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STRATEGY:

41

Interim Chair & Chief Executive’s Report (ED/APD)

4.2 Health4NEL Update (RR)

GOVERNANCE:

51 Board Assurance Framework Q4 (Jan-Mar 2010) (SB)
5.2 Maternity Services — CQC report (CD)

5.3 Health Service Ombudsman Reports (DCW)

54 Health & Safety Annual Report (RR)

CLINICAL:

6.1 Emergency Care Report (NM)

6.2 Hospital Standardised Mortality Report (HSMR) (SB)
6.3 BHRUT Annual Organ Donation Report 2010/11 and

Plan 2011/12 (SB)

QUALITY, PATIENT STANDARDS and FINANCE:

7.1 Quality and Patient Standards Performance Report —
March 2011 (NM/DCW/RMcA)

7.2 Workforce Key Performance Indicators (RMcA)

7.3 Annual Accounts 2010/11 (AD)

7.4 2011/12 Capital Programme (RR)

INFASTRUCTURE:

8.1 NHS Staff Survey Strategy 2010 Local Action Plan
Proposals (RMcA)

8.2 Estates Strategy Update (RR)

INFORMATION

Matters for Noting:

9.1 Minutes of the Quality & Strategy Committee meeting held on
the 15 February 2011

9.2 Minutes of the Charitable Funds Committee meeting held on
the 15 February 2011

9.3 Draft Agenda for July Trust Board Meeting and Rolling

Programme for 2011

NHS Trust
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(Attachment B)
(Attachment C)

Attachment D)
Attachment E)
Attachment F)
Attachment G)
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(Attachment H)
(Attachment 1)
(Attachment J)

(Attachment K)
(Attachment L)

(Attachment M)
(Attachment N)

(Attachment O)
(Attachment P)

(Attachment Q)
(Attachment R)

(Attachment S)

Any Other Business Date of Next Meeting: The next public meeting will be held on
Wednesday 6 July 2011 at 1.00 p.m. in the Board Room, Trust Headquarters, Queen’s
Hospital.
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11. Questions from the Public

12. 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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BARKING, HAVERING AND REDBRIDGE UNIVERSITY
HOSPITALS NHS TRUST

Minutes of the Part | Trust Board Meeting held on the 29 March 2011
in the Lecture Theatre, James Fawcett Education Centre, King George Hospital

Present: Mr Edwin Doyle Interim Chair
Mrs Averil Dongworth Chief Executive
Mr William Langley Non-Executive Director
Mrs Barbara Liggins Non-Executive Director/Vice Chair
Mrs Ruth McAll Director of Human Resources & OD
Mr Keith Mahoney Non-Executive Director
Mr Neill Moloney Director of Delivery
Prof Ray Playford Non-Executive Director
Mr Robert Royce Director of Strategy & Planning
Dr Magda Smith Acting Medical Director
Ms Deborah Wheeler Director of Nursing
Mr Michael White Non-Executive Director
Mr George Wood Non-Executive Director
Mr David Wragg Director of Finance
In Attendance: Ms Imogen Shillito Director of Communications
Mrs Sue Williams Executive Assistant/Trust Board Secretary
2010/099 APOLOGIES FOR ABSENCE

Mr Stephen Burgess, Acting Medical Director.

2010/100 MINUTES OF THE PART Il MEETING HELD ON 25 JANUARY 2011
The minutes of the meeting were noted as a true record and signed by the Interim Chair.

2010/101 MATTERS ARISING
2010/031: Ms Wheeler informed the Board that making arrangements for safeguarding children training
had been difficult as the Primary Care Trusts were reorganising in the Sector and all designated nurses for
safeguarding were reapplying for their jobs, but she would try and reschedule for the Trust Board Seminar
in June.

Action: Deborah Wheeler 28.6.11

2010/085: Dr Smith would check the position relating to the Gamma camera being included on the risk
register with Mr Burgess. She also confirmed that Mr Burgess and the Chief Executive had been reviewing
the HSMR data and would bring the information in its complete form to the Quality & Strategy Committee
meeting and the Trust Board meeting in May.

Action: Stephen Burgess 10.5.11/31.5.11

2010/089: The Board noted the ongoing work on the Business Case regarding the reconfiguration of
Maternity and Neonatal services and agreed to a further briefing on Maternity at a future Trust Board
meeting later in the year.

2010/102 INTERIM CHAIR & CHIEF EXECUTIVE’S REPORT

The Interim Chair mentioned that the MP question raised in the House recently regarding infection control
and MRSA should have been included in the report, but the Board noted that the Trust had written a letter
to the MP answering his question. The Board agreed that it was important for the Trust to be transparent
with all local MPs and the Director of Communications would ensure this process was followed in the future
when a question was raised in the House. She would also arrange for the other local MPs to receive the
letter sent to the MP who initially raised the question.
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The Board agreed that any change in Executive Director roles should go through the Remuneration
Committee in the future.

The Chief Executive informed the Board that the Care Quality Commission (CQC) was undertaking a
further unannounced visit at Queen’s today, which would take several days to complete. They were
looking at pressure ulcer management, general standards of care and staffing and nutrition. They would
also be spending some time at King George Hospital during their visit.

The Interim Chair confirmed that he had concluded 360 degree appraisals with all the Non-Executive
Directors and had discussed the Chief Executive’s personal objectives with her for the coming year. He
expected the senior management in the organisation to undertake their appraisals and objective setting
with their staff immediately these were cascaded out, so everyone in the Trust was aware of their
objectives and targets.

The Trust Board noted the report.
Action: Imogen Shillito 28.4.11

2010/103 HEALTH4NEL UPDATE

Mr Royce provided the Board with a verbal update. The main issue to note was that the Health4NEL
recommendations had been referred to the Independent Reconfiguration Panel (IRP) by the local Borough
Overview & Scrutiny Committees. Exact dates for the schedule for the IRP process were not known, but
the Trust had been made aware that initial visits would be undertaken by the IRP in April, with formal visits
to Queen’s, King George and other sites in North East London, during May. Evidence would be gathered
by the IRP during June from Trusts, public bodies and other stakeholders and the report would be written
up during July and submitted to the Secretary of State in late July. Mr Royce reported that he believed the
decision by the Secretary of State would be announced around the 21 August 2011.

Mr Royce informed the Board that there was an enormous amount of work to be undertaken by BHRUT, as
well as others, in preparation for the IRP visits and a number of officers and clinicians would be called to
meet with the Panel. He confirmed that briefings would be prepared for Trust Board members and others.
In answer to Mr White’s question regarding the opportunity for members of the IPEG to provide their input,
Mr Royce confirmed that he felt sure they would be invited to give evidence to the Panel.

The Trust Board noted the verbal update.

2010/104 BOARD ASSURANCE FRAMEWORK
Dr Smith presented the Board Assurance Framework containing the high/extreme risks for Quarter 3
(October — December 2010).

Mr Wood raised the point that the plan to move from one ‘rag’ rating to another, along with the timing
attached to it, was not indicated within the report. It was also not evident when all objectives would be
moving to ‘green’. The Board needed assurance of what it was moving to and when. The Interim Chair
proposed that the Chief Executive should review the BAF to reflect the high risks and the remedial action
being taken to address these, but if mitigating action was not going to result in reducing the risk then this
should be highlighted to the Board. The Board agreed that once the Trust had an agreed control total for
next year, it had to understand that the Trust was still financially challenged and remained in ‘red’, and
there should be another which showed how the control total was going to be maintained and performance
managed against. If the plan was to come into financial balance over the next two years, then this should
be reflected in the risk. Mrs Dongworth would work with the relevant Executive Directors and liaise with
Non-Executive Directors for their input.

The Trust Board reviewed the BAF and noted the controls in place to mitigate the extreme risks to the Trust

meeting its objectives.
Action: Averil Dongworth 31.5.11
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2010/105 SAFEGUARDING CHILDREN ANNUAL REPORT 2010

Ms Wheeler presented the Safeguarding Children Annual Report 2010. She highlighted the section on the
Trust Safeguarding Children Committee and the revised Terms of Reference and indicated to the Board
that the Committee would be looking to have more clinicians involved as members. Ms Wheeler confirmed
that all Consultants received child protection training at Level 3. The Board noted the slight increase in the
number of referrals to children’s social care and Ms Wheeler confirmed that the Trust was doing some work
around thresholds. She informed the Board that some members of the safeguarding team had moved into
Paediatrics and this was seen as useful in raising awareness and knowledge in the general workforce,
rather than just in the safeguarding team. Ms Wheeler highlighted that the Trust was currently out to advert
for a replacement for the named nurse post, as the current incumbent was leaving and it was a statutory
requirement for the Trust to have someone in this post.

The Board noted that the IMR (Individual Management Review) reports and their action plans would be
presented at the Quality & Strategy Committee meetings. The action plans would be kept ‘live’ until the
Committee had assurance that the actions had been completed. The Board asked Ms Wheeler to work
with the Divisional Directors to identify names for the spaces on the membership list for clinical
representatives on the Safeguarding Children Committee and Dr Smith undertook to support Ms Wheeler
on this.

The Trust Board noted the work undertaken for safeguarding children in the Trust over the last year.
Action: Deborah Wheeler/Magda Smith 28.4.11

2010/106 DECLARATION OF COMPLIANCE FOR SAME SEX ACCOMMODATION

Ms Wheeler informed the Board that the Trust was required by the Department of Health to publish their
declaration of compliance for same sex accommodation by the 1 April 2011. The paper summarised the
Trust’s position following a review of each area of the Trust led by the Deputy Director of Nursing. The
Board noted that all critical care areas had been identified as being ‘at risk’ of breaching the standard, but
there were robust reporting mechanisms in place to identify these when they occurred. It had been agreed
with NHS London that the Trust had six hours, once step down from critical care areas had been agreed.
Any breaches would be reported to the Trust Board through the performance report, as there would be a
penalty fine for every same sex breach of £250 after 1 April 2011.

Ms Wheeler asked the Board to ratify the declaration so it could be published on the Trust’s website. The
Interim Chair asked how this was going to be communicated to the rest of the organisation. Ms Wheeler
confirmed that senior members of staff had been talking about this issue and were also looking to arrange
an ITU Summit to ensure that it was a key part of that care pathway. There were a whole range of clinical
flow pressures around critical care, but this was very high on the agenda and face to face interaction was
happening at every level. There was a need for further cultural change and for senior nurses to have more
control over the flow in their areas. She confirmed that the organisation was aware of this requirement and
the bed management teams were rigidly applying it. The Interim Chair felt that Team Brief and face to
face meetings were important to communicate messages like this, so that everyone was very clear about
important issues.

The Board agreed the declaration for publication on the Trust’'s website.

2010/107 EMERGENCY CARE REPORT

Mr Moloney presented an update on performance against the emergency care standard, the current
performance against the new emergency care standards to be in place from April 2011 and an update on
the work included in the Emergency Care Programme. Performance had considerably improved, although
over the last couple of weeks it had dropped to below 95%. Mr Moloney reported that at Queen’s last week
the Trust had seen the highest level of daily admissions experienced even during the peak Winter period.
Following a request from the Interim Chair, it was agreed that Mr Moloney would review the base line
activity for 2008/09 to 2010/11 in terms of the differences between the Trust and the Commissioner’'s
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outturn position. In reviewing the breakdown of the breaches, three areas were highlighted; waiting for
specialist opinion, first assessment and delayed A&E processes.

The Board noted the Trust's current performance against the new A&E standards and acknowledged that
there was still some way to go to deliver these. Mr Moloney informed the Board that the Trust was
focusing on those indicators where performance needed to be improved. Three key workstreams had
been established, each with a defined set of objectives; Attendances/Admission Avoidance, A&E
Improvement and Treatment, Diagnosis & Discharge (Inpatient). Mr Wood raised the issue of why it was
going to take to April 2013 to introduce 7-day Consultant ward rounds in all inpatient medical areas and
until April 2012 to reduce the number of temporary staff. Professor Playford made the point that the Trust
had been talking about a reduction in temporary staff for years and it could not wait another twelve months.
Dr Smith informed the Board that to achieve daily Consultant ward rounds in all inpatient areas across both
sites would require an enormous change in how the whole organisation worked and significant investment.
The Interim Chair said that he would like to see step changes included in the projects to achieve the end
goal, how the Trust was working towards achieving the objective and details on the steps reached. All
steps should ultimately be met by April 2013. Linked to these steps would be the investment required.
Business Cases setting out the benefits to be obtained should be prepared for any investment required,
although the Board did not feel that good business planning processes were currently in place. Dr Smith
informed the Board that all Medical Consultants had signed up to the principle of 7-day working and for all
patients in an acute medical pathway to be seen by a Consultant every day, 365 days of the year.
Divisions were currently talking through the practicalities and realities within their job plan discussions and
had a plan to implement. Some of this work had been completed in the context of Health4NEL proposals,
but in terms of patient care and patient safety, all Consultants were signed up to this.

Mr Langley commented that in terms of the graph on page 2 of the report, it showed by a long way the
number of breaches due to delays relating to waits for ‘specialist opinion’ and asked what actions were
being taken to address this. Mr Moloney confirmed that the weekly cross buffer meetings were focusing on
this issue and he had agreed mechanisms for the emergency team to escalate any delays. Since the
escalation process had been introduced, there had been a marked improvement. Some of the delays were
still about flows and these issues were being picked up on a daily basis and solutions agreed. Mr
Mahoney raised the point that if the development of clinical pathways was a key operational challenge,
then this was rather worrying, but Mr Moloney confirmed that it was only a challenge in the number of
pathways the organisation needed to go through.

The Trust Board noted the performance and the progress of the Emergency Care Programme.

2010/108 QUALITY AND PATIENT STANDARDS PERFORMANCE REPORT FEBRUARY 2011
Mr Moloney highlighted three areas, in addition to the emergency care performance, which had been
discussed previously. The Trust had reported 14 cases of MRSA as at the end of February, against a
target of 11 and was still awaiting the outcome of an appeal to the Department of Health against 2
episodes of recurrent infection in one patient. He reported that there had been 1 further case reported in
March, bringing the Trust’s total up to 15.

The Trust continued to perform within all RTT targets, with the exception of the median for incomplete
pathways, where BHRUT had consistently not met the target. As a result of a recent validation of 4,000
pathways, there had been an improvement in performance against the incomplete median reducing from
15.7 weeks to 12.4 weeks. Mr Moloney confirmed that the Trust had been talking to the Commissioners
about the implications of delivering activity in 2011/12 to reduce waiting times back to the national target of
7.2 weeks.

The greater concern was around the 62 day performance of urgent referrals to treatment of all cancers. Mr
Moloney informed the Board that the Trust was now treating all these patients in the backlog, which had
affected the ‘in month’ performance, but he was confident that although the target would not be met in
March, the Trust should return to target in April. Mr Wood raised the performance indicated on the graph
for “62 day Referral to Treatment From Hospital Specialist” and Mr Moloney confirmed that this was a very
small cohort of patients and he was not expecting this performance to be repeated. The Division was
currently tracking this to find out why it had happened, as Cancer was a key strategic objective for the
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organisation. He confirmed that the Trust had installed a new cancer computer system called Somerset
and all the General Managers and Service Managers had been trained on it so they could access
information. The MDT Coordinators were working to ensure that the tracking notes in the system reflected
what was actually happening, in order for the database to be used in ‘real time’ at MDT meetings.

Following a request at the last Trust Board meeting, Mr Moloney confirmed that the report included an
update on the Trust’s performance against the CQUINs and KPI’s. Professor Playford raised the point of
cost implications for readmissions within 30 days and the importance of having the right processes in place
so there were alternatives to admission. He felt it was important to get this right first time. This was
complicated and the Trust had to look at how it could operate differently to reduce readmissions.
Readmissions would be discussed in more depth at a Board development session. Mr Moloney confirmed
that the Trust would not be paid next year for any readmissions within 30 days following a prior elective
admission and had to achieve 25% for readmissions following a prior non-elective admission, which was
part of the key clinical pathway redesign work. The Board noted the potential risk of penalties.

The Interim Chair asked if the organisation understood these performance indicators and were working
towards achieving them. There had been regular presentations on CQUINs so the Divisions were very
clear on the potential income. Mr Moloney informed the Board that the Trust had achieved 60% of the
CQUINSs this year and had made considerable progress against them. The Board acknowledged that there
was a huge amount of work to do with junior and senior managers, as well as clinicians and back room
staff, to ensure people on the ground floor understood this incentive scheme. The Interim Chair reiterated
his previous comments around communicating important messages like this by Team Brief and face to face
communications, not just by emails. The Chief Executive informed the Board that the Trust was aiming to
have every member of staff in the organisation feeling fully engaged and contributing to a successful
organisation. The Trust understood where it was going and was prepared for the long and difficult
conversations to get communications absolutely right and deliver good quality care.

Following Mr White’s comments regarding the high level of Freedom of Information requests, Mr Moloney
agreed to review the cost of these to the organisation and to update the Board on the annual cost.

The Trust Board noted the content of the report and supported the actions to bring the performance back in
line with trajectory/target.
Action: Neill Moloney 28.4.11

2010/109 INCOME & EXPENDITURE BUDGETS/OPERATING PLAN 2011/12

Mr Wragg informed the Board that the Income and Expenditure Budgets/Operating Plan 2011/12 had been
discussed in detail at the Finance & Performance Committee earlier in the day. The position showed a
proposed I&E budget deficit of £28.8m (excluding the impact of impairments and IFRS) for next year. Mr
Wragg confirmed that the outturn for this year, as at month 11, was £34.2m. The Board noted the bridge
reconciliation from the 2010/11 outturn position, the proposed budget control totals at Divisional level, the
CIP targets for 2011/12 and the key assumptions and risks within the budgets.

Mr Wragg confirmed that one of the assumptions built into the plan was that the Trust would lose £6.2m
from readmissions, working at the same level of readmissions for this year. He had also assumed 50% of
the income available from CQUINs and KPI's, but there was the potential, if the Trust managed to achieve
positive results, to add a further £1m from this source to the £3.5m already included. He confirmed that an
amount of £4m contingency reserve had been built into the position. Mr Wragg highlighted some of the
risks to achieving the £28.8m control total, including the Arbitration on high cost drugs (£6.9m), the CIP of
£29.7m, the difference in activity assumptions with PCTs of £11.4m and ISTC activity of £1m, with the
contract coming up for renewal in November. The most pressing risk was the arbitration on high cost
drugs; if the Trust lost the Arbitration there was currently no mitigation to address this £6.9m gap and this
would have to be built into the plan. The biggest risk was the CIP, bearing in mind the correlation between
the gap against the control total this year, being the same amount as the gap on the CIP. He reported that
the Trust had identified £4m as high risk against the CIP for next year, but the message that was being
sent very strongly to the organisation was that the whole of the CIP needed to be delivered. This year's
programme was at a level that virtually no other acute Trust had achieved previously, but was required in
order to keep the Trust’'s I&E position below the £30m level.
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Mr Wragg asked the Board to recognise that whilst the dialogue had been difficult with the PCTs in
agreeing next year’s contract, improvements had been made in comparison to previous years and there
had been positive discussions about moving activity that would provide the Trust with a long term income
base. The Chief Executive informed the Board that the Urgent Care Centre at Queen’s would be
transferring to the Trust on the 1 April 2011.

Professor Playford was concerned if the Trust did not manage to meet the savings target for the first
quarter, did the Executive Team have a draconian Plan B. Mr Wragg confirmed that extreme measures
were already being applied, but perhaps not as vigorously as might be expected. The Trust's strategy
remained to grow income and make cost efficiency savings to bring the Trust in line with target. The
Trust’s I&E position was likely to improve the more work the Trust took on. The Interim Chair commented
that the Plan had some high risk, but there were other plans being discussed to match this risk, which was
more than the Trust had last year.

The Chief Executive informed the Board about the current position with the Chronic Fatigue Syndrome
service. The Trust was out to Consultation on the service and was consulting with Commissioners and Mrs
Dongworth undertook to keep the Board updated on developments.

The Trust Board agreed the proposed budgets for 2011/12 and noted the Operating Plan submission to the
SHA for 2011/12, together with the supporting detailed financial templates.

2010/110 WORKFORCE KEY PERFORMANCE INDICATORS

Mrs McAIl presented the Workforce Performance Indicators for February 2011. She indicated that the
dashboard had been compiled in a slightly different format, in order to highlight the ‘hotspots’ and was
happy to take comments on the design of the report. Timely and accurate information was now produced
in relation to the In-House Bank, so challenges could be made by Divisions prior to a shift being worked,
and assist the Divisions in managing their spend. From September 2010 to January this year the month on
month bank and agency spend had reduced, although the overall trend had continued to rise over the past
twelve months, with ‘hotspots’ in Emergency Care and Surgery. Between October 2010 and January 2011
sickness absence had increased by 1.53%, from 3.73% in September to 5.26% in January. From January
to February the sickness absence rate had reduced back by 0.75% to 4.51%. The target set for Divisions
was 3.6% and this was monitored at their performance meetings. ‘Hotspots’ for sickness absence included
midwives and AHP’s and Mrs McAIl informed the Board that there were some pieces of work going on in
these areas to improve the rate.

