through training and education and working to understand potential system failures will
assist us with ensuring that we have learnt went wrong and take all available steps to
prevent these types of events.
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2.4 Other quality information
Seven Day Service
The trust is fully supportive of the need to ensure we are able to provide a consistent level of
high quality care 7 days a week. In order to deliver this care Medway has adopted the
principles of the NHS seven day service plan which focuses on 10 key clinical standards
which are designed to ensure timely and consistent care is provided to patients regardless of
the day of the week, The services have continued to develop over the last 12 months,
through initiatives such as the introduction of a seven day per week acute frailty take, which
is covered by a consultant geriatrician. Current performance against the four priority
standards is given below
Provision for consultant review: the standard is met for more than 90 per cent of patients
admitted in an emergency. Admitting physicians work on site until 9pm seven days per
week, and later if clinical need required. Across medical specialities the introduction of the
acute frailty model means that the following medical specialities have an onsite presence
every day of the week: acute medicine, general medicine, geriatrics, cardiology, respiratory
medicine and gastroenterology. Consultants in the surgical specialities and in women’s and
children’s services are also on site seven days per week.
Consultant directed diagnostics: For patients admitted as emergency with critical care and
urgent needs, the following diagnostic tests are usually or always available on site or off site
by formal arrangement: CT, Microbiology, Ultrasound, Echocardiography, MRI and Upper GI
endoscopy. At present echocardiography is not available at the weekend except via ad hoc
arrangements (such as the cardiologist on call or via medical trainees with echocardiography
experience).
Consultant directed diagnostics: Patients have 24-hour access to consultant directed
interventions seven days a week. Of the nine interventions listed, eight are relevant to the
Trust and are available either on site or via a formal arrangement off site seven days a
week.
Weekday

Weekend

Critical Care

available on site

available on site

Interventional Radiology

mix of on site and off site by
formal arrangement

mix of on site and off site by
formal arrangement

Interventional Endoscopy

mix of on site and off site by
formal arrangement

mix of on site and off site by
formal arrangement

Emergency General Surgery

available on site

available on site

Renal Replacement

available on site

available on site

Urgent Radiotherapy

Not applicable to patients in this
trust

Not applicable to patients in this
trust

Thrombolysis Stroke

available on site

available on site

available on site

available off site via formal
arrangement

available on site

via the Medway on call
cardiologist or via the PCI
consultant at Ashford

PPCI
Cardiac pacing

On-going review
Once daily and twice review: this standard is met for over 90percent of patients admitted in
an emergency. Daily board review and daily consultant review are in place meaning sick
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patients are identified and reviewed daily. Key to meeting this priority is our improvement
project on patient flow and rigorous medical job planning.
The trust continues improvement against the other clinical standards which include:


Patient Experience: Critical Care supports continuous improvement by appointing
and training Advance Critical Care Practitioners (ACCP) who have enhanced the skill
mix of the ward whilst improving patient experience and outcomes



Multi Disciplinary Team Review: the trust has increased access to therapies at
weekends and there is a plan to trial weekend pharmacy.



Shift Handover: Consultant lead board rounds



Mental Health: Mental Health liaison service available seven day service.



Transfer to Community, Primary and Social Care: Services available during
weekdays and weekends differ. The trust is continually working with the CCG and
Medway Community Health state in full on the development of availability of services



Quality Improvement Mortality: reviewed as part of the Trust Mortality Group with
over 25 per cent of deaths having a Structure Judgement Review.

Emergency Department (ED) Four-Hour target
The four-hour standard has been a significant national and local challenge.
In 2018/19, 72.62 per cent of our patients (type1) were diagnosed, treated and discharged or
admitted from the Emergency Department within four hours of arrival.
Type 1 ED performance, relates to patients who were actually seen in our ED and not
streamed to our contracted out of hours GP service which is located on site. (MedOcc). To
provide an accurate comparison of the performance; due to the 81.42 percent Type 3 figures
(MedOcc plus community) have had a definition change over the past year.
This performance has dropped by over 5.51 per cent compared to the previous year. In real
terms this means that we treated or admitted 20,800 fewer (Type1) people within four hours
of arrival at the Emergency Department in 2018/19 than we did in 2017/18.
When we look at all the facilities within our local community where Urgent and Emergency
Care can be accessed (and not just the ED) the number of patients being treated and
discharged within four hours rises to 79.88 per cent.
Medway NHS Foundation Trust considers that this data is described for the following
reasons. This information has been pulled directly from the main Symphony system that the
Trust’s ED department use to capture all ED attendances. The information is entered onto
the system by staff within the ED department.
The Trust has taken the following actions, to improve this indicator, and so the quality of its
services, by:


Ensuring that compliance with the above performance is monitored and areas for
improvement are identified and acted upon



Implementing the full ECDS solution (the automated daily submission to NHSD of the
trusts ED activity) on the Symphony PAS system. This will ensure that all users have
individual logins that are fully auditable in the data warehouse.



The Business Intelligence team will provide additional training support alongside IT
PAS training; this will enable users to have sight of keystroke entry upon reporting.



Implementing actions around notes accuracy / doctor documentation.
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All cancers: 62-day wait for first treatment from:
62-day Cancer Wait: GP Referrals
Our Trust
National average
Best performing trust
Worst performing trust
* Data up to February 2019 only

2017-18
81.91%
82.17%
98.35%
60.61%

2018-19*
81.39%
79.75%
100.00%
30.42%

62-day Cancer Wait: Screening Service
Our Trust
National average
Best performing trust
Worst performing trust
* Data up to February 2019 only

2017-18
85.91%
90.82%
100.00%
44.83%

2018-19*
75.22%
87.97%
100.00%
34.88%

Medway NHS Foundation Trust considers that this data is described for the following
reasons. The data has been extracted directly from NHS Digital which is an established and
recognised source of national data. The data is subject to a rigorous validation process
overseen by the Cancer Services team and Trust Service Managers for each tumour group.
Maximum time of 18 weeks from point of referral to treatment (RTT) in aggregate – patients
on an incomplete pathway.
There has been an improvement in Referral to Treatment Target (RTT) performance since
the return to reporting (following a period of not reporting our performance) and as a result
more patients have been treated within 18 weeks than in previous years. Improvements
have been made in most specialties due to having weekly RTT meetings with senior
programme leaders and a focus on reducing pathways so that the number of steps to see a
clinician has been reduced or improved, supported by a series of validation processes.
Lastly an agreed trajectory, was put in place for 18/19, and the Trust has remained
compliant against this trajectory in all but one month of the year. The Trust has worked with
NHS Improvement to reach an agreed trajectory for 2019/20. As such we ended the year at
80.75 per cent from a high of 82.62 per cent in November 2018.

