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

Letter from the Chief Inspector of Hospitals

St Mary’s Hospital is part of Imperial College Healthcare NHS Trust. Itis an acute hospital and provides accident and
emergency (A&E), medical care, surgery, critical care, maternity, children and young people’s services, end of life care
and outpatient services, which are the eight core services always inspected by the Care Quality Commission (CQC) as
part of its new approach to hospital inspection.

St Mary’s Hospital is a 484-bed general hospital based in London. The hospital provides a range of elective and
non-elective inpatient surgical and medical services as well as a 24-hour A&38;E department and outpatient services.

The team included CQC inspectors and analysts, doctors, nurses, experts by experience and senior NHS managers. The
inspection took place between 2 and 5 September 2014.

Overall, we rated this hospital as ‘requires improvement’. We rated effective and caring as ‘good’ but safety and
responsive as ‘requires improvement” and well led as ‘inadequate’.

We rated critical care, maternity and family planning, children and young people’s services and end of life as ‘good’ but
‘requires improvement’ for medical and surgery services, and inadequate for A&38;E and outpatients.

Our key findings were as follows:

Safe:

+ The principles of the ‘Five steps to safer surgery’ checklist were not embedded in theatre practice at St Mary’s
Hospital.

« Wards and departments were not always staffed in line with national guidance. Nurse staffing levels had been
assessed using an acuity tool, and in some areas, were regularly reviewed. However, in some areas nurse staffing
levels were below national standards. Action had been taken to mitigate the risk of inadequate staffing levels but was
sometimes impacting on patient care. Services were consultant-led, although consultant cover was below national
recommendations in some areas.

+ The standards of cleanliness of the premises and equipment were poor in some clinical areas. Most staff followed the
trust’s infection control policy, but there was an inconsistent approach to being bare below the elbows and observing
hand hygiene. Hand hygiene audits were undertaken by the ward staff but there was no peer review as these were
undertaken by the ward’s own staff.

. Staff had access to a range of mandatory training and attendance was monitored electronically and on paper. There
was low compliance with mandatory training in some clinical areas.

+ Theintroduction of the new electronic record-keeping software at the trust had resulted in problems with booking
outpatient appointments for patients. The trust was taking action to resolve these issues.

+ Medicines were not always stored securely to ensure that unauthorised personal did not have access to them.

Effective:

« Staff were encouraged and supported with their continual professional development and there was a range of
opportunities for staff to develop their skills, including completing degree and master’s level studies.

« The majority of care was delivered in line with best practice guidance. Staff participated in a range of local and
national audits. Outcomes for patients were similar or above the national average for a number of surgical
specialties.

« There was a high rate of patients who did not attend their outpatient appointment or surgical procedure. Action was
not being taken to identify the reasons for this or to address the causes.

Caring:
. Staff were caring and treated patients and their relatives with dignity and respect.
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« Patients commented positively about their care and treatment. The results from the NHS Friends and Family Test in
many areas of the hospital were better than the England average, and a high number of patients would recommend
this hospital to their family and friends.

Responsive:

+ The trust was not meeting some of its targets; these included sending out appointment letters to patients within 10
working days of receiving the GP’s referral letter, and not getting patient discharge summaries to GPs within target
times.

« Capacity in some areas did not meet demand; this had resulted in a backlog of more than 3,500 patients waiting for
surgical intervention and a lack of level 2 high dependency beds. There were no plans to address this issue. There
was a lack of bed capacity, particularly for level 2 patients stepping down from the intensive care unit (ICU) after brain
and spinal injuries.

Well-led:

« Thetrust had a vision and clinical strategy to improve health and to support innovation in healthcare that had been
shared with all staff. The new chief executive of the trust was visible and had already made a positive impact on staff
morale by listening to their concerns.

« There was a lack of consistent governance arrangements - for example, the ICU and the rest of the level 2 beds in the
hospital were not aligned.

« Thetrust had a major incident procedure which most staff were aware of. Some staff had participated in training on
how to respond to major incidents.

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

+ Increase the number of cases submitted to the audit programme for the World Health Organization (WHO) surgical
safety checklist to increase compliance with the ‘Five steps to safer surgery’.

+ Develop and implement systems and processes to reduce the rate of patients who do not attend their outpatient
appointment or surgical procedure.

+ Review the level of anaesthetic consultant support and/or on-call availability to ensure it is in line with national
recommended practice.

+ Review the arrangement for medicines storage and ensure medicine management protocols are adhered to.

« Ensure all staff are up to date with their mandatory training.

+ Ensure all equipment is suitably maintained and checked by an appropriate person.

« Ensure adequate isolation facilities are provided to minimise risk of cross-contamination.

« Ensure consultant cover in critical care is sufficient and that existing consultant staff are supported while there are
vacancies in the department.

+ Review the divisional risk register to ensure that historical risks are addressed and resolved in a timely manner.

+ Review the provision of the paediatric intensive care environment to ensure it meets national standards.

+ Review the provision of services on Grand Union Ward to ensure the environment is fit for purpose.

In addition the trust should:

+ Improve the handover area for ambulances to preserve patient dignity and confidentiality.

+ Ensure that there is a single source of up-to-date guidelines for A&38;E staff.

+ Seek ways of improving patient flow, including analysing the rate of re-attendances within seven days.

« Improve links with primary care services to help keep people out of A&E.

« Ensure that all patients who undergo non-urgent emergency surgery are not left without food and fluids for
excessively long periods.
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+ Review the literature available to patients to ensure it is available in languages other than English in order to reflect
diversity of the local community.

+ Ensure same-sex accommodation on Witherow Ward to ensure patients’ privacy and dignity are maintained.

« Ensure learning from investigations of patient falls and pressure ulcers is proactively shared trust-wide.

+ Develop a standardised approach to mortality review which includes reporting to the divisional boards and to the
executive committee.

+ Review patients’ readmission and length of stay rates to identify issues which might lead to worse-than-average
results.

+ Review the arrangements for monitoring compliance with statutory and mandatory training to ensure there is
a consistency with local and trust-wide records.

+ Review the double-checking process for medication to ensure that staff are compliant with trust policies and
procedures.

« Monitor the availability of case notes/medical records for outpatients and act to resolve issues in a timely fashion.

+ Review the provision of adolescent services and facilities to ensure the current provision is able to meet the needs of
patients.

« Ensure that there is sufficient capacity to accommodate parents/carers while their child receives intensive care
support.

+ Ensure that the children and young people’s service has representation at board level.

Follow up inspection November 2014

At the follow up inspection in November 2014, we found that significant improvements had been made in the accident
and emergency department in response to the warning notice we served in September 2014.

Our key findings were as follows:

» The trust had undertaken a significant amount of work since our last inspection and addressed the issues outlined in
the warning notice we served to resolve the breach of the regulation.

« There had been investment to improve the environment and plans implemented to minimise disruption to both
patients and staff during this refurbishment.

« Staff followed the trust’s infection control policy, including being bare below the elbows and observing hand hygiene
and using personal protective equipment as necessary.

« Daily cleanliness, infection control and hand hygiene audits were undertaken.
+ The A/E department was visibly clean and clutter free.

+ The hospital had implemented monitoring arrangements for the standards expected in the A/E department which
included reporting arrangements to the executive committee.

« Cleaning schedules including the frequency and the time specific areas should be cleaned were displayed in the
department and monitoring of cleaning in line with the schedule took place.

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

Service Rating

Urgent and Requires improvement ‘
emergency

services

Medical care  Requires improvement ‘
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Why have we given this rating?

At inspection in September 2014 we found the
standards of cleaning and maintenance of some
equipment was inadequate. The department had
some issues with patient flow because of the A&E
department’s physical capacity in relation to the
number of patients it could accommodate. There
was a lack of bed capacity for those who needed
admission. We also had some concerns about the
leadership in the A&E department and the lack of
drive to improve patient experience on this site for
the next five years.

