
19 September 2019 

ANNUAL MEMBERS’ EVENT 

#MedwayFTAMM2019 



Stephen Clark 

Chairman 



MAKING MEDWAY BRILLIANT 

James Devine 

Chief Executive 



Our year – the highlights 



Setting our  

direction 



Understanding our population 



Our ambition 

“Deliver brilliant care outcomes 

through brilliant people, and be a 

leading partner within an integrated 

system of health and social care, 

providing a patient experience 

without boundaries.” 



And then there 

were five – 

our strategic 

objectives 



Three core strategies set direction 



Making Medway Brilliant 



New emergency department – 

better for patients and staff 



A VIP visit 



Sapphire Frailty Unit – improved care 

for frail elderly patients 



Welcome to the Butterfly Garden 



Best Flow for a brilliant Medway 



A&E 4-Hour Wait 



Referral To Treatment 



Diagnostics 



Cancer 

62d Cancer Wait 2wk Cancer Wait 



How we are transforming our services 



Research – the best in the region 

 

 



Workforce 

Nurse recruitment 
– highest number of 
nurses in four years 

(+120 this year) 

Agency spend – 
Reduced by 75% 

in two years 
(now at 2.1%) 

Apprenticeships – 
We’ve increased by 99 
apprentices this year. 
Growing our own in 
nursing associates, 

pharmacy and leadership 

Staff Survey Family and 
friends – improving 
results across both 

recommend as place 
for treatment and to 

work.  

You are the difference – 
our culture programme.  

1,700 staff participated and 
all new starters.  Participants 
report now feeling they are 
equipped and ready to own 

the change 



Campaigns that make a difference 

• Not Just a 

Number 

• Zero tolerance 

• Flu jab 

• Infection 

prevention 

 



Involving patients in our future 

• Member events 

• Engagement 
about Outpatients 

• Joint 
working  

• 23 Sept –  
HRM! 



An award-winning year! HSJ Value Awards 2019 

(finalists) 

Dr Manisha Shah and Simulation Team 

- Medical Training Initiative (MTI) for 

Overseas Physicians 

Dr Tara Rampal - Launch of 

Prehabilitation Unit 

Amanda Epps - Launch of Diabetes 

Specialist Nurse Professional Forum 

 

RCNi Nurse Awards 2019 (finalists) 

Acute and Emergency Medicine – Team 

of the Year  

  

Patients Safety Awards 2019 (finalists) 

Breast Cancer Care: ‘Improvised 

Approach’ – Cancer Care Initiative of the 

Year  

Breast Cancer Care: ‘Medway at its Best’ 

– Changing Culture Award  

  

Nursing Times Workforce Awards 2019 

(finalists) 

International Nurse Recruitment and 

OSCE – Best International Recruitment 

Experience  

  

Nursing Times Awards 2019 (finalists)  

Emergency Department – Emergency 

and Critical Care Team of the Year  

Cliff Evans, Consultant Nurse – Nurse 

Leader of the Year  



Brilliant initiatives for our patients 



 

 

QUALITY ACCOUNT 
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Our achievements in 2018/2019 



MFT Strategy 

New strategic 

priority  Our Vision 

Our Values 

5 core Strategic 

Priorities 

4 supporting strategies  

Our enabling 

initiatives  



Our quality strategy 
 

Our 3 year quality 

strategy ensures that 

consistent high 

quality care is this 

organisation’s top 

priority  



Our quality goals 
It is our plan to support our ambition to be a brilliant 

organisation  through delivery of three quality goals  

  