The underlying information has been pulled directly from the Trusts main PAS system
“Allscripts PAS”. This data is processed in line with the national RTT guidance and
extracted by the Business Intelligence team.
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Medway NHS Foundation Trust has taken the following actions, to improve this indicator,
and so the quality of its services, by:


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



Specialities have submitted a trajectory with an action plan which is monitored on a
weekly basis, at these meetings we investigate how each individual programme is
managing their patients, and we discuss long waiters, number of referrals, polling
times, trajectories and corrective actions.



Implementation of a standard operating procedure which includes an on line test for
essential users



Formulating a training procedure for doctors



Elective access/RTT training is to be provided to staff with the necessary
understanding of RTT standards and the value of their application in both
administration and clinical settings, in line with the Trusts Access Policy and national
RTT guidance

Maximum six-week wait for diagnostic procedures
6-Week Diagnostic Wait
Our Trust
National average
Best performing trust
Worst performing trust
Q4 18/19 is not yet available

2017-18
96.39%
98.07%
100.00%
74.87%

2018-19
95.95%
97.26%
100.00%
72.68%

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


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



Due to daily and weekly reporting, current and up to date validation is completed on
an, at least, weekly basis

Medway NHS Foundation Trust has taken the following actions, to improve this indicator,
and so the quality of its services, by:


Implementation of a robust DM01 action group, which has matured into a joint
meeting with RTT, to help support patients on their 18 week pathway. Membership
has been contained to Service Leads / Appointment Managers who have had clear
responsibilities and expectations defined as part of their membership



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



A structured plan to validate and clear all old data in the system, which cleared a
significant number of unvalidated or errors in the records in three months by end of
September 2018
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A thorough Demand and Capacity review of all diagnostic services, to indicate
ongoing capacity issues and shortfalls, resulting in evidence of requirement for
permanent increase in capacity for MRI and Endoscopy



A process for escalation of concerns by:
o

Weekly DM01 performance meetings, that reviewed performance
retrospectively and in advance

o

Early escalation process re capacity issues to help mitigate issues.

Data Quality
Medway NHS Foundation Trust is taking the following actions to improve data quality:


Implementation of new Data Assurance Strategy and Policy.



The Trust has implemented a Data Assurance Framework which will enable deep
dive reviews of datasets and metrics across the organisation. These will facilitate
targeted training, audits and robust reporting to support members of the Trust being
accountable for data quality. This process has been developed with subject matter
experts and is due to be reviewed by external auditors to ensure it meets the
requirements and scrutiny needed to deliver data quality and assurance
improvements.



Data Assurance Group comprising of senior managers, purpose of the group to
ensure governance structure and recommendations from Data Assurance
Framework are followed.



In 2018/19 assist in developing robust diagnostic reporting model and ensuring its
accuracy in accordance with national guidance.



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



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



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



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



In 2019/20 the Trust will implement a new Integrated Quality and Performance
Report following a review of best practice. This will give the Trust greater insight in
to improvements and challenges with a Ward to Board structure of reporting. Each
of the metrics will include a Data Assurance Score to be reviewed annually.

National NHS Staff Survey
The NHS staff survey is a vital measure of the Trust’s level of staff engagement, how staff
are feeling, their morale, their experiences of working here – and is used by the Trust to
listen and adapt to make improvements. The survey is conducted annually and compared
against other NHS acute organisations and also against the Trust’s own results from the
previous year. This provides not only an opportunity to learn from our staff, but also how we
compare to the national picture.
The theme indicator scores are based on a score out of 10 for certain questions with the
indicator score being the average of those.
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Staff survey response rate
2017
Response
Rate

Trust

National
Average

40.1%

Variance to
national
average

2018

44.8%

Trust

National
Average

40.2%

5.2%

45.4%

Theme Score breakdown
Theme

2017

2018

Difference

Equality, diversity and inclusion

8.8

8.8

0

Health and wellbeing

5.8

5.4

-0.4

Immediate managers

6.6

6.2

-0.4

Morale

5.4

Quality of appraisals

5.5

5.5

0

Quality of care

7.3

7.0

-0.3

Safe environment – bullying and harassment

7.7

7.4

-0.3

Safe environment – violence

9.4

9.4

0

Safety culture

6.2

6.1

-0.1

Staff engagement

6.7

6.4

-0.3

Medway NHS Foundation Trust is committed to engaging its workforce and recognises the
significant contribution that all staff make to provide the Best of Care to our patients. The
Trust also recognises the importance of staff feedback and engagement, and has
mechanisms in place to obtain staff views and opinions.
A number of actions to improve staff experience and to make improvements have been
undertaken during 2018/19 include the following:


Launching the You Are The Difference (YATD) programme in September 2018 to
help create, nurture and build a new culture at Medway. Building on the best parts
and letting go of the things that hold us back;



YATD Video being open and transparent and involving our patients in being clear
about what we are doing to develop our culture which puts them at the centre of all
we do;



Speaking up – launching the new Freedom to Speak up strategy, appointing a new
lead guardian and seven new guardian advocates;



Introduced new monthly Chief Executive briefing sessions to increase visibility and
access to executives.



The Trust is currently in the scoping phase of working with Health Education
England’s clevertogether partnership for in-depth analysis and intelligence on the
next steps for the staff survey.

Further improvements are planned including:
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Continue running YATD programme that has now been embedded in the Trust
Induction programme



QI programme rolled out across the Trust with a view to embedding quality
improvement initiatives and making these part of business as usual

The Trust is working on retaining our best staff at the trust with a number of initiatives
including:


NHS Improvement – the Trust has subscribed to cohort 4 of the retention direct
support programme

The Trust has developed a new appraisal policy that is aligned to Agenda for Change
contract refresh in 2018 that requires the infrastructures to ensure all staff have an appraisal
every year and to make sure our staff have access to development opportunities/
interventions.
Complaints
In accordance with the Local Authority Social Services and National Health Service
Complaints (England) Regulations 2009, this part of the report sets out analysis of the
nature and number of complaints in Medway NHS Foundation Trust during 2018/19.
It is important to note that not all formal complaints are the result of a Trust failing or poor
service. For example, a complainant may not be happy with the service provided because
they consider their needs are different to what the Trust has assessed them as needing.
During 2018/19 the Trust received 741 complaints averaging 62 per month. This compares
with a total of 779 complaints received in 2017/18, a decrease of 5 per cent. 3.6 per cent
(27) of complainants returned for on-going resolution.