Turnover had reduced by 2.2% in the past twelve months, falling from 13.3% to 11.1% (0.9% below the
NHS average and the Trust target of 12%) with ‘hotspots’ in A&E and Paediatrics. Mrs McAll informed the
Board that there were targeted recruitment campaigns in Ireland, Portugal and Italy and Divisions were
being encouraged to undertake exit interviews for staff leaving the Trust. In the past twelve months, the
Trust had seen an increase of 183 in permanent staff, which was a good achievement considering the
turnover rate.

The appraisal rate was discussed and it was noted that discussions had taken place at the Productivity,
Efficiency and Quality (PEQ) meeting and Divisions had undertook to meet a 100% target every month.
This was a rolling twelve month programme where objectives would be set once the Chief Executive’s
objectives had been set and cascaded through the organisation. Any changes to objectives would be
picked up at an appropriate time during the year. The Board noted that the Chief Executive’s objectives
would be circulated to the Board and as soon as the Executive Directors’ objectives were agreed, the
Board would also receive a copy of these. At the same time, the Trust’s vision, values and BHRUT Code
would be cascaded.

The Interim Chair said it would be useful, moving into the next financial year, to indicate on the report last

year’s average performance and to be more sophisticated in profiling information. It was also agreed that
the report would be produced in a larger print, as some areas were difficult to read.
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A Workforce Plan was now in place and the Trust needed to be checking that the Divisions were managing
the Plan properly. The Board acknowledged that it should be taking corporate responsibility for monitoring
the ‘hotspots’ in relation to workforce, particularly those areas under strain and assisting them to recruit and
manage their staffing positions. It was agreed that it would be helpful if the Board could be provided with
an analysis of the reasons for people moving on in the ‘hotspot’ areas and for the Workforce Committee to
bring these issues to the attention of the Board, as part of their Workforce Plan.

The Chief Executive drew the Board’s attention to the ‘Royal Wedding’ at the end of April and informed the
Board that agreement had been reached with Staff Side that staff working that day would receive a day off
in lieu, instead of bank holiday pay rates. Mrs Dongworth asked the Board to note that the Trust was very
appreciative of the response from Staff Side on this issue.

The Trust Board noted the report.

2010/111 FINANCE REPORT FOR PERIOD ENDING 28 FEBRUARY 2011

Mr Wragg presented the Finance Report for the period ending 28 February 2011. The overall position to
the end of February showed a net deficit of £33.3m, which represented a £14.1m adverse variance against
the profiled plan to date and exceeded the annual plan control total deficit of £19.9m. In month there was a
deficit of £2m against a plan of £1.5m, giving an adverse variance of £0.5m. The overall forecast outturn
was a deficit of £34.2m, which was a slight improvement from the Month 10 forecast of £34.4m. Mr Wragg
highlighted that on the income side the Trust had seen the elective activity drop quite sharply on inpatient
and day case elective work compared to what had been expected for the time of year. Mr Wragg
recommended that the best course of action was for the Trust to agree the deal of £11.5m
overperformance being offered by the PCTs for 2010/11, without further challenge on CQUINs and KPI’s.

From the expenditure side, the Trust had seen quite an encouraging position with a sharp fall in the cost of
medical staff (Medicine Division achieved an ‘in month’ saving of £480k). The Trust had seen expenditure
increase in a couple of areas, particularly in nursing, with additional wards open in the final couple of
months of the year. The Trust had also seen an increase in the use of ITU beds.

The Board noted that there had been a long discussion on the financial position at the Finance &
Performance Committee meeting earlier in the day and had agreed that it wanted realism in terms of the
Plan for next year. The Plan had to be achieved, albeit with a negative control total.

The Trust Board noted the report and approved the fixed price deal with the PCTs for 2010/11.

2010/112 REFERENCE COSTS SCORE 2009/10

Mr Wragg informed the Board that the 2009/10 Reference Cost results for England had been published.
The Trust’s adjusted overall index score was 100, which matched the national average. He indicated to the
Board that you would expect an organisation like BHRUT to be in excess of 100 and the Trust had spent
the last four years to get to this score (an improvement of two points on last year). The Board noted the
update on the adjusted scores for each of the reporting categories provided by Mr Wragg and the
comparison of Reference Cost Index Scores for the Trust against the national average. He informed the
Board that the national average Reference Cost was no longer 100, it was nearer to 96%/97%.

The Trust Board noted the paper.

2010/113 BHRUT STAFF SURVEY

Mrs McAIl presented a summary of the Staff Survey. Board members who wanted to review more of the
detailed analysis should contact Mrs McAIl for the link to the CQC website. The Survey had revealed some
improvements, but also areas of weakness. The Trust was in the top 20% of Trusts in the country
regarding the number of staff having well structured appraisals and personal development plans. There
was a significant improvement in staff experiencing physical violence from patients, relatives or the public.
The Trust was in the lowest 20% of Trusts in relation to staff experiencing physical violence from staff, work
related stress, staff's intention to leave and team working. In comparison to 2009, this year's Survey
showed a better position in several areas, including staff job satisfaction, Trust commitment to work life
balance, support from immediate Managers and an improvement of staff receiving health and safety
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training in the last twelve months. The Survey showed a worsening position since the 2009 Survey in work
pressure felt by staff and staff suffering work related stress in the last twelve months.

It was important to use the Survey to address the areas requiring improvement and Mrs McAll reported that
all Divisions had been asked to review the Survey for their areas, engage with staff and to develop an
Action Plan. These Action Plans would be monitored through the Workforce Committee. The Chief
Executive would be taking a personal interest in this work and would be sending further details out to staff
in the near future.

As this was an Annual Survey, the Board discussed running its own half yearly Survey, in order to be better
informed on staff issues and to monitor that the actions being taken were working. Mrs McAIl informed the
Board that she had been discussing, with the Director of Nursing, the possibility of doing some ‘real time’
surveys targeted on specific areas important to the staff and the organisation, e.g. stress and flexible
working. The Board agreed that it needed an overall Strategy/Plan, with a set of KPI's to measure against
and one of these KPI's should be an improvement in the number of staff completing the Survey. It was
noted that there were sub-surveys going on within the organisation that the Trust was not always aware of
and these needed to be monitored. Mrs McAll and Mr Mahoney would draw all of these together, include in
the Strategy/Plan and discuss at the Workforce Committee before coming back to the Board.

The Board agreed that a Strategy/Plan would be prepared and presented at the May Trust Board meeting.

The Trust Board noted the report.
Action: Ruth McAlIl 31.5.11

2010/114 EXTERNAL VISITS TO THE TRUST

Ms Shillito presented her paper on external visits to the Trust. She informed the Board that agreement
had been given for members of the London Borough of Havering’s Overview & Scrutiny Committee to visit
Queen’s A&E on the evening of 13 May. The Board agreed that the proposed protocol would help in
promoting improved working relationships with stakeholders and assist in managing external visits to the
Trust’s hospital sites. It was highlighted that there had been several incidents of people turning up at the
hospitals and staff not knowing how to handle the situation, but this protocol, with the Board’'s support,
would be cascaded out to staff for them to follow for all external visits from local stakeholders and
politicians.

The Trust Board reviewed and approved the protocol.

2010115 INTERNATIONAL NURSES DAY 12 MAY 2011

Ms Wheeler informed the Board that International Nurses Day was marked annually on the 12 May, the
anniversary of Florence Nightingale’s birth. Two events were planned for this year; the Visible Leadership
Programme on the 9 May and a Nursing Conference on the 12 May. All Board members were invited to
attend both events and were asked to confirm their availability to the Director of Nursing’s office.

The Trust Board noted the two dates and agreed to confirm their availability to the Director of Nursing’s
office.
Action: All Board members 30.4.11

2010/116 MATTERS FOR NOTING: MINUTES OF THE STRATEGIC PARTNERSHIP BOARD
MEETING HELD ON THE 29 NOVEMBER 2010

The Board noted the minutes of the Strategic Partnership Board meeting held on the 29 November 2010.
Mr Wragg informed the Board that the Treasury review of operational PFI's, using Queen’s as an example
of good practice, had been reported to the Strategic Partnership Board. The Trust had not received any
feedback so far, but the Department of Health (DoH) were looking at BHRUT’s approach to market testing
and the financial model. Mr Wragg also updated the Board on the position of VAT and confirmed that he
had met with a VAT Advisor and an Action Plan was being prepared to resolve this issue as soon as
possible. He also informed the Board that the Trust was working with the DoH regarding discussions on
the PFI marketing testing with a wider audience.

Trust Board Minutes (Part I) 29 March 2011



PRIVATE AND CONFIDENTIAL

2010/117 MATTERS FOR NOTING: MINUTES OF THE CHARITABLE FUNDS COMMITTEE
MEETING HELD ON THE 7 DECEMBER 2010
The Board noted the minutes of the Charitable Funds Committee meeting held on the 7 December 2010.

2010/118 DRAFT AGENDA FOR MAY 2011 TRUST BOARD MEETING AND ROLLING
PROGRAMME FOR 2011

The Board noted the draft agenda for the May 2011 Trust Board meeting and the rolling programme for
2011.

2010/119 ANY OTHER BUSINESS

Mrs Liggins reported that a “999” Service of Thanksgiving had been held on 27 March at St Thomas’ Parish
Church in Brentwood and four staff members had represented the Trust; Mr David Khoo for Consultants,
Barbara Liggins for the Trust Board, Trish Moncur for the Matrons and Caroline Moore for the
Emergency/Clinical Divisions. The event was very well attended, covering both this Sector and Essex.

Meeting closed at 3.15 p.m.

The next meeting of the Barking, Havering and Redbridge University Hospitals NHS Trust Board will take
place on Tuesday, 31 May 2011 at 1.00 p.m. in the Board Room, Trust Headquarters, Queen’s Hospital.
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Barking, Havering and Redbridge NHS|
University Hospitals

CONFIDENTIAL

TRUST BOARD MEETING

Actions from Minutes of Part | meeting held on 29 March 2011

NHS Trust

in the Lecture Theatre, James Fawcett Education Centre, King George Hospital

Action Deadline Date
Agenda Date Completed/
Item Update/
Agenda ltem
2010/031 | DCW to arrange Safeguarding Children
Training for the June Trust Board DCW 28.6.11 To be rearranged
Seminar. due to the
rescheduling of
Trust Board
meeting dates
2010/085 | SB to present HSMR data at Quality &
Strategy and Trust Board meetings in SB 10.5.11/31.5.11 18.5.11
May.
2010/102 | IS to arrange for the local MPs to receive
the same letter sent to the MP who initially IS 28.4.11 28.4.11
asked the question in relation to infection
control and MRSA.
2010/104 | AD to review the BAF and liaise with
Executive and Non-Executive Directors AD 31.5.11 18.5.11
for their input.
2010/105 | DCW/MS to identify clinical
representatives to be members of the DCW/MS 28.4.11 28.4.11
Safeguarding Children Committee.
2010/108 | NM to review the annual cost of the FOI
requests and advise the Board NM 28.4.11 18.5.11
accordingly.
2010/113 | RMcA to prepare a Strategy/Plan with
KPI’s in relation to the Staff Survey and RMcA 31.5.11 18.5.11
present at May Trust Board meeting.
2010/115 | All Board members to advise their
availability to the Director of Nursing’s ALL 30.4.11 30.4.11
Office.
Interim Chair ......................
Date .oooiiiiiiii

Trust Board Meeting (Part 1) 29 March 2011




Barking, Havering and Redbridge NHS
University Hospitals

NHS Trust
EXECUTIVE SUMMARY

TITLE: BOARD/GROUP/COMMITTEE:

Interim Chair & Chief Executive’s Report Trust Board

1. PURPOSE: REVIEWED BY (BOARD/COMMITTEE) and DATE:
OPEQ ..o 0 STRATEGY......ccceerernnen

To keep the Board informed of topical, legal and | | gyaNcE ................ =-\V] 5] (T

regulatory issues. To also update the Board on

National and Local News/Issues. 0 CLINICAL GOVERNANCE ..........ovveeeeeeeeeenerenneens
0 CHARITABLE FUNDS ........covviiiiieeeeeeeeeeeneeenenees
0 TRUST BOARD .....oooeniiieeeeiieeeeesnneeeesneesnnneeeens
0 REMUNERATION ......ooviiiiiiieeeeiieeeeesieeeeesee e
OOTHER ... (please specify)

2. DECISION REQUIRED: CATEGORY:

o NATIONAL TARGET o CNST

o CQC REGISTRATION o HEALTH & SAFETY

o ASSURANCE FRAMEWORK

o CQUIN/TARGET FROM COMMISSIONERS

o CORPORATE OBJECTIVE .........ceiiiiiiiiiiiiciene

The Trust Board is asked to note the report.

0 OTHER ..o (please specify)

AUTHOR/PRESENTER: Averil Dongworth

DATE: 4 May 2011

3. FINANCIAL IMPLICATIONS/IMPACT ON CURRENT FORECAST:

None.

4. DELIVERABLES

N/A

5. KEY PERFORMANCE INDICATORS

N/A

AGREED AT MEETING | DATE:
OR

REFERRED TO: DATE:

REVIEW DATE (if applicable)




Barking, Havering and Redbridge NHS|
University Hospitals

NHS Trust
REPORT TO: Trust Board
REPORT FROM: Chief Executive
DATE: 3 May 2011
SUBJECT: INTERIM CHAIR & CHIEF EXECUTIVE'S REPORT
FOR: Information
1. INTRODUCTION

This report contains a summary of:
¢ Actions taken under emergency powers
e Executive decisions
e National Issues/News
e Local Issues/News

RECOMMENDATION

The Board is asked to note this report.

ACTIONS TAKEN UNDER EMERGENCY POWERS

No actions have been taken by the Interim Chair or Chief Executive acting
under emergency powers.

EXECUTIVE DECISIONS

The Trust Executive have been meeting on a weekly basis and have
reviewed and inputted into several reports prior to their submission to the

Trust Board, such as the Integrated Performance Report, Operating Plan
2011/12 Update, Emergency Care Update, Capital Programme 2011/12

Update, Draft Quality Account 2010/11 and the Annual Accounts for

2010/11.
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5. NATIONAL ISSUES/NEWS

Quarter 3 Published:

A round-up of NHS quality and financial performance between October
and December 2010 has been published. The Quarter is published four
times a year and provides an update on NHS finances and progress
towards meeting key NHS priorities.

The Quarter 3 report shows that the NHS has improved its quality of
service in a number of areas, including breast and bowel cancer screening
rates. It also highlights areas where the NHS needs to deliver further
improvements, including uptake of HPV vaccine among girls aged 12-13.
The report, including relevant areas of strength and weakness can be
found on -
http://www.dh.gov.uk/en/Publicationsandstatistics/PublicationsPoliocyAnd
Guidance/DH _ 125284.

Health Visitor Recruitment Drive Begins:

The Department of Health has announced the start of a recruitment drive
to increase the number of health visitors. The Government is committed
to recruiting 4,200 more health visitors by 2015, including encouraging
former health visitors to return to the service. Further recruitment activity
will begin later in the year.

Making Quality Your Business: A guide to the right to provide

The right to provide enables staff working in health and social care to
develop staff led enterprises to deliver more flexible and responsive
services and have ownership and real influence in the way the service
develops. How the right to provide applies to different NHS and social
care organisations is described in a new guide, which has been launched
by the Secretary of State for Health.
www.dh.gov.uk/en/Publicationsandstatistics/PublicationsPolicyAndGuidan
ce/DH_125578.

HealthWatch Transition Plan:

The Secretary of State for Health launched the HealthWatch Transition
Plan at the Voice11 Conference on the 30 March. Aimed at local
involvement networks (LINks) and Local Authorities, it contains
information to help prepare for the introduction of HealthWatch from April
2012 (subject to Parliamentary approval).

Government Launches NHS Listening Exercise:

The Government has taken the opportunity of a natural break in the
passage of the Health & Social Care bill to engage with patients, the
public and health professionals on NHS Modernisation. The Prime
Minister said that “this listening exercise was a genuine chance to make a
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difference”. The Secretary of State for Health said that “it was a chance to
pause, listen, reflect and improve”.

The principles of clinical-led commissioning and of greater involvement of
local government are clear. Engagement over the coming weeks will
focus on choice and competition to improve quality, public accountability
and patient involvement, education and training, and advice from
healthcare professionals to improve patient care. Further information
available on http://healthandcare.dh.gov.uk

Fourth Cohort of GP Pathfinders Announced:

The Secretary of State for Health has announced the latest groups of GPs
to take on commissioning responsibilities. There are now 220 GP
pathfinders covering almost 90% of the country and 45.7m people. The
groups will work together to help manage local budgets and purchase
services for patients directly with other NHS colleagues and Local
Authorities.

Link: www.dh.gov.uk/en/MediaCentre/Pressreleases/DH_ 125775

Government response to Consultation on the Cancer Drugs Fund:
The Department of Health published the Government’s response to the
Consultation on the Cancer Drugs Fund on 1 April 2011, alongside the
launch of the Cancer Drugs Fund. Guidance to support the operation of
the Fund in 2011/12 was published on the 23 March 2011.
www.dh.gov.uk/en/Consultations/Responsestoconsultations/DH_125683

Foundation Trust Board Development Tool:

The Board Development Tool (BDT) developed specifically for Foundation
Trusts by the NHS Institute for Innovation and Improvement, in
consultation with a range of stakeholders and NHS organisations, uses a
new model to establish board effectiveness, focussing on three core tasks
and the key enablers needed to perform them. In addition, the BDP adds
an external perspective, and covers engagement with staff and governors.
www.institute.nhs.uk/building _capability/general/board _development_tool.
html

Equity and Excellence: Liberating the NHS — Managing the
Transition:

Sir David Nicholson published his latest transition letter to NHS staff in
early April. The letter reiterates delivery commitments, updates on
transition activity, and provides further information on the listening
exercise. For further information go to:
www.dh.gov.uk/en/Publicationsandstatistics/L ettersandcirculars/Dearcolle
agueletters/DH_126024

Extension of mandatory surveillance to E.Coli bloodstream infections:
A letter from Sally Davies and David Flory explains that the Department of
Health is introducing a mandatory requirement for all NHS Acute Trusts to
report E. coli bloodstream infections diagnosed after 1 June 2011. To
support organisations in making these returns, Health Protection Agency
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guidance and information on data input and definitions will be made
available by the end of May.

National One Week prevalence audit of MRSA screening:

The Department of Health has commissioned the Royal Free/University
College London (UCL) and the Health Protection Agency to carry out an
independent review of the National MRSA screening programme. A
National voluntary audit of MRSA screening will take place in the week of
9 -15 May 2011. It will look at the implementation, clinical and cost-
effectiveness and impact on patient management of MRSA screening,
with the aim of helping the NHS achieve real patient benefits from
screening that are appropriate to local circumstances.
http://idrn.org/audit.php

6. LOCAL ISSUES/NEWS

Trust Board Meetings:

It has been agreed, following consultation with Board members, that the
dates of the Trust Board meetings for the remainder of 2011/12 will be
moved from the last week of every month to the first week of the month.
The proposed dates are optimum in terms of quality of data and fit the
data cycle for the Trust. Non-Executive Directors’ who Chair Board
Committees will be reviewing the meeting dates for their particular
Committees, to ensure they are aligned to the revised schedule for Trust
Board meetings (attached).

Care Quality Commission Registration Conditions:

The Trust has received confirmatory letters from the Care Quality
Commission that following their assessment, the registration conditions
relating to staff receiving resuscitation training, and staff employed by the
Trust receiving an appraisal within a 12 month period, have been
removed.

Independent Reconfiguration Panel (IRP):

The finalised schedule for the IRP has now been received, with the formal
site visits to Queen’s and King George Hospitals arranged for Wednesday,
11 May and the two Evidence Sessions on the 26 and 27 May 2011.

New Non-Executive Director:
With the resignation of Mrs Barbara Liggins effective from the end of June
2011, the Interim Chair has arranged for the Appointments Commission to

advertise for her replacement. The vacancy will appear on the
Appointments Commission’s website from 5 May, with interviews on the 7
June 2011.
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Patient Environment Action Team Assessments 2011:

The Trust recently received the PEAT Results 2011 for environment, food
and privacy and dignity for King George and Queen’s Hospitals from the
National Patient Safety Agency as follows:-

. Environment Food Score Privacy & Dignity
Site Name Score Score
King George Hospital Good Excellent Good
Queen's Hospital Good Excellent Good

Change of Name for Clinical Support Services Division:

The Board is asked to support the proposal to change the name of the
Clinical Support Services Division to the Cancer, Diagnostics and
Therapeutics Division with effect from 1 June 2011. If agreed,
arrangements will be made for a communications to be sent out to the
organisation.

Care Quality Commission:

Between the 29 March and the 8 April, the Care Quality Commission
(CQC) attended both Queen’s and King George Hospitals on
unannounced visits involving a variety of inspectors and experts in their
field. The topics reviewed were:-

General care

Information given to patients
Discharge

Pressure damage

A&E

Nutrition

Medicines management
Staffing

Health records

Elderly care

The Trust is awaiting receipt of the formal reports from these visits.

