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About the Quality Report
Quality Reports enable NHS Foundation Trusts to be held to account by the public, as well
as providing useful information for current and future patients.
Providing our patients with the Best of Care is our top priority. That is why we are continually
implementing quality improvement initiatives that further enhance the safety, experience and
clinical outcomes for all our patients. This Quality Report is an attempt to convey an honest,
open and accurate assessment of the quality of care patients received during 2016-17. It
provides a summary of our performance and improvements against the quality priorities and
objectives we set ourselves for 2017/18 and sets out our quality priorities and objectives for
2018/19.
It is our hope that the report goes some way to reassure our patients and the public of our
commitment to deliver safe, effective and high quality care.
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Part 1: Statement on quality from the chief executive

This year has been really important at Medway and I would like to take this opportunity to
reflect on the challenges and achievements of the last 12 months.
Exiting special measures last year was significant for the Trust and our main focus in
2017/18 has been to maintain this momentum. In May we launched our Better, Best, Brilliant
Improvement Programme. Built around our four strategic objectives – integrated healthcare,
innovation, people and financial stability – Better, Best, Brilliant sets out our bold and
ambitious plans to build on the progress already made and provide brilliant care for our
community.
During the past year patient safety has continued to be a focus, with a wide range of
changes implemented to make sure patients receive safe and compassionate treatment, and
a better safety culture throughout the hospital. Integral to this is a heightened concentration
on recognising and responding quickly to patients whose conditions deteriorate. These
improvements have led to a significantly reduced mortality rate.
We have developed an open and transparent culture throughout the organisation, where we
encourage everyone to talk about patient safety, reporting incidents when they occur and
ensuring that we can all learn from them. I’m delighted to say that our approach to patient
safety improvement was commended by Jeremy Hunt, the Secretary of State for Health and
Social Care, when he visited the Trust in September 2017.
We continue to make strides in enhancing the experience of patients at Medway and we
have focused on trying to improve the flow of patients throughout the hospital. Flow is aided
by timely discharge of patients, which also benefits patients presenting at the ‘front door’ of
the organisation – our Emergency Department – by reducing unnecessary waits for beds.
Getting patients home when they are ready to leave our care isn’t always straightforward,
but in recent months Medway has made significant improvements in the care provided to our
‘stranded’ patients to become one of the leaders in England.
When patients are well enough to leave us, we want to make sure they get home quickly.
They will recover better and be happier at home rather than in hospital. But we can’t send a
patient home until any additional support that they need – from a community nurse, for
example, or changes that need to be made to their home – has been arranged.
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We call the situation when a patient is clinically ready to go home but is waiting for support
to be arranged a ‘Delayed Transfer of Care’ or DTOC. This is a big issue across the NHS –
not only is a patient unable to get back to the comfort of their home, but the bed is
unavailable for someone who might need it.
This year we have built on Home First, which was launched in 2016, to support patients to
get home by providing a full occupational therapy assessment in their home within two
hours. We have also moved more rehabilitation beds into community facilities to help focus
on getting people out of hospital, back on their feet and back home.
Most recently we have stepped up joint working with our colleagues in other health services
with a daily teleconference, where we talk through the specific needs of every patient who is
waiting to go home.
We know we still have more to do but all of this work has had a fantastic impact and we now
have one of the best DTOC rates in the country. That means more of our patients are being
treated in the right place, which is great news for everyone!
We are absolutely committed to providing the very best of care to our patients and we want
to use the very latest technology to achieve this. We were delighted to launch our da Vinci
robot this year. Da Vinci is a minimally invasive surgery tool that revolutionises the care
provided to patients undergoing prostate surgery. Under the control of a highly-trained
surgeon, da Vinci is able to perform complex and incredibly precise procedures. It’s a perfect
example of how we are embracing innovation for the good of our patients.
An NHS Trust cannot function in isolation and in 2017/18 we have continued to work closely
with our partners across Kent to look at how we can deliver services more efficiently,
through the Kent and Medway Sustainability and Transformation Partnership.
The last 12 months however have not been without challenge and despite the introduction of
a number of new processes to improve flow throughout the organisation, we have not made
the level of consistent improvement to our national targets that we would have liked. The
period immediately after Christmas and the adverse weather in February placed significant
pressure on our services, impacting the Emergency Department and hospital services more
widely.
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We remain committed to working with our partners to ensure that only patients that need to
come to the hospital do so, and that patients are discharged efficiently. The redevelopment
this year of our Emergency Department will aid this, as will the development of an Urgent
Treatment Centre – made possible through an additional £1million of funding.
Our staff are our most important resource and we are committed to ensuring that the
environment that they work in is one in which they can thrive. There is no doubt that it is a
challenging time to be working in the NHS. This year’s staff survey has shown a reduction in
positive results in NHS organisations across the country and the issues flagged in our own
survey reflect this. We have identified actions to address areas for improvement. For
example, an Unconference held in January 2018 – together with focus groups – has begun
the conversation about what a ‘brilliant Medway’ culture really means. Building a culture that
we can all be proud of will be a key commitment for us in 2018/19.
Having the right staffing levels is important, and during the past year we have continued to
work hard to recruit substantive staff and reduce our reliance on agency staff. We have had
a good deal of success in this area, with a significant reduction in the number of agency staff
we employ. I’m also delighted to say that we now have more nurses joining the Trust than
leaving each month.
Our other significant challenge is our financial position. The Trust has a long-standing
financial deficit and we have not made enough progress in addressing the challenge. This is
a serious situation and we must take steps to transform the way we provide services to
reduce inefficiencies, tackle overspending on pay and work closely with commissioners and
other partners to provide services the community needs within the available budget.
We must spend NHS resources wisely and live within our means. However, this does not,
and never will, mean compromising on patient care. We will continue to focus on our own
improvements through our Better, Best, Brilliant programme. And we will continue to work
closely with commissioners and other partners as this is not just about the hospital, but
about the healthcare system across Medway and Swale.
I remain confident that we can successfully address our financial challenges. We
transformed the way we deliver care for our patients so that safety and quality are now very
much better. We need to do the same for our financial position.
It has been a year of steady progress against a backdrop of challenges, and we look forward
to delivering sustainable and continuously improving care in 2018/19.
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Recently we have begun to win a number of prestigious awards and accolades for our
innovations and improvements. Not only is it fantastic to see our expert staff recognised, it
should serve to give confidence to our patients that many of our services are among the best
in the country, and that really is something to be proud of.

Lesley Dwyer
Chief Executive
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Part 2: Priorities for improvement and statements of
assurance from the board
We aim to provide the best of care and the best patient experience. This ambition is
reflected in our strategic objectives. As a Trust we have considered carefully which quality
improvement priorities we should adopt in 2018/2019 and which will support this ambition.
The priorities have been developed in collaboration with Trust governors, staff, members
and patient group representatives.
The quality priorities we are taking forward for 2018/2019 span all three domains of
healthcare quality
•
•
•

Patient safety – keeping patients safe from harm
Clinical effectiveness – how successful is the care provided?
Patient experience – how patients experience the care they receive.

2.1 Priorities for improvement
Quality domain

Patient Safety

Patient Safety

Patient Safety

Patient
Experience

Our quality priority

We will ensure all patients with
sepsis are identified and treated in
accordance with national
recommendations.
We will reduce the number of
incidents where delay in reporting
or reviewing of test results may
have contributed to a delay in
diagnosis or treatment for a patient
regardless of level of harm.
We will ensure that patients whose
condition deteriorates are
recognised, reported and
responded to in a timely and
appropriate way.
We will ensure our staff
consistently behave in accordance
with the Trust’s values as
described in the clinical compact

Patient
Experience

We will improve patient satisfaction
with waiting times for discharge
and outpatient medicines

Patient
Experience

We will improving patients
experience of care by reducing the
number of mixed sex
accommodation breaches
We will comply with the National
standards for Learning from

Clinical
Effectiveness
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What success will look like

We will achieve the national
CQUIN target for the identification
and treatment of sepsis.
We will achieve a 50% reduction in
incidents related to delay in
reporting or reviewing of test
results.

We will achieve
• 100% compliance with
NEWS2
• 100% compliance with the
Trust escalation protocol
We will achieve
• 80% of staff undertaking
customer service training.
• More than 90% of our
patients “would
recommend” the Trust as
reported by the Friends and
Family test.
We will achieve
• 80% of discharge medicines
dispensed within 90
minutes of being prescribed
• A waiting time for outpatient
prescription of <30 minutes.
We will achieve an 80% reduction
in mixed sex accommodation
breaches
We will report to the Trust Board
the National Mortality Dashboard
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Quality domain

Our quality priority

Deaths and use the learning to
improve patient care

Clinical
Effectiveness

We will improve the timeliness of
our communications with GPs

What success will look like

every quarter and demonstrate
completion of structured mortality
reviews that lead to learning and
improvements in patient care as
appropriate.
• We will achieve 100%
notification of patient death
to GPs within 5 days
•

Clinical
Effectiveness

We will be open and honest with
patients and their families when
things go wrong.

100% of clinic letters will be
sent to GP within 5 working
days
We will achieve 100% compliance
with Duty of Candour.

2.2 Statements of assurance from the board
Review of Services
During 2017/2018 Medway NHS Foundation Trust provided and/or sub-contracted 56
relevant health services.
Medway NHS Foundation Trust has reviewed all the data available to them on the quality of
care in those relevant health services.
The income generated by the relevant health services reviewed in 2017/2018 represents
100 per cent of the total income generated from the provision of relevant health services by
Medway NHS Foundation Trust for 2017/2018.

Participation in Clinical Audits 2017/18
During 2017/2018 36 national clinical audits and six national confidential enquiries covered
relevant health services that Medway NHS Foundation Trust provides.
During that period, Medway NHS Foundation Trust participated in 94 per cent of the national
clinical audits and 100 per cent 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 2017/2018, are
listed below alongside the number of cases submitted to each audit or enquiry, and the
percentage of the cases submitted against the requirements of that audit or enquiry.
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1.

2.

3.
4.
5.
6.

7.
8.

9.
10.

11.
12.

13.
14.

National Clinical Audit

Eligible

Participation
Yes / No

Number of
cases
submitted

Case
ascertainment 3

Acute Coronary
Syndrome or Acute
Myocardial Infarction
(MINAP)
BAUS Urology Audits
Cystectomy
Nephrectomy
Radical prostatectomy
Female stress urinary
incontinence
Bowel Cancer
(NBOCAP)
Cardiac Rhythm
Management
Case Mix Programme

Yes

Yes

530

Ascertainment
rate not available

Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes

Yes

Yes

174

93%+

Yes

Yes

318

Yes

Yes

Coronary Heart Disease /
National Audit of
Percutaneous Coronary
Intervention (PCI)
Diabetes (Paediatric)
NPDA
Elective Surgery
(National PROMS
Programme)
Endocrine and Thyroid
National Audit
Falls and Fragility
Fractures Audit
Programme (FFFAP)
National Audit of
Inpatient Falls
National Hip Fracture
Database
Fracture Liaison Service
Database
Fractured Neck of Femur

Yes

Yes

Ascertainment
rate not available
Ascertainment
rate not available
Ascertainment
rate not available

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

50

100%

Yes

Yes

91

94%*

Yes

Yes

1083

56%*

Yes

Yes

100

N/A

Learning Disability
Mortality Review
Programme (LeDER)
Major Trauma Audit

Yes

Yes

Yes

Yes

377

National Audit of Breast
Cancer in Older Patients

Yes

Yes

Data
linkage
project

Ascertainment
rate not available

N/A4

Ascertainment
rate not available
Ascertainment
rate not available
Ascertainment
rate not available

N/A

Ascertainment
rate not available
Ascertainment
rate not available

3 We have provided the case ascertainment as detailed in the most recently published
national report; this does not necessarily relate to 2017/18 data. Where this is the case, the
origin of the data is indicated thus: *2016/17; +2015/16; ^2014/15
4 Please see Section 2.3 for more information regarding the Trust’s participation in the
National PROMs programme
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National Clinical Audit

Eligible

Participation
Yes / No

Number of
cases
submitted

Case
ascertainment 3

National Audit of
Dementia
National Cardiac Arrest
Audit
National Chronic
Obstructive Pulmonary
Disease Audit
Programme
National Comparative
Audit of Blood
Transfusion Programme
Transfusion Associated
Circulation Overload
National Diabetes Audit –
Adults
National Diabetes Audit
National Diabetes
Inpatient Audit
National Emergency
Laparotomy Audit
National Heart Failure
Audit
National Joint Registry

Yes

Yes

20

100%

Yes

Yes

174

Yes

Yes

640

Ascertainment
rate not available
Ascertainment
rate not available

23.

24.

15.
16.
17.

18.

19.

20.
21.
22.

25.

26.
27.
29.
30.

31.

32.

33.

34.

Ascertainment
rate not available
Yes

Yes

26

Yes

Yes

1879

Yes

Yes

92

Yes

Yes

205

Yes

Yes

368

Yes

Yes

364

National Lung Cancer
Audit

Yes

Yes

National Maternity and
Perinatal Audit
National Neonatal Audit
Programme (NNAP)
(Neonatal Intensive and
Special Care)
National Vascular
Registry
Oesophago-gastric
Cancer (NAOGC)
Pain in Children

Yes

Yes

Data
linkage
project
5104

Yes

Yes

Yes

Yes

164

Yes

Yes

36

Ascertainment
rate not available
81-90%

Yes

Yes

96

N/A

Procedural Sedation in
Adults (care in
emergency departments)
Prostate Cancer

Yes

Yes

55

N/A

Yes

Yes

Ascertainment
rate not available

Sentinel Stroke National
Audit programme
(SSNAP)
Serious Hazards of
Transfusion (SHOT): UK
National haemovigilance
scheme
UK Parkinson’s Audit

Yes

Yes

Data
linkage
project
289

Yes

Yes

10

Ascertainment
rate not available

Yes

Yes

20

100%
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Ascertainment
rate not available

Ascertainment
rate not available
Ascertainment
rate not available
Ascertainment
rate not available
Ascertainment
rate not available
Ascertainment
rate not available
Ascertainment
rate not available

Ascertainment
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Eligible

Participation
Yes/No?

1.

National Confidential Enquiry into
Patient Outcome and Death
(NCEPOD)
Chronic Neurodisability

Yes

Yes

If yes, % of
cases
submitted
100%

2.

Young People’s Mental Health

Yes

Yes

100%

3.

Cancer in Children, Teens and Young
Adults

Yes

Yes

100%

4.

Acute Heart Failure

Yes

Yes

100%

5.

Perioperative Diabetes

Yes

Yes

In progress

6.

MBRRACE-UK

Yes

Yes

Case
ascertainment
not available

The reports of 24 national clinical audits were reviewed by the provider in 2017/18 and
Medway NHS Foundation Trust intends to take the following actions to improve the quality of
healthcare provided in those national clinical audits from which we have received feedback
to date:

1.

Audit Title
National Audit of Dementia

2.

Myocardial Ischaemia National
Audit Project (MINAP)

3.

National Heart Failure Audit

4.

National Joint Registry

5.

National Vascular Registry

6.

Fracture Liaison Service
Database
National Pregnancy in

7.
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Actions
Suggest including the 4AT as the initial clerking
assessment
Initiate a delirium action group with a specific view
to raising awareness of delirium
Arrange training sessions on pain in dementia
across the Trust
Conduct an audit looking at the use of ‘This is Me’
documentation on the wards
Include carer support in the dementia strategy
Liaise with lipid specialist regarding automatically
measuring lipids on admission with Acute
Coronary Syndrome
Conduct an information campaign in ED to
highlight the need to measure the blood sugar of
patients who have a possible diagnosis of Acute
Coronary Syndrome
Develop a dashboard to review key performance
indicators on a monthly basis
Consider developing a business plan to expand
the Heart Failure service.
Improve the quality of data submitted to the NJR
by participating in the data quality audit
Reduce waiting times for CT angiograms to
prevent 56 day breaches for elective AAA repair
Continue to work on reconfiguration of vascular
services with NHS England and other local
providers
Introduce a carotid hot clinic with next day
consultant vascular surgeon review, same day CT
angiogram and rapid access to surgery
Work with the CCG to develop a business case
for commissioning the Fracture Liaison Service
Send information to primary care for further action

QUALITY REPORT

Audit Title
Diabetes Audit

8.

National Neonatal Audit
Programme - Neonatal
Intensive and Special Care
(NNAP)

Actions
regarding pre-natal risk reduction, especially for
type 2 diabetics
Offer education to primary care providers – both
specialist midwife and consultant-led education
meetings to be offered
Work with the Local Maternity System and Public
Health to identify strategies to improve preconceptual care
Involve local support groups and charities in
raising awareness
Set up Infection Control group to review rate of
central line associated blood stream infections
Participate in ARCTIC trial to see if change in
antiseptic will reduce the incidence of sepsis

Local Audits
The reports of 41 local audits were reviewed by the provider in 2017/18 and Medway NHS
Foundation Trust intends to take the following actions to improve the quality of the
healthcare provided:
All completed audits have an audit summary which includes details of compliance levels with
the audit standards and actions required for improvement including the names of the clinical
leads responsible for implementing these actions.
Acute Medicine Programme - Audit Title and Actions
Hand Injury Management in the Paediatric Emergency Department
•
New guidelines introduced, all radiographs with a fracture should have a
lateral radiograph
Management of croup in the children’s emergency department at Medway
Maritime Hospital
•
New proforma introduced providing clear documented proof of severity of
croup
Adult Trauma Call Documentation Audit
•
Introduce SELKaM trauma booklet as a clerking profoma for the admitting
team to improve the detail of documentation
Parkinsonism – non motor manifestations
•
Nurse training completed
Acutely Ill Patients in The Hospital Setting – re audit
•
ICU/HDU team outcome sticker produced
Evaluation of the Electronic Discharge Outcomes of Emergency Department
patients
•
Update of discharge letter template in order to comply with RCP guidelines
Evaluating compliance with seating and postural advice for stroke patients
•
Clinical staff to attend regular teaching sessions
•
Develop a 'how to' guide on positioning for patient bed spaces
Improving the diagnosis and management of headaches encountered in
Ambulatory Emergency Care
•
Make guideline for evaluation of headache available on the Trust intranet
Falls Alarm and Sensor Pad Audit
•
Poster for use of sensor pads to be laminated and filed in each ward medical
equipment training folder
Cervical Spine Injury: Assessment and initial management in adults
•
Assessment and initial management poster displayed in Emergency
Department
•
Include assessment and initial management in adults flow chart in Medway’s
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Acute Medicine Programme - Audit Title and Actions
Green Book
Recognition and management of adults with severe sepsis and septic shock
•
Ensure sepsis 6 pathway completed fully
Management of patients presenting with a paracetamol overdose in ED
•
Information leaflet to be given to patients attending ED: Risks of further
paracetamol overdoses
•
Teaching sessions on management of paracetamol overdoses included in
induction programme in ED
•
Proforma on management of paracetamol overdoses to be published by ED
accessible to all staff members in ED

Specialist Medicine Programme - Audit Title and Actions
Audit of Oxygen Prescription
•
Teaching delivered to acute/general medical doctors
•
Poster created and placed in ED, Lister, MAU, AEC, Acute, Cardiology and
Respiratory Ward
The Prevalence of Insulin Omission Among Inpatient Insulin-Treated Diabetes at
Medway Hospital
•
Mandatory training through MOLLIE
•
Competency training every three years for Pharmacist for insulin use and
safety
•
Introduction of e-learning packages for nurses.
Smoking Cessation 2017 (NICE guideline PH48)
•
Improve doctors knowledge of policy and how to prescribe NRT
•
Produce stop smoking service leaflets and trust policy on prescribing NRT
•
Design poster for acute wards doctors’ offices describing how to prescribe
NRT
•
‘Shout out’ at F1 teaching and CMT teaching to inform doctors of policy and
give out prescribing guide/leaflets
Apremilast in Psoriatic Arthropathy
•
Patient leaflet to be designed for understanding of side effects of Apremilast

Cancer and Clinical Support Services Programme – Audit Title and Actions
Neutropenic sepsis audit – 1 hr from presentation to receiving appropriate
antibiotics
•
Improve communication with ED: accepting ED doctor and nurse name to be
documented in KOMS
•
Agreed pathway to be followed for suspected neutropenic sepsis
ITU Diaries: Use of patient diaries to assist recovery
•
Consider launching diaries in other specialty areas

Critical Care and Peri-operative Programme – Audit Title and Actions
Pre-operative fasting
•
Patient brochure and booklet has been updated
•
POCU ward staff conducted a small snapshot audit to find out the
compliance with the current fasting policy, results escalated to theatre
management, governance and clinical leads.
•
Updated new practice discussed at Audit and Divisional meeting – proposal
presented to start a Water Comfort Rounds has been included in a new
fasting policy which was sent to Governance team and Clinical leads for
approval
•
Electronic monitoring will be looked into by the Galaxy team
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Critical Care and Peri-operative Programme – Audit Title and Actions
Treatment Escalation Plan and Do Not Resuscitate Audits
•
Poster created for new TEP form for clinical areas together with
accompanying communications campaign
Perioperative Analgesia in Major Lower Limb Amputees
•
Standard operating procedure to be developed
Post-ICU in hospital deaths
•
TEP form introduced
•
Working group established to minimise glucose derangement
ICU Admissions following in-hospital cardiac arrest
•
Consider mandating completion of TEP form before referring patients to ICU
VTE Assessment in Critical Care
•
Clerking doctor to fully complete initial assessment
•
Senior doctor to ensue 24hr assessment is complete
Assessment of Allergy Box in Drug Charts
•
Mandatory box to be added to the admission form in Metavision to ensure
the allergy box has been completed
Pain agitation and delirium audit
•
Development of a sedation hold ‘checklist’ as per airway care bundles
implemented in intensive care
•
A better defined criteria / RASS score to minimise subjective scoring
•
Implementation of ‘required fields’ on MetaVision for sedation holding
•
Clear communication between ITU staff on sedation holds to ensure
knowledge among teams

Surgical Services Programme – Audit Title and Actions
Think handover (Urology)
•
Safe handover poster designed and displayed in clinical areas to stress
required contents of written handover materials
Orthodontic model box
•
Lab sheets and MDA forms to be filed in patient notes
•
Clinicians to discard any models not required at the end of treatment
Quality of dental radiographs
•
Use of film holders to reduce positioning errors when taking peri-apical
radiographs
•
Refine technique when taking lower occlusals
•
Use of a rectangular collimator when taking radiographs except in
exceptional circumstances
Improving quality of consenting for urology procedures
•
Standardise consenting protocol for circumcision
•
Standardise complications labels on consent forms
•
Department to agree which complications are to be discussed routinely
Introducing a pathway for the management of Crohn’s disease
•
Expand the service to include Ulcerative Colitis patients
Enhancing trauma theatre flow
•
The Golden Patient Proforma (GPP) is incorporated into SOP and is in daily
use
•
Introduction of new Theatre User Group for prioritising trauma patients
Development of a Surgical Bereavement Service
•
Expand the service to Acute Medicine and ED
Virtual Fracture Clinic Implementation – patient satisfaction
•
Design further patient information leaflet
•
Introduce a telephone helpline
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Surgical Services Programme – Audit Title and Actions
Are we achieving optimal care of NOF fractures
•
Ensure post operative XR saved
•
Poster to be designed for the Hasbury room and trauma theatre

Children’s and Women’s Health Programme – Audit Title and Actions
Vitamin D Deficiency in children
•
Include patient's sticker in record book/electronic records
•
Inform team of results to increase awareness to testing vitamin D levels in
the high-risk group
•
Improvement in staff training and education to identify 'at risk' groups
Investigation of suspected urinary tract infections (UTI) in children
•
UTI guideline wording to be updated
SANDS audit – Caring for patients whose baby has died
•
Explore bereavement training opportunities for all staff (to be employed in
house)
•
Explore clinical psychologist to be available for all staff (shared within
directorate)
•
Explore training for staff working with interpreters
Explore feasibility of a dedicated room for bereaved parents with cool cot
facility
•
Offer all parents information regarding financial help following a death
•
Renew efforts to gauge views of bereaved parents
Antibiotic prescription on labour ward
•
Antibiotic guideline developed for labour ward
•
Information included in department induction day
•
Chart added to anaesthetic machine to remind doctors to record drugs in the
drugs chart
Clomid prescription for induction of ovulation
•
Patient information leaflet produced awaiting Governance approval
•
Induction of Ovulation pathway updated
Caesarean section: indication procedure and outcomes
•
Roll out of new Cardiotocography (CTG) interpretation guidelines based on
updated International Federation of Gynaecology and Obstetrics (FIGO)
guidelines
•
Dedicated team lead by Intrapartum lead to educate, promote and review
cases

Participation in Clinical Research
The number of patients receiving relevant health services provided or sub-contracted by
Medway NHS Foundation Trust from 1 April 2017 to 31 March 2018 that were recruited
during that period to participate in research approved by the Health Research Authority was
5,313, which includes not-portfolio (non-HIHR studies).
The Trust is actively involved in research supported by the National Institute for Health
Research (NIHR) and has adopted studies over the past five years.
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Figure 1 shows the annual recruitment target and the actual number of patients recruited. The figure of 5179 is
the total in NIHR portfolio studies

Participation in clinical research demonstrates the Trust’s commitment to improving the
quality of care we offer to patients and to making a contribution to improving healthcare
services. Our clinical staff stay abreast of the latest treatment possibilities through active
participation in many different types of research that lead to successful patient outcomes.
There were 111 research studies conducted at Medway NHS Foundation Trust from 1 April
2017 to 31 March 2018, including staff undertaking MSc final year dissertations.
Medway NIHR Portfolio and all Other Studies 2013-2018
200
150
100
50

117

119

2013/2014

2014/2015

157

147

111

0
2015/2016

2016/17

2017/18

Total number of research studies
Figure 2 presents the number of studies that Medway NHS Foundation Trust conducted in the five years from 1
April 2013 to 31 March 2018
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Staff participating in research cover 22 disease areas as well as studies looking into Health
Services Research and other areas of study.

