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Overall rating for this hospital Requiresimprovement @
Urgent and emergency services Requires improvement .
Medical care Requires improvement ‘
Surgery Requires improvement ‘
Critical care Requires improvement ‘
Maternity and gynaecology Requires improvement ‘
Services for children and young people Requires improvement '
End of life care Good @
Outpatients and diagnostic imaging Requires improvement .

1 Queen's Hospital Quality Report 02/07/2015



Summary of findings

Letter from the Chief Inspector of Hospitals

Barking, Havering and Redbridge University Hospitals NHS Trust is a large provider of acute services, serving a
population of over 750,000 in outer North East London. Queen’s Hospital is the trust's main acute hospital.

The private finance initiative (PFl), Queen’s Hospital opened in 2006 and brought together the services previously run at
Oldchurch and Harold Wood Hospitals. It is the main hospital for people living in Havering, Dagenham and Brentwood.
The Accident and emergency (A&E) department has one of the highest number of attendances in the country. The
hospital has 786 beds, including a hyper acute stroke unit and delivers nearly 8,000 babies a year.

The hospital predominantly covers three local authorities; Barking & Dagenham which has very high levels of
deprivation, Havering which is closer to the national average but has a relatively elderly population by London
standards and Brentwood which is a less deprived area.

We inspected the trust in October 2013, and found there were serious failures in the quality of care and concerns that
the management could not make the necessary improvements without support. | recommended to the Trust
Development Agency (TDA) that the trust be placed in special measures in December 2013.

Since the inspection a new executive team has been put into place including a new chair, new members of the board, a
chief executive, medical director, deputy chief executive, chief operating officer and a director of planning and
governance. The executive team has been supported by an improvement director from the TDA.

The trust developed an improvement plan (‘'unlocking our potential’) that has been monitored and contributed by all
stakeholders monthly and published. The purpose of this re-inspection was to check on improvements, apply ratings
and to make a recommendation on the status of special measures.

Overall, this hospital requires improvement. The end of life care service was rated as good and all other services were
rated as requires improvement. Of the five key questions that CQC asks, we rated the trust as good for caring; safe,
effective, and well-led require improvement and responsive was inadequate.

Our key findings were as follows:

+ Improvements had been made in a number of services since our last inspection.
« The culture had significantly improved. It encouraged pride, responsibility candour, openness and honesty.

Safe

« There was a backlog of serious incidents and the quality of investigations into serious incidents lacked detail to
ensure failings were understood and lessons were learned.

« There were insufficient systems, processes and practices to keep patients safe. Lessons were not learned and
improvements were not made when things went wrong.

+ Recruitment had been on-going however there was not always enough medical and nursing staff to meet the needs
of patients.

« The management of medicines needed improving to ensure safe administration and a reduction in medication
errors.

+ The majority of clinical areas were visibly clean and staff adhered to good infection control practices.

+ Most staff groups achieved completing 85% of mandatory training.

Effective

+ Patients needs were assessed and care and treatment was delivered in line with evidenced-based guidance.
+ Patient outcomes were varied.
« Some staff were not competentin carrying out their roles.

2 Queen's Hospital Quality Report 02/07/2015



Summary of findings

« Pain relief and nutrition and hydration needs were assessed and met.
+ Consent, Mental Capacity Act 2005 and Deprivation of Liberty Safeguards were well understood by the majority of
staff and part of a patients plan of care.

Caring

« Some national surveys have found that staff are not always compassionate. In response, staff had focussed on
involving patients, keeping them informed and treating patients with dignity and respect.
+ During ourinspection we saw and heard of compassionate, kind care and emotional support being provided.

Responsive

+ There was a focus on understanding the needs of local people and the community the trust served.

+ Urgent and emergency, children and young people and outpatients services were not always responsive to meet
patients needs.

« The emergency department was not meeting the national four-hour waiting time target introduced by the
Department of Health.

« The hospital was persistently failing to meet the national waiting times target. Some patients were experiencing more
than 18 weeks from referral to treatment time (RTT).

+ The access and flow of patients throughout the hospital had improved since our last inspection. The introduction of
the Elders Receiving Unit (ERU) met patients needs.

Well-led

« The new executive team was making improvements. The board was visible and engaging with patients and staff.

+ The leadership and culture were open, transparent and focussed on improving services.

+ At an executive level there was a vision and strategy in development to deliver good care and ensure sustainability. At
a service level staff were less clear and many told us they were "fire-fighting".

« The governance structures did not ensure that responsibilities were clear and that quality, performance and risks
were understood or managed.

We saw several areas of outstanding practice including;

« Thevalues of the trust - passion, responsibility, innovative, drive and empowerment (PRIDE) were well known and
embedded in the culture of the people working at the trust.

+ The new executive team were visible and engaged.

+ There was lots of involvement from the local community and voluntary organisations. The foyer had lots of people
giving information for patients and visitors about services in the local area. For example dementia care, stop smoking
and healthy eating.

+ Radiotherapy was one of the top five units in the country.

« The genitourinary medicine (GUM) clinic had an excellent service with appropriate protocols and processes and
support for patients.

« There had been a number of initiatives to provide a responsive service for general surgery patients. The surgical
assessment unit provided a timely service in emergencies and the 'hot clinic' reduced delays for patients.

« The hospital was a regional centre for upper gastro-intestinal conditions. Outcomes for patients receiving
oesophago-gastric cancer services were good.

« There were good outcomes for stroke patients and the stroke service demonstrated good team work.

+ Play specialists had developed a way to distract children awaiting MRI scans which involved joining other children
and families on a ‘train journey’ from the outpatient’s clinic down through the hospital corridors, using storytelling
and positive reinforcement on the way. This had proved a good distraction for children and reduced their anxiety. We
walked with one child and found them to be very engaged in the trail.
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+ Consultant paediatricians undertook short notice or ‘HOT clinics’, whereby GPs could make a consultant to
consultant referral reach a joint decision on action including if needed early assessment. GP’s reported positively to
their commissioners on the success of this system.

« The consultant led critical care outreach team’s seven day service had improved the outcome for patients through
appropriate identification of deterioration and appropriate escalation.

« Thecritical care outreach team provided a ‘critical care follow up outpatient clinic’ for patients who required support
after leaving hospital. This ensured patients were making progress in the months following their discharge.

+ Neuro-intensive therapy unit encouraged diaries for patients who were staying for longer periods of time in the unit.
Patient’s families kept a record of daily activities such as visits, progress and treatments, items of news and the
weather. A free newspaper was offered to patients in general critical care to help orientate them.

« The development of the Elders' Receiving Unit had improved frail, elderly patient care.

+ Adedicated team to support patients living with dementia . Wards could book a dementia trained health care
assistant to support one or more patients in a bay on the ward. We were told this was, “A huge improvement” as they
were dementia trained. Previously this role was done by a different bank nurse every day.

+ The nurse led oral chemotherapy service was the first in the country.

+ The hospital performed well in the National Chronic Obstructive Pulmonary Disease (COPD) Audit Programme
carried out in 2014.

« The end of life care service was patient focussed and end of life care needs was well understood by the majority of
staff from all staff groups.

However, there were also areas of poor practice where the trust needs to make improvements.
Importantly, the trust must:

+ have clear governance with integrated systems and processes to support staff to provide care and treatment safely.

« ensure serious incidents are understood, investigated and lessons are learned promptly.

« review systems for sharing good practice across the divisions and trust wide.

+ ensure compliance with all national guidelines and trust policies for medicines management.

« improve the service planning and capacity of outpatients by continuing to reduce the 18 week non-admitted backlog
of patients as well as ensure no patients waiting for an appointment are coming to harm whilst they are delayed,
reduce the did not attend, hospital cancellation and hospital changes rates and improve the 31 day cancer wait
target.

« improve the IT systems so they are up to date and the IT strategy is implemented and supports clinical staff to carry
out their duties.

« ensure all services for neonates, children and young people are responsive to their needs.

« ensure the radiology is fit for purpose and fulfils its reporting timescales, particularly for CT scans.

« continuously review staffing levels and act on them at all times of the day.

« include a dietician as part of the critical care multidisciplinary team in line with the core standards for intensive care
guidance.

« comply with the Duty of Candour legislation.

« comply with infection control code of practice in respect of hand hygiene audits, training and monitored
improvement.

+ ensure locum and agency staff are competent and implement a formal induction process for all locum and agency
staff in the relevant areas they care for patients.

+ ensure processes are in place for locum and agency staff in respect of accessing and using IT systems required for
theirrole.

« ensure patient risk assessments are acted upon.

+ Review the general medicine on-call rota to ensure it meets the needs of patients.

+ meet the Emergency Care standards in the Elder’s Receiving Unit.
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+ audit and monitor the patient outcomes from the trust discharge strategies.
« comply with the National Dementia Strategy.

In addition the trust should:

« consider increasing the target rates for mandatory training.

« review the effectiveness of the rota co-ordination for junior doctors

« review the accessibility of the radiology services and consider a duty radiographer structure.

+ review the service level agreement for accessing therapies to ensure it meets patients needs promptly.

« continue to improve patient record availability at outpatient clinics.

« the culture of staff within radiology and the anti-coagulation to ensure they feel part of the organisation.

+ review the environmentin outpatients to improve the waiting and reception areas.

+ review the environment and the staffing levels of the day-care surgery unit.

« review nurse staffing levels and skill mix on surgical wards, particularly out-of-hours.

« review the availability and presence of consultant obstetricians and speciality registrar level doctors so that labour
ward cover is in line with local and national recommendations.

+ consider an increase in establishment in the dementia team and the pain team.

« review the audit programme in surgery so that internal audits are completed and implemented.

+ review the theatre electronic recording system to ensure accurate data is available.

+ consider ways to increase multidisciplinary team working within critical care.

« consider ways to make the overnight accommodation for visitor to patients in general intensive care less austere.

« consider ways to engage patients in providing feedback specifically related to critical care services.

« continue to increase the availability of medical records.

« monitor the impact on patients from the reduction in Coronary Care Unit beds.

« review the processes for medicines to take away on discharge.

« consider undertaking a needs analysis in respect of those whose first language is not English.

+ improve engagement between junior doctors and management.

Professor Sir Mike Richards
Chief Inspector of Hospitals

5 Queen's Hospital Quality Report 02/07/2015



Summary of findings

Our judgements about each of the main services

Service Rating

Urgent and Requires improvement ‘
emergency

services

Medical care  Requires improvement ‘

6 Queen's Hospital Quality Report 02/07/2015

Why have we given this rating?

We found there were improvements in
responsiveness to patient's needs since our last
inspection. The patient flow had improved.
However, at times, there were still significant delays
ininitial clinical assessment. Implementation of
evidence-based guidelines was variable. Outcomes
of treatment were monitored but the results of
monitoring were not always used effectively to
improve quality.

We observed people being treated with kindness,
dignity and respect and people told us they were
satisfied with the care and treatment that they had
received.

Safety was not a sufficient priority in the A&E
department. There were not enough skilled staff
and staff did not always recognise concerns,
incidents or near misses. There was little evidence
of learning from events or incidents in order to
improve treatment or care. We identified that some
medical staff were not competent in providing
emergency care and treatment. The leadership and
governance of the department did not always
support the delivery of high quality care and
treatment. Clinical governance arrangements did
not always operate effectively and risks were not
always recognised or dealt with in a timely manner.

There were shortages in medical, nursing and
therapy staff groups. The trust was recruiting, but
this was taking time. The shortages impacted on
staff’s ability to complete all their duties within
each shift, take up additional training opportunities
and for junior medical staff to undertake
professional mandatory training. Where this was
prioritised the result was gaps in the doctors’ rota,
which in turn affected patient safety and the other
doctors covering the shifts. Middle grade and junior
doctors raised significant concerns about the rota.
We found there was a lack of coordination of the
rota, the electronic version was not up to date, and
there was no formal forum for this to be discussed
and managed.
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Surgery Requires improvement .
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Patients were cared for on non-specialty or other
specialty wards due to inpatient capacity issues.
There was a team on the rota to oversee care and
treatment for medical outliers, but we found that
there were some delays in doctors being able to see
all the patients in the different areas. This also
resulted in several ward moves for some patients as
they did not get the right care in the right clinical
area first time.

We found nursing staff did not comply with the trust
policy for intravenous administration where there
should have been two registered nurses involved in
the checking process. Nursing staff told us that staff
shortages made this difficult to comply with.
Governance processes were not clear for all staff
across all the specialties. Staff provided kind,
compassionate care that preserved patients’
dignity.

Patients were supported emotionally and received
enough information to be involved in their care and
treatment. There was multi-disciplinary working to
plan care to meet each individual patient’s needs.
The executive team were accessible and visible.
Staff felt well supported by their peers and line
managers.

There were examples of learning from incidents but
there was not a systematic approach to the
reporting and investigation of, and learning from,
incidents. The standard of investigation of serious
incidents was inconsistent and there was a backlog
of investigations.

There was a daily assessment of the acuity and
dependency of patients on each of the surgical
wards. Staff on a ward with patients with complex
needs, however, reported there was limited
flexibility in providing additional staff. The number
and skills-mix of theatre staffing was suitable.
Patients were observed post-operatively and
nursing staff had access to medical and surgical
staff when needed. Patients were further protected
from the risks of surgery by the focus on improving
engagement in the ‘five steps to safer surgery’ in
theatres, which was resulting in increased
consistency in its use.

There had been number of initiatives to promote
adherence to national guidelines. Outcomes for
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Critical care  Requires improvement ‘
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patients were similar to national expectations.
Many patients had not been receiving servicesin a
timely way because of a backlog in clinic
appointments, and it was not yet known if the
delays would affect patient outcomes.

Information technology (IT) was underdeveloped,
and there was duplication of electronic and manual
patient records. The theatre electronic recording
system was not fit for purpose and manual
verification was necessary in order to access
accurate data.

Patients and relatives we spoke with were happy
with the care and treatment they had received, and
praised the medical and nursing staff. We observed
positive and respectful interactions between
patients and staff. We found effective teamwork
and a focus on the needs of the patient.

There had been developments in surgical
specialties to provide an improved and responsive
service to patients. However, many patients had not
received a timely response following their GP
referral. There were challenges in managing the
level of demand. Staff worked hard to address these
challenges, but some patients were not receiving a
responsive service because of delays in access to
theatre or, post-operatively to an appropriate bed.
The clinical governance structures were immature.
Work was underway to integrate risk management
systems. There were concerns about the
sustainability of meeting the current, and future,
level of demand on the service.

There were insufficient critical care beds available
for the population served by the trustin
comparison with other London Trusts. Despite four
additional beds being made available, capacity has
remained high at an average of 95%. It was
estimated that critical care bed shortages affect
100-200 patients each month, with cancellation of
planned procedures and significant waits in A&E
when waiting for a GICU bed.

Incident reporting was variable and staff were
unclear about which issues to report. Learning from
reported incidents was not always apparent and
staff told us there was little change after raising
issues. Patient records, including consent and
mental capacity assessments, were completed in
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Maternity Requires improvement
and ‘

gynaecology
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most cases but we found some gaps in care plans
and inconsistency in prescribing resulting in
controlled drugs being administered without a valid
legal prescription.

There was limited space. This resulted in small bed
areas and no space for dedicated hand wash
facilities or waste bins for each patient space. There
was limited available storage for equipment. In
most cases, equipment was cleaned in line with the
infection control policy but some areas of the unit
were not cleaned to the highest standard.

There was little multidisciplinary team working
evident on GICU. Physiotherapists attended
handovers but access to other professionals was on
a referral basis. On NITU, structured MDT meetings
were held for long term patients. Pastoral support
was available across critical care 24 hours a day.
The leadership team had a strong vision for future
expansion of critical care services but this had not
been shared with the ward staff. Staff had a mixed
understanding of the vision for critical care and the
reconfiguration had left some uncertainty about the
future expansion plans.

Care and treatment was delivered by trained and
experienced nursing staff who worked in dedicated
teams. There was suitable medical cover provided
by specialist consultants and junior doctors.
Policies and protocols we observed were based on
national guidance and international guidelines. The
critical care units completed local audits and
evidence based work when no national guidance
was available. The GICU participated in a national
database for adult critical care. Patient outcomes
and mortality were within expected ranges when
compared to similar services. The outreach team
supported ward based staff in the early
identification of patients at risk of deteriorating and
who may require an HDU or ICU bed. CCOT also
provided an outpatient clinic to support previous
critical care patients in the months after their
admission and to ensure they continue to progress.

There had been significant improvements to the
maternity services since our last inspections.
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SerViCGS for  Requiresimprovement ‘
children and

young
people
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Including improvements in the way women felt
about the service, leadership and culture, staff
engagement, medicines management and access
and flow.

Governance arrangements were, in the main
considered to be sufficiently robust. Dashboards
were utilised and offered staff a snap-shot of a
range of quality indicators and outcomes to ensure
that clinical performance could be assessed. Audits
programmes were utilised to underpin the existing
governance arrangements.

However, the existing governance arrangements did
not always encompass the totality of clinical and
maternity services provided to women; those
working in foetal medicine and the ante-natal
screening service were not always included in, nor
received timely feedback from incidents which may
have impacted on the management of the woman
and her unborn baby and so there was the potential
for delays in lessons learnt and service
improvements being implemented as a result of
clinical incidents.

The service did not employ sufficient numbers of
consultant obstetricians to ensure that the labour
ward was appropriately supported; the existing
establishment was not in-line with national and
London based recommendations. A business plan
had been submitted to the executive team to
increase the number of substantively appointed
consultant obstetricians.

Evidenced-based care and treatment was delivered.
Outcomes for women were similar to other services
when compared. Midwives were competent and
kept up to date with their mandatory training.
Women received their choice of pain relief and were
supported to feed their babies in their preferred
method.

Women's needs were met through the way services
were organised and delivered. The configuration of
maternity services at the hospital meant the service
was more responsive. However the gynaecology
services were not always responsive.

Staff told us they were encouraged to report
incidents, though we noted that there was limited
learning from all reported incidents, including those
that caused serious harm. Most environments in
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End of life
care
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Good ‘

which children were cared for were appropriate,
though children were seen in adult departments for
ENT, ophthalmology and dermatology. Staffing
levels were prioritised for safety. However, there
was a lack of appropriate high dependency beds,
and the inpatient unit was often closed to new
admissions when it had a patient requiring high
dependency care and hospitals who are
commissioned to provide this service did not have
available beds to ensure children were safely cared
for the ward was closed to new admissions at such
a time so that safe staffing could be maintained. We
also found checks on paediatric resuscitation
trollies were missed for 9 days over a period of a
month.

Evidence based guidelines and recommendations
from the National Institute for Health and Care
Excellence (NICE) and the royal colleges’ were
reviewed by specialty areas though we could not
identify whether they were implemented
consistently in practice.

There was limited evidence and limited audit
activity undertaken by the children’s directorate
that was recent or specific to the specialties within
the division. From the information collated, we
identified that the division was not always
performing in line with national standards; this was
especially true for some outpatient and surgical
services.

The children’s directorate lacked a formal vision or
strategy, and some staff were unaware of the trust’s
values. Staff spoke highly of the medical leadership
in the division. Recent changes to the structure of
the trust’s divisions meant that there had been a
number of new appointments to the leadership of
the division which meant leaders had limited
management understanding and oversight of the
division. The divisions that served children and
young people worked in isolation, and although the
women’s and children’s division had overall
responsibility for children and young people,
pertinent information was not always appropriately
shared between the divisions.

Patient’s do not attempt cardio-pulmonary
resuscitation’ (DNA CPR) forms were accurately
completed in all cases. Patients had a clear care
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Outpatients  Requiresimprovement
and ‘

diagnostic
imaging
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plan which specified their wishes regarding end of
life care, staff were aware of their wishes in regards
to the preferred place of death. There was good
coordination across all divisions to ensure
consistency of approach in end of life care. Staff
knew how to report concerns. Staff were respectful
and maintained patients’ dignity, there was a
person centred culture. Patients told us staff were
caring and compassionate. They also said they had
appropriate access to pain relief and were happy
with the food and drink offered. Specialist palliative
care team members were competent and
knowledgeable. There were examples of good
multidisciplinary team working.

The services had made some improvements in
recent months as part of the trust's overall
improvement plan. Improvements needed to
continue and others areas identified during the
inspection also required attention.

The services had not been organised to meet the
need of the local population, however this had
started to be addressed. There was a large backlog
of patients that required appointments that had
waited over 18 weeks. Radiology reporting
timescales were only partly met. Cancer waits were
variable depending on the pathway.

There were multiple capacity, scheduling, staffing
and environmental concerns for patients using the
radiology and phlebotomy services. Rates of
patients that did not attend appointments, hospital
cancellations and hospital changes were high.
Radiotherapy was one of the best five units in the
country and there was positive outcomes for the
Genito-Urinary Medicine (GUM) service and some
other services.
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Services we looked at

Urgent and emergency services; Medical care (including older people’s care); Surgery; Critical care;

Maternity and gynaecology; Services for children and young people; End of life care; Outpatients and
diagnostic imaging.
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Detailed findings from this inspection
Background to Queen's Hospital

Ourinspection team

How we carried out this inspection

Facts and data about Queen's Hospital

Our ratings for this hospital

Findings by main service

Background to Queen's Hospital

Barking, Havering and Redbridge University Hospitals
NHS Trust is a large provider of acute services, serving a
population of over 750,000 in outer North East London.
Queen’s Hospital is the trust's main acute hospital.

The private finance initiative (PFl), Queen’s Hospital
opened in 2006 and brought together the services
previously run at Oldchurch and Harold Wood Hospitals.
Itis the main hospital for people living in Havering,
Dagenham and Brentwood. The Accident and emergency
(A&E) department has one of the highest number of
attendances in the country. The hospital has 786 beds,
including a hyper acute stroke unit and delivers over
8,000 babies a year.

The hospital predominantly covers three local
authorities; Barking & Dagenham which has very high
levels of deprivation, Havering which is closer to the
national average but has a relatively elderly population
by London standards and Brentwood which is a less
deprived area.

We inspected the trust in October 2013, and found there
were serious failures in the quality of care and concerns
that the management could not make the necessary
improvements without support. | recommended to the
Trust Development Agency (TDA) that the trust be placed
in special measures in December 2013.

Since the inspection a new executive team has been put
into place including a new chair, new members of the
board, a chief executive, medical director, deputy chief
executive, chief operating officer and a director of
planning and governance. The executive team has been
supported by an improvement director from the TDA.

The trust developed an improvement plan (‘'unlocking
our potential') that has been monitored and contributed
by all stakeholders monthly and published. The purpose
of this re-inspection was to check on improvements,
apply ratings and to make a recommendation on the
status of special measures.

Our inspection team

Our inspection team was led by:

Chair: Ruth May, Regional Chief Nurse, NHS England
(Midlands and East)

Head of Hospital Inspections: Alan Thorne, Care
Quality Commission (CQC)

Inspection Lead: Hayley Marle, CQC
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The team of 35 included CQC inspectors, a planner,
analysts and a variety of specialists: consultants in
emergency medicine, medical services, gynaecology and
obstetrics, anaesthetist, physician and junior doctors;
midwife; surgical, medical, paediatric, board level, critical
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care and palliative care nurses’, paramedic, an imaging
specialist, outpatients manager, child and adult
safeguarding leads, a student nurse; and experts by
experience.

How we carried out this inspection

To get to the heart of patients’ experiences of care, we
always ask the following five questions of every service
and provider:

« Isitsafe?

« Isit effective?

+ lIsitcaring?

+ Isitresponsive to people’s needs?
o Isitwell-led?

The inspection team always inspects the following core
services at each inspection:

« Urgent and emergency services (A&E)

+ Medical care (including older people’s care)
+ Surgery

« Critical care

+ Maternity and gynaecology

« Services for children and young people

+ End of life care

« Outpatients and diagnostic imaging

Before our inspection, we reviewed a range of
information we held and asked other organisations to
share what they knew about the hospital. These included
the clinical commissioning groups (CCGs), NHS Trust

Development Authority, Health Education England,
General Medical Council (GMC), Nursing and Midwifery
Council (NMC), Royal College of Nursing (RCN); NHS
Litigation Authority and local branches of Healthwatch.

We carried out an announced visit between 2 and 6
March and unannounced visits on Saturday 14 March
2015 and Friday 20 March 2015. We observed how people
were being cared for and talked with patients, carers and/
or family members and reviewed personal care or
treatment records of patients. We held focus groups with
arange of staff in the hospital including doctors, nurses,
midwives, allied health professionals, and administration
staff. We interviewed senior members of staff at the
hospital and at the trust. Approximately 45 members

of staff attended our 'drop in' sessions to talk with a
member of the inspection team.

The CQC inspection model focuses on putting the service
user at the heart of our work. During our inspection we
had a stall in the main reception of the hospital for a day.
Approximately 31 people shared their current views and
experiences of the services. Many people were
dissatisfied with the outpatients appointments and wait
times for taking bloods, however many people told us
about the good care and treatment they or close family
members were receiving.

Facts and data about Queen's Hospital

Context

Areas covered: Havering, Barking and Dagenham and
Brentwood

Services provided: Full range of general inpatient,
outpatient and day-case services, as well as maternity
services and a 24-hour Emergency Department and
Urgent Care Centre.

Main clinical commissioning group: Redbridge CCG on
behalf of Barking, Havering and Redbridge
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Population served: Approximately 470,000 people.
Life expectancy:

Havering: Approximately 75 for men and 81 for women in
the most deprived areas in the borough.

Barking and Dagenham: Approximately 75 for men and 80
for women in the most deprived areas in the borough.

Brentwood: Approximately 76 for men and 81 for women
in the most deprived areas in the borough.
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Deprivation: (out of 326 local authorities, 1stis most
deprived)

Barking and Dagenham: 6 out of 326

Havering 177 out of 326

Brentwood 295 out of 326

Number of beds 786:

674 General and acute

80 Maternity

32 Critical care

Number of staff employed 4,075

739 Medical

1,416 Nursing

1,920 Other

Annual revenue: Not available by individual hospital site
Surplus: Not available by individual hospital site
Activity

Inpatient admissions - Excluding emergency admissions
(2013/14): 46,987

Outpatient attendances (2013/14): 306,375

A&E attendances (2013/14): 146,984 (of which) 138,045
Type 1, 8,939 Type 2

Births (2013/14): 9,479 (2013/14)
Deaths in hospital (2013/14): 1,653
Bed occupancy

Average bed occupancy: 93% (a reduction from 2013/14
average bed occupancy of 97%)

Incidents
One Never Event (2014)

125 Serious incidents (2014) (Includes 21 grade 3 pressure
ulcers, 21 slips/trips/falls, 17 unexpected admissions to
maternity, seven ambulance delays, six unexpected
deaths and three child deaths). However there was a
significant backlog in investigating and reporting serious
incidents.

CQC Inspection History
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Number of inspections since April 2012 registration: 23
(for the trust as a whole)

Most recent outcome Trust placed in Special Measures
December 2013

Non-compliant for care and welfare of patients - outcome
4

Non-compliant for staffing - outcome 13
Non-compliant for records - outcome 21

Non-compliant for safety and suitability of premises in
the outpatients department - outcome 10

Non-compliant for assessing and monitoring the quality
of the service - outcome 16

Intelligent monitoring

Total risks and breakdowns 5 ‘Elevated Risks’ and 10
‘Risks’ at trust level in the December 2014 Intelligent
monitoring report. (breakdowns by individual hospital
site not available).

Number of ‘risks” and ‘elevated risks” highlighted in the
December 2014 Intelligent monitoring report.

Note: Risks are determined mainly through use of
statistical tests where indicator scores are compared to
an expected value (usually an average), and then flagged
as a "risk" or "elevated risk" depending on the difference
between the actual and expected values. Other risks are
determined by a rules-based approach, for example:
concerns raised by staff to CQC (and validated by CQC)
are always flagged as a risk in the model, whereas
repeated concerns are flagged as an ‘elevated risk.

Breakdown of ‘elevated risks’ from December 2014 IM
report (trust level)

Effective - Composite of knee related PROMS indicators
(risk in previous IM report)

Caring - Inpatient Survey 2012 Q23 "Did you get enough
help from staff to eat your meals?" (Score out of 10)
(Elevated risk in previous IM report)

Responsive - Composite indicator: A&E waiting times
more than four hours (Elevated risk in previous 3
reports).

Well-led - TDA - Escalation score (Elevated risk in
previous 3 IM reports)
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+ Qualitative information - Whistleblowing alerts
(Elevated risk in previous IM report)

Breakdown of ‘risks’ from December 2014 IM report.

Effective - Composite indicator: In-hospital mortality -
Infectious diseases (Risk or elevated risk in previous 3 IM
reports)

Effective - SSNAP Domain 2: Overall team-centred
rating scores for key stroke unit indicator.

Caring - Inpatient Survey 2012 Q34 "Did you find
someone on the hospital staff to talk to about your
worries and fears?" (Score out of 10) (Risk in previous IM
report)

Caring - Inpatient Survey 2012 Q35 "Do you feel you got
enough emotional support from hospital staff during
your stay?" (Score out of 10) (Risk in previous IM report)
Caring - Composite of PLACE indicators

Caring - A&E Survey Q19: If you needed attention, were
you able to get a member of medical or nursing staff to
help you?

Caring - A&E Survey Q14: Did you have confidence and
trust in the doctors and nurses examining and treating
you?

Caring - A&E Survey Q22: If you were feeling distressed
while you were in the A&E Department, did a member of
staff help to reassure you?

Responsive - Composite indicator: Referral to
treatment (Risk in previous IM report)

Responsive - A&E Survey Q18: Were you given enough
privacy when being examined or treated?

Key intelligence indicators
Safety

one never event in 2014 (misplaced NG tube).

125 serious incidents in 2014 (Including 21 grade 3
pressure ulcers, 21 slips/trips/falls, 17 unexpected
admissions to maternity, seven ambulance delays, six
unexpected deaths and three child deaths). However
there was a significant backlog in investigating and
reporting serious incidents.

Clostridium difficile: A total of 19 cases were reported by
the trust between April 2014 and January 2015.

MRSA: Three confirmed (and one unconfirmed) case
between April 2014 and January 2015.

Effective
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Hospital Standardised Mortality Ratio (HSMR) indicator -
no evidence of risk at trust level

Summary Hospital-level Mortality Indicator (SHMI) - no
evidence of risk at trust level

Data not available at individual site level.

Caring

« NHS Friends and Family test (July 2014) - average score

for urgent and emergency care was 17%, which was
worse than the national average of 53%.

The average Friends and Family score for inpatients was
71, which is less than the national average of 74. The
response rate was 54%, which was better than the
national average of 30%.

The Friends and Family score for maternity (antenatal) in
July 2014 was 71, which was better than the England
average of 62. The score for maternity (birth) was 55,
which was worse than the England average of 77. The
average score for maternity (postnatal) was 45, which
was worse than the England average of 65.

Responsive

« A&E, four-hour target — Average of 80% of patients seen

within four hoursin 2014
Well-led

Staff survey 2013, overall engagement score: 3.70.
Slightly worse than the England average of 3.73.

The results of the 2013 NHS Staff Survey demonstrated
that for Barking, Havering and Redbridge Trust, the
majority of scores were as expected in line with the
national average over the 28 key areas covered in the
survey, which included:

= asexpectedin 16 key areas

= betterthan average in one key area

= worse than average in 11 key areas

The response rate for the staff survey was lower than the
national average with a response rate of 33% compared
to 49% national average.

Breakdown by individual hospital site is not available.

What people who use the trust’s services say

Friends and Family Test (FFT)

+ Asabovein'Caring'

NHS Choices ratings:
Overall 3.5/5 (346 ratings)
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Staff co-operation 3.5/5 (358 ratings)
Dignity and respect 3.5/5 (354 ratings)

Our ratings for this hospital

Involvement in decisions 3.5/5 (348 ratings)

Same-sex accommodation 4/5 (294 ratings)

Our ratings for this hospital are:

Safe Effective Caring

Requires Requires Requires Requires
improvement | improvement | improvement | improvement

: Requires Good Good : Requires : Requires
improvement improvement | improvement

Surgery . Requires Good Good : Requires : Requires
improvement improvement | improvement

: Requires Good Good : Requires : Requires
improvement improvement improvement

Maternity and : Requires Good Good : Requires . Requires
gynaecology improvement improvement | improvement

Services for children Requires Requires Requires

: : Good Inadequate :

and young people improvement | improvement improvement

Responsive Well-led

Urgent and emergency
services

Inadequate

Medical care

Critical care

End of life care

Outpatients and
diagnostic imaging

Overall

Notes
Currently we do not have efficient evidence to rate
Effective in outpatients and diagnostic imaging
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Overall
Requires
improvement

Requires
improvement

Requires
improvement

Requires
improvement

Requires
improvement

Requires
improvement

Good

: Requi Requi
: Requires Not rated Good Inadequate | nequires _nequires
improvement improvement Improvement
: Requires : Requires Good Inadequate . Requires : Requires
improvement | improvement improvement improvement
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Safe
Effective
Caring
Responsive
Well-led

Overall

Information about the service

The service comprises an accident and emergency (A&E)
department, an urgent care centre and a small dedicated
children’s A&E department in an area within the main
department. The A&E department is open 24 hours a day,
seven days a week.

It treats people with serious and life threatening
emergencies. People with less urgent problems and those
with minor injuries are treated in the urgent care centre
until midnight. The department was originally built to care
for 90,000 patients. The trust has one of the highest
number of attendances in England, with 146,000

people attending the hospital in the financial year 2013/14.
Approximately 27,750 attendances (19%) were aged under
17.

The department has an eight bay resuscitation room with
one bay designated for children. The major treatment area
has 25 trolley bays and the children’s department has 10.
There is a new treatment area called ‘majors lite’, which has
seven patient trolleys. There is a dedicated room suitable
for the assessment of people with acute mental health
issues. There is no designated health-based place of safety
for people detained under section 136 of the Mental Health
Act at the hospital.

We visited over four days from 4 March 2015 to 6 March
2015 and returned unannounced on Saturday 14 March
2015. We spoke with over 12 patients and their close family
members or friends, and over 30 members of staff,
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Inadequate

Requires improvement
Requires improvement
Requires improvement

Requires improvement

Requires improvement

including doctors, nurses, administration staff and
ambulance crews, as well as clinical, nursing, governance
and managerial leads. We also reviewed 22 patient records
and observed care and treatment.
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Summary of findings

We found there were improvements in responsiveness
to patient's needs since our last inspection in October
2013. The patient flow had improved. However, at times,
there were still significant delays in initial clinical
assessment. Implementation of evidence-based
guidelines was variable. Outcomes of treatment were
monitored but the results of monitoring were not always
used effectively to improve quality.

We observed people being treated with kindness,
dignity and respect and people told us they were
satisfied with the care and treatment that they had
received.

Safety was not a sufficient priority in the A&E
department. There were not enough skilled staff and
staff did not always recognise concerns, incidents or
near misses. There was little evidence of learning from
events or incidents in order to improve treatment or
care. We identified that some medical staff were not
competent in providing emergency care and treatment.
The leadership and governance of the department did
not always support the delivery of high quality care and
treatment. Clinical governance arrangements did not
always operate effectively and risks were not always
recognised or dealt with in a timely manner.
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Inadequate .

Safety was not a sufficient priority. Staff did not always
recognise concerns, incidents or near misses. When
concerns were raised or things went wrong, the approach
to reviewing and investigating causes were insufficient or
too slow.

There was not enough nursing and medical staff to care
and treat for the number of patients attending the
department, in particular children's nurses.. Patients often
experienced long delays before an initial clinical
assessment. Safeguarding procedures for adults and
children were not always well understood. Uptake of
mandatory staff training was below the standards set by
the trust.

Incidents

+ There were 210 incidents reported in total in October to
December 2014. Most were reporting delays in treating
patients and extreme crowding in the department.

+ Atthetime of our inspection there was a backlog of 9
serious incidents, across the trust's emergency care
services which had not been investigated within the
agreed timescales.

+ There were delays in investigating incidents and taking
actions to prevent them happening again. For instance,
the investigation of a serious incident that had taken
place in January 2014 was not commenced until August
2014.

« We looked at the investigation reports of the two most
recent serious incidents. One of these, regarding an
intravenous infusion pump, lacked detail. Therefore it
was not possible to be certain that the ensuing plan (to
prevent a repeat of the incident) contained all the
actions that were necessary. The actions that had been
identified were not fully implemented. Although further
training had been delivered to 80% of doctors, it had
only been delivered to 22% of nurses. Staff had been
asked to sign that they had seen and understood the
new chart for recording the amount of intravenous drug
that had been administered. Only 50% of nurses had
done so.

+ There was little evidence of learning from events or
action taken to improve safety.
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« We looked at minutes of departmental governance
meetings held on 7 January and 28 January 2015. They
did not contain any references to learning from
incidents.

We asked a variety of staff if they reported incidents. We
received differing responses depending on the grade
and profession of staff we spoke with. Junior staff said
that they would report incidents such as patients who
were admitted with pressure ulcers or safeguarding
concerns but rarely needed to do so. None of the staff
that we spoke with could recall receiving feedback from
any of the incidents that had been reported.

Senior staff did not recognise concerns, incidents or
near misses. During our inspection we observed the
rapid deterioration of a patient who had been brought
in by ambulance. The situation fulfilled the criteria of
an incident that should have been reported. However,
when we later discussed it with senior medical and
nursing staff, there were no plans to report or investigate
the incident.

The Duty of Candour legislation requires healthcare
providers to disclose safety incidents that result in
moderate, or severe harm, or death. Any reportable or
suspected patient safety incident falling within these
categories must be investigated and reported to the
patient, and any other 'relevant person', within 10 days.
Organisations have a duty to provide patients and their
families with information and support when a
reportable incident has, or may have occurred.

Medical staff told us that they had been informed of this
new requirement for openness and transparency but
had not had cause to implement it. The governance
lead demonstrated a detailed knowledge of the
practical application of this new responsibility.

Nurses that we spoke with had not received any training
in the Duty of Candour. Senior nursing staff were not
aware of the requirements associated with it.

Cleanliness, infection control and hygiene

+ Inthe national A&E survey, the trust scored worse than

others in patients’ opinions about the cleanliness of the
department. However, during our visit we found the
department to be clean and tidy. We saw support staff
cleaning the department throughout the day and doing
this in a methodical and unobtrusive way.
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« Hand washing facilities and hand cleaning gels were

available throughout the department and we saw good
examples of hand hygiene by all staff. This helped to
prevent the spread of infection.

Sluices were clean and well organised and clinical waste
was handled and disposed of safely.

We observed staff treating a patient who was in isolation
in accordance with trust policies and procedures. This
included the appropriate use of gloves and disposable
aprons.

Environment and equipment

+ There were separate waiting areas for children and for

the urgent care centre. The children’s waiting area was
well designed and contained a selection of toys suitable
for different ages of children.

The major treatment area was circular in design with a
large staff base in the centre. This enabled staff to
observe patients at all times.

Aside room was available for patients who presented
with a possible cross-infection risk. We saw this room
being used appropriately.

There was a small x-ray department within the A&E
department. This was well equipped and easily
accessible from all areas.

There was a good range of resuscitation and medical
equipment. The equipment was regularly checked and
ready for use.

Medicines

« Most medicines were stored correctly in locked

cupboards or fridges. We found that controlled drugs
and most fridge temperatures were regularly checked by
staff working in the department. However, the drugs
fridge in the resuscitation room had only been checked
three times in the previous month, rather than daily.
This meant that drugs may not have been stored at the
correct temperature which could reduce their
effectiveness.

Medicines in two transfer bags, used when transferring
patients to other hospitals, were six months out of date.
We brought this to the attention of the nurse in charge
who took immediate action to replace the medicines.
Staff were observed to be administering intravenous
fluids safely and correctly. They methodically completed
details on the medication chart.

Unused drugs were disposed of in accordance with
hospital policy.
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Records

Patients were registered on the A&E computer system
and this was also used by nursing staff to record details
of the initial clinical assessment.

Thereafter, the computer system produced a paper
record that was used to plan and record a patient’s
treatment.

The records we looked at were clear and easy to follow.
There was space to record appropriate assessment
including assessment of risks, investigations,
observations, advice and treatment. These had been
completed in the majority of cases.

Injury charts and pain assessment charts were at the
back of the record document and were rarely used. This
reduced the clarity of the information recorded.

Safeguarding

Safeguarding was not given sufficient priority. Although
all patients, both children and adults, were assessed for
vulnerability and the risk of abuse, many staff were
unaware of the action to take if a patient was
considered to be vulnerable. They did not always
understand safeguarding procedures or how to report
concerns.

Children’s nurses and doctors with were clear about the
action to take if a child was thought to be at risk of
abuse. However, children were sometimes cared for by
staff trained to work with adults, who did not always
have this awareness.

Very few staff had undertaken training in child or adult
safeguarding in the previous 12 months. We asked to
see relevant training records for nursing staff but none
could be found.

We saw evidence that some doctors had undertaken
recent safeguarding training but no-one was able to
demonstrate how many doctors were up to date.

Mandatory training

Mandatory training included essential topics such as fire
training, health and safety, infection control and manual
handling. Training took place on-line and uptake varied.
Completion rates varied from 60% to 84% which was
less than the 85% target set by the trust.

Assessing and responding to patient risk

22

Safety concerns were not consistently identified or
addressed quickly enough.
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. Patients arriving by ambulance as a priority (blue light)
call were transferred immediately through to the
resuscitation room or to an allocated cubicle space.
Such calls were phoned through in advance so that an
appropriate team could be alerted and prepared for
their arrival.

« Other patients arriving by ambulance were taken to the
rapid assessment and treatment area. The aim of this
area was for a senior doctor to rapidly assess and
initiate treatment for the sickest patients. However, we
observed many of the doctors spending time talking to
ambulance crews and checking their paperwork rather
than talking to the patient or assessing their condition.
Some doctors subsequently spoke to the patient but
others initiated a treatment plan without physically
assessing the patient. This meant that opportunities to
prevent or minimise harm were missed.

+ Inthe national A&E survey the trust scored worse than
others on the question: “Once you arrived at the
hospital, how long did you wait with the ambulance
crew before your care was handed over to A&E staff?”.
We observed that the assessment process was often
lengthy and sometimes resulted in ambulance patients
queuing in the corridor before seeing a doctor. We
raised our concerns about the assessment of
ambulance patients with senior members of trust staff.
When we returned for our unannounced visit we
observed patients being assessed quickly and
effectively so that the risk to their health was minimised.

« Patients who walked into the department or who were
brought by friends or family were directed to a
receptionist. Once initial details had been recorded, the
patient was asked to sit in the waiting room. They were
told that they would be rapidly assessed by a senior
nurse.

« This assessment was required in order to determine the
seriousness of the patient’s condition and to make plans
for their ongoing care. This is often known as triage.

« We observed the triage of four patients (with their
consent) and found it to be thorough and effective. Pain
relief was quickly offered and an explanation of the next
stage of treatment was given. Triage nurses had
undergone specific training before carrying out the role.
However, they were not able to request x-rays for minor
injuries, which caused delays for some patients.

« Guidance from the Royal College of Nursing and Royal
College of Emergency Medicine (RCEM) states that,
“Triage is a face to face encounter which should occur
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within 15 minutes of arrival.” The A&E department at
Queen’s Hospital was not meeting this standard. During
our inspection we often saw patients waiting 50 minutes
to be triaged.

Senior staff had recognised that this was a problem and
told us that, after 10am, a ‘streaming’ nurse would
briefly assess patients before they registered with a
receptionist. However, during our inspection this only
happened once and for a period of about two hours. We
were told that this was due to a shortage of nurses.
Figures produced by the hospital stated that, on
average, patients waited seven minutes before being
assessed by a nurse or doctor, but that 5% waited up to
40 minutes.

We looked at records of all patients who arrived from
midnight until midday on the day before our inspection
started. Of 132 patients who attended, only 67 (49%)
were clinically assessed within 15 minutes. Ten patients
(8%) waited for an hour or more. These delays meant
that a patient’s condition was at risk of deteriorating. We
shared our concerns with senior members of staff. When
we returned for our unannounced visit, all
non-ambulance patients were being assessed by a
senior nurse before registering at reception. This
ensured that patients with serious illnesses or injuries
were identified swiftly and given appropriate treatment.
We were told that the national early warning score was
not used in the department but that something similar
was in use. An early warning score (EWS) is a quick and
systematic way of identifying patients who are at risk of
deteriorating. Scores should be calculated on a regular
basis in order to assess whether a patient’s condition is
improving or deteriorating. Once a certain score is
reached, treatment is escalated.

We found that the EWS was not fully embedded in A&E
and was not recorded for every patient. Many scores
were estimated. For example, we saw that patients had
been given scores of ‘1-4 or ‘5 - 6’ This meant that
there would be delays in detecting whether a patient
was improving or deteriorating.

We looked at the records of four patients in the major
treatment area. Two had correct scores, one had not
had any scores calculated and one score had been
incorrectly calculated as zero rather than two.

Nursing staffing
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« The lead nurse tried to achieve the staffing levels
recently recommended by the National Institute for
Health and Care Excellence (NICE), but there were not
always enough nurses available.

« There was a particular shortage of children’s nurses and
nurses with additional training in caring for children in
emergency departments.

« National standards for children and young people in
emergency care settings state that there must be a
nurse with an advanced paediatric life support
qualification on each shift. This did not happen.

+ The NICE recommendation to have a band 7 sister in
charge of the department on each shift was not always
achieved.

+ InJanuary it was reported to the board that the highest
proportion of band 5 staff leaving the trust was from the
emergency department and a high proportion of these
were children’s nurses.

« We examined the duty rota for the first day or our
inspection. There were insufficient staff in the children’s
area, the resuscitation room and triage rooms. There
was no nurse available to assess patients as soon as
they arrived in the department.

+ The nursing allocation sheet showed that there should
have been three children’s nurses on duty in the
children’s area. Instead there was one children’s nurse
and a nursery nurse. The 'majors lite' area should have
had three nurses but only two were on duty. There was
only one triage nurse working, rather than the two
which were required to assess the patients coming to
the department during the day.

+ During the first night of our inspection a third of the
nurses on night duty were temporary nurses from an
agency. We were told that this was not unusual.
Although agency nurses are fully qualified they do not
always have the specialist experience needed in A&E
and may not have often worked in the department
before.

+ We asked to see the induction checklist for agency
nurses working in the A&E department, but it could not
be found.

Medical staffing

+ There were insufficient senior medical staff in the
department. Eight consultant medical staff were shared
with King George hospital in Ilford.

+ Locum consultants were employed to boost numbers
and accounted for almost 50% of consultants. Despite
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this, there were only consultants in the department from
8am to 10pm. The RCEM states that there should be a
consultant presence for a minimum of 16 hours a day.
Queens hospital was not meeting this standard as there
were only sufficient consultants for 14 hours per day.
The department treats a high number of patients and at
night, one registrar was in charge. The registrar was
sometimes a locum. There was a consultant on-call for
both sites from 10pm.

Standards set by the RCEM state that there should be a
minimum of eight middle grade doctors employed by
an A&E department of this type. In view of the shortage
of consultants most departments would increase this
to 12 or 14 middle grade doctors. During our inspection
only seven were employed.

The trust had a higher number of junior medical staff
(54%) than the England average (25%) that worked
across both hospitals.

Locum medical staff are fully qualified doctors but they
do not always have the specialist skills required for
treating patients in an emergency situation. Some
locums had not worked in the department before.
Those that had did not take part in training sessions and
so there was no assurance that their clinical skills were
up to date. We observed sub-standard clinical skills
among locum medical staff during our inspection which
we raised immediately.

Two emergency paediatric consultants had recently
been appointed to care for children in the department.
Staff told us that they had raised clinical standards and
improved working practices. They also worked at King
George Hospital for part of the day. There were two
weekends a month without any senior children’s
doctors in the department. We were told that adult
consultants were available but they did not always have
qualifications or experience in treating childhood
emergencies.

Major incident awareness and training

+ The hospital had an up-to-date major incident plan.
This provided clinical guidance and support to staff on
treating patients of all age groups and included
information on the triaging and management of
patients with a range of injuries, including those caused
by burns or blasts and chemical contamination.

Staff in the A&E department were well-briefed and
prepared for a major incident and could describe the
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processes and triggers for escalation. Similarly they
described the arrangements to deal with casualties
contaminated with chemical, biological or radiological
material (HAZMAT)

+ Regulartraining took place and the department had
been commended for the training that it provided for
HAZMAT emergencies. There was clear and appropriate
major incident signage throughout the department.

+ Majorincident audits had been carried outin 2013 and
2014 and showed good compliance with the
requirements of a major incident response.

« A&E staff told us there were sufficient security staff in the
hospital and that they responded rapidly when called to
the department. They were trained and competent in
the safe restraint of violent people.

« We observed security staff walking through the
department on a regular basis. Their presence was calm
and reassuring. When we spoke with them they
demonstrated a good understanding of conflict
resolution and the security needs of an A&E
department.

Requires improvement ‘

Care and treatment did not always reflect current
evidence-based guidance and standards. The outcomes of
patient treatment were not always monitored regularly or
robustly and the outcomes of monitoring were not used
effectively to improve quality. Staff were not supported to
participate in training and development and essential skills
such as resuscitation and trauma care were lacking. There
was little evidence that staff’s competency to carry our
emergency care had been assessed.

Evidence-based care and treatment

+ The results of monitoring of patient outcomes were not
always used effectively to improve quality.

« The A&E department used a combination of National
Institute for Health and Care Excellence (NICE) and Royal
College of Emergency Medicine (RCEM) guidelines to
determine the treatment they provided. However, they
were not always followed. For instance, measurements
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of patients’ blood pressure, heart rate and respirations
were not always recorded soon enough and rapid
assessment and treatment (RAT) protocols were not
followed by all staff. Minutes of a Clinical Governance
meeting dated 20 August 2014 stated “Non-compliance
with three or four NICE guidelines has been identified”.
The clinical director was planning to seek clarification.
We could find no further reference to this in the minutes
of later meetings

A&E did not meet all of the national Standards for
Children and Young people in Emergency Care Settings.
For instance, there were times when none of the nursing
staff on duty had an advanced paediatric life support
qualification. There was also no clear policy regarding
the admission of teenagers to adult wards.

The department had taken part in five national clinical
audits in the last four years. The results showed that
they were not always complying with best practice. For
instance, in 2012, an audit of diagnosis and treatment of
fractured necks of femur (broken hips) took place. The
results showed that 34% of patients had to wait more
than an hour for pain relief and 71% of patients waited
between 1-2 hours for and X-ray. Despite this poor
performance, no further audits had been undertaken.
There was particular concern regarding their treatment
of sepsis. This is a life-threatening condition that can
result from a serious infection. An initial audit had taken
place in 2013 and the results were not as good as other
A&E departments. We were told that extra training had
been given to staff and that a second audit had taken
place. The results had not yet been published. Despite
this additional attention we observed a patient
displaying the signs of sepsis being treated in a way that
did not comply with national guidance.

An audit of the number of high risk patients seen by, or
discussed with, a senior doctor (Consultant sign-off)
showed that the department performed slightly better
than the national average.

Pain relief

« The A&E department participated in two College of
Emergency Medicine (CEM) audits (Fractured neck of
femur and renal colic) which included the management
of moderate or severe pain. The audit of patients with a
fractured neck of femur (a broken hip) showed that pain
relief was administered in line with national guidance.
Patients presenting in moderate or severe pain caused
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by renal colic often had to wait for an hour or more for
pain relief. The audit took place in 2012 and there was
no evidence of action being taken to improve treatment
and there were no plans to carry out another audit.
Although formal pain scores were not always assessed,
four of the five patients that we spoke with reported that
they had been offered appropriate pain relief. Records
showed that this had been administered promptly and
in line with hospital policy.

We observed triage nurses offering appropriate pain
relief to patients during their initial assessment.

Nutrition and hydration

A new system of regularly offering drinks and snacks to
patients had recently been introduced. This was known
as a ‘comfort round’ and took place every two hours.
We saw staff offering refreshments during the course of
our visit.

Following the assessment of a patient, intravenous
fluids were prescribed and administered when clinically
indicated. However, the staff we spoke with did not have
any knowledge of recent NICE guidance about
intravenous fluid therapy and it was not included in the
list of A&E clinical guidance that we were told was
followed.

Patient outcomes

The department participated in RCEM audits so that it
could benchmark its practice and performance against
best practice and other A&E departments. In addition to
audits already described, we also saw results for
consultant sign-off and recording of vital signs in the
major treatment area.

Consultant sign-off looks at the number of patients that
are seen by or discussed with a consultant or senior
doctor. Results for Queen’s Hospital were similar to
other departments in England.

The audit of recording of vital signs was undertaken in
2010. Results were not as good as other A&E
departments in England and yet there had not been
another audit to monitor any progress.

Junior medical staff reported there were not enough
senior staff to support them with carrying out audits.

Competent staff
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It was not demonstrated that staff had appropriate
training and qualifications to effectively treat patients.
We asked, but staff could not provide documentary
evidence to demonstrate that staff in A&E were
competent to perform their roles.

Doctors and nurses told us that they had been
appraised in the last year. However, some nurses had
told us that this had been a rushed process and that
there had not always been an opportunity to discuss the
development of their skills and knowledge.

Discussions with nurses in the department revealed that
they often had not received training before carrying out
vital roles. For instance, a nurse working in the
resuscitation room did not have an advanced or
intermediate life support qualification. They had not
received any training in the care of patients with
traumatic injuries.

Staff were not supported to participate in training or
professional development. Training records held in the
department showed that four nurses had a valid
qualification in advanced life support. We were told that
intermediate life support training was restricted to band
7 nurses and above. The same records showed that
none of the nurses had undertaken training in major
trauma nursing and only nine nurses were competent to
apply plaster casts to broken limbs.

We asked, but staff could not provide us with evidence
of staff who had completed basic life support training.
Resuscitation training staff, however, told us they
provided training.

We were told that job descriptions did not include
details of the competencies required for senior roles. We
asked for documentary evidence but this was not
provided.

We were shown the training records of one of the
doctors in the department. This contained evidence of
appropriate training and qualifications. However,
records for other doctors were not offered and no
alternative evidence for the competency of doctors was
supplied.

Multidisciplinary working

+ We observed multidisciplinary working within the A&E
department. This included effective working relations
with specialty doctors and nurses, social workers and
GPs.

+ There was a good working relationship with the child
safeguarding team and the community paediatric team.
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Seven-day services

The department had access to radiology support 24
hours a day. However, we were told that response times
at night were sometimes very slow and that this
sometimes had an adverse impact on patient care. We
observed an example of this during the course of an
evening and saw details described in incident reports.
Emergency department consultants provided cover 24
hours a day, seven days a week, either directly within
the department or on call. However, the on-call
consultant was shared with King George Hospital and
there was a possibility that they would not always be
available when needed.

The A&E department has access to an on-call
pharmacist at night who is able to provide emergency
medicines and who attends to deal with any queries or
issues with medicines on the ward.

Access to information

Staff had access to electronic patient records and this
enabled them to view previous inpatient and outpatient
attendances, care and treatment given and plans in
place. This helped to ensure duplication did not occur,
and that up to date information was available.

Paper records were filed methodically and were readily
available when staff needed to view them.

A&E staff were able to view blood results through the
pathology laboratory computer system. On two
occasions during our inspection the computer system
stopped working and it was difficult to obtain blood
results. The problems had been escalated to senior staff.

Consent, Mental Capacity Act 2005 and Deprivation of
Liberty Safeguards

We observed that consent was obtained for any
procedures undertaken by the staff. This included both
written and verbal consent.

Consent forms were available for people with parental
responsibility to consent on behalf of children.

The staff we spoke with had extensive knowledge about
consent and mental capacity.

Senior staff spoke of a commitment to the use of new
mental capacity assessment forms but they were not
able to show us any examples during the inspection.
Where patients lacked the capacity to make decisions
for themselves, such as those who were unconscious,
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we observed staff making decisions which were
considered to be in the best interest of the patient. We
found that any decisions made were appropriately
recorded within the medical records.

Requires improvement ‘

The national A&E survey indicated that patients were not
always provided with compassionate care and were not
always involved in their care and treatment. In the NHS
Friends and Family Test, only 75% of people said that they
would recommend the service. However, we observed staff
treating patients in the department with respect, kindness
and consideration. Patients, their relatives and carers told
us that they felt well-informed and involved in the
decisions and plans of care. We saw that staff respected
patients’ choices and preferences and were supportive of
their cultures and background.

Compassionate care

+ Inthe national A&E survey 2014, the trust was one of the
worst performers in the country and scored worse than
other trusts in 13 out of 24 indicators relating to caring.
It scored the same as other trusts in the remaining 11
indicators. However, throughout our inspection we
observed patients being treated with compassion,
dignity and respect.

« The emergency department participated in the NHS
Friends and Family Test (a survey that measures
patients’ satisfaction with the healthcare they have
received). A reasonable percentage of people (20%) who
attended the department took part. This is above
average compared to the rest of England. Seventy-five
per cent of people said that they would recommend the
service.

« We observed that patients were given enough privacy
when being examined and having discussions about
treatment plans. However, the national A&E survey
reported that the trust was worse than other trusts for
giving enough privacy when being examined.

« We saw that staff respected patients’ choices and
preferences and were supportive of their cultures and
background.
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Patient understanding and involvement

+ All patients we spoke with said that they had been
involved in the planning of their care and had
understood what had been said to them. The parents of
children were particularly complimentary about
involvement in treatment plans.

« Patients we spoke with were satisfied with the amount
of information they were given.

Emotional support

+ We observed staff giving emotional support to patients
and their families. They were given enough privacy
when being examined and having discussions about
treatment plans.

+ Records following deaths in the department showed
that relatives had been offered appropriate support by
A&E staff.

Requires improvement .

Improvements had been made since our last inspection so
that people were more likely to be able to access the right
care and treatment at the right time. Progress was being
made in achieving national targets for patients being
treated, admitted or discharged within four hours. Delays in
initial clinical assessment remained but there was an
increased focus on meeting people’s individual needs.
There was little evidence that the department used
learning from complaints to improve patient care.

Service planning and delivery to meet the needs of
local people

« As part of the trust's improvement plan to improve the
emergency pathway for patients, commissioners and
other stakeholders had been involved in planning
services. For example the redesign of 'majors lite' and
the implementation of the elderly receiving unit.

« We saw a copy of the department’s escalation plan that
described how it prepared in advance to deal with a
range of foreseen and unforeseen circumstances which
would create significant demand for services. Staff were
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familiar with this and knew the actions that they needed
to take if it was implemented. Since our last inspection
staff were more confident in escalating patient flow
concerns.

The clinical site managers visited the A&E department
day and night to discuss patients who may need
admission with the nurse in charge. There was

an increased visibility of senior clinical staff and
managers to facilitate planning to meet the needs of
patients. Wards were identified at this point and
capacity was constantly monitored.

Processes had been streamlined to ensure patients
were referred quickly from the emergency department
into the medical and elderly units. This allowed patients
to be seen by the most appropriate healthcare
professional and freed up the emergency department
for patients who needed emergency care.

Meeting people’s individual needs
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People with dementia and learning difficulties were
given special consideration. Discussions were held at a
pace that suited the individual and simple terms were
used to help people understand what was happening.
However at a trust listening event some members of the
public raised that greater awareness of dementia and
learning disabilities was needed by all staff.

There was a lead nurse for people with learning
disabilities who taught nursing staff about the needs of
this group of people and helped them respond
appropriately.

The lead nurse for people with dementia had recently
introduced the 'Butterfly scheme' to A&E. This is a
national scheme where staff are taught essential skills
to allow them to care well for these patients. Although
there had not been time to teach everyone there was a
heightened awareness of the needs of people living with
dementia and information displayed throughout the
department.

Staff in the children’s department showed us a copy of
the protocol that they followed for children with
complex needs. This had recently been introduced and
ensured that competing clinical needs were prioritised
appropriately. There was no similar protocol for adults
with complex needs. We were told that they would be
treated by a senior doctor who had the experience
necessary to meet their needs.
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The ‘majors lite” area was used for patients with
moderate illnesses and injuries and who were unlikely
to need to be admitted to the main hospital. It was well
used but not well signposted. Two relatives that we
spoke with found the name confusing.

There were two quiet sitting rooms where distressed
relatives could sit in a private space. There were
noticeboards containing helpful information about the
hospital and support services.

It was not always possible to maintain patient
confidentiality at all times. Patient cubicles were
separated by curtains and it was possible to overhear
sensitive or confidential conversations from the
adjacent cubicle.

Staff described the translation services that were
available to the department. They were familiar with
their use.

Children’s needs were met by the provision of age
appropriate toys and activities, a separate waiting area
and different pain scoring tools. However, the
department did not employ a play therapist to distract
children while they were receiving treatment.

The children’s reception area was small and people
often had to sit next to the reception desk. This meant
that confidential information about children was often
overheard.

Care provision for children with autism had recently
been reviewed and an information document had been
given to staff who regularly worked in the children’s
department.

We saw there were leaflets available about a number of
health conditions, about the A&E department and about
what patients could expect from the service.

Access and flow

In the past there have been long waiting times for the
majority of patients who attended A&E.

Ambulance crews often had to wait for extended
periods of time before they could handover a patient to
clinical staff in the department. For instance, in
November 2014 nine crews had to wait for more than an
hour before they could handover their patient. During
that month fewer than 80% of patients were treated,
discharged or admitted within for hours. Standards set
by the government state that 95% of patients must be
admitted or discharged within four hours. Queens
Hospital had failed to meet that target for all of 2014.
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« Inaddition, during 2014, approximately 5 % of patients
left the department without being seen. This is more
than the national average.

« We were told that six weeks ago the hospital had
implemented a Full Capacity protocol. This streamlined
processes throughout A&E and the whole hospital so
that patients could be treated more quickly.

+ We looked at records of all patients in the department
on the day before our visit and two weeks previously. On
both occasions 92% of patients had been discharged or
admitted within four hours. This was a considerable
improvement compared to our last inspection.

+ As previously described, the rapid assessment and
treatment process was not always as efficient as it was
designed to be. On occasions we saw ambulance crews
queuing to handover their patients, but never for more
than 20 minutes.

+ We do not have official figures for ambulance waiting
times for the last six weeks. However, crews that we
spoke with reported much shorter waiting times than
previously.

Learning from complaints and concerns

« Complaints were handled in line with the trust policy. If
a patient or relative wanted to make an informal
complaint they were directed to the nurse in charge of
the department. If the concern was not able to be
resolved locally, patients were referred to the Patient
Advice and Liaison Service (PALS), which would formally
log the complaint and attempt to resolve the issue
within a set period of time. PALS information was
available in the main waiting room.

« Formal complaints were investigated by a consultant or
the nurse manager and replies were sent to the
complainantin an agreed timeframe. One of the
consultants told us that he often gave a verbal
explanation to people as it was easier to explain
complex situations.

« We saw that staff working in the children’s department
learned from complaints and changed practice if
necessary. For instance, the care and treatment of
children with autism had recently been changed.

+ We could find little evidence that practice was changed
or that learning was shared in the rest of the A&E
department. We looked at two sets of clinical
governance meeting minutes and, on both occasions,
discussions of complaints had been deferred.
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« Minutes of sisters’ meetings showed that discussions of
two complaints had taken place. However, there was no
action plan and no-one was given responsibility for
ensuring that all nursing staff were aware of the
complaints or the actions required to improve care.

Requires improvement ‘

There was no clear vision and strategy for the service.
Leadership was visible and directly involved in clinical
activity. However, department leaders’ understanding of
risks and issues did not always correspond with those
described by the majority of the staff. There was a positive
culture of passion, responsibility, innovation, drive and
empowerment (PRIDE) and putting patients first.
Leadership and governance of the department did not
always operate effectively and risks were not dealt with in a
timely way.

Vision and strategy for this service

« The executive team and senior stakeholders were aware
of a five year plan for the emergency department,
however we were told there were a number of different
visions, and staff had their own views, but there was no
cohesive vision and strategy that staff in the service
were engaged with. There was no statement of vision or
guiding values.

« There was a consensus from staff that the service as
fire-fighting' to meet the increasing demand.

Governance, risk management and quality
measurement

« The governance structure of the departmentincluded a
dedicated lead and fortnightly meetings to discuss
governance and quality issues.

« We found that arrangements for governance and
performance management did not always operate
effectively. Clinical governance meetings did not
routinely discuss actions to address the backlog in
serious incidents, complaints and inquests.

+ Risks and issues were not always dealt with
appropriately orin a timely way. For instance, an
unexpected death did not result in an immediate
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investigation to see if it could have been avoided.
Instead, the department relied on a coroner’s report to
investigate the treatment provided. This often took
many weeks and immediate action could not be taken.
The highest risk on the A&E risk register was severe
crowding in the department resulting in long delays in
the treatment of patients. We were told that this was not
listed on the hospital risk register. Senior staff were
unaware of the actions necessary for it to be escalated
onto the hospital risk register.

Risks and issues described by staff did not correspond
with those that were understood by departmental
leaders. Staff told us they were very concerned about
delays in performing CT scans for severely injured
patients and also delays in receiving the reports. We
observed these delays during our inspection but when
we discussed them with senior consultants they were
unaware of many of the details of the problem.

Senior consultants were unaware of a serious incident
that took place in the resuscitation room 10 days
previously.

Culture within the service

Staff knew and believed in the corporate values of
passion, responsibility, innovation, drive and
empowerment (PRIDE). They felt the new executive
team were making a difference to the hospital.

Staff in the children’s department told us that they felt
valued and respected. One said, “This is a great team.”
Clinical staff in the rest of the department were not
always so positive. There was a sense of weariness from
many of them. Staff shortages and lack of training were
seen as long-term problems.

Reception staff were positive and well-motivated. They
felt supported by senior staff.

Leadership of the service
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Leadership and management of the A&E department
were shared between the clinical lead and matron. Both
were visible within the department and the clinical lead
took an active role in the treatment of patients.

The matron was supported by a lead nurse who was
actively involved in patient care and supporting staff.
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« Leadership of the department on a day-to-day basis was

clear and visible. Nurses always knew who was in charge
and who they could call on if help was needed.

« Administration staff were not always made aware of

changes or the rationale for them. There was a high
turnover of non-clinical managers, which affected the
leadership of the service.

Public and staff engagement

« There was no evidence displayed in the department of

changes made as a result of patient feedback such as
waiting times, the NHS Friends and Family Test or the
‘patient-led assessment of the care environment'
(PLACE).

« Although staff told us that they looked after each other

after disturbing incidents they also said that there was
no time for structured debriefing sessions. There was no
knowledge of support that might be available from the
rest of the hospital.

The majority of staff were not aware of the guardian
service - an anonymous whistleblowing service.

Innovation, improvement and sustainability

« Significant improvements have been made in the time

taken to see and treat patients.

The introduction of a treatment area (known as the
observation ward) dedicated to patients who could go
home after treatment had greatly improved patient
experience.

The hospital was working closely with the London
Ambulance Service to ensure a safe and quick handover
of patients. The London Ambulance Service based the
hospital ambulance liaison officer (known as a HALO) at
the ED. The role of the HALO was to work in partnership
with the ED to support the effective and efficient
management of patient streams, particularly patient
handover and ambulance turnaround times within the
department. Staff at both trusts reported this
partnership working well.



Medical care (including older people’s care)

Safe
Effective
Caring
Responsive
Well-led

Overall

Information about the service

The medical care and care of the elderly services are
managed by the acute medicine clinical division. This
division includes the specialties of acute assessment,
ambulatory care, respiratory medicine, renal medicine,
cardiology, gastroenterology, hepatology and diabetes and
endocrine care.

The services have a bed complement of 786 beds, of which
684 are inpatients beds, and provides around 38,700
episodes of care per annum (2013/14).

We spoke with 24 patients and 12 relatives/visitors. We
spoke with 41 doctors including clinical leads and 14
consultants, nine middle grade doctors and 12 junior
doctors. We spoke with more than 40 registered nurses,
including five matrons and nine specialist nurses. We spoke
with 18 healthcare assistants, seven Allied Healthcare
Professionals, two technicians and five senior managers.
We observed care and the environment in which it was
delivered, and we looked at records, including patient care
records. We reviewed documents including audit results,
action plans, policies and management information
reports. During our inspection we visited all the acute
medical care wards, all the care of the elderly wards, the
coronary care unit, the clinical diagnostic unit, the elderly
receiving unit and the medical receiving unit.
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Requires improvement

Good
Good
Requires improvement
Requires improvement

Requires improvement

Summary of findings

There were shortages in medical, nursing and therapy
staff groups. The trust was recruiting, but this was taking
time. The shortages impacted on staff’s ability to
complete all their duties within each shift, take up
additional training opportunities and for junior medical
staff to undertake professional mandatory training.
Where this was prioritised the result was gaps in the
doctors’ rota, which in turn affected patient safety and
the other doctors covering the shifts. Middle grade and
junior doctors raised significant concerns about the
rota. We found there was a lack of coordination of the
rota, the electronic version was not up to date, and
there was no formal forum for this to be discussed and
managed.

Patients were cared for on non-specialty or other
specialty wards due to inpatient capacity issues. There
was a team on the rota to oversee care and treatment
for medical outliers, but we found that there were some
delays in doctors being able to see all the patients in the
different areas. This also resulted in several ward moves
for some patients as they did not get the right care in the
right clinical area first time.

We found nursing staff did not comply with the trust
policy for intravenous administration where there
should have been two registered nurses involved in the
checking process. Nursing staff told us that staff
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shortages made this difficult to comply with.
Governance processes were not clear for all staff across
all the specialties. Staff provided kind, compassionate
care that preserved patients’ dignity.

Patients were supported emotionally and received
enough information to be involved in their care and
treatment. There was multi-disciplinary working to plan
care to meet each individual patient’s needs. The
executive team were accessible and visible. Staff felt
well supported by their peers and line managers.
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Requires improvement ‘

There were processes in place to report incidents and staff
demonstrated understanding of these. It was mainly nurses
that reported incidents with less reported by doctors.
Incidents were investigated and discussed at appropriate
departmental and trust forums, but escalation further was
not clear. We saw changes made following investigation
but it was not always clear how wider learning happened.
There was a backlog in the investigation of serious
incidents.

Patients were cared for and treated in an appropriate, well
maintained environment that met their needs. Equipment
was well maintained. The IT systems were inefficient. The
environment was clean and staff used recognised methods
to prevent the spread of infection. There was poor
compliance with the weekly hand hygiene audits.

There were known concerns regarding nursing, therapy and
medical staffing levels. There were high vacancy levels
across the service, particularly in care of the elderly areas.
There was on-going recruitment and new staff were starting
regularly. The constant work to cover wards so that they did
not become unsafe put pressure on all staff and impacted
on many aspects of their work. For doctors it was
sometimes difficult to get to all patients, particularly
medical outliers on surgical and other medical wards. For
nursing staff, fully completing the complex nursing
documentation whilst undertaking care and treatment was
difficult when understaffed. However, generally staff were
well trained for their roles.

Middle grade and junior doctors raised significant concerns
about the general medicine rota. We were told that it was
uncoordinated, rarely up-to-date and created gaps in shifts.

We found non-compliance with the trust medicines policies
in respect of IV medicines. Otherwise medicines were
prescribed, administered and stored well. Record keeping
was of a good standard. There were systems to identify
deteriorating patients and systems to safeguard vulnerable
adults and children.

Incidents
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Staff reported incidents on the trust electronic system.
Nursing staff described incidents they had reported, for
example following a patient fall. Junior doctors we
spoke with understood and were aware of the reporting
process, although few had reported incidents recently.
We were given examples such as grade two pressure
ulcers on one ward following a period of over 12 months
where there had been none. These were reported,
investigated and action was taken. Immediate action
included discussion on pressure ulcers at handover for
the following two weeks.

Feedback was emailed to the staff who reported the
incident. Incidents were discussed at ward meetings
and specialty meetings such as the weekly stroke
meetings.

There was a backlog of 35 serious incidents not being
investigated for acute and specialist medicine and care
of the elderly. We were told wards held a ‘round table’
initial discussion on what had gone wrong and to
ensure any immediate actions had been taken.

There had been one reported Never Event in 2014 (a
serious, largely preventable patient safety incident that
should not occur if proper preventative measures are
taken). Staff were aware of action taken following this
Never Event including staff training and presentation at
a clinical governance meeting.

We observed the discussion about a reported incident
where a patient had been aggressive to staff. The
required support for the patient was reviewed, in
particular their mental health needs and support on
discharge.

There was a trust lead for the duty of candour (DoC).
Most staff we asked were unaware of the DoC that had
been in place for NHS trusts since November 2014,
However, they all demonstrated an understanding of
informing patients and relatives and offering support
when something had gone wrong.

The matron for elderly care was aware of the DoC and
said that they had started to invite patients and relatives
to hear what actions and changes had been putin place
following an incident investigation. It was described as
embryonic, but starting.

Mortality and morbidity meetings were held within
departments and were specialty specific for lesson
learning. We were told there was no process to highlight
and share learning more widely.

Safety Thermometer
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Wards displayed their monthly quality data on boards.
We saw several boards, for example where an elderly
ward had had no pressure ulcers, MRSA or Clostridium
difficile (C. difficile) up to 19 March 2015. There had been
three falls and one medication omission. We found only
one ward where this information was not displayed.

A new dashboard was being rolled out during the
inspection. We saw evidence of these on two wards we
visited. Senior nurses were positive about these as all
the information was included in one report. These
included, for example, acuity and dependency of
patients, falls, length of stay, pressure ulcers and NHS
Friends and Family Test results. The report also provided
monthly data from July 2014, which enabled ward
managers to monitor trends on a regular basis.

Where the new dashboard was not yet in place the
information came from a variety of sources. These
included falls, pressure ulcers, infection control and
infection rates. All wards but one that we visited had
these monthly reports displayed on staff boards and
told us they were discussed at the ward meetings. One
ward did not display them and was unclear on how they
were discussed.

Cleanliness, infection control and hygiene

All areas we visited were visibly clean and tidy. We saw
housekeeping staff supplied with colour coded cleaning
equipment to assist in avoiding cross contamination.
We observed staff complying with the trust’s dress code,
which included being ‘bare below the elbow’ to
facilitate full hand washing. Staff were seen using
personal protective equipment such as gloves and
aprons. There was good access to personal protective
equipment in all the areas we visited.

There was access to hand washing and drying facilities
and we observed staff hand washing during the course
of their duties. Hand hygiene was monitored in weekly
audits.

Between April 2014 and January 2015 there were 12
cases of C. difficile compared to a target of 37 for both
hospitals for 2014/15.

There was one case of MRSA compared to the expected
zero up to January 2015.

Trust-wide data showed that 73% of nursing and
midwifery staff had completed level 2 training, below
the trust target of 85%. Fewer medical staff had
completed the training (59%,.
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Equipment was cleaned by staff on the wards and
labelled so that they were ready for use. We observed
cleaning while on various wards.

There were processes in place to ensure scopes were
properly cleaned in the endoscopy unit. We saw that
machines were checked on the first run of the day and
signed off. The print outs for all cleaning cycles were
checked and kept. There was a computer system for all
decontamination and all checks that we observed.
Clinical and non-clinical waste was segregated. Sharps
bins were in situ, dated and not overfull.

We were provided with audit reports undertaken by four
wards as a baseline peripheral line compliance audit,
after an identified case of cellulitis following cannula
removal. These demonstrated that most areas complied
with best practice.

The trust’s associate medical director was holding the
role of director of infection prevention and control on
behalf of the medical director and had been in post for
two weeks.

The trust-wide infection control team consisted of one
matron, three band 7 and three band 6 nurses plus a
data analyst and administrative support. Advice was
accessed 24 hours a day, seven days a week. Unplanned
visits were made to clinical areas across the two
hospitals, both in and out of hours.

There was one medical ward with an outbreak of
diarrhoea and vomiting during our visit. Patients had
been grouped into one bay on the ward and there were
clear signs for other patients and visitors to be aware.
We saw that extra hand washing facilities had been
brought to the ward. Staff observed infection control
practices by leaving all protective clothing used in bins
on the bays and thoroughly washing their hands. There
had been no new cases since the infection control team
had been involved so the bay could be thoroughly
cleaned and returned to normal use.

The infection control team were involved in bed
management every day at 3pm even if there was
nothing to report. Every evening the team updated the
trust microbiologist. There were link practitioners in all
clinical areas.

Monthly reports were prepared for the wards and we
reviewed the January 2015 report for acute medicine
and care of the elderly. Staff on the wards were
responsible for carrying out infection control audits but
there were many areas where this had either not
happened or the wards had not passed the results to
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the infection control team. There were high numbers of
nil returns and particularly poor compliance with hand
hygiene. It was not clear how this was fed back to the
wards, or how compliance was to be improved. Trust
data provided for weekly hand hygiene audits between
4 November and 2 December 2014 showed that within
medicine and elderly care at Queen's Hospital, out of a
possible 18 wards and units only three had completed
the audit every week. These included the clinical
decision unit, which had reasonable results, Sahara B
Ward (with 100% for each week) and Sunrise B Ward
with generally poor results. We did not see any evidence
of action plans or proposals for raising standards.

Environment and equipment

+ The patient-led assessments of the care environment

(PLACE) for Queen’s Hospital in 2014 achieved a score of
94% for cleanliness and 88% for condition, appearance
and maintenance. Concerns identified included
refurbishment of public toilets and lack of bedside
televisions and radios. An action plan was in place and
work to address these concerns was on-going.

We saw resuscitation equipment accessible in all clinical
areas we visited. We saw evidence that the daily
checking processes had been completed to ensure they
were ready for use.

« All staff told us and we observed that the IT systems

were inefficient and archaic. Locum doctors did not
have access to the systems, which resulted in trust
doctors being pulled away from their work to support
them. Many requests such as for CT scans and
phlebotomy required paper forms to be completed and
hand delivered to the relevant department. This
resulted in a great deal of time taken away from
providing patient care to complete all the patient details
and take forms to the relevant departments.

There was a general lack of computers on most of the
wards. The computers held patient information,
procedures and policies for staff to follow.

We observed and found evidence that equipment on
the wards was regularly serviced, maintained and,
where relevant, calibrated. These included equipment
such as hoists, electronic assisted bathing equipment
and weighing scales.

There was a checklist in place for staff to sign on each
shift to assure that, for example, suction, oxygen,
emergency buzzers and call bells were working. We saw
evidence that these were completed for each bay.
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« There was a checklist in place for staff to sign on each
shift to assure that, for example, suction, oxygen,
emergency buzzer, call bells were working. We saw
evidence that these were completed for each bay.

+ Occupational therapy staff worked with four different
boroughs to arrange necessary equipment in order for
patients to return to their homes. This meant that staff

had to order equipment through four different systems.
This was particularly difficult for patients on the border

of their borough and could cause delays to discharges.

Medicines

« We observed many occasions of non-compliance with

the trust’s current ‘Medicines care, custody, prescribing

and administration’ policy in respect of intravenous
drug administration. The policy stated in paragraph
4.7.1that a second person must be involved for

intravenous drug administration. We found that this did

not happen for a high number of administered doses.

+ The four wards we focused on included general medical

and chest patients, oncology patients and elderly care

patients. We looked at a total of 30 medicine charts that
included 789 drug doses. Of these 35% were signed by a
single nurse only. Staff we spoke with were aware of the

policy. We were told that, due to staff shortages, it was
not always possible to have double checking.

« We were told that on the oncology ward it was usual
practice for some intravenous doses to be checked by
one member of staff, for example Tazocin. Others, such

as magnesium sulphate, would be checked by two staff,

but the trust policy did not state this or reference any
other policy. A patient checklist for chemotherapy had
been introduced. Patients read the name on the bag of
chemotherapy and confirmed it was for them. If the
patient was visually impaired or had communication
difficulties then they would check with the family or
have a second nurse check.

+ We observed two examples of poor practice on the
oncology ward. In one instance the nurse did not check
the patient’s date of birth, only their name. This could
pose a risk as there can be two patients with the same
name on the same ward. The other instance was where
the nurse drew up three patients’ intravenous
medications at the same time. The nurse then took the
three trays to the first patient, resting the other two on
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the patient’s bed. This increased the risk of medication
error and was also poor infection control practice. These
findings were escalated to the executive team at the
time of the inspection visit.

Patients and relatives told us that their medication was
reviewed by staff and we saw evidence in the patient
records we looked at.

We saw safe storage of medicines in locked cupboards
in entry controlled rooms. Compliance with controlled
drug storage was in place. There were processes for
undertaking routine counts of stock, with signatures to
support such checks. There were medicine fridges with
temperature checks in place for medicines requiring
cold storage.

We spoke with a pharmacist who provided a top-up
service for the ward. They described a good working
relationship with ward staff who were equally positive
about the pharmacy service provision.

We received information about medication errors from a
relative. They were told that these had been reported
through the incident process. Staff described another
medicine incident and how this had been investigated.
This had been discussed with the patient and their
family and support offered. Nursing staff had been
supported and learning had taken place. Medication
errors was a consistent incident theme reported to the
board.

Records

The quality and detail of documentation had improved
since our last inspection.

Trust-wide figures showed 75% of nurses and midwives
attended training on information governance in the year
to November 2014. The figure for medical staff was 78%.
The trust target was 85%.

Patients had medical records that were stored securely
on the wards that the doctors completed. Any other
confidential information was also recorded in those
records. There were also nursing notes for each patient
and these were stored at the entrance to the bays, in
view of staff.

Following nurse handover we saw that the senior nurse
on the ward checked the patient nursing records.
Nursing staff told us there was too much
documentation, not all of which was required for all
patients, as well as considerable duplication in some
areas of care. Staff said they spent too much time
completing documentation, which impacted on their
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time caring for the patients. However, the hospital was
introducing new documentation and we saw where it
was in place on one ward. All nursing staff we spoke with
were very positive about the new documentation and it
releasing them to spend more time giving patient care.
We looked at a selection of patient records in different
specialty areas and found they covered all aspects of
care, were up to date and reflected the care and
treatment the patient received. There were some
instances where there were gaps, for example the visual
infusion phlebitis score was not always recorded (this is
an international tool for monitoring infusion sites).

We found inconsistent documentation in respect of falls
risk assessments and bed rail assessments. We also
found an incident where the wrong assessment was
completed.

Arecords audit completed in January 2014 in the care of
the elderly found poor results, for example there was no
specific filing order and an increase in the percentage of
deletions that were not signed. An ongoing monthly
audit of 10 records with the results discussed directly
with staff and at ward meetings was introduced.

Safeguarding

The deputy chief nurse was the trust safeguarding lead.
The role was supported by a lead nurse for safeguarding
vulnerable adults and they worked as a team with the
children’s safeguarding leads and the lead nurse for
learning disabilities.

There were trust safeguarding policies and processes in
place. Staff demonstrated a good understanding of the
process and knew how to raise a safeguarding alert and
who to contact.

We saw that the majority of staff had received training in
safeguarding children and vulnerable adults at level 2.
Trust-wide nursing and midwifery staff exceeded 95%.
However for medical staff the rates were lower, at 63%.
On Clementine B Ward staff had completed level 1
training instead of level 2. We asked for and were not
given an explanation about why this was.

We were provided with evidence of shared learning from
safeguarding incidents. One example related to
information on wound care following discharge. This
was incorporated into the trust training programme.

Mandatory training
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All training was recorded on the trust database and all
staff had access to their own account on the electronic
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system. Reminders for mandatory training were sent
out. We saw examples of ward staff completion of
mandatory training. Reports could be generated by the
trust database.

Nursing staff told us they were supported to attend
mandatory training. We saw evidence that the majority
had completed most mandatory training. On
Clementine B Ward we saw that 25 out of 27 had
completed infection control training, and 22 out of 27
were in date for fire safety training. On Sky A Ward we
saw 18 out of 30 nurses were trained in infection control
and 25 out of 30 had had fire safety training.

Ninety-one per cent of nurses had completed sepsis
training. This was an improvement from our last
inspection.

Health and safety training as well as fire safety training
formed part of the mandatory training programme.
Trust data provided for the year to November 2014,
which showed that 95% of nurses and midwives
attended health and safety training and 75% had had
fire safety training. The target for both subjects was 85%.
Where trust-wide data were provided we saw

that overall nursing staff were achieving the 85% target
of completing training. For medical staff the rates were
lower. For example, resuscitation training was at 88% for
nursing staff and 79% for medical staff.

Recently appointed staff we spoke with said that their
mandatory training had been included in their
induction programme.

We found there were areas with a low uptake in
mandatory equality and diversity training. On
Clementine B Ward, only seven out of 27 staff had
completed the training. However, 22 out of 30 had
completed the training on Sky A Ward. We were told this
was improving, and trust data for acute medicine
showed 77% of staff trained, with 83% trained in care of
the elderly.

Assessing and responding to patient risk

There was an early warning system (EWS) in place to
identify deteriorating patients. The majority were
completed and accurate recording and escalating was
audited monthly. We found one chart clearly showing
patient deterioration but no escalation to doctors had
been noted at the time. Audits also identified some
miscalculations and lack of escalation. These were
clearly monitored and fed back to the wards at the time
the audit was undertaken.
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« The EWS protocol directed what action should be taken
and we saw evidence where this had happened. The
critical care outreach team was accessible and
responsive when called to support a deteriorating
patient.

Required risk assessments had been undertaken for
patients when we looked at their records. We found a
few examples where action following risk assessment or
observed changes had not been acted on. One example
was where bedrail use had not been updated following
a change in the patient’s orientation and confusion
level. Another was where a patient assessed as being at
a high risk for falls had not been put on the falls
pathway. We found some gaps in risk assessments and
reassessments. For example, reassessments for a
patient with a high risk of pressure ulcers were not
recorded as regularly as would have been expected.
However, care and treatment, for example the turning
charts, were fully completed.

Each ward had a dedicated member of staff known as
the 'falls champion' and a revised falls assessment was
due the week following our inspection. We saw many
examples of actively mitigating the risk of patient falls.
Examples included patients wearing slipper socks and
utilising a low bed if they had been assessed as at risk of
falling out of bed. Staff understood that using bedrails
could make a fall worse. We found that bed rail
assessments were not always completed, or
reassessments done, in a timely manner.

There was a lead tissue viability nurse to support and
advise on conditions such as pressure ulcers and wound
care. Staff used universal screening tools to assess the
level of risk for patients. Turning charts were seen in
place for patients assessed at high risk.

We saw clear and detailed documentation about
individual patient risks in the medical notes we looked
at.

There were daily ward rounds to reassess and check
patients, and these were recorded in patient records.

Nursing staffing

« We found that all the medical and elderly wards we
visited had vacancies and experienced shortages of
nursing staff. For some wards this was less of an issue,
for example the stroke ward and the coronary care unit.
Senior staff were aware and had a workforce
improvement plan. New staff were regularly being
employed and the numbers were slowly improving. This
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work was monitored and demonstrated by the twice
monthly updated workforce project plan. The vacancy
rate data showed care of the elderly at 21% and acute
medicine at 11% (care of the elderly registered nurses at
23% and acute medicine at 11%, care of the elderly
medical career grades at 29% and acute medicine at
16%).

Staffing levels were displayed on all the wards we
visited. These showed planned and actual numbers. We
saw several examples where there were nursing
shortages. Sunrise B Ward for elderly patients was short
one registered and one non-registered nurse for both
early and late shifts, but the night shift was covered. On
discussion with the ward sister and checking the rota we
saw that earlier in the week staffing levels had been
sufficient but with one day covered by agency staff.

The high acuity ward were two registered nurses down
on the early shift (four instead of six) and one on the late
shift (four instead of five).

On the elderly receiving unit (ERU) there had been a
recruitment drive since its opening in November 2014.
At the time of the inspection it had recently appointed
14 registered and five non-registered nurses, and was
advertising for two vacancies.

Short-notice sickness was difficult to cover. However, we
saw safe staffing levels were discussed at the bed
meetings held three times a day. Senior nursing staff
decided where staff could be moved from better staffed
wards to try and cover a ward considered unsafe.

On the oncology ward the healthcare assistants looked
after 10 patients in the day and 15 at night.

Staff on the elderly care wards said the staffing issues
were of great concern. We were told there were not
always enough nurses to care for patients who needed
extra attention. Sometimes two nurses cared for 31
patients. We saw an example where one of the elderly
care wards were short two registered and one
non-registered nurse on the early shift, and short one
registered on both the late and night shifts. These
concerns were reflected as a "Shortfall of Nursing

Staff" on the care of the elderly risk register that we were
provided with.

Staffing levels were calculated using acuity tools such as
the NHS Development Institute for Innovation and
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Improvement Safer Nursing Care tool. On two wards we
were shown that there had been an increase by one
registered nurse because of the identified increase in
patients' acuity.

There were known concerns about the increasing
clinical needs of patients and the increased requirement
for rehabilitation and we were told that this was not
resourced fully with the current staff numbers.

We observed nursing handovers and heard
comprehensive discussions for each patient.
Discussions included: emotional needs,
communication, observations, mobility and activities for
daily living. Patient safety was discussed, for example a
do not attempt cardio-pulmonary resuscitation (DNA
CPR) had been put in place for a patient and this was
highlighted during handover. Patients with catheters
and intravenous access were also handed over. Tasks
required were clarified at handover.

Handover took from 45 minutes to one hour to
complete. Staff told us they stayed after their shifts in
order to complete handover. One nurse told us that this
issue had been discussed among themselves with ideas
forimprovement put forward to management, but they
did not feel listened to.

Integrated therapies at the trust included occupational
therapy, physiotherapy, speech and language therapy
(SALT), cardiac rehabilitation and dietetics. SALT and
dietetics had been managed for many years by another
NHS organisation under a service level agreement.
Access to the therapies had been on the departmental
risk register for a few years but the business cases put
forward were rejected.

The SALT service level agreement had not been regularly
reviewed. This had been identified through a national
stroke audit (the Sentinel Stroke National Audit
Programme, SSNAPP) and staff described difficulties
accessing SALT staff with the required skills to fully
support patients such as those with tracheostomies. We
were told that there were about 10% vacancies for
occupational therapy and physiotherapy.

Medical staffing

« We were told that there were 25-30% unfilled posts in
elderly care. This was reflected on the care of the elderly
risk register. We were told that the quality of locum
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doctors was variable. Efforts were made to use regular
and known locums. There was a consensus that the
adequacy of medical staffing had improved in some
areas.

Trust data showed vacancies for all staff groups was
12%, with care of the elderly at 21% and acute medicine
at 11%. Medical career grade doctor vacancies were
29% in care of the elderly and 16% in acute medicine.
These rates were higher than the trust average. Senior
and middle grade doctors worked on both hospital
sites.

The trust was constantly recruiting to all medical staffing
levels. Trust-grade posts at middle and junior levels had
been introduced to increase cover. These posts were not
part of the Deanery trainee programme.

There was an on-call rota for general medicine and one
for care of the elderly. The majority of medical staff
raised concerns that there was a lack of rota
coordination. There was no system to feedback that the
rota coordination was insufficient and needed
addressing.

All junior doctors in acute medicine were part of the
general medicine rota. This meant they were frequently
not available on their specialty ward from 8am Monday
to Friday. When working nights they were unavailable for
a full week at a time.

We heard from a number junior medical staff that their
rota did not allow for mandatory professional study
time, or provide sufficient cover for annual and sick
leave. Locums did not always turn up. They also had to
cover medical outliers on other wards. On the first day of
the inspection we found one ward with one first year
junior doctor doing the ward round alone. We were told
they had requested senior support several days in
advance but this had not been arranged.

Most junior doctors worked 8am to 4pm Monday to
Friday and 8am to 9pm at weekends. We were told that
the ratio was 1:60 (doctors to patients) when shifts were
fully covered. They had only one weekend off per
calendar month.

Some middle grade doctors (specialist registrars,
registrars and trust-grade registrars) were also part of
the general medicine rota, with others purely covering
their particular specialty.

Medical staffing for the medical receiving unit (MRU) and
ERU consisted of two consultants in the morning, one in
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the afternoon and then the on-call rota for out of hours.
Each consultant had two junior doctors on their team.
There was consultant cover from 8am to 8pm Monday to
Friday.

« Two consultants for elderly care were on site on
Saturdays and Sundays. One started the ward round
and one went to the ERU where all patients were seen.
New admissions and patients where concerns had been
identified were seen on the wards.

+ We were told that the consultant on call worked well.
They worked one in eight weekends and one in 17 days
night cover. At nights there was one chest physician, one
gastroenterologist and one general physician working
across both sites’ At weekends, during the day, there
were one acute medical consultant and one general
medical consultant.

+ There was a cardiology consultant on call 24 hours a day
for both hospital sites at weekends. There was a
consultant ward round on Saturday at one hospital and
on Sunday at the other.

« The stroke unit was planned to be and was sufficiently
staffed.

+ During the inspection we found some examples of poor
staffing levels. In the coronary care unit (CCU) there was
only one out of three registrars. We were told they
“sometimes have two”. On Clementine B Ward there
were three registrars and no junior doctors. Of the four
juniors, two were on the same study day, one was on
nights and one was on annual leave. On Sky A Ward
there were three instead of six doctors. There should be
two registrars and four junior doctors. On that day there
were three junior doctors. One registrar was on call,
there was one vacancy and one junior doctor was on
call. We were told it was rare that they had the full
complement of six doctors.

« We were constantly told by medical staff we spoke with
of risks and concerns such as: lack of a medical
consultant on site from 8pm to 8am, the high number
and variable quality of locums, delays in seeing medical
outlier patients, the high number of wards and patients
to cover when on call, and long working hours due to
frequent gaps on the rota.

« We observed good, thorough and well attended
morning medical handover. Overnight patients were
discussed systematically and staffing needs for patients
were reviewed.

Major incident awareness and training
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+ The trust had a major incident and emergency plan and
we saw clearly identified areas for management, such as
command, control and communications.

« We found that staff were aware of the plans and had a
broad idea of their responsibilities. Staff were clear
about where they would find guidance if needed.

Good .

The service participated in national audits and local audit
programmes were in place. Pain relief was assessed

and well managed with specialist support available.
Patient's food and drink needs were assessed and provided
for. There was multidisciplinary working, putting patients
first and the majority of staff had an understanding of the
Mental Capacity Act 2005 and deprivation of liberty
safeguards.

Care was evidenced-based. Patient outcomes

were variable from national audits, in some cases worse
than the national rate or average. There was on-going work
to meet the dementia standards. Readmission rates were
higher than the national average.

Evidence-based care and treatment

« Thetrust had an electronic system for staff to access
clinical guidelines, trust policies and protocols. There
were processes in place to ensure that practice
remained in line with current guidance. National
Institute for Health and Care Excellence (NICE) guidance
was presented at the various clinical governance
meetings.

« We saw that evidence-based pathways and protocols
were in operation. Examples included: a thrombolysis
protocol, an early inflammatory arthritis treatment
pathway and an acute asthma pathway for adults.

+ Research studies were resourced and we saw
participation in national research projects.

« The respiratory guidelines we saw on the trust system
had old review dates of 2011. We were informed that the
2015 guidelines were not yet live.

+ The hospital was not meeting the London Emergency
Care Standards in the ERU.
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All patients admitted to the MRU and ERU were
reviewed twice a day by consultants and their teams. At

the weekends, all patients were seen at least once a day.

Once patients had been transferred to the medical
wards they were all reviewed at least once by a
consultant every 24 hours Monday to Friday. At
weekends, new admissions and patients where
concerns had been identified were seen on the wards.

Nutrition and hydration
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We saw that nutrition risk assessments were completed
for patients using the malnutrition universal screening
tool (MUST) in the patient records we looked at. Where
indicated referrals to specialists such as dieticians and
speech and language therapists were made. Food
charts were completed and dietary supplements
provided to maintain patients’ nutritional intake.

A nutritional audit was carried out in July 2013 in care of
the elderly which demonstrated generally poor

results. In response training on the wards was
undertaken and a re-audit done early in 2014. The
re-audit results showed a marked improvement

across nutritional screening (MUST), weights and
heights recording and appropriate referral to dietetics.
Water was available in all bays and single rooms during
our visit. This was confirmed by the patients we spoke
with. We observed regular rounds with hot drinks
offered to patients. Patients said they could also request
a hot drink at any time.

One elderly care ward had a nutrition healthcare
assistant working mornings, Monday to Friday. The
healthcare assistant reviewed the MUST scores for all
patients and ordered food supplements and other
suitable choices for any patient not eating. They
described how they supported confused patients to
ensure they had something they liked and therefore ate.
One example was where they had made a banana
mousse for one patient.

We observed relatives and visitors helping patients with
their food, such as cutting it up. Student nurses also
assisted patients with eating.

Catering staff brought food to the wards and then took
the appropriate tray to each patient. Meal times could
not be protected as the visiting hours were from
10:30am until 7.30pm. Family and visitors were
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encouraged to assist at meal times as patients were
more familiar with their visitors. Most wards stopped
other activities such as blood tests and doctors visits
during meal times.

Patients and relatives told us that conditions such as
diabetes were catered for with a specific pink

menu. Patients were offered a choice of meals and that
the food was cut up for them if needed. Patients said
they were offered alternatives if there was nothing they
liked on the menu and that if they were away from their
bed staff ensured that the meal was brought back when
they returned.

Specific foods for religious or cultural needs were
available.

Pain relief

« Patients told us their pain was well managed.
« Pain relief was discussed at the nursing handovers we

observed. We saw pain management recorded in the
patient records we looked at. Staff said that if they
needed additional support for a patient they could
contact the trust pain team or the specialist palliative
care team.

The pain team were reduced by 50% at the time of our
visit, there should have been six specialist nurses but
there were only three. They were therefore providing a
limited service to both hospital sites. They provided
support Monday to Friday from 8am to 8pm at the
Queen’s Hospital site and ad hoc provision at King
George Hospital. The on-call anaesthetist provided
support at weekends and nights. They had recruited to
the posts with one nurse on induction.

Patient outcomes

+ The view from the majority of patients was that they

were satisfied with the outcomes of their clinical care.
One comment that summarises the feedback we
received was, “Mum’s clinical care has been fantastic,
the systems though are abysmal.”

Data presented to the September 2014 care of the
elderly clinical governance meeting stated that deaths
related to pneumonia, sepsis and acute myocardial
infarction (heart attack) were high across the trust.
Sixty-eight cases in May 2014 were discussed in detail at
the meeting. We saw evidence that the Summary
Hospital Level Mortality Indicator (SHIMI) was monitored
and discussed at acute medicine clinical governance
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meetings. This is the ratio between the actual number of
patients who die following treatment at the trust and
the number expected on the basis of average England
figures.

The standardised relative risk of readmission in medical
care services at Queen’s Hospital for elective admissions
(122) was worse than the national expectation of 100 for
2013/14. Gastroenterology was 111, general medicine
was 139 and clinical oncology was 289 - more than
double the national average. This questioned the
hospital’s care and discharge arrangements. For
non-elective admissions, the standardised rate was 111
compared to an England average of 100.

The trust’s deteriorating patient policy reflected NICE
and National Patient Safety Agency guidance relating to
acutely ill patients.

The hospital participated in the UCL Partners
collaborative for reducing in-hospital cardiac arrests by
50%. Data were shared between all participants and
continuous learning built in.

The hospital participated in audit programmes both
nationally and internationally. The Sentinel Stroke
National Audit Programme (SSNAP) recently published
national results for the period July to September 2014,
which demonstrated that the hyper-acute stroke unit
was improving, with its overall level within the top 18%
nationally. The acute stroke unit results showed that its
good results were being maintained.

In the National Diabetes Inpatient Audit (NaDIA) for
September 2013, the hospital performed better than the
England average in 12 of the 22 standards. These
included all aspects of meal provision as well as staff
answering questions and providing emotional support.
Where the hospital performed worse included foot risk
assessments. A diabetes awareness week was held in
June 2014 at both hospitals.

In a national audit of care of patients with non-ST
segment elevation myocardial infarction (nSTEMI, a
form of heart attack), as part of the Myocardial
Ischaemia National Audit Project (MINAP, 2012/13),
Queen’s Hospital performed better than the England
average for patients who were admitted to a cardiac
unit (88% against 53%), better than the England average
for patients who were seen by a cardiologist or member
of the team (98% against 94%) and also better for
patients who were referred for angiography (79%
against 73%).
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« Inthe National Heart Failure Audit (2012/13), Queen’s

Hospital performed the same as the England average in
five out of 11 areas. These included patients who
received echocardiograms (100% against 91%) and
referral to cardiology follow up (60% against 53%). Areas
where the hospital performed worse included
cardiology inpatient care (19% against 50%), input from
consultant cardiologist (26% against 57%) and received
discharge planning (71% against 83%).

Results for the National Dementia Audit (2012/13)
showed, for example, that there were dementia
pathways in place with senior clinician review and
dementia champions. However, readmissions, delayed
discharge/transfer and inpatient falls for patients with
dementia were not reviewed by the executive board.
There was variable performance against the national
data and the audit had clear recommendations for
improvement. These were reflected in the trust’s
dementia strategy, which was developed from the
national dementia strategy, and had a clear action plan.
Results for the National Lung Cancer Audit covering
2013 were below the London Cancer group and the
England averages. One example was whether the nurse
specialist was present at diagnosis. The hospital scored
53% against London Cancer 72% and England total of
84%.

Queen's Hospital participated in the National Chronic
Obstructive Pulmonary Disease (COPD) Audit
Programme carried out in 2014. The organisational
score was 43 of a possible 51 (the highest actual score
was 48) which placed the hospital 8th out of 198
participating organisations and demonstrated a high
quality service.

There was an audit programme for 2013 and 2014 for
the acute medicine and care of the elderly wards. Audits
completed included medical record keeping in line with
the generic medical record keeping standards prepared
by The Royal College of Physicians, and a leg ulcer audit
on the care of the elderly wards.

The endoscopy department had a rolling audit
programme with a consultant lead for audit. For
example, intubation rates for colposcopies were at 92%.
Detection rates as well as perforations and complication
rates were audited. There had been no Never Events
over the previous 12 months in this service. Case studies
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were anonymised for peer review. All audits and results
were presented at the gastroenterology clinical
governance meetings. This was confirmed by the
minutes we looked at.

We saw examples of the outcome and trend reports
introduced recently by the trust. These were in place on
some wards and included, for example, pressure ulcers,
falls and infection rates. Data were shown from July
2014 to January 2015 and was provided on a monthly
basis. However, these had not been rolled out to all
wards we visited.

Competent staff
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Junior doctors were well supported by their consultants.
We were told that from 10pm to 9am consultants were
contactable by telephone for advice and support.

One locum junior doctor said that, while well supported,
they had not received formal induction although they
had been working in the hospital for one week. A new
consultant we spoke with had received a full induction
programme together with mandatory training.

The trust was working to an action plan following
concerns raised about junior doctor training in June
2013. The October 2014 update demonstrated
improvement through monitoring and progress against
the action plan.

Nursing staff had a trust induction including three days
mandatory training. The induction was opened by the
chief executive.

We saw that staff had attended some additional training
such as pain control, palliative care and behaviours that
challenge.

The dementia team had provided training in behaviours
that challenge since February 2014 following an
identified need. However, take up had been very low.
The first session was 22 February 2014 and nine nurses
attended. The second session on 1 April 2014 had three
nurses. The next nine sessions were cancelled due to
lack of bookings.

The Practice Development Team worked with staff and
supported ward-based training such as nutrition and
percutaneous endoscopic gastrostomy feeding.

Ward staff had competency packs that were signed off
once completed.

Dementia awareness training was accessible for staff,
and most staff on the elderly care wards had completed
training.
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Staff were encouraged to undertake mentorship training
to support student nurses. However, low staffing
numbers impacted on staff ability to take up some
opportunities.

Student nurses said they were confident to raise any
concerns if required.

We saw that annual appraisals were carried out. These
included the needs of the individual members of staff.
We were provided with evidence that 27 out of 28 staff
had been appraised within the last 12 months on one of
the wards we visited. However, trust data provided
showed that 70% of staff in acute medicine and 72% of
staff in care of the elderly had been appraised. This was
low against the trust target of 85%.

Multidisciplinary working

We found evidence on several wards where there was
good multidisciplinary working between medical,
nursing, pharmacy and therapy staff and social workers
to ensure care and treatment were in place for patients.
Examples included the twice daily board rounds and the
weekly multidisciplinary meetings on the acute stroke
unit, weekly respiratory multidisciplinary meetings and
multidisciplinary working on the Clementine Wards.
Internal referrals were made, for example to the
respiratory specialist nurse and to therapists. We
observed this and saw referrals recorded in the patient
records we looked at.

We found that referrals to external services were
discussed and recorded, such as to a specialist named
nurse for a patient’s mental health needs on discharge.
The multidisciplinary teams discussed the decisions
required for any rehabilitation needs and the referrals
needed.

Community matrons came to the wards and worked
with staff and patients on discharges.

Elderly care consultants had Skype discussions with
GPs, about patients with repeated admissions.

Seven-day services

New admissions were seen every day, seven days a
week, in all specialties.

At weekends, new admissions were seen by the
consultant on call in acute medicine. There was always
a geriatrician on call for elderly care.
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« There was increasing access to therapists and social
care services seven days a week. The service at
weekends was limited and focused on assessments that
enabled patients to be discharged.

+ Endoscopy was working towards a seven day service.
There was emergency on-call team cover for nights and
weekends.

Access to information

+ Clinical staff told us they had access to current medical
records and diagnostic results such as blood tests and
imaging to support them to care safely for patients.

+ Ward staff explained the arrangements for receiving
handover when patients transferred from other areas.
We observed handover for a patient from the high
dependency unit.

Consent, Mental Capacity Act 2005 and Deprivation of
Liberty Safeguards

« We saw there were consent protocols on the oncology
ward and consent forms completed in the records we
looked at.

+ Patients over 65 years old underwent a mind and
memory check. We saw risk assessments that informed
staff when a patient was on the dementia and delirium
pathway. Mental capacity assessments were carried out
and families were involved in care and treatment.

+ Training on the Mental Capacity Act 2005 was not
mandatory.

« Staff had an understanding of the Mental Capacity Act
2005 and Deprivation of Liberty Safeguards. They
demonstrated understanding of informed and valid
consent and when a best interests meeting would be
required. Nurses said that if they had concerns about
capacity they would escalate to the doctors.

+ We were told of a patient who was refusing treatment
and was non-compliant with any treatment. A mental
capacity assessment had been completed. Support had
been provided by the psychiatric team. We saw that
there were multidisciplinary discussions and all efforts
had been made to ensure the patient had information
and support, including advocacy. A Deprivation of
Liberty Safeguard was under discussion. The trust lead
for Deprivation of Liberty Safeguards supported the staff
with the process.
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« Band 6 and 7 nurses undertook the Deprivation of
Liberty Safeguards training and then disseminated this
to other staff. This was confirmed by band 5 nurses we
spoke with.

Good .

Care was delivered compassionately. Patients and their
relatives told us they felt well supported by staff and that
they were able to ask for help. Patients told us their privacy
and dignity were protected. The NHS Friends and Family
Test (a survey that measures patients’ satisfaction with the
healthcare they have received) response rates were
consistently high and results were often better than the
England average. Patients and relatives said they felt
involved in their care and treatment, and that they were
given adequate information by both doctors and nurses.

Compassionate care

« Patients and relatives we spoke with were very positive
about their care and treatment with comments such as,
“The nurses are lovely.” and “They look after you very
well.”

« We saw examples of thank you cards displayed in the
ward areas.

+ We observed that visitors’ enquiries were dealt with
promptly and kindly.

« We saw student nurses carrying out ‘comfort rounds’
with compassionate care, and spending time talking
with patients. We saw evidence that these were carried
out twice a day in most of the patient records we looked
at.

+ None of the patients we spoke with had concerns about
their privacy and dignity, stating that staff always closed
curtains round the beds in the bays.

« We did observe on a few occasions that medical staff
discussed patient care and treatment in detail in the
main ward area that visitors and patients had access to.
We saw that efforts were made to protect confidentiality
with the doors to the bays and rooms being closed, but
full patient names were used. There was a lack of
meeting rooms on some wards and therefore there was
no other suitable space for these discussions.
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+ The patient boards on the wards had shutters to cover
the whole patient name to protect confidentiality. The
majority of times we observed that these were closed.

« The NHS Friends and Family Test response rate was at
45% from April 2013 to July 2014. This, as well as
trust-wide (45%), was higher than the English rate of
30% for the same period. Two of the elderly care wards
had response rates as high as 70% and 73%. However,
the results averages were variable for different wards.
Sahara B Ward, with a response rate of 73%, showed
fairly steady results with an average score of 69 out of
100, close to the England average of 71. Sky A Ward, with
a response rate of 70%, showed poor results until April
2014 with an overall average of 38 out of 100. There was
a marked improvement between April and July 2014
showing an average of 92, much higher than the
England average. Most of the clinical areas showed
some improvement from April 2014. The lowest
response rate was 33% on Bluebell B Ward, with an
average result of 55 out of 100.

Understanding and involvement of patients and those
close to them

+ We observed discussion and decision making about
information to be provided to a patient’s relatives and
who would ensure this happened.

« Patients said that the doctors and nurses explained
their care and treatment and that they were able to ask
questions. Patients felt that information was provided in
a way that they could understand.

+ Relatives that we spoke with said staff involved them in
the patients’ care and treatment when it was
appropriate. We were told that doctors explained what
treatment was planned and provided good information.
Relatives were encouraged to assist at meal times and
some also translated information if the patient did not
speak much English.

+ We observed staff carefully checking with patients about
their mobility and other needs when they requested
help with personal care.

Emotional support

« The chaplaincy service provided good support for
patients and relatives. We heard that it was accessible
and responded promptly when requested.
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« Patients had access to specialist nurses, for example the
palliative care team. They were able to provide
emotional support in addition to care and treatment.
The psychiatric team were also available on request to
support patients and staff.

. Staff demonstrated awareness of the need to provide
emotional support to patients and their families.

. Staff encouraged families to be involved with patients’
care wherever possible. Staff said this was particularly
important for patients with learning disabilities or a
dementia-typeillness. The long visiting times facilitated
this and allowed families to support their relatives.

« Staff expressed concern for patients who did not have
visitors, particularly on the elderly wards. Nursing staff
do not have the time to sit with patients, although
student nurses managed to on some occasions.

Requires improvement ‘

Staff met patients’ individual needs and demonstrated
awareness of those needs. There were difficulties in
accessing some therapy services but staff could access
other specialist advice and equipment. Some
developments such as the Elder’s Receiving Unit (ERU) had
demonstrated a positive impact on patient care.

A high number of patients were cared for in non-specialty
beds and moved around the wards. Medical staff were not
always able to visit these patients when requested.

We found there were insufficient arrangements to ensure
that patients for whom English was not their first language
were offered professional interpreting services when
required.

Service planning and delivery to meet the needs of
local people

« To meet the needs of the local population the trust had
on-going recruitment processes in place and were
aware of both the nursing and medical staff shortfalls.
Trust grade doctors had been recruited to improve
middle grade cover. Oversees nursing staff had been
recruited. The workforce improvement plan was in place
for 2014/15 that demonstrated 63% of milestones met
at November 2014.
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The recent introduction of the 30 bedded Elders
Receiving Unit (ERU) reflected the known increase in
elderly patients attending A&E with complex conditions.
Staffing had improved and all staff we spoke with said it
was an improvement in care for frail older patients.

The Medical Receiving Unit (MRU) was well staffed and
staff were positive about the separation of the ERU.
There were no cardiac monitors on the MRU but eight
monitors had been ordered. The plans for continued
development of these areas were well underway.

We saw discussions regarding the increase in complex
spinal patients in the care of the elderly service. These
included pathway planning and patient information.
There were plans in place to work towards meeting the
required dementia standards. A specialist dementia
team had been introduced consisting of two registered
and four non-registered nurses to cover both hospitals.
Therefore the service was provided 8am to 6pm Monday
to Friday with no out of hours or weekend cover.

Access and flow

45

The Frail Older People Advice and Liaison (FOPAL)
nurses were based in A&E. They assessed all frail elderly
patients, generally 75 years and over. Those patients
who needed to be admitted went to the Elders
Receiving Unit (ERU). Patients could be directly referred
to the Community Treatment Team. This avoided
unnecessary admissions to hospital for frail older
people.

The 30 bedded ERU had been set up in November 2014.
This helped maintain patient flow by working together
with the community teams to help manage complex
patients.

Stroke patients were seen by the stroke registrar in A&E
and referred to CT. Thrombolysis was started in A&E
and/or CT and completed in the HASU. We were told
that beds were not an issue for stroke patients as they
worked closely with neuroscience and bed managers.
The recent introduction of stroke nurses working with
the doctors had improved thrombolysis times for
patients.

There was a rapid access transient ischaemic attack
mini stroke (TIA) service at weekends. The on-call
consultant came in to assess patients.

Atriage telephone for chemotherapy patients was held
by the day unitin hours; for nights and weekends it was
held by the oncology ward. This enabled patients to be
admitted promptly from day case or A&E if required.

Queen's Hospital Quality Report 02/07/2015

Some patients had to be moved to different wards. Due
to the pressures on bed capacity, medical patients were
not always admitted to the most appropriate ward in
the first instance. Patients were admitted to other
medical wards where possible but also to surgical
wards. These patients were monitored with matrons
and bed managers working together to try and move
patients on to the correct ward as soon as possible.
While this meant that patients had to move wards it was
known to be better for their safety and care for them to
be treated in the most appropriate place. For a few
patients there were multiple moves, which could be
detrimental and confusing. Trust data provided from
April 2014 to November 2014 demonstrated that the
majority of patients (57%) were not moved, 30% were
moved once, 8% were moved twice, 3% were moved
three times and 2% were moved four or more times. The
2% equated to 363 patients. There were medical outliers
on a daily basis.

Wards with a high number of medical outliers told us
that the medical teams the patients were under were
not always able to come to the ward when needed.
Monthly data provided showed that in each

month from August 2014 to November 2014 there were
67,67,94 and 81 medical outliers recorded.

The stroke unit monitored use of its beds by medical
outliers but said that the information was not passed on
within a governance structure.

The CCU had lost four of the previous eight beds to the
intensive therapy unit. Staff were concerned that there
were not enough beds and that this impacted on
patient flow. Concerns were also raised about the
impact on the environment and equipment storage.

We heard that there were delays for patients awaiting a
CT scan as one of the scanners was broken.

Daily meetings were held to plan discharges. These were
multi-disciplinary meetings and enabled a plan for the
day with required tasks picked up by the matrons and
general managers to support what was needed to
ensure discharge.

Due to the pressure on beds in the hospital we found a
focus on discharge across all areas we visited. Several
initiatives had been introduced, for example ‘ward of
the week’. One ward achieved this by getting two
patients home by 8am, two patients by 10am and two
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patients by 12pm. We asked whether the quality of the
discharges was reviewed or monitored and whether any
failed discharge data were collected. Staff were unsure
and we did not find any evidence of this.

Another initiative was the ‘plus one’ process. Where a
ward had a patient ready for discharge, another patient
would be brought up early to await the bed. This meant
that patients could be in the corridor on the ward for
some time if there was any delay in the proposed
discharge. We saw one patient having their observations
in the corridor. We were told of a patient with learning
disabilities who sat in the corridor and of an occasion
where an elderly patient’s dignity was compromised.
Staff told us that they did not like the policy and said it
was not a good experience for patients. Some staff also
said there was an impact on patient experience for
those having to be in the discharge lounge before 8am.
There were two daily board rounds in the ERU to effect
discharge from the unit. Patients were transferred
predominantly to the short stay ward. Patients who
required a cardiac bed would remain on the unit until
one was available. We were told of a patient who had
waited four days for a bed and had just been sent to the
ward. They would not be admitted as a medical outlier
to another ward from the ERU.

There was a pharmacist on the ERU 9am to 5pm, seven
days a week and then an on-call service was provided.
This helped facilitate prompt treatments and
discharges.

Stoke service facilitators managed patients that did not
live locally and needed on-going support at services
closer to home (known as repatriation). We saw
evidence of delays of 13 and 34 days to other NHS
facilities. Most repatriations took two to four days to
complete.

Wards referred patients to the early support discharge
team that was started in January 2013. These consisted
of ward based therapy teams who facilitated prompt
discharges. They also worked with other hospitals to
enable patient discharge directly home. This was
described by ward staff as, “A brilliant service.”

We observed community matrons visiting the wards to
work with ward staff to enable prompt discharges.
Patients ready for discharge were accommodated in the
discharge lounge while waiting for their medicines and
transport. Medicines required to be taken home on
discharge were ordered by the ward and sent by
pharmacy to the discharge lounge.
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« We were told of delays due to patients waiting for their

medication. We were told that junior medical staff were
not always able to complete the relevant
documentation for the pharmacy to process the
medicines for patients to take home in a timely manner
and that this could cause delays. Sometimes the
medicines were sent back to the wards rather than to
the discharge lounge which also caused delays.

Some patients also experienced waits for transport that
had been booked. This service was provided by an
external company and the trust were working with them
to improve the service provision for patients.

Meeting people’s individual needs

+ Forthe many patients whose first language was not

English, we found some reliance on relatives to translate
required questions and information for patients. We
were given an example where staff called in a patient’s
daughterin order to translate for the patient. They told
us that staff had compiled a list of useful words in the
patient’s first language to help when the relative was not
present. The relative felt fully involved and was happy
with the care provided. Another patient’s relatives said
that they regularly translated but when they were not
there they were concerned that the patient would not
be able to communicate their level of pain and other
needs. This meant an over reliance on relatives to
undertake interpretation which, in some cases, may not
be appropriate.

There was access to language services, both by
telephone and in person, through the Patient Advice
and Liaison Service (PALS). We were told this could take
some time and was rarely use