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Overall rating for this service Good @
Are services safe? Requires improvement .
Are services effective? Good @
Are services caring? Good @
Are services responsive to people’s needs? Good .
Are services well-led? Good @

1 Urgent Care Centre (RUH) Quality Report 29/06/2017



Summary of findings

Contents

Summary of this inspection
Overall summary

The five questions we ask and what we found

What people who use the service say

Detailed findings from this inspection
Our inspection team

Background to Urgent Care Centre (RUH)

Why we carried out this inspection

How we carried out this inspection

Detailed findings

Action we have told the provider to take

Overall summary

Letter from the Chief Inspector of General
Practice

We carried out an announced comprehensive inspection
at the Urgent Care Centre, Royal United Hospital on 28
February and 1 March 2017. Overall the service is rated as
requires improvement.

Our key findings across all the areas we inspected were as
follows:

There was an open and transparent approach to safety
and an effective system in place for recording,
reporting and learning from significant events.
Patients care needs were assessed and delivered in a
timely way according to need. The service had
difficulties meeting two of the national quality
requirements and had completed remedial action
plans to improve this in November 2016.

Staff assessed patients needs and delivered care in
line with current evidence based guidance. Staff had
been trained to provide them with the skills,
knowledge and experience to deliver effective care
and treatment.
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There was a system in place that enabled staff to
access patient records, and the out of hours staff
provided other services, for example the local GPs and
hospital, with information following contact with
patients as was appropriate.
Patients said they were treated with compassion,
dignity and respect and they were involved in their
care and decisions about their treatment.
+ Information about services and how to complain
was available and easy to understand.

+ Improvements were made to the quality of care as a
result of complaints and concerns.

The service worked proactively with other
organisations and providers to develop services that
supported alternatives to hospital admission where
appropriate and improved the patient experience.
The service had good facilities and was well equipped
to treat patients and meet their needs. The vehicles
used for home visits were clean and well equipped.

« There was a clear leadership structure and staff felt
supported by management. The service proactively
sought feedback from staff and patients, which it
acted on.



Summary of findings

« The provider was aware of and complied with the
requirements of the duty of candour.

+ Following a recruitment and retention drive
undertaken in the summer of 2016, flexible academic
and face to face training pathways were designed in
collaboration with a local university.

The area where the provider must make improvement is:

« Establish and operate an effective system to check,
manage and mitigate the risks associated with the
emergency equipment and medicines.
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The area where the provider should make improvement
is:

+ The provider should undertake and record
appraisals every 12 months or ensure that regular
performance reviews for all staff members are
completed.

Professor Steve Field (CBE FRCP FFPH FRCGP)
Chief Inspector of General Practice
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The five questions we ask and what we found

We always ask the following five questions of services.

Are services safe?
The service is rated as requires improvement for providing safe
services.

Requires improvement ‘

« Staff understood and fulfilled their responsibilities to raise
concerns and report incidents and near misses.

« There was an effective system in place for recording, reporting
and learning from significant events.

+ Lessons were shared via emails, meetings and newsletters to
make sure action was taken to improve safety in the service.

« When things went wrong patients were informed in keeping
with the Duty of Candour. They were given an explanation
based on facts, an apology if appropriate and, wherever
possible, a summary of learning from the event in the preferred
method of communication by the patient. They were told
about any actions to improve processes to prevent the same
thing happening again.

« The out-of-hours service had clearly defined and embedded
systems and processes in place to keep patients safe and
safeguarded from abuse.

« When patients could not be contacted at the time of their home
visit or if they did not attend for their appointment, there were
processes in place to follow up patients who were potentially
vulnerable.

« There were systems in place to support staff undertaking home
visits.

« Staff were aware of their responsibilities regarding information
sharing, documentation of safeguarding concerns and how to
contact relevant agencies in normal working hours and out of
hours.

+ Although risks to patients who used services were assessed, the
systems and processes to address these risks were not
implemented well enough to ensure patients were kept safe.
For example, out of date disposable needles and oxygen masks
were found and there was no checklist log to evidence that
emergency drugs and equipment were regularly checked
although we were informed they were checked weekly.

Are services effective? Good ‘
The service is rated as good for providing effective services.

« Data showed the service historically was not meeting two of the
National Quality Requirements (NQR / performance standards)
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Summary of findings

for GP out-of-hours services. The practice had received contract
performance notices, these were closed in November 2016 as
remedial actions had been completed and improvements
made by the provider.

« Staff assessed needs and delivered care in line with current
evidence based guidance.

+ Clinical audits demonstrated quality improvement.

« Staff had the skills, knowledge and experience to deliver
effective care and treatment. All autonomous nurses had
completed the emergency nurse practitioner course. Training
for streaming included theory and practical training, Advanced
Nurse Practitioners who undertook this role were signed off as
competent and had received appropriate training in clinical
assessment.

+ Due to high agency nurse usage the service undertook a
recruitment and retention drive in the summer of 2016. Flexible
academic and face to face training pathways were designed in
collaboration with a local university, which was funded by the
local clinical commissioning group and time off for training and
mentorship was underpinned by the provider.

« There was evidence of personal development plans for all staff.
However, not all GPs and drivers had received an appraisal, or
performance review within the past 12 months.

« Clinicians provided urgent care to walk-in patients based on
current evidence based guidance.

« Staff worked with other health care professionals to understand
and meet the range and complexity of patients needs.

+ The service had worked collaboratively with the Sepsis Trust
and had developed several GP decision tools for different
population groups.

+ Thelead nurse practitioner and clinical support manager
attended monthly governance meetings with the emergency
department team to discuss incidents, issues and patient
journeys.