Studies by Specialities 2017-18
35
30
25
20
15
10
5
0

NB *Studies outside of clinical specialty for example educations studies or research into overall patient
experience.

The improvement in patient health outcomes in the 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
healthcare to local people and our desire to improve patient outcomes and experience
across the NHS.
Intent/rationale for five studies undertaken between 1 April 2017 and 31 March 2018.
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Study Name /
Acronym
Heartbeat Study

Stampede

Events

Test it

ExPEC
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Rationale
Improving early decisions in neonatal encephalopathy by monitoring heart
beat variability
Cooling therapy reduces brain injury and improves outcomes after birth
asphyxia. It is difficult to identify all babies who need this treatment, soon
after birth. Even when those needing this treatment are correctly identified,
the treatment becomes ineffective if the baby is stressed.
Minimising stress may be possible with skilled nursing care or sedation, but
there are no effective ways of real-time stress monitoring in babies at
present. The main aim of this study will find out if analysis of minute
changes in heart trace in babies with brain injury, can inform treatment
decisions and monitor stress levels in real time
Systemic therapy in Advancing or Metastatic Cancer: Evaluation of drug
efficacy
This study aims to improve the way prostate cancer is managed. Hormone
treatment is usually successful in stopping the cancer growing for a period,
but the cancer will begin to grow again in most men.
There are increasingly more treatments available for advanced prostate
cancer. This study aims to assess some of these treatments given earlier in
the course of the disease, in combination with the hormone therapy.
So far, the trial has shown significant benefit with some of the treatments
which has led to a change in clinical practice.
Early Vaginal Progesterone for the prevention of spontaneous preterm birth
in twins
Twin pregnancies are at increased risk of preterm delivery. The foetal
consequences of preterm delivery are usually minor if it happens after 32
weeks but can be very significant or even fatal if it happens before 32
weeks. Progesterone has been shown to be effective in reducing the rates
of preterm delivery in women with a singleton pregnancy. To date,
Progesterone has not shown to be effective in twin pregnancies.
This study aims to show that introducing a higher dose of Progesterone
early in the pregnancy will significantly reduce the chances of premature
delivery in twins
Point of care testing for sepsis: A diagnostic accuracy study
Many different microbes can cause sepsis. One of the most important ways
to treat sepsis is to give effective antibiotics as soon as possible. Currently,
the usual way to confirm which microbe to target in a patient is to take a
sample of blood, or other samples, and grow it in a laboratory. It takes at
least 24-48 hours for it to grow and doctors choose ‘best guess’ antibiotics
and these are not always the most effective.
The aim of this study is to test a new bedside device that is able to identify
the microbes in patients’ blood within just one hour. This will allow
treatments to be better targeted from a much earlier stage.
Prospective evaluation of the Incidence of Extraintestinal Pathogenic
Escherichia coli (ExPEC) disease following Transrectal Ultrasound Guided
Prostate Needle Biopsy (TRUS-PNB).
Transrectal ultrasound-guided prostate needle biopsy (TRUS-PNB) is a
commonly performed procedure used to obtain tissue to make a diagnosis
of prostate cancer. During this procedure, small samples of tissue (biopsy
cores) are taken via a biopsy needle from up to 12 areas of the prostate
gland in conjunction with a transrectal ultrasound to guide the biopsy needle
through the wall of the rectum into the prostate. Consequently, pathogenic
bacteria residing in the intestines may invade other normally sterile body
sites (for example, the prostate gland, urinary tract or bloodstream) causing
extraintestinal infections.
Antibiotic prophylaxis is recommended for patients undergoing the TRUSPNB procedure. However, in recent years we have seen a rising trend of

QUALITY REPORT

Study Name /
Acronym

Rationale
antibiotic resistance among E. coli strains worldwide.
This observational study is intended to estimate the incidence of invasive
ExPEC disease in patients undergoing TRUS-PNB in order to support the
design of a Phase 3 clinical development programme.

Conducting research requires commitment from staff and approximately 90 clinical staff are
currently participating in research approved by the Health Research Authority at Medway
NHS Foundation Trust. This covers the period 1 April 2017 to 31 March 2018. In the same
period the investigators at Medway NHS Foundation Trust published 90 articles, in various
medical journals.

Commissioning for Quality and Innovation (CQUIN)
A proportion of Medway NHS Foundation Trust’s income in 2017/2018 was conditional on
achieving quality improvement and innovation goals agreed between Medway NHS
Foundation Trust and any person or body with whom it entered into a contract, agreement or
arrangement for the provision of relevant health services through the Commissioning for
Quality and Innovation payment framework.
National schemes have been agreed on:
•
•
•
•
•
•
•
•
•
•
•
•
•

Improving health and wellbeing of staff
Healthy food for NHSE 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 A&E
Offering advice and guidance (non-emergency A&G)
NHS e-referrals
Supporting proactive and safe discharge
Hospital medicines optimisation
School age immunisations.

Details of the agreed goals for 2017/18 and for the following 12 months are available
electronically at https://www.medway.nhs.uk/about-us/publications/board-papers.htm

Care Quality Commission (CQC)
Medway NHS Foundation Trust is required to register with the Care Quality Commission
(CQC) and its current registration status is ‘requires improvement’. The Care Quality
Commission has not taken enforcement action against Medway NHS Foundation Trust
during 2017/18.
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The following diagram represents the outcome of our latest CQC report which was published
in March 2017.

Medway NHS Foundation Trust has not been inspected by the CQC during 2017/18,
however the Trust has been working hard to continue to make positive changes across the
hospital and prepare for the next inspection in early April 2018.
The Trust submitted the Routine Provider Information Request (RPIR) in January 2018; this
included an update on all the ‘must do’ and ‘should do’ actions from previous inspections.
In preparation for the April 2018 inspection the Trust has used the Agile Burndown process,
engagement has been good and the process of quality assuring the evidence has
commenced, the CQC – Key Lines of Enquires (KLOE) Self-Assessments were completed
and the results were collated and reviewed in conjunction with the CQC Improvement plan.
The inspection provides staff with a great opportunity to promote the improvements that we
have made this year and which help deliver better care for our patients. Some of our
achievements include:
•
•

•
•
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Da Vinci Robot: Da Vinci is a minimally invasive surgery tool that revolutionises
the care provided to patients undergoing prostate surgery.
Hip Fracture Pathway: The introduction of an advanced nursing support role in
ED has contributed to a fall in mortality rates among the most vulnerable older
patients.
GMC 2017 Trainee Survey: Medway scored the highest of the trusts in Kent,
Surrey and Sussex with an overall satisfaction rating of 79.64.
Perinatal Mental Health Pathway: We designed and implemented a new
integrated obstetric perinatal health antenatal service. The service provided an
obstetric and mental health assessment to women at their initial antenatal
appointment.
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Reporting to Secondary Uses Service (SUS)
Medway NHS Foundation Trust submitted records during 2017/2018 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 per cent for admitted patient care
99.3 per cent for outpatient care
96.8 per cent for accident and emergency care

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

99.6 per cent for admitted patient care
92.6 per cent for outpatient care
98.9 per cent for accident and emergency care

Information Governance Toolkit (IGT)
Medway NHS Foundation Trust’s Information Governance Assessment Report overall score
for 2017/18 was 68 per cent and was graded Satisfactory.
Information governance ensures that the necessary safeguards are in place for the
protection and appropriate use of patient and personal information. The IG toolkit is an
online system that allows NHS organisations to assess themselves against information
governance policies and standards. It also allows the public to view the summary
assessments of participating organisations. The ultimate aim is to demonstrate that the
organisation can be trusted to maintain the confidentiality and security of personal
information.
The score and progress towards completion of the IGT is monitored at each meeting of the
internal Information Governance Group, which currently reports to the Executive Group
every six months through a Senior Information Risk Owner (SIRO) report.

Clinical Coding
Medway NHS Foundation Trust was not subject to the Payment by Results clinical coding
audit during 2017/2018.
Medway NHS Foundation Trust was subject to an Information Governance clinical coding
audit during the reporting period by a Terminology and Classifications Delivery Service
Approved Clinical Coding Auditor. The figures for primary diagnosis and primary procedure
meet the 90% recommendation given for Information Governance Toolkit Requirement 505
attainment level 2. The figures for secondary diagnoses and secondary procedures have
attained the 80 per cent level 2 recommendations.

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

Page 108

Development and review of the existing Data Quality Strategy with trusts across
Kent to align approaches and adopt best practices.
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
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•

•

•

•
•

•

•

the requirements and scrutiny needed to deliver data quality and assurance
improvements.
Establishment of two routine data quality groups; one with a strategic focus and
one user-focused. These feed in to the Audit Committee and will provide detailed
papers on findings and recommendations from the Data Assurance Framework.
In 2017/18 the Data Quality team has led audits on the Cancer patient tracking
list, Diagnostics (DM01) patient tracking list, maternity reporting, NHS number
capture and on-going reviews of 18 Weeks RTT. As part of these audits the Data
Quality team has implemented bespoke training to teams across the organisation
and led focus groups to identify challenges.
On-going development of data quality reports to address data quality issues. In
May 2018 members of the team will receive specialist reporting training provided
by NHS South-East.
DQ key performance indicators into the Trust Board papers, bi-monthly provide
assurance on progress for the Trust’s access targets (Cancer, RTT and A&E)
Ensuring DQ ratings are transparent and visible against all key performance
indicators in the Board report, these will continue to be reviewed and monitored.
These will also be underpinned by the work carried out on the Data Assurance
Framework.
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 2018/19 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.

Learning from Deaths
From 1 April 2017 to 31 March 2018, 1536 Medway Foundation Trust patients died.
Q1 Apr –
Q2 Jul –
Q3 Oct –
Q4 Jan –
Jun 2017
Sep 2017 Dec 2017
Mar 2018
Number of deaths
340
311
416
469

Total
1,536

By April 2018, 260 case record reviews and 39 investigations had been carried out, relating
to 294 of the deaths.
Q1 Apr –
Q2 Jul –
Q3 Oct –
Q4 Jan –
Total
Jun 2017
Sep 2017 Dec 2017
Mar 2018
Number of case record
64
115
74
2
255
reviews carried out
Number of investigations
12
4
8
10
34
carried out
The number of deaths in
2
1
1
1
5
which both a case record
review and an investigation
was carried out
TOTAL
78
120
83
13
294
16 (1 per cent) of the patient deaths during the reporting period were judged to be more
likely than not to have been due to problems in the care provided to the patient.
Qrt.1 Apr Qrt.2 Jul
Qrt3. Oct – Qrt4. Jan – Total
–Jun
– Sep
Dec 2017
Mar 2018
2017
2017
SJR outcome
0.6% (2)
2.6 (8)
1.2% (5)
0.2% (1)
16
Page 109

QUALITY REPORT
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.
From April 2018 the question ‘Was the patient’s death more likely than not to have been due
to problems in the care provided to the patient’ will be included on Mortality Review forms for
a more accurate estimate.
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.
Patients who are declared medically fit for discharge, but remain in hospital due to issues
with ongoing care in the community are at risk of subsequent deterioration due to prolonged
– and unnecessary – hospitalisation.
•

The Trust has recognised that this is an issue and is working with our community
partners to ensure that any barriers to discharge are addressed in a timely
manner. The Delayed Transfer of Care (DTOC) project has proven to be
effective at reducing the number of ‘stranded patients’. The trust now generally
has fewer than 10 DTOC patients at any one time (and often fewer than five).
This is one of the best positions in the country and our Executive Director of
Operations has spoken about our approach to this at a national conference.