Complaint Themes
Admission, discharge and transfer arrangements

58

Aids and appliances, equipment, premises, access

5

All aspects of clinical treatment

284

Appointments, delay/cancellation (outpatient inc. ED)

113

Appointments, delay/cancellation (inpatient)

26

Attitude of staff

121

Communication/information to patients

55

Complaint handling

1

Consent to treatment

1

Failure to follow agreed procedure

3

Hotel services

3

Information relating to other organisations

1

Other

26

Patients' privacy and dignity

7

Patients' property and expenses

20

Patients’ status, discrimination

1

Personal records (inc medical and/or complaints)

15

Results

1
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Each complaint is treated individually, although issues raised may be similar to others, the
circumstances are often different for the individual concerned. The Trust has a 60, 30 and 10
working day response rate based on the severity of the complaint received. 74percent of
complaints received during 2018/19 were closed within their target response rate, 21percent
of complaints did not meet their target response and 5percent remain overdue. There are
98 complaints still under investigation that are within their response due date.
Ten cases were referred to the Parliamentary and Health Service Ombudsman (PHSO)
during 2018/19 compared to give in 2017/18. At the time of this report three cases have
been closed; two were not upheld and one was partially upheld with recommendations. The
remaining 7 cases are still being considered by the Ombudsman.
Medway NHS Foundation Trust is committed to providing the best care we can for our
patients and ensuring that their experience is as positive as it can be when using our
services. The following actions during 2018/19 support our continued improvement:
Complaints are discussed quarterly at the Patient Experience Group and Quality Steering
Group and are reviewed within each Directorate on a monthly basis. The complaints
information is used as an opportunity to learn and to take action to improve patient
experience.
The complaints leaflet was updated and distributed throughout the hospital so it’s available
and accessible to patients and their families. The leaflet was translated into the top three
languages (Bulgarian, Polish and Romanian) which were determined by the number of
interpreters used by patients through our interpretation service provider Language Connect.
Patient Advice and Liaison Service (PALS)
The Patient Advice and Liaison Service (PALS) offer confidential advice, support and
information on health-related matters. They provide a point of contact for patients, their
families and their carers’ (NHS.UK 2018)
The Patient Advice and Liaison Service (PALS) at Medway NHS Foundation Trust has
logged 3,486 contacts in 2018/19. The PALS team work collaboratively with the directorates
and departments to highlight and help resolve patient concerns and enquiries.
The Patient Experience Team has introduced a new leaflet which is given to patients during
their stay called ‘Ways in which we seek your feedback’ which provides information on how
important feedback is to the Trust and details how patients and visitors can provide their
feedback.
During 2018/19 a system update was introduced for recording and registering concerns,
queries and compliments. The updated system is much improved and is a ‘live’ system
which enables the directorates to access information relating to their area on a more
immediate basis rather than retrospectively.
The Trust has reviewed the categories for registered concerns; this ensures data captured is
more meaningful for reporting purposes. The Trust has reviewed this data and the following
themes have been identified:

Subject of contact

Theme

Information and
Communication

Enquiries total 850; issues reported in this category can vary from
staff communicating with patients and/or each other, or not being able
to contact a pathway coordinator and patients/carers leaving
messages not having them returned.

Outpatients

Enquiries total 811; issues include appointments, not being booked
within the timeframe explained to the patient, changes to
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Subject of contact

Theme
appointments or cancellations and patients arriving to find a clinic
appointment cancelled.

Admission and
Discharge

Enquiries total 324; issues relating to admissions are from patients
wanting a date for surgery or procedure.
Enquiries relating to discharge include lack of communication with
families who are supporting the discharge and the wait for equipment.

Clinical care and
treatment

Enquiries total 318; issues relate to patients and/or their families being
dissatisfied with their care, not feeling involved in decision making or
not being informed about decisions.

Results

Enquiries total 191; issues relate to patients waiting for test results.
Often patients will contact the PALS team for assistance if the GP or
an alternative provider has requested imaging

Staff Attitude

Enquiries total 182; issues relate to patients and/or their families
being dissatisfied with the attitude of all staff employed at MFT

Compliments

240 Patients and/or their families are satisfied with the care they have
received and would like to ensure that staff are made aware
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Part 3: Other information
How we did against our quality priorities we set ourselves in 2018/19
Our 2018/19 quality priorities were selected after consultation with stakeholders and staff
from our services. The Trust made progress in relation to all quality improvement priorities
during 2017/18, with achieving four priorities and partially achieving five. There were mixed
results of improvement across all priorities with steady process throughout the year, the
following summarises progress made against each priority over the year.

Priority 1.1 – Patient Safety
This was partially achieved
Approach
Ensure all patients with suspected sepsis are assessed and treated in accordance with
national recommendations
Background
Approximately 52,000 people lose their lives to sepsis across the UK each year. Early
recognition and management of Sepsis can reduce mortality and avoid unnecessary
intensive care admissions. Whilst we have made some improvements, we know there is
more we can do to ensure every patient with Sepsis receives timely interventions that
support the best possible care. The Sepsis CQUIN set out to evaluate the quality of care
provided to patients with confirmed or suspected sepsis in hospital environment.

What has been achieved to date?
The Acute Response Team (ART) took ownership of the sepsis CQUIN for adult in-patients.
There has been a re-activation of the ‘THINK SEPSIS’ campaign, with posters, intranet
communications and PC screensavers on how to recognise and treat sepsis in a timely
manner being developed and implemented, also raising the awareness of sepsis, through
the introduction of ward-based simulation and simulation training with discussion focus on
sepsis identification and treatment.
Improved patient care is reliant on screening to ensure patients are treated appropriately;
clinical incident forms are raised when there is a delay in sepsis recognition, to ensure that
lessons learnt are identified and addressed appropriately.
In the Emergency Department ongoing training, supervision and support has ensured this
topic is a key priority for all staff. Despite the ongoing challenges associated with the 4-hour
standard; the performance of the ED in assessing and treating sepsis has continued to
improve throughout the year.
The Emergency Department and in-patient audit data indicates that over 80 per cent of
patients are consistently screened and the Trust aim to sustain and improve this
performance.
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Apr - Dec 2018 Sepsis Data
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

97%

89%
79%

72%

85%

86%

80%

86%
66%

62%

55%

50%

Qrt 1

Qrt 2

Qrt 3

Screening for Sepsis
Emergency Department

Qrt 1

Qrt 2

Qrt 3

Antibiotics within an hour
In-patient

Q4 18/19 data has not yet been submitted
What will we do in 2019/20 to continue improvements?


