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

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

We carried out a comprehensive inspection between 21 and 24 April 2015 as part of our regular inspection programme.
In December 2014 Cambridge University Hospitals NHS Foundation Trust had been identified as having only two
elevated risks and one risk on our Intelligent Monitoring system. However, in May 2015 the system showed that there
were five elevated risks and four risks.

Cambridge University Hospitals NHS Foundation Trust is one of the largest in the UK with around 1100 beds. The trust
provides a major trauma centre for the east of England and specialist services in immunology, foetal medicine, IVF,
neurosurgery, ophthalmology, genetics and metabolic diseases, specialised paediatric, cancer and transplant services.
These services, as provided at Addenbrooke’s Hospital and the Rosie Hospital were inspected as part of the core
services within this report. The trust also provides district general hospital services to patients predominantly coming
from Cambridgeshire, Essex, Suffolk and Hertfordshire. The demographics vary during the year due to the large student
population of approximately 24,488.

The clinical departments are clustered together into five divisions:

Division A: Musculoskeletal; Digestive Diseases and ICU/Periops

Division B: Cancer; Laboratory services; Imaging and Clinical support

Division C: Acute Medicine; Inflammation/Infection; Transplant

Division D: Neuroscience; ENT/ Head and neck/ Plastics; Cardiovascular-Metabolic

Division E: Medical Paediatrics; Paediatric Critical Care and Paediatric Surgery; Obstetrics and Gynaecology

Whilst we inspect core services, these crossed divisions. We were able to disaggregate some of the performance
information for the trust across our core services.

During this inspection we found that the trust had significant capacity issues and was having to reassess bed capacity at
least three times a day. This pressure on beds meant that a number of routine surgery admissions were cancelled as
there were no beds available. We found that staff shortages meant that wards were struggling to cope with the numbers
of patients and that the adult critical care areas were not staffed in line with national guidance. We reported this to the
hospital trust management immediately and undertook enforcement action to place a condition on the trust’s
registration in relation to Addenbrooke’s Hospital to ensure that there were sufficient staff in place to care for critically ill
patients. We have since been assured by the trust that there are systems now in place to ensure that staffing in this area
isin line with national guidance and we have removed this condition form the trusts registration.

We have rated this location as inadequate overall due to significant concerns in safety, responsiveness and the
disconnect between ward staff and the divisional leaders. We found that the staff were exceptionally caring and that
they went the extra mile for their patients..

Our key findings were:

« There was a significant shortfall of staff in a number of areas, including critical care services and those caring for
unwell patients. This often resulted in staff being moved from one area of a service to another to make up staff
numbers. Although gaps left by staff moving were back-filled with bank or agency staff, this meant that services often
had staff with an inappropriate skills mix and patients were being cared for by staff without training relating to their
health needs .Despite this patients received excellent care.
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Pressure on surgical services meant routine operations were frequently cancelled and patients were waiting longer
than the 18-week referral to treatment target for operations. Pressure on the outpatients department meant long
delays for some specialties and not all patients being followed up appropriately, particularly in ophthalmology and
dermatology. There were some outstanding maternity services but significant pressures led to regular closures and a
midwife to birth ratio worse than the recommended level.

Disconnected governance arrangements meant that important messages from the clinical divisions were not
highlighted at trust board level.

Introducing the new EPIC IT system for clinical records had affected the trust’s ability to report, highlight and take
action on data collected on the system. Although it was beginning to be embedded into practice, it was still having
an impact on patient care and relationships with external professionals.

Medicines were not always prescribed correctly due to limitations of EPIC, although we were assured this was being
remedied.

However, we also found:

Caring staff who did everything they could for patients in their care.
Effective and robust multidisciplinary working across the trust.
The emergency department and major trauma centre were efficient and effective.

There were areas of poor practice where the trust needs to make improvements.

Importantly, the trust must ensure that:

All patients awaiting an outpatient’s appointment are assessed for clinical risk and prioritised as to clinical need.
Effective governance and management arrangements are put in place in outpatients.

Systems or processes must be established and operated effectively to enable the outpatients department to assess,
monitor and improve the quality and safety of services.

Services around end of life are reviewed to allow for fast track or rapid discharges to be undertaken in a timely way.
Patient dependency in the intensive care unit is reviewed and staffing monitored against this on a day to day basis to
ensure compliance with the Faculty of Intensive Care Medicine / Intensive Care Society core standards for ICU (Ed1)
2013.

There is adequate staffing to provide safe care for patients requiring non-invasive ventilation.

Data collection for the ICNARC case mix programme is monitored and that data collected is reliable, accurate and
representative of the functioning of both critical care units.

Patients are discharged from critical care units to the wards in a timely manner and minimises the number of
patients being discharged after 10pm.

It encourages collaborative working and sharing of clinical governance data between the general critical care unit
and the Neuro Critical Care Unit.

Medicines are managed in line with national guidance and the law.

All patients who may lack capacity have a mental capacity assessment and, if appropriate, a deprivation of liberty
safeguards (DoLS) assessment and that patients’ consent is properly sought before treatment.

All emergency equipment is checked in line with policy.

Risk assessments are completed and correctly recorded.

All environments are safe and that high levels of nitrous oxide in delivery suites are addressed.

Consistent foetal heart rate monitoring is provided in maternity services.

In addition, the trust should:

The impact of high bed occupancy on the admission of emergency patients and the provision of emergency surgical
services at Addenbrooke’s Hospital is reviewed.
Review the provision of end of life care to consider providing cover over seven days a week.
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« Ensure that focus is given to drive improvement and delivery of the end of life care service, including community
engagement and investment in the service.

« Ensure the estates department is staffed with enough appropriately trained people to facilitate a more timely
response to maintenance requests to help improve the environment, infection control and health and safety for
patients and staff.

« Improve the skill mix across critical care to ensure that 50% of staff complete their certificate in critical care in line
with best practice standards.

« Staff on the wards should be clear who has a DNACPR in place at all times to minimise the likelihood of incidents
where patients may be resuscitated against their expressed wishes.

« Ensure access to dedicated physiotherapy and clinical pharmacy services seven days a week.

« Ensure that there are arrangements in place with clear management plans for the merging of two mortuaries in
Cambridgeshire.

« Review the arrangements for patients undergoing termination of pregnancy for foetal anomalies on the labour ward.

+ Ensure that medical and surgical patients are cared for in an appropriate ward.

+ Reduce the number of cancelled surgery admissions.

« Consider the use of pain assessment tools for patients who require additional assistance in communicating their
needs.

We saw areas of outstanding practice including:

« The allergy clinic had a one-stop allergy service that provided diagnosis and management of a wide range of allergic
disorders. This clinic was dynamic and comprehensive.

« Virtual clinics had been set up in a number of areas, each consisting of a multidisciplinary team of staