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

Letter from the Chief Inspector of Hospitals

University Hospitals of Leicester NHS Trust is a teaching trust that was formed in April 2000 following the merger of
Leicester General Hospital, the Glenfield Hospital and Leicester General Hospital. The trust has 1,959 general and acute
beds. 147 of these beds are maternity beds and 49 are critical care beds. 975 inpatient beds and 66 day-case beds are
located at Leicester Royal Infirmary.

University Hospitals of Leicester NHS Trust provide specialist and acute services to a population of one million residents
throughout Leicester, Leicestershire and Rutland. The trust’s nationally and internationally-renowned specialist
treatment and services in cardio-respiratory diseases, cancer and renal disorders reach a further two to three million
patients from the rest of the country. The trust provides services from four hospital sites, Leicester Royal Infirmary,
Leicester General Hospital,Glenfield Hospital and St Mary's maternity hospital.

Leicester Royal Infirmary is close to Leicester city centre and provides Leicestershire’s only emergency department. The
hospital has approximately 975 inpatient beds and 66 day-case beds. There were 86,943 inpatient admissions, 511,864
outpatient attendances and 135,111 emergency department attendances between April 2015 and March 2016.

We inspected Leicester Royal Infirmary in January 2014 under our new inspection methodology and rated it as requiring
improvement. We also undertook an unannounced focused inspection of the emergency department at Leicester Royal
Infirmary on the evening of 30 November 2015 because we were concerned about potential risks to patient safety in the
emergency department. Following this inspection, we undertook urgent enforcement action to protect patients from
the risk of harm.

During this inspection we followed up on the identified areas that required improvement from the 2014 inspection. We
looked at a wide range of data, including patient and staff surveys, hospital performance information and the views of
local partner organisations. The announced part of the inspection took place between the 20 and 23 June 2016, but the
critical care service was inspected between the 25 and 27 July 2016. We also carried out unannounced inspections to
Leicester Royal Infirmary, the Glenfield Hospital and Leicester General Hospital on 27 June, 1 July and 7 July 2016.

Overall we found the Leicester Royal Infirmary was performing at a level which led to the judgement of requires
improvement. We inspected all eight core services at this hospital; two were rated as good and six were rated as requires
improvement.

Our key findings were as follows:

« There was a good incident reporting culture in the trust and systems were in place to enable staff to report incidents.
Staff were aware of their responsibilities in relation to reporting incidents, managers undertook incident analyses
and investigations to determine any areas of improvement and staff were provided with feedback.

« Staff had a varied understanding about the duty of candour regulation and we saw examples where duty of candour
had been applied appropriately.

+ Recognised staffing assessment tools were used to assess the required numbers and skill mix of staff.

« Like many trust'sin England, there were staff shortages in some areas for doctors, nurses and allied health
professionals. Some areas had higher vacancy levels than others. The trust had recruited a number of registered
nurses from overseas. The trust also used bank and agency staff to meet the needs of patients.

+ There were effective safeguarding procedures in place for both adults and children. However, staff were not always
sure of the level of safeguarding children training they had received.

« Emergency equipment was checked on a daily basis. We found that relevant checks had been undertaken and
documented.
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We were concerned about the trust’s management of deteriorating patients and those who presented with sepsis.
This is a severe infection which spreads in the bloodstream and if left untreated can lead to death. Where patients
had met the trust’s criteria for sepsis screening, they were not all screened in accordance with national guidance. This
put patients at risk of not receiving the correct treatment in a timely manner.

Medicines in the emergency department were not always securely stored.

Staff mostly followed infection prevention and control policies and cleansed their hands between tasks and contact
with patients.

It was not always clear to see whether equipment was cleaned following use as it was not always labelled
appropriately to indicate it had been cleaned. In some areas effective cleaning would not be possible due to aging
and damaged furniture.

Until May 2016, cleaning services had been contracted out to a private provider. There had been problems with
cleanliness prior to our inspection which were identified through the trusts own audits. During our inspection, we
found that environmental cleanliness had not always been given sufficient priority, especially in public areas such as
toilets.

In most of the services, patients’ needs were assessed and care and treatment was delivered in line with legislation,
evidence based practice.

Staff on all the wards were mostly observed to be polite and courteous to patients and saw a number of examples of
good care.

We saw several areas of outstanding practice including:

Staff in the paediatric emergency department told us about the development of ‘greatix this was to enable staff to
celebrate good things in the department. Staff likened it to ‘datix, which enabled staff to raise concerns. Staff used
greatix to ensure relevant people received positive feedback relating to something they had done. Many staff
throughout the emergency department told us of times when they had received feedback though greatix and told us
how this made them feel proud and valued.

On Ward 42, we attended a ‘posh tea round’. This took place monthly on the ward and provided an opportunity for
staff and patients to engage in a social activity whilst enjoying a variety of cakes not provided during set meal times.
During our visit to Ward 23, a patient was refusing to eat. The meaningful activities facilitator sat and had their dinner
with the patient. They told us by making it a social event they hoped the patient would eat.

Within oncology and chemotherapy, a 24-hour telephone service was available for direct patient advice and
admission in addition to a follow up telephone service to patients following their chemotherapy at 48 hours, one
week and two weeks post treatment.

The trust had introduced a non-religious carer to provide pastoral support in times of crisis to those patients who do
not hold a particular religious affiliation .Also to provide non-religious pastoral and spiritual care to family and staff.

Midwifery staff used an innovative paper based maternity inpatient risk assessment booklet which included an early
warning assessment tool known as the modified early obstetric warning score (MEOWS) to assess the health and
wellbeing of all inpatients. This assessment tool enabled staff to identify and respond with additional medical
support if required. The maternity inpatient risk assessment booklet also included a situation, background,
assessment, recommendation (SBAR) tool, a sepsis screening tool, a venous thromboembolism (VTE) assessment
tool which also had a body mass index chart, a peripheral intravenous cannula care bundle, a urinary catheter care
pathway and assessment tools for nutrition, manual handling and a pressure ulcer risk score. This meant that all
assessment records were available together.

The pain management service won the national Griinenthal award for pain relief in children in 2016. The Griinenthal
awards recognised excellence in the field of pain management and those who were striving to improve patient care
through programmes, which could include the commissioning of a successful pain management programme.

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

+ The trust must take action to ensure nursing staff adhere to the trust’s guidelines for screening for sepsis in the ward
areas and in the emergency department. This also applies to medical areas.

+ The trust must take action to ensure standards of cleanliness and hygiene are maintained at all times to prevent and
protect people from a healthcare-associated infection. This also applies to medical areas and outpatient and
diagnostic areas.

+ The trust must ensure that patients in the emergency department have venous thromboembolism (VTE) risk
assessments completed.

+ The trust must ensure the privacy and dignity of patients within the majors area and the assessment area of the
emergency department.

Medicine

« The trust must ensure patient side rooms with balconies have been risk assessed in order to protect vulnerable
patients from avoidable harm.

Critical Care

+ The trust must ensure 50% of nursing staff within critical care have completed the post registration critical care
module. This is a minimum requirement as stated within the Core Standards for Intensive Care Units.

Surgery

« The trust must ensure DNACPR decisions are documented fully in accordance with the legal framework of the Mental
Capacity Act 2005.

Maternity and gynaecology

« The trust must ensure there are sufficient numbers of suitably qualified, competent, skilled and experienced persons
to meet the requirements of the maternity and gynaecology service.

+ The trust must ensure that midwives have the necessary training in the care of the critically ill woman and
anaesthetic recovery in line with current recommendations.

Services for children and young people

« The trust must ensure at least one nurse per shift in each clinical area is trained in APLS or EPLS as identified by the
RCN (2013) staffing guidance.

« The trust must ensure Neonatal staffing at the Leicester Royal Infirmary (LRI) neonatal unit is compliant with the
British Association of Perinatal Medicine Guidelines (BAPM) (2011).

« The trust must ensure children under the age of 18 years are not admitted to ward areas with patients who are 18
years and above unsupervised.

« The trust must ensure nursing staff have the appropriate competence and skills to provide the required care and
treatment for children who require high dependency care.

End of life

« The trust must ensure 'do not attempt cardio-pulmonary resuscitation' (DNACPR) forms are completed appropriately
in accordance with national guidance, best practice and in line with trust policy.

« The trust must ensure there are sufficient numbers of suitable syringe drivers with accepted safety features available
to ensure patients receive safe care and treatment.

Outpatients & Diagnostic Imaging
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+ The trust must ensure the waiting environment for ophthalmic patients and eye casualty is fit for purpose.

+ The trust must ensure that all equipment, especially safety related equipment is regularly checked and maintained.

« The trust must ensure it has oversight of planning, delivery and monitoring of all care and treatment so it can take
timely action on treatment backlogs in the outpatient departments.

In addition the trust should:

« The trust should ensure cleaning products are locked away and are not accessible to patients on Ward 23.

+ The trust should ensure patient side rooms with balconies have been risk assessed in order to protect vulnerable
patients from avoidable harm.

« Thetrust should ensure medical notes, for patients who have been discharged are locked away and are not
accessible to patients or the public on Ward 23.

« Thetrust should ensure patient’s individual care records are written and managed in a way that keeps patient’s safe.
This includes ensuring patient records on ward 26 are up to date.

« The trust should ensure assistance with mealtimes is carried out in a timely way and provision of food outside of
mealtimes is sufficient and includes access to a hot meal.

« The trust should ensure Deprivation of Liberty Safeguards (DoLS) are always applied appropriately.

+ The trust should ensure male and female patients are not occupying the same bed bay unless there is a clinical need
to do so.

« The trust should consider reviewing the numbers of patients being moved between wards out of hours.

+ The trust should consider reviewing the process of referral to the General Medicine Assessment Unit.

« Thetrust should ensure that the actions initiated after the recent never event in the critical care unit and include
re-enforcing the importance of the timely reporting of all incidents.

« The trust should ensure that it works to improve the access and flow issues within critical care with focus on the high
occupancy and its impact on the numbers of non-clinical transfers and cancelled elective surgical cases.

« The trust should consider how it is going to meet the existing areas of non-compliance with the D16 National Service
Specification for Adult Intensive care. More specifically, the shortfall in allied health professional support and NICE
guidance compliance.

« Thetrust should ensure that staff are aware of the level of safeguarding training they have received.

+ The trust should develop a transition pathway for children from children’s services to adult services.

+ Thetrust should identify a non-executive director lead for children’s services to represent the service at board level.

« The trust should improve compliance of reviewing a child within four hours of being admitted.

+ The trust should improve compliance with the three non-compliant standards of the five standards of the neonatal
audit programme (NNAP) 2014.

« The trust should improve staff knowledge of the duty of candour processes throughout children’s services.

« The trust should continue to work with outside agencies to reduce the backlog of 4565 letters for paediatric services
and closely monitor the progress.

+ The trust should ensure medical records are kept securely throughout all services.

« The trust should ensure that within children’s services, patient names are not visible for the public to see.

+ The trust should monitor did not attends in clinics and ensure staff are aware of the policy guidance.

+ The trust should audit data on the length of time children spend in the children’s assessment unit.

+ The trust should consider its procedures for retrieving syringe pumps from the community to ensure there are
sufficient numbers for patients requiring them in the hospital.

« Thetrust should review the leadership arrangements and focus on end of life care to ensure it is given sufficient
priority at directorate and board level.

« Thetrust should consider formulating an overall strategy for end of life care across the trust which is disseminated to
all staff across all sites.

+ The trust should consider the redesign of services to match capacity to demand and reduce in-clinic waiting times.
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« Thetrust should ensure that needs for nutrition and pain relief are acted upon in cases of patients waiting in
outpatients for a delayed appointment.

« Thetrust should ensure governance arrangements enable services to take timely action to address delays and
problems, and effectively identify risks.

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
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Why have we given this rating?

We rated urgent and emergency care as requires
improvement overall.

We rated the safety of urgent and emergency care
as requires improvement. Where patients had met
the trust’s criteria for sepsis screening, not all
patients were screened in accordance with national
guidance. This put patients at risk of not receiving
the correct treatment in a timely manner. Care
records were not always completed or updated
appropriately to minimise risks to patients in the
emergency department, for example in relation to
pressure ulcers. Insufficient importance had been
given to the prevention and control of infection,
especially within the environment. Systems,
processes and standard operating procedures were
not always reliable or appropriate to keep people
safe. Monitoring whether safety systems are
implemented is not robust. There are some
concerns about the consistency of understanding
and the number of staff who are aware of them.
Staff did not always sufficiently assess, monitor and
manage risks to patients in the department,
especially at times when the department was busy
and overcrowded. However, where incidents were
reported investigations took place and learning was
shared. Staff had a good understanding of how to
protect patients from abuse. Staff could describe
what safeguarding was in addition to the processes
to follow if they were concerned.