The Trust aims to continue to monitor, measure and report on the targets set out in
the reducing the impact of serious infections (sepsis) CQUIN.



Ongoing work aims to improve the recognition and management of deteriorating
patients, with a particular focus on patients with sepsis. Actions include review and
updating of our electronic NEWS 2 alert system, which flags possible deteriorating
patients, who are then screened for sepsis or other causes of deterioration and
treated when appropriate.



Delivering improvement in compliance with the standard for administration of
antibiotics within one hour in inpatient settings has been identified as a Trust quality
priority for 2019/2020



Patient group directive review to reduce delays to antibiotic delivery for the ART
team.



Continue ward simulation training sessions of sepsis identification and treatment
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Priority 1.2 – Patient Safety - Reduction in Serious Incidents
This was achieved
Approach
Reduction in SIs where delay in reporting / reviewing test results may have contributed to a
delay in diagnosis / treatment for a patient regardless of level of harm

What has been achieved to date?
In 2017/18 the Trust had 30 Serious Incident investigations undertaken that met the criteria
of the Quality Account Priority. In 2018/19 there were 13 investigations undertaken.
Therefore the trust achieved a 57percent reduction, achieving the 2018/19 priority.
The Trust has improved completion of Root Cause Analysis investigations and submission
within 60 working days as per the timeframes set in the Serious Incident Framework – 100
per cent compliance.

What will we do in 2019/20 to continue improvements?


Enhanced methods of sharing learning are continuing to be developed including
Learning Summits



A Working group is being developed to monitor improvements and compliance
across the Directorates



A 2018/19 baseline will be determined to measure improvement
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Priority 1.3 – Patient Safety - Deteriorating patients
This was achieved
Approach
Ensure that patients whose condition deteriorates are recognised, reported and responded
to in a timely and appropriate way

What has been achieved to date?
The Acute Response Team (ART) saw 2,194 patients during April – November 2018 that
had been identified as deteriorating or at risk, via the National Early Warning Score
(NEWS2) track and trigger system.
During the same period 64percent of patients escalated to the ART team with a NEWS
score of <=4, 13percent of patients escalated with an NEWS score 5 or 6 and 23 per cent of
patients escalated with a NEWS score of seven or above. The higher the NEWS score the
higher the clinical risk to the patient.
From December 2018 it was agreed that a review of the auditing system was needed to
enable to identify issues within either the team’s performance or mismatches between
activity and level of cover. Also the combined response by the medical team was included to
provide and overall response performance to the deteriorating patient. The data for
December 2018 to January 2019 shows that 75 per cent patients were seen within the
agreed time frames, with 15 per cent of patients not seen by the ART team had been seen
by a senior staff member

What we will do in 2019/20 to continue improvements?


The Trust will continue to analyse ART activity and levels of staffing in order to
ensure adequate cover is maintained for busiest and more demanding periods.



Improvement of audit process ensuring a robust data capture, for when a
deteriorating patient has been seen by a medical colleague within the agreed
timeframes
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Priority 2.1 – Patient Experience - Staff behaviour
This was achieved
Approach
To ensure our staff consistently behaves according to the Trust’s values as described in the
clinical compact

What has been achieved to date?
As part of the Trust’s values as described in the clinical compact the Trust has implemented
the Promoting Professionalism Programme as a unique way that uses peer messengers to
address unprofessional behaviours exhibited by staff. This approach aims to deal with these
behaviours before they become habitual by helping individuals to reflect and change. The
Trust implemented this approach in May 2018 and it supports the Every Person Counts
domain of the Trust values.
The Trust has come a long way over the past two years in terms of changing processes and
investing in training for our staff. In September 2018 the Trust made a very open and
transparent commitment to starting some focussed work on developing our culture with our
staff at the core of helping us shape a new culture, one that builds on the great elements
and eliminating the things that hold us back. The You Are The Difference is the Trust’s
flagship programme to develop our culture at the Trust, more than 1,300 individuals have
now taken part in our programme.
The Trust uses its responses to surveys to support areas develop local action plans to take
specific actions to remedy issues staff raise. Freedom to Speak up (FTSU) promotes the
raising of concerns for NHS staff and volunteers to ensure patient safety is maintained at all
times and to make the health service a better place to work. Medway NHS Foundation Trust
is committed to embedding a brilliant open and transparent culture, one in which staff
members and volunteers feel empowered to raise concerns, with the confidence that these
concerns will be acted upon and without fear of detriment for speaking up.

What will we do in 2019/20 to continue improvements?
The Trust will continue to make improvements, by:


Continuing The You Are The Difference programme



Embedding the Speaking up Strategy highlighting its place as a key supporting
strategy to ensure high-quality care is given



Strengthening the speaking up safeguards with the new advocate guardians
undertaking training with the national guardian office. The Trust submits quarterly
data returns to the national guardian office in line with requirements.

It is a demonstration that the Trust takes the wellbeing of staff very seriously and we are
doing everything to support our staff.
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Priority 2.2 – Patient Experience - Improve patient satisfaction
This was partially achieved
To improve patient satisfaction with waiting times for To Take Out (TTOs) / Outpatient
medicine prescriptions.

What has been achieved to date?
Pharmacy has been actively monitoring its performance in turnaround times for TTOs and
Outpatient prescriptions. These indicators are continually measure, and monitored at the
department programme management board.
The Key Performance Indicator (KPI) targets set for 2018/19 and were reviewed after the
publication of the 2017/18 Quality account and it was agreed with Programme Management
Board and Governance that the new KPI’s were set at TTOs dispensed within two hours
(>70%) and Outpatient prescriptions dispensed within 40 minutes (>70%), due to staff
challenges within the department.
Pharmacy have utilised the patient tracking system (PTS) an electronic barcode system to
track the progress of TTOs and Outpatient prescriptions. Staff are provided with training to
ensure that all work being processed and dispensed within pharmacy are tracked and
monitored, this allows us to utilise the data, and where identified make changes to improve
the service as necessary.
Outpatient prescription turnaround (clinic medicines) for 2018/19 is currently at 41percent,
there has been an improvement over the last three months, with an average of 53 per cent
of all out patient prescriptions being dispensed within 40 minutes.
TTO turnaround (discharge from ward medicines) dispensing for 2018/19 is currently at 73
per cent. Performance in this area is impacted on other areas such as when the medical
team completes the TTOs for dispensing. Pharmacy is working closely with the business
intelligence team to review data on when TTOs are written by doctors and how these can be
done earlier to ensure TTOs can be processed earlier on in the day.
The pharmacy department has experienced high staff turnover during early 2018 which
impacted on the ability to provide a consistent service. A retention strategy in the latter part
of 2018 was implemented by the new management team, which has successfully improved
staff satisfaction and seen an improvement in recruitment and retention within the
department.