Safe 

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

Effective 

We will ensure the right patient is 
in the right place  receiving the 
best of care and their care is 

safely transferred between care  
settings 

Person Centred 

Patients, carers and families will 
be listened to and supported to 

meet their needs  



Our delivery domains 

• Our Quality Strategy will be delivered 

through three delivery domains 

Best quality design 
Best quality 

improvement system 
Best quality focussed 

delivery 



Our Quality 
Priorities 

We have developed local quality priorities 

against each of our quality goals 

1. Reducing harm from hospital acquired infection 

2. Improving falls management 

1. Reducing transfer of care concerns 

2. Improved inpatient sepsis management 

3. Improved prescribing and management of antibiotics 

4. Providing right and proper nutrition and hydration 

1. Providing the best care for our most vulnerable 

patients with dementia, delirium and learning disability 

SAFE 

EFFECTIVE 

PERSON 

CENTRED 



 Going for Good 



Ian O’Connor 

Director of Finance 

ANNUAL FINANCIAL ACCOUNTS 

2018/19 



2018/19 

• Reduced deficit 

• Decreased trade receivables and payables 

• Unqualified audit opinion on numbers in the accounts  

 

• Increased net liabilities employed 

• Increased borrowings 

Positives 

Negatives 



STATEMENT OF COMPREHENSIVE INCOME 

FOR THE YEAR ENDED 31 March 2019 

2018/19 2017/18 

£000 £000 

Revenue     

Revenue from patient care activities 257,107 242,047 

Other operating revenue 40,844 28,657 

Operating expenses (324,247) (330,318) 

Operating deficit (26,296) (59,614) 

Finance costs     

Finance income 80 28 

Finance expenses - financial liabilities (3,663) (2,531) 

Net finance costs (3,583) (2,503) 

Deficit for the year (29,879) (62,117) 

Key points: 

• Deficit of £29.9M 

(£41.0M after 

taking into account 

losses of £11.1M 

due to the 

revaluation of the 

Trust’s estate). 

• Decrease in deficit 

year on year of 

£32.2M 

• Sustainability and 

Transformation 

funding in year of 

£17.1M 

• Deficit of £47.0M  

excluding Provider 

Sustainability 

Funding (PSF) 



Key points: 

£11.4M of asset additions 

• Increase in borrowings to 

support deficit and capital 

programme 

• Increase in debtors as a 

result of achieving the control 

total and being able to invoice 

for performance income 

STATEMENT OF FINANCIAL 

POSITION AS AT: 
31-Mar-19 

31-Mar-19 31-Mar-18 

£000 £000 

Non Current Assets       

Property, plant and equipment 184,877 195,074 

Trade and other receivables 367 349 

Total non current assets 185,244 195,423 

Current Assets       

Inventories 5,871 7,441 

Trade and other receivables 39,063 35,425 

Cash and cash equivalents 10,841 9,768 

Total current assets 55,775 52,634 

Current liabilities       

Trade and other payables (23,766) (37,245) 

Borrowings (127,124) (58,186) 

Provisions (180) (563) 

Other liabilities (2,868) (2,893) 

Total current liabilities (153,938) (98,887) 

Total assets less current liabilities 87,081 149,170 

Non current liabilities       

Borrowings (137,501) (158,725) 

Provisions (870) (937) 

Total non current liabilities (138,371) (159,662) 

Total assets employed (51,290) (10,492) 

Financed by:       

Taxpayers' equity       

Public dividend capital 138,912 137,719 

Revaluation reserve 35,043 46,143 

Income and expenditure reserve (225,245) (194,354) 

Total taxpayers' equity (51,290) (10,492) 



Capital Expenditure 2018/19 

Capital Project £M 

Emergency Department 0.0 

Backlog Maintenance 2.6 

Information Technology 4.3 

Medical and Surgical Equipment Programme 1.2 

Fire Safety 2.9 

Other Projects 0.4 

TOTAL Capital Expenditure in Year 11.4 

Key points: 

• Capital Investment of £31.1m was originally planned for 18/19 

• 18/19 Capital Plan was revised in year to £10.4m due to projects being delayed 



Audit Outcomes 
Unqualified Audit Reports 

• Financial statements with a comment relating to going concern 

status as a result of our continuing deficit 

 

Emphasis of matter – Going Concern 

• Included due to the continuing deficit and the reliance on 

Department of Health funding support for foreseeable future 

 

Qualified Audit Report 

• Use of Resources arrangements to secure economy, efficiency 

and effectiveness. 