Care was generally satisfactory and there were
sufficient staff. Staff worked well as a team. The
department provided a prompt and safe service for
trauma patients. Safeguarding arrangements,
particularly for children, were effective.

At our follow up inspection in November 2014 we
found the hospital had taken action to address the
breach of the Health and Social Care Act 2008 in
relation to infection control in the A/E department.
The standards of cleaning and maintenance of
equipment had improved. The refurbishment
programme in the department was almost
complete and had resulted in a positive impact on
the environment and facilitated protecting patients
against the risk of infection.

The trust was unable to maintain adequate nursing
staffing on some wards to meet patients’ needs. We
found patients were treated with compassion,
dignity and respect. Staff were motivated and
focused on providing a good experience for
patients. We found that equipment was readily
available but not all of it was suitably maintained
and checked by an appropriate person. The trust on
occasions was unable to provide adequate isolation
facilities to reduce the risk of healthcare-associated
infections. There was no written information
available in languages other than English.

The storage and management of medicines were
notin line with trust policy. Some medicines were
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stored incorrectly. Not all staff were up to date with
their mandatory training. We saw examples of
multidisciplinary team involvement and national
audits demonstrated that the hospital was
achieving good clinical outcomes when compared
with other hospitals.

Teamwork was evident and line managers were
supportive and visible to staff.

Surgery Requires improvement ‘ The trust has a known backlog of patients waiting
for elective surgery however, they did provide

trust-wide plans to demonstrate how they planned
to reduce the backlog and manage patients who
had experienced long waits for their surgical
interventions. There was evidence of good
outcomes for patients who underwent surgery.
Preoperative assessment for some surgical
specialties was not managed effectively, which
often led to cancellation of elective procedures.
Data submitted by the trust showed that surgery
cancellation rates were higher than the national
average.

The trust had not taken sufficient steps to ensure
that the ‘Five steps to safer surgery’ checklist was
embedded in practice. Procedures and treatments
within surgical services followed national clinical
guidelines. Pain relief was effectively managed and
most nutritional needs of patients were assessed
and provided for. Nursing skills mix was regularly
reviewed and there were low numbers of nursing
vacancies with very few agency staff used. The
majority of staff received mandatory training and
further specialist training was available. Infection
control procedures and practices were adhered to
and regularly monitored.

Patients spoke positively about their care and
treatment at the hospital. Results from the NHS
Friends and Family Test were better than the
England average, and a high number of patients
would recommend this hospital to their family and
friends.

Critical care Good . The critical care and high dependency areas were
generally well-run. The main areas of risk were the
lack of bed capacity and different governance
arrangements over the level 2 beds outside of the
ICU. However, the leadership team were aware of
these concerns and had taken action to address
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Maternity
and
gynaecology

Services for
children and
young
people
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Good .

Good ‘

these. Patient feedback was positive. There were
some concerns relating to staffing levels as these
were not always in line with national guidance.
Mandatory training had not been completed by all
staff.

At the time of our inspection, the risk of unsafe care
because of inadequate midwifery staffing had been
mitigated by prioritising the needs of women in
labour. However, the quality of care on postnatal
wards was sometimes compromised. The business
case for additional staff had been accepted and
recruitment to these posts was underway.
Evidenced-based care was promoted and there was
an audit programme to assess compliance with best
practice. There was an embedded multidisciplinary
approach to learning from incidents and
complaints. Staff at all levels were able to raise
concerns and these were addressed.

Specialist clinics assessed the needs of women with
medical conditions. Specialist midwives and
caseload midwives (midwives who deliver
one-to-one care for an agreed number of women)
supported women who were at risk. Women were
encouraged to make a choice about the type of
birth that was best for them and their babies. The
community midwifery service provided local
women with continuity of care.

There was training for midwifery staff and trainee
doctors and opportunities for professional
development. Staff were positive about their
contribution to improving the quality of care and
felt their contribution was recognised and valued.

While there were areas of innovative thinking, we
found that children were being cared for in
environments which were not fit for purpose and
posed a potential risk to their safety and wellbeing.
Areas including paediatric intensive care, children’s
outpatients and the Grand Union Ward were not of
sufficient size or design to effectively provide care
to children in an era of ever-increasing reliance on
technology. Bed spaces and cubicles were cramped;
there was a lack of effective isolation facilities and a
shortage of accommodation for parents/carers who
wished to be near to their child or new-born infant
while they receive intensive care therapies.
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End of life
care
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Good ‘

The division used a combination of National
Institute for Health and Care Excellence (NICE), and
Royal Colleges’ guidelines to determine the
treatment they provided. Parents and children were
complimentary about the care and treatment
provided. Parents felt that staff across all
disciplines were compassionate, understanding and
caring. Where children and/or parents/carers had
cause to complain, these complaints had been
acknowledged, investigated and action plans
generated to help improve services for the future.
There was a strong and embedded approach to
multidisciplinary working across the various
specialities.

The senior management team was cohesive and all
those working in this division were passionate
about influencing the care and treatment for
children and young people. There was a lack of
progress made on risks which had been identified
within the division. Some risks had existed for more
than five years; there was little or no evidence to
suggest that these risks were being addressed in an
effective way. In addition, there was no
representation of children and young people at
board level.

There was an inconsistent approach to the
completion of ‘do not attempt cardiopulmonary
resuscitation’ (DNA CPR) forms. In line with national
recommendations, the Liverpool Care Pathway for
end of life care had been replaced with a new end of
life care pathway framework that had been
implemented across the hospital. Action had been
taken in response to the National Care of the Dying
Audit for Hospitals 2013, which found the trust did
not achieve the majority of the organisational
indicators in this audit, but there was no formal
action plan. However, the majority of the clinical
indicators in this audit were met.

There was a recently developed end of life strategy
and identified leadership for end of life care. The
end of life steering group reported to executive
committee. The specialist palliative care team
(SPCT) were visible on the wards and supported the
care of deteriorating patients and pain
management. Services were provided in a way that
promoted patient centred care and were responsive
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Outpatients Inadequate
and '

diagnostic
imaging

9 St Mary's Hospital Quality Report 07/01/2015

to the individual’s needs. Referrals for end of life
care were responded to in a timely manner and the
team provide appropriate levels of support
dependent on the needs of the individual.

There was clear leadership for end of life care and a
structure for end of life care to be represented at
board level through the director of nursing.

The hospital had not increased capacity to respond
to the gradual increase in outpatient attendances.
Patients were waiting longer to be given an initial
appointment and also experienced waits in clinic.
The hospital was not meeting its target of sending
out appointment letters to patients within 10
working days of receiving the GP’s referral letter. On
average, appointment letters were being sent to
patients between five and six weeks after the GP’s
referral letter had been received. Some patients
were either not receiving their appointment letters
or received this after the date of their appointment.
Doctors consistently turned up late for clinics
without explanation. There was a lack of process in
place to monitor performance and identify
improvements required. Staff felt supported by
their local clinical managers but considered that
senior managers were unaware of how the
department operated. Staff met with their local
managers to discuss performance and concerns on
a regular, informal basis only.