We rated the effectiveness of urgent and emergency
services as requires improvement because patients
were not always receiving effective care and
treatment. Patients were not assessed for their risk
of developing blood clots in their leg. Nurses did not
always follow best practice guidance in relation to
the use of clinical risk assessment tools for
managing individual patients. The risk assessment
tools used to assess a patients risk of developing
pressure ulcers and care assessments did not
always consider the full needs of patients. Patients
were not always assessed for their requirements for
pain control in a timely manner. Insufficient priority
was given to the nutrition and hydration status of
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patients within the majors area of the department.
Patients could not always get the attention of
nurses to let them know they were thirsty,
especially when the department was overcrowded.
Mental Capacity Assessments were not always
appropriately undertaken. However, we also found
evidence of effective multidisciplinary working with
staff, teams and services working together to deliver
effective care and treatment. Staff were qualified
and had the skills they needed to carry out their
roles effectively and, staff were supported to
maintain and further develop their professional
skills and experience.

We rated the care provided to patients within
urgent and emergency services as requires
improvement because there were times when
patients told us they did not feel well supported or
cared for. Although staff were kind and caring and
did their best to meet the care needs of patients,
they did not always see people’s privacy and dignity
as a priority. No consideration was given to the
gender or culture of patients who were being
nursed in the middle area of the majors
department. However, we also found that at times
when the department was calmer, staff
demonstrated compassion and we saw a number of
examples of good care.

We rated the responsiveness of urgent and
emergency care as inadequate because the service
was not planned or delivered in a way that met
patient’s needs. Despite the demographic
population of Leicester and Leicestershire, signage
in different languages within the department was
poor. Leaflets were printed in English, although staff
told us they could be obtained in different
languages, but they often found it difficult to access
the translation service. Flow through the
department was slow because of delays in
transferring patients to ward areas, which often
occurred later at night. Some patients experienced
unacceptable waits to be transferred to a ward
because beds were not available. Because patients
remained in the department, they were unable to
access the ongoing care they needed. The
emergency department did not have a clear planin
place to meet the needs of patients who had long
waits to be transferred to a ward as well as provide
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Medical care  Requiresimprovement .
(including

older
people’s
care)
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essential emergency care for patients entering the
department. We observed frail elderly patients who
had no pillow to rest their head on. However, we
also found that staff could access specialist support
services such as a learning disability nurse if they
needed to.

We rated the leadership of urgent and emergency
care services as requires improvement because the
leadership, governance and culture did not always
support the delivery of high quality person-centred
care.

We found that departmental governance and risk
management arrangements were not robust and as
such were not effective in protecting patients from
avoidable harm. Risks, issues and poor
performance had not always been dealt with
appropriately or in a timely way. Staff did not
always raise concerns because they felt they would
not be listened to or that anything would change.

We rated medical care services at the Leicester
Royal Infirmary as requires improvement overall.
There were inconsistencies in the way that staff
used safety systems and processes, staff did not
always follow these procedures. Staff were not
always identifying and responding appropriately to
changing risks to deteriorating patients.

Nursing staff did not always adhere to trust
guidelines for the completion and escalation of
deteriorating observations and early warning scores
(EWS), the frequency of observations were not
always appropriately recorded on the observations
charts and medical staff had not always
documented a clear plan of treatment if a patient’s
condition had deteriorated.

Where patients had met the trust criteria for sepsis
screening, not all patients were screened
appropriately; this put patients at risk of harm
because they did not receive the correct treatment
in a timely manner and in line with national and
local guidelines.

We saw some instances where policy was not
followed by staff. Staff did not always assess the risk
of, and prevent, detect and control the spread of,
infections, including those that are health care
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associated. Staff were not consistent in keeping
side room doors closed for patients who were
isolated. This posed a risk of spreading infection to
others.

Hydration records were not always updated
appropriately to minimise risks to patients.
However, patients were protected from abuse. Staff
had an understanding of how to protect patients
from abuse.

Patients were at risk of not always receiving
effective care and treatment. Outcomes for patients
were sometimes below expectations when
compared with similar services and services did not
always meet national standards; patients were not
always reviewed during a consultant-delivered
ward round at least once every 24 hours, seven days
a week.

We saw where patient’s symptoms of pain were
suitably managed in both ward and department
areas with good comfort outcomes for patients in
endoscopy and staff were mostly proactive in
assessing patient’s nutrition and hydration needs.
However, assistance with mealtimes was not always
carried out in a timely way and provision of food
outside of mealtimes was insufficient.

We observed staff responding compassionately
when patients needed help, and saw a number of
examples of good care.

Patients were supported emotionally and this was
reflected in their care and treatment.

Patients were mostly supported and treated with
dignity and respect.

NHS Friends and Family results were positive with
95% of patients recommending the NHS service
they had received to friends and family who may
need similar treatment or care.

Medical care services did not always meet patient’s
needs; the process of referral to the acute medical
unit (AMU) resulted in at least one patient per day
being inappropriately admitted and a high
proportion of patients moved wards between the
hours of midnight and 6am.

Referral to Treatment Times (RTT) for the cancer
standards and access to diagnostic tests was worse
than the England average.
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Surgery Good @

Critical care Good ‘
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However, we did see timely access to stroke services
and patient focused services where patients could
attend and be treated without the need for an
overnight stay in hospital.

The leadership, governance and culture in medical
care services did not always support the delivery of
high quality person-centred care; department
governance and risk management arrangements
were not robust and as such did not always protect
patients from avoidable harm.

We rated surgical care services at the Leicester
Royal Infirmary as good.

On all the wards and departments we visited, we
saw staff acting in a kind and caring way towards
patients and the public. Relatives and carers told us
they felt involved and informed.

Patients had access to a wide range or resources
and materials, both online and in paper formats,
which were individualised and tailored to their
needs. For example enhanced recovery
programmes.

We found nursing staff consistently followed trust
guidelines for the completion and escalation of
deteriorating physiological observations and early
warning scores (EWS).

However;

Staff did not always recognise, concerns, incidents
or near misses for example not reporting missing
medical notes, or the lack of computers.

The pathway for pre-operative and high-risk
anaesthesia patients was not consistently followed
causing potentially avoidable delays and
cancellations. Some patients were not having
pre-operative assessment despite being identified
as high risk for anaesthetic.

Departmental governance and risk management
arrangements were not robust and as such did not
always protect patients from avoidable harm.

We rated critical care services at Leicester Royal
Infirmary as good overall.

There were sufficient numbers of suitably qualified
staff to care for patients. We found a culture where
incident reporting was encouraged and understood
by staff.
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Maternity Requires improvement
and .

gynaecology
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Patients and their relatives were cared forin a
supportive and sympathetic manner and were
treated with dignity and respect.

There was strong clinical and managerial leadership
at both unit and management group level. The
service had a vision and strategy for the future.
There was an effective governance structure in
place, which ensured that the risks to the service
were known, recorded on the trust risk register and
discussed. The framework also enabled the
dissemination of shared learning and service
improvements.

However, we also found some issues with access
and flow. In 2015, 47 patients had their elective
surgery cancelled because there was no critical care
bed available.

Bed occupancy levels were consistently higher than
90% for 2015 thus making it difficult to respond to
individual needs. The trust target was 85%.

There were higher levels of non-clinical transfers
when compared with similar units.

Pharmacy provision for the critical care service did
not fully meet the D16 service specification, and the
trust was not compliant with all aspects of NICE
guidance 83 ‘Rehabilitation after Critical Illness’.

We rated maternity and gynaecology services as
requires improvement overall.

Midwifery staffing levels did not always meet
minimum acceptable numbers for the unit and
one-to-one care in labour was not always achieved.
There was a lack of junior doctors to cover the
service out of hours. Whilst the service mitigated
these risks wherever possible, lack of staff, on
occasion, posed a risk to patient safety.

Whilst most of the environment was visibly clean,
there were some areas, which did not meet
acceptable standards of infection control, and staff
were not always compliant with hand hygiene
standards.

Staff mostly planned and delivered care and
treatment in line with current evidence-based
guidance, standards, best practice and legislation;
however, they did not always follow the trust’s
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policy on the disposal of fetal remains. Some
midwifery staff did not have the competencies
required when caring for women who were critically
ill or following anaesthesia.

The majority of women, their partners and relatives
were positive about the care they had received.
Most of the women we spoke with told us staff were
kind and caring and that they had been treated with
dignity and respect and were happy with the
emotional support they received. Staff involved
patients in their care and treatment.

The trust provided an extensive range of specialist
maternity and gynaecology services which included
specialist midwives, ‘consultant direct’ and
one-stop gynaecology clinics.

The service provided a cohesive and sensitive
bereavement service for women experiencing
pregnancy loss, including the employment of a
specialist midwife, dedicated bereavement rooms
and postnatal records; however, women
experiencing pregnancy loss shared a ward
entrance with antenatal patients, which could be
distressing.

There was a clear vison and strategy for the service,
which was shared by most staff, and most of the
leadership team were visible and well respected.
There was a clear governance structure. Some
outcomes on the quality dashboard were reported
trust wide and others were not RAG (red, amber,
green) rated. Most outcomes were reported at
service level meaning site variance could not be
identified. This meant we were not assured that
service leads had good oversight of trends and
outcomes for women at both sites. The outcomes
for women against trust targets were mixed; the
normal birth rate was above the national average
and rates of instrumental birth were better than
trust targets but the rates for caesarean section and
postpartum bleeding were worse. We were also not
assured that incidents were appropriately graded
following discussions at clinical governance
meetings. Clinical audits were undertaken but
could be delayed because of staff availability to
undertake them. We were not assured that results
of audit were addressed in the action plans. The risk
register was regularly reviewed however not all
known risks were included.
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Servicesfor  Requires improvement ‘
children and

young
people

End of life Requires improvement ‘
care
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We rated services for children and young people at
the Leicester Royal Infirmary as requires
improvement overall.

Mandatory training levels for Advanced Paediatric
life support, mandatory training and level three
safeguarding training did not meet the trust target.
The trust did not meet Royal College of Paediatrics
and Child Health (RCPCH) standards for sufficient
paediatric consultants.

The service could not provide at least one nurse per
shift in each clinical area trained in Advanced
Paediatric Life Support (APLS) or European
Paediatric Life Support (EPLS) training.

The service had a backlog of children needing to be
seen for certain specialities which meant children
waiting long periods of time for surgical procedures.
Staff were not always trained to care for complex
patients requiring high dependency care.

Medical records were not always kept safely and
securely.

Learning from incidents was shared with staff
through emails and team meetings. There were
robust safeguarding policies and procedures in
place.

Equipment was checked and available for staff to
be able to carry out their role.

The service offered a holistic range of services to
meet children and young people’s needs.
Medication monitoring practices were effective and
medications were administered safely.

Patients received evidenced based care and there
was good multi-disciplinary working between
nursing and medical teams.

However we also found staff were caring,
compassionate and respectful to children, young
people and their families.

We rated end of life care services at the Leicester
Royal Infirmary as requires improvement. We rated
safe, responsive and caring as good with effective
and well led as requires improvement because.
The medical staffing levels were not in line with the
recommendations from the National Council for
Palliative Care who recommend there should be
one whole time equivalent (WTE) consultant for
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every 250 beds. The service had 3.5 WTE
consultants and would require 7.0 WTE to provide
cover to the three sites. The staffing was 50% lower
than recommended.

The trust had 82 syringe drivers that were in line
with best practice guidelines. However, only ten
were ready for use. This meant the trust was reliant
on using syringe drivers, which did not meet the
NHS patient safety guidance.

We looked at 23 ‘Do Not Attempt Cardio Pulmonary
Resuscitation’ orders (DNACPR) across the trust and
found there were inconsistencies in how these were
completed. We found that out of 23 DNACPR orders,
six were completed correctly (25%). We found staff
had not always followed trust policy when they
completed DNACPR orders.

The trust had taken part in the National Care of the
Dying Audit 2016 and had achieved three of the
eight organisational Key Performance Indicators
(KPIs). The trust scored lower than the England
average for all five Clinical KPIs. The trust had
undertaken an audit in April 2016 in response to the
National Care of the Dying Audit 2016, and an action
plan had been developed to address the KPI’s that
had not been achieved.

The service did not have its own risk register and
risks were not recorded on the trust wide risk
register.

There was no strategic plan for end of life care
throughout the trust.

The service did not have a non-executive director
representing end of life care at board level.
However, we also found that care records were
mostly maintained in line with trust policy.

Staff understood their responsibilities in following
safeguarding procedures and care and treatment
was delivered in line with recognised guidance and
evidence based practice. The last days of life care
plan was in use throughout the trust.

The trust had effective multidisciplinary working in
place and staff were seen to be compassionate and
we observed them treating patients and their
families with dignity and respect.

A bereavement service was available to support
family members with practical and support issues
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Outpatients Requires improvement
and .

diagnostic
imaging
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after the death of a patient. The chaplaincy service
provided a 24 hour, seven days a week on call
service for patients in the hospital, as well as their
relatives.

The specialist palliative care team were committed
to ensuring that patients receiving end of life care
services had a positive experience.