BHRUT Site Visits:

The Interim Chair and the Chief Executive have been involved in several
site visits over the last few weeks, including one from the Chair of NHS
London, the Chair of ONEL Sector and the Chief Nurse from NHS London
who visited the Trust’s Maternity Services and Neurosciences Department
at Queen’s. The ONEL Sector Chair also revisited last week to tour A&E
and Cancer at Queen’s Hospital.  Margaret Hodge MP visited King
George Hospital last week and toured the A&E Department with the Chief
Executive.
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TRUST BOARD MEETINGS 2011

Meetings in bold will be Public Trust Board meetings
All other meetings will be Informal Seminars.

Tuesday, 25 January

Tuesday, 22 February

Tuesday, 29 March

Wednesday, 18 May

Wednesday, 6 July

Wednesday, 3 August

Wednesday, 7 September

Wednesday, 5 October

Wednesday, 2 November

Wednesday, 7 December

Barking, Havering and Redbridge NHS|

University Hospitals

1.00 pm - 5.00 pm

1.00 pm — 5.00 pm

1.00 pm - 5.00 pm

APRIL CANCELLED

1.00 pm - 5.00 pm

1.00 pm - 5.00 pm

1.00 pm - 5.00 pm

1.00 pm - 5.00 pm

1.00 pm — 5.00 pm

1.00 pm - 5.00 pm

1.00 pm - 5.00 pm

NHS Trust

Board Room
Queen’s Hospital

Board Room
Queen’s Hospital

Lecture Theatre

James Fawcett Education
Centre

King George Hospital

Board Room
Queen’s Hospital

Board Room
Queen’s Hospital

Board Room
Queen’s Hospital

Board Room
Queen’s Hospital

Board Room
Queen’s Hospital

Board Room
Queen’s Hospital

Board Room
Queen’s Hospital



Barking, Havering and Redbridge NHS

University Hospitals
NHS Trust

EXECUTIVE SUMMARY

TITLE:

BOARD/GROUP/COMMITTEE:

Health4NEL Update

Trust Board

1. PURPOSE:

REVIEWED BY (BOARD/COMMITTEE) and DATE:

The schedule of the Independent Reconfiguration
Panel (IRP) is now known and is summarised below.

The IRP will have 8 panel members and a Chair,
supported by review managers. The Chair is Peter
Barrett (who is Chair of Nottingham University
Hospitals NHS Trust and a former GP).

IRP familiarisation visits to all acute hospital Trusts,
took place on the 19 and 26 April.

IRP formal site visits to the acute hospital Trusts
take place on 10 — 12 May and form part of the
panel’s evidence gathering.

Indicative timeline for IRP Process:

e Formal site visits: 10 — 12 May 2011

e NHS evidence sessions: 26 and 27 May

e Oral evidence sessions with OSCs, MPs and
opportunities for members of the public and staff
to speak with the IRP: June 2011

e IRP report writing: July 2011

NHS oral evidence sessions are scheduled for 23 —
25 May. BHRUT staff who have been asked to
present are as follows:

- Averil Dongworth, Chief Executive

- Dave Wragg, Director of Finance

- Stephen Burgess, Acting Medical Director

- Magda Smith, Divisional Director: Medicine and
Emergency Care

- Carol Drummond, Divisional Director: Women and
Children

- Richard Howard, Medical Director: Women and
Children

The co-ordination of the Health4NEL response to the
IRP is being undertaken by the Health4NEL team
that in turn is part of ONEL sector. They are also
preparing the written evidence that is submitted to
the IRP. BHRUT is a participant in that process but
to date has not been asked to submit any written
evidence to the IRP.

STRATEGY......ccceuuveenes
o AUDIT ..............e.

o QUALITY AND STRATEGY ........ccoiiiiiiiiiiiiniiinnns
0 CHARITABLE FUNDS ........c.ccciiiiiiiiin s
0 TRUST BOARD ......cccoovniiiiiiiiiieneeaee
o REMUNERATION
OOTHER ...,




Internal briefing papers have been prepared for
BHRUT participants covering the following:

e Summary of Health4NEL pre-consultation
business case
Activity and bed modelling within Health4NEL
and BHRUT’s proposed bed programme

e Recruitment and Workforce issues

e Financial modelling relating to Health4NEL

e BHRUT formal response to the Health4NEL
business case

2. DECISION REQUIRED:

CATEGORY:

The Trust Board is asked to note this paper.

o NATIONAL TARGET CNST

o CQC REGISTRATION o HEALTH & SAFETY

o ASSURANCE FRAMEWORK

o CQUIN/TARGET FROM COMMISSIONERS

0 CORPORATE OBJECTIVE ......ccoeuiiiiiiiecece e
0 OTHER .....cccoveieieieeene (please specify)

AUTHOR/PRESENTER:
Robert Royce, Director of Strategy

DATE: 02 May 2011

3. FINANCIAL IMPLICATIONS/IMPACT ON CURRENT FORECAST:

NA

4. DELIVERABLES

NA

5. KEY PERFORMANCE INDICATORS

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

REVIEW DATE (if applicable)




Barking, Havering and Redbridge NHS

University Hospitals
NHS Trust

EXECUTIVE SUMMARY

TITLE:

BOARD/GROUP/COMMITTEE:

Board Assurance Framework Q4. (Jan-Mar 2011)

Trust Board

1. PURPOSE:

REVIEWED BY (BOARD/COMMITTEE) and DATE:

The Board Assurance Framework (BAF) containing the
extreme risks for Quarter 4 is attached for Trust Board
consideration.

The overview chart provides an “at a glance” position
statement of changes that have occurred in relation to the
Q3 position.

The BAF highlights the extreme risks faced by the Trust
which threaten the meeting of the Trust agreed objectives
and the controls in place to mitigate those risks.

Whilst the trajectory for MRSA bacteraemia was breached
for 2010/11 a new trajectory of a minimum of 8 reportable
cases has been set for 2011/12. All actions to reduce the
risk of patients experiencing hospital acquired MRSA
bacteraemia are in place and monitored rigorously.

The additional item added to the BAF is that of reputational
risk which has been risk assessed as extreme — major
following national media and MP interest in the Trust.

o STRATEGY......ccooeeuuennnee
o FINANCE ................. XAUDIT ...
o CLINICAL GOVERNANCE ...,
0 CHARITABLE FUNDS ..o,
OTRUST BOARD ....ocviieiiiei e e
o REMUNERATION .......coooiiiiiiiiiiii
OOTHER ...

2. DECISION REQUIRED:

CATEGORY:

The Trust Board is asked to review the BAF and note the
controls in place to mitigate the extreme risks to the Trust
meeting its objectives

o NATIONAL TARGET o CNST

x CQC REGISTRATION o HEALTH & SAFETY

X ASSURANCE FRAMEWORK

o CQUIN/TARGET FROM COMMISSIONERS

0 CORPORATE OBJECTIVE .....c.cooviieiiieiininneenene
0 OTHER ... (please specify)

AUTHOR/PRESENTER: Stephen Burgess

DATE: 6™ May 2011

3. FINANCIAL IMPLICATIONS/IMPACT ON CURRENT FORECAST:

As described in the action plans.

4. DELIVERABLES

As described in the action plans.

5. KEY PERFORMANCE INDICATORS

As described in the action plans.

AGREED AT
OR
REFERRED TO:

MEETING

DATE:

DATE:

REVIEW DATE (if applicable)




Barking, Havering and Redbridge NHS |

University Hospitals

MNHS Trust
Board Assurance Framework 2010/2011

Including Extreme Risks from the Trust Risk Register
Quarter 4 January - March 2011
The Board Assurance Framework identifies all the Trust’s principal objectives within its five ambitions:- Productivity, Efficiency, Quality, Strategy
and Leadership

It also describes the risks which present a major threat to achievement of any of the objectives and are not well controlled.

Those risks are identified initially through review of the objectives themselves. Alternatively they may initially be identified by Divisions as
operational risks.

All significant risks whether to the objectives or otherwise are also described on the Trust Risk Register.

The Framework and the Risk Register will provide confirmation that there are action plans to put in place controls for the risks they contain and that
there is assurance that plans and controls are robust.

Those risks which present a major threat to any of the objectives and are not well controlled are defined and graded as Extreme (red). By definition
all the Trust’s Extreme risks appear on the Framework. Each has an action plan attached.

Significant risks which require high level attention but do not present a major threat to any of the objectives are defined and graded as High
(orange) and are described on the Risk Register but not on the Framework. Oversight of their control and assurance is allocated to the responsible
Division.

Extreme risks that threaten any of the objectives but which then become better controlled will be downgraded to High and will be relegated from the
Framework to the Risk Register alone and oversight of their control will be allocated to the responsible Division.

The Framework will be reviewed by the Audit Committee at each meeting and by the Board 6 monthly.

For all objectives which are threatened by risks that are High (orange) but not Extreme (red), for ease of reference those High risks are noted on
the Framework’s summary sheet, but not fully described

Board Assurance Framework Quarter 4 January - March 2011 1



Overview of the Trust Objectives:

Cost Control

Emergency Medicine Improverment

Mortality

Red Not Assured, Amber Partially Assured, Green Fully Assured

Health 4 NEL Clinical Networks

CQC Registration
Conditions

ICT Services

Patient Safety

Estate Rationalisation

Length of Stay Workforce Planning
Cancer Waits Financial Governance
18 Week Target Income Maximisation

Patient Satisfaction

36

36

Reputation

Diagnostics Services Training

Health & Safety

36

48

Contract Management

Infection Control Targets

32
Colposcopy Services o
(Dignostics) Resuscitation |51 4g
Information Choose and T80 Services
Book 40| 48 36
Maternity 48

Endoscopy Service

Safeguarding Service

Maintain CNST Level 1

Information Governance

4

48
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outcomes

Objective 1.0 Productivity - The Productivity framework ensures systems and services are robust and supports clinical standards and improved patient experience and

Risk 126 - Red Extreme

Emergency Medicine Service Improvement:
Non delivery of 4 hour target to achieve
98% of patients seen and treated in 4
hours.

Poor rating for the annual health check
Poor patient experience.

resources efficiently and effectively.

Principal Objective 1.1 Emergency Medicine— To ensure KPIs are met
Lead — Divisional Director for Medicine - Source: PEQ

Increase flexible bed availability to
reduce patients staying within the A &
E department more than 4 hours
Maintain improved resilience within
the A & E systems and throughput to
the MAAU

e SRO-NM/MS/SS

Emergency care task
force in place to mitigate
the ongoing non delivery
of the 4 hour target
Monitored by PEQ

Ongoing
See Service
improvement plan

Paper presented to Trust Board
March 2011 by Director of
Performance and Planning on
Emergency Care and trajectory for
NHS London plus Emergency
Care Taskforce demonstrates
progress to achieve 98% of
patients seen and treated in 4
hours

Objective 2 Efficiency - In conjunction with the productivity framework the efficiency programme drives forward the changes to transform services to patients and manage

Lead — Director of Finance - Source: PEQ

Risk 104 — Red Extreme

Failure in financial management and
budgetary control, including expenditure
restrictions, leading to supply chain
disruption

Principal Objective 2.1 Cost Control/Improvement as part of the Turnaround Programme

Budget statements.

Finance reports, Vacancy Panel
Procurement Control, Oracle
Revised financial reporting and
management framework established
Finance Programme Management
Committee to be established at
November Board

Planned outturn for 2010/11 now
agreed with SHA - £19.5m deficit
before impairment Under constant
review by PEQ, Finance Programme
Management Committee and Board.
Establish a Workforce Committee to
deliver Workforce Programme

e  SRO DW - All Divisional
Managers

Healthcare Commission
Audit Commission
Parkhill, Internal Audit
Programme

Payroll Audit

External audit, review
Run rate analysis
Purchase order
compliance

Finance team structure
and appointment to posts

Contributing factors
include: Partial failure of
LoS programme, some
due to DoCs Partial
failure of workforce cost
reduction due in large
part to demand
management, failure by
commissioners to fully
fund activity

Under constant review by PEQ
and Finance Committee
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Lead — Director of Finance - Source PEQ

Principal Objective 2.4 Income Maximisation as part of the Turnaround Programme

Extreme Red Risk 105

Achieve Financial Target: Turnaround
programme and cost improvement - Failure
to deliver turnaround efficiency programme
leaves Trust vulnerable to reputational
damage

Programme management controls
CIP built into budgets at £37m gross,
£34m net. Currently risk assessed
position stands at £6m, with extra
pressures of £4m

Under constant review by PEQ

e  SRO -DW - All Divisional
Managers

Contributing factors
include: Partial failure of
LoS programme, some
due to DoCs Partial
failure of workforce cost
reduction due in large
part to demand
management, failure by
commissioners to fully
fund activity

Under constant review

Objective 3 - Quality - Ensures that BHURT has clear accountability arrangements for the delivery of clinical standards, operational and financial targets

Child Protection Training, Nurse Mandatory Training, Treatment Rooms (Queen’s only)
Lead - Director of Clinical Governance — Source: S4BH

Principal Objective 3.2 CQC Registration - Conditions:- Resuscitation Training, Appraisal for all staff, Discharge Planning, Pressure Damage Staffing Levels (Maternity & Nursing)

Extreme Red Risk 263 Full action plan in place, monitored
Unannounced visits from CQC resulted in by PEQ, NHSL and ONEL.
warning notices being issued to Queen's

Maternity Services resulted in high levels of .
media attention resulting in:

Extreme Damage to reputation.

Demoralisation of staff. Loss of confidence

by patients and stake- holders in ability to

deliver safe maternity services. Potential

reflection in recruitment and retention.

SB/CD

Audit trail to be
established to
monitor compliance
and implementation

Improvements are being
implemented to ensure all
Warning Notices
requirements are being
addressed.

Timed, RAG-rated action plan
monitored daily.

Lead — Head of Infection Control - Source: PEQ

Objective 3.6 Infection Control Targets — To achieve and maintain Infection Control Targets

Extreme Red Risk 259

Extreme Failure to achieve MRSA
Bactereamia Targets. Trust 2010/2011
Trajectory breached (allowed 11, actual 13)
clinical procedures such as Insertion & care
of peripheral central / arterial lines / urinary
catheters blood culture collection
procedure Introduction of Hospital acquired .
infection via the blood stream resulting in

sepsis and deaths.

Review of clinical procedures and
associated equipment required to
minimise risk of infection. Review of
training of healthcare workers
undertaking the clinical procedures
as listed above.

SRO — DCW/Divisional Nurse
Directors

Trust wide action plan
insitu and will be
reviewed at Infection
Control Committee

New trajectory in place for
2011/12 of no more than 8 MRSA
bacteraemias.

Board Assurance Framework Quarter 4 January - March 2011



Objective 4.0 - Strategy — Leads on the development of BHRUT’s overall strategy achieving the optimum disposition of services for patient care.

Principal Objective 4.4 Reputation — To maintain public, stakeholder and staff confidence in the Trust’s ability to deliver high quality services

Lead — Director of Communications - Source: PEQ

Extreme Red Risk 258
Public perception and confidence in
services and care. Staff morale.

Promotion of positive outcomes /
service / developments /
achievements etc.

Stakeholder confidence and support of Improving relationships with
future service development and stakeholders / commissioners /
commissioning. Impact on future service media.

change e.g. Health4NEL. Recruitment and

retention of staff, particularly clinical. e SRO - 1S/ Divisional Teams

National media coverage. MP interest.

Communications
Department informed
of high level risk
issues for media
management.

Board Assurance Framework Quarter 4 January - March 2011




Barking, Havering and Redbridge NHS
University Hospitals

NHS Trust
EXECUTIVE SUMMARY

TITLE: BOARD/GROUP/COMMITTEE:
Maternity services — CQC report Trust Board
1. PURPOSE: REVIEWED BY (BOARD/COMMITTEE) and DATE:

OPEQ..ccoiiieieeeeee, 0 STRATEGY.....ccceeevuvennnne.
The attached paper summarises the key findings 5 FINANCE ......coneo...... 5 AUDIT oo
following the CQC and an update on the progress
that the department has made |n address|ng the 0 CLINICAL GOVERNANCE ... ecieeae e
concerns raised. 0 CHARITABLE FUNDS ......ccvceveuieeicaieieee e v i
The CQC has issued the Trust with 2 warnings 0 TRUST BOARD ...coeoeeeeeeeeeeee s ee e ees e ene e
where they had major concerns in relation to;

. 0 REMUNERATION ...t een e
o Staffing
OOTHER ..., (please specify)

e Care and welfare of women.

There were also 3 moderate concerns raised in
relation to:

o Women not being involved in the care,
treatment and support they receive.

e Training and supervision of staff
e Accuracy and security of notes.

Since the initial draft report that was received the
Trust has been able to reassure CQC over the major
concerns that it originally had about equipment. This
has now been downgraded to a minor concern for;

o Appropriate levels of equipment being in
place, in working order and regular checks
being carried out.

The maternity services, in partnership with ONEL
has developed an action plan to address the
concerns raised by the CQC and ultimately to ensure
the delivery and maintenance of safe, high quality
maternity services within BHRUT.

The action plan will evolve as the performance
management process beds in. On a weekly basis the
maternity taskforce, chaired by the Divisional
Director will ensure actions are on track. On a
fortnightly basis there will then be a joint meeting
between ONEL and BHRUT to review the agreed
key performance indicators and progress against
them.

The monthly maternity dashboard has been adapted
to support the monitoring the of the overall action
plan and to provide a tool by which the success of
the actions taken can be monitored. The scorecard
has been agreed by ONEL performance team.

The Trust Board are asked to note the progress that
has been made in relation to key elements of the
action plan, which include;

e The recent success in midwifery recruitment

e The increase to the staffing levels in key
areas, especially the Queens LW.




e The reduction in deliveries happening
unavoidable outside of the labour ward
environment.

e The establishment of an improved maternity
triage system.

e The improved security of women'’s records
within the maternity unit.

The ability of maternity services to meet current
demand, particularly at Queens has been difficult,
but the maternity service has reviewed the number
and case mix of women delivering at KGH and
recent changes have seen a redirection of some
women, in accordance with the current KGH delivery
criteria, back to KGH to ease the pressure on
Queens.

CATEGORY:

Attachments.
Trust briefing.

Maternity Action Plan — please note this plan is
updated weekly, attached version current for 9.5.11.
Actions are still being developed in partnership with
ONEL to ensure plan captures the requirements of
the service as a whole.

Maternity scorecard — This is the version that has

o NATIONAL TARGET o CNST

o CQC REGISTRATION o HEALTH & SAFETY
o ASSURANCE FRAMEWORK

o CQUIN/TARGET FROM COMMISSIONERS

o CORPORATE OBJECTIVE
o OTHER

been formally agreed by ONEL on the 9.5.11, and

AUTHOR/PRESENTER: Carol Drummond

will be completed going forward.

DATE: 9.5.11

3. FINANCIAL IMPLICATIONS/IMPACT ON CURRENT FORECAST:

4 month cost pressure related to increased use of temporary staffing, whilst waiting for new recruits.

Increase to funded establishment by 24 wte to maintain 1:29 ratio based on 10/11 deliveries, part year effect.

4. DELIVERABLES

To ensure CQC conditions removed from maternity.

To ensure capacity meets demand

5. KEY PERFORMANCE INDICATORS

Scorecard attached, but key indicators include:
Reduction in complaints

Improved 1:1 care in labour

Reduction in midwifery vacancies

Reduction in temporary staff spend

Reduction in serious clinical incidents and near misses

Maintenance of 1:29 midwife to birth ratio

AGREED AT
OR
REFERRED TO:

MEETING

DATE:

DATE:

REVIEW DATE (if applicable)




Barking, Havering and Redbridge INHS|

University Hospitals
NHS Trust

Care Quality Commission findings into Maternity Services at BHRUT
Trust Board Briefing

Aim
The purpose of this paper is to update the Trust Board on the findings of the CQC
report and the progress to date against the actions taken in response to this.

Introduction
After 3 unannounced and 1 announced visit to maternity services at Queens
hospital, the CQC issued 3 warning notices where there were major concerns over
safety of women receiving care at Queens hospital. In addition there were also 3
moderate concerns. Following discussions with the Trust Board the final report from
CQC has downgraded the original major concern in relation to equipment to a minor
concern. Therefore the 2 remaining major concerns are:

e Staffing

e Care and Welfare of women.

The maternity service in partnership with ONEL has agreed and signed off the
attached scorecard to monitor the effectiveness of the action plan, which will evolve
in greater detail over the coming weeks as systems and processes are developed
and refined.

Progress to date — detail contained with action plan
The following are some of the key elements of the action plan that have been
achieved to date:
e Midwifery staffing in terms of recruitment and staffing levels for the Queens
labour ward, postnatal ward and antenatal ward.
e Introduction of new triage system for women, which combines a telephone
and face to face system.
e Daily checks of resuscitation equipment has significantly improved.
e Working with and involvement of local women to ensure plans are appropriate
from a woman’s perspective.
e Improved use of KGH capacity to reduce demand on Queens labour ward.