There were enough nursing and medical staff in the
department and patients were treated with
compassion, dignity and respect. Patients were
positive about the care they received.
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Detailed findings

Services we looked at

Accident and emergency; Medical care (including older people’s care); Surgery; Critical care; Maternity and
family planning; Services for children and young people; End of life care; and Outpatients

Detailed findings from this inspection Page
Background to St Mary's Hospital 11
Ourinspection team 11
How we carried out this inspection 11
Facts and data about St Mary's Hospital 12
Our ratings for this hospital 13
Findings by main service 14
Areas for improvement 117
Action we have told the provider to take 118
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Background to St Mary's Hospital

St Mary’s Hospital is one of the five registered acute
hospital locations of Imperial College Healthcare NHS
Trust. The trust also provides services from
Hammersmith Hospital, Charing Cross Hospital, Queen
Charlotte’s & Chelsea Hospital and the Western Eye
Hospital. St Mary’s Hospital is in Paddington, central
London, and is a general acute hospital which provides
accident and emergency (A&E) services, medical and
surgical services for adults and children; it has a critical

Our inspection team

care unit and a maternity unit and provides specialist
care in areas including paediatrics and sexual health. The
A&E department is one of London’s four major trauma
centres.

The trust had 1,342 inpatient beds across the five
locations, of which 484 are at St Mary’s Hospital. The
hospital sees more than 349,432 outpatients each year. In
the last 12 months there were more than 40,715 A&E
attendances.

The chief executive officer and medical director had both
been appointed to the trust board in the last 12 months.

Our inspection team was led by:
Chair: Peter Wilde, Consultant, MRCP FRCR

Head of Hospital Inspections: Heidi Smoult, Care
Quality Commission (CQC)

The team of 35 included CQC inspectors and analysts and
a variety of specialists: consultants in emergency
medicine, medical services, gynaecology and obstetrics
and palliative care medicine; consultant surgeon,

How we carried out this inspection

anaesthetist, physician and junior doctor; midwife;
surgical, medical, paediatric, board level, critical care and
palliative care nurses, a student nurse and experts by
experience.

The follow up inspection November 2014:
Our inspection team was led by:

Inspection manager: Fiona Wray, Care Quality
Commission (CQC)

The team included a CQC inspector and doctor.

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

« Isitsafe?

« Isit effective?

+ lIsitcaring?

+ Isit responsive to people’s needs?
o Isitwell-led?

The inspection team inspected the following eight core
services at the St Mary’s Hospital:

+ Accident and emergency (A&E)
+ Medical care (including older people’s care)
+ Surgery
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Critical care

Maternity and family planning
Services for children and young people
End of life care

Outpatients.

Prior to the inspection we reviewed a range of
information we held and asked other organisations to
share what they knew about the hospital. These included
the clinical commissioning group (CCG); Monitor, Health
Education England; General Medical Council (GMC);
Nursing and Midwifery Council; Royal College of Nursing;
NHS Litigation Authority and the local Healthwatch.



Detailed findings

The CQC inspection model focuses on putting the service
user at the heart of our work. We held a listening event in
White City, London on 2 September 2014, when people
shared their views and experiences of Imperial College
Healthcare NHS Trust.

We carried out an announced inspection visit on 2 and 3
September 2014. We spoke with a range of staff in the
hospital, including nurses, junior doctors, consultants,
administrative and clerical staff, dieticians,
physiotherapists and pharmacists.

During our inspection we spoke with patients and staff
from all areas of the hospital, including the wards and the
outpatient department. We observed how people were
being cared for and talked with carers and/or family
members and reviewed personal care or treatment
records of patients.

Facts and data about St Mary's Hospital

The follow up inspection November 2014:

At our inspection in November 2014 the inspection team
inspected only the Accident and emergency (A&E) at St
Mary’s Hospital to assess if action had been taken to
address the breach of regulation :

Prior to the inspection we reviewed the action plan
submitted by the trust in response to the warning notice
served. We carried out an unannounced inspection visit
on 25 November 2014. We spoke with a range of staff in
the hospital, including nurses, doctors and domestic staff.
We observed the environment in which people were
being cared forin.

St Mary’s Hospital is one of the five registered acute
hospital locations of Imperial College Healthcare NHS
Trust.

Context

+ Approximately 484 beds

+ Serves a population of around 158,700

« Employs around 3,153 whole time equivalent (WTE)
members of staff

Activity

+ Around 349,432 outpatient attendances per annum
« Around 112,452 attendances per annum.
+ Around 3,674 births per annum

Key Intelligence Indicators
Safety

« One Never Event (a serious, largely preventable patient
safety incident that should not occur if proper
preventative measures are taken) in last 12 months - a
retained swab in maternity services

+ One serious untoward incident (April 2013 to March
2014) - misplaced nasogastric tube (NG tube)

Effective
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+ Hospital Standardised Mortality Ratio - 80.25 (better
than the national average)

Caring

« NHS Friends and Family Test:
» 77% average score for both inpatients and A&E are
better than the national average for 2012/13
= 37% response rates for both inpatients and A&E,
similar to the national average for 2012/13

Responsive

+ The A&E’s four-hour target was met in 95% of cases in
the previous 12 months

« Referral to treatment times: The trust met the admitted
and non-admitted pathways

« Cancer: two-week wait - met the national target

+ Cancer: 31-day wait - met the national target

« Cancer: 62-day wait - did not consistently met the
national target

Inspection history

The hospital had one previous inspection in July 2013
prior to the publication of ratings and one
comprehensive inspection in September 2014 at which
the hospital was rated as 'requires improvement' and a
warning notice was served.
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Our ratings for this hospital

Our ratings for this hospital are:

Safe Effective Caring Responsive Well-led Overall

Urggntand emergency ' Requires Not rated : Requires ' Requires Inadequate
services improvement improvement improvement
improvement improvement
Surgery : Requires Good Good : Requires : Requires
improvement improvement | improvement
improvement
gynaecology
Services for children : Requires Good Good Good Good
and young people improvement
Improvement
Not rated Inadequate Inadequate Inadequate

Requires
improvement

Requires
improvement

Requires
improvement

Good

Good

Good

End of life care Good

Outpatients and
diagnostic imaging

Overall . REGLITES Good Good _ Requires Inadequate : Requires
improvement improvement improvement
Notes

1. We are currently not confident that we are collecting
sufficient evidence to rate effectiveness for both
Accident and emergency and Outpatients.
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Urgent and emergency services

Safe
Effective
Caring
Responsive
Well-led

Overall

Information about the service

The A&E department at St Mary’s Hospital is open 24
hours a day, seven days a week and is one of four
designated major trauma centres in London providing
specialist care and treatment for people who have been
involved in accidents involving trauma. It provides a
service to people mainly from the London Boroughs of
Hammersmith and Fulham, Westminster, Kensington and
Chelsea, Ealing, Hounslow, Brent, Hillingdon and Harrow.
Around 2,500 patients a year benefit from the trauma
service.

The department, including the urgent care centre (UCC)
sees about 113,000 patients a year (adults and children).
Of these, 48,000 are adults with serious illness or injury,
and about 25,000 are children. The facilities and staffing
in the departmentincreased slightly during September
2014 following the closure of the A&E department at the
trust’s Hammersmith Hospital, which saw 22,000 patients
in 2013. The children’s emergency departmentis a
purpose-built and child-friendly environment.

The UCCis open 24 hours a day, seven days a week, and
sees about 39,000 people each year for minor injuries or
to be reviewed by a GP. It is staffed by emergency nurse
practitioners employed by the trust with GPs provided by
London Central & West Unscheduled Care Collaborative.

There is a single point of access reception for patients
who come in independently. Staff at the reception direct
patients to either A&E or the UCC.

During our inspection, we spoke with one clinical and two
nursing leads. We also spoke with 16 other clinical and 11
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Requires improvement

Not sufficient evidence to rate
Requires improvement
Requires improvement
Inadequate

Requires improvement

non-clinical staff. We undertook observations within all
areas of the department and reviewed documentation,
including patient records. We spoke with five patients and
16 relatives/carers.

During our follow up inspection in November 2014, we
spoke with clinical and non-clinical staff. We undertook
observations in all areas of the department and reviewed
documentation, including executive committee reports
and training records.