The trust had a rapid discharge home to die
pathway. Discharge in these circumstances was
arranged by the specialist discharge sister and
could be facilitated within a few hours for patients
wishing to return home.

Staff spoke positively about the service they
provided for patients. High quality, compassionate
patient care was seen as a priority. Staff within the
specialist palliative care team spoke positively and
passionately about the service and care, they
provided for patients.

The trust had recruited a bereavement nurse
specialist in July 2015 who worked across the three
hospital sites and closely with the specialist
palliative care team (SPCT).

We rated outpatient services and diagnostic
imaging at Leicester Royal Infirmary as requires
improvement overall.

The individual patient risks associated with
anticipated events were not fully recognised,
assessed or managed, as the hospital did not
schedule follow up appointments for eye patients.
Ophthalmology and rheumatology specialities had
backlogs of follow up patients. The hospital had not
fully assessed their clinical priority for
appointments, which meant patients were at risk of
harm. Outpatient services and diagnostic imaging
learned from incidents and there was an open
reporting culture.

The approach to assessing and managing
day-to-day risks to people who use services did not
take a holistic view of patient’s needs. Standards of
hygiene were not met in some outpatient clinic
rooms, waiting areas and toilets. Overcrowding in
the eye clinic was unpleasant and unsafe for
patients. There were periods of understaffing. Nurse
staffing levels, at Leicester Royal Infirmary (LRI),
based on information given to us by the trust, were
18.5% below the planned level.
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Summary of findings

Leicester Royal Infirmary Quality Report 26/01/2017

Patient care and treatment were planned and
delivered in line with current evidence-based
guidance, standards, and legislation. This was
monitored to ensure consistency of practice.
Patient privacy and dignity was not protected in the
eye clinic. Overcrowding long waits and
cancellations led to a poor quality outpatient
experience. However, patients told us that nurses
and doctors were kind, caring and courteous.

The trust had backlogs of patients waiting for initial
and follow up appointments. It did not meet its
target for two-week cancer waits, although
performance was improving. Managing outpatient
capacity was complicated by overbooking and
clinical schedules, which did not reflect appropriate
consultation times.

Clinical outpatient services lacked regular
dashboards to show performance against quality,
safety activity and financial indicators. Clinical
management group (CMG) level plans were not
clear about how they would match capacity with
demand for outpatient services. Staff spoke highly
about senior leadership and there were effective
staff and public engagement initiatives.
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Detailed findings

Services we looked at:

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

Maternity and gynaecology; Services for children and young people; End of life care; Outpatients and
diagnostic imaging.

18 Leicester Royal Infirmary Quality Report 26/01/2017



Detailed findings

Detailed findings from this inspection
Background to Leicester Royal Infirmary

Ourinspection team

How we carried out this inspection

Facts and data about Leicester Royal Infirmary
Our ratings for this hospital

Findings by main service

Action we have told the provider to take

Background to Leicester Royal Infirmary

Page
19
19
20
20
20
22

213

University Hospitals of Leicester NHS Trust is a teaching
trust that was formed in April 2000 following the merger
of Leicester General Hospital, the Glenfield Hospital and
Leicester General Hospital. There are 937 inpatient beds
and 85 day-case beds are located at Leicester Royal
Infirmary.

University Hospitals of Leicester NHS Trust provide
specialist and acute services to a population of one
million residents throughout Leicester, Leicestershire and
Rutland. The trust’s nationally and
internationally-renowned specialist treatment and
services in cardio-respiratory diseases, cancer and renal
disorders reach a further two to three million patients
from the rest of the country.

Leicester, Leicestershire and Rutland have a population
of approximately 1.03 million, with 32% of people living in

the city, 64% in Leicestershire and 4% living in Rutland.
The three areas have significant differences. The city of
Leicester has a younger population and the county areas
are older. The city of Leicester is an ethnically diverse
population with over 37% of people being of Asian origin.

In Leicester city, 75% of people are classified as living in
deprived areas and there are significant problems with
poverty, homelessness and low educations achievement.
In Leicestershire over 70% of people are classified as
living in non-deprived areas, although there are pockets
of deprivation and in Rutland, over 90% of people are
classified as living in non-deprived areas. Demographic
and socio-economic differences manifest themselves as
inequalities in health and life expectancy in the city is 5.6
years less than in Rutland amongst men and 2.5 years
less amongst women.

Our inspection team

Our inspection team was led by:

Chair: Judith Gillow, Non-Executive Director of an Acute
Trust and Senior Nurse advisor to Health Education
Wessex.

Head of Hospital Inspections: Carolyn Jenkinson, Head
of Hospital Inspection, Care Quality Commission
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The team included CQC inspectors and a variety of
specialists including a consultant surgeon, a medical
consultant, registered nurses, allied health professionals,
midwives and junior doctors.

Two experts by experience who had personal experience
of using or caring for someone who used the type of
service we were inspecting also supported this
inspection.
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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:

«Is it safe?

« Is it effective?

e Isitcaring?

«Is it responsive to people’s needs?
o Isitwell led?

Before our inspection, we reviewed a wide range of
information about University Hospitals of Leicester NHS
Trust and asked other organisations to share the
information they held. We sought the views of the clinical
commissioning group (CCG), NHS England, National

Health Service Intelligence (NHSI), Health Education
England, the General Medical Council, the Nursing and
Midwifery Council, the Royal Colleges and the local
Healthwatch team.

The announced inspection took place between the 20
and 23 June 2016, with critical care being inspected
between the 25 and 27 July 2016. We held focus groups
with a range of staff throughout the trust, including,
nurses, midwives, junior and middle grade doctors,
consultants, administrative and clerical staff,
physiotherapists and occupational therapists, porters
and ancillary staff. We also spoke with staff individually.

We also carried out unannounced inspections to
Leicester Royal Infirmary, the Glenfield Hospital and
Leicester General Hospital on 27 June, 1 July and 7 July
2016. We also spoke with patients and members of the
public as part of our inspection.

Facts and data about Leicester Royal Infirmary

University Hospitals of Leicester NHS Trust is a teaching
trust that was formed in April 2000 following the merger
of Leicester General Hospital, the Glenfield Hospital and
Leicester General Hospital. The trust has 1,784 inpatient
beds and 175 day-case beds. 937 inpatient beds and 85
day-case beds are located at Leicester Royal Infirmary.

University Hospitals of Leicester NHS Trust provide
specialist and acute services to a population of one
million residents throughout Leicester, Leicestershire and
Rutland. The trust’s nationally and
internationally-renowned specialist treatment and
services in cardio-respiratory diseases, cancer and renal
disorders reach a further two to three million patients
from the rest of the country.

The trust employs 12,690 full time equivalent staff
members. 1,814 of which accounted for medical staff,
4,244 accounted for nursing staff and 6,632 accounted for
other staff.

The trust has total revenue of £865,841 million and its full
costs were £899,940 million. It had a deficit of £34,100
million.

There were 149,806 inpatient admissions, 993,617
outpatient attendances and 135,111 emergency
department attendances between April 2015 and March
2016.

Our ratings for this hospital

Our ratings for this hospital are:
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Safe Effective Caring Responsive Well-led Overall

Urgent and emergency Requires Requires Requires Inadequate Requires
services improvement | improvement | improvement a improvement
Medical care . Requires : Requires Good : Requires : Requires
improvement | improvement improvement | improvement
improvement
Maternity and : Requires : Requires Good Good : Requires
gynaecology improvement | improvement improvement
Services for children : REIIES Good Good : Requires Good : Requires
and young people improvement improvement improvement
: Requires : Requires Good Good : Requires : Requires
improvement improvement improvement Improvement
: Requires Not rated Good : Requires : Requires : Requires
improvement improvement improvement Improvement

Requires
improvement

Requires
improvement

Good

Good

Requires
improvement

End of life care

Outpatients and
diagnostic imaging

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

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

Safe
Effective
Caring
Responsive
Well-led

Overall

Information about the service

University Hospitals of Leicester NHS Trust provides
urgent and emergency care at the Leicester Royal
Infirmary as part of the Emergency and Specialist
Medicine Clinical Management Group (CMG).

The Emergency Department (ED) at the Leicester Royal
Infirmary (LRI) is @ major trauma unit, which can be used
to stabilise trauma patients prior to transfer to a regional
major trauma centre. The ED at Leicester Royal Infirmary
consists of an ‘assessment and triage’” area which has six
cubicles, a side room and four red marked out areas on
which patients requiring assessment waited until a
cubicle became available. There were also chairs for
those patients who did not require a trolley; a ‘major
injuries’ treatment area which has 15 cubicles plus five
red spaces on which patients requiring a trolley waited
until a cubicle became available. There was also a ‘minor
injuries’ treatment area which consists of a seated
waiting area plus nine cubicles and a ‘resuscitation’ room
which has eight cubicles. There is also a separate
‘paediatrics’ ED with a seated child’s waiting area, a
seated adolescent waiting area, six cubicles and seven
trolleys. There is also a 16-bedded emergency decisions
unit (EDU) where patients could be admitted if they were
waiting for test results or required a short period of
observation before they returned home. To the front of
the emergency department there are six ambulance
receiving bays.

The emergency department provides a 24-hour service,
seven days a week to the local population.
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Requires improvement

Requires improvement
Requires improvement
Inadequate

Requires improvement

Requires improvement

In November 2015, the trust took responsibility for the
Urgent Care Centre (UCC), which had previously been run
by another provider. The UCC provides a triage and
urgent care service for walk in patients. The UCC service
assesses patients to determine the most appropriate
service to meet the patients’ needs. Patients can be
referred to their own GP, treated at the UCC or sent to ED.

The ED at the Leicester Royal Infirmary was originally built
for 100,000 attendances per year. Between April 2015 and
March 2016, 155,736 patients were seen in the ED. Of
these patients 38,870 were aged 16 or below and
accounted for 27.5% of all attendances.

Patients presented to the department either by walking
into the UCC or by arriving through a dedicated
ambulance only entrance.

Before our inspection, we reviewed performance
information from and about this service. We also held
focus groups with nursing staff, medical staff and
ancillary staff, as well as speaking to senior doctors and
nurses.

During our inspection, we visited all areas of the
emergency departmentincluding minor injuries, major
injuries (Majors), resuscitation, the assessment area, the
EDU, paediatric ED, the UCC and the ambulance bays at
the entrance to the department. Throughout our
inspection of urgent and emergency services at the LRI
we spoke with 25 patients, and/or those accompanying
them and 59 members of staff, including student nurses,
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junior and senior registered nurses, discharge . .
co-ordinators, allied health professionals, ancillary staff Su mma ry Of f| nd | ngs

and junior and senior medical staff and ambulance staff

who were not directly employed by the trust. We rated urgent and emergency care as requires

. . , 4 improvement because:
As part of our inspection, we observed interactions

between patients, those close to them and staff, « Thetrust had an incident reporting policy, which
considered the environment and reviewed 29 sets of included an incident grading system and
patient care and treatment records. requirements for reporting internally and externally.

However some incidents of sub-optimal care were
not being reported as culturally they had become
accepted, for example missed doses of prescribed
medications.

« Where patients had met the trust’s criteria for sepsis
screening, not all patients were screened or received
treatment in accordance with national guidance.
This meant there were times when patients did not
receive their intravenous antibiotics within an hour
and this increased their risk of harm and increased
the possibility of death.

« Care records were not always completed or updated
appropriately to minimise risks to patients in the
emergency department, for example in relation to
pressure ulcers.

« Insufficientimportance had been given to the
prevention and control of infection, especially within
the environment.

« Systems, processes and standard operating
procedures were not always reliable or appropriate
to keep people safe. Monitoring whether safety
systems are implemented is not robust. There are
some concerns about the consistency of
understanding and the number of staff who are
aware of them

. Staff did not always sufficiently assess, monitor and
manage risks to patients in the department,
especially at times when the department was busy
and overcrowded.

+ Nurses did not always follow best practice guidance
in relation to the use of individual patient risk
assessment tools. The risk assessment tools used to
assess a patients risk of developing pressure ulcers
and care assessments did not always consider the
full needs of patients.

« Patients were not always assessed for their
requirements for pain control in a timely manner.

« Insufficient priority was given to the nutrition and
hydration status of patients within the majors area of
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the department. Patients could not always get the
attention of nurses to let them know they were
thirsty, especially when the department was
overcrowded.

Mental capacity assessments were not always
appropriately undertaken.

There were times when patients told us they did not
feel well supported or cared for. Although staff were
kind and caring and did their best to meet the care
needs of patients, they did not always see people’s
privacy and dignity as a priority.

No consideration was given to the gender or culture
of patients who were being nursed in the middle area
of the majors department.

The service was not planned or delivered in a way
that met the needs of the local population. Despite
the demographic population of Leicester and
Leicestershire, signage in different languages within
the department was poor. Leaflets were printed in
English, although staff told us they could be obtained
in different languages, but they often found it difficult
to access the translation service.

