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11 January 2012 at 1.00 p.m. in the Board Room, Trust Headquarters, Queen’s Hospital

Questions from the Public
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11. Exclusion of the Public and Press In accordance with the Public Bodies Admission to
Meetings Act), to resolve to exclude members of the public and press from the remainder
of the meeting.
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1 PRIVATE AND CONFIDENTIAL

BARKING, HAVERING AND REDBRIDGE UNIVERSITY
HOSPITALS NHS TRUST

Minutes of the Part | Trust Board Meeting held on the 7 September 2011
In the Board Room, Trust Headquarters, Queen’s Hospital

Present: Mr Edwin Doyle Interim Chair

Mr Stephen Burgess Medical Director
Mr William Langley Non-Executive Director
Mr Keith Mahoney Non-Executive Director
Mrs Ruth McAll Director of Human Resources & OD
Mr Robert Royce Director of Strategy
Ms Deborah Wheeler Director of Nursing
Mr George Wood Non-Executive Director / Vice Chair
Mr David Wragg Director of Finance
Ms Caroline Wright Non-Executive Director

In Attendance: Mrs Carol Drummond Divisional Director, Women & Children’s Division
Ms Shelagh Smith Divisional Manager, Medicine Division
Ms Imogen Shillito Director of Communications
Mrs Christine Robinson Accreditation Manager (Minutes)

2011/043 APOLOGIES FOR ABSENCE

Apologies were noted for Mrs Averil Dongworth, Chief Executive; Neill Moloney, Director of Planning &
Performance; Professor Anthony Warrens, Non-Executive Director and Michael White, Non-Executive
Director.

2011/044 MINUTES OF THE PART | MEETING HELD ON THE 6JULY 2011
The minutes of the meeting were agreed as a true record and signed by the Interim Chair.

2011/045 MATTERS ARISING AND ACTIONS
There were no additional matters arising and the following outstanding actions were discussed.

Iltem 2011/014: An activity report was included as an agenda item; therefore this item was discharged.

ltem 2011/23: Ms Wheeler confirmed the requested update on agenda item 2011/008 had been
circulated. Mr Royce advised that the Capital Programme for 2011/12 had been finalised and was going
to the next Finance & Programme Management Committee. This item was discharged.

Iltem 2011/025: Mrs McAll explained that the Annual Leave policy had been revised to take account of the
impact of staff absences due to the Olympics and the revision was due for approval by the Workforce
Committee. This item was discharged.

ltem 2011/027: Ms Wright confirmed that the two Warning Notices regarding maternity had been
circulated to the new Non Executive Directors. The action relating to the CQC communication plan had

also been completed by Ms Shillito. This item was discharged.

Iltem 2011/029: In the absence of Mrs Dongworth, this item was deferred to the next meeting.
Action: Averil Dongworth 2.11.11
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2 PRIVATE AND CONFIDENTIAL

Iltem 2011/031: Mr Burgess confirmed that the Royal London has an Outpatient Chronic Fatigue Service
structured in the same way as the Trust proposes and it was confirmed that the communications
engagement plan had been implemented. This item was discharged.

Iltem 2011/032: Ms Smith was able to advise that the discussions concerning staff appraisal rates had
taken place. The Interim Chair requested sight of the appraisal figures for the next meeting of the Board.
Action: Averil Dongworth 2.11.11

Item 2011/033: The Board were advised that a paper on Workforce has been prepared and is going to the
Audit Committee meeting tomorrow. This element was discharged.

Mrs McAll advised that staff surveys and HR key performance indicators are discussed at the Workforce
Committee and had been included in the HR report to the Board. Mr Mahoney confirmed the issues
would be discussed further at the Workforce Committee to challenge whether the survey was reflective
of what happens within the Trust. This element was therefore to remain outstanding with a further
report to the next Trust Board. Ms Shillito advised that proactive work was underway for the
forthcoming staff survey which will involved a larger sample group this year.

Action: Keith Mahoney 2.11.11

Iltem 2011/034: The Board noted that a paper on each QIPP workstream would be discussed at the
October seminar meeting. An agenda item covering the Project Management Office staffing was
included in Part Il of the meeting. This item was therefore discharged.

2011/046 QUALITY & PATIENT STANDARDS PERFORMANCE REPORT - JULY 2011
Ms Wheeler updated the Board on the highlights from Mr Moloney’s report.

There had been no MRSA bacteraemias in August and this had brought the Trust back on trajectory; there
had been no MRSA bacteraemias for 134 days. Further work was continuing to audit compliance with
MRSA screening. Mr Langley queried the robustness of the mitigating actions and it was explained that
the new automated system of auditing MRSA screening will allow for greater interrogation of the data.

The monthly target for Venous Thromboembolism (VTE) risk assessments was exceeded with a score this
month of 91.45%. The information was based on audited data that informs the central return.

There had been 4 same sex breaches in July which all occurred within the High Dependency Unit and
were due to delays in transfer of patients who had been stepped down to level 1 (general) care. Thisis a
significant reduction from the May and June figures. The improvement results from improved patient
flow through the Trust, including A&E, which has improved capacity. Mrs Wheeler was able to advise
that the August data, just received, was also showing 4 breaches and confirmed that work was continuing
to reach zero.

This month there had been nine Serious Incidents. Ms Wheeler advised that root cause analysis
investigations are being completed on all Grade 3 and 4 pressure ulcer incidents that require reporting to
NHS London. Seven of the serious incidents relate to the Women’s & Children’s Division, all of which
relate to obstetric reporting triggers. A review of maternity serious incidents has been carried out and
recommendations made to improve processes within the department to ensure timely investigation and
action planning.

The Board learnt there had been a small deterioration in the elective and non-elective readmissions,
although at the present time the reasons for this are unclear. Ms Smith explained that the Division is
looking at the readmissions for non-elective patients as a priority and working with the Community to
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develop pathways for patients with long term conditions such as dementia and chronic obstructive
pulmonary disease (COPD) with the aim of helping them manage their conditions without admitting
them.

Delayed transfers of care (DTOC) had improved from 5.55% in June to 4.15% in July. The year to date
performance is 4.08% against the National target of 3.50%.

Ms Wheeler advised that the number of complaints was increasing with 93 received in July; an increase of
9%. Detailed work is underway to analyse the issues and identify where improvements can be made.
The roll out of complaints management to the Divisions has started with the Women’s & Children’s
Division and the roll out will continue to the other Divisions. Members discussed the management of
complaint backlog cases and noted that contact with all complainants was by update letters, but
proposals to ensure cases are prioritised and the complainant telephoned as suggested by Mr Langley
were being considered. Mrs Wheeler explained that the speed of implementation was largely dependent
on the resource issues within the complaints team and the extent of the backlog. It was agreed that a
report and plan of action should be brought to the next Trust Board that provides a framework, with
deadlines, for this work to be carried out.

Action: Deborah Wheeler 2.11.11

It was reported that the Deputy Director of Nursing, Liz Wright, has taken over the remit for the real time
surveys recording patient experiences at the Trust. Currently there appears to be low levels of awareness
of the survey on the wards and plans are underway to re-launch the process once the issues with the
software are resolved and an update was required for the next formal Board. Mr Mahoney praised the
‘comment book’ he had seen during a ward visit, pointing out that it provided good feedback that staff
found useful and which documented high levels of patient satisfaction with their care.

Action: Deborah Wheeler 2.11.11

The Board noted there had been deterioration in the first to follow up ratio for outpatient appointments
and Mr Royce advised that the Trust will soon be able to send an automated ‘reminder’ text message,
generated from the patient administration system (PAS) for outpatients and those patients booked for
elective surgery. This was warmly welcomed and Mr Royce was asked to ensure there was appropriate
publicity and to update the Board at the next meeting when the process would be going ‘live’.

Action: Rob Royce 2.11.11

There has been a significant reduction in the number of diagnostic breaches reported in July.

Ms Smith advised that length of stays (LOS) are coming down in medicine and for non-elective patients in
July and August, dropping to 6 days and below. Work is currently underway to ensure a robust plan to
cope with winter pressures is in place and this will be accommodated by realignment of bed capacity
between Queen’s and King George Hospital. Mr Langley requested a further breakdown of the data to
reflect DTOCs that were the responsibility of external agencies as opposed to those due to clinical
reasons that were managed internally. Ms Smith confirmed that could be done and would be shown in
the next report.

Action: Shelagh Smith 2.11.11

There had been low cervical screening performance in May but successive months had seen an increase
in performance which, if maintained, will meet the target.

Mrs Drummond reported that she was in discussion with the GP Commissioners to encourage early
booking for maternity patients. In addition, women are now given an appointment at 10 weeks rather
than 12 weeks to improve performance and facilitate greater patient safety and improved outcomes.
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Freedom of Information response rates dropped to 75% in June as a result of reduced performance from
some Divisions. Where such delays are encountered an escalation process is in place and being
implemented.

Mrs McAIl provided a brief update on the two HR indicators: more work was being carried out with the
Divisions to improve appraisal rates and a further push to release staff to attend life support training was
required, although the uptake for the training is higher than last year.

The report was noted by the Board.

2011/047 EMERGENCY CARE REPORT ON JULY 2011 PERFORMANCE

The Trust has achieved 98.54% at King George Hospital and 95.1% at Queen’s Hospital against the target
of 95% for Type 1 attendance. This was achieved through the improved A&E processes where patients
are Rapidly Assessed and Treated (RATted). The RATing process is planned to be extended to longer
hours and at weekends to generate further improvements. A night flow coordinator has also been
piloted at Queen’s and has significantly contributed to the improved performance and will become a
permanent role.

Ms Smith highlighted that three of the quality indicators had been met at King George Hospital and two
at Queen’s; the Trust is required to publish this data and it has, since August, been placed on the Trust’s
website with suitable commentary.

Ambulance handovers have greatly improved and the improvement plan has been recognised by London
Ambulance Service as best practice and, following assessment by the Intensive Support Team, has been
put forward as an exemplar to other Trusts. The Trust is now reported as having the least number of
black breaches out of all London acute Trusts for July. It was suggested that these improvements would
be more easily understood if the graphs showed month-on-month improvements. Ms Smith was asked to
take this request for changes to the presentation of the data up with Mr Maloney to facilitate an update
for the forthcoming Board to Board meeting.

Action: Shelagh Smith 2.11.11

Ms Wright praised the improvements in ambulance handovers and asked if there were any lessons learnt
that could be applied elsewhere. Ms Smith felt that it was staff on the ‘shop floor’ that understood the
problems and had the most to contribute to finding solutions. The Interim Chair asked for the Board’s
thanks to be shared with the team.

It was agreed that the next Board Meeting should review the Winter Surge Plan proposals that should be
clear about what elements were Trust responsibilities and which sat with others. Ms Smith advised that
she was leading the internal planning meetings that are already well underway; with the sector plans led
by ONEL.

Action: Magda Smith 2.11.11

2011/048 MATERNITY SERVICES UPDATE - JULY 2011 MONTHLY REPORT

Mrs Drummond presented the key areas from the report highlighting that 82% of women were triaged in
July against the target of 98%,; this is an improvement on the 19% recorded for June. A new Matron has
been appointed to the labour ward with an immediate objective to develop a contingency plan for
dealing with peaks in demand.

The time to see an obstetrician for high risk women in July was 88% which again is a significant
improvement from June’s performance of 39%. The August data shows this has improved further to 90-
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92% compliance against the 98% target. As with triage data, an IT solution is being explored to replace
the current paper based process and improve data capture.

Correlation between the Trust’s local guidelines for caesarean deliveries and the National guidance was
poor and in order to improve performance, the local guidance is being improved. Mrs Drummond
reported that anaesthetic cover can be problematic and a plan, developed in partnership with the
anaesthetic department, giving three options will be discussed by the Executive Team on the 20"
September. It was confirmed that the Escalation Policy was working satisfactorily and that reports show
the number of vacant maternity beds. It was also noted there were a small number of other guidelines
requiring update. Mr Royce requested a separation of the LSCS data to show the length of time for each
of the separate Grades. Mrs Drummond confirmed that information is now being collected and will be
incorporated into the August report but that the reports are being seen by the Commissioners and
because there is still some variability in performance the assurance rating remains ‘red’; this scoring will
remain until there is sustained improvement.

The Board were concerned that the Commissioners have not defined how long a period of sustained
improvement was required before the red could be downgraded to amber and this would be raised with
them at the next meeting. The Interim Chair pointed out that it was important for the Trust to set its
own deadlines and that Ms Wright should be included in any such discussions. Mrs Drummond
confirmed a meeting had been set for next week.

Action: Carol Drummond / Deborah Wheeler 2.11.11

Mrs Drummond advised that recruitment is continuing and from November there will be a pull away from
agency staff to those employed by the In House Bank.

The review by Anne Douse from NHS London has produced a number of recommendations on the way
maternity governance can be improved and these will be taken forward. There is a clear plan for the
Associate Head of Midwifery for Governance and Quality to address the complaints backlog and complete
the outstanding Serious Incident reports. Themes from complaints are around staff attitude and poor
communication and an external company is currently undertaking an ‘observation’ survey to identify any
leadership or individual factors that can be addressed.

The maternity mandatory training programme has been updated and a training needs analysis is taking
place to identify each midwife’s training requirements. It is anticipated that the review will be completed
by the end of September.

The Trust Board were advised that a plan is in place and work has commenced on developing a home
birth team with the expectation that this will be in place by the end of the year. Mr Langley queried
whether such a team made financial sense and was informed that it did as long as it was underpinned by
a robust risk assessment of the women. She explained that the team would consist of 8-10 midwives that
will also cover antenatal care. During later discussions it was pointed out that the home birth team
would be developed from within the existing resources and not from new recruits.

A cautionary note was introduced by Ms Shillito who stated that the Local Involvement Networks (LINks)
are holding a public meeting next week and will be presenting the patient experiences of maternity care
they have been collating; these are likely to be seen by the public as evidence of the overall quality of the
service. Havering LINk has however provided an ‘Enter & View’ report which is more positive. Ms Shillito
stressed the need for us to demonstrate the improvements we have made in order to improve public
confidence. Visits to the Maternity Department by members of local Scrutiny Committees are planned
for late September.
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6 PRIVATE AND CONFIDENTIAL
The report was noted by the Board.

2011/049 INFECTION PREVENTION AND CONTROL ANNUAL REPORT 2010/2011

The report was presented for information by Ms Wheeler who explained it was a statutory requirement.
The report highlights a number of improvements such as the root cause analysis of MRSA bacteraemias
and Clostridium difficile deaths, the introduction of ward based outbreak management training and
raised staff awareness and reporting of potential outbreaks that has provided the foundation for further
work in 2011/2012. Ms Wheeler explained there is continuous emphasis on improving hygiene standards
and this is demonstrable through the Visible Leadership audits.

The report was noted by the Board.

2011/050 QUALITY & SAFETY COMMITTEE ESCALATION REPORT
Mr Burgess pointed out that a number of the issues highlighted for escalation from the Quality & Safety
Committee had been discussed, or were due to be discussed, as separate agenda items. He proposed
that the escalation report would be more useful in alerting members to issues that required close
scrutiny if it was included earlier in the agenda. The Interim Chair agreed that an item entitled
‘Committee References’ should in future follow ‘Matters Arising’.

Action: Sue Williams 2.11.11
The report was noted by the Board.

2011/051 FINANCE REPORT — MONTH 4 (JULY) 2011/12

Mr Wragg presented the Finance Report and reported there was a £21.4m deficit in the year to date,
with a full year forecast outturn of £57m, against a controlled target of £40m. The figures were based on
a conservative assumption of £7m over-performance so far. Mr Wragg advised that the PCTs were
strongly challenging the Trust on non-elective over-performance and, although already agreed by QIPP
efficiency saving, a hard stance is being adopted by the PCTs that feel the Trust is keeping beds open that
do not need to be. The Trust is continuing discussions with the PCTs and will keep the Board updated.
Ms Smith provided details of an HRG audit of non-elective admissions that is taking place, the results of
which will feed into the Trust’s response to the PCTs. Ms Wheeler also pointed out that for a while A&E
was being run as a ward, due to bed shortages, that meant patients were seen and discharged from the
department without being admitted, and are therefore an unseen group of patients. The Board heard
that the level of patient readmissions and A&E attendances are rising but that this pattern seems to be
replicated in Whipps Cross Hospital’s data.

Mr Wragg confirmed the Trust was working on admission avoidance and reducing lengths of stay but the
schemes were not particularly successful. Mr Burgess added that ambulatory care pathways were also
being developed but the PCTs do not wish to pay any more than last year.

Clinical income actual shows a favourable £3.5m from adverse variance in Divisional incomes, with the
Central Income variance against the profiled part of the £361 Annual Plan

There is £4.2m adverse expenditure for pay, primarily across Medicine, Women’s & Children’s and
Surgical Divisions relating to expenditure of £3.7m, in month, for temporary medical and qualified nursing
staff.

Mr Wragg reported there was a CIP shortfall of £2.7m, year to date, which is compounded by cost
pressures arising from the additional activity. He explained that ONEL has a QIPP joint plan for reducing
our activity down to £7.3m that will save £1.6m in expenditure which if successful will allow the PCTs to
claim £1.6m back from NHS London. Mr Wragg further advised there was a £15.7m shortfall against
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controlled total with potential mitigation against this of £15.4m. Stretch targets are being discussed with
Divisions.

The ISTC has not been assumed to be successful but if the bid is successful will deliver £1.4m. Other
potential savings will rely on achievement of CQUIN targets and the targeting of readmissions. Mr Wragg
concluded that a number of the schemes carry significant risks including readmissions and marketing and
there was extreme pressure to pay bills.

The Board noted the report and decided that in order to allow more time to consider strategies to
address the serious financial situation it would be referred to the Finance & Programme Management
Committee.

Action: George Wood

2011/052 WORKFORCE KEY PERFORMANCE INDICATORS - JULY 2011

Mrs McAIl began by apologising for an error in the Surgical Division section where the Emergency
Division’s data had been accidently transcribed into the data for Surgical Division’s usage of the In House
Bank which should show approximately 198-200 bookings.

The report includes fuller detail on recruitment and agency usage and highlights that sickness absence is
currently over 5% against the target of 4.2%. Occupational Health have been running workshops for
managers and offering case reviews of the 125 staff referrals for sickness.

In the last 12 months the Trust has recruited 210 wte staff, but still had a vacancy of 575 posts equivalent
to 10% of the workforce. Our staff turnover at 12% is also slightly higher than the London average of
11.65%. In answer to a question from Mr Langley, Mrs McAIll advised there was no obvious reason for
the increase in sickness absences. She also advised there was a plan in place to fill the staffing gaps albeit
recognising some recruitment was proving extremely difficult but confirming there was clarity around
where the vacancy/recruitment hotspots were in the Trust.

The number of employment relation cases has drops from 74 to 52 in July with the most common
reasons being disciplinary procedures or a review of the staff member’s abilities.

Mrs McAll advised there was further information on workforce in the Confidential Part Il meeting.
The report was noted by the Board.

2011/053 ACTIVITY REPORT — AUGUST 2011

In the absence of the author or Mr Moloney the report was reviewed by the Board on the assumption
that the figures included Essex patients as well as ONEL patients. Ms Wright felt the report highlighted
the need for a clear marketing strategy. Mr Wood confirmed that discussions had been going on at a
Divisional level and with Brentwood Community Hospital but currently within the Trust there was no
definitive marketing team.

Concern was raised about the downward trajectory of Outpatient referrals but without other intelligence
it was not possible to identify where these patients might be going. Mr Burgess said he had spoken to
the Commissioners and proposed that GPs may be referring patients to Whipps Cross Hospital whose
appointment times are one month less than our own.

Mr Royce explained that a partial solution may be in hand with the introduction of a new outpatient
template for clinics which should ensure new appointments are seen in clinics, thus increasing outcomes
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and improving wait times and theatre activity with the resultant changes becoming apparent from next
month. He cautioned however, that it needs good marketing in order to increase referrals.

It was agreed that marketing should be on the next Strategy Board with clear information on what
marketing is currently taking place.

The Board noted the report.

2011/054 CARE QUALITY COMMISSION ACTION PLAN UPDATE

Mr Burgess presented the CQC action plan for addressing the warning notices for A&E and staffing that
was sent to the CQC by their deadline of the 22" August. The action plan was formatted using the
approved template used previously for the maternity warning notices and included two further action
plans: the emergency access action plan and the pneumonia action plan. To date there had not been any
response from the CQC but it was likely their response would not be forthcoming until the current review
was completed.

The Interim Chair was happy with the layout of the action plan but questioned whether the named senior
responsible officers (SRO) had sufficient capacity to deliver and it was explained that the SRO was
supported by other members of their staff and Ms Wheeler provided an example stating the items
assigned to the Assistant Director of Nursing were largely covered by the Visible Leadership programme.

It was generally felt that the pneumonia action plan needed to be put into the correct format and should
be brought up to date as there were inconsistencies in the dates and timings and actions.
Action: Magda Smith 2.11.11

Mr Burgess went on to advise that the CQC Trustwide on-site investigation was completed on the 23"
August but the original plan for a draft report had been revised so that a final report only would be
available in mid-October. He also explained that the IRP report was also unlikeky to be received until
after the CQC findings have been looked at by the Secretary of State and NHS London.

2011/055 BOARD ASSURANCE FRAMEWORK — QUARTER 1 (APRIL-JUNE) 2011/12
The Quarter 1 Board Assurance Framework (BAF) was presented by Mr Burgess who explained that it had
been discussed at TEC where it was agreed the extreme red risks, which each have an action plan, would
be escalated to the Board. It was pointed out that the grading for foundation trust status was incorrect
and should be showing as red. Similarly, the grading for partnership working was also incorrect based on
the previous discussions about PCT unwillingness to fund our over-activity. It was agreed that Mrs
Wheeler would discuss the partnership grading with Mrs Dongworth to ensure the correct grading was
shown in future.

Action: Deborah Wheeler 2.11.11

There was consensus that all the items on the ‘quick glance’ section (pg.2) required a narrative within the
report to justify its grading. Ms Wright although felt that the BAF would benefit from clear deadline
against which progress could be monitored, this suggestion was generally accepted.

Mr Royce was not aware of the patient records issues in maternity that were showing as high orange as
these were not included in the capital programme and it was recommended that he have a separate

discussion with Mrs Drummond.

Mr Burgess agreed to take these comments on board for the next iteration.
Action: Stephen Burgess 2.11.11
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The report was noted by the Board.

2011/056 INTERIM CHAIR AND CHIEF EXECUTIVE’S REPORT
The report was submitted for information and the members were offered the opportunity to ask
guestions of the Interim Chair. No questions were raised.

The Interim Chair asked for the Board’s congratulations to be extended to Mr Aklak Choudhury,
Respiratory Consultant and Associate Divisional Director for Medicine for being shortlisted as a finalist in
the ‘Best use of IT to promote patient safety’ category for his work on the electronic handover system.

Action: Averil Dongworth 2.11.11
The report was noted by the Board.

2011/057 CANCER SERVICES MANAGEMENT BOARD ANNUAL REPORT
The report, presented for information, was felt to demonstrate that Cancer Services has performed well,
but nationally could do better. Mr Wood felt there were too many items with missed deadlines with no
explanation of why or what actions were taking place to address the failing therefore it was not possible
to identify risks. Mr Burgess explained the report was for 2010/11 and that the National cancer survey is
currently being redone. Mr Burgess agreed to take the queries back to Cancer Services and would
request an update of the action plan for the next Quality & Safety Committee.

Action: Stephen Burgess 2.11.11

2011/058 MINUTES OF THE QUALITY & SAFETY COMMITTEE MEETING HELD ON THE 14™ JUNE
The Part | minutes of the Quality & Safety Committee were noted by the Board.

2011/059 DRAFT AGENDA FOR NOVEMBER TRUST BOARD AND ROLLING PROGRAMME FOR 2011
No amendments or additions were put forward for either document.

2011/060 ANY OTHER BUSINESS
The Interim Chair advised that he had been in discussion with the Chair of ONEL about reciprocal
arrangements at Board meetings for Non-Executive Directors. This was agreed and Ms Wright would be
our representative and her contact details would be passed through to the ONEL Chairman.

Action: Sue Williams

The meeting closed at 4.45 p.m.
The next meeting of the Barking, Havering & Redbridge University Hospitals NHS Trust Board will take

place on Wednesday 2 November 2011 at 1.00 p.m. in the Board Room, Trust Headquarters, Queen’s
Hospital.
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About this report

The Care Quality Commission (CQC) is the independent regulator of health
and adult social care services in England. The main objective of the
Commission in performing its functions is to protect and promote the health,
safety and welfare of people who use health and social care services. The
Commission has the power to conduct an investigation into the provision of
NHS care under s48(1)(2)(a) of the Health and Social Care Act 2008. It does
so where there is evidence of a significant problem that affects a whole care
economy.

This report is on the findings of an investigation carried out by CQC at
Barking, Havering and Redbridge University Hospitals NHS Trust. It focuses
mainly on the quality and safety of care provided at King George Hospital and
Queen’s Hospital.

This report should be read in conjunction with the review of compliance reports
published by CQC in June 2010, October 2010, March 2011 and April 2011
and available on our website. These provide further details of the trust’s
performance in meeting the essential standards of quality and safety detailed
in section 20 of the Health and Social Care Act 2008.

Two of the outcomes on which we collected evidence (Outcome 6:
Cooperating with other providers and Outcome 7: Safeguarding people from
abuse) will be published after the publication of this main report, as we are still
collating evidence on these issues.

This is to ensure that we can publish this report as quickly as possible, so that
prompt action can be taken by the trust and its NHS partners to improve the
quality and safety of services delivered to patients.
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Executive Summary

The trust had a history of poor performance under the previous regulatory
framework. It has long-standing and escalating debts (in 2005-2006 this was
just under £16m; by 2009-2010 it was close to £117m). There have been
numerous changes at executive level.

At the time of CQC registration, the trust had a high number of ‘conditions’
placed upon it to require improvements in care. A series of unannounced
inspections in 2010-2011 resulted in some of these being lifted, but also
resulted in warning notices being issued to the trust (in March, June and July
2011) on staffing levels and maternity care.

CQC saw some evidence of improvements being made in response to these
notices, but the trust’s overall capacity to respond to the extent and level of
CQC'’s concerns is in question. Throughout this period, we continued to
receive information about poor quality care from patients and the public.

The investigation

CQC’s judgement was that continuing to tackle poor performance at the trust
on a case-by-case basis was not going to address deep-seated issues around
the quality of care. As a result, CQC took the decision to launch a full
investigation into the quality of care provided by Barking, Havering and
Redbridge University Hospitals NHS Trust at Queen’s Hospital and King
George Hospital.

The investigation was announced on 29 June 2011. A team of CQC
inspectors and external expert advisors — including experts in maternity,
accident and emergency, and nursing care — began the investigation on 4 July
2011.

The investigation was designed to assess the systems and procedures the
trust has in place to ensure that people are protected against the risk of
inappropriate care and treatment. The team focused on three care pathways —
maternity, elective vascular surgery, and emergency care, and examined the
trust’s governance and management systems.

Evidence gathering took place from July to September. Both main hospital
sites were inspected, during which we spoke to patients about their
experiences and observed care being delivered. We interviewed more than
200 hospital staff in private, and spoke to staff from 13 different stakeholders.
We received further information from more than 100 people who had used the
trust’s service, through interviews and written submissions. MPs and local
councillors submitted their views and the views of those they represent.

Our key findings

Despite some signs of improvement in recent months, patients remain at risk
of poor care in this trust, particularly in maternity services. We have identified



ongoing concerns in emergency care and in radiology. Widespread
improvement is needed in patients’ experiences; patient flows; the
management of complaints; staff recruitment; and governance.

Long-standing concerns in maternity services have progressively worsened.
The most significant problems were identified at Queen’s Hospital during our
investigation, although elements of poor care were present across both sites.
These include poor clinical care, a service operating in isolation, abusive
behaviour by some staff to patients and to their colleagues, a lack of learning
from maternal deaths and incidents, and a lack of leadership from senior
management. The attitudes of some midwives continue to cause concern
among patients and staff.

Accident and emergency services at Queen’s Hospital have struggled to meet
the four-hour target for admission. A tipping point was reached last winter
when the quality of services began to collapse. There have been some
improvements in 2011 which the trust needs to consolidate to reduce the risk
of poor care happening again.

Concerns were identified in other clinical delivery areas, including in the day
case surgical unit and interventional radiology, with delays having an impact
on treatment and care. An external review of interventional radiology in June
2011 gave the service an amber rating. Evidence from staff gathered during
our investigation supported these concerns.

We have a number of present concerns about the safety and suitability of
premises at Queen’s Hospital, supported by accounts given by staff and
patients during our investigation. It can be difficult to navigate and signage is
poor; some wards and clinical departments do not have natural light, and
there are line of sight problems in the emergency department and general
wards. There is a lack of waiting space in the urgent care centre and poor
facilities in the theatre recovery unit for patients who are cared for in that
facility for up to 23 hours.

The design of the emergency department at Queen’s Hospital also
contributed to problems with equipment which staff raised during our
investigation; some equipment cannot easily be shared between different
areas. Disposable equipment in some clinical areas tended to run out.

There has been a gradual reduction in the number of permanent staff
employed though staffing establishments have risen, with staff acknowledging
that senior managers have had to focus on the trust’s debt. Many vacancies
have been filled by agency, locum or bank staff with an impact on the quality
of care. Data from June and July showed significant vacancy rates in some
staff groups. Staff told us that the trust has recently taken positive action to
recruit more permanent staff, particularly midwives and nursing staff in the
emergency department. Concerns remain regarding the number of medical
vacancies.



Trust governance systems are reported as weak and corporate governance is
underdeveloped. Governance systems have recently changed, but lines of
communication in the new structure are unclear and there is a risk of
duplication or issues being missed. The trust was reliant on external reviews
to identify issues, and while it held extensive performance information, this
was not used to drive change. There was a lack of learning from incidents,
with investigations identifying recurring themes.

The trust’s response to complaints has been very poor for a number of years,
with a high number of complaints received each year and frequent breaches
in timing and quality of response. The level of distress caused by poor
complaint handling was, in some cases, reported to be as bad as the poor
care experienced in the first place. The trust is seeking to put this right, but
this was raised by stakeholders (particularly MPs and local councillors) as one
of their biggest causes of concern apart from quality of care.

There is past and current evidence of poor leadership from some managers
and a culture among some staff of poor attitude and a lack of care for
patients, especially in maternity. There is recent evidence that this is
beginning to change due to the efforts of the new chief executive, the director
of nursing and medical director.

We identified a lack of cohesion across the trust. Divisions do not work
together effectively to improve the quality of patient experience. This is
particularly stark in the flow of patients out of the emergency department.

Capacity is a current and future challenge, particularly at Queen’s Hospital.
Efficiency gains that were supposed to happen have not come about. There
was a universal view that too many women now attend Queen’s for maternity
care and that it cannot cope.

The problems highlighted around accident and emergency last winter were in
part due to capacity, in part to poor care flows, and also due to interim
management arrangements that prevented permanent staff from contributing
views that could have improved care. Ownership of problems has since
returned to permanent staff and some improvements in quality (e.g. a rapid
assessment and treatment service for major cases) have been seen. The
durability of these will be tested over the winter months.

During our investigation, we did receive information from patients who were
happy with the quality of care they experienced. This was acknowledged by
stakeholder groups (although the latter did raise ongoing concerns about
quality, particularly in maternity services).

Almost without exception, members of staff were positive about the impact the
new chief executive is having at the trust. They have embraced the chief
executive’s inclusive style and believe, for the first time in many years, that
there is a real opportunity for positive change.

What needs to be done?



CQC has set out a range of recommendations the trust must fulfil. CQC will
monitor implementation, but the trust needs the support of organisations in the
local health economy, including NHS London and commissioners. The
significant changes that are needed, in particular on capacity, are likely to
challenge both clinical flows and trust finances.

Many leaders and managers in the trust have been overwhelmed with day to
day difficulties and need support to turn the trust around. CQC believes this
support must take the form of working with the chief executive and other
leaders and staff at the trust, rather than seeking to impose change.

The area of greatest concern remains maternity services. Improvements must
be made in a short time frame to ensure the immediate safety of women using
services, while medium and long-term answers must be found to capacity
problems.

The trust must prepare for the challenges the winter will pose to emergency
care. Patient flows through the organisation need to improve. The
organisation must function as a whole and services must not operate in
isolation.



Detailed Findings
Respecting and involving people

The trust has had poor results from national patient surveys, particularly about
dignity and respect. The trust has systems in place to capture the views of
patients, but it is not clear that these have been used effectively to improve
the quality of services. New electronic systems collect patients’ experiences at
Queen’s Hospital; initial results support the national surveys that identified
variations in the quality of patients’ experience.

There is evidence that some women were not treated with dignity or respect in
maternity services at Queen’s Hospital. Both staff and patients raised
concerns over the attitude of some midwives. The trust receives a high
number of complaints about the quality of patients’ experience in maternity
services especially with regard to poor staff attitude.

Patients also experienced a lack of dignity and respect in the emergency
department during the winter of 2010-2011 for example patients were waiting
for many hours to be treated or admitted to hospital. Concerns were identified
in the day case surgery unit, where patients often stayed for up to 23 hours in
facilities that compromises their dignity and respect.

Care and welfare of people

There is evidence that there is some improvement to the quality of care in
emergency services. However, historically the emergency department at
Queen’s Hospital has had difficulty in meeting the four-hour target to admit
patients and despite improvement in the last four months there are still
challenges to over come to ensure the flow of patients is effective.

There were concerns regarding poor quality care in maternity services
especially at Queen’s Hospital, for example some women in labour did not
receive epidural pain relief as quickly as they should; one woman recently
having to wait nearly two and a half hours. There were concerns in other
clinical delivery areas, including the day case surgical unit and interventional
radiology; for example delays in reporting radiological examinations that
impact on treatment and patient care in the trust. There were concerns over
discharge arrangements, for example delays in providing discharge
medication in a timely fashion.

Although most of the information received from patients and relatives outlined
poor experiences for patients, we did receive evidence where patients and
their relatives had received good quality care.

Cleanliness and infection control
There is a well-resourced infection prevention team that carries out audits,

reports to the trust’s board and provides education for staff. There were some
concerns about the number of patients developing Clostridium difficile



infections at the trust but fewer concerns about methicillin resistant
staphylococcus aureus (MRSA) infections. Wards and departments that we
visited were generally clean and we saw staff maintaining their hand hygiene.

We had some concerns about the storage of intravenous fluids on wards, and
the cleanliness of public toilets in the emergency department at Queen’s
Hospital. The infection prevention team worked effectively to resolve another
issue we raised ensuring patients were screened for MRSA before being
admitted to hospital.

Management of medicines

We had concerns about the recording of administrating medicines to patients,
and the timely provision of medication when patients are discharged from
hospital. We also had concerns about access to adequate pain relief for
women in labour and on some general wards. There is some evidence of
audit and feedback, though the pharmacy newsletter sharing this information
has only recently been published. There is evidence of changes to practice as
a result of audit, and of a culture that supports the reporting of medication
errors in the emergency department and corresponding learning by staff.

Safety and suitability of premises

There are a number of concerns at Queen’s Hospital with regard to premises.
The hospital is circular in design, and it can be difficult to navigate the ground
and first floor as wards and departments are set out in an outer and inner
circle configuration. Signage is often poor especially on the ground and first
floors. Some wards and clinical departments on the ground and first floor do
not have access to natural light and this provides a poor environment for
patients and staff. There are line of sight problems in the emergency
department and on general wards, where due to the nature of the design
some patients cannot be observed easily. There is a lack of appropriate
waiting space in the urgent care centre, and poor facilities for patients who
have to stay for up to 23 hours in the theatre recovery unit.

No such problems were identified at King George Hospital.
Safety, availability and suitability of equipment

Access to equipment was generally satisfactory, at King George Hospital. At
Queen’s Hospital we had concerns over the availability of medical devices
such as monitors and pumps. Staff in the emergency department raised
particular concerns over access to medical devices and other equipment,
though this is in part due to the nature of the design of the department where
equipment cannot be easily shared between different sections for example
‘majors’ and ‘minors’ (areas of an emergency department that treat patients
that have differing severities of illness or trauma). Managers said that
concerns about access to equipment had always been voiced by staff at
Queen’s Hospital since it opened in 2006, and suggested that this was partly
due to the complexity of patients’ conditions. Not all staff voiced concerns;



those in the intensive care unit told us that access to medical devices was
good.

Staffing and supporting workers

There has been high usage of temporary and locum staff, and staff
acknowledged that the focus of the senior managers has been the financial
debt of the organisation. Many of the vacancies have been filled on a daily or
short term basis by agency, locum or bank staff. This is reported to have had
an impact on the quality of care. The trust has recently employed a number of
nurses and midwives in areas such as emergency care and maternity, but we
still have concerns about the numbers of medical staff, therapists and other
support staff.

The trust has not carried out skill mix reviews nor needs analysis in any
systematic fashion or acted on those reviews that have been undertaken.
There are examples where the trust did not utilise staff appropriately
according to their clinical skills. For example midwives who have been trained
to undertake the first postnatal mother and baby checks not utilising these
skills. There are also examples where the trust may not have been getting the
best value for money in terms of Agenda for Change grading with some
groups of staff. There is a need to make better use of unqualified support
staff, and to ensure that more support staff are used in a variety of clinical
specialities.

The trust has been dealing with high numbers of poorly performing staff, the
numbers of which have been increasing year on year and are higher than
comparable trusts. The trust has processes in place to support managers,
however many staff articulated that they believe there is a lack of support for
managers to deal with these performance concerns, and a perception that,
poorly performing staff not being dealt with effectively.

The trust is a university hospital and has formal links with educational
establishments. There are well-developed systems for education and training
in place, and staff have access to these with some exceptions. Where there
are vacancies in staff groups permanent staff have difficulty accessing
mandatory and professional development. We had concerns about adequate
supervision of midwives and training grade medical staff. Appraisal is one
area that staff did not raise concerns about, and this is reflected in the
national staff survey.

Assessing and monitoring the quality of service provision

The trust’s governance systems are reported as weak and do not provide
assurance which would allow the board to fully manage the task of leading the
organisation. Evidence regarding the governance reporting structures do not
include all the committees operated by the trust, and lines of accountability
are unclear. There was a risk of duplication and limited evidence of
communication between groups. There was an underdeveloped corporate
governance system in place. The trust was reliant on external reviews and
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inspections to identify issues rather than through its own internal monitoring
systems and the trust has been slow to implement changes and drive
improvement.

The trust held extensive performance information, which was not being used
effectively to drive change. There was a risk that the trust board were
overloaded with information due to the number of committees and external
reviews. There was a lack of learning from incidents, with investigations into
serious untoward events identifying similar contributory factors to those found
in previous incidents.

Complaints

The trust’s response to complaints has been very poor. The trust received a
high number of complaints each year as compared to trusts of its size and has
a high number of complaints currently with the Parliamentary and Health
Service Ombudsman. The trust frequently breached its own guidance on the
timeliness of responses and its responses were often simply a record of the
treatment an individual received with no response to the actual complaints
raised. The trust has recognised this and is making changes to its complaints
process to ensure ownership at a local level.

Records

The quality of records that we looked at were generally in line with established
standards, but we did see some patient records and assessments that had
not been completed fully. There were difficulties regarding the retrieval of
patient records resulting in multiple temporary records for the same person
being created and risks of records being mixed up. There are a number of
different electronic patient information systems, which do not necessarily link
to each other or the hospitals main patient administration system.

Maternity services have their own records system and clear links were not
made with other hospital records. There were problems with maternity records
being lost and misplaced and poor completion of maternal assessments.

Leadership

There have been a number of changes at executive level at the trust in recent
years. The trust has focussed on reducing its financial deficit, and at the same
time the quality of care has suffered. There is evidence of poor leadership
from some managers and a culture amongst some staff of poor attitude and a
lack of care for patients, especially in maternity services. There is also
evidence amongst the staff that this culture is beginning to change and that
the new chief executive, the director of nursing and the medical director are
seen to be working well together. Staff believe that the chief executive is
listening to them and are encouraged that their voices are being heard.

Capacity
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There are challenges for the trust in terms of capacity at Queen’s Hospital.
There has been a gradual transfer of services from King George Hospital to
Queen’s Hospital, but the efficiency gains that were supposed to occur at
Queen’s Hospital have not come about.

The majority of maternity services are now provided at Queen’s Hospital.
Staff, stakeholders, patients, and evidence from external reviews all indicate
that too many women now attend Queen’s Hospital for their maternity care,
and that the trust cannot cope with the level of activity.

The trust has had difficulty in ensuring that patients are admitted from the
emergency department in less than four hours particularly at Queen’s Hospital
since it opened in 2006. There has been a traditional approach to how
patients are managed and move through the department, and a lack of staff
and poor inter-divisional working that has further restricted the flow of
patients. For example once a decision to admit a patient has been made,
some clinical specialities, require a junior member of the medical team to re
assess the patient in the emergency department rather than the patient simply
being transferred to that speciality.

The emergency department reached its tipping point last winter when the
quality of service began to collapse. This was partly due to the fact that
emergency services were not part of the medicine division, and due to interim
management arrangements that had been put in place at that time. Staff told
us that changes had been made to the systems and processes in the
emergency department on a daily basis with no regard to or inclusion of staff
in the department. One staff told us that if ‘you didn’t agree with the interims
you were moved aside’.

When the current chief executive started at the trust, the interim management
arrangements were changed and the emergency department brought back
into the medicine division. Ownership of problems returned to the staff in the
department. Since then there have been improvements in the quality of the
emergency service, for example the department has introduced a rapid
assessment and treatment service for patients brought in to the ‘majors’
stream, which ensures that patients are treated more quickly.
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Recommendations for the trust

As a result of this investigation, we have 73 separate recommendations that
the trust must fulfil. They are set out at the end of each relevant chapter in this
report. There are two strategic recommendations set out below. Because of
the concerns identified in maternity services, the recommendations that the
trust must fulfil in that service are also set out below.

The trust will need to develop an action plan that ensures it will implement
substantive change and improve the quality of patient experience across the
organisation. The Care Quality Commission will monitor the implementation of
this action plan via its local compliance team.

The trust has a number of urgent problems to solve and to do so effectively
will require the support of organisations in the local health economy to
achieve this including its commissioners and NHS London. The correct
support is required to allow staff to retain ownership of the problems that exist
in the trust, and develop the solutions that are required to deliver high quality
services.

However, many of the leaders and managers who are required to lead the
cultural and organisational change programmes have been so overwhelmed
by the day to day operational difficulties that they have not been able to work
strategically. Therefore the support required will be to ‘work with’ the staff to
turn the trust around and not ‘do to’ the staff to turn the trust around.

The trust has a large and challenging agenda ahead of it. It needs to ensure
that it has in place managers and leaders who can lead and support the
cultural change that is required.

The area of greatest concern remains maternity services; poor service culture
remains in pockets, staff shortages, an isolation from the rest of the
organisation and weak governance systems. Improvements need to be
achieved in a short time frame to ensure the immediate safety of women
using its services, whilst developing long term solutions.

The trust needs to ensure that it can cope with the upcoming winter pressures
in its emergency departments and ensure the flow of patients through the
whole organisation is efficient. To do this staff must ensure that they think
creatively about how services can be delivered, and not just through
traditional models of health care delivery. The organisation must function as a
whole entity and not as appears in isolated competitive divisions and
departments. The trust needs to consider how it uses all its current capacity to
allow high quality patient services to be delivered across all trust sites.

The trust needs to ensure that it has monitoring systems to avoid further
tipping points in other clinical services. For example there are concerns in
radiology; these need to be dealt with promptly and the quality of service
improved to ensure that the risk of serious untoward incidents occurring is
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reduced. The trust needs to ensure that the experience of patients in areas
such as day case surgery is improved.

In addition there is a need to lead the staff of the organisation on a journey of
cultural change. The cultural change programme is required so that those
staff who undoubtedly endeavour to provide a high quality service, are not let
down by their colleagues and that patients can feel confident that problems
are dealt with. The change programme should include robust, fair and
transparent processes to deal with cases where individuals have dealt with
patients and their colleagues inappropriately.

The trust need to assure themselves that those services that were not
included in the pathways for this investigation are also safe and that the
quality of patient care and experience can be assured. Again this can be
achieved with appropriate external support.

Strategic Recommendations

e The trust in conjunction with NHS London should seek appropriate
external expertise to support a programme of organisational change and
service improvement.

e The trust in conjunction with its commissioners and other partners should
identify and implement plans to secure a long term solution to reduce over
capacity at Queen’s Hospital.

Recommendations for the trust for maternity services

The trust must:

¢ In conjunction with its commissioners and other partners identify and
implement immediate solutions to deliver safe maternity services at the
trust especially at Queen’s Hospital whilst developing plans to secure a
long term solution.

e Ensure that it configures its maternity services wards and departments
appropriately to improve the quality of antenatal and postnatal care at
Queen’s Hospital.

e Ensure that there are suitable numbers of midwives to provide one to one
care for all women during established labour.

e Ensure that learning from incidents in maternity services takes place to
reduce the risk to women of unsafe care.

e |t takes appropriate steps to ensure that all women can receive adequate
pain relief when they require it.

14



Further improve the maternity triage process with the introduction of
regular monitoring and learning to ensure that services improve for all
mothers.

Take appropriate action to ensure that babies are not transferred to the
neonatal care unit unnecessarily.

Ensure it utilises all staff and systems effectively to improve the discharge
process.

Undertake a skill mix review in its maternity services for example Birth
Rate Plus.

Continue with its recruitment plans in maternity services to ensure that it
has suitable numbers of qualified staff across all service delivery
departments.

Review the clarity of its reporting processes with regard to CTG training in
maternity services.

Increase the level of training on the interpretation of CTG’s so that all staff
have undertaken this.

Increase the number of supervisors of midwives as a matter of priority to
improve the quality of supervision, and reduce the burden on those
currently in post.

Improve the quality of record keeping and records management in
maternity services.

Assure itself that it has the right managers and leaders in maternity
services to deliver high quality safe services for women.
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Background to the investigation

The trust

Barking, Havering and Redbridge University Hospitals NHS Trust (the trust)
serves a population of around 700,000 in outer north east London. It operates
across two main sites at Queen's Hospital in Romford which opened in 2006
and King George Hospital at liford which opened in 1993.

The trust provides services to people across three local authority areas;
Havering, Redbridge, and Barking and Dagenham and general and emergency
services to the population of west Essex with some specialist services to all of
Essex, e.g. neurosurgery. The three areas have different demographic
backgrounds. Havering has a population of around 232,000 with low levels of
deprivation, Redbridge has around 264,000 people with average levels of
deprivation, and Barking and Dagenham has around 172,000 with high levels
of deprivation.

Queen’s Hospital at Romford sits within Havering local authority and so is the
main hospital for that population, while King George Hospital is located at
lIford and mainly serves the population within the areas of Redbridge and
Barking and Dagenham.

There are two other locations registered to the trust, Barking Community
Hospital and Victoria Hospital.

Previous performance

The trust has performed poorly for a number of years with regard to NHS
regulation. Over the course of the previous regulatory framework (the Annual
Health Check), the trust was rated ‘weak’ on both quality of care and use of
resources in the year 2008-2009.

The trust has had long-standing financial debt and concerns over the quality
of care. In 2005-2006 its cumulative debt was just under £16m; by 2009-2010
this had risen to just under £117m.