Challenges to delivery of action plan
As with any significant programme of change there are challenges which need to be
overcome to ensure successful delivery. These include:
e The medical workforce numbers require review to ensure senior presence
available for key areas outside of the labour ward area.
e The leadership ability of senior midwives within ward areas on a day to day
basis need to be developed.
e The increasing birth rate and the better utilisation of current capacity.
e The development of the skills and knowledge of the current midwifery
workforce to take forward new models of care.

Interim Chairman: Mr Edwin Doyle
Chief Executive: Averil Dongworth




Summary.

The ultimate goal for maternity services at BHRUT is to provide safe, high quality
care for all women and their families. Whilst progress against the action plan has
been made, it is recognised by the service that there remain significant challenges to
overcome to ensure that progress is sustainable and all actions are fully achieved.

The service is working in partnership with all key stakeholders to ensure the
approach taken is collaborative and transparent to all.



Barking, Havering and Redbridge University Hospitals NHS Trust

Maternity Action Plan - updated 20.4.11

CQC Major Concerns
Outcome 13

To ensure that at all times, there
are sufficient numbers of
qualified, skilled and experienced
persons employed to ensure
women are safe and their needs

met.

To actively recruit to all current midwifery and nursing vacancies within the

Recruitment has taken place in Italy and
Ireland. 50 appointments have been made
for midwives and 8 for nurses.

: ) ’ . . ; 1.7.11 Until new recruits commence there is a
department, working with agreed recruitment companies and incorporating sL potential risk that not all those recruited wil
countries outside England. commence. Therefore the team are

o . continuing to recruit midwives and further
No: midwives in To ensure number of interviews planned for another 25 MWs on
post meets 1:29 midwives in post meets the 20.5.11
ratio the 1:29 ratio To appoint dedicated recruitment adminstration to ensure smooth process. 1.4.11/SL  |Completed
Completed - Advert out in May Journal for
consultant midwife and matron for LW. Good
To revamp national adverts to sell unit in more positive light. 7.3.11/SL  [response so far.
Recruit to all support worker vacancies 30.5.11/SL [Completed
Activity/income being analysed
30.5.11/CD |Interviews planned for further 25 in Ireland
Increase number of funded midwifery posts by 24 wte to maintain 1:29 20.5.11
To provide 1:1 care Increase staffing template for midwife numbers on labour ward 11.3.11/SL _[Completed-B&A utilised to fill rota
in labour. Target Ensure gaps on nursing rota in maternity HDU filled utilising B&A whilst waiting 11.3.11/SL  |Completed-B&A utilised to fill rota
>95% for new starters to commence
Increase midwife numbers on antenatal ward during day 7.3.11/SL  [Completed-B&A utilised to fill rota
Ir!crease midwife and support worker numbers on postnatal ward to support 7.311/SL  |Completed-B&A utilised to fill rota
discharge process
Behind schedule with plan
Dependent on strong sustained management
Emergency LSCS - currently not consistent within team.
undertaken within | To ensure appropriate Programme being developed to improve
graded time staffing levels on the Develop plan to reduce sickness in midwifery from 7.62% to 4% 1.4.11/SL__ [leadership skills of key members of staff.
antenatal, postnatal and Eletronic rostering will help this process-
labour ward at Queens  |Ensure rotas written and agreed a minimum 4 weeks in advance 14.3.11/SL |need clarity on timescales.
hospital Improve system for booking bank 14.4.11/SL |Completed
Completed - ensuring compliance will be
Improved patient 21.3.11/sL |challenging due to consistency in application
staisfaction with Agree template for IR1 information when reporting staffing issues, to of management processes. Reduction in
hospital based care incorporate impact of staff shortages number of IR1s apparent.
Review IR1s at weekly incident meeting and present trends to monthly risk 16.5.11/SL
No women management meeting " Awaiting first analysis
delivering

unavoidable outside
of LW environment




CQC Major Concerns

Outcome 13
Recruitment strategy to include CPD incentives for support to undertake 14.11/SL Awaiting confirmation re commissioned
masters and degree programmes o places for 11/12
L Lt~ g
designed to ensure support of education
i i i ifferi team
. T oncure miduives and Innedeudcstlc;?/:lIriceipl)tgcsrhl;irt)sr.)rogrammes to be designed to accomdate the differing 30.4.11/HR |pqditional posts funded by NHSL to
Masters and degree s - strengthen education team. Meeting planned
nurses within maternity ]
programmes. feel supported and have — - - - with NHSL 12.5.11
o the appropriate skills. Tc_) ensure mld_w_lfery ed_ucatlon team not in numbers and available to support 30.3.11/SL |Completed
Midwives feel midwives in clinical settings
confident to Explore ways to increase midwifery education team 30.5.11/CD |Potential for 2 additional posts from NHSL
practice in all Community midwives informed at local
clinical areas Complete TNA for community midwives 30.4.11/KH_[meeting, nent in progress
To ensure that at all times, there Commence programme of updating for community midwives 30.5.11/KH
are sufficient numbers of To update and ratify escalation policy in line with Pan London policy 18.4.11/SL [Completed
qualified, skilled and experienced [LAS aware of unit |To ensure escalation -
persons employed to ensure status policy fully implemented tea_lm wor_kl ng together to agree status on
women are safe and their needs ) ) ) daily basis. )
met. Establish workshops to implement policy 10.5.11/SL_ |Dates plannred for worksahops on both sites .
Friday 1700 - 2030
Difficulty in covering Friday at presence.
1.5.11/EQ | Adiitonal PA awarded to faciltate this cover.
Women are not Review job plans for consultants and vacancies to ensure medical cover more Further work needs to be undertaken to
kept waiting longer robust for OAU out of hours. clarify medical workforce requirements
than 2 hours for To ensure Obstetric 3 MTI posts funded. Working with RCOG.
medical opnion in  |cover at Queens Improve number of middle grade posts 30.7.11/EO |Recruitment due to commence by June for
OAU. appropriate for key areas. these posts.
To meet with anaesthetic department to agree plan 21.3.11/EO |Completed
senior anaesthetic . . . Anaesthetics re job planning, to have in
presence increased To improve out of hours To provide senior presence up to 2000hrs place by end of June.
f;ot;lsl:rfcxaargaethetlsts o 110 provide guidance on when to call consultant anaethetist 30.5.11/YS [consultaing on guidance at present.
CQC Major Concerns
Outcome 4
T . . . Information to be included on IR1 form
0 ensure women who use the Implement robust system for reporting and acting on delays to opening theatre 26.3.11/SL dtob itored K d trend
service experience effective, safe To ensure women are to establish root causes. e agreed fo be monflored weekly and rends
and appropriate care, treatment Emergency LSCS transferred to theatre Tnked 1o anacsihelic cover above presented at monthly risk meeting.
and support that meets the needs e within the graded time. = - . .
L performed within Recruitment to vacancies 80% complete,
and protects their rights. raded time To ensure nursing rota for HDU/Theatres achieved. 21.3.11/SL [utilising B&A in interim.




CQC Major Concerns
Outcome 4

Women receive

To ensure women

Linked to increase in staffing levels for labour ward

Need 1o draft survey 1o measure

complaints

support women in choices.

pain relief within 30 [receive pain relief without (5,rvey women to audit improvement 30.4.11/SL |improvement from woman's perspective.
minutes of request |delay.
Facilitate band 7 on labour ward being supernummary 11.3.11/SL [Completed
CUMPTCTCU. DTSTarnce monT TV V TCTTITamn TS art
issue. Decision taken to review over next 6
weeks, key actions identified to address
Implement antenatal ward policy in full some of outstanding issues. No deliveries on
To ensure women who use the antenatal ward since 6.3.11. Reduction in
service experience effective, safe delays for transfers to LW. However issues
and appropriate care, treatment 28.3.11/SL [highlighted over co ordination at times of LW.
and support that meets the needs ) To ensure unavoidable [Ward based training programme for antenatal midwives, to ensure all aware of 29.3.11/SA Programme needs to be repeated to ensure
and protects their rights. All women deliver |, .0 o iside of labour pathway ~ all staff have attended.
Wlth.m appropriate labour ward are Implement prospective audit system to ensure timely transfer of labouring 213.11/SA Completed- although less than before until
setting. prevented women o unit operates as a unit and not in silos
Completed - continuing support required to
develop the skills of the midwives working
Implement new triage system 21.3.11/BN |within area.
Obstetric rota being revamped to cover out of
4.4 11/BN hours. Mon - Thursday cover achieved. Still
work to be done to secure Friday and
Secure obstetric assessment unit process with medical cover weekend.
CQC Moderate Concerns
Outcome 1
Review completed. Reallocation delayed
80% of women until consultation completed.
receive continuity ) - 28.3.11/KH [Challenge will be discontinuation of historical
from a max of 2 To provide contlnw_ty of Review number of community midwives in each team and caseloads and make practices and willingness to take on a new
. care from community . o
community L changes to improve distribution of workload. approach.
L . midwives
midwives during
antenatal period. Complete consultation of working hours in community 30.5.11/KH |30 day consultation commenced.
. Agreed at MSLC on 24.3.11. Agreement
To ensure women and their reached to involve local members of the
families feel involved in the 3% homebirth rate Work with MSLC to review information currently given to women. 30.6.11/SL |LINKs.
decisions about their care and  {14/45 ) ... |Redesign information for women, including that related to services and choices Individual ward areas looking at local
have their privacy, dignity and - fo" "~ survey yvf"me”t_""re pg""'tdtf]d With 4t BHRUT. 30.7.11/SL_|[information.
i information about their - - —— - - -
independence respected. shows improved choices for care incl- Wor.k with community midwives to review how homebirths is offered as a real 30.4.11/KH |Outline community plan developed
provision of choice [homebirth. choice.
and information. Set target to achieve an incremental improvement to homebirth rates. 4.411/SL_ [3% set for 11/12
o I
40% reduction in Implement workshops for all maternity staff re communication and need to 30.5.11/SL |Discussions initiated with LSA and

agreement from MSLC lay chair to support

Women can be offered side room on Gynae.




CQC Moderate Concerns

Outcome 14

Alternative venue
available

Alternative location for
bereaved women outside
maternit

Identify alternative room for postnatal women post bereavement

14.3.11/SL

Alternative location for room identified and
being explored to improve environment
during delive

All Drs trained in

To ensure all doctors

To review training records for doctors to ensure compliance with training

All doctors trained on induction to Trust.
Attendance at weekly near miss meetings

CTG interpretation receive TG tra|r?|ng n requirements. 1.4.11/SC and mandatory training programme adds
line with local policy. ” . .
additional education. K2 in place.
To implement 'fresh eyes . o
To ensure that women are safe , ) ) Completed Continual monitoring needs to be
and that their care is provided by approach to CTG Band 7 on labour ward to implement CTG reviews. 14.3.11/BN implemented to ensure this is sustained
competent staff. TEVIEWS. — - - - -
Concerns highlighted in relation to improving
Ratio of 1:15in : LSA officer attending SOM meeting 6.4.11/BN__|communication across the service.
place for ;g:ﬂnstjrel\;grr'ect ratio of To date it has proved challenging to recruit
supervision. s to Midwives. To develop plan to improve recruitment of SOMs locally. 16.5.11/BN |new SOMs.
Team development for SOMs - 30.6.11/BN [Away day agreed for June
CQC Moderate Concerns
Outcome 21
80% of staff to have . - Completed- Working in partnership with
attendended To ensure all notes are Implement new approach to record keeping training. 30.1.11/HR Bond Solon. Exploring potential for specific
To ensure maternity records are |training. completed and signed
completed accurately and held Audit compliant with|accurately. Undertake multidisciplinary notes audit 30.5.11/BN |Bring forward yearly SOM records audit
securely to maintain record standards
confidentiality. To ensure records on Notes no longer left lying around. New notes
Notes secure wards are secure and Ensure all notes stored correctly on wards and staff made aware 14.3.11/SA |[trolleys, which can be locked ordered. Interim
confidential arrangements in place
CQC Minor Concerns
Outcome 11
To ensure that there is To ensure compliance Implement weekly audit of all resuscitaire equipments checks 11.3.11/SL |Completed - improvement noted
. . 100% compliance ) : p Band 7 in supernummary role to oversea daily checks and to be held Completed - leadership programme planned
appropriate levels of equipment with daily checking of ;
. ) . on safe to fly ) accountable 11.3.11/SL _|to support band 7 to develop skills
in place, in working order and equipment eg - - — -
. checks o . Ensure all staff are competent in the use of euipment and know the Framework developed. Monitoring will be
regular checks carried out. resuscitation equipment. . 30.4.11/SL :
maintenance process. challenging.
Overarching Objectives
Need to agree with MSLC who should attend
To work with user To ensure attendance at MSLC by key member of maternity team 30.5.11/CD [from maternity.
Women feel they representatives to ensure [ To establish stronger working relationships between maternity and local LINKs Initial contact made and introduction to
are provided with  |information is provided in [groups. 30.5.11/CD_[MSLC chair made.
relevant information [a format that is To include actions identified as part of walking the patch fed into overall plan 30.5.11/SL

make chioces.

acceptable to women and
provides appropriate




To ensure a robust

communication strategy with all

key stakeholders to facilitate
involvement in servcie
devlopments at all levels.

choices for their care.

Informal staff briefings and walkabouts

. . |To work with maternity Establish regular internal ward based meetings 16.5.11/CD [commenced by Divisional Director
Staff feel involved in - — - -
changes staff to ensure chapges Implement mechanisms for receiving feedback and the sharing of ideas across . . .
are owned and delivered |all grades of staff. 30.5.11/CD [Need to agree mechanism for doing this.
by them. Encourage and support locally delivered projects to deliver improvement. 30.5.11/CD [To be monitored via the taskforce
membership at meetings agreed. Dates
Fortnightly being planned in accordance with clinician
partership meeting |To ensure a partnership |Establish fortnightly meetings between maternity and ONEL 27.5.11/CD _|availability.
established and arrangement is Update action plan and scorecard following each meeting
attended by both established between Provide updates to respective boards on a monthly basis 30.5.11/CD

partners

providers and
commissioners




Organisation

Activity

Workforce

Maternal
Morbidty

Neonatal
morbidity

Mortality

Risk
Monitoring

Barking, Havering and Redbridge University Hospitals NHS Trust

MSLC Meeting MDT Attendance

Oof
On Target| Concern

79.99% -
50.01%

79.99%

Q21112

Q3 11112

Q41112

Nov-11

Feb-12

Maternity Risk management meeting MDT Attendance 80% 50.01% 55.30%)|
79.99% -

Serious Incident group - MDT Attendance 80% 50.01% 55-66%
79.99% -

Labour Ward Forum - MDT Attendance 80% 50.01%

Number of guidelines over due for review 5

Moderate Untoward Incidents 4

SuUls

0

Improved patient satisfaction

Complaints

Births Benchmarked to 9800 for 10/11

<4/mnth

Births in acute Queens LW setting target for Q3 11/12

<720 667 623] 684 647,
Births taking place at KGH <208 129] 123 133 116
idwife led births - TBC
Homebirths 3% 2%-2.9% 2% 2.80%
o of referrals | | | | 1103|1192 (52) 1166
No: of women booked - in total ( WXH) 1102, 1077, 1166
89.99% -
o: of women booked before 12 weeks and 6 days 90% 75.01% 89% 76%
o: in utero transfers 0 0 0 0
o: ex utero transfers 817 0 0 0 0
59.99% -
% of normal births >60% 40.01% 65%| 61.50%| 60.10%| 62.40%
12.01% -
Y%instrumental vaginal births 12% 14.99% 12.70%| 12.00%| 11.830%| 13.20%
23% -
Total % C section (planned and unplanned) <22.5% 25% 22.30% 23.90%
Emergecny LSC undertaken within graded time 100% 95%
% of Spontaneous Vaginal delivery with episiotomy |
% of women who receive pharmocological pain releif within 30 minutes 100%
% Induction of labour 14.90%| 14.96% 15%| 16.85%
% of women kept waiting longer than 2 hours for a medical opinion 0%

Diverts between the 2 units

98 hrs Q

98 hrs Q

98 hrs Q

98 hrs Q

98 hrs Q

weekly hours of consultant presence 40 hrs K 40 hrs K 40 hrs K 140 hrs K |40 hrs K
1:30 -
Midwife to birth ratio - funded 01:29 1:32 01:29.6] 01:29.6] 01:29.6
Number of midwifery vacancies (excl B&A usage) <8% (4% -7%
3.6% -
Staff sickness <3.5% 4.9% -
15.01 -
Supervisor to midwife ratio 01:15 19.99
95% -
1:1 care >95% 75.01%
79.99% -

Attendance at Training - mandatory.

>80%

75.01%

No of Doctors trained in CTG iinterpretation

Eclampsia

100%

'TU Admissions for obstetrics

Major Postpartum haemorrhage (2,500) (4,000)

Postpartum hysterectom

Meconium aspiration

Cases of HIE Grade 2 and 3

Unplanned admission to NICU at term longer
than 24 hours

Maternal deaths

N/A

N/A

Number of Intrapartum stillbirths

N/A

Number of inuterine deaths over 24 weeks

failed instrumental

0
0
3

4

N/A

0
0

Shoulder dystocia with brachial plexus damage N/A 0 (5SD) 0(7 SD) _|0(10)
1.51% -
3rd/4th degree tears 1.50% 249 1.10%| 1.70% 1.09%|
No of women delivering iunavoidabley outised the LW environment 0 1
74.99%-
resuscitaire audits >75% 70.01% 89%| 96.55% 100%




Averil Dongworth
Queen's Hospital
Rom Valley Way
Romford

Essex

RM7 0AG

20 April 2011

CARE STANDARDS ACT 2000 AS AMENDED BY THE HEALTH AND SOCIAL CARE
ACT 2003 — STATUTORY INSPECTION — Queen's Hospital — Rom Valley Way, ,
Romford, Essex, RM7 OAG

Dear Ms. Dongworth

Following the recent statutory inspection of Queens Hospital commencing on 17" January
2011, please find enclosed a copy of the finalised inspection report for your records.

This inspection report will shortly be released as a public document and will be available via
the Care Quality Commission website. You should make the report available on request to
clients/patients and to all interested parties. Please note that we will not now consider any
further comments relating to the factual accuracy of the report as the response time-scale for
such comments has now elapsed.

Thank you for your co-operation during the inspection process.

Yours sincerely

(Stin FOAES

RN
P

Authorised Signatory
For the Care Quality Commission

Job title;

INS024
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Barking, Havering and Redbridge University Hospitals

NHS Trust
Queen's Hospital

Region:

North East London

Location address:

Queen's Hospital,
Rom Valley Way
Romford

Essex
RM7 0AG

Type of service:

Acute NHS Trust

Date the review was completed:

20 April 2011

Overview of the service:

Queen’s Hospital, part of Barking, Havering and
Redbridge University Hospitals NHS Trust is
located in Romford and provides maternity
services for women, including women who have
high risk pregnancies.

Barking, Havering and Redbridge University
Hospitals NHS Trust has one of the largest
maternity services in the country.
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Summary of our findings
for the essential standards of quality and safety

What we found overall

We found that Queen’s hospital was not meeting one or more
essential standards. Improvements are needed

The summary below describes why we carried out the review, what we found and
any action required.

Why we carried out this review

We carried out this review because the trust had a registration condition around
staffing for maternity and midwifery services. During the review concerns were
identified in relation to:
e Respecting and involving people who use services
Care and welfare of people who use services
Safety, availability and suitability of equipment
Staffing
Supporting workers
Records

How we carried out this review
We reviewed all the information we hold about this provider, surveyed people who
use services, carried out visits on 17", 21%, 25" and 26" January 2011, talked to

people who use services, talked to staff, checked the provider’s records, and looked
at records of people who use services.

What people told us

We spoke to staff and patients during our visit at the hospital. Patients were generally
happy with the care they received whilst in hospital but concerns were raised about

Page 2 of 28



how busy the service was by patients and staff. One patient told us, “Staff kept
saying it's very busy, very busy and staff were not helpful. There were less staff on
labour, | asked if there were enough staff, they said, ‘no”. Another patient told us,
‘The service was excellent; the staff did what they said they would do. We were not
left alone, and staff reacted quickly to our needs'’.

Staff were very concerned that the service was, ‘stretched’ and this was supported by
other evidence we reviewed including incidents which had occurred in the maternity
unit, staffing rotas as well as other documentation.

What we found about the standards we reviewed and how well
Queen’s was meeting them for maternity and midwifery services

Outcome 1: People should be treated with respect, involved in discussions
about their care and treatment and able to influence how the service is run
Whilst some of the new mothers we spoke to were happy with the care they received
during labour, there is evidence that people who use services are not always
involved in the care, treatment and support they receive before, during and after
birth. We also found that mothers bereaved during or shortly after childbirth are not
given the option of staying on a different ward.

Overall, we found that improvements were needed for this essential standard.

Outcome 4: People should get safe and appropriate care that meets their needs
and supports their rights

Whilst some new mothers expressed their satisfaction with the care they received,
overall, we have concerns around the level of care provided.

