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This report describes our judgement of the quality of care at this hospital. It is based on a combination of what we found
when we inspected, information from our ‘Intelligent Monitoring’ system, and information given to us from patients, the
public and other organisations.

Overall rating for this hospital Requires improvement @
Urgent and emergency services Requires improvement ‘
Medical care Requires improvement .
Surgery Requires improvement ‘
Regional spinalinjuries centre Inadequate .
Critical care Requires improvement ‘
End of life care Good @
Outpatients and diagnostic imaging Good @
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Summary of findings

Letter from the Chief Inspector of Hospitals

The comprehensive inspection at Southport and Formby District General Hospital was conducted between 12 and 14
November 2014 and an unannounced inspection was carried out on 20 November 2014 between 10pm and 1am.

This inspection was conducted under the new model of inspection as part of the inspection of Southport and Ormskirk
NHS Trust.

Overall the hospital was rated as requiring improvement as the safe, effective and responsive domains were rated
requires improvement and responsive, caring and well led domains were rated as good.

Our key findings were as follows:

Safe

Systems were in place for reporting and managing incidents. There was a risk-aware culture and a willingness to learn
from mistakes but feedback was inconsistent. We found that some risks had been on the risk register for over two years
without full resolution of the issues. We were told of a major infection control issue in critical care which had not been
put on the risk register although it was being addressed. Concerns raised by staff about the safety of the ophthalmology
clinic at Southport had been taken to the risk management team and the trust risk manager had been to the clinic, but
no action appeared to have been taken, and the staff who raised the issue had been given no feedback about proposed
action or why action was not required.

There were insufficient members of nursing staff to provide a safe service for patients being cared for in the North West
Regional Spinal Injuries Centre (NWRSIC). Corridors were cluttered with equipment, which had an impact on the control
of infection within the centre and there was no planned replacement programme for essential pieces of equipment.
Medicines were well managed within the centre and quality of record keeping was good.

Patients received care in safe and clean environments. Staff were aware of policies but adherence in medicine needs
improvement. We noted 19 separate occasions in A&E in the previous month where two members of staff had not
always checked controlled drugs such as morphine sulphate during dispensing or as part of the daily stock check in the
resuscitation area and in critical care medicines storage was not in accordance with current guidance on security. This
had been identified by the trust and was on the risk register, but had not been promptly addressed.

Staff assessed and responded to patients’ risks. Patient records were completed appropriately although some end of life
individualised care plans were found to be incomplete, meaning that some patients and their families may not get
preferred care at the end of their life. The system for reviewing ‘do not attempt cardiopulmonary resuscitation’
(DNACPR) forms was unclear to us and to the member of staff we spoke with, which may result in unnecessary confusion
and distress if CPR is required.

Staff were aware of the safeguarding policy and got appropriate consent from patients. There were efficient and well
managed handovers. There was an appropriate and up to date trust majorincident plan.

Patients were supported with the right equipment; however there was no approved schedule for replacing older
equipment used in the theatres and records across the hospital of service status were inconsistent.

Processes were in place to ensure resource and capacity risks were managed. However, the staffing levels in A&E,
surgery and medicine were not always deemed sufficient to meet patient’s needs. The staffing levels were maintained
through the use of bank and agency staff and this meant that the skills mix was not always sufficient to meet patients’
needs.

We found that the end of life/palliative care services at Southport Hospital were generally good, and were supported by
arobust training programme and adherence to national guidelines
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Effective

There was evidence of adherence to national guidance. The A&E department participated in national College of
Emergency Medicine audits and there were clear action plans indicating what improvements need to be made as a
result. In surgery the lack of an orthopaedic geriatrician meant that compliance with the national hip fracture audit had
not been achieved and patients did not always receive the best possible care.

Evidence based guidelines were in place for the treatment of patients with spinal injuries. Care plans for patients with
spinalinjuries identified goals set by the patients and these were monitored by them in partnership with the staff. The
discharge planning process was part of the goal setting undertaken with the patient and began as soon as the patient
was admitted to the ward.

Staff on critical care told us that they had not achieved full implementation of the relevant guidance issued by
professional and expert bodies such as the National Institute for Health and Care Excellence (NICE) and the national
core standards for intensive care.

The adult critical care beds occupancy had been consistently above national average in the previous twelve months.
This activity had reduced since June 2014. National Intensive Care audit data (ICNARC) showed that the service
discharge out of hours to ward and delayed discharges over 4 hours was worse than the England average.

The majority of surgical patients had a positive outcome following their care and treatment; however, the number of
patients that had elective urology and general surgery and were readmitted to hospital after discharge was higher
(worse) than the England average. The average number of days patients stayed at the hospital was worse than the
England average for elective and non-elective patients having general, trauma and orthopaedic surgery.

Caring
Staff treated patients with dignity, compassion and respect, even while working under pressure.

Although patients spoke positively about the care and treatment they had received and we observed many positive
interactions data showed that the A&E department scored worse than the England average for similar departments
which might indicate that patients would not recommend the department to their friends and family however the low
response rate between April 2013 and July 2014 means the results were not fully reliable.

In the NWRSIC most patients were treated with compassion and respect, but low nurse staffing levels meant that
sometimes staff were slow to respond to the needs of patients.

Responsive

Performance was improving trust wide, but on its own, Southport Hospital struggled to meet the national Department
of Health target for emergency services to admit or discharge 95% of patients within 4 hours of arrival at A&E between
April 2014 and September 2014.

There were rehabilitation and sports facilities within the NWRSIC but sometimes patients were unable to access them
due to shortages of staff.

Improvements were needed in the management of stroke. Timely access to computer passwords for newly appointed
medical staff, including locum doctors, was required. The flow of medical patients throughout the hospital was
disorganised and medical staff had no formal process by which to locate their patients. At the time of the inspection 15
surgical beds were occupied by medical patients and 4 surgical patients were being care for in medical beds. There was
insufficient bed capacity in the wards and theatres, which meant that extra beds were occasionally placed on the
surgical wards although we had been assured that this practice was no longer custom and practice. There were plans in
place to improve theatre efficiency.
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Despite this being an integrated trust there were few examples of integration between community and acute services.
Although there was often good communication and co-operation, the community and acute services were usually
managed and operated separately. This did not provide a seamless or holistic service for patients, particularly those
with chronic health conditions that required frequent hospital admissions. We noted that patients who lived within the
area covered by one clinical commissioning group had access to services of a specialist respiratory team. This service
was not commissioned by the neighbouring clinical commissioning group. This meant that the respiratory service
provided to patients was not equitable.

The mortuary and bereavement service was focused on making its environment and interaction with patients and
relatives as minimally distressing as possible, and displayed excellent, innovative care.

National targets for referral to appointment times were exceeded in all areas. Clinics that consistently ran late were
reviewed to identify blocks in patient flow.

Well led

The overall ethos centred around the quality of care patients received. Key risks and performance data were monitored.
There was clearly defined and visible leadership, and staff felt free to challenge any staff members who were seen to be
unsupportive or inappropriate in carrying out their duties. There was a disconnection between the staff providing
hands-on care and the executive team in some areas. The system in place to communicate risks and changes in practice
to nursing staff required improvement.

The emergency department faced challenges such as patient flow and local changing needs, such as an increased
elderly population, and had initiatives in place to tackle these.

There was no clear strategy for the development of the NWSIC and there were insufficient senior nursing managers
allocated to the NWRSIC to be able to provide effective leadership for this service.

We saw several areas of outstanding practice including:

+ 85% of patients who had a documented preferred place of death died where they chose to, facilitated by an effective
end of life rapid transfer programme.

+ An access film showing the experience of a child attending an outpatient department is being posted on the trust
website. This will allow parents of young children or carers of patients with learning difficulties to view the film with
them and explain the process and what to expect before they attend for their own appointment.

« Theintroduction of dressing clinics to complement fracture and orthopaedic clinics, reducing the need for formal
appointments and freeing up consultants’ time.

+ Improvements to help children and patients with learning disabilities settle into the outpatients department.

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

+ Ensure adequate nurse staffing levels and an appropriate skill mixin all areas

« Ensure equipment used in the theatres is fit for purpose and older equipment is replaced under a planned
replacement schedule.

+ Ensure medicines management meets national standards in the critical care unit and in the Accident and Emergency
department.

+ Improve infection prevention and control processes within the medical directorate.

In addition the trust should:

Medicine
« Take immediate action to prevent the sharing of computer passwords between medical staff.
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+ Improve storage on medical wards for essential pieces of equipment and staffs' personal clothing and belongings.
+ Improve feedback and learning from incidents.

+ Increase 7 day working for all disciplines across the medical directorate.

+ Improve the flow of medical patients within the hospital.

+ Improve learning from complaints.

+ Improve the way risks are communicated to nursing staff within the medical directorate.

Surgery

+ Reduce clutter in the theatres.

+ Improve compliance with the national hip fracture audit.

+ Reduce the number of patients that are readmitted to hospital after having elective urology and general surgery.
+ Improve performance relating to the patient length of stay at the hospital.

+ Reduce delays to admitted patients awaiting surgery in the theatres.

+ Improve bed utilisation on the surgical wards to ensure patients are located in the best available place.

Urgent and emergency services

+ Continue to ensure that all staff complete their mandatory training in a timely manner.

+ Have a list of appropriate staff that have been trained with the required scene safety and awareness training.

+ Ensure the environment in the triage area can allow patient conversations to be private.

« Ensure that all items of equipment have a record of being serviced or calibrated and that the service is in date.

+ Ensure that two members of staff check controlled drugs during dispensation and as part of the daily stock check.
+ Designate a lead for education in the department.

+ Lookto improve the location target to treat 95% of patients within 4 hours.

+ Tackle the issue of junior medical staff who felt bullied by senior staff

Outpatients
« Ensure concerns raised about outpatient services are addressed appropriately and in a timely manner

Professor Sir Mike Richards
Chief Inspector of Hospitals
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Our judgements about each of the main services

Service Rating Why have we given this rating?
Urgent and Requires improvement ‘ The overall rating for the urgent and emergency
emergency services at Southport Hospital is requires
services improvements in the safe and responsive domains.

Systems were in place for reporting and managing
incidents. There was a risk-aware culture and a
willingness to learn from mistakes. Patients received
care in safe and clean environments. Staff were
aware of the safeguarding policy and got
appropriate consent from patients. There were
efficient and well managed handovers. There was an
appropriate and up to date trust major incident
plan.

Although appropriate equipment was available, the
records of service status were not always clear.
Medicines and records were managed effectively
and safely, however, we noted 19 separate occasions
in the previous month where two members of staff
had not always checked controlled drugs such as
morphine sulphate during dispensing or as part of
the daily stock check in the resuscitation area.
Processes were in place to ensure resource and
capacity risks were managed. However, the staffing
levels were not always deemed sufficient to meet
patient’s needs and the training records showed
staff were not meeting the targets set by the trust.
There was evidence of adherence to national
guidance. Patients were assessed for pain relief as
they entered the emergency department. The
department participated in national College of
Emergency Medicine audits and there were clear
action plansindicating what improvements need to
be made as a result. We saw effective collaboration
and communication among all members of the
multidisciplinary team and services were geared to
run 7 days a week.

Staff treated patients with dignity, compassion and
respect, even while working under pressure.
Although patients spoke positively about the care
and treatment they had received and we observed
many positive interactions data showed that the
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department scored worse than the England average
for similar departments indicating that patients
would not recommend the department to their
friends and family.

A departmental escalation policy described how the
department would deal with a range of foreseen and
unforeseen circumstances, and capacity was being
constantly monitored via daily bed management
and safe staffing meetings.

Performance was improving trust wide, but on its
own, Southport Hospital struggled to meet the
national Department of Health target for emergency
services to admit or discharge 95% of patients within
4 hours of arrival at A&E between April 2014 and
September 2014.

Translation services were available for patients for
whom English was not their first language, and the
service sought feedback from patients through
complaints and patient engagement.

The overall ethos centred around the quality of care
patients received. Key risks and performance data
were monitored. There was clearly defined and
visible leadership, and staff felt free to challenge any
staff members who were seen to be unsupportive or
inappropriate in carrying out their duties. The
emergency department faced challenges such as
patient flow and local changing needs, such as an
increased elderly population, and had initiatives in
place to tackle these.

Medical Requires improvement ‘ Medical care services were delivered by
care hardworking, caring and compassionate staff who

treated patients with dignity and respect. Shortages
of nursing staff, combined with insufficient storage
for equipment and on-going issues with the
prevention and control of infection meant that
services within the medical directorate were not
being delivered safely.