Are services caring? Good .
The service is rated as good for providing caring services.

+ Feedback from the large majority of patients through our
comment cards and collected by the provider was very positive.

« Patients said they were treated with compassion, dignity and
respect and they were involved in decisions about their care
and treatment.

5 Urgent Care Centre (RUH) Quality Report 29/06/2017



Summary of findings

Information for patients about the services available was easy
to understand and accessible. The provider had developed
several patient information leaflets including how to recognise
if your child is seriously ill and finding the right service.

We saw staff treated patients with kindness and respect, and
maintained patient and information confidentiality.

Patients were kept informed with regard to their care and
treatment throughout their visit to the out-of-hours service.
Results from the GP Survey published in July 2016 showed that
the service had performed higher than the national average in
all areas.

Are services responsive to people’s needs?
The service is rated as good for providing responsive services.

+ Service staff reviewed the needs of its local population and
engaged with its commissioners to secure improvements to
services where these were identified. For example, the service
participated in the Commissioning for Quality and Innovation
(CQUIN) national goals which was a Department of Health
framework launched to encourage healthcare providers to
continuously demonstrate improvements and innovation in the
quality of the care they provided. The service had achieved
their goals in antimicrobial stewardship and voice of the child
pilots, demonstrating a commitment to active engagementin
quality improvement with local commissioners.

The provider implemented an arrangement with an insurance
brokerage firm which ensured that clinicians working
out-of-hours for this provider no longer had to pay a premium
on their own indemnity insurance. In addition to this the
provider could also cover the indemnity of clinicians within
their service at a vastly reduced cost.

The service had good facilities and was well equipped to treat
patients and meet their needs.

The service had systems in place to ensure patients received
care and treatment in a timely way and according to the
urgency of need.

Information about how to complain was available and easy to
understand and evidence showed the service responded
quickly to issues raised. Learning from complaints was shared
with staff and other stakeholders.

Are services well-led?
The service is rated as good for being well-led.
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Good .

Good .



Summary of findings

« Theservice had a clear vision and strategy to deliver high
quality care and promote good outcomes for patients. Staff
were clear about the vision and their responsibilities in relation
to it.

+ The leadership structure had recently been redesigned to
incorporate a local management team in the South West and
staff felt supported by management. The service had a number
of policies and procedures to govern activity and held regular
governance meetings.

« There was an overarching governance framework which
supported the delivery of the strategy and good quality care.
This included arrangements to monitor and improve quality
and identify risk.

+ The provider was aware of and complied with the requirements
of the duty of candour. The provider encouraged a culture of
openness and honesty. The service had systems in place for
notifiable safety incidents and ensured this information was
shared with staff to ensure appropriate action was taken.

« The service proactively sought feedback from staff and patients,
which it acted on.

« There was a health and well-being lead for the service who
updated a dedicated notice board and the monthly newsletter
with health topics and groups.

« The provider had implemented an employee of the month
scheme to recognise exemplary behaviour and commitment,
details of this were published in the monthly newsletter.

+ There was a strong focus on continuous learning and
improvement at all levels and the provider actively encouraged
and supported clinicians to undertake additional training to
enhance the service. An enhanced training pathway for nurses
had been developed by the clinical services manager and
funding sought from the local clinical commissioning group.

« The service had restructured the workforce to ensure that
patient clinical need was met and patient waiting times were
reduced.

« All staff had received inductions but not all staff had received
regular appraisals.
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Summary of findings

What people who use the service say

What people who use the service say

We looked at various sources of feedback received from
patients about the combined urgent care centre and the
out-of-hours service they received. Patient feedback was
obtained by the provider via the friends and family test on
an ongoing basis and was included in their contract
monitoring reports. Data from the provider for the period
of October 2016 and December 2016 showed that they
had received feedback from 71 patients where 100% were
likely or extremely likely to recommend the service to
friends and family. Patients repeatedly commented on a
fast, helpful and friendly service.

The national GP patient survey asks patients about their
satisfaction with the out-of-hours service. Data from the
GP national patient survey published in July 2016 found:

+ 67% of patients said they were satisfied with how
quickly they received care from the out-of-hours
provider compared to the national average of 62%.
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« 71% of patients were positive about their overall
experience of the out-of-hours GP service compared
to the national average of 70%.

+ 89% of patients had confidence and trustin the
people they spoke with or saw from the out-of-hours
provider compared to the national average of 86%.

As part of our inspection we also asked for CQC comment
cards to be completed by patients prior to our inspection.
We received 28 comment cards, 26 of which were all
positive about the standard of care received. The cards
described a respectful and kind service where they felt
listened to. One of the two negative responses related to
patient expectation of the service and did not align with
other comments received.

We spoke with three patients during the inspection. All
three patients said they were satisfied with the care they
received and thought staff were approachable,
committed and caring.
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Our inspection team

Our inspection team was led by:

Our inspection team was led by a CQC Lead Inspector.
The team included a GP Specialist Adviser, two
additional CQC Inspectors, a Nurse Specialist Adviser
and a CQC Inspection Manager.

Background to Urgent Care
Centre (RUH)

Urgent Care Centre, Royal United Hospital (RUH) is the
registered location for urgent care centre and GP
out-of-hours (OOH) services provided by Vocare Limited
based at the RUH and known locally as Vocare.

Vocare provides two services within Bath and North East
Somerset (BaNES) under a contract with the BaNES Clinical
Commissioning Group. The Urgent Care Centre Paulton is a
GP OOH service provided at Paulton Memorial Hospital
which shares the staff and processes with the Urgent Care
Centre at RUH, it has been inspected separately as it is
registered as a separate location with the CQC.

