
 

1 

 

 

 

 

 

 

 

 

Medway NHS Foundation Trust 

Quality Account – 2011/12 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

2 

 

Contents 
 

Part 1 - Statement on Quality from the Chief Executive ........................... 3 

Part 2   - Priorities for Improvement and Statements of Assurance from 

the Board. ..................................................................................................... 4 

Statement of Assurance from the Board ................................................... 9 

Part 3 – Other Information ......................................................................... 21 

Looking back at our priorities in 2011-12  these were: ........................... 21 

Patient Safety - Looking back on last year’s priorities: .......................... 23 

Showcasing Patient Safety initiatives have included: ............................ 26 

Patient Experience - Looking back on last year’s priorities ................... 29 

Showcasing improvements to the patient experience over the last year 

have included:- .......................................................................................... 30 

Clinical Effectiveness - Looking back on last year’s priorities .............. 33 

Showcasing improvements to clinical effectiveness over the last year 

have included:- .......................................................................................... 34 

Review of Quality Performance ................................................................ 36 

Part 4 – Annex ............................................................................................ 48 

Statement from NHS Kent and Medway ................................................... 48 

Statement from LINKS ............................................................................... 49 

Statement from Overview and Scrutinee ................................................. 50 

Statement of directors’ responsibilities in respect of the quality report 51 

Appendices ................................................................................................ 53 

Appendix A - Participation in National Clinical Audits and National Confidential Enquiries in 

2011/12. ........................................................................................................................................ 53 

Appendix B - National Clinical Audits: Actions to improve quality ......................................... 56 

Appendix C - Local Clinical Audits: Actions to improve quality.............................................. 62 

Appendix D - QUALITY ACCOUNTS - Priorities for Improvement 2011/12 ............................. 68 

Glossary ..................................................................................................... 69 

 

 

 



 

3 

 

 

Part 1 - Statement on Quality from the Chief Executive 
 

During 2011-12 Medway NHS Foundation Trust (MFT)has made significant progress to becoming 

an organisation which consistently delivers high quality care. 

The Quality Account provides transparency on our quality commitments and allows our patients, 

staff, commissioners and regulatory bodies, as well as our local community, to understand how we 

perform and continually monitor and review safe healthcare practices. 

As another year passes, I am pleased to bring you our third Quality Account which demonstrates 

how we continue to build on quality improvements across the Trust and also highlights the areas 

which we will focus on for improvement in 2012-13. 

The provision of safe effective and timely care has remained the top priority for the Trust Board. 

During 2011, the Director of Nursing established a Patient Experience Committee with a remit to 

focus on patient and visitor experience.  This included the introduction of Patient Pledges, 

improvements to signage and a culture shift in improving staff attitude through a Hearts and Minds 

programme, which is all part of providing a better patient experience.   

The successful launch of the WOW awards has been a strong influence in motivating staff, with 

over 400 nominations from patients.  This gives our patients a voice and an opportunity to 

recognise and thank the staff who care for them 

The Trust was delighted that Nuclear Medicine won the national “What a Team” category and the 

Trust won the “Best Newcomer” in the National WOW awards scheme for 2011. One of our 

midwives was also highly commended in the “Most Inspiring Front Liner” category. 

Two important quality measures of patient safety are venous thrombo-embolism risk assessment 

and clostridium difficile infection rates.  In both these areas, our performance has significantly 

improved on previous years and exceed the standards set. 

The Commissioning for Quality and Innovation (CQUIN) payment framework enables 

Commissioners to reward excellence by linking part of the Trust’s income to the achievement of 

local quality improvement goals.  I am proud to say that we have achieved 90% of these goals. 

Making a positive difference to people’s lives is what good quality care is all about. Listening and 

responding to your feedback, we have the opportunity to focus on improvements and offering a 

more unique tailor-made service fit for the future. 

I recommend the Quality Account and confirm that to the best of my knowledge the information in 

the Quality Account is accurate. 

 

Mark Devlin 
Chief Executive 
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Part 2   - Priorities for Improvement and Statements of Assurance from 

the Board. 

 

Part 2 of the Quality Account looks forward over the next financial year 2012-13 and explains 

clearly what areas have been identified as priorities for improvement, why these priorities have 

been chosen, how improvement will be achieved and how it will be measured.  

There are also board statements relating to the quality of the services the Trust provide.  

Looking Forward : Priorities for improvement 2012-13 

It is essential that as many people as possible are involved in developing the priorities for next 

year. 

The consultation for the priorities for 2012 - 13 started with a review of last year’s performance on 

the chosen priorities. These nine priorities (Table 1) were classified as recommended to continue 

or not, depending on whether practice required further improvement or not. The Medical Director 

and Director of Nursing presented these to the Council of Governors and a members’ meeting and 

agreement was sought on the recommendations to continue, plus other recommended new 

priorities for improvement.  The amended list of priorities agreed was categorised into 

`recommended continue` or ‘recommended new`. This list is below: 

Issues that were recommended to continue included:  

 Increase the number of patients who have an assessment on admission for risk of developing 
blood clots. 

 Reduce the number of patient falls. 

 Increase the number of heart failure patients who receive discharge information. 

 Improve the appointments system resulting in fewer complaints to Patient Advice and Liaison 
Service (PALS). 

 To improve compliance with “Think Glucose” guidelines. 
 

New suggested priorities included: 

 Reduce the number of unrecognised deteriorating patients. 

 Reduce the number of omitted medication doses. 

 Increase the percentage of patients who have `harm free` care within 4 areas: falls, pressure 
ulcers, blood clots and infection with an in-dwelling urinary catheter. 

 Increase the percentage of patients admitted as an emergency via Emergency Department 
who are referred to the alcohol service. 

 Improve the diagnosis / referral for patients with dementia. 

 Increase the percentage of eligible staff trained in safeguarding children. 

 Increase the numbers of patients referred to Hospital @ Home. 

 Increase number of births in `The Birth Place’. 

 Ensure dementia training trust wide where appropriate. 

 Reduce the number of out patient appointments / surgery cancelled by Medway NHS 
Foundation Trust (MFT). 

 Increase the percentage of patients who would recommend this hospital to others. 

 Promote `Intentional Rounding` (hourly review of patient needs). 

 Increase the number of patients who report they were told who to contact if they were worried 
about their condition or treatment after leaving hospital. 
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 End of Life Care: appropriate management of Liverpool Care Pathway (LCP).  

 Increase the number of patients who say they receive enough help with their meals. 

 Reduce the number of patients who have Transfer of Care (TOC) issues.  
 

This list was sent to NHS Kent and Medway cluster, Medway LINKS, Executive Directors, Clinical 

Directors, General Managers and Heads of Nursing / Midwifery for consultation. Taking everyone’s 

views into consideration, the nine priorities for improvement for 2012 -13 are set out in Table 1 

below: 

Table 1: Looking Forward - Priorities for improvement 2012-13 

Patient Safety:  
 

 Improve the care of patients at risk of developing blood clots.  

 Reduce the number of omitted medication doses.  

 Increase the percentage of patients who have `harm free` care within 4 areas: 
falls, pressure ulcers, blood clots and infection with an in-dwelling urinary 
catheter.  

 

Patient Experience  
 

 Improve the outpatient experience  

 Increase the number of patients that say they had the opportunity for them or 
their family to speak to a doctor when needed.  

 Improve the meal time experience 

 

Clinical Effectiveness  
 

 Increase health promotion regarding alcohol misuse. 

 Improve the diagnosis and referral for patients with dementia. 

 Improve the discharge process for patients.  
 

 

New priorities were chosen to reflect new national programmes of concern for example: `Increase 

the percentage of patients who have `harm free` care within 4 areas : Falls, Pressure Ulcers, Blood 

Clots and Infection with an in-dwelling urinary catheter and `Improve the diagnosis / referral for 

patients with Dementia`, were both a particular area of interest at the members workshop. `Reduce 

the number of omitted medication doses` has become a national concern within Patient Safety 

forums and `Improve the number of patients who say they receive enough help with their meals` 

resonated as a concern for the governors. 

The final priorities were chosen due to local concerns which were derived from differing facets of 

organisational concern, for example: Improving the discharge process, which will have a number of 

measures including reducing the number of ‘Transfer of Care concerns’ received from community 

colleagues and ensuring there is an improvement in patients’ views of discharge from the national 

patient survey. 
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Achieving our priorities  

Each priority will have a lead in each directorate and an executive lead who will implement 

appropriate actions to achieve better results. 

A key change to the quality governance systems in the Trust implemented during 2011-12 was the 

Quality Performance Monitoring Committee. The role of this committee was to monitor closely the 

Trust’s performance in relation to all quality indicators (CQUIN, Priorities in the Quality Account 

and indicators in the contract), and to take prompt action to improve performance. The meeting is 

chaired by the Director of Nursing with a representative from each directorate management team 

as members of the committee. It is intended that this committee will continue as it has proven to be 

a successful route in monitoring performance of the priorities cited in the quality account and the 

CQUIN targets.   

The table below gives more details about what will be measured. Each priority has been given a 

target for improvement which will be monitored through the Quality Performance Monitoring 

Committee.  The list of priorities and how they will be measured with targets is tabled below: 

Category Priority What we will 
monitor 

Where we are 
now 

Target  
improvement 

Patient Safety Improve the care 
of patients at risk 
of developing 
blood clots 

 Percentage of 
patients who 
are assessed 
on admission. 

 Percentage of 
patients 
prescribed the 
appropriate 
prophylaxis 

 92% for 
assessment 
on admission 
 

 Prescriptions 
not measured 

 95%. 
 
 
 

 Take baseline 
in Quarter 
(Qtr) 1 and 
increase by 
10%. 

Reduce the 
number of 
omitted 
medication doses 

 Actual 
number of 
omitted doses 
on a monthly 
spot check 
audit 

 5.32 mean 
number per 
ward. 

 Reduction of 
10%. 

Increase the 
percentage of 
patients who 
have ‘harm free’ 
care within 4 
areas: falls, 
pressures ulcers, 
blood clots and 
infection with an 
in-dwelling 
urinary catheter 

 Monthly spot 
check of 
every in-
patient on one 
day. 

 89%  Increase to 
and sustain at 
>90%. 

Patient 
Experience 

Improve the 
outpatient 
experience. 

 Contacts with 
PALS. 

 Number of 
cancelled and 
changed 
appointments 

 850 
 

 13.8% 

 Reduce by 
10% 

 Reduce by 
25%. 

Increase the  National  5.4 (red)  Increase to 
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number of 
patients that say 
they had the 
opportunity for 
them or their 
family to speak to 
a doctor when 
needed. 

Survey 

 Local Survey 

 

 Not measured 

amber. 

 Take baseline 
In Qtr 1 and 
agree target. 

Increase number 
of patients who 
say that they  
receive enough 
help with their 
meals and rate 
the quality of food 
as good. 

 National 
Survey 

 
 

 Local Survey 

 6.5 & 4.2 
 
 
 

 Qtr. 4 -56 & 
85 

 Increase to 
7.0 and 5.0 in 
the national 
survey. 

 Increase to 60 
and 88 
 

Clinical 
Effectiveness 

Increase health 
promotion 
regarding alcohol 
misuse. 

 Increase 
number of 
referrals to 
community 
service. 

 Look for 
promotional 
literature 
when under 
going the ’15 
step 
challenge’. 

 Not currently 
measured. 

 
 
 

 Not currently 
measured. 

 Assess 
baseline 
numbers in 
Qtr 1. 

 

 All areas to 
have alcohol 
misuse 
education 
material. 

Improve the 
diagnosis and 
referral for 
patients with 
dementia. 

 Number of 
patients 
screened on 
admission 

 Number of 
patients 
assessed 

 Number of 
patients 
referred 

 Not currently 
measured 

 Assess 
baseline 
numbers in 
Qtr 1 and 
agree targets. 

Improve the 
discharge 
process for 
patients 

 Transfer of 
care concerns 

 
 
 

 Discharge at 
night. 
 
 
 
 

 Delays to 
discharge 
from National 
Survey. 

 Told how to 

 153 past 
seven months 
(21.8 per 
month) 

 

 0.6% of total 
 

 

 

 

 

 6.6 on 
National 
survey 

 

 National 

 Reduce by 
10%. 

 
 
 

 All discharges 
out of hours 
to be 
appropriate 
and <1% of 
total. 

 To be amber 
rated in 
National 
Survey. 

 To be amber 
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take 
medications 
on discharge. 

 Readmissions 

Survey 7.6 
 
 

 Admission 
within 30 days 
following 
elective 
surgery = 
3.48% and 
following 
emergency = 
10.65% 
 

 

 

 

rated in 
National 
Survey. 

 To achieve as 
peer. 
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Statement of Assurance from the Board 

Review of Services 

During April 2011 – March 2012 MFT provided and or subcontracted 42 NHS Services. 

MFT has reviewed all the data available to them on the quality of care provided in all of these NHS 

Services. 

The income generated by the NHS Services reviewed in 2011–2012 represents 100% of the total 

income generated from the provision of NHS Services by the MFT for 2011–March 2012. 

Participation in Clinical Audits 2011-12 

During 2011-12, 42 national clinical audits and 4 national confidential enquiries covered NHS 
services that MFT provides (source: NCAs for inclusion in Quality Accounts 2011-12, Department 
of Health, 2011). 
 
During 2011-12, MFT participated in 86% (36/42) national clinical audits and 100% (4/4) national 
confidential enquiries of the national clinical audits and national confidential enquiries in which it 
was eligible to participate in. 
 
The national clinical audits and national confidential enquiries in which MFT was eligible to 
participate during 2011-12, together with the number of cases submitted to each audit or enquiry 
as a percentage of the number of registered cases required by the terms of that audit or enquiry, 
are shown in Appendix A.  
  
The reports of 21 national clinical audits and confidential enquiries were reviewed by the Board of 
the provider in 2011-12 and the actions that MFT has taken, or intends to take, to improve the 
quality of healthcare provided, are detailed in Appendix B. 
 
The reports of 74 local clinical audits were reviewed by the Board of the provider in 2011-12 and 
the actions that MFT has taken or intends to take to improve the quality of healthcare provided are 
de tailed in Appendix C for a sample of these.  
 
Commitment to Research as a Driver for Improving the Quality of Care and Patient 

Experience 

The number of patients receiving NHS services provided or sub-contracted by MFT between the 
period 1 April 2011 and 31 March 2012, that were recruited during that period to participate in 
research approved by a research ethics committee, was 4204. 

Participation in clinical research demonstrates Medway NHS Foundation Trust’s commitment to 
improving the quality of care we offer and to making our contribution to wider health improvement. 
Our clinical staff stay abreast of the latest possible treatment possibilities and active participation in 
research leads to successful patient outcomes. 

Table 1 compares Medway NHS Foundation Trust’s involvement in conducting 122 clinical 
research studies in specific medical specialties during period 1 April 2011 and 31 March 2012, with 
research activity for the previous financial year. Over the same period a few Investigators stated 
that their research definitely contributed to the reduction in overall mortality. 