Improvements were needed in the management of
stroke. Timely access to computer passwords for
newly appointed medical staff, including locum
doctors, was required. The flow of medical patients
throughout the hospital was disorganised and
medical staff had no formal process by which to
locate their patients.

Despite this being an integrated trust there were few
examples of integration between community and
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acute services. Although there was often good
communication and co-operation, the community
and acute services were usually managed and
operated separately. This did not provide a seamless
or holistic service for patients, particularly those
with chronic health conditions that required
frequent hospital admissions. We noted that
patients who lived within the area covered by one
clinical commissioning group had access to services
of a specialist respiratory team. This service was not
commissioned by the neighbouring clinical
commissioning group. This meant that the
respiratory service provided to patients was not
equitable.

Generally the individual wards/departments were
well-led, although there was a disconnection
between the staff providing hands-on care and the
executive team. The system in place to
communicate risks and changes in practice to
nursing staff required improvement.

Surgery Requires improvement ‘ Patient safety was monitored and incidents were
investigated to assist learning and improve care.

Staff assessed and responded to patients’ risks.
Patient records were completed appropriately.
Patients received care in safe and clean premises.
Patients were supported with the right equipment,
but there was no approved schedule for replacing
older equipment used in the operating theatres. The
staffing levels were maintained through the use of
bank and agency staff and this meant that the skills
mix was not always sufficient to meet patients’
needs.

The services provided care and treatment that
followed national clinical guidelines and staff used
care pathways effectively. They participated in
national and local clinical audits and performed in
line with similar sized hospitals and within the
England average for most safety and clinical
performance measures. However, the lack of an
orthopaedic geriatrician meant that compliance
with the national hip fracture audit had not been
achieved and patients did not always receive the
best possible care.

The majority of patients had a positive outcome
following their care and treatment; however, the
number of patients that had elective urology and
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general surgery and were readmitted to hospital
after discharge was higher (worse) than the England
average. The average number of days patients
stayed at the hospital was worse than the England
average for elective and non-elective patients
having general, trauma and orthopaedic surgery.
Patients received care and treatment by trained,
competent staff that worked well as part of a
multidisciplinary team. Staff sought consent from
patients before delivering care and treatment. Staff
understood the legal requirements of the Mental
Capacity Act 2005 and deprivation of liberties
safeguards.

Patients spoke positively about their care and
treatment. They were treated with dignity and
compassion. Staff kept patients and their relatives
involved in their care. Patients and their relatives
were supported with their emotional needs, and
there were bereavement and counselling services in
place to provide support for patients, relatives and
staff.

The services were planned and delivered to meet the
needs of local people. There were systems in place
to support vulnerable patients. Complaints were
shared with staff to aid learning. The number of
cancelled elective operations was better than the
England average and there had been recent
improvements in performance against 18 week
referral to treatment standards.

There was insufficient bed capacity in the wards and
theatres, which meant that extra beds were
occasionally placed on the surgical wards and
patients experienced delays during surgery. There
were plans in place to improve theatre efficiency.
There was clearly visible leadership within the
service. The majority of staff were positive about the
culture and support available. There was routine
public and staff engagement and actions were taken
to improve the services. The management team
understood the key risks and challenges to the
service and how to resolve these.

Regional Inadequate ‘

spinal There were insufficient members of nursing staff to
injuries provide a safe service for patients being cared for in
centre the NWRSIC. Corridors were cluttered with

equipment, which had an impact on the control of
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infection within the centre and there was no
planned replacement programme for essential
pieces of equipment. Medicines were well managed
within the centre and quality of record keeping was
good.

The service was effective. Evidence based guidelines
were in place for the treatment of patients with
spinalinjuries. Care plans for patients with spinal
injuries identified goals set by the patients and these
were monitored by them in partnership with the
staff. The discharge planning process was part of the
goal setting undertaken with the patient and began
as soon as the patient was admitted to the ward.
Most patients were treated with compassion and
respect, but low nurse staffing levels meant that
sometimes staff were slow to respond to the needs
of patients.

There were rehabilitation and sports facilities within
the centre but sometimes patients were unable to
access them due to shortages of staff.

There was no clear strategy for the development of
the NWSIC. There was insufficient senior nursing
managers allocated to the NWRSIC to be able to
provide effective leadership for this service.

Critical care Requires improvement . Critical care services were delivered by a
hardworking, caring and compassionate staff. We

observed that staff treated patients with dignity and
respect and planned and delivered care in a way
that took into account the wishes of the patients.
Medicines storage was not in accordance with
current guidance; this had been identified by the
trust and was on the risk register but had not been
promptly addressed. We found that some risks had
been on the risk register for over two years without
full resolution of the issues. We were told of a major
infection control issue which had not been put on
the risk register.

Staff told us that they had not achieved full
implementation of the relevant guidance issued by
professional and expert bodies such as the National
Institute for Health and Care Excellence (NICE) and
the national core standards for intensive care.

The adult critical care beds occupancy had been
consistently above national average in the previous
twelve months. This activity had reduced since June
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2014. National Intensive Care audit data (ICNARC)
showed that the service discharge out of hours to
ward and delayed discharges over 4 hours was
worse than the England average.

There was clearly visible leadership within the
critical care service. Staff told us they were proud of
the unit and the care they provided. The trust vision,
values and objectives had been cascaded across the
critical care service and some staff had a clear
understanding of what these involved.

End of life Good . We found that the end of life/palliative care services

care at Southport Hospital were generally good, and were
supported by a robust training programme and
adherence to national guidelines.
Staff from both the general wards and the specialist
palliative care team and transform team displayed
enthusiasm for providing safe, effective and
compassionate care to patients reaching the end of
their life. The multidisciplinary team worked well
together to achieve this.
The mortuary and bereavement service was focused
on making its environment and interaction with
patients and relatives as minimally distressing as
possible, and displayed excellent, innovative care.
Some end of life individualised care plans were
found to be incomplete, meaning that some patients
and their families may not get preferred care at the
end of their life. The system for reviewing ‘do not
attempt cardiopulmonary resuscitation’ (DNACPR)
forms was unclear to us and to staff, which may
result in unnecessary confusion and distress if CPR is

required.
Outpatients Good ‘ Overall, the outpatient and diagnostic services was
and good but improvement was required in the patient
diagnostic safety domain. This was because we could not be
imaging sure that all matters of concern were properly
recorded or that the trust had clear oversight of the
issues.

Concerns had been raised by staff about the safety
of the ophthalmology clinic at Southport. These had
been taken to the risk management team and the
trust risk manager had been to the clinic, but no
action appeared to have been taken, and the staff
who raised the issue had been given no feedback
about proposed action or why action was not
required.
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Staff were trained in infection prevention and
control and understood their responsibilities.
Safeguarding processes were in place to identify and
prevent abuse. Other equipment had been properly
maintained, serviced and cleaned.

National targets for referral to appointment times
were exceeded in all areas. Staff were well trained
and encouraged to do additional training or broaden
their skills. Outpatient staff of band 5 and below
were rotated between departments and sites to
increase their skill base and provide greater
flexibility for the department.

Multidisciplinary working was evident both at a local
level and within the wider health community.
Specialist consultants from neighbouring trusts ran
clinics which were staffed by Southport and
Ormskirk staff, enabling patients to receive a first
appointment nearer to home.

We observed staff at all levels interacting with their
patients. All the encounters we saw involved friendly
and helpful interactions. Patients could not speak
highly enough of the nursing staff who cared for
them. Patients told us how doctors, nurses and
receptionists had all taken time to explain things to
them, in ways that they understood.

Audits were completed and services were reviewed.
We saw how information was used to identify areas
for improvement; changes had been made to the
waiting rooms at both sites, improving the
environment for patients and staff. Diagnostic
services had identified how they could improve
privacy and dignity for patients who are brought to
the department in beds.

Children’s activity boards were being put up to
occupy young people while they or their parents
waited to be seen. A video was being produced to
show young children or patients with learning
disabilities what it would be like when they attend
the department. This was to be published on the
trust website.

Additional services had been created, such as the
‘dressings’ clinics ,which had freed up consultants’
time and reduced delays in fracture and orthopaedic
clinics.

Clinics that consistently ran late were reviewed to
identify blocks in patient flow.
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We found that staff respected their local managers;
they were supported in the decisions they made and
encouraged to develop. Managers had a good
understanding of their teams and recognised where
improvements could be made, and led on the issues
on behalf of the teams.

Innovation was encouraged, which was
demonstrated by the improvements to help children
and patients with learning disabilities settle into the
department, and proposals submitted by porters to
improve waste services.
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Background to Southport and Formby District General Hospital

Southport and Formby District General Hospital is one of
two hospitals within the Southport and Ormskirk NHS
Trust. The trustis not a foundation trust. The hospital
provides the accident and emergency, medical, critical
care and surgical services and an outpatients facility. The

North West Regional Spinal Injuries Centre is also located
at Southport and Formby District General Hospital. The
hospital was inspected as part of a new approach
comprehensive inspection.

Our inspection team

Our inspection team was led by:

Chair: Christopher Tibbs, Medical Director and
Consultant Gastroenterologist at The Royal Surrey County
Hospital.

Heads of Hospital Inspections: Tim Cooper and Alan
Thorne, Care Quality Commission

The team included CQC inspectors and a variety of
specialists including consultants in acute medicine,

trauma and orthopaedics, gastroenterology and a
consultant anaesthetist. There was also a chief nurse,
deputy director of nursing, consultant nurse in
orthopaedics, McMillan nurse specialist, advanced nurse
practitioner in paediatrics, specialist nurses in accident
and emergency and medicine. The team also had a risk
manager, physiotherapist and speech and language
specialist. The team was also supported by four experts
by experience who are lay members of the team.

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?

 Isitcaring?

+ Isit responsive to people’s needs?
« Isitwell led?

Before visiting, 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 group, NHS England, Health Education
England, the General Medical Council, the Nursing and
Midwifery Council, the Royal Colleges and the local
Healthwatch.

We held a listening event in Southport on 05 November
2014 when 100 people attended and shared their views
and experiences of both Southport and Formby District
General Hospital and Ormskirk District General Hospital.
Some people who were unable to attend the listening
event shared their experiences via our web site, by letter
or telephone.

We undertook an announced inspection of the trust
between 12 and 14 November 2014, and an
unannounced inspection at both hospitals on 20
November 2014 between 10pm and 1lam. We looked at
the following core services at Ormskirk District General
Hospital:

Accident and emergency (A&E)
Medical care

Surgery

Critical care

Palliative and end of life care
Outpatients

Regional Spinal Injuries Centre

We held focus groups and drop-in sessions with a range
of staff in the hospital, including nurses, junior doctors,
consultants, midwives, student nurses, administrative
and clerical staff, physiotherapists, occupational
therapists, pharmacists, domestic staff and porters. We
also spoke with staff individually, as requested. We also
trialled a focus group for BME staff which was well
attended

15 Southport and Formby District General Hospital Quality Report 13/05/2015



Detailed findings

We talked with patients and staff from all the ward areas
and outpatients services. We observed how people were
being cared for, spoke with carers and/or family
members, and reviewed patients’ records of personal
care and treatment.

Facts and data about Southport and Formby District General Hospital

Southport and Ormskirk Hospital NHS Trust provides A number of population measures are worse (particularly
healthcare in hospital and the community to 258,000 malignant melanoma and some of the child health
people across Southport, Formby and West Lancashire. measures).

Careis provided at Southport District General Hospital

and Ormskirk District General Hospital, 8 miles apart. There are 375 inpatient and 18 day case beds at

Southport and Formby District General Hospital.
Deprivation in communities predominantly served by the
trust is mixed compared to the England average - better
in the Sefton area and worse in West Lancashire. Life
expectancy rates are below England average.

Across the trust there are 3026 staff and in 2012/13 there
were 61,096 inpatient admissions, 248,102 outpatient
attendances and 69,108 Accident & Emergency
attendances.