The service covers a population of approximately 540,000
people across the county of Bath and North East Somerset.
Deprivation in BaNES overall is lower than the national
average and it has relatively low numbers of patients from
different cultural backgrounds.

The urgent care centre provides 24 hour care, seven days a
week from the emergency department within the Royal
United Hospital, Bath. This service accommodates NHS 111
referrals and walk in patients. Upon attendance patients
present to the emergency department reception where
basic details are taken and added to their electronic system
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which is shared with the urgent care centre. The patientis
then assessed by an urgent care centre streaming nurse
and then booked into the appropriate department if they
require treatment.

The OOH service works alongside the urgent care centre
and provides GP services to patients when practices are
closed. Patients access the service via the NHS 111 service,
if the NHS 111 assessment concludes that the most
appropriate course of action is for the patient to be
managed by the GP OOH service then NHS 111 schedule an
appointment directly into the GP OOH computer system.
Patients may also be allocated an appointment for a home
visit with a GP or may receive a telephone consultation
depending on the clinical needs assessed by NHS 111. The
GP OOH service is open from 6.30pm to 8am Monday to
Friday and provides 24 hour care on Saturdays, Sundays
and bank holidays.

There are two CQC registered managers for the

combined service who are not based locally. Due to service
growth in the South West of England Vocare have
employed a regional director, local clinical director, clinical
support manager and lead nurse practitioner who are all
based locally to this particular service to provide visible
local management and support. There are 11 salaried GPs
and 54 GPs contracted on a sessional basis to provide the
out of hours service. The service also employs a variety of
other clinicians including seven salaried advanced nurse
practitioners and 12 bank nurse practitioners. The service is
supported by a team of operational and administrative
staff.

Why we carried out this
inspection

We carried out a comprehensive inspection of this service
under Section 60 of the Health and Social Care Act 2008 as



Detailed findings

part of our regulatory functions. The inspection was
planned to check whether the provider is meeting the legal
requirements and regulations associated with the Health
and Social Care Act 2008, to look at the overall quality of
the service, and to provide a rating for the service under the
Care Act 2014.

How we carried out this
Inspection

Before visiting, we reviewed a range of information we hold
about the service and asked other organisations such as
local GP practices, Healthwatch and Bath and North East
Somerset (BaNES) Clinical Commissioning Group to share
what they knew. We carried out an announced visit on 28
February and 1 March 2017. During our visit we:

« Spoke with a range of staff including the two registered
managers, a local clinical director, a regional manager, a
clinical support manager, a lead nurse, three GPs, two
nurse practitioners, an emergency care practitioner, two
dispatchers and one driver.

+ Spoke with three patients who used the service.

+ Observed how patients were provided with care and
talked with carers and/or family members.
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« Inspected the out of hours premises, looked at
cleanliness and the arrangements in place to manage
the risks associated with healthcare related infections.

+ Looked at the vehicles used to take clinicians to
consultations in patient's homes, and we reviewed the
arrangements for the safe storage and management of
medicines and emergency medical equipment.

+ Reviewed 28 comment cards where patients and
members of the public shared their views and
experiences of the service.

To get to the heart of patients experiences of care and
treatment, we always ask the following five questions:

. Isitsafe?

« Isit effective?

. Isitcaring?

« Isitresponsive to people’s needs?
« Isitwell-led?

Please note that when referring to information throughout
this report, for example any reference to the National
Quality Requirements data, this relates to the most recent
information available to the CQC at that time.



Are services safe?

Our findings

Safe track record and learning

There was an effective system for reporting and recording
significant events.

Staff told us they would inform their line manager or the
clinical services manager of any incidents and there was
a recording form available on the service’s computer
system. The incident recording form supported the
recording of notifiable incidents under the duty of
candour. (The duty of candour is a set of specific legal
requirements that providers of services must follow
when things go wrong with care and treatment). We saw
evidence that when things went wrong with care and
treatment, patients were informed of the incident,
received support; an explanation based on facts, an
apology where appropriate and were told about any
actions to improve processes to prevent the same thing
happening again.

The service carried out a thorough analysis of the
significant events and ensured that learning from them
was disseminated to staff and embedded in policy and
processes. Monthly clinical governance meetings
focussed on risk management discussion and ensured
that systems were in place to manage and learn from
incidents. Staff were informed of significant events and
incidents via various monthly meetings, email updates,
monthly newsletters, clinical governance meeting
minutes and quarterly mandatory study days.

We reviewed safety records, incident reports, patient
safety alerts and minutes of meetings where these were
discussed. We saw evidence that lessons were shared
and action was taken to improve safety in the service.
For example, following an incident that occurred due to
non-adherence to a medicines management process
the guidance was re-circulated immediately, further
guidance was given at a subsequent mandatory training
day and the process was re-iterated in the monthly
newsletter.

Overview of safety systems and processes

The service had clearly defined and embedded systems,
processes and services to keep patients safe and
safeguarded from abuse, which included:
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Requires improvement @@

« Arrangements were in place to safeguard children and

vulnerable adults from abuse. These arrangements
reflected relevant legislation and local requirements.
Safeguarding reporting to the clinical commissioning
group (CCG) had been improved following the receipt of
a contract performance notice. Improvements included
ensuring policies were accessible to all staff on the
intranet, a central place to store safeguarding referrals
electronically had been implemented, and regular
meetings with relevant local safeguarding leads had
been putin place. The policies clearly outlined who to
contact for further guidance if staff had concerns about
a patient’s welfare. There were two lead members of
staff for safeguarding. Staff demonstrated they
understood their responsibilities and all had received
training on safeguarding children and vulnerable adults
relevant to their role. GPs and nurses were trained to
child safeguarding level three. One of the safeguarding
leads was trained to child safeguarding level four. All
staff had received online safeguarding adults training
and we noted that both of the safeguarding leads had
only received the online training for safeguarding adults.