The outcome of one such study ‘Improvement in the Administration Time of Antibiotics in Sepsis’ 
showed that whilst it was not possible to prove an improvement in rates of mortality, the work in 
reducing delays in antibiotic administration revealed a demonstrable improvement that would 
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impact on mortality.  (Poster presentation at the Intensive Care Society State of the Art Meeting, 
The ICC London East ExCeL, Royal Victoria Dock, London. 12-14 December 2011). 

The improvement in patient health outcomes in MFT, demonstrates that a commitment to clinical 
research, leads to better treatments for patients. 

There were 259 of clinical staff participating in research approved by a research ethics committee 
at MFT during period between 1 April 2011 and 31 March 2012. These staff participated in 
research covering 25 medical specialties. 

In the period between 1 April 2011 and 31 March 2012 there were 23 publications declared by the 
Investigators.  

The MFT is actively involved in National Institute for Health Research (NIHR) supported research. 
Figure 1 represents the number of participants recruited into NIHR supported projects since 1 April 
2007. The increased research activity indicates our commitment to transparency and desire to 
improve patient outcomes and experience across the NHS. One such example is the ‘Pre-
Operative Exercise Training’ study which has been opened at Medway NHS Foundation Trust to 
assess the impact of cardiopulmonary exercise prior to surgery, with improved post operative 
outcomes.    

Our engagement with clinical research also demonstrates Medway NHS Foundation Trust 
commitment to testing and offering the latest medical treatments and techniques.  
 

Table 2:  A comparison of the number of research projects taking at Medway NHS Foundation 
Trust in specific medical specialities for years 1 April 2010/31 March 2011 and 1 April 2011/31 
March 2012.     
 

 2010 - 2011 2011 – 2012 
 

Paediatric surgery  1 0 

Endocrinology  3 0 

Neurology 11 8 

Osteoporosis 4 0 

Anaesthesia 10 2 

Haematology and Cancer 51 34 

Neonatology 22 1 

Respiratory 8 5 

Ear nose and throat 3 0 

Gynaecology 16 5 

Nuclear medicine 4 2 

Critical Care 6 12 

Rheumatology 13 5 

Colorectal Surgery 1 0 

Paediatrics 14 6 

Dermatology 3 1 

Vascular Surgery 2 1 

Pharmacy 2 3 

Trauma and Orthopaedic Surgery 3 2 

Genitourinary Medicine 2 1 

Microbiology 2 1 

Pathology  2 0 

Epidemiology 2 0 

Foetal medicine 1 9 
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Diabetes 14 9 

Gastroenterology 1 1 

Other Surgery 5 3 

Cardiology 2 2 

Diatetics 1 1 

Obstetrics 9 4 

Physiotherapy 2 0 

Urology  1 2 

Other* 12 2 

 
Total no of recruits  

 
1684 

 
4204 

 
* Studies outside of clinical speciality for example educational studies or research into overall 
patient experience 
 
 
Figure 1. Represents the number of participants in NIHR supported projects (within Medway NHS 
Foundation Trust) between 1 April 2007 / 31 March 2008, 1 April 2008 / 31 March 2009, 1 April 
2009/31 March 2010, 1 April 2010 / 31 March 2011 and 1 April 2011 and 31 March 2012. 
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The Commissioning for Quality and Innovation (CQUIN) 

A proportion of MFT’s income in 2011-12 was conditional on achieving quality improvement and 

innovation goals agreed between the Trust and any person or body they entered into a contract, 

agreement or arrangement with, for the provision of NHS services through the Commissioning for 

Quality and Innovation payment framework.  Details of the agreed goals for 2011-12, and for the 

next 12 month period, are available electronically at www.medway.nhs.uk. 

The CQUIN framework has been the foundation of discussions about quality of service between 

the Trust and the two main commissioners.  The framework has enabled a dialogue to develop 

between the organisations about what is important to the local population. 1.5% (£2,891,000) of 

the Trust’s projected income is dependent on the Trust achieving the CQUIN targets, which are 

composed of national, regional and local targets.  Performance against the CQUINs is in Table 3. 

Table 3 – 2011-12 CQUIN Performance 

Description Achievement 

Percentage of all adult inpatients who have had a VTE risk 

assessment on admission to hospital 

Partially 

Achieved 

Patient Survey results relating to "responsiveness to personal 

needs" 
Achieved 

Undertake an agreed number of patient surveys to include, as a 

minimum, certain questions 
Achieved 

Over-arching Trust action plan to be developed as a consequence 

of patient surveys 
Achieved 

Achievement of targets in selected patient survey questions 
Partially 

Achieved 

Achievement of UNICEF Baby Friendly Initiatives Achieved 

Percentage of mothers breastfeeding at time of discharge from 

midwife 

Partially 

Achieved 

Percentage of patients experiencing harm-free care Achieved 

Number of patients offered referral to the Stop Smoking Services  Achieved 

Adherence to Think Glucose overall benchmark score averaged 

across all inpatient wards 
Achieved 

Percentage of eligible nursing staff trained about dementia care. Achieved 

Percentage of patients receiving pathway measures based upon 

improvement in specific pathways as part of the Enhancing Quality 

Programme 

Mostly met 

 

http://www.medway.nhs.uk/
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Care Quality Commission (CQC) 

MFT is required to register with the Care Quality Commission, and its current registration status is 

registered without conditions. 

The CQC has not taken enforcement action against the MFT during  2011–2012. 

The MFT has participated in special reviews or investigations by the CQC relating to the following 

areas during 2010-11. The special reviews that MFT participated in were:- 

1. The CQC carried out a planned compliance review of all four of the Trust’s registered locations in 

February 2011. The CQC reported that three of the Trust’s locations were compliant with the CQC 

essential standards of quality and safety. In relation to the fourth location, a children’s respite 

facility, CQC had two moderate concerns that two standards were not fully compliant.   These 

related to Outcome 9: Management of Medicines and Outcome 21: Records.  

 

The improvements that the Trust has implemented are: 

 ensuring that suitable systems for clear and up to date information to be available on the 

prescribed drugs and dosages to be given and, that this has been communicated, in writing, 

to the nursing staff and, that this is filed within each child’s healthcare record. Actions to 

ensure compliance with this recommendation have been put in place; 

 ensuring that suitable systems are in place for obtaining parents’ consent for Registered 

Nurses to administer medicines. Actions to ensure compliance with this recommendation 

have been put in place; 

 ensuring that an oxygen hazard warning is visible in the area where the oxygen cylinder is 

stored. This has now been completed.  

 ensuring that the personalised needs assessments for each child must be thoroughly 

completed at each review. Actions to ensure compliance with this recommendation have been 

put in place; 

On the basis of the evidence supplied by the Trust that demonstrated these actions had been 

completed, the CQC found that the MFT was compliant against these outcomes within the required 

timeframe. 

2. The CQC/Ofsted - Integrated Inspection of Safeguarding and Looked after Children for Medway 

took place between 3 October 2011 and 14 October 2011. MFT intends to take the following action 

to address the conclusions and requirements reported by the CQC: 

 

 NHS Kent and Medway and MFT to ensure adequate security at Medway Maritime Hospital 

A&E Department, so that only legitimate individuals have access to patients’ areas, especially 

where children and young people are located, to maintain their safety, privacy and dignity. 

(OFSTED and CQC, 2011) 

 NHS Kent and Medway and MFT to ensure that plan for a dedicated and upgraded children 

and young people A&E department is not impeded and in the meantime children and young 

people are seen in separate areas from adults at all times of day and night, to maintain their 

safety, dignity and privacy (OFSTED and CQC, 2011) 

 MFT must ensure that there is sufficient staffing capacity to deliver the strategic priorities 

relating to the common assessment framework (CQC, 2011). 
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 MFT must ensure that all staff as defined by  ‘Working Together to Safeguard Children’ who 

require safeguarding training receive this at the appropriate level for their role in line with this 

statutory guidance (CQC, 2011) 

MFT has made the following progress by 31 March 2012 in taking such action:- 

 MFT has improved signage to reduce inappropriate entry/exit from the Emergency 

Department (ED) and increased policing of the area to reinforce this. Plans are in place to 

provide door entry systems from outside into the department, although the method used will 

need to be in negotiation with ambulance services. Security at ED met the CQC standards on 

a site visit in December 2011. 

 Work is now completed on creating a separate children’s area within the Emergency 

Department. The area is open, fully functional and access is via a swipe card system. 

Children and young people wait and are now seen in the secure children’s area and therefore 

any access to them is significantly reduced. 

 A joint Common Assessment Framework (CAF) Pilot commenced in September involving 

Midwives and Health Visitors. This was fully reviewed in February 2012 on completion of the 

pilot. To date this has shown an increase in the number of appropriate CAFs initiated by MFT 

staff. 

 The training strategy for the Trust has been updated in line with this guidance. A training 

needs analysis has been completed on all staff identifying the level of training required for 

each role. The strategy has been approved by the Trust policies committee and is in the 

process of being signed off. 

 

3. The CQC carried out an unannounced inspection on the 29 December 2011 to check how the 

Emergency Department was functioning at a traditionally busy time of year. The CQC assessed 

the Emergency Department at this visit against compliance with Outcome 04:  People should get 

safe and appropriate care that meets their needs and supports their rights and Outcome 13: There 

should be enough members of staff to keep people safe and meet their health and welfare needs. 

The CQC found that MFT was meeting these essential standards. 

 

4. The CQC carried out an unannounced inspection on the 22 March 2012 to check the Trust’s 

degree of compliance with the Abortion Act (1967). The report from the CQC has not yet been 

received at the time of writing this report.  

Data Quality 

The Trust has a well established information governance steering group which is chaired by the 
executive director of governance and risk. Secondary Uses Service (SUS) data quality is 
discussed at these meetings, where a SUS data quality dashboard has been developed to indicate 
any areas of concern. 
 
During 2010/11, the Trust developed a data quality policy, which formally sets responsibilities for 

data quality throughout the Trust. The executive director responsible for ensuring that the policy is 

adhered to is the deputy chief executive/director of operations 

The Data Quality Group has continued to meet on a quarterly basis and has an agreed work plan.  
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MFT will be taking the following actions to improve data quality under the following headings: 

 Clinical coding 

 Data checks 

 Other data quality checks 
 

 Clinical Coding 

 
Comprehensive audits are carried out at bi-monthly intervals. Audits are undertaken using the 

latest audit methodology as recommended by Connecting for Health (CfH). All internal audits 

are carried out by the Clinical Coding Service Manager, who is an Accredited Clinical Coder, 

CfH Registered Clinical Coding Auditor and Experienced Clinical Coding Trainer. 

Table 4 – Clinical Coding audits 

Month Specialty 

June 2011 General Surgery 

July 2011 EDN – Electronic Discharge Notification 

October 2011 Orthopaedics 

December 2011 Gynaecology 

January 2012 Haematology and Oncology 

February 2012 EDN – Electronic Discharge Notification 

 

In addition to the above audits, the Trust is required to carry out a coding audit to satisfy the 

Information Governance Toolkit requirements (IG505). This audit was carried out in September 

2011 and concentrated on the quality of coding for paediatric patients.  

During 2011-12  as well as continuing with a clinical coding audit programme, a clinical coding 

training programme continued to further develop the clinical coders in their roles.  

 

Table 5 

Course/Workshop Month No of 

coders 

Foundation Course (18 days)   Apr – June 2011 1 

Refresher workshop  (4 days)  July 2011 4 

Obstetric workshop (3 days)   April & October 2011 5 
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Revision workshop (3 days)   September 2011 & February 2012 4 

Neoplasm workshop (1 day) November 2011 10 

ICD10 4th edition workshop (1 day) March 2012 12 

Study group – ACC candidates February 2012 2 

.    

A 100% record was maintained with three further clinical coders attaining the Accredited 

Clinical Coding qualification, all with distinction, bringing the total number of qualified clinical 

coders to eight. 

The system of ‘Peer Review’ of data will be reviewed in Spring 2012 to ascertain the value of 

continuing the process beyond 2011-12. 

Other areas to be reviewed, will be internal communications concerning the importance of data 

quality and ensuring that data quality becomes an integral part of staff appraisal and training 

needs assessment. 

 Data Checks 

Coding Reviews & Peer Reviews 

Although no formal Internal Audits (IA) were undertaken by the Trust in 2011-2012, the 

amount of time and resource that they offer is limited by other priorities in the annual audit 

plan. Therefore, alongside the more formal reviews carried out by IA  in the past, a process of 

‘Peer Review’ has been introduced, to provide assurance that data is robust. The work of IA 

and the Peer Reviews will be complimentary, as IA will carry out a full audit of the data, whilst 

the Peer Review process will be “lighter touch” and will include spot checks of data. If any 

problems are found as a result of the review, these will then be escalated via a process of 

‘data alerts’ to the Deputy Chief Executive/Director of Operations. 

Areas reviewed in 2011-12 are: 

 Cancelled operations. 

 4 hour target in the Emergency Department. 

 Single sex breaches. 

 Access to Genito-urinary medicine clinics. 

The Peer Review process involves an audit of the data included in the Trust’s Performance 

scorecard and the definition and methodology for constructing the target. The reviewer will 

work back (reverse engineer) from the published score to the raw data. If necessary, spot 

checks are undertaken at patient level. 

Peer Reviews are carried out by selected trust staff who have a background in data 

accreditation, information governance or information management. A work plan for the 

reviewers has been drawn up which prioritises key targets or those which will attract a financial 

penalty if not achieved during the year. The plan has been shared with Internal Audit. 
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Areas to be reviewed include: 

 Emergency Department Quality Indicators. 

 Healthcare Acquired Infections (C. Difficile & MRSA). 

 Tissue viability. 

 Discharge letters- Quality and timeliness. 

 Cardiac access. 

 18 week admitted.   

 18 week non-admitted. 

 Breast Cancer. 

 Dermatology Cancer. 

 Stroke.  
 

Reports on the findings of the all reviews are made to the Data Quality Group and to the 

Integrated Audit Committee. Where appropriate, reports are also to be made to the Patient 

Safety Committee. 

 Other Data Quality Checks 

Hospital Standardised Mortality Rate (HSMR) - The Trust reviews a monthly HSMR report. This 

includes an analysis of areas of potential clinical concern and a full coding review of patient 

case notes where appropriate. The review is undertaken by the Mortality Group, chaired by the 

Chief Executive and the results are reported regularly to the Trust Board.  The variations in the 

HSMR do not represent underlying changes in the quality of care the patients receive.  The 

crude, unadjusted mortality rate has been stable or even fallen slightly over a long period of 

time. Regular inspection of case notes selected by Dr Foster for review has not shown any 

shortcomings in care but has demonstrated issues with coding. 

There has been a Grand Round, to explain to the medical staff the importance of clear and full 

medical records, to facilitate accurate coding both in terms of the Trust's HSMR and 

remuneration.  Coders have now been allocated to specific clinical teams with regular meetings 

to discuss any coding issues. 

Among the patients dying in the Trust, were a significant number of patients whose "end of life" 

care could more appropriately have been delivered outside hospital.  The Trust is working with 

partner organisations to review "end of life" care pathways.  In addition, the Trust has recently 

appointed an End of Life Care Matron.  