Flow through the department was slow because of
delays in transferring patients to ward areas, which
often occurred later at night. Some patients
experienced unacceptable waits to be transferred to
a ward because beds were not available.

Patients who remained in the department were
unable to access the on-going care they needed and
the emergency department did not have a clear plan
in place to meet the needs of patients who had long
waits to be transferred to a ward as well as provide
essential emergency care for patients entering the
department.

Patients, including, frail elderly patients had no
pillows to rest their head on.

The leadership, governance and culture did not
always support the delivery of high quality
person-centred care. Departmental governance and
risk management arrangements were not robust and
as such were not effective in protecting patients from
avoidable harm.
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Risks, issues and poor performance had not always
been dealt with appropriately or in a timely way. Staff
did not always raise concerns because they felt they
would not be listened to or that anything would
change.

However, we also found:

Where incidents were reported, investigations took
place and learning was shared.

Staff had a good understanding of how to protect
patients from abuse. Staff could describe what
safeguarding was in addition to the processes that
should be followed if they were concerned.

Effective multidisciplinary working with staff, teams
and services working together to deliver effective
care and treatment.

Staff were qualified and had the skills they needed to
carry out their roles effectively and, staff were
supported to maintain and further develop their
professional skills and experience.

When the department was calmer, staff
demonstrated compassion and we saw a number of
examples of good care.

Staff could access specialist support advice, such as
a learning disability nurse if they needed to.
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Requires improvement ‘

We rated the safety of urgent and emergency services
as requires improvement because:

The trust had an incident reporting policy, which
included an incident grading system and requirements
for reporting internally and externally. However some
incidents of sub-optimal care were not being reported
as culturally they had become accepted, for example
missed doses of prescribed medications.

Where patients had met the trust criteria for sepsis
screening, they were not all screened in accordance
with national guidance. This meant there were times
when patients did not receive their intravenous
antibiotics within an hour and this increased their risk of
harm and increased the possibility of death.

Care records were not always completed or updated
appropriately to minimise risks to patients in the
emergency department, for example in relation to
pressure ulcers.

Insufficientimportance had been given to the
prevention and control of infection, especially within the
environment.

Systems, processes and standard operating procedures
were not always reliable or appropriate to keep people
safe. Monitoring whether safety systems are
implemented is not robust. There are some concerns
about the consistency of understanding and the
number of staff who are aware of them.

Staff did not always sufficiently assess, monitor and
manage risks to patients in the department, especially
at times when the department was busy and
overcrowded.

The volume of patients and pressured capacity in the
department frequently resulted in delays in patients
being received into the department from ambulances.

However, we also found:

« Where incidents were reported investigations took place
and learning was shared.
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« Staff had a good understanding of how to protect

patients from abuse. Staff could describe what
safeguarding was in addition to the processes they
should follow if they were concerned.

Incidents

« Thetrust had an incident reporting policy, which

included an incident grading system and requirements
for reporting internally and externally. In line with the
trust’s incident and accident, reporting policy, incidents,
accidents and near misses were reported through the
trust’s centralised electronic reporting system.

Urgent and emergency care services reported 826
incidents between November 2015 and March 2016. Of
these, one resulted in major harm, two in moderate
harm, 78 minor harm and 745 in no harm or injury.

The trust reported 44 serious incidents between May
2015 and April 2016. The emergency department at the
Leicester Royal Infirmary between May 2015 and April
2016 had reported six of these serious incidents. Serious
incidents are events in health care where the potential
for learning is so great, or the consequences to patients,
families and carers, staff or organisations are so
significant, that they warrant using additional resources
to ensure a comprehensive response (NHS England,
March 2015). One serious incident related to treatment
delay, whilst the others related to sub-optimal care of a
deteriorating patient; a failure to act on results following
a diagnostic procedure; a patient developing a pressure
ulcer; failure to obtain an inpatient bed for a child;
infection control and adverse media coverage about the
organisation. None of these incidents were classified as
never events. Never events are serious incidents that are
wholly preventable as guidance or safety
recommendations that provide strong systemic
protective barriers are available at a national level and
should have been implemented by all healthcare
providers.

Serious incidents were discussed at the emergency
department quality and safety open meetings, which
took place once every two months. We saw evidence of
this in minutes provided by the trust.

« All staff we spoke with knew how to report incidents but

did not routinely report delayed handover times and
delays in flow through the emergency department (ED)
as incidents. Staff told us if they reported all handover
times and delays in flow through the ED they would not
have time to do their job.
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« Staff told us they felt frustrated that flow through the
department affected patient care, as the department
was so busy. Medical and nursing staff told us when the
department was busy, this resulted in patients receiving
a poor standard of care, for example medication not
being administered, comfort rounds not taking place
and patients deteriorating prior to assessment. This
suboptimal standard of care had to some extent been
normalised and staff did not always report these sorts of
harm. We observed this throughout our inspection
when a patient was not prescribed or administered
medication they were required to take at the same time
every day. We asked to see the incident report relating
to this but the incident had not been reported.
Allincidents were reviewed twice weekly by the
consultant of the week, the senior sister of the week, a
registrar and a matron. The team would go through
each reported incident and scrutinise the information to
establish whether the incident required escalation or
whether any further actions were required. We saw there
were cross reference checks to patient records and
other relevant information.

Following serious incidents we saw that root cause
analysis investigations had taken place. Root cause
analysis is an approach for identifying the underlying
causes of why an incident occurred. We requested the
serious investigation reports for these incidents and saw
thorough and robust reviews had taken place. Learning
from the incidents had been recorded along with agreed
actions.

There was no dedicated mortality and morbidity
meeting for urgent and emergency services. Mortality
and morbidity was however discussed at the emergency
department quality and safety open meetings. We saw
cases were presented and concise learning points and
required changes to practice were briefly noted:
however, there was no evidence to outline agreed
actions and ownership going forward.

Learning from incidents and changes to practice
because of incidents was shared at handover as nurses
changed shift. We saw where changes to practice had
changed following incidents. For example children did
not routinely have their blood pressure monitored when
they came into the emergency department, but
following a serious incident, changes were made to
ensure all children had their blood pressure recorded as
part of their assessment.
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« The duty of candour s a regulatory duty that relates to

openness and transparency and requires providers of
health and social care services to notify patients (or
other relevant persons) of certain ‘notifiable safety
incidents’ and provide reasonable support to that
person.

Senior staff were aware of the requirements and their
responsibilities around the duty of candour regulation;
however, junior staff were less confident around
articulating their responsibilities. Whilst not all staff
were familiar with the term ‘duty of candour’, staff knew
of their responsibilities to be open and honest with
patients when things went wrong. The trust’s incident
reporting form had been updated to provide a prompt
for staff around duty of candour.

Incident reports were shared with the patient and where
relevant, those who were close to them when they had
been adversely affected by the incident within the
service. In addition, we saw evidence that patients and
those close to them were given an apology and
informed of any actions taken because of the incident.
We saw examples where duty of candour had been
appropriately applied, for example, where incidents had
led to patient harm.

Cleanliness, infection control and hygiene

+ The Department of Health’s Code of Practice on the

Prevention and Control of Infections was not always
adhered to within the urgent and emergency care
services at the Leicester Royal Infirmary. We found
issues with cleanliness, infection control and
maintenance throughout the emergency department.
For example, during our unannounced visit, we found
cleanliness issues with the toilet facilities within the
paediatric emergency department and the minor
injuries department despite the monitoring form
indicating these toilets had undergone a full clean
earlier in the day. We escalated this to a senior member
of staff who took immediate action to close the toilet
facility. At a further unannounced inspection, we found
the trust had taken immediate steps to rectify the
problems we had identified.

We reported a dirty toilet in the minors department to a
matron who noted the inadequacies and assured us
action would be taken to make the toilet facility clean.
In the adolescent’s waiting area of the children’s
emergency department, we observed a seating area
that was covered in waterproof medical tape due to
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tears and cracks in the seating. The seating area was
worn, exposing the underlying foam. Effective cleaning
of these areas could not be assured, increasing the risk
of cross contamination. We escalated this to a matron
who assured us action would be taken.

In the plaster room, at our announced inspection, we
observed the room to be covered in plaster of Paris
residue and debris, the disposable curtains were
covered in splashes of plaster of Paris and had not been
changed since January 2016. We brought this to the
attention of the most senior nurse in charge of the
department who immediately arranged for the room to
be cleaned. We noted the curtains were changed
immediately. Within the plaster room, we also saw the
chair which was used to apply plaster of Paris was worn
and the arms of the chair was chipped with broken and
cracked edges. Effective cleaning of this area could not
be assured, increasing the risk of cross contamination.
We escalated this to a matron who assured us a
replacement chair would be ordered with immediate
effect. At our unannounced visit, we saw the arms of the
chair had been covered with waterproof medical tape
and a sheet was used to cover the seat area. This was
changed between patients.

Aside room was available for treating patients who may
pose a risk of spreading infection, those who had an
infection and patients who were at risk of infection due
to low immunity.

Leicester Royal Infirmary participated in ‘Patient-Led
Assessments of the Care Environment’ (PLACE). PLACE is
a self-assessment of non-clinical services which
contribute to healthcare delivered within the NHS and
independent/ private healthcare sector in England.
PLACE encourages the involvement of patients, the
public and bodies, both nationally and locally, with an
interest in healthcare assessing the care environment.
The assessment of cleanliness at the Leicester Royal
Infirmary demonstrated a score of 92.9%. This was
worse than the England average of 95.5%.

The majority of staff were observed to be compliant
with some of the trust’s infection control policies. All
staff were observed to adhere to protocols such as bare
below elbows policy.

There was access to hand washing facilities and a
supply of personal protective equipment, which
included gloves and aprons. However, we observed two
isolated occasions where staff were in close contact with
patients, they wore gloves but did not wear a disposable
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apron, for example staff supporting a patient with
moving and handling and staff supporting a patient with
personal care. We also observed a member of staff carry
used bed linen across the department to dispose of it.
This is not best practice as it increases the risk of cross
contamination.

We observed six nurses in the majors area and five
nurses in the assessment area of the department. Two
of these staff completed appropriate hand washing after
contact with patients.

Staff did not routinely use the green ‘| am clean’ stickers
to indicate when equipment had been cleaned. We did
however see some green ‘I am clean’ stickers on patient
trolleys which were stored in a corridor at the back of
majors. These stickers had not been dated or signed to
indicate the trolleys had been cleaned and ready for
use.

The trust had a sharps management policy, which
stated sharps bin closure should be left in the partial
close position when not in use, especially if the bin is in
an accessible patient or visitor area. Although sharps
bins complied with the UN 3291 or the BS 7320
standards, we found all sharps bins regardless of their
size and location were left open. This did not comply
with the trust’s sharps management policy and
increased the risk of unauthorised access, needlestick
injury and accidental skin puncture from a used needle.
Foot-operated pedal bins were used for the disposal of
waste in line with current national guidance. However
we noted a bin in the resuscitation area of the
department was broken and staff would be required to
use their hands to open the bin to dispose of waste. We
also noted clinical and domestic waste was not always
segregated. Domestic waste was being disposed of in
clinical waste bins and larger sharps containers.
Infection prevention and control of infection was
included in the trust’s mandatory training programme.
Information provided by the trust indicated 92 % of staff
had completed this training, the trust target was 95%.
There was a cleaning schedule for each area of the
department; however, these had not been consistently
completed.

Environment and equipment

+ There were six ambulance bays located outside the

emergency department at the Leicester Royal Infirmary.
There was a sign for vehicles approaching the site
advising the left hand lane was for ambulances,
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disabled vehicles and delivery vehicles only and the
right hand lane was for the car park, drop off point and
exit. In front of the ambulance bays there was red
markings and notices on the road to indicate
‘Ambulance parking only’.

Outside the emergency department, we observed
drivers ignoring the signs and cars were using the left
hand lane to drop patients off outside the main
Balmoral entrance. In doing this, they obstructed the
ambulance bays, making it difficult for ambulances to
enter and exit the ambulance bays. We also observed a
queue of traffic blocking the road where ambulances
entered the grounds of the hospital. On one occasion,
an ambulance had its blue lights and siren on,
indicating it required emergency access. Ambulance
crews and staff at the hospital told us this happened all
the time. There was a member of security staff who was
in charge of ambulance flow and was attempting to stop
traffic from entering the ambulance bays; however, we
observed that some drivers ignored them. We raised our
concerns about this with the executive team. When we
undertook our unannounced inspection, we saw the
member of security staff was located further down the
road to ensure cars were redirected and denied access
to the ambulance bays.

When the six ambulance bays were in full use,
ambulances arriving on site were redirected to one of
the overflow bays. These bays were further away from
the emergency department entrance and depending on
flow throughout the emergency department ambulance
crews held patients on ambulances until they could
enter the department, then had to transport patients
across the road.