Some patients have suffered delays in being transferred to labour ward, delays in
going to theatre, being left alone for long periods and some patients have not
received the pain relief they require.

Overall, we found that improvements were needed for this essential standard.

Outcome 11: People should be safe from harm from unsafe or unsuitable

equipment

Evidence provided demonstrated that equipment at Queen’s hospital maternity

department was not always available in sufficient quantities and that self checks

performed by the department were not always made in line with the required

frequency.

¢ Overall, we found that Queen’s hospital was meeting this essential standard but,
to maintain this, we suggested that some improvements were made.

Outcome 13: There should be enough members of staff to keep people safe
and meet their health and welfare needs

There are insufficient numbers of staff to ensure people who use the services are
safe and their health and welfare needs are met. We are therefore unable to remove
the compliance condition set at registration.
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Overall, we found that improvements were needed for this essential standard.

Outcome 14: Staff should be properly trained and supervised, and have the
chance to develop and improve their skills

The needs of people who use the services are not always being met by staff who
have attended relevant training sessions. Less than half of the obstetricians have
received training on interpreting CTG monitors and a ‘fresh eyes’ approach is not
followed by hospital staff. The midwife / supervisor ratio is too high and does not
conform to recommended levels.

e Overall, we found that improvements were needed for this essential standard.

Outcome 21: People’s personal records, including medical records, should be
accurate and kept safe and confidential

Whilst there was evidence of some good practice in completing records some
records did not contain all necessary information. Patient records were not always
stored securely.

e Overall, we found that improvements were needed for this essential standard.

Action we have asked the service to take

We have asked the provider to send us a report within 7 days of them receiving this
report, setting out the action they will take to improve. We will check to make sure
that the improvements have been made.

We have referred the concerns to Nursing and Midwifery Council and Strategic
Health Authority. We will check to make sure that improvements have been made.

Where we have concerns we have a range of enforcement powers we can use to
protect the safety and welfare of people who use this service. Any regulatory decision
that CQC takes is open to challenge by a registered person through a variety of
internal and external appeal processes. We will publish a further report on any action
we have taken.
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What we found
for each essential standard of quality
and safety we reviewed
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The following pages detail our findings and our regulatory judgement for each
essential standard and outcome that we reviewed, linked to specific regulated
activities where appropriate.

We will have reached one of the following judgements for each essential standard.

Compliant means that people who use services are experiencing the outcomes
relating to the essential standard.

A minor concern means that people who use services are safe but are not always
experiencing the outcomes relating to this essential standard.

A moderate concern means that people who use services are safe but are not
always experiencing the outcomes relating to this essential standard and there is an
impact on their health and wellbeing because of this.

A major concern means that people who use services are not experiencing the
outcomes relating to this essential standard and are not protected from unsafe or
inappropriate care, treatment and support.

Where we identify compliance, no further action is taken. Where we have concerns,
the most appropriate action is taken to ensure that the necessary improvements are
made. Where there are a number of concerns, we may look at them together to
decide the level of action to take.

More information about each of the outcomes can be found in the Guidance about
compliance: Essential standards of quality and safety.
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Outcome 1:
Respecting and involving people who use services

What the outcome says
This is what people who use services should expect.

People who use services:

e Understand the care, treatment and support choices available to them.

e Can express their views, so far as they are able to do so, and are involved in
making decisions about their care, treatment and support.

e Have their privacy, dignity and independence respected.

e Have their views and experiences taken into account in the way the service is
provided and delivered.

What we found

Our judgement

There are moderate concerns with outcome 1: Respecting and involving people
who use services in respect of maternity and midwifery services.

Our findings

What people who use the service experienced and told us

We spoke to some patients who were on the postnatal ward. Patients were
generally happy with the level of care they received during their time in hospital; one
patient and their partner told us, ‘The service was excellent; the staff did what they
said they would do. We were not left alone, and staff reacted quickly to our needs’.

However, patients were less satisfied with their level of involvement prior to coming
in to hospital. A number of patients told us that they saw different community
midwives at each appointment and one patient told us, ‘When 1 first got my red book
| had a phone number and a named midwife but saw her the first time and then
someone different every time’. Another patient told us, ‘I wanted a water birth and
decided this early, | had seen water births on the television but the midwife did not
talk about it

Other evidence

Before our visit we spoke to some key stakeholders, we also referred to the CQC
maternity survey published in December 2010. We found stakeholders had some
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concerns about the care being provided. The CQC survey also found the trust to be
performing worse than expected on some issues related to respecting and involving
people who use the services. The areas the hospital performed worse in included
but was not limited to, ‘not having a choice of home birth’, ‘not being involved in
decisions whilst in labour’ and *‘a lack of information and advice after giving birth’.

We spoke to community midwives who told us that they are separated into 14
teams. Each team has a mixture of midwives and midwife assistants. We were told
that pregnant women were assigned to a midwife but that in certain teams it was not
always possible for the midwife to see all of the pregnant women assigned to them
due to sickness / shortage of team members. Some of the midwives we spoke felt
they were not able to provide all the information and advice they would like to as the
clinics are very busy; this varied between teams.

Most of the patients we spoke to reported seeing a different community midwife for
each appointment; in general, they had not felt involved with their birth plan. One
patient mentioned that they had asked for details of antenatal classes on a few
occasions but had not been provided with the information.

Once at the hospital, the patients we spoke to felt they had been involved and
listened to.

There is a bereavement room on the postnatal ward. A teardrop is placed on the
door when occupied, making staff aware of the situation. We asked if a recently
bereaved patient has the option of staying in a room away from new mothers. We
were told that there is not an option for them to stay on a different ward.

Our judgement

Whilst some of the new mothers we spoke to were happy with the care they
received during labour, there is evidence that people who use services are not
always involved in the care, treatment and support they receive before, during and
after birth. We also found that mothers bereaved during or shortly after childbirth
are not given the option of staying on a different ward.
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Outcome 4:
Care and welfare of people who use services

What the outcome says
This is what people who use services should expect.
People who use services:

e Experience effective, safe and appropriate care, treatment and support that meets
their needs and protects their rights.

What we found

Our judgement

There are major concerns with outcome 4: Care and welfare of people who use
services in respect of maternity and midwifery services.

Our findings

What people who use the service experienced and told us

Most of the patients we spoke to were happy with the level of care they received
while in hospital. One patient told us, ‘I've been looked after really well’. Another
told us, ‘the midwife was very, very good’. One patient was happy with the care but
expressed concern at how busy the midwives were on the labour and postnatal
ward and said, ‘Staff kept saying it's very busy, very busy and staff were not helpful.
There were less staff on the labour ward, | asked if there were enough staff, they
said, ‘no”.

Other evidence

Before our visit we spoke to some key stakeholders, we also referred to the CQC
maternity survey. We found that stakeholders had some concerns about the care
being provided. The CQC survey also found the trust to be performing worse than
expected with a number of care issues including, but not limited to, delays in going
to theatre, pain relief and being left alone whilst in labour. But the survey found the
trust was better than expected for the time taken for patients to have stitches after
giving birth.

During the visit we spoke to staff on the antenatal, labour and postnatal wards and
they told us that when it is quiet they are able to give patients a good standard of
care but when it is busy, they are very ‘stretched’. One member of staff said, ‘it is
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like working on a conveyer belt’. Staff felt that as a result the level of care they
provided was sometimes compromised. Staff also told us that patients did not
always get the pain relief they needed during labour if the labour ward was
particularly busy. The concerns that staff raised with us were supported by the
incident report forms which had been completed during December 2010 and
January 2011. There were a range of incidents on the incident forms that related to
patient care these included significant delays in patients going to theatre or
receiving requested pain relief and babies being born in inappropriate locations.

We were told by staff on the postnatal and antenatal wards that they do not always
have time to complete incident report forms, and that when they do the information
is not used effectively by the trust to affect any positive change to the service.

We also found evidence of good practice. For example, one set of patient notes we
reviewed showed that the patient had received all the necessary care directly after
delivery of their baby.

We also found that there were sometimes delays in transferring patients who had
been on the antenatal ward to the labour ward. Women on the antenatal ward
should be transferred to the labour ward once they reached a certain stage of their
labour. Staff told us that due to shortages of staff and/ or beds on the labour ward
patients are often not transferred until they are in a very late stage of their labour
and that sometimes they give birth on the antenatal ward. The antenatal ward is
situated some distance away from the labour ward; a woman in labour would need
to be taken through public corridors to get there. Reported incidents demonstrated
that this is occurring. A record book had also recently been started by the antenatal
ward which keeps a log of women who are not always transferred to labour ward
when they are in an advanced stage of labour. A risk assessment by the trust was
completed to assess the risk of transferring the antenatal ward to its current location
prior to the move. One of the risks related to transferring distressed women in
labour from the antenatal to the labour ward. Given the evidence identified during
the visit, it does not appear that the risks are being adequately managed by the
trust.

One member of staff told us, ‘When we were in antenatal, in one week you could
have five deliveries’. We record this in incident forms but we don't always get the
time to report it’.

The hospital have not considered whether patients are at greater risk of having the
antenatal ward further away from the labour ward than having the low risk postnatal
ward further away from the labour ward.

We also asked the trust for some data on the number of women labouring on the
antenatal ward. The hospital responded by providing us with audit data that was
over 12 months old, there was no recent data available.

Some staff from all wards told us that because they are so busy they were not
always able to give patients the level of care they needed.
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High levels of activity were observed during one of the visits and it was clear that
staff were all working very hard.

Staff reported that there was only one paediatrician covering 39 patients on
postnatal as well as the patients on labour ward who had just delivered.

One member of staff told us, ‘there is a lot of discharging but it is hard to get hold of
the paediatrician, all patients want to go home but they have to wait’.

We were told by staff that there can be problems with beds because patients are not
being discharged in a timely manner. We were told this is because there is only
one paediatrician covering up to 39 patients on the postnatal ward and the
paediatrician needs to do all the baby checks before they can go home.

Staff told us that there used to be two separate postnatal wards but that they had
recently merged because the trust do not have enough paediatricians. One member
of staff told us this had made things a little better because the paediatrician is
located amongst all postnatal patients. Staff told us that discharging patients was
still an issue and that the hospital is working hard to improve this. One member of
staff thought it was better having the paediatrician on one ward.

We were told by the trust that funding has been identified to recruit staff to manage
and oversee patient flow but this post has not yet been recruited to.

Furthermore, from February 2011 the trust will be implementing a telephone triage
process to address unplanned attendances on the unit. The process will be
managed and run by experienced midwives from the labour ward. In addition two
single triage rooms have been identified so that on arrival in the unit women can be
seen and directed to receive the care needed at that time.

Another way the hospital is trying to improve the discharge process is by
introducing group discharges. New mothers have a talk about what to expect when
they get home with their new baby and, instead of having this talk on their own with
a midwife, there is now one midwife talking to groups of women who are ready to go
home. We were told new mothers can still ask for individual advice if they need it.

Our judgement

Some patients have suffered delays in being transferred to labour ward, delays in
going to theatre, being left alone for long periods and some patients have not
received the pain relief they require.
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Outcome 11:
Safety, availability and suitability of equipment

What the outcome says

This is what people should expect.

People who use services and people who work in or visit the premises:

e Are not at risk of harm from unsafe or unsuitable equipment (medical and non-

medical equipment, furnishings or fittings).
e Benefit from equipment that is comfortable and meets their needs.

What we found

Our judgement

There are minor concerns with outcome 11: Safety, availability and suitability of
equipment in respect of maternity and midwifery services.

Our findings

What people who use the service experienced and told us
People who use the services did not have any comments to make about equipment.

Other evidence

We spoke to staff, reviewed records of incidents that had been reported by
members of staff. We also made our own observations.

Staff on the labour ward were particularly concerned about availability of the CTG
monitors (a CTG monitor is used to monitor contractions and what effect the
contractions are having on the fetal heart pattern). They were also concerned about
the CTG monitors that were available. One member of staff on the labour ward
said, ‘there used to be a CTG machine in every room but there isn’'t any more.
Today | was looking after two ladies and | had no CTG machine’.

The trust provided evidence that there are sufficient numbers of CTG machines,
however, staff comments were supported by completed incident report forms which
reported that on occasions there were insufficient numbers of CTG machines and
ECG machines.

During our visit we made observations of the adult resuscitation equipment and the
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baby resuscitaires in order to assess the suitability and availability of some
equipment. We found that one of the resuscitaires on the postnatal ward had an
item of equipment missing; it had been recorded as missing the previous day and
had not been replaced. We did not find any other missing items but found that daily
checks to ensure equipment is in place are not being made consistently.

The hospital has included concerns around usage of CTG’s on its risk register.
However, this focuses on staff interpretation of the CTG readings but not on
availability or functionality of the machine. The risk register also identified daily
checks on resuscitaires as being a risk area and stated that monthly audits should
take place. Evidence from our visit suggests that the situation with CTG machines is
a concern and that whilst the trust have provided evidence that there are adequate
numbers of CTG machines on their inventory, incident report forms indicate there
have been a number of dates where equipment has not been available to meet
demand.

Our judgement

Evidence provided demonstrated that equipment at Queen’s hospital maternity
department was not always available in sufficient quantities and that self checks
performed by the department were not always made in line with the required
frequency.
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Outcome 13:
Staffing

What the outcome says
This is what people who use services should expect.
People who use services:

e Are safe and their health and welfare needs are met by sufficient numbers of
appropriate staff.

What we found

Our judgement

There are major concerns with outcome 13: Staffing in respect of maternity and
midwifery services.

Our findings

What people who use the service experienced and told us

We spoke to patients about staffing and the majority of patients felt that there had
been a member of staff there when they needed them. One patient said, ‘when |
was in labour someone was with me all the time and when | transferred to the high
dependency unit the midwife kept popping in to make sure | was okay’. Another
patient told us how staff seemed very busy and did not have the time to talk to her’,
and staff told her it was very busy. One patient told us, ‘I went into labour and was
told there were no beds so | had to wait but that's okay’.

Other evidence

Before our visit we spoke to some key stakeholders, and we also referred to the
CQC maternity survey. We found stakeholders had some concerns about the care
being provided.

Current maternity staffing levels at the trust are based on the number of deliveries
last year (9872). We were told by the trust that a birthrate plus assessment had
been completed by an external advisor which is used by the hospital to identify their
staffing needs. The trust have included registered nurses and nursery nurses
working in the maternity department as two thirds of one midwife. The trust
currently has a funded establishment of one midwife or equivalent for every 29.7
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births, which is in line with recommended levels.

However, the numbers of midwives or equivalent actually in post does not meet the
recommended ratio The trust have not considered the skill mix of the midwives
working on the wards. One member of staff told us, * there are a lot of band 6
midwives who are not experienced, so there is more pressure on the band 7’s.

The trust state that it is optimal to be working to a ratio of 80:20 of qualified to
unqualified staff. This ratio is supported by the, ‘Safer Childbirth, Minimum
Standards for the Organisation and Delivery of Care in Labour’. The current funded
staffing levels at the trust are 73:27 for the labour ward, 67:23 for antenatal and
61.:39 for postnatal. However, the actual number of staff in post was much lower,
especially for the labour ward and the high dependency unit. All three ratios fall
short of optimal levels. This compromises the treatment and care patients receive.
The actual staff currently in post are even lower than the funded staffing levels,
especially for the labour ward and the high dependency unit. This places further risk
on patients using these services.

In addition to the above, there were an extra 3.5% of senior midwives who oversee
the maternity department and do not get involved in direct patient care.

A paper was recently taken to the board which highlights difficulties in recruiting
midwives, the paper also refers to the need to increase the number of midwives
based on a forecast increase in the number of births.

A separate draft report to the trust board indicated that the maternity department
currently has a funded ratio of 1:29.7 and based on recent recruitment efforts there
is a forecast reduction in the vacancy rate from 17% to 11%.

There is a shortage of midwives across the country, the hospital are also finding it
difficult to recruit midwives and as a result are making some important changes to
how it runs its service to use its resources as effectively as possible. The hospital
has replaced some midwives with nurses to support clinicians in theatre and lead on
direct care after theatre; the trust also employs nursery nurses to help care for
babies.

We were also told that the maternity department has been restructured to merge the
two postnatal wards which had previously been separated with one low risk and one
high risk ward. The antenatal ward has been relocated and is now much farther
away from the main maternity area. Changes have happened at the King George
Hospital as well to bring some of the midwives over to Queen’s Hospital.

Some of the midwives told us they were not happy about the changes because they
had not been consulted and were just, ‘told’ that the changes were going to happen.

The hospital was working hard to recruit new midwives and they were recruiting a
large number from overseas, mostly new graduates, as their training is perceived to
be of equal status to that provided here. The trust are also developing its
recruitment strategy.

There has been little improvement in the trusts vacancy rate for midwives since
registration. This was reported as being 16% in November 2010 for midwives and
43% for nurses (in maternity high dependency unit) with less than six new recruits
during the three month period September to November.
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We spoke to staff on the antenatal, labour and postnatal ward. Staff from all wards
told us that they were very understaffed and that the main staff shortage was in the
labour ward. Staff from the antenatal and postnatal wards told us that they were
frequently asked to help when the labour ward was short staffed, and that meant
that their own ward became short staffed.

We spoke to community midwives, some of the midwives informed us there are also
staffing issues in the community, this varied between the teams.

There are 17 rooms on the labour ward. When fully staffed, there are 13 midwives
covering on the early shift, 12 on the late and 12 on the night shift with support from
midwife assistants. We were told by midwives that patients in labour or during the
first hour after delivery should receive one-to-one care from a midwife, and only be
left alone for short periods if safe to do so. The trust has recently revised its
reporting template which provides details of the percentage of women who receive
one-to-one care during labour; this is not currently being reported. The Safer
Childbirth, Minimum Standards for the Organisation and Delivery of Care in Labour
sets out guidance on midwifery staffing according to birth setting to provide the
standard of one-to-one care. The standard ranges from one midwife to one woman
to 1.4 midwives to one woman depending on the level of risk.

NICE Clinical Guideline (September 2007) ‘Intrapartum Care — care of healthy
women and their babies during childbirth’ also specifies that women in established
labour should receive one-to-one care.

We reviewed records for shifts staff had worked, admission books / bed occupancy
for each of the wards visited, as well as incident report forms.

Each ward arranges their rota around four weeks in advance. When there are
shortfalls in staff required for a shift, a request is sent to the bank office (the bank
office books people who work occasional shifts). We found from talking to staff and
looking at records that additional staff are not requested from the staff bank until one
week before they are needed. The bank informs the ward two days before the shift
whether they have managed to fill it or not. If the bank cannot fill the shift the ward
has to find staff from other wards, or use a midwife from an external agency. This
was supported by prospective rotas and staff daily allocation sheets. This short
notice and bank staff not being found leaves the ward in a vulnerable position which
then impacts on other maternity wards due to the need to remove staff from other
duties to fill staffing gaps.

Each ward had a daily sheet where they record details of the midwives who actually
worked the shift, phoned in sick, were sent to another ward, arrived late etc. We
found that it was not always clear who had worked the shift and where they had
worked it, and that a lot of these sheets were missing.

We found that each ward has an admission book which should record details of
when the patient was admitted to a ward or room and when they were discharged.
We found this was being inadequately recorded and completed differently between
departments. The discharge time was rarely recorded on any of the wards and if a
patient was on a ward for more than one day this was not always clear from what
has been recorded.
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On the antenatal ward there are 25 beds. There were 16 beds for antenatal until the
middle of January 2011. The antenatal ward has three midwives working on each
shift with support from two midwife assistants. One member of staff said, ‘they have
increased the beds but not the number of staff, we now have to look after eight
patients each when the ward is full’. Staff also told us that they look after a small
number of postnatal patients on the antenatal ward and this was supported by
evidence in the antenatal admission book. This means that although bed capacity
has been increased, the quality of care has been further compromised because of
the lack of an increase in staffing

On the postnatal ward there are 39 beds and 6 midwives with support from three
midwife assistants on each shift. The labour ward has 17 beds,13 midwives and 4
midwife assistants on each shift. We reviewed the staffing records for the labour
ward and found that during December 2010 and January 2011 there were very few
occasions when it had been fully staffed. There was some evidence that other
wards had been understaffed, however, a complete set of records was not available.

We reviewed reported incidents during the same period and found that staff had
repeatedly reported staff shortages and, on some occasions, midwives on the
labour ward reported that all rooms were full. There was evidence that midwives
were pulled in from other wards, the community and King George Hospital (a ‘low
risk’ maternity unit). Even after additional staff had been drafted in there were only a
few occasions when the ward was staffed to 13 and where there were reports that
all rooms were in use, on some occasions the staffing levels were still not increased.

We were informed that it is hospital policy that Community midwives on-call should
only be called out for planned home births or babies who are born at home
unexpectedly. Community midwives told us that they are often called into Queen’s
Hospital when they are on-call. When the community midwives are called out to a
home birth it is a ‘low risk’ birth and they stay with the mother until the baby is
delivered and then they can go back home. When they are called into Queen'’s they
told us that they often stay until the end of the full shift and that they are asked to
deal with high risk women. One midwife told us, 'when you’ve been working in the
community for so long, you lose your skills for working in a hospital so we fear we
don’t know where things are’ we were also told, ‘when you're not used to dealing
with epidurals and high risk women you don’t feel confident’. We were provided
with evidence from the trust of the number of hours the community midwives are
called in to Queen’s to help on labour ward, the data for December 2010 and
January 2011 was not yet available but there was evidence that in the previous
months community midwives had been called in regularly to Queen’s Hospital.