• The level of deficit is still deemed to be substantial indicating 

significant issues with the sustainable deployment of resources. 
 
 



Current Performance 

• 19/20 YTD on plan 

• £18M 2018/19 Cost Improvements slightly behind plan 

• Improving financial controls to improve financial 

performance 

 

Long Term Financial Sustainability 

• Recognised need for us to work closely with the local 

health economy 

• Average costs expected to be inside the national average 

(median) per unit  

• Need for the system to develop a plan 

Forward View 



Glyn Allen 

Lead Governor 



Chief Executive’s Scholarship report 

MEDWAY PREHABILITATION 

PROGRAMME 



Three little stories… 



…our journey begins…January 2018 

University Hospital Southampton…. 



Prehabilitation 



Spectrum of intervention 



Why Medway…  



Surgery patient education programme 

• Monthly evening multidisciplinary education 
sessions for patients expecting major surgery 

• Advice and demonstration of exercise, 
nutrition and relaxation techniques 

• Introduction to Public health programmes  

 

• Trial of Prehabilitation pathway in collaboration 
with surgeons and urologists 



 Programme Intervention 



…. September 2018…. 



…November 2018…Visit to McGill 

university  



Exchange of ideas 

• Setting up data base 

• Service evaluation and reviews 

• Expansion into community based 
Prehabilitation 

• Collaboration with universities and 
international Prehab sites 



 Educational Resources 

 

 

Eating Non-processed Food 
 
 Non-processed or minimally processed 
foods and water should be the pillars of our daily 
nutrition as they promote physical and psycholog-
ical wellbeing. In contrast, processed food and 
beverages have been linked to numerous condi-
tions such as, overweight, obesity, high blood 
pressure, type 2 diabetes, cancer, addiction… 
and in general to a worse quality of life. We can 
easily identify whole fresh foods (i.e. an apple, a 
whole chicken, a potato, a steak, cheese, milk) 
but when they are processed we can find com-
pletely different products generally stripped from 
the benefits and goodness they held before (i.e. 
apple juice, barbeque sauce chicken wings, 
crisps, meatballs, spreads, milkshakes). Pro-
cessed food usually contains a mixture of ingredi-
ents among which highly refined sugars, grains 
and oils (i.e. sugar, syrup, white flours, canola oil, 
sunflower oil) are frequently found. By choosing 
non-processed or minimally processed food, you 
make sure you get real food and nothing else. 
 

 The colour-coded label will not tell us 
whether something is processed or not, we need 
to go further. To understand what a product is 
made of, we need to read the list of ingredients. 
They listed in order of weight, with the main ingre-
dient first. If we cannot find the ingredients and 
the food resembles something we could obtain 
straight away from nature, we can say it is non-
processed food. However, if there is a list, we 
should read it. The more ingredients in the list the 
more likely it is to be a processed product. Every-
thing in the list has been added to the product 
(example below). 

 

  

 

 

 

 

 

PERIOPERATIVE 

NUTRITION 

 

Avoiding Processed Food 

and 

Minding Protein Intake 

 

 

 

 

 

 

Buttery Spread 
Ingredients list: 

Vegetable oils in varying 
proportions (sunflower, 
palm, linseed, rapeseed)
(79%), water, salt (1.3%), 
buttermilk (MILK)(12%), 
emulsifier... 

Butter 
Ingredients list: 

Whole milk 

Pistachios 
Ingredients list: 

Pistachios 

Strawberries 
Ingredients list: 

no list 

Muesly Bars 
Ingredients list: 

Oat Flakes (21%), Glucose Syrup, Crisped Rice 
(12%) [Rice Flour, Fortified Wheat Flour [Wheat Flour, 
Calcium Carbonate, Iron, Niacin (B3), Thiamin (B1)], 
Sugar, Rapeseed Oil, Malted Barley Flour, Malt-
ed Wheat Flour, Emulsifier (Soya Lecithins)], 
Chocolate Chips (11%) [Cocoa Mass, Sugar, 
Emulsifier (Soya Lecithins), Cocoa Butter], Oligofruc-
tose Syrup, Fortified Cereal Flakes [Rice, Wheat, 
Sugar, ... 