The trustis currently in financial surplus.
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Our ratings for this hospital

Our ratings for this hospital are:

Safe Effective Caring Responsive Well-led Overall

Urgent and emergenc Requir Requir
ge L e Good Good | equires Good
services improvement improvement
Medical care : Requires : Requires Good : Requires : Requires
improvement | improvement improvement | improvement

Requires
improvement

Requires
improvement

Requires
improvement

Requires Requires Requires Requires
Surgery : : Good : .
improvement | improvement improvement | improvement
Regi . : :
. gglc.malspmal adeguste : Requires : Requires : NE[VIES nadequate
injuries centre improvement | improvement | improvement
Critical care ' Requires : Requires Good : Requires : Requires
improvement improvement improvement improvement
improvement

Inadequate

Requires
improvement

End of life care Good

Outpatients and
diagnostic imaging

Requires Requires Requires Requires Requires
Overall : : Good : : :
improvement | improvement improvement | improvement improvement
Notes

<Notes here>
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Urgent and emergency services

Safe
Effective
Caring
Responsive
Well-led

Overall

Information about the service

Urgent and emergency services were provided across two
sites that formed part of Southport and Ormskirk Hospital
NHS Trust. The emergency department at Southport
Hospital was open 24 hours a day, seven days a week,
providing emergency care and treatment for adults only.
The department treated people with serious and life
threatening emergencies as well as those with illnesses or
injuries which were not life threatening, but still needed
prompt treatment, such as minor head injuries or
suspected broken bones. Children under 16 years of age
were assessed and if the condition was not life
threatening they were referred to the paediatric accident
and emergency (A&E) department at Ormskirk Hospital.

The urgent & emergency services saw approximately
105,000 patients between April 2013 and March 2014.

There were 15 bays in the major injuries area of the adults
A&E department including four bays for resuscitation.
There were six bays in the minor injuries area with one
bay designated as a plaster area. There were ample
waiting rooms including a reception area.

Patients who required diagnosis, observation, treatment
and rehabilitation but were not expected to need an
overnight stay attended the observation ward, which
consisted of five beds, and nine chairs for patients who
were mobile. Patients could be discharged home and
booked an appointment to return for further assessment.

We carried out an announced inspection during 12-14
November and an unannounced inspection on 20
November between 10pm and 1am. We spoke with 12

Requires improvement
Good
Good
Requires improvement
Good

Requires improvement

patients and relatives, observed care and treatment and
looked at care records. We also spoke with a range of staff
at different grades including the clinical director for
emergency medicine, matrons, senior sisters, nurse
practitioners, consultants, healthcare assistants and the
receptionist staff. We received comments from our
listening events and from people who contacted us to tell
us about their experiences, and we reviewed
performance information about the trust.
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Summary of findings

The overall rating for the urgent and emergency services
at Southport and Formby District General Hospital is
that it requires improvements to be made in the safe
and responsive domains.

Systems were in place for reporting and managing
incidents. There was a risk-aware culture in the
department and a willingness to learn from mistakes.
Patients received care in safe, clean and suitably
maintained environments. Staff were aware of the
safeguarding policy and got appropriate consent from
patients. There were efficient and well managed
processes in place for handovers. There was an up to
date trust major incident plan, which listed key risks that
could affect the provision of care and treatment.

However, we found several items of equipment that had
no record of being serviced or calibrated and the service
date shown on the label was overdue on some
equipment such as ventilators and blood pressure
measuring devices since 2012. We also noted that the
fridges used to store medication had not been serviced
or double checked by the pharmacy department since
2012. There was no lead for the service and
maintenance of the equipment in the department.

Medicines and records were generally managed
effectively and safely across the areas we inspected,
however, we noted 19 separate occasions in the
previous month where two members of staff had

not checked controlled drugs such as morphine
sulphate during dispensing or as part of the daily stock
check in the resuscitation area.

Processes were in place to ensure resource and capacity
risks were managed. However, the staffing levels were
not always deemed sufficient to meet patient’s needs
and the training records showed staff were not meeting
the targets set by the trust.

There was evidence of adherence to national guidance
to provide evidence-based care and treatment. Patients
were assessed for pain relief as they entered the
emergency department. The department participated in
national College of Emergency Medicine audits and
there were clear action plans indicating what

improvements need to be made as a result. We saw
effective collaboration and communication among all
members of the multidisciplinary team and services
were geared to run 7 days a week.

Staff treated patients with dignity, compassion and
respect, even while working under pressure. Patients
spoke positively about the care and treatment they had
received and we observed many positive interactions.
Staff provided patients and their families with emotional
support and comforted patients who were anxious.

A departmental escalation policy described how the
department would deal with a range of foreseen and
unforeseen circumstances, and capacity was being
constantly monitored via daily bed management and
safe staffing meetings.

Performance was improving trust wide, but on its own,
Southport Hospital struggled to meet the national
Department of Health target for emergency services to
admit or discharge 95% of patients within 4 hours of
arrival at A&E between April 2014 and September 2014.

Translation services were available for patients for
whom English was not their first language, and the
service sought feedback from patients through
complaints and patient engagement.

The organisation’s vision and strategy had been
cascaded to all staff, who were proud of the work they
did. The overall ethos centred around the quality of care
patients received, and meeting targets was secondary.
Key risks and performance data were monitored. There
was clearly defined and visible leadership, and staff felt
free to challenge any staff members who were seen to
be unsupportive or inappropriate in carrying out their
duties. The emergency department faced challenges
such as patient flow and local changing needs, such as
an increased elderly population, and had initiatives in
place to tackle these.
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Requires improvement ‘

Systems were in place for reporting and managing
incidents. There was a risk-aware culture in the
department and a willingness to learn from mistakes.
Patients received care in safe, clean and suitably
maintained environments. Staff were aware of the
safeguarding policy and got appropriate consent from
patients. There were efficient and well managed
processes in place for handovers. There was an up to
date trust major incident plan, which listed key risks that
could affect the provision of care and treatment.

However, we found several items of equipment that had
no record of being serviced or calibrated and the service
date shown on the label was overdue on some
equipment such as ventilators and blood pressure
measuring devices since 2012. We also noted that the
fridges used to store medication had not been serviced or
double checked by the pharmacy department since 2012.
There was no lead for the service and maintenance of the
equipment in the department.

Medicines and records were generally managed
effectively and safely across the areas we inspected,
however, we noted 19 separate occasions in the previous
month where two members of staff had not checked
controlled drugs such as morphine sulphate during
dispensing or as part of the daily stock check in the
resuscitation area.

The numbers of nursing staff during the inspection were
adequate for the flow of patients we observed. However,
issues also arose during the night shift when the nursing
staff were called away from the A&E department to assist
in other duties. We saw a number of incidents related to
inadequate staffing within the A&E department where no
additional cover was available when needed. Although
this hadn’t resulted in any known patient harm. The RCN
also identified concerns in relation to the high use of
agency staff, high rates of staff vacancies and the skill mix,
in particular the high use of band 5 nurses.

Training records showed staff were not meeting the
targets set by the trust. According to the records supplied
by the trust only 10% of medical and dental staff had

completed basic clinical resuscitation training and
compliance with training in the safeguarding of adults
was also poor among the medical and dental staff with
only 45% of staff attending training.

Systems were in place for reporting and managing
incidents. There was a risk-aware culture in the
department and a willingness to learn from mistakes.
Patients received care in safe, clean and suitably
maintained environments. Staff were aware of the
safeguarding policy and got appropriate consent from
patients. There were efficient and well managed
processes in place for handovers. There was an up to
date trust major incident plan, which listed key risks that
could affect the provision of care and treatment.

Incidents

- Staff were confident about reporting incidents, near
misses and poor practice via the electronic incident
reporting system for issues such as abuse from patients,
patients who had absconded and for medication errors.

« Data showed there were 168 incidents reported in the
accident and emergency (A&E) department from 1 May
2014 to 12 October 2014. The majority of these were
rated as being low risk.

+ We reviewed a number of these incidents and found
action had been taken, where appropriate, to prevent
reoccurrence. In one instance, a patient had not
received an appropriate screening test for MRSA, and all
staff were reminded about the MRSA policy and the A&E
coordinators were checking patients had been screened
appropriately before they were discharged.

« Staff were able to describe recent incidents and clearly
outlined actions that had been taken as a result of
investigations of incidents to prevent reoccurrence. We
saw that all members of the multidisciplinary team were
involved in these investigations.

« When the risk from an incident was rated as high, it had
been added to the divisional risk register that was being
routinely reviewed. A number of incidents relating to
poor patient flow out of the department had been
raised and the risk had been added to the A&E risk
register.

« Learning from incidents was shared across the
department via noticeboards, newsletters and safety
huddles at handovers.

20 Southport and Formby District General Hospital Quality Report 13/05/2015



Urgent and emergency services

Cleanliness, infection control and hygiene

The emergency department and the observation ward

were both clean, well maintained and in a good state of

repair. Staff were aware of current infection prevention

and control guidelines and we observed good practices

such as:

= Staff following hand hygiene and ‘bare below the
elbow’ guidance.

= Staff wearing personal protective equipment, such as
gloves and aprons, while delivering care.

= Suitable arrangements for the handling, storage and
disposal of clinical waste, including sharps.

= Cleaning schedules in place and displayed
throughout the ward areas.

= Clearly defined roles and responsibilities for cleaning
the environment and cleaning and decontaminating
equipment.

= Hand washing facilities and hand gel were available
throughout the department, but we didn’t see staff
using these facilities after every patient contact.

Data showed that healthcare-associated infections with
MRSA and Clostridium difficile (C. difficile) rates for the
trust were within expected limits. There were no cases
of C. difficile attributed to the A&E department from
October 2013 to September 2014.

The electronic patient administration system made a
note and tracked all patients with any infectious
conditions so staff could be alerted.

The policy was to screen for MRSA all patients admitted
to a ward area from A&E. With the observation ward
patients being discounted, emergency admission
screening for MRSA was 92.5% in September 2014. A
total of 46 patients weren’t screened before being
admitted. The performance report stated that the
infection prevention and control team checked all
missed patients.

The A&E dashboard showed the department met the
trust compliance criteria for the matrons checklist for
the environment and infection control as well as for the
hand hygiene and commode cleanliness audits.

Environment and equipment

The areas we inspected were compliant with same-sex
accommodation guidelines. We saw that patients’
cubicle curtains were drawn and staff spoke with
patients in private to maintain confidentiality. However,
we noted the environment in the triage area was not
always private and patient conversations could be
overheard.

The route for patients was streamlined and well laid out.
The emergency department was set up so patients
deemed to be at high risk from such events as falls were
visible from the nursing stations for continual
observation and quick intervention if required.

The x-ray service was situated close to the department
for easy access.

A secure room was available to assess patients with
mental health problems. This room complied with
Section 136 requirements (a designated place of safety)
under the Mental Health Act (1983).

Staff were aware of alerts that had been issued by the
National Patient Safety Agency (NPSA) and warnings
had been shared with staff such as potential equipment
sabotage.

The resuscitation room had four cubicles designated for
trauma that were all well equipped for adults, and one
was set up with additional equipment for paediatrics.
Equipment was in place for specific procedures that
may only be carried out several times a year. Staff
confirmed all items of equipment were readily available
and any faulty equipment was either repaired or
replaced efficiently.

Equipment was mostly checked and decontaminated
regularly with checklists in place for daily, weekly and
monthly monitoring of equipment such as the
resuscitation trolleys.

However, we found several items of equipment that had
no record of being serviced or calibrated and the service
date shown on the label was overdue on some
equipment such as ventilators and blood pressure
measuring devices since 2012. We also noted that the
fridges used to store medication had not been serviced
or double checked by the pharmacy department since
2012. There was no lead for the service and

« The emergency department including the observation
ward was well maintained, safe and secure. The adult
A&E department was built to treat between 130 and 150
patients daily and was mostly able to accommodate the
number of patients who attended.

maintenance of the equipment in the department.

Medicines

« Policies were available for managing medication, and
posters were displayed reminding staff to check
protocols if changes were made to regular medication.
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+ Medication was safely stored with an audit trail of who
had accessed it. When issuing medication, staff adjusted
stock levels, and the pharmacy department was
responsible for maintaining minimum stock levels.
Medicines throughout the emergency department were
stored correctly and safely in locked cupboards or
fridges, and temperatures were recorded where
necessary.

We checked the storage and balance of controlled drugs
in the observation ward and in the A&E areas. We found
the controlled drugs register in the observation ward
had been signed by two staff members when drugs were
dispensed and the amount wasted was recorded.
However, we noted 19 separate occasions in the
previous month where two members of staff had not
always checked controlled drugs such as morphine
sulphate during dispensing or as part of the daily stock
check in the resuscitation area. We also found some
medication that was out of date.

Records

+ The emergency department had developed its own
patient clinical assessment record that included
patients’ personal details, previous admissions, alerts
for allergies, patients’ weight, observations charts and
national early warning scores and triggers for coma with
a flowchart for easy understanding.

Patient records were kept securely, were easy to locate,
and we could easily obtain any notes we required when
conducting our patient record reviews.

We looked at 12 sets of notes across the A&E
departmentincluding the observation ward. We were
able to follow and track patient care and treatment
easily. Observations were well recorded; the timing of
such was dependent on the intensity of treatment
needed by the patient.

Safeguarding

« Policies were in place that outlined the trust’s position
on safeguarding vulnerable adults and children. Staff
received mandatory training in these policies.

+ Asafeguarding link nurse worked with specific teams to
ensure patients were not at increased risk of neglect or
abuse.

Staff confirmed they were aware of the services offered
and knew whom to contact.

Mandatory training

Staff received mandatory training in areas such as
infection prevention and control, moving and handling,
safeguarding children and vulnerable adults, and
investigating incidents.

Staff in urgent and emergency care also received
training in areas applicable to their role such as
medicines management, resuscitation training such as
advanced paediatric life support (APLS), trauma nursing
core course (TNCC), advanced and immediate and
paediatric life support (ALS, ILS and PILS).

The trust target was to have 90% of staff having received
mandatory training. Trust data, as of October 2014,
showed that compliance with the target was poorin
many areas. Only 10% of medical and dental staff had
completed basic clinical resuscitation training, whereas
around 75% of the nursing staff had completed this
training.

Compliance with training in the safeguarding of adults
was also poor among the medical and dental staff with
only 45% of staff attending training. Nurses in the A&E
department were around 80% compliant, and 100% of
staff in the observation ward had attended the training.
The performance dashboards showed that compliance
with achieving the mandatory targets had been poor
over the previous 12 months.

There was no lead for education within the department
and staff were responsible for maintaining their own
training, which meant that training could be missed.

Assessing and responding to patient risk

Patients either presented to the emergency department
themselves or were brought in by an ambulance. All
patients were booked in by staff who asked routine
questions to determine the nature of the ailment, and a
triage was performed using the Manchester Triage
System.

All minor injuries (self-referral) patients were streamed
and assessed immediately to check the severity of their
ailment.

A qualified senior sister or an experienced band 5 nurse
performed screening and triage of patients depending
on the severity of their ailment. Patients were then
streamed to the appropriate route (the minor or major
injuries departments, or the observation ward).

If there were no cubicles in the A&E area or if there was a
long wait, the nurses in triage would carry out initial
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observations and request initial blood tests and x-rays
so patients were not delayed, and results were available
when they were reviewed by a consultant for a more
efficient diagnosis.

Upon admission, patients at high risk were placed on
care pathways to ensure they received the right level of
care. An early warning tool was included in the patient
record with clear directions for escalation printed on the
reverse of the observation charts.

Staff were aware of the appropriate actions to take if
patients deteriorated acutely.

We reviewed completed charts and saw that staff had
escalated correctly, and repeated observations within
the necessary periods.

An A&E consultant performed a ward round daily in the
observation ward and any patients who were not being
treated as part of the A&E pathways were seen by their
own specialty consultants.

Staff knew how to escalate in response to key risks that
could affect patient safety, such as staffing and bed
capacity issues. There was an escalation and bed
management policy in place with daily involvement of
matrons and senior staff to address these risks.
Patients 16 years and younger were triaged by the triage
nurse who asks for a medical review if required before
being referred to the children’s A&E department at
Ormskirk District General Hospital. The clinical director
told us children were not treated at Southport Hospital
because they did not want to set a precedent for all
children to be treated here.

Figures showed that 67 children (age on arrival of 16
years or under) were transferred from Southport
Hospital to Ormskirk Hospital between April 2014 and
October 2014.

Nursing staffing

« Nursing staff of differing grades were assigned to each of
the patient areas in the department.

The numbers of nursing staff during the inspection were
adequate for the flow of patients we observed, but if the
department had a surge of patients, particularly in the
resuscitation area, then these numbers did not have the
flexibility to cope.

The nursing establishment was based on a recognised
staffing assessment tool based on the Royal College of
Nursing (RCN) recommendations. The tool had

identified shortfalls in nursing staffing, but the staff felt
this should to be reviewed again as they felt the
allocation of nursing staffing had historically been low in
the department.

The observation ward had been assessed with the RCN
tool, which showed 9.8 full time nurses and five
healthcare assistants were required in various shift
patterns over the week to manage the ward. Eight
nurses were currently employed and one had been
recently recruited. The RCN tool had been reused and
showed that a further 0.51 registered nurses were
required for the night duty.

The shift patterns showed there were always two nurses
and one healthcare assistant assigned to the
observation ward. However, staff were routinely moved
from the observation ward to assist other areas when
demand increased, which could leave them short
staffed.

During the night-time shifts the minor injuries area was
closed and the department operated from the major
injuries area so staff were consolidated.

Staff felt the morale was low and there was low staff
retention due to the pressures in the department at
peak times. A large number of staff informed us they
were struggling to take time out for refreshments and
were routinely missing breaks.

Before the inspection, we contacted the RCN, who
identified concerns in relation to the high use of agency
staff, high rates of staff vacancies and the skill mix, in
particular the high use of band 5 nurses.

Cover for staff leave or sickness was provided by bank
staff made up of the existing nursing team or agency
nurses to provide cover at short notice. Where agency
staff were used, the organisation carried out checks to
ensure they had the right level of training in delivering
emergency care. The dashboard showed that on
average around £20,000 was spent on bank or agency
staff each month for the previous 6 months.

Issues also arose during the night shift when the nursing
staff were called away from the A&E department to
assist in other duties. Staff told us that healthcare
assistants in the A&E would help with putting dressings
on patients and with some minor ailments. However,
during busy times they were moved to other wards
which meant the nursing staff had to carry out these
additional tasks.

We saw a number of incidents related to inadequate
staffing within the A&E department where no additional
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cover was available when needed. Although this hadn’t
resulted in any known patient harm, staff felt the staffing
was unsafe and that it had caused a build-up of patients
in the waiting areas.

Medical staffing

The proportion of consultants was at 17% of the total
medical staffing in the A&E and registrars was at 22%
which was lower than the England average of the
proportion of consultants at 23% and registrars at 39%
respectively. The ratio of middle career doctors (for
example, senior house officers) at 30% was above the
England average of 13%, as was the ratio of junior
doctors at 30% compared with the England average of
25% working in the A&E.

The skills mix of the medical staffing meant there were
more junior and middle grade staff and fewer senior
staff ,which could cause delays in confirming decisions
about patient care.

All staff worked various shifts over a 24-hour period to
cover rotas and to be on call during out of hours and
weekends. The department had funding for six
consultants but only four were in full time posts.

The staffing comprised one middle grade staff member
from 8am to 4pm and another from 2pm to 10pm, three
senior house officers with various shifts from 8am to
midnight, and consultant cover from 8am to 10pm.
The night time staffing comprised two senior house
officers, and a consultant on call from 10pm to 8am,
with an additional doctor and senior house officer from
the day shift who finished at midnight.

It was proving difficult to recruit medical staff, so existing
vacancies were covered by locum, bank or agency staff
when required. Currently the nights and weekends were
covered by locums as these were busy periods.

Staff told us that there were generally sufficient
numbers of medical staff with an appropriate skills mix
to ensure that patients were safe and received the right
level of care. However, when the department was busy,
the staff felt the impact.

Handovers
« We observed handovers of patients from the ambulance

to the hospital staff. These were discreet, dignified and
efficient.

Each area in the A&E department such as triage, minor
and major injuries had their own handover huddles that
took place a number of times throughout the day. A full
departmental safety huddle was also held during shift
changes.

Professionals such as nursing and medical staff
attended and the mental health and alcohol liaison
teams would attend if required. Topics discussed
included patient handover related issues such as
clinical acuity (the intensity of care needed by patients)
and medication needs as well as staffing levels,
complaints and incidents.

We observed a thorough handover of all the patients
present on the observation ward, where staff discussed
input from the therapy teams, medical updates and
social circumstances as well as any mental health issues
that may be present.

Senior and junior staff attended to ensure they could all
be aware of any risks and tasks that were allocated such
as blood samples to be taken from patients.

All the information was then logged in a communication
file to ensure those staff not present could also be made
aware.

A system was in use for tracking patients before
handover to the ward areas based on clinical
prioritisation by the national early warning scores.

Major incident awareness and training

There was a documented business continuity plan
within the Southport and Ormskirk NHS Trust that listed
key risks that could affect the provision of care and
treatment.

Guidance for staff in the event of a major incident was
available in the trust’s major incident plan; this
contained key action cards for the A&E department with
specific roles each person would take.

The department had decontamination facilities and
equipment to deal with patients who may be
contaminated or at risk from chemical, biological,
radiological, nuclear defence and explosive matter.
Equipment to deal with such scenarios was situated
within the A&E department.

The clinical director told us staff did not receive specific
major incident safety and scene awareness training.
There were no onsite security arrangements for the A&E
department. Staff told us they had all received conflict
resolution training and would dial 999 for police
assistance if required. During our unannounced
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inspection, we observed a senior doctor being verbally
and physically assaulted by a patient. The team
contacted the police who attended and dealt with the
patient.

Staff told us having onsite security, especially during the
night shifts, was vital to ensure staff safety as the police
did not always respond in a timely manner.

Good .

There was evidence of adherence to national guidance to
provide evidence-based care and treatment. Patients
were assessed for pain relief as they entered the
emergency department. The department participated in
national College of Emergency Medicine audits and there
were clear action plans indicating what improvements
need to be made as a result. We saw effective
collaboration and communication among all members of
the multidisciplinary team and services were geared to
run 7 days a week.

Evidence-based care and treatment

The emergency department used a combination of
National Institute for Health and Care Excellence (NICE)
and College of Emergency Medicine (CEM) guidelines to
determine the treatment they provided.

Arange of clinical care pathways had been developed
and audited for compliance in accordance with
recognised guidance on subjects such as trauma,
stroke, pneumonia and fractured neck of femur.

The patient assessment record reflected
evidence-based guidance for effective risk assessment
and included tools for assessing patient risks such as
sepsis so that if the patient’s condition deteriorated,
medical staff could be alerted quickly.

These pathways were put into action as soon the
patient entered the department, which meant patients
were seen and treated effectively by the appropriate
staff and that diagnostic tests were carried out and
results reviewed promptly.

Guidance was regularly disseminated at governance
meetings, and the impact that it would have on practice

was discussed. Staff were encouraged to audit how well
NICE and other guidelines were adhered to. All of these
audits resulted in staff education and changes in
practice to improve patient care.

Pain relief
. Patients were assessed as they entered the emergency

department. A streaming process identified any patients
who may need pain relief, which was given immediately
via patient group direction (medication provided on an
individual basis where this offers an advantage without
compromising safety).

Patient records and patients we spoke with reported
that they had been offered appropriate pain relief.

The department had participated in the national
College of Emergency Medicine audit for renal colic,
which assessed the expedience of pain relief. The audits
showed room for improvement and actions had been
taken in response, including further training.

Nutrition and hydration
+ The healthcare assistant was the designated staff

member on each shift responsible for offering drinks
and small snacks on a 2 hourly basis, such as yoghurts
and fruits, to patients waiting in the department.

We saw patients being offered refreshments during our
visit. The healthcare assistant asked nursing staff if
patients could have refreshments before offering them
due to the nature of their medical conditions.

The observation ward had an electronic system to order
main meals via touch screen monitors placed by each
bed. Staff told us they generally assisted patients to
order meals especially those people who could not use
technology. Staff described one downside as not being
able to cancel meals for patients who may have been
discharged.

Snack boxes, Weetabix, tea, toast and sandwiches were
available for patients who were admitted out of meal
times.

Patient outcomes
+ There was a consultant lead for audit in the emergency

department. The department participated in national
College of Emergency Medicine audits so it could
benchmark its practice and performance against best
practice and other A&E departments. Audits included
consultant sign off, vital signs and fractured neck of
femur.
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+ Data from the College of Emergency Medicine audits for
consultant sign off (100% of discharged patients need to
be at the very least discussed with a consultant) showed
that only 37% of patients’ diagnoses had been
discussed at consultant level in 2013 and only 53% at
senior doctor level. However, these figures were actually
better than the England average, which was 12% of
patients’ diagnoses discussed at consultant level and
31% at senior doctor level.