Staff expressed some concerns relating to security and
access to the emergency department. There were many
ways in which unauthorised people could access the
department, for example through Balmoral X-ray
department. Access to the majors area and resuscitation
area from outside of the department was by key code.
However, we noticed the doors could be opened
without the code. The entrance to the children’s
emergency department was not locked. Staff told us this
was for ease of access and there was always someone
watching the door.

Within the paediatric emergency department we found
plug sockets did not have protective covers on them
and as such children were not protected from avoidable
harm. We escalated this to a senior nurse who assured
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us action would be taken. At our unannounced visit we
checked to see if action had been taken and found a
double plug socket with no protective cover on it. We
asked a nurse about this who told us protective covers
had been placed in all plug sockets but parents
removed them to charge their mobile telephones.

In 2007 and 2010, the Department of Health issued an
alert to NHS trusts requiring action to reduce potential
suicide risks relating to patients using curtain rails from
which to hang themselves. Curtain rails within the
urgent care centre were not magnetic and therefore not
anti-ligature. The trust had carried out a ligature point
risk assessmentin June 2016, which we reviewed. The
risk assessment identified the curtain rails, blood
pressure monitors and fans with wires and door handles
as ligature points. The risk assessment identified
patients presenting with mental health conditions
would not be left alone in these areas and where
patients were assessed as being high risk they would
not be left unattended. The risk assessment was signed
as satisfactory with no changes necessary. Throughout
the emergency department, we observed curtain rails to
be magnetic and pull cords in toilet areas were also
anti-ligature cords.

Cubicles within the majors department had call bells,
and we observed where patients did not have relatives
with them could mostly reach their call bell. However,
those patients who were placed on the red marked out
areas in the middle of majors had no call bell. This
meant they had no means of alerting staff if they
required assistance.

On the first day of our inspection, we found a fire door
open in the minors area of the department. The door
was labelled to indicate it was no longer in use due to
building works. However, staff lockers were based in the
room behind the doors and staff were still accessing the
area. We were concerned because the area was
accessible to the public and posed a risk of entrapment,
ligature risk and a falls from height risk. We escalated
this to a senior member of staff who assured us they
would take action to secure the door. The next day we
checked the door and found it had been padlocked and
was inaccessible to the public.

Computerised tomography (CT) and X- ray facilities were
located close to the emergency department and so
were suitably accessible for patients. A CT scan uses
X-rays and a computer to create a detailed image of the
inside of the body.
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« We checked the resuscitation equipment throughout
the emergency department. The resuscitation
equipment was clean. Single-use items were sealed and
in date, and emergency equipment had been serviced.
We saw evidence to indicate the equipment had been
checked daily by staff and was safe and ready for use in
an emergency.

Within the urgent care centre, an emergency transfer
bag was used to transfer patients in an emergency.
There was no checklist, or list of contents for this bag
and we found an endotracheal tube contained within
the bag had expired. An endotracheal tube is a tube that
is inserted into the trachea(wind pipe) in order to
establish and maintain a clear airway. We were therefore
not assured this bag had been checked or that it
contained the equipment it should have contained. We
escalated this to a senior nurse who assured us action
would be taken to enable the bag to be replenished and
checked. The following day we looked to see what
action had been taken and found that no action had
been taken. We escalated this again to a senior nurse
who took immediate action to replace the bag and
ensure a checklist was available for staff to sign to
evidence the bag had been checked.

Band one ED assistants had been employed by the
department following our unannounced inspection in
November 2015. Their role was to assist with
administrative tasks such as photocopying and to
ensure there was enough stock in each of the ED areas.
We reviewed a sample of equipment throughout the
department and found equipment had been serviced
and safety tested.

Equipmentincluding pumps and monitors were clean
and in working order. All items of equipment we
examined were labelled with the last service date.
Ahoist could be used for patients throughout the
emergency department. The hoist was in working order
and was labelled with the last service date.

In the resuscitation area of the department, we
observed three members of staff reposition a patientin
bed. We noted the staff did not use any moving and
handling equipment such as slide sheets but instead
used the bottom sheet to reposition the patient. This is
not recommended practice and increases the risk of a
sheering injury which could lead to breaks in the skin.
Staff felt there was not enough equipment, such as
blood pressure machines available, and the equipment
they had was old. Although staff told us this, we
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observed facilities to monitor blood pressure in each
cubicle in the majors department. When staff reported
faulty or missing equipment they felt the medical
devices team were slow to respond.

+ Although we did not see any equipment for heavier

people in use, staff told us this was available on request.

Medicines

+ There were four medication-dispensing units

throughout the emergency department; we saw one in
the majors area, one in the resuscitation area, one in the
children’s emergency department and one in the
emergency decisions unit. These were stocked with oral
medications and access was by finger print recognition,
so only those people who were authorised to access the
unit were able to do so. Although pharmacy provided
the emergency department with a top-up service, they
did not maintain or check the dispensing units.
Emergency department (ED) staff were responsible for
ensuring medications delivered to the department were
placed in the correct compartment of the dispensing
unit.

Excess stock of oral medications and intravenous
medications were stored in medicine cupboards.
However, medicines at the Leicester Royal Infirmary
were not always securely stored. We found a medicines
cupboard in the minor’s area was unlocked. We
informed nursing staff of this, who immediately locked
this cupboard. During our unannounced inspection, we
found this medicine cupboard was again unlocked; we
escalated this to a matron who locked the cupboard
immediately.

At our announced inspection, we found boxes of
intravenous fluids unlocked in a corridor in the minors
area. We escalated this and found the fluids had been
locked away by the following day. During our
unannounced inspection, we looked at this area again
and found a box of intravenous fluids that again had not
been locked away. This increased the risk of these fluids
being accessed or tampered with by unauthorised
persons.

In the majors area of the department, intravenous fluids
were keptin cupboards on the outside of the nurse’s
station. None of the cupboards were locked. We
highlighted this to nursing staff who told us the
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cupboards were unlocked for ease of access. We
escalated this to a senior member of staff who took
steps to lock the cupboards. However later in the shift
we found the cupboards to be unlocked again.

In the resuscitation area of the department, we found a
box containing different intravenous medications and a
box containing strips of different oral medications in a
locked cupboard. We highlighted this to the nurse in
charge who recognised this could increase the risk of
medication errors. At our unannounced inspection, we
noted steps had been taken to remove these mixed
boxes of medication.

Throughout the department, we noted bottles of liquid
medications that had been opened but had not been
signed and dated on opening. Once opened liquid
medications have to be used within a specified
timeframe and if not dated and signed there would be
no way of identifying when these medications had been
opened. This increased the risk of patients receiving
medications that had potentially passed their expiry
date and may be less effective and may contain harmful
bacteria.

On the emergency decisions unit we noted the area
used to store medications was very warm. There was no
thermometer in there to indicate the room temperature.
We escalated this to the deputy site manager on call
who indicated immediate action would be taken.
Following our inspection the trust submitted
information which suggested our concerns had been
raised with pharmacy.

Controlled drugs (CDs) were stored appropriately and
records were accurately completed. CDs are prescription
medicines, which are governed by the misuse of drugs
legislation. The law determines the storage, production;
supply and prescribing of these medicines were stored,
managed and recorded safely and appropriately.
Medications to be administered were prescribed on the
back of the emergency department record document.
This gave space to prescribe one off doses of
medication such as intravenous fluids, pain relief and
antibiotics. Patients were not prescribed their
long-standing medications as this was prescribed once
patients were transferred to a ward area. Staff
recognised prolonged stays in the emergency
department because of delays in transferring patients
meant some patients who required time critical
medications such as those with Parkinson’s disease
would miss essential medications. These medicines are
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very time sensitive and delays in administering them
may cause significant patient discomfort. We saw
evidence of this during our unannounced visit to the
emergency department. Staff told us where patients
were delayed in going to the wards this would often
happen but information in relation to this was not
routinely collected. We were therefore concerned that
insufficientimportance was given at the Leicester Royal
Infirmary to patients who required time critical
medications.

Within the urgent care centre at the Leicester Royal
Infirmary, we observed a number of oxygen cylinders
were not stored securely. We escalated this to the nurse
in charge who took steps to secure the oxygen cylinders.

Records

« There was an emergency department specific procedure

for the management of patient records.

Original paper records did not leave the emergency
department. When patients were transferred to a ward,
records were photocopied and taken with the patient.
Patient care records were in paper format and used for
every patient. This was an emergency department
specific document known as the nursing assessment
and nursing notes and included various clinical risk
assessments such as cognitive functioning screening (to
identify risks associated with dementia), pressure ulcers,
identification of seniors ( over 65 years) at risk, falls and
infection control. The documentation also included
assessment charts for physiological observations (e.g.
blood pressure, heart rate, temperature), fluid balance,
and intentional rounding (regular patient assessment).
There was also a section for recording the care provided
to patients in addition to the discharge and transfer of
patients.

Doctors had a separate clerking sheet, which included a
page for prescribing medications and intravenous fluids.
We reviewed 29 sets of patient records throughout the
department. We found variations in the accurateness,
completeness and legibility of patient records.
Individual patient risk assessments had not always been
completed within the appropriate timescales, for
example 13 out of 29 sets of records did not have a
pressure ulcer risk assessment documented and 10 sets
of records did not contain evidence of hourly intentional
rounding.

« All patients should receive hourly comfort rounds.

Comfort rounding is a scheduled check on each patients
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comfort every hour and to establish if they require
anything for example whether patients require
repositioning, need the toilet or require something to
eat and drink. We looked at 29 sets of records and found
that 12 of them had documented that hourly comfort
rounds had taken place.

Records on the emergency decisions unit (EDU) were
securely stored in lockable trolleys. However, in the
majors area of the department, patient records were
stored in mesh racks on the outside of the nurse’s
station. We observed patient identifiable information
was on view and although nurses and medical staff were
usually around the nurses' station, at times, when staff
were busy, the area was not supervised. This could
increase the risk of records being accessed and seen by
unauthorised persons.

In the majors area of the department we observed a
laptop, which was regularly updated by staff. The laptop
displayed the names of all patients in the department as
well as their presenting complaint. The screen was not
concealed and staff did not monitor the laptops all of
the time. This increased the risk of patient identifiable
information being viewed by unauthorised persons, and
we witness a relative of one patient reading the
information on the screen.

Locked confidential waste bins were available to
dispose of confidential information and records;
however, in the majors area and the resuscitation area
of the department we found patient identifiable
information in clinical waste bins and in a sharps bin.
This meant confidential and patient identifiable
information was not always protected or correctly
disposed of in line with the requirements of the Data
Protection Act 1998. We escalated this to the nurse in
charge who briefed staff on our findings and the correct
way to dispose of patient identifiable information.

Safeguarding

« There was a dedicated executive level safeguarding lead
in addition to local named safeguarding leads for
children and adults at the trust. All staff throughout the
department were aware of the safeguarding leads and
knew how to contact them if they required their input.
Out of hours, staff told us they would raise safeguarding
concerns with the nurse in charge of the department.
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The trust had a dedicated PREVENT lead and PREVENT
e-learning was being rolled out to staff. The aim of
PREVENT is to recognise people who are at risk of
becoming radicalised and to stop them from supporting
terrorism or becoming terrorists.

Safeguarding policies for adults and children were
up-to-date and included relevant guidance and
legislation for staff to follow. All of the staff we spoke
with understood their responsibilities to adhere to
safeguarding policies and procedures and could
articulate the circumstances under which they would
need to make a safeguarding referral.

The trust had a standalone female genital mutilation
(FGM) guideline. All staff we spoke with were aware of
their responsibilities to adhere to the FGM guideline and
the actions to take if they had concerns about a woman
or child in relation to FGM.

The trust had a safeguarding assurance committee who
had met once every other month, until March 2016
when they had started to meet on a monthly basis. This
was chaired by the deputy chief nurse and was attended
by safeguarding leads as well as key senior staff from the
various Clinical Management Groups.

Staff followed specific guidelines and care pathways
where concerns around safeguarding children and
young people were identified, for example in instances
of self-harm.

None of the staff we spoke with were able to tell us to
what level of safeguarding training they had received.
We spoke with a matron who told us all staff had
received level three safeguarding of children training
and they had personally delivered the training. We also
spoke with the department’s professional development
lead who told us not all staff were trained to level three.
We asked the trust to share with us the percentage of
staff who had undertaken level three safeguarding
training within urgent and emergency care services. The
trust shared with us a table of the numbers of staff who
had attended the emergency department raising
awareness of vulnerable patients study day since June
2013. We saw 80% of nurses, 68% of consultants and
18% of trainees had undertaken this training. The trust
sent us 17 separate documents, which indicated not all
staff had received level three safeguarding of children
training. This was notin line with intercollegiate
guidance which states all clinical staff working with
children, young people and/or their parents or carers
and who could potentially contribute to assessing,
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planning, intervening or evaluating to the needs of a
child oryoung person should receive level three
safeguarding training. We were therefore not assured
staff had sufficient knowledge and skills to safeguard
children.