There have been numerous changes at executive level in recent years, and a
new chief executive started February 2011. There is an interim chair, and a
substantive post is currently being advertised. The director of nursing has
been in post for 18 months. A new medical director started in May 2011; prior
to this since from November 2009 the post was covered by non permanent
appointments.

CQC regulatory action to date
CQC registered the trust in April 2010 under the new regulatory system under

the Health and Social Care Act 2008. We placed eight conditions on its
registration, one of the highest numbers for NHS trusts in England.
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During 2010-2011 we carried out a number of inspections to review whether
the trust had made sufficient improvements against these conditions. We
noted some improvements and lifted seven of the conditions. One remains in
place, with regard to having sufficient numbers of staff in maternity services.

It was during this ongoing monitoring of the trust’'s compliance with the
essential standards of quality and safety, that we identified further concerns
particularly in the trust’'s maternity and emergency services, and specifically at
Queen’s Hospital. There had been 5 maternal deaths in the 18 months before
we began the investigation two of which were in 2011, and we received
numerous concerns from patients, members of the public and other
stakeholders.

Acting on this information, we issued warning notices to the trust in March
2011 in respect of staffing levels and concerns about maternity care. We
issued a further warning notice in June 2011 in respect of emergency care.

We issued a further warning notice in July 2011 concerning staffing levels in
the trust’s general wards.

We conducted further compliance inspections in September 2011 to review
what progress the trust had taken regarding the final condition it had place on
its registration in 2010.

After the warning notices were issued the trust began to improve some areas
where concerns had been raised for example it employed more permanent
staff.

However despite the warning notices being served we continued to identify
concerns at the trust, and we continued to receive information and reports of
poor quality care from patients and the public. In light of this we took the
decision to carry out a formal investigation of the trust.

How we carried out this investigation

We began the investigation on 4 July 2011. The inspection team consisted of
CQC staff and external expert advisors.

The terms of reference are reproduced in Appendix A.

Out aim was to assess the systems and procedures that the trust has in place
to ensure that people are protected against the risk of inappropriate or unsafe
care and treatment.

To do this we looked at three particular pathways of care; maternity care,

elective care and emergency care. We also examined the trust’s governance
and management systems.
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We reviewed data supplied by the trust. We visited both main hospital sites.
During the site visits we talked with patients, and observed care being
delivered; and carried out over 200 private interviews with members of staff.
We interviewed staff from 13 different stakeholders.

We held a number of private interviews with patients and members of the
public at locations across llIford, Romford and Barking as well as receiving
written submissions. In total we received information from over 100 people
who had experience of the trust’s services.
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Main findings of the investigation

Respecting and involving people (Outcome 1)

The trust has poor results from national patient surveys, and whilst it has
systems and processes in place to capture patient experiences, it is not clear
from the data supplied by the trust that the evidence is being used to
effectively improve the quality of care and to allow patients to know what has
changed. Patients and relatives told us that on many occasions they didn’t
feel that they were involved in decisions about their care, and this is
supported by survey information.

From a review of information supplied by the trust, we saw evidence that it
has a number of committees or groups that examine patient experience and
include patient representatives. While these groups appear to discuss a large
range of areas that affect patient experience it is unclear, from the information
provided, how these groups actually affect changes in outcomes for people
who use services. Similarly in response to the poor national survey results the
trust has devised a number of actions to address areas such as information
provision. Many of these actions involve reviewing and enhancing existing
practices, but from the information provided it is not clear what effect these
have had on outcomes for people who use services.

The trust has a patient experience strategy in place for the years 2010-2013
which includes 10 aims (areas). These include improving communication,
fundamentals of care, patient and public involvement and end of life care.
However, the trust performed poorly in both national patient surveys
conducted during 2010 with the trust scoring in the worst 20% of
organisations in England for 40 (out of 77) questions in the 2010 inpatient
survey and 18 (out of 19) questions in the 2010 maternity survey. We were
told that previously staff were not aware of these patient surveys, nor were
they being made aware that the trust was performing so poorly. Although
progress has been made this lack of communication was also expressed to us
by staff. The main areas of problems highlighted by these survey results were:

1. Communication with patients and information provision

2. Involvement of patients and carers in decisions about care
3. Patient choice

4. Respect and dignity

5. Confidence and trust in staff

The director of nursing at the trust has introduced a visible leadership
programme to begin to address some of the concerns raised in surveys and
complaints. Audits have been undertaken which demonstrate some
improvements in discharge planning, privacy and dignity and pain
management; with audits taking place as part of a rolling programme.
However as this is a recent introduction insufficient data was available to
allow for confidence in the effectiveness of the outcomes. One member of
staff told us
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‘Visible Leadership happens on a Thursday afternoon 2 to 4pm, every
two weeks. It focuses on patient experience. (They) discuss what staff
want to talk about and (she) feels they are good meetings.

In addition to locally arranged visible leadership meetings, trust wide visible
leadership events take place weekly.

In January 2011 the trust introduced electronic patient surveys which can be
accessed by patients on wards through hand-held touch-screen devices.
There are also a number of kiosks around the hospital in public areas
including the accident and emergency and outpatient departments that
patients, relatives or visitors can access to provide feedback. Currently this
system is only in place at Queen’s Hospital, though we were told that there
are plans to introduce it at King George Hospital. For inpatients that have
been discharged there is also a link to the surveys via the homepage on the
trust’s website. Results from the first 6 months since this system was
introduced show that the medical division scores below the trust average
across the 11 question areas; while the surgical division scores equal to or
above the trust average in all 11 question areas.

The outcomes from over 600 people who have utilised the public kiosk at
Queen’s Hospital in the emergency department were reported. The results
were mixed; nearly 50% of patients waited over an hour to speak with a nurse
or doctor, and whilst 52% of patients answered positively about being involved
in decisions about their care, 40% did not. In addition to this, 35% of patients
felt they were not treated with dignity and respect, and nearly 50% felt that not
enough was done to control their pain.

The trust has also introduced an hourly vital signs check so that basic
observations such as blood pressure and pulse can be checked as required
and staff check the condition of their patients. When talking with staff whilst
they were aware of this initiative some emergency department nursing staff at
Queen’s Hospital told us that in practice they do not do these checks as they
do not have enough time.

During our site visits in July and August 2011, we observed and spoke to
patients across a variety of general wards, the medical admissions unit,
intensive and high dependency units and the emergency department. We saw
and patients told us that staff took the privacy of patients seriously. We
observed the majority of curtained bays or bed spaces were displaying do not
enter signs and when staff were wishing to enter these spaces they would
check with the patient first. We observed staff speaking to patients with
respect.

However, the experience of patients in the emergency department during the
winter of 2010-2011 was not good. Of the information we received from
patients fifteen were in relation to poor care in the emergency department,
only two identified good patient experiences in the emergency department.
The main complaint has been in relation to a lack of basic nursing care and
privacy and dignity being maintained, and many instances where patients
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were being kept in the emergency department for several hours, where
patients and/ or their relatives were not provided with information and were
not aware of what was happening to them.

Staff attitude towards some women in maternity services has been poor. We
received information from over thirty individuals who had experienced what
they considered to be poor quality care. The theme of these concerns range
from women routinely being ignored and their description of their labour being
dismissed by staff; being left alone for long periods of time whilst in labour,
being spoken to rudely by staff and not receiving adequate pain relief. One
woman was denied assistance with her hygiene needs despite asking for help
on numerous occasions. Another woman told us that she was told that she
needed to hurry up and give birth as the midwife’s shift finished at 7am.
Another woman told us that she had presented to the maternity triage at
Queen’s Hospital after her waters had broken; she suspected that there was
meconium in her waters; she was in a lot of pain and required pain relief. On
telling the midwife this, the midwife ignored the woman concerned, turned to
her colleague and said ‘and she thinks it hurts now’.

This attitude was not only directed at women in labour; information was
provided to CQC regarding the experience of the husband of a woman on the
antenatal ward at Queen’s Hospital. The woman’s husband was concerned
over his wife’s condition but stated that staff ignored his pleas for help with
tragic consequences for his wife and their unborn baby.

At Queen’s Hospital when women are discharged following the birth of their
child but prior to leaving the hospital they are sent to a discharge lounge. We
were told that women are given postnatal advice such as breast feeding, and
baby checks are carried out. Women told us that they felt there was little
privacy in the discharge lounge and that they were often kept waiting there a
long time. During the site visit we heard one women ask how long they would
be there to which the midwife responded that she didn’t know.

It is not only people who use services who have articulated problems with the
attitude of staff; around 25 staff that we interviewed from maternity services
indicated that they have witnessed examples of poor attitude and rude
behaviour between midwives and medical staff and women in their care. In
data supplied by the trust the attitude of midwifery staff was also one of the
most common causes of complaints. Staff described to us a culture of abuse
that has been a consistent problem for many years but has not been dealt
with effectively by senior managers. For example one staff member stated
that a colleague

‘shouted and argued with me on the ward, in front of staff, visitors and
patients because | had refused to do a job she was allocated to do.
When | approached supervisory members of staff regarding this, their
attitude was flippant and they said they were already aware of previous
issues regarding this member of staff..
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There was some evidence that the recently recruited staff from overseas were
having a positive effect on staff attitude, but midwifery services is still
receiving complaints about the attitude of some staff.

During the winter of 2010-2011, the antenatal ward at Queen’s Hospital was
moved some considerable distance from the labour ward and postnatal ward.
This has resulted in a number of women giving birth in the antenatal ward, or
being transferred whilst in labour to the labour ward which requires that they
are transported through public corridors whilst in labour and in distress.
Clinical staff told us that there was a lack of consultation with them regarding
this move, which they did not agree with. We were told that the trust is now
considering relocating the antenatal ward again to endeavour to reduce these
situations from occurring.

We were told by staff and observed that for some patients undergoing day
case procedures there are often not enough beds, and some patients end up
staying in the theatre recovery area for up to 23 hours. We observed that toilet
facilities are inappropriate and the area does not have any natural light. The
female toilet does not have a hand rail and is not suitable for people that use
wheelchairs. The toilet is located in the area of the recovery unit where people
who have just had surgery are cared for. Women using the toilet have to walk
through this area so compromising their privacy and the privacy of those
patients from theatre. The male toilet facilities are located on a corridor
between the theatre rooms and the recovery unit and similarly are not suitable
for people that use wheelchairs. If a patient wishes to have a shower then
women need to go to the gynaecology ward on the same floor as the theatre
recovery, but men need to go upstairs to another ward, which does not
support the dignity and privacy needs of patients.

Recommendations for the trust

The trust must:

e Ensure that it acts on the outcomes of its own and national patient surveys
and demonstrate that improvements to the quality of the patient
experience across the trust are made.

e Enhance its existing systems for involving patients in the development of
services to ensure that the patient’s voice is an integral part of every

division, ward and department engagement strategy.

e Make sure that proactive and mandatory training and education regarding
dignity, respect and tolerance is delivered to all staff.
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Care and welfare of people (Outcome 4)

CQC received nearly 90 submissions from patients and relatives outlining
examples of poor care. The majority were from patients who had experienced
care at Queen’s Hospital, though some were from King George Hospital. We
did receive some positive feedback from patients who had experienced care
at both of the hospitals and MP’s and local councillors also noted that whilst
they received many complaints about the quality of care from their
constituents, they also acknowledged that many people do receive good care
at the trust. The terms of reference for this investigation identified three
pathways to follow to explore the quality of care. The remainder of this section
examines the quality of care given to people within those pathways, as well as
other issues that were identified.

Maternity

Trust data raised some concerns over quality indicators. There are a high
number of caesarean sections being performed at the trust (though this is not
unique when compared with other trusts in London). The trust’s target for less
than 22.5% of births by caesarean section was not being met from January to
June 2011, and was red rated for four of these months. This was also an
issue in 2010 and was highlighted in several internal meetings.

In addition to the high number of caesarean sections being performed, they
are not all being carried out in a timely manner; especially grade two sections
(urgently requiring caesarean section within 30 minutes due to concern for the
mother or baby’s wellbeing). The trust’'s maternity performance report for the
week commencing 4 July 2011 contained an audit of 17 sets of records for
women who had had caesarean sections. The results indicated that 75% of
women classified as grade one (urgently requiring caesarean section within
30 minutes due to immediate threat to the mother or baby’s life) had their
caesarean section within the recommended time. Only, 18% of women
classified as grade two and 50% of women classified as grade three (requiring
caesarean section within 75 minutes) had their caesarean section within the
recommended time. The following weeks report (11 July 2011) containing an
audit of 18 sets of notes showed that four out of five grade one sections were
performed within 30 minutes (the fifth case was only delayed by a further
three minutes), however only 20% of grade two sections were carried out
within the recommended time. Two out of three grade three sections were
delayed; one woman waited almost three hours, and the second waited for
almost four.

One to one care of women in established labour was found to be a key area
of risk by an external review in early 2011. According to the trust’s data, one
to one care was not consistently given at Queen’s Hospital between February
and June 2011, and its target for over 95% of women to receive this was not
met. However improvement is being made; 95% of women received one to
one care in June, compared with 89% in February 2011.
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Recent audits of patient records have found variability in the time taken for
women to receive pain relief. Generally it has been found that pethidine is
given within the trust’s target of 15 minutes, however this is not the case for
the administration of an epidural. The most recent audit provided by the trust
(July 2011) showed that 6 out of 13 women did not receive an epidural within
the trust’s target of 30 minutes. One woman waited almost two and a half
hours. Patients’ records from two weeks in June were also audited by the
trust. In the first week only 1 out of 13 women did not receive the epidural
within 30 minutes, but in the second week 4 out of 8 did not receive it in the
required time. The main reason for this was the anaesthetist being busy in
theatre.

One woman who contacted CQC told us that she had waited many hours for
an epidural and felt that she was simply ignored by staff until her husband
raised his concerns. She told us that when an anaesthetist did arrive an
epidural was sited, which the woman believes was incorrect as she gained no
pain relief from the epidural and had leg spasms. We were told that

‘I begged hospital staff for 4 hours for the epidural to be correctly sited;
| was ignored; my husband kept looking for the anaesthetist. He finally
found him having a joke with a nurse. When the anaesthetist entered
the delivery room he was with a female consultant, he was laughing
and joking with her. | told him to please stop laughing as | found
nothing funny; he then corrected my epidural. | had endured around 10
hours of excruciating labour’.

During the course of the investigation we received many personal accounts
from women detailing poor experience about their care in maternity services,
the majority at Queen’s Hospital which are not appropriate to publish. These
examples include women being ignored by midwifery staff, being sent home
from triage inappropriately, and traumatic experiences whilst giving birth
including a lack of analgesia.

Another indicator of quality is the time taken to transfer a mother and her baby
from the labour ward after delivery of the baby. An internal audit in March
2011 showed a minimum interval of Th30m and maximum of 19h35m at
Queen’s Hospital. The reasons for the delays included no postnatal beds,
staff caring for other patients, and delays in suturing. Long waiting times for
transfer have been discussed in several internal meetings. Some
improvement was seen in April 2011, which as noted in a trust internal
meeting, coincided with the introduction of a new staffing template and
supernumerary bed coordinators. However, the trust’s average waiting times
are still approximately double the national average (4-5 hours at the trust and
2 hours nationally).

At Queen’s Hospital, historically there have been numerous problems with the
trust’s triage systems. Understaffing and long waits for review, inadequate
telephone advice and lack of privacy have been cited at internal meetings,
and triage has also often featured in complaints received by the trust.
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One woman’s experience was not good; despite timing her contractions at two
minutes apart, the midwife in triage informed the women that she was not in
labour and would have to go home.

‘| was shocked that the midwife was not one bit sympathetic towards
me and the agony | was in, instead she was patronising.” The women
then made her way to the car park at Queen’s Hospital with her
husband but noticed that people were staring at her; ‘Once we got to
the ticket machine two nurses ran over to us with a wheel chair and
asked where | was going and why. My husband explained to her what
the situation was and she turned around and said | could not leave the
hospital as | was bleeding...and (needed) to sit in the wheel chair. |
looked down and saw lots of blood on my trousers.’

The woman was taken to the emergency department and subsequently to the
labour ward where she gave birth to her baby.

In April 2011, a new system was introduced. The service is now midwife led
and available all day. Staff indicated to us that they believed that this had
improved access to maternity services for women. Recent data has indicated
that the waiting time target for 98% of women to be assessed within 15
minutes is not consistently being met. Data from the week commencing 4 July
2011 showed that on average only 78% of women were seen within the target
time. A recent serious untoward incident (SUI) report noted a two hour wait in
triage for one woman.

There have also been concerns reported internally and by staff over the
admission of babies with a low body temperature to the neonatal care unit
(NNCU). In early 2010 it was reported that babies with a low body
temperature were being admitted to NNCU from the labour ward and in
particular from the operating theatres. The issue was resolved after some
months by increased training; however it was mentioned again at an internal
maternity risk management meeting in May 2011.

Emergency care

Concerns over the quality of care in the emergency department, especially at
Queen’s Hospital were raised. Concerns raised by patients and relatives were
in relation to waiting times and the quality of care provided especially during
the winter of 2010-2011. People told us that they had extremely long waits in
the emergency department and often experienced poor care. One person told
us that they had been asking staff for assistance for their relative with mouth
care for four and a half hours, only to be told that the staff were busy.

Queen’s Hospital has had difficulty achieving the 4 hour maximum wait to
admit patients since its opening in 2006. Concerns were raised with regard to
the poor flow of patients and long waiting times in an external review in 2008.
In bed management reports in 2009, these difficulties still existed, the report
noted that
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‘Since opening, in 2007, Queens Hospital has had difficulty reaching
the NHS four hour waiting time standard for emergency cases. It has
significant financial and staffing problems and is currently being
supported in a turn around plan by the Department of Health’. In
particular there were problems noted over weekend working; ‘This
weekend situation should score as at least ‘extreme-major’ if not
‘extreme-catastrophic’ in terms of the potential impact on reputation
and adverse publicity. It is also not a one off event and would score at
least as ‘possible’ if not ‘likely’ to occur again’.

These concerns continue to be identified in minutes from the emergency
department meeting in September 2010, noting that

‘Patients as a rule should be ideally seen in chronological order and
what sort of case it is, however now any patient who is deemed to pass
the four hour wait is left to concentrate on not breaching the next one.
Overall the department sometimes looks like a medical ward with
nurses and docs tied up with incredible pressure on bed managers’.

Although waiting times have improved in recent months, there are still
examples of waiting times being excessively long, and not always for clinical
reasons. One patient whose records we reviewed at the beginning of August
2011 did not receive a diagnosis until they had been in the emergency
department for six hours. This was during the night (when trust data indicates
that the number of patients attending the emergency department is lower). We
checked the records and spoke to staff and could not find any reason for the
delay.

There are concerns regarding the care for pregnant women who present or
who are taken by ambulance to King George Hospital. There is a perception
amongst some staff that ambulance protocols do not include not taking high
risk pregnant women to King George Hospital, however protocols changed in
November 2010 to ensure that ambulance staff take all high risk pregnant
women to Queen’s Hospital. We were also told that if a woman is in the mid to
late stages of pregnancy the emergency department would send her straight
up to maternity services with no assessment or treatment in the emergency
department. We were given a number of examples of women who were
brought to the maternity department without any initial assessment, including
one woman who was brought to the maternity unit with swine flu which took
maternity staff over 3 hours to stabilise her condition before transferring her to
the intensive care unit.

Some improvements have been noted in the emergency department at
Queen’s Hospital. The department has introduced a rapid assessment team
(RAT) initiative within the ‘majors’ stream where a team, led by a senior
clinician, quickly assesses all ‘majors’ patients soon after their admission to
the department. This initiative along with improved flow through the medical
admissions unit has resulted in some improvements. Staff at King George
Hospital stated that they are also considering introducing this approach once
workforce issues have been addressed. The resuscitation areas in both
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hospitals were seen as examples of good practice where patients appear to
be cared for in a sequential, standardised and seamless manner. Staff
emphasised that they have observed improvements in the emergency
department over the last six months for example improvements as to how
trauma patients are managed.

We visited the emergency department at Queen’s Hospital on a number of
occasions, and on one such visit we undertook a spot check on compliance
with one trust policy related to the insertion of intravenous cannulae.
Unfortunately, none of the patients in the ‘majors’ stream had all of the
mandatory documentation completed, nor were any of the cannulae signed
and dated by the attending clinician as per policy. One of the senior staff said
she wasn’t surprised as there weren’t any consequences for those staff who
failed to comply with trust policies and procedures. Another member of staff
stated that this may also be a reflection of the current middle grade medical
workforce that is neither permanent, nor compliant with trust policies. This is a
concern and a clinical risk, as it would be very difficult to retrospectively
address procedural problems with staff related to technique or other
compliance issues if they do not sign the cannulae and complete the
necessary documentation.

Radiology

We reviewed radiology services as part of the elective care pathway, and
identified a number of concerns. Patients admitted for an angiography (a test
examining a patient’s cardiovascular system) need to stay in hospital
overnight after their procedure. These patients are often admitted directly
through the short stay surgical unit. This unit does not have overnight beds
and these patients often require overnight beds. This can result in patients
staying for up to 23 hours in the theatre recovery area. The staff on the short
stay surgical unit have to contact the vascular wards to try and find a bed for
the patient after their procedure. If the vascular wards are full the patient stays
overnight in the theatre recovery area; this happens several times a week.
Even though the admissions are planned there are still not always beds
available.

We were told that staff on the wards are required to prepare patients for
radiological procedures but this does not always happen. For example, on the
morning of our visit a patient who should have been nil by mouth had just
been given their breakfast. When radiology staff asked the ward nurse why
this had happened no reasons could be given; we were told this happened
regularly and goes unreported. Clearer pathways are being developed, along
with a programme of staff re-education, but despite protocols being in place,
they are not being followed in practice.

Minutes of the August 2010 vascular consultant meetings raises issues
regarding interventional radiology service. It was stated that the service does
not meet the level of care as set out in regional guidance. Further concerns
were raised in an external review in January 2011 regarding staffing levels
and capacity of the service, and a further external review in June 2011 gave
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the service an amber rating regarding the availability of interventional
radiology services being available on site at all times.

We were told that the radiological department is not fully compliant with a
National Patient Safety Agency (NPSA) alert issued in 2007 concerning the
need to ensure that radiology imaging results are communicated and acted
on. The trust was alerted to the fact that they were non compliant with this in
2010 following a reminder from the NPSA and they discovered that this had
not been addressed. We were told that the risk posed by non-compliance with
the alert from 2007 is on the trust’s risk register, and the trust hopes to be
able to procure an electronic information system to address the alert fully in
2013-2014. In the interim, the trust has introduced a protocol for flagging
incidental findings, in particular cancer.

There are difficulties in reporting some radiological tests for example chest x-
rays. Overall the trust has one of the longest reporting times for all radiological
tests in the London area, but there are some exceptions, including some of
the quickest reporting times for certain radiological tests performed on
patients from the emergency department. We were told that there have been
significant levels of non-reporting, for example with chest x-rays. We were told

‘some chest x-rays go unreported and these could have a positive
result. This has been documented as having happened several times
where someone has had a chest mass and it has worsened before
being picked up by a later scan. This has resulted in poorer outcomes
for patients’.

Data from July 2011 indicates that during the period from January 2010 to
December 2010 only 44% of the backlog of chest x-rays were reported on.
During January 2011 to July 2011 this had risen to 80% of the backlog of
chest x-rays being reported on.

We received information that in September 2011 a ‘never event’ occurred
(events that are so serious that they should never occur) during which a
wrong site procedure took place in interventional radiology. The trust has
raised this as a serious untoward incident and has already undertaken an
internal review.

Discharge

There were concerns raised about the discharge process within the trust, with
a reported lack of consistency in applying discharge processes or recording
decisions regarding the discharge of patients. There have been a number of
personnel changes within the bed management and discharge teams, which
has led to confusion over leadership and management of the teams. There
have been a number of patients whose discharge had been delayed, in one
case by 78 days as they were awaiting a bed in a community hospital. This
was predominantly at Queen’s Hospital.
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We were told that one of the delays in discharge is due to lack of to take away
medication (TTA), at Queen’s Hospital. Patients should be sent home with all
of their TTA medication. The pharmacy will dispense within one hour for
urgent TTA’s and four hours for a non urgent TTA, and that doctors are
requested to write the TTA 24 hours before discharge. The ward pharmacists
identify patients due for discharge and request that TTA’s are written by a
doctor. However, doctors do not always write TTA’s 24 hours before
discharge. This causes significant delays and the departure lounge often has
a number of patients who have been discharged, but are waiting for their
prescriptions. For example on the 19 July 2011, five of the seven people in the
discharge lounge had not had their TTA’s requested until after they arrived in
the discharge lounge. Patients sometimes leave without their medications and
either have to go back to hospital or send someone on their behalf, on
occasions the medications are simply not collected at all. Staff informed us
that they have reported this issue, but they are not aware of anything that has
been done to improve the situation.

There are 2 electronic bed management and discharge systems in place, and
neither is apparently fully utilised. The two systems are not linked. One of the
systems provides a record of the pathway that a patient is on and assists in
discharge planning. It provides information on a patients stay in the hospital,
what clinical care they are receiving, and when referrals have been made to
various staff as part of the discharge process. It can then provide a theoretical
figure for the number of people likely to be discharged on any given day, but
this can vary dramatically to the number actually discharged. For example on
one of the days that we were at the trust the system indicated that there were
72 proposed discharges; however when we followed this up the following day
there had only been 29 discharges. The system was introduced two years
ago, but staff were not initially trained how to use it. A new drive has begun to
get staff to use it since the new chief executive has been in post.

The second system is a live web based system that should track a patient
through their hospital stay and provide a ‘live’ picture of the number of beds in
the trust. However this is not utilised by many wards, and those that do, do so
not to maintain a ‘live’ bed state for the trust, but because it links into the
hospitals patient administration system (PAS) so that information can added
to the PAS system indirectly.

There is a community discharge team that works within the trust and supports
patients being discharged from the hospital. They have links with the hospital
discharge team, though no one we interviewed from the hospital discharge
team told us about them. The community discharge team take referrals from
staff via another electronic system, but told us that around 50% of the
referrals did not meet the criteria for referral to the community discharge team.
We were told that nothing has been done to reduce this level of inappropriate
referrals or to provide hospital ward staff with training to assist with the
discharge process. We were also informed that the local authorities differ
slightly in the community services that they provide which impacts on the
ability for patients to be discharged, with a lack of neurological rehabilitation
the biggest concern for that majority of staff we spoke to.
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Surgery

Vascular services were transferred to Queen’s Hospital in March 2011. We
did not receive any major concerns from patients or relatives regarding
vascular surgery, though we did receive a number of complaints about care in
other surgical specialities.

However whilst following the elective surgical pathway some concerns were
identified regarding the quality of care patients experience in the day surgery
unit and how this is planned.

Patients coming for routine gynaecological surgery are consented at a pre-
admission appointment or in the outpatient department. In contrast we were
told that most general surgery patients are not consented beforehand. The
patients arrive on the unit at 07.00 and are consented by the consultant that
morning. We were told that this has resulted in some patients refusing their
consent or asking for more time to think about the procedure.

For example, there were two patients on the day we visited who were not sure
they wanted to go ahead with the procedure after the consultant explained it
and wanted time to think. We also reviewed a set of patient’s notes; the
consent form did not cover the risks associated with general anaesthetic, and
in this instant the patient was asthmatic and there was no evidence of a
discussion of the risks this may pose to the patient. For patients who take
anticoagulation medication (drugs that slow down the blood clotting process),
they are told to stop taking this medication prior to surgery. However blood
tests to check how quickly the patient’s blood clots are not done until their
arrival on the unit. Although the results take less than two hours patients have
to wait for the results before being able to have surgery. Sometimes their
operation is cancelled or staff have to reorganise the operating list to
accommodate the wait for these blood test results.

Further issues with day case surgery were also identified. We were told that
there are occasions when patients requiring gynaecological procedures are
added to the emergency surgery list at the end of the day, for surgery the
following morning. These patients are often requiring surgery due to a
miscarriage of their pregnancy. The patients are added to the day surgery list
at 18.00 the day before, but day surgery staff do not know about the numbers
of patients until 07.00 the following day when they see the days operating
lists. At this point the unit is already full with planned admissions, so a number
of the patients requiring a gynaecological procedure are required to wait in the
units lounge until a bed becomes available. Many of these patients complain
about waiting in a crowded waiting room for long periods of time, and staff told
us that they are subject to verbal abuse by patients ‘on an almost daily basis’.

Other experiences

Although we followed three specific pathways we were informed of a variety of
other experiences by patients and/ or their relatives. It is important to note that
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a number of these were positive. For example those people that commented
on their experiences in oncology were positive about their experiences of
care, for example

‘Since the beginning of March my wife has been under the excellent
care of Dr XXX and has just completed six infravenous chemotherapy
treatments and four intrathecal treatments. Her care by Dr XXX and Dr
XXX has been beyond anything we could have imagined and
the...Trust should be thankful that they have such competent,
professional and caring specialists on their staff’.

Also people provided us with examples of good quality care in cardiology.

However the majority of information we received from patients was to outline
experiences of poor quality. We recognise that the respondents were a self
selected group and that it is common for people to respond to feedback
requests with concerns more often than compliments.

Whilst the majority were in relation to maternity care and emergency care
other examples were in orthopaedics, medicine and surgery. For example the
relative of one patient told us that despite their relative having a broken hip
nursing staff on two occasions attended alone to place their relative on a bed
pan, one of the nurses rolling their eyes and walking off when the relative told
them that their relative has a broken hip. Another relative told us that their
husband was not assisted for over a week to have a shower despite her
husband wanting to have one. We were told that it took persistent requests for
staff to take her husband to have a shower.

Recommendations for the trust

The trust must:

Emergency Department

e Develop its strategy and work for improving flow of emergency/ urgent
patients. This strategy needs to have the engagement of all clinicians and
managers as a key component.

e Develop a culture where everyone feels empowered to challenge episodes
of variable or poor practice, including regular monitoring of practice and

feedback and learning opportunities for staff.

e Ensure that all staff, both permanent and temporary, follow hospital policy
and procedures.

Radiology

e Develop its planning and bed management processes to ensure all
patients are cared for in appropriate facilities.
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Put in place clear protocols for the management of interventional radiology
patients with audit and improvement cycles to ensure standards are
attained and maintained.

Ensure that it fully implements the 2007 NPSA alert regarding radiology
imaging results being communicated and acted on as a matter of urgency.

Discharge

Develop its discharge and bed management teams and processes to
ensure that they are interlinked and that patient flow is managed
effectively from the point of entry to the point of discharge.

Ensure that clear guidance outlining the expectations of all staff is
produced and enforced so that the prescribing and dispensing of ‘to take
away’ medication is managed effectively and patient discharges are not
delayed. The trust needs to ensure that it monitors adherence with policy,
guidance and audit and takes any appropriate action to support staff to
deliver a high quality service.

Review and rationalise the discharge and bed management information
systems to ensure that the most effective and accurate system is fully
utilised.

Surgery

Develop its day case surgery service to ensure that appropriate patient
flow is maintained including effective pre operative assessment.

Improve standards of care for obstetric patients who undergo minor
surgical procedures.

32



Cooperating with other providers (Outcome 6)

We are still collating evidence about Outcome 6: Co-operating with other
providers.

We will be reporting on this after the publication of the main report. This is to
ensure that we can publish this report as quickly as possible, so that action
can be taken by the trust and its NHS partners to improve the quality and
safety of services delivered to patients.
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Safeguarding people from abuse (Outcome 7)

We are still collating evidence about Outcome 7: Safeguarding people from
abuse.

We will be reporting on this outcome after the publication of this main report.
This is to ensure that we can publish this report as quickly as possible, so that
prompt action can be taken by the trust and its NHS partners to improve the
quality and safety of services delivered to patients.
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Cleanliness and infection control (Outcome 8)

The trust has been subject to three separate inspections under a previous
regulatory regime regarding the prevention of healthcare acquired infections.
These took place during 2009 and 2010. Improvements were identified in five
different areas in the 2009 report including requiring a programme of audit,
ensuring the environment is kept clean and that effective arrangements are in
place for the decontamination of instruments and other equipment. A follow up
visit in February 2010 identified that some areas of concern from the previous
visit had not been rectified. A final visit in March 2010 identified that all
concerns had been rectified.

The trust has in place a board level lead for infection prevention and control.
There is a well established infection prevention team in place. There is an
infection control committee. There was evidence that infection prevention
audits are in place, for example commode cleaning audits in ward areas and
in the emergency department and hand hygiene audits. There is reporting to
the board regarding infection prevention and control and the infection
prevention and control staff are currently developing a link into the main
reporting dashboard. Training is provided to staff and a programme of winter
preparation is in place.

The number of patients with hospital acquired MRSA infections is generally
lower compared to the number of patients with Clostridium difficile infections.
There was a sudden peak of hospital acquired MRSA infections in December
2010 with 3 confirmed cases, but this has been stable since. The number of
Clostridium difficile infections peaked between September and October 2010,
but fell sharply by the end of October 2010. Following a slight increase, the
number of Clostridium difficile infections appears to have stabilised, but the
trust is still higher than average when compared to other trusts.

During the site visit we observed a wide range of clinical areas and spoke with
staff about the cleanliness of clinical areas. In general clinical areas were
clean and staff indicated that they were able to access domestic staff when
required. We saw alcohol disinfectant gels at the end of beds and in the
entrance to wards. We also observed signs around the hospitals advising
visitors of the need for good hand hygiene. We did identify some examples of
poor practice with boxes of equipment and intravenous fluids stored on
storage room floors. We also identified a potential problem where patients
who have attended the emergency department with orthopaedic conditions
and need to return for procedures in the day surgical unit are not screened for
MRSA. We raised this with the infection prevention team and they reacted
promptly putting in place a process to ensure that these patients are screened
appropriately.

Some concerns were raised by patients over cleanliness, especially the public
toilets in the emergency department at Queen’s Hospital. Staff raised
concerns over audit of infection prevention in maternity, with some staff
indicating that no audit takes place and others indicating that staff in maternity
use their own audit tools that are separate from the rest of the trust.
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Another issue identified is that many of the female medical staff especially in
the emergency department wear small handbags when treating patients. This
was also identified by a woman who told us that a midwife had worn her
handbag all the time while delivering her baby, and may increase the risk of
cross infection.

Recommendations for the trust
The trust must:

e Ensure that all equipment and disposable products are stored
appropriately.

e Ensure that all public toilets are kept clean especially in areas of high
usage.

e Ensure that maternity audit processes are integrated with the rest of the
trust.

e Ensure that staff are not posing an increased risk to patients from cross
infection. The trust should take any necessary steps to ensure that staff
can store personal property as necessary.
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Management of medicines (Outcome 9)

Concerns were identified with the management of medicines. These concerns
were largely in relation to take away drugs as outlined previously in this
report. Other concerns were identified in relation to pain relief for women in
labour also outlined earlier in this report.

Patients raised concerns with us over the availability of pain relief on general
wards, but the majority of patient concern was with regard to the availability of
to take away (TTA) drugs.

Staff told us that the pharmacy department undertake audits of medication
prescribing and administration for example an audit of antibiotic usage and an
audit against the NPSA alert on insulin has been completed. The results of
audits and projects are presented via the safer medication practice group and
clinical governance group. We were also told of some of the changes to
practice that have occurred including changes to paediatric drug charts, and
changes to the oral syringe policy.

During our site visits to both Queen’s Hospital and King George Hospital we
observed examples of medication errors. In the medical admissions unit at
Queen’s Hospital 3 out of 4 charts we looked at had errors, including evidence
that drugs had not been signed for, or administered at the wrong times. We
also noted that oxygen was not being prescribed for patients; we raised this
with staff who confirmed this was the case.

We spoke with staff about reporting drug errors, and whilst staff were aware of
the process to do this, not all staff told us that they receive feedback following
the reporting of medication errors, though we did see evidence of the analysis
of drug errors reported in the newly developed newsletter from the pharmacy
department.

Staff in the emergency department told us of an open culture with regard to

medication errors where staff were provided with additional support to learn
from errors rather than a blame culture existing.

Recommendations for the trust

The trust must:

e Reinforce its policy on medication prescribing, dispensing and
administration, ensuring that all staff are aware of their roles and
responsibilities.

e Ensure that the results of learning from medication errors is widely
publicised across all services in the organisation.
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Safety and suitability of premises (Outcome 10)

There are a variety of issues concerning the premises specifically at Queen’s
Hospital. The hospital was opened in 2006 following the closure of two local
hospitals. There is a confusing layout especially on the ground and first floors.
The hospital is of a circular design with inner and outer rings. This makes it
more difficult for people to get their bearings. In comparison we did not find
the same concerns regarding the safety and suitability of premises at King
George Hospital.

Sign posts on the ground and first floors at Queen’s Hospital are confusing
and often point in opposite directions. There are numerous additional locally
made signs stuck to the main hospital signs to assist visitors and patients to
find the area they are looking for but these are in various shapes and forms
which can be hard to read and add to the confusing nature of the main signs.
The number of ward moves hasn’t assisted this as additional temporary signs
are also added when wards move location. Whilst walking around the hospital
we observed numerous times people asking for directions as they were
unable to establish how to exit the building, and in some cases the staff they
asked were also unable to direct them. We did note the presence of an
information desk which is large and easy to access in the atrium and leaflets
to provide further guidance.

The paediatric waiting area at Queen’s Hospital offers no line of sight to

observe children in the waiting area. We were told this has caused problems
in the past when sick children cannot be readily observed. The trust is aware
of this and told us that they are beginning to plan alterations to improve this.

Poor line of sight is also a problem for staff with patients who are on trolleys
waiting for x-rays in the emergency department at Queen’s Hospital. Currently
patients wait in the corridor next to the x-ray department but this is outside the
main part of the emergency department and there is no one to observe these
patients apart from administration staff. While on the site visit at Queen’s
Hospital we observed an elderly lady who spent 25 minutes alone outside the
x-ray room. She had been assessed as requiring observations and these
were not undertaken. The trust told us they were aware of these problems
and are planning to employ a nursing assistant to observe these patients. In
addition to this we were also told that the x-ray room in the emergency
department was never designed as such, (we were told it had originally been
planned as a discharge lounge), and so there is limited space to get trolleys in
and out of the room. For ambulatory patients there are no changing rooms, so
staff have to exit the x-ray room to allow patients to get undressed before their
x-ray.

Also in the emergency department, patients who attend the urgent care centre
have little space to wait, and on the majority of days which we attended
Queen’s Hospital patients and visitors were seen sitting on the floor, and on
the window ledge. Staff also told us that there are insufficient toilets for the
public in the emergency department, and that blind spots in the middle of the

38



majors section of the emergency department means that not all patients can
be observed by staff in that section.

There are a number of wards and departments that have no windows and
therefore no access to natural light at Queen’s Hospital; both staff and
patients complained about this and the impact it has on them.

Whilst the general wards on higher floors had access to natural light the
circular design of the wards meant that lines of sight can be poor. Staff told us
it was difficult to observe the patients all the time especially at night when
fewer staff were present.

As outlined in the section on the care and welfare of people who use services,
for patients who stay for up to 23 hours in the surgical theatre recovery space,
toilet facilities are inappropriate and the areas does not have any natural light.
The female toilet does not have a hand rail and is not suitable for people that
use wheelchairs. The toilet is located in the area of the recovery unit where
people who have just had surgery are cared for. Women using the toilet have
to walk through this area so compromising their privacy and the privacy of
those patients from theatre.

The male toilet facilities are located on a corridor between the theatre rooms
and the recovery unit. All of the rooms on this corridor were found to be
unlocked, so could be directly accessed by men using the toilet facilities. The
security of the premises is therefore at risk.

The shower facilities were difficult to access for people having just undergone
surgical procedures. The women had to go to another ward on the same floor
and the men had to use the facilities on another floor. Staff told us that most
of the men are discharged without a shower due to the location of the
showers.

Recommendations for the trust

The trust must:

e Review the directional signage at Queen’s Hospital. The trust should
ensure that it seeks the input of patients, relatives, visitors and staff, to
ensure that any new signage meets the needs of its populations.

¢ Review the emergency department paediatric facilities at Queen’s Hospital
in line with the standards outlined in Services for children in Emergency
Department’s document and then develop an appropriate strategy
involving both the emergency and paediatric departments.

e Finalise and implement plans to improve x-ray facilities and ensure that

patients waiting for x-rays in the emergency department are appropriately
cared for.
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Ensure that appropriate waiting facilities are available for patients and
relatives in the urgent care centre.

Explore options and take action to improve access to natural light and
ventilation in all clinical areas that currently do not have windows at
Queen’s Hospital.

Review and take any necessary action in all inpatient areas to ensure that
there are clear lines of sight so that patients can be observed at all times.

Develop appropriate facilities to ensure the day case surgical patients are
cared for in appropriate environments at Queen’s Hospital.
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Safety, availability and suitability of equipment
(Outcome 11)

Access to equipment was generally satisfactory, though there were
differences across the two sites. At King George Hospital staff did not
articulate any specific concerns with access to equipment for example fluid
pumps or monitoring equipment or disposable equipment. At Queen’s
Hospital, staff in the emergency department indicated that they often did not
have enough of the correct equipment in the right locations. This is partly due
to the design of the emergency department where the different parts e.g.
majors and minors are not located immediately next to one another making
utilisation of equipment more difficult. Under the contracting arrangements put
in place when Queen’s Hospital was built utilising the private finance initiative
scheme, medical devices at Queen’s Hospital are supplied as part of this
contract.

Access to disposable equipment at Queen’s Hospital could be difficult. In a
number of interviews staff reported that they would often run out of equipment
before the end of the week. When we asked what they would do about this
some staff simply said it was the responsibility of the manager, and did not
recognise any responsibility that they may have to ensure that disposable
equipment is available, such attitudes are unacceptable.

Staff at Queen’s Hospital told us that they had problems accessing equipment
such as fluid pumps and monitors. This was because as patients were
transferred between wards, equipment wasn’t returned and staff spent time
searching for equipment to ensure that their ward had enough.

Senior staff told us that a lack of equipment had always been a problem at
Queen’s Hospital, though they believe this is partly due to the acuity of
patients increasing and requiring more equipment due to the complexity of
their conditions.

The trust has indicated that there are systems in place to audit the availability
of equipment. Although staff articulated their concerns to CQC the trust has
not received any requests from the divisions for further equipment and stated
that staff do not appear to be following the correct process for ensuing they
have sufficient equipment.

Another issue raised related to access to sufficient stationery. We were told
by a number of staff from different clinical areas that they often ran out of
stationery and paper specifically, and their orders for additional stock would
be refused.

However not all staff indicated that there were problems accessing
equipment. Staff in the intensive care unit at Queen’s Hospital were happy
that disposable equipment is readily available and when monitors are faulty
the supply company are quick to attend and the problems are resolved
quickly.
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Some staff raised concerns over availability of therapy equipment such as
wheel chairs; we were told it could take anything from two weeks to four
months to get a wheel chair especially if a larger wheel chair was required.
Some concern was also raised about access to equipment from the
community for patients being discharged with differences being experienced
between the different local authorities.

Recommendations for the trust

The trust must:

e Review the availability of medical devices in clinical areas to ensure that
appropriate levels of equipment are available for the acuity of patients that
it receives at Queen’s Hospital. Further revalidation of the review needs to
take place following any changes to service provision.

e Ensure that systems are in place in all clinical areas so that sufficient
disposable equipment is available.

e Develop as part of its cultural change programme people’s sense of

responsibility to take positive action to ensure that clinical areas are
suitably equipped to provide safe patient care.
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Staffing (Outcome 13)

From the data supplied by the trust an accurate figure for the number of
vacancies could not be established. The vacancy totals and funded
establishment calculated across different staff groups and divisions from the
documents provided by the trust did not match. This meant that it was not
possible to conclusively determine the number of vacancies. Furthermore
CQC was told that there had been no systematic skill mix reviews or needs
analysis that would assist the trust to determine an appropriate funded
establishment level.

What was clear from the documents was that the trust has too few permanent
staff compared to its funded establishments. This is shown by the high usage
of temporary staff and the numerous recruitment drives being conducted. For
example in the emergency division over the time period August 2010 to March
2011 over 50% of the division’s pay bill was spent on agency and bank staff.
The trust is implementing new systems to enable it to more clearly identify
where vacancies exist. All posts at the trust are now individually numbered so
when they fall vacant it will be easier to identify them and thus recruit to them.

Vacancy problems also appear to be significant in the other divisions. In
addition to high levels of vacancies staff turn over and sickness rates have all
at various times been high. The trusts overall sickness levels for 2010-2011
although still higher than the NHS average are now only 0.13% above where
as they were 1.06% above in 2008-2009. Although the majority of problems
as a consequence of a lack of staff are focussed on Queen’s Hospital, we
were also told that recruitment at King George Hospital is difficult. We were
told that this is due to the uncertainty surrounding the hospital and its future.
This does cause problems at King George Hospital where areas that are
staffed to their funded establishments lose staff to other wards at the hospital.

A lack of registered nursing and midwifery staff is also highlighted by the fact
that the trust has the lowest ratio of nurses to beds of all London acute trusts.
The main areas of recruitment difficulty for the trust appear to have been
around midwives and middle grade doctors although problems recruiting
consultants and nursing staff in general have also been noted. These
difficulties have led to the trust increasingly pursuing international recruitment.

Given the impact on quality of care due to a lack of staff the trust’s workforce
strategy for the years 2010-2013 worryingly includes the statement

“To achieve its cost reduction plan the Trust anticipates that the
headcount will need to reduce by circa 850 FTE (including temporary
staff) during the period 2010 to 2015”.

The document goes on to suggest that the reduction in staff numbers will be
achievable due to the increase in community provision. However as outlined
within this report throughput of patients continues to rise especially at Queen’s
Hospital. The trust has stated that these proposals were based on the models
being proposed within the Health for North East London consultation and that
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the workforce strategy will be subject to revision once the final decision
regarding the consultation is made.

Lack of staff is not just a problem in maternity services and the emergency
department; a breakdown of nurse staffing levels in the surgical division
provided by the trust for June 2011 showed the vacancy rate amongst
qualified and unqualified nursing staff was running at 18%, and individually
between wards varied from 1% to 34%. The same is seen with medical
vacancies across the trust. Information on the current position in the
emergency department in July 2011 indicated that there was a vacancy rate
of 31% for consultant medical staff, and further vacancies across a range of
medical positions especially those identified as staff grade doctors.

Despite the high level of medical vacancies in the emergency department and
the long standing difficulty in recruiting medical staff, when we spoke to senior
staff in the emergency department their vision for the service, was restricted
to a 24 hour consultant led service. Some thought had been given to utilising
other staff groups, but the vision of utilising other staff groups to deliver care
was limited. There are a small number of emergency nurse practitioners
(ENP) who might work more autonomously for those patients attending with
minor injuries and illnesses. However, ENP’s have historically been pulled
from their work to undertake traditional nursing roles when there is insufficient
flow (that is patients are not being transferred to wards or discharged from the
emergency unit quickly) to attend the needs of patients awaiting admission to
hospital. This reduces the clinical exposure of the ENP group who may never
gain the confidence in treating a wider range of clinical presentations. We
were told that when this occurred after Queen’s Hospital opened in 2006 a
proportion of ENP’s left as they were dissatisfied with their roles. A meaningful
workforce review or staffing plan cannot be undertaken until an overall
emergency department strategy has been developed. Some of the perceived
need for extra staff may not be required once a more structured pathway is
introduced and working styles are changed.