The HSMR has been within "normal" parameters during the last six months of the year and it is 

intended that, in future, the Mortality Review Group will report to the Trust Board via the Patient 

Safety Committee and the Quality Committee, rather than reporting directly to the Board as at 

present.  During 2011/2012 the new Summary Hospital-level Mortality Indicator (SHMI) was 

introduced nationally.  The SHMI gives an indication of whether the actual number of deaths 

that occurred within 30 days of discharge from the hospital was higher or lower than expected 

when compared to the national figure.  The Trust’s SHMI was 116.31 for the year 2010-2011. 

SHMI will continue to be published in parallel with HSMR. 

GP Codes- Reports on the accuracy of GP codes are produced monthly and circulated to 

clinical directorates. The Report shows performance in aggregate and also by ward, so that 

areas of non-compliance can be investigated. 
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Ethnic Reports- Reports on the ethnicity of admitted patients are produced monthly and 

circulated to all clinical directorates for checking, prior to being included on the main Trust 

performance scorecard, which is discussed at the Performance & Investment Committee. 

‘Un-cashed Outpatient Clinics’- Each month a report is sent to clinical directorates and the 

outpatients team to indicate the number of outpatient clinics where the outcome of patients who 

attended remains unrecorded. This helps the Trust to maximise income and also to ensure that 

each patient’s treatment details are properly recorded on the Patient Administration System 

(PAS). 

Inpatients Data- Reports on 18 week Referral to Treatment targets are sent to clinical 

directorates monthly for validation, to ensure that access targets are met, and that no patients 

are unrecorded on PAS’ thereby delaying their admission. 

CHKS Data Quality Dashboard - The Trust accesses a monthly data quality dashboard from 

its CHKS benchmarking system to share with commissioners. This compares the Trust 

performance with a wide peer group. The latest results show that in many areas the Trust is 

performing to a higher level than our peers. 

Table 6: CHKS benchmarking data 

 Apr 2011 to Feb 2012 

DATA QUALITY INDICATOR 
TRUST 

RATE 
PEER RATE 

Data Quality Index 93.3 91.6 

Data Quality Index (HRG v4 based) 93.5 90.9 

   

Blank primary diagnosis 0.42% 1.57% 

   

Unacceptable primary diagnosis 0.38% 0.12% 

Diagnosis non-specific 15.66% 14.64% 

Procedure non-specific 1.96% 2.55% 

Sign and symptom as a primary diagnosis 11.23% 13.00% 

Admitting diagnosis emergency for elective 

admission 

0.49% 0.44% 

Volume of coded Finished Consultant Episodes 

(FCEs) with Palliative care code Z515 

0.65% 0.60% 

Volume of deaths with Palliative care code Z515 12.53% 12.53% 
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Volume of coded FCEs with end of life care code 

Z518 

0.57% 0.37% 

Volume of deaths with end of life care code Z518 35.28% 20.85% 

Date conflicts 0.01% 0.05% 

HRG U Groups 0.21% 0.16% 

HRG U Groups (HRG v4) 0.02% 0.86% 

   

Average diagnosis per coded episode 4.0 3.8 

     Source- CHKS 

NHS Number and General Medical Practice Code Validity 

 NHS Number  
 
MFT submitted records during April- November 2011 to the Secondary Users Service (SUS) 

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:- 

 98.8% for admitted patient care; 

 99.3% for outpatient care; and 

 95.6% for accident and emergency care. 
 

 General Medical Practice Code Validation 
 
The percentage of records in the published data which included the patient’s valid NHS 

General Medical Practice Code was:- 

 99.9% for admitted patient care; 

 100% for outpatient care; and 

 99.8% for accident and emergency care. 
 
Information Governance Toolkit (IGT) 

 MFT’s Information Governance Assessment Report overall score for April 2011 to March 2012, 

was 79% and was graded “satisfactory”. 

The score and progress towards completion of the IG Toolkit is monitored at each meeting of the 

Information Governance Committee, which reports in to the Clinical and Executive Group.   

The score of 79% compares favorably with other trusts in the Strategic Health Authority (SHA), 

coming second out of the 18 trusts which also submitted a toolkit declaration. The Trust declared a 

score of level 2 or above in all the standards, meaning that it falls into the category of “satisfactory” 

performance (satisfactory performance is represented by a score of 2 or above in all standards).  
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Coding Error 

MFT was subject to the Payment by Results clinical coding audit during the reporting period by the 

Audit Commission and the error rates reported in the latest published audit for that period for 

diagnoses and treatment coding (clinical coding) were:- 

2011-12 2010-11 

 Primary Diagnoses Incorrect –  15.5%                (8.7%) 

 Secondary Diagnoses Incorrect –  15.0%  (15.9%) 

 Primary Procedures Incorrect –     5.3%  (20.9%) 

 Secondary Procedures Incorrect –    2.9%  (27.6%)    
    

The Services reviewed within the sample included:- 

 Obstetrics – 100 sets of notes 

     Random selection of 100 FCEs from all specialities. 
 

One of the main reasons for the coding errors in primary diagnosis position was the limited 

information available to coders for the antenatal admissions and insufficient comorbidity coding for 

secondary diagnoses for the random selection.  This is also dependent on the information made 

available to the coder at the time of coding. 
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Part 3 – Other Information 

This part looks back on this year’s information and priorities regarding quality of services, 

explaining both what has been achieved and where improvements are needed. It will also 

`showcase` areas of good practice in relation to patient safety, patient experience and clinical 

effectiveness and give an explanation of other areas of service that are specific to this organisation 

and have been a local focus over the past year.  

Looking back at our priorities in 2011-12  these were: 

Table 7: Priorities for improvement 2011-12 

Patient Safety  Increase the number of patients who have VTE (blood clot) 
assessment. 

 Reduce the number of patients who fall. 

 Improve the compliance with CTG reading (fetal heart 
monitoring) in line with NICE guidance. 

Patient Experience  Increase the number of patients who report nurse in charge 
asked them about their care every day. 

 Improve the appointment system resulting in fewer complaints 
to PALS. 

 Increase the number of patients who report they were told about 
their medication prior to discharge 

Clinical Effectiveness  Increase the number of heart failure patients who receive 
discharge information. 

 Improve the compliance with Think Glucose (Diabetes) 
guidelines. 

 Increase the number of postnatal women who breastfeed at 
discharge from community midwife. 

Why these priorities were chosen 

 

• Increase the number of patients who have VTE assessment. 
It is recognised that this is very important clinical practice.  Almost all patients in hospital have an 
increased risk of developing blood clots in the legs which can then travel to the lungs.  These are 
known as venous thrombo-embolism (VTE). All inpatients should be assessed for their risk of 
developing such clots so that the appropriate preventative treatment or prophylaxis can be 
implemented which should result in fewer complications for the patients.  The Trust had made 
good progress in the previous year and plans were in place to ensure that progress continued to 
be made in all specialties. 

 

• Reduce the number of patients who fall. 
The Trust recognised that the number of falls was above the Strategic Health Authority’s average 
number of falls per 10,000 admissions.  A Falls Coordinator was appointed and this led to 
improvements through education and monitoring practice.  An action plan had already been put in 
place to reduce falls progressively. 
 

• Improve compliance with CTG NICE guidelines. 
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There had been a number of incidents which demonstrated that not all our staff were fully trained in 
fetal heart monitoring (CTG) interpretation during 2010/11 in the labour suite which had led to this 
being a priority for improvement.  An action plan including relaunching the policy, education and 
monitoring practice had been implemented. 
 

• Increase the number of patients who report the nurse in charge has  

discussed their care with them daily. 
The nurse/patient relationship is vital to ensuring the patient understands what is happening to 
them and also for the nurse to be able to allay fears and concerns for the patient.  During 2010, all 
senior sisters focused on ensuring that the nurse in charge of the ward spoke to each patient daily, 
and managed any concerns they had.  This had been well received by patients but needed to be 
further embedded in practice. 

 

• Decrease the number of PALS contacts about appointments 
During the previous year a trend has been identified in a rising number of patients not having 
enough information about appointments or not being able to talk to someone to rearrange 
appointments.  This was therefore the right time to make this a priority for improvement, and this 
was monitored across all specialties. 

 

• Increase the number of patients who report they were told about the side effects of  

their medication on discharge. 
 
A senior nurse for patient discharge had recently been appointed, who had made a number of 
immediate changes to the process which resulted in fewer delayed discharges.  There was, 
however a need to review the discharge process across the Trust to ensure that all patients 
received appropriate discharge information including details of the possible side-effects of their 
medication.  This was also a national priority. 

 

• Increase the number of heart failure patients who receive discharge advice. 

This was one of the criteria from the Enhancing Quality programme which was implemented during 
2010.  The programme had been implemented very successfully with a lot of commitment from 
clinical staff.  This criterion was a particular priority for improvement as it had been clear patients 
were not always given all the information that they needed and without effective discharge advice, 
patients were more likely to be readmitted. 

 

• Improve compliance with Think Glucose guidelines. 

The Trust implemented the National Think Glucose (Diabetic) guidelines during 2009. These 
guidelines are best practice for the care and treatment of diabetic patients.   
http://www.institute.nhs.uk/quality_and_value/think_glucose/welcome_to_the_website 
for_thinkglucose.html 
 
During 2010 there were a number of incidents due to patients’ glucose levels not being monitored 
correctly resulting in the blood sugar becoming dangerously low.  This was therefore made a 
priority for improvement in 2011/12  

 
• Increase number of women who breastfeed at discharge. 

This important public health issue continued to be a priority for improvement as it leads to healthier 
babies.  Following the improvement made during the last year, it was thought that further 
improvement could be made by March 2012  
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Patient Safety - Looking back on last year’s priorities:  

Patient Safety  Increase the number of patients who have VTE (blood clot) 
assessment. 

 Reduce the number of patients who fall. 

 Improve the compliance with CTG reading (fetal heart 
monitoring) in line with NICE guidance. 

 

 Increase the number of patients who have Venous thrombo-embolism (VTE)(blood clot) 

assessment` 

There was a significant improvement in the percentage of patients having VTE risk assessments 

during 2011-2012 (Figure 2).  The Trust achieved the DH target of 90% in June 2011 and has 

maintained this ever since.  

Figure 2 

 

A separate audit of prescribing of drug prophylaxis for VTE which involved review of 60 sets of 

medical records, 30 surgical and 30 medical patients, was undertaken. This has shown that 94% of 

patients had been risk assessed for VTE and that out of these 95.06% had VTE drug prophylaxis 

prescribed. This will be a CQUIN in 2012-13. 

There were 129 cases of VTE identified initially as hospital acquired from PAS, Datix, the safety 

thermometer audit and imaging reports. 45 Root Cause Analyses (RCAs) have been analysed in 

2011-2012. In 35 cases (78%) there was compliance with the VTE policy. Non compliance with the 

VTE policy included lack of risk assessment and drug prophylaxis not being prescribed or given 

within the correct time frame. 

 Reduce the number of patients who fall 

During 2011-12 there were 1,164 patient falls in total, (170 fewer than the previous year).This 

demonstrates a cumulative reduction in falls of 13% in the last year.  The decrease in numbers can 

be attributed to an improvement in falls risk assessment, falls care plans, bed rails assessment and 

the training associated with these that was introduced and delivered by the Prevention of  Falls 
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Clinical Nurse Specialist. In addition, there has been an investment to increase the number of low 

beds and there are now falls alarms for use with patients at high risk of falls. 

From April 2011 to March 2012, only 10 (1%) patients who fell experienced either permanent harm 

or death with 67% experiencing no harm.  The downward trend in falls by occupied bed days 

appears to have flattened (Figure 3).  

 

It has become evident that there are patients who fall repeatedly. To identify whether this has 

influenced the success of the Trust’s falls initiative, the number of repeat fallers has been 

separated from the falls data (Figure 4 ). There are, on average, 16 repeat falls per month, in 

comparison to an average of 80 first falls.  

Figure 4 
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 Improve the compliance with CTG reading (fetal heart monitoring) in line with NICE 

guidance 

During April 2010-March 2011, following a number of serious incident investigations and patient 

safety reviews, concern was raised about the quality of CTG interpretation by doctors and 

midwives. Incorrect interpretation may not allow the clinician to communicate the appropriate 

urgency of the condition of the baby and therefore appropriate action will not be taken, leading to 

potential poor outcomes. 

Monthly audit of compliance with the local guideline and current NICE guidance has been 

undertaken. To support the need for improvement in this area, all obstetric and midwifery staff 

have attended an annual CTG training day led by senior clinicians.  

Monthly audit results show overall compliance varying from 61%-72%. As the graph shows in 
Figure 5, compliance has improved over the course of the year but has remained static for the past 
three months. This will continue to be monitored through the maternity governance system. 
 
Figure 5 
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Showcasing Patient Safety initiatives have included: 

Reduction in the number of hospital-acquired pressure ulcers 

The staff in the Trust have worked hard to reduce hospital acquired pressure ulcers and have 

succeeded, with a reduction of 28% in the last year.  The graphs show a reduction in total pressure 

ulcers over the past three years (Figure 6) and reduction by grade in Figure 7. 

Figure 6 

 

 Figure 7 

 

MFT is one of the only trusts to undertake a root cause analysis on all pressure sores grade 2 and 

above. These have identified areas of practice that can be improved, for example:  RCAs identified 
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trialled to prevent this occurring and was found to be the most cost effective preventative; since 

introducing this there has been only one such pressure ulcer on ears. The widespread use of heel 

lifts has significantly reduced the number of pressure ulcers on heels. 

The 3 biggest changes which have reduced hospital acquired pressure ulcer are: 

 Expert visualization and classification of declared hospital acquired  pressure ulcers 

 Continuing to carry out RCAs for all hospital acquired pressure ulcers, grade two and above 

 Training and education both in the classroom and on the wards.    
 
In March 2012, the Tissue Viability Nurses won the National Pressure Care Nursing Award 2012, 

sponsored by the British Journal of Nursing for the excellent improvements that they have made in 

preventing pressure ulcers. 

Clostridium difficille Associated Diarrhoea (CDiff) 

The Trust has achieved its lowest number ever of CDiff cases with 39 during 2011-12, which is 

less than the target of 41. 

There has been a steady reduction in cases over the past five years.  This has been achieved due 

to a range of interventions focusing on: 

 Antibiotic prescribing controls. 

 High standards of environmental cleanliness. 

 Early recognition of potential cases instigating control measures and early treatment. 
 

All cases defined as post 72 hour are subject to an RCA to identify good practice, compliance with 

Trust policies and any areas of learning. 

 MRSA Bacteraemia 

The Trust has had four cases of post 48 hour Meticillin Resistant Staphylococcus Aureus (MRSA) 

during this year.  This is particularly disappointing as last year’s performance was the best in the 

South East of England and the Trust had no MRSA bacteraemia for 14 months. This has resulted 

in a breach of the target of two cases.  Three of the four bacteraemia were found to be compliant 

with policy and therefore, unavoidable. Robust measures have been instigated to further enhance 

the patient’s pathways. 
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Figure 8: Graph showing MRSA bacteraemia 

 

 

Preventing Patient Deterioration through accurate Fluid Balance Maintenance 

Monthly audit of recording fluid balance charts has been ongoing since January 2011.  A number 

of recent serious incidents have highlighted the need for accurate recording of fluid balance; this 

audit and the training that is provided to wards with low percentages on the audit will enable that 

improvement. Figure 10 shows the variation in quality of recording of fluid balance; further work is 

needed to sustain and improve on the highest levels of 86% in 2012-13. This work includes the 

creation and implementation of a new fluid balance chart fit for purpose and the continuation of 

monthly audits, which are reported back to all senior sisters for review. 
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Patient Experience - Looking back on last year’s priorities 

Patient Experience  Increase the number of patients who report nurse in charge 
asked them about their care every day. 