A notice in the waiting room and all consulting rooms
advised patients that chaperones were available if
required. All staff who acted as chaperones were trained
for the role and had received a Disclosure and Barring
Service (DBS) check. (DBS checks identify whether a
person has a criminal record or is on an official list of
people barred from working in roles where they may
have contact with children or adults who may be
vulnerable).

The service maintained appropriate standards of
cleanliness and hygiene. We observed the premises to
be clean and tidy. There was an infection control lead,
an infection control protocol and clinical staff had
received up to date training. Annual infection control
audits were undertaken and we saw evidence that
action was taken to address any improvements
identified as a result.

There was a system to ensure equipment was
maintained to an appropriate standard and in line with
manufacturer's guidance e.g. annual servicing of fridges
including calibration where relevant.

We reviewed 11 personnel files for bank and permanent
staff and found appropriate recruitment checks had
been undertaken prior to employment. For example,



Are services safe?

Requires improvement @@

proof of identification, references, qualifications,
registration with the appropriate professional body,
appropriate indemnity and the appropriate checks
through the Disclosure and Barring Service.

Medicines Management

« The arrangements for managing medicines at the
service, including emergency medicines and
vaccines, kept patients safe (including obtaining,
prescribing, recording, handling, storing, security and
disposal). The service carried out regular medicines
audits, with the support of the local CCG medicines
management team, to ensure prescribing was in
accordance with best practice guidelines for safe
prescribing. Blank prescription forms and pads were
securely stored and there were systems in place to
monitor their use.

« Patient Group Directions (PGDs) were used by nurses
and paramedics to supply or administer medicines
without prescriptions. (PGDs are written instructions for
the supply or administration of medicines to groups of
patients who may not be individually identified before
presenting for treatment).

« The service held stocks of controlled drugs (medicines
that require extra checks and special storage because of
their potential misuse) and had standard operating
procedures that set out how controlled drugs were
managed in accordance with the law and NHS England
regulations. These included auditing and monitoring
arrangements, and mechanisms for reporting and
investigating discrepancies. The provider held a Home
Office licence to permit the possession of controlled
drugs within the service. There were also appropriate
arrangements for the destruction of controlled drugs.
The inspection team saw that controlled drugs were
checked in line with the providers policies and the
controlled drugs registers were appropriately
maintained at each site visited during the inspection.

« There were processes for checking medicines, including
those held at the service and also medicines bags for
the out of hour’s vehicles.

Monitoring risks to patients
Risks to patients were assessed and well managed.

+ There were procedures for monitoring and managing
risks to patient and staff safety. There was a health and
safety policy available with a poster in areas accessible
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to all staff that identified local health and safety
representatives. The service had up to date fire risk
assessments and regular fire drills were carried out by
the hospital. All electrical equipment was checked to
ensure the equipment was safe to use and clinical
equipment was checked to ensure it was working
properly. Clinical equipment that required calibration
was calibrated according to the manufacturer’s
guidance. The service had a variety of other risk
assessments in place to monitor safety of the premises
such as control of substances hazardous to health and
infection control and legionella (Legionella is a term for
a bacterium which can contaminate water systems in
buildings).

«+ There were systems to ensure the safety of the out of
hours vehicles. Checks were undertaken at the
beginning of each shift and there was a lead driver for
additional support. There were two vehicles used for
home visits, we inspected one vehicle and found it to be
clean, tidy and well equipped. The vehicles were
serviced and maintained through a lease car scheme.

« Arrangements were in place for planning and
monitoring the number of staff and mix of staff needed
to meet patient's needs. There was a rota systemin
place for all the different staffing groups to ensure
enough staff were on duty and the service had reduced
the amount of agency nurses being utilised through
recruiting substantive and bank nurses as part of a
workforce structure programme. Data submitted to the
CCG identified that the service had filled 92% of clinical
shifts from October to December 2016 inclusive. This
data was a combined figure for GP OOH Royal United
Hospital (RUH) and Paulton. We were advised that at
times of sickness or high clinical need Paulton would be
closed and additional cover moved to RUH for all
patients to be seen at RUH. The provider had
implemented a National Triage Service which provided
additional cover from GPs based at home to cope with
surges in demand by carrying out remote triage via
secure computer systems. The inspection team saw
evidence that the rota system was effective in ensuring
that there were enough staff on duty at RUH to meet
expected demand.

Arrangements to deal with emergencies and major
incidents

The service had adequate arrangements in place to
respond to emergencies and major incidents.



Are services safe?

Requires improvement @@

« There was an effective system to alert staff to any
emergency.

« All clinical staff received annual basic life support
training, including use of an automated external
defibrillator.

« The service had a defibrillator available on the premises
and oxygen with adult and children’s masks. The
provider needs to ensure that defibrillators were
working in accordance with manufacturers guidelines.
We found two masks in consulting rooms that were out
of date.
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« Afirst aid kit and accident book were available.

+ Emergency medicines were easily accessible and all

staff knew of their location. All the medicines we
checked were in date and stored securely. However, we
found four boxes of disposable needles in the medicines
cupboard and several single disposable needles in
consulting rooms that were out of date.

The service had a comprehensive business continuity
plan in place for major incidents such as power failure
or building damage. The plan included emergency
contact numbers for staff.



Are services effective?

(for example, treatment is effective)

Our findings
Effective needs assessment

The service assessed needs and delivered care in line with
relevant and current evidence based guidance and
standards, including National Institute for Health and Care
Excellence (NICE) best service guidelines.