From discussions with staff and the review of evidence, it is clear that the trust
has been taking positive action recently to recruit permanent staff. Since the
new chief executive has been in post weekly rolling adverts have been
stopped and more targeted recruitment plans have been put in place.
Evidence seen from the three clinical specialities under review and from
talking to staff indicates that the trust is beginning to take proactive action,
and staff indicated that the newly recruited staff are beginning to have a
positive impact at the trust. For example the emergency department at
Queen’s Hospital has been able to meet the four hour target to admit patients
with greater regularity since the recruitment of more permanent staff.

Although the trust has begun to recruit staff to fill vacancies the next step is to
ensure that staff are deployed effectively and their skills used appropriately.
One concern raised with us was the lack of paediatricians to carry out post
natal checks and the impact this was having on discharges from the maternity
units. However we were also told that a number of midwives are trained to
undertake specific post natal checks but are not utilised.
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We were also told that there is variation in expectation and role between staff
on the same Agenda For Change band. For example there are 20 band 8b
nurses working in bed and site management and 5 band 8b nurses working in
the emergency department. Whilst these roles may be entirely appropriate the
trust is currently unable to establish whether these roles are functioning
effectively or indeed need to function at this level as no skill mix or needs
analysis has taken place.

There have been longstanding problems with staffing in obstetrics and
midwifery. There has been a programme of overseas recruitment in midwifery
and a large number of midwives have been recruited. We were told that whilst
this is beginning to have a positive impact, a knock on effect of this is often a
poorer skill mix, as many of the new staff are newly qualified midwives who
need greater supervision.

Obstetric cover was identified as a problem by the trust, and was included in
the risk register as recently as December 2010. In 2007 a report by the Royal
College of Obstetricians and Gynaecologists recommended that there should
be 24 hour obstetric cover due to the size of the unit at Queen’s Hospital. The
follow up review in 2008 found that this level of cover had not been
implemented and in 2011 a further external review found that while there was
98 hours a week of cover (the trust being only one of two in the London region
to achieve this level), this was still 70 hours short of the recommendations
made four years earlier. Staff also indicated that the lack of middle grade
doctors in obstetrics continued to have a detrimental impact on the effective
delivery of obstetric services.

There are concerns over the lack of anaesthetic cover which is a long
standing issue; the trust’s level 2 assessment for the clinical negligence
scheme for trust’s (CNST) in 2009 found that the trust was non-compliant in
the standard related to staffing levels of obstetric anaesthetists and their
assistants. The risk of harm due to insufficient anaesthetic cover in maternity
was on the unit’s risk register in June 2010. Discussions about extending
hours of consultant anaesthetic cover continue to take place. A recently
agreed action plan does require that there should be a consultant anaesthetist
present on Queen’s Hospital labour ward from 08:00 to 20:00 Monday to
Friday and on-call at other times. There has been a delay in implementing
this, and the proposal is currently being consulted on. As noted previously, the
trust is aware that women are not always receiving epidural pain relief in a
timely fashion due to a lack of anaesthetic cover.

We were told for example that there are currently problems with the number of
interventional radiologists, with an establishment of six, there are five in post,
but with one interventional radiologist on maternity leave and another on long
term sick leave, the trust has had to seek support from other organisations in
the London area. There are also concerns over the lack of paediatric nurses

in the emergency department. Another group of staff where there appears to
be too few, are porters. Staff across both sites commented that this integral
role often has too few staff in post, and that accessing them can be difficult.
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This group of staff are not directly employed by the trust but are provided by
an external company as part of the contractual arrangements put in place
when the new Queen’s Hospital was built.

We were also told of vacancy problems with allied health professionals. The
trust is aware of this and has taken steps to recruit allied health professional
staff. A recent bid for a vascular physiotherapist and assistant has been made
as an audit completed by the therapists demonstrated the clinical
effectiveness of extra therapy input into the vascular pathway.

We were told that additional therapy staff were employed in elderly care
during the last year as there were too few staff. However this meant that an
over spend of £0.5m occurred as the original plans for Queen’s Hospital
included the closure of a number of medical wards which had not all occurred.

We were told that there are only two speech and language therapists for
Queen’s Hospital, though they are provided by another NHS trust, and the
trust now realise that as capacity has not reduced that a staffing increase of
around 50% is required in this department.

A large number of staff raised concerns over poor support from human
resources for example a lack of support and/ or training for managers to assist
them in dealing with staff performance management or disciplinary hearings.
There is also the perception amongst staff of a reluctance to discipline poor
performing staff and dismiss them where appropriate; because the pressure
of high vacancies meant that there was reluctance to use disciplinary
procedures. We were told that if performance measures were commenced
against staff they would often take a grievance out against the manager which
would then take considerable time to be concluded. This is not an unfamiliar
claim but should not detract from its relevance.

The trust has provided evidence that there has been an increasing number of
staff suspended over the last three years, and that it has been dealing with a
comparatively high number of formal procedures against staff compared with
other trusts. The trust has also indicated that is provides a variety of training
for managers, and has introduced a probationary period for some staff
recruited from overseas to ensure they are able to perform competently in
their roles. We were also told that since the new chief executive has been in
post a number of nursing, midwifery and medical staff have been suspended.

Some staff and stakeholders raised concerns over whistle blowing at the trust.
We were told by one staff member in midwifery that they have not raised their
concerns over skill mix in maternity services as they believed that they would
be victimised. The staff member told us that she was aware of other
colleagues who had raised concerns and this had happened to them. We
were also told by a stakeholder of concerns that had been raised with them in
2010 by a member of staff in a department at Queen’s Hospital, and that they
became aware from this individual that the trust was attempting to discipline
staff as a result of the whistle blowing.
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Concerns were also raised regarding mechanisms to link complaints made
about clinicians with their overall performance. We were given a number of
examples where complaints had been made about clinicians either internally
or externally, which had not been linked in any formal way with HR processes
when such linkage would have been appropriate. For example we were told of
a clinician who was performing diagnostic tests that were outside local and
National Institute of Health and Clinical Excellence (NICE) guidance. Two
colleagues had managed to raise their concerns, but were frustrated that it
was difficult to raise issues such as this and as far as they knew no resolution
to the problem had been achieved. Whilst the trust has outlined how
complaints made in this way are handled it was apparent that this did not work
effectively in all instances

Recommendations for the trust

The trust must:

e Continue to review its human resource information systems and ensure
that accurate data is available for the entire organisation, so that a clear
and comprehensive understanding of vacancies can be established.

e Continue to review its workforce strategy to ensure that it meets the needs
of the organisation and reflects the reality of service delivery.

e Undertake systematic skill mix and staffing needs analysis to ensure that
they have the right staff with the right skills at the right locations and that
trust is receiving value for money.

e Continue to recruit appropriate permanent staff to ensure that it reduces its
reliance on agency and locum staff improving the quality of care, and have
in place effective retention strategies.

e Develop and improve the human resources support for the divisions so
that managers can take effective action against staff where there are
performance concerns.

e Explore and develop strategies for delivering services with different staff
groups so that reliance on difficult to recruit staff groups is reduced.

e Support a skills escalation programme in the emergency department that
seeks to develop nurses who have already successfully completed an
emergency nurse practitioner or advanced clinical practitioner course and
reduce reliance on them undertaking traditional nursing duties due to
shortages of staff.

e Ensure that its whistle blowing systems and processes allow staff a route

to raise concerns early so that quick action can be taken and staff feel
empowered to raise concerns.
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Supporting workers (Outcome 14)

The trust is a university hospital and as such has links with a number of
education establishments. There is a large well structured education and
training department, led by the director of human resources, and is an
integrated structure between nursing, medicine and allied health
professionals. Structurally, beneath the director of human resources there is a
director of education and a director of medical education, and a number of
other education and training posts in the clinical directorates and within
specialist departments that help to deliver education and training across the
trust.

There is an education board that has representation from staff at different
levels of the organisation. There are a variety of sub committees under the
education board, whose role is to understand the training needs analysis of
staff and ensure that it is commissioned appropriately. The sub groups have
representation from all directorates and allied health professionals. The same
approach is applied to medical education, where a variety of sub groups cover
undergraduate, post graduate and consultant level education all report into
the education board. The trust produces an annual education and learning
report and the most recent report to March 2011 outlines the successes and
areas for improvement across the trust.

There is a generic study leave policy which staff can access, and the trust
have a variety of education centres and was successful in attracting funding to
open a simulation training centre in 2011. A variety of training opportunities
are provided for staff internally, and there are links with the trust staff bank to
ensure that bank staff have access to appropriate induction training.

There were mixed views from staff on access to mandatory training; the
majority of staff indicated that they had received mandatory training, while
others indicated that such opportunities were not available to them. We heard
that this usually correlated with staff vacancy problems.

Data from the trust, though focusing on the three clinical pathways that form
part of this investigation indicate that whilst many staff do received mandatory
training some do not. For example only 61% of staff in the surgical division
have received mandatory training for moving and handling people.

The majority of staff we spoke told us that they had access to training. The
greatest difficulty was time, and this was especially so in areas that had staff
vacancies. For example, allied health professionals raised concerns about
access and this tended to correlate to a lack of staff. The same issue was
seen in areas such as the emergency department and maternity. We were
also made aware that maternity services have operated in isolation regarding
education and training from the rest of the trust. We were told that the
education and training division were not involved in the recruitment of
midwives from overseas despite the obviously large impact this would have
on education for these new staff. We were also told that senior managers
were offering midwives the opportunity to undertake master’s level education;
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but that this did not meet the trust’s study leave policy and was therefore
inequitable to other staff in the trust.

As a university hospital trust there is large number of medical training posts
with a total of 366 whole time equivalent (WTE) training posts at the trust
during 2010-2011 ranging from foundation year 1 doctor’s through to
specialist training posts. As part of their information submission the trust
provided CQC with a range of visit reports from the deanery and speciality
schools, the results from the most recent postgraduate medical education and
training board (PMETB) survey of junior doctor’s experience at the trust, and
the trust’s responses to recommendations and requirements made by the
schools/deanery visits. In addition to this we interviewed a range of medical
staff from across the trust, and spoke with stakeholders.

In the surveys, the trainees expressed concerns that high workload and work
intensity was a potential risk to patient safety with this being particularly
evident in anaesthesia and emergency medicine (the medical admissions unit
and acute medicine especially). These workload pressures are being caused
by vacancy and recruitment difficulties at the trust resulting in trainees being
used to deliver activity at a detriment to their training experience.

There were also problems raised with the hospital at night system where

‘concerns were raised about paediatrics, with a responsibility for crash
calls and neonatal nights from day one, especially as the rota is shared
with more senior staff’.

There were also a number of positive aspects identified with 18 out of 24
foundation year one doctors at Queen’s Hospital and all foundation year one
doctors at King George Hospital saying they would recommend the
programme. Amongst the foundation year two staff all but one at Queen’s
Hospital and all at King George Hospital would recommend the programme
although the medical admissions unit was noted by both groups as being
particularly difficult. The deanery annual quality liaison visit also praised the
handover arrangements, the trust level induction, the recently introduced
“‘learning opportunities” database, and the increased presence of consultants
at speciality training committees.

A more recent external review outlines the problems at the trust, but also
recognises that

‘whilst there remain problems with training in some departments
important changes in PGME...(post graduate medical education)... has
taken place in others and there is a change programme in place that is
likely to produce further significant improvements’.

Some concerns were raised within obstetrics and gynaecology and in

anaesthetics, where concerns were found that ‘several consultants were not
interested in teaching’, and staff grades who acted as a ‘buffer between

49



trainees and consultants out of hours’ with the perception that several
(consultants) ‘are unwilling to help trainees in acute situations’.

This is in line with the outcome of a number of interviews CQC undertook and
is outlined within this report.

The above information correlates with the views of medical staff who we
interviewed, the maijority of whom felt that although workload could be high
there were reasonably good opportunities for education and learning. Where
we found less positive responses was within obstetrics where we were told a
lack of middle grade staff reduced the number of learning opportunities for
trainees.

Two other concerns were raised with us regarding training in maternity
services. Firstly, a series of skills and drills training has been introduced to
help train all maternity staff and forms part of the clinical negligence scheme
for trust’s (CNST) requirements. However we were told that this has been
arranged for a Saturday and medical staff were not consulted on its
introduction. This has meant that not all medical staff are attending the
training that by its very nature needs to be multidisciplinary and is a
requirement of the CNST standards. It is unclear why this time was chose or
what action had been taken to encourage attendance.

The second concern was over training to try and deal with the long standing
problems over the incorrect interpretation of cardiotocography (CTG) readings
(a method for recording fetal heartbeat and uterine contractions during
labour). This has been an area of concern since at least 2007, and
contributed to a number of serious untoward incidents in 2010-2011. By June
2011 only 65% of midwives were up to date with their CTG training. We were
told that 100% of doctors were up to date; this is what was reported on the
performance dash board. However, we were also given evidence from July
2011 that showed many consultants had never logged on to the computer
system to undertake their training, which we were told was the only way of
undertaking the training, and of those that had logged on, a number had not
completed the training. It is therefore unclear how the performance dashboard
information was verified.

Supervision is a problem in some areas of the trust. There is an ongoing issue
with a lack of supervisors of midwives. A review carried out in 2007 by the
Royal College of Obstetricians and Gynaecologists found that the ratio of
supervisors to midwives was 1:23 despite a nationally agreed standard of
1:15. The review reported that day to day supervision (especially in the labour
ward) needed to improve. Some junior midwives and doctors were very
inexperienced and likely to need closer support. The issue was unresolved at
the time of their 2008 follow-up review. Another external review in 2011
however found that the ratio was 1:26 and stated that it would improve to 1:20
by May 2011. However, this does not appear to be borne out by the trust’s
data, which shows a ratio of 1:24 from February to June 2011. One midwife
told us
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‘there are some very good supervisors but they carry the rest of the
team. | don’t think anyone values them. They cannot challenge
management. Supervisors are also fearful to challenge midwives,
especially those who have been here a long time’.

We were also told that many supervisors were also working in their own time
to ensure that supervision was being provided to all midwives.

Concern with supervision is not limited to midwives; inadequate supervision of
medical staff has also been raised on numerous occasions in internal
meetings, and two recent SUI reports cited inadequate supervision of junior
doctors as a contributing causal factor. Concerns about lack of supervision
have been raised at maternity risk management meetings, supervisors of
midwives meetings, and the obstetrics and gynaecology board (concerns that
major obstetrics procedures are being carried out by registrars unsupervised).

The majority of clinical directorates are not meeting the trust’s target of 100%
of staff having had an appraisal. However there are a number of divisions that
have attained over 80% of their staff having had an appraisal, and data from
the emergency department at King George Hospital indicated that around
95% of staff had received an appraisal. During interviews with staff a lack of
appraisal was not raised with us as a major concern. Data from the national
staff surveys also indicates that whilst there are many concerns raised by
staff, one area that has seen improvement is with regard to staff receiving an
appraisal.

Recommendations for the trust

The trust must:

e Continue to develop and deliver training for staff to support the
development of quality services, seeking alternative solutions where staff
have difficulty accessing training due to staffing constraints.

e Ensure that appropriate supervision is provided to medical staff and that

more junior medical are not left without appropriate support especially at
weekends and at night.
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Assessing and monitoring the quality of service
provision (Outcome 16)

Governance systems in the trust do not appear to offer sufficient assurance to
the board that they are effective. There is a lack of linkage between clinical
directorates and the board and there is a lack of learning from incidents.
There have been numerous changes at executive level, and in the last
financial year we were told that of £1m savings at a corporate level, £145,000
were from the governance department alone. This has directly impacted on
the number of staff who work within that department and the department’s
ability to function throughout the organisation in effectively embedding
systems and good practice.

There has been a focus on finance at the trust in recent years, whilst this is
understandable given the trust’s financial difficulties the lack of focus on
quality and patient care is not. We were told that at board level there was
previously a lack of challenge by non executive directors. We were told that
this is beginning to improve with the new non executive directors, but there
appears to be inequality with non executive workload with some non
executives involved in a large number of committees and others not. There is
also an underdeveloped corporate governance structure that further impedes
the functioning of the board and trust and again limits assurance.

The trust has in place governance structures in terms of staff. There are a
range of staff that work corporately including the clinical governance director,
risk manager, legal services manager, and clinical governance facilitators.
Each division then has a clinical governance lead and some divisions also
have audit leads.

However, from the information supplied by the trust a number of concerns
were identified.

Since June 2011 the trust’s governance reporting structure has changed. The
quality and safety committee (QSC, previously the clinical governance
committee (CGC)) and the audit committee (AC) are directly accountable to
the trust board. From the evidence submitted by the trust ten sub-committees
feed into the QSC, including the safeguarding committees, the clinical risk
management committee and the nursing and midwifery board. The only group
to feed into the AC is the statutory safety committee. The AC also monitors
the board assurance framework and risk register.

However from the evidence submitted by the trust lines of communication are
unclear; there is a risk of duplication or of issues being missed. The clinical
governance reporting structure for June 2011 indicates that there are 13
committees or boards that report (directly or indirectly) to the trust board.
However, there are others, such as the productivity efficiency and quality
board (PEQ), education board and ‘implementation groups’ which are not
included in the structure (although the ‘Education and Learning Directorate
Annual Report’ indicates that the education board reports through the quality
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and safety committee) and so it is not clear who they report to. For example
according to the clinical audit process flowchart, divisions provide assurance
of compliance to the clinical audit committee (CAC), which in turn reports to
the audit committee (AC). The structure then indicates that the AC then
reports to clinical governance and on to the trust board. However, according
to the clinical governance reporting structure, the CAC directly feeds into the
QSC not the AC. The trust is beginning to address these concerns and began
implementing a new structure during the investigation. In July a new trust
executive committee began and replaced a number of other committees that
were previously in place, for example the productivity, efficiency and quality
board.

The purpose of the quality and safety committee is to make recommendations
to the board in relation to trust objectives and developing strategies and plans.
The terms of reference state that the committee is responsible for ensuring
the board assurance framework is core to identifying and managing the
organisational risks. However, according to the clinical governance reporting
structure (June 2011), the board assurance framework and risk register inform
the audit committee. Since January 2011 and the development of a
performance dashboard, the meetings of the QSC have become more
focused on risk. Each division provides updates on identified risks at both the
QSC and AC. Whilst, it is on a rotational basis at the AC there is a potential
for the same issues to be discussed and actions already agreed elsewhere to
be duplicated or made redundant. Overall, there appear to be overlapping
remits and a lack of cohesion.

This complex system was highlighted by one incident we were told of, where
a statutory stakeholder had requested information on an incident in maternity
but received a response that indicated the incident had not occurred (when in
fact it had). When we followed this up we were told that the response had
been as such because the incident was still caught up in the trust’s reporting
systems and hadn’t reached the respondent before they replied. This was
compounded by the fact the staff spoken to in the women’s and children’s
division regarding the incident were not aware of it either.

The trust has been slow to implement changes and drive improvement. This
can be attributed to the variation in the effectiveness and quality of its
committees. The Quality Account for 2010-2011 outlines the trust’s current
situation with CQC, what it believes it has done well and what it has not done
so well. The problem areas highlighted are surgical, emergency and women
and children; all have a reliance on temporary medical and nursing staff,
amongst other issues. The same 3 areas are the focus of the trust’s priorities
for 2011-2012. The Quality Account demonstrates that trust management has
an overall understanding of the key issues; however some issues were
identified a year previously yet improvements have been slow.

The May 2011 governance briefing produced following the quality and safety

board meeting, stated that there was a failure across the trust to close the
audit loop by producing and implementing action plans. No action had been
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taken by the women and children’s board despite the number of outstanding
audits highlighted at the January and March 2011 board meeting.

The notes for the women and children’s board are brief and appear to be
more of a ‘message board’; issues are listed, but no actions or deadlines are
documented. In April 2010 the women and children’s division presented at the
audit committee, summarising the actions taken over the past year. The risks
identified in this presentation were also identified by CQC in early 2011, so
despite the presence of an action plan, improvements had not been made and
positive outcomes could not be evidenced.

The notes for the emergency board paint a similar picture. In October 2010
new incident reporting books were ‘being chased’ and this was still the status
in March 2011. Incidents and complaints are regularly discussed and it is
acknowledged that the number of complaints has been ‘creeping up’.
However, there are no actions listed in the minutes and results of
investigations do not appear to be shared with the board. In the October 2010
meeting concerns were raised about which drugs anaesthetists were using
when they came to resuscitation area in the emergency department. It was
not until March 2011 that it was agreed it needed to be included on the risk
register. In February 2011 the emergency division provided an update at the
audit committee. The minutes imply that members of the audit committee
were frustrated by the presentation as it gave a lot of information, but the
presenters were ‘asked several times what was the department doing to off-
set the risks’.

The trust collects a lot of performance information, but this is not presently
used effectively to drive change. Based on the evidence reviewed, the trust
has extensive data from external reviews, national and local audits as well as
action plans from governance groups and independent work streams. An
external board review report however, states that whilst the organisation is
‘data-rich’ it is ‘light on meaningful information’. The quality and effectiveness
of the committees vary, as does the information they feed upwards and there
is a potential for management to be overloaded with information. The QSC
discuss numerous documents submitted prior to meetings, and an external
review found that information was often too long and lacked systematic follow-
up of issues and recording of outcomes.

The trust board itself commented in May 2010 that the trust appears to be,
‘dependent on external reviews and visits, rather than its own internal quality
system’. In February 2011 the QSC highlighted that the trust needs to
examine how findings from external reviews are being captured. Furthermore,
it is slow to respond to external findings. At the safeguarding adults meeting in
June 2010 it was reported that the findings from an external review that took
place in 2009 had only just been shared with the trust board. The minutes
acknowledge that the trust had not been proactive in following this up.

Whilst CQC has been provided with a range of evidence that specialities and

directorates undertake audit and discuss risk and incidents, hold
multidisciplinary team meetings and discuss mortality and morbidity, there is
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evidence that lessons are not learnt and that some staff do not understand
incident reporting. For example while tracking one patient we discovered that
there had been complications following an interventional radiological
procedure. This had resulted in the person bleeding profusely and had
required the insertion of a central line (a catheter which is placed into a large
vein in the neck, chest or groin. It is used to administer medication or fluids,
obtain blood tests and directly obtain cardiovascular measurements such as
the central venous pressures). The insertion of the central line caused a
pneumothorax (a collection of air or gas between the chest wall and lung), but
none of this was reported as a clinical incident. The maijority of staff we spoke
to told us that they document any incidents that occur but that they do not
hear of any actions or feedback once these forms have been passed on to the
risk management team.

There is a lack of learning and sharing across the organisation. We were told
that following the death of a mother and her baby at the trust in 2011 only the
staff from the antenatal ward were involved in learning from the event as this
is where the incident occurred. Staff from other wards in maternity services
expressed frustration to CQC that they were not actively involved in this
learning to ensure that these tragic events were not repeated. The
independent investigation into another death in maternity services at Queen’s
Hospital more recently identified concerns and issues that have been raised
else where in this report including, poor communication, an on call consultant
that did not attend the hospital, lack of anaesthetic involvement, poor
documentation and lack of recognition of the seriousness of the woman’s
condition. Many of the staff we interviewed told us that they did not get
feedback from reported incidents and that they believed that there was a lack
of learning at the trust.

Recommendations for the trust

The trust must:

e Ensure that it has adequate systems of governance to promote high
quality care for patients and to deal with concerns about performance in an
effective and timely manner.

e Develop a system of governance that offers it accurate and real time
information that translates into an effective assurance process.

e Carry out a comprehensive review of all corporate and clinical governance
systems across the organisation to ensure that effective and streamlined
systems and reporting structures are in place to provide robust assurance
to the board.

e Ensure that it has systems in place that allow effective sharing and
learning across the whole organisation.
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e Ensure that the incident reporting system for the whole trust is operating
effectively and all staff are learning from incidents rather than simply
reporting incidents.

e Ensure that it has appropriate levels of staff in place to allow its

governance systems to function effectively and that these staff are
embedding appropriate systems in clinical services.
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Complaints (Outcome 17)

The trust’s ability to deal with and respond to complaints was described to
CQC as ‘awful’. In fact the level of distress it caused to some patients and
relatives who spoke to CQC was as bad as the poor care experiences they
were complaining about in the first place.

Certainly the maijority of stakeholders and especially MP’s and local
councillors condemned the complaints process and this was one of their
biggest complaints about the trust apart from the quality of care.

The trust frequently misses its own targets for timeliness in response. Some
patients and relatives wait weeks simply for an acknowledgement of their
complaint. Others told CQC that they simply hadn’t received any response.
The poor timeliness of responses is compounded by a process that simply
does not answer the complainant’s questions and in many cases leaves the
complainant with more questions. This is partly due to many of the responses
seen by CQC simply providing an overview of the care someone received
which from the complainant’s perspective does not match their recollection of
events and does not answer the concerns they raised.

The trust received 665 complaints in the year 2010-2011, this places them in
the top ten most complained about trusts in England. There are a high
number currently being investigated by the Parliamentary and Health Service
Ombudsman. The investigation reports from the Ombudsman highlight a
number of recurring themes, including the complaints process being
inadequate, poor initial investigation by the trust, lack of communication
between staff, the patient and relatives, staff failing to spot warning signs of
deterioration in patients and acting quickly enough, and a lack of learning by
the trust.

A number of these themes are also identified in the serious untoward
investigations following recent deaths in maternity services. Indeed data
submitted to CQC regarding maternity services indicated that the target for
the number of complaints received in the unit is less than four per month, but
ten were received in February 2011 and 14 in both April and May 2011. In
addition to this we were told that as obstetric records are not tracked on the
same system as the rest of the trust it is often difficult to locate these records
especially when answering high risk complaints or legal requests for
information.

The trust has a high number of contacts with its patient advice and liaison
service (PALs), and has seen a rise in the number of complaints this year
(2011-2012). We were told that the reason for the increase in complaints this
year was that a decision was taken in the previous year to reclassify certain
complaints under a new category. This category was ‘PALs serious’; and the
complaint was then dealt with by the PALs team. We were told that the reason
for doing this was to be able to report a drop in the number of complaints that
the trust received as issues dealt with by the PALs team were not classified in
the same way. We have been told that when changes to the complaints team

57



were made last year, and responsibility for complaints changed to another
individual this practice was stopped immediately. A report highlighting this
concern along with the need to have an open and accessible process for
dealing with the outcomes of Ombudsman’s investigations has been shared
with the board.

Stakeholders and complainants alike both state that the trust’s approach to
complaints management is defensive, and obfuscating. This was supported
by staff who indicated that time is often spent collecting data and information
for people to be able to ‘cover their backs’, rather than being used objectively
to focus on improving services. There is some reporting to the board on the
number of complaints, but we were told that trend analysis does not take
place due to a lack of staff working in the governance department.

The trust has recently undertaken a review of its complaints processes. In its
review the trust recognises that its complaint processes are poor and that
during 2010-2011 it only responded to 64% of complaints within 30 working
days where as the target was 80%. The trust also recognises that there is no
effective trend analysis or learning from complaints, which is a common
theme throughout the evidence gathered. The trust outlines in its review how
it intends to improve its complaints handling. There is a staged process to
place complaints management back into the clinical directorates, and for
corporate services to handle the overall management of the complaints
process to ensure time frames are met. The trust has also restructured its
response templates to try and ensure that they are more effective in
answering the complainants concerns. These changes are being put in place
at present; however we were told by a variety of patients, relatives and
stakeholders that the problems outlined above are still occurring. Some
stakeholders did indicate that they had seen some improvement in the last
three to four months but this is clearly not yet systematically embedded in the
organisation.

Recommendations for the trust

The trust must:

e Continue to develop and improve its complaints handling systems to
ensure that complaints are responded to fully and in a timely manner.

e Develop and support staff to ensure that open transparent investigations
take place, that complainants are involved as necessary and that culturally
complaints are seen as opportunities to learn and improve the quality of
care.

e Ensure that any staff identified in a complaint are involved in resolving the
complaint and the resulting learning but where there is a complaint about
an individual there is appropriate separation of the investigation from the
individual.
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e Develop its reporting mechanisms to ensure that the board are fully
informed of all complaints, that detailed trend analysis takes place and that
the board can assure itself that learning is taking place, and repetition of
themes is reduced.
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Records (Outcome 21)

During the course of the investigation we spoke to a number of staff regarding
record keeping, as well as reviewing case notes and tracking patients across
the trust at both hospital sites.

The quality of records that we looked at was generally in line with established
standards. However, there were a number of examples where staff had not
completed all elements of the assessment record especially in the medical
admissions unit, and where discharge information was missing for patients
discharged from the emergency department. There were also various
omissions in records such as drug charts unsigned, missing or no risk
assessments, and missing discharge information and other incomplete
assessments.

Concerns were raised about the number of record systems that are in use in
the trust. For example maternity services have their own tracking system for
records and this does not link with the rest of the organisation. The
emergency department also has its own system and staff told us that they
didn’t use the trust’s patient administration system (PAS). We were told that
this can lead to difficulties if women present in the emergency department
who have recently given birth. If the patient is unable to tell the emergency
staff about their condition for example they are unconscious then staff in the
emergency department would not know of the recent maternal episode of
care.

Another concern that was identified in a number of records reviewed was a
lack of chronological ordering and case notes that were in danger of
physically breaking apart. Staff also told us and we saw from some of the
records we reviewed that patients can have multiple sets of records. Some
patients we reviewed were on their third set of temporary records. We were
told that tracking records was difficult and in some of the multiple notes we
saw there were transcribing errors for data such as name and date of birth.
Staff also told us that gaining access to records stored off the hospital site
was difficult. It appears that this is a long standing problem at the trust and
has been noted in other reports.

In addition to this we saw examples of where health record binders were
being reused for different patients. We saw examples where new front sheets
were simply stapled over the front cover of the records having previously been
used for another patient. This could lead to the wrong notes being in the
wrong file. This possibility was illustrated to us by a parent who told us that his
wife had been questioned by social services staff as their baby’s health
records contained information that may suggest that the baby was at risk of
abuse. However it transpired that the records of three babies had been mixed
up and that another baby’s record had been placed within the wrong records.
We were told that it had taken over two weeks for the issue to be rectified,
and was very distressing for the parents concerned.
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Staff at King George Hospital told us that porters were now used to collect
records out of core working hours. This was having an impact on the
availability of porters to undertake other duties, and we were told that no
information governance training had been provided for staff undertaking this
role.

The poor records tracking system in maternity services results in problems in
tracking down records to assist in responding to complaints or requests for
copies of health records. We were also told that some maternity incidents
have not been investigated as the records cannot be found. Patients and
stakeholders also reiterated the difficulty in getting access to maternity
records and the time the trust took to arrange this. The risk of maternity
records being lost or misplaced was rated high risk on the unit’s risk register
in both June and December 2010 when it was noted that a new systems was
being looked into. Also on the register is a historical risk that care plans are
not being documented or completed. However, this was still rated as high risk
on the register in December 2010. In December 2010 it was also noted that
CTG recordings were ‘still going missing’. The standard of record keeping has
been on the register for some time, and in December 2010 it was stated that
there was no evidence that this was improving. It was noted at maternity risk
management meetings between May and October 2010 that MEOWS
(modified early obstetric warning score) charts were not being used in the
antenatal ward. In May 2011 it was stated that maternal observations were
not going immediately into the charts, meaning that trends could not be
immediately identified.

Recommendations for the trust

The trust must:

e Improve its systems for records management to ensure that notes can be
retrieved effectively and expediently, and reduce the risks associated with
multiple sets of temporary notes and poor data handling.

e Develop integrated patient administration and information systems to

ensure that where ever a patient is being treated within the trust their full
healthcare history can be accessed by all staff.
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Leadership

The trust has experienced frequent changes to its board. Since February
2011 there has been a new chief executive in place. Since the chief executive
was appointed a medical director has been appointed following a number of
years where non permanent staff have provided this function. A number of
new non executive directors have also been appointed and an interim chair
has been in place since 2010.

Despite the short time that the new chief executive has been in place there
was almost universal praise for her. Staff commented that they felt they were
being listened to and that for the first time in many years they believed that
progress could be made to improve the quality of care and standing of the
organisation. Staff also praised the leadership of the nurse director and
medical director and noted that this triumvirate of individuals were
demonstrating good leadership across the trust. Some staff were positive
about working at the trust. One nurse told us that 7’m proud to work here. |
love this place and want to make it good’. However this was often an isolated
voice amongst many staff who articulated a widespread defensive, culture
amongst some senior staff with poor leadership and a lack of vision.

Some staff also raised concerns about the lack of a director of operations or
chief operating officer and noted that the absence of this post has had a
negative impact on the trust and its ability to drive forward improvements. We
were told that the lack of this role and the culture of the organisation was such
that the chief executive has a large number of senior staff all directly
responsible to that one individual which can risk there being a

loss of focus for the chief executive; and culturally we were told that this
meant that the chief executive would have individual meetings with separate
executive directors and not as a whole group. Since the appointment of the
current chief executive, this approach to individual executive director meetings
has ceased, and a director of operations has commenced in post in October
2011. Staff commented positively on the visible leadership programme that
has been introduced across the trust by the director of nursing.

External stakeholders described a culture at the organisation that is
defensive, denied problems existed and not open in discussions with them.
Although stakeholders that we spoke to told us specifically that when they
raised concerns with the trust during the winter period of 2010-2011 with
regard to accessing emergency care at the trust they were told that there
were no problems in the department, evidence from the trust indicates that
there was contact with stakeholders and through the media regarding the
difficulties being experienced in the emergency department. Stakeholders did
acknowledge the positive impression that the new chief executive was making
but also felt that they needed to see sustained improvements as so much had
been promised before but not delivered by previous boards of the trust.

So many of the staff we spoke to talked about an ingrained culture of blame

and uncaring professionals though this was predominantly in maternity
services where around 25 of the staff we interview raised concerns of this

62



nature. Staff also told us of a learned helplessness of many staff who did not
see it was their responsibility to tackle poor practice or issues raised with
them, or who had grown tired of seeing a lack of management action to tackle
these problems that they no longer saw it as their issue.

The attitude of some midwives has been raised with CQC on numerous
occasions. One midwife told us that she had over heard a colleague say to a
woman in labour ‘hurry up or I'll cut you’. Another midwife told us that she was
ashamed to work at the unit and hadn’t realised how poor practice was until
she observed care at another hospital. We have also outlined other examples
of the unacceptable attitude of some midwives elsewhere in this report. What
is of concern is that this culture in maternity services has been prevalent for a
number of years.

This is compared with an example of how senior staff dealt with poor staff
attitude on one surgical ward. The manager had received a number of
complaints about the attitude of staff so arranged for some of the
complainants to meet with all the ward staff and explain how their attitude
affected the quality of their hospital admission. This was followed up with the
introduction of a yellow card scheme which is used to warn staff when they
are heard by colleagues behaving inappropriately to patients; this has led to
improved behaviour as a consequence.

We were told that maternity services operate in isolation from the rest of the
trust; in a ‘silo’, with separate bed and site managers, on call structures and
clinical governance arrangements. There was some acknowledgment that
signs of change had been witnessed recently for example the trust does two
hourly bed checks and maternity staff now take part in this system. We were
told the role of midwifery supervisors was one of frustration and lacked
authority. We were told that not all supervisors performed to a high standard
but that their poor performance was not being dealt with; and of management
decisions being made with no involvement of other senior midwifery staff.

Staff and patients told us that poor staff attitudes are also prevalent in other
clinical areas; one patient told us that whilst an inpatient at King George
Hospital they listened to medical staff shout to the patient in the next bed to
him ‘Mr xxx your blood test was so fatty, that we could not get anything from
it'.

We were also informed of poor examples of medical leadership. One doctor
we spoke to described a recent serious incident where there was a lack of
support for junior medical staff following the death of a patient. We were also
told that some consultants do not like to attend the hospital at weekends when
they are on call, and of ‘undermining behaviours by consultants’ at the trust.

There is also a lack of cohesion across the trust, with different clinical
directorates and staff not working together but almost as if in competition. We
were told that bed management meetings have often been combative with
directorates simply not engaging to ensure the flow of patients around the
trust is as effective as possible. We were told that it took a great deal of time
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and effort by staff in the emergency department to change the systems for
patients from the ear, nose and throat (ENT) service to receive a wound
dressing change. Prior to this change, staff in the ENT service would simply
send their patients to the emergency department to have their dressing
changed, when this was not appropriate, and meant that staff in the
emergency department were diverted away from caring for acutely ill patients.
This has been resolved and the ENT has set up its own dressing clinic but
was another example of directorates not working together to improve patient
care.

One final issue raised by staff was over what they perceived to be poor
external communications by the trust. The perception of staff is that the trust
did not seem proactive in telling a more positive side to the organisation. This
was also echoed by some stakeholders and patients. Whilst the trust
acknowledges that staff and others may hold these views, it has provided a
range of evidence to demonstrate how it endeavours to communicate the
positive side to the organisation. This can be evidenced for example on the
trust’s website, and via its newsletter Hospital Life (also available on the
Trust’s website).

Staff also have the same perception regarding internal communications.
Some staff, especially in the maternity unit were frustrated that when incidents
occurred, they sometimes only heard about them through the local press and
not via internal communications. Staff also felt that greater emphasis should
be placed on sharing positive news internally and more actively. For example
whilst some staff were aware of the various awards schemes that are in place
in the trust, it was clear from staff interviews that these do not have a high
profile with many. Whilst the trust acknowledges that staff may hold these
views, it has provided a range of evidence to demonstrate how it endeavours
to communicate with staff across the organisation. For example there is a
weekly newsletter and monthly team brief as well as messages from the chief
executive.

Recommendations for the trust

The trust must:

e Ensure its board assures itself that it has the right leaders and managers
in place to develop the trust and improve the quality of services.

e Put a cultural change programme in place across the organisation. The
programme of change needs to engage all staff so that the trust can
clearly articulate what the expectations are of individual staff, what a high
performing organisation feels like to work in and be clear of the penalties
for staff they should not behave appropriately.

e Develop a culture of whole systems working across all divisions to reduce
‘silo’ working and the combative nature of bed management.
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Develop a programme of support for managers so that staff with the
capability can be freed to undertake their managerial roles effectively.

Explore how to improve its communications both internally and externally
so that perceptions of poor communication can be reduced.
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Capacity

Issues of capacity at the trust were not part of the initial terms of reference.
However the terms of reference under section two do state that CQC does
retain the right to consider ‘any other matter which CQC considers arise from,
or are connected with, the above matters’.

CQC recognises that it is for the Secretary of State to agree any
recommendations that are presented as part of the independent review of the
configuration of services in outer north east London.

However, we were presented with a number of concerns by staff, patients,
members of the public and stakeholders, and these concerns are highlighted
below.

One concern that was consistently raised with us by both staff and
stakeholders was that of capacity, and specifically the over utilisation of
Queen’s Hospital and the under utilisation of King George Hospital. We were
told that the current high level of activity in maternity services at Queen’s
Hospital means that women are discharged too quickly and that the quality of
care is often poor.

Since the opening of Queen’s Hospital many services have been moved from
King George Hospital. For example, vascular surgery is now only carried out
at Queen’s Hospital, all high risk pregnancies are managed at Queen’s
Hospital (which means that of around 10,000 births each year, 7500 to 8000
are at Queen’s Hospital and 1500 to 2000 at King George Hospital), along
with stroke services and trauma services.

Many staff at the trust and stakeholders told us of their concern about the
level of activity in maternity care at Queen’s Hospital. Staff told us so many
women attend maternity services at Queen’s Hospital that they are ‘simply
pushed through the system as quickly as possible’ and that is one of the
reasons for the poor quality outcomes that some women are experiencing in
that service. An independent review of maternity services at the trust was
undertaken at the beginning of 2011, which concluded that ‘Capacity at
Queen’s is of major concern to the review team’. The recommendations from
this review included the need to develop measures to ease the capacity at
Queen’s including ‘an impact assessment of the changes at KGH. It should
also include an updated Escalation Plan, with clear indicators relating to
capping numbers at Queen’s and temporary closure if required in the interests
of patient safety’. In addition to this the report made a number of other
recommendations for services at Queen’s Hospital including the development
of the departure lounge and the improved use of telephone triage, day case
assessment and an increased use of community midwives. However as has
been explored in this report, whilst the trust has implemented a number of
these recommendations some have not had a wholly positive effect on the
quality of the maternity experience for many women.
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Concern was also raised over the transfer of vascular care to Queen’s
Hospital in 2011. An external review carried out prior to the centralisation of
services on the Queen’s Hospital site highlighted concern with access to
intensive care beds for major vascular surgical patients.

Similar concerns were raised with regard to emergency care and the ability of
Queen’s Hospital to deal with the levels of attendees at the trust. Many staff
would describe the emergency department at Queen’s Hospital as ‘chaotic’.
Since Queen’s Hospital opened in 2006, the trust has had difficulty in meeting
the four hourly access targets (the national target is to admit, discharge or
transfer all patients within four hours of arrival at the emergency department).
Staff and stakeholders both alluded to the fact that the emergency department
at King George Hospital is under utilised whilst Queen’s Hospital is over
utilised. Some of the additional utilisation is due to the centralisation of
services on the Queen’s Hospital site such as vascular and neurosurgical
services, as well as the trauma services; and indeed the pace of the
emergency departments was very different during our site visits. Staff
indicated that the design of the emergency department at Queen’s Hospital
didn’t assist with the flow of patients and caused bottle necks which in turn led
to delays in patient transfer and long waits.

There are capacity issues at Queen’s Hospital emergency department as
there are many examples of patients waiting for long periods of time. The
systems and processes adopted within the emergency department at Queen’s
Hospital and King George Hospital have until recently reflected a traditional
model of care delivery where patients are pushed along a pathway that can
often appear uncoordinated and punctuated with a whole series of non value
adding waits and queues that make little or no sense from the patient’s
perspective. Capacity issues elsewhere in the urgent care pathway have been
shown to affect this experience, leading to poor care and unsafe working
practices. This creates the cycle of shortage of cubicles, an inability to review
patients, capacity bottlenecks and then the spiral of increasing delays,
decreasing patient safety and variable compliance with the four hour target
and the new clinical quality indicators.

Staff at the trust have begun to address the problems associated with the flow
of patients through the emergency department. At Queen’s Hospital a rapid
assessment team (RAT) initiative within the ‘majors’ stream has commenced
for core working hours; where a team, led by a senior clinician, quickly
assesses all ‘majors’ patients soon after their admission to the emergency
department. This initiative along with improved flow through the medical
admissions unit has resulted in some improvements to the flow of patients
which was also recognised by paramedics that we spoke to.

An audit of the effectiveness of the RAT system has been carried out and has
shown some improvements; patients who have been assessed in this way are
less likely to wait over 4 hours for admission, are referred to other specialities
more quickly, and will be assessed more quickly by an emergency department
clinician, though the time to treat patients does not differ much after this first
assessment from those who have had a rapid assessment.
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There are plans to implement the RAT system at King George Hospital once
workforce issues have been addressed, and there remains a number of
issues that still need to be addressed in terms of improving patient flow,
including better working relations with other clinical specialities, improved
discharge management and bed management and reducing processes that
add built in delays to patients admissions. For example when a patient is
assessed in the emergency department by an emergency department
clinician and a decision to admit is made, some specialities then require a
junior doctor from that speciality to undertake a further assessment of the
patient rather than accepting the clinical decision of the emergency
department clinician.

The three local authorities that are served by the trust raised concerns over
the provision of maternity services, and where they are currently sited. The
Barking and Dagenham and Redbridge local authorities both told CQC that
they have expanding multicultural relatively young populations and high levels
of teenage pregnancies. In contrast we were told that in Havering a third of
the population is over the age of 65 and this raises different health issues for
the population in that area.

Why this was raising concerns with these stakeholders was the fact that King
George Hospital is geographically located for the populations of Barking and
Dagenham and Redbridge, while Queen’s Hospital is geographically located
for people living in Havering, and yet provision for maternity services was
predominantly from Queen’s Hospital. What was compounding this from the
stakeholder’s perspective was historically poor transport links between the 2
areas (though stakeholders did note that the trust had ensured a bus stop was
built outside Queen’s Hospital). It should be noted that poor transport links
between the two areas was also raised on numerous occasions by patients,
relatives and other stakeholders. We were told that depending on where
someone lived, it could take around one and a half hours to travel from the
lIford area where King George Hospital is based and where the population is
growing to Romford where Queen’s Hospital is based. We were told that due
to higher levels of poverty in the Barking and Dagenham and Redbridge
areas, people relied on public transport more and these poor links had a
detrimental effect on access to health services for people.

Recommendations for the trust

The trust must:

e Improve the flow of patients not only in the emergency department, but
across the whole hospital to ensure that processes that do not add value
are removed and patients are seen and treated in a timely fashion.
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Appendix A: Terms of reference for the
investigation

1. The Care Quality Commission (CQC) has the power to conduct an
investigation into the provision of NHS care under s48 (1) (2) (a) of the
Health and Social Care Act 2008. The criteria under which CQC will
conduct an investigation are at Appendix A of the enforcement policy. The
exercise of this power would permit CQC to raise concerns with the
Secretary of State for Health under the formal power under s48 (5) of the
Act. CQC in this instance is relying upon the exemption Section 81(4).

2. CQC is concerned about the outcomes for patients using the services of
this Trust. It will carry out an investigation into the systems and
procedures that are in place to ensure that people are protected against
the risk of inappropriate or unsafe care and treatment, these will include:

a. Reviewing an emergency care pathway we will investigate the systems
for admission (including emergency), internal transfer, discharge and
external transfer of patients, including working in conjunction with other
stakeholders.

b. Reviewing an elective care pathway we will consider the system for
admission

c. Review the maternity services care pathway.
The pathway investigations will identify and assess:

e The systems for ensuring that at all times there are sufficient numbers
of suitably qualified, skilled and experienced persons employed for the
purposes of carrying out the regulated activity

e The systems for respecting and seeking the views of people using the
service and their representatives.

e The systems for seeking the views of staff.
e The systems for assessing and monitoring outcomes for people.

e The systems for ensuring appropriate standards of cleanliness and
hygiene and prevention, detection and control of the spread of health
care associated infections.

e The systems for ensuring equipment is properly maintained and
suitable for its purpose

e The systems in place to develop the culture of the organisation, in
particular individual responsibility and whole Trust working;

e The ability of the organisation to deliver a high quality teaching
environment contingent with it’s role as a teaching hospital

e The systems in place to support management for medicine

e Systems and processes for identifying, assessing and managing risk
and their effectiveness.
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e The analysis and learning across the organisation from board level
down of incidents that resulted or had the potential to result in harm to
people.

e The systems for service improvement by learning from adverse events,
incidents, errors and near misses. This should also include using
information from safeguarding concerns to identify non-compliance or
risk of non-compliance and decisions made to return to compliance.

e The procedures followed in the management of abuse and the systems
to monitor these.

e The overall effectiveness of governance structures (including
committee structures and reporting mechanisms)

e Any other matters which CQC considers arise from, or are connected
with, the matters above.

. The investigation will involve speaking to patients, relatives and frontline
staff and observing care delivered at this location. It will also involve
gathering evidence through examination of records, speaking with internal
and external stakeholders and requesting written statements. When
appropriate CQC will work in partnership with other agencies to gather
evidence, this may include the SHA and the PCT.