 Improve the appointment system resulting in fewer complaints 
to PALS. 

 Increase the number of patients who report they were told about 
their medication prior to discharge. 

 

Over the past year the Trust has been working to improve progress in these areas and can report 

on the following (Appendix D): 

 Increase the number of patients who report nurse in charge asked them about their care 
every day. 
 
This was measured by the quarterly local survey between April 2011 – March 2012. 
The results are tabled below: 
 

Q1 Q2 Q3 Q4 

81% 84% 82% 84% 

 
In order to ensure consistency when managing patients’ expectations, this will continue to be 
monitored as part of the quality standards. 
 

 Improve the appointment system resulting in fewer complaints to PALS.  
 
During the previous year, a trend was identified of a rising number of concerns relating to 

appointments and in not being able to talk to someone about rearranging an appointment. Over the 

last year, many changes have been implemented that have resulted in improvements. This is 

evidenced by the results in the quarterly surveys. A 19% reduction in referrals to PALS indicates 

that improvements have been sustained. The results are tabled below: 

Q1 Q2 Q3 Q4 

205 234 204 167 

 

 Increase the number of patients who report they were told about their medication prior to 
discharge.  
 
It is very important to ensure patients have been told about their medication prior to discharge. This 

is a question in the local survey.  There has been an overall improvement in the patient pathway 

that has resulted in 78% of patients stating that they were told about medication prior to discharge. 

This will continue to be monitored through a composite score in order to ensure further 

improvement throughout 2012.The results are tabled below: 

Q1 Q2 Q3 Q4 

75% 76% 74% 78% 
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Showcasing improvements to the patient experience over the last year 

have included:- 

 The opening of a Midwifery Led Unit – ‘The Birth Place’, offers a comfortable, homely 
environment where the emphasis is on a relaxed birth experience which involves partners at 
every stage.  

 Increased capacity in the Oliver Fisher Neonatal Intensive Care Unit to ensure mothers and 
babies have access to local specialist services.  

 The relocation of the pre-operative care unit closer to the operating theatres and improve the 
patient experience and accessibility.  

 The layout of the League of Friends Shops to be accessible for people with limited mobility.  

 The improvements to the Emergency Department as it treats more and more people.  

 The Hospital at Home service enables patients who are stable but still need some treatment, to 
receive care in their own home, which reduces the need to keep patients in hospital 
unnecessarily. 

 The Macmillan Cancer Care Unit was awarded the Macmillan Quality Environment Mark which 
is a national standard kite mark for cancer facilities. The Macmillan unit achieved an overall 
score of 5/5, the highest score that has been awarded. 

 The MFT has been approved by the South Thames Children, Teenage and Young Adult 
Cancer Network as one of the hospital sites outside of principal treatment centre for the shared 
care support for teenagers and young adults with cancer.  

 The introduction of a tea/coffee trolley in a few of the outpatient areas, provided by volunteers.  

 The introduction of voice recognition in the radiology department as a technical solution that 
helps improve clinical excellence and improve efficiency around reporting procedures and 
priority alerts for immediate attention for referrers. 

 
Managing Complaints More Effectively 

Complaints are integral to the improvement of the services we provide, so quicker resolution 

through face to face meetings and putting things right have been pivotal to our commitment to 

patients. As a result of this, we have seen a 12% reduction in the number of complaints during 

2011-12 and a 40% reduction in the number of complaints going to the Ombudsman. To date there 

have been no complaints upheld by the Ombudsman. 

The feedback provided through complaints has allowed us to listen and learn how patients have 

perceived their care and what we can do to improve the quality of services. 

The Patient Pledge 

The introduction of the Patient Pledge in December 2011, was a promise made to our patients 

which sets out clearly what they can expect from us. The aim of the pledge is to make our 

commitment to our patients more visible across the entire organisation. Each member of staff at 

the Trust formally signed the pledge to demonstrate their promise to their patients. 

Our patient pledge promises that: 

 we will be professional, polite and kind. 

 we will be open and honest and make sure patients always know what to expect from us. 

 we will involve patients in decisions about their treatment and care. 

 we will respect patients’ privacy and dignity at all times. 
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This is a really positive step to improve the patient experience and demonstrate our commitment to 

patients.  

Website Trust Feedback Facility 

We have introduced our own website facility allowing patients, carers, and relatives the opportunity 

to provide us with feedback on our services. Each comment is responded to, where relevant, by 

the appropriate department. These comments are then highlighted at the patient experience 

committee. 

WOW Awards 

The WOW awards were launched in the Trust on the 1 March 2011, to form part of our strategy to 

improve patient experience at Medway. The WOW awards are a nationally recognised scheme to 

give customers the opportunity to comment when they have received excellent service and are 

used extensively in the private sector by names such as Cadbury, I love Film and British Gas.  

We were the second Trust in the country to participate in these awards and we wanted to provide 

our patients with a voice to comment when they have received a great patient experience at 

Medway.  We have found that our patients have readily taken up the opportunity to tell us their 

stories and comment on the examples of excellent care that happen every day in our hospital.  

Since March 2011, we have received over 400 nominations for many wards, individuals and 

departments at Medway and of those nominations, over 300 have won a WOW Award. We are 

absolutely thrilled about how well this initiative is working at Medway; it has given our patients the 

chance to let us know what they think and we can learn from this in terms of the service we provide 

every day.  

The staff were quite emotional to receive such awards just for doing what they do best and they 

said “to think that someone had taken the time to write such nice and kind words about them 

individually and collectively as a team, despite having to deal with the pain and discomfort of their 

unfortunate predicament, was very much appreciated and heart felt” They went on to say that, 

“acknowledgement like this makes it all worthwhile coming to work to know that they have 

improved the quality of life and the activities of daily living for everyone who attends the south east 

centre of excellence for treatment”.  WOW awards can be accessed at www.medway.nhs.uk 

Hearts and Minds 

In January 2012, we launched a new and exciting development programme called “Hearts and 

Minds”, which was delivered by a leading author and specialist in customer service. Michael 

Heppell worked with us and trained over 100 of our staff to be “ambassadors” for this new 

programme in various wards across the hospital. 

This programme forms another part of our strategy at Medway to improve and enhance our patient 

experience. We wanted to ensure that that fantastic work that happens in our hospital every single 

day of every single week is happening consistently in every ward and every area that a patient may 

encounter. This programme was designed to help our staff to deliver an excellent experience for 

every patient, every day. 

100 patient experience ambassadors were trained over a series of 1 .5 days of training and their 

task was to then to deliver short, training sessions every week for 12 weeks within their own wards 
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and departments. Every week there was a new topic and new ideas or tools to help our staff 

deliver a brilliant patient experience.  

Our ambassadors have delivered some amazing training and so far we have received some very 

positive results in terms of the impact this has had on our staff and our patients which includes 

examples of teams working together and communicating better, to staff feeling more confident to 

change the ways they work with their patients. 

We are currently undertaking a formal evaluation of the “Hearts and Minds” programme in order to 

help us decide how we embed the messages within the programme further, as well as delivering 

this programme to more of our staff. 
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Clinical Effectiveness - Looking back on last year’s priorities 

Clinical Effectiveness  Increase the number of heart failure patients who receive 
discharge information. 

 Improve the compliance with Think Glucose (Diabetes) 
guidelines. 

 Increase the number of postnatal women who breastfeed at 
discharge from community midwife. 

 

 Increase the number of heart failure patients who receive discharge information 

There was a concerted focus on ensuring patients with heart failure had an effective discharge 

from hospital. This was part of the Enhancing Quality (EQ) programme.  This improved in the 

year from 51% to 70%.  More information about the EQ programme is on page 37. 

 Improve compliance with Think Glucose (Diabetes) guidelines. 

Think Glucose is a national programme promoted by the NHS Institute for Innovation and 

Improvement, to improve the care and safety of adult in-patients with diabetes the emphasis 

being on general diabetes care and safety.  MFT began implementing the programme in 2009 

and it is now fully functional in all acute adult medical, surgical, orthopaedic and frontline areas 

within the Trust.  The programme has been very successful in raising the profile of diabetes and 

associated care/treatment and improving the in-patient experience of those with diabetes. 

The Trust has continued to implement the Think Glucose programme by auditing 25 acute adult 

inpatient areas on a monthly basis.  On average, patients with diabetes account for 20-25% of 

the total number of patients in the hospital.   

The monthly audits assessed the following: 

 Insulin safety against the Trust’s Think Glucose guidelines and the NPSA insulin safety 

recommendations. 

 The quality of insulin prescribing. 

 The safety of insulin injections via the Trust’s subcutaneous insulin injection assessment 

and insulin safety card recommendations. 

 Hypoglycaemia recognition, treatment and documentation against the Trust’s 

hypoglycaemia guidelines. 

The Think Glucose audit score for the Trust has increased from 55% in April 2011 to 88% in 

March 2012 (Figure 10). 
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Figure 10 

 

 Improving the uptake of breastfeeding after discharge 
 
The focus lay on supporting mothers to initiate breastfeeding and supporting them in the early 
postnatal period, sustaining them in their choice. At the start of the year, the percentage of 
mothers breastfeeding on discharge from maternity services was recorded at 34%; the 
performance at the end of year is on average 50%. There are significant actions that have taken 
place in the last twelve months to deliver this improvement in practice including; breast feeding 
training for all maternity staff, drop-in breast feeding clinics, promoting the benefits of breast 
feeding in the antenatal period through the UNICEF UK Baby Friendly Initiative Accreditation 
Process. 
 

Showcasing improvements to clinical effectiveness over the last year 

have included:- 

Community Paediatrics addressing sleep disorders 

Since September 2011, a sleep clinic for children (0-13yrs) with a moderate to severe learning 
disability has been running from the Magpies Centre in the Medway Maritime Hospital.  This was 
an initiative from the community nursing team for children and young people with a learning 
disabilities, to address children’s’ sleep problems in a more effective and timely manner.  As we 
know, children and families experiencing sleep problems are on the increase, becoming more 
widely recognised as a problem as yet poorly addressed and one of the most important areas that 
has an impact on child development and family dynamics. 

As soon as the team receives a referral for a child the family will receive an appointment to be 
assessed within six weeks, which is important to the team as sleep problems are often only 
recognised when a family reaches a crisis situation.  The child and parents will meet with a trained 
sleep practitioner who will thoroughly assess their child’s sleep problem and design a detailed 
sleep programme tailored to that individual child’s needs.  Once the family have received the sleep 
programme, a member of the team will then contact the family regularly via telephone (primarily), 
to offer continued support/encouragement and evaluation of the sleep intervention under the 
supervision of the sleep practitioner.   

SPC Chart of Think Glucose Monthly Average Percentages for the Trust
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The service mainly addresses sleep from a behavioural perspective but a pharmaceutical 
approach is also adopted if it is thought to be beneficial; this will be done in conjunction with the 
Community Paediatrician, who fully supports the service.  By developing connections with sleep 
specialists in London, it is hoped that the service may one day expand.  It is also hoped that the 
service will grow to a more preventive and proactive service, so that many sleep problems can be 
avoided. 

So far, the service has been received positively by service users and colleagues, where sleep 
problems have been identified, addressed and improved in a very efficient manner. 

Clinical Audit – helping us achieve the best care for our patients 

Clinical audit is used to check whether our care matches up to standards set nationally or locally, 
and guides us in making improvements, if shortcomings are found.  
 
The process follows a cycle. First an area of interest is chosen. The relevant guidelines reviewed 
and current practice is assessed against the guidelines.  If the service falls short, changes are put 
in place.  Later on, a repeat audit (“re-audit”) establishes whether progress has been made.   
 
To illustrate audit in action, an example is given here from the flourishing clinical audit programme  
undertaken by our Neonatal Unit (NNU): 
 
The area of concern:  
In babies born at less than 28 weeks, body temperature below 36°C can be life-threatening. 
 
The guidelines:  

Premature babies born more than 12 weeks early should be placed in a thermal regulated wrap at 
delivery to reduce early heat loss (Royal College of Paediatrics and Child Health). Body 
temperature should be 36°C or above on admission to the NNU (British 
Association of Perinatal Medicine). 
 

The results:  

The first audit cycle in 2008 showed that less than half of pre-term babies were delivered to NNU in 
thermal regulated wraps and only around a half had the desired body temperature on admission. 
 

What we did to improve:  

In 2008-09, specialised thermal care training was introduced for midwives and NNU staff.  
After the 2009-10 re-audit, documentation was  
improved and simulation training brought in.  
 
The latest audit cycle, in 2011-12, showed that these changes are bringing about significant 
improvement. 

The next re-audit will focus on environmental temperature of the resuscitation area and the 
transport incubator temperature.  
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Review of Quality Performance 

The quality of the Trust’s services is monitored at a trust-wide level by a number of systems.  The 

first is a quality dashboard which amalgamates the quality indicators that have been agreed 

between the Trust and the Primary Care Trust (PCT) at directorate performance meetings.  The 

indicators and year end performance can be seen in Table 8. There is also a set of quality 

performance indicators which is monitored by the nursing and midwifery staff through the Trust’s 

Nursing and Midwifery Accountability System.  This is a well established tool which enables the 

senior nursing team to monitor, challenge and share practice across the Trust.  External assurance 

is provided through the clinical quality meeting, this is chaired by the Medical Director from NHS 

Medway.  The agenda provides opportunity for support and challenge in relation to all the Quality 

Indicators, CQUINs, or any issue about quality that has given cause for concern, and national 

reports, for example, the recent Ombudsman report “Care and Compassion” (2011). Benchmarks 

are provided by CHKS, Dr. Fosters and the South East Coast Strategic Health Authority Quality 

Observatory.  These are extremely helpful in enabling the Trust to measure performance in 

comparison to our neighbouring trusts. 

Table 8 – Clinical Quality Indicators 

 
Table 8 shows that there are a number of indicators that require further improvement. Falls and 
same sex accommodation are discussed in part 2 of this report; complaints are highlighted below. 
The number of serious incidents has been rated on red as there have been more incidents than 
last year, although grade 3 and 4 pressure ulcers are now reported as a serious incident and they 
were not last year. All of these have been investigated and have action plans. Our aim is to reduce 
the number of serious incidents. However, it should be noted that good reporting is a sign of an 
open culture. One never-event was reported in 2011-12; this was a misplaced nasogastric tube. All 
practice was reviewed following notification of the incident.  
 