+ Reception staff checked the demographic details of
children attending the emergency department and
confirmed the relationship of the person who was
accompanying the child or young person. This is
considered good practice.

+ There was a safeguarding link nurse in each area of the
emergency department.

« The safeguarding status of each child or young person
was assessed on their arrival to the emergency
department. If a child or young person presented as a
safeguarding concern they would be admitted to the
children’s assessment ward.

Mandatory training

+ All staff we spoke with told us they attended mandatory
training on an annual basis. Mandatory training for all
staff groups included fire safety, moving and handling,
infection prevention and control, equality and diversity,
information governance, safeguarding children, conflict
resolution,safeguarding adults and basic life support.

+ Information provided by the trust following our
inspection in June 2016 demonstrated training
compliance in urgent and emergency care services was
variable against the trust’s target of 95%.

« The trust had a sepsis management protocol and all
staff we spoke with throughout the ED were aware of
this.

Assessing and responding to patient risk

« In November 2015, we undertook an unannounced
inspection of the emergency department where we
raised concerns about the timeliness in which patients
arriving to the department by ambulance were
assessed. Since then, the trust has been reporting to us
on a weekly basis.

« Thetrust had a target for 90% of patients to be assessed
with a Dynamic Priority Score (DPS) on arrival at the ED.
DPS is a triage tool to assess which patients need more
urgent care.

+ Atthe beginning of October 2016 the trust provided data

which showed overall 88% of patients received a DPS
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score within 15 minutes of arrival at the ED. When
broken down, 98% of category one patients received a
DPS against a target of 100%. Category one patients are
those that require the most urgent care.

At our previous unannounced inspection in November
2015, we found patients were at risk of avoidable harm
because staff were failing to ensure all patients received
adequate care and treatment in accordance with the
trust’s sepsis pathway. We placed conditions on the
trust’s registration, which meant the trust had to ensure
there was an effective system in place to deliver sepsis
management, in line with relevant national clinical
guidelines. In addition, there was a requirement for the
trust to report to the Care Quality Commission (CQC)
describing the actions taken and how the clinical
outcomes were being audited, monitored and acted
upon on a weekly basis. The weekly reports indicated
the trust was making some progress in the management
of patients presenting to the emergency department
with sepsis.

According to the trust’s guideline for the recognition and
treatment of adult patients with sepsis and septic
shock, patients with two or more systemic inflammatory
response syndrome (SIRS) criteria, and signs of infection
which could develop into sepsis should be screened for
sepsis using the trust’s ‘Adult Sepsis Screening and
Immediate Action Tool’. In addition, the emergency
department observation chart indicated patients who
had a EWS of three or more should be considered for
sepsis screening. Sepsis is a potentially life threatening
condition, which can be triggered by an infection or an
injury.

The number of patients screened for sepsis throughout
June 2016 varied between 86% and 100%, however, the
number of patients who received intravenous
antibiotics within an hour was variable. Throughout
June 2016, there were 13 days where 100% of patients
received their intravenous antibiotics within an hour. For
the rest of the month between 33% and 78% of patients
received their intravenous antibiotics within an hour.
This meant there were times when patients did not
receive their intravenous antibiotics within an hour and
this increased their risk of harm and increased the
possibility of death.

During the week 3-9 October 2016, there were eleven
patients with red flag sepsis identified in ED. Of these,
82% of patients received Intra venous antibiotics (V)
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antibiotics within an hour, with a mean time of 44
minutes. The trust carried out reviews on patients who
did not get their antibiotics within the hour so that any
lessons could be identified.

Throughout our announced and unannounced
inspection, we reviewed the medical and nursing care
records of 29 patients throughout the ED. We found
three patients had not been screened for sepsis when
they should have been, and of these three patients
antibiotics had not been administered within an hour
for two of them .

We did however, observe good practices in relation to
the management of a patient who developed sepsis
whilst being nursed on the emergency decisions unit,
where medical staff had assessed the patient and
recognised the patient’s EWS had deteriorated. The
medical staff acted promptly to ensure the patient was
screened and treatment was promptly started. This was
a good example of how sepsis management should be
delivered.

Patients arriving by ambulance would directly enter the
assessment area where the ambulance crew would
hand over to the nurse in charge or they would proceed
directly to the resuscitation area if the patient had been
assessed as having a life threatening condition. At times
when the assessment area was overcrowded, patients
remained on the back of ambulances. Under these
circumstances a registrar or an advanced nurse
practitioner assessed these patients and they received a
dynamic priority score (DPS) to establish their level of
priority. Leicester emergency department were funded
for a private company to provide the department with
two paramedics who worked from 12pm to 12am seven
days a week. They were trained to take the handover
within the department from incoming paramedic crews.
If a patient had not received an initial assessment after
15 minutes the service manager would escalate this to
the hospital duty manager and the nurse in charge of
the department.

Over the winter period, from November 2014 to March
2015, there had been 4,501 ambulance hand-overs
delayed for over 30 minutes. University Hospitals of
Leicester NHS Trust is in the upper quartile of all trusts
in England for numbers of delayed handovers.

Between September 2015 and March 2016 there had
been 3,297 delays over 60 minutes (black breaches)
between ambulance arrival and patient handover to the
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Emergency Department (ED) at the Leicester Royal
Infirmary. The reason given behind the number of black
breaches was bed capacity within the trust and ED
occupancy.

There had been an agreement in place since 2012 that
patients requiring admission to medical wards would be
admitted to the medical speciality within 30 minutes of
referral, this would increase the capacity in the
emergency department, however medical wards had
been unable to facilitate this and large numbers of
medical patients were experiencing prolonged waits in
the emergency department. We were told concerns had
been escalated at a high level within the trust butitis
still a recurrent problem.

Children arriving by ambulance, which required a
pre-alert, were taken straight to the resuscitation area of
the department. A pre-alert is where the ambulance
alert the resuscitation department of their imminent
arrival, giving details of the patient’s condition and an
estimated time of arrival. Children who did not require a
pre alert were taken straight to the paediatric reception
area where they were triaged and assessed.
Intercollegiate Committee Standards for Children and
Young People in Emergency Care Settings 2012 state
that children should have an initial clinical assessment
within 15 minutes of arrival to the department.
Information submitted by the trust indicated the trust
did not always achieve this, with some children waiting
longer to be assessed. Children and young people were
seen in the children’s emergency department; they were
triaged by a suitably qualified clinician and were
streamed into children’s minors or majors.

Walk in patients were initially seen and booked in at the
urgent care centre (UCC). Staff told us this was now the
reception area for the emergency department. They
were then seen, treated and referred to the minors
department or transferred to the majors or resuscitation
department dependent on their presenting complaint.
The emergency department ran an information
technology (IT) system, which was compatible with the
local ambulance service’s IT system. This enabled the
emergency department to access information about
which patients were coming into the department in
advance of their arrival.

Nursing staff used an early warning score system (EWS),
based on the National Early Warning Score, to record
and monitor routine physiological observations of
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adults such as blood pressure, respiration rate, oxygen
saturation levels, temperature, and heart rate. EWS was
used to monitor patients and initiated escalation when
required.

A paediatric early warning score (PEWS) tool was used to
monitor physiological observations of children and
young people. The PEWS was adapted according to the
child’s age and we saw examples of these having been
completed with scores accurately calculated.

During our unannounced visit, we saw staff had not
adhered to the clinical response guidelines for an adult
patient in the resuscitation area of the emergency
department who was triggering an early warning score
of 13. We were alerted to this patient because their
monitor was alarming. The monitor was alarming for
more than three minutes and staff did not respond to
the alarm. We asked a doctor to review the patient as
the patient had removed their oxygen mask and placed
this on their head. We looked at the observation chart
for this patient who had been in the department for just
over two hours. Observations had been recorded at
2.10pm but an EWS had not been calculated. We
calculated the patient’s EWS to be 13. According to the
trust’s escalation and reporting record, the patient’s
observations should have triggered a sepsis screen and
should have been recorded at 15-minute intervals. The
patient had not been screened for sepsis and a second
set of observations was recorded at 3pm. The nurse who
was caring for the patient had accompanied another
patient for an investigation and had not done any
further observations. At the point, we raised concerns
about this patient; they were screened and treated for
sepsis some two and a half hours after entering the
department.

Many staff, including doctors and nurses told us they felt
the emergency department frequently became unsafe.
Seven medical and nursing staff we spoke to specifically
expressed concerns about the safety of patients at busy
periods. We were told that the department “feels out of
control, especially when there were high volumes of
patients”, and that the department felt “chaotic” and
“stressful”.

Staff told us risk assessments for checking patients’ risk
of developing deep vein thrombosis (DVT), also known
as blood clots were not undertaken on patients within
the emergency department, even if patients were in the
department for more than six hours. We asked the trust
to provide us with any audits relating to the assessment
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of patient risk around developing DVTs and the trust’s
response indicated the assessments did not take place
in the emergency department but took place once the
patient was admitted to a ward area.

If a pre alert was received for a child coming into the
resuscitation area of the department a paediatric team
would be requested over the department’s tanoy
system. We observed this on several occasions where a
paediatric consultant and a paediatric nurse would
receive the child and assess the level of intervention
required.

Nursing staffing

An electronic rostering system was used to plan nurse
staffing for each shift.

Planned nursing staffing levels across urgent and
emergency care totalled 174 full time equivalent posts.
Data for March 2016 showed actual staffing levels to be
155 .5 full time equivalent, giving a combined vacancy
rate of 11%There were 18.5 full time equivalent
qualified nurse vacancies and 12 support staff vacancies
in the emergency department at the Leicester Royal
infirmary.

Since June 2015, there had been 24 new nursing
appointments within the emergency department. Of
those, nine (37%) were European nurses recruited from
countries such as Spain, Portugal, Italy and Greece.

The department had used the Baseline Emergency
Staffing Tool (BEST) last year to assess the acuity of their
patients against their staffing establishment. Because
staffing and overcrowding had been on the risk register
for a long period of time, extra funding was allocated to
enable the department to staff the extra resuscitation
bay and a bay in the assessment area.

Planned versus actual staffing numbers were not
displayed throughout urgent and emergency services.
However, they were displayed within the urgent care
centre.

The use of agency nurses ranged between 13.3% and
25.2% from April 2015 to March 2016.

Essential information and guidance was available for
staff. A specific induction folder called the ‘mandatory
elements of local induction for temporary staff’ was
used for locum staff. Areas covered on the local
induction included working procedures, environmental
orientation and local guidelines relevant to the area. In
addition, locum staff were provided with ‘flashcards’.
These included prompts relating to specific conditions
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such as sepsis, fractures and dislocations and methods
of referrals to specific clinics. All of the agency staff we
spoke with confirmed they had received an induction
and they had worked in the department on several
occasions.

The Intercollegiate Committee Standards for Children
and Young People in Emergency Care Settings 2012 and
Royal College of Nursing Standards 2013 state that a
minimum of one paediatric trained nurses should work
on each shift. We saw paediatric trained nurses were
available on all shifts within the paediatric emergency
department.

At or previous unannounced inspection in November
2015 we found the trust was failing to operate effective
systems to ensure appropriate nursing skill mix within
the ED. However, throughout our most recent
announced inspection we saw the trust had taken
action to ensure nursing skill mix was appropriate in all
areas of the ED. All staff we spoke with told us the skill
mix was improved and leadership in each area was
coordinated by a suitably skilled and qualified nurse,
however there was an acknowledgement the trust was
still heavily reliant on the use of agency staff.

Nursing staff handovers occurred at each shift change
and included updates to standard operating procedures
and any ongoing concerns. One to one handovers were
undertaken by the patient’s bedside nurse to nurse.
The trust have been reporting their ED nurse staffing
levels and skill mix to us every week since December
2015. The latest data for the beginning of October 2016
showed staffing levels and skill mix were being
appropriately managed. This had been a consistent
picture for many weeks which meant we were assured
the improvements had been sustained.

Medical staffing

+ Thetrust had a lower percentage of consultants when
compared to the England average and the percentage of
junior grade staff was in line with the England average.
This meant there was a shortage of consultants within
the department.

Formal medical handover took place each morning with
informal and ad hoc verbal handovers taking place
throughout the day.

Consultant cover was provided between 8am and 1am
seven days per week to ensure there was 17 hours of
cover 365 days of the year.
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« An emergency specialist middle grade doctor covered
the night shift and should the shift be uncovered, for
example because of sickness, the emergency
department consultant would stay on site to provide
leadership.

« There were four paediatric emergency medicine trained
consultants with an additional five who had
sub-speciality training in paediatrics.

+ There was funding for 22.8 full time equivalent
consultants. At the time of our inspection, 20.8 full time
equivalent consultants were employed in urgent and
emergency care services. Information from the trust
indicated there were two full time equivalent medical
vacancies across urgent and emergency care services.
However, we observed chronic medical staff shortages
with a permanent requirement for the use of locum
medical staff to fill middle grade rota gaps.

+ The average medical locum usage for April 2015 to
March 2016 throughout urgent and emergency care was
noted to be between 16.9% and 29.4%.