Data showed the trust was performing poorly in relation
to the vital signs in majors (College of Emergency
Medicine) audit questions. The trust compliance was
80% for “Were these vital signs measured and recoded
after arrival/triage?”; 20% for “If vital signs were
abnormal, were observations repeated and recorded in
the notes?” and 13% for “Were appropriate
investigations carried out and the results recorded in
the notes before discharge?”. Trust compliance was 0%
for the question “Is there evidence in the notes that
abnormalvital signs were communicated to the nurse in
charge?”. There were action plans in place, which
included adding information into the patient clinical
assessment record and updating observation charts
and national early warning scores to improve
performance against the standards.

The National Hip Fracture audit results(October 2014)
was been addressed through an action plan regarding a
fast track process being in place but not being
effectively used due to no rolling bed and better use of
the discharge lounge; time to the orthopaedic ward (14)
and the A&E pre-operative proforma not always being
commenced. Time to surgery in less than 36 hours was
hindered by there being no trauma list on Sundays.
Bone health assessments were not always completed
due to the lack of an orthogeriatrician. There were also
concerns regarding length of stay, the figures had
improved from August to October 2013 when the
average length of stay was 19.8days, with August to
October 2014 the figure was 15.6 days.

External audits included a trauma audit in relation to
the Trauma Audit Research Network, whereby 168
patients were reviewed between 01 April 2013 and 31
March 2014. The hospital performed within expected
limitsin all areas.

Unplanned re-admittance rates to A&E within 7 days
from January 2013 to May 2014 were above the 5%
target set by the Department of Health but were below
the England average for the same timeframe.

Competent staff

Departmental records showed that all staff had received
appraisals for the year 2013 to 2014. Staff we spoke with
reported they had received an appraisal within the last
year. An appraisal gives staff an opportunity to discuss
their work progress and future aspirations with their
manager.

Information provided by the trust identified that the
process for 2014 to 2015 had started and was still
on-going.

Staff underwent peer appraisals using an electronic
appraisal system and were overseen by their managers.
The nursing and medical staff we spoke with were
positive about on-the-job learning and development
opportunities.

Medical staff told us clinical supervision was in place
and adequate support was available for revalidation.

Multidisciplinary working

We saw effective collaboration and communication
among all members of the multidisciplinary team to
support the planning and delivery of patient-centred
care. Daily multidisciplinary team meetings, involving
the medical staff, nursing staff, therapists as well as
social workers and safeguarding leads, where required,
ensured patients’ needs were fully explored.

Issues discussed included identification of patients’
existing care needs, relevant social and family issues,
mental capacity, and any support needed from other
providers, such as home care support or alcohol
rehabilitation.

The hospital alcohol liaison team was staffed externally
by a team of nurses, and support was available from
8am to 8pm Monday to Friday and during the safety
huddles, and linked in with the discharge process. There
was a specific pathway for people with alcohol
withdrawal symptoms and therapies provided by
hospital alcohol liaison team included linking potential
patients with other professionals, educating staff and
patients about alcohol misuse, and also providing
drop-in sessions for patients so they could avoid
re-admittance to A&E.

The mental health liaison team provided support to
patients with psychiatric issues and worked with staff in
the emergency department 24 hours a day, 7 days a
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week. A consultant liaison psychiatrist and nurse
practitioner could be called to see patients, usually
within an hour. The team had their own pathways,
management plans and confidential systems in place.

+ There was evidence of good partnership working with
the local ambulance service, with regular meetings
between the matron and the liaison staff from the
ambulance service to ensure they worked cooperatively
and kept delays to a minimum.

Seven-day services

« Staff rotas showed that medical and nursing staff levels
were sufficiently maintained out of hours and at
weekends.

+ The x-ray department was open 24 hours a day, 7 days a
week. However, there was limited access to specialist
investigations such as MRI'and CT scans, and to a
radiologist to interpret scans, between midnight and
8am. An on-call radiologist was available if needed and
senior staff were able to interpret certain scans out of
hours so that treatment/admission was not delayed.

+ Pharmacy services were not available on site 7 days a
week, but pharmacy support was available on call out
of hours. During working hours, patients attending A&E
who required medication were directed to the hospital
pharmacy which was also open Saturday and Sunday
morning. The departments held a stock of frequently
used medicines such as antibiotics and painkillers,
which staff could access out of hours. Stock levels were
appropriate and were regularly checked to ensure the
supply was adequate for peak times such as weekends
and public holidays.

« Specialist nursing staff treated venous
thromboembolisms from 8am to 8pm, 7 days a week (a
venous thromboembolism is when a blood clot breaks
loose and travels in the blood). Outside of these times
the patients are treated in A&E.

Access to information

« Patients confirmed they had received information about
their care and treatment in a manner they understood.

+ Information on patient safety was displayed on notice
boards in the areas we inspected. This provided
up-to-date information on performance in areas such as
hand hygiene, environment and equipment cleanliness,
falls, pressure ulcers and other incidents.

Staff could access information such as audit results,
lessons learned from incidents, performance indicators
and updates to policies via the staff room and clinical
pathways, and policies and procedures were accessible
on the intranet site.

The department used a recently acquired electronic
system to track when patients were admitted to the
department and found the system to be cumbersome. It
did not link easily with the other departments, which
meant it did not show real time patient movement. We
saw staff were still getting used to the system and felt it
would improve over time.

Another issue with the new system was that printers
were not configured properly. This meant receptionist
and nursing staff had to leave the department to collect
printed items, which was not efficient.

Consent, Mental Capacity Act and Deprivation of
Liberty Safeguards

Staff had the appropriate skills and knowledge to seek
consent from patients or their representatives.

Staff were clear on how they mostly sought verbal and
implied informed consent due to the nature of the
patients attending the departments. Written consent
was mostly sought before providing care or treatment
such as anaesthetics.

Arrangements were in place to ensure staff understood
the requirements of the Mental Capacity Act 2005 and
applied these requirements when delivering care. All
staff received mandatory training in consent,
safeguarding vulnerable adults and children, the Mental
Capacity Act 2005 and deprivation of liberties
safeguards.

Staff understood the legal requirements of the Mental
Capacity Act 2005 and had access to link workers such
as the safeguarding lead.

When a patient lacked capacity, staff sought the support
of appropriate professionals so that decisions could be
made in the best interests of the patient. Patient records
showed that verbal or written consent had been
obtained from patients or their representatives.
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Good .

Staff treated patients with dignity, compassion and
respect, even while working under pressure. Patients
spoke positively about the care and treatment they had
received and we observed many positive interactions.
Data showed that the department scored worse than the
England average for similar departments indicating that
patients would not recommend the department to their
friends and family. Staff provided patients and their
families with emotional support and comforted patients
who were anxious.

Compassionate care

+ We observed many occasions of compassionate care,
including one in the observation ward whereby an
elderly patient with dementia couldn’t be discharged as
there was no help in their home. Staff interacted with
the social services to get them a home care package set
up.

The majority of patients, relatives and representatives
we spoke to during the inspection were positive about
the care and treatment provided.

However, a number of patients provided negative
feedback in relation to long waiting times, particularly
during busy hours. Patients told us they were not always
kept informed about the waiting times and felt the
department could not cope when there was a large
influx of patients. One patient with a minor injury
informed us they had left the department without being
seen by a member of staff.

The NHS Friends and Family Test data showed that the
department scored worse than the England average for
similar departments, which might indicate that patients
would not recommend the department to their friends
however the low response between April 2013 and July
2014, means the results were not fully reliable.

Data in the observation ward for May 2014 to September
2014 scored around 80% for patients stating they were
extremely likely to recommend this ward to their friends
and family.

A review of the data from our adult inpatient survey in
2013 showed that 79% of patients felt they were given
information about their condition and 89% felt they
were given sufficient privacy and dignity.

Understanding and involvement of patients and
those close to them

We saw ambulance staff work with the hospital staff to
ensure continuity of care by making sure all the
information about patients was handed over to the staff
attriage.

Upon admission, patients were allocated a named
nurse to ensure continuity of care.

We observed positive interactions between staff,
patients and their relatives when seeking verbal
consent. Patients confirmed their consent had been
sought before care and treatment was delivered.

We found that relatives and patients’ representatives
were consulted in discussions about the planning
process for discharge from the observation ward.

Emotional support

We observed staff providing patients with emotional
support, with many positive interactions such as staff
providing reassurance and comfort to people who were
anxious or worried.

Arelatives’ room was available for people who had
witnessed trauma such as road traffic accidents. There
was a viewing room for deceased patients, which
allowed family to spend extra time with their loved ones.
Plans were in place to refurbish the rooms to make the
environment more appropriate.

Alink nurse was assigned to A&E from the end of life
team. This nurse had provided training to A&E staff in
dealing with patients who were deteriorating and
families of those who had passed away. Bereavement
packs were also available in the department.

A noticeboard and information leaflets outlined the
chaplaincy services available with timings for specific
prayers and services.

Staff confirmed that debriefs were held after all
traumatic events. They could access counselling
services after they had assisted with a patient who had
been involved in traumatic or distressing events, such as
fatal road traffic accidents, or if they had had a negative
experience.

Staff told us a senior manager was available for
emotional support if required, and they could take some
downtime following very traumatic experiences.
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« There was a responsive coordination of senior staff who
arranged beds, investigations and scans for patients to
ensure the service could better manage patients at busy

times.
« Capacity was being constantly monitored via daily bed
Requires improvement ‘ management and safe staffing meetings.
. Meeting people's individual needs

Performance to meet the anonal Department of Health . Avariety of information leaflets were available in all
target for emergency services to admit or discharge 95% areas of the emergency department and via the trust
of patients within 4 hours of arrival at A&E was improving internet site. Some leaflets had been translated to
trust wide, but on its own, Southport Hospital struggled Polish due to the large local Polish community. The
to meet the target between April 2014 and Sep.tember leaflets had references to recognised guidance such as
2014. We looked at the data that showed the highest the National Institute for Health and Care Excellence
number of breaches was in April 2014, when there were (NICE).
370 breaches of which 83 were delayed 4-12 hours, and . Staff told us they would use interpretation services via
14 were delayed 8-12 hours. telephone or face-to-face, if English was not a patient’s

first language. Staff would only use relatives or family
members to assist patients when it did not involve
consenting to procedures.

The target of 85% of ambulance handovers within 15
minutes was mostly achieved by the department. Data
showed the number of handovers delayed by over 30

minutes from November 2013 to March 2014 was 298, ) Th? department had implemented a system of applying
which was low compared with all trusts for the same a d|‘screet sticker to the patients record to denote a
period. patient who may be vulnerable and may need

. ‘ . assistance with some tasks.
Patient flow was a challenge in the department. During . Ifa patient was identified as having dementia or
routine operating hours, the department could cope. learning disabilities, staff could contact specific link
However, when patients could not be discharged from nurses for advice and support.
the emergency department, this negatively affected the . Staff had access to a passport document for patients
flow. admitted to the hospital with dementia or learning

disabilities. This was completed by the patient or their
representatives and included key information such as
the patient’s medical history and likes and dislikes, and
made it easier for staff to meet patients’ individual

A departmental escalation policy described how the
department would deal with a range of foreseen and
unforeseen circumstances, and capacity was being
constantly monitored via daily bed management and safe

staffing meetings. needs.
« Care plans were in place for adults with learning
Translation services were available for patients for whom disabilities who regularly accessed the emergency
English was not their first language, and the service department for reoccurring and on-going conditions.
sought feedback from patients through complaints and The file was conveniently located and all staff were
patient engagement. aware of the actions to take if someone known to them
Service planning and delivery to meet the needs of attended.
local people « We observed the process to manage bariatric patients (

patients with obesity). When a patient with obesity was
being brought to the department, the ambulance staff
would usually make this known in advance. Additional
staff and appropriate equipment, such as a bariatric
trolley, bed or chair would be provided to support the
moving and handling of these patients as required.

« The departmental escalation policy described how the
department would deal with a range of foreseen and
unforeseen circumstances, where there was significant
demand for services.
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Access and flow

Patient flow was a challenge in the department. During
routine operating hours, the department could cope.
However, when patients could not be discharged from
the emergency department, this negatively affected the
flow.

Staff felt there was a constant pressure to move patients
through the department to meet targets.

The trust had done extensive work to investigate why
the 4-hour waiting target was sometimes exceeded.
Factors contributing to poor performance included bed
capacity within the hospital, which had been above the
England average of 85% between April 2013 and July
2014.

Despite access to social workers on the observation
ward, having no designated social worker meant
patients waiting further input such as a care home
assessment.

The hospital had a clear escalation policy that described
the steps staff would take when demand caused
pressure on capacity. Staff were familiar with this policy
and were clear about the importance of the whole
hospital, and other agencies, working together.