Urgent and emergency services

Summary of findings

Atinspection in September 2014 we found

the standards of cleaning and maintenance of some
equipment was inadequate. The department had some
issues with patient flow because of the A&E
department’s physical capacity in relation to the
number of patients it could accommodate. There was a
lack of bed capacity for those who needed admission.
We also had some concerns about the leadership in the
A&E department and the lack of drive to improve patient
experience on this site for the next five years.

Care was generally satisfactory and there were sufficient
staff. Staff worked well as a team. The department
provided a prompt and safe service for trauma patients.
Safeguarding arrangements, particularly for children,
were effective.

At our follow up inspection in November 2014 we found
the hospital had taken action to address the breach of
the Health and Social Care Act 2008 in relation to
infection control in the A/E department. The standards
of cleaning and maintenance of equipment had
improved. The refurbishment programme in the
department was almost complete and had resulted in a
positive impact on the environment and facilitated
protecting patients against the risk of infection.
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Requires improvement ‘

In September 2014 we found the service did not
sufficiently protect patients, staff and visitors from the
risks of infection because it was not consistently clean.
There was complacency about cleanliness among clinical
staff, and an absence of effective systems for maintaining
hygiene in the department. The department was poorly
lit in the corridors and some equipment was dirty or
damaged which could impact on the standard of care
provided to patients. We observed poor practice by
clinical staff with regards to hand hygiene, the use of
personal protective equipment to protect staff and
patients (e.g. gloves and aprons) and in the prompt
disposal of clinical waste.

At our follow up inspection in November 2014

the department had been refurbished and the flooring
replaced and lighting in the corridors improved.
Damaged and broken equipment had been removed. All
of the instruments we saw were visibly clean; however,
we noted that two of the eight laryngoscope blades in the
adult resuscitation area had been left open and
uncovered ready for use.

Action had been taken to ensure patients, staff and
visitors were protected from the risks of infection. The
environment and the majority of the equipment in the
department was visibly clean and dust free. There were
systems and processes in place to monitor and maintain
hygiene in the department.

Incidents

+ There had been 4 serious incidents in A&E at this site
since 2013. Two were still under investigation and the
other two had been thoroughly investigated and
learned from.

+ The top five categories of reported incidents were slips,
trips and falls, pressure ulcers, medication,
infrastructure, patient abuse towards staff and patient
transfers. There had also been a serious near miss of
appendicitis and instances of mental health patients
absconding.

. Staff told us the hospital’s incident reporting system was
easy to access and they usually received feedback on
incidents reported.
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+ Wider learning from incidents was circulated to staff

through the A&E digest and through teaching sessions.
Emails to A&E staff were also used to share learning
following incidents. Significant changes following
incidents were also included in the ‘Team Read’ file,
which clinical staff were required to sign to show they
had read the documents. From signatures seen, too few
staff at this site had signed to indicate that they had
read the file. For example, five nurses out of 40 and three
out of 10 doctors had read a recent document in the file.
Staff told us about learning from an incident that had
changed practice. A psychiatric patient had absconded
and fallen from a gantry. Since then, relevant patients’
assessment cards had been required to contain a basic
description of the patient’s appearance to help staff
identify anyone attempting to leave the premises.
Mortality and morbidity meetings were held regularly
and there were debriefs after the treatment of major
trauma patients to review whether anything could have
been done differently.

Cleanliness, infection control and hygiene

16

At our previous inspection in September 2014 we found
numerous areas of the A&E department and some
equipment to be visibly dirty and staff had not taken
action to address these issues.

We previously observed that there was a lack of
personal protective equipment and few clinical staff
washing their hands or using hand gel before and after
caring for patients. We did not see staff wearing gloves
or disposable aprons when it was appropriate to do so.
We saw almost all the spill wipes containers were
empty. Many of the anti-bacterial hand gel dispensers
were also empty, including those for paramedics
bringing in ambulance patients, and one beside trolley
in the adult resuscitation bay. There was also a lack

of hand-washing sink in the department.

We saw instruments that were not clean, and clean
instruments left open and uncovered ready for use.
some sharps bins that were open for use were full and
there were some overflowing rubbish bins.

At our November 2014 inspection we found the A/E
department was visibly clean and clutter free. The
cubicles we visited had all been refurbished, they had
sharps bins that were less than half full, there was wall
mounted personal protective equipment (PPE)
including aprons and disposable gloves.
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« The hospital had implemented either daily or weekly

monitoring arrangements for the standards expected in
the A/E department against nine key performance
indicators (KPIs). These KPIs covered hand hygiene,
decontamination, facilities check, PPE, sharps bin, linen,
curtains, standard of cleanliness and estates issues. The
monitoring results were reviewed and collated by the
divisional managers who were responsible for
submitting the results and remedial actions of any failed
standards weekly to the executive committee.

The shift team leader or matron completed daily
cleanliness and infection, protection and control audits
looking at six key areas including PPE and sharps bins.
These were undertaken at random times of the day and
action taken to address any shortfalls identified.
Maintenance issues identified during daily audits were
escalated to the business manager and reported to the
estates’ department.

Hand hygiene was audited daily with the nurse in
charge observing three 10 minute episodes, this took
place in the morning, afternoon and at night with a
minimum of 10 hand hygiene observations per day. The
department had achieved a 90% compliance score in
the week ending 23 November 2014.

« We saw the weekly audit results for the five weeks
preceding our inspection demonstrated that
compliance with these KPIs had improved week on
week and all were over 90% compliant. The rating was
green for all nine KPIs for the week ending 23
November 2014.

« Executive directors had carried out spot checks in the
department as an additional level of oversight and
feedback. These checks were not documented but
feedback was provided to staff at the time of the spot
check.

« The training records we saw showed that as of the 10
November 2014, the majority of clinical staff had
completed aseptic non-touch technique training.

» The trust’s cleaning contract had changed providers
on 26 October 2014. There was a service level
agreement that outlined the expected standards.
These included there being a minimum of two
dedicated domestic staff based in the A/E department
24 hours a day, seven days a week, with a supervisor
present between 6.00am and 10.00pm daily. During
our inspection we observed there were three
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members of the cleaning team plus a supervisorin the
department. There was access to an out of hour’s
domestic team who were responsible for ‘deep
cleaning’ if required for example if a patient with an
infection had used the cubicle.

« Cleaning schedules which included frequency and
the time specific areas should be cleaned were
displayed in the department. Following a review of the
roles and responsibilities for cleaning specific
equipment, the trust’s cleaning policy had been
updated on the 14 October 2014 and included a list of
equipment and the cleaning responsibilities of
individual staff groups. For example the new
commodes were cleaned daily by domestic staff and
in between patients by nursing staff. We observed that
these were clean and labelled as ready to use.

« Cleaning checklists were displayed in each cubicle to
confirm the three times a day schedule cleaning had
taken place. Records seen showed that cleaning had
been completed as a minimum twice a day and
domestic staff signed to confirm they had completed
all the cleaning tasks. We also saw that in between
these regular checks, when a patient was discharged
from the department a cleaning check list was
completed to demonstrate that the cubicle had been
cleaned. The matron confirmed the standard expected
was at least twice daily recording.

There was a cleaning escalation policy and flowchart
including who was responsible for escalating issues.
We saw several cleaning checklist records where the
cubicle was recorded as in use and could not be
cleaned and this had been escalated to the supervisor
and nurse in charge.

» There were arrangements in place for staff to access
a rapid response domestic team if necessary to ensure
admissions were not delayed due to cubicles not
being cleaned in a timely manner.

« There were arrangements in place for quarterly deep
cleans of the department; an initial deep clean had
taken place following our last inspection.

« All domestic staff were expected to complete a
competency checklist that was signed off by their
supervisors to demonstrate they had the necessary
skills to undertake specific tasks. We saw signed
training records for domestic staff working in the
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department to show they had received training and
had been assessed to carry out the required standard
of cleaning within the colour coded cleaning areas
(red, blue and yellow).