BBQ Chicken 
Ingredients list: 

Chicken Drumsticks and 
Thighs (94%), Barbecue 
Glaze (6.0%) [Sugar, 
Cornflour, Spices [Smoked 
Paprika, Cinnamon, Gin-
ger], Tomato Powder, 
Salt, Barley Malt… 

Seasoning Mix 
Ingredients list: 

Sugar, Dehydrated Vege-
tables: Onion, Garlic, Salt, 
Flavourings, Smoke Fla-
vouring, Hydro-
lysed Soy Protein, Spices 
(5.5%)... 

 
 

Ingredients: Wheat Flour (54%), Vegetable Oil 
(Palm), Wholemeal Wheat Flour (16%), Sugar… 

 

Biscuits 

Refined flour Refined oil 

Added sugar 

 

 

Non-processed/minimally processed food 

Processed food 



Clinical outcomes 

Improvement in Function Reduction in risk 



Clinical outcomes 

Type II diabetes management Readmission post major surgery 

Adherence 90% 

Smoking cessation – 80% 



In Print 

Diabetes in the Surgical patient- place for Prehab intervention? 

Roberto Laza-Cagigas, Daniel Sumner, Tarannum Rampal 

Department of Anaesthetics. Medway NHS Foundation Trust 

 

Around 8 million procedures are performed in the UK with 10-15% of 

patients having diabetes. These patients are subjected to greater numbers 

of complications and length of stays. Furthermore, as the population of the 

UK ages, the likelihood of patients presenting for major oncological 

surgery while also having either type 1 or type 2 diabetes (T2D) increases, 

implying an overall greater mortality when compared to those without 

diabetes.  

We identified that a number of patients referred to our Surgical 

Prehabilitation Service (SPS) suffered from T2D. We explored whether we 

could offer a multimodal, targeted intervention to make a significant impact 

on their T2D management.  This is particularly relevant in patients 

presenting for expedited surgery which does not allow time for traditional 

interventions to have a clinical impact. 

We hypothesised that supervised exercise and dietary changes in T2D 

patients awaiting elective surgery would improve their diabetes 

management in a short period of time. 

Introduction 

 

Patients referred to our SPS for optimization before elective surgery who suffered 

from T2D were offered to enrol in our Prehabilitation Programme. 

We measure glycosylated haemoglobin (HbA1c) before and after Prehabilitation to 

assess changes in T2D management. 

The dietary approach included our usual counselling; 1) cutting down on processed 

foods, 2) reaching a minimum daily protein intake of 1.5 g/kg of ideal body weight, and 

as a novelty we asked patients to consider 3) an ad libitum low-carbohydrate high-fat 

diet. To provide support for the later, we explained patients how to detect high-

carbohydrate sources. 

Patients also performed 2 weekly in-hospital sessions of either 30-minute aerobic 

interval training on a cycle ergometer or 30-minute resistance training. Patients were 

offered anxiety coping strategies at group sessions as part of the Prehabilitation 

Programme. 

Methods 

 

Ten oncology and 1 orthopaedic patients (3 females) with T2D 

referred to the our SPS for optimization before elective surgery 

accepted to adopt some dietary changes in form of carbohydrate 

restriction. After an average span of 6 weeks, HbA1c (Figure 1), 

weight. and BMI showed reductions (Table 1). Every patient reduced 

their HbA1c. 

Results 

 

Banugo, P., & Amoako, D. (2017). Prehabilitation. Bja Education, 17(12): 401-405  

Barker, P., Creasey, P. E., Dhatariya, K., Levy, N., Lipp, A., ... & Woodcock, T. (2015). Peri‐operative management of the surgical patient with diabetes 2015: 

Association of Anaesthetists of Great Britain and Ireland. Anaesthesia, 70(12), 1427-1440. 