. Aninvestigation under the Act gives CQC the option to look at the
provision of health care across a local system. In order to ensure that
recommendations made are deliverable to enable the Trust to secure
ongoing compliance against essential standards.

. CQC may take enforcement action at any time during the investigation if
there is evidence of major concerns and risks to people.

. The Regional Director will act as the sponsor of this investigation and will
use the findings to inform the ongoing monitoring of compliance. This will
ensure that any evidence and recommendations made will feed into a
review and the appropriate regulatory actions can be taken, this may
include enforcement action if required. The investigation team will be
independent of the compliance team and will therefore review the
effectiveness of previous compliance actions.

. The investigation will focus on the periods from the date of the Trust's
registration under the 2008 HSCA.

This will ensure that evidence in any improvements will be clearly
identified from the date of registration.

. The evidence gathering period including preliminary site visits, of the
investigation is planned to run over a period of not more than eight weeks.

. CQC will publish a report on the findings of the investigation, and will make
recommendations as appropriate to the trust and other relevant bodies.
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Barking, Havering and Redbridge NHS
University Hospitals

NHS Trust

EXECUTIVE SUMMARY
TITLE: BOARD/GROUP/COMMITTEE:
Care Quality Commission — Action Plan Trust Board
1. PURPOSE: REVIEWED BY (BOARD/COMMITTEE) and DATE:
A&E and Staffin ST 1 = 0 STRATEGY......ccevernee.
Attached is the updated action plan that was developed to
address the A&E and staffing concerns and warning o FINANCE ................. OAUDIT ...
notices. The action plan was originally sent to the CQC in | o QUALITY & SAFETY ....ccccueirimeeeenueeesncneneessneeennens
August 2011. WORKFORCE
The aCtion plan hlghllghts that prOgreSS haS been, and iS O WURAFURCUE ...ccccnsisisisisssssssssssssssssssssssnsnnnnnnnnnas
being, made in most areas but that there has also been a 0 CHARITABLE FUNDS ...
deterioration in some areas such as performance against
quallty IndlcatOI’S |n the Emergency Department over the [m] TRUST BOARD ...................................................
last 7 weeks and poor progress in meeting the Trust's drug | 5 REMUNERATION ........cccceviuierieenueeseeenseesesennens
‘to take away’ (TTA) expectations. Mitigating actions are .
be|ng taken to dnve up performance |n a” areas. [m] OTHER ....................................... (please SpeCIfy)

Maternity

An updated maternity action plan to address the warning
notice issues in March is attached.

The action plan has been incorporated into a single action
plan that is being delivered through the ‘maternity
improvement programme board’. The programme board
has 4 main project areas, each driven by a number of work
streams, individual work streams and cross referenced to
the individual actions in the maternity action plan.

The project groups have been meeting weekly, and meet
with the programme board on a fortnightly basis. It shows
that progress is being made.

2. DECISION REQUIRED: CATEGORY:

o NATIONAL TARGET o RMS

X CQC REGISTRATION o HEALTH & SAFETY

o ASSURANCE FRAMEWORK

o CQUIN/TARGET FROM COMMISSIONERS

0 CORPORATE OBJECTIVE .....c.ooviieiireiiniieenene
0 OTHER .....cccoveieieieeene (please specify)

The Trust Board is asked to note the content of the action
plans.

AUTHOR/PRESENTER: Stephen Burgess, Medical
Director

DATE: 21 October 2011

3. FINANCIAL IMPLICATIONS/IMPACT ON CURRENT FORECAST:

Insufficient data to quantify.

4. DELIVERABLES

Compliance with CQC Registration

5. KEY PERFORMANCE INDICATORS

Compliance with CQC Registration

AGREED AT MEETING | DATE:
OR
REFERRED TO: DATE:

REVIEW DATE (if applicable)




1. respecting and involving people

who use services

To improve
staff
training to
enable
patients to
feel
involved
and
confident in
their care
in A&E

QH: Staff in A&E
give clear
explanations to
patients about why
they are here and
what is being done

A&E AND STAFFING ACTION PLAN

Review content of the following
staff training to ensure clarity
around trust expectation to
involve patients:

Education
- Induction
- Education programme
for junior doctors
- Mandatory training
- Nursing education
programme

Improvement in
patient survey
for A&E

Reduction in
complaints with
this element by
25%

31.12.11
and 3-
monthly
review

Magda Smith,
Divisional Director for Medicine &
A&E

Implementation
of survey

Monitoring of
complaints
from August
2011

Live patient
survey has
started in
Emergency
Department

In Progress




1. respecting and involving people who use

services

To roll out
hourly
rounding
across the
Trust on
both sites
to ensure

we are
consistentl
y meeting
patients’
fundament
al needs.

QH: Hourly rounds
are performed
consistently and
patients’ basic needs
are met

Review current practice
against new information
circulated at London Quality
matters meeting.

Review pilot areas in
August 2011 and audit
practice.

Review pilot and agree way
forward with Trusts
documentation group.
Implement hourly rounding
within all adult areas across
the Trust by December
2011.

Audit practice as part of
visible leadership quarterly
as from January 2012 and
review action needed.

Quarterly
review on
visible
leadership in
2012 will
demonstrate
that all adult
areas within the
trust are
undertaking
hourly rounding
in accordance
with Trust
policy and
patients’ basic
needs are met.

31.7.11

31.8.11

31.8.11

31.12.11

31.4.12

Lesley Marsh
Assistant director of nursing

NMB in
September will
have audit
results
presented

implementation
plan signed off
by NMB in
September
2011

all areas not
already
undertaking
hourly rounding
programme will
commence
implementation
in November

Current
practice
reviewed and
meets the
information
circulated by
NHS London.

Audit of
practice in
pilot areas
ends 25"
August.

Written tool

Hourly
rounding plan
on schedule
for trustwide
rollout.




4: care and welfare of people who use services

To reduce
the number
of hospital
acquired
pressure
ulcers at
category
3+4.

accurate and
comprehensive
documentation of
care of people with
pressure ulcers

QH & KGH: Ensure

Revise SKIN bundle
against RCA findings and
implement updated version
— sent to printers in July —
aim for implementation as
from Sept 2011.

Train staff how to complete
skin bundle via Mandatory
training and on link worker
programme.

Audit practice quarterly as
part of visible leadership

and review actions needed.

Quarterly audit
will
demonstrate
accurate and
comprehensive
documentation
of people with
pressure
ulcers.

1.9.11

Ongoing

Quarterly
audit

Lesley Marsh
Assistant Director of Nursing

Sign off Skin
bundle at NMB
in June 2011

Full ward roll
out September
2011

Training
programme
written by
August 2011

Included in
mandatory
training from
August 2011

Link worker
training
scheduled for
August 2011.

Practice audit
in July and
October 2011

Approved by
NMB June
2011

Scheduled
for roll out on
return from
printers

Training
programme
written

MT training
commenced
August 2011

Link worker
programme
scheduled for
30.8.11to
include skin
bundle

Quarterly
audit in July -
Trust
average
result is
87.53%.
October audit
underway.

SKIN bundle
and minutes

Programme
MT training
pack

Agenda

Audit tool
results
dashboard




4: care and welfare of people who use

services

Improve
patient flow
through
A&E.
Reduce
waits, and
ambulance
trolley
waits

Ensure the full and
timely
implementation of
the Trust’s
Emergency Access
Action Plan and
monitor compliance

See Emergency Access Action
Plan

Emergency Care Plan
20010623.10.xls

Progress
against A&E
action plan
monitored at
Emergency
Care
Programme
Board.

Ongoing

Magda Smith,
Divisional Director

Improved
performance
against 95%
access target
and A&E
Quality
Indicators

Performance
against
quality
indicators
has
deteriorated
over last 7
weeks.
Actions being
taken with
new Director
of Operations
to improve
bed flow, as
major reason
for reduction
in
performance.




To reduce
the number
of poor
patient
discharge
experience
S

Improve discharge
arrangements.
Patients discharged
at appropriate times
with necessary
equipment and
medication

Implement discharge checklist.

Operational Policy for hospital
discharge:
- education programme for
staff
- Operational policy for
ambulance transport

Visible
leadership
audit process.
All patients fully
compliant with
discharge
checklist.
TTAs
prescribed 24
hrs in advance
in 80% in-
patient
discharges
(excluding
acute
assessment
areas)

Ongoing

Caroline Moore
Divisional Nurse Director

Decrease in
delays to
medically fit for
discharge

Reductions in
DTOCs.

Reduction in
LoS

Discharge
planning tool

implemented.

Weekly
audits on
ward through
Visible
Leadership

Electronic
Discharge
Summary
implemented
to support

TTA
prescribing
included in
doctors
induction.
Monitoring in
place.
Progress
poor.
Consultants
reminded to
take
responsibility
for this
action.

DTOCs and
LOS monitored
through
Dashboard.

TTA logs kept
in Pharmacy




Improve
the care of
patients
with
pneumonia

To ensure the full
and timely
implementation of
the Pneumonia
action plan and

monitor compliance.

See Pneumonia Action Plan.

PWC Pneumonia
Action Plan (final) (2)

Individual as
listed in
Pneumonia
Action Plan

As
detailed
in Action
Plan

Magda Smith.
Divisional Director

Individual as
listed in
Pneumonia
Action Plan

Audit
completed,
for
presentation
at specialty
meeting and
Divisional
Board.

Latest data
available on
Dr Foster

Dr Foster Data




5: meeting nutritional needs

To improve
the
nutritional
standard of
care across
the Trust
so that
patients do
not
experience
significant
unplanned
(more than
5%) weight
loss.

Patients will have

timely assessment of
nutritional needs and

intake.

Patients mealtimes
will not be disturbed

Implement the
amalgamation of visible
leadership and productive
ward as from July 2011 with
a thematic approach.
Implement “food for
thought” month for July.
Audit using VL at end of
July across the Trust - this
will consider assessment
and action taken following
initial review.

Observe a mealtime using
nutritional audit tool at end
of July on every ward.
Monitor compliance with
“food for thought” at review
meeting in August

Review the following during
August — protected
mealtimes, food delivery
and services, standard
service level agreements,
protected mealtimes and
nutrition related policies.
Hold a RCA day in August
to discuss findings and
agree way forward.

Write action plan from the
RCA review and continue
quarterly audit.

Quarterly audit
will
demonstrate
timely
assessment of
nutritional
needs and
intake and
action taken.
This will include
mealtimes not
being disturbed
unless clinically
necessary.

1.7.11

1.7.11

25.7.11

25.7.11

10.8.11

31.8.11

31.8.11

30.9.11

Lesley Marsh
Assistant Director of Nursing

NMB to ratify
plan in June
2011

Communication
plan for food for
thought month
June 2011
Practice audit
in July 2011

Results from
mealtime
observations to
go to review
meeting in
August 2011

Protected
mealtime
standard
reviewed

Food delivery
and services
process
reviewed

NMB ratified
plan June
2011

Achieved

Achieved -
trust wide
average is
84.05%.
October audit
underway

Achieved

Achieved

In progress

NMB minutes

Copies of all
ward reports.
Dashboard with
results and
audit tool.
Copies of all
ward reports.
Meeting notes.
Protected
mealtimes draft
agreed, NG
competencies
in draft format.




5: meeting nutritional needs (contd.)

Standard
service level

agreements

reviewed and
approved by
NMB Sept 11

Nutrition
policies
reviewed

RCA day in
August
arranged
Action plan
written and
ratified by NMB

In progress

In Progress

RCA day
deferred —
new date yet
to be agreed

9. Management of Medicines

1. Ensure
all patients
leave
hospital
with their
medicines
by ensuring
all
prescription
s are
written up
in advance
per trust

policy.

QH: There is safe
administration of
medicines on all
wards

Review trust policy for ensuring
all prescriptions are written 24
hours in advance.
Communicate to all clinical
leads and consultants to ensure
they and they juniors are fully
aware. Communicate to all
pharmacists to ensure they are
fully aware and identify patients
in advance.

Review TTA transcribing and
independent prescribing polices
and process to enable
pharmacists to transcribe or
prescribe to speed the process.

TTAs are written
in advance.
Reduction in
complaints from
patients

Policy written
and approved
by Drug &
therapeutics
committee and
Nursing &
Midwifery board.
issues

Portia Omo-Bare

Chief Pharmacist

Monthly
monitoring and
reporting of
TTAs reported
to divisions

Numbers of
Prescriptions
written or
transcribed by
pharmacists
recorded
monthly

Policy
updated in
October 2010

Care Custody
Policy for the
administration
of medicines.




9. Management of Medicines

2. Ensure
there are

processes
for learning
from
medicine
related IR1
incidents
across the

whole trust.

There is a group that meets
monthly to review all IR1s. A
monthly report will be sent to all
wards and divisions. IR1s and
actions taken will be reported to
the safe medicine practice
group where trends are viewed
and incidents requiring specific
actions are recommended.
Incidents that relate to specific
pieces of current NPSA
guidance are investigated
individually by the ward matron
and reported back to the IR1

group.

Requirement for doctors to
include GMC number on all
prescriptions being
implemented — this will help
with identifying prescribers
when investigating incidents

IR1 reports sent
to wards and
divisions.

Action plan of
steps to be taken
are developed
and posters,
training and
policies produced
or updated.

Annual report
produced
showing number
and types of
incidents
reported and
action taken.

Monthly
newsletter
published with
specific section
on safety
Training
programme has
been developed
and given to all
nursing staff on
all wards.

Record of
training kept by
ward.

Sept 2011

On-Going

Nov 2011

Sept 2011

Oct 2011

Aug 2011

Reports sent to
wards and
divisions.

First monthly
newsletter
published by
31.8.11
Screensaver
for GMC no.
Oct 2011.
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9. Management of Medicines

3. Ensure
all patients
leave the
hospital
with the
correct
medicine.

Undertake a training program
with nurses on all wards on
giving medicines to patients.

Training
programme
written and
implementation
action plan
agreed

Audit undertaken
to review
numbers of
patients leaving
hospital with
TTAs written
promptly.

Complaints
reduced.

Programme
Written by
30.10.11.




4. Ensure
there are
processes
for learning
from
medicine
related IR1
incidents
across the

whole trust.

KGH: there are clear
processes for
learning from
medicines incidents

Review trust policy for ensuring
all prescriptions are written 24
hours in advance.
Communicate to all clinical
leads and consultants to ensure
they and they juniors are fully
aware. Communicate to all
pharmacists to ensure they are
fully aware and identify patients
in advance.

Review TTA transcribing and
independent prescribing polices
and process to enable
pharmacists to transcribe or
prescribe to speed the process.

Requirement for doctors to
include GMC number on all
prescriptions being
implemented — this will help
with identifying prescribers
when investigating incidents

IR1 reports
sent to wards
and divisions.

Action plan of
steps to be
taken are
developed and
posters,
training and
policies
produced or
updated.
Annual report
produced
showing
number and
types of
incidents
reported and
action taken.

Monthly
newsletter
published with
specific section
on safety
issues

Sept
2011

Oct 2011

Aug 2011

Portia Omo-Bare

Chief Pharmacist

Reports sent to
wards and
divisions.

First monthly
newsletter
published by
31.8.11
Screensaver
for GMC no.
Oct 2011.
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13: Staffing

To deliver
patient
care

All wards will be
staffed to their

agreed shift numbers

Re-launch of the Trust staffing
Matrix as per Bed Management
Policy.

Daily Action log for duty
matrons to record staffing
issues and actions taken.
Re-launched agreed funded
staffing levels for each ward.

Use of the
escalation
policy to
manage the
risk

completed

John Fletcher/ Caroline Moore/ Judith

Douglas/Sue Lovell
Divisional Nurses

All'in place and
to be
monitored.
Staffing levels
are monitored
through the bed
meetings.
Maternity and
NICU are
monitored on a
daily basis by
the Pathways
Facilitator and
the NICU
matron

In place.
Monitored
through daily
bed
meetings.




21: Records

To improve
compliance
with the
Trust's
health
record
policies

Patient personal
records are all held
securely.

Information can be
located in them
when required

Ensure all notes are stored in
appropriate locations and not
left in un-secure areas.
Additional locking cabinets
ordered for areas where access
to the notes is needed out-of-
hours.

Review of clinical information to
be undertaken. Trust lead
appointed to establish working
party to address this.

No notes left
unsecured at
any time

Notes contain
all relevant
information for
timely and
appropriate
decision
making.

Completed

TBC

Mr Stephen Burgess
Medical Director

Monitoring of
notes stored in
areas outside
of secure
medical
records
libraries. End
Aug.2011

Review of
output from
newly
established
working party.
End Sept.2011

Patient
personal
records are
all held
securely

Information
can be
located in
notes when
required.

Review of
medical

secretary areas
completed to
ensure notes
locked in
secure areas.

Health Records
committee
established
with Terms of
Reference in
place.

Working group
review
completed and
outcomes to be
fed into the
Health Records
Committee.
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13. STAFFING. 4. SAFETY OF CARE

1.To
ensure
appropriate
numbers of
staff
(midwives,
obstetrician
Si
paediatricia
ns,
anaesthetist
s, etc) to
provide safe
high quality
evidence
based care
and a
choice of
maternity
care
settings for
women.

1.1 Number of
midwives in post
meets 1:29 ratio for
midwives to births.

MATERNITY ACTION PLAN

Develop recruitment & R&R strategy for the Board approval | The trustis Midwifery
retention strategy for maternity unit approved Revised Dec 2011 currently recruitment
midwives, nurses and by the Board. date Dec meeting 1:33 strategy
support staff, involving 2011 ratio with approved at
external recruitment Midwifery staffing substantive Trust Board
agencies and internal numbers demonstrate a staff and Dec 10.
development plans. net gain each month with achieving 1:29 | Current
effect from 1.6.11. The ratio with midwifery
baseline for midwifery agency and establishment
numbers in post will be bank. and rotas.
taken form April 11 data. Recruitment is
ongoing.
1:29, based on in post
measured against agreed
trajectory on a monthly
basis. Trajectory
incorporated in monthly
workforce proforma.
Undertake exit interviews | 100% of leavers have exit | 30.6.11 MB Implement new | 100% leavers Workforce
for all staff who resign interviews. structure for are offered exit | proforma
and act on the findings. Reports produced conducting interviews. completed on
Findings to be following each quarterly interviews.- Contents of all | monthly basis
incorporated into action review of exit interviews. 30.6.11 exit interviews | to include
plan. Commence taken are number of
quarterly reviewed and exit
evaluation issues arising interviews
content of exit | are noted and completed.
interviews.- addressed as
1.10.11. appropriate.
Advertise locally, Contract in place with 30.6.11 SL Bi-Monthly Agreements in | Recruitment
nationally, internationally | recruitment companies. reduction in place with 3 schedule.
to recruit registered Recruitment schedule in vacancies recruitment Workforce




midwives on an ongoing place. against agreed | agencies: HCL, | report
basis. Commission Copies of adverts, job target — 30.6.11 | Medacs and trajectory of
recruitment companies to | descriptions, person Kate Cowig for | net gain of
assist in this process Specs. Ireland. midwives.
Number of midwives in The trajectory
post on a monthly basis for reduction in
as noted in workforce midwifery
report trajectory to reach vacancies is
less than 5% vacancies incorporated in
by October. the monthly
workforce
reports.
Local recruitment open Programme of open days | 30.11.11 | SL Open day Open day has Advert for
days for all groups of every 6 months advertised — been open day.
staff, including bank Number of recruits 30.9.11. postponed due
midwives and MCAs. offered posts on each Open day — to the ongoing
Interviews to take place day and number who 30.11.11 success of
on the day actually start, recruitment of
experienced
midwives. A
review of rolling
advertising is
currently
underway
Weekly Report on funded | All metrics are improving | 16.6.11 MB KPI proforma Workforce Workforce
establishment: starters, - reduction in number of approved by proforma performance
leavers, staff in post, leavers, reduction in PBE July 11. developed and | reports
vacancies and vacancies to less than reported completed mapping
resignations. 5% by October. monthly to PBE | incorporating performance
Reduction in number of and Trust starters, against
temporary staff used. Board leavers and trajectory.
Achievement of 1:29 ratio sickness.
for midwives in post.
Achievement of 1:1 care
in labour.
1.2 To ensure 80:20 | Maintain Maternity Care No vacancies longer than | 15.8.11 MB Advertise for VCP for Completed
ratio for Assistants numbers in 3 months, mapped by MCA vacancies | MCA workforce
midwives:support post and recruit as individual ESR post -20.7.11 establishment proforma
staff. required. number. Appoint MCAs | included on showing
15.8.11 monthly reduction in
MCAs in post workforce MCA
30.9.11 proforma, vacancies.

which provides
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baseline.

Maintain Nursery Nurse No vacancies longer than | 16.6.11 MB Advertise Currently there | Workforce
numbers in post and 3 months, mapped by Nursery Nurses | is 1.8 wte proforma
recruit as required. individual ESR post - 30.6.11 vacancy. showing
number. Appoint NNs — | Establishment reduction in
30.7.11 is currently NN
NN in post under review vacancies.
15.9.11
1.3 Number of To recruit nurses with All metrics are improving | 30.9.11 MB Plan interview | Readvertised Workforce
nurses in post meets | appropriate level of skills | - reduction in number of date with in September proforma
the 1:2 ratio for and training to vacancies | leavers, reduction in agency — to allow the showing
HDU. within HDU for maternity. | vacancies down to below 7.7.11 current new reduction in
Internal retention plan 3% by September. RGNs in post — | starters to RGN
developed to incorporate 30.9.11 settle in before | vacancies
rotational programme more new staff
incorporating ITU and are
main theatres and incorporated.
professional development Baseline is
for HDU modules. included in the
monthly
workforce
proforma.
1.4 To ensure the Implement trust sickness | - Sickness rates reduce 30.6.11 MB Trajectory in Sickness policy | Workforce
appropriate and policy across all grades from 5.5% to 3.5% place for introduced on proforma.
robust management - 100% of staff reducing all wards and Audits of
of staff in post to interviewed by manager sickness by all | monitored by sickness
optimise staffing on return from absence staff groups — senior staff. levels,
levels, so that staff - Management plans in 9.6.11 Trajectory set returns and
express satisfaction place for all staff on long Planned audit at 0.2% management
with safe staffing term sick leave of return to reduction plans.
levels and work interviews | /month,
managerial response 1.8.11 however,
to shortfalls. Planned audit September rate
of long term is 5.5.%
sickness plans
-1.9.11
Introduce electronic All staff work full 30.9.11 MB Meet with staff | Most Staff have | E roster
rostering in all maternity contracted hours. side and had training. currently
wards/departments Rosters signed off by implementa- Erostring is being rolled
across the Trust, to plan matron 6 weeks in tion group — being rolled out.
staffing resources aligned | advance and submitted to Training of out.
to activity and workload. the nurse bank for shifts staff Escalation




Early identification of
shifts where additional
staffing needed.
Agree trajectory for

to be filled with
appropriate period of
notice.

Reduction in use of

process is in
place to report
any incidents
arising related

reduction in agency staff | agency staff by 80% to staffing
use. Reduction in incident levels.
Agree trajectory for reports where unit is
reduction in incident short staffed.
reports related to staffing | Bank staff express
levels, once base line satisfaction with booking
established. process.
Undertake staff survey,
incorporating questions to
evaluate bank staff
satisfaction with booking
process and set baseline.
Increase staffing levels in | Staffing levels by shift 12.8.11 SL Increase in Minimum Workforce
ward areas. increased. staffing levels staffing paper with
Set minimum staffing Staffing levels for each 6.3.11 template minutes of
levels for each area, with | area signed off by band 7 Minimum signed off at MRMG
escalation actions to be and matron and known staffing levels the maternity agreeing
taken. by staff in each area, with reviewed and risk staffing
Appropriate responses to | sign off by HOM, agreed — management levels.
staffing shortages by Divisional Director and 23.6.11 meeting on the | Daily staffing
senior midwives in a Contact SOM. Communicated | 18.7.11. report.
timely manner, monitored | Escalation policy is to all staff Escalation Staff survey.
by the HOM. activated appropriately. within policy now
Daily report eg NPSA Sufficient numbers of maternity. implemented
intrapartum tool to ensure | midwives to care for 30.6.11 and reported
sufficient staff on a daily women 100% of time. on in weekly
basis. performance

reports.

Rolling

programme for

staff survey

commenced.
Staff questionnaire to test | 90% of Staff report 31.7.11 SL Launch Staff surveys Staff Survey
understanding of and improved staffing levels questionnaire — | undertaken results.
satisfaction with staffing in unit by October. 25.7.11 during June.
levels. Evaluate The staffing

Evaluate results of staff
survey and include

survey — 8.8.11
Report findings

templates have
been reviewed
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recommendations into to PBE End and changes
action plan. Aug 11 made where
appropriate.
1.5 To ensure Complete Business case | Agreed business case by | 30.9.11 EO Cost benefit Develop case Business
strategy delivers as part of medical Trust Board in September | Revised analysis — for increase in case
appropriate medical | workforce strategy for and then presented to date Dec 30.6.11 consultant approved by
workforce to cover maternity to achieve Commissioning Cluster 2011 Business case | workforce BY Trust Board.
BHRUT maternity agreed medical cover to by October. to PBE 30.8.11 | 8WTE - cost Agreed
services, including include, 168 hours Agreed implementation benefit analysis | implementati
168 hours of consultant presence on plan. underway on plan.
consultant Queens LW, senior cover Dependant on
obstetrician for OAU, and Health for NEL
presence for maintenance of KGH LW report on
Queen’s labour and clinic/theatre activity
ward. schedules.
Develop and agree
implementation plan for
medical workforce
strategy.
Analyse impact of IRP Option appraisal in 30.8.11 EO as above As above. Option
recommendations and business case Dependant on appraisal
Secretary of State timescale for within
decision on obstetric publication of business
workforce model and IRP/SoS case.
requirements decision
1.6 Medical cover for | Review consultant job Women in OAU seen by 31.3.12 EO Agree locum Locum in place | Rotas for
OAU 09:00-20:30 plans and vacancies to obstetrician within 1 hour FTC -16.6.11 | tofill gaps OAU cover.
Monday- Friday cover OAU. of arrival, following triage Substantive Monday to Weekly
10 — 6 Saturday — Identify a consultant lead | by midwife. cover for OAU Friday. Clinical | monitoring of
Sunday. for OAU to ensure in place Director waiting times.
appropriate leadership 31.3.12 working with
and development of unit. obstetricians to
establish a rota
to cover Sat —
Sun 10 —
1600hrs, by
giving existing
consultants
additional PAs
1.7 EWTD compliant | Establish and agree Medical director signed 30.10.11 | RH Agreed junior To develop Compliant
rotas for junior number of junior doctors | off establishment. establishment case for 3 rotas.
doctors which required for maternity Agreed business case by 30.6.11 middle grades Education




provide a safe level services at BHRUT. Trust Board in September Business case | and incorporate | report from
of care Complete workforce plan | and then presented to agreed by within overall Deanery.

and business case Commissioning Cluster in 30.9.11 medical

October. workforce
strategy.

1.8 To ensure Joint meeting with Guidelines ratified and 30.7.11 RO Completion of Proposal Guidelines
Consultant anaesthetic and obstetric | evidence staff have guidelines developed and | and minutes
anaesthetist to agree level of cover. received and read them. 4.7.11 being consulted | ratifying.
presence on QH Guidelines on when to 95% satisfaction for New on with Audit and
labour ward 08:00- call consultant women on availability of anaesthetic consultants. survey
20:00 Monday- anaesthetist out of hours. | epidural pain relief . rota in place — Issue escalated | results.
Friday and on-call at | Anaesthetic job plans Epidurals and other pain 30.6.11 to Divisional
other times. reviewed to release PAs relief administered within Weekly audit of | Director for
Ensure consultant to LW. 30 minutes of request. timeliness of Surgery.
for every elective Benchmark level of No operative delays due analgesia
LSCS in addition to satisfaction with to lack of anaesthetic commencing Analgesia
consultant presence. | availability of analgesia presence. 20.6.11 audits

from CQC woman'’s Woman'’s commenced on

survey and set trajectory survey — a weekly basis.

for improvement. 30.9.11

Audit current
performance of
availability of analgesia to
establish benchmark and
set target for
improvement.

Analyse incidents where
delays in performing
operative procedures.
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=RS. 1. INVOLVEMENT OF WOMEN IN DECISIONS ABOUT THEIR CARE. 4. SAFETY OF CARE.

2. All staff
working
within
maternity
services are
competent
and capable
of delivering
a high
quality and
safe
service.

2.1 Education and
Supervision of
midwives teams
provides robust
support to all
maternity staff

Education strategy
developed to include;
Education team structure,
TNA, competency
frameworks & leadership
programmes,

Induction & preceptorship
models, Integrated
programme & schedule of
support for new starters,
students and current staff

DNA process for training.
2 Band 8a facilitators
appointed and in post by
the end of July.

Trainee schedule
documented for the year
and planned training
capacity approved by the
NMC and LSA by end
July.

Agree plan for reduction
in student
midwifery/nursing
numbers with HEIs and
NMC.

There is a SOM strategy
that ensures all midwives
have support of a SOM.
Concerns over fitness to
practice are dealt with
proactively and in linae
with LSA guidance

Train MCAs in agreed
relevant competencies.

Education strategy for
maternity approved by
the Board.

Induction programme by
staff group.

Competency framework
by staff group/band.
Completed TNA for
maternity services in line
with NHSLA standards.
Evidence of sanctions for
non attendance.

95% of staff express
confidence in ability to
provide safe competent
care.

Approved training
schedule signed off NMC
and LSA by end of July.
All MCAs/NNs are
assessed as competent.
100% of midwives have
an annual review.
Number of SOMs
supports 1:15 ratio.

30.9.11

JU

Draft strategy
15.8.11

TEC sign off
30.8.11

Full Board sign
off 30.9.11.
Plan for
reduction of
students
agreed by NMC
30.7.11

TNAs
completed for
all MCAs and
NNs 30.9.11
Training
programme for
MCA/NN
commences
1.12.11

SOM annual
reviews
completed by
31.3.12

1:15 ratio for
SOMs in place
by 1.10.11

Induction
programme for
midwives has
been revised
and updated.
All overseas
midwives have
an 8 week
programme,
supported by
the education
team. Evidence
of programme
and support
days submitted
to
commissioners
w/c 8.8.11.
Standard
Induction
programme in
place for
maternity
support staff.
Band 6
competency
framework draft
out to
consultation.
Agreement
reached
15.8.11 for
reduction plan
in student
commissions.
Review with
NMC progress
May 2012.

TNA draft to be
completed for
MCAs by
1.11.11.

LSA audit
report received.
Compliance

LN 1

Education
strategy
approved by
the Trust
Board.

Compliance
report
demonstratin
g attendance
at training in
line with TNA.

Staff
satisfaction
survey.

Training
schedule.
MCA/NN
TNA report.

LSA audit
demonstratin
g standards
met.




2.2 Skilled & All doctors attend: 95% compliance for all 30.9.11 SC 95% CTG All new doctors | Attendance
knowledgeable - CTG training areas training for receive CTG figures at
Doctors in post - skills & drills training doctors 31.7.11 | training on training.
- record keeping Skills and drills | induction. In Documentatio
All junior doctors have training place. n audit
completed Annual programme results.
Review of Competence multidiscipli- Multidisciplinar
Performance. nary in place — | y education
Establish current baseline 30.9.11 and programme
for compliance with agreed updated and
training and agree trajectory for commenced in
trajectory for achievement attendance by September
of target. end of June. 2011.
Feedback of
multidiscipli-
nary
documentation
audit/lessons
learnt —
30.9.11.
2.3 Skilled and Complete individual Improved retention and 31.3.12 Ju Q1 25% of staff | Appraisal data | TNA analysis
knowledgeable training needs analysis reduced turnover . had PDP being updated report.
midwives in post. for each midwife to inform | 95% of midwives have review on ESR and Appraisal
training plans and identify | PDP Q2 50% of staff | discussed at compliance.
gaps in skills & 95% attend mandatory had PDP Divisional CTG training
knowledge. training , including CTG review Board . update.
All midwives to have a Agreed TNA for individual Q3 75% Q4
current PDP. midwife 100%. New mandatory
All midwives attend: TNA analysis programme
- mandatory training completed. and data base
- CTG training 31.7.11 commencing
- Skills & drills Mandatory 1.9.11.
- Record keeping training
compliance TNA for
31.3.12 midwives in
place and

currently being
completed for
all midwives.
Completion for
end of
September.

Analysis of the
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TNA'’s to be

complete by
31/10/2011
2.4 Leadership Development programme | All identified Band 7s 31.3.12 Ju Agree Delphi Programme
development for for Band 7 midwives attend and complete the programme consultancy outline.
midwives Recruit substantive programme, to include provider — commissioned Report on
matron for LW work based projects. 30.6.11 to develop this | work based
Matron in post. Commence work. projects.
No SUls have poor co programme for | External
ordination of care or band 7s — July | support
leadership as a 11. commissioned
contributory factor. Appoint matron | for SUI mgt and
23.6.11 to develop new
internal
governance
framework.
Band 7
programme has
been
developed and
has been sent
for comment.
2.5 To ensure Agree plan with LSA to Ratio of SoM at 1:15 1.10.11 HM SOM away day | External Update on
maternity services increase number of SoMs | Positive LSA audit. 13/14.6.11 — support the SOM to
meet the through internal completed. received for 5 MW ratio.
requirement of 1:15 recruitment from 16 to 20 additional SoM | Workforce
supervisors to (based on current MW Ratio of 1:15to | to be in post by | monthly
midwives nos:) be in place end October. returns.
Plan for interim increase 1.10.11 Action plan
of capacity using for
sessional SOMs. Supervision.
Leadership development
of supervision team in -
partnership with LSA
2.6 To ensure robust | Review level of HR Numbers of staff subject | 1.8.11 CD Complete 6 Midwives Monthly
management of poor | support to division. to performance training of subject to workforce
performance for all To train and support management. managers formal return.
staff groups within managers in the Length of time to resolve 30.7.11 disciplinary
maternity. application of the policy performance issues. procedure. 1
for managing poor Reduction of time taken dismissed, 1
performance and to deal with by 2 weeks final written
sickness policy. by end July. warning, 1

verbal warning,




3 hearings
pending.
Delays to 2
cases due to
health issues.
HR support in
place to assist
division with
performance
management
and sickness
reporting
procedures in
all areas. Band
7 and Matrons

to monitor
2.7 To ensure all Delivery of customer care | Reduction in complaints 31.3.12 SL Complete Delphi Complaints
maternity staff training programme related to analysis of consultancy breakdown
receive a customer Establish baseline in communication/attitude. complaints. undertaking monthly.
care training number of complaints 30.6.11 internal Training
programme. about Trajectory for observation to records.
communication/attitude. reduction form baseline
BHRUT Code roll-out to agreed based on attitudes.
all staff . on baseline Customer care
4.7.11 training
planned,

commencing
with reception
staff. Staff
identified in
complaints
received so far
have had
customer care
training.
Analysis of
TNA underway
identify staff
requiring
training.
Training to be
extended to
medical
workforce
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Audit programme of all
clinical guidelines agreed
and implemented.
Implement sign of sheet
for when new guidelines
introduced to
acknowledge receipt and
understood by each
member of staff.

ordinator role.

2.8 Lessons learnt Implement newsletter on | Reduction in avoidable 30.9.11 JuU Introduce Newsletter Newsletter.
from SUIs/ incident a monthly basis for staff clinical incidents. newsletter — introduced. Attendance
reporting/ complaints | to feedback lessons Reduction in complaints 1.7.11 list at
are fed back to all learnt, discussed at ward | by 50%. Establish ward | ‘Tell us what meetings and
staff based meetings. Improved woman based meeting | you think’ Pilot | minutes.
Include lessons learnt on | satisfaction survey. structure commenced. Results of
mandatory training days, | 95% of staff receive 30.6.11 survey.
near miss meetings and feedback and training Woman Findings from Quarterly
SOM meetings. from all incidents/Sls. Satisfaction the external review of SUI
Establish baseline on the | All SUI reports survey 30.9.11 | review of reports.
number of avoidable demonstrate RCA Establish target | governance
clinical incidents and process and action plans for reduction in | processes to
agree target for reduction. | are robust and auditable. number of be actioned.
Establish RCA training for avoidable
all relevant staff. clinical Evidence of
incidents. midwifery
4.7.11 attendance at
near miss
meetings to be
collated
— | 3.To 3.1 Agreed pathways | All clinical guidelines are | All guidelines are in date, | 30.8.11 DO All guidelines 11 remaining Guidelines.
8 ensure clear | of care and evidence | updated and database with auditable standards updated and on | guidelines are Programme
m | systems based guideline in maintained. defined. intranet — on track for of audit.
< | and models | place and applied in | Incorporate the ‘fresh Audit of CTG 30.8.11 review Monthly
"z’ of care to practice. eyes’ approach to CTG interpretation completed Agree completion by update on
O | deliver interpretation into current | and action plan in place programme of | end October. audits
9 | sustainable guideline. to address any short falls. audit — 31.7.11 undertaken.
] 8 capacity Establish mechanism to LSCS audits Signed
EE O | and safe, updating guidelines in happen on a sheets for
o2 g effective response to lessons weekly basis. updated
3 E g and high learnt and audit findings. guidelines.
d . -
t =g quality care. Updates on .guldehn_es to Fresh eyes
w g i be communicated via approach now
E " E newsletter and meetings. part of LW co -
»n O
vb
w
=
w
>
=
(®)
>
<




3.2 Early accessto | Work with ONEL 90% of women to be 31.3.12 KH Antenatal Process for Antenatal
midwife booking maternity commissioner booked by 12+6 weeks pathway review | booking an pathway
to develop antenatal 100% antenatal risk complete — antenatal updated
referral pathway. assessment, 30.9.11 appointment version.
Risk assessment in place | incorporating full social Revised under review. Audit results.
to direct women into and healthcare needs antenatal Appointments Monthly
appropriate pathway of assessment, completed. booking now being scorecard
care. guideline — given to review of 12
Review antenatal booking 31.7.11 support weeks and 6
guideline with the Audit of booking by 10 days.
intention to aim for antenatal risk weeks
booking by 10 weeks. assessment gestation.
Work with GPs to ensure 31.10.11 Risk
referrals are sentin a assessments
timely fashion to meet are in place
target. and review of
Develop plans to improve RI to be
how hard to reach groups presented to
are engaged early in the antenatal
pregnancy. forum end Oct
3.3 Develop model Establish working group MSLC reps are able to 31.3.12 Ju Monthly Consultant Monthly
of care for low risk to develop the describe their trajectory for midwives scorecard
women, including model/pathway with joint | involvement in home birth appointed. detailing
home birth, water staff and MSLC developing models of 0.2% increase. homebirths
birth, MLU, working membership. care. Trajectory for Programme of | and
with user Appoint consultant Midwife led care water birth work started to | waterbirths.
involvement midwife for normal birth pathway implemented. 0.1% increase | develop MLU Offer letter to
To introduce routine offer | Pathway agreed by per month. by June 2012. Consultant
to all women around maternity risk Interview for Antenatal midwife.
choice of place of birth to | management group as consultant workshops Written
include home birth and/or | well as Quality and safety midwife — established. information
water birth. committee. 1.7.11 for women
To complete Co-located | Home births increased Establishment Education signed off by
MLU business case. from 1% to 3% by of additional classes MSLC.
To produce written 31.3.12 antenatal implemented to | Programme
information to women to Waterbirths increased workshops support home of antenatal
describe and explain from 0% to 1% by Woman'’s birth education
choice, backed up by 31.3.12 survey workshops.
face to face explanation Consultant midwife in Results of
by community midwife post by 30.9.11 woman’s
and via antenatal Woman’s survey survey

education sessions.
To increase availability of
antenatal education

demonstrates 75%
offered a choice by end
of March 2012.
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classes. Number of antenatal
workshops/programmes
available.

3.4 Robust Supernumerary B7 co- No women in established | 30.6.11 SL Daily unit Capacity mgt Weekly audit
management of ordinates bed capacity on | labour outside LW. status meeting | via the capping | of unit status.
demand within unit LW. established — plan since 29th | CMS status.
and escalation of Bed manager post Number of times 24.6.6.11 September as Results of 1:1
concerns implemented. escalation/divert policy Weekly audit re | agreed with care in

Implement daily unit activated. escalation ONEL and labour.

status meeting 1:1 care in labour. policy use. NHSL. No: of women

management process. No: of women booking 27.6.11 booking

Escalation/divert policy monthly. Monthly monthly.

fully embedded and unit Forecast of deliveries. forecast — monthly

status recorded on CMS. 30.6.11 Forecast for

Audit of timeliness of deliveries.

transfer of women from Weekly

antenatal ward to LW. performance

Identify actions to report.

improve transfer of

antenatal women to LW

and implement.

Clear guidelines on

responsibilities of shift

leaders.

Implement mechanism for

monthly forecasting of

deliveries based on

bookings.
3.5 To improve the To agree pathway for All women triaged within 30.6.11 BN Telephone New triage Audit of triage
triage of women triaging women in 15 minutes of arrival. triage system in | system in waiting times.
when maternity. place-21.3.11 place. Triage
contacting/arriving To implement telephone Clinical triage Target pathway.
within triage itself. triage system. in place — monitored on a

To implement clinical 21.3.11 weekly basis

triage in unit. Audit waiting and reported in

Conduct full review of times 23.6.11. | weekly

triage system including Audit telephone | Maternity

telephone triage. triage 1.10.11 Performance

Report

3.6 To ensure all To implement pathway for | 100% of women within 30.6.11 CB Pathway Weekly auditin | Weekly
women requiring an | emergency LSCS. timescales for LSCS by implemented — | place for results of
Emergency LSCS To implement process for | grade completed. emergency audit of
are operated on ongoing audit of Re instate LSCS and emergency




within appropriate emergency LSCS. ongoing LSCS | reported as LSCS.
timescale for grade To improve audit — 30.6.11 | part of the
of LSCS. capacity/resource to weekly

ensure timeliness of performance

LSCS. Plans to be report.

developed in line with

recommendations from

ongoing audit.
3.7 To ensure there To establish a new New reception area in 30.11.11 | RH Business case | Business case | Approved
is an appropriate, reception area for women | place. Depend- prepared. being prepared. | business
written pathway for | arriving for elective LSCS | Business case agreed. ent on 30.7.11 Pathways in case.
women having a for | on day of operation. 100% women undergoing | IRP Business case | place. Written
elective LSCS. To agree plan and elective LSCS follow presented to Women information.

business case to move pathway. PBE currently being | Audit results.

elective LSCS into main 31.8.11 diverted to

theatres, including Business case | Homerton for

recovery of women. approved by Elective C-

Business case to include Trust Board Sections until

full option appraisal and By March 2012 | December

risks associated with 2012.

plan. Monitoring of

To update written acceptance vs

information for women refusal

having an elective LSCS. underway.

Audit compliance with

pathway.
3.8 To ensure To implement a Number of IOLs per day. | 30.10.11 | DO Establishment Pathway for Weekly
appropriate staggered approach to Number of outpatient of staggered IOL approved figures for
pathways for women | admission of Inductions IOLs. approach to by maternity IOLs.
having Induction of of labour on daily basis. Audit of IOLs IOL. 30.7.11 risk group. Audit results.
labour. Agree pathways for IOLs | ,demonstrating Pathways in Women'’s

for postmature and high appropriateness of place for New process satisfaction

risk pregnancies. setting and any delays. postmature and | will include survey.

Fully implement model for | Audit of woman’s high risk — staggering

IOL in outpatient setting, | satisfaction in relation to 30.7.11 IOLs, to

for women women who information and Outpatient commence by

meet low risk, post dates | explanations given. model in place | end of October

criteria. —30.10.11 2011.

Update written
information for women
related to IOL in
partnership with MSLC.
Audit compliance with

Creation of
audit to ensure
compliance to
pathway to be
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pathway. completed by

Ensure all staff are able 31/12/2011

to give informed consent

for IOL.
3.9 To ensure high To implement a 25% increase number of | 30.9.11 SA Postnatal Utilising Results of
quality, effective and | multidisciplinary system midwives qualified to discharge community woman’s
efficient care to between paediatrics and perform neonatal process in settings for survey.
women during the midwifery to undertake discharge examinations. place — 30.7.11 | post natal Number of
postnatal period in discharge examination of | LOS reduced for Short stay clinics. midwives
both hospital and babies. postnatal women by HRG postnatal area qualified to
community settings, | To continue with yearly by 0.2 days. established - Discharge undertake
through the education commissions to | 80% of women attending 30.7.11 Jonah rolled newborn
development and increase the number of postnatal talk before Written out on post checks.
implantation of midwives qualified to leaving hospital. information natal ward. Number of
clinical pathways. perform discharge checks | Number of postnatal updated — postnatal

for babies. clinics in operation by 30.9.11 Discharge clinics by

To implement a clear Borough. Woman'’s coordinator to area.

discharge process for Improved feedback from survey start in October | Audit results.

women from LW,
incorporating;

Discharge within 6 hours
of delivery.

Create a short stay
postnatal stay facility.

To bed in daily postnatal
group education session.
To update the written
information to women on
discharge .

To maximise the number
of Postnatal clinics,
utilising the role of the
MCA in community.
Establish number of
postnatal clinics in place
and agree target for
increase by Borough.
Audit delay in discharge
of women from postnatal
ward and respond to
findings.

women re discharge
process in survey.

to ensure
discharge
within 6 hours
of delivery.

Tracking
process to be
devised to
monitor
success




level of equipment in
each area.

Faulty equipment is
returned to clinical area in
an agreed timescale.

inventory under

review

Staff survey in
all areas
conducted to
assess staff
perception of
equipment
levels.