All patients admitted to hospital should have a treatment escalation plan completed and,
where appropriate, a Do Not Attempt Cardiopulmonary Resuscitation (DNACPR) form
should also be completed.
•

The Trust has initiated a Quality Improvement Project aimed at improving the
quality of this documentation, which will help to maintain patient dignity during the
final days of life.

Medway NHS Foundation Trust received a Care Quality Commission mortality outlier alert
for urinary tract infections (emergency admissions). A review of the Dr Foster data indicates
that Medway is not an outlier compared to national comparators. There were no concerns
identified on the quarterly trend, and while the rolling 12 month relative risk of mortality
showed an initial concern in early 2016, mortality subsequently returned to near baseline.
There are no concerns about the relative risk of mortality in the most deprived population.
Highlights from the review undertaken included:
•

•

•
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Patients had generally received a prompt assessment in ED, with a prompt
referral to medics and most patients were seen without significant delay on Post
Take Ward Round (PTWR).
There was good involvement of critical care outreach when indicated, and some
patients placed on medical HDU. In almost all cases thorough and regular
medical input had been recorded.
The Trust will continue to monitor the data at the Trust Mortality & Morbidity
meeting.
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194 case record reviews and 27 investigations completed after 1 April 2017 related to 203
deaths which took place before the start of the reporting period.
27 (2 per cent) 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. This number has
been estimated using the number of cases that were referred on for investigation as serious
incidents; deaths for the period 01 April 2016 to 31 March 2017 were reviewed using the
Trust’s previous mortality review method, as the Structure Judgement Review methodology
was not introduced until August 2017. The previous review process would have referred any
cases where there was cause for concern into the Serious Incident process.
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2.3 Reporting against core indicators
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

Oct 2016 – Sep 2017

HSMR

105.81

Lower
Control
Limit
91.01

Upper
Control
Limit
109.66

Banding

Within expected
range

© 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 document, published on 10 April 2018. 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 action, to improve these indicators, and so the quality of its
services:
•
Oversight and monitoring is done via the Trust-wide Mortality and Morbidity
Group
•
Outliers identified will be subject to scrutiny and review.

Medway NHS Foundation Trust – current SHMI position
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.
Reporting Period

SHMI

1.07

Lower
Control
Limit
0.89

Upper
Control
Limit
1.12

SHMI Jul 2016 – Jun 2017
SHMI Oct 2016 – Sep 2017

1.03

0.89

1.12

Banding

As
expected
As
expected

Palliative care
coded (%)
1.68%
1.53%

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
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).

Page 112

QUALITY REPORT
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:
•
It is a convening member of the Kent Surrey and Sussex Academic Health
Science Network (KSSAHSN) Mortality Community of Practice
•
An established process has been put in place for review of any outlying areas on
a proactive and responsive basis
•
Oversight and monitoring is done via the Trust-wide Mortality and Morbidity
Group
•
Outliers identified will be subject to scrutiny and review.

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

Groin hernia

Apr 2015Mar 2016
Apr 2016 –
Mar 2017
Apr 2015Mar 2016
Apr 2016 –
Mar 2017
Apr 2015Mar 2016
Apr 2016 –
Mar 2017
Apr 2015Mar 2016
Apr 2016 –
Mar 2017

Hip
Replacement
(primary)
Knee
replacement
(primary)
Varicose
veins

%
Trust
improved adjusted
health
gain
64.0%
0.103

National
average
health
gain
0.088

National
highest

National
lowest

0.157

0.213

*

*

0.086

0.135

0.006

91.8%

0.432

0.438

0.512

0.320

0.320

0.198

0.398

Not yet published
84.7%

0.297

Not yet published
*

*

0.096

0.018

0.150

*

*

0.092

0.010

0.155

A higher score indicates better health and/or greater improvement in function after the
operation. We are 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. Where this occurs we are
unable to arrive at a judgement as to our performance and we have therefore marked the
performance box with an asterix *.
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
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Medway NHS Foundation Trust has taken the following action, 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.
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

2016-17

2017-18

0-15

16 and over

Total

0-15

16 and over

Total

Discharges

5453

41350

46803

3746

41966

45712

28 day readmissions

713

5369

6082

340

4174

4514

28 day readmission
rate

13.1%

13.0%

13.0%

12.1%

10.0%

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 action to improve this indicator and
so the quality of its services:
•
•

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

Patient 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

2016-17

Response Rate
% would recommend
% would not recommend

A&E
15.05%
76.04%
15.40%

2017-18

Inpatient
23.46%
87.59%
6.58%

A&E
14.17%
80.19%
12.11%

Inpatient
21.32%
87.56%
6.50%

The 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
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The Trust has taken the following action to improve this indicator and so the quality of its
services:
•
•
•
•
•

Patients are encouraged throughout their stay in the ED to complete feedback
forms. Help will be given to patients to assist with completion
A robust mechanism is in place to ensure that data is reviewed locally
Review of the data themes and trends are identified in order to improve services
for patients during the acute phase, and acted upon at a local level
There has been a reintroduction of ‘You Said We Did’ posters
It has held a ‘What Matters To You’ event which gathers feedback from patients
and visitors and shared the results with directorates.

Staff Family and Friends Test (FFT)
Staff FFT gives the 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 up, 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
2016-17
2017-18

Our Trust
National average
Best performing trust
Worst performing trust

60.99%
63.70%
84.85%
19.63%

52.71%
62.70%
96.16%
24.88%

Data as of Q2, Q4 is published 24th May 2018

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 action, to improve this indicator, and
so the quality of its services, by:
•
•
•
•

Developing the Health and Wellbeing Programme
Strengthen the anti-bullying campaign
Conflict Resolution training for staff and communicate the Trust policy on zero
tolerance of violence
Learning from exit interviews

Venous Thromboembolism (VTE)
VTE assessments

2016-17

2017-18

Our Trust
National average
Best performing trust
Worst performing trust

95.66%
95.61%
100%
79.14%

95.54%
95.27%
99.15%
79.81%

Q4 17/18 has not yet been submitted

Medway NHS Foundation Trust considers that this data is as described for the following
reasons: The data has been extracted directly from the UNIFY2 which is an established and
recognised source of data nationally and all data is subjected to internal validation.
Page 115

QUALITY REPORT
The Trust has taken the following action to improve this indicator and so the quality of its
services:
•
•

•
•
•

Monthly VTE dashboard to clinical areas and service leads
Continually raising awareness by conducing training to ensure VTE risk
assessments are completed
Using various media messages to enforce the importance of VTE assessment
Holding a VTE awareness day for patients and staff
Using root cause analysis investigation methodology to produce reports for
patients developing PE to identify learning and improvement

Clostridium difficile (C.diff)
Infection Control – CDIFF

2016-17

2017-18

Trust apportioned cases
Trust bed days
Rate per 100,000 bed days
National average
Best performing trust
Worst performing trust

25
189924
13.2
13.2
0.0
82.7

26
171637
15.1
-

17/18 National Data is not yet available
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 nationally
All data is subject to a rigorous checking process overseen by the Infection Control nurse
and the testing laboratory
Medway NHS Foundation Trust has taken the following action, to improve this indicator, and
so the quality of its services, by:
•
•
•
•
•

Supporting wards who are placed into ‘enhanced measures’ following a post
infection review:
Providing real time verbal feedback and recommendations after each patient /
ward review.
Undertaking weekly audits of the environment, infection control practice and
antimicrobial prescribing.
Microbiologists and antimicrobial pharmacist providing education and training to
Doctors and during daily ward rounds.
Infection Prevention Control Team available on wards daily

Patient Safety Incidents resulting in severe harm or death as reported to the
National Recording and Learning System
Medway NHS Foundation Trust encourages all healthcare professionals to report incidents
as soon as they occur, we believe that the increased reporting reflects a positive safety
culture.
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Every six months, NHS Improvement publishes official statistics on the incidents reported to
the National Reporting and Learning System (NRLS). These reports give NHS providers an
easy-to-use summary of their current position on patient safety incidents, in terms of patient
safety, incident reporting and the characteristics of their incidents. The process of reporting
Trust data to the NRLS and NRLS publication of national data is retrospective by nature.
Patient safety incidents

Oct 16 - Mar 17

Apr 17 - Sep 17

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

4375
46.74
40.52
68.97
23.13

4751
54.03
42.23
111.69
23.47

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

32
0.7%
0.4%
0.0%
2.1%

34
0.7%
0.4%
2.0%
0.0%

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 action to improve this indicator and
so the quality of its services:
•
•

Continuing to educate staff on the positive impact of reporting incidents and near
misses
Timely weekly data submissions to the National Recording and Learning System
for incidents report in the Trust

Serious Incidents
During 2017/18, Medway NHS Foundation Trust reported 150 serious incidents to the
Clinical Commissioning Group via StEIS (Strategic Executive Information System).
The following themes of serious incidents are as follows:
StEIS Theme
Diagnostic incident including delay meeting SI criteria (including failure to act
on test results)
Slips/trips/falls meeting SI criteria
Sub-optimal care of the deteriorating patient meeting SI criteria
Treatment delay meeting SI criteria
Major incident/ emergency preparedness, resilience and response/ suspension
of services
Pressure ulcer meeting SI criteria
Surgical/invasive procedure incident meeting SI criteria
HCAI/Infection control incident meeting SI criteria
Adverse media coverage or public concern about the organisation or the wider
NHS
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Total
22
22
20
14
13
11
11
8
7
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StEIS Theme
Confidential information leak/information governance breach meeting SI criteria

Total
6

Medication incident meeting SI criteria
Medication incident meeting SI criteria
Maternity/Obstetric incident meeting SI criteria: baby only (this include foetus,
neonate and infant)
Pending review (a category must be selected before incident is closed)

4
4
3

Unauthorised absence meeting SI criteria
Accident, for example, collision/scald (not slip/trip/fall) meeting SI criteria
Maternity/Obstetric incident meeting SI criteria: mother only
Operation/treatment given without valid consent
Maternity/Obstetric incident meeting SI criteria: mother only
Operation/treatment given without valid consent

2
1
1
1
1
1

Medway NHS Foundation Trust considers that this data is as described for the following
reason: The data has been extracted directly from the Strategic Executive Information
System (StEIS) which is an established and recognised source of data nationally.
The Medway NHS Foundation Trust has taken the following action to improve this indicator
and so the quality of its services:
•
•
•
•
•
•

Introduction of a daily review of the reporting system ‘Datix’
Increasing awareness through collaborative working with clinical teams
Introduction of rapid review documentation
Implementation of RCA training programme
Development of SI dashboards
Regular meeting of the Trust SI panel

Never events
During 2016/17 the Trust declared three ‘never events’, these incidents should never occur
so we strive to learn as much as we can about what went wrong, and take all available steps
to prevent them happening again.

1

Type of Never Event
Retained foreign object post
–procedure

2.

Misplaced naso or orogastric tubes

3

Overdose of insulin due to
abbreviation or incorrect
device
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The incident did not impact on the patient clinically,
however it served as a valuable learning tool and used
as learning throughout the critical care department.
Changes to the electronic LocSSIP have been agreed.
A signature by both the inserting clinician and the
bedside nurse, to act as a double signature, is now
required to show that the LocSSIP has been completed
– specifically to confirm removal of the guide wire.
All critical care patients that require nasogastric feeding
should have their NG tube confirmed by pH testing and
confirmatory CXR if pH testing is equivocal or if there
are any additional concerns regarding appropriate
positioning.
Staff are to be aware of limitations and what is required
of them before administering medications, this is
valuable learning tool.
The management of the overdose was correct and the
patient never had a clinically significant episode of
hypoglycaemia.