Röhling, M., Herder, C., Roden, M., Stemper, T., & Müssig, K. (2016). Effects of long-term exercise interventions on glycaemic control in type 1 and type 2 

diabetes: a systematic review. Experimental and Clinical Endocrinology & Diabetes, 124(08), 487-494. 

McKenzie, A. L., Hallberg, S. J., Creighton, B. C., Volk, B. M., Link, T. M., Abner, M. K., ... & Phinney, S. D. (2017). A Novel Intervention Including Individualized 

Nutritional Recommendations Reduces Hemoglobin A1c Level, Medication Use, and Weight in Type 2 Diabetes. JMIR diabetes, 2(1), e5-e5. 

References 

 

There was demonstrable HbA1c improvement in our 11 patients awaiting elective surgery. These improvements were 

observed in as short as 2 weeks and allowed patients to eat to satiety while only reducing high-carbohydrate foods intake. 

Currently, we continue recruiting eligible patients to further assess the reproducibility of our approach.  

More focussed studies are required for establishing the efficacy of Prehabilitation interventions on T2D patients.  

Conclusion 

Figure 1. Individual changes in HbA1c  

Table 1. Pre- and post- prehabilitation data.  Values are presented as 

mean (range). Paired-sample t-test: * P=0.001, ** P=0.003 



Launch of UK guidelines for  

Prehabilitation (2 July 2019) 



Medway Prehabilitation Programme 



Endorsements 



Patient experience 



 Our stories…. 

 



…Fit For referral… 

• Population Health management 

through integration of 

Prehabilitation to Primary care 

networks and public Health 

 

• Prehab to Rehab Cycle completion 

 



Thank you for listening 

Email - t.rampal@nhs.net 

Twitter - @Medway_Prehab 

mailto:t.rampal@nhs.net


Chief Executive’s Scholarship report 

IDEAS THAT CHANGE 

HEALTHCARE 



Why visit New Zealand? 

• The Kings Fund identifies Canterbury District Health 

Board (DHB) as a “high-performing health care 

organisation that has focused its quality improvement 

work on integrating health and social care to tackle 

growing demand for hospital care from an ageing 

population” 

• Deficit in 2007 was almost NZ$17m, but on track to 

make an $8m surplus in 2010/11 

• Without a change, Canterbury would have needed 

another hospital of the same size (500+ beds) by 2020 

 

 

 



Why visit New Zealand? 
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Average In-house Days in Hospital for General 
Medicine Patients 

Acute

Admission volumes have 

continued to increase, but 

LOS has gone down to 

manage demand 

 

 

 

https://www.cdhbsfn.com/sfn_CDHB?ct=s&s=PAT.IP.CP.E.SPEC.M.47.%PAT.IP.E.ORG.DISCHWARD.HOSP.4011.%&m=PAT.IP.E.A.ByA.Coun.%


How they improved 
How did they avoid 

 

? 

 

1. 
Created a 

vision 
2. 

Set a 

goal 
3. 

Built a 

strategy 

One system, one budget 
The whole system working together 

The right care, at the right place, at 

the right time by the right person 

Consistent leadership and aligning activities 

to deliver the goal 

Reduce the time 

patients spend 

waiting 

Ensuring that the goal 

was built into all 

planning and 

improvements 



How? 

1. 
Created a 

vision 
2. 

Set a 

goal 
3. 

Built a 

strategy 

Looking outside 
They visited Air New Zealand, New Zealand Post, 

Ballantynes 

Vision 2020 exercise 

Senior staff developing what the health 

system should look like in 2020 and what 

change should look like 

Permission to 

change 

They were given a card 

signed by the CEO 

giving them permission 

to change the system 



What did they do? 

Removing the 
travel agent 

(the 
intermediary) 

Direct referral to specialities from ED 
or GPs 

Air Traffic 
Control 

Placing a ‘traffic control nurse’ in 
assessment to direct to short or long 

stay 

Ready for the 
holiday rush 

Identifying seasonal and daily 
demand and aligning staffing 

Pilot at the 
front 

Senior decision makers at the front 
door 

Same flight 
crew at check 
in and for flight 

 Ensuring rotas deliver consistent 
care 



What did they do? 