What will we do in 2019/20 to continue improvements?
The pharmacy department will continue to make improvements by


Continuing to monitor performance in all areas utilising the department’s
performance board, ensuring that the pharmacy senior management team have up to
date data on how well the department is performing



Continue to implement the department Transformation plans, ensuring each
department have the right skills mix of staff to best deliver our indicators, and monitor
these plans at the quality improvement huddles



Continue to work closely with the business intelligence team and the hospital
transformation team to review when TTOs are written and scope if these can be
written as early as 24 hours prior to discharge, which would support earlier
discharges and better quality of care to patients ensuring they can be counselled
about their medicines appropriately before discharge.
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Priority 2.3 – Patient Experience - Reduction in Mixed sex
accommodation
This was partially achieved
Approach
To improve patients experience of care by reducing the number of mixed sex
accommodation (MSA) breaches

What did we achieve to date?
The organisation remains challenged with a high volume of attendances and high inpatient
bed occupancy. An average of 219 patients per month are classed as breaches of mixedsex accommodation (MSA). This includes all sleeping accommodation where it is not
deemed best for the patient’s care, patient choice or the patient has not consented to share
mixed sex accommodation. The Trust has made demonstrable improvement reducing
breaches in general inpatient wards but remains challenged in placing critical care step
downs into ward based beds and placing patients requiring assessment, short stay or
specialist care.
An improvement has been noted in staff documenting having conversations with patients
who are in mixed sex accommodation, very few patients request to be moved.
Conversations are not just related to patients breaching, but with the other patients who are
within the area of a MSA patient.
The annual inpatient survey results for 2018 show we have improved on mixed sex by
12percent and sit just below the ‘Picker average’ of 91 per cent.

What will we do in 2019/20 to continue improvements?
We will continue to focus on reducing the number of same sex breaches and have
introduced a number of new processes to support this, including highlighting breaches in
each site meeting to facilitate plans to unmix and development of tools to allow nurses to
monitor and validate the breach.

125

QUALITY REPORT

Priority 3.1 – Clinical Effectiveness - Learning from Deaths
This was achieved
Approach
To comply with National Standards for Learning from Deaths

What has been achieved to date?
The Trust Board receives the Learning from Death Dashboard and report quarterly including
information mandated by the National Guidance on Learning from Deaths. In addition to the
mandated information, the Trust Board reviews and discusses an extensive report outlining
actions and priorities relating to mortality and learning.

What will we do in 2019/20 to continue improvements?
The Board will continue to receive and review the quarterly dashboard report. The mortality
review process will be further refined to ensure that detailed mortality reviews are
appropriately targeted and that maximum learning is disseminated throughout the Trust.
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Priority 3.2 – Clinical Effectiveness - Improve communications with
GP’s
This was partially achieved
Approach
To improve the timeliness of communications with GP’s specifically relating to notification of
patient death.

Background
The National Guidance on Learning from Deaths states that the General Practitioner “should
be informed of the death and provided with details of death as stated in the medical
certificate at the same time as the family or carers. The GP should be informed of the
outcome of any investigation.”

What has been achieved to date?
From Oct ober2018, GPs have been notified of inpatient deaths by the Patient Affairs team
using the electronic Discharge Notification system to generate a letter within five working
days. 82 per cent of GP’s have been notified since the implementation of this initiative within
five working days

What will we do in 2019/20 to continue improvements?
The trust will continue to improve performance against the five day standard, and anticipates
that it will appoint Medical Examiners in 2019/20; part of this role will entail agreeing a
patient’s cause of death and ensuring that this is communicated to GPs via the electronic
discharge system the working day following a patient’s death, thus fully meeting the
requirements of the National Guidance on Learning from Deaths. Delivering further
improvement in compliance with the five day standard for GP notifications has been
identified as a Trust quality priority for 2019/2020.
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Priority 3.3 – Clinical Effectiveness - Comply with Duty of Candour
legislation
This was partially achieved
Approach
To comply with Duty of Candour legislation; the trust recognises the importance of being
open with patients when things go wrong, it is applicable to any patient safety incident which
has resulted in a moderate or above level of harm and is a legal obligation set out in the
CQC Regulation 20. In summary the Duty of Candour process relates to:


Stage one and two is the initial notification where a patient and or family member is
informed in person that they have been involved in a patient safety incident, and the
patient or family member has written confirmation about what has happened and how
this will be investigated, this includes a written apology.



Stage three is the sharing of the outcome of the investigation. There are set
timescales which apply to each of these stages. Breach of the regulation has the
potential to result in either regulatory or legal sanction

What did we achieve to date?
The trust’s compliance for April - December 2018, 63 per cent of patients received a written
confirmation about what has happened and how this will be investigated.
The trusts compliance for April – December 2018 is 72 per cent sharing of the outcome of
the investigation, although the trust compliance was not fully met there has been a marked
improvement in compliance, and the trust will continue to work on improving compliance.
The Trust’s information leaflet for patients explains Duty of Candour and what the patient/
relative should expect. This includes details of investigation process and providing contact
details of a senior member of staff who will the patient/relative informed of the progress and
who can be contacted with any questions.
Duty of Candour is part of our RCA Management of Serious Incidents and Report Writing
training.
The directorate governance team continue to monitor compliance, and is reported via the
directorate governance meetings and reports around compliance are also submitted to the
board via the Integrated Quality Performance Report

What will we do in 2019/20 to continue improvements?
The trust will review its approach to duty of candour; reviewing its ongoing management and
review of the Duty of Candour policy and processes.
In order to embed the Statutory Duty of Candour into clinical practice regular training and
awareness raising workshops are being delivered by the Trust Governance team, to raise
staff awareness and compliance, legal training is to take place across the Trust.
The Trust will continue with weekly compliance monitoring to support improvements in Duty
of Candour applications.
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Annex 1: Statements from commissioners, local
Healthwatch organisations and Overview and Scrutiny
Committees
Lead Governor’s Submission on the Quality Account Report for 2018/19 of
the Medway NHS Foundation Trust
The Quality Report describes Quality priorities across three key domains; Safe, Effective
and Person Centred. The successful delivery of these priorities is at the foundation of
providing safe and effective care for our patients.
This report looks back at the work delivered in 2018/19 to support the identified improvement
priorities and looks forward to what success will look like for 2019/20.
Governors have engaged positively with the Trust over the past year and have been able to
represent the views of members and the public in the development of these priorities, and
have had the opportunity to hold the Non-Executive Directors to account for the performance
of the Board in the delivery of them.
The past year has been one of transformation for the Trust across a number of important
areas; we have seen significant change in terms of relationships with staff, other health
sector partners and the underlying financial performance of the Trust – with each of these
being critical to the future success of the hospital and patient outcomes.
The report goes into some detail on each of these; however I would highlight some key
areas for attention.