« The majority of the equipment we saw in the
department was clean and had a signed label
identifying the date it had been cleaned and by whom.
However, a portable x-ray machine in one of the x-ray
rooms was labelled as clean, but had a thin covering
of dust in the lower part.

« All of the instruments we saw were visibly clean;
however, we noted that two of the eight laryngoscope
blades in the adult resuscitation area had been left
open and uncovered ready for use. These were
removed when pointed out to the nurse in charge.

« Throughout the department soap, towels and hand
sanitising gel were available at all hand wash basins.
Anti-bacterial hand gel dispensers were available at all
entry and exit points and when entering and leaving
clinical areas in the department. We noted they were
all dispensing gel and were replenished as needed.

« Additional sinks had been installed to facilitate hand
hygiene. For example there was a recently installed
hand-washing sink in the sluice. The theatre, which
was regularly used as a treatment room, was having a
new hand washing sink installed on the day of our
inspection.

« A/E staff observed the standard principle of ‘bare
below the elbow’ and washed their hands or used
hand gel before and after caring for patients.

We saw that soiled linen was stored in laundry bags.
Staff told us that new style laundry bags were now
used, which were stronger and larger reducing the risk
of splitting and rested on the base of the trolley which
prevented overfilling. There was a daily linen check as
part of the monitoring audit carried out at midnight
and the department had achieved a 100% score for
the week ending 23 November 2014.

« Disposable curtains around the cubicles were clean
and stain free with a date when they were next due to
be changed. Staff were aware of when and how these
should be changed and we saw staff changing curtains
which had been noted to be soiled.
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Environment and equipment
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At our previous inspection in September 2014 we found
issues relating to the physical environment

including corridors that were dimly lit and some of the
lights were broken and worn flooring and some walls
were damaged.

The airway trolley had not been checked in the month
prior to our September 2014 inspection and there was
no GlideScope® (an instrument used give a clear view of
a patient’s airway). Some equipment was noted in
September 2014 to be broken.

At our November 2014 inspection we found the trust
had undertaken a refurbishment programme in the
department, which was still on going. This had resulted
inthe A/E department environment being improved and
the new ceiling and lighting made the corridors brighter.
All broken lights observed at our last inspection had
been replaced.

« The majority of the flooring in the department had

been replaced and was clean. The floor in the
resuscitation area had been cleaned and repaired
since our last inspection and was no longer lifting in
the gap between the door and floor. This flooring was
on the refurbishment programme to be replaced
however the department was still assessing how best
to arrange this piece of work and still provide the
service.

« The chipped plaster on many of the walls observed
atour last inspection had been repaired and we noted
that protective, wipeable wall coverings had been
installed, making it easier to clean and maintain.

« The psychiatric place of safety room had been
cleaned, new flooring laid and the damage to the
walls repaired. Staff told us the mental health team
from the trust who provided this service were due to
visit the department during the week of our inspection
to advice on changes to the room to ensure it was fit
for purpose. Once the assessment had been
completed a business case would be prepared to
obtain funding for the necessary work and any
additional equipment or furniture required.

« The matron told us there had been a ‘general clean
up’ in the department to remove excess equipment
and supplies to clear corridors and free up space. This
was evident at our inspection and corridors were
clutter free.
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« Supplies and equipment had been lifted off the floor
in the clean and dirty utility rooms to enable floor
cleaning. We saw domestic staff moving equipment to
clean and equipment and PPE had been placed into
wall mounted holders and other clinical supplies were
secured in lock top storage boxes which could be
easily moved for cleaning purposes.

« All patient toilets in the department had been
refurbished and hand dryers installed to replace paper
towels which had been identified as a contributing
factor to the toilets becoming blocked.

« Work had been completed to improve the paediatric
A/E department; this included replacing the curtain in
the assessment room with a frosted glass door,
removing a wall to make the reception area open plan
improving visibility and removing the numerous
posters and stickers on the walls, which had been
repaired. There were plans to replace the plain
curtains around the cubicles with printed ones to
make the environment more child friendly.

» The seating areas in the paediatric waiting room was
damaged, we were told that the hospital was waiting
for replacement cushions for the seating and for the
damaged wood to be repaired.

«In one of the two paediatric resuscitation rooms, an
anaesthetic machine had been out of order since 18
November 2014; it was unclear if this was the same
pieces of equipment that we had noted was out of
order at our last inspection. The senior nurse we
spoke to was unsure when this equipment would be
repaired.

Medicines

+ Medicine was stored appropriately and checked by
pharmacy technicians. Fridges were locked and
temperatures were accurately maintained. Patient notes
recorded medication prescribed and administered
appropriately.

+ Drug fridges were locked to ensure safety and security of
medicines.

+ We saw evidence that medication audits were carried
out; for example on controlled drugs management.
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Records

« The 15 sets of patient notes we looked at were of
acceptable quality. However, the patient notes audit
found that patients’ identifying information such as
their name or hospital number was not always recorded
on every page, and nursing documentation was
sometimes not completed. For example, one record said
observations were “not done as patient seen by doctor”.
In that instance the patient had been seen by a doctor
90 minutes after arrival so the patient observations
should have been taken as part of the initial assessment
and within 15 minutes under College of Emergency
Medicine Guidelines. This was not a one off occurrence
as during our visit we overhead doctors asking nurses
why tests had not been done. The final review and
treatment plan was not always recorded on notes.

« We noted that a number of notes in the department
were overdue to be sent for scanning and retention. We
also saw from the risk register that there were concerns
about the quality of scanning and storage of A&E
records which was a risk in the event of complaints or
legal challenge.

« Storage of pro-formas for specific conditions was poorly
organised and consequently, relevant pro-formas were
not always in patient notes. For example, renal colic
pro-formas were missing, but in the filing area where
they should have been stored were guidelines for
nosebleeds and emergency gynaecology.

+ Adigital camera containing patient images was in an
unlocked cupboard. This posed a breach of
confidentiality risk, as the camera was potentially
accessible to unauthorised persons

Consent, Mental Capacity Act and Deprivation of

Liberty Safeguards

« Staff had been trained on how to support people who
lacked capacity or had mental health needs. We saw
‘Top tips for dementia patient care’ displayed on the
wall in the staff area. However, we did not observe this
knowledge being put into practice. We saw an agitated
patient using inappropriate and abusive language, who
was asked by another patient’s relative to stop swearing
because this was upsetting. There was no active staff
intervention, even from the registered mental health
nurse observing the abusive patient at the time.

« The Mental Health Act 1983 was used for holding
patients while awaiting assessments from the
psychiatric liaison team.
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If there was more than one mental health patient, we
were told the second patient might experience a long
waiting time.

The mental health service had recently started to assess
16 and 17 year-olds in the adult Majors area.

Safeguarding

We saw evidence that all paediatric staff had completed
safeguarding training. Staff we spoke with showed an
understanding of safeguarding children and vulnerable
adults and knew how to recognise signs of abuse and
how to report it.

There was a safeguarding clinical nurse specialist based
in the children’s A&E as well as St Mary’s Hospital liaison
health visitors. The nurse specialist spent time working
with staff day to day in the department (70% of her time)
and providing training (30% of her time).

The nurse specialist described a clear and effective
process to ensure that potential safeguarding concerns
were escalated, and said there was ready access to a
senior member of staff for an opinion for child welfare
issues.

There were safety nets to alert staff to potential abuse or
neglect of children presenting to the A&E. This was done
through staff observations, the health visitor review of
patient notes and a weekly family support meeting
attended by the liaison health visitor, social services,
paediatrics and A&E staff, the Child and Adolescent
Mental Health Services (CAMHS) liaison nurse, drug and
alcohol worker and named nurse for safeguarding. The
nurse specialist reviewed all referrals to social services.
Paediatric guidelines were shared between A&E and the
children’s ward to ensure a consistent approach.