3
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The Medway NHS Foundation Trust considers that this data is as described for the following
reason: The data has been extracted directly from the StEIS (Strategic Executive
Information System), which is an established and recognised source of data.
The Medway NHS Foundation Trust has taken the following action, to improve this indicator,
and so the quality of its services, by:
•
Continue to identify SI’s and ensure timely upload data onto the StEIS system

Regulation 28
The Trust received three Regulation 28 notices issued by Her Majesty’ Coroner (HMC) in
2017/18. The following table provides a breakdown of the subject matter of the Regulation
28 and the learning and actions taken by the organisation in response.
Month
issued
Oct
2017

Directorate Matters of concern raised within
the regulation 28
Unplanned 1. The discharge process did not
Care and
include any cautionary advice as to
Integrated
the further use of medications such
care
as paracetamol or ibuprofen as an
analgesic.
2. The treating clinicians did not
receive an alert from the
haematology laboratory for the
abnormal results for ALT and toxic
levels of paracetamol.

May
2017

Unplanned
Care and
Integrated
care

1. The Patient Report Form
completed by the attending
ambulance crew is not routinely
passed to the MedOCC clinician (or
otherwise incorporated into the
MedOCC records).
2. MedOCC clinicians do not
routinely have access to Medway
NHS Foundation Trust clinical
records.

Jan
2017

Unplanned
Care and
Integrated
care

1. Incomplete records in respect of
the fluid balance chart thereby
rendering it an ineffective diagnostic
tool.
2. Lack of understanding of the
NEWS scoring system, failure to
escalate the patient’s condition.
3. The Trust system for testing and
monitoring the training, knowledge,
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Learning and actions
taken
1. Patient information
leaflets entitled ‘advice for
patients who are post
paracetamol overdose that
required treatment’ and
‘advice for patient who are
post paracetamol overdose
that did not require
treatment’, have been
produced.
2. The Biochemistry
Department have
introduced a SBAR system
to bleep critical results
requiring immediate action
to doctors, standard
operating procedure
produced.
1. Ambulance reports are
scanned and uploaded onto
the Symphony IT and
available on MIDAS
applications which enables
the clinician to review.
2. The Trust confirms that in
accordance with the agreed
protocol with MedOCC,
their GPs should routinely
have access to all Trust
clinical records including
SECamb records if
applicable to the patients
transport to hospital.
1. Fluid balance is part of
the monthly Super 7 audit,
compliance with standards
of fundamental nursing
care.
2. The nursing shift-to-shift
handover process has been
implemented, providing a
‘check and challenge’ and
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Month
issued

Directorate Matters of concern raised within
the regulation 28
understand and compliance of
agency staff

Learning and actions
taken
identifying any need for
escalation.
3. Compliance checks on
the recruitment and training
standards of all new agency
staff are being
implemented, sanctions and
spot checks to be put in
place to ensure compliance,
the updating of service level
agreements with agencies
to ensure competency and
a repeat induction process
where agency staff have
not worked for MFT for
more than three months.

The Medway NHS Foundation Trust considers that this data is as described for the following
reason: The data has been extracted from the regulation 28 letters as received from the Mid
Kent Coroner’s office.
The Medway NHS Foundation Trust has taken the following action, to improve this indicator,
and so the quality of its services, by:
•
Ensuring that compliance with the above process is monitored within the
appropriate directorates and areas for improvement are identified, acted upon.

A&E four-hour target
The four-hour standard has been a significant national challenge. In 2017/18, 83.3 per cent
of our patients were diagnosed, treated and discharged or admitted from the Emergency
Department within four hours of arrival.
While we recognise that this fell short of the national target of 95 per cent and of our
expected standards, we know that the vast majority of trusts in England have not achieved
the national standard. We are however pleased to note that we have improved our
performance by just over five per cent compared to the previous year. In real terms this
means that we treated or admitted 5,000 more people within four hours of arrival at the
Emergency Department in 2017/18 than we did in 2016/17.
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 86.14 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 A&E attendances. The information is entered onto
the system by staff within the A&E department
The Medway NHS Foundation Trust has taken the following action, 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.
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Referral to Treatment Target
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. We
have made use of insourcing and outsourcing to help improve our performance. Lastly an
agreed trajectory, which was set up with the support of NHS Improvement, projected
compliance for RTT before the end of February 2018.
Unfortunately, due to winter pressures the Trust has been unable to return to elective activity
since late December 2017. As such we ended the year at 79.8 per cent from a high of 85
per cent in December 2017.

Medway NHS Foundation Trust considers that this data is described for the following
reasons. 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 BI team.
The Medway NHS Foundation Trust has taken the following action, 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.

Caesarean Section Review
Caesarean section rates vary worldwide but have increased steadily since the 1950s. The
UK rate varies between 25 and 30% with outliers at either end. Medway falls within the
national average and comparable data locally confirms this.
Whilst we strive to perform Caesarean sections only when clinically indicated, the maternity
dashboard for the Trust and region currently include a performance percentage of deliveries
performed by Caesarean section, as indicated as a goal in the maternity dashboard, it
should be acknowledged that there is no national nor international target and that decision
making locally is subject to regular and rigorous audit of practice. To reduce (or increase)
rate of Caesarean delivery at the expense of quality of care and outcome cannot be
supported by this department.
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Medway Maritime Hospital maternity service, offer delivery by Caesarean section whenever
clinically indicated. When a Caesarean section is performed as an elective (i.e. planned)
procedure, the gestation at delivery shall be 39 weeks or more.
In all cases of delivery prior to 39 weeks, the expectant mother should be offered a course of
corticosteroids (currently in use is dexamethasone 12mg two doses 24 hours apart) in order
to reduce the risk of neonatal morbidity. It is expected that the decision to deliver by
Caesarean section is taken in conjunction with a consultant obstetrician, usually in the
antenatal clinic.
When an elective Caesarean section is performed at a gestation less than 39 weeks, the
clinical reason for earlier delivery shall be documented in the medical records. Examples
include twin deliveries, placenta/vasa previa and maternal diabetes et cetera.
All Caesarean sections have a clinical indication and therefore any clinical audit standard
should meet 100% compliance. Where data audits do not match this audit standard, this is
likely to reflect errors and incomplete data entry at the point of delivery. Work is ongoing
within the maternity department to improve data quality and completeness in conjunction
with the new Euroking E3 maternity IT system, due for go-live in October 2018
During 2017-2018 Medway's Maternity unit performed 587 elective Caesarean sections. An
external audit carried out by Deloitte LLP identified 91.31 per cent of cases had a clinical
reason for CS was recorded. A sample audit was carried out on 24 sets of notes (out of 587
cases).
Measure

Goal

Apr
2017

May
2017

Jun
2017

Jul
2017

Aug
2017

Sep
2017

Oct
2017

Nov
2017

Dec
2017

Jan
2018

Feb
2018

Mar
2018

Total

%C-Section
10% 07.99% 11.69% 13.03% 10.79% 10.81% 10.28% 12.01% 12.03% 12.05% 10.87% 12.50% 10.53% 11.22%
(Elective)
%C-Section
<15% 16.95% 17.16% 19.33% 18.14% 19.37% 18.16% 17.78% 15.09% 20.00% 16.67% 18.47% 21.84% 18.25%
(Emergency)
Total rate %
<27% 24.94% 28.86% 32.26% 29.31% 30.18% 28.45% 29.56% 27.12% 32.05% 27.54% 30.97% 32.37% 29.47%
(Elective &
Emergency)

Medway maternity C-section performance dashboard 2017-18 figures.

A request for information in June 2017 from all South East Coast maternity units (11 units)
was made in order to compare caesarean section outcomes, and based on the caesarean
section rates from 8 maternity units who responded, including Medway Foundation Trust the
mean rate is 28.1%.
This suggests that there is relatively very little variation in caesarean section rates and
provides some reassurance that Medway Foundation Trust is not an outlier. Overall the audit
provided reassurance that appropriate decision making was undertaken in all cases for
emergency caesarean section.
Medway NHS Foundation Trust considers that this data is described for the following
reasons. The data that was provided has been taken directly from the Euroking maternity
system that the Trust uses. This information is inputted into the system by the clinical team
when they are treating patients or seeing them in clinic or the community.
Medway NHS Foundation Trust has taken the following action, to improve this indicator, and
so the quality of its services, by implementing the following recommendations
•

•
•
•
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Ensure accurate data entry into the maternity database at the time of delivery.
This can be ensured with the new E3 Euroking system (due to go live in October
2018) by making these data fields mandatory.
Ensure that patients undergoing delivery by Caesarean section have been
appropriately counselled and that this is documented in the medical record.
Ensure that regular audit of practice is carried out within the department to
provide assurance of compliance with local and national guidelines.
Maintain staff training, including K2 online CTG training package, weekly CTG
meetings and updates to clinical staff at PrOMPT study days
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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 seven days a week. In order to deliver this care we have adopted the
principles of the NHS seven day service plan which focuses on 10 key clinical standards.
These standards are designed to ensure timely and consistent care is provided to patients
regardless of the day of the week.
In 2017/18 14 per cent more patients than the previous year had a suitable consultant
review within 14 hours from the time of admission to hospital. In the same period, there has
been a 48 per cent improvement in the number of patients, and where appropriate families
and careers, being actively involved in shared decision making. They were supported by
clear information to make fully informed choices about investigations, treatment and ongoing care.

Duty of Candour
Duty of Candour is a statutory requirement which means that providers of healthcare across
England must be open and honest with their patients when something that goes wrong with
their treatment or care causes, or has the potential to cause, harm or distress.
Medway NHS Foundation Trust is committed to being open and honest with patients when
things go wrong. The Trust has reviewed and made improvements in structure, process and
accountability to improve communication with patients/families and carers following a
moderate or severe harm incident or an unexpected death.
A number of actions to improve compliance have been undertaken during 2017/18:
•
Continued promotion of greater openness and candour when safety incidents
occur, including notifying an individual or their representative when an incident of
moderate harm or above occurs
•
Staff and patient leaflet reviewed and updated
•
Duty of Candour e-learning package completed and available to staff
Further improvements are planned including:
•
Review the Duty of Candour policy and procedure to provide greater clarity to
staff on their responsibilities.
•
Continue with Duty of Candour awareness, and allocate time on the staff
induction programme for all staff
•
Continue to monitor Duty of Candour compliance rates.

National NHS Staff Survey
The National NHS Staff Survey is a key measure of staff engagement. It is also an important
tool for the organisation to understand how staff are feeling and where it should focus
initiatives for improvement.
Every year the Trust’s results are compared against other NHS acute Trusts across the UK
(as a national average) and against the Trust’s own results from the previous year.
The staff survey results are presented in the form of two key findings:
•
•
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Percentage scores
A scale between one and five (each question indicates whether one or five is the
best score).
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Staff survey response rate
2016

Response
Rate

Trust
49.5%

2017

National
Average
39.9%

Trust

National
Average
40%

40%

Variance to
national
average
0%

Overall staff engagement
Trust Score
2016

Trust Score
2017

Improvement

National
Average

3.76

3.66

- 0.10

3.79

Trust compared
to National
Average
-0.13

Areas of no change since 2016 survey
Key Finding
KF27: Percentage of staff/colleagues reporting
most recent experience of harassment,
bullying or abuse.
KF19: Organisation and management interest
in and action on health and wellbeing.
KF5: Recognition and value of staff by
managers and the organisation.
KF31: Staff confidence and security in
reporting unsafe clinical practice.
KF30. Fairness and effectiveness of
procedures for reporting errors, near misses
and incidents.