During the visit we found a reported incident which indicated a member of staff had
been asked to perform a clinical activity which she was not trained for and she was
given no choice but to do this. This demonstrates that the trust have identified that
having members of staff carrying out procedures they are not suitably qualified or
experienced to perform is a risk. Pressure on staffing skill mixes means that this
identified risk remains an ongoing concern.
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There were a number of incident report forms completed for the labour ward but less
incidents for antenatal and postnatal. We were told by staff on the antenatal and
postnatal ward that they did not always get time to complete incident report forms.

There was a lack of evidence of completed incident forms and staffing records for
the antenatal and postnatal wards during December 2010 and January 2011, but
there was evidence to show that these wards were not always fully staffed. One
midwife from the postnatal ward told us, ‘We get staff pulled from here to help on
labour ward 2 or 3 times per week on the shifts I'm working on’. Another midwife
from the postnatal ward told us that over 60% of the time they were one midwife
short on the postnatal ward. One midwife told us that when the ward is caim it is
okay to work here but a lot of the time it is very hectic.

One midwife told us, ‘as a midwife we often double our workload, ‘If a woman is
moved to the discharge lounge because they are ready to go, they put a new one
into the postnatal ward, so this doubles our workload. Sometimes these women are
not discharged and we need to find them a bed again’

We were told by staff that there can be problems with beds because patients were
not being discharged in a timely manner. We were told this is because there was
only one paediatrician covering up to 39 patients on the postnatal ward, and the
paediatrician needs to do all the baby checks before they can go home. We asked
if midwives could do the baby checks to help with the patient flow, we were told that
one midwife used to do some baby checks and there are only two who are trained to
do this.

Staff told us that there used to be two separate postnatal wards but that they had
recently merged because the trust did not have enough paediatricians. One member
of staff told us this had made things a little better because the paediatrician was now
situated amongst all postnatal patients. Staff told us that discharging patients was
still an issue and the hospital was working hard to improve this. One member of staff
thought it made it better having the paediatrician on one ward.

Another way the hospital is trying to improve the discharge process is by
introducing group discharges. New mothers have a talk about what to expect when
they get home with their new baby and, instead of having this talk on their own with
a midwife, the hospital now has one midwife talking to groups of women who are
ready to go home. We were told new mothers can still ask for individual advice if
they need it.

We also asked staff about whether there were enough anaesthetists. We were told
that during the day there was one anaesthetist responsible for emergency
caesareans and one responsible for elective caesareans. Out of hours there is only
one anaesthetist. There is a staff grade anaesthetist on-call who could also carry
out epidurals if required. We were told by staff that anaesthetists were not always
available as both theatres are busy with elective and emergency caesareans. This
was supported by incident report forms which indicated that there was a long delay
in some patients going to theatres and delays in some patients receiving epidurals.

We were also told by staff that the consultants’ presence was very stretched and
consultants have to give up their administration time to cover those who are absent.
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The trust plans to increase the consultant presence up to 168 hours but, in order to
do this, more consultants need to be recruited.

The trust has an escalation policy which sets out stages of alert and the process to
follow when there are staffing or bed shortages. From the evidence obtained it is
not clear whether the escalation policy has been followed. This means that it is
unclear if the trust are aware of the level of risk that may exist within its staffing
structure and what is related to its bed shortage. If the trust are unaware of the
extent of these issues then they are not able to act in a way that can effectively
minimise these risks. This compromises the treatment received by patients and
places them further at risk.

Our judgement

There are insufficient numbers of staff to ensure people who use the services are
safe and their health and welfare needs are met. We are therefore unable to
remove the compliance condition set at registration.
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QOutcome 14:
Supporting workers

What the outcome says
This is what people who use services should expect.

People who use services:
e Are safe and their health and welfare needs are met by competent staff.

What we found

Our judgement

There are moderate concerns with outcome 14: Supporting workers in respect of
maternity and midwifery services.

Our findings

What people who use the service experienced and told us
We did not ask patients about how staff are supported.

Other evidence

All midwives are required to attend mandatory training. One midwife told us
‘mandatory training is good and there is trust support for ‘other’ training but that this
must be done ‘in your own time”.

The trust has monthly ‘near miss’ meetings which are multi disciplinary - staff can be
released to go. Learning from events is communicated to all staff through mandatory
training.

One of the incidents which occurred identified problems with reading the CTG
monitor. Following an investigation the hospital agreed they needed to ensure all
staff received their CTG training. We found out that almost all midwives had
received this training but less than half of the obstetricians had. The hospital has
included concerns around usage of CTG’s on its risk register, this focuses on staff
interpretation of the CTG readings.

We asked staff whether a ‘fresh eyes’ approach is used when looking at CTG
monitors so that if a member of staff is unsure about something they ask another
member of staff to have a look. We were told by one member of staff that, ‘There is
no ‘fresh eyes’ when using CTG monitors, we have been told to do this after every
serious incident but we’re too busy to call someone’
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We were told by a manager that supervisors were responsible for looking after 25
midwives when they should be responsible for looking after only 15 midwives.

We spoke to staff who were all very complimentary about their supervisor and said
they meet with them once per year and they could always call them if they needed
to.

The trust has developed an action plan to reduce the number of midwives each
supervisor is responsible for but the actions are not all clear and do not have
timescales.

Our judgement

The needs of people who use the services are not always being met by staff who
have attended relevant training sessions. Less than half of the obstetricians have
received training on interpreting CTG monitors and a ‘fresh eyes’ approach is not
followed by hospital staff. The midwife / supervisor ratio is too high and does not
conform to recommended levels.
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Outcome 21:
Records

What the outcome says
This is what people who use services should expect.

People who use services can be confident that:

e Their personal records including medical records are accurate, fit for purpose,
held securely and remain confidential.

e Other records required to be kept to protect their safety and well being are
maintained and held securely where required.

What we found

Our judgement

There are moderate concerns with outcome 21: Records in respect of maternity
and midwifery.

Our findings

What people who use the service experienced and told us
People who use the services did not have any comments about records.

Other evidence

We reviewed some patient notes and found that some patient notes were completed
very well with a very good level of detail, showing intended treatment plans and
interventions but entries were rarely signed by staff and some notes were
impossible to read.

We found that each ward has an admission book which should record details of
when the patient was admitted to a ward or room and when they were discharged.
We found this was completed differently between departments and that the
discharge time was rarely recorded on any of the wards. If a patient was on a ward
for more than one day or shift this was not always clear.

During our visit, we observed patients notes randomly left on the counter within a
treatment room on the postnatal ward. The door to the treatment room was open
and there did not appear to be any restricted entry mechanism. We also observed
patient notes in open trolleys next to the midwives station.
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Our judgement

Whilst there was evidence of some good practice in completing records some
records did not contain all necessary information. Patient records were not always
stored securely.
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Action

we have asked the provider to take

Improvement actions

The table below shows where improvements should be made so that the service
provider maintains compliance with the essential standards of quality and safety.

Regulated activity Regulation
Maternity and Midwifery 16 11
Services

Why we have concerns:

Evidence provided demonstrated that equipment at
Queen’s hospital maternity department was not
always available in sufficient quantities and that self
checks performed by the department were not always
made in line with the required frequency.

The provider must send CQC a report about how they are going to maintain compliance
with these essential standards.

This report is requested under regulation 10(3) of the Health and Social Care Act 2008
(Regulated Activities) Regulations 2010.

The provider’s report should be sent within 7 days of this report being received.

CQC should be informed in writing when these improvement actions are complete.

Compliance actions

The table below shows the essential standards of quality and safety that are not
being met. Action must be taken to achieve compliance.

Regulated activity Regulation Outcome

Maternity and Midwifery 17 1
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Services How the regulation is not being met:

Whilst some of the new mothers we spoke to were
happy with the care they received during labour, there
is evidence that people who use services are not
always involved in the care, treatment and support
they receive before, during and after birth. We also
found that mothers bereaved during or shortly after
childbirth are not given the option of staying on a
different ward.

Maternity and Midwifery 23 14

Services
How the regulation is not being met:

The needs of people who use the services are not
always being met by staff who have attended relevant
training sessions. Less than half of the obstetricians
have received training on interpreting CTG monitors
and a ‘fresh eyes’ approach is not followed by
hospital staff. The midwife / supervisor ratio is too
high and does not conform to recommended levels.

Maternity and Midwifery 20 21

Services
How the regulation is not being met:

Whilst there was evidence of some good practice in
completing records some records did not contain all
necessary information. Patient records were not
always stored securely.

The provider must send CQC a report that says what action they are going to take to
achieve compliance with these essential standards.

This report is requested under regulation 10(3) of the Health and Social Care Act 2008
(Regulated Activities) Regulations 2010.
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The provider’s report should be sent to us within 7 days of this report being received.
Where a provider has already sent us a report about any of the above compliance
actions, they do not need to include them in any new report sent to us after this review
of compliance.

CQC should be informed in writing when these compliance actions are complete.

Page 26 of 28



What is a review of compliance?

By law, providers of certain adult social care and health care services have a legal
responsibility to make sure they are meeting essential standards of quality and safety.
These are the standards everyone should be able to expect when they receive care.

The Care Quality Commission (CQC) has written guidance about what people who
use services should experience when providers are meeting essential standards,
called Guidance about compliance: Essential standards of quality and safety.

CQC licenses services if they meet essential standards and will constantly monitor
whether they continue to do so. We formally review services when we receive
information that is of concern and as a result decide we need to check whether a
service is still meeting one or more of the essential standards. We also formally review
them at least every two years to check whether a service is meeting all of the essential
standards in each of their locations. Our reviews include checking all available
information and intelligence we hold about a provider. We may seek further
information by contacting people who use services, public representative groups and
organisations such as other regulators. We may also ask for further information from
the provider and carry out a visit with direct observations of care.

When making our judgements about whether services are meeting essential
standards, we decide whether we need to take further regulatory action. This might
include discussions with the provider about how they could improve. We only use this
approach where issues can be resolved quickly, easily and where there is no
immediate risk of serious harm to people.

Where we have concerns that providers are not meeting essential standards, or where
we judge that they are not going to keep meeting them, we may also set improvement
actions or compliance actions, or take enforcement action:

Improvement actions: These are actions a provider should take so that they
maintain continuous compliance with essential standards. Where a provider is
complying with essential standards, but we are concerned that they will not be able to
maintain this, we ask them to send us a report describing the improvements they will
make to enable them to do so.

Compliance actions: These are actions a provider must take so that they achieve
compliance with the essential standards. Where a provider is not meeting the
essential standards but people are not at immediate risk of serious harm, we ask them
to send us a report that says what they will do to make sure they comply. We monitor
the implementation of action plans in these reports and, if necessary, take further
action to make sure that essential standards are met.

Enforcement action: These are actions we take using the criminal and/or civil
procedures in the Health and Adult Social Care Act 2008 and relevant regulations.
These enforcement powers are set out in the law and mean that we can take swift,
targeted action where services are failing people.
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CareQuality
Commission

Factual accuracy comments log for a review of
compliance report

Please fill in all parts of this form and email it to: HSCA_Compliance@cqc.org.uk or

post it to:

CQC HSCA Compliance

Citygate

Gallowgate
Newcastle upon Tyne

NE1 4PA

Reference number

Provider’s name

Trust

Barking, Havering & Redbridge University Hospitals NHS

Location name

Queen’s Hospital

Location address

Queen’s Hospital
Rom Valley Way

Romford
Essex
RM7 0AG
Page Outcome | Suggested changes with CQC | CQC comments
number explanation decision
(e.g. explanation of
(e.g. pb) (e.g. change last sentence from v or X |decision)
10 staff to 15 staff)
(CQC use only)
11 4 “We asked if midwives could do the v Agree to remove this

baby checks to help with the patient
flow and we were told that only one
midwife used to do some baby
checks, and there are only two who
are trained to do this. This would
indicate that a shortage of staffing
in this area is delaying discharges
as well as contributing to giving
patients an inadequate level of
care”.

Explanation:

We accept that this is the
perception of our staff but there are

paragraph.

PoC1B 100055 2.00 Factual accuracy comments log for a review of compliance report




8 midwives who have taken the
formal ‘Examination of the
Newborn’ course for undertaking
baby checks.

12

11

“Staff on the antenatal and labour
ward were particularly concerned
about availability of the CTG
monitors....and how well they
worked.”

Explanation:

We accept this is the perception of
our staff and would query whether
these views were triangulated
during the visit.

A full check of CTG monitors was
made on the 3w March following
receipt of your report, and the
number of CTG monitors on the
antenatal ward was 10 and these
were all in working order.

The monitors are not old and are
part of the Siemens’ Managed
Equipment Service under the
Trust’s PFI Contract where
equipment is provided, maintained
and replaced by Siemens.

Do not agree that we
need to remove
reference to CTG
shortage on Labour
ward. Staff comments
are supported by
incident report forms.

Agree to remove

reference to comments
made by staff on the
antenatal ward.

12

11

“One member of staff on the labour
ward said ‘there used to be a CTG
machine in every room but there
isn't any more.”

Explanation:

Each room on Labour ward has a
CTG available for it.

As above

13

11

“Evidence from our visit suggests
that the situation with CTG
machines remains an ongoing
concern and that the trust have
identified a shortfall but not acted to
reduce its risk.”

Explanation:

As there is not a shortfall of working
CTG machines there was no need
to act. This has been clarified
above as not being a shortfall.

Agree to revise
wording and include an
improvement action.

15

13

A separate report to the trust board
indicated that the maternity
department was achieving the 1:29
ratio of midwives to patient although
it is unclear whether the figures
reported were the numbers who
actually worked or the funded

Agreed. Change to.

‘A separate draft report
to the trust board
indicated that the
maternity department

PoC1B 100055 2.00 Factual accuracy comments log for a review of compliance report 2




levels.”

Explanation:

PoC1B 100055 1.00 Factual accuracy
comments log for review of compliance
report 3

In the Board paper referred to we
state midwifery numbers have
always been flagged as an issue
within the trust and although
funding has been resolved,
recruitment remains a significant
challenge The 2nd paragraph shows
the

funded ratio is 1:29.7 and the 4
paragraph shows we have a high
vacancy rate.

We have not stated that we are
achieving the ratio only that the
funding is in place.

currently has a funded
ratio of 1:29.7 and
based on recent
recruitment efforts
there is a forecast
reduction in the
vacancy rate from 17%
to 11%'.

18

13

“Staff were also concerned about
the skill mix. We were told that
there were only one or two band 7
midwives on each ward, all others
were band 6 and sometimes they
were not very experienced, which
puts pressure on the band 7’s.”
Explanation:

The postnatal ward is like any other
ward. The ward has an identified
ward sister at Band 7 level. For the
postnatal ward we have 2 Band 7
posts which provide longer cover
across the week.

Agreed to remove

20

14

We found out that almost all
midwives had received this
training but less than half of the
doctors had.”

Explanation:

All junior doctors are trained at
induction re CTG interpretation.

Figures were provided
by the trust which
demonstrate 49.7% of
obstetricians made up
of consultants,
registrars and SHO’s
had received CTG
training.

Amend the word
‘doctors’ to
‘Obstetricians’.

Induction should be
separate to the figures
guoted above.

In addition, The RCOG
say the following:

PoC1B 100055 2.00 Factual accuracy comments log for a review of compliance report 3




"The interpretation of a
baby’s heart rate
tracings requires
special knowledge and
experience. Quite often
subtle changes in the
CTG as early warning
signs of asphyxia can
only be interpreted by
experienced

doctors and junior
doctors need to be
supported and
educated to acquire this
skill."

3&24 14 Inconsistencies in grading for Agreed to amend
Outcomes 14 ie one saying major
(pg.3) and the other saying
moderate (pg.24).

4&24 |21 Text on pg.3 ie “...during the Agreed to amend

visit and are have a concern ...”
Should this say “...during the
visit and we have a moderate
concern...” to reflect the table on

pg.24.

(Include additional rows if required)

Completed by

Deborah Wheeler

(name(s))
Position(s) Executive Director of Nursing
Date 16" March 2011
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CareQuality
Commission

Mrs. Averil Dongworth

Barking, Havering and Redbridge University

Hospitals NHS Trust

Trust Offices, First Floor Neutral Zone
Queen's Hospital, Rom Valley Way

Romford
Essex
RM7 0AG

20 March 2011

Care Quality Commission
Health and Social Care Act 2008
Improvement report in respect of regulated activity maternity and midwifery

services

Reference number: 1-187435929

Dear Ms Dongworth

CQC HSCA Compliance
Citygate

Gallowgate

Newcastle upon Tyne
NE1 4PA

Telephone: 03000 616161
Fax: 03000 616172

www.cqc.org.uk

We recently carried out a review of compliance to consider whether the regulated
maternity and midwifery services carried on at Queens Hospital comply with the
Health and Social Care Act 2008 (Regulated Activities) Regulations 2010. During the
review, we identified concerns, including:

Regulated activity

Regulation

Outcome

Maternity and
Midwifery Service

16

11

Why we have concerns

Evidence provided
demonstrated that
equipment at Queen’s
hospital maternity
department was not always
available in sufficient
quantities and that self
checks performed by the
department were not
always made in line with
the required frequency.

The outcome for people that
should be achieved

People who use services should
not be at risk of harm from
unsafe or unsuitable equipment.




You must send us a report showing how you will maintain compliance with the
relevant regulations. You should send us the report by 27 April 2011. We are making
this request under regulation 10(3) of the Health and Social Care Act 2008
(Regulated Activities) Regulations 2010.

If you have any questions about this report, you can contact me through our National
Contact Centre using the details below:

Email: HSCA_Compliance@cqc.org.uk
Telephone: 03000 616161

Write to: CQC HSCA Compliance
Citygate
Gallowgate
Newcastle upon Tyne
NE1 4PA

If you do get in touch, please make sure you quote or have the reference number
(above) to hand. It may cause delay if you are not able to give it to us.

Yours sincerely

(’EEITM:\ -'Il’"{-’illﬁ“/f i k\

N

~

Colin Hough
Regional Director



CareQuality

Commission
CQC HSCA Compliance
Citygate
Gallowgate
Mrs. Averil Dongworth Newcastle upon Tyne
Barking, Havering and Redbridge University NEIL 4PA
Hospitals NHS Trust
. . Telephone: 03000 616161
Trust Offices, First Floor Neutral Zone nge:%;(,”oeo 616172
Queen's Hospital, Rom Valley Way
Romford www.cqc.org.uk
Essex
RM7 0AG

20 March 2011

Care Quality Commission

Health and Social Care Act 2008
Removal of Warning Notice
Maternity and Midwifery Services
Reference number: 1-187435929

Dear Ms Dongworth

| am writing to confirm that we have withdrawn the warning notice we served on 04
March 2011 in relation to regulation 16.

We have considered your factual accuracy comments and on this basis are removing
the warning notice and have amended the report to reflect this by way of including an
improvement action.

If you have any questions you can contact us through our National Contact Centre
using the details below:

Telephone: 03000 616161

Email: HSCA_ Compliance @cqgc.org.uk
Write to: CQC HSCA Compliance
Citygate
Gallowgate

Newcastle upon Tyne
NE1 4PA



If you do get in touch, please make sure you quote or have the reference number
(above) to hand. It may cause delay if you are not able to give it to us.

Yours sincerely

(Stin FOAEN

e N

P
Colin Hough
Regional Director



Barking, Havering and Redbridge NHS

University Hospitals
NHS Trust

EXECUTIVE SUMMARY

TITLE:

BOARD/GROUP/COMMITTEE:

Health Service Ombudsman reports

Trust Board 18 May 2011

1. PURPOSE:

REVIEWED BY (BOARD/COMMITTEE) and DATE:

Earlier this year, the PHSO published a report
entitled Listening and Learning: The Ombudsman's
review of complaint handling by the NHS in England
2009-10. In the chapter on most frequently
complained about NHS bodies, BHRUT appears as
the fifth most complained about Trust, with 93
complaints having been made to the PHSO during
the year. This would indicate the Trust is not
satisfying complainants at an early stage.

The complaints and PALS services transferred to the
Nursing Directorate from 1% November 2010 and a
review of the service to address the issues, some of
which were highlighted by the PHSO office, is
currently ongoing. Recommendations for change are
expected imminently. The purpose of this report is to
update the Trust Board on the final investigative
reports received from the Ombudsman over the first
months of 2011. The report also makes
recommendations for the reporting of cases in the
future

All three cases have resulted in significant criticism
of the Trust by the Ombudsman, both in terms of
service failure and in maladministration regarding the
complaint handling; in two cases a financial penalty
has also been imposed. The detailed action plans
for each case have been reviewed by the Quality &
Strategy Committee.