3.10 To ensure Linked to 1.1 see above. | 98% compliance with 1:1 | 31.3.12 SL 1% Monthly Aug audit: Monthly
women receive 1:1 Linked to point 3.4 see care in labour. increase Queens — 98% | audits for 1:1
care in established above. 80% of women report towards 98% KGH - 100% care in
labour. Undertake a monthly satisfaction with 1:1 1:1 care in labour.
observational audit to midwifery care during labour, by September — Results of
establish compliance with | labour. December. 100% across woman’s
1:1 care ( observed for 7 Woman'’s both sites. survey.
days recording levels of survey 30.9.11
care every 2 hours for Woman'’s
each 24 hours) survey 31.3.12
Incorporate into woman’s
satisfaction survey.
3.11 Increase home | Linked to point 3.3 see 3% home births by 31.3.12 KH Agree plan to Community Monthly audit
birth rate to 3% above. 31.3.12 implement new | consultation of homebirth
Develop integrated model | Women report increased model of completed. rates.
of community/hospital continuity of care. community Homebirth Woman'’s
midwifery care, utilising midwifery care, | team being survey.
team and caseloading April 2012. introduced by
models. December.
Offer choice of place of
birth to all women.
4. To 4.1 All equipment is Implement and agree Inventory of equipment 27.3.11 SL Completed Inventories in Equipment
ensure available and ready | with staff equipment signed off by band 7 for inventories in place for Coral | inventories.
appropriate | for use. requirements and then each area. each area. and postnatal Monthly safe
levels of log/inventory for each 100% with safe to fly 23.6.11 ward. to fly audits.
equipment clinical area. checks. Monthly audits Staff survey
in working Order equipment if Staff survey results for compliance. | Checklists now | results.
order within required. demonstrate 90% staff in place for
- all areas Establish have “safe to satisfied with equipment Labour Ward
- providing fly” checklists completed | availability. for equipment
g maternity on every shift. Audit of times for repairs. currently in
o care. Establish benchmark for place —
8 staff satisfaction with absolute
T
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complaints are
handled in a timely
and appropriate
manner, which

dealing with complaints,
to improve quality of
responses and
turnaround times.

to complaints.
Reduction in reports of
dissatisfaction with
responses.

place — 30.6.11

response rate
has improved
slightly —
tracking system

response rate
to complaints.

n 5.To 5.1 Provide secure Lockable notes trolleys in | Trolley in place. 31.5.11 SL Notes trolleys New notes Training
8 ensure and confidential place. 95% staff trained in in place on trolleys in place | records.
o maternity storage of all patient | Train all staff in their information governance. postnatal and and adherence | Spot checks
Cu-: records are | records responsibilities related to antenatal ward. | to note security | staff
o maintained care of confidential 50% of staff monitored. understandin
E in a secure information. trained in g.
w and information
l:: confidential governance by
o manner. end of Month 6,
N‘ remainder by
31.3.12
6. To 6.1 To ensure Review and agree with Attendance of clinical 30.9.11 Ju Agree clinical Member ship of | TORs for
ensure a women are involved | MSLC clinical members at MSLC and user MSLC and MSLC.
L good in the improvement representatives for meetings. membership TORSs agreed. Programme
°<: consistent of maternity services | committee. Members of MSLC with MSLC — of work for
(&) experience | within BHRUT. Develop programme of express satisfaction with 23.6.11 Walking the MSLC.
1 for all work in partnership with level of involvement and Agree MSLC patch continues | Woman'’s
% women, MSLC. response from the Trust programme of | on a 6 weekly survey result.
= which Involve MSLC member in | when planning services. work for 11/12 | basis. User
'5 demonstrat interview panels for Woman'’s survey results. - 30.6.11 representativ
(o] es they are senior midwifery staff. Woman'’s Collaborative e feedback
E respected Bi annual survey of survey work moving reports.
) and women to assess forward with
(z) involved in satisfaction, using Quality MSLC and
n the planning health. LINKs.
o of care and Continue with ‘walking
'g services. the patch’, to gain Postnatal ward
=z feedback from women in survey
> all clinical areas. introduced.
'-'EJ Implement welcome
o packs for each clinical
= area.
3 Introduce name badges
— and insist staff wear
< them, to assist women
s with identifying name and
g designation of members
6 of staff.
; 6.2 To ensure To agree mechanism for | Monthly response rates 30.6.11 SL Mechanism in Complaint Monthly




addresses concerns
raised and treats the
woman and her
family with respect.

Identify members of team
who require training on
how to deal with
complaints.

in place
Further
monitoring and
staff training on

Involve staff in complaints handling and
meetings. responding to
complaints.
6.3 To ensure Review the current Number of women 31.8.11 BN Side room Side rooms % women
bereaved families arrangement for care post | transferred to setting allocated on available on transferred to
are dealt with in a delivery for women outside labour ward for antenatal as antenatal ward | antenatal
respectful manner following the loss of their | postnatal care. alternative for women ward
and care is baby and identify Decrease in number of venue. following Y%complaints
individualised. alternative locations away | complaints by bereaved bereavement. by theme.
from labour ward. women related to location Alternative
Reorganise rooms on of room post delivery. location of
labour ward to create bereavement
quieter environment for room on labour
bereaved women. ward being
explored.
Care pathway
is under

development
for women +6
weeks
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- 7.To 7.1 To improve To gain Trust Board sign | Breastfeeding strategy. 30.10.11 | LI Agreed Breastfeeding Times and
8 ensure advise and support off for sector No: of breastfeeding breastfeeding workshops for venues for
m women are | given to women in breastfeeding strategy. antenatal workshops in strategy — women breastfeeding
< provided relation to Implement breastfeeding | place. 30.10.11 introduced. workshops.
'2 with breastfeeding and workshops during Agreed plan for achieving Agreed plan to Results of
o evidence increase the initiation | antenatal period. BFI status. achieve BFI — Formula feeds | woman’s
(2] based care | of breastfeeding at Agree programme of Breastfeeding initiation 30.8.11 removed from survey
&,’ y in relation to | delivery by actions to move Trust rates. ward areas and | Monthly
o 2 breastfeedin towards BFI status. % of women still milk kitchens breastfeeding
Z E d gand are Implement improved breastfeeding at 6 weeks. established. initiation rates
E 5 E then facilities to support Letters to and
= x supported in women on the postnatal women breastfeeding
g i E their wards with breastfeeding. introduced to rates at 6
o ':l_: : decision. Remove wide range of explain weeks
O ¢ freely available pre changes. postnatal.
E < prepared formula feeds. Expenditure
T Establish milk kitchens on Breasfeeding on pre
E postnatal wards. strategy signed | prepared
3 Develop new written off by the formula feed.
o) information for women PCT’s. Action
5 choosing to breastfeed. plan drafted to
— Linked to 2.3 achieve BFI
= status
KEY
SL Sue Lovell Head of Midwifery/Divisional Nurse
EO  Edward Osei Clinical Director Women
RH  Richard Howard Divisional Medical Director
JU Jane Urben Associate Head of Midwifery — Governance and Quality
SC Seema Charkravati Consultant Obstetrician
HM  Helen Mansfield Contact Supervisor of Midwives
SA  Sabah Abdin Matron Queens
DO  Dele Olunronshola Consultant Obstetrician/LW lead
CO  Chineze Otigbah Lead Obstetrician
BN  Bernie Nipper Acting Matron LW Queens
KH  Kim Hurn Matron KGH/Community
CD  Carol Drummond Divisional Director
CB Celia Burrell Consultant Obstetrician
LI Lorraine Imber Infant feeding co ordinator.
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MRSA

Venous Thromboembolism Risk Assessment
Single Sex Breeches

Emergency re-admissions <30 days

Delayed transfers of care (DTOC)

Complaints

Patient Experience

Outpatient DNA rates and First to Follow-up
Ratio

Diagnostic Breaches

Length of stay

Cancer Targets

% Women Seen by Midwife within 12 Weeks and
6 Days

Freedom of Information

Accident and Emergency

Referral to Treatment (RTT)

Appraisal Training

Basic Life Support Training

This report includes the key actions that are being
undertaken to bring performance back in line within target.




2. DECISION REQUIRED:

CATEGORY:

The Trust Board is asked to note the content of the report
and support the actions to bring the performance back in
line with trajectory/target.

M NATIONAL TARGET o CNST

o CQC REGISTRATION o HEALTH & SAFETY

o ASSURANCE FRAMEWORK

¥ CQUIN/TARGET FROM COMMISSIONERS

0 CORPORATE OBJECTIVE .......cocuiiieiieeeee e
0 OTHER ..o (please specify)

AUTHOR: Neill Moloney, Director of Delivery

PRESENTER: Neill Moloney, Director of Delivery

DATE: October 2011

3. FINANCIAL IMPLICATIONS/IMPACT ON CURRENT FORECAST:

Not applicable.

4. DELIVERABLES

The delivery of the Trust wide objectives.

5. KEY PERFORMANCE INDICATORS

Please see attached Trust Performance Dashboard.

AGREED AT
OR
REFERRED TO:

MEETING

DATE:

DATE:

REVIEW DATE (if applicable)




Barking, Havering and Redbridge NHS
University Hospitals

NH35 Trust

Trust Performance Dashboard - August 2011

QUALITY AND SAFETY

OPERATIONAL PERFORMANCE

Surgical

Womens and Children

FINANCIAL PERFORMANCE WORKFORCE PERFORMANCE




Barking, Havering and Redbridge NHS |
University Hospitals

MHS Trust

Trust Performance Dashboard - September 2011

. Target 11-| Actual Mnth YTD
Wgt | No|Indicator 12 Mth | Move | Status
4 10 |MRSA HAI 3 1 A 4
4 11 |C Difficile HAI 41 6 A
4 12 |MRSA Screening - Elective 100% v
4 13 |MRSA Screening - Emergency 100% v
4 15 |% Adult VTE Risk Assessed 90% 94.0% A 85.94%
4 95 |No Diagnostic waits over 6 weeks 0 31 v
2 16 [No of Same Sex Breaches 0 8 A
4 14 Hospital Standardised Mortality 100
Ratio Relative Risk (YTD)**
19 [Mortality % (elective) n/a 0.19% A 0.10%
20 |Mortality % (non -elective) n/a 2.91% A 2.77%
21 |SUls as % of incidents reported n/a 8.21% A 2.66%
22 |Incident Rate per 100 admissions n/a 2.34% v 5.89%
Emergency Readmissions <30
4 112 |days - Elective * - with PBR 2.21% 2.79% v
exclusions
Emergency Readmissions <30
4 113 |days - Non elective* - with PBR 9.38% | 13.01% v
exclusions
4 25 |90% stroke unit 80% 95.74% v
PR
4 % % high risk of stroke TIA 60% 80.00% v
<24hours
4 27 |Delayed transfers of care 3.50% 4.38% A 4.07%
4 %8 Electlve*Admlssmns on Day of 80% 79.51% v
Surgery
5 17 Compllamt:L*meers (excluding 205 76 v
enquiries)
2 18 Compla|.nts resp*onded to within 80% 11.0% v
30 working days
PATIENT EXPERIENCE
4 29 Sat|sf|ed with level of care 80% 61.00% v 63.0%
received
4 30 |Treated with dignity and respect 80% 67.00% v 68.0%
4 31 |Confidence and trust in doctors 80% 71.00% \ 72.0%
4 32 Conflder_me_and trust in 80% 66.00% v 68.0%
nurse/midwives

KEY
*- One Month in Arrears

** - Two Months in Arrears
*** Target is year to date




Barking, Hawvering and Redbridge m

University Hospitals

MH3 Trust

Trust Performance Dashboard -September 2011

User Experience (National Survey)

Registration

Wgt | No [Indicator Targ:;t 1 Actual Mth|
4 40 |FFU Ratio 2.13 2.35
2 41 |DNA First 9.70% 10.66%
2 42 |DNA Follow-Up 10.30% 10.59%
4 | 43 [LOS (Elective) 3.6 3.74
4 44 |LOS (Non-Elective) 5.4 4.66
4 94 |LOS (Elective- excluding 0 LOS) 4.0 4.35
LOS (Non- Elective-excluding 0
4 96 LOS) 5.8 6.11
Emerg Adm for Long Term
45 Y
Conditions
46 [No' of Low Value Procedures
2 47 |% Daycase rate - All 75% 87.1%
% Women who have seen a o o
4 | *® |midwife within 12 wks 0% | 75.0% M
Cervical Screening - Lab Results o o
2 49 Within 2 Weeks * 98% 100.0% »
Cervical Screening - Results o o ®
" | 5 |within 2 Weeks (GP to PCT)* 98% | 99.9% M 96.9%
51 Num_ber of FOI requests 318 35 A 201
received
0,
1 52 A) FQI Reques.ts respoPded to 100% 75.0% v
within 20 working days
4 60 |62 Days - treated from referral 86% 83.9% v
0,
4 61 2 WK % seen all urgent refs & ref 93% 97.2% v
for breast
4 62 2 Wk GP RefTo 1st OP for susp 93% 96.7% v
cancer
4 63 §Wk GP Ref To 1st OP for 93% 100.0% >
reast symptoms
4 64 31 Day 2nd Or Subs Treatment - 94% 95.7% v
Surgery
4 65 3[‘)1 Day 2nd Or Subs Treatment - 98% 100.0% >
rug
4 66 |31 Day DTT for all cancers 96% 97.9% v
4 67 62 Day_RTT From Cancer 20% 92.3% v
Screening
4 | es |82 Day RTT From Hosp 85% | 100.0% A
Specialist
4 69 62 Days Urgent RTT of all 85% 82.3% v
cancers
4 70 31 pay Subs Treatment - 04% 93.3% v
Radiotherapy
A&E
KGH - Unplanned Re-attendance
4 71 |Rate - reattendances within 7 5% 6.5% >
days
KGH - Total Time in Department -
4 72 95th Percentile (mins) 240 240 A
4 73 KG_H - Left Department Without 59% 339 A
Being Seen
KGH -Time to initial assessment -
4 74 95th Percentile (mins) 5 12 A
4 75 KGH_ -Tlmg to Treatment - 60 80 A
Median(mins)
76 |Ambulatory Care - DVT * n/a 11.5% > 16.98%
77 |KGH - Consultant Sign Off
78 |KGH - Service Experience
QH - Unplanned Re-attendance
4 Rate - reattendances within 7 5% 6.8% v
g |days
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Trust Performance Dashboard -September 2011

User Experience (National Survey)

Registration

Target 11

Wgt | No [Indicator 12 Actual Mth|
QH -Total Time in Department -
4 g9 |95th Percentile (mins) 240 360
4 QH - Left Department Without 5% 4.5%

100 |Being Seen

QH -Time to initial assessment -
¢ 101 _|95th Percentile (mins) 5 49

QH -Time to Treatment -
4 105 |Median(mins) 60 7

102 |Ambulatory Care - Cellulitis * n/a 34.2% > 42.38%

103 |QH -Consultant Sign Off

104 |QH -Service Experience

Performance
Under Review|

Data quality indicators - %

0,
records invalid 5%

Difference in number of A&E
4 80 |Attendances reported on A&E P0% -110%
HES

Four-Hour Maximum Wait In A&E o
S 1P Ltypes 182) 9%

4 o1 Four-Hour Maximum Wait In A&E 95%
(types 1 - Queens)

Four-Hour Maximum Wait In A&E

0,
“ | % |types 1-KGH) 95%
4 82 |RTT Admitted - 95th Percentile 23
4 63 RTT Nop-Admitted - 95th 18.3
Percentile

4 84 |RTT Incomplete - 95th Percentile 28

Number waiting on an incomplete

85 RTT pathway tba
2 86 |RTT Admitted - Median 111
2 87 |RTT Non-Admitted - Median 6.6
2 88 |RTT Incomplete - Median 7.2

4 89 |RTT admitted - 90% in 18 weeks 90%

- ——
4 90 RTT non-admitted - 95% in 18 95%
weeks

* Ambulatory Care data is quarterly. Previous complete quarter's figures will be reported in the monthly column
The YTD position is the actual YTD figure up to the current reporting month
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Trust Performance Dashboard - September 2011

. Target 111 Actual Mnth YTD
Wgt| No |indicator 12 Mth | Move | Status

4 B1 |lInitial Planning 3%
4 B2 |YtoD - operating performance 3%
4 B3 |YtoD - EBITDA 5%
4 B4 |Forecast Op Performance 3%
4 B5 |Forecast EBITDA 5%
4 B6 Forecast change surplus/deficit 59

outturn
4 B7 |Underlying financial position % 0%

B8 |EBITDA Margin % 5%

4 B9 [BPPC Value% 95%
4 C1 |BPPV Volume % 95%
4 C2 |Current Ratio 100%
4 C3 |Debtor Days 30
4 C4 |Credit Days 30
4 C5 |Control Total 99.5%
4 C6 |Performance against CIP 100%
4 C7 |Income variance against plan 100%

Activity against Actual

Performance
4 E1 [Outpatients - Activity 100.00% | 96.8% v
4 E2 |Outpatients - Financial 100.00% | 92.9% v
4 E3 |A&E - Activity 100.00% | 142.4% A
4 E4 |A&E - Financial 100.00% | 133.3% A
4 E5 [Day Cases - Activity 100.00% | 94.6% v
4 E6 [Day Cases - Financial 100.00% | 116.7% v
4 E7 |Inpatient - Elective Activity 100.00% | 88.7% v
4 E8 |Inpatient - Elective Financial 100.00% | 76.5% v
4 E9 |Inpatient - Non Elective Activity 100.00% | 120.6% A
4 F1 |Inpatient - Non Elective Financial | 100.00% | 104.4% v

Target 111 Actual Mnt Move YTD

Wgt | No |[Indicator 12 Mth Status*

2 A1 |Staff Turnover 12% 12.4% A
2 A2 |Sickness Absence 3.60% 4.8% v
4 A4 |Appraisals (12 mth rolling) 100%

Basic Life Support Training (12

0,
mth rolling) 100%

*YTD status - annualised



Performance Report
September 2011
Performance Indicators - Exception Report

1. Introduction

This year’s national performance measures have not been separated out from the Trust’'s local performance measures as in previous years. In
2011/12 the dashboard displays four domains; Quality and Strategy, Operational Performance, Financial Performance and Workforce Performance.
The performance of each of these domains contributes to the overall Trust RAG rating however when the Finance domain is rated ‘red’ the Trust’s
rating will automatically be considered ‘red’.

This report provides the Board with an explanation for those performance measures which failed to meet the agreed target. Commentaries are
provided by Senior Managers for those quality or operational indicators which did not meet either the Trust's monthly or year to date (YTD)
performance thresholds. There is no trust target for Serious Untoward Incidents therefore a performance statement will be included in this report each
month in the quality and strategy section of the report. Finance and Human Resources performance are subject to separate reports to the Trust Board,
since June 2011 where either the staff appraisal or basic life support training did not achieve the performance target a commentary has been included
in the exception report.

2. Performance Indicators

The following Trust quality and strategy and operational year to date (YTD) performance measure were met; clostridium difficile, mortality, stroke,
elective admissions on day of surgery, % daycase rate, DNA follow-ups, non-elective length of stay, cancer YTD targets, cervical screening, KGH —
three of the five new A&E standards and Queens — two of the five new A&E standards.

3. Quality and Safety Performance Indicators

For 2011/12 the focus is on those areas where performance measures, either monthly or YTD, have not been achieved.

MEASURE MITIGATING ACTIONS

MRSA

YTD Performance — 4 cases
Target in reporting period— 3 cases

The occurrence of an MRSA bacteraemia in a surgical patient takes the Trust YTD total to 4. A root
cause analysis (RCA) is being undertaken and the action plan is awaited. Although the Trust has
not exceeded the annual target, this target must still be seen as fragile, as historically we have
tended to see more cases in the winter months.

Clostridium difficile continues within acceptable limits. The infection prevention and control team
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MEASURE

MITIGATING ACTIONS

continue to review each case and highlight non-conformity with policy with the relevant teams.
Failure to isolate patients within 2 hours of onset continues to be the main problem identified,
especially at times of high bed pressures from emergency admissions. There is a clear difference
between King George and Queens with only 15% of cases so far this year at King George.

The Trust may be seeing the start of the winter Norovirus season. After a quiet summer, we have
had 2 wards closed in the last 2 weeks at Queens due to outbreaks of diarrhoea and vomiting. The
first ward reopened after 5 days, no definitive cause was found, and investigations on the latest
outbreak are still in process

Venous Thromboembolism (VTE) Risk
Assessment

YTD Performance — 85.94%
Target — 90%

The improvement in the audit results has been maintained during September. This has been due
mainly to the continued ward visits by two haematology teams. The Service has also been meeting
to discuss the PAS upgrade to version 21.1. It has been determined that the uploading of the risk
assessment data onto PAS will be at ward level and ward staff training is expected soon to be
implemented

Diagnostic Breaches

YTD Performance — 149
Target - 0

There have been 27 breaches in month, of these breaches 23 were within Radiology. As
demonstrated last month, changes within the Paediatric service led to a number of MRI breaches
due to availability of Paediatric beds and anaesthetists. The backlog of these paediatric cases have
been cleared during September and plans are now in place to ensure that no further breaches
occur. This will be regularly reviewed to ensure that there are no changes to referral patterns or
capacity.

The final number of breaches may change once validation is completed.

Single Sex Breaches

YTD Performance — 113
Target—0

There were 8 single sex breaches for the month of September. These occurred within the Coronary
Care Unit (2) and High Dependency Unit (6) at Queens and were due to delays in the transfer out of
patients who had been ‘stepped down’ to general care. There were constraints on the availability of
suitable beds for step down due to patient flow delays. However, it should be noted that there has
been a marked improvement in the second quarter performance when compared to the first quarter
of 2011-12. The reasons for this were highlighted in the last Board report and the Deputy Director of
Nursing continues to monitor the step down process through regular reporting.

Serious Incidents (SI)

This month the number of reported SI's reduced from 27 to 22. These are split between Women &
Children Division (8) and pressure ulcer reports (11). There has been one ‘never’ event reported in
this time period in interventional radiology. The outcome for the patient was satisfactory. There has
been an external assessor appointed to carry out the investigation and changes to processes
occurred immediately with further action being taken following the’ round table’.

Elective and Non-elective Re-admissions <30
days

Elective and non-elective readmissions <30 days for 2011-12 is now reported on the Board Report
with exclusions applied. Elective readmissions for July (2.97%) reported in the July Board Report
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MEASURE

MITIGATING ACTIONS

(Note: Re-admissions rates are reported one month in
arrears)

Elective YTD Performance— 2.94%
Elective Target —2.21%

Emergency YTD Performance —13.08%
Emergency Target — 9.38%

has improved this month to 2.94%. Non-elective readmissions for July have slightly decreased from
13.21% to 13.01% for this month.. The YTD performance for elective readmissions has improved by
0.05% and the emergency performance has decreased by 0.02%

The Readmissions Group has recognised the potential breadth of this project and a recent
readmissions summit within the Medicine & Emergency Division has put in place four work streams
which are:

1. Patient Redirection

2. Patient Information

3. Follow Through on Discharge

These will be monitored by the Project Management Office (PMO) but will also be closely linked to
the CIP work stream to ensure financial as well as operational delivery. There are gains to be had in
preventing elective patients readmitting as non-elective (NEL) readmissions and therefore the focus
of the Group is across Divisions. One of the workstreams will focus on establishing ‘hot’ clinics for
patients that require an urgent outpatient attendance thus preventing an admission and also
reviewing which patients could appropriately be managed in a planned elective pathway. Hot clinics
should achieve a reduction in readmissions in addition to attracting an outpatient tariff.

Delayed Transfers of Care (DTOC)

YTD Performance —4.07%
Target — 3.50%

The month of September has seen a slight increase in DTOCs to 4.38 % with a YTD figure of 4.07%
There remains an issue with obtaining general rehabilitation and stroke rehabilitation beds,
specifically for patients that need more intense levels of nursing care where they may require hoist
or slow stream rehabilitation, particularly for Havering residents.

Work continues on the Jonah discharge planning tool with our social care partners. Training in the
application is expected to be completed and equipment provided by the end of the month.

Work streams on readmission avoidance have identified care pathway processes which require
further interrogation to improve discharge process and reduce length of stay.

Number of Complaints and Complaints
Responded to Within 30 days

(Note: Complaints responded to are reported two months in
arrears)

Complaint Numbers
YTD Performance — 495

There were 76 new complaints received by the Trust in September, a reduction from the July &
August peaks of ninety one each month. The Women & Children Division maintained their August
reduction in new complaints, receiving 18 during the month. Complaints about care in the Medicine
Division reduced significantly from 38 in August to 14 in September. Conversely, the surgical
Division received an increased number, up to 35 from 27 in August.

The timeliness of responses to complaints (within 30 working days of receipt) continues to be poor.
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MEASURE

MITIGATING ACTIONS

Target — 150

Complaint responses
YTD Performance — 23%
Target — 80%

The completed position for July was 21%, a reduction of 8% on the June performance. At the end
of September, 11% of the complaints received in August had been replied on time. The overall
Trust performance masks significant variation between the response rates of the Divisions: In July,
CDT achieved 43%; Medicine achieved 21%; Surgery achieved 38% and Women & Children
achieved 3%.

Initial monitoring of the age profile of open complaints has begun. At the end of September the
Trust had 262 initial complaints open under investigation. Of those, 163 (62%) had been with the
Trust for more than 30 days, and 70 (27%) were over three months old, with the longest outstanding
received in February 2011. Progress with addressing this backlog will continue to be reported in
future reports

Patient Experience

YTD Performance — Q1 -63%
Q2 —68%
Q3 -72%
Q4 —68%

Target for all questions — 80%

There has been a small but significant increase in the use of the patient real time feedback system
during September mainly via the hospital kiosks and online. The use of the hand held devices has
been limited, with 24 having been rolled out to clinical areas at Queens’s Hospital to date. The
process of reconfiguring the hand held devices for use at King Georges is proving problematic but
this issue has been expedited to the Director of Nursing and the Quality and Strategy Board.

The patient survey communication campaign detailed in the last Board report is currently being
undertaken. As in previous months results should be viewed with caution due to the low response
rate.

4. Operational Performance Indicators

For 2011/12 the focus is on those areas where performance measures, either monthly or YTD, have not been achieved.

MEASURE

MITIGATING ACTIONS

Outpatient First to Follow-up Ratio and DNA
Rate

FFU Ratio
YTD Performance — 2.25
Target —2.13

There was deterioration in the first to follow-up ratio from 2.23 in August to 2.35 in September. There
was a small improvement in the DNA rates for both first and follow-up appointments in September
but these are still significantly adrift of the target rates. New appointments rates decreased from
10.96% in August to 10.66% in September and follow-ups from 10.62% to 10.59%. The revised clinic
cancellation policy has come into effect but it is anticipated that the improvement from this will start to
be felt towards the end of October and into November.
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DNA First
YTD Performance — 10.30%
Target — 9.70%

There has been a delay in the implementation of the partial booking service as other strands of the
out-patient work-stream are completed. It is still planned for pilots to take place in Rheumatology and
Orthopaedics, and an action plan is being finalised for all specialities to be partially booking by March
2012. It is expected that DNA’s will reduce as appointments will not be booked so far in advance that
patients forget, or the appointment is no longer required as the patient’s condition has improved.

Further discussions have taken place to investigate the possibility of re-instating the text messaging
service and a plan to deal with two-way messaging is being prepared in anticipation of its
introduction.

Outpatient clinics are currently being re-profiled with the aim of improving the outpatient first to follow
up ratio. The outpatient team will have completed the agreed changes by mid-October. It is
anticipated that there will be a significant improvement in first to follow-up ratios by December once
these changes are implemented. The delay in seeing the effects of the re-profiling changes is due to
the average polling ranges of many specialties, with patients waiting on average 9 weeks for a first
appointment. Work to reduce this waiting time for a first appointment is also underway, which should
again have positive impacts on both the DNA and first to follow-up ratios.

Length of Stay (LoS)

Elective LOS
YTD Performance — 3.81
Target — 3.6

Elective LOS — excluding 0 days
YTD Performance — 4.31
Target—4.0

Non Elective LOS - excluding 0 days
YTD Performance — 6.37
Target— 5.8

In general the overall non elective length of stay (NEL LoS) for September has remained similar to
August at 4.66 days. There has been a decrease in elective LoS from 4.20 days to 3.74 days.
Medicine NEL LoS decreased from 6.04 days in August to 5.78 days which is back to the continued
reduction that we had seen since June 2011.

Discharge Jonah has been rolled out to the remaining wards and also into Maternity. The actions
around Discharge Jonah are expected to improve LoS still further. The Medicine and Surgery
Divisions are now working together to understand the implications from the reduction in LoS to
enable re-alignment of the bed capacity. This reduction in length of stay will prevent the use of
additional contingency beds over the winter.

The roll out of the ambulatory care project is now underway and is being clinically led by Dr. Aklak
Choudhury, supported by the BHRUT Project and Programme Management Office (PMO).

The first five pathways will be implemented in October. The delay has been due to a number of
reasons including space for Ambulatory Care, which is now resolved, and the approval of the
pathways through the relevant Trust committees, which again is now resolved.

Dr. Deaner has been leading on 5 day Consultant ward rounds with the Division. However having
met with the Consultant body it was thought that to implement this change at this stage with an acute
take on both hospital sites would require significant investment. Therefore there is now a revised plan
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which is reviewing assessment facilities to enable all patients to have a consultant review within 12
hours of admission. The full details of this proposal will be reviewed and monitored through the PMO.

% Women Seen by Midwife within 12 Weeks
and 6 Days

YTD Performance — 78%
Target — 90%

The target is for 90% of women to be seen within 12 weeks and 6 days by a midwife. This month the
Trust achieved 75%. The main reasons for not meeting this target is the delay in the patient journey
where the local women tend to attend the GP clinics later in their pregnancy and in many cases a
delay from GPs in making the referral. The issue has been discussed with the Commissioners as it is
a joint national target and will again be discussed with the GP commissioning Clinical Forum.

Once a referral is made for a women in this category the trust midwifery team is able to give an
appointment very quickly, on average 90% of patients are given an appointment within the required
timeframe. There is an ongoing risk assessment as part of the antenatal booking process to ensure
that antenatal clinics are not used for unnecessary appointments. This ensures slots are available for
early booking with midwives.

Freedom of Information (FOI) — requests
responded to within 20 working days

YTD Performance — 83.73%
Target -100%

Despite receiving a similar number of requests in both July 2011 (33) and August 2011 (32), the
overall response rate has declined to 75.00% from last month’s 90.91%. This is as a result of a
continued low response rate for the Human Resources Department and the Medical Division, and a
significant reduction in the Women and Children Division.

As the Medical Division’s response required assistance from an alternative department, it has
highlighted the need to ensure requests are transferred to alternative departments in a timely
manner.

Having met with the Human Resources FOI co-ordinator, it was identified that other high priority work
had delayed the processing of requests within this area. With this work now concluded the
Department is committed to resolving the outstanding requests, and is on target for an improved
performance rate for September 2011.

The new Divisional Director of Women and Children has undertaken to resolve the outstanding FOI
requests, and to date there has been an improved performance rate for requests received in
September 2011.

Cancer Performance

62 urgent treatment all cancers
Performance — 82.3%

Target - 85%

31 day subsequent treatment — radiotherapy
Performance — 93.3%

The year to date performance for all cancer measures were met in September. However this month’s
62-day ‘referral from GP’ and ‘all cancers’ performance underachieved as a result of a lower than
usual number of treatments being recorded; due to the number of breaches recorded this has
brought the in-month performance down. Since the report was run two of the breaches have been
removed, at least three more treatments have been recorded and there are potentially four more
treatments once histologies have been received.
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Target -94%

62 day referral from GP
Performance — 83.9%
Target - 86%

There has been a higher than usual number of breaches in September and detailed analysis is
currently underway to understand why and also to understand why the number of treatments
recorded in September is considerably less than in previous months.

The 31-day subsequent radiotherapy treatments measure is under performing as there are still a
number of treatments to add to the system. The current staffing levels only allows retrospective data
entry; with the appointment of a replacement member of staff within radiotherapy this data collection
will become prospective and will give a better weekly update on the Trust's actual performance.

Accident and Emergency

Targets - See table in mitigating actions column

Against a target of 95% for Type 1 attendance (the target on which we are currently measured) the
Trust achieved an overall figure of 92.95%, with King George Hospital (KGH) performing at 97.22%
and Queen’s Hospital (QH) at 90.62% for September 2011. QH performed below the standard which
was due to two key areas:

epoor flow

elack of permanent ED medical staff

Despite the overall poor performance the improved ED processes continue within the department but
are frequently put at risk due to the skill mix of medical staff within the department. There is now a
revised recruitment strategy in place that will go to the Workforce Committee

An extension of the RATing facilities and operational hours is on the agenda for TEC alongside
evidence of the improvement in time to initial assessment and ambulance handover when this
process is in place.

The next step is to improve the time to treatment target within 60 minutes and this will improve with
the embedding of the specialist response times to the ED. This is a key workstream that was agreed
at the recent Senior Leaders event and is supported by the Medical Director.

Although the QH performance dropped below 95% for Type 1 attenders, there is still an improvement
compared to September 2010 when QH was performing at 84.33%. It should be noted that KGH
consistently performs above the 95% Type 1 standard.

The performance against the new A&E quality indicators for the month of September are set out in
the table below:
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Measure Target KGH QH
Unplanned 5%
re-attendance —
reattendances within
7 days
Left Department 5%
Without Being Seen

240mins

15mins

60mins

Figures in brackets are the August 2011 figures

The 95% Type 1 access target links closely to the Quality Indicators performance. KGH is
consistently green for 3 of the 5 standards and QH in September failed to meet two of the indicators.
The expectation from NHS London is that we meet the 95% Type 1 standard and 2 of the Quality
Indicators one of which must be a ‘time’ indicator. The actions described in this report for medical
recruitment and flow to improve the Type 1 standard will also improve these indicators. In order to get
the further gains on the KGH site i.e. RATing, recording and triage processes are being implemented
there.

Achievement against the improvement actions is monitored by a dashboard developed for the plan,
with reports against progress from the SRO of each project, reviewed at the fortnightly Emergency
Care Programme Board. Decisions made on next steps and/or remedial action where appropriate.

Referral to Treatment

RTT — incomplete median
Monthly Performance - 11.3 weeks
Target — 7.2 weeks

The Trust continues to achieve each of the referral to treatment targets with the exception of the
incomplete median.

The performance of this measure will show some improvement following validation. Data analysis is
being undertaken to explore the possibility that further incomplete pathways could be included in the
monthly data returns. This could have a positive impact on the median target
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5. Human Resources Performance Indicators

For 2011/12 commentaries will be provided where either the appraisal or basic life support training indicators fail to reach their monthly target. The
Quality Care Commission (CQC) last year placed specific conditions on the Trust. These two HR indicators, as well as a number of others, were used
by the CQC to monitor Trust performance. CQC conditions were lifted at the end of last financial year.

MEASURE

MITIGATING ACTIONS

Appraisal Training

YTD Performance — 76.72%
Target — 100%

Despite improving slightly in August the overall appraisal rate for the Trust has reduced this month to
76.03%. Line managers continue to be reminded of their appraisal responsibilities and the HR
Advisors continue to table the rates at individual Divisional Top Team's.

Further communications will be issued by HR and actions plans have been requested from Divisions
in order to attempt to redeem the situation and prevent further slippage as we go into the winter
season. Appraisals for the In House Bank Flexible Workers are underway using the new appraisal
cards issued in August.

Medicine has shown a significant performance improvement in month, increasing their appraisal
compliance rate by 9.92% to 82.17%. Conversely, and despite having an action plan to redeem the
situation in August, the Emergency Division shows a further reduction with their rate decreasing by
5.99% to 66.42%. They now have 149 staff requiring an appraisal. The other Divisions have all
reduced their rates very slightly this month

Basic Life Support Training

YTD Performance — 69.04%
Target — 100%

The YTD performance stands this month at 69.04% a reduction from 72.62% the previous month.
This figure reflects only those who have completed resuscitation training during the stated period
and does not take into account those who have booked to attend training before the year end.
Uptake on advertised resuscitation training sessions has been very good and attendance at
sessions remains steady. Dedicated training sessions have been run for several specialities with
further dates planned in the coming weeks.

An Advanced Paediatric Life Support (APLS) course is being run at King George Hospital, in
conjunction with the Accident & Emergency Department at Queens during November 2011.
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1.0 Introduction

This report has been produced for the information of the Trust Executive Committee. Its purpose is to
reassure the Trust Executives of progress against project plans and performance indicators, and provide
the projects under the Emergency Care Programme banner with a point of escalation for key risks and
issues.

2.0 Key messages to TEC

There has been significant activity during the period defining the projects, identifying owners and setting
up the Governance arrangements in order to facilitate the projects being delivered in a controlled
environment. This approach provides reassurance to the Trust Executives that progress is being made
towards achieving the end benefits of the initiatives.

The performance against the indicators in sections 3 to 5 below provides a clear indication of the
progress made during the month of August.

3.0 Performance against First Attendance

3.1 Performance in September 2011

Against a target of 95% for Type 1 attendance (the target on which we are currently measured) the Trust
achieved an overall figure of 92.95%, with King George Hospital (KGH) performing at 97.22% and
Queen’s Hospital (QH) at 90.62% for September 2011. QH performed below the standard which was due
to two key areas:

e poor flow

¢ lack of permanent ED medical staff

3.2 Activity impacting performance

Despite the overall poor performance the improved ED processes continue within the department but are
frequently put at risk due to the skill mix of medical staff within the department — usually overnight where it
is difficult to get consistent Locum staff. Following a ‘line by line’ review of every medical posts within the
ED there is now a revised strategy for recruitment. This will be presented at the workforce committee and
has been agreed by the department, HR and Finance. It demonstrates an action to recruit to each post
with a timescale for delivery for each post.

An extension of the RATing facilities and operational hours is on the agenda for TEC alongside evidence
of the improvement in time to initial assessment and ambulance handover when this process is in place.

The next step is to improve the time to treatment target within 60 minutes and this will improve with the
embedding of the specialist response times to the ED. This is a key workstream that was agreed at the
recent Senior Leaders event and is supported by the Medical Director.

Although the QH performance dropped below 95% for Type 1 attenders, there is still an improvement
compared to September 2010 when QH was performing at 84.33%.

It should be noted that KGH consistently performs above the 95% Type 1 standard.

3.3 Reduction in LoS

In general the overall non elective length of stay (NEL LoS) for September has remained similar to August
at 4.66 days. There has been a decrease in elective LoS from 4.21 days to 3.74 days. Medicine NEL LoS
decreased from 6.02 days in August to 5.78 days which is back to the continued reduction that we had
seen since June 2011. Actions to reduce LoS are described under section 5 of this report.

3.4 DTOC
The table below demonstrates the Breakdown of external/internal responsibility by Borough
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DAILY ALLOCATION OF 'Next Action' RESPONSIBILITY
(Based on latest update in Master Delays File at close of play

Thu Fri Mon Tue Wed
13-Oct 14-Oct 17-Oct 18-Oct 19-Oct

1% Target

Havering SS
Trust
PCT

Shared

o W o W

B&D SS
Trust
PCT

Shared

o N ONDN

Redbridge SS
Trust
PCT

Shared

O N O =

Essex SS
Trust
PCT

Shared

O N O =

Other SS
Trust
PCT

Shared

o O o o

56 55 52 62 57
% 4.67% 4.58% 4.33% 5.17% 4.75%
Rolling 5 day average 4.70%

4.0 Performance against A&E Quality Indicators

4.1 Performance in September 2011
The performance against the new A&E quality indicators for the month of September are set out in the
table below:

Measure Target KGH QH
Unplanned re-attendance 5%
(re-attendances within 7 days)
Left Department Without Being Seer 5%
Total Time in Department 240mins

Emergency Care Programme Report to TEC - Oct 2011
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(95" Percentile)
Time to initial assessment 15mins
(95" Percentile)
Time to Treatment 60mins
(Median)

Figures in brackets are the August 2011 figures

4.2 Delivering against the A&E Quiality Indicators
The above information on the indicators with explanation is now published monthly on the BHRUT
website.

The 95% Type 1 access target links closely to the Quality Indicators performance. KGH is consistently
green for 3 of the 5 standards and QH in September failed to meet two of the indicators. The expectation
from NHS London is that we meet the 95% Type 1 standard and 2 of the Quality Indicators one of which
must be a ‘time’ indicator. The actions described in this report for medical recruitment and flow to improve
the Type 1 standard will also improve these indicators. In order to get the further gains on the KGH site
i.e. RATing, recording and triage processes are being implemented there.

Achievement against the improvement actions is monitored by a dashboard developed for the plan, with
reports against progress from the SRO of each project, reviewed at the fortnightly Emergency Care
Programme Board. Decisions made on next steps and/or remedial action where appropriate.

4.3 Ambulance Handover

There are four KPIs which we are now monitored against:

KP 1: Patient handover should be achieved within 15 minutes from arrival, 85% of the time.

KPI 2: Patient Handover should be achieved within 30mins from arrival 95% of the time.

KPI 3: Any patient handover which takes 60 minutes or more must be reported and investigated by
the hospital trust as a Serious Incident (SI).

KPI 4: All Acute trusts to ensure patient handover times are recorded via the “Patient Handover
Button” on the Hospital-Based Alert and Handover (web-based) System for 90% of all
hospital turnarounds in any calendar month during2011/12.

The table below shows BHRUT performance compared to Whipps Cross and London overall.

SEPTEMBER 2011 PERFORMANCE AS REPORTED USING HAS DATA

KPI 1 KPI 2 KPi4 |

HAS Data No. HAS
Hospital % within 15 mins % within 30 mins | Completeness Records

King George's llford

Queens Hospital, Romforc

89.8%

Whipps Cross

LONDON’

BHRUT performance

KPI 1 - BHRUT have submitted a trajectory to ONEL to meet KPI 1 by the end of December 2011 which
includes extension of the RATing process

KPI 2 - BHRUT is now meeting this target

KPI 3 - Queens had 4 black ambulance breaches which were reported and investigated as Sls (one of
the lowest in London)

KPI 4 - ONEL is conducting an audit of BHRUT data compared to LAS data.

5.0 Bed availability
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5.1 Discharge Jonah

Discharge Jonah has been rolled out to the remaining wards and also into Maternity. The actions around
Discharge Jonah are expected to improve LoS still further, however there now needs to be accountability
and a performance framework around its use. This will involve ownership of the process by ward teams,
ensuring data is robust and accurate and that there are clear actions taken based on the information
available in Jonah, There is also focus being given to the bed managers use of Jonah to manage flow on
an operational basis. This extends the ability for more disciplines to use the information to plan their work
according to PDDs.

Divisional Managers are expected to ensure that all of their areas are using Jonah fully and that staff
members are held accountable for ensuring that it is being used to effectively manage a timely, safe
discharge for the patients.

5.2 Ambulatory Care

The roll out of the Ambulatory Care project, clinically led by Dr. Aklak Choudhury and supported by the
BHRUT Project and Programme Management Office (PMO), has been significantly delayed mainly due to
two main reasons:

e space availability for the Ambulatory Care service (now resolved as a space has been confirmed
with logistic plans for the move to be presented to the Emergency Care Board by the next
meeting on Thursday, 20 October);

e approval of the pathways and backup documentation through the relevant Trust committees
(again now resolved as the first four pathways have been approved by the Drugs & Therapeutics
Committee and Patient Information Group and we’re awaiting feedback on approval through the
EBPC via chairman’s action).

The first four pathways (respiratory pathways: Pneumothorax, Pneumonia, Pulmonary Embolism, Pleural
Effusion) will “going live” as soon as the move into the agreed Ambulatory Care space has been
successfully effected.

5.3 “Improvement in Patient Flow project” (previously “5 day a week consultant ward rounds”)
The proposed model of consultant of the week for the specialty wards has been revised following
discussions with the Divisional Director. Due to a large specialty bed base and number of consultants the
model was not feasible when compared to implementation in other organisations. This was compounded
by the experience in other organisations where the scheme has been stopped. Whilst the model remains
a positive stepping stone to 7 day working in line with recommendations from the recent intensive support
team visit, the concentration of the project will now be on three main workstreams:

e consolidating the consultant cover over 7 days per week within the assessment area;

e elderly care input to A&E assessment; and

e consolidating the use of Jonah and daily board rounds on the specialty areas.

5.4 Readmissions
A successful Readmissions Summit was held on 5 October, with a total of 19 attendees. 4 work streams
were identified for which robust action plans are being developed:

e Redirection of Patients;

e Patient Information;

e Follow-through on Discharge;

e Auditing, Monitoring and Review (which includes all initiatives / deliverables that do not

necessarily fall into one of the other 3 work streams).

A two-pronged approach is necessary and is being followed to tackle the high readmissions rate:
o Retrospectively / reactively through the sharing of frequent flier data for the Integrated Case
Management Projects across the boroughs; and
o Prospectively / proactively through the implementation of the action plans linked to the work
streams identified at the readmissions summit.
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Close ties are being forged between the Trust, Barking and Dagenham, and Redbridge with regard to

Integrated Case Management of patients with long-term conditions and information sharing agreements
are in the process of being developed.
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Patient Handover within 30 minutes of arrival
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KGH - GRAPHS FROM LAS

Hospital Turnaround Performance against KPls
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Glossary

Activity

Business Continuity

Business Continuity
Plan (BCP)

Disruption

Emergency Planning

HDU
Impact
ITU

Likelihood

NICU

Organisation
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Process or set of processes undertaken by an organisation
(or on its behalf) that produces or supports one or more
products or services NOTE Examples of such processes
include accounts, call centre, IT, manufacture, distribution.

Strategic and tactical capability of the organisation to plan
for and respond to incidents and business disruptions in
order to continue business operations at an acceptable pre-
defined level

Documented collection of procedures and information that is
developed, compiled and maintained in readiness for use in
an incident to enable an organisation to continue to deliver
its critical activities at an acceptable pre-defined level

Event, whether anticipated (e.g. a labour strike or hurricane)
or unanticipated (e.g. a blackout or earthquake), which
causes an unplanned, negative deviation from the expected
delivery of products or services according to the
organisation’s objectives

Development and maintenance of agreed procedures to
prevent, reduce, control, mitigate and take other actions in
the event of a civil emergency

High Dependency Unit
Evaluated consequence of a particular outcome
Intensive Therapy Unit

Chance of something happening, whether defined,
measured or estimated objectively or subjectively, or in
terms of general descriptors (such as rare, unlikely, likely,
almost certain), frequencies or mathematical probabilities
NOTE 1 Likelihood can be expressed qualitatively or
guantitatively.

NOTE 2 The word “probability” can be used instead of
“likelihood” in some non-English languages that have no
direct equivalent. Because “probability” is often interpreted
more formally in English as a mathematical term,
“likelihood” is used throughout this Standard

with the intention that it is given the same broad
interpretation as “probability”.

Neonatal Intensive Care Unit

Group of people and facilities with an arrangement of
responsibilities, authorities and relationships

EXAMPLE Company, corporation, firm, enterprise,
institution, charity, sole trader or association, or parts or
combinations thereof.

NHS Trust
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NOTE 1 The arrangement is generally orderly.
NOTE 2 An organisation can be public or private. [BS EN
ISO 9000:2005]

Pandemic Flu (HIN1) H1NL1 is an iliness caused by a new influenza A virus which
has seen sufficient cases world-wide that the World Health
Organization declared the situation a pandemic on 11th

June 2009.

PICU Paediatric Intensive Care Unit

Recovery Process of returning to “business as usual”

Risk Something that might happen and its effect(s) on the
achievement of objectives

Risk Assessment Overall process of risk identification, analysis and
evaluation

Risk Management Structured development and application of management

culture, policy, procedures and practices to the tasks of
identifying, analysing, evaluating, and controlling
responding to risk

Stakeholders Those with a vested interest in an organisation’s
achievements
NOTE This is a wide-ranging term that includes, but is not
limited to, internal and “outsourced” employees, customers,
suppliers, partners, employees, distributors, investors,
insurers, shareholders, owners, government and regulators.

Trigger An event/status which will instigate some sort of action.
Winter Resilience The measures undertaken to ensure that “business as
usual” is able to continue through the peak demands for

non-elective activity which occur predictably during the
winter months.
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Pressure Surge Plan 2010/11

1 Introduction

This operational plan provides a structure for the Trust to respond to pressure surge.
It outlines how management, command and control structures, clinical response and
support services all combine to deliver a response based on the principles of ‘doing
the most of the most’ at any given time. Departmental staff should read this
overarching document with their individual operational and action plans which can be
found in the Business Continuity plan.

2 Scope of the Plan

This plan provides the framework for planning, preparation response to the pressure
surges in Barking, Havering and Redbridge University Hospitals NHS Trust
(BHRUT). It does NOT replace existing emergency plans (e.g. Major Incident Plan,
Business Continuity Plan etc) or cover seasonal influenza outbreaks. It is to be used
as a supplement to generic emergency plans, providing additional information and
guidance specific to preparing for and managing pressure surges.

e Manage the increased demands for specialist beds;

e Maintain essential services;

e Provide a clear escalation process for increased demand and/or staff
shortages during this period,;

¢ Reduce morbidity and mortality from influenza illness amongst patients and
staff;

e Provide timely, authoritative and up to date information to professionals, the
public and the media.