Overall, the trust met the national Department of Health
target for emergency services to admit or discharge 95%
of patients within 4 hours of arrival at A&E by achieving
97% from April 2014 to September 2014.

The Department of Health data are a combination of
Southport Hospital and Ormskirk Hospital. Data for the
Southport Hospital adults A&E showed that the
department struggled to meet the target between April
2014 and September 2014, where the range was from
90.5% compliance in April 2014 to 94.6% in July 2014.
All individual breaches were investigated and
categorised by why they occurred. We looked at the
data that showed the highest number of breaches was
in April 2014, when there were 370 breaches of which 83
were delayed 4-12 hours, and 14 were delayed 8-12
hours.

Data showed that from 15 September 2014 to 13
November 2014 the adults A&E department saw 135
patients daily on average.

Total time in A&E (average per patient) from January
2013 to May 2014 was below the England average.

The number of attendances to the emergency
department also varied with the department: there were
3905 patients in April, 3935 patients in May, 3910
patients in June, 4266 patients in July, 4140 patients in
August and 3951 patients in September.

Data were also collated on patients leaving the
department without being seen, and showed that the
rate of this was below the England average from
January 2013 to May 2014 and always below the upper
target of 5% set by the DH.

The target of 85% of ambulance handovers within 15
minutes was mostly achieved by the department. Data
showed the number of handovers delayed by over 30
minutes from November 2013 to March 2014 was 298,
which was low compared with all trusts for the same
period.

The clinical director for the emergency department told
us any ambulance that waited for over 60 minutes was
automatically raised as an incident and a root-cause
analysis investigation was undertaken.

The percentage of emergency admissions via A&E for
which the time between the decision to admit and
being admitted was between 4 and 12 hours was below
the England average.

Referral to treatment times were below the England
average for similar trusts.

Learning from complaints and concerns

Information was displayed in the department about
how patients and their representatives could complain.
Complaints were recorded on a centralised trust-wide
system. The centralised customer services team
managed formal complaints. A complaints review panel
was held to discuss more serious complaints.

Staff understood the process for receiving and handling
complaints. They told us that information about
complaints was discussed during routine team
meetings to raise staff awareness and aid future
learning.

Noticeboards included information such as the number
of complaints and compliments received. For
September 2014 three complaints had been received in
the A&E department and one in the observation ward.
The emergency department had received 35 complaints
over the previous year. We looked at three of these, and
found staff had followed the correct process and
timescales.
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Good .

The organisation’s vision and strategy had been cascaded
to all staff, who were proud of the work they did. The
overall ethos centred around the quality of care patients
received, and meeting targets was secondary. Key risks
and performance data were monitored. There was clearly
defined and visible leadership, and staff felt free to
challenge any staff members who were seen to be
unsupportive or inappropriate in carrying out their
duties. The emergency department faced challenges
such as patient flow and local changing needs, such as an
increased elderly population, and had initiatives in place
to tackle these.

Vision and strategy for this service

The trust values, ‘to be supportive, caring, open and
honest, professional and efficient (SCOPE)’, were
visible across the emergency department. The trust’s
core objectives were patient safety, care and clinical
effectiveness.

Staff had a corporate induction that included the trust’s
core values and objectives and had a clear
understanding of what these involved.

Governance, risk management and quality
measurement

Senior staff were aware of the risk register, performance
activity, recent serious untoward incidents and other
quality indicators.

The divisional risk register included risks and ratings
identified for the emergency department; progress and
improvements were monitored through a regular
quality committee meeting and fed back at divisional,
departmental and executive levels.

Risks were rated from low to high, with the lower risks
being managed at ward level and the higher risks being
escalated corporately.

The clinical director told us the departments’ biggest
risk was not being able to recruit medical staff, which
impacted on the skill mix. The second risk was patient
flow during busy times. We looked at the divisional risk
register and saw these and other key risks had been
identified and assessed.

Day-to-day issues, information about complaints,
incidents and audit results were shared on notice
boards around the department and via meetings and
safety huddles.

Routine audit and monitoring of key processes took
place across the department to monitor performance
against objectives.

Leadership of service

There were clearly defined and visible leadership roles
in department. The departments were well led locally by
the senior staff on the wards, the clinical leads and the
matrons.

Senior staff in the department provided visible
leadership, particularly at times when the department
was stretched.

The teams were motivated and worked well together,
with good communication between all grades of staff.
Staff felt their efforts were acknowledged and felt
managers listened and reacted to their needs.

Staff felt free to challenge any staff members who were
seen to be unsupportive or inappropriate in supporting
the effective running of the service.

Culture within the service

The clinical director, and staff in the emergency
department, told us the overall ethos was centred
around the quality of care patients received, and
meeting targets was secondary.

We observed that staff from all specialties worked well
together and had mutual respect for each other’s
specialties.

Staff told us they were encouraged to report any issues
in relation to patient care or any adverse incidents that
occurred.

Overall, staff spoke of an open culture where they could
raise concerns that would be acted upon. They were
dedicated and compassionate and felt proud to work at
the hospital. However, we spoke with some junior
medical staff who felt bullied by senior staff.

Staff told us the morale within the department was
mostly good and the teams worked well together.
However, at times, when the department reached high
patient capacity, staff felt that the morale dropped.
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Public and staff engagement

Information on how the public could provide feedback
was displayed in the departmental areas and feedback
mechanisms for the public to engage with the trust were
also available on the internet site.

Staff told us they routinely asked patients and relatives
for their feedback.

Information on the number of compliments and
complaints received in the department was displayed
on notice boards in the observation ward and in the A&E
area.

Staff received communications in a variety of ways such
as newsletters, emails, briefing documents and
departmental meetings. Staff told us they were made
aware when new policies were issued.

The autumn/winter 2014 newsletter included feedback
from the public and staff, and relayed information about
events and strategies taking place. Positive feedback
about the latest A&E target for spring being met was also
included.

Staff had completed the NHS survey. The trust’s results
for overall staff engagement were in the lowest (worst)
20%. Out of the 28 key factors the trust was below
average/worst 20% for 10 factors, average for 8 and 10
were above average The trust was above (better than)
average for support from immediate managers(KF9),
average for feeling satisfied with the quality of work and
patient care they able to deliver (KF1), below (better
than) average for experiencing harassment bullying or
abuse from staff in the last 12 months(KF19).

« The adults inpatient survey 2013 scored the trust as

being average for the questions:

= While you were in the A&E department, how much
information about your condition or treatment was
given to you?

= Were you given enough privacy when being
examined or treated in the A&E department?

+ The departmentincluded ‘What are you saying’

information on notice boards, which listed
improvements made by the trust in response to queries
raised by patients.

Innovation, improvement and sustainability
+ The clinical director told us the main challenge was the

flow of patients out of the emergency department and
the recruitment of medical and nursing staff.

« Anumber of initiatives were in place to reduce patient

flow and admission. These included patients being
triaged and streamed from A&E using ambulatory
emergency care such as the observation ward to directly
discharge patients on the same day without hospital
admission.

+ The department was looking to work with other wards

in a more proactive manner and to rotate staff from
other wards into the A&E department to allow them to
appreciate the pressures and gain an understanding of
emergency medicine.
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Safe
Effective
Caring
Responsive
Well-led

Overall

Information about the service

The acute medical care services at Southport and Formby
District General Hospital provided care and treatment for a
wide range of medical conditions. We visited
wards7a,7b,9a,9b,10a, 10b,11b,14b and the medical
oncology unit over the course of our inspection. The acute
stroke unit was located within ward 9a. The discharge
lounge was closed during our visit.

We observed care, looked at records for 15 people and
spoke with 17 patients, eight relatives and 33 staff across all
disciplines.

We also visited the coronary care unit, where we observed
care and treatment and reviewed a sample of care records.
We talked with two patients and six members of the
nursing and medical staff.

Requires improvement

Requires improvement
Good
Requires improvement

Requires improvement

Requires improvement

Summary of findings

Medical care services were delivered by hardworking,
caring and compassionate staff who treated patients
with dignity and respect. Shortages of nursing staff,
combined with insufficient storage for equipment and
on-going issues with the prevention and control of
infection meant that services within the medical
directorate were not being delivered safely.

Improvements were needed in the management of
stroke. Timely access to computer passwords for newly
appointed medical staff, including locum doctors, was
required. The flow of medical patients throughout the
hospital was disorganised and medical staff had no
formal process by which to locate their patients.

Despite this being an integrated trust there were few
examples of integration between community and acute
services. Although there was often good communication
and co-operation, the community and acute services
were usually managed and operated separately. This
did not provide a seamless or holistic service for
patients, particularly those with chronic health
conditions that required frequent hospital admissions.
We noted that patients who lived within the area
covered by one clinical commissioning group had
access to services of a specialist respiratory team. This
service was not commissioned by the neighbouring
clinical commissioning group. This meant that the
respiratory service provided to patients was not
equitable.
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Generally the individual wards/departments were
well-led, although there was a disconnection between
the staff providing hands-on care and the executive Requires improvement ‘
team. The system in place to communicate risks and
changes in practice to nursing staff required
improvement.

Levels of medical staffing were satisfactory but doctors told
us there was a significant safety issue with the doctor to
doctor handover of patients. Written handover information
was produced after admission which was not always
completed before the patient was moved and there was no
process in place for a verbal doctor to doctor handover.
Nurse staffing levels on some wards were below
established numbers, meaning that high levels of bank and
agency staff were necessary to provide safe and effective
care for patients.

Performance in infection prevention and control was
monitored monthly across the medical directorate, but
patients with diarrhoea were not always isolated before
confirmation of a diagnosis and there were not enough
clinical waste bins on some wards.

Storage for equipment was limited. This meant that
corridors and bays in the wards were cluttered with
equipment, making it difficult for staff and patients to move
freely around the wards. Storage was particularly poor on
ward 9a, where we observed one hoist blocking an
emergency exit door when it was not in use.

Staff were confident in reporting incidents but did not
always receive feedback, and although lessons learned
were shared via various routes, the staff did not recognise
the feedback.

Incidents

+ There were robust systems for reporting incidents and
'near misses' across the medical directorate. Staff were
confidentin reporting incidents and ‘near misses’, and
were supported by managers to do so.

« Several staff told us that incidents were under reported,
particularly when wards were understaffed, as they
didn’t feel that any action would be taken.

+ Unless staff were involved in an incident, they did not
routinely receive feedback and lessons learned from
incidents were not widely shared.
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Mortality and morbidity meetings were held regularly
and were usually attended by ward managers. These
meetings discussed any deaths that had occurred

within the medical directorate and any learning from the
deaths.

Safety thermometer

The NHS Safety Thermometer is a tool designed to be
used by frontline healthcare professionals to measure
harm such as falls, blood clots, pressure ulcers, and
urinary and catheter infections. Staff within the medical
directorate were managing these risks and displayed
information on the ward notice boards.

Cleanliness, infection control and hygiene

Performance in infection prevention and control was
monitored monthly across the medical directorate.
Specific infection control issues were discussed during
the ward safety huddles and at handover meetings. Staff
could describe some of the actions taken to improve
infection control performance.

Clostridium difficile (C.difficile) rates had been above
the England average since August 2013 and consistently
high within the medical directorate. There had been an
outbreak of C. difficile on ward 7a during August 2014.
Despite this, the infection control audit for September
2014 identified that staff on 7a continued to fail to
isolate patients with diarrhoea until laboratory
investigations confirmed a diagnosis.

There was an ample supply of hand washing facilities
and liquid soap and hand towel dispensers were
adequately stocked. Alcohol hand gel was available
throughout the medical directorate and good hand
hygiene was observed throughout our visits.

Staff observed 'bare below the elbow' guidance and
wore personal protective equipment, such as gloves
and aprons, while delivering care.

The trust housekeeping cleaning schedule required
ward floors to be mopped daily. Domestic staff we
spoke with informed us that this was not always
possible as the mop heads were frequently unavailable.

Environment and equipment

There was insufficient storage for essential equipment
on many wards in the medical directorate. This meant
that corridors and bays in the wards were cluttered with

equipment, making it difficult for staff and patients to
move freely around the wards. Storage was particularly
poor on ward 9a, where we observed one hoist blocking
an emergency exit door when it was not in use.

Lockers and changing facilities for staff were very
limited. On three wards we observed that staff used a
set of very small lockers situated within the main ward
corridor. Staff had to cram outdoor clothing and
footwear into the lockers and were unable to change
out of their uniforms at the end of a shift as there was
nowhere to store any additional clothing. This was an
infection risk to patients and the families of staff who
travelled home in their uniforms.