« The service had systems in place to keep all clinical staff
up to date. Staff had access to guidelines from NICE and
used this information to deliver care and treatment that
met patient's needs.

+ The service had worked collaboratively with the Sepsis
Trust and had developed several GP decision tools for
different population groups, which included a RAG
rating tool.

+ The service monitored that these guidelines were
followed.

« The advanced nurse practitioners undertook baseline
observations (streaming) when patients arrived within
the urgent care centre which ensured that patients were
seen by the correct service in a timely manner.

+ The lead nurse practitioner and colleagues had worked
closely with their A & E counterparts to develop clinical
protocols which ensured safe transfer of patients
between the urgent care centre and the A&E
department.

Management, monitoring and improving outcomes for
people

From 1 January 2005, all providers of out-of-hours services
have been required to comply with the National Quality
Requirements (NQR) for out-of-hours providers. The NQR
are used to show the service is safe, clinically effective and
responsive. Providers are required to report monthly to the
clinical commissioning group on their performance against
standards which includes audits, response times to phone
calls, whether telephone and face to face assessments
happened within the required timescales, seeking patient
feedback and actions taken to improve quality.

Data showed the service historically was not meeting two
of the National Quality Requirements (NQR) / performance
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standards for GP out-of-hours services. The practice had
received contract performance notices and these were
closed in November 2016 as remedial actions had been
completed and improvements made by the provider.

The quality requirements

We reviewed NQR standards from the previous measured
quarter, October 2016 to December 2016 which was
combined for RUH and Paulton. We found that the service
had met the standards required, with the exception of
patients being seen within 2 hours by the GP OOH service
in March 2017. Data over the three months showed:

NQR4: Providers must regularly audit a random sample of
patient contacts. The audit process must be led by a
clinician, appropriate action must be taken on the results
of those audits and regular reports of these audits should
be made available to the clinical commissioning groups
(CCGs).

The lead nurse practitioner was responsible for auditing
the streaming records and clinician contacts including
regular agency nurses to identify further training and
refresher training required. The local clinical director was
responsible for auditing samples of patient contacts for
clinicians in relation to home visits, centre contacts and
telephone triage. There was a clinical audit policy, clinical
supervision policy, face to face audit process, audit
schedule and audit calendar in place to support this. The
service monitored telephone triage calls and completed a
checklist as part of the performance review process, we
saw copies of reviews and subsequent letters to clinicians
with the outcomes detailed. However we were informed
that not all GPs had received regular performance reviews.

NQR 10 - Providers must have a system for identifying all
immediate life threatening conditions and need to assess
patients at consultations within 20 minutes of arrival for
adults and 15 minutes of arrival for children. The service
had achieved 95% year to date (April 2016 to January 2017)
compared to a target 95% or above.

NQR 11: Providers must ensure that patients are treated by
the clinician best equipped to meet their needs, (especially
at periods of peak demand such as Saturday mornings), in
the most appropriate location. Where it is clinically
appropriate, patients must be able to have a face-to-face
consultation with a GP, including where necessary, at the
patient’s place of residence. The service monitored
streaming analysis to look for any outliers and trends in



Are services effective?

(for example, treatment is effective)

patient transfer on a monthly basis. The results were
analysed at a local level then discussed with the executive
team through regional monthly meetings and reported
monthly to the local CCG. Results for October to December
2016 post streaming discharge transfer showed:

« 27.5% of patients were discharged with no follow up as
they were not presenting with an urgent medical issue.

+ 16% of patients discharged were transferred to see their
own GP for intervention and review.

+ 5.5% of patients discharged were transferred to
alternate health care professionals such as district
nurses or palliative care.

+ 2% of patients discharged were advised to see a dentist.

+ 3% of patients discharged were transferred to the
emergency department at RUH.

« 46% of patients streamed were seen by the urgent care
centre.

NQR 12: Face-to-face consultations (whether in a centre or
in the patient’s place of residence) must be started within
the following timescales, after the definitive clinical
assessment has been completed:

Results for the urgent care centre for October to December
2016 showed:

« Urgent: Within 2 hours - 100% of patients were seen
within this timeframe.

+ Less urgent: Within 6 hours - 100% of patients were
seen within this timeframe.

However results for the GP OOH service for October to
December 2016 showed:

« Urgent: Within 2 hours - 76% of patients were seen
within this timeframe.

+ Less urgent: Within 6 hours — 93% of patients were seen
within this timeframe.

There was evidence of quality improvement including
clinical audit. The provider undertook a number of clinical
audits including asthma audits, urinary tract infection
audits, medicines audits and post event message audit.
Findings were used by the service to improve services. For
example, recent action taken as a result included a clinical
audit undertaken in February 2017 which looked at 50
random cases where patients were seen face to face over
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the past few months either at a centre or as a home visit
from the service. The audit objective was to ensure
consistent quality of recording of the post event message
(PEM), which is an electronically generated message
containing all of the clinical information relating to the
consultation which is submitted to the patient’s own GP.
The audit identified that quality was generally high with
96% of PEMs in the proficient or borderline category which
was an improvement on the previous audit which was
recorded as 86%. The audit results were fed back to all
clinicians with specific feedback to individual clinicians.

Information about patient outcomes was used to make
improvements such as: the provider had worked with the
Sepsis Trust to develop guidance tools for different
population groups that clinicians could refer to when
assessing patients, which included a RAG rating. The advice
on antibiotic prescribing was regularly updated, the use of
antibiotics was audited across the service and any areas for
improvement highlighted. The findings were shared across
the relevant staff groups through newsletters, meetings and
mandatory training days.

Effective staffing

Staff had the skills, knowledge and experience to deliver
effective care and treatment.

+ The service had an induction programme for all newly
appointed staff including bank. This covered such topics
as safeguarding, infection prevention and control, fire
safety, health and safety and confidentiality. New staff
were also supported to work alongside other staff and
their performance was regularly reviewed during their
induction period.

+ The service could demonstrate how they ensured
role-specific training and updating for relevant staff.
Following a recruitment and retention drive undertaken
in the summer of 2016, flexible academic and face to
face training pathways were designed in collaboration
with a local university, this was funded by the CCG and
time off for training and mentorship was underpinned
by the provider. The clinical skill development focussed
on physical assessment, clinical reasoning, non-medical
prescribing and the minor illness and minor injury
management of adults and children.



Are services effective?

(for example, treatment is effective)

« All nursing staff were encouraged, funded and
supported to complete a Masters in Science advanced
practice postgraduate course. This had significantly
reduced the usage of agency staff and provided stability
in rota filling for the service.

+ All autonomous nurses had completed the emergency
nurse practitioner course. Training for streaming
included theory and practical training, Advanced Nurse
Practitioners (ANP) who undertook this role were signed
off as competent and had received appropriate training
in clinical assessment.

+ All nurse practitioners have received lonising Radiation
(Medical Exposure) Regulations (IRMER) training so that
they can directly refer patients for limb x-rays to reduce
waiting times and emergency department pressures.

+ The learning needs of staff were identified through a
system of appraisals, meetings and reviews of service
development needs. Staff had access to appropriate
training to meet their learning needs and to cover the
scope of their work. This included ongoing support,
one-to-one meetings, coaching and mentoring, and
clinical supervision. However not all staff had received
an appraisal or regular performance review within the
last 12 months. We were informed that not all GPs’
performance had been reviewed however there was
now a schedule in place to rectify this. We were also
informed that some drivers had not received an annual
appraisal or a regular performance review.

« Staff received training that included: safeguarding, fire
safety awareness, basic life support and information
governance. Staff had access to and made use of
e-learning training modules and in-house training.
Nurses attended a mandatory training day four times a
year.

« Staffinvolved in handling medicines received training
appropriate to their role.

Coordinating patient care and information sharing

NQR 2 and 3 states that providers must have systems in
place to send details of all consultations electronically to
the practice where the patient is registered by 8am the
following day and ensure systems are in place to support
and encourage the regular exchange of up-to-date and
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comprehensive information between all those who may be
providing care to patients with predefined needs. This was
met 100% by the provider from October 2016 to December
2016 compared to a target of over 95%.

The information needed to plan and deliver care and
treatment was available to relevant staff in a timely and
accessible way through the service’s patient record system
and their intranet system.

+ Thisincluded access to required special notes and
summary care records which detailed information
provided by the person’s GP. This helped the
out-of-hours staff in understanding a person’s need.

+ The service shared relevant information with other
services in a timely way, for example when referring
patients to other services. The information was sent to
the patients GP via a secure electronic system by 8am
the next morning.

« The provider worked collaboratively with the NHS 111
providers in their area.

+ The provider worked collaboratively with other services
such as the emergency department. The lead nurse
practitioner and clinical support manager attended
monthly governance meetings with the emergency
department team to discuss incidents, issues and
patient journeys.

« If patients needed specialist care, the out-of-hours
service, could refer to specialties within the hospital.
Staff also described a positive relationship with the
mental health and district nursing team if they needed
support during the out-of-hours period.

« The provider had visited the local university medical
centre to discuss their service and how they could
support the university. The provider had been invited to
attend freshers’ events in the future to further engage
with the university.

Consent to care and treatment

Staff sought patient's consent to care and treatment in line
with legislation and guidance.

» Staff understood the relevant consent and
decision-making requirements of legislation and
guidance, including the Mental Capacity Act 2005.



Are services effective?

(for example, treatment is effective)

« When providing care and treatment for children and

young people, staff carried out assessments of capacity
to consent in line with relevant guidance.

« Where a patient’s mental capacity to consent to care or
treatment was unclear clinical staff assessed the

patient’s capacity and, recorded the outcome of the
assessment.
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Are services caring?

Our findings
Kindness, dignity, respect and compassion

We observed members of staff were courteous and very
helpful to patients and treated them with dignity and
respect.

+ Curtains were provided in consulting rooms to maintain
patient's privacy and dignity during examinations,
investigations and treatments.

« We noted that consultation and treatment room doors
were closed during consultations; conversations taking
place in these rooms could not be overheard.

+ Reception staff knew when patients wanted to discuss
sensitive issues or appeared distressed they could offer
them a private room to discuss their needs.

+ Dispatchers ‘comfort called’ patients if there was a delay
to check whether their symptoms had worsened and to
advise of the delay. Dependent upon the call outcome
the patient’s priority could be increased if their
symptoms were worsening.

Twenty-six of 28 patient Care Quality Commission
comment cards we received were positive about the
service experienced. Patients said they felt the service
offered an excellent service and staff were helpful, caring
and treated them with dignity and respect. Comment cards
also highlighted that staff responded compassionately
when they needed help and provided support when
required. One of the two negative responses related to
patient expectation of the service and did not align with
other comments received.

Patient feedback was obtained by the provider via the
friends and family test on an ongoing basis and was
included in their contract monitoring reports. Data from the
provider for the period of October 2016 to December 2016
showed that they had received positive feedback from 71
patients where 100% were likely or extremely likely to
recommend the service to friends and family. Patients
repeatedly commented on a fast, helpful and friendly
service.
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The national GP patient survey asks patients about their
satisfaction with the out-of-hours service. Results
published in July 2016 showed that the service had
performed higher than the national average in all areas. For
example:

« 67% of patients said they were satisfied with how
quickly they received care from the out-of-hours
provider compared to the national average of 62%.