2016
43%

2017
43%

Difference
0%

3.57

3.57

0%

3.43

3.43

0%

3.64

3.64

0%

3.65

3.65

0%

2016
86%

2017
78%

Difference
-8%

3.64

3.51

-0.13

3.99

3.85

-0.14

3.91

3.83

- 0,08

51%

46%

-5%

Area of most deterioration since 2016 survey
Question
KF 21: Percentage of staff believing that the
organisation provides equal opportunities for
career progression or promotion
KF31:Staff confidence and security in
reporting unsafe practice
KF2. Staff satisfaction with the quality of work
and care they are able to deliver.
KF8: Staff satisfaction with level of
responsibility and involvement
KF15: Percentage of staff satisfied with the
opportunities for flexible working patterns
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Top 5 Ranking Scores
Key Finding

2017

Difference

47%

National
Average
45%

KF27: Percentage of staff/colleagues reporting
most recent experience of harassment,
bullying or abuse
KF12: Quality of appraisals

3.15

3.11

-0.04

KF24: Percentage of staff/colleagues reporting
most recent experience of violence

68%

66%

+2%

KF22: Percentage of staff experiencing
physical violence from patients, relatives or
the public in last 12 months
KF17: Percentage of staff feeling unwell due to
work-related stress in last 12 months

15%

15%

0%

37%

36%

+1%

Key Finding

2017

Difference

KF31: Staff confidence and security in
reporting unsafe clinical practice
KF21: Percentage of staff believing that the
organisation provides equal opportunities for
career progression or promotion
KF3: Percentage of staff agreeing that their
role makes a difference to patients/service
users
KF15: Percentage of staff satisfied with the
opportunities for flexible working patterns
KF7: Percentage of staff able to contribute
towards improvements at work

3.51

National
Average
3.65

78%

85%

-7%

87%

90%

-3%

46%

51%

-5%

66%

70%

-4%

Key Finding

2017

Difference

KF21: Percentage believing that the Trust
provides equal opportunities for career
progression or promotion
KF26: Percentage of staff experiencing
harassment, bullying or abuse from staff in
last 12 months

86%

National
Average
78%

30%

25%

+5%

-2%

Bottom 5 Ranking Scores

-0.14

NHSI required metrics

-8%

Medway NHS Foundation Trust is committed to engaging with its workforce and recognises
the contribution 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.
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A number of actions to improve compliance have been undertaken during 2017/18 include
the following:
•
•
•
•
•
•
•

Information and communication sessions with managers and staff to gather
feedback
Quarterly hospital newspaper News@Medway for all staff to share their stories
Weekly Chief Executive e-mail updates to all staff to share the Trust’s
experiences
All staff open forums with the Chief Executive
Actively engaging with new starters to receive feedback
Encourage participation in the National NHS Staff Survey
Quarterly Staff Friends and Family test and staff opinion survey

Further improvements are planned including:
•
•

•

•

Introducing effective Conflict Resolution training for staff and communicating the
Trust policy on zero tolerance of violence.
The Trust has appointed Freedom to Speak Up Guardians providing confidential
advice and support to staff in relation to concerns they may have about patient
safety and/or the way their concern has been handled. Staff can also raise
concerns with Trust Executives if concerns have not been addressed or if they
are serious.
Focus on alternative pathways to professional development, for example
mentoring, coaching, and shadowing. These initiatives will be supported by
commitments made by each of the Directorates across the Trust, to ensure they
meet the engagement needs of their teams.
Introduction of a Promoting Professionalism Programme where staff are able to
report to a secure email any behaviour that is not in keeping with the Trust’s
values or which compromises patient safety. Peer messengers are being trained
to discuss these reports informally with the individual reported and ask them to
reflect on and change the behaviour or action so that it does not occur again. The
programme uses a validated methodology which has been shown to prevent
recurrence of such problems in 95 per cent of cases.

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 2017/18.
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 2017/18 the Trust received 779 complaints averaging 65 per month. This compares
with a total of 576 complaints received in 2016/17, an increase of 35 per cent.
Three per cent (24) of complainants returned for ongoing resolution.
Complaint Themes
Admission, discharge and transfer arrangements
Aids and appliances, equipment, premises, access
All aspects of clinical treatment
Appointments, delay/cancellation (outpatient inc. A&E)
Appointments, delay/cancellation (inpatient)
Attitude of staff
Communication/information to patients
Failure to follow agreed procedure
Hotel services
Mortuary and post mortem arrangements
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52
7
272
80
27
170
106
4
3
1
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Complaint Themes
Other
Patients' privacy and dignity
Patients' property and expenses
Personal records (inc medical and/or complaints)
Transport (ambulances and other)

18
5
20
11
3

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.
Response rate

Number of complaints

Red - 60 day response
Amber – 30 day response
Green – 10 day response

344
419
16

Of the 779 responded to, five cases have been referred to the Parliamentary and Health
Service Ombudsman (PHSO) compared to 12 in 2016/17. At the time of this report all cases
are still being considered by the Ombudsman.
Medway NHS Foundation Trust is committed to engaging with a complainant and a number
of actions to improve compliance have been undertaken during 2017/18 include the
following:
•
Ensuring complaints remain a focus at programme boards, specialty meetings
and department meetings.
•
Further improvements are planned including:
•
A weekly governance huddle has recently been introduced to discuss themes
and targeted actions.
•
Monthly meetings for directorates to discuss how to address common identified
themes across the Trust.
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Patient Advice and Liaison Service (PALS)
The Patient Advice and Liaison Service (PALS) at Medway NHS Foundation Trust offers a
confidential advice, support and information on health-related matters. They provide a point
of contact for patients, their families and their carers. The Patient Advice and Liaison Service
(PALS) at Medway NHS Foundation Trust logged 3308 concerns and dealt with a further
250/300 minor concerns for 2017/18.
PALS also logged 239 compliments from patients and their families. There has been an
increase of 132 per cent for 2017/18 as patients and families are now able to use the
feedback page on the Trust website to register their compliments.
Medway NHS Foundation Trust has reviewed this data and the health-related matters
identified the following concerns:
Health Related Matter

Concern

Outpatients

The highest number of concerns PALS handle relate to outpatient
appointments, standing at 561 for 2017/18. These include
appointments not booked, changes to appointments or patients
arriving to find their appointment cancelled. PALS are not able to
book/change appointments and a great deal of time is spent in
trying to contact the relevant staff to obtain a satisfactory outcome
for the patient.
The number of enquires relating to admissions fell by 22 per cent.
The majority of the enquiries are from patients wanting dates for
surgery.
Concerns relating to the clinical care of doctors show an increase
of 36 per cent on the previous year. These do not relate to any one
doctor or specialty.
There has been a fall of 55 per cent in concerns over cancelled
operations.
The number of concerns relating to clinical care of nurses has risen
28 per cent compared to the 2016-17 data.
Concerns relating to outpatient appointments, dates for admissions
and requests for results where patients have tried to contact their
consultant’s secretary but the phone have gone unanswered or
messages are not returned.
Although the number of these calls has decreased with the advent
of voicemail to email they still account for about 85 calls a month
coming to PALS from patients who are unable to make
appointments, book admissions or access results.
The number of concerns relating to patient discharge fell by 18 per
cent on the previous year.
There were only two concerns relating to infection issues.
Concerns relating to patients’ lost property has seen a decrease of
18 per cent on the previous year.
Concerns relating to patients wanting test results has fallen 29 per
cent on the previous year.
Concerns relating to waiting times have fallen by 17 per cent. The
majority of the concerns relate to waiting times in ED and the wait
for outpatient appointments causing delays with treatment.

Admissions

Clinical care – doctors

Cancelled operations
Clinical care – nurses
Contact and
communication

Discharge
arrangements
Infection issues
Lost property
Results
Waiting times

The Patient Experience Team and PALS work with the directorates to highlight and help
resolve patients concerns, producing monthly reports for each directorate to help facilitate
change.
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There has been an introduction of voicemail to email across the Trust for all staff working in
administration roles. This has helped returning calls from patients that may have previously
gone unanswered.
The Patient Experience Team and the Global Advisory Board presented a workshop to
demonstrate different ways of working and to introduce new initiatives
An observation of an outpatient clinic as a ‘critical friend’ was held to see if any areas of
efficiency or improvements could be identified to help patients. This was feedback to the
directorate, and the observations noted: too many patients were booked into the clinic, but
good practice was demonstrated by the nurse in charge who was introducing herself and
updating patients about waiting times.
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Part 3: Other information
Review of quality performance 2017/18
Our 2017/18 quality priorities were selected after consultation with stakeholders and staff.
The following summarises progress made against each priority over the year.

Patient Safety
Priority one: Learning from incidents, serious incident and complaints
Target

Development of a ‘learning the lessons’ strategy and associated
framework; which will include the mechanism by which we will
measure the success of the learning
•
Use of quality improvement methodology such as the SWARM
approach to generate solutions and measure the success of those
solutions
•
Undertake a thematic review of the serious incidents, incidents and
complaints; identifying key trends and themes and develop quality
improvement plans based on the trends and themes. Measure the
success of those improvement plans
•
Delivery of a year on year reduction in harm resulting from incidents
•
Embedding a mechanism to demonstrate compliance with the
timeframes expected within the NHS England Serious Incident
framework
•
Ensure there is a programme of patient safety seminars across the
organisation
Headline Medway NHS Foundation Trust has implemented the following initiatives in the
learning from incidents, serious incident and complaints.
•
The Trust has developed a Learning Strategy, covering three main
objectives.
•
Creating capability and growing competence, success measures
include:
o Implementation of a sustainable programme of Serious Incident
root cause analysis training
o Practical experience in undertaking an SI investigation in
association with coaching and mentoring
o Reflective workshops
o Development of a Core Academy Group
•
Promoting team-based learning
o Implementing a system of in-team, across-teams, organisation
wide, healthcare economy wide, cross-sector learning
o Utilisation of a variety of mechanisms for promoting learning
•
Encouraging open system thinking and creating a cohesive vision
o Growing a programme of quality improvement training and an
associated toolkit, for example, SWARM
o Empowering staff to make positive changes
o Development of quality improvement projects which respond to
the needs of the organisation
•
The Trust continues to implement the associated learning framework.
•
August 2017, KPMG undertook a follow up review of reporting and
responding to Serious Incidents (SIs) following the audit that was
completed in November 2016. KPMG provided an assurance rating of
amber-red (partial assurance with improvements required).
•
Root cause analysis (RCA) training has been provided since July
2017 and there has been a regular training programme in place up to
March 2018. Currently 91 staff have received training, following the
success of the training the Trust will continue the programme during
2018/19.
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Priority one: Learning from incidents, serious incident and complaints
•

The directorates are using SWARM methodology to undertake
serious investigations, which promotes teamwork and group
responsibility in identifying and implementing opportunities for
improvement.
•
The Trust reports on the expected serious incident framework to the
directorates via the performance (PST) dashboard, and is monitored
at the serious incident panel. There is still considerable work to be
done to achieve 100%, the Trust is working very closely with the CCG
in improving performance and achieving compliance.
This was partially achieved.