2.1 Time Period

This plan aims to ensure that services are continued and performance standards met
during the period 1* October 2011 to 31* March 2012.

Experience of previous years shows that there can be a significant drop in
performance against the emergency care standards during October and although the
main winter months of concern are December, January and February, mid-December
and the weeks post the New Year are the times that present the most challenges to
delivering services.

2.2 Aims of the Plan

The basic aim is to ensure service continuity and that performance standards are
met, which specifically mean that:

o Contingency bed capacity is identified at KGH and QH that can be opened in
response to significant and sustained surges in activity;
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o there is sufficient bed capacity available, including ITU/HDU/paediatric beds,
single rooms;

o sufficient bed, nursing home and other capacity is available in the community
to ensure that patients who do not need acute care are not occupying acute
beds, thereby facilitating the acute Trust in meeting performance standards;

o there are effective, practical plans to ensure that there are sufficient staff with
the necessary skills available. This is to anticipate that staff may be absent
from work due to illness or unable to travel to work due to adverse weather;

2.3 Duties and responsibilities for this plan

12.1.7 Responsible Director/s

The Director of Operations is the responsible Executive Director for Emergency
Planning and is ultimately responsible for this Operational Policy.

12.1.7 Review and Maintenance of the policy
The Emergency Planning Officer is responsible for maintaining and reviewing this
policy.

12.1.7 Training the plan

Due to the timing of the publication of the plan, focused training of key individuals will
be needed; this will include bronze, silver and gold on-call managers and will be
carried out by Director of Operations. For the wider Trust employees training and
familiarisation with the plan is the responsibility of individual department leads.

3 About Us

Barking, Havering and Redbridge University Hospitals NHS Trust is one of the
largest Acute Trusts in the country and the biggest provider of acute healthcare
services in outer North East London, serving a local population of circa 750,000.
General healthcare and Cancer services are also provided to South West Essex, with
specialist Neurosciences services being provided to the whole of Essex, a population
base of some 2.1 million. BHRUT gained Hyper Acute Stroke Unit (HASU) status
during April 2010. There are 12 HASU beds and 30 Stroke Unit (SU) beds available
at the KGH site. Thrombolysis and TIA services have also been established at
Queen’s Hospital.

Details of the Trust's inpatient capacity are provided at Appendix 1

4 Background and What We Should Expect

From the experience of winter 2009/2010 when the Trust experienced exceptionally
high demand in terms of non-elective care and A&E attendances post the New Year
period which led to a shortfall in bed capacity, it will be imperative that sufficient
capacity is available to avoid a recurrence of this problem and to maintain
performance against the 4 hour standard. The plans must ensure appropriate
response to infection control issues, such as seasonal Norovirus.
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As part of the Length of Stay (LoS) Programme and remaodelling some 2 wards have
been closed at BHRUT. All treatment rooms at Queens Hospital have also been
closed and no longer in use as per CQC guidelines and contingency beds at KGH
are currently not in use.

Discharge Jonah implementation work which started in April this year will continue
with support from QFI. This will reduce LoS still further to support surge capacity for
this winter.

There are plans to review the use of Erica, EIm and Foxglove as there has been
significant reduction in LoS with the intention of closing 1 ward in preparation for
winter.

Under extreme pressure, plans for other clinical areas in the Trust maybe revised, as
a last resort for further in-patient capacity to be created. However, this will only be
done following a risk assessment made by the Director of Nursing of the situation
and the final decision made by the Director of Operations.

It is also anticipated that there will be additional community capacity provision in line
with community bed modelling led by Outer North East London Acute Commissioning
Unit.

This will provide extra beds across the Sector that will enable the Trust to ensure that
it can continue to provide an acute inpatient service to those patients that require it

within the available bed capacity in the acute Trust. To up-date in line with
community plans.

Use of ISTC and HCA

The Trust will discuss with Care UK and HCA the possibility to use any inpatient
facility that may be available at the ISTC at KGH and Harley St on level 4 QH.
Access to ISTC beds will help maintain the elective flow of patients. This has been
successfully used in the past for patients undergoing breast procedures.

4.1 What can we expect this winter?

We have undertaken extensive capacity modelling to account for the coming winter
based on the lessons learnt from previous years.

5 Business Continuity Planning
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The Trust's Business Continuity Plan (BCP) was approved by the Trust Board in
September 2008 and was subsequently tested during the bad weather and snowfall
experienced in 2010. This plan is now being reviewed for winter 2011/12 as part of
overall emergency planning albeit the Trust is working towards the national standard
BS25999.

The BCP document provides a general overview of Business Continuity Planning
together with actions to be undertaken by individual services. As part of the planning
process for pressure surge, individual departments have re-visited their departmental
BCPs and can be found on the Trusts Intranet (submitted separately for this plan)

6 BHRUT Winter Resilience Model

The Trust position, i.e. the impact of ED attendances and bed capacity issues on the
Trust is measured at four levels Green, Amber, Red and SIE (black).
(Appendix 2: detail in bed policy)

6.1 Figure One- Trust Levels of response

Aoufane umaround imes Ho amoulnce queing Nl ambulnce qeing andlor Ambulnce queing Amblance queing

RAT cubicles 2.3 48 5 aalable RAT cubicles 23,4 & 50T aialatle Ho Rests canaciy

A +5 Emply bets <5 Empty bds andlr 0 Empty beds andr ( Empty i and o beds coming up
llonmedial aulers 24 lon medical s

il ] bets <hets 0 eds 0 leds

] 1 bets <Dbets {beds { becs

m 1 ted ( beds but MU step-dorm { beds and no step-dom 0 beds and o sepdown
GPUn: Open Cosed Clsed

Tot! Beds [medfurglassessment] | 20 beds 10-20 beds <10 beds { beds

Paediatic eds » b heds » Dbeds <2bets 0 beds

Actions Requied Action Required Action Required ation Required

Mo Acfons Requred Activat nternal Actons in all depariments |Actvate TrustIntemal & Extemal Actions|Activate TrustIntemal & Extemal Actione

6.2 Action Card for each department
(Appendix 2: Action Cards)

6.3 Deferring or curtailing service

During the pressure surge at SIE status or request of director of delivery services
may need to be curtailed or differed to support other emergency activity.

7 Reporting Arrangements

7.1 Daily Pressure Surge SitRep

SitRep to be up-dated as per NHS London Guidance when available. As in previous
years the Trust will also have to complete a Winter Resilience SitRep on a daily
basis.
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7.2 Monthly SitRep

In addition, to the above SitReps, the Trust also has to submit a more detailed SitRep
each month submitted on the 5" working day of the month following the reporting
period.

8 Organisational Management Structure

The Trust's existing management structure is attached at Appendix 3.

On a day to day basis it is essential that the Trust is able to respond to any potential,
or real, service disruptions and as such an on-call system is in operation which
consists of three levels of escalation to provide support for the organisaton, its staff
and patients either out of normal office hours and when during office hours there is
an untoward situation to be managed, such as extreme bed pressures.

8.1 Command and Control Structure

The Trust uses a three tier command and control system for all incidents and this
reflects the strategic, tactical and operational areas and personnel. They reflect the
Gold, Silver and Bronze terminology used by external agencies.

e Bronze Control - Matrons, Bed Management and Discharge Planning;

e Silver Control — General Managers who are on-site between 9am — 5pm
during hours on weekdays when on call and attend at all Bed Meetings.
Silver Level managers must be available immediately by telephone and able
to attend the sites in the event of an incident or at the request of Gold Level.
Silver on-call is for a 24 hour period;

e Gold Control - This rota consists of very senior managers and Executive
directors. Gold on-call is for a 7-day period.

In hours, the Gold command will be assumed by the director of delivery. In his
absence, Gold command will revert to executive director on-call.

The need for a phased, proportionate but adequate management response to the
threat of service disruption has led to the creation of arrangements to provide up to
24/7 on site management support to the Trust.

The Trust must be able to respond appropriately to any challenges posed as a result
of pressure surges.

We have established a structure to support the response internally and enable
consistent and timely communication with other agencies. The Director of delivery
and the GM Silver on-call are responsible for leading the response and advising the
Executive Team and Board.

Please note, the CEO retains ultimate ‘Gold’ level authority, responsibility and
accountability at all times. Anyone else performing the role of Gold Executive is doing
so on behalf of the CEO.

Proposed Meeting Schedule for Trust Status
All meetings held in the Operations Room at Queens Hospital
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Detail in

Status

section:

Green | Business as usual Regular bed
with strategic meetings
overview and 9.30am
operational 12.30pm
trouble  shooting 15.30pm
and planning 17.30pm (On-
focus call)

Actions  cards
completed for
each
department

Amber | Business as usual Regular bed
with a focused meetings
response  team 9.30am
and operational 12.30pm
trouble  shooting 15.30pm
and planning 17.30pm (On-
focus call)

Actions  cards
completed for
each
department

Red All actions Regular bed
completed as per meetings
action cards 9.30am

12.30pm
15.30pm
17.30pm (On-
call)

Actions  cards
completed for
each
department

SIE 8.30am
Full command 12.30 (or earlier
and control is in if req)
place 24/ 7 15.30

17.30

Chair: Director
of delivery, in
his absence the
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Executive on-
call

Actions  cards
completed for
each
department

Note: There are no bed meetings scheduled for the weekends, this is replaced by a
teleconference call chaired by the bed manager at Queens Hospital at 11.00am on
sat/sun and BH.
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8.2 Summary of Roles during SIE

8.2.1 Executive on-call — Gold command

The Chief Executive retains ultimate ‘Gold’ level authority, responsibility and
accountability at all times. Anyone else performing the role of Gold Command is
doing so on behalf of the Chief Executive.

cowcomnens |

Leader: Director of Delivery on behalf of Chief Executive (or On
Call Executive Director out of hours)

Responsibility

Make decisions at the onset

Focal point for the management of the incident

Manage all communications

Ensuring resources are evenly distributed across the Trust
Responsible for business continuity

Recovery Planning

Declare organisation stand down

YVVVYVYVYYVY

This is the focal command point for the management of the incident.
All communications and issues will be handled by the team. The
team consists of senior management, nursing and medical staff.

8.2.2 GM on-call — Silver command

The Silver group, chaired by the Silver commander, manage the organisational
response to the incident. They are the decision making group and as such sanction
changes in operational practice with referral to Gold as required.

swcomens

Leader : General Manager on call

Membership:

Clinical Site Manager
Matrons

Bed Management Team
Divisional managers
Divisional directors
General managers
Communications

VVVYVVYYVY
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Reporting Lines

> Gold Command

Responsibilities

Collation of activity

Providing the Gold Command with SIT reports

Redeployment of staff

Liaison between wards and departments

Documenting which services have been cancelled

Advice Gold Command of Incident Stand down in A&E

Advice Gold Command of incident stand down in the rest of
the hospital

VVVYVYVYYVY

8.2.3 Bronze Command — Operational Team

Leader : A&E Consultant, Senior Nurse Overall in Charge (OIC)
A&E, Critical Care Lead, Critical Care Matron, Paediatric Lead,
Paediatric Matron, Maternity Matron and Physician of the Day

Membership:
» Key action card holders within A&E

Reporting Lines:

> Silver Command

Responsibility

Triage incoming casualties

Ensure appropriate documentation is maintained

Organise staffing requirements to meet the demands of the
incident

>
>
>
> Advise Silver command of Incident Stand down
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Bed Meetings

The briefing group consists of:

Bed and site managers

GM bed/site and discharge

Divisional Nurse for clinical support services
Discharge Team manager

On-call GM

A&E representative

Infection control representative (when appropriate)
Duty matron

Medical matrons

Surgical matron

Paediatric matron

Divisional manager or representative

The bed manager will take on the role of overall Commander on a day-to-day basis
and as such be the link between Silver and the operational level. They are
responsible for operationalising the decisions of Gold and Silver. Only one member
of the management team in each Patient Flow need attended briefings but the
Doctor, Manager and Nurse are all responsible for cascading information.

The bed and site team of senior nurses have a significant role in supporting
command and control. They will work directly within the command and control
structure with a key aim of transferring knowledge to the team. If team members
begin to go off sick, and command and control is in place, the rota will be recast to
provide cover out of hours and at weekends.

After every SIE incident we are required to perform a review. For this reason and for
good governance, it is imperative that contemporaneous notes are kept of decisions
made not only by Gold and Silver controls but also within clinical care.

Key principles:

¢ Normal operational responsibilities prevail and should be used to manage the
Trust where ever possible

e The focus is on mitigation and the maintenance of business as usual
It is the responsibility of the Winter Resilience Group who meet weekly on a
Friday to scan the horizon and prepare for sudden escalation and movement
to the next stage of management control

o Clear roles and responsibly are essential

9  Working with Partners

9.2 Borough and PCTs

Our partners have been requested to submit plans to compliment our
structure and response. Details of these plans will be made available to us by
ONEL and referenced in the ONEL plan.
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9.3 London Ambulance Service

Emergency Department Capacity Management NHS London policy and NHS London
Pressure Surge Guidance 2011-12: Appendix 4

9.4 NHS London

As the SHA, NHS London has a key role to provide overview and scrutiny of
preparedness and response. During any response to extreme pressure surge NHS
London have a key role in coordinating the Health response across the capital.

NHS London’s other key role is to act as a conduit to disseminate best practice.

10 Performance Management

This plan assumes that current performance management standards and targets will
remain in place throughout periods of pressure surge and the Trust will strive to
maintain performance in all areas throughout this period.

11 Management of Cases
11.2 Capacity

11.1.2 Critical Care

The definition of admission to a level 3 or ITU bed is a patient with two or more organ
failure and/or requiring advanced respiratory support and for level 2 or HDU bed is a
patient with single organ failure.

For the purposes of this plan, paediatrics are described as those younger than 16
years and 16 to 18 year olds if they are vulnerable or have special requirements.

The existing Critical Care capacity across the Trust sites is as shown in the table
below:

Neuro
ITU/HDU

ITU/HDU

Table 2: Existing critical care capacity

Currently the Trust is able to 'flex its critical care capacity by accommodating ITU or
HDU patients in theatre recovery with suitably qualified staff.

A total of 21 ITU and 18 HDU beds would give a potential 39 ITU beds if HDU beds
were flexed to ITU levels. This level would be available if all Neurosurgical critical
care beds are included in the “pool” of general critical care bed capacity. This plan
proposes to ring fence 6 neurosurgical critical care beds for neuro emergency
patients, leaving 6 beds to be incorporated into the general ‘pool’.

By utilising the Recovery areas within Theatres at both Queen’s and King George
Hospitals, the following additional critical care beds could be opened

I ITU bed in the main unit at QH

2 HDU and 1 ITU in recovery at QH or 2 ITU or 4 HDU
2 HDU or 1 ITU at KGH.
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11.1.3 Elective and Emergency Inpatient Capacity

The requirement to meet the 18 week Referral to Treatment (RTT) standard (on a
specialty basis) means that elective activity must continue throughout the winter
period, as far as possible. Much elective surgery does not require an inpatient bed.
However, if the emergency care 4 hour standard is at risk at certain times during the
winter period, then elective surgery that requires inpatient beds will be kept under
review and operations will be cancelled if considered appropriate and, at all times in
accordance with the Trust's escalation plan. This will only apply if additional surgical
capacity is full i.e. overnight recovery at Queen’s Hospital, possibility of using the day
unit overnight at Queen’s Hospital, use of ADCU at KGH.

The Trust has modelled the bed capacity that it is anticipated will be required over
the winter period of 2011/12. This assumes no change to current LoS. However the
Trust is working on plans to reduce LoS which will then negate the need to open
further bed capacity. Appendix 1

11.1.4 Elective Work

The elective workload will be reviewed on a regular basis during times of increased
demand with TClIs only being cancelled as a last resort due to the impact on both
patient experience and maintenance of the waiting time standards.

All surgical General Managers, in collaboration with their Clinical Directors/Leads and
Admissions Officers, will be responsible for agreeing the cancellation process based
on patient need and taking into consideration waiting time (breach dates) of
previously cancelled patients.

An emergency Theatre service will be in operation at all times to ensure that, as a
minimum, cancer patients (on a 31/62 day pathway) and those requiring life and limb

surgery.

Should the hospital be experiencing extreme bed pressures, elective inpatient
admissions will be progressively cancelled according to clinical urgency, following
consultation with the Clinical Director for the area and relevant Consultant Team(s).
Day case (planned same day) activity, by its very nature, will continue unaffected
unless it proves necessary to use the staff in these areas to support more urgent
elective activity elsewhere within the Trust. However, the Trust will aim to maintain
day case activity as much as is possible over this period.

Every effort will be made, by the appropriate clinical and management team, to give
patients sufficient notice prior to cancellation of an elective surgical procedure. In
hours this will be done by the Bed Management team. In order to achieve the access
targets, BHRUT is required to achieve a position whereby a maximum of 0.8% of
elective patients can be cancelled on the day due to non-clinical reasons and as
such, the intention will be to plan for any necessary cancellations on the day prior to
surgery. These patients will then need to be re-dated within 28 days and would form
part of the priority treatment groups.

Whilst, under normal circumstances, cancellations to elective lists within surgery do
not occur, at times of severe capacity issues discussion will take place with the
appropriate General Manager and Clinical Director to prioritise possible
cancellations. The Bed Management Team will ensure any cancellations are
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recorded and the information passed to the Admission Team to follow up the next
working day.

In order to ensure that discharges are maximised escalation protocols have been
developed and are implemented according to the pressures that the hospitals are
experiencing.

11.1.5 Contingency (external) Capacity
To be updated from external partners plans

11.1.6 Delayed Transfers of Care (DTOCS)

One of the key elements for ensuring efficient patient flows throughout the Hospital
and therefore in turn, maximising capacity, will be the minimisation of DTOC patients
occupying acute beds. Work is already ongoing with regard to improving discharges
through appropriate community facilities, the aim is to reduce DTOC to 1%. The
following initiatives have been put in place:

o Daily conference calls from October 2011 agreed with bed managers at the
community and acute hospitals and discharge facilitators.

e Conference calls with ONEL, scope to increase to daily conference calls
when on SIE with support/decision making at executive level.

o Daily reviews with Havering, B&D, Redbridge & Essex identifying rehab bed
needs, with appropriate escalation process in place.

e Actions are being taken by the nursing teams to ensure that we eliminate all
hospital delays. Appropriate escalation processes are in place for all hospital
delays.

e Full training programme delivered to all wards across both sites to support the
above.

o Daily KPIs developed against Trust 1% target.

e Winter surge modelling tools developed from the daily reviews with PCTs.

11.1.7 Paediatric Winter bed capacity
Included in in patient bed modelling Appendix 1. Further work to be submitted

11.1.8 Trauma and Orthopaedics

The establishment of the virtual ward and ambulatory care units will further enhance
the management of patients with less traumatic injuries from their home environment.
Stable patient will become a planned trauma admission that will have their procedure
undertaken in a trauma list at QH or be redirected into a free elective slot at KGH.
These patients will not require access to an inpatient bed and can be managed
through the day units and recovery facilities.

Theatres and anaesthetics plan respond to trauma demands within a 24 hour period.
Theatres will ‘flex up’ the number of theatre sessions required weekdays and
weekends to ensure delays are minimal.

The introduction of the orthogeriatric pathway is expected to enhance the care and
shorten length of stay for those patients undergoing trauma procedures.

Use of the Recovery area, Surgical beds, Virtual ward and Dhalia ward at KGH are
identified as areas to use once orthopaedic pressures exceed their bed base.
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Escalation Escalation General
irthopaedics 31.03...  Surgery 31....

11.1.9 Identification of ‘core’ clinical activity in response to severely reduced
staff capacity

Under certain conditions staff may need to be redeployed in order to ensure the
continuation of core emergency and urgent services.

The HR department will hold a list of all registered staff who are not working in front-
line roles that can potentially be redeployed to cover periods of increased demand or
staff shortage in clinical areas. As a result of the departmental BCPs, a matrix of
essential staffing levels has also been completed so that non-clinical staff can also
be identified to provide support. Additionally in periods of extreme pressure caused
by increased staff absence the Trust will consider cancellation of annual/study leave
with discretion, in order that patient services can continue unabated.

11.2 Admission Assessment/Triage

At present patients are streamed at the front door of the A&E department to the
Urgent Care Centre and the Trust would expect this to continue. Triage of patients
will continue unchanged. For patients brought in by ambulance, Consultants will be
applying the rapid assessment and triage assessment service at the front door to
facilitate improved processes for direct specialty referrals.

The Consultant-led Admissions Unit will also provide input on early patient
management for 12 hours a day, 7 days per week.

11.3 Preventing Admissions

11.3.2 Nursing and Residential Homes

PCTs as part of their winter resilience planning will ensure that patients are seen and
assessed in nursing/residential homes by appropriate practitioners in order to
manage any unnecessary admissions to secondary care.

Update PCT Info:
PCTs are also providing training for nursing home staff and as pressures mount will
ensure a review of all residential home residents.

It is critical that PCTs have appropriate rapid response services to manage either
acute care or palliative care of any residents for whom secondary care intervention is
unlikely to benefit.

Other actions currently being undertaken by the Trust to both increase discharges
and prevent admissions include:

e EDMU
e Ambulatory Care
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o Weekend Bed meetings at 11.00am;

e Increasing the seniority of the individual undertaking A&E triage;

o Direct GP admissions to the Medical and Surgical Assessment Units;
o Winter directory of services (heeds to be developed-PCT)

e Increase UCC hours

e Setting a target number of discharges per ward per day (to be owned by the
Clinical Lead and Senior Sister)

e A GP Advice Line staffed by Consultants;

o Daily Consultant ward rounds on all bank holidays and in particular over the
Christmas and New Year period for the medical specialties;

12 Impact on Services

Managing the demand and capacity ‘surge planning’ across BHRUT is an essential
part of the response to pressure surge. The principle of surge management is that as
demand for services increases, BHRUT would respond firstly by increasing capacity,
secondly by diverting capacity to essential services by closing other non-essential
services, and lastly by prioritising patients access to essential services.

Services within each Division have all completed surge plans which will enable them
to react to increasing demands, plans are now being cross referenced in order to
indentify the potential impacts on other services within the Trust. Part of the surge
planning process includes planning by each division to redeploy staff to priority
services, in the event of staff shortages and the closure of non essential services.
During a ‘pressure surge’ the intention is to maintain normal services as far as is
reasonably possible however, the unique nature of the challenges presented by
emergency situations such as inclement weather or a pandemic flu outbreak and the
unknown aspects of their duration may inevitably require a reduction in some
services and redeployment of staff and resources to other areas.

The role of the HR department at BHRT leading up to and during a ‘pressure surge’
will be to provide an effective and viable response to the exceptional circumstances
through supporting service delivery operations, providing employee based
information to those responsible for the management of services and to also provide
guidance and advice on the legal and policy frameworks in place regarding the
employment of staff and the interpretation of these when such pressures/surges
occur.

Escalation plans, both at the Trust and PCTs, have been reviewed and revised post
the experience of Winter xxx in order to ensure that responses are effective and
actions taken in a timely manner. For the Trust, this has resulted in the development
of a single escalation process which is to be used in all situations (with the exception
of a major incident). This plan contains trigger points in terms of beds, isolation
facilities, ambulance turnaround, A&E and staffing for the Trust to move from green
status through amber and red to Serious Internal Event (SIE) and documents the
actions to be taken in response to the triggers at each stage.

In order to gauge potential impacts upon workforce ‘supply during the ‘pressure’
months of October 2011 through to March 2012, part of the ‘surge planning’ process
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has included a review of the sickness absence rates across the Trust from
September 2010 to end January 2011. In order to identify the exact impact of the
H1IN1 flu pandemic on overall absence, absences associated with Flu have been
extrapolated separately, in addition this is directly compared to the same period in
2010/11 — Graph 1.

During a ’'pressure surge’, daily meetings with key individuals will establish how and
where excess patients will be placed and how departments, such as A&E, will cope
with large numbers of self-referred patients or patients who present via their GP and
walk-in centres. Staffing and other operational issues will also be reviewed at these
meetings. This will be co-ordinated through the Command and Control structure.

12.1 Staffing

The purpose of this section is to provide guidance regarding BHRUT procedures for
managing staff in the event of a ‘pressure surge’. This guidance has also been
developed to help the HR department to provide an effective and viable response to
such surges whilst supporting the Service Delivery operations as and when
appropriate.

The Trust will seek to operate within its existing employment policies and principles
whilst dealing with a pressure surge situation. In an emergency there may be a
necessity to reallocate and redeploy staff. Consultation has taken place with staff
side at the Joint Staff Committee (JSC) regarding the principles outlined within this
plan and the required response to workforce issues during a pressure surge. This
may include asking staff to undertake duties outside their normal professional area
should staffing levels reach the agreed trigger points. Additional staff may also be
required, sourced from a pool of bank staff, retirees, and volunteers.

Current job descriptions and employment contracts allow some flexibility in the ability
to allocate existing staff other tasks or work, whereas permanent or very long term
redeployment would require consultation under the staff affected by change policy.

In the event of a pressure surge occurring, due consideration must be given to the
fact that there maybe a higher degree of absenteeism amongst health service
employees at a time when the service could be facing unprecedented demand.
Dependant on the scenario staff may be absent due to:

o Exceptional Sickness circumstances - e.g Norovirus outbreak, seasonal flu

e School closures

e Travel problems due to inclement weather, fuel shortages or advice from
external agencies not to undertake any non-essential travel

This guidance aims to ensure that mechanisms are in place in order to ensure the
maximised availability, utilisation and deployment of our workforce during a period of
potential major staff shortages coupled with potential major surge in demand.

12.1.2 Redeployment/Re-allocation of Staff

In order to address a ‘pressure surge’ it will be necessary to take pragmatic decisions
to sustain services. As such the Trust reserves the right to redeploy staff as the need
arises. This could be to a different role, function, or locality. Staff may also be
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requested to work different hours from those in their contract of employment.
Supported by the HR and workforce data from ESR, Operational services will need to
make daily decisions regarding prioritisation of services and redeployment of staff.

The following arrangements would only apply in an emergency situation during the
‘pressure surge’ should workforce numbers reach the critical trigger point:

In an emergency where staff may need to be redeployed or work may need to be
reallocated, managers will assess:

Whether it is necessary for staff to report to their normal place of work and whether
there is a need to redeploy staff or reallocate work. In deciding this managers will,
wherever possible:

o Direct staff to sites which are convenient

o Allocate staff work with which they are familiar - it is recognised that it is more
effective for staff to work in areas, both in terms of locality and duties, that
they are familiar with and this will be, where possible, the first course of action
taken.

o0 The location of staff, their access to public/private transport, any reasonable
constraints on their flexibility, as appropriate.

In considering redeployment, managers will take account of:

o0 Any known/stated restriction on work that could safely be undertaken by an
individual on health grounds. This may include, for example, pregnancy and
in the case of communicable infection, whether the individual had received
any appropriate vaccination.

o Any training or professional qualification that would be a prerequisite to
carrying out certain duties safely

0 Any other circumstance that may make working unreasonably unsafe, for
example, severe staff shortages.

o Any official communication from bodies with emergency powers by law, for
example, advising against travel/other activity in all/some circumstances. The
Trust will provide advice to staff on interpreting such communications. For
example, essential workers would normally be expected to travel to work if
there were advice to refrain from non-essential travel

As part of the normal course of employment staff would be consulted with regard to
re-locating to other areas of the Trust to meet service demands.

During a ‘pressure surge’, the Trust's priority will be to maintain consistent patient
care , a sustained decrease in staffing levels may trigger the need to consider re-
locating non-critical business staff to support clinical areas.

Where it is considered that patient care is being compromised and it is deemed
necessary to ask non-critical staff to support clinical services this will be done in full
consultation with staff.

It is understood that staff that are currently outside of the clinical setting may want to
assist within a clinical service, but feel they do not have the capability to undertake
this role. In these circumstances on-the-job training/mentoring and support will be
provided by clinical staff or a role that utilises an individual's existing skills will be
identified, this will be done in conjunction with the education department.
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In relation to redeployment/reallocation of work, if staff refuse without good reason to
follow a management request that is reasonable in the circumstances, this may lead
to disciplinary action being taken, in accordance with the Disciplinary Policy, Rules &
Procedure

The following list provides examples of offences which are normally regarded as
gross misconduct and therefore could warrant dismissal without previous warning
and without notice (summary dismissal).

e Theft

e Fraud

e Assault/threatening behaviour

o Malicious damage to Trust property or that of a patient, fellow employee or a
member of the public on Trust premises

o Corruption - receipt of money, goods or favours in respect of services
rendered

e Breach of Health & Safety Rules
e Breach of Statutory Requirements

o Failure to carry out instructions reasonably given by recognised and
authorised senior managers or supervisors.

Appendix 5 Disciplinary Policy, Rules and Procedure (Sept 2008) — page 18

Such action may be stayed until the end of the emergency or until resources allow te
matter to be dealt with.

12.1.3 Roles and Responsibilities

12.1.4 Human Resources:

The HR department will take a lead on the provision of employee based information —
emergency contact details, to those responsible for the management of services
during a pressure surge.

They will also provide guidance and advice on the legal and policy frameworks in
place regarding the employment of staff and the interpretation of these during such a
scenario.

HR will:

e Ensure that, as required, the HR Department becomes fully integrated in the
Trust Command and Control Structure;
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e Maintain a flexible approach to succession planning for staff who are absent
during a pressure surge

e Access Electronic Staff Records used to record and track staff sickness
absence;

e Access and supply workforce information — emergency contact details;

o Liaise with nominated lead managers, either present or available, to discuss
redeployment options and other sources of staffing;

e Ensure:

0 Prompt recruitment practices so that new staff can commence as soon
as possible; and

Specialist HR advice including the Working Time Regulations;

Liaison with Occupational Health regarding fithess for work and Staff
Support and Chaplaincy teams to direct staff to appropriate sources of
support;

o Facilitate the arrangement of accommodation, food and beverages, and
toiletries to staff working long hours, with priority being given to those
providing direct patient care;

e Assist in making decisions to suspend annual leave and non-statutory
training;

e Assist in making decisions regarding assisted transport to work, using public
transport, loaned vehicles or taxis;

¢ Monitor HR issues reported during the daily ‘Battle Rhythm’ briefings and take
necessary action(s);

e Manage & report the staffing absence situation — reporting frequency and
data-set yet to be agreed

12.1.5 Divisions and Departments:

o Identify clinical areas that could be temporarily suspended, therefore possibly
freeing employees for potential deployment elsewhere;

e Communicate individuals available for redeployment;
e Work collaboratively with other Divisions;

o Ensure smooth handovers for employees who are filling in for colleagues in
unfamiliar roles;

o Facilitate flexible working or home working as necessatry;

o Provide required information on HR issues during the daily pressure surge
“Battle Rhythm” briefings;

o Complete a daily staffing absence situation report for collation and escalation.

12.1.6 Workforce Data
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HR will take a weekly extract of staff's emergency contact details and staff group
from the Electronic Staff Record (ESR). This will be password protected and placed
upon the winter resilience drive in order to support Executives/ managers in being
able to contact staff for their availability should the need arise.

The emergency contact list and the data within will be updated on the winter
resilience drive — weekly, by HR

In accordance with the Data Protection Act and the Trust Information
Governance Policy, staff can be reassured that this information is being used
only for emergency planning purposes and not for any other reason

It is essential that all staff ensure that they follow the correct notification procedure for
any changes to their personal details in order to ensure that the Trust holds the
correct contact details for all staff.

12.1.7 Working Hours

Part time staff will be invited to increase their contractual hours for a specified period
of time, however, will not be obliged to do so.

Staff on other flexible working arrangements may be asked to temporarily alter these
arrangements in response to the emergency situation, if it is reasonable for them to
do so. However, flexible working solutions may also enable as many staff to
continue working as possible.  This may include home working, childcare
schemes/facilities, staff accommodation, and special travel arrangements (e.g. car
pools). HR and managers will therefore continue to promote and agree flexible
working options where possible — See Flexible working policy — appendix 5

In normal circumstances, no staff should be asked to work in excess of 48 hours per
week, nor without appropriate rest breaks and to take annual leave. In an
emergency situation, it will be important to ensure that staff continue to receive
appropriate rest breaks or compensatory rest and that they are not asked to work
more than 48 hours on average over a 17-week reference period, in accordance with
the Working Time Regulations (WTR). If a member of staff however wishes to work
beyond the 48 hours they must complete a WTR opt out form — which is available
form the HR department — copy in appendix 5

Annual leave requests may need to be more tightly controlled and staff may not be
able to take leave at the exact times they request, depending on service needs.
However, staff will remain entitled to take their annual leave allocation and must take
at least four weeks’ leave during the leave year, in accordance with WTR.

It will be important for both staff and managers to monitor working time and ensure
that excessive working time without appropriate rest does not occur as this could

adversely affect staff health and therefore their ability to remain at work to support
colleagues and the running of services.

12.1.8 Managing Absence

Any staff who are feeling unwell during the emergency situation be asked to report as
off sick under the normal Trust procedure .
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Staff will be expected to continue following the existing reporting procedures in
accordance with the sickness absence, special leave policies and annual and sick
leave policy for medical staff (Appendix 5)

No member of staff will be required to attend work if they are not fit enough to do so
safely. Managers may seek Occupational Health advice regarding the fitness of staff
and making adjustments to enable the early, safe return of staff where appropriate.

The normal procedure for managing sickness should be followed in line with the
Trust sickness absence policy and procedure however local discretion should be
used when dealing with episodes of absence due to emergency situation as this will
need to managed on an individual basis depending on the circumstances.

Procedure for reporting and certifying absence (Trust sickness absence policy
(2009) and annual and sick leave policy for Medical staff (appendix 5)

First day of absence

The employee must telephone either their line manager or (if previously advised by
the line manager) a nominated person as soon as possible, once they know they will
be absent from work.

Medical staff will report their absence to the medical staffing coordinators on the day
of absence, who will enter the information onto the HealthRoster system.

This telephone call will be one full shift in advance, but must be no later than 1 hour
after the employee is due to be at work. Only in exceptional circumstances may
someone else call on behalf of the employee.

The employee must give an indication of the cause of the absence and how long it is
expected to last.

Sending text messages or leaving voicemail messages is not an acceptable means
of informing managers of absence. The employee must actually speak with them or
their nominated person. If for any reason a message is left or text received, the
manager will contact the employee at home to confirm the circumstances regarding
their sickness absence.

Failure to notify absence within 1 hour of the scheduled start time will result in
absence being counted as "unpaid absence without permission” and the employee
will be subject to disciplinary action unless there are exceptional circumstances. (eg
road traffic accident, emergency admission to hospital)

The line manager is responsible for ensuring that the period of absence is reported
on the electronic weekly absence return.

The existing Trust process will remain the same and managers/supervisors must
submit their completed absence return to McKesson within the timeframe specified.

McKesson will continue to input all absence data into ESR in order to allow the
workforce Information team to run and analyse weekly absence reports as required.

Medical certification
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Failure to submit the appropriate medical certificate within the required timeframe will
result in non payment of occupational sick pay or statutory sick pay.

12.1.9 Special Leave

In certain circumstances — such as the closure of schools it is expected that there will
be an increase in requests from staff for Special Leave, for the care for dependant(s)

If a member of staff requests special leave during a pressure surge then the special
leave policy (2003) will apply then this should be requested in writing to their line
manager as indicated within Policy. If the individual is unable to put the request in
writing prior to commencing their leave then it can be completed on their return
(Appendix 5).

All staff have a responsibility to attend work particularly when there are staff
shortages due to a pressure surge. Whilst there are instances where this will not be
possible managers will assess each special leave request on a case by case basis
and acceptance of the request is at manager’s discretion. Therefore all staff will be
asked to explore all possible avenues before requesting special leave.

Where staff request special leave then Managers will be required to inform HR. This
is to ensure that BHR is able to report daily on absence levels to assist in the
redeployment of staff.

The professional codes that apply to registered NHS staff make clear that staff have
a responsibility to provide care to those in need. Whilst staff do not have the right to
refuse to attend work unless there is a clear health and safety risk, the Trust needs to
acknowledge the level of anxiety that a pressure surge is likely to generate and seek
to work with staff to reassure them

Staff who are not ill themselves, but have carer responsibilities, will be given a
combination of paid and/or unpaid leave or annual leave, at managers discretion, as
per the Special Leave Policy.

12.1.10 Annual Leave

The procedure for requesting annual leave will remain unchanged as laid out in the
Trusts Annual Leave policy 2004 and the annual & sick leave policy for medical staff
(appendix 5).

It is anticipated that individual departments shall have an approval process or local
operational policy, which makes explicit the minimum standards by which staff may
book and take paid annual leave.

Managers approving annual leave will ensure service needs are met and will
normally set standards for the maximum number of staff who may be absent from
work on annual leave at any one time.

12.1.11 Cancellation of Annual Leave

Other than in exceptional circumstances, following approval of an employee’s
application to take annual leave, approval will not normally be withdrawn. However,
Barking, Havering and Redbridge Hospitals NHS Trust reserves the right to withdraw
such approval should circumstances so warrant. Withdrawal of approval must be
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communicated to the affected employee in accordance with the provisions set out in
paragraph 5.4.2 of the policy. Compensation for losses resulting from such a decision
would be considered.

Appendix 5 Annual Leave policy (2004) page 5

Based on the level of the pressure surge, arrangements for the restriction and/or
postponement of both planned and ad hoc annual leave will need to be determined.
Requests for leave should be considered on their merits at the time as it is important,
in balancing needs, to allow staff to recuperate from the pressures of working during
the emergency period.

All annual leave is subject to operational needs and demands therefore a specific
policy is not deemed necessary; however, appropriate communications briefings will
be issued to remind staff of such contingency arrangements. Therefore, as at any
other time, a manager may accept or decline this leave in accordance with service or
staffing demands.

In extreme circumstances the decision may be made at Director level to cancel all
non-essential annual/study leave. Financial commitments and disruption to personal
circumstances will be taken into consideration.

Requests for annual leave taken at short notice due to family circumstances or
emergencies would have to be considered and authorised as quickly as possible by
managers.

Following a pressure surge there may be a large amount of staff that have had their
annual leave cancelled or have been unable to take annual leave. Due to being
unable to predict the impact and the effect such a surge will have on BHR, a decision
will be made following a surge situation to determine if there is a need to carry more
than the 5 days annual leave over to the next annual leave year. This will be agreed
by the Director of HR following an assessment of the situation.

12.1.12  Study Leave/ Training

It would be expected that all study leave would be put on hold until after the crisis is
over. All staff would be needed to work, dependant on the cause of the pressure
surge colleges etc may be closed and staff would be expected to report for duty.

All training courses except those required for supporting and training redeployed
staff, volunteers or reserves, should cease until the clearance is given and the
pressure surge is declared over. Staff in the training department can be redeployed
if there is insufficient work in the Training and Development department.

12.1.13 Recruitment Process & CRB Checks

HR will provide a truncated process to enable fast turnaround of applications into
new starters. This will involve utilising verbal offers and reference checks and they
will undertake this on behalf of managers. However this can not be the case with
CRB checks. Managers therefore, must not allow unaccompanied new starters to be
unsupervised with any patient until given the clearance from HR. This is not
negotiable. All contractual documentation will be provided from HR following the start
date of the new employee and will be in accordance with legal requirements.
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The Trust would need to assess the risk of using staff that have not been cleared; full
clearance could be postponed until after the pressure surge is over.

12.1.14  Staff Support

To enable staff to continue working, it will be important to ensure they are
appropriately supported during and after an emergency. This may be in the form of
trauma counselling, Occupational Health or support groups set up by other agencies.
Managers will also play a key role in identifying concerns, supporting their staff and
ensuring their health, safety and well-being at work.

12.1.15 Retirees

HR are able to identify all retirees who have retired in the last year. Retirees who
have left the Trust in the previous 12 months will be contacted by their previous
manager to see if they would like to be entered on an emergency register of staff. All
staff who have retired more than six months ago will be health screened and CRB
checked again.. If professional registration or training has lapsed, retirees will not be
asked to undertake duties for which either would be a requirement. Retirees would
be engaged as bank workers on the same rates of pay as in operation for the Trust In
House Bank.

12.1.16 Volunteers

Those already on the volunteer register may be called upon in an emergency. New
volunteers will need to be health and CRB screened with appropriate references
being taken up. Volunteers’ competence, qualifications and skills will also need to be
assessed by way of an application form, skills audit and/or interview/test. Volunteers
are normally deemed to be helping out rather than fulfilling a discrete role and are
therefore not usually paid. If a particular role is being filled, they will be subject to the
recruitment procedures in operation at the time for bank workers and paid
accordingly.

12.1.17 Indemnity and litigation

The Trust cannot prevent patients from pursuing legal options but should reassure
staff that they will provide support in such circumstances. Discussions have taken
place with the NHS Litigation Authority at a national level concerning indemnity
insurance issues. The Authority has indicated that it does not believe there would be
a substantially greater risk of successful legal challenges to the NHS in scenarios
that may arise during an emergency situation. The authority has confirmed the
following:

The Individual:

o NHS staff will be covered by existing indemnity insurance arrangements
during a pandemic and staff will be covered by the Trust's employer's
insurance. This will apply even if staff are working on a different site or
seconded to a different employer;
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o Temporary staff will also be covered, provided that there is a clear contractual
relationship with an employer. Volunteers should have an honorary contract;

e The NHS Litigation Authority does not believe that there is a substantially
greater risk of employers or employees being sued as a result of actions
taken during a pressure surge as long as a healthcare professional was able
to show an appropriate degree of reasonableness in their actions;

e Reasonable steps should be taken to maintain records, as would happen
normally, but the courts will take into account the emergency nature of the
context when making judgments;

o Where staff or students are working outside their normal role they need to
continue to work within their scope of competence and receive adequate
training and supervision.

The Trust:

e The Trust must also be aware of its responsibility to make adequate provision
for health and safety during the pandemic;

o The Trust will take every care to deploy staff to the most suitable area of need
to match their skills.

12.1.18 Increasing Workforce Capacity
12.1.19 In-house bank- Temporary staff

12.1.20 A Flexible Workforce

Planning preparation includes consideration of additional flexibility/capacity which
could be generated through variation to shift patterns e.g. longer hours, extra hours,
staggered shift arrangements.

The implications of the Working Time Regulations must be borne in mind and
appropriate risk assessment carried out by the responsible manager. Staff will be
approached at an early stage to identify willingness to “opt out” of the 48 hour/week
working limit for the duration of the pressure surge only.

12.1.21 Medical staff

A staged approach to contingency management will be implemented for this group.
The first stage of the process if medical staffing becomes an issue will be to take
advantage of the EWTD opt out in order to keep optimum services functioning. A list
of all medical staff who have chosen to opt out for the period relating to the flu
pandemic has been compiled and formulated into a ‘pool’ of medical staff which can
be drawn upon should the need arise.

Should the situation worsen non-essential services will be reduced according to the
contingency plans defined within this overall plan and available staff will be
redeployed. Fair allocation and H&S requirements of the workforce will be maintained
as far as possible using HealthRoster which is currently being used to manage all
junior doctors’ rotas.
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Should a national temporary derogation of the WTD be instated the trust in the first
instance would attempt to remain within the local opt out parameters, whilst
maintaining a sensible cap on the number of hours.

12.1.22  Doctor’s In Training

EWTD rotas within the Trust remain compliant but it is vital to point out that due to a
national shortage of middle grade training doctors rotas in areas such as A&E,
Trauma, Paediatrics and medicine are in precarious position. In response an
overseas task force has been initiated which has an aggressive recruitment
campaign which envisages filling vacant posts by December, this in turn will generate
spare capacity of available doctors.

The shortfall of doctors due to absence has been considered within the Trusts
current medical staffing recruitment strategy. The Trust started the new intake with a
significant shortfall in the placement of training doctors, largely due to national
shortages, and partly down to the rotations we are offering to the deanery. This has
resulted in an aggressive overseas recruitment campaign targeting Europe and
Australia/New Zealand/Asia, this campaign commenced on 14th September 2009
and has been optimistically filling vacant posts in A&E and T&O with plans to fill in
Paediatrics and Medicine by the end of the year. The campaign will continue to
progress through out the winter months to increase the availability of floater doctors
and increase of bank pool of doctors.

We are also revisiting our Clinical Attachments policy to bring in attachments for a
period of 3 months on completion of a sponsored attachment they will undertake
locum work for the Trust for the next 3 months..

12.1.23 Graduate Healthcare Professionals

Newly qualified staff, who have not yet secured employment, may be offered
temporary contracts, during a pressure surge. However, if nurses, for example, have
not yet gained registration, they may only be employed as Healthcare Assistants,
until registration is received.

12.1.24 Escalation of Non-adherence to Plan

Failure to comply with centralised sickness and absence reporting will be escalated
through line managers to Divisional Directors, and disciplinary action may result Trust
policies - Managing Poor Performance (2005) & The Disciplinary policy, rules and
procedure (2008) Appendix 5

Excessive levels of sickness absence/maternity leave/vacancies, which cannot be
covered by the use Bank/agency staff, may result in staffing levels which do not allow
the normal number of beds to be open. This is particularly relevant when the Trust is
trying to prepare different pressure surge scenarios of an unknown origin and
duration. The Trust will be innovative in maintaining bed capacity by redistributing
nurses and other resources throughout the organisation and Appendix X identifies
the process that should be followed when identifying areas that may be at risk due to
reduced staffing levels.
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12.1.25 Joint Staff Committee

In order to ensure staff engagement and support, the Trust's Joint Staff Committee
(JSC) has been kept fully briefed on the arrangements being made within the Trust to
tackle the challenges posed during pressure surges. ,

A copy of the meeting minutes held on the 18" August where these topics have been
discussed can be supplied.

12.2 Communications

The Trust's Communications Team will:

e Adopt processes detailed in “Communications Out of Hours” and “Dealing
with Press Enquiries” attached at Appendix 6;

e All members of Communications Team to work remotely when required,
utilising the out of hours dial-up technology already implemented;

o Facilities in place for a media centre at Queen’'s and KGH, with a
Communications Representative liaising with Gold Command, as per the
Trust’s Major Incident Plan;

e Provide the media with updates on a regular basis, keeping them well
informed;

e Spokespeople to be clinical staff whenever possible. In other cases the
Medical Director, or if not available, the Director of Nursing;

e Put arrangements in place for pre-determined messages that can be given
automatically to those telephoning the hospital at times of winter pressure;

e Keep the Communications Team at NHS London, ONEL and local PCTs
informed and prepare joint statements in liaison with partner organisations
and local stakeholders if required;

o Ultilise established links with local papers, radio and stakeholders to issue
messages to the public, as and when required.

The Trust's communication Team is currently working with PCT communications
teams to promote Choose Well messages to prevent patients attending A&E
unnecessarily, where other services could be accessed instead.

12.2.1 Communication with staff and media

The Trust's Communications Plan is as detailed below. The out of ours policy is
attached in appendix 6

NHS Trust

Type Description Activities
Internal Updating Internal communications will be discussed at each bed
communications | Divisions/Directorates management meeting. All attendees would be required to
regarding the latest | communicate issues/actions to their respective
developments on winter | Divisions/Directorates.
resilience and the impact
on their work. A cascade process will be implemented for those services that
are expected to have a substantial impact and representatives at
a daily whole health economy meeting/teleconference call will
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disseminate appropriate information to their teams.