There are currently a further 18 cases at various
stages of work with the Ombudsman. This is a very
high number, and constitutes an ongoing risk for the
trust. The expectation is that a majority of these will
be upheld against the trust. Board members should
also be aware that the changes described in this
paper are unlikely to significantly reduce the levels of
referral to the Ombudsman for some months, as it
can take up to two years for cases to reach the point
of investigation with the Ombudsman.

The Trust has a significant amount of work to
undertake with the Ombudsman’s office to assure
her that we are taking complaints seriously and
dealing with them appropriately. Information from
Ombudsman’s reports is also shared with the CQC,
SHA and DH, and therefore has a significant impact
on the trust’'s performance reputation.

xo QUALITY & STRATEGY ...... April 2011 ..............
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o REMUNERATION
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2. DECISION REQUIRED:

CATEGORY:

The board are asked to note the significant criticisms
of the Trust, and the work put in place to respond to
these. Trust Board are also asked to agree that the
ongoing monitoring of the action plans should be
through the Quality & Strategy Committee.

o NATIONAL TARGET o CNST

xo CQC REGISTRATION o HEALTH & SAFETY

o ASSURANCE FRAMEWORK

o CQUIN/TARGET FROM COMMISSIONERS

0 CORPORATE OBJECTIVE ......ccoeuiiiiiieceee e
0 OTHER ... (please specify)

AUTHOR: Wendy Thomas, Assistant Director of
Nursing

PRESENTER: Deborah Wheeler, Director of Nursing

DATE: 7.5.11

3. FINANCIAL IMPLICATIONS/IMPACT ON CURRENT FORECAST:

Potential for further financial penalties in future Ombudsman reports

4. DELIVERABLES

5. KEY PERFORMANCE INDICATORS
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MEETING

DATE:

DATE:
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1.

1.1

1.2

1.3

1.4

1.5

1.6

Introduction

The Complaints Regulations 2009 (ref.1) mandated a new model of
complaint resolution, which focuses both on satisfactory outcomes for
complainants in relation to their issues and active learning and service
improvement. Therefore, local resolution is always the preferred approach
as a good, fair and customer focused complaint policy translated into
practice means satisfied complainants and organisational learning. Where
complaints cannot be resolved through local resolution, the complaint can
be escalated to the second stage Review managed by the Parliamentary
and Health Service Ombudsman (PHSO)

The PHSO exists to provide a service to the public by undertaking
independent investigations into complaints that government departments, a
range of other public bodies in the UK, and the NHS in England have not
acted properly or fairly or have provided a poor service. (ref.2)

When the Ombudsman receives a complaint, the first step is to decide
if they have the legal power to investigate further. A series of
preliminary checks are undertaken and if outside the terms of
legislation, help is given to enable the complainant resolve their
complaint effectively by a different route. Complainants do not have an
automatic right to have their complaint investigated and the PHSO may
return to the Trust for local resolution.

In order to be able to begin an investigation the PHSO must be

satisfied that there is some evidence of administrative fault or of

service failure. If there is no indication of either of these, then the
investigation will not proceed further and this is explained to the
complainant. If there is an indication of administrative fault or of service
failure, the next test to be applied is to see whether injustice or

hardship has flowed from it. If both of those criteria are satisfied, the
PHSO will consider if there is a reasonable prospect of an investigation
leading to a worthwhile outcome. At this point, the PHSO may well decide
that the evidence of maladministration by the body concerned leading to
an unremedied injustice is so clear that they might not need to launch an
investigation to find out what happened, but instead, work with the
relevant parties to achieve a satisfactory resolution. This then, is sent back
to the Trust with recommendations for change/resolution

If the PHSO completes the steps above and are not able to settle things
quickly by an intervention, they may conduct a thorough and in-depth
investigation. Every investigation is focused on the specific complaint.
Every investigation is different and can have different implications. The
findings from the PHSO are shared every year in an annual report.

Earlier this year, the PHSO published a report entitled Listening and
Learning: The Ombudsman's review of complaint handling by the NHS in
England 2009-10 (ref.3). In the chapter on most frequently complained



about NHS bodies, BHRUT appears as the fifth most complained about
Trust with 93 complaints having been made to the PHSO during the year.
This would indicate the Trust is not satisfying complainants at an early
stage.

1.7  The complaints and PALS services transferred to the Nursing Directorate
from 1% November 2010 and a review of the service to address the issues,
some of which were highlighted by the PHSO office, is currently ongoing.
Recommendations for change expected imminently. The purpose of this
report is to update the Quality Committee and then subsequently the Trust
Board on the final investigative reports received from the Ombudsman
since 1% November 2010. The report also makes recommendations for the
reporting of cases in the future

Current status of PHSO investigations

2.1 There are a total of 18 complaints currently with PHSO, excluding the
three listed below. Trust staff are working closely with PHSO officers to
ensure that they have all the information they require. A number of
complaints have been accepted back into the trust for further local
resolution, so that a full PHSO investigation would not be necessary.

2.2  The total summary of current cases is as follows:

Under consideration 7
Returned for further local 4
resolution

Full PHSO investigation
Draft final report received (upheld)

There have been four new requests from the PHSO in April and the
beginning of May, which are included in the numbers under consideration.

3. Final reports received

3.1 VIN0139 — Ms PL about her late mother Mrs DL

The PHSO report into this complaint was received on 12 January, and is
attached in full, given the seriousness of the findings against the Trust. Board
members will recall that Ms PL attended the March Trust Board in the
expectation that this report would be discussed; there had been a problem in
collating all the information for the board, and so it had been deferred to this
meeting.

The PHSO found that the Trust’s responses to Ms PL’s complaint and to the
Healthcare Commission’s recommendations fell so far below the applicable
standard as to constitute maladministration. The maladministration contributed
to the injustice in that Mrs L’s concerns were not fully addressed and she did not
feel reassured that the Trust had taken action to prevent the identified failings
from recurring.



The complaint was therefore upheld. The Chief Executive wrote to Ms PL on 16
February 2011, apologising for the Trust’s failings. A detailed action plan,
together with evidence of improvements made in services was sent to Ms PL and
the PHSO on 4 April. This was also reported in detail to Quality and Strategy
Committee. A further letter has since been received from PHSO, requesting one
additional piece of information for the recommendations.

The Chief Executive has also invited Ms PL to meet with her and the director of
nursing to discuss what improvements have been made; Ms PL’s response is
awaited.

3.2VII\N0113- Mr RW on behalf of his late father Mr JW

Mr RW originally complained about the care and treatment that his late father
received in 2008. Mr RW died on 24 April 2008, aged 88. The Trust investigated
and held a local resolution meeting in August 2008. Mr RW remained unhappy
and wanted further explanations on certain issues. The Trust provided these in
October 2008.

Mr RW remained dissatisfied with the Trust’s explanations of events and
complained to the Ombudsman late in 2008. When contacted by the PHSO, the
Trust agreed to do further work to resolve MR RW’s complaint and in August
2009 confirmed that a further review had been undertaken. However, the same
clinicians who had treated Mr JW were again asked to undertake the review. Mr
RW remained dissatisfied and the PHSO agreed to a full investigation in May
2010.

Mr RW was seeking apology from the Trust and assurances that action has
been taken to prevent the failings from recurring. The PHSO found that the care
and treatment provided for Mr JW fell significantly below the applicable standard.
This was a service failure.

The complaint was upheld on 23 December 2010, and the Ombudsman has

made two recommendations:

1. That a letter of apology be sent from the Chief Executive. This was sent to Mr
RW on 21st February 2011

2. That the Trust, should within three months of the issue date of the final report
prepare an action plan which describes what has been done to ensure that
the doctors involved in Mr RW’s treatment have done to learn the lessons
from the failings identified by the partly upheld complaint and detail what the
Trust has done, or plans to do , including timescales, to avoid a recurrence of
the failings in the future and the letter, with evidence of change was sent on 6
April 2011.

The action plan was discussed in detail at the Quality & Strategy Committee.
The full report is available for Board members on request

3.3VIIN0602 - Mrs LJ- on behalf of Baby SJ
The full PHSO report on this case was received on 21 February, and is also
attached due to the seriousness of the findings.




The PHSO found that there were service failures with the regard to the diagnosis
and treatment of cardiac tamponade. The conclusion was that it is more likely
than not that S died when he need not have done. The Trust was also criticised
in the way staff communicated the cause of death. There is also criticism of how
the complaint was handled which, with the service failings, Mr and Mrs J suffered
extreme distress as a consequence of these failings.

The complaint was upheld. The Trust fully acknowledged the failings identified in
the report and The Chief Executive wrote to Mrs J on 18 March with a full and
frank apology for the unnecessary distress caused to her and her family. The
Trust has also paid the family £15,000 by way of financial redress for the
unnecessary distress caused. This payment is for the service failures and
maladministration of the handing of the complaint.

An action plan is being finalised to address the failings highlighted. This must
include a description of what the Trust and individuals involved have learnt from
the filings identified and detail what the Trust has done and plans to do to avoid a
recurrence in the future. This action plan will be produced by the Women and
Childrens Directorate (service failures) and the Nursing Directorate (complaint
handling failures) by 21 May 2011

4, Process for dealing with future reports

4.1  The recent reports in section 3 highlighted that there are many issues with
the current process for managing complaints. An internal review is being
undertaken to improve the management of complaints and responding to
the recommendations made by the PHSO. In the interim, the following
process has been adopted:

4.1.1 Until recently, any cases that had been referred to the Ombudsman
were administered by one of the complaints mangers. This was not
appropriate as the Ombudsman can be critical of the manner in which
the complaints process has been administered and this may involve
criticism of the team who have managed the original complaint. Indeed
this was true in Ms DL’s case. In future, all Ombudsman cases will be
overseen and reviewed personally by the Executive Director of
Nursing (or her deputy)

4.1.2 Since the beginning of March, the Assistant Director of Nursing has
managed all correspondence from the PHSO office and is responsible for
ensuring that timely responses are made to all correspondence, including
the co-ordination of any organisational or personal apologies for any
failings highlighted

4.1.3 Areview of these cases has shown that Trust clinicians, whose practice
has been criticised, occasionally defend their actions to the PHSO and ask
for changes to the draft reports to be made. In the cases reviewed
recently, it is apparent that this just delays the outcome as the PHSO then



obtains further specialist advice that invariably supports the original
recommendation. In future, the draft PHSO reports will be shared with the
responsible Directorates within two working days of receipt and, whilst it is
essential that clinicians have the opportunity to see the criticisms made
against them by their peers engaged by the PHSO as clinical advisors,
any final response to request changes and further review to the PHSO will
be authorised by the overall professional lead for the Trust, ie. the Medical
or Nursing Director. If there are factual inaccuracies then this can be
highlighted at this time

4.1.4 The final PHSO report will be sent to the Divisional Clinical Director,
Manager and Nurse within two working days of receipt. If the
recommendations made relate to more than one clinical directorate then
the Assistant Director of Nursing will nominate a lead directorate to co-
ordinate the future action plan for improvement

4.1.5 Each action plan will be shared in its entirety with the Quality & Strategy
Committee. The responsibility for ensuring that all actions are completed
and lessons have been learnt will pass to the Clinical Governance Director
until the Committee is fully assured that all actions to mitigate against a
further occurrence of similar problems are addressed fully.

The reason for the change of responsibility at this stage is to ensure
robust and objective monitoring of the actions and Governance will hold
the various Directorates to account

4, Conclusions and Recommendations

Trust Board are asked to note this report and agree the future reporting
requirements on Parliamentary and Health Service Ombudsman’s
findings.

The final reports referred to in this paper are available upon request
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Health and Safety Annual Report Summary 2010-11

1.0 Introduction

Barking, Havering and Redbridge University Hospitals NHS Trust regards the health, safety and
welfare of its employees, at all levels, as an essential objective of the organisation. To that end,
health, safety and welfare measures will be treated and regarded as having equal status with all
other corporate objectives.

The Trust’s policy is to do all that is reasonably practicable to prevent personal injury to employees
whilst they are at work, to patients and clients in the care of the Trust and to visitors and contractors
on Trust property.

The Trust will comply fully with the requirements of the Health and Safety at Work etc. Act 1974,
The Management of Health & Safety at Work Regulations 1999, subsequent safety legislation,
including Approved Codes of Practice.

In accordance with the Corporate Manslaughter and Corporate Homicide Act 2007 the Trust
recognises it has a duty of care to all staff, patients and visitors. The Trust will work proactively
towards avoiding serious management failures, gross breaches of duty of care which results in a
fatality. Such failures can result in individuals as well as the Trust being prosecuted and found
guilty of Corporate Manslaughter.

The Trust recognises its responsibilities under The Health & Safety (Offences) Act 2008, where it is
defined under section 40 of the Health and Safety at Work etc. Act 1974 the requirement for the
Trust to demonstrate that identified risks throughout the Trust are managed and reduced where
possible to a level deemed reasonably practicable, failure to do so will be seen as a failing in Duty
of Care.

The Statutory Safety Committee reviews all aspects of Health and Safety across the Trust and
reports to the Audit Committee at each meeting.
2.0 The Risk Management Team

The Risk Management Team reports directly to the Clinical Governance Director and plays a key
role in the effective and efficient management of both staff and patient safety throughout the Trust.

The primary roles of the team are to carry out or assist with the development policies, organisation,
planning, implementing, monitoring and reviewing both proactive and reactive health and safety
systems where appropriate to ensure achievements of corporate objectives and ensure the safety
of staff and others within the Trust. The team has responsibility for the management of the Risk
Register and the delivery of regular statutory and mandatory training to all staff.

3.0 Five Year Incident Summary

3.1 Numbers of Reported Incidents

Since April 2006 the number of safety incidents being reported to the Trust has steadily dropped,
whilst the numbers of staff employed at the Trust has stayed relatively stationary at a five yearly
average of 5,482. In addition, the number of hours worked at a fluctuating figure averaging at just
over 9.6 million.
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3.2 Actual Impact

There has been a steady increase in ‘Low’ incidents being reported over the past five years which
when analysed in detail suggests an improvement in the reporting culture rather than an increase in
actual incidents occurring.

In contrast there has been a reduction in ‘Moderate’ level incidents which due to the
aforementioned improvement in the reporting culture suggests a reduction in incidents resulting in
minor injury or illness.

Equally positive is a steady decrease in the numbers of incidents resulting in ‘High’ impact or
greater (with the exception of ‘Catastrophic / Major’ incidents) which suggests an actual reduction in
incidents which resulted in ‘moderate injuries and major injuries’.

Total Number of Reported Safety Incidents
and Actual Impact 2006-11
4500 @0 Near Miss (Blug)
2ar sz Lz
4000
W Lo [ Green)

% gggg 02 Moderate [Yellon)
ﬁ M3 High (Orange)
E iggg r — W4 Major (Red)
e e o m 5 Catestrophic {Red)
Z

1000 -

500 -
O il I I I I 1
2006-07 2007-08 2008-09 2008-10 2010-11
E;-Wl%‘n-::ial Year
(0] 3 5
: 1 2 Moderate ) 4
Near Miss High . Catastr.
Blue) Low (Green) (Yellow) Orange) Major (Red) l Red)

2006-07 105 1524 2400 218 7 0
2007-08 101 1700 2114 168 5 2
2008-09 82 1788 1968 141 5 1
2009-10 64 1963 1792 111 6 0
2010-11 90 2000 1650 85 1 0
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3.3 Maijor (4) and Catastrophic (5) Incidents

A major (4) incident is an incident that results in the following;

. Major injuries or long term incapacity / disability (loss of limb)

. Loss/interruption >1wk

. Uncertain delivery of key objective / service due to lack of staff
= Serious error due to poor training

= Loss between £50,000 - £250,000

. Regional or national media interest / TV coverage

. MP concern

A catastrophic (5) incident is an incident that results in the following;

" Death or major permanent incapacity

. Permanent loss or services or facilities

" Non-delivery of key objective / service due to lack of staff

. Critical error due to insufficient training

= Loss >£250,000

" National media interest >3 days. Minister enquiry. Full public enquiry

The major (4) and catastrophic (5) incidents that occurred over the five year period are as follows;

4 5

Major (Red) ‘ Catastrophic (Red)
Patient — absconded x2 None
Patient — physical assault staff on patient
Staff — contact with moving equip/mach
2006-07 | Patient — fall on same level — slip/trip
Patient — fall from height — bed
Patient — fall unknown — found on floor

Other — other x2 Patient — physical assault — staff on patient
Patient — fall unknown — found on floor Patient - absconded

2007-08 | Patient — physical assault — staff on patient
Staff — Verbal abuse — patient on staff

Patient — other Patient — infection incident
Patient — infection incident x3

2008-09 | ptient — absconded

Patient — fall unknown — found on floor None
Patient — self harm

Patient — infection incident

Staff — contact with electricity x2
Staff - other

2009-10

2010-11 Patient — self harm None
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34 Health and Safety Executive Reportable Incidents

There has been a steady reduction in the number of incidents that have been reportable to the
Health and Safety Executive over the past five years. It is expected that this reduction will level off
and fluctuate around this level from now on, however a drop will be seen in the next couple of years
with the proposed amendment to the Reporting of Injuries, Diseases and Dangerous Occurrences
Regulations 1995 (RIDDOR’95) whereby the period of incapacitation after which an injury to a
person at work must be reported to the enforcing authority, will change from over three days to over
seven days.

Over the financial year 2010-11 the Risk Management department has successfully allayed the
very few concerns the Health and Safety Executive has had, by immediately demonstrating that the
systems in place and any action to be taken more than adequately mitigates any risk to the Trust
and persons it has a duty of care towards. There have been no improvement or prohibition notices
served to the Trust and full co-operation is always our aim.
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2010-11
2006-07 2007-08 2008-09 2009-10 @ 1% Feb
Staffing levels and hours worked during the period
Staffing
Average no. of staff employed 5,879 5,259 5,326 5,404 5,540
Total no. of hours worked 10,199,561 9,238,436 9,398,561 9,542,345 9,804,199

Reported incidents during the period
All incidents

Total no. of reported incidents 9,934 9,665 9,550 10,079 7,956

Total no. with high impact or greater 971 608 449 596 367

Safety incidents (staff/patient/other)
Total no. of reported incidents 4,260 4,101 3,994 3,956 3,507

Total no. with high impact or greater 225 176 148 129 164

Health and Safety Executive reportable incidents under RIDDOR’95
HSE reportable incidents

Major injuries 85 68 60 44 30
Diseases 0 0 0 0 3
Dangerous occurrences 2 2 3 1 1

Frequently reported incident types
All Slip, trip & fall incidents

Total no. reported 2,609 2,563 2,375 2,421 2,039

Total no. with high impact or greater 73 55 63 68 29

All Manual handling incidents
Total no. reported 133 113 113 95 101

Total no. with high impact or greater 25 15 10 8 18

All Violence & aggression incidents
Total no. reported 478 524 499 530 487

Total no. with high impact or greater 27 46 30 14 10

All Needle-stick incidents
Total no. reported 259 227 226 205 168

Total no. with high impact or greater 2 9 2 1 1

All Fire incidents
Total no. of fire alarm activations - - - 195 156

Total no. of minor fires - - - 1 2

Risk Management Department, Clinical Governance Page 6 of 9



Health and Safety Annual Report Summary 2010-11

35 High Frequency Incidents

The four safety incidents that are known to be most frequently reported within the public healthcare
sector with the exception of stress are slip/trip/fall, manual handling, violence and aggression and

needle-stick incidents.

The graphs below show the 2010-11 figures as at 1% Feb 2011 for staff, patients and other persons;

Slip, trip and fall incidents

The number of reported slip, trip
and fall incidents has shown a
steady drop over the five year
period despite the diverse range of
contributory factors that have
influenced these figures. Over the
period the Trust will experience a
drop of approximately 500
incidents.

Manual handling incidents

The number of reported manual
handling incidents has fluctuated
slightly throughout the five year
period, but has shown an overall
decrease since 2006-07. There has
only been one successful legal
claim during the period relating to
an incident that occurred in 06-07:
£13,079.96 (£10,000 paid by Trust).

Violence and aggression incidents

The number of reported violence
and aggression incidents has
shown a slight fluctuation and
increase over the past five years.
In 2007 the V&A Working Group
and the Trust’'s sanction scheme
was introduced which has had a
very positive impact on the
reporting culture.

Needle-stick incidents

The number of reported needle

stick incidents has  steadily
decreased over the five year
period. With the recent EU

directive to prevent injuries and
infections to healthcare workers
relating to sharps incidents, a
further reduction will be seen over
the next few years.
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4.0 Training

The Risk Management department delivers statutory and mandatory training to staff on a regular
basis in order to fulfil the legislative duties placed on the Trust. Over the past financial year, this
training has consisted of health, safety, major incident, patient safety, fire, risk assessment and

COSHH assessment training.