 

For period covering April 2011 to  March 2012   
    

Target / Indicator Description Target Performance 

Infection control 
C Diff reduction (stretch target) 41 39 

MRSA reduction 2 4 

Falls Number of falls per 1,000 admission 5 3.99 

Single sex 
accommodation 

Same sex accommodation breaches 0 93 

Hand hygiene audit Hand hygiene score 95% 97.9% 

Child safeguarding 
training 

% of eligible staff trained in child 
safeguarding 

90% 90% 

Adult safeguarding 
training 

% of eligible staff trained in adult protection 95% 89.6% 

Enhanced CRB check % of eligible staff with enhanced CRB 100% 100% 

Discharge letters 
% of discharge letters sent to GP within 24 
hours 

100% 94.9% 

Serious Untoward 
Incident (SUI) 

Number of SUIs 24 52 

Never Events Number of Never Events 0 1 

Bed utilisation Bed occupancy 90% 92.83% 

Mortality rate - HSMR Hospital Standardised Mortality Ratio 100 94.7 

Delayed discharge Bed days lost due to delayed discharge 7,200 3,092 

Complaints Number of complaints received 480 413 
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Enhancing Quality Programme (EQ) 

EQ is a clinical change programme which uses data to measure quality which indicates whether 
the patient has received care that ensures the best possible outcome. The programme represents 
a Commissioning for Quality and Innovation (CQUIN) target currently for 2011-2012 and from April 
2012-2013.  The Trust will receive payments during the financial year in terms of achieving set 
milestones and demonstrating performance improvements against a range of clinical measures for 
each pathway. 

There are four acute pathways, each of which has a clinical lead: 
 

 Acute MI (Dr Adrian Stewart) 

 Community Acquired Pneumonia (Dr Lisa Vincent-Smith) 

 Heart Failure (Dr Sandeep Gandhi) 

 Hips/Knees (Mr Samsani & Mr Dey) 
 

The new pathways which have recently been included in the programme have the following clinical 
leads: 
  

 Acute Kidney Injury (Dr Sanjay Suman) 

 Patient Experience (Suzanne Brooker) 

 ERP (Enhance Recovery Programme) Gynaecology & Colorectal (Belinda Stringer) 

 Dementia (Dr Peter Diem) 
 

 
The latest data for each pathway is as follows: 
 
Table 9 

Pathway Baseline 
CQS* 

(Target) 

CQUIN CQS* Current 
CQS* 

AMI 99.04% 95.00% 99.57% 

Pneumonia 84.52% 87.52% 93.06% 

Heart Failure 56.06% 61.06% 76.71% 

Hip & Knee 90.92% 93.92% 93.25% 

*Composite Score 

Complaints 

Medway NHS Foundation Trust observes the Parliamentary and Health Service Ombudsman’s 
principles for remedy. An honest and open approach to complaints investigation and handling is 
adopted within the complaints team and promoted to complainants.  

Complaint handling is an integral part of service improvement and can often be an early indication 
of a problem within a service or department. The Trust continues to view complaints as an 
opportunity to learn from patients’ feedback. 

A total of 484 formal complaints were received in the Trust during 2011-2012. This is a decrease of 
12% from 2010-2011. 
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Table 10 

Financial Year Total Number of 
Complaints 
Received 

2009-2010 569 

2010-2011 552 

2011-2012 484 

 

Figure 11 

 

Figure 12 

 

 
Until the end of March 2012 of the 484 complaints received 429 were responded to within the 
Trust’s target of 25 working days, giving an overall performance of 89%. This compares favourably 
with the overall performance in 2010-2011 of 83% 

Particular attention has been paid to the quality of service the complaints team offers 
complainants. The complaints team conducted a survey in Quarter 1 to gain feedback on how 
complainants found the complaints process. 112 questionnaires were sent out with a response rate 
of 45%. Analysis of the data found that many complainants were unable to separate the complaints 
process with the complaint/outcome. Positive feedback was received from complainants on how 
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their complaint was handled. 86% found the complaints team to be courteous and helpful and 74% 
found the Chief Executive letter to be written in entirely understandable terms. The following 
recommendations have been made: 

 The complaints team will conduct a second survey and compare the results to gain further 
insight into complainants’ views 

 The Complaints Manager will review how the complaint responses are drafted with a view to 
improving the content, detail and quality of the responses. 

 
An internal audit by South Coast Audit was conducted in June 2011. The complaints team, Patient 
Advice and Liaison Service (PALS) team and the audit staff worked hard to identify good areas of 
practice in the Trust so that a more universal system can be identified and shared within all areas 
of the Trust. This particularly concerns capturing lessons learnt as a result of complaints and 
investigations. 

The complaints team continue to offer training on the NHS complaints procedure, “responding to 
complaints” and the role of the Parliamentary and Health Service Ombudsman; to staff working 
within the Trust. 

The complaints manager and PALS manager work closely with the directorates to ensure that 
complaints are managed in accordance with the NHS complaints procedure and to ensure that any 
actions taken and lessons learnt are meaningful and captured by the directorates and that positive 
actions are shared within the organisation. 

During 2011-2012 the Trust is aware of 9 complaints being referred to the Parliamentary and 
Health Service Ombudsman for assessment. To date there have been no complaints upheld 
although it is anticipated that 1 case will be upheld from this year. 

This compares with 15 complaints referred to the Parliamentary and Health Service Ombudsman 
in 2010-2011 (1 upheld). This is a decrease of 40%. 

Figure 13 
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Themes of complaints in 2011-2012: 

 Clinical Care and Treatment 
There were 250 (52%) complaints relating to clinical care and treatment. The main areas for 
these were the Emergency Department (47) Trauma and Orthopaedics (43), General Surgery 
(47) and General Medicine (32).  These are split into two categories for analysis. Medical Clinical 
Care and Treatment complaints total 177 (37%) and Nursing Clinical Care and Treatment 
complaints total 73 (15%). Nursing complaints usually relate to a lack of pain relief, lack of 
assistance with hygiene, and delays with assistance. With regards to the Medical Clinical Care 
and Treatment complaints, the main aspects these relate to include failure to diagnose, lack of 
information and general dissatisfaction with care and treatment. All complaints and trends have 
been fully investigated and appropriate action taken where necessary.  
 

 Staff Attitude 
There were 34 (7%) complaints relating to poor staff attitude. This compares with 47 (8.5%) 
complaints last year. General Medicine received 10 complaints relating to staff attitude. Imaging, 
Elderly Care and ENT received no complaints. 
 

 Communication 
There were 64 (13%) complaints relating specifically to poor communication or lack of 
communication. This compares favourably with 74 (13%) received last year.  Trauma and 
Orthopaedics and General Medicine received the most complaints of the nature, totalling 9 and 8 
respectively. 
 

 Discharge 
There were 13 (3%) complaints received relating to poor discharge process. The trend was in the 
delays experienced in the discharge process on the day of discharge i.e. waiting for discharge 
papers and medication. 
 

 Outpatients 
There were 50 (10%) complaints received relating specifically to delays with an outpatient 
appointments. Many of these complaints related to fracture clinic appointments. Trauma and 
Orthopaedics have recently changed the way fracture clinic appointments are managed and 
numbers of complaints of this kind are now reducing significantly. 

It is worth noting that the following areas received no complaints in 2011-2012: 

 Vascular Surgery 

 Theatres 

 Genito-Urinary Medicine 

 Nuclear Medicine 

 Critical Care 

 Pharmacy 

 Surgery 

 Maxillofacial 
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Figure 14 – Complaints by Subject 

 

 
Patient Advice & Liaison Service (PALS) 

The Patient Advice and Liaison Service (PALS) has assisted over 3,000 patients, relatives and 
visitors with problems, concerns and advice during 2011-12, a similar number to the previous year. 
However, there are some changes to the type of enquiries PALS have handled. These include: 
 

 Admissions 
There was a reduction of 12% on the previous year in respect of the number of 
enquires/concerns relating to admissions for surgery.  This is due to better communication in 
respect of advising patients of waiting times. 

 Clinical Care  
Concerns relating to the clinical care provided by doctors have increased by 30%.  This figure 
includes all areas and does not relate to any one specialty or doctor. Concerns relating to 
clinical care by nurses have dropped by 34% 

 Compliments 
Compliments for wards, departments and individuals have doubled this year. 

 Contact & Communication  
Complaints relating to contact and communication problems were high in 2010-11; this was put 

down to changes taking place within various departments.  However, there has been a 

decrease of 39% this year reflecting the work departments have put into overcome this issue. 

 Outpatients 
A large proportion of enquiries PALS deal with relate to outpatient appointments, but overall the 

figure fell by just over 3% on the previous year. 
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 Waiting Times 
Concerns relating to waiting times rose to 114, an increase of 115% on the previous year.  
Most of these refer to length of time patients are waiting for outpatient appointments and from 
those waiting over 18 weeks for surgery. The majority of concerns relate to orthopaedics. 
 

The majority of people who use PALS are happy with the service they receive and will often return 
when they have further concerns/enquiries. PALS work with the directorates to highlight and help 
resolve patients’ concerns, producing monthly reports for each directorate to help facilitate change. 

 
Patient Surveys 

The Trust participates in all the adult national surveys including inpatients, outpatients, accident 
and emergency, maternity and cancer. 

It also conducts its own local surveys on a quarterly basis to glean patient feedback and a more 
comprehensive and individualised view of patient satisfaction.   

The 2011 National Inpatient Survey Results were published by the Care Quality Commission on 24 
April 2012, using the new style benchmarking report. Red (worse than other trusts), Amber (same 
as other trusts) and Green (better than other trusts).  

The 7 areas highlighted for improvement were:- 

 Being given enough privacy when being examined or treated in the A&E department. 

 Not having anywhere to keep personal belongings. 

 Quality of hospital food. 

 Being told to take your medication in a way you could understand. 

 Having enough opportunities to speak to a doctor; 

 Being involved as much as you wanted to be in decisions about your care and treatment. 

 Delayed discharge. 
 

The results show real improvement from the 2010 survey where over 25 areas were highlighted as 
requiring improvement. Although not complacent with the results, we do still have to focus on 
continually improving the quality of services. Particular areas of improvement include:-  

 Hand gels available for patients and visitors to use. 

 Having confidence and trust in the nurses treating you. 

 Nurses not talking in front of patients as if they were not there. 

 Patients receiving copies of letters sent between hospital doctors and their GP. 

 Patients able to give their views on the quality of their care. 
 

All results are shared with the directorates to provide ongoing feedback about the patient 
experience. Perceptions and experiences of patients and their families have of Medway NHS 
Foundation Trust are heavily influenced by the quality of their experience, so we need to 
continually measure and review the feedback and ensure we exceed expectations. 

Performance Against Key National Priorities 

The Trust achieved the emergency access target for the year and in 10 months of the 12. Further 
focus will be given to ensuring performance in this area is more consistent. In 2012-13 
performance on achievement of 18 weeks will be measured at sub specialty level. During the first 
quarter, emphasis will be on orthopaedic performance to ensure that from the second quarter, the 
target will be achieved. 
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 Monitor Regulation 

At the end of 2010-11, the Trust failed to reach its planned financial surplus.  Monitor reviewed the 
Trust’s financial performance and, in particular, the Board’s failure to recognise and address losses 
in the latter part of the year and in April 2011, found the Trust to be in “significant breach” of the 
terms of its authorisation as a Foundation Trust.  The decision was based on a finding that the 
Trust had failed to fulfil two terms of its authorisation, namely – the general duty to exercise its 
functions effectively, efficiently and economically, and its financial governance duty.   
 
This meant that the Trust was red rated for governance risk throughout 2011-12, and will continue 
to be red rated for governance until Monitor is assured that the Trust is returning to full and 
sustainable compliance with its authorisation. 
 
The Trust has already put plans in place to address these issues and has worked with external 
advisors to provide assurance to Monitor during the year.   This work continues and has been 
productive in improving and addressing the issues identified by Monitor as relevant to the finding 
that the Trust is in breach of its duties as a Foundation Trust.  It is not, however, anticipated that 
Monitor is likely to change its position during the early months of 2012-13, and the Board will 
continue to work with Monitor to provide the required assurance and demonstrate that the 
improvements already made have been embedded.    
 

While a trust is in breach of its authorisation, an automatic governance risk rating of “Red” is 
applied.  The table below sets out the governance risk ratings (GRR) the Trust would have 
achieved during 2011-12 but for the automatic red rating 
 
Table 11 

Quarter Finance Risk 
Rating 
(FRR) 

Automatic GRR Achieved 
GRR 

Q1 2 Red 
 

Green 

Q2 2 Red 
 

Green 

Q3 2 Red 
 

Amber-Red 

Q4 3 Amber 
 

Red 

 
The predicted risk ratings for the first two quarters in 2012-13 are: 
 
Table 12 

 

 
Quarter 

 
Financial Risk Rating (FRR) 

 
Governance Rating 

Q1 2 Red 
(due to significant breach of authorisation) 

Q2 3 Red 
(due to significant breach of authorisation) 
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Workforce 

This section of the Quality Account outlines the Trust’s approach to a number of key workforce 
factors.  The Trust recognises that all its services are delivered by staff and the importance of 
ensuring its workforce is enabled to provide high quality services. 
 
The 2011 NHS Staff Survey ranked the Trust in the best 20% for effective team working, staff 
receiving job-relevant training in the last 12 months, and staff experiencing physical violence from 
patients/visitors. 
 
The Department of Health highlights the four key findings with which the Trust compares most 
favourably and least favourably with other acute trusts in England.  These are provided below. 
 
Four top ranking scores 
 
Table 13 
 

Key factor 2011 Trust 
score 

2011 
national 
average 
score 

2010 Trust 
score 

% of staff experiencing physical violence 
from patients, relatives or the public in 
the last 12 months 

5% 8% 9% 

Effective team working 
 
 

3.77/5 3.72/5 3.76/5 

% of staff receiving job-relevant training 
or development in the last 12 months 
 

80% 78% 77% 

% of staff having equality and diversity 
training in the last 12 months 
 

58% 48% 68% 

 
Four bottom ranking scores 
 
Table 14 
 

Key factor 2011 Trust 
score 

2011 
national 
average 
score 

2010 Trust 
score 

% of staff suffering work-related stress in 
the last 12 months 
 

36% 29% 32% 

% of staff experiencing harassment, 
bullying or abuse from staff in the last 12 
months 

22% 16% 20% 

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

3% 1% 3% 

% of staff working extra hours 
 
 

72% 65% 75% 

 



 

45 

 

The Trust has developed an action plan with staff side representatives to address areas for 
improvement in the staff survey. 
 
This workforce section of the Quality Account focuses on five themes: 
 

 Planning and developing the workforce. 

 Audit Commission Ward Staffing Nursing Review 2011 

 Staff engagement and empowerment. 

 Health and well-being. 

 Leadership. 
 

 Planning and developing the workforce 
 
The Trust anticipates that it will be commissioned to provide less activity in hospital in 2012-13.  
These changes may be as a result of care being delivered in different ways or reduced need.  The 
Trust has developed workforce plans to reflect these changes and will work with partner 
organisations, where appropriate, to implement them. 
 
In September 2011, the Trust commissioned a report on “Delivering sustainable improvement & 
workforce cost reduction”. The report was produced by PricewaterhouseCoopers (PwC), working in 
partnership with the Trust. 
 
The result was the identification of a number of potential areas within the Trust where significant 
cost savings and improvements could be made.   
 