+ The department used medical locum staff that were
well known to them. However, a senior consultant told
us that adequate locum provision was dependent on
good relationships and could not be guaranteed when
crucial administrative staff were on annual leave.

+ The trust have been reporting their ED medical staffing
levels to us every week since December 2015. The latest
data for the beginning of October 2016 showed staffing
levels and skill mix were being appropriately managed.
This had been a consistent picture for many weeks
which meant we were assured the improvements had
been sustained.

« Essential information and guidance was available for
staff. A specific induction folder called the ‘mandatory
elements of local induction for temporary staff’ was
used for locum staff. Areas covered on the local
induction included working procedures, environmental
orientation and local guidelines relevant to the area. In
addition, locum staff were provided with ‘flashcards’.
These included prompts relating to specific conditions
such as sepsis, fractures and dislocations and methods
of referrals to specific clinics. The flashcards also
contained useful information such as bleep numbers,
commonly used telephone numbers and door codes.

Major incident awareness and training
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+ Evacuation training was included as part of fire safety
training. Compliance in this training across all staff
groups was 93.3% against the trust’s target of 95%.

+ The trust had major incident, critical incident and
business continuity plans in place detailing the actions
to be taken by trust staff in the event of a utilities failure
or major incident. The major incident plan was version
controlled and reviewed on an annual basis. It had also
been amended as and when required.

« Staff could access the major incident plan via the trust’s
intranet. However, we saw no signage in relation to
major incident plans throughout the emergency
department.

+ The majorincident plan set out the roles and
responsibilities of the urgent and emergency care
department in the event of a major incident. This
involved multi-agency working.

+ Majorincident planning was part of the emergency
department’s annual mandatory training; however, we
spoke with five members of staff who told us they did
not know what their role would be in a major incident
and they had never seen the major incident policy.

+ The action cards for use during a major incident could
be found under a table in the sister’s office and
decontamination suits and a tent were kept in a covered
area outside. We were not able to establish when these
had last been checked.

« Amatron told us there was a text alert system that
would be used to call staff into the department should a
major incident occur.

« Amember of the security team was based in the urgent
care centre 24 hours a day to deal with any untoward
incidents that may occur.

Requires improvement ‘

We rated the effectiveness of urgent and emergency
services as requires improvement because patients were
not always receiving effective care and treatment.

We found:
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« Although pathways were in place, the department did

not consistently follow guidance and best practice. For
example, the department did not follow the Royal
College of Emergency Medicine (RCEM) and National
Institute of Health and Care Excellence (NICE) clinical
guideline 92 for carrying out thromboprophylaxis on
patients with lower limb injuries and those who
required a lower leg plaster cast. Nurses did not always
follow best practice guidance in relation to the use of
clinical risk assessment tools for example those used to
assess a patients risk of developing pressure ulcers and
care assessments did not always consider the full needs
of patients.

Patients were not always assessed for their
requirements for pain control in a timely manner. We
saw evidence of patients who required strong pain relief
to control their symptoms of pain. These patients had
not been prescribed pain relief and struggled to get the
attention of nurses at a time when it was busy and
overcrowded in the department.

Insufficient priority was given to the nutrition and
hydration status of patients within the majors area of
the department. Patients could not always get the
attention of nurses to let them know they were thirsty,
especially when the department was overcrowded.
Mental capacity assessments were not always
appropriately undertaken and Deprivation of Liberty
Safeguards (DoLS) were not applied appropriately. We
saw evidence that a patient was being deprived of their
liberty to leave the department when their mental
capacity assessment stated they had the capacity to
make decisions. The assessment was not decision
specific and did not indicate the person was at risk of
harm to themselves or others.

However, we also found:

« Evidence of effective multidisciplinary working with

staff, teams and services working together to deliver
effective care and treatment. Staff were qualified and
had the skills they needed to carry out their roles
effectively and, staff were supported to maintain and
further develop their professional skills and experience.

Evidence-based care and treatment

. Staff mostly provided care to patients based on national

guidance such as the National Institute of Health and
Care Excellence (NICE) guidelines and were aware of
changes being made to guidance. Clinical guidelines
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were available in line with National Institute for Health
and Care Excellence (NICE) Guidance and College of
Emergency Medicine (CEM) guidelines. Clinical
guidelines were available on the trust’s intranet and
could easily be accessed by staff. During our inspection
however, we saw some guidelines for example
escalating the deteriorating patient and sepsis
screening were not consistently adhered to.

Staff in the emergency department used a range of care
pathways for adults and children, in line with national
guidance, such as for paracetamol poisoning,
management of a suspected stroke and head injuries.
These care pathways were based on NICE guidance and
were evidence based. Staff could access these through
the trust’s intranet; they were also available in paper
format.

The department did not follow the Royal College of
Emergency Medicine (RCEM) and National Institute of
Health and Care Excellence (NICE) clinical guideline 92
for carrying out thromboprophylaxis on patients with
lower limb injuries and those who required a lower leg
plaster cast. Thromboprophylaxis is the treatment given
to prevent deep vein blood clots. The trust took part in
the RCEM 2015 to 2016 venous thromboembolism (VTE)
risk assessment in lower limb immobilisation in plaster
cast clinical audit, which indicated there was no written
evidence of a VTE risk assessment being undertaken for
this group of patients.

We reviewed several aspects of care being delivered
from both a nursing and medical perspective. Many
aspects of nursing care were based and aligned to best
practice guidance. For example, use of pressure ulcer
risk screening tools. However, at times when the
department was crowded and busy, staff did not
complete the risk-screening tool or ensure
pressure-relieving care was undertaken.

Procedures and policies reflected current guidelines
and were easily accessible through the trust’s intranet.
All policies we looked at were up-to-date.

We saw a local audit regime was planned. Audits
scheduled to be carried out included consultant
sign-off, (based on RCEM standards).

Pain relief

« The CQC accident and emergency survey 2014 showed
that University Hospitals of Leicester NHS Trust was
about the same as other trusts concerning pain relief
responsiveness and staff helping with pain control.
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« Ambulance crews administered pain medication prior to

arrival where appropriate and patients were asked
about their levels of pain on assessment. Appropriate
analgesia had not always been prescribed or
administered in a timely manner. Out of the 29 sets of
records we reviewed analgesia was not required for 10
patients. Of the other 19 patients, 13 patients had
analgesia prescribed. Five patients did not have
appropriate analgesia prescribed and on three
occasions, when the department was busy, a CQC
inspector had to prompt staff to prescribe and
administer pain control medication when patients call
bells had not been answered.

Nutrition and hydration

+ The trust performed ‘about the same’ as other trusts for

the question ‘Were you able to get suitable food or drink
when you were in the accident and emergency
department.

Patients who were in the emergency department for a
long time were offered drinks and snacks such as
sandwiches, but this depended on how busy the
department was. We saw an example where a patient
was asking for a drink but staff were too busy to
respond. We also saw another example where a patient
who was diabetic was in the department for two hours
before anyone offered them a sandwich.

Patients who were on the emergency decisions unit all
had jugs of water within their reach and these were
replenished throughout the day. These patients were
also given three meals per day, with access to hot food,
in line with patients throughout the rest of the hospital.

Patient outcomes

« There was a consultant lead for audit in the paediatric

emergency department and the adult emergency
department. The department participated in Royal
College of Emergency Medicine (RCEM) audits so they
could assess their practice and performance against
best practice standards. Audits included severe sepsis
and septic shock, paracetamol overdose, asthma in
children, cognitive impairment in older people, initial
management of the fitting child and adult mental health
in the emergency department.

The severe sepsis and septic shock audit 2013/14 results
indicated the department to be performing in line with
the England average for nine indicators, better than the
England average for two and worse than the England
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average for one indicator. The department achieved one
of the standards, which related to the administration of
an intravenous fluid challenge within the emergency
department, although this was not achieved within an
hour. An intravenous fluid challenge is where large
amounts of fluids are given over a short period and are
closely monitored to assess the patient’s response.

The trust had taken actions to address the outcomes for
patients with sepsis and had reviewed their sepsis care
pathway. The aim was to help staff to identify when to
provide treatments in line with best practice guidelines.
However, during our inspection we found this was not
always used.

The asthma in children 2013/14 audit showed the
emergency department scored better than the England
average for seven indicators and scored in line with the
England average for one indicator and better than the
England average in seven. As with the majority of other
emergency departments throughout England, the trust
met none of the standardsThe documentation of
‘systolic blood pressure” and ‘peak flow’ readings was
found to be poor. The documentation of blood pressure
within 15 minutes was 8% against a national median of
19%; and peak flow documentation within 15 minutes
was 4% against a national median of 17%.
Documentation of the other observations was found to
be good.

The paracetamol overdose 2013/14 audit indicated the
trust did not meet any of the five standards.
Performance was very poor against two standards;
‘staggered overdoses receiving N -acetylcysteine (NAC),
an antidote, within one hour of arrival’ and ‘proportion
that received NAC within 1 hour of arrival’ [NAC is a
medication that is given to treat people who have taken
a paracetamol overdose].

The initial management of the fitting child 2014/15 audit
showed the department met two of the developmental
standards and one of the fundamental standard
(developmental standards are requirements over and
above the fundamental standards). The department
performed in line with the England average for four of
the five indicators and worse than the England average
for one.

The mental health in the emergency department’s 2014/
15 score showed the department to be performing in
line with the England average for six indicators and
better than the England average for two. However, the
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trust did not meet any of the developmental or
fundamental standards and the audit highlighted a
mental health practitioner had assessed none of the
audited patients within an hour.

The assessing for cognitive impairment in older people
2014/15 audit showed the department to be performing
in line with the England average for three indicators and
better than the England average for three out of six
indicators. The department met the target of 100% for
the use of a ‘structured cognitive assessment tool used.
The one fundamental standard scored in the middle
50% of English trusts and the remaining developmental
standard (cognitive assessment took place) scored in
the top 25% of all English trusts. The trust met one
aspirational standard (standards used for setting
long-term goals) showing good communication with the
admitting service. Performance against the remaining
two aspirational standards, relating to communication
of findings with GPs and with carers, was very poor.

The trust’s unplanned re-attendance rate within seven
days was higher than the England average for all 13
months between November 2014 and November 2015.
The trust failed to meet the standard of 5% unplanned
re-attendance between November 2014 and November
2015, and the rate of unplanned readmissions remained
consistent, on average, throughout the period. In July
2015 22.1% of attendances were unplanned
re-attendances within seven days of a previous
attendance.

Competent staff

« Appraisal rates at Leicester Royal Infirmary for the

reporting period April 2015 to March 2016 averaged 82%
across all staff groups within urgent and emergency
care. This was worse than the previous year’s appraisal
rate, which was 88% for April 2014 to March 2015. This
was also below the trust’s target of 90%. Senior nurses
told us the appraisal process and attendance at
mandatory training was now linked to pay progression
and hoped this would influence future figures.

Staff told us the appraisal process was a positive
experience and a process, which gave them the
opportunity to identify their learning needs for the
following year. We spoke with a charge nurse who had
been supported to attend two courses since discussing
their development needs at their appraisal.

The trust had systems in place to ensure the registration
status of doctors and nurses had been renewed on an
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annual basis. All nursing staff were subject to an annual
check of their registration with the Nursing and
Midwifery Council (NMC) and there was a nominated
Responsible Officer who took responsibility for medical
revalidation.

Newly appointed nurses had an induction to their role in
the department and had a supernumerary period.

The trust recruited nurses from European countries,
including Spain, Portugal, Italy and Greece. These
nurses were given a comprehensive 12-week induction
including lessons to develop their English language;
within this time, they were supernumerary. This gave
them the opportunity to become familiar with nursing
practice in England. At the end of the induction, they
had to complete and pass a medicines management
assessment before being allowed to work
independently.

Patients we spoke with felt confident about the medical
and nursing staff’s ability to care for them appropriately.
In order to better support patients presenting with
mental health conditions, the department had recently
supported one of their adult trained nurses to
undertake their mental health training.

Specialist nurses for example, tissue viability specialist
nurse, discharge liaison specialist nurse and, learning
disability nurse were available in the emergency
department to provide face-to-face training, guidance
and support to staff within these areas.

Education fellows and consultants had created an
education programme that was accessible to all
emergency department staff, including doctors, nurses,
advanced nurse practitioners and health care assistants
through the internet. Simulation training also took place
on aregular basis.

Sepsis training throughout the emergency department
was variable. Nurses told us they received weekly
feedback about the sepsis audit information. Two
agency nurses told us they had received no formal
training for sepsis. Doctors told us that mandatory
sepsis training had been introduced recently.

All consultants working in the paediatric emergency
department were advanced paediatric life support
(APLS) trained. All band six and band seven nurses were
APLS trained. There was always a band six or a band
seven nurse on duty for every shift.