Flying Direct Health pathways 

Health Pathways are in essence local agreements on best practice. 

They are created by bringing together hospital doctors and GPs in 

order to agree- 

• What the patient pathway for a particular condition should be.  

• They clearly articulate which treatments can be managed in the 

community 

• What tests GPs should carry out before a hospital referral 

 

 



What did they do? 

Short Haul AMAU discharge team 

• Since the opening of the current AMAU, the service has 

instigated a discharge team. 

• ‘obvious’ quick discharges are taken off the two post-acute 

teams, in order to reduce the total numbers of patients that 

they have to see that day. 

• A third ‘on roster’ is added in Winter to meet demand 

• Effectively, the patient take from a 24 hour period is being 

redistributed between 4 teams (2 post-acute, 1 third on team 

and GM AMAU). 

 

 



We, from Medway NHS 

Foundation Trust, did not only 

study best experience. 

 

Here is what we do to improve: 

 



Proposed 

AAU 

Model 



Flow Coordinators –  

Assigning Responsibility 

1) PTWR Consultant 

- assign best estimated EDD for every patient  

- confirms the FLOW CODE of each patient as assigned by SpR 

 

2) Traffic Nurse 

- implement transfer according to EDD and FLOW CODE (aim to pull pts from ED within 30 

mins) 

- EDD <72h for AAU and >72h for GM 

- flow code 1 given priority for transfer to medical bed 

- flow code 2 can be assigned a chair in waiting area 

- flow code 3-4a are second priority for medical bed 

- flow code 4s to appropriate specialist ward 

- create a list of patients assigned flow-code ”4s” which is to be given to specialist teams 

each morning at 9am 

 



The right care, the right time,  
the right place 

Simplicity is the ultimate 
sophistication 

 
 

 

 

 

• Simpler patient flow with fewer patient transfers 

• Early input from appropriate decision-maker who 
guides flow 

• Early specialist input with auditable trail 

• Early takeover by appropriate specialty => less 
”middle men”  

• Less transfer time / reduced LOS  

• Simpler to audit 

• Improved continuity of care by creating new 
consultant rota 

 



GP referrals are discussed with SDEC SpR who informs Traffic Nurse of 

admission 

• Aim to go straight to SDEC or AAU (bypassing ED) 

• If AAU is full, GP referrals may be required to sit in the AAU waiting room 

pending a bed 

• In extreme circumstances, they may be re-directed to ED 

 

Exceptions  

• Patients arriving after 10:30pm are to present to ED 

• Very unwell or unstable patients or clinically judged to be unstable should be 

sent to ED  

• If an expected GP to AAU patient deteriorates on-route, the ambulance should 

be diverted to ED 

GP Referrals 



Acute and General Medicine 

Key Issues they identify for General Medicine: 

• General Medicine has not had any increase in staff to match 

the annual increases in activity. 

• Their staffing does not adjust to these trends, so they are 

reporting reaching capacity in terms of managing patient 

load. 

• When winter and afternoon peaks occur, patient flow from 

ED can be blocked  

• They have yet to comply with MECA requirements for junior 

doctors working weekends. 

• Every day, two acute medical teams (SMO, Registrar, 

House officer) are rostered on from 0800, to take the 

admissions for the next 24 hours until the following morning.   

  

 



New staffing and 7 day roster 

• Benefits 

• More acute registrars on-take to manage peaks in 
referrals. 

• Less delay in reviewing admissions, less likely to block 
flow. 

• 7 day versus 5 day model for acute take. 

• Smaller numbers to see on post-acute ward rounds. 

• Admitted patients flow to 4 rather than 2 acute wards 
(spreading the workload for nursing). 

• Some capacity to handle future growth in admission 
numbers. 

• Higher satisfaction for RMO workforce, less difficulties 
recruiting. 