Priority Two: A reduction in the occurrences of pressure damage
Target
•
Development of a Trust-wide quality improvement plan to build upon
the improvement work undertaken during 2016/17
•
Implementation of a Trust-wide pressure damage panel which will
oversee the implementation of the Trust-wide quality improvement
plan
•
Improved partnership working; working with our community
colleagues to share experience and expertise, and generate effective
solutions
•
Introduction of directorate-based pressure damage panels to allow
deep dives into trends and themes, promote greater accountability
and prompt interventions
•
Implement the Medway NHS Foundation Trust ‘must-do’ training and
education programme
•
Undertake a review of the Ward to Board reporting arrangements,
including the introduction of new pressure damage dashboards
Headline Medway NHS Foundation Trust has implemented the following initiatives to
reduce the occurrences of pressure damage:
•
There has been a reduction in pressure damage incidents 2017/18 by
31 per cent this was supported by the development of the quality
improvement plan (QIP) which will continue to be updated through
2018/19.
•
Pressure damage data and QIP actions are presented to the patient
safety committee quarterly.
•
The Trust is now using the waterlow risk assessment tool, which has
resulted in earlier patient recognition of risk and the prevention
pathways have supported the appropriate equipment selection.
•
The introduction of the pressure ulcer toolkit has enabled wards to
have a greater ownership of pressure damage incidents; lessons that
are extracted from such incidents are discussed and monitored at the
monthly pressure ulcer panel.
•
Pressure ulcer training is available to all staff online as well as ad hoc
ward based training.
•
Collaborative working continues with the aim to sustain the 45 per
cent reduction in transfer of care concerns relating to pressure
damage that was achieved in 2016/17.
•
Joint educational events will allow for sharing of experience and
continued collaboration.
This was achieved.
Priority Three: Maintain our mortality rates in line with the national average with a
continued focus on sepsis and managing the deteriorating patient
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Priority Three: Maintain our mortality rates in line with the national average with a
continued focus on sepsis and managing the deteriorating patient
Target

Development of a Trust wide quality improvement plan to build upon
the improvement work undertaken during 2016/17
•
Implement the recommendations of the National Quality Board
‘National Guidance on Learning from Deaths’ framework (March
2017)
•
Timely identification and treatment for sepsis and a reduction of
clinically inappropriate antibiotic prescription and consumption in line
with the clinical quality and transformational indicator goals (CQUIN
2017/19)
•
Maintaining and building upon the successes of the Deteriorating
Patient Programme
Headline Medway NHS Foundation Trust has implemented the following
initiatives to maintain our mortality rates in line with the national
average with a continued focus on sepsis and managing the
deteriorating patient:
•
The Trust’s mortality review programme is owned by the
Trust’s Medical Director, and is led by the Deputy
Medical Director. The Trust’s Mortality and Morbidity
Group is attended by a non-executive director to ensure
appropriate scrutiny.
•
The Trust Board received quarterly updates in line with
the Department of Health dashboard requirements.
•
A detail of the Trust’s response to the National Guidance
on Learning from Deaths was shared at a Public Board
meeting on 7 September 2017; the relevant briefing is
available on the Trust’s website.
•
The Trust adopted the Royal College of Physician’s
Structured Judgement Review process for mortality
reviews in August 2017. Twenty-two members of staff
have been trained in this methodology with further
training planned.
•
Specialty Mortality and Morbidity meetings occur on a
regular basis, and are a platform for sharing and acting
on learning from mortality reviews.
•
The Trust participates in the Learning Disabilities
Mortality Review Programme (LeDER), which provides
independent reviews of deaths in patients with learning
disabilities. The Trust’s Lead for Adult Safeguarding
attends the LeDER Steering Group and acts as a point
of contact for LeDER when a death has occurred. The
Trust maintains a database of learning disability deaths
and referrals to LeDER.
•
Trust policies have been updated to reflect the
recommendations of the National Guidance on Learning
from Deaths.
•
The Trust is continually working towards the timely
identification and treatment for sepsis and a reduction of
clinically inappropriate antibiotic prescription and
consumption. This CQUIN has been partially achieved
and improvements to the data collection is being
implemented for 2018/19
This was partially achieved.
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Patient Experience
Priority one: Ensuring effective communication within teams/outside teams/with
patients and carers
Target
•
Development and implementation of the Patient and Engagement
Strategy
•
A focus on the development of prompt responses to key trends and
themes identified from patient feedback data
•
Put in place a decentralised complaints management process within
directorates to promote local resolution, timely response and
effective remedies
•
Provision of on-going customer service and complaint training for
new and existing staff
•
Ensuring dedicated board rounds are in place across all wards to
ensure effective communication between medical, nursing and allied
healthcare professionals
•
Embedded programme of local safety huddles in place
•
Sustained focus of handover and increased effectiveness
Headline Medway NHS Foundation Trust have implemented the following initiatives for
ensuring effective communication within teams/outside teams/with patients and
carers:
•
The Patient Experience Team report themes and trends of
patient/visitor comments and feedback in the quarterly Patient
Experience reports.
•
Directorates receive comments and feedback from NHS Choices and
Care Opinion, and to programme boards, highlighting any common
themes that have been brought to the organisations attention.
•
PALS produce reports and highlight any recurring themes, for
example:
o Recent changes to pharmacy, discussion with the Chief
Pharmacist and programme board to ensure they are aware of
the quality and the number of contacts, they then respond
informing what steps have been taken to address the issues.
This is then reported in Patient Experience reports
This was partially achieved.
Priority Two: A maintained focus on the vulnerable patient with particular attention
to dementia and delirium
Target
Development of a quality improvement plan which builds on existing
programmes of work undertaken via the transforming care programme
Headline Medway NHS Foundation Trust has implemented the following initiatives to
maintain the focus on vulnerable patients with particular attention paid to
dementia and delirium:
•
Continued recruitment, support and training of the ‘Butterfly
Champions’ (Dementia Link workers)
•
Expand the workforce to include Deputy Clinical Nurse Specialist in
Dementia and Delirium (DaD) supporting the number of referrals
o 586 referrals made to the DaD Team in 2017/18
o 418 referrals seen by the DaD Team in 2017/18
o 59 visits/advice calls made by the DaD Team in 2017/18
•
Bid for, purchased, distributed and trained staff on six new
Reminiscence, Interactive, Therapeutic, Activity (RITA) Systems
•
Arranged and prepared the first day-long dementia training session
run by the Dementia and Delirium Team
•
In response to the National Audit of Dementia results – we have
used global emails, screen savers and extra training to focus on the
delirium assessment and recognising pain in dementia
•
Set up and chaired the first Trust-wide Delirium Group
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Priority Two: A maintained focus on the vulnerable patient with particular attention
to dementia and delirium
•
Introduced the 4AT screening tool to the Trust (Delirium screening
tool)
•
Revised and updated the Delirium Pathway
•
Raised awareness of delirium on World Delirium Day – by visiting
each ward with resources and information
•
The Clinical Nurse Specialist for Dementia and Delirium is
undertaking further education in a MSc Dementia Studies
•
Continued embedding of John’s Campaign, Butterfly Scheme and
This-is-Me
•
Continued collection, checks and distribution of ‘Twiddle Muffs’
•
Continued visits to patients and carers throughout the Trust
(Numbers can be supplied tomorrow if required)
•
Continued staff training via Trust induction, ad-hoc sessions and
Junior Doctors training in ED. During 2017/18 503 staff received
delirium training was given to
•
Virtual Dementia Tour (specialist dementia simulation training) spent
a day training staff
•
Introduction of the Red Bag scheme to improve communication
between places of care and reduce the loss of personal belongings
(glasses, teeth, hearing aids etc).
This was partially achieved.
Priority Three: End of Life care
Target
•
Ensuring the Trust provides care in accordance with the national
best practice guidance
•
Strengthen communication with staff and families and using the term
‘Actively dying’ when appropriate
•
Continue to ensure that patients are given an individualised care
plan that involves not only the dying person but those they class as
being important to them in the planning of any care that may happen
Headline Medway NHS Foundation Trust has implemented the following initiatives to
support End of Life care:
•
The End of Life Care Service provides all care surrounding patients
that have been identified as dying in the next few hours to days
according to national best practice guidance, mainly focusing on the
NICE Guidelines for the Care of the Dying Adult in the last few hours
of life (QS144).
•
A standard operating procedure covering diet and fluids and the
management of diabetes at end of life, have been developed and
need to be embedded across the Trust.
•
Communication has improved over the last few quarters according to
bereavement survey results.
o 74 per cent of respondents felt that their loved ones were kept
informed of their condition
o 86 per cent of respondents felt that they and other family
members were kept informed of the patient’s condition
o 94 per cent of respondents felt that they were informed of the
patient’s imminent death sensitively
o 91 per cent of respondents reported that an end of life care plan
was discussed with them and highlighted that the individualised
care plan has been commenced in the absence of being referred
to either the HPCT or the EoLC Service
•
Comparing the Trust’s bereavement survey responses to the
national average, it is apparent that we are still within or above the
national average.
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Priority Three: End of Life care
•
Undertaking mortality case reviews it is no longer unusual to see an
individualised care plan in the medical notes for patients who are
dying/deceased without specialist input
•
The importance of communication is taught heavily on the EoLC
study days and study sessions capturing medical students, F1, F2,
Consultant and nursing students and Allied Health Professionals.
•
It is clearly documented in the notes that the conversations have
been undertaken and input surrounding care and treatment options
are heavily discussed with those important to the person.
This was achieved.

Clinical Effectiveness
Priority One: Workforce
Target
•
Continued focus on engagement with our workforce and recognition
of the contribution all staff make to the care of patients
•
Ensuring there is a robust mechanism in place to obtain staff views
and opinions
•
A focused programme of recruitment and retention
•
A focused programme of work on staff morale and wellbeing
•
Efficiencies delivered through skill mix and staff reviews
Headline Medway NHS Foundation Trust has implemented the following initiatives to
support its workforce:
•
The Trust has replaced and improved its Employee of the month and
Team of the month which recognises staff contribution and
excellence. The award is made on an assessment of how individuals
and teams demonstrate living and working by the Trust values
(BEST).The outcomes of individuals and teams behaviour is
ultimately centred on improving the patient experience, or line of
sight to the patient.
•
The latest engagement scores from the 2017 staff survey show an
overall engagement score of 3.66 down from 3.76 in 2016 and Key
Finding 3 – percentage of staff agreeing that their role makes a
difference to patients/service users has reduced from 89 per cent in
2016 to 87 per cent in 2017. Work is being developed to improve
both these scores and the overall culture of the organisation. In order
to measure the effectiveness of improvement interventions the Trust
will be rolling out a new ‘Pulse Survey’ Medway Observations on a
quarterly basis.
•
The Trust undertook a ‘Have your Say’ event for nursing staff to
express their views, share their successes and air their issues – it
was well attended and actions plans were drawn up to address the
issues raised and to share success stories.
•
The refreshed Nursing Workforce Education Group has been
specifically set up to address retention, education and recruitment
difficulties regarding nursing and nursing support. A product from this
group is the Nursing Retention Action Plan. The Trust also has a
draft Working Retention Strategy to address the nursing retention
issues following a very successful year of nurse recruitment.
This was achieved – however this an iterative process with developments being
made continuously.
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Priority Two: Access to treatment
Target
• Continually validate the waiting list to ensure that the data remains accurate
including:
o Waiting times
o Performance targets
o Operations cancelled on the day
o DNAs
• Continually monitor the referral to treatment work streams, ensuring that all
aspects of systems, process and pathway management and data quality are
validated to ensure patients are seen and treated in a timely way
Headline Medway NHS Foundation Trust has implemented the following initiatives to
maintain the focus on vulnerable patients with particular attention paid to
dementia and delirium:
• 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 the
length of waiting times, the number of referrals, polling times, trajectories
and corrective actions.
• Continual monitor the A&E four – hour target
• Undertake a retrospectively audit of reviewing the emergency caesarean
section rates, as the trust has consistently been above red flag threshold
for more than 12 months
This was achieved.
Priority Three: Discharge planning
Target
•
Continue to work with our healthcare partners to ensure only the
patients that need to come to hospital do so and that patients are
discharged efficiently
•
Engage staff with the changes to the medical model and flow
pathways, and improved engagement from our Integrated Discharge
Team when planning discharge
•
Ensuring ward areas have dedicated morning Board Rounds
following a structured template to maintain pathways to discharge
and an Expected Date of Discharge is recorded on admission.
Headline Medway NHS Foundation Trust has implemented the following initiatives to
support with discharge planning:
•
Daily conference calls with the CCG’s and our community partners to
discuss our medical fit for discharge (MFFD) patients, this has
resulted in a greater engagement with all sectors and a reduction in
Delay Transfer of Care (DTOC).
•
Discharging education sessions presented by the discharge team to
nursing staff and doctors, ensuring that they are all aware of the
discharge pathways.
•
Staff attendance from the discharge team and integrated discharge
team on Board Rounds and the education of staff on the correct
discharge pathways. Estimated day of discharge (EDD) are also
discussed at the Board Rounds, an EDD crib sheet has been
designed to help the wards in producing an accurate EDD.
•
Multi-disciplinary team meetings: daily medical fit for
discharge/delayed transfer of care meetings with the councils and
the integrated discharge team to ensure the patient’s journey and
discharge progress is monitored.
This was achieved.
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Annex 1: Statements from commissioners, local
Healthwatch organisations and Overview and Scrutiny
Committees
Statement from Medway and Swale Clinical Commissioning Groups
Medway CCG welcomes the submission of Medway NHS Foundation Trust (MFT) Draft
Quality Account. The CCG has a responsibility to review the Draft Quality Account of MFT
each year, against the Department of Health’s Quality Accounts checklist tool to ascertain
whether all of the required elements are included within the document. Medway CCG
concurs that the data is a true reflection of the progress made and is in line with national
reporting requirements.
The CCG acknowledge the progress made by the Trust against 2017/18 quality measures
and the quality improvement impacts that this has had on patient’s clinical outcomes;
Medway CCG supports the narrative that further work is needed in order to meet national
targets to improve patient outcomes.
Medway CCG applauds the work undertaken with Trust’s governors, staff and patient group
representatives to progress the quality priorities for 17/18 and welcome a collaborative
approach to further these ambitions. Medway CCG in particular endorses the achievements
outlined in relation to serious incident reporting with acknowledgement to the positive work
that has led to an improved reporting culture. The CCG welcome the opportunity to further
develop the management and learning from serious incidents throughout the coming year.
Medway CCG look forward to working with the Trust to develop their learning strategy to
further develop and embed sustained improvements from serious incidents, complaints and
patient experience.
MFT have outlined a number of Quality priorities for 18/19 which support delivery of the
Quality and Safety agenda; patient safety, patient experience and clinical effectiveness. The
CCG look forward to working with the Trust over the coming year to progress plans to
ensure that improvements are implemented and delivery trajectories are met.
Medway CCG welcome the detail outlining the clinical audit programme and clinical research
planned; we look forward to reviewing the outcomes and working with the Trust to implement
learning to improve patient pathways and outcomes.
The CQC report following the inspection in April 2018 is yet to be received, however,
Medway CCG recognise the hard work undertaken in 17/18 in order to move on from the
previous CQC rating of ‘special measures’ to ‘requires improvement’. It is recognised that
the improvements made are beginning to embed across the directorates and the CCG looks
forward to continuing a collaborative approach to strengthening the quality and safety
agenda within the Trust.
The CCG acknowledges the challenges over the past year and therefore support the quality
priorities for 18/19; Medway CCG is committed to working with MFT to progress their
priorities to ensure continued improvements in healthcare delivery for the local population.