Internal communications will be sent out following a daily whole
health economy meeting/teleconference call via an agreed
communication  cascade  pathway. Membership  of
meeting/teleconference calls will consist of agreed ‘core’
members.

Weekly e-communications to all staff from Communications
Department and staff briefings organised daily/weekly when
required.

Utilise existing communication links with  NHS London
Communications Department and keep them fully informed,
preparing joint statements when required in liaison with partner
organisations and local stakeholders.

Additional communications to be prepared via the Infection
Control Team.

Update the Trust website and Intranet with key messages on a
regular basis. Remote access in place for members of the
communications team.

Type

Description

Activities

External
Communications

Communication
with all
Commissioners
and Local
Stakeholders.

Communication

with local
media.

Status of
services in the

local area which
may be under
pressure during
winter.

Direct  contact
with patients
and answering

If a system wide event takes place, which requires all Commissioners and
Local Stakeholders to receive a communication, this will be distributed by the
local Lead Commissioner, working with the PCT Communication Teams and
the BHRUT communications team on the production of content. For
confidentiality NHS net email addresses would be considered.

Proactive communications prepared where we seek to engage with partners
in the media and elsewhere, in order to communicate with the public.

Remote access in place for members of the communications team.

Provide the media with updates on a regular basis, keeping them well
informed. Utilise established links with local papers, television and radio to
issue messages to the public as and when required.

Planned messages released through the Trust website and local press/radio
stations. Facilities in place for a media centre at Queen’s and King George
Hospitals, with a communications representative liaising with Gold
Command, as per the Trust’'s Major Incident Plan.

Spokespeople available (to be clinical staff whenever possible - in the case of
Pandemic Flu, the Flu Director. In other cases, the Medical Director, or if not
available, the Director of Nursing.)
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guestions

informed
involved.

through a local
telephone line.

Keep local MPs

and

Work with the existing Patient Advice and Liaison Service (PALS) to
disseminate information to callers as required from briefing provided by
Communications Department. Additional capacity for existing PALS service
to be considered, if required. Helpline facilities also available if required.

MP briefings to be prepared, regularly updated and distributed.
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12.3 Clinical Support
12.3.1 Diagnostics

12.3.2 Radiology

Has contingency and business continuity plans which contain the detailed action to be taken
with increased demand for radiological tests and decreasing staff levels as staff are affected
and sickness rises on a sliding scale to from 0% to 50% loss of staff of all grades across all
specialities (Radiographers, Radiologists, Nurses, Radiographic Helpers and Clerical staff).

These plans outline the action that will be taken by the Radiology Department depending on
the surge in pressure and the percentage of staff absent on a particular shift.

The actions include:

e Restricting annual leave and study leave;

e Stop imaging non-urgent radiological requests by suspending non-urgent work for
GP and Out-patient referrals;

e Offering overtime to necessary staff;
¢ Maximising use of flexible contracted staff;

e Consider cross-site working by re-deploying site specific staff, to ensure all areas are
covered by qualified staff;

e Prioritising work for in-patients and theatres and A&E referrals;
o Utilise weekend and/or evening staff (on-call) to provide the necessary level of cover;

e Eventually considering consolidating core work on one site and have only essential
Imaging on the other site;

e Cancelling annual leave and study leave;

¢ Ultimately reducing Radiological service to a core essential service akin to the on-call
(out of hours emergency service).

All other local hospitals and Radiology Departments would be in a similar situation and
would be unable to accept referrals from us, as we would not be able to accept from them.

12.3.3 Pathology

Has contingency and business continuity plans for pressure surges which detail the action to
be taken with increased demand for tests and decreasing staff levels. These plans include:

e Restricting annual/study leave;

e Stop processing non-urgent screening work;

e Prioritising work by suspending non-urgent work;

¢ Additional weekend and/or evening work;

e Suspending phlebotomy service;

e Consolidating core work on one site;
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e Cancelling annual leave;

e Ultimately reducing to a core service akin to the out of hours emergency level.
The details of each laboratory’s plans are available separately.
Chain of Command

Pathology is headed by a General Manager supported by 6 service managers (Head
Biomedical Scientists) managing specialised workforces in:

e Biochemistry;

¢ Haematology and Blood Transfusion and Phlebotomy (QH and KGH separately);

o Histology;

o Cytology;

e Microbiology.
Together with an IM&T Manager, Quality Manager and Lead Blood Transfusion Practitioner.
In prolonged absence of the General Manager, the Head Biomedical Scientist for
Haematology, Blood Transfusion and Phlebotomy at Queen’s Hospital would formally

deputise. In her absence this would pass to other HBSs depending on the situation in their
services at the time.

12.3.4 Pharmacy

Actions to be taken by the Pharmacy service are detailed in the Pharmacy Business
Continuity Plan which covers all services provided.

On-call services and weekend/late evening services will be provided and a list has been
developed of previous BHRUT staff (retired etc) who could be called upon and of part-time
staff who could increase their hours.

Those services which could be reduced or stopped in order to maximise services to
core/acute areas have been identified.

In addition, arrangements have been made with locum agencies to provide qualified staff
should this be necessary.

12.3.5 Infection Control

The provision for single/en suite rooms across King George and Queen’s Hospitals is
adequate to accommodate patients requiring isolation.

The facilities include 6 negative pressure rooms
KGH:

e Foxglove ward x 1
e Gentianward x 1

Queen’s Hospital:

e Ocean B ward x 2
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e Medical assessment unit x 2

Consideration must be given to other respiratory cases in particular Tuberculosis (TB)
specifically Multi Drug Resistant Tuberculosis (MRDTB) patients as well as patients with
other highly transmissible infections. MDRTB patients MUST be nursed in a negative
pressure room. Policies detailing efficient management throughout the winter period are as
follows: Outbreak Management Policy- Hand Hygiene Policy and the Isolation
Policy(Appendix 7)

Also available are the priority lists for isolation in A&E MAU’s ITU’s wards and paediatrics.
(Appendix 7)

During Outbreaks of Infection the IPCT will advise bed managers what on call services they
will provide at weekends and bank holidays. Consultant Microbioligists cover both sites 24/7

12.3.6 Mortuary Capacity

The mortuaries have ample capacity, however in the event of overwhelming body numbers
the Trust has contracts in place with Undertakers to increase capacity. If this capacity is
exceeded the Trust would rent or purchase approved temporary body storage units however
it is unlikely that this would be necessary as community facilities have been arranged to
ensure that there is sufficient storage available.

There are 6 staff across two mortuaries - one mortuary can function with a minimum of 2
staff.

The Trust would not anticipate other local Trusts accepting bodies from us, as in cases of
extreme pressure we would not be able to accept from them.

12.4 Non-Clinical Support

12.4.1 Accommodation
Staff accommodation is available at both KGH and Queen’s Hospital:

KGH - London & Quadrant

o Bed Capacity 294;
o Bed availability at present 35;
e On Call Rooms 8;

e Quiet Room Accommodation on Management Corridor 5.

Queen’s Hospital — Swan Housing

e Capacity 369 properties
e Bed availability at present 229
e On Call Rooms — Trust to look at parity with KGH

¢ Quiet Room Accommodation on hospital site 12 each with 2 full recliners

The Accommodation Manager will arrange for keys to be made available to staff should they
not be able to commute to and from work as normal due to winter pressures/pandemic flu
(HIN1). Keys will be held by Security on each site and authority for release of keys to
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members of staff should be given by the General Manager of the service. All keys will need
to be signed for and noted on the key log.

In addition to this, the Trust is investigating the cost of holding a number of rooms for
emergency use on both sites.

In the coming days/weeks a list of local hotels (to both sites) is to be compiled as well as a
listing of local letting agents. (Specify in plan)

12.4.2 Linen

Increased demand for Linen Services will be managed through current practices of review
and monitoring of stock levels (inclusive of Buffer Stock) daily. Additional supplies of stock
would be ordered and received from our Contracted provider. Access to additional buffer
stock “Out of Hours” is already in place on both the main hospital sites. Cross-site sharing of
stock items is also facilitated where needs are identified.

Contract Monitoring Officers would revert to a “hands on” approach for the duration of short-
term increased absence and staggered shifts could also be considered/implemented if
necessary.

In extreme circumstances with national shortages of linen, stock needs would have to be
prioritised for packing and delivery on a clinical/ward based priority.

Close partnership working with Portering staff (FM contract provider) would ensure delivery
in priority order (needs basis) to clinical area’s and enable portering staff to deliver linen to
wards/clinical areas on the Queen’s Hospital site allowing experienced Linen staff to remain
processing and packing of stock for onward delivery to the clinical areas/wards.

12.4.3 Food

The Trust’'s catering services are provided by Sodexo who have confirmed that they have
received assurance from all Suppliers that contingency plans are in place, so that deliveries
will not be affected. Sodexo will not be ‘stockpiling’ food items and have confirmed that they
would revert to a simplified menu, should the need arise.

12.4.4 Procurement

NHS Supply Chain (NHSSC) has already put contingency plans in operation with their
Suppliers and the Trust has its own stock. There is a rolling stock of 7-10 days on all
consumables from NHSSC. We also have other consolidated Suppliers on whom we can
call. With regard to Non Stock, orders would be prioritised and all staff would multi skill
including senior managers becoming operational.

12.4.5 Transport

Any staff shortages are covered with overtime and/or agency staffing. In the event of staff
shortages, services would be prioritised and we have a contingency arrangement with our
external contracted services. Transport services will continue to run until such times as road
conditions become unsafe for driving.

12.4.6 Chaplaincy

The Chaplaincy Team work across site and include currently 2.0 WTE with an additional full
time member due to join the team in October 2009. They work with an extensive bank of
chaplains and volunteers and undertake on call duties on a rotational basis. Their role would
be pastoral as well as spiritual in the support of patients, relatives as well as staff within their
capacity to counsel in all circumstances including bereavement. Their rotation to on call
would be extended to include the bank chaplains over this extended period of time with
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remuneration accordingly. They would also see patients and staff from other faiths and
advise/counsel or seek advice e.g. Muslim chaplains for instance from nearby Trusts such
as Newham for specific information.

12.4.7 Counselling

The Pastoral care team provide a counselling service that is generic and not specifically
related to solely spiritual care (as specified above). As such they become involved
proactively within maternity settings for baby deaths as well as Intensive Care and general
ward patients.

The Bereavement service currently constitutes 3 administrative staff who cover cross site
services and have support from other staff trained the administration of death certification
and provision of information for relatives concerning registration.

There is a Registrar based at Queen’s Hospital affiliated with the service.
In addition, the Maternity service has two part-time Counsellors who work with women and
their families following events such as a still birth. These staff could be used within the

Maternity service for a wider role during the Pandemic if this is necessary.

13 Reporting Lines

Regular updates are provided to PEQ which constitutes the Trust’'s Executive Board by both
the Director of Delivery. The Trust Board are also fully on board with Surge planning and will
formally sign off this plan at its September meeting.

The Trust, as a first line responder, has a responsibility under the Civil Contingencies Act
2004 and is required to ensure that its Emergency Plans are maintained and up to date. To

this end the Trust has produced Service Continuity Plans which will ensure that its core
services are delivered during any emergency.

14  Triggers to Activate the Plan

As detailed within the Corporate Adult Bed Management Policy and the Escalation Policy.

15 Response Team Roles and Responsibilities

As detailed within the Corporate Adult Bed Management Policy and the Escalation Policy
(Appendix 1)

16  Stand Down Phase and Recovery

As demand for services subsides the level of alert will be stood down through the stages of
SIE status through to Green status in accordance with the Corporate Adult Bed Management
Policy.

As part of the response it may have been necessary to cancel elective activity. As a result
TCls and outpatient clinics should be re-instated as soon as possible following the event.
However, liaison with the Theatre Manager should be undertaken to establish if any theatres
are to be out of general use as a result of the need to increase critical care capacity.
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TClIs should be discussed with the General Managers and Clinicians, to ensure that re-
instated patients can be accommodated on proposed theatre lists and where necessary, the
availability of ITU and HDU beds.

The departmental BCPs identify critical and non critical services. During an event and the
immediate aftermath, it is reasonable for non critical services to be temporarily stopped so
that resources can be re-allocated to the more critical areas. However these functions
cannot be suspended indefinitely and any suspension will have consequences during the
recovery phase.

Services should be discontinued in a priority order with the most important business service
being discontinued last. The recovery order will, in the main, be a reversal of the Service
Priority order.

The departmental BCPs highlight the most and least critical functions for each area.

17 Audit and Review Process

With any incident or event that requires the Capacity Surge Plan to be enacted there will be
a requirement for post event enquiry, (whether public or private). It is imperative that
comprehensive notes are made to ensure that a record is kept of:

e Actions taken;

e Decisions made;

e Events that occurred;

A complete audit trail of all decisions made/actions taken (meeting minutes, correspondence
copies etc) should be kept which should focus on the three areas above. All paperwork
generated from the activities should be held centrally and once complete passed to the
Safety and Emergency Planning Manager.

18 Debrief

When the organisation/department has recovered and all areas returned to normality, a
debrief should be held by Director of Delivery for the Capacity Surge effort.

The Debrief should focus on:

¢ Which areas went well;
¢ Which areas could be improved and how they could be improved,;

e Lessons leamnt.

18.2 Review

This plan will be reviewed on an annual basis or every time a significant change has
occurred within the Divisions necessitating a substantial change to the plan. The plan will be
reviewed and signed off by the PEQ board.
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19 Appendices

19.1 Appendix 1 Trust’'s inpatient capacity

2011.12 BHRUT bed
requirement. xlsx

19.2 Appendix 2 BHRUT Bed Policy and Action Cards

Bed Management BEDS - Green Action BEDS - Amber Action BEDS - Red Action ~ BEDS - SIE Action
Policy - 041209. pdf Cards. pdf Cards. pdf Cards. pdf Cards. pdf

19.4 Appendix 3 Management structure

BHRUT\Corporate
Structure April 2011,

19.5 Appendix 4 LAS/NHS London pressure Surge Plan

2011.12 Emergency NHS London
Department Capacity Pressure Surge Mana

19.6 Appendix 5 HR Policies

pohcyannualandsmkm pollcyannualleave pd poI|cyd|SC|pI|nary pdf pohcyflex pdf
edical. pdf

19.7 Appendix 6 Communications Out of Hours and Dealing with Press Enquiries
smocpress.pdf  protocolcommsoncall.

pdf

19.8 Appendix 7 Infection Control Policies

STANDARD Priority List For  Precautions - Priority Precautions - Priority precautions - priority
ISOLATION PRECAUTIsolation for patients List for Isolation in PaList for Isolation in IT! list for isolation.doc
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EXECUTIVE SUMMARY
TITLE: BOARD/GROUP/COMMITTEE:
Maternity Update — September 2011 Trust Board
1. PURPOSE: REVIEWED BY (BOARD/COMMITTEE) and DATE:
The purpose of this report is to provide the Trust 0 PBE ceeeeeeeeeeeen. 0 STRATEGY ...vereereerenen.
Board with an update on the monthly performance
for maternity services. o FINANCE .............. OAUDIT ..o,
The key areas to note are: 0 QUALITY & STRATEGY ..coeuviiiiiiiiineeeereinnenee e
e Following CQC visit in September a plan has CHARITABLE FUNDS
been agreed with ONEL to cap the number 0O CHARITABLE FUNDS ...
of daily deliveries on both sites at BHRUT O TRUSTBOARD ...,
from 29" September. At Queen’s the rate is | o REMUNERATION ...oeveoeoeeeeeoeeeeeeeeoeeeoeee
capped at 20 births per day and at KGH at 7 .
births per day. Overall the escalation OOTHER ... (please specify)
process is well implemented and in general it
is acknowledged that this system works
better at BHRUT than other trusts.
e Activity had been variable during September
and the escalation process was initiated 9
times before the capping of births action plan
was implemented.
e Average of 81% women were seen by a
midwife in triage within 15 minutes in
September which is almost the same as for
August (82%)
e 74% women in September were seen by a
doctor in the OAU within an hour as
compared to 71% seen within the hour.
e Time taken to be seen in OOH OAU was not
well documented especially in the last week
of September due to the escalation process
applied that resulted in a lot of administration
time take to divert and record diverted
activity.
o LSCS performance for the timeliness to
perform emergency LSCS was 74%. This is
a much improved performance as compared
to previous months.
2. DECISION REQUIRED: CATEGORY:
The Board are asked to note the content of the o NATIONAL TARGET o RMS
report. 0 CQC REGISTRATION o HEALTH & SAFETY
o ASSURANCE FRAMEWORK
o CQUIN/TARGET FROM COMMISSIONERS
o CORPORATE OBJECTIVE
0 OTHER ... (please specify)
AUTHOR/PRESENTER: A Khan
Presenter: D Wheeler
DATE: 19" October 2011




N/A

Maternity Improvement plan.

98% of women seen within 15 minutes of arrival within Triage
98% of women seen within an hour of referral to an obstetrician within the obstetric assessment unit.

All emergency LSCS performed within the graded time allocated.

REVIEW DATE (if applicable)
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Maternity Services Monthly Performance Report
Aim
The purpose of this report is to summarise the progress made in the month of September against the
maternity service improvement plan and the KPIs agreed with the commissioning team within ONEL.

1.0 Daily Activity (excluding elective LSCS)

Daily Deliveries (exc. Elective LSCS) from 28/03/2011
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2.0 Escalations

Following the maternity improvement plan and the CQC visit last week a plan has been agreed
with ONEL to cap the number of daily deliveries on both sites from Thursday 29" September. At
Queens the rate is capped at 20 births per day and at KGH at 7 births per day. When deliveries
reach 15 at Queen’s and 5 at KGH the units will be on RED and will start diverting women first to
KGH if the woman is low risk and then if the limit is reached at KGH, to units in the surrounding
area.

As a result of this plan and to ensure there is a robust audit trail of data, the escalation plan has been
updated and daily activity sheets have been implemented

September Red days Amber Days Green Days Escalations

2011 7 8 15 7

Monthly maternity report. September 2011
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Time Time Diverts | Diverts Reason for
Site | Date Status From To in Place | to Escalation Mitigation
Labour bed capacity -
KGH only had one All women referred to
KGH 02/09/2011 | Amber 12.30 15.30 | no n/a bed available Queens during this period
Reduced labour ward
capacity due to Delivered women were
number of delivered moved to non labour beds
women and postnatal | and postnatal capacity was
QH 06/09/2011 | Amber 4.00 6.00 no n/a bed availability made on the antenatal ward.
Labour bed capacity -
KGH had no delivery Delivered women were
bed available for a moved to non labour beds to
KGH 09/09/2011 | Amber 12.30 3.30 no n/a short period of time. ensure labour bed capacity.
Staffing issues .
Agency staff recruited to
cover vacant shifts - then
KGH 18/09/2011 10:00 16:00 | no n/a returned to Green Status
Delivered women were
Labour bed capacity - | moved to non labour beds to
KGH had no delivery ensure labour bed capacity.
bed available for a Oncall maternity manager
KGH 21/09/2011 no n/a short time. contacted
No beds on the LW
and there were 4
deliveries in quick All low risk women diverted to
succession. Waiting KGH as beds available there.
for transfer of women | No patients were actually
QH 22/09/2011 | Amber 8.00 11.30 | Yes KGH to PN diverted to KGH
All low risk women diverted to
KGH as beds available there.
No patients were eventually
No beds available on diverted to KGH - no adverse
QH 23/09/2011 8.00 12.00 Yes KGH the labour ward outcomes
KGH 26/09/2011 08:20 09:15 No N/A Bed capacity Via triage as per trust policy
KGH 28/09/2011 09:15 01:30 No N/A Bed capacity Via triage as per trust policy
ONEL As per capping Part of the assurance
KGH 29/09/2011 02:30 20:15 Yes providers | agreed with ONEL framework agreed with ONEL
ONEL As per capping Part of the assurance
QH 30/09/2011 07.05 12.00 Yes providers | agreed with ONEL framework agreed with ONEL
ONEL As per capping Part of the assurance
KGH 30/09/2011 09:30 11:00 Yes providers | agreed with ONEL framework agreed with ONEL
ONEL As per capping Part of the assurance
QH 01/10/2011 22.45 12.00 Yes providers | agreed with ONEL framework agreed with ONEL
ONEL As per capping Part of the assurance
KGH 01/10/2011 08:00 22:15 Yes | providers | agreed with ONEL framework agreed with ONEL
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3.0 Triage

The agreed standard is that 98% of women will be seen by a midwife within 15 minutes of arrival
at triage.

Graph 3.1
Triage - % of Patients Seen within 15 Minutes of Arrival
September 2011
110
100 |
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Day
% of patients Seen w ithin 15 minutes Target
Table 3.1
Issue identified Action to be taken
Multiple attendances at one time and New Matron for Labour Ward commenced at
both triage rooms in use. the end of August and will be reviewing
Staffing capacity to deal with peaks. capacity vs demand for triage.
As part of the plan a realistic assessment will
be made in terms of the feasibility of the 98%
target and clarity on the risks associated with
longer waits and their mitigation.
One woman waited over 1 hr 25 mins. Labour Ward Matron is implementing plan to
Although unit was busy there is no ensure flow is kept going during times of high
reason documented as to why she waited | activity.
this long.
The rest of the women arrived at times of | OAU and triage staff now rostered as one team
high activity. so there is a seamless flexibility to move staff
to the area most busy and to ensure rapid flow
from triage to OAU.
There were some issues with non- Staff have been made aware of the process for
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recording of when women were seen
week commencing 26/09/11 within triage.

There is no clear reason documented for
the woman delayed for 1 hour 40 mins.

Other breaches of the 15 min
assessment time were at times of high
activity.

escalating breaches.

4.0 OAU Activity

It has been agreed that 98% of women should be seen within 1 hour of arrival to the Obstetric

Assessment Unit (OAU).

% of Patients seen within 1 hour on OAU by an Obstetrician

110

100

\//\ —>— % of Patients seen
w ithin 1 Hour
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Issue identified

Action to be taken

The longest wait to see an obstetrician
was 3 hours and 58 minutes. This was
related to the difficulty with covering both
Labour Ward and OAU with one obstetric
team, which has continued to be an issue
in this area during out of hours.

There was a clear plan to deploy a more junior
member of the medical team to the OAU, who
then liaised directly with the consultant to agree
the appropriate management plan for the
woman. There was no adverse clinical
outcome as a result of this long wait.
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Graph 5.1
% of Patients seen within 1 Hour of Referral
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Table 5.1

Issue identified

Action to be taken

Poor documentation for out of hours
obstetric assessment activity. It is
extremely difficult to understand the
activity type, decisions made and
referrals.

Ongoing constraints re consultant
presence out of hours.

The new Labour Ward Matron is identifying
staff to work in out of hours OAU, who will be
appropriately briefed and able to accurately
record essential activity through the unit. The
expected date of completion has slipped from
30" September due to the recent instigation of
the capping exercise at the trust.

Workforce review for obstetrics is part of the
maternity PMO and will be oversee by the
clinical director and the divisional director.

Due to previous poor recording within this
unit, unable to determine if referrals to
obstetrician was not necessary or just not
documented correctly

Action plan being developed by matron for area
to include daily check of record keeping of
activity.

Reason for any delay to be clearly documented
with actions taken to escalate breaches
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6.0 Effective treatment and management of risk

Systems are in place to ensure women do not give birth outside of the labour ward environment.
There were no inappropriate deliveries outside of the labour ward for the month of July.

6.1 Analgesia audit.

On a weekly basis, as part of visible leadership, an audit is undertaken to monitor the amount of
time women are having to wait for their analgesia. The agreed standard is:

¢ If awoman requests pethidine she should receive this within 15 minutes of the request.
¢ If a woman request an epidural she should receive this within 30 minutes of request.

Pethidine
Week No of <15 15-30 >30
Commencing | Requests | mins mins mins
05/09/11 4 4 0 0
12/09/11 1 1 0 0
19/09/11 11 11 0 0
26/09/11 10 10 0 0
Total 26 26 0 0
Epidural
Week No of 15-30
Commencing Requests mins >30 mins
05/09/11 6 5 1
12/09/11 5 5 0
19/09/11 5 5 0
26/09/11 5 4 1
Total 21 19 2

6.2 Serious Untoward Incidents reported:

A mother suffered an intrapartum cardiac arrest and a perimortem caesarean section was
performed. The patient was resuscitated and admitted to the Intensive Care Unit. Both mother
and baby survived.

Incident related to a breach of confidentiality following the wrong baby notes being sent through
the post to a mother, following her discharge home. The incident was bought to the Trust’s
attention by the family.

3 SUIs related to unplanned admission of women to the ITU. 2 of these were due to a massive
obstetric haemorrhage and 1 was suspected septic shock.

Unexpected admission to the Neonatal Intensive care unit 40+11 weeks ventilated transferred to
Great Ormond Street Hospital (Date of incident 26/09/2011). No update on condition of baby.
Intrapartum stillbirth. Term baby. Significant care issues. Investigation in progress, parents
have been kept informed and are fully involved in the investigation.
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7.0 Caesarean Deliveries including elective activity

7.1 Emergency Caesarean Sections

When a decision is made to perform an emergency LSCS, the timing for this is dictated by the
acuity of each case which is graded from 1-4.

Grade 1

Caesarean section is considered as urgent and has an immediate threat to the life of the woman
and foetus. To be performed within 30 minutes.

Grade 2

Caesarean section is considered urgent with maternal or foetal compromise which is not
immediately life threatening. To be performed within 30 minutes

Grade 3

Caesarean section is an emergency with no maternal or foetal compromise, but requires early
delivery. To be performed within 75 minutes.

Grade 4

Caesarean section is classified as an elective caesarean at a time to suit the parents and the
maternity teams.

Queens Hospital

Out of the 88 Emergency LSCS which were performed at Queens Hospital, a total of 83 sets
(94%) of notes were audited by the consultant body. This is a much improved performance
compared to last month when only 50% of the notes were audited

Grad.e 1: 30 out of the 34 (88%) Grade 1 Emergency LSCS met the target time of delivery within
(é?::ilgl;te; out of the 31 (77%) Grade 2 Emergency LSCS met the target time of delivery within
?()-I-?'ar?;:lg:e;.out of the 14 (57%) Grade 3 Emergency LSCS met the target time of delivery within 30
2:-2::284: 1 grade 4 was performed. No time scale was allocated.

King Georges Hospital
There were 14 emergency C sections at the KGH.100% of the notes were audited.

Grade 1: 100% hit the target time of delivery within 30 minutes
Grade 2: 100% hit the target time of delivery within 30 minutes
Grade 3: None recorded.

Top 3 reasons for delays like the previous month were:
1. Anaesthetist cover

2. Theatre capacity

3. Delayed consent (by mother)

Issue identified Action to be taken

As above The clinical director has been asked to discuss
these delays with the consultant team and
agree actions to minimise these delays.
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Balanced Scorecard: The balanced scorecard is attached as Appendix 1

Attendance at the MDT Maternity Risk Management meeting was poor in September. The issue is being
actively addressed with a complete review of the maternity governance systems. October meeting has
already seen a much better attendance and participation by all teams.

Work continues with the review and updating of guidelines and pathways. Regular project group
meetings are held to ensure work is progressed well to deliver on time. Good progress has been noted
in October with 4 pathways /guidelines coming to the Maternity Risk Management Committee.

There were 7 SUIs during September. Details are included in the main body of the report.
There were 15 complaints in September. The overall theme is the same as in previous months i.e. staff
attitude and lack of clear communication. An external company has been engaged to support the

department develop a ‘customer training programme’.

The ability of the team to perform emergency caesarean sections within the graded time during
September was on average 74%, when combining all the grades.

As part of the action plan agreed with ONEL the trust will get 5 Supervisors of Midwives to support the
trust in securing the 1 supervisor to 15 midwives ratio.

Workforce report

Recruitment
Currently in the recruitment processes are:

28 midwives

2 consultant midwife commenced one on 26" October and the other on 3™ October 2011
2 theatre nurses due to start, the band 5 in October and the band 7 in November

The HDU lead commenced on the 10" October 2011

New starters in September

There were 5 midwives that started in September on the induction programme.
One of the midwives moved to the education department and became a clinical skills facilitator.

Adverts

Following the adverts and interview on 23 September 2011, there were 2 band 7 co-ordinators
appointed, one substantive and one on a six month contract with support to develop into this role. The
advert for the HDU nurses is being completed and sent to VCP.

Leavers

There were 3 leavers this month:

e 1 Irish midwife left as she wanted to return to her own country.

e 1 due to high workload and pressure

¢ 1 who did not complete the induction programme and was unhappy from commencement with
the trust

Monthly maternity report. September 2011
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Maintaining the 1:29 midwife to birth ratio

Within the wards the staffing is done on a monthly basis and temporary staff are booked for the vacant
shifts. Every day this is reviewed and amended. As a temporary measure and to reduce the clinical risk
we have line bookings with agencies, as this allows the midwives to take ownership and responsibility
for working within the trust. We are continually reviewing the line booking to ensure a good level of
service.

% of bank and agency

The % of bank and agency currently used within this month is:
e 6% agency
e 7% bank

Medical recruitment

1 consultant is due to start on 1.11.2011
Vacancies

We are fully established with junior doctors and have no vacancies
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Of
Concern

79.99% -

Not held

Q2 11/12

Q41112

Not held _|Not held Notheld Not held _|Not held

Organisation

SUls

Improved patient satisfaction

Complaints

Births Benchmarked to 9800 for 10/11

<4/mnth

818 - 899

762

821

MSLC Meeting MDT Attendance 80% 50.01%
79.99%

Maternity Risk management meeting MDT Attendance 80% 50.01% 80% 80%
79.99% -

Serious Incident group - MDT Attendance 80% 50.01% 55-66% 66%
79.99% - -

Labour Ward Forum - MDT Attendance 80% 50.01% 50%

Number of guidelines over due for review 5

Moderate Untoward Incidents 4 L 20 2 2l 2l 1 0

1
1 [ ] 1 Nk ____N\R__NR__INR___[\R__|

7T 830 840 843

Feb-12

Births in acute Queens LW setting target for Q3 11/12

Morbidty Major Postpartum haemorrhage (2000) (4,000)

Postpartum hysterectomy

Meconium aspiration

Neonatal Cases of HIE Grade 2 and 3

morbidity Unplanned admission to NICU at term longer
than 24 hours requiring ventilation

Maternal deaths

Mortality Number of Intrapartum stillbirths

Number of inuterine deaths over 24 weeks

failed instrumental

<720 | 721-800 667 623 684 647 695 664 676 677 654
Births taking place at KGH <208 209 - 250 129 123 133 116 135 154 167 155 166
Midwife led births - TBC TBC NR NR NR NR NR
Homebirths 3% 2%-2.9% 2% 2.80%
No: of women booked - in total ( WXH) 1102 1077 1166 1025/1191 (69) 1148970 (89) 1068 989
89.99% -
No: of women booked before 12 weeks and 6 days 90% 75.01% 89% 76% 7% 78%| 79.00% 80% 78% 75%
No: in utero transfers 0 0 0 0 0 0 0 0 0
No: ex utero transfers 0 0 0 0 0 0 0 0 0
59.99% -
Activi % of normal births >60% | 40.01% 65%| 61.50%| 60.10%| 62.40% 58% 61%| 64.50%| 63.80% 66%
ctivity 12.01% -
%instrumental vaginal births 12% 14.99% 12.70%| 12.00%[ 11.30%| 13.20% 11.10% 11%| 13.50%| 11.50%
23% -
Total % C section (planned and unplanned) <22.5% 25% 22.30% 23.90% 24.30%| 21.80%| 21.70%
Emergecny LSC undertaken within graded time 100% 95% NR NR 91%
% of Spontaneous Vaginal delivery with episiotomy 6% 2% 4%
% of women who receive pharmocological pain releif within 30 minutes 100% NR NR NR NR NR NR 7% 98%
% Induction of labour 14.90%| 14.96% 15%| 16.85% 18% 15% 17%| 21.80% 15%
% of women seen within 1 hour for a medical opinion in obstetric assessment 97.99%-
unit. >98% 75% NR NR 88% 91% 92%
97.99% -
% of women seen within 15 minutes of arrival within triage >98% 75% NR NR 82% 82% 81%
Implementation of escalation process 2 5 9
98 hrs Q 98 hrs Q 98hrsQ |98hrsQ |98hrsQ |98hrQ |98hrQ |98hrQ  |98hrQ  |98hr Q
weekly hours of consultant presence 40 hrs K 40 hrs K 40 hrs K |40 hrs K |40 hrs K |40hr K 40hr K 40hr K 40hr K 40hr K
1:30 -
Midwife to birth ratio - funded 01:29 1:32 01:29.6) 01:29.6] 01:29.6] 01:29.6 01:29 01:29 01:29 01:29 01:29
Number of midwifery vacancies (excl B&A usage) <8% 4% -7%
Staff sickness <3.5% 4.9% 29% 85%
Workforce 15.01 -
Supervisor to midwife ratio 01:15 19.99
95% - 94% Q 92%Q 95% Q 97% Q 98% Q 98% Q
1:1 care >95% 75.01% 100% KG |100% 100% 100% KG [100% KG |100% KG
79.99% - under under under under under
Attendance at Training - mandatory. >80% 75.01% review review review review review
No: of midwives up to date with CTG training. 75%
No of Doctors trained in CTG iinterpretation 100% | ] 100%
Eclampsia
Maternal ITU Admissions for obstetrics

| 0 0 0 o o o o o0
0 0 0 1
I

I
o o o | 0 o 0

Shoulder dystocia with brachial plexus damage

0(5SD) |07 SD)

0(10)

0(14) 0

Risk 3rd/4th degree tears

1.51% -

resuscitaire audits

>75%

70.01%

89%

1.50% 2.49 1.10% 1.70% 1.09% 2.31% 1.60% 2.20% 1.30% 1.44% 1.68%
Monitoring  |No of women delivering iunavoidabley outised the LW environment 0 1 0 0 0 0 0 0
98.5% Q [100% Q
74.99%- 100% 100%

96.55%

100% 100% 100% 100%[KGH KGH
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EXECUTIVE SUMMARY
TITLE: BOARD/GROUP/COMMITTEE:
Quality & Safety Committee (QSC) Escalation Report Trust Board (Part I)
1. PURPOSE: REVIEWED BY (BOARD/COMMITTEE) and DATE:
B = O 0 STRATEGY......cccevuneennee
The QSC members feel that the latest Dr Foster statistics
should be escalated to Trust Board as it demonstrates the | 2 FINANCE ................. OAUDIT ...,
improvements that are continuing to be made. X QUALITY & SAFETY ............ 251011 uuueeeennnreneeene
0 WORKFORCE ......cciiiiiiieiiirrre e
The re-based position at the end of July showed the Trust
as an outlier with the HSMR of 105; an improvement on o CHARITABLE FUNDS ...
the March re-based figure of 108.5, and a significant O TRUST BOARD .....ccuiiniiiiiiiec e e e
improvement on the November 2010 position of 115.
0 REMUNERATION ...
A report on the new data to be released will be included in | D OTHER ..., (please specify)
the Trust Board agenda to provide information on the data
that will shortly be published.
2. DECISION REQUIRED: CATEGORY:
The Board is asked to note the improvement. o NATIONAL TARGET o RMS
o CQC REGISTRATION o HEALTH & SAFETY
o ASSURANCE FRAMEWORK
o CQUIN/TARGET FROM COMMISSIONERS
0 CORPORATE OBJECTIVE ......cccoviiiiiiienne e
0 OTHER ..o (please specify)
AUTHOR/PRESENTER: Mr Edwin Doyle, QSC Chair
DATE: 10 October 2010

3. FINANCIAL IMPLICATIONS/IMPACT ON CURRENT FORECAST:

N/A

4. DELIVERABLES

N/A

5. KEY PERFORMANCE INDICATORS

N/A

AGREED AT MEETING | DATE:
OR

REFERRED TO: DATE:

REVIEW DATE (if applicable)
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TITLE:

BOARD/GROUP/COMMITTEE:

Finance Report — Month Six (September)
201112

Trust Board

1. KEY ISSUES:

REVIEWED BY (BOARD/COMMITTEE) and
DATE:

e The YTD I&E position at M06 is a £32.9m deficit,
before £5.3m impairment reversals and £27.6m after.
Against plan to date the adverse variance is £5.7m.
The Key variances to date being:

e Income is £8.2m favourable net of (£1.0m)
adverse variance in Divisional income. It should
be noted however that the favourable income
variance to date is partly driven by the relatively
low income plan for August, which generates
¢.£3.3m of the variance.

e Payis (£10.8m) adverse. This is primarily
across W&Cs, Surgery and to a lesser degree
Medicine and a relatively small adverse position
in CDT and unallocated CIP. Temporary staffing
spend is £3.3m in month, down against recent
months and YTD average but partially offset by
the increased substantive staff spend to achieve
this.

e Non Pay is (£2.6m) adverse, with the main
variances coming from other non-pay (£2.3m),
including bad debt provisions (£0.7m), PFI
(£0.4m) and outsourcing (£0.3m).

e The I&E position for Month of September was £4.3m
deficit, with a £3.0m adverse variance against
budget, primarily driven by pay (£2.6m) adverse and
non-pay (£0.6m) adverse, with a marginal over-
performance of £0.2m on income.

o CIP — £14.7m forecast shortfall in CIP against the
£28m plan, of which £3.7m represents red-rated
schemes and a further 3.3m unidentified schemes.

e The opening FOT at M6 is a £58.7m deficit, excluding
impairments, but before mitigating actions, a shortfall
of £17.7m from control total and which represents a
deterioration of £0.9m from last month’s FOT. Potential
mitigation against this of £11.2m has been identified,
although £3.2m of this is assessed as high risk (i.e.
£8m net mitigation likely), giving a net forecast deficit
of £50.7m.

e The Trust has been largely successful in Q1 arbitration
with the ONEL PCTs (see Section 2.), although
following this, the Trust has agreed to modify its
income forecast, primarily with respect to non-elective
activity and maternity (the latter linked to CQC
restrictions), the net result of which worsens the
bottom line forecast by £0.5m, to £51.2m.

o After taking account of IFRS impact of £1.2m, the
headline forecast agreed with NHS London and the
Department of Health is a deficit of £50m, against a
control total (excluding IFRS) of £39.8, a shortfall of
£11.2m.

o CLINICAL GOVERNANCE ..........cccccevuuueees
0 CHARITABLE FUNDS .........ccccoeiviienene.
MTRUSTBOARD .....cccviiiiiieieneceeeeees
o REMUNERATION
OOTHER .....ccviiieiieeen, (please specify)

CATEGORY:

o NATIONAL TARGET o CNST

o STANDARDS FOR BETTER HEALTH
o ASSURANCE FRAMEWORK

o TARGET FROM COMMISSIONERS

M CORPORATE OBJECTIVE To monitor the
Trust's progress in achieving its financial
turnaround, achieving control targets and meeting
its statutory financial duties going forward.

OOTHER ..., (please specify)

AUTHOR/PRESENTER:

Alan Davies, Deputy Director of Finance / David
Wragg, Director of Finance

DATE:

2. FINANCIAL IMPLICATIONS/IMPACT ON CURRENT FORECAST:

Set out under key issues

3. ALTERNATIVES CONSIDERED/REASONS FOR REJECTION:

N/A




REVIEW DATE

(if applicable)




1. EXECUTIVE SUMMARY

Monthly Net I&E Position
0 O | | | | | | | | | | |
- T T T T T T T T T T T
e ~— :
Actual Budget Last Yr
Trust Income & Expenditure Divisional Performance
In Month Year to date Annual Forecast 2010/11 In Month Year to date Annual Forecast 2010/11
Actual Var| Actual Varl Budget Actual Var| Actual Actual Var] Actual Var Budget Actual Var Actual
(33,949) 176|income inc. Divisional (198,584) 8,224 396,491)|  (405,412) 8,921| (407,107) (30,990) (133) [Central Income (182,812) 8.950[ - (363.377) | (373.041) 9664 (372.099)
PCT QIPP - NEL Demand Mgt PCT QIPP - NEL Demand Mgt & 4200 (4200
& Maternit) 4,200 (4,200) Maternity
aternity Clinical Divisions:
Expenditure 6048 (619) | - Medical 36,755 (3.074) 68343] 74905  (6.562) 70,609
24012 (2619)] - Pay 144,367 (10,801) 270,420] 290,534  (20,114)| 281,042 8041 (647) | - Surgical 48520 (2,446) 90220| 96033  (5803) 95,382
10,911 (611) | - Non-pay 66,699 (3.125) 125,908] 132,641 (6,733 123,346 )
PCT QUIPP related Marginal 4206 (605) | - Women & Children 26,008 (3,546) aaa14]  s0786 (6312 46,300
Cost Reduction. (£2.5m NEL/ (3,600) 3,600 6796  (373)|-coT 42123 (1338) 78679 2505  (3.915) 83,646
1 Miat) 6944 (193) |- comorate 41169 (2207) 77768] 80083 (2:315) 76,177
32,125  (2,436) | - Sub-total Divisions 194,574 (12,611)|  359.493| 384401 (4908 372,114
Mitigation (11,200) 11,200 _
974 (3,054) [EBITDA 12,482 (5,701) (163) 7,163 (1,326  (@.719) Reusion, o et (3600) 3,600
ITDA M 11,200 11,200
itigati P
1176 (14) | - Depreciation 7,003 (12) 14,176 14,065 11 13,120 igation (11:200)
324 6] - Capital Dividends 1,943 34 3,955 3,887 68 3,368 32125  (2,436) | - Rev Sub-total Divisions 194,574  (12,611) 350,493| 369,601  (10,108) 372,114
1,867 42] - Net Interest 11,488 10 22,997 22,973 24 20,337 (153) (535) |Finance adjmts 764 (1,359) (2,657) 551 (3,207) (2,019)
s0|Reserves (689) 6473| 5944 529)
4,342 (3,021) |Net position 32,917 (5,668) 40,965] 48,088 (7,123) 34,106 1,168 (14) |Depreciation 7,003 (12) 14,081 13,974 108 13,025
Impairments (5,318) (5.318) (5,318) (8,670) _
4342 (3,021) |Net position 27,599 (5,668) 35,647 42,770 (7,123) 25,436 2191 47[Non-operating 13.431 45 26952 26860 921 23089
4342 (3,021) [Total 32,962 (5,667) 40965| 48088 (7,123 34,106
Memorandum Control Adj for Impairments 5,318 5318 5318 8,670
@7 |ooT app (2,200) (4,400) (4,400) p (5.318) 5318)|  (5318) (8:670)
4342 (3,021) |Net position 27,644 (5,667) 35647] 42770 (7123 25436
4,342 (3,387) |[Net position 27,599 (7,868) 31,247 42,770 (11,523) (a67) Memorandum Control Adjfor PCT 2,200) (4.400)
QPP (4,400)
4342 (3,387) |Net position 27,644 (7,867) 312471 42770 (11,523)




The following table summarises the forecast outturn position, taking in to account:
e The ‘opening’ forecast, following review of Divisional financial positions
e Potential and likely mitigation (details are set out in the CIP section 5.)
¢ Adjustments to the income forecast, taking in to revised assumptions following the outcome of arbitration on 19 October (see Section
2. for details)
e Exclusion of the technical impact of International Financial Reporting Standards (IFRS) on PFI costs (these are excluded from the the
control total set by the SHA)

(£'000) FCOT Control Variance
Forecast outturn deficit before mitigation, net of impairment reversal 53,369 35,647  -17,722
Impairment 5,318 5,318 0
Gross forecast deficit 58,687 40,965 -17,722
Mitigation (see Section 5. for detail) -11,211 11,211
- less risk (25%) 2,804 -2,804
- PFI Hard FM AfC risk 400 -400

50,680 40,965 -9,715
Adjustments to FCOT following arbitration (see Section 2. for detail) 536 -536

51,216 40,965 -10,251
Less technical impact of IFRS -1,228 -1,165 63

Forecast excluding IFRS impact 49,988 39,800 -10,188




2. CLINICAL INCOME

CLINICAL INCOME ACTUALS Key points
e There was an over-performance of £1.8m in month, increasing the
34.0 . year to date over-performance to £8.9m. The forecast outturn over-
32.0 — —  — — C~—— performance is £9.6m, against the annual contract Plan of £363m.
30.0 _~ \ o /V Month 6 actuals are based on an extrapolation of the Month 5 actual
222'8 N/ billed data
W h\4
24.0 e The majority of the over-performance to date continues to be
22.0 generated by Non Elective activity, with over-performance of £0.4m in
20.0 T ! . ! . ! ! . ! month, £4.3m year to date and a forecast outturn of £9.1m.
A M J J A S (@] N D J F M
e |t should be noted that Non Elective income lost, due to activity
Actual Budget Last Yr breaching the threshold above which the 30% marginal tariff is
charged, is £3.5m year to date with a forecast of £7.8m for the full
Income by POD year.
In Month Year to date Forecast e Outpatient income is now slightly over performing compared to last
Actual Var Actual Var Actual Var month’s slight under performance
(1,438) (339) | AandE (9,557) 571 (20,041) 1,342
(1,526) (427) | Critical Care (12,126) 208 | (23,903) 66 * A&E ath'V'ty is 0\;er-pferf0tnjlng by £0.6 (6-3%C):Cy_ear to date; the
(4,357) ©2) | bc & EL (26,142) 4192 (52,285) 5,674 |mpact (o) 'the transfer o aCtI.VI'ty tq the Queens U in M4 is currently
being reviewed. UCC activity is currently being counted as A&E
(10,604) 460 | NEL (66,180) 4,300 [ (139,634) 9,126 activity and as such contributes to the A&E over-performance.
(810) 58 | XBD (4,933) 432 (10,350) 857
(1,275) (159) | Direct Access (7,777) 544 (15,424) 176 e The year to .d.ate and foreqast out.turn po§ition is net .of £3.3m and
(2,572) (389) | OP First Attendances (15,309) 129 (30,654) (1,153) £7.3m provisions res_pectlyely, in relatlon. to anticipated PQT
challenges or recording issues, for; radiotherapy non-elective
(2,996) (182) | OP Follow Ups (17,773) 1,364 (35,604) 1,320 threshold, ITU & obstetrics non-elective.
(437) (300) | OP Procedures (2,619) (1,368) (5,238) (2,983)
(3,459) (484) | Other (20,577) (1,392) (40,118) (4,831) e The Divisional performance analysis table is compared with the
(29,474) (1,853) | Total (182,994) 8,979 (373,252) 9,595 orlglnaI.Trust plan (£371m), which is the F)a'SIS.OH whlch the l_)lVlSlonaI
— expenditure budgets have been set and is in line with capacity plans.
Divisional Performance The £10.1m QIPP/PCT demand management is shown on a separate
In Month Year to date Forecast line.
Actual Var Actual Var Actual Var All Divisi h ” to dat ith h the f ¢
(3.014) (214) | cot (18,200) 967 (36,490) 209 . ivisions show over-performance to date, althoug e forecas
) assumes a tailing off of the Surgical Division over-performance, where
(8,604) (406) | Medical (54,537) 797 | (113,959) 976 a prudent assumption has been made that increased income target for
(11,592) (511) | Surgical (70,773) 2,339 (142,681) (1,808) ISTC activity later in the year will not be met.
(6,031) (267) | Women & Children (38,242) 1,970 (78,641) 3,343
The shortfall in Corporate is primarily represented by the £4m
29,241 1,399) | - Sub-total 181,751 6,073 | (371,771 3,220 y P P y rep y
( ) ( ) Hh-tota ( ) ( ) Marketing target (£1.9m year to date)
(233) (454) | Corporate (1,243) (1,882) (1,481) (3,725)
0 841 PCT QIPP 0 4,788 0 10,100
(29,474) (1,852) | Net position (182,994) 8,979 (373,252) 9,595




The following table shows performance by POD, excluding the £10.1m PCT QIPP schemes:

In Month Year to date Forecast

Actual Var Actual Var Actual Var
(1,438) (339) | AandE (9,557) 571 (20,041) 1,342
(1,526) (427) | Critical Care (12,126) 208 (23,903) 66
(4,357) (450) | DC & EL (26,142) 2,005 (52,285) 1,061
(10,604) 34 | NEL (66,180) 1,699 (139,634) 3,639
(810) 58 | XBD (4,933) 432 (10,350) 857
(1,275) (159) | Direct Access (7,777) 544 (15,424) 176
(2,572) (389) | OP First Attendances (15,309) 129 (30,654) (1,153)
(2,996) (182) | OP Follow Ups (17,773) 1,364 (35,604) 1,320
(437) (300) | OP Procedures (2,619) (1,368) (5,238) (2,983)
(3,459) (484) | Other (20,577) (1,392) (40,118) (4,832)
(29,474) (2,638) | Total (182,994) 4,191 (373,252) (507)

Budget profiling

The original profile of the income plan assumed a significant reduction in elective activity during August, on the assumption that there would be a significant
reduction in Theatre capacity (primarily for maintenance work). The actual reduction in elective activity & income in August did not occur to anywhere near
the level anticipated and therefore the over-performance reported against profiled plan for August is somewhat misleading. A more appropriate profiling of
the Plan is given below, with the elective plan profiled on an even-twelfths basis, which re-profiles £3.3m of the Plan in to the second half of the year;

Divisional Performance — Revised

profile Income by POD — Revised profile
Revised - YTD Original
Year to date Original Revised Budget Actual Var | Var

Actual Var | Var AandE (8,986) (9,557) 571 571
Corporate (1,243)  (1,882) (1,882) Critical Care (11,918) (12,126) 208 208
coT (18,200) 418 967 DC & EL (26,416) (26,142) (274) 2,005
Medical (54,537) 327 797 XBD (4.501) (4.933) 432 1699
Surgical (70,773) 453 2,339 NEL (61,880) (66,180) 4,300 432
Women & Children (38,242) 1,549 1,970 Direct Access (7.624) (7.777) 153 544
Total (182,994) 866 4,191 OP First Attendances (15,904) (15,309) (594) 129
OP Follow Ups (17,142) (17,773) 631 1,364
OP Procedures (2,416) (2,619) 204 (1,368)
Other (25,297) (20,531)  (4,764) (1,392)
Total (182,084) (182,948) 866 4,191




Arbitration

The Trust was notified of the outcome of Q1 arbitration by NHS London on 19 October, in relation to a number of areas under dispute with
ONEL PCTs. The Trust was successful in all but one of the areas, as follows:

Issue £000 Q1 | Rationale for decision
value
Found in favour of Trust:
1. Re-admissions from ambulatory care 187 | Original activity in ambulatory care deemed not to be an admission, therefore activity not
seen as re-admitted activity
2. Non-PbR costs for related re- 100 | PCT missed deadline for challenge (however Panel agreed with principle, therefore risk of
admissions £0.3m for Qs 2-4)
3. Non-PbR costs for unrelated re- 296 | PCT missed deadline for challenge (however Panel agreed with principle, therefore risk of
admissions £1.0m for Qs 2-4). The Panel also found that the assumption agreed by ONEL and the Trust

that a systematic 15% of re-admissions are unrelated is contra to PbR guidance and should
be based on actual re-admissions, that are clearly & unambiguously unrelated and material
and relates to a small number of high cost re-admissions. The Trust will need to undertake
further work in collaboration with ONEL to agree this activity.