The staff groups where the main opportunities were identified were within: 
 

 Medical & Dental 

 Nursing & Midwifery (both ward based and non-ward based) 

 Administrative and Clerical in Corporate Directorates 

 Administrative and Clerical in Clinical Directorates 
 
This will result in a range of efficiencies in the way the Trust works, including reduced length of 
stay, alignment of consultant job plans with commissioned activity, centralisation of some clinical 
and administrative functions, and efficiencies in corporate functions. 
 
The Trust recognises that the development of its workforce has a direct impact on quality.  The 
annual personal development review is the key mechanism for agreeing individual learning needs.  
In 2011-12, the Trust introduced a revised appraisal process for non-medical staff. The 2011 Staff 
Survey shows that 72% of Trust staff were appraised in the previous 12 months, and 80% of staff 
had received job-relevant training, learning or development in the last 12 months.  
 

 Audit Commission Ward Staffing Nursing Review 2011 

Ward nurses account for up to 28 per cent of an acute trust`s total expenditure, with nurses` pay 
the largest single item of that expenditure. There are a range of methodologies and tools available 
for assessing nurse requirements, but these are not precise due to the variability of need and 
physical geography of wards. MFT participated in a national audit of ward staffing, led by the Audit 
Commission, completing data submissions with details of staffing, costs and quality issues for a 
two month period May to June 2011. The extracted data was compared to 18 other acute hospital 
trusts. 

 

 



 

46 

 

Main conclusions from the final report were: 

 The occupancy rates at the Trust are the highest of all trusts at 91%.  The figures can be 
broken down per speciality to: 92.7% in medicine which is higher than the median, 89.9% in 
surgery above a median of 82.7%, 87.6% in critical care above a median of 71.2% and 83% in 
paediatrics above a median of 51%.  

 The levels of ward staffing are around the median for all specialities. The report looked at 
unregistered staff in bands one to four and registered staff in band five and upwards. The 
report suggests the Trust has a higher grade mix overall than other trusts. 

 Staff costs at all grades are higher than most other trusts. 

 Staff costs per available bed are above the median - however as bed occupancy is consistently 
high, staff costs are lower per occupied bed. 

 The absence rates are low but the level of temporary staffing is 12.9% and high compared with 
other trusts. In comparison with the other 17 trusts, MFT is the seventh highest user of 
temporary staff. 

 The quality indicators suggest that the quality of care is generally good. 
 

Following receipt of the report, each senior sister evaluated their individual ward reports with their 

Head of Nursing to ensure each ward is working to its correct levels from a safety and financial 

perspective and on par with comparable trusts. 

 Staff engagement and empowerment 
 
During 2011-12, the Trust has focused on improving senior clinical engagement in the 
management of the Trust, by the establishment of the Clinical Executive Group and Clinical 
Directors’ Programme.  The Trust executive has also promoted staff engagement through Chief 
Executive Open Sessions/Board Briefings and a more participative approach to the Leadership 
Forum for middle and senior managers. 
 
The Trust will continue to focus on developing its approach to staff engagement to improve 
responses to the staff survey.  This includes a number of focus groups for staff to help the Trust 
develop its approach to addressing areas for improvement. 
 

 Health and well-being 
 
The Trust understands the importance of the health and well-being of its workforce.  All staff have 
direct access to Occupational Health services to support their health and well-being at work.  
Counselling and other support services are available through Occupational Health.  The Trust has 
developed an action plan to respond to the recommendations in the Boorman report which reviews 
the health and wellbeing of the NHS workforce. 
 
The Trust’s ‘flu’ vaccination programme reached 43% of staff, higher than the national average.  
The Trust plans to increase coverage in 2012/13. 
 
The Trust’s sickness absence rate of 3.62% is below the national average of 3.7% for NHS acute 
trusts however this is slightly above the Trust target of 3.6%. 
 

 Leadership 
 
The Trust recognises that excellent leadership is essential to high quality services and has 
invested in our leaders to ensure they are prepared for current and future challenges.  
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The Trust developed key corporate behaviours in 2011/12 – Our Behaviours.  These are applicable 
to all staff and will be embedded in 2012/13 through development programmes, recruitment, 
induction and appraisal. 
 
The Trust has introduced a talent management programme – Being Your Best – for the 
development of key management staff in the organisation.  The Trust is also supporting the 
leadership development of clinical directors and other senior staff. 
 
Our Approach to Quality 

The Trust’s approach to quality in the last year has focused on embedding the structure and 
processes in the everyday work of the staff.  The Trust has adopted the definition of quality as 
encompassing: 

 Safe care 

 Effective care 

 Patient experience being at the centre of care 

The Quality Committee is the Board sub-group whose remit is to monitor and improve care quality 
in the Trust. The committee is chaired by a non-executive director, who reports monthly to the 
Trust Board.  There are a number of committees that report to the Quality Committee, including the 
Patient Safety Committee (co-chaired by the Patient Safety lead and the Medical Director), the 
Patient Experience Committee (chaired by the Director of Nursing) and the Clinical Audit 
Committee (chaired by the Lead for Clinical Audit).Each clinical directorate has a committee that 
monitors and makes decisions abut the quality of care in that directorate. 

Delivering high quality care is a strategic objective of the Board and each director has responsibility 
for improving the quality of care, with the Director of Nursing and Medical Director taking the lead.  
The members of the Board have continued to make quality of care visits to clinical areas 
throughout the year; these have enabled the directors to engage first hand with patients and staff 
about patient safety, experience and the staff experience. 

An innovation commenced by the Director of Nursing in 2011 was a new committee called the 
“Quality Performance Monitoring Committee”.  This committee meets monthly and reviews 
performance in relation to CQUINS, the priorities for improvement in the Quality Account and the 
key quality indicators in the contract.  Through regular monitoring, it has been possible to take 
action to improve performance where necessary.  This has resulted in the Trust’s best 
performance to date in delivering the CQUIN targets and by improving on the majority of priorities 
for improvement in last year’s Quality Account.  Last year’s CQUIN achievement can be seen in 
Table 2 Pages 8-9. 

As promised in last year’s Quality Account, the Trust has assessed itself against Monitor’s Quality 
Governance Framework.  The self assessment demonstrated that the Trust was compliant with the 
Quality Governance Framework, although it also identified a number of gaps including Board 
Members training about quality and the IT infrastructure. 

The Quality Governance Framework has been reviewed by the Nursing and Medical Directors from 
Southampton University Hospitals NHS Foundation Trust, who reported that the Trust’s systems 
and processes were good.  Through discussion it was identified that the Trust could develop a 
numbers of systems including the Board visits, simplifying the framework and board members’ 
development.           . 

This will be a priority for 2012-13 and will be written into the new Quality Strategy which will be 
published in Spring 2012. 
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Part 4 – Annex 

Statement from NHS Kent and Medway 

In response to the MFT Quality Account submitted to NHS Kent & Medway, please find attached 
the statutory statement from which takes into account comments received from our CCG’s and the 
NHS Kent & Medway Quality Committee. 
 
NHS Kent & Medway look forward to continuing to work closely with the Nursing and Medical 
Directors and colleagues at all levels within the Trust to assure the quality of local services and 
ensure continuous improvement at Medway Foundation Trust. 
 

NHS Kent & Medway welcomed the 2011/12 Quality Account from Medway NHS 
Foundation Trust. 
 
NHS Kent & Medway is able to verify the data presented in this quality account and it 
provides helpful coverage of strong progress made in many aspects of service 
improvement. There has been a culture of proactive engagement and openness in 
the management of the quality agenda. 
 
MFT have been successful in reducing their numbers of clostridium difficile infections 
by 60% from 2007, and significantly reduced the numbers of pressure ulcers their 
patients acquire by rigorously investigating incidents and understanding what could 
have been done differently to avoid this happening. MFT have also reduced the 
percentage of patients who return to hospital within 28 days of being discharged by 
half from 8.5% to 4.43%. 
 
Patients falling whilst they are in hospital continues to be a concern. MFT is working 
with Commissioners to provide further assurance and is actively working to identify 
themes and trends. 
 
MFT have supported a significant increase in the number of clinical pharmacists 
allocated to the hospital wards and the PCT would like to see evidence of the impact 
this has during 2012/13. 
 
Problems with transfers of care continue to be an issue of concern to patients in 
Medway. The PCT recognises that MFT are working closely with other partners such 
as social services and community services to look at whole patient pathway working 
to make transfers as safe and seamless as possible. Part of this includes a focus on 
reducing medication related errors. 
 
NHS Kent & Medway and Medway Foundation Trust continue to work very closely to 
assure the quality of our local health services and ensure the culture of continuous 
improvement is present in all areas of the Trust. 

 

Sally Allum 
Assistant Director – Nursing & Quality (West) and Lead for Clinical Performance 
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Statement from LINKS 

 
The Medway LINk Response to 
Medway NHS Foundation Trust Quality Account – 2011 / 2012 

 
Introduction 
This commentary was compiled using comments from 148 respondents on their experiences, the 
Trust’s performance against last year’s priorities and how appropriate this year’s priorities are.  
 
Responses were gathered through: 

 Online and paper surveys.  

 Interviews with service users and visitors at the hospital. 
 
1. Is the Quality Account clearly presented for patients and public? 
The introductory statement gives a concise explanation of the purpose of the Quality Account, 
giving the lay reader an understanding of the context in which to read the document.  
 
The document is well structured and the style is consistent, which helps make the document 
accessible. This is helped by spelling out of acronyms and inclusion of a glossary.   
 
The introduction asserts that the document “provides transparency on our quality commitments”. 
The Trust is to be commended for the inclusion of detailed data. However, there is a need for some 
further explanation. For example clarification of phrases like ‘Clinical Coding’ and ‘Hospital 
Standardised Mortality Rate’ would inform the readers’ understanding. Similarly, explanation of the 
data quality indicators (p16) would enable the reader to make their own judgements on the Trust’s 
performance.  
 
2. Priorities for 2010 / 11 
The form used to gather responses listed the Trust’s priorities for 2010/2011 and asked how well 
the respondent felt the Trust had met their priorities and asked for comments on their response. 
 
42 made no response, 77 felt that the Trust had met the priorities well, 30 felt the Trust had partly 
met its priorities and only 2 felt the Trust had met them ‘badly’. Of all respondents, 66 made no 
further comment to justify their response and a further 20 gave statements unrelated to the 
priorities (such as ‘very well’, ‘I have always been well treated’).  
 
There were a number of comments saying that the respondent “had no personal experience” of the 
priorities or “did not understand priorities”.  
 
3. Priorities for 2011 / 12 
Respondents were asked to suggest what they thought the Trust’s priorities should be. Around 50 
responses directly addressed priorities, with the key issues being reduction in waiting times, car 
parking and reviewing the appointment booking system.  
 
4. Safety, communications and experiences with staff, dignity and respect 
Respondents were asked to rate their experiences of the above from 1 to 4 (with 1 being poor and 
4 being very good) and to justify their ratings with comments.  
 
Safety – 112 respondents rated their safety as 4, 22 as 3, 2 as 3 and 3 as 1 (the remainder made 
no response). Positive comments included that the respondents felt “well cared for”, there were 
“good safety measures”, “the “atmosphere was peaceful” and the staff “are good and caring”. 
Negatives mentioned issues around care, “my cast had been set in the wrong position”, waiting 
times, use of hand gel, the car park being “dimly lit” and signage in the hospital. 
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Communications with hospital staff – 96 respondents rated their experience as 4, 25 as 3, 6 as 2 
and 5 as 1. The majority of comments were positive: “I was fully informed” and “information was 
given clearly”. However a few experiences were at odds with this: “No communication, not very 
friendly”.   
 
Experiences with staff - 102 respondents rated their experience as 4, 25 as 3, 3 as 2 and 5 as 1. 
Positive comments noted that staff were “accommodating”, “helpful” and “courteous”, despite being 
“busy” and “overworked”. There were concerns about booking appointments by phone and waiting 
times. A small minority commented around language: “some need to speak English more clearly”. 
 
Dignity and respect - 111 respondents rated their experience as 4, 15 as 3, 3 as 2 and 7 as 1. The 
majority of positive comments were that people felt “very well treated”; some specific comments 
like “the curtains were always drawn when care was provided” and “treated with respect, not 
spoken down to”. The few negative comments focussed around waiting times and the booking in 
systems; however these were balanced with comments praising the receptionists.  
 
Summary  
In summary the Medway LINk feel the Trust should be commended on the excellent feedback 
received regarding patient experience. The vast majority of respondents were extremely positive 
about their experiences. However, even those that responded positively expressed concerns about 
the system for booking appointments, car parking and waiting times.  
 
There are concerns about public understanding of the Trust’s priorities and how they are chosen, 
which suggests a need for patient involvement in the priority setting process.  
 
For and on behalf of Medway LINk 

 
David Harris – Chairman, Medway LINk Governors Group 
 

Statement from Overview and Scrutinee 

Quality Account 

I am writing to thank you for inviting the Health and Adult Social Care Overview and Scrutiny 
Committee to comment on your Quality Accounts. 

I am just letting you know officially that on this occasion the Committee does not wish to put 
forward any specific comments to be included in the Quality Accounts 

Kind regards 

 

Rosie Gunstone 
Democratic Services Officer 
Health and Adult Social Care Overview and Scrutiny Committee 
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Statement of directors’ responsibilities in respect of the quality report 

The directors are required under the Health Act 2009 and the National Health Service (Quality 
Accounts) Regulations 2010 to prepare Quality Accounts for each financial year. 

Monitor has issued guidance to NHS foundation trust boards on the form and content of annual 
quality reports (which incorporate the above legal requirements) and on the arrangements that 
foundation trust boards should put in place to support the data quality for the preparation of the 
quality report. 

In preparing the quality report, directors are required to take steps to satisfy themselves that: 

 The content of the quality report meets the requirements set out in the NHS Foundation 
Trust Annual Reporting Manual 2011-2012. 
 

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

 
- Board minutes and papers for the period April 2011 – June 2012 
- Papers relating to Quality reported to the Board over the period April 2011 to June 2012 
- Feedback from the commissioners dated 25 May 2012 
- Feedback from governors dated 5 April 2012. 
- Feedback from LINks dated 28 May 2012. 
- The trust’s complaints report published under regulation 18 of the Local Authority Social 

Services and NHS Complaints Regulations 2009, dated 31 May 2012. 
- The latest national patient survey 24 April 2012. 
- The latest national staff survey was in March 2012. 
- The Head of Internal Audit’s annual opinion over the Trust’s control environment dated 

11/05/2012. 
- CQC quality and risk profiles dated 6 December 2011. 

 

 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 Monitor’s annual reporting guidance (which incorporates the Quality 
Accounts regulations) (published at www.monitor-nhsft.gov.uk/annualreportingmanual) as 
well as the standards to support data quality for the preparation of the Quality Report 
(available at www.monitor-nhsft.gov.uk/annualreportingmanual)).  
 

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

 

http://www.monitor-nhsft.gov.uk/annualreportingmanual
http://www.monitor-nhsft.gov.uk/annualreportingmanual)
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By order of the Board. 