 

 

 



Acute Take Team  

Take team 

Consultants: 

Acute medicine: 

1. Two take consultants; 

–  one 8:00-18:00 

- Second 16:00-23:00 and overnight 

1. Two post take consultants and teams on short stay 

  

Specialty teams 

1. 24 hours take consultant, seven days a week. 

  

Take team: 

Registrars: 

1. Acute medicine: 

- One acute/general Reg take referrals to acute medicine 

1. Specialty teams: 

- One registrar from specialties take all specialty referrals. 

  

Clerking team 

  

1. Acute medicine: 

- 9:00-21:00 4 Reg/SHO 

- 8:00-18:00- 2 SHO/F1 

- 16:00-22:00-4 SHO/F1  

Junior doctors from PTWR join the take team after 14:00 

1. Specialty team junior doctors clerk specialty patients 

Who makes up each General 

Medical Team? 

 A consultant physician, registrar and house officer. 

  

 Most teams also have a trainee intern (final year medical student) and, at times, other 

medical students. 



 

Handover meetings: 

 
  

At 0800 every weekday morning there is a handover meeting  
 

This meeting is compulsory.  
 

The night registrars, 2 post-acute teams, AMAU team, and Senior General Medical 
Registrars, usually sit at the main table.  
 

The Senior General Medical Registrars usually lead the meeting. 

The night registrars should take about 10-15 minutes maximum.  
 

The general structure of the meeting is as follows: 

• Patients are handed-over to (usually by the night registrar first) AMAU Team 

• The aim is to have 14 or less patients per post-acute team. 

• Before medical handover a medical team will make a brief 5 mins 
presentation.  

• The Senior Registrars organise the timetable for this. 

 

 



Speciality Consultant rotas 

Effective Specialty consultant rota: 

• Respiratory 

• Gastroenterology 

• Cardiology 

• 7 days a week to post take patients 12 hours a 

day. 

• Post take of admitted overnight specialty patients 

and keep under them until discharge. 

 



 Here is what we do to improve: 

• Crated SDEC (Same  Day Emergency Care:  

       Medical , surgical, Orto, urology) in MFT 

 

All in one place no more the culture of NOT MY PATIENT ended at MFT 

 

This minimises: 

•  the loss of information 

• risk of error resulting from the handover of patients and 

• additionally, builds a strong multidisciplinary team around the patient, 

to facilitate appropriate and timely care and discharge planning. 

 

 

 



 Here is what we do to improve: 
• Waiting times for patients in SDEC should be minimised.  

– Triage should be obtained within 30 minutes of a patient’s arrival 

– Patients should be seen promptly within one hour by a clinician  

– Full access to inpatient investigations 

– Senior input available for more complex cases 

 

• Pathway-guided investigation and management 

• Attendances to SDEC should be no more than three for one patient 

episode 

• SDEC must be protected including during periods of escalation when 

the hospital is under pressure 

• Review of SDEC performance should occur regularly using at least the 

metrics suggested by the AEC network 

 

 

 



KIA ORA 

THANK YOU 



CHIEF EXECUTIVE’S 

SCHOLARSHIP FOR 

BRILLIANCE 

James Devine 

Chief Executive 



Smoking Cessation Team 

• Dr Nandita Divekar, Dr Rahul Sarkar and 

pharmacist Sandra Sowah 

• Application to visit the University of Ottowa, 

Canada to experience its evidence-based 

Smoking Cessation model. 

• Plan to introduce a local model to Medway 

Maritime Hospital to reduce dependency 

and smoking-related admissions.  

 



Dr Samantha Black 

• Dr Black to visit experts in Hypnosis in 

Paediatric Preparation for Surgery (HIPPS) 

in Adelaide, Australia 

• HIPPS reduces fear in young surgery 

patients by putting the child at the very 

heart of their hospital journey. 

• Plans to introduce a new forward-thinking 

paediatric anxiety service to Medway 

Maritime Hospital. 



QUESTION TIME 
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