Doctors told us they often experienced delays in
accessing equipment to undertake procedures. An
example was given of an hour to locate equipment for a
lumbar puncture. One doctor commented, “Often
getting the equipment takes longer than the procedure
itself”.

There was a lack of space on most of the wards in the
medical directorate with which to have private
conversations with patients and families. The ward
manager’s office was frequently used for this purpose.
This was an inappropriate space and also meant that
there were often times when the ward managers could
not always use their offices

Multi-disciplinary board rounds on the frail elderly short
stay unit were held on the emergency department as
there was no private space to hold them within the unit.
Emergency equipment was checked daily and was
ready for use if required.

Medicines
+ Medicines were stored correctly, including the safe

storage of controlled drugs.
During our inspection we reviewed nine medicine charts
and found them to be well completed.

Patients with medication allergies should have been
given red wrist bands to indicate this. Four medicine
charts we reviewed contained details of allergies but
these patients had not been given red wristbands.
There was a reluctance by the ward pharmacists to
record minor medicines errors on the incident reporting
system and pharmacists told us they tended to “sort it
out” themselves. This meant that there was no record of
minor medicines errors and therefore no way to improve
by learning from these minor incidents.
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Records

+ During ourinspection we reviewed 15 sets of patient
records. In all 15, documentation was accurate, legible,
signed and dated, easy to follow and gave a clear plan
and record of the patients' care and treatment.

Safeguarding

« All frontline staff we spoke with had received
safeguarding training and were aware of their individual
responsibilities for the safeguarding of both children
and vulnerable adults.

« Staff were aware of how to make a referral if they had
any safeguarding concerns.

Mandatory training

+ Levels of compliance with mandatory training varied
throughout the medical directorate and between
clinicians.

+ Compliance with mandatory training for allied health
professionals across the medical directorate was very
good, showing compliance rates well above the trust
target of 90%.

« Compliance with mandatory training was poor for
medical staff. With the exception of safeguarding, all the
compliance rates were below the trust target of 90%,
with some, such as fire safety, as low as 24%.

+ Compliance with mandatory training for nurses was
variable, depending on the ward, but many had
achieved the trust mandatory training compliance rates
0f 90% in most areas. Ward managers informed us that
there had been a reduction in compliance rates since
nursing staff had been given responsibility for managing
their own training. Some managers had taken back the
management of mandatory training on behalf of the
staff and compliance rates had improved considerably
on these wards.

Assessing and responding to patient risk

« Staff within the medical directorate used the national
early warning score, which was designed to identify
patients whose condition was deteriorating. Staff were
prompted when to call for appropriate support. The
chartincorporated a clear escalation policy and gave
guidance about ensuring timely intervention by
appropriately trained personnel. We found that this tool
was in use and steps had been taken to ensure staff
understood how to use it.

. Staff we spoke with told us how they accessed specialist

medical help both within and outside of normal working
hours.

Staff on one medical ward were piloting the use of an
electronic early warning tool which automatically
notified an appropriate healthcare professional if a
patient’s condition deteriorated beyond set parameters.
This tool was easy to use, popular with nursing staff and
worked well. Subject to a favourable evaluation and the
necessary funding, it is anticipated that the tool would
be rolled out across the medical directorate.

Nursing staffing
+ Nursing staffing levels had been reviewed throughout

the trust earlier in 2014 and were assessed using a
validated acuity tool. There were minimum staffing
levels set for wards throughout the medical directorate.
Staffing levels required and actual staffing numbers
were displayed on every ward we visited.

There were high nurse vacancy rates on some wards,
with further vacancies anticipated in the near future.
Ward 7b had eight whole time equivalent vacancies for
trained nurses and ward 11b had six whole time
equivalent vacancies. Shifts were filled with regular bank
and agency staff, where possible, but copies of duty
rotas we reviewed indicated that the skill mix was poor if
a trained nurse was not available and was substituted
by a healthcare assistant. We also noted thaton 7b
there had been several nights during the last month
where only one permanent member of staff had been
on duty with three bank and agency staff.

The skills and experience of temporary staff differed
and it was not always possible to provide care from the
same staff. This had an impact on the continuity of care
provided.

We spoke with three agency nursing staff during our
unannounced inspection. All had received an induction
and orientation onto the ward in which they were
working and had signed a pro forma as a record of their
induction to the ward.

Nursing handovers took place at the start of each shift
on all the medical wards. Staffing for the shift was
discussed as well as any high-risk patients or potential
issues. Handovers were detailed and staff on duty were
familiar with the needs of patients under their care.
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Medical staffing

+ There were several long-standing consultant vacancies
within the medical directorate that the trust had had
difficulties recruiting into.

« There was a consultant presence on site between 8am
and 7pm on weekdays. However, there was no routine
consultant presence on the general medical wards at
weekends.

+ During weekends there was a consultant on site who
worked predominantly with patients on the assessment
and short stay units, but there was no
routine consultant presence on the medical wards at
weekends.

+ Three cardiologists covered the coronary care
unit during the week but provided on call cover only at
weekends.

« Junior medical staff we spoke with all told us they felt
well supported in their roles by senior medical staff,
and that they did not feel their workload was excessive.

« Comprehensive medical handovers for the hospital took
place twice daily and were consultant led. We observed
two handovers and found them to be very organised
and well co-ordinated.

+ Doctors we spoke with told us there was a significant
safety issue with the doctor to doctor handover of
patients. Written handover information was produced
after admission which was not always completed before
the patient was moved and there was no process in
place for a verbal doctor to doctor handover.

Major incident awareness and training

+ Plans were in place to deal with the additional pressures
on beds and staffing during the winter. The effectiveness
of these plans was reviewed regularly in line with
changing demands on the service.

Requires improvement .

National guidelines were used to treat patients, however
outcomes for patients experiencing a stroke were in the
next to worst category nationally. We observed care during
a lunchtime meal on the stroke unitin a formal way using
the Short Observational Framework for Inspection. We
observed that there were insufficient staff to help everyone
who needed assistance with eating and drinking. Staff

rushed patients to finish their meals and one person waited
50 minutes to be given their meal, which was not re-heated.
A red lid system was used for water jugs to indicate those
patients who needed assistance with drinking. We
observed domestic staff changing water jugs without
noting which patient needed a red lid. One member of the
domestic staff told us they re-allocated the red lids to
patients with catheters as they were not given any
information about which patients needed assistance with
drinking.

Patient care and treatment was delivered by a
multi-disciplinary care team but seven day working was not
in place throughout the medical directorate. Medical staff
were sharing passwords in breach of data protection
regulations.

Delays in re-siting of cannulas outside of normal working
hours to administer intravenous fluids, was highlighted as a
problem by pharmacists and also by patients at the
listening event. Nursing staff informed us that training to
enable them to undertake this procedure was difficult to
access.

Evidence-based care and treatment

« The medical directorate used a combination of National
Institute for Health and Care Excellence (NICE), and
Royal Colleges’ guidelines to determine the treatment
they provided. Local policies were written in line with
these and were updated periodically.

« There were specific care pathways for certain conditions
in order to standardise and improve the care for
patients. For example, care pathways were used for the
care of patients with dementia and stroke.

+ The medical directorate undertook individual local
audits and directorate wide audits. The infection
prevention and control audit was particularly
comprehensive and well managed. This audit looked at
many aspects of the prevention and control of infection
including hand hygiene and the cleanliness of
commodes. A monthly report was produced and
actions taken to address any issues identified within the
audits.

Pain relief
« Patients we spoke with told us they received timely and
effective pain relief.
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Nutrition and hydration

+ Appropriate nutritional assessments were done and
were well documented in all the care records we
reviewed.

+ People were provided with a choice of suitable and

nutritious food and drink and we observed hot and cold

drinks available throughout the day.
+ Staff were able to tell us how they addressed peoples’
religious and cultural needs regarding food. We saw

that, where possible, there was a period over mealtimes

when all activities on the wards stopped, if it was safe

for them to do so. This meant that staff were available to

help serve food and assistance was given to those
patients who needed help.

« We also saw that a red tray system was in place to
highlight which patients needed assistance with eating
and drinking.

« We observed care during a lunchtime meal on the
stroke unit in a formal way using the Short
Observational Framework for Inspection. We observed
that there were insufficient staff to help everyone who
needed assistance with eating and drinking. Staff
rushed patients to finish their meals and one person

The trust has consistently been a mortality outlier for
acute cerebrovascular disease since April 2012.

The Summary Hospital-Level Mortality Indicator (SHMI)
data from October 2014 shows that standardised rates
of death were higher than expected, compared with
other trusts.

An analysis of the National Diabetes Inpatient Audit
2013 showed 11 of 20 measures were better than the
England average, however four of these measures were
based on a very small sample size of patients and
therefore should not be regarded as reliable.

The Heart Failure Audit 2012/3 showed that the trust
performed as well as or better than most trusts in
England and Wales for almost every category.

The trust could only submit limited data to the
Myocardial Ischaemia National Audit Project as many of
the high risk patients were treated at a local specialists
trust. The data submitted by the trust demonstrated
that two of the indicators were better than the England
average and one was worse.

The re-admission rates for the medical directorate were
better than the England average at this hospital.

Competent staff

i ' i hei hich
waited 50 minutes to be given their meal, which was not « Seventy four per cent of staff across the trust had

re-heated.

+ Ared lid system was used for water jugs to indicate

those patients who needed assistance with drinking. We

observed domestic staff changing water jugs without
noting which patient needed a red lid. One member of
the domestic staff told us they re-allocated the red lids
to patients with catheters as they were not given any
information about which patients needed assistance
with drinking.

Patient outcomes

+ An analysis of data submitted by the trust for April to
June 2014 as part of the Sentinel Stroke National Audit
Programme (SSNAP) placed the hospital in the next to
worst category of trusts nationally for the effective
management of stroke. SSNAP is a programme of work
that aims to improve the quality of stroke care by
auditing stroke services against evidence-based
standards. However, it should be recognised that the
data relating to the management of stroke by allied
health professionals was in the next to best category.

+ An action plan had been produced to improve the
management of stroke.

received an appraisal within the last year. The 2013 NHS
staff survey showed that the trust was in the worst 20%
nationally for staff reporting that their appraisal was well
structured.

The General Medical Council’s decisions on revalidation
of doctors at this trust was in line with other trusts
throughout England.

Multidisciplinary working
« Multidisciplinary teams worked well together to ensure

coordinated care for patients. From our observations
and discussions with members of the multi-disciplinary
team, we saw that staff across all disciplines genuinely
respected and valued the work of other members of the
team.

We saw that teams met at various times throughout the
day, both formally and informally, to review patient care
and plan for discharge. Multidisciplinary team decisions
were recorded and care and treatment plans were
amended to include changes.

There were good links with the community diabetes
service. This meant there was effective

support diabetics discharged into the community.
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Seven-day services

« Patients who were not acutely ill who did not require a
daily review of their condition were not routinely seen
by a doctor at weekends.

« There was no routine service provided by allied health
professionals out of normal working hours.

« There was a dispensing pharmacy service provided on
Saturday and Sunday mornings and adequate out of
hours and on-call pharmacy support.

+ Delays in re-siting of cannulas outside of normal
working hours to administer intravenous fluids, was
highlighted as a problem by pharmacists and also by
patients at the listening event. Nursing staff informed us
that training to enable them to undertake this
procedure was difficult to access.

+ Diagnostic services, such as x-rays and ultrasound were
available outside of normal working hours.

Access to information

« Staff from the information technology department were
slow to issue access to the trust information system. We
spoke with two locum doctors and one consultant who
had all been employed within the medical directorate
during the last month. Despite numerous contacts with
the information technology team, they had all waited
between 3 and 5 days for access to the hospital
information system. This would affect access to patient
information and may have caused delays in treatment
although none were evidenced.

+ In order to be able to work effectively, these doctors had
all used other doctors' passwords in order to access the
electronic system. This breached data protection
regulations.

Consent, Mental Capacity Act and Deprivation of

Liberty Safeguards

« Patients were asked for their consent to procedures
appropriately and correctly. We saw examples of
patients who did not have capacity to consent. The
Mental Capacity Act 2005 was adhered to appropriately
and the deprivation of liberty safeguards were applied,
when necessary.

Good ‘

Medical services were delivered by hardworking, caring and
compassionate staff. We observed that staff treated
patients with dignity and respect. Care was planned and
delivered in a way that took into account the wishes of the
patients.

However, the named nurse system which was in place
throughout the medical directorate identified the ward
manager as the named nurse for every patient on each of
the wards we visited rather than the nurse directly
responsible for providing their care. Patients and their
families told us they did not find this useful.

Compassionate care

+ We found that care and treatment throughout the
medical directorate was delivered by a hardworking,
caring and compassionate staff.

« We spoke with 15 patients and 5 relatives who all spoke
very positively about the care that they, or their family
member, had received. Some comments made were, “|
have been very impressed with the quality of care” and
“The staff are very caring and supportive”.

« We also saw examples of ways in which people were
encouraged to share their impression of the hospital
and ways in which improvements could be made

« The NHS Friends and Family Test is a satisfaction survey
that measures patients’ satisfaction with the healthcare
they have received. Of the patients who responded to
the Friends and Family Test within the medical
directorate in the six months before the inspection, the
majority of patients would recommend the trust for
care, with between 80% and 92% reporting they would
be likely or extremely likely to recommend the trust.
Between April 2014 and September 2014 an average of
70% of patients said they would be extremely likely to
recommend the service.

Understanding and involvement of patients and

those close to them

» Staff planned and delivered care in a way that took into
account the wishes of patients. Patients we spoke with
told us they felt involved in their care and treatment and
staff explained the benefits and risks of any care and
treatment they provided.
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« Patients told us that if they did not understand any There was limited evidence of learning from complaints.
aspects of their care that the medical, nursing or allied
health professional staff would explain to them in a way
that they could understand.

+ We saw staff obtaining verbal consent when helping
patients with personal care.

« Anamed nurse system was in place throughout the
medical directorate. The ward manager was the named
nurse for every patient on each of the wards we visited
rather than the nurse directly responsible for providing
their care. Patients and their families told us they did
not find this useful.

Service planning and delivery to meet the needs of

local people

« Telemedicine was used very effectively for stroke
patients outside of normal working hours. This meant
that patients could be given the most appropriate
treatment quickly and without the need for transfer to
another hospital.

« Although this was an integrated trust there were few
examples of integration between community and acute
services. Although there was often good communication
and co-operation, the community and acute services

Emotional support were usually managed and operated separately. This

« Although patients told us that they felt staff were caring, did not provide a seamless or holistic service for
pressures caused by reduced staffing on some wards patients, particularly those with chronic health
affected the ability of staff to consistently offer conditions that required frequent hospital admissions.

emotional support to patients.

« The use of specialist teams, such as the alcohol misuse
liaison team, enabled patients to access appropriate
emotional support relevant to their medical conditions.

Access and flow

« There were frequently more medical patients than
available beds on medical wards within the hospital.
This was managed by using beds on surgical wards and
the planned investigations unit for medical patients and
re-designating the discharge lounge as a temporary
ward area.

+ Onedischarge coordinator we spoke with told us they
were not always told when the discharge lounge was

Requires improvement ‘

There were frequent[y more medical pat]ents than re—opened and therefore did not routinely use it when it
available beds on medical wards within the hospital. This was available.

was managed by using beds on Surgica[v\/ards and the + The flow of medical patients throughout the hospital
planned investigations unit for medical patients and was disorganised and we saw examples of patients who
re-designating the discharge lounge as a temporary ward had been moved three times during their hospital stay.
area. The flow of medical patients throughout the hospital We saw an example of two surgical patients being cared
was d]sorganised and medical staff had no formal process for on the stroke unit while there were available beds on
by which to locate their patients. the surgical wards which had been filled with medical

patients. This increased the risk of infection to the
surgical patients.

« The bed managers kept a record of patients who were
particularly vulnerable, such as those with dementia,
and told us they would not move these patients unless
there was a clinical reason to do so.

+ There was no formal process in place to inform junior
doctors treating medical patients outlying on other
wards where these patients could be found if they had

Despite this being an integrated trust there were few
examples of integration between community and acute
services. Although there was often good communication
and co-operation, the community and acute services were
usually managed and operated separately. This did not
provide a seamless or holistic service for patients,
particularly those with chronic health conditions that
required frequent hospital admissions.

Telemedicine (the remote diagnosis and treatment of been moved following admission. This meant that

patients by means of telecommunications technology) was doctors had to ring around to locate the patients or they

used very effectively for stroke patients outside of normal would be unaware of the patient until nursing staff

working hours. contacted them when the patient had not been seen by
a doctor.
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+ The proportion of patients who had a recorded
expected date of discharge was 60% for planned care
and 66% for urgent care in August 2014, which is the
lowest since February 2014. The trust target was 90%.
Setting an estimated date of discharge and working
towards this is an important part of the discharge
planning process.

Meeting people's individual needs

+ There was a system in place throughout the medical
directorate to ensure that all staff were aware if a patient
has dementia This was achieved using a series of
'helping hand' stickers on patient identification bands,
care plans and on the boards at the back of patients’
beds. All staff we spoke with were aware of the meaning
of the helping hands stickers.

« We saw the dementia passport used on several of the
wards in the medical directorate, and witnessed a
specialist nurse completing appropriate documentation
for a patient with dementia during our visit.

« For patients whose first language was not English, staff
could access a language interpreter if needed. British
Sign Language interpreters were available for deaf
people.

« Thetrust had audited how the needs of people with a
learning disability were addressed during their hospital
stay. An action plan had been produced to address the
issues highlighted in the audit and progress had been
made to improve the in-patient experience for this
patient group.

+ Patients who lived within the area covered by one
clinical commissioning group had access to services of a
specialist respiratory team. This service was not
commissioned by the neighbouring clinical
commissioning group. This meant that the respiratory
service provided to patients was not equitable.

Learning from complaints and concerns

« Complaints were handled in line with trust policy. Staff
would explain to patients how to contact the customer
services team if they were unable to deal with concerns
directly. Patients would be advised to make a formal
complaint if their concerns remained.

+ There was information displayed throughout
the medical wards on how to complain. We spoke with
patients and relatives who knew how to raise concerns,
make complaints and provide comments, should they
wish to do so.

« There was very limited evidence of learning from
complaints. Most of the examples of changes made in
response to complaints described in the complaints
report we reviewed from July 2014 were simply
reminders to clinical staff about basic care. Examples of
this were. “Staff to ensure that free flowing IV fluids are
checked regularly to ensure they are running” and
“Doctors to communicate treatment and diagnosis
clearly”.

Requires improvement ‘

The trust had a vision and strategy for the organisation,
with clear aims and objectives which had been cascaded to
the medical wards. Risks within the medical directorate
were discussed regularly but the system in place to
communicate risks and changes in practice to nursing staff
was not robust. There was a culture of 'good will' within the
medical directorate, where many members of staff worked
considerably beyond their contracted hours to support
colleagues and to provide good patient care. The trust was
in the worst 20% nationally for overall staff engagement.

Vision and strategy for this service

« Thetrust had a vision and strategy for the organisation,
with clear aims and objectives which had been
cascaded to the medical wards. Most staff we spoke
with had some awareness of these, particularly the trust
values, although awareness by the medical staff was
lower than that of other clinicians.

« The trust chief executive assured us prior to the visit that
all staff were aware of the professional standards
introduced throughout the trust. None of the staff we
asked within medical directorate could tell us what
the professional standards were and many confused
them with trust values.

Governance, risk management and quality

measurement

+ Risks within the medical directorate were discussed
regularly at both ward and divisional level and escalated
where necessary.

+ The medical directorate had a quality dashboard for
each service and ward area. This showed performance
against targets and these were presented monthly at
clinical governance meetings.
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« The system in place to communicate risks and changes
in practice to nursing staff was not robust. All the ward
managers we spoke with told us they relied on verbal
dissemination of information during staff handovers
and a ‘read and sign’ system. This system required staff
to read information and sign to say they had done so. It
was difficult to keep track of which staff had read the
information, particularly when they were off on holiday
or sick leave and several weeks could pass without all
staff accessing important risk related information. On
one of the wards we visited we saw a read and sign
sheet containing important safety information that was
dated a month before our visit, but had only been
signed by four members of the staff team. This method
does not give staff an opportunity to comment, ask
questions or suggest alternative ways of working.

Leadership of the service

« We saw several examples of good leadership by
individual members of medical and nursing staff
throughout the medical directorate that were positive
role models for staff.

« Stafftold us that theirimmediate line managers were
accessible and approachable. They told us they felt
disconnected from the executive team and did not feel
that the executive team appreciated the day to day
operational challenges involved in delivering direct care
and treatment.

Culture within the service

+ Most staff spoke enthusiastically about their work. They
described how they enjoyed their work, and how proud
they were to work at the trust.

+ There was a culture of 'good will' within the medical

directorate, where many members of staff worked
considerably beyond their contracted hours to support
colleagues and to provide good patient care.

Public and staff engagement
« Data from the NHS staff survey 2013 showed that the

percentage of staff reporting good communication
between senior management and staff was in the worst
20% nationally.

The trust was also in the worst 20% for staff
recommending the trust as a good place to work or
receive treatment, staff motivation and the percentage
of staff being able to contribute towards improvements
at work. This puts the trust in the worst 20% nationally
for overall staff engagement.

The 2013 CQC in-patient survey, which asked patients
about their experience of care and treatment, showed
that the trust performance was similar to other trusts
throughout England.

Innovation, improvement and sustainability
« Thefrail elderly short stay unit had been successful in

reducing the length of stay for this patient group.

Staff on 9a were piloting the use of an electronic early
warning tool. This tool was easy to use, popular with
nursing staff and worked well. Subject to a favourable
evaluation and the necessary funding, it is anticipated
that the electronic early warning tool will be rolled out
across the trust in due course.
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Safe
Effective
Caring
Responsive
Well-led

Overall

Information about the service

We visited Southport and Formby District General Hospital
as part of our announced inspection on 12 November 2014.
We also carried out an out-of-hours unannounced visit on
20 November 2014.

The hospital carried out a range of surgical services,
including ophthalmology, orthopaedics and general
surgery (such as colorectal surgery). There were four
surgical wards and five theatres that carried out emergency
surgery procedures as well as some day case and elective
surgical procedures.

As part of the inspection, we inspected the main theatres,
ward 10a (the emergency assessment unit), ward 11a (the
planned investigation unit), ward 14a (the orthopaedic and
trauma ward), ward 15a (the urology and general surgical
ward) and ward 15b (the colorectal and general surgical
ward).

We spoke with 20 patients and the relative of another
patient. We observed care and treatment and looked at
care records. We also spoke with a range of staff at different
grades including nurses, doctors, consultants, ward
managers, the theatre manager, matrons, a clinical
director, the directorate manager and members of the
senior management team. We received comments from
our listening event and from people who contacted us to
tell us about their experiences, and we reviewed
performance information about the trust.

Requires improvement

Requires improvement
Good
Requires improvement

Requires improvement

Requires improvement

Summary of findings

Patient safety was monitored and incidents were
investigated to assist learning and improve care. Staff
assessed and responded to patients’ risks. Patient
records were completed appropriately. Patients
received care in safe, clean and suitably maintained
premises.

The nursing and medical staff we spoke with told us
they experienced connectivity issues with the pager
(bleep) system and doctors could not be contacted in
certain parts of the hospital. The staff had identified
alternative methods to manage this, but there was a
potential patient safety risk if medical staff could not be
contacted in a timely manner.

Patients were supported with the right equipment, but
there was no approved schedule for replacing older
equipment used in the operating theatres. The staffing
levels were maintained through the use of bank and
agency staff and this meant that the skills mix was not
always sufficient to meet patients’ needs.

The surgical services provided care and treatment that
followed national clinical guidelines except in the
preparation for patients undergoing colorectal surgery.
However, we did not find any evidence of difference in
outcomes for patients.

The services participated in national and local clinical
audits. The surgical services performed in line with
similar sized hospitals and within the England average
for most safety and clinical performance measures.
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However, the lack of an orthopaedic geriatrician had not
promoted compliance with the national hip fracture
audit and patients did not always receive the best
possible care.

The majority of patients had a positive outcome
following their care and treatment; however, the
number of patients that had elective urology and
general surgery and were readmitted to hospital after
discharge was higher (worse) than the England average.
The average number of days patients stayed at the
hospital was worse than the England average for
elective and non-elective patients having general,
trauma and orthopaedic surgery.

We also found that adherence to the WHO safer surgery
checklist was being audited but there remained room
forimprovement in some aspects of the checklist which
lacked consistency.

Patients received care and treatment by trained,
competent staff that worked well as part of a
multidisciplinary team. Staff sought consent from
patients before delivering care and treatment. Staff