In relation to staffing the Trust has launched the ‘You are the Difference Programme’
which is helping to create a positive improvement culture across the whole
organisation. So far over 1,500 members of staff (including some Governors) have
taken part with fantastic feedback, 94 per cent either Agreed or Very Strongly Agreed
that positivity at work leads to better outcomes and they’re committed to helping
Medway create a positive culture, while 96 per cent either Agreed or Very Strongly
Agreed with the belief that our values and behaviours directly affect our patients’
outcomes.



As regards the Trust’s position within the wider Kent and Medway health system we
are seeing great partnerships developing, the Trust is working more closely and
effectively with the CCGs than before and more formal relationships are being
established with other providers, such as the collaboration with Medway Community
Healthcare (MCH) to provide seamless care for patients.



On finances, the whole of the NHS is suffering from chronic underfunding and
Medway is no different, for various historic reasons Medway has greater financial
difficulties than other similar Trusts – issues relating to the age and appropriateness
of the hospital site, as well as some of the worst access to GP rates in the country.
With this backdrop, we should recognise the substantial achievement in that the
Trust delivered its Control Total in 2019 for the first time in 8 years – this included a
Cost Improvement Programme that delivered savings of over £21m.

A Governor representative sits on the Trust’s Quality Assurance Committee and it has been
noted that the committee is now more focused on the definition of quality and how it affects
all areas of care. This has resulted in more in-depth investigation into services and has
strengthened the Committee's ability to provide assurance to the Board, as well as
highlighting issues that need to be addressed. Governors have been very pleased with the
obvious commitment shown by senior staff to improve their services and are confident that
this will continue. There is still the need to meet financial obligations going forward, but the
results from the past year have shown that there are ways to improve without breaching
targets and the committee will monitor any impact on patient care closely.
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Quality priorities for 2019/20 include ambitious plans to reduce Hospital Acquired Infections
and falls, improve our communications and working with GPs and the provision of better and
more compassionate care for some of our most vulnerable patients.
The Governors fully support these priorities and look forward to working closely with the
Board to see them though to delivery.
Alastair Harding
Lead Governor
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Statement from Medway and Swale Clinical Commissioning Groups
We would like to thank Medway NHS Foundation Trust (MFT) for submitting their quality
accounts and for working closely with the quality team within the CCG to support your quality
improvement. As the main provider of acute NHS services for the population in Medway and
Swale the CCG Quality Team is proud to support the trust in their vision for excellence, and
to provide brilliant care through brilliant people and continue to support their pursuit of
brilliance. It is reassuring to note within the Quality account that the trust show Quality
priorities for 19/20 is to deliver high quality care through safe, effective person centred care.
We recognise and are encouraged by the good work that has gone into many areas within
the trust in relation to sepsis management, right and proper nutrition and hydration, CQC
improvement plan, the 7 day standard, audit and research, sustained falls reduction,
reduction in complaints and Accident and Emergency targets. We take particular notes of
the Trusts significant challenge in their hospital acquired infection, mortality rates, and
handover of care but are encouraged by the continued focus to improve for 19/20 and
placing the users at the centre of their decision making, to improve outcomes and patient
experience. The trust is committed to learning from deaths and the CCG are encouraged by
the review of all deaths by a clinician. The CCG are satisfied that the trust continues to
support staff in reporting incidents and this reflects a positive safety culture within the
organisation however recognise the work to be done to embed this practise. The significant
programme of work in establishing a robust governance programme and building capacity to
investigate and learn throughout the trust is re assuring and the commitment to keep patient
safe and become a trust with zero avoidable harm is admirable.
It is always assuring to see that MFT recognise the importance and priority of patient
centred care, especially in those most vulnerable. It is inspiring to see the work already
commenced and how this can continue and grow for all patients and the CCG are
encouraged that they have made the connection between patient experience and staff
satisfaction. The CCG are invigorated by the program of work being promoted in the coming
year ‘You are the Difference’ programme, and the promoting professionalism programme
which will link the disappointing results of the staff survey with the patient experience. The
CCG feel this will give staff recognition of the good they are doing and a sense of ownership
in their role within the trust and support the journey to make Medway outstanding.
The other challenge for MFT is the cancer and RTT performance that they have struggled to
reach their performance criteria. They have been working closely with the CCG and the
CCG are confident that they are reviewing the harm caused to patients and that the plans
they have going forward should achieve sustainable improvement and improved patient care
and experience.
In conclusion the CCG are encouraged by the continued hard work and commitment of the
Trust to improve quality of care to their patients. They have shown a willingness to learn
from incidents and prioritised personalised care for their patients. The Quality Account
narrative only shows a small snapshot of the commitment the staff have shown to ensure
that they are able to provide safe and sustainable high quality care to all of its patients. We
look forward to continue to build relationships, work collaboratively and continue the
improvement to outcomes in the coming year.