« 71% of patients were positive about their overall
experience of the out-of-hours GP service compared to
the national average of 70%.

« 89% of patients had confidence and trust in the people
they spoke with or saw from the out-of-hours provider
compared to the national average of 86%.

Care planning and involvement in decisions about
care and treatment

Patients told us they felt involved in decision making about
the care and treatment they received. They also told us
they felt listened to and supported by staff and had
sufficient time during consultations to make an informed
decision about the choice of treatment available to them.
Patient feedback from the comment cards we received was
also positive and aligned with these views.

The service provided facilities to help patients be involved
in decisions about their care:

» Staff told us that translation services were available for
patients who did not have English as a first language.
We saw notices in the reception areas informing
patients this service was available.

« The service had facilities for people with hearing
impairment such as a hearing aid loop in reception and
notices to make patients aware of this facility.

« The provider had worked with the Sepsis Trust to
develop patient information leaflets such as ‘How to
recognise if your child is seriously ill’

« The provider had developed a patient information
leaflet advising patients of what care and services were
available to empower them to contact the correct
service when requiring out of hours care.



Are services responsive to people’s needs?

(for example, to feedback?)

Our findings
Responding to and meeting people’s needs

The service reviewed the needs of its local population and
engaged with its commissioners) to secure improvements
to services where these were identified. For example, the
service participated in the Commissioning for Quality and
Innovation (CQUIN) national goals which was a Department
of Health framework launched to encourage healthcare
providers to continuously demonstrate improvements and
innovation in the quality of the care they provided. The
service had achieved their goals in antimicrobial
stewardship and voice of the child pilots, demonstrating a
commitment to active engagement in quality improvement
with local commissioners.

« Home visits were available for patients whose clinical
needs resulted in difficulty attending the service.

« There were accessible facilities, a hearing loop and
translation services available. Dispatchers had
multi-lingual phrase books to assist translation for walk
in patients.

« The provider supported other services such as the
emergency department at times of increased pressure.

Access to the service

The urgent care centre provided 24 hour care seven days a
week from the emergency department within the Royal
United Hospital, Bath. The service accommodated NHS 111
referrals and walk in patients. Upon attendance patients
presented to the emergency department reception where
basic details were taken and added to their electronic
system which was shared with the urgent care centre. The
patient was then assessed by an urgent care centre
streaming nurse and then booked into the appropriate
department if they required treatment.

The out-of-hours (OOH) service worked alongside the
urgent care centre and provided GP services to patients
when practices were closed. Patients accessed the service
viathe NHS 111 service, if the assessment concluded that
the most appropriate course of action was for the patient
to be managed by the GP OOH service then NHS 111
scheduled an appointment directly into the GP OOH
computer system. Patients could also be allocated an
appointment for a home visit with a GP or could receive a
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telephone consultation depending on the clinical need
assessed by NHS 111. The GP OOH service was open from
6.30pm to 8am Monday to Friday and provided 24 hour
care on Saturdays, Sundays and bank holidays.

There were arrangements in place for patients at the end of
their life so they could contact the service directly.

Feedback received from patients from the CQC comment
cards and from the National Quality Requirements scores
indicated that in most cases patients were seen in a timely
way.

The service had a system in place to assess:

« whether a home visit was clinically necessary; and

+ the urgency of the need for medical attention.
Listening and learning from concerns and complaints

The service had an effective system in place for handling
complaints and concerns and reported anonymised details
of each complaint, and the manner in which it had been
dealt with, to the local clinical commissioning group (CCG).

« Its complaints policy and procedures were in line with
the NHS England guidance and their contractual
obligations.

« There was a designated responsible person who
co-ordinated the handling of all complaints in the
service.

« We saw that information was available to help patients
understand the complaints system such as complaints
leaflets and details of how to complain on the provider’s
website.

We looked at three complaints received in the last 12
months and found that these were handled in a timely
manner with openness and transparency. A summary of
complaints and learning from them was submitted on a
monthly and quarterly basis within a quality and
governance report that was discussed at local, regional and
national level before being sent to the CCG. Lessons were
learnt from individual concerns and complaints and also
from analysis of trends and action was taken as a result to
improve the quality of care. For example, following
complaints relating to waiting times the service reviewed
their workforce structure and replaced the GP 8am to 12pm
shift at the urgent care centre with advanced nurse



Are services responsive to people’s needs?
(for example, to feedback?)

practitioners allowing them to move resources into peak
times to reduce patient waiting times. Learnings from
complaints was shared via newsletters, meetings and
emails.
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Are services well-led?

(for example, are they well-managed and do senior leaders listen, learn

and take appropriate action)

Our findings
Vision and strategy

The service had a clear vision to deliver high quality care
and promote good outcomes for patients.

« The service had a mission statement which was
displayed in the reception area and staff knew and
understood the values.

+ The service had a strategy and supporting business
plans that reflected the vision and values and were
regularly monitored.

« The leadership structure had recently been redesigned
toincorporate a local management team in the South
West including a local clinical director, a regional
director, a lead nurse practitioner and a clinical support
manager. At the time of our inspection we were advised
that the provider was also recruiting a further two GP
leads to support the local clinical director.

+ The service had restructured the workforce to ensure
that patient clinical need was met and patient waiting
times were reduced. They had replaced the GP 8am to
12pm shift at the urgent care centre with advanced
nurse practitioners allowing them to move resources
into peak times to reduce patient waiting times. This
reflected the confidence in and competence of the
nurse practitioner team within the service.