 

NB: sign and date in any colour ink except black 

 

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

 

………………………….Date ……………………………………………………Chief Executive  
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Appendices 

Appendix A - Participation in National Clinical Audits and National Confidential Enquiries in 

2011/12. 

National Clinical Audits 
Service 

provided 
by MFT 

% cases 
submitted 

   

Peri- & neonatal    

Perinatal mortality (Maternal & Perinatal Mortalities Notification)  100% 

Neonatal intensive and special care (National Neonatal Audit Programme)  100% 

Children   

Paediatric pneumonia (British Thoracic Society)  * 

Paediatric asthma (British Thoracic Society)  100% 

Pain management (College of Emergency Medicine)  100% 

Childhood epilepsy (Epilepsy12 Audit)  100% 

Paediatric intensive care (PICANet) -  N/A 

Paediatric cardiac surgery (Congenital Heart Disease Audit) -  N/A 

Diabetes (National Paediatric Diabetes Audit)  100% 

Acute care   

Emergency use of oxygen (British Thoracic Society)  100% 

Adult community-acquired pneumonia (British Thoracic Society)  100% 

Non-invasive ventilation - adults (British Thoracic Society)    77% 

Pleural procedures (British Thoracic Society)  100% 

Cardiac arrest (National Cardiac Arrest Audit)  See Notes 

Severe sepsis & septic shock (College of Emergency Medicine)  * 

Adult critical care (Intensive Care National Audit & Research Centre)   100% 

Potential donor audit (NHS Blood & Transplant)  100% 

Seizure management (National Audit of Seizure Management)  * 

Long-term conditions   

Diabetes (National Diabetes Audit)  * 

Heavy menstrual bleeding (National Audit of Heavy Menstrual Bleeding)    60% 

Chronic pain (National Pain Audit)  100% 

Ulcerative colitis & Crohn’s disease (UK Inflammatory Bowel Disease Audit)  100% 

Parkinson’s disease (National Parkinson’s Audit)  100% 

Adult asthma  (British Thoracic Society)    90% 

Bronchiectasis  (British Thoracic Society)  * 
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Elective procedures   

Hip replacement (National Joint Registry)    86% 

Knee replacement (National Joint Registry)    82% 

Ankle replacement (National Joint Registry)  * 

Elective surgery – Hip replacement (National PROMs Programme)    73% 

Elective surgery – Knee replacement (National PROMs Programme)    53% 

Elective surgery – Varicose vein surgery (National PROMs Programme)    44% 

Elective surgery – Hernia surgery (National PROMs Programme)    34% 

Intra-thoracic transplantation (NHSBT UK Transplant Registry) - N/A 

Liver transplantation (NHSBT UK Transplant Registry) - N/A 

Coronary angioplasty (NICOR Adult Cardiac Interventions Audit)    93%  

Aortic aneurysm repair (National Vascular Database)    83% 

Infra-inguinal bypass surgery (National Vascular Database)    56% 

Amputation surgery (National Vascular Database)    30% 

Carotid interventions (National Carotid Interventions Audit)    93% 

CABG and valvular surgery (Adult Cardiac Surgery Audit) - N/A 

Cardiovascular disease   

Acute myocardial infarction & other acute coronary syndromes (MINAP)   100% 

Heart failure (Heart Failure Audit)  * 

Acute stroke (SINAP)    78% 

Cardiac arrhythmia (Cardiac Rhythm Management Audit)    97% 

Renal disease   

Renal replacement therapy (Renal Registry) - N/A 

Renal transplantation(NHSBT UK Transplant Registry) - N/A 

Cancer   

Lung cancer (National Lung Cancer Audit)  100% 

Bowel cancer (National Bowel Cancer Audit Programme)  100% 

Head & neck cancer (DAHNO)    32% 

Oesophago-gastric cancer (National Oesophago-gastric Cancer Audit)  N/A 

Trauma   

Hip fracture (National Hip Fracture Database)    88%  

Severe trauma (Trauma Audit & Research Network)    52% 

Psychological conditions   

Prescribing in mental health services (POMH) - N/A 

Schizophrenia (National Schizophrenia Audit) - N/A 
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Blood transfusion   

Bedside transfusion (National Comparative Audit of Blood Transfusion)  100% 

Medical use of blood (National Comparative Audit of Blood Transfusion)    97% 

Health promotion   

Risk factors (National Health Promotion in Hospitals Audit)  100% 

End of life   

Care of dying in hospital (National Audit of Care of the Dying - Hospitals)  100% 

 

Key to abbreviations: 

N/A: not applicable 

DAHNO: Data for Head & Neck Oncology; MINAP: Myocardial Infarction National Audit 
Programme; NHSBT: NHS Blood & Transplant; NICOR, National Institute for Cardiovascular 
Outcomes Research; POMH, Prescribing Observatory for Mental Health; PROMs: Patient-
Reported Outcome Measures; SINAP: Stroke Improvement National Audit Programme 

 

Notes: 

Heavy Menstrual Bleeding Audit: Participation rate shows the percentage of patients recruited 
into the patient survey phase of the project. Patient participation is voluntary  

National Cardiac Arrest Audit: Trust participation commenced January 2012; submission for the 
quarter January to March 2012 will be completed in April 2012  

Oesophago-gastric Cancer Audit:  No national upload of data required within this period  

PROMs: Participation rates show the percentage of patients completing a PROMs questionnaire. 
Figures given are the most recent (published February 2012) available on the national website. 
Patient participation is voluntary. 

-* The Trust was eligible for this audit but did not participate. 

 

National Confidential Enquiries 
Service 

provided 
by MFT 

% cases 
submitted 

Cardiac arrest procedures (NCEPOD)   100% 

Bariatric surgery (NCEPOD) - Survey  

Alcohol-related liver disease (NCEPOD)  100% 

Subarachnoid haemorrhage (NCEPOD)  100% 

 

Key to abbreviations: 

NCEPOD, National Confidential Enquiry into Patient Outcome & Death 
 

Notes: 

Bariatric surgery (weight-loss surgery, such as gastric banding) is not performed by MFT; 
however, all hospitals offering an emergency service were required to complete an organisational 
questionnaire. 
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Appendix B - National Clinical Audits: Actions to improve quality 

National audit 

reported in 2011 
Actions – taken or planned 

Peri- & neonatal  

National 

Neonatal Audit 

Programme 

(NNAP) 

 The Oliver Fisher Neonatal Unit is continually placed amongst the top 
performing level 3 units nationally 

 We will continue to provide NNAP database training for doctors and nursing 
staff to maintain data quality standards  

 New systems for screening for retinopathy of prematurity were put in place 
and a local re-audit demonstrated good results 

 We plan to highlight breastfeeding support strategies in patient information 
leaflets and to consider the role of a BLISS nurse 

 Design and implementation of a package for developmental follow-ups is 
also planned 

Children  

Paediatric 

Asthma  

 Outcomes were comparable to those nationally. Three-quarters of children 
stayed in hospital for less than a day and none needed intensive care or 
intravenous therapy 

 Presentation and discussion of the findings was used to raise awareness 
amongst clinical staff that: 

 the decision to perform a chest x-ray in a child with asthma should 
always be for a specific clinical reason, rather than as a “routine” 

 nursing and medical staff must record inhaler technique checks, 
discharge medication plans, and advice given to parents/carers  

Acute care  

Emergency Use 

of Oxygen  

 We have introduced Oxygen Alert cards  

 The oxygen prescribing section of the prescription chart is to be further 
simplified when the new national inpatient medication chart becomes 
available 

 Education & awareness raising continues by formal & informal medical 
education and audit presentation 

Adult 

Community-

acquired 

Pneumonia  

 The essential requirements for high-quality management of pneumonia  
have been the focus of education and awareness raising by the Lead 
Clinician  

 Pneumonia management is monitored on a continuous basis as part of the 
Enhancing Quality (EQ) Programme  

 The EQ specialist nurse has worked closely with the Smoking Cessation 
team this year to encourage patients and staff to stop smoking, as smoking 
is a known risk factor for pneumonia 
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National audit 

reported in 2011 
Actions – taken or planned 

Non-invasive 

Ventilation  

 Intolerance of therapy by patients was identified by the audit, but is a 
problem of which we are well aware 

 Masks  have been changed to try and reduce pressure area damage and 
improve patient comfort 

 Our respiratory nurses have put in place monthly training sessions for staff 
to be taught/update their skills 

 Following discussions with Medway Community Healthcare, a domiciliary 
ventilation service has been commissioned; this will allow patients to be 
treated at home without having to travel to London 

Pleural 

Procedures  

 Our service was significantly better than the national average on a number 
of criteria:  

 use of a designated “clean room” for carrying out procedures  

 high levels of senior supervision  

 nursing care on a specialist ward, by a specialist chest team 

 100% ratings were achieved for all measures for thoracoscopy 

 To improve taking of written consent, we have put a supply of consent 
forms in the procedure room and given guidance to junior doctors 

 Sterile gowns and drapes are now available in the procedures room too, 
and we encourage their use 

 Special attention to good regional anaesthesia and consideration of pre-
medication is given in drain insertion training for junior doctors  

Intensive Care 

National Audit & 

Research Centre 

(ICNARC) Case 

Mix Programme  

 

 Our standards remain good, with short lengths of stay on intensive care, 
considering illness severity, and short duration on artificial ventilation 
compared with our peers 

 We continue to review our service both internally and nationally, and 
monitor any indicators where performance is at variance with national or 
network trends 

Potential Donor 

Audit  

 The Intensive Care Unit now has a 100% “Ask” rate and a 100% brainstem 
testing rate for all potential donors 

 Our Organ Donation Committee continues to increase awareness and 
acceptance of organ donation as a normal part of end of life care, through, 
e.g.: 

 Press releases & articles for staff & the public 

 Signing people up onto the donor register during Transplant Week 

 Remembrance ceremonies and picnics under our organ donation 
remembrance tree 

 Staff training and education is ongoing 

 Flow charts have been prepared to guide critical care staff through the 
donation process and help answer any questions or concerns that they 
may have  
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National audit 

reported in 2011 
Actions – taken or planned 

Long-term 

conditions 

 

National Audit of 

Heavy Menstrual 

Bleeding 

(organisational 

audit phase) 

 Medway Maritime Hospital is proud to be one of only 39% of hospitals with 
a dedicated menstrual bleeding clinic  

 Our services meet all recommended standards of provision 

 We are currently supporting the patient survey phase of the project 

UK Inflammatory 

Bowel Disease 

(IBD) Audit 

(organisational 

audit phase) 

 Our IBD service meets many essential criteria, with a named clinical lead, 
parallel gastroenterology and colorectal surgical clinics, a designated 
gastroenterology ward, timely review of patients by specialists, and support 
of a dietician and hospital nutrition team  

 To strengthen provision for our patients, we hope to: 

 Create the role of a specialist IBD nurse  

 Appoint an additional consultant with expertise in IBD 

 Develop our links with Darent Valley Hospital for care of IBD patients 

 Develop a shared service with GPs for outpatients  

Elective 

procedures 

 

National Joint 

Registry (NJR) 

 Our score for gaining patients’ consent for their personal data to be entered 
onto the NJR is high and equals the national rate; this is essential to enable 
the NJR to follow up patient outcomes  

 Following a review and rationalisation last year, we continue to monitor and 
minimise the number of types of joint replacement implant used within the 
department  

 We will continue to submit our data to the NJR and review relevance of any 
future reports to our service 

National 

Mastectomy & 

Breast 

Reconstruction 

Audit  

(patient survey) 

 We have reviewed our patient information, particularly with respect to 
breast reconstruction options 

 Multidisciplinary team members have received advanced communication 
skills training  

 It is planned to repeat the patient survey locally, with a larger sample of 
patients 

Cardiovascular 

disease 

 



 

59 

 

National audit 

reported in 2011 
Actions – taken or planned 

Myocardial 

Ischaemia 

National Audit 

Project (MINAP) 

 Performance on MINAP indicators either equalled national provision or, as 
in the following, was 100%: 

 Primary percutaneous coronary intervention (pPCI) treatment within 
target time 

 Secondary prevention medication 

 The Trust will continue to monitor its services using MINAP 

National Sentinel 

Stroke Audit  

& Stroke 

Improvement 

National Audit 

Programme 

(SINAP) 

 

Joint service: 

MFT / Medway 

Community 

Healthcare  

 The two audits provided overall scores for performance on key indicators – 
Medway performed better than the national average on both 

 Actions taken to date include: 

 Patient assessment by stroke team bleep-holders and fast-tracking of 
those meeting criteria for acute stroke 

 Direct admission to the Acute Stroke Unit (ASU) of diagnosed stroke 
patients 

 Daily check for stroke patients outside the ASU & transfer into the unit 
where possible 

 We are reviewing our protocols to ensure patients with swallowing 
problems receive prompt nutrition support and fluids  

 We are exploring different ways of working to see if the guideline of 45 
minutes daily of both physiotherapy and occupational therapy is achievable 
within current resources 

Trauma  

National Hip 

Fracture 

Database 

(NHFD) 

 Substantial improvements were seen in bone & health assessment and 
treatment at discharge, and in specialist falls assessment compared with 
last year’s audit 

 We continue to place emphasis on the involvement of an elderly care 
physician in pre- and post-operative assessment and management of older 
patients with hip fractures 

 We aim to improve implementation of the rapid transfer pathway from A&E 
to the ward through regular education and dialogue 

 We will maintain high-quality interventions and continue to monitor these 
using the NHFD 

National Audit of 

Falls and Bone 

Health in Older 

People 

 The audit showed that the Trust is one of only 29% of acute trusts to have 
a Fracture Liaison Service 

 Acute hospital staff and the community team have worked together through 
the Whole System Falls Project Group to design an integrated service 

 An ambulatory falls care pathway has been developed  

 Older people attending A&E because of a fall will be:  

 Routinely screened for future risk  

 Triaged appropriately 

 Seen in an MFT high-risk clinic or by the Community Falls team 

 The falls care plan for inpatients has been revised for ease of use 

 Leaflets have been produced for relatives & carers 
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Psychological   

National Audit of 

Dementia (NAD) 

 A Dementia Strategy Group has been set up to coordinate provision for 
patients with dementia. We are working closely with local partners and 
Dementia UK 

 We have introduced staff training in dementia in care of the elderly wards, 
orthopaedics, the medical assessment unit and the Emergency Department 
(ED) in partnership with Dementia UK 

 We are developing a care pathway from admission to discharge for patients 
with dementia 

 We are taking measures to reduce use of antipsychotic medication by 
monthly audit 

 We have introduced butterfly stickers for the medical records of patients 
with dementia on care of the elderly wards, to alert staff 

 We are participating in the Enhancing Quality (EQ) Programme for 
dementia 

 From April, a Clinical Nurse Specialist post for Dementia is to be introduced 
to support the EQ programme, national CQUIN targets and ward staff 

Blood 

transfusion 

 

Use of Group O 

RhD Negative 

Red Cells 

 The Trust has the necessary policies and review processes in place to 
meet national standards, and is amongst the lowest users of O RhD 
negative red cells in the region  

 Stock levels have been reviewed and are in line with guidance from NHS 
Blood and Transplant (NHSBT) 

Bedside 

Transfusion 

Practice  

 Levels of compliance were good. This was due to the hard work already 
carried out to achieve staff competency and compliance with national 
requirements for patient identification and transfusion monitoring  

 A leaflet has been developed containing information for patients who have 
received a transfusion detailing signs, symptoms and actions to be taken 
should concerns arise after discharge 

 The Blood Transfusion Practitioner and Patient Safety Manager are to seek 
to address the problem of out of hours printing of identification wristbands 

Platelet 

Transfusions in 

Haematology 

 The audit showed that the Trust needed a policy to guide staff on the use of 
cellular blood components other than red cells 

 Guidelines on the Indications for Transfusion of Blood Components have 
been drawn up by our Blood Transfusion Practitioner (BTP) and made 
available Trust wide 

 The BTP is a member of the South East Coast Regional Transfusion 
Committee platelet working party, which will seek to redress the poor 
compliance with published guidelines found both regionally and nationally. 
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End of life  

National Care of 

the Dying Audit - 

Hospitals 

 Our particular strengths lay in ongoing assessment of patients and in 
promotion of privacy, dignity & respect 

 A multidisciplinary End of Life Care Steering Group is to coordinate our 
audit action plan in line with the national End of Life Strategy 

 We have a new End of Life Care Matron, with PCT funding secured until 
July 2013, and link nurses on our wards 

 End of Life Care education of clinical staff is ongoing, and includes a 
bimonthly study day and Liverpool Care Pathway (LCP) sessions.  
Advanced Communication Skills training begins in June 

 Local audits have been carried out based on the LCP, looking at quality of 
documentation of care and at timely and appropriate intervention at the end 
of life  

 Bereavement support services are being developed through stronger links 
with GPs, the Wisdom Hospice & Cruse Bereavement Services. Cruse has 
started a weekly clinic in Medway; take-up will be monitored 

 We have secured funding and a suitable location for an LCP family rest 
room: work starts shortly 
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Appendix C - Local Clinical Audits: Actions to improve quality 

Seventy-four local clinical audits were reported to the Board this year. Some examples of these are 
given below. 
 