A health visitor liaison referral form was automatically
completed for every child aged under one year and any
child with possible non-accidental harm, or with a
parent with a history of domestic violence, drug or
alcoholissues.

The trust alert system ensured that A&E staff were aware
when a child was known to social services, and there
was a clear system for keeping this list up to date to
ensure that any child known to be at risk or subject to a
child protection plan was identified and appropriate
action was taken.

The children’s A&E had access to senior paediatric
advice and second opinions 24 hours a day.

CAMHS guidelines had been reviewed in September
2013 and children’s safeguarding had been updated in
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July 2014 to reflect the Pan London Child Protection
Procedures 2014. The adult safeguarding policy had last
been updated in September 2013, which meant that it
had not been reviewed in the light of the Supreme Court
judgement in March 2014 on deprivation of liberty
processes.

Mandatory training

« Mandatory training was integrated with statutory
training. It was provided in different formats, including
e-learning by computer and allocated time was given for
this.

« Nurses were responsible for their own training portfolio
but there were alerts in the system to remind them.

+ The target for compliance with statutory and mandatory
training was 95%. We saw evidence to demonstrate that
this had not been achieved. Nurse compliance was 63%
at 31 March 2014. We were told that work had been
undertaken to improve this.

Assessing and responding to patient risk

+ The national early warning score (NEWS) system was
used effectively and clinical observations were entered
into patient notes. A given score would alert clinicians to
any deterioration in a patient. The escalation processes
were clear.

+ Senior managers were aware that bed pressures were
leading to delays in finding beds for patients quickly
enough. 830 patients spent between four and 12 hours
from decision to admit to admission between July and
September 2014. Between 19 and 22 medical patients
were admitted each day.

Initial assessment

+ Patients who came in to the department independently
were registered at reception, given a number and were
then called for a streaming interview in a private room.
Those needing emergency treatment were taken to the
A&E waiting room. Others waited for minor injury
treatment or a GP consultation. Patients were seen in
order of arrival unless their condition clearly warranted
more urgent treatment.

« Children were triaged in a private room in the paediatric
area after registration at the main reception.

+ The paediatric waiting room had a glass surround
enabling staff to observe family interactions and identify
any attempted unauthorised access.

20 St Mary's Hospital Quality Report 07/01/2015

There were trauma care pathways and consultant-led
specialist teams were available 24 hours a day to deal
with admissions of people with multiple serious injuries.

Nursing staffing

A band 8 matron was in charge of the department and a
band 8 nurse consultant worked across the three acute
hospital sites in the trust.

Staff we spoke with considered there were enough
nurses. We found the department was adequately
staffed during our inspection, although we noted four
reports of incidents related to inadequate staffing in
July 2014.

Staff told us there was potential increased activity from
10 September after Hammersmith Hospital and Central
Middlesex Hospital A&E departments had closed. An
additional nurse had been added to both the day and
night shifts. We were told that managers would be
monitoring activity levels.

A new workforce planning tool named baseline
emergency staffing tool (BEST) had been introduced
two weeks before our inspection which identified any
disparity between nurse staffing levels and workload.
The tool enabled calculation of nurse-to-patient ratios
against patient dependency and could be used to
provide a skills mix breakdown. The results of this were
being monitored by the matron and referred upwards to
trust management.

During the day, there were 10 or 11 nurses on duty,
depending on the time of day, and at night there were
nine nurses in the adult Majors area.

There were always trained children’s nurses in the
paediatric A&E, including two at night.

Staff reported there were vacancies for two band 7 posts
and healthcare assistants, despite repeated advertising.

Medical staffing

St Mary’s A&E department is a major trauma centre with
24-hour consultant trauma cover. The trauma
consultant did not cover non-trauma A&E patients.
Trauma patients were later transferred to the trauma
ward that was not part of the A&E department.

The adult A&E department had 7 whole time equivalent
(WTE) consultants at the time of our inspection, which
was fewer than the 10 recommended by the College of
Emergency Medicine. There was consultant presence on
site from 8am until 10pm at night, Monday to Thursday
and until 9pm on Friday. Six hours of consultant cover
was provided at weekends. The department did not
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therefore provide the recommended 16 hours of
consultant presence a day, but said they had approval
to appoint six more consultants. However, at the time of
ourinspection, this recruitment had not taken place.

+ There was 24-hour cover from a specialist registrar.
Middle grade and junior doctors were on duty overnight
and a consultant was on call. A rota of two specialist
trainee 3 (ST3) doctors worked shifts from 8am to6pm,
1lamto9pmand 1pmto 11pm.

+ The children’s A&E had one or two consultants on
weekdays from 8am until 8pm three days a week, and
on call outside those hours. There was 24 hour medical
cover by paediatricians. Handovers took place between
nurses and doctors together at a board round in the
morning.

« We were told that locum doctors were employed but
that they were known to the department, had received
an induction and were familiar with procedures and
protocols.

Agency and Bank

« The department’s vacancy rate was 12.5 % for all staff.
Agency and bank staff use for all staff was 10.4% in July.
The sickness rate for the past 12 months averaged 4.4%.

Security

« There were security staff on duty 24 hours a day. Staff
said they felt safe and supported.

. Staff working in the department followed National
Institute for Health and Care Excellence (NICE)
guidelines on restraint One member of staff told us that
while hospital security staff were used for restraining
patients and visitors they were not trained in
management of violence and aggression

« We observed security staff working effectively alongside
the police where needed.

Major incident awareness and training

+ There was a majorincident plan and we were told that
the hospital ran simulations. However, we noted that
the plan had not been updated to reflect the fact that
Charing Cross Hospital was no longer a trauma unit.

+ There were three well-stocked major incident
cupboards.

. Staff told us the annual Notting Hill Carnival had its own
staffing plans based on previous years’ experience.

« We saw an up-to-date business continuity plan.
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Not sufficient evidence to rate ‘

Policy and protocols were underpinned by national
guidance. However, some guidelines did not reflect
current trust policies. There was an active audit culture
but less attention was paid to reflection on practice and
making changes post audit. Staff made regular checks to
ensure that patients’ basic needs were met. The
department had a high readmission rate to A&E which
had not been closely analysed to determine the reasons
for this.

Evidence-based care and treatment
« Trust policies were based on up-to-date guidelines,

stored electronically in a file called

‘The Source’. However, the A&E department had some
systems of its own outside this trust-wide system.
Trainee doctors used a USB storage drive containing
separate guidelines written by A&E seniors; those
guidelines on the USB storage drive were different to
those on the intranet and some were out of date. For
example we saw one from 2002 and a listing of phone
numbers from 2005. We noted the audit of USB drive
use did not include use of the guidelines accessible
from this drive.

The third set of guidelines was from the A&E manual.
Paper printouts were found filed in the handover room.
We noted that there was often more than one protocol
for a given condition and guidelines contained different
referral routes. This presented a risk that patients might
receive treatment which did not reflect current best
practice.

Pain relief
« Areview of recent patient notes showed that pain was

assessed at streaming (where patients are assessed and
directed to the most appropriate department). This was
noted on the front sheet for patient referrals to the
urgent care centre and on the nursing assessment sheet
for those referred to Majors. There was an appropriate
choice of pain relief for patients, which was given in a
timely manner. If patients used their own pain relief
medication, this was documented in their records.
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Nutrition and hydration

+ Hotdrinks and water were available for patients and
relatives in the A&E. Patients told us that food was
offered to those with longer waiting times.

« Patients in the clinical decision unit said they had been
offered drinks and food when required.