Ian Ayres
Managing Director
Medway, North and West Kent CCGs
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Statement from Governors
The Quality Report focuses on the three domains of Patient Safety, Patient Experience and
Clinical Effectiveness. Within each domain, the Report sets out clear targets for
improvement and the means of measuring progress to show how well these targets have
been met in the term 2017-2018.
Within the Patient Safety domain, three priorities are emphasised. These are the treatment
of patients with suspected sepsis, a 50% reduction in Serious Incidents and the timely
recognition of a deteriorating patient which can allow for an appropriate response.
There have been 150 Serious Incidents reported over the year, an increase from 2016-17.
This may be due to better data quality and to staff complying with the Duty of Candour policy
in reporting more incidents than before. This could mean that staff is more alert to situations
which may become serious.
Dealing with the Patient Experience requires the appropriate behaviour and attitude of staff
in accordance with the Trust’s values. The Friends and Family Test for patients has
increased to an 87.56% response rate this year which demonstrates that patients do
appreciate the caring attitudes of staff.
To accommodate all patients needing beds, unfortunately, the Trust has had to face mixed
sex ward breaches. The target is to reduce these breaches by 80% this year. Patients have
had long delays in receiving their medication to take out prior to discharge. Now the intention
is to reduce this waiting time for outpatient prescription to less than 30 minutes.
The third domain of Clinical Effectiveness includes mortality rates which are within the range
acceptable for the Trust. As it was the high mortality rate which initially led to the Trust being
put into special measures, it is heartening to know that the Trust is now learning from
deaths, has a commendable End of Life Programme and is alert to the needs of the
deteriorating patient.
I was pleased to see greater communication with GPs included in the Report, regarding
timely death notices and of clinic letters to be sent to the GPs within 5 working days. This
action should greatly assist in continuing patient care.
I was also happy to read of the emphasis placed on research programmes. I assisted in
engaging the research team with the membership directly and in promoting patients to
participate in research. It is also commendable that the GMC Training survey showed a
satisfaction rate of 79.64%, higher than any other Trust in the South Eastern counties.
Although the Report sets out detailed targets for improvement in a multitude of areas, clinical
and non-clinical, it must be acknowledged that there have been many achievements made
this year. The improvement and recognition of data quality throughout the Trust now gives a
true reflection of performance. The Da Vinci Robot has already served patients with prostate
cancer well, saving them many days of hospital recuperation. The Hip Fracture Pathway
delivers advanced nursing support for vulnerable older patients. Finally, the Delayed
Transfer of Care Project, following on from the Home First Project of 2017, means that
patients who are medically fit for discharge can return home or into appropriate care with
other healthcare partners.
There have been many achievements over the past year and, although there are still targets
to be met, it is hoped that the CQC will recognise the effort and attainment of all involved in
the Trust.
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Statement from Medway Council’s Health and Adult Social Care Overview and
Scrutiny Committee
Representatives of MFT have attended the Committee twice during 2017-18, in August and
December 2017.
The Committee acknowledges the further progress made during the year and that, overall,
the service provided by MFT has improved significantly since the Trust had been in special
measures. The Committee is particularly pleased with the partnership working that has
occurred with the Council and other partners to significantly reduce Delayed Transfers of
Care (DToC).
The Committee recognised and it is hoped that the MFT also recognises the work of the
Council’s Adult Social Care Services in delivering significantly improved performance in
relation to DToC’s.
The Committee recognises that significant work is ongoing to improve services further and to
ensure that the CQC rating improves from requires improvement and is supportive of the
Trust’s ‘Better, Best, Brilliant’ Improvement Plan that has been put in place to make and
sustain this improvement.
The Committee remains concerned about the financial position of the Trust, namely the
reported deficit and the potential of the Financial Recovery Plan to bring the Trust back
within financial stability.
The Committee remains concerned about the ability of the hospital to cope with peaks in
admissions, particularly during the winter, although it is acknowledged that this is an issue
facing hospital trusts across the country.
The Committee continues to feel that the dialogue between it and representatives from the
Trust has been particularly constructive and looks forward to continuing to provide challenge
and to seek assurance that the Action Plan and 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 feed back patient views and experiences.

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 RTT data has been updated to reflect the end of year position

•

28 Day Readmissions table has had the figures and age range 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 2017/18 and supporting guidance
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 2017 to March 2018
o papers relating to quality reported to the board over the period April 2017 to
March 2018
o feedback from commissioners dated 23/05/2018
o feedback from governors dated 22/05/2018
o feedback from Overview and Scrutiny Committee dated 22/05/2018
o the trust’s complaints report published under regulation 18 of the Local
Authority Social Services and NHS Complaints Regulations 2009, dated
22/05/2018
o the national staff survey 2017
the Head of Internal Audit’s annual opinion of the trust’s control environment dated
24/05/2018.
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 and
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

Date: 24 May 2018

Chairman

Date: 24 May 2018

Chief Executive

Page 141

QUALITY REPORT

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 2018 (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 2018, 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 2018 subject to limited assurance consist of the
national priority indicators as mandated by NHS Improvement:
•
Percentage of incomplete pathways within 18 weeks for patients on incomplete
pathways at the end of the reporting period; and
•
Percentage of patients with total time in Accident and Emergency (A&E) of four
hours or less from arrival to admission, transfer or discharge
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 NHS Improvement.
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 2017/18 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 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.
We read the other information contained in the quality report and consider whether it is
materially inconsistent with:
•
board minutes for the period April 2017 to March 2018
•
papers relating to quality reported to the board over the period April 2017 to
March 2018
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•
•
•
•
•
•

feedback from Commissioners dated 23/05/2018
feedback from governors dated 22/05/2018
feedback from Overview and Scrutiny Committee dated 22/05/2018
the trust’s complaints report published under regulation 18 of the Local Authority
Social Services and NHS Complaints Regulations 2009, dated 22/05/2018
the national staff survey 2017 and
the Head of Internal Audit’s annual opinion over the trust’s control environment
dated 24/05/2018

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;
•
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.

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’.
The scope of our assurance work has not included testing of indicators other than the two
selected mandated indicators, or consideration of quality governance.

Basis for qualified conclusion
Percentage of patients wth total time in Accident and Emergency (A & E) of
four hours or less from arrival to admission, transfer or discharge
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The annualised A&E four-hour wait indicator 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 discharge, transfer, or admission as an inpatient. We have tested a
sample of 24 unplanned A&E attendances during the year. Our procedures included testing
a risk based sample and so the error rates identified from that sample should not be directly
extrapolated to the population as a whole.
Issues identified through testing included:
•
67% of our sample of patients’ records tested, the pathway stop time recorded
does not match the supporting evidence retained by the Trust. This affected the
breach status of 17% of samples tested.
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 Accident and Emergency (A&E)
of four hours or less from arrival to admission, transfer or discharge" indicator for the year
ended 31March 2018.
We are unable to quantify the effect of these errors on the reported indicator.
Part 2 of the Trust’s Quality Report summarises the actions the Trust is taking post year end
to address the issues identified.

Maximum time of 18 weeks from point of referral to treatment in aggregate patients on an incomplete pathway
The "maximum time of 18 weeks from point of referral to treatment in aggregate - patients
on an incomplete pathway" indicator requires that the NHS Foundation Trust accurately
record the start and end dates of each patient's treatment pathway, in accordance with
detailed requirements set out in the national guidance. This is calculated as an average
based on the percentage of incomplete pathways which are incomplete at each month end,
where the patient has been waiting less than the 18 week target.
We tested 30 samples of 18 week RTI pathways during the year. Our procedures included
testing a risk based sample and so the error rates identified from that sample should .not
be directly extrapolated to the population as a whole.
Issues identified through testing included:
•
10% of our sample of patients' records tested, the start or end date of treatment
was not accurately recorded affecting the calculation of the published indicator;
•
30% of our sample of patients' records tested, the pathway fell outside the
indicator definition and shou.ld not have been included in the calculation of the
published indicator;
•
40% of our sample of patients' records tested, the pathway was incorrectly
recorded (including start or end date of treatment not accurately recorded), but
did not affect the calculation of the published indicator; and
•
13% of our sample of patients' records tested there was insufficient audit trail
to validate the samples.
As a result of the issues identified, we have concluded that there are errors in the
calculation of the 18 week referral to treatment incomplete pathway indicator. We are
unable to quantify the effect of the errors identified on the reported indicator for the year
ended 31 March 2018.
Part 2 of the Trust's Quality Report summarises the actions the Trust is taking post year
end to address the issues identified.

Page 144

QUALITY REPORT

Qualified conclusion
Based on the results of our procedures, except for the effect of the matters set out in the
basis for qualified conclusion paragraph, nothing has come to our attention that causes us to
believe that, for the year ended 31 March 2018:
•
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’;
•
the quality report is not consistent in all material respects with the sources
specified in section 2.1 of the NHS Improvement 2017/18 Detailed guidance for
external assurance on quality reports; and
•
the indicators in the quality report subject to limited assurance have not been
reasonably stated in all material respects in accordance with the ‘NHS foundation
trust annual reporting manual’ and supporting guidance.

Deloitte LLP
Chartered Accountants
St Albans, UK
30 May 2018
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Glossary
Acronym

Meaning

A&E

Accident & Emergency

CQC

Care Quality Commission

DATIX

National Risk Management and reporting system

DNACPR

Do Not Attempt Cardiopulmonary Resuscitation

DOL

Deprivation of Liberty

DQ

Data Quality

EOLC

End of Life Care

ExPEC

Extraintestinal Pathogenic Escherichia coli

FFT

Friends and Family Test

GMC

General Medical Council

GP

General Practitioner

HSMR

Hospital Standardised Mortality Ratio

IGT

Information Governance Toolkit

KLOE

Key Lines of Enquires

KPI

Key Performance Indicator

LeDER

Learning Disabilities Mortality Review Programme

LocSSIP

Local Safety Standards for Invasive Procedures

MCA

Mental Capacity Act

MedOCC

Medway On Call Care

NEL

Non-Elective

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

PHSO

Parliamentary and Health Service Ombudsman

PROM

Patient Reported Outcome Measures

PST

Patient Safety Team

QA

Quality Account

RPIR

Routine Provider Information Request

RTT

Referred to Treatment

SECamb

South East Coat Ambulance Service

SHMI

Summary Hospital Level Mortality Indicator

SJR

Structured Judgement Review
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Acronym

Meaning

StEIS

Strategic Executive Information System

SUS

Secondary Uses service

VTE

Venous thromboembolism
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Contact Us
Medway NHS Foundation Trust
Medway Maritime Hospital
Windmill Road
Gillingham
Kent ME7 5NY
Tel: 01634 830000
Email: communications.medwayft@nhs.net
www.medway.nhs.uk
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