Multidisciplinary working
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We saw evidence of good multidisciplinary team work
on the emergency decisions unit where nursing staff,
primary care coordinators, therapists and medical staff
worked together to ensure patient’s needs were fully
assessed.

The emergency department had access to an
emergency psychiatric team which was nurse led.
However, staff told us that they had to wait extended
periods for mental health assessments out of hours.
This meant patients waiting for mental health
assessments were kept in the Emergency Decisions Unit
(EDU) for long periods whilst waiting for assessment.
There were two porters based in the emergency
department to assist with any relevant tasks as required.
A paramedic and technician and were based in the
assessment bay between the hours of 12pm and 12am
to free up nurses and assist with triaging patients. The
paramedic was trained to take handover from the
incoming paramedic crews. The paramedics reported
good working relationships.

There were three play staff in the paediatric emergency
department. These were partly funded by the children’s
hospital.

Seven-day services

The emergency department was consultant led, and
provided a service 24 hours a day, 365 days a year.
Diagnostic services such as X-ray and computerised
tomography (CT) scanning were available in the
emergency department 24 hours a day.

Mental health support was available 24 hours a day, 365
days a year in the emergency department and the
urgent care centre. Out of hours, an on-call duty
psychiatrist provided cover.

An alcohol liaison team were available between 8am
and 4pm Monday to Saturday.

The frail older person assessment and liaison team
(FOPAL) was available Monday to Friday 9am to 5pm.

Access to information

« Staff within the emergency department received a

handover from ambulance staff relating to the patients
they were receiving. Information was given to a care
coordinator.

Staff in the resuscitation department received a pre alert
from the ambulance service through a dedicated
telephone line where essential information was
communicated prior to the patient’s arrival.
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« All staff had access to the information they needed to
deliver effective care to patients in a timely manner,
including access to test results, risk assessments and
medical and nursing records.

Care and treatment pathways were available for staff to
follow in all areas of the department.

The paediatric emergency department communicated
with health visitors and school nurses by letter where
they were required.

Consent, Mental Capacity Act and Deprivation of
Liberty Safeguards

+ The trust had an up-to-date Mental Capacity Act 2005
(MCA) policy and Deprivation of Liberty Safeguards
(DoLS) policy. The MCA 2005 aims to empower and
protect people who may not be able to make decisions
for themselves. It also enables people to make advance
decisions to plan in case they are unable to make
important decisions in the future. DoLS are part of the
MCA 2005. They aim to ensure people in care homes,
hospitals and supported living are cared forin a way
that does not restrict their freedom inappropriately.
Staff working in urgent and emergency care services
received MCA and DoLS training on induction and as

part of their emergency department mandatory training.

There was also a mental health nurse who delivered
sessions on the MCA, care of the frail elderly person and
dementia awareness. However, staff knowledge in
relation to the requirements of the MCA and DoLS was
variable. We spoke with 10 nurses about the MCA, six of
which told us they did not know when the MCA should
be used and thought it was the same as the Mental
Health Act.

The trust had a process in place for application of DoLS
where it was considered a patient may need to be
deprived of their liberty in order to receive essential

the patient had capacity to make decisions and did not
lack capacity. We asked to see where a further
assessment had been made to indicate the patient
lacked capacity to make a decision. The nurse told us
this had not been completed but they could see the
patient lacked capacity to make decisions concerning
their safety. At the time of our inspection the patient was
not subject to any powers of the Mental Health Act but
was being deprived of their liberty to leave the
department. Under these circumstances, according to
the trust’s DoLS policy a DoLS referral should have been
considered. However, staff told us they did not apply for
DolLS in the emergency department and they did not
understand it.

Staff sought verbal consent from patients prior to
treating them. We witnessed several examples where
staff appropriately gained consent, where patients were
able to give consent, prior to undertaking clinical
interventions. Patients’ also told us that staff had asked
their permission before undertaking examinations and
treatment. Where patients were unable to give consent,
treatment was provided in the patient’s best interest.
Staff in the children’s emergency department were
aware of consent requirements relating to children.

We asked the trust to share with us any audits relating
to the completion of MCAs for patients who attended
the emergency department with a mental health
condition; however, the trust did not audit this
information as a matter of routine.

Requires improvement ‘

We rated the care provided to patients within urgent and
emergency services as requires improvement because
there were times when patients did not feel well
supported or cared for.

treatment. At the time of our inspection we observed a
patient who was living with a mental health condition
and had been admitted to the emergency department.
The patient was being closely monitored by Closed
Circuit Television (CCTV) cameras and was under the
surveillance of a security guard. We spoke with a nurse
who told us this patient lacked the capacity to make

We found:
« Although staff were kind and caring and did their best to

decisions and was waiting for the mental health crisis
team to review them. We looked at the care records for
this patient. An adult mental health proforma had been
completed and a mental capacity assessment had been
undertaken. The mental capacity assessment indicated
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meet the care needs of patients, they did not always see
people’s privacy and dignity as a priority. At times when

the department was overcrowded staff focused on tasks
rather than treating people as individuals.
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« Dignity and privacy was compromised when portering
staff took patients for investigations. We followed the

journey of one person who was living with dementia. We

observed a situation where no conversation took place
to put the patient at their ease. In addition the dignity
and privacy of patients was compromised in the red
areas of majors and in the assessment area of the
department.

« No consideration was given to the gender or culture of
patients who were being nursed in the middle area of

the majors department or in the marked out areas of the

assessment and triage area of the department.
However, we also found:

+ Attimes when the department was calm, staff
demonstrated compassion and we saw a number of
examples of good care.

Compassionate care

+ The trust used the NHS Friends and Family Test (FFT) to
capture patient feedback. [The FFT is a method used to
assess patients’ perceptions of the care they received
and how likely patients would be to recommend the
service to their friends and family]. We reviewed the FFT
results for urgent and emergency services between
August 2014 and February 2016. During this period, the
percentage of patients recommending the department
ranged from 91.7% in August 2014 to 97% in February
2016. The departments FFT response rate around was
around 5%.

+ The trust took partin the 2014 Care Quality Commission
accident and emergency survey. Results indicated the
trust performed about the same as other trusts for 18 of

the 29 questions, and performed worse than other trusts

in the remaining five questions relating to
compassionate care. We found the length of time
patients had to wait to be examined was the biggest
concern for people, which was scored 3.6 out of 10. The
trust scored about the same as other trusts for the
question ‘Were you given enough privacy when being
examined or treated’.

+ Reception staff were very respectful and polite to
patients, assisting them with any enquiries they had. We

observed examples of reception staff showing sympathy

and consideration for patients when they were booking
into the department.

« Throughout our inspection, we observed a very busy
and overcrowded environment in the majors area and
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the assessment area of the emergency department.
Staff did their best to provide compassionate care for
patients and those close to them. However, there were
times when staff were unable to check the comfort
levels of patients whilst they were being cared for in
each of these areas. We observed patients trying to
catch the attention of nurses, who were too busy to
respond to their needs.

On two of these occasions, patients had attempted to
get the attention of a nurse to ask for pain control but
the nurses were too busy to respond.

Although staff did their best to maintain the privacy and
dignity of patients, this was not always possible due to
overcrowding in the department. There were five red
bays in the middle of the majors area on which patients
requiring a trolley waited until a bay became available.
There were no screens to afford the privacy of patients
with male and female patients being located in very
close proximity next to each other. In addition, the way
the trolleys were positioned meant these patients were
facing the bay opposite them and this compromised the
privacy of the patient in the corresponding bay.

Within the assessment area of the department, we
observed overcrowding with patients waiting on marked
out red bays whilst they waited for an assessment
cubicle to become available. We observed patients
being transferred from ambulance trolleys to hospital
trolleys. This was done in view of other patients with no
screens in place to afford the privacy and dignity of the
person being transferred.

If a patient was on a trolley in a red marked out bay
required the toilet they were swapped with another
patient who was in a bay, and then brought back out to
the red marked out area once they had finished.

We spoke with 25 patients and those close to them
throughout the inspection and most patients told us
they were happy with the care they received despite
how busy the nurses and doctors were. One patient told
us “The staff are very caring and respectful” another
patient told us “the staff are always respectful.” Not all
patients however had a positive experience. One patient
told us they felt neglected because they were left on
their own. The patient explained that staff just walked
past them.

We also followed the journey of a patient being taken for
a computerised tomography (CT) scan. The porter
wheeled the patient on their bed to the department and
never once spoke with the patient or the patient’s
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relative. The porter left the patient in a small corridor
outside the CT scan room and placed the bed directly
opposite a bed with a male patientin it. This did not
preserve the dignity of either of the patients. The porter
did not attempt to communicate with the patient or
their relative throughout their journey.

Within the resuscitation area of the department, we
observed that although staff were working under
pressure they were better able to demonstrate
compassionate care that afforded patient privacy and
dignity. All patients were nursed in cubicles which were
screened off and had curtains to ensure privacy and
dignity.

We saw a female member of security responding to a
patient who had a mental health condition. The
member of staff was escorting the patient back into the
emergency department from the outside area. We saw
the member of staff treating the patient with
compassion and kindness.

Understanding and involvement of patients and
those close to them

« Staff explained the treatment and care they were
delivering to patients in a way patients could
understand.

There were however some patients who told us they
had not been kept updated or informed about what was
happening to them. For example, one patient was
waiting to be transferred to the Glenfield hospital but
had not been kept informed of progress relating to their
transfer.

Emotional support

« The hospital had a chaplaincy service and staff told us
they could request support from the chaplaincy team if
this was necessary.

Staff were able to provide emotional support but found
this difficult when the department was crowded and
busy.

We observed times when patients were distressed and
staff were too busy to provide emotional support, for
example we heard one patient in the majors area of the
department calling out for assistance because they were
in pain and uncomfortable. Staff were too busy to
notice. We had to intervene to get a member of staff to
attend to the patient’s needs.
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Inadequate .

We rated the responsiveness of urgent and emergency
care as inadequate because the service was not planned
or delivered in a way that met patient’s needs.

We found:

« Service provision was not planned to meet the cultural
needs of the local population. Despite the demographic
population of Leicester, Leicestershire and Rutland,
signage in different languages within the department
was poor. Leaflets were predominantly printed in
English, although staff told us they could be obtained
leaflets in different languages, they said they often
found it difficult to access translation service. We saw
evidence of this throughout our inspection.

+ Flow through the department was slow because of
delays in transferring patients to ward areas, which
often occurred later at night. Some patients
experienced unacceptable waits to be transferred to a
ward because beds throughout the trust were not
available.

« Because patients remained in the department for long
periods, they were unable to access the ongoing care
they needed. The emergency department did not have
the facilities or resources to meet the needs of patients
who should have been cared for on a ward as well as
provide essential emergency care for patients entering
the department.

« Patients did not have access to pillows. We observed
frail elderly patients within the emergency department
who had no pillow to rest their head on.

However, we also found:

« Staff could access specialist support services such as a
learning disability nurse if they needed to.

Service planning and delivery to meet the needs of
local people

« From April 2015 to March 2016 there had been 155,736
patients, including children who attended the
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emergency department at the Leicester Royal Infirmary.
The emergency department was often overcrowded and
the environment was not sufficient to deal with the
amount of patients who attended the department.
There was an escalation policy which provided
guidance for staff when dealing with periods of
significant demand for services and staff demonstrated
an awareness of what to do in these circumstances.
Recognising the department was not sufficient for the
population of Leicester, Leicestershire and Rutland, the
trust had put together a business case and were in the
process of building a new emergency department,
which would be purpose built and provide more space
to serve the population of the surrounding area. The
new emergency department was planned to open in
2017.

In order to take more control of the flow through the
emergency department, in November 2015, the trust
took over the running of the emergency care centre.
Despite the demographic population of Leicester,
Leicestershire and Rutland, signage in different
languages within the department was poor.

The 8 bedded Emergency Frailty Unit (EFU) comprised
half of the Emergency Decisions Unit, and provided fast
track Acute Geriatric assessments for frail, elderly
patients who were frequently transferred to community
pathways and thus discharged without admission onto
the medical unit. The Geriatrician working in EFU also
undertook frailty in-reach into Majors, working
collaboratively with Primary Care Coordinators, and this
often resulted in admission deferral, again utilizing
either community pathways or community hospitals.
Over the past year, there had been an 8% increase in
attendances in the Emergency Department, but only a
1% increase in admissions, reflecting the impact of both
Acute Medicine and Geriatric Medicine in-reach.

There were well developed ambulatory pathways,
including GPAU, the DVT Clinic and TIA Clinic at The
Leicester Royal Infirmary, and the PE and Rapid Access
Chest Pain Clinics at Glenfield Hospital, thus
reducing the numbers attending the Emergency
Department.

Meeting people’s individual needs

« Thetrust had an interpreting and translation policy.
Staff had access to interpreting services for patients who
did not speak or understand English. The service was
provided externally and included the provision of British
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Sign Language. Staff told us the interpretation service
sometimes found it difficult to allocate a translator. We
saw evidence of this during our inspection where a
patient required a 