Directorate  Actions – taken or planned 

Trust-wide  

 

Quality of 

physiological 

observations  

 

 

 

 

 

 

 

 

 

 

 

 We continue to audit and feed back our findings to staff on a monthly basis  

 We continue to raise awareness and educate staff on their role in the care 
of deteriorating patients, both at induction and as part of ongoing nursing 
and medical education 

 The national Early Warning System will be adopted when it goes live  

 

 

Every month the Critical Care Outreach Team assesses observation charts on 

every adult ward to ensure that temperature, blood pressure, pulse rate, 

respiratory rate, etc. have been recorded regularly. Levels of observations are 

now excellent. The audit also looks at triggering of the Trust alert system if a 

patient starts to deteriorate  
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Sepsis: acute 

management  

 

 

 

 

 

 

 

 

 Education and training on sepsis continues to be a priority for the Trust 

 A high-profile Grand Round lecture was presented on recognition and 
management of sepsis  

 A sepsis poster has been widely distributed in the hospital 

 Sepsis Care Initiative cards are given to new doctors, who receive a lecture 
on criteria for diagnosis and acute management of patients with sepsis 

 All junior doctors who join the Trust undertake an ALERT (Acute Life-
threatening Events: Recognition & Treatment) course 

 Further teaching and simulation training is given to junior doctors in their 
medical education programme 

 A Trust-wide re-audit is planned for 2012-13 

 

Clinical record-

keeping 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 Clinical Directors and Heads of Nursing for each directorate were given the 
results for their particular areas and are working with wards and specialties 
to draw up tailored action plans 

 In future, the Health Records Work Group will act as ‘gate-keeper’ for  
approving new, and controlling all, health record documents in use at the 
Trust – the aim is to ensure all forms and checklists are high-quality, and to 
avoid duplication or introduction of unnecessary documents 

 

 

 

 

 

This study re-audited care of patients diagnosed with sepsis, looking at 

timeliness of administration of antibiotics. Significant improvements were 

made in numbers receiving antibiotics within the first hour, with both 

prescribing and dispensing being carried out more quickly 

We use audit regularly to monitor standards of record-keeping by our doctors, 

nurses and therapists. Areas of significant improvement in this cycle included 

prompt taking & recording of observations on admission and assessment & 

documentation of patients’ risk of falling 
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Adult Medicine  

Assessment and 

management of 

acute kidney 

injury (AKI) in 

hospitalised 

patients 

 

 

 

 

 

 Monthly audit of fluid balance charts has been put in place and quality of 
documentation has improved 

 Recognition and early management  of sepsis continues to be given a high 
profile in the Trust (see Sepsis audit for details)  

 An AKI re-audit is already under way and a Grand Round planned for 
presentation of the topic in 2012 

 Management of AKI is to become part of the Kent-wide Enhancing Quality 
(EQ) programme and a Trust Clinical Lead has been appointed 

 An EQ AKI forum is meeting regularly to establish key measures for AKI 
care, which will be monitored continuously 

Children’s 

Services 

 

Paediatric insulin 

pump therapy 

 

 

 

 

 Our Paediatric Diabetes Team will continue to manage these patients and 
provide ongoing support and advice 

 Prospective audit will continue 

‘Acute kidney injury’ (AKI) has now replaced the term ‘acute renal failure’.  

The Trust audit was prompted by the National Confidential Enquiry into 

Patient Outcome & Death report Adding Insult to Injury, which found that 

only 50% of AKI patients nationally receive good care. Our patients received 

a senior clinician review, and compliance was good for monitoring of 

biochemical and physiological measures, and correction of hypovolaemia (low 

blood plasma volume with low salt levels) 

Local practice was compared against NICE guidelines and a patient/parent 

survey also carried out. Optimal management was demonstrated and all 

patients reported positive impacts on social and emotional life. 100% wished 

to continue on insulin pump therapy  
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Pulmonary air 

leak 

(pneumothorax) 

in the neonatal 

setting 

 

 

 

 

 Education and part task training have been used to improve adherence to 
local protocols and use of local anaesthetic, and to standardise ways of 
securing chest drains and monitoring them 

 Awareness of importance of documentation after chest drain insertion has 
been raised 

 We undertook a review of evidence-based practice involving a new type of 
chest drain catheter, the pigtail catheter, together with a telephone survey 
of the experience of other neonatal units, such as King’s, University College 
London and Addenbrooke’s Hospital, in using them. As a result, pigtail 
catheters have now been introduced for use on the Oliver Fisher Neonatal 
Unit. 

Imaging  

 

Radiologists peer 

review audit: 

quality assurance 

of radiologists’ 

reports 

 

 

 

 

 

 

 The moderate discrepancies identified will be discussed at the Errors & 
Discrepancy meeting 

 Quarterly audits will continue 

 

 

 

 

 

 

 

 

 

 

 

 

 

A pulmonary air leak occurs when the tiny air sacs in a baby’s lung burst, 

leaking air into the space between the lung and chest wall. The most common 

cause is respiratory distress syndrome in premature babies. The audit found 

100% compliance with use of chest x-rays and consideration of morphine for 

sedation 

Every 3 months, reports on a sample of x-ray, CT and MRI scans are 

duplicated by a second radiologist and checked for agreement against the 

original report. A local target rate has been set for moderate and major 

discrepancies. The most recent audit identified no major discrepancies and the 

moderate discrepancy rate was well within target  
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Surgery, 

Anaesthetics & 

Critical Care 

 

 

Pre-operative 

fasting (planned 

operations) 

 

 

 

 

 

 Hospital fasting policy is to be updated in line with the new Guidelines on 
Intravenous Fluid Therapy for Adult Surgical Patients 

 A clear fluid management plan tailored to individual patients will be 
discussed at the preoperative briefing session with the surgeon 

 Our aim is to avoid withholding clear, non-particulate oral fluids for more 
than 2 hours before anaesthesia – if there is prolonged waiting, we will 
consider intravenous fluids 

 To improve patient wellbeing and boost recovery from surgery, 
preoperative high-energy drinks are now given wherever possible 

 

Therapeutic 

hypothermia post 

cardiac arrest 

 

 

 

 

 

 

 We will continue our current practice, which meets or exceeds published 
standards 

 

 

 

 

 

 

 

 

 

 

 

 

 

Women’s Health  

Preoperative fasting reduces the risk of aspiration pneumonitis, but can be 

stressful for patients. This audit found 100% compliance with Trust fasting 

policy for both preoperative clear fluid drinks and solid food, but some 

patients went without clear fluids for more than 2 hours before induction of 

anaesthesia  

Cooling has been found to protect the nervous system following a heart attack.  

This re-audit looked at whether practice is in line with current protocols. 

Results showed that all eligible patients received treatment, without delay and 

for the right length of time with outcomes that either match or exceed 

published data 
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Cervical smears: 

compliance with 

routine smears in 

recently pregnant 

women 

 

 

 

 

 

 

 

 

 

 

 Our Clinical Lead for Colposcopy has written an article for the GPs' 
webpage on the PCT website: 
www.medwaypct.nhs.uk/for-practitioners/news-for-practitioners/smears-in-

pregnancy 

 This summarises the NHSCSP guidelines for cervical smears in pregnancy 
and clarifies what actions should be taken by GPs in the different scenarios 
that may arise in pregnancy, e.g. missed routine smears, previous 
abnormal test results, etc.  

 

Diabetes in 

pregnancy 

 

 

 

 

 Diabetes documentation has been revised to ensure our records are 
complete 

 Preconceptual counselling is being undertaken on a one-to-one basis 
supplemented by information leaflets provided in clinic waiting areas 

 Staff of the Hospital Diabetes Team have met with practice and diabetic 
community nurses to ensure guidance can be given wherever it is sought 

 Individualised care plans have been developed for gestational, type 1 and 
type 2 diabetics, which are discussed on discharge from the 
obstetric/diabetic clinic  

 Flow diagrams are currently being developed for care in labour, use of 
sliding scale, and insulin needs when administering steroids for fetal lung 
maturation 

 A prospective audit began in January 2012 and is ongoing 

This audit showed that a significant proportion of women passing 
through the labour ward had never had a smear or were significantly 
out of date for routine smearing. Women who had been delivered and 
were late for a routine smear frequently did not attend for a catch-up 
smear before their next pregnancy. This represents a missed 
opportunity for healthcare professionals to make contact with a group of 
young sexually active women whose compliance with the NHS cervical 
screening programme (NHSCSP) is less than perfect 
 

This audit showed a good outcome for diabetic mothers and their 
babies managed at Medway Maritime Hospital 
 

http://www.medwaypct.nhs.uk/for-practitioners/news-for-practitioners/smears-in-pregnancy
http://www.medwaypct.nhs.uk/for-practitioners/news-for-practitioners/smears-in-pregnancy
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Appendix D - QUALITY ACCOUNTS - Priorities for Improvement 2011/12 

 

 
            

              

  
Apr-11 May-11 Jun-11 Jul-11 Aug-11 Sep-11 Oct-11 Nov-11 Dec-11 Jan-12 Feb-12 Mar-12 

Patient Safety 

No. of patients who have VTE 
assessment 

84.2% 88.2% 90.0% 91.3% 90.6% 91.0% 90.7% 91.3% 90.6% 90.3% 92.3% N/A 

No. of patients who fall 104 63 63 92 77 96 97 78 92 93 85 94 

Compliance with CTG NICE guidance 61% 64% 65% 71% 70% 71% 71% 69% 73% 72% 73% 72% 

Patient 
Experience 

No. of patients who report nurse in 
charge asked them about their care 
every day 

81 (score for Qtr 1 2011-
12) 

Yes always - 69% 
Yes sometimes - 24% 

84 (score for Qtr 2 2011-
12) 

Yes always - 72% 
Yes sometimes - 23% 

82 (score for Qtr 3 2011-
12) 

Yes always - 69% 
Yes sometimes - 26% 

84 (score for Qtr 4 2011-
12) 

Yes always - 72% 
Yes sometimes - 23% 

No. of patients who report they were 
told about medication side effects on 
discharge 

75 (score for Qtr 1 2011-
12) 

Yes completely - 65% 
Yes to some extent - 20% 

76 (score for Qtr 2 2011-
12) 

Yes completely - 67% 
Yes to some extent - 18% 

74 (score for Qtr 3 2011-
12) 

Yes completely - 64% 
Yes to some extent - 19% 

78 (score for Qtr 4 2011-
12) 

Yes completely - 72% 
Yes to some extent - 14% 

No. of PALS contacts regarding 
appointments 

72 60 73 55 93 86 73 74 57 52 52 63 

Clinical 
Effectiveness 

No. of heart failure patients who receive 
discharge information (last quarter) 

13.21% (Jan-Mar 2011) 51.85% (Apr-Jun 2011) 75.00% (Jul-Sep 2011) N/A 

Compliance with Think Glucose 
guidelines 

55% 67% 72% 61% 82% 71% 82% 81% 83% 84% 86% 88% 

No. of women who breastfeed at 
discharge from midwife 

48.1% 48.5% 51.0% 51.5% 49.8% 51.6% 51.2% 48.4% 48.0% 46.9% N/A N/A 
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Glossary 

  
Abbreviation 

 
Full Name 

CAF Common Assessment Framework 

CDiff Clostridium difficile 

CPS Composite Score 

CQC Care Quality Commission 

CQUINS Commissioning for Quality and Innovation 

CRB Criminal Records Bureau 

CTG Cardiotocography 

DAHNO Data for Head and Neck Oncology 

DVH Darent Valley Hospital 

EDN Electronic Discharge Notification 

ENT Ear Nose & Throat 

EQ Enhancing quality 

ERP Enhance Recovery Programme 

FCEs Finished Consultant Episodes 

FRR Financial Risk Rating 

HPCT Hospital Palliative Care Team 

HRG Health Resource Group 

HSMR Hospital Standardised Mortality Rate 

IA Internal Audit 

IBD Inflammatory Bowel Disease 

ICNARC Intensive Care National Audit & Research Centre 

IG Information Governance 

LCP Liverpool Care Pathway 

MFT Medway NHS Foundation Trust 

MINAP Myocardial Infarction National Audit 

MLU Midwifery Led Unit 

MRSA Meticillin Resistant Staphylococcus Aureus 

NAD National Audit of Dementia 

NCEPOD National Confidential Enquiry into Patient Outcome and Death 

NHFD National Hip Fracture Database 

NHSBT NHS Blood and Transplant 

NICE National Institute for Health and Clinical Excellence 

NICOR National Institute for Cardiovascular Outcomes Research 

NIHR National Institute for Health Research 

NJR National Joint Registry 

NNAP National Neonatal Audit Progamme 

NNU Neonatal Unit 

PALS Patient Advice Liaison Service 

PAS Patient Administration System 

PCT Primary Care Trust 

POMH Prescribing Obervatory for Mental Health 

PROMS Patient Reported Outcome Measures 

PwC PricewaterhouseCoopers 

QA Quality Account 

RCA Root Cause Analysis 

SINAP Stroke Improvement National Audit Programme 

SHA Strategic Health Authority 

SUI Serious Untoward Incident 

SUS Secondary Uses Service 

TOC Transfer of Care 

VTE Venous thrombo-embolism 