Paula Wilkins
Chief Nurse for Medway, North and West Kent Clinical Commissioning Group
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Statement from Medway Council’s Health and Adult Social Care Overview
and Scrutiny Committee
The Committee notes that MFT received a rating of requires improvement in its most recent
CQC inspection, the same rating as in the previous year. While it is disappointing that a
stronger rating was not achieved, the Committee acknowledges that previously made
improvements had been sustained and that the most recent inspection had not inspected
any areas that had previously been rated as good.
The Committee is extremely concerned that the decision has been made not to establish a
hyper acute stroke unit in Medway and by the resulting removal of acute stroke services
from the hospital. It has, therefore, reported the decision to the
Secretary of State for Health and requested that the decision is reconsidered. The
Committee recognises that the decision is in no way a reflection on the hard working staff at
MFT. The Committee also hopes that the provision of vascular services will be retained in
Medway. A decision on future provision is expected to be made as part of the ongoing Kent
and Medway Vascular Services Review.
The work of the Trust to ensure ongoing financial stability is acknowledged, with
Committee Members having been pleased by the reduced reliance on agency staff and the
resulting reduction in agency staff costs.
The Committee acknowledges the partnership working with the Council and other partners
to reduce Delayed Transfers of Care following patient discharge from hospital. This had
included finding appropriate places for patients with complex care needs to be discharged to
and the opening of the Sapphire Acute Frailty Unit. It is noted that one of the Trust’s
proposed quality priorities for 2019/20 is ensuring effective transfer of care.
The Committee was saddened that the Chief Executive, Lesley Dwyer, left the Trust during
the year, but has recognised all her hard work in leading significant improvements made by
the hospital during her tenure and the strong partnership working with the Council. The
Committee would like to welcome the new Chief Executive, James Devine, and looks
forward to working with him and his team.
Representatives of MFT have attended the Committee three times during 2018-19, in June
and October 2018 and March 2019. The Committee continues to feel that the dialogue
between it and representatives from the Trust has been constructive and looks forward to
continuing to provide challenge and to seek assurance that the measures being put in place
by the Trust, Commissioners and other partners will make the impact required to ensure that
the highest quality of care possible is provided to patients.
The Committee also relies on Healthwatch Medway, which is a non-voting committee
member, to feedback patient views and experiences. It looks forward to working with
MFT and Healthwatch to ensure that patient experience feedback can be fully considered by
the Committee.
This response to the Quality Account has been submitted by officers, in consultation with the
Committee Chairman, Vice-Chairman and Opposition Spokesperson, under delegation from
the Medway Health and Adult Social Care Overview and Scrutiny Committee.
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Statement of adjustment following receipt of written statements required by
section 5(1)(d) of the National Health Service (Quality Account) Regulations
2010





The VTE data has been updated to reflect the end of year position
Ed four hour and 62 day cancer data has been updated to reflect the end of year
position
The national clinical audits table has been amended
HSMR figures amended to comply with the reporting requirements.
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Annex 2: Statement of directors’ responsibilities for the
quality report
The directors are required under the Health Act 2009 and the National Health Service
(Quality Accounts) Regulations to prepare Quality Accounts for each financial year.
NHS Improvement has issued guidance to NHS foundation trust boards on the form and
content of annual quality reports (which incorporate the above legal requirements) and on
the arrangements that NHS foundation trust boards should put in place to support the data
quality for the preparation of the quality report.
In preparing the quality report, directors are required to take steps to satisfy themselves that:
•

the content of the quality report meets the requirements set out in the NHS
foundation trust annual reporting manual 2018/19 and supporting guidance
Detailed requirements for quality reports 2018/19

•

the content of the quality report is not inconsistent with internal and external
sources of information including:
o

board minutes and papers for the period April 2018 to March 2019

o

papers relating to quality reported to the board over the period April 2018 to
March 2019

o

feedback from commissioners dated 22 May 2019

o

feedback from governors dated 22 May 2019

o

feedback from local Healthwatch organisations dated 22 May 2019

o

feedback from overview and scrutiny committee dated 22 May 2019

o

the trust’s complaints report published under Regulation 18 of the Local
Authority Social Services and NHS Complaints Regulations 2009, dated May
2019

o

the 2018 national patient survey March 2019

o

the 2018 national staff survey May 2019

o

the Head of Internal Audit’s annual opinion of the trust’s control environment
dated 23 May 2019

o

CQC inspection report dated 01 July 2018



the quality report presents a balanced picture of the NHS foundation trust’s
performance over the period covered



the performance information reported in the quality report is reliable and accurate



there are proper internal controls over the collection and reporting of the measures of
performance included in the quality report, and these controls are subject to review to
confirm that they are working effectively in practice



the data underpinning the measures of performance reported in the quality report is
robust and reliable, conforms to specified data quality standards and prescribed
definitions, is subject to appropriate scrutiny and review
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the quality report has been prepared in accordance with NHS Improvement’s annual reporting manual
and supporting guidance (which incorporates the quality accounts regulations) as well as the standards
to support data quality for the preparation of the quality report.

The directors confirm to the best of their knowledge and belief they have complied with the above requirements
in preparing the Quality Report.
By order of the board

24 May 2019
..............................Date.............................................................Chairman

24 May 2019
..............................Date.............................................................Chief Executive
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Independent auditor’s report to the council of governors of Medway NHS
Foundation Trust on the quality report
We have been engaged by the council of governors of Medway NHS Foundation Trust to
perform an independent assurance engagement in respect of Medway NHS Foundation
Trust’s quality report for the year ended 31 March 2019 (the ‘quality report’) and certain
performance indicators contained therein.
This report, including the conclusion, has been prepared solely for the council of governors
of Medway NHS Foundation Trust as a body, to assist the council of governors in reporting
Medway NHS Foundation Trust’s quality agenda, performance and activities. We permit the
disclosure of this report within the Annual Report for the year ended 31 March 2019, to
enable the council of governors to demonstrate they have discharged their governance
responsibilities by commissioning an independent assurance report in connection with the
indicators. To the fullest extent permitted by law, we do not accept or assume responsibility
to anyone other than the council of governors as a body and Medway NHS Foundation Trust
for our work or this report, except where terms are expressly agreed and with our prior
consent in writing.
Scope and subject matter
The indicators for the year ended 31 March 2019 subject to limited assurance consist of the
national priority indicators as mandated by NHS Improvement:
Percentage of patients with a total time in A&E of four hours or less from arrival to
admission, transfer or discharge (4 hour A&E); and
maximum waiting time of 62 days from urgent GP referral to first treatment for all cancers,
reported in accordance with official performance statistics based on 50:50 breach allocation
rules (62 days cancer wait)
We refer to these national priority indicators collectively as the ‘indicators’.
Respective responsibilities of the directors and auditors
The directors are responsible for the content and the preparation of the quality report in
accordance with the criteria set out in the ‘NHS foundation trust annual reporting manual’
issued by NHSI.
Our responsibility is to form a conclusion, based on limited assurance procedures, on
whether anything has come to our attention that causes us to believe that:
•

the quality report is not prepared in all material respects in line with the criteria
set out in the ‘NHS Foundation Trust Annual Reporting Manual’ and supporting
guidance;

•

the quality report is not consistent in all material respects with the sources
specified in section 2.1 of the NHS Improvement 2018/19 Detailed guidance for
external assurance on quality reports; and

•

the indicators in the quality report identified as having been the subject of limited
assurance in the quality report are not reasonably stated in all material respects
in accordance with the ‘NHS Foundation Trust Annual Reporting Manual’ and
supporting guidance and the six dimensions of data quality set out in the
‘Detailed guidance for external assurance on quality reports’.