Governance arra ngements

The service had an overarching governance framework that
supported the delivery of the strategy and good quality
care. This outlined the structures and procedures in place
and ensured that:

« There was a clear staffing structure and that staff were
aware of their own roles and responsibilities. Staff
informed us that this had significantly improved
following the implementation of a local management
team that were visible on a daily basis.

+ All staff had received inductions but not all staff had
received regular performance reviews or appraisals. We
were informed due to a gap in the local clinical director
post that some GP performance reviews and appraisals
had lapsed. This was identified as an area forimmediate
attention and two GP lead roles were being recruited to
ensure that this would not happen again.
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« Service specific policies were implemented and were
available to all staff on the intranet.

+ The provider had a good understanding of their
performance against National Quality Requirements.
These were discussed at senior management and board
level. Performance was shared with staff and the local
clinical commissioning group as part of contract
monitoring arrangements.

« Aprogramme of continuous clinical and internal audit
was used to monitor quality and to make
improvements. The provider had a schedule and audit
calendar to ensure these were carried out at regular
intervals.

« There were arrangements for identifying, recording and
managing risks, issues and implementing mitigating
actions.

Leadership and culture

On the day of inspection the provider of the service
demonstrated they had the experience, capacity and
capability to run the service and ensure high quality care.
They told us they prioritised safe, high quality and
compassionate care. Staff told us the local management
team were approachable and always took the time to listen
to all members of staff.

The provider was aware of and had systems in place to
ensure compliance with the requirements of the duty of
candour. (The duty of candour is a set of specific legal
requirements that providers of services must follow when
things go wrong with care and treatment).This included
support training for all staff on communicating with
patients about notifiable safety incidents. The partners
encouraged a culture of openness and honesty. The service
had systems in place to ensure that when things went
wrong with care and treatment:

« The service gave affected patients an explanation based
on facts and an apology where appropriate, in
compliance with the NHS England guidance on
handling complaints.

+ The service kept written records of verbal interactions as
well as written correspondence.

There was a clear leadership structure and staff felt
supported by local management.



Are services well-led?

(for example, are they well-managed and do senior leaders listen, learn

and take appropriate action)

There were arrangements to ensure the staff were kept
informed and up-to-date. This included one to one
meetings, team meetings, mandatory training days,
emails and monthly newsletters.

Staff told us there was an open culture within the
service and they had the opportunity to raise any issues
and felt confident and supported in doing so.

Staff said they felt respected, valued and supported,
particularly by the local management team. Staff had
the opportunity to contribute to the development of the
service and were encouraged to complete annual staff
surveys.

training days, appraisals and discussion. Staff told us
they would not hesitate to give feedback and discuss
any concerns or issues with colleagues and
management. Staff told us they felt involved and
engaged to improve how the service was run.

Continuous improvement

There was a focus on continuous learning and
improvement at all levels within the service. The service
team was forward thinking and part of local pilot schemes
to improve outcomes for patients in the area.

+ Through CQUINs the service had achieved their goals in

« There was a health and well-being lead for the service
who updated a dedicated notice board and newsletters
with health topics and groups.

+ The provider had implemented an employee of the
month scheme to recognise outstanding behaviour and
commitment, details of this were published in the
monthly newsletter.

Seeking and acting on feedback from patients, the
public and staff

The service encouraged and valued feedback from
patients, the public and staff. It proactively sought patient's
feedback and engaged patients in the delivery of the
service.

« The service had gathered feedback from patients
through surveys and complaints received. For example,
following a complaint relating to waiting times and
delays, the provider implemented a workforce
restructure, comfort calling for all patients to advise of
the delays and check whether their symptoms had
worsened and displayed waiting times on a white board
in the waiting room. Staff undertaking comfort calls
were trained to enable them to escalate where
appropriate.

« The service had gathered feedback from staff through
an annual staff survey, staff meetings, mandatory
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antimicrobial stewardship and voice of the child pilots,
demonstrating a commitment to active engagement in
quality improvement with local commissioners.

Due to high agency nurse usage the service undertook a
recruitment and retention drive in the summer of 2016.
Flexible academic and face to face training pathways
were designed in collaboration with a local university,
which was funded by the local clinical commissioning
group and time off for training and mentorship was
underpinned by the provider.

All autonomous nurses had completed the emergency
nurse practitioner course. Training for streaming
included theory and practical training, Advanced Nurse
Practitioners (ANP) who undertook this role were
assessed and signed off as competent and had received
appropriate training in clinical assessment. Several
ANPs were also non-medical prescribers

All nurse practitioners had received lonising Radiation
(Medical Exposure) Regulations (IRMER) training so that
they could directly refer patients for limb x-rays to
reduce waiting times and emergency department
pressures.

The service had worked collaboratively with the Sepsis
Trust and had developed several GP RAG (red, amber,
green) rated decision tools for different population
groups.



This section is primarily information for the provider

Requirement notices

Action we have told the provider to take

The table below shows the legal requirements that were not being met. The provider must send CQC a report that says
what action they are going to take to meet these requirements.

Regulated activity Regulation

Transport services, triage and medical advice provided Regulation 12 HSCA (RA) Regulations 2014 Safe care and
remotely treatment
Treatment of disease, disorder or injury How the regulation was not being met:

+ Theregistered person did not have systems and
processes embedded to minimise the likelihood of risks
and to minimise the impact of risks on people who use
services. They had failed to ensure that effective
procedures were in place for checking and maintaining
emergency equipment and medicines.
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