4. Day cases without a procedure 90 | The Panel found against the ONEL view that day cases where no procedure has taken place
cannot be coded as day cases: there are a wide range of day case HRGs with no procedure
code. However, the Panel advised that the Trust must facilitate a transparent review of
coding of this activity.

5. First to follow-up out-patients 117 | KPI agreements on first to follow up out-patient ratios have not been agreed between the
Trust and ONEL and also based on past precedent the Panel found in favour of the Trust.

6. Non-elective admissions — over- 2100 | The Panel found no satisfactory reason or evidence why this activity should not be billed.

performance

Total for Trust 3,182 | 96% of total value of issues

Found in favour of ONEL.:

Well babies 105 | Trust change in coding practice notified towards end of 2010/11 — Commissioners require at

least 6 months notice

Total of issues 3,287

The Trust and ONEL were jointly levied an arbitration fee of £80k by the SHA, with £67k levied against ONEL, based on the proportion of
issues lost (by number).

Following the arbitration decision, the Trust has agreed with ONEL to reflect the following income assumptions in its forecast, although this
still falls £3.5m short of ONEL demand management assumptions:



Cost

(£°000) Income | reduction
Phototherapy 177 0
Activity over-performance reduced to contract. Assumed 30%
OP contract over-performance removed 905 300 | marginal cost reduction.
OP to day case 500 0 | Price
Activity. Assumption is that over-performance reduces to a level
NEL reduce over-performance to overall 3.4% at 3.4% growth over 2010/11 & that income comes out at 30%
growth 2145 2145 | tariff & expenditure at 30% marginal cost (against 100% tariff)
Unwell babies 420 0 | Coding / price
Re-admissions nPbR costs 300 0 | Price
Price (assumes there will be £200k mitigation through either
Re-admissions - unrelated 1034 200 | income or cost reduction)
5481 2645
Less reductions already provided for in original M6
position -3400 0
2081 2645
Reduction in birth and caesarean activity following CQC
inspection, enabling some reduction in agency midwife
Reductions in maternity activity 2100 1000 | expenditure
4,181 3,645
Cost reduction (3,645)
Net impact on bottom line forecast (adverse) (536)

The Trust will not accept the income reductions in relation to activity, unless there is a real reduction in activity (otherwise PbR rules should

apply).




3. PAY EXPENDITURE

Key points:
. e Pay continued to overspend, £7.2m YTD, primarily medical staff (£3.3 m)
Monthly Pay Expenditure and Nursing/Midwifery (£3.8m). This is additional to a £3.6m shortfall
against unallocated CIP target and reserves (i.e. overall £10.8m
250 overspending)
o The medical staff overspending primarily related to Surgical Division £1.4m
24.0 of which £0.8m is CIP shortfall, Medicine £0.9m mostly CIP efficiency
23.0 shortfall and agency staffing, Paediatrics £0.5m — agency, and Radiology
& £0.4m
22.0 « Whilst permanent staffing costs have increased, total Pay has reduced
210 slightly against previous monthly average £0.06m. The net reduction is
borne from a larger decrease in temporary staffing and specifically agency
20.0 w w w w w w w w w w w by £0.24m. However this does not appear to be from the 2 areas of mass
Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar recruitment A&E and Midwifery both of which continue to see increases
against previous trend pay, albeit midwifery has seen a reduction against
— Actual —— Budget Prior Yr Actual the previous 2 months.
* % of total pay for temporary staffing has therefore improved and is now at
13.6% in month and 14.4% YTD. Of this, agency is 5.8% and 6.7%
respectively.
Expenditure By Pay Group Pay Expenditure by Division
In Month (£'000) Year to date (£'000) In Month (£'000) Year to date (£'000)
Actual Var Actual Var Actual Var| Actual Van
7,299 (783) |Medical 43,522 (3,337) 5,786 (266) Medical 34,647 (1,445)
7,864 (582) [Nursing - Qualified 47,314 (2,634) 6,514 (555) JSurgical 39,284 (2,251)
1,657 (182) |Nursing - Unqualified 10,119 (1,156) 3,938 (448) [\Women & Children 23,486 (2,580)
3,286 28|ST&T 20,399 (178) 5,311 (78) |ICDT 32,240 (631)
3,110 (62) |[Management & Admibn 18,388 (32) 21,550 (1,348) | - Sub-total 129,657 (6,907)
79 (1) |Ancillary 4,626 102 2,463 (233) |Corporate 14,709 (329)
24012  (1,581) |Total 144,367 (7,236) 24,012  (1,581) |Net position 144,367 (7,236)




PAY EXPENDITURE (Contd.)

Split of pay permanent / temporary (Run Rate 10/11 11/12)
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4. NON-PAY EXPENDITURE

12.0

Non-pay expenditure

£M

10.0

9.0 ~

8.0

11.0 Q\/ —_—

N

Apr

May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

e Actual == Budget Prior Yr Actual

Key points:

e  The overall non-pay overspending increasedby £1.0m, to £3.3m, from (£250k)
on gas cost pressures, (£144k) on Drugs — largely within Pharmacy and
Rheumatology.

e  There was also (£0.4m) against Other non-pay, relating to CIP target shortfall,
in relation to expected benefits from system generated accruals for purchasing
and temporary staff booking systems, which have to be fully validated

YTD

e  The most significant overspend YTD is on other non-pay (£2.3m), primarily on
bad debt provisions (£680k), PFI (£434k), Outsourcing and external tests
(£447K), Corporate consultancy fees (£223k) and (£140k) compromise
agreements.

e Drugs (£262k) mostly Pharmacy, Rheumatology and CIP slippage

. General Supplies is mostly Patient Transport and to a lesser extent postage &
carriage.

. Premises and Fixed Plant is mostly Computer Maintenance, Electricity and
Photocopier rental.

Expenditure By Non Pay Category

Non Pay Expenditure By Division

In Month (£'000) Year to date (£'000)
Actual Var| Actual Var|
2,3%4 (144) |Drugs 14,747 (262)
2,406 118|Clinical supplies & services 15,361 1)
1,406 2|General supplies & services 9,091 (163)
1,885 (446) JPremises & fixed plant 9,210 (560)
2,814 (554) |Other 18,293 (2,320)

PFI

10,904 (1,024) |Total 66,702 (3,306)

In Month (£'000) Year to date (£000)

Actual Var| Actual Var
767 34 Medical 5,155 (121)
1,927 (30) |Surgical 11,562 197]
623 (59) fWomen & Children 4,021 (578)
2,150 (131) |CDT 13,557 (575)
5,467 (187) | - Sub-total 34,295 (1,077)
5,490 (472) |Corporate 31,238 (1,084)
(46) (371) |Central Income & Finance Adj 1,167 (1,142)
10911  (1,030) |Net position 66,699 (3,303)




Comparison to 2010/11

Income and Expenditure Months 1 to 6
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27,000
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—— ——Ihcome 11/12 —— Costs 11/12 —— — — Income 10/11 —— Costs 10/11

o The graph above compares the monthly profile of income and expenditure to Month 6 between this year 2011/12 and last year
2010/11.

e It can be seen that expenditure follows a fairly consistent pattern, with each month in 2011/12 ¢.£1.58m (4.3%) above 2010/11. The
main drivers of this are increases in Nursing & Midwifery costs (+£0.70m/month, 7.9% - mainly driven by the FYE of increased ward
establishments and midwifery numbers/agency) and non-pay (+£0.53m/month, 5.1% - partly driven by inflation, VAT FYE increase and
specific cost pressures e.g. CNST)

e The income profile above is based on the reported ledger position, whereas the clinical income profile shown in section 2. reflects the
costed actual activity, thereby adjusting for the in month income estimate normally applied




Reconciliation of Forecast Qutturn

The table below provides a broad reconciliation between a straight-line projection of the year to date position and the forecast outturn,
before and after mitigation:

(Em) Income  Expend Net Note
M6 YTD 198.6 2315 -32.9
Straight line extrapolation of M6 397.2 463.0 -65.8
FCOT before mitigation 405.0 463.8 -58.8

Run rate improvement already assumed in FCOT 7.8 0.8 7.0 1,2
Further mitigation assumed to meet FCOT 3.2 -5.2 84 3
Other risk 0.4 -04 4
Revised QIPP / maternity assumptions -4.2 -3.7 -0.5

Total run rate improvement assumed to meet FCOT 6.8 -71.7 14.5
Notes

1. Income improvement primarily from £1.7m additional UCC and Redbridge Physio income from M5 and
from increased rate of elective work in second half of year
2. Expenditure movement comprises £3.9m increase in CIP run rate, but offset by additional costs
from UCC/Redbridge Physio of ¢.£1.6m and c.£3m other costs (including cost of increased elective activity)
3. See CIP section for further detail
4. AfC claim from Hard FM provider



5. CIP and QIPP Programme Summary

1. Annual Savings Forecast (part year and full year effect).

Trust Wide Forecast Overview up to and including 30th September 2011

Definitions
Trust target: The efficiency required to meet the CIP plan.

Savings plan: Original savings potential (local estimate of savings
to allow performance management of project)

Savings actual / forecast: In month / cumulative actual savings
and forecast savings for future periods.

PYE: Part Year Effect: Benefit of saving in current financial year.

FYE: Full Year Effect: Benefit of saving running for full 12 months.

Risk Ratings for Proiects

GREEN
Initiative is delivering on plan and to the full value.

AMBER

Initiative is off trajectory or there are risks to delivery but
assured that recovery/mitigation plans are

May also be used if scheme has been actioned but it is
achieving less than 90% of the cash value.

RED

Initiative is off trajectory and/or a significant risk to delivery
and not sufficiently assured that recovery/mitigation plans
in place. There is a 50% or greater risk of non delivery.

‘ Target 1,252 1,472 1,661 2,225 2,401 2,889 2,706 2,796 2,701 2,726 2,726 2,820 28,375
IN MONTH Implemented 518 678 645 788 804 838 845 845 758 758 758 845 9,082 11,530
Variance from Trust target -733 -794 -1,.016 -1.437 -1,.597 -2,051 -1.861 -1.951 -1,.943 -1,.968 -1,968 -1,.975 -19.293
Ci ive Target 1,252 2,724 4,385 6,610 9,011 11,901 14,607 17,402 20,103 22,829 25,554 28,375 28,375 This is the original CIP target
GREEN Schemes |Actua| / forecast Savings 542 1,257 1,931 2,815 3,697 4,635 5,588 6,542 7,408 8,275 9,141 10,094 10,094 12,844  |This forecast includes only green schemes
AMBER Schemes Actual / forecast Savings 18 23 54 77 124 239 573 979 1,486 2,024 2,792 3,598 3,598 5,693 This forecast includes only amber schemes
Actual / forecast Savings 43 47 53 60 33 33 328 890 1,362 2,021 2,680 3,678 3,678 9,079  [This forecast includes only red schemes
Cumulative Target 1,252 2,724 4,385 6,610 9,011 11,901 14,607 17,402 20,103 22,829 25,554 28,375 28,375 0 p
_M 604 1327 2,039 2,952 3854 4,907 6,489 8,411 10,255 12,319 14,613 17,371 17371 | 27,615 | forecastincudes allgreen, amber & red
Variance from Trust target -648 -1,397 -2,346 -3,658 -5,157 -6,994 -8,117 -8,991 -9,848 -10,509 -10,941 -11,004 -11,004
Cumulative Target 1252 2.724 4,385 6.610 9,011 11,901 14,607 17,402 20,103 22,829 25,554 28,375 28,375 - :
‘LIKELV CASE Forecast  |actual / forecast Savings ‘ 561 1280 1985 2892 3821 4874  6.161 521 8,894 10,298 11.933 13692 ‘ 13,692 H 18,536 | forecestincludesallgreen, amber & red ‘
Variance from Trust target -691 -1.444 -2,400 -3,718 -5,190 -7,027 -8,445 -9.881 -11,209 -12,530 -13.621 -14.683 -14.683
‘ Cumulative Target ‘ 1,252 2,724 4,385 6,610 9,011 11,901 14,607 17,402 20,103 22,829 25,554 28,375 ‘ 28,375 H ‘
WORST CASE Forecast |Actual / forecast Savings 542 1,257 1,931 2,815 3,697 4,635 5,588 6,542 7,408 8,275 9,141 10,094 10,094 12,844  |This forecast includes only green schemes
Variance from Trust target -709 -1.467 -2.453 -3.795 -5.315 -7.266 -9.018 -10.861 -12.695 -14.554 -16.413 -18.280 -18.280
. . Best Case CIP Monthly Headlines September
2. Forecast CIP Savings vs Trust Target Profile £000 2011
28,375 umd:;.,:“ed meg;;zm Monthly Financial Narrative
Worst Green Forecast . o ICh ince A .
f ) +Overall Change since Augus
Likely Amber Forecast _ Worst case -£500k
25,000 - —+Best Red Forecast - Likely case -£200k
—=—CIP Target PR - Best case -£1,900k
y *Schemes implemented PYE now stands at £9.1M with a
FYE of £11.5M
*Further Green Schemes to be implemented £1.0M
20,000 4 ) Likely Case *Worst Case shows delivery of £10.1M, likely case£13.7M
’ Bl and a Best case of £17.4M
17.371 2% \dentified Scheme Narrative
o y 48% *Length of stay — No change.
8 «Outpatients — Implementaiton of revised profiles now in
“ palce and work being undertaken to assess proactive
15,000 reduction of waiting times across a number of specialties in
13,602 response. DNA levels to be targeted through message
texting pilot to go live in November.
11,933 *Recruitment & Temporary staffing — 173 WTE posts
filled since accelration plans commenced, including 93
i 10,298 WTE in September. Reduction in temporary staff run rate
10,000 10,094 Worst Case to be expected to continue, although current level of
9,141 Unidentified ovgrspending unlikely to result in significant increase to CIP
8,275 7% dentified deliery. - !
" *Readmissions — Red rated scheme financial evaluation
4,907 reduced from £2m target to £900k follwoing review of
5,000 3’35/4"/4 4874 5588 actions in place to address the scheme
2,952 821 4,635 Key Mitigation Actions
2,039 —m;,-, +Review of bed capacity
1,252 ; A’m;15 «Strict restrictions on non-pay expenditure
A_SB_/A’T,!SO/L%“ * Anlysis of CQUIN delivery against current budget
- 542 T T T T T T T T T T
Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar




Divisional Summary By Workstream

(all figures in £'000)

Annual Statement

In Month Statement

Ytd Statement

Division Key Worskiream 11-12 | Green | Amber| Red 11-12 11-12 In Mth In Mth In Mth Ytd Sum of Ytd
Targets F-cast | Variance] Target | Delivery | Variance ] Target Ytd Variance
Medicine & Emergency Care Reducing LOS and ward closure programmg 3,908] 1,725 -4 1,040 2,765] (1,143) 443 182 (261) 2,339 959 (1,381)
Outpatient Operations 158 g - 66 66 (92) 13| - (13) 79 - (79)
Control of premium rate staff expenditure 1,200 - 302 516 818 (382) 233 32 (201) 800 32 (768)
Managerial tier reduction and other staffing 376 276 49 g 325 (51) 31 21 (10) 193 152 (41)
Local CIP 946 55 231 339 625 (322), 81 24 (57) 463| 176 (287)
Unidentified 2,610 1 (2,610) 287 g (287) 891 - (891),
Readmissions | g 933 933 933] E | | |
Medicine & Emergency Care Total 9,199] 2,056 582] 2,893 5,531] _ (3,668) 1,087 258 (829) 4,765] 1,319 (3,446)
Surgical Reducing LOS and ward closure programmég 1,485 412 243 - 655 (830) 135 43 (92) 675 152 (523)
Outpatient Operations 450 g - g g (450) 38 - (38) 225 - (225)
ISTC bid and Theatres productivity 1,357 g g g 41 (1,357) 113] g (113)| 679 g (679),
Control of premium rate staff expenditure 763] - 86 50 136 (627) 109 - (109) 109 - (109)
Managerial tier reduction and other staffing 525 - 56 - 56 (469) 74 - (74) 80| - (80)
Service Line Reporting and Service Reviewd 500 g E g E (500)| 71 g (71) 71 g (71)
Local CIP 3,823] 3,431 150 g 3,581 (242) 323 291 (31) 1,886 1,684 (203)|
Unidentified 265 | g | | (265) | | | | | |
Surgical Total 9,167] 3,843 535 50 4,428]  (4,738) 863 335 (528)| 3,726 1,836]  (1,890)
Women & Children Managerial tier reduction and other staffing 614 323 - g 323] (291) 51 18] (33) 307 216 (91)
Local CIP 759 252] 181 g 433 (327) 51 13| (38) 242 80 (163)|
Unidentified 334 | E | ] (334) 43 | (43) 77| | (77)
Women & Children Total 1,707] 575 181 | 755 (952), 145) 31 (114)| 626 296 (331)]
Cancer, Diagnostics & Therapeutic Outpatient Operations 340 339 - - 339 (1) 28| 28| (0) 170] 170 (0)
Collaborative Working & Outsourcing 1,561 561 g - 561 (1,000) 174 51 (122), 520 253 (267),
Control of premium rate staff expenditure 1,133 394 121 67 582 (552) 84 44 (40) 328 131 (196)
Key Staff recruitment 486 404 28 g 432 (53) 40 27 (13) 247 137 (109)|
Managerial tier reduction and other staffing 865 359 170) 220 749 (117) 43 33| (10) 208 163 (45)
Local CIP 2,118] 1,334 809 48 2,192 74 247 191 (56) 544 438 (106)|
Unidentified 157] | (157) 34 E (34) (47) | 47
Cancer, Diagnostics & Therapeutic Total 6,659] 3,392 1,128 335 4,854] (1,805) 650 374 (276)| 1,969 1,292 (677)
Corporate Reducing LOS and ward closure programmég 211 211 - - 211 - 25| 25| - 99 99 -
Local CIP 1,431 18] 1,173 400 1,591 159 119 30 (90) 716 65 (650)|
Corporate Total 1,642 229 1,173 400 1,801 159 144 54 (90) 815 164 (650)|
Grand Total 28,375 10,094] 3,598 3,678 17,371] (11,004) 2,889 1,053  (1,837)] 11,901 4,907]  (6,994)




Total Summary By Workstream

(all figures in £'000)

Annual Statement

In Month Statement

Ytd Statement

Key Worskiream Division 11-12 | Green | Amber| Red 11-12 11-12 In Mth In Mth In Mth Ytd Sum of Ytd
Targets F-cast | Variance| Target | Delivery | Variance| Target Ytd Variance
Reducing LOS and ward closure programme 5,604] 2,348 243 1,040] 3,631 (1,973) 603] 250 (353) 3,113 1,210 (1,903)
Outpatient Operations 948 339 | 66) 405 (543) 79 28 (51) 474 170 (304)
ISTC bid and Theatres productivity 1,357] | E g 1 (1,357) 113 - (113) 679 - (679)
Collaborative Working & Outsourcing 1,561 561 - E 561 (1,000) 174 51 (122) 520 253 (267)
Control of premium rate staff expenditure 3,096 394 508 633 1,535]  (1,560) 427 76 (351) 1,236 163 (1,073)
Key Staff recruitment 486 404 28 E 432 (53) 40 27 (13) 247 137 (109)
Managerial tier reduction and other staffing reductions 2,380 958 275 220 1,453 (927), 199 71 (128) 789 532 (257)
Service Line Reporting and Service Reviews 500 E - ] E (500) 71 - (71) 71 - (71)
Local CIP 9,077]_5,090| 2,544 787 8,421 (657) 821] 549 (272) 3,851 2,442 (1,409)
Unidentified 3,366 E | E 41 (3,366) 363 - (363) 921 - (921)
Readmissions - - 933 933 933 - - - -
Grand Total 28,375] 10,094 3,598 3,678] 17,371] (11,004) 2,889 1,053 (1,837) | 11,901 4,907 (6,994)




Detailed Mitigating Opportunities

The CIP register records schemes and opportunities risk rated according to the level of development, stage of implementation and level of
financial integrity. Red rated schemes, along with other opportunities are excluded from the overall Trust forecast as they lack sufficient
planning integrity, or are yet to have fully quantified plans confirmed.

A further £18m in opportunities have been identified and are listed to the left, although the overall likely maximum delivery has been estimated

at£11m,

Notes M6 Estimate -| M6 estimate -
best case| likely|
Medical Staffing
Bud - £81m, YTD Var - (£2.5m)
Consultant Job All Meal break deductions not allowed for in job plans 400 0
Planning Efficiency
All Currently standardised allocation for 1 PA unpredictable on- 100 50|
call’lemergency. Needs to be evidence based and
benchmarked
All 75 35
Number of SPA's without specific evidence as to how used 75| 35
75 35
Recruitment Medicine £600k Red rated within emergency. Plans not fullay spec'd 680 340
at 13/9/11
Surgery £690k less £220k estimate for recruitment fees 490 490
w&cC Recruitment activity reducing current run rate overspending 200 200
CDT Detailed response not received at 13/9/11 648 648
0
Capactity Medicine Retention of existing capacity but with increased productivity 105 105
Reductions expectations will deliver income earlier but plans required to
reduce overall theatre and outpatient capacity. Propose that
all specialties look to reduce outpatient capcity by 10% from
December.
All Outpatient project prgressing well. Mitigations are in excess 414 414
of £1m already in CIP plans. Determination required to
deliver and overcome organisational inertia
Surgery Theatre project prgressing with clear set of actions. 361 180
3,623] 2,532
Nursing
Bud - £107m, YTD Var - (£3.0m)
Rotas All Elimination of inefficient rostering through full compliance of 150 150
roster policy
All Current establishment based on nurses per bed instead of 500 0
nurses per bed day. Target 5% ward based reduction, but
no plan/project yet established
Recruitment Surgery 250 125
W&C Recruitment activity reducing current run rate overspending. 450 225
£200k allowance for recruitment fees. Division will still be
running at £90k per month over budget
0
Bed Capacity Medicine KGH Medical Ward to close in October 2011, surgical ward 2,216 1100
Reductions to close part year. One further ward required to be closed to|
achieve financial target, in Line with Safe review of
opportunity. Cost reductions need to be tied to improved
readmissions avoidance - non-elective currently
overperforming but will be at marginal or no tariff.
Surgery 400 200
3,966 1,800
ST&T
Bud - £40m, YTD Var - (£0.2m)
Recruitment CDT 326 326
Staff Expenditure
Controls
Bed Capacity CDT Associated targeted savings in support services. 13% 229 115
Reduction ST&T assessment in line with SaFE
555 441




Notes M6 Estimate - M6 estimate |
best case| likely|
Management & Admin
Bud - £30m, Var - £0.0m
Temporary Staff
Restrictions
Management CDT Based on proposed reorganisation not yet gone to 320 100
Restructure consultation
320 100)
Non-Pay
Supplies and Further restrictions on supplies expenditure and more 250 250
Procurement aggressive management of consumables usage in excess
Bud - £48m of divisional plans. Subject to further planning and
Var - £0.3m validation.
Drugs 0
Medicines All Further agreed controls on prescribing 150 150
Management
Estates
Suspension of Non- All Reduction in associated non-capital expenditure, and
Critical Capital identification of capitalisable assets in I&E. Requires
Plans sufficient CRL headroom to be established.
Balance Sheet Review
Opportunities not  All Overall value reduced, as £1m now apportioned to
included in forecast capitalisation
280 150
Transport Mitigation of additional M6 charges
680 550
Divisional CIP's  Medicine 339 339
Surgery 796 796
W&C 305 305
CDT 48| 48|
Corporate
1,488 1488
Income
Readmissions Medicine  |Total Readmissions reduction provision in budget - 2,000 0
£6.5m
Currently Red rated - on CIP target but outside of Trust
forecast. Accurate targets still not prepared - action plans to
reduce levels still a work in progress.
CQUINS All Achieve 75% of total CQUIN target. Requires leads for 1,100 550
each target and full accountabilty
QIPP All Associated Marginal Costs associated with PCT QIPP 1,570 0
plans. Detail to support PCT initiatives is extremely limited,
but evidence of reduced elective inpatient and outpatient
referral activity.
Marketing All No detailed marketing plan 1,000 0
ISTC - Cessation of Surgery Net gain - income value of referral work - £1.7m, need to
ensure associated additional costs do not exceed £700k
ISTC - Successful T Surgery Net gain through Quarter 1. Full Financial model being 1,400 1400
prepared as part of tender submission, so actual valu still
subject to verification.
Coding Audit All Further Benefit from 11/12, subject to contract review and 750 750
full audit
SLA - Audit of all 3rc All Estimate subject to full sudit 250 250
Reduction in Low CcAll Identified from SLR system. Estimate subject to detailed 250 250
analsyis and project plan
CTB income to fund Conultancy / Programme Management costs 1,100 1100
9,420 4,300
Total 18,672 11,211




6. Divisional Summaries

Cancer, Diagnostic & Therapeutics

CDT Net Expenditure Position
9.0 Performance by Specialty:
8.0
70 _ In Month Year to date
. T ee— ~
i : Actual Varl Actual Var
e = - .
6.0 77 (256) |Clinical Services Mgt 460 (455)
5.0 217 8] Healthcare Records 1,305 47|
’ 339 10l Medical Secretaries 2,063 31
4.0 ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ 1,362 74| Oncology 8,578 118
Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 323 Cutpatients 1,950 (6)
1,698 (2) [Pathology 10,854 (225)
—— Actual —— Budget Prior Yr Actual 517 (42) Pharmacy 3,403 13
1,553 (185) |Radiology 9,081 (846)
709 19 Therapies 4,429 (15)
Performance by I&E category: 6,79  (373) |Net position 42123 (1,33
In Month Year to date Forecast
Actual Var| Actual Var| Actual Var|
(665) 51|income (3,674) 207 (7,485) 332
5,311 (78) |Pay expenditure 32,240 (631) 63,706 (1,419)
2,150 (131) [Non-pay expenditure 13,557 (575) 26,348 (1,181)
(214) |Unallocated CIP (339) (1,622)
6,796 (373) |Net position 42,123 (1,338) 82,570 (3,890)




CDT Key Variance Narrative.

e Income

(@]

Income £ 111 k (F). In month favourable variance being IFR/ICDF drugs income growth £94k, HCA inter-divisional income £44k (negated
by increase in non pay cost), Blood products £12k being partially mitigated by under-performance of in HCA drug income £ (29) k and
Pharmacy Commercial Operations £(11)k.

Year to date £157k (F) being ICDF/IFR growth £343k mitigated by under performance in HCA drug income £ (196) k and Pharmacy
commercial operations £ (59) k.

o Staffing

(@]

Medical staff £(191)k (A) being Radiologists £(167)k including £(40)k retrospective bookings.
Year to date over spend £ (296) k (A) being Radiologists as above.

Nursing staff £ (12) k (A). In month overspend being unallocated CIP target for outpatient productivity which is largely covered by non-
recurrent Management & Clerical vacancies.

Year to date over spend being £ (75) k being reflection of CIP target.

Scientific Therapeutic and Technical staff £(93)k (A) In-month adverse movement being delivery of high cost Radiology Polyclinic
support and Radiographer CIP slippage £(60)k, Pathology agency premium and sickness cover £(55)k, Retrospective therapy agency
bookings(19k) mitigated by vacancies in Pharmacy Department £34k.

Year to date £(269)k (A) being Radiographer Polyclinic and CIP slippage £(196)k, Pathology £(105)k, Therapy agency premiums £(59)k
mitigated by vacancies in Pharmacy £66k.

Management and Admin £7k (F). In month favourable position reflects vacancies in Outpatient to support productivity improvement £9k
and vacancies in Healthcare records £12k.

Year to date under spend £87k being Medical Secretariat £27k, Outpatients £60k and Healthcare Records £43k non-recurrently supporting
CIP targets.

e Non-Pay

(o]

Drugs £ (10) k (A). In month over spend being nuclear medicine coding issues (£12)k
Year to date £(121)k(A) being cancer prescribing £(68)k and Radiology coding issues (43)k.

Clinical Supplies & Services £(43)k (A) In month overspend being Coiling and related high cost consumables £(23)k, growth of CT
injection procurement £(21)k, Pathology reagents £(23)k.

Year to date £ (77) k (A) relates to Coiling £(108)k, Pathology reagents £(23)k mitigated by Kenwood Garden contract £42k

Other Non-Pay £(75)k (A). In month overspend being CIP slippage on procurement program £(28)k and HCA inter-divisional cross charges
to (49)k (off set by income).

Year to date £(244)k is Radiology out sourcing £(45)k, Pathology Sent Away Services £(55)k, CIP slippage on procurement programme £(56)k and HCA
inter-divisional cross charges £84K (off set by income).




Medicine & Emergency

Medical Division Net Expenditure

Performance by Specialty:

8.0
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Actual Budget Prior Yr Actual
Performance by I&E category:
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Medicine & Emergency Kev Variance Narrative.

e Income

o Income £(26)k (A). CIP slippage on KGH Renal Dialysis accommodation £(21)k, where this value has yet to be agreed, Queens
renal accommodation (£5)k as accommodation value is in dispute. Opportunity which is now managed by the Estate’s Team. There
is also an ongoing under-recovery of Junior Doctor Training monies £(18)k.

Year to date £(178)k (A). Renal Dialysis £(154)k accommodation lease and Junior Doctor Training £(67)k.

e Staffing

o Medical staff £(179)k (A). In month deficit due to CIP slippage on ED Medical Staff recruitment £(180)k and Outpatient productivity
£(15)k being further compounded by temporary staff bookings in respect of Vacancies, UCC, high sick leave, additional ward cover
and Endoscopy out of hour sessions £(44)k with partial mitigation through cancellation of historical Agency bookings £60k.

Year to date £(908)k (A). CIP Premium rate slippage £(701)k through delayed Emergency recruitment, Outpatient productivity CIP
Slippage £(80)k and premium rate cover £(127)k

o Nursing Staff £(100)k (A). In-month adverse movement through Ward closure CIP slippage £(180)k as all length of stay
opportunities being absorbed by NEL over-performance which although financed at 30% tariff is not reported at Divisional level.
Although Out of hour pressures remain in delivery of Endoscopy waiting times £(17)k these have been resourced by ongoing
Emergency Departmental Vacancies totalling £106k.

Year to date £(583)k (A). Due to Ward CIP slippage of £(864)k, Endoscopy sessions £(107)k against Divisional Vacancies £388k

e Non-Pay
o Clinical Supplies £68k(F). In month favourable position has been achieved through downturn in Endoscopy Consumable
procurement £38k and Maintenance pre-payment adjustment £20k from timing only (Non recurrent).

Year to date £43k (F). Endoscopy £59k, Angiography £28k and Emergency Department £48k Consumables against Ward closure
slippage £(72)k.

e Cost Improvement Programme
o Unallocated Gap £(360)k (A). Current month deficit reflects the Divisional gap £(360)k.
Year to date £(1,319)k (A). Reflects Divisional Gap £(1,319)k




Women & Children’s

Women & Children Net Expenditure

Performance by Specialty:
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Womens & Childrens Key Variance Narrative:

* Income - Under-achieved by (£22k) for the month of September, (£220k) Year to Date.
o The adverse variance in month is made up of many smaller variances with the largest being lack of overseas patients income in
Gynaecology and SCBU. £8k in SCBU is due to the posts funded externally and the target is still not removed.

= Pay - Over-spent by (£448k) for the month of September, (£2.6M) Year to Date.

o Medical staff is over-spent by (£77k) in month and (£568k) ytd. Paediatric medical pay continues to drive the overspend in this
category reporting (£65k) in month and (£462k) ytd. This is however, an improvement on last month and is expected to continue to
come down as more permanent staff come into post. The reasons for the reduction in spend this month has been the junior doctors
rotation and new permanent staff starting in the month.

o Nursing & Midwifery pay is over-spent by (£310k) in month and (£1.8m) ytd. Midwifery continues to drive this position reporting
(£249k in month) as they continue to use temporary staff in their attempts to achieve the 1:29 birth ratio. There is double running of
agency staff with new permanent staff to allow the new recruits to become compliant. This level of spend is anticipated to continue
until end of November when it will reduce month on month until it levels off in the new calendar year as permanent staff are recruited.
It should be noted that the Specialty has not received additional budget for the additional 10 Midwives above the current budgeted
establishment to reflect the number of births at the 1:29 ratio as agreed in the past. Paediatrics is over-spent by (£40k) in month due
to continued use of temporary staff to cover vacancies, long term sickness and maternity leave.

Year to date variance is (£1.8M). Midwifery (£1.3M), Paediatrics (£282k) and NICU is (£94k).

= Non Pay - is over-spent by (£59k) in the month of September and (£578k) Year to Date.

o Clinical Supplies & Appliances is over-spent by (£27k) in month. (£19k) of the over-spent is due to unfound Divisional Cost
Improvement Programme which is aligned to the Consumables work stream. (£3k) in NICU and (£3k) in Paediatrics is related to
Resus stock.

Year to date deficit is (£247K). Failed Cost Improvements (£114k) & Medical & Surgical Equipment in Midwifery (£57k) &
Gynaecology (£68k).

o General Supplies and Services is over-spent by (£23k). Midwifery specialty continues to drive spend in this category reporting an in
month adverse variance of (£26k). Recruitment costs of overseas midwives have attributed mainly to this variance and more costs
associated with this recruitment are expected in future periods.

Year to date deficit is (£122k) of which (£123k) relates to Midwifery.

o Other Non pay is over-spent by (£17k). (£6k) in Gynaecology is due to Imaging charges. (£6k) in Midwifery are due to
compensation Ex Gratia payments. (£7k) is due to External consultancy fees charges which are not funded in Paediatrics. External
consultancy fees will not continue month on month.

Year to date deficit is (£133k), of which (£87k) relates to Paediatrics. (£121k) to Midwifery, (£23k) to Gynaecology and (£66k) to
Sexual Health.

= Cost Improvement Programme — under-achieved by (£76k) for the month of September, (£E168k) Year to Date.

o This represents the balance of the Cost Improvement Programme gap detailed below that currently does not have a plan.




Surgical:

Surgical Division Net Expenditure
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Surgery Kev Variance Narrative.

= Income — Over-achieved by £37k for the month of September, (£142k) Under-achieved Year to Date.

o

Non NHS Overseas Income over-achieved by £37k in the month and due to the nature of these patients it is not anticipated to
continue at this level month on month. Junior Doctors Revenue was only £2k under-achieved due to a catch up of Flexible Trainee
Income relating to prior periods therefore going forward the Junior Doctors Income will revert to being a cost pressure as the number
of doctors from the Deanery are less than last year so income is reduced against the outturn income target.

Of the YTD (£142k) under-achievement (£141k) year to date can be attributed to the CFS Service which has now ceased inpatient
referrals.

= Pay - Over-spent by (£555k) for the month of September, (£2.3m) Year to Date.

o

Medical staff over-spent by (£328k). Two thirds of this was due to failed Cost Improvement Programme (£219k) that relate to Medical
Staff. Individual schemes can be seen in section 4. The specialties with the largest over-spends were Anaesthetics (£58k) due to agency
premiums spent on middle grades, Neurosciences/Stroke (£40k) which was related to Junior grade agency costs.

The year to date Medical Staffing is (£1.4m) over-spend which relates to CIP slippage (£830k), Neurosciences (£234k), General Surgery
(£134k) and Anaesthetics (£227k).

Qualified Nursing Staff over-spent by (£208k). Failed Cost Improvement Programme of (£249k) for the schemes relating to
Theatres efficiency, Surgical Ward closure programme and the general 1% saving around nursing which haven’t come to fruition
during the month. Most wards have under-spent against budget with the exception of Critical Care which over-spent by (£24k) in
month due to high cost agency spend.

Nursing and Midwifery Qualified year to date over-spend is (£1.0m) of which (£1.1m) is missed CIP plan although all specialties
apart from Ophthalmology and Critical Care are under-spending year to date. It should be noted that no local CIP target has been
allocated directly to the ward’s budget unlike all other cost centre areas.

= Non Pay - Over-spent by (£30k) for the month of September, under-spent £198k Year to Date.

o

Drugs drive the non pay position in the month over-spent by (E£75k), (£67k) of this relates to Rheumatology whilst Ophthalmology over-
spent by (£34k) whilst there was also a £17k CIP shortfall. Anaesthetics under-spent in month by £35k. Additional budget for ARMD is
expected next month.

Consumables continue to over-spend in Theatres but this is offset by numerous small under-spends in all other layers of Non Pay
expenditure.

Year to date Non Pay under-spends by £198k, £83k relates to Clinical Supplies, £61k to Other Non Pay, £51k to General Supplies,
£26k to Premises & Fixed Plant whilst the Drugs position is (£23k) over-spent year to date.

= Local Cost Improvement Programme — Under achieved by (£98k) for the month of September, (£250k) Year to Date.

O

Of the local CIP schemes contributions by specialty are as follows Anaesthetics £111k, Urology £37k, Admissions £8k & ENT £6k.




Corporate

Corporate Directorates Net Expenditure Performance by Directorate:
In Month Year to date

8.0 Actual Var Actual Vary

339 (111) |Chief Executive 1,493 (282)

7.0 A 887 33|]Director of Finance 5,123 (287)

"\\ / 284 45]Director of Human Resources 1,701 (348)

= 60 \\ V/\ 106 24| Director of Nursing 722 54

« N 173 (26) [Dir. of Performance & Planning 878 111

48 (155) |Education 35 (672)

5.0 3,619 (114) [Head of Estates 21,666 (820)

996 39]Medical Director 6,126 105

40 T T T T T T T T T T (26) 26 R&D 192 (201)

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 517 45]strategy & Planning 3,232 134

—Actual —— Budget Prior Yr Actual 6,944 (193) INet position 41,169 (2,207)

Performance by I&E category:
In Month Year to date Forecast

Actual Var Actual Var Actual Var
(1,082) 255]income (4,780) (684) (10,545) (503)
2,536 (56) |Pay expenditure 14,711 172 29,756 10
5,490 (472) |Non-pay expenditure 31,238 (1,084) 61,262 (1,008)
80|Unallocated CIP (611) (436) (768)
6,944 (193) |Net position 41,169 (2,207) 80,038 (2,270)

Corporate Key Variance Narrative.

Head of Estates £(114)k in M06, primarily related to Queens variations (£85k) and specific cost pressure to be funded from reserves. YTD the major cost
pressures are CIP shortfall (£398k) though there are plans to pull this back, and additional PFI costs (£442k) of which (£126k) relates to Queens variations.
Education £(155)k in M06 and (£672k) YTD. The YTD variance primarily related to income £(518)k, although recovery is anticipated in the latter half of the
year, through increases in Nursing and Medical staff training SLAs and also recovery of income from Barts and the London, as Lead Provider in NEL, in
respect of costs incurred in the first half-year.

Director of HR £45k favourable in M06 / £(348)k adverse YTD. In month movement is due to re-adjustment to expected Occupational Health target which is
still (£190k) adverse YTD. The remaining is largely due to posts in HR some of which are over established but some of which will be refunded through
reserves as they are substantive staff costs which can no longer be capitalised under the capital programme.

Trust Board £(111)k M06 / £(282)k YTD mostly from Corporate External Agency/Consultancy and dual CEO costs.

R&D £26k favourable in M06 / £(201)k adverse YTD largely as a result of CLRN funding reductions. Planning is underway to recover the full position through
other funding streams by Year End.

Director of Finance 33k Fav M06 / £(287)k Adv YTD - £(100)k YTD Compromise agreement in Turnaround, Patient Transport (£96k) from both increase
usage and indexation (the latter to be funded from its specific reserve, (£61k) from increased use of audit and (£115k) on Consultancy in Turnaround. CIP
shortfall (£113k) YTD from central contract review as allocation needs to be agreed.

Strategy & Planning £45k Fav in M06 / £134k Fav YTD. The YTD position mostly on various items on Computer Maintenance.




7. OVERALL DIVISIONAL PERFORMANCE

The following table brings together the Divisional proportion of the central (PCT) income over or under performance, alongside the net expenditure
position for each Division, to give an overall financial performance picture for each Division. Income performance has been adjusted to allow for notional
direct marginal costs of 50%, with a further 10% for Clinical Support Services. It should be noted this does not represent a ‘true SLR’ position for each
Division, as not all income will be directed aligned with expenditure, but nevertheless provides a high level view of the performance of each Division.
Further refinement is required to calculate by Division the impact of the 30% NEL tariff and for readmissions (further update to be given at Finance

Committee)

(£'000 favourable/(adverse) variance

C=A+B

E=C+D

Central Income Over / (Under) Perf. Against
Plan

Adjustment to income performance for
marginal rate

Net income performance

Net Expenditure (Over) / Under Spends
£'000

Net income and expenditure performance

Impact of August Plan profile on M6 over-
performance

M6 CIP underperformance

M5 net I&E performance

Notes:

Note

Womens' &

Medical Surgical Children CDT
Division Division Division Division Totalj
797 2,339 1,970 967 6,074
-399 -1,170 -985 124 -2,429
399 1,170 985 1,091 3,644
-3,074 -2,446 -3,546 -1,338 -10,402
-2,676 -1,277 -2,561 -247 -6,757
470 1,886 421 549 3,326
-3,446 -1,890 -331 -645 -6,312
-1,095 510 -1,664 460 -1,790

(1) The Divisional position represents performance against plan, excluding £10.1m (£4.2m YTD) of PCT
QIPP/demand management plans, which is the basis on which Divisional budgets have been set, and is therefore the

appropriate comparator for overall performance purposes

(2) Only 50% of the income over/under performance is attibuted to Clinical Divisions (as an approximation of the
marginal cost impact), with 10% attributed to CDT for the impact on clinical support services

(3) Divisional over/underspending, including local Divisional income
(4) As explained in Section 2., above, this shows the impact of the lower profiled Plan for August on the year

to date over-performance position



8. BALANCE SHEET

e The overall balance sheet position shows a reduction of £0.2m in total
assets compared with August 2011, relating to the movement in retained
earnings. Note this includes the £4.2m income accrual, which was made
manually in the Month 5 income and expenditure position.

Current Current Last Current Prior Last
(Em) period period Yr End = - =
Sep-11 Aug-11 Mar-11 KPls period parod “rerd
Sep-11 Aug-11 Mar-11
Non-current assets £396.3 £397.3 £388.9
Current assets Average Debtors days 21 14 21
Inventories £6.7 £6.8 £7.0
Trade and other receivables £29.0 £25.8 £29.7 Debtors >90 days (£000s) £662 £1,118 £592
Cash and cash equivalents £1.0 £16 £ 8 Debtors >180 days (£'000s) £828 £781 £1,536
£36.7 £343 £395 Debtors >365 days (£'000s) £2,329 £2,338 £2,825
Current liabilities >365 days provided (£'000s) £1,913 £1,912 £1,293
Trade and other payables (£78.4) (£76.4) (£48.2) Average creditor days 68 58 58
PF1\ Borrowings (£5.8) (£5.7) (£5.3) Current ratio 44% 42% 71%
Provisions (£1.9) (£2.1) (£1.8)
Net current assets/(liabilities) (£49.4) (£49.9) (£15.8) i
o Better payment practice code performance:
Non-current liabilities:
PF1\ Borrowings (£257.8) (£258.0) (£260.2) - Non-NHS
Trade and other payables (£5.1) (£5.1) (£4.9) - Volume - paid on time 2,548 2,438 2,773
Provisions (E4.5) (£4.6) (£5.0 - Volume - % paid on time 41.95% 56.49% 27.96%
Total assets employed £ £97 £103.0__I1- value - paid on time (£000s) £3,248 £5,363 £5,150
- Value - % paid on time 37.07% 58.41% 35.85%
Financed by taxpayers' equity:
Public divid