We read the quality report and consider whether it addresses the content requirements of
the ‘NHS foundation trust annual reporting manual’ and supporting guidance, and consider
the implications for our report if we become aware of any material omissions.
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We read the other information contained in the quality report and consider whether it is
materially inconsistent with:
•

board minutes for the period April 2018 to 24/05/2019;

•

papers relating to quality reported to the board over the period April 2018 to
24/05/2019;

•

feedback from Commissioners, dated 22/05/2019;

•

feedback from governors, dated 22/05/2019;

•

feedback from Overview and Scrutiny Committee, dated 22/05/2019;

•

the trust’s complaints report published under regulation 18 of the Local Authority
Social Services and NHS Complaints Regulations 2009, dated May 2019;

•

the latest national patient survey, dated March 2019

•

the latest national staff survey, dated May 2019

•

Care Quality Commission inspection report, dated 26/07/2018; and

•

the Head of Internal Audit’s annual opinion over the trust’s control environment,
dated 23/04/2019.

We consider the implications for our report if we become aware of any apparent
misstatements or material inconsistencies with those documents (collectively the
‘documents’). Our responsibilities do not extend to any other information.
We are in compliance with the applicable independence and competency requirements of
the Institute of Chartered Accountants in England and Wales (ICAEW) Code of Ethics. Our
team comprised assurance practitioners and relevant subject matter experts.
Assurance work performed
We conducted this limited assurance engagement in accordance with International Standard
on Assurance Engagements 3000 (Revised) – ‘Assurance Engagements other than Audits
or Reviews of Historical Financial Information’ issued by the International Auditing and
Assurance Standards Board (‘ISAE 3000’). Our limited assurance procedures included:
•

evaluating the design and implementation of the key processes and controls for
managing and reporting the indicators;

•

making enquiries of management;

•

testing key management controls;

•

reviewing the process flow of the indicator with management;

•

limited testing, on a selective basis, of the data used to calculate the indicator
back to supporting documentation;

•

comparing the content requirements of the ‘NHS foundation trust annual reporting
manual’ to the categories reported in the quality report; and

•

Reading the documents.

A limited assurance engagement is smaller in scope than a reasonable assurance
engagement. The nature, timing and extent of procedures for gathering sufficient appropriate
evidence are deliberately limited relative to a reasonable assurance engagement.
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Limitations
Non-financial performance information is subject to more inherent limitations than financial
information, given the characteristics of the subject matter and the methods used for
determining such information.
The absence of a significant body of established practice on which to draw allows for the
selection of different, but acceptable measurement techniques which can result in materially
different measurements and can affect comparability. The precision of different
measurement techniques may also vary. Furthermore, the nature and methods used to
determine such information, as well as the measurement criteria and the precision of these
criteria, may change over time. It is important to read the quality report in the context of the
criteria set out in the ‘NHS foundation trust annual reporting manual’ and supporting
guidance.
The scope of our assurance work has not included governance over quality or nonmandated indicators which have been determined locally by Medway NHS Foundation Trust
Basis for qualified conclusion
Percentage of patients with total time in A&E of four hours or less from arrival to
admission, transfer or discharge
The “percentage of patients with total time in A&E of four hours or less from arrival to
admission, transfer or discharge” indicator requires that the NHS Foundation Trust
accurately record the start and end times of each patient’s wait in A&E, in accordance with
detailed requirements set out in the national guidance. This is calculated as a percentage of
the total number of unplanned attendances at A&E for which patients’ total time in A&E from
arrival is four hours or less until admission, transfer or discharge as an inpatient.
Our procedures included testing a risk based sample of 24 items, and so the error rates
identified from that sample should not be directly extrapolated to the population as a whole.
We identified the following errors:
•

In 2 cases of our sample of patients’ records tested, the end time was not
accurately recorded affecting the calculation of the published indicator;

•

In 4 cases of our sample of patients’ records tested, the end time was not
accurately recorded, but did not affect the calculation of the published indicator;
and

As a result of the issues identified, we have concluded that there are errors in the calculation
of the “percentage of patients with total time in A&E of four hours or less from arrival to
admission, transfer or discharge” indicator for the year ended 31 March 2019. We are
unable to quantify the effect of these errors on the reported indicator.
In addition, we identified:
•

In 2 cases of our sample of patients’ records tested, we were unable to obtain
sufficient supporting evidence to confirm the start or end time necessary to test
the calculation of the published indicator; and

•

In 1 case of our sample, the relevant records were not provided as supporting
evidence.

As a result there is a limitation in the scope of our procedures which means we are unable to
complete our testing and are unable to determine whether the indicator has been prepared
in accordance with the criteria for reporting “percentage of patients with total time in A&E of
four hours or less from arrival to admission, transfer or discharge” for the year ended 31
March 2019.
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Glossary
Acronym

Meaning

4AT

Rapid assessment test for delirium

COPD

Chronic Obstructive Pulmonary Disease

CQC

Care Quality Commission

CQUIN

Commissioning for Quality and Innovation

DATIX

National Risk Management and reporting system

DNA

Short for deoxyribonucleic acid - genetic code of organisms

DNACPR

Do Not Attempt Cardiopulmonary Resuscitation

DQ

Data Quality

ED

Emergency Department

EOLC

End of Life Care

FFT

Friends and Family Test

GP

General Practitioner

HSMR

Hospital Standardised Mortality Ratio

LeDER

Learning Disabilities Mortality Review Programme

MedOCC

Medway On Call Care

MRSA

Meticillin-resistant Staphylococcus aureus is a type of bacteria

NELA

National Emergency Laparotomy Audit

NHS

National Health Service

NIHR

National Institute for Health Research

NRLS

National Reporting and Learning System

PALS

Patient Advice and Liaison Service

PAS

Patient Administration System

PHSO

Parliamentary and Health Service Ombudsman

PROM

Patient Reported Outcome Measures

PST

Patient Safety Team
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Acronym

Meaning

QA

Quality Account

QIP

Quality improvement project

RTT

Referred to Treatment

SHMI

Summary Hospital Level Mortality Indicator

SJR

Structured Judgement Review

StEIS

Strategic Executive Information System

SUS

Secondary Uses service

UTI

Urinary tract infection

VTE

Venous thromboembolism
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