The following tables shows the type of training delivered, the number of sessions run and the

number of staff that were successfully trained over the 2010-11 financial year;

41 Statutory Health, Safety and Fire Training

Registered Nurses Mandatory

Health Care Assistants Mandatory

Midwives Mandatory

Corporate Induction

Midwifery Care Assistants Pool Induction

F1 & F2 Induction (including electronic delivery)
Consultants Mandatory

Health, Safety, Fire and Risk Assessment

4.2 Specialist Training

COSHH Assessment

5.0 Significant Achievements

45

18

6

735

395

237

704

9

126

207

811

96

2010-11
No. of staff trained

2010-11
No. of staff trained

Throughout the 2010-11 financial year the Risk Management Department has successfully
developed and implemented policies, adapted to procedural and legislative change, carried out
detailed investigations, ensured that the likelihood of reoccurrences of serious incidents is
minimised to an acceptable level, and developed and implemented various initiatives. A few of the

significant achievements are listed below;

Risk Management Department, Clinical Governance

Page 8 of 9



Health and Safety Annual Report Summary 2010-11

51 Initiatives

Fire evacuation ‘ski-pads’ have been installed in the ward emergency stair cases within
the Trust which will act as a vital aid in the rapid evacuation of patients or residents etc.
when doorways or stairways are too narrow for the Ski Sheet, or in many situations where
non-ambulant people (such as wheelchair users) require assistance to evacuate the
buildings.

5.2 Policies

All policies owned by the Risk Management team have been fully reviewed to comply with Risk
Management Standards levels 1, 2 and 3.

In late 2010, an overarching fire policy was been developed to replace the many site specific fire
policies. This fire policy now forms the foundation for the Fire Safety Management Plan and the
individual Trust site fire action plans. To ensure the fire plans are kept up to date and to ensure
Trust compliance with the Regulatory Reform (Fire Safety) Order 2005, the fire risk assessments
that have been undertaken for all Trust sites have been subject to regular review throughout the
year.

53 Promotions

The Risk Management team organised an event during October 2010 to coincide with the
European Health & Safety Week. The campaign focused on risk assessments, risk management,
infection prevention, stress and violence and aggression. The stand was organised and manned
by members of the Risk Management team, with support from PFI partners Sodexo and Catalyst
who welcomed the opportunity of promoting the health and safety message to their staff, along
with Parkhill and the London Fire Brigade.

Similarly the Risk Management team organised an event in November 2010 to coincide with the
Falls Awareness Week. This year the campaign focussed on the falls assessment tools, the falls
bundle and highlighted the work that is currently being undertaken by the Falls Prevention Group.
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Where data has become available, it should be borne in mind that the methodology of capturing, and the
accuracy of the data is in its formative stages therefore as at the end of March '11, the position may not
be that once formal recording commences from April '11 — therefore caution should be used when
considering the information presented.

The new standards are shown in Appendix 1 with current performance where it is available.

The key operational challenges remain:
¢ Recruitment and retention of an appropriate clinical workforce (medical, nursing and others)
particularly in A&E and acute areas to deliver care;

e Development of Emergency Ambulatory Care to deliver across all 49 clinical conditions
identified;

e Improving bed flow — planning discharge at the point of admission, case management of
complex patients;

¢ Integration of Medical and Surgical Assessment facilities together with A&E;
¢ Urgent Care centre — development and management from April 2011;

e Changes in the management of emergency/urgent GP referrals;

e Development of clinical pathways for single condition admissions;

¢ Successful implementation of Jonah as a management support tool

¢ Integration with community services.

The Emergency Care Intensive Support Team continues to work with the Trust to support the
implementation of the existing and new standards. They are offering support in three areas.

e The development of a rapid assessment and treatment model for the Emergency Department
at Queens Hospital;

e The development of a Trust wide emergency ambulatory care strategy and implementation
plan;

e The implementation of new internal professional standards that support patient flow across the
acute Trust.

The successful roll out of Discharge Jonah and formal cross buffer arrangements has significantly
improved continuous bed flow and is assisting in reducing length of stay. In addition the imminent
input from QFI to re-energise the Jonah programme and drive it from a clinical perspective will
add to the work already undertaken. The aim is to combine the work of the IST with QFI bringing
in the support of external IST clinical leads to try to ensure discharge planning and Trust
performance is owned clinically within the organisation

Emergency Care Programme

This programme has three work streams focussing on Internal Professional Standards, Complex
Discharges and Clinical Redesign. An update from each of the work streams is shown below:

Internal Professional Standards

The internal professional standards have now been agreed within each division and the focus is
now on ensuring that we can routinely record and report these performance standards. Once this
is established the standards will be performance managed through the divisional performance
meetings. In addition, the Intensive Support team is working with the divisions to support
embedding these standards. These are shown in Appendix 3.
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Complex Discharges
The Discharge Partnership Board (DPB) is a multi-agency group which focuses on developing
effective pathways from acute care into the community.

The DPB acts as the Project Board for the Community Support Programme and has focused on
the delivery of:

e commonality of information on DTOCs and long staying patients which now gives the whole
economy confidence to work together which has enabled a reduction in DTOCs to below 3%

a process for complex discharges which case manages safe discharge for these patients
reduction in delays due to specialist rehabilitation placements

improved Community Support at the front end of Acute to reduce admissions

improved discharge support over Bank Holiday periods which has previously hindered bed flow
following a Bank Holiday periods

reduction of internal paperwork delays

reduction of external agency delays.

regular weekly meeting with Brentwood Community Hospital and Redbridge Social Services
regular fortnightly meetings with all Boroughs

implementation of ‘Jonah’ as a discharge planning tool — however further work will be required
with QFI to ensure this becomes business as usual with the clinical teams

There is still further work to do on the following:

¢ Reducing admissions from Nursing Homes

Looking at how we maintain more patients with long-term conditions in the community and
reduce multiple A&E Attendances and Admissions

Introduce Intensive Therapy to get more patients home on Reablement pathways

Promote improved 7-day working to maximise discharges in out-of-hours periods

Continuing care framework;

Leadership of Therapies and implementation of single intermediate care re-ablement pathway;
Admission avoidance out of hospital;

The discharge team is now at full staffing establishment with new staff members carrying out training
and induction into the organisation. Team meetings and team building continues to ensure new
systems and processes are adhered to. A review of the role and function of this team is to take place
in the near future.

Clinical Pathway Redesign

The aim of this work stream is to bring together a series of initiatives that assist the divisions to
achieve the effective delivery of their associated services that will ultimately contribute to the Trust
achieving the new A&E Clinical Quality Indicators.

The work stream has been broken down into x3 projects each with a defined set of objectives, they
include:

¢ (Re) Attendance / Admission Avoidance

¢ A&E Improvement

e Treatment, Diagnosis & Discharge (In-Patient)

(The programme for each of these can be seen in Appendix 2)

Each project has been allocated an overall project Manager and clinical lead to ensure the work is
owned by the teams who will then ensure that each of the objectives are delivered in accordance with
the expected due dates.

Achievements to April 2011
Overall there is still considerable work to do but there have been some significant improvements
already demonstrated through:
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Improved A&E performance

Discharge of complex cases

Reduction in the number of patients in delay (not DTOCSs)
Reduction in DTOCs

Transparency of data across the whole economy

In order to improve still further robust discharge planning is key to bed availability and therefore
achieving the A&E Quality standards. The next step is full nursing and clinical engagement in this
process which has to be owned by the Divisions but will be supported by the IST and QFI in the
coming weeks.
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No

AC dNaarG

Indicator

Period

Indicator Description

Target

Mar 11 Performance

Unplanned re-attendance
rate

Monthly

Unplanned re-attendance at A&E

within 7 days of original attendance

(including if referred back by
another health prof)

<5%

8.1%

Total time in the A&E
department

Monthly

The median, 95th percentile and
single longest total time spent by
patients in the A&E department, for
admitted and non-admitted patients

240 mins

413 mins

Left without being seen
(LWBS) rate

Monthly

The percentage of people who
leave the A&E department without
being seen

<5%

4.9%

Time to initial assessment

Monthly

Time from arrival to start of full
initial assessment, which includes
a brief history, pain and early
warning scores (including vital
signs), for all patients arriving by
emergency ambulance

<15 mins

195 mins

Time to treatment

Monthly

Time from arrival to start of
definitive treatment from a
decision-making clinician
(someone who can define the
management plan and discharge
the patient)

<60 mins

77

Ambulatory care

Quarterly

Ambulatory care for emergency
conditions: the percentage of A&E
attendances for cellulitis and DVT

that end in admission

Improvement

Data Not
Available

Service experience

Quarterly

Qualitative description of what has
been done to assess the
experience of patients using A&E
services, their carers and staff,
what the results are and actions to
improve

Improvement

Data Not
Available

Consultant sign-off

Six
Monthly —
October
and
March of
each year

The percentage of patients
presenting at type 1 and 2 (major)
A&E departments in certain high-

risk patient groups who are

reviewed by an emergency
medicine consultant before being
discharged.

Improvement

Data Not
Available
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Appendix 2

Project 1: Due Date
(Re) Attendance / Admission Avoidance (Provisional)
GP calls taken by Consultant at each site Jun-11
Development of Intermediate Care Sep-11
LAS Alternative Care Pathways (Community) Sep-11
Nursing Home Support / Education Oct-11
Residential Home Support / Education Oct-11
Expansion of Ambulatory Care Pathways Apr-12
Readmissions reduction to the national average of outlying HRGs Apr-12
Use of Rapid Response Teams Apr-12
Expansion of Pharmacy usage in the Community Apr-12
Development of the Virtual Hospital Apr-12
Expansion of GP Service usage
(Emergency Appointments/ Extended Hours/ Management of Apr-12
Frequent Fliers)
Develop Palliative Care Services Apr-12
Develop Home Based Care Apr-12
Project 2: Due Date
A&E Improvement (Provisional)
UCC Development pre August 11 - Adults & Paeds Apr-11
Develop and Embed Emergency Ambulatory Care (Content TBC) Apr-11
GP calls taken by Consultant at each site Jun-11
UCC Development post August '11 - Adults & Paeds Aug-11
Increase MAU discharges out of hospital to 55% Sep-11
LAS Alternative Care Pathways (Community) Sep-11
RATing or Equivalent Embedded Sep-11
Refine assessment and admissions procedures Sep-11
Improve Discharge Practices to correct location Sep-11
(Home/Ambulatory Care/Community etc) P
Expansion of Ambulatory Care Pathways Apr-12
Readmissions reduction to the national average of outlying HRGs Apr-12
Reduction of temporary staff by: Apr-12
5 day ward round Consultant cover Apr-12

Link to community Initiatives (See Project 1)

As Project 1
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Project 3: Due Date

Treatment, Diagnosis & Discharge (In-Patient) (Provisional)
Reassess AEU capacity May-11
Refine Transfer & Treat Protocols Jun-11
Refine Internal Referral Processes Jun-11
Increase MAU discharges out of hospital to 55% Sep-11
Reduce the number of patients with a LoS of over 14 days from
30% to 24% Sep-11
(national average).
Embed use of Performance & Information Management Systems Sep-11
(Jonah/Bedweb/PACS/PAS/CMS/Ambutime)
Embed agreed Diagnostic turnaround time standards Sep-11
Improve Discharge Practices to correct location Sep-11
(Home/Ambulatory Care/Community etc) P
Creation of winter surge capacity with substantive staff Oct-11
Expansion of Ambulatory Care Pathways Apr-12
Readmissions reduction to the national average of outlying HRGs Apr-12
Reduction of temporary staff Apr-12
5 day ward round Consultant cover Apr-12
Refine External referral Processes Apr-12
Embed Trust Wide discharge planning standards (board
rounds/TTAs/Therapies/Family & Carer Apr-12
Involvement/Transport/Community-Social Services)
7 day Consultant ward rounds in all in-patient medical areas Apr-13
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Appendix 3

ALL Areas

Division Performance Standard Ward / Dept | Method of measurement Me_lt_gfglelt(Pl
CSS Inpatient MRI, CT & U/S
turnaround reporting within 24 Radiology PACS 95%
hrs.
TTA's reqd 24 hrs before All Wards Pharmacy Reporting 80%
discharge
Acute occupational therapy - Therapies Jonah 100%

referrals screened within 24 hrs

Acute occupational therapy -
assessed within 48 hrs if Therapies Jonah 100%
medically able to participate

TTA's turnaround time to all

departments within 12hrs (If Weekly data collection

received 24hrs in adavance Pharmacy reporrt::nf s(,:rvice 100%
(NOT MAU) 9
Urgent laboratory tests from A Weekly audit by dept.
+ E and Admission units turned Pathology manager reported to 100%
around in 1 hour. service manager
24hr 'REFERRAL TO
REPORT' Diagnostic : , o
Turnaround times for 'OTHER' Diagnostics RIS 100%
INPATIENT tests
1hr 'ORDER TO REPORT for . . o
'STANDARD' blood work Diagnostics RIS B
Direct Admissions to Oncology o
ward from A&E Symphony Symphony 100%
SHO to respond AND ATTEND o
to A&E calls within 30mins Symphony Symphony 100%
Med Time to initiation of nursing
(MAU) assessment <15 mins with a
EWS. EWS of 4 or more to be MAU Symphony 100%
immediately identified to
doctors for rapid assessment
Initial medical assessment by a
doctor within 4 hours of transfer MAU Symphony 100%
to MAU
Consultant medical
assessment to take place MAU Symphony 100%

within 14hrs of transfer

Consultant medical
assessment to take place MAU Symphony 90%
within 12hrs of transfer

Board rounds 3 times a day Sample Audits - Ward

o]
9am, 12pm & 3pm MAU Attendance 100%
Consultant set EDD to be
agreed and clearly documented MAU Jonah 100%
at Patient ward rounds
MED Nursing EWS & Assessment
(WARDS) <15mins of transfer to ward. All Medical

Patient with EWS scor of 4 or Wards Symphony 100%

more to be immediately
identified for rapid assessment
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Consultant review <72 hours of | All Medical Svmohon 100%
admission to ward Wards ymphony °
Consultant review of EDD to be : .
undertaken & documented at All Medical Sample Audit - Ward 100%
Wards Attendance
every ward round.
Morning Board Rounds to be . .
undertaken 5 days a week All Medical Sample Audit - Ward 100%
) Wards Attendance
Mon-Fri
Doctor review undertaken All Medical o
<4hrs of transfer Mon-Fri Wards Symphony 100%
TTA's requested and written up | All Medical . o
24 hours prior to discharge. Wards Pharmacy Reporting 80%
Patients to leave ward within 2 All Medical
hrs once decision to discharge Bedweb 100%
Wards
has been declared
Consultant to Consultant
routine referrals to be seen & All Medical Jonah 100%
assessed within 24 hrs of Wards °
request.
Patients with LOS in excess of
14 days must have review at All Medical o
Consultant led MDT with plan Wards Jonah 100%
of care clearly documented
Surg Patients discharged from
(Crit Care) Critical Care within 4hrs of ITU/HDU ICNARC data 100%
decision to "step down".
Surg SHO to respond AND ATTEND | All Surgical o
(Wards) to A&E calls within 30mins Wards Symphony 100%
Consultant review < 24hrs of All Surgical o
admission Wards Symphony 100%
EDD agreed & documented All Surgical o
within 24hrs of admission Wards Symphony 100%
Access to Emergency theatres Al Suraical
within 24hrs of decision to g Phoenix 100%
Wards
operate
Patients to be discharged on All Surgical o
documented EDD Wards Jonah 90%
Patients to be discharged All Surgical o
before midday Wards Jonah 90%
Pharmacy Reporting
TTA's to be requested 24hrs All Surgical Electronic Discharge 100%
before EDD Wards Summary °
(where operational)
Nil ventilated patients to be All Surgical o
outside of Critical Care Wards PAS 100%
Repatriation of all Surgical .
outliers across the trust to Allvsglr'g;cal PAS 100%
specialty wards within 24hrs
W&cC A&E waits for Paediatrician 0
(PAEDS) Review <1hr A&E Symphony 100%
Time from DTA to admission to o
the Ward <30mins A&E Symphony 100%
Review of all febrile children
under 1 year to be reviewed by Al Areas Sample Audit - Medical 100%

ST4 or Consultant before
discharge

Records
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Children admitted to ACAD Queens o
(SSPAU) for LOS <24 hours ACAD PAS 100%
Children admitted to Clover Clover
Childrens Unit (SSPAU) for SSPAU PAS 100%
<24 hours
. . Tropical
Children admitted to the ward . .
must be seen by a Registar ILago\t/JVn Sampleébxudltd- Medical 100%
within 4 hours Clover Ward ecords
ACAD
Children admitted to the ward '[;op‘;c;il Samole Audit - Medical
must be seen by a Consultant cl 9 Ward P R q 100%
within 24 hours over tLar ecoras
ACAD
Calls answered for the GP Sample Audit - o
Hotline Paeds Switchboard 100%
Number of referrals to Paeds Weekly audits on ACAD 90%
hotclinics and Clover 0
Children to have a daily . .
medical review by a consultant [;Opc')gil s:ljrwzl%églf gr;(;N; LdS 100%
(within 24 hours period) 9
. Tropical
Consultant lead daily Board .
Rounds with Nursing staff s Sample Audit - Ward 100%
present by 9.15am .
Clover Unit
. Tropical
Consultant lead evening Board .
Rounds with Nursing staff Iﬁgz%n Samgﬁﬁﬂgg‘;;’vam 100%
present between 5pm and 7pm Clover Unit
EDD to be set by Consultants Sample Autid - Ward o
during board rounds All Areas Boards 100%
TTA requests to be delivered to
pharmacy by 4pm on the day . o
prior to expected discharge Pharmacy Pharmacy Reporting 80%
date
A Paediatric Early Warning
Score (PEWS) will be Sample Audit - Medical o
completed each time a set of All Areas Records 100%
vital signs is observed
Paediatric deaths will be
reviewed by the Named Nurse
for Safeguarding Children and Review of brocess on
the Lead Nurse for Paediatrics. All Areas monthlp basis 100%
All paediatric deaths will be y
reviewed by the Child Death
Overview Panel.
wac Consultant lead daily Board Soot checks b
(Neonates) Rounds with Nursing staff NICU P y 100%

present by 9.15am

management teams
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Neonatal admissions to be

recorded on SEND within 24 NICU Audit of database 100%
hours of admission
Categories of care to be
recorded on SEND within 24 NICU Audit of database 100%
hours of admission
Number of hours Neonatal unit NICU Sample Audit - Infection 0 hours
closed due to INFECTION Control Records
Number of hours Neonatal unit
closed due to STAFFING NICU Sample Audit - ESR 0 hours
LEVELS (medical and nursing)
Number of hours Neonatal unit .
closed due to CAPACITY NICU Sample Audit - Bed Team 0 hours
TTA requests to be delivered to
pharmacy by 4pm on the day . o
prior to expected discharge NICU Pharmacy Reporting 80%
date
Children to be ready to go . .
home within 24 hours of the NICU Sample Audit - Medical 100%
- . Records
decision to discharge
Neonate deaths will be :
reviewed by the Lead Nurse NICU Medical Records / 100%
. Interviews
and Lead Neonatologist .
wacC Walk-in emergency patients to
(Gynae) Cornflower B will be seen by a | Cornflower B Nurse in charge 100%
nurse within 15 minutes
Handover to commence with
SHO's and Nurse in Charge at | Cornflower B Nurse in charge 100%
8.30am
Daily Ward rounds lead by
consultants to commence by Cornflower B Audit by Ward Sister 100%

9am

Page 12




EDD to be recorded on white

board and by patient bed for all | Cornflower B Audit spot checks 100%
patients
Discharges to have left the
ward by 12 noon (excluding Cornflower B Nurse in charge 100%
day cases)
Diagnostic Ultrasound for early
pregnancy to bg avaﬂ_aple for Cornflower B Sample Audit - Medical 100%
emergency patient within 12 Records
hours
Any patients post delivery
readmitted within 28 days to be | Cornflower B Audit of IR1 forms 0%
reviewed by ST4
W&C Women attending triage in Sample Audit - Medical
(Obst) labour are admitted to the Triage Records 100%
appropriate bed within 15 9 ?Can Symphony be °
minutes of arrival. used/adopted
Women, post delivery will be
transferred to the appropriate LW Sample Audit - Medical 80%
postnatal setting within 2 hours Records 0
of delivery if condition allows.
Women labouring on antenatal
ward will be transferred to LW Sample Audit - Medical
within 15 minutes of decision AN ward P 100%
o Records
transfer being made.
Reduce the number of women . :
following delivery who require PN ward Sample Audit - Medical 10%
Records
a LOS of 4 days or longer.
Discharge lounge will utilised
according to its operational PN ward Bedweb 100%
policy.
Women requiring observations,
excluding those in labour, will | All maternity Sample Audit - Medical 100%
have them recorded using the Wards Records °
MEOWS chart.
TTAs to be written up before PN ward Sample Audit - Ward 100%
woman leave LW. Attendance
Women will receive the
p(_)stnat_al edugatlon PN ward Sample Audit - Medical 100%
session prior to discharge Records
home.
Emergency LSCS will be . :
performed within the graded LW Sample Audit - Medical 100%
: Records (?Pheonix)
time stated.
The daily consultant ward
round AN ward Sample Audit - Ward 100%

on the antenatal ward will be
commenced by 9am

Attendance
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