Patient outcomes

+ The hospital had taken part in the College of Emergency
Medicine audits. They had used the results to review the
effectiveness of the department, although we did not
see evidence of significant changes being made as a
result.

« Outcome data from the National Trauma Audit and
Research Network showed that St Mary’s Hospital had
an extra two survivors to every 100 patients treated,
when compared to the UK average.

+ The College of Emergency Medicine recommends that
the unplanned re-attendance rate for A&E should be
between 1-5%. The rate at St Mary’s was 7.5% but they
had not analysed the underlying causes or how this rate
could be reduced.

Competent staff

+ Appraisals of staff performance were undertaken
annually. The current rate was approximately 82%.
Nursing staff spoke positively about the more rigorous
process that had recently been introduced, whereby
staff salary increments depended on achieving
competencies rather than being automatic.

« Band 7 staff had one day per month allocated for staff
management and team appraisals. Nurses considered
their managers to be supportive.

« Emergency nurse practitioners rotated through urgent
and acute care to develop skills in both areas. We saw a
nurse training spreadsheet documenting competencies
for emergency care.

« There were early morning training sessions for nurses
one day a week to share learning and for regular
teaching in A&E skills such as suturing and triage.

« Junior doctors told us they felt well-supported and had
access to training. There was protected time allocated
for teaching.

Multidisciplinary working

« We observed a structured handover of care at the
midday shift involving a consultant, doctors, and the
nurse in charge. Although this was meant to be
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multidisciplinary, there was no occupational therapist
ordrug and alcohol nurse present. Patient
confidentiality was protected as no names were used
and attention was paid to the welfare and medical
needs of patients. We noted that the nurse in charge
was on the telephone or attending to other matters and
not giving the handover full attention.

« Staff told us that the trauma team worked effectively
across all divisions in the hospital, but that internal
cross-divisional networks for non-trauma patients
needed improvement.

+ There were multidisciplinary meetings four times a day,
including occupational therapists, nurses and doctors.

« There was an alcohol/substance misuse liaison team
which could be accessed for support and staff told us
they made a number of referrals to that service.

+ There was access to psychiatric input from the
psychiatric liaison service 24 hours a day.

Seven-day services

+ The A&E services for adults and children and the urgent
care centre were open 24 hours a day, seven days a
week.

+ There was on-call consultant presence out of hours.

+ There was imaging and pharmacy 24 hours a day, seven
days a week.

Requires improvement ‘

The privacy and dignity of adult patients was
compromised, especially those admitted by ambulance.
Staff in the A&E department were providing a caring
service in the paediatric A&E. Parents mentioned that
children had a long wait in the evening. Some adult
patients told us they felt staff were rushed, and they did
not know who was caring for them or who they were due
to see. Although the department scored above the
national average for the NHS Friends and Family Test, the
low return rate did not make the data reliable.
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Compassionate care

We observed episodes of compassionate care delivered
by nurses and doctors to patients, particularly to
children. For example, a child needing an x-ray was
pushed on the trolley with her mother lying beside her
to give reassurance.

Ambulance patients were triaged in a corridor, with no
privacy for the patient, opposite both the waiting room/
discharge area from A&E and cubicles with patients.
Although we were told that confidential exchanges
would take place in a side room, we did not observe this
happening at the handovers we saw. The ambulance
handover area did not adequately preserve patient
privacy, dignity or confidentiality.

Patients reported kindness and reassurance from staff. A
number of patients mentioned they would appreciate
more information about how long they had to wait, and
to know the names of staff they were seeing or due to
see.

Patient feedback was collected through the NHS Friends
and Family Test. The response rates had been
consistently low over the past year, rarely reaching 25%;
in June 2014 it was 8% compared with an average
response rate of 20.8% nationally. It would not be
reasonable for the trust to solely rely on these scores as
a measure of patient satisfaction because of the low
return rate.

We observed one incident in which staff did not show
respect to a patient staff were observed talking over the
head of a patient with spinal trauma about a different
suicidal patient.

People’s privacy and dignity was sometimes
compromised by curtains being open in cubicles. Also,
the handover area for those arriving by ambulance was
visible to many other patients and staff.

Patient understanding and involvement

23

Most patients told us they felt informed about the
processes in A&E and we saw posters explaining the
patientjourney, although these were not in every
cubicle. Patients said that once treatment had started,
staff dealt promptly with their needs and most felt very
confident about the explanations and care they
received.

A parent who attended often because of their child’s
condition said that assessment was fast and made her
feel “safe”.
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« Parents commented positively on the knowledge of the
staff treating their children.

Emotional support

+ We observed staff providing reassurance to patients and
relatives waiting for news on people receiving
resuscitation.

+ We heard about an example of guidance being given by
a senior member of staff on breaking bad news
following an x-ray.

Requires improvement ‘

The A&E department was managing to deliver treatment
and provided an adequate service for patients attending
the department but was not taking enough account of
their views to improve the service. The signage in the
hospital was unhelpful and confusing.

Service planning and delivery to meet the needs of
local people

+ We found the signage in A&E difficult to follow because
there were too many signs. This was confusing to
patients and we observed many patients asking how
and where to book in. In other areas there were too few
signs, for example, to help find the lifts or the way out.

« Information about the Patient Advice and Liaison
Service (PALS) was available but not always in areas
where patients or relatives were most likely to see them.

« Inresponse to the closure of two other local A&E
departments, on 10 September 2014, some
infrastructure changes were in place to cope with
additional pressures. These included an additional
cubicle in the Majors area and a new area to which a less
seriously ill patient could be safely moved from the
main resuscitation area to free up a bed in the main
resuscitation area. The ambulatory care area was to be
moved to another location.

+ Other changes were being made to slightly increase
capacity in St Mary’s Hospital A&E, including the
addition of an assessment cubicle and more
resuscitation trolley spaces. There were also plans for an
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extra 22 beds on the St Mary’s Hospital site. These
changes had not been effected at the time of our
inspection, but the aim was to enable St Mary’s Hospital
A&E to offer patients the same level of service, even
though the number of people using the service would
increase.

There was information on the screens in the waiting
room about other services people could contact if they
had non-urgent conditions. There was a very small
waiting room for relatives, although there were also
some chairs along a corridor that we saw being used.
The only reading matter in the waiting area on the first
two days of our inspection was a leaflet on organ
donation. One relative told us this seemed insensitive.
This room had been restocked with a wider range of
health promotion leaflets on the last day of our visit.
Staff photographs, for example, to identify the trauma
team leaders and staff were not fully up to date which
limited their usefulness to patients.

Staff told us patients could be given information about
their condition on discharge, but we did not see this
happening, and no patients we spoke with mentioned
this.

Nationally agreed emergency department quality
indicators state that 95% of patients should be seen,
treated, discharged or admitted within four hours. Data
showed that, year to date, the trust as a whole was
meeting this target. However, the trust was doing
slightly less well for type 1 patients, cases that are
potentially life threatening. Of these patients, 90.8%
were treated within four hours for the year to date. All
children were treated within four hours.

There had been eight breaches of type 1 cases, the most
seriously ill patients. Staff told us that the reasons for
this were most frequently due to the lack of available
beds in the main hospital. Bed occupancy in the
hospital was often high, for example 98% on 1
September 2014, which impacted on patient flow
through A&E.

Since April 2014, on average 5.4% of the most acute
patients had been in A&E for over six hours which is
higher than the England average.

Around 2.1% of A&E attendees left without being seen,
which is within the national quality threshold of less
than 5%.

We saw that patients were assessed at triage, and
intervention was timely for trauma patients.
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Approximately 3% of patients admitted waited between
four and 12 hours from the decision to admit to
admission. National standards recommend that all
patients should be admitted, transferred or discharged
within four hours of arrival to the A&E.

A number of measures have been introduced to help
reduce the pressure on A&E and ensure that patients
were treated at the most appropriate location. A
medical telephone referral service had been set up for
GPs to give advice and arrange referrals to appropriate
wards. Patients with long-term conditions for example,
known haematology, cardiac or renal patients were
being given ‘patient access’ cards with a number to call
if they needed urgent treatment or to give to the London
Ambulance Service.

When there was a shortage of beds, the unit moved to a
‘treat and transfer’ model. A drug chart was written up
and the patient was transferred to Charing Cross or
Hammersmith Hospital, depending on the treatment
required. At present any service could do this when St
Mary’s A&E was full.

We observed some procedural inefficiency. We
overheard a senior doctor ask why a patient had been in
the department two hours without having any tests at
all. Similar points about tests not being done in a timely
way were seen in patient notes.

Patients who had sustained injuries associated with
trauma, such as road traffic accidents, were rapidly
assessed in the A&E by the specialist consultant and
trauma team, and scanned to assess the extent of their
injuries before being taken to the trauma theatre. Most
of these patients were later transferred to the specialist
trauma ward.

Some processes were slow, (for example, blood
diagnostics) and this had an impact on patient delays in
A&E. There were challenges for patient discharge,
particularly for the elderly, in part because of the
different responsiveness of the five main London
boroughs the trust worked with.

Senior staff told us there was a lack of clinical
engagement with the clinical commissioning groups
and the trust had not reached the right arrangements
with GPs to reduce the number of patients who
attended frequently. A new telephone line had been
introduced to help GPs with referrals to specialist acute
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medicine or the acute medical unit appeared to be
welcomed by GPs. The intention was to take some
pressure off the A&E department but it was too early to
judge the success of this.

+ There was poor documentation of consultant
involvement in cases and fewer patients than average
were reviewed by consultants before discharge. The
College of Emergency Medicine’s 2013 audit of
consultant sign-off showed that St Mary’s Hospital was
in the bottom 11% of hospitals where sign-off was by a
consultant, although in the top 75% for sign-off by a
senior trainee in emergency medicine - specialist
trainee 4 (ST4) or above. The department was close to
the national average for cases discussed with a
consultant or senior trainee doctor after patient
discharge. Such reviews are important both for patient
care, as a chance to identify any patient discharged
inappropriately and as a learning opportunity for trainee
doctors.

+ Aregistrar was usually available for rapid assessment
but was not always supported by a nurse.

+ Inresponse to recent Ebola concerns, patients
presenting at the A&E were asked to identify themselves
at reception if they had recently travelled from a
specified list of countries and had certain symptoms.
There were ‘Ebola kits’ for high-risk patients in the
streaming room, the paediatric office and the
ambulance base.

+ There were health promotion leaflets, and drugs and
alcohol information in areas where patients could see
them. Parents attending during the day experienced
shorter waits and said they were usually informed about
how long they might have to wait. Parents attending in
the evening said the wait was long and staff did not
keep them informed about waiting times. A child told us
the department was “child friendly”.

Responding to the needs of children

« The waiting area had toys for children to play with and a
television. There was a small room where teenagers
could spend time away from younger children.

« There was a play specialist every day in the children’s
emergency department, although not out of hours. Part
of their role was to distract younger children when they
were having treatment.

Caring for people with mental health needs
« The department had a dedicated place of safety room
for people who had or may have mental health needs.
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The room was, in the main ligature free and had panic
buttons, but the heavy chairs were free-standing which
presented a risk and could potentially be used to cause
harm.

There was always a registered mental health nurse on
duty. Their role was not to assess patients but to
manage the individual until the psychiatric liaison team
could assess them.

There were approximately 124 acute psychiatric
attendees a month. The median time they spentin the
emergency department was two and a half hours.
However, we saw one patient admitted at midnight on 2
September 2014 who was still on a room in A&E at
2.45pm on 3 September 2014, even though they had
been assessed by the mental health team as needing
admission.

The psychiatric liaison team was employed by another
NHS trust and had one or two nurses on a shift at the
hospital 24 hours a day. They aimed to see patients
within 30 minutes. However, they were not able to show
evidence of meeting this target when we asked for this.
Incompatible computer systems meant the service
could not access historical mental health treatment
records from other trusts, which led to delays in
assessing patients.

Working with the ambulance service
« Ambulance turnaround time did not meet the national

target of handover within 15 minutes for 95% of cases.
83% of handovers at St Mary’s were within 15 minutes,
although 96.2% were within 30 minutes in the week of
11 August 2014. There had been no ‘black breeches,,
ambulances waiting over 60 minutes to hand over a
patient during 2013/14 or in the current year to date.

Meeting people’s individual needs
+ Reception staff told us that a translation service could

be accessed if required. The only information in other
languages that we saw was a notice asking patients who
had visited one of a long list of countries recently to
inform reception. This was in Arabic and French.

The number of staff not wearing uniforms as well as the
inconsistent use of name badges made it difficult for
patients to identify the staff who were treating them. We
observed more consistent wearing of uniform on our
visit on Friday 5 September 2014. We were told there
was no budget for ‘scrubs’ clothing for doctors.
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We saw ‘Top tips for dementia patient care’ displayed
on the wall in the staff area. However, we did not
observe this knowledge being put into practice. On the
first evening, we saw a patient living with dementia
wandering around for a considerable time,
accompanied by a carer, and randomly approaching
other patients. We saw no staff engagement with this
person.

Entry or exit from the children’s A&E required access to a
button high on the wall. This was unreachable for adults
of small stature or those in wheelchairs. There was no
sign about how to obtain help with this.

Referrals to drug and alcohol services were widely
displayed and streaming nurses told us they regularly
gave people information about these services.

Chairs in the waiting room were not comfortable and
there were no higher chairs which elderly people might
find more comfortable.

There was a plentiful supply of hot drinks and cold
water for patients and carers in the adult area of A&E. In
the children’s area we noted on two occasions there
were no cups by the water machine.

There were three desks for booking in and adults were
given a ticket number, which was used to call them for
streaming where a nurse would make an initial
assessment of the person’s condition, and place them in
a queue either for the A&E or the UCC. One desk was low
to suit people in wheelchairs.

There was a clear information screen in the waiting area
showing information about services, including waiting
times. There was also a leaflet explaining the patient
journey through the A&E department and giving
information about alternative sources of medical help,
such as walk-in centres, alcohol advice and counselling
services or sexual health.

An ambulatory care facility was due to open shortly. At
present around 15 patients a day were seen as
ambulatory care patients in an inadequate, small

were not sustainably addressing this complaint. Other
complaints included that communications with GPs
were not detailed enough, and that patients had long
waits for cubicle space or for a speciality doctor.

An example of concerns that were acted included the
case where people had found the glass surrounding
reception staff in the adult waiting room intimidating;
this was subsequently removed.

Staff had been trained in diffusing situations, and there
had been no recent incidents.

Staff said they were free to raise concerns to their
managers.

PALS was promoted in leaflets, but we did not see the
leaflets being actively given to people.

Inadequate ‘

Leadership was not visible in the department and not
aware of what was happening on the front line. The
department’s vision was not underpinned by detailed,
realistic objectives and plans, it was focused on the
aspirations for a new building to solve problems rather
than come up with solutions for improving patients’
experience now and in the years before a new building
was ready.

We had concerns about cleanliness and equipment and
the department was not well-led to varying degrees in
these areas. There was management oversight by a
senior member of staff from another directorate that
brought an external view but was not effective in
achieving the desired results in improving leadership in
the department.

treatment area. Vision and strategy for this service

+ The department’s long-term vision aligned with the
national vision for centralising emergency care services
so that those patients with more serious or
life-threatening conditions were treated where there
was the best expertise and facilities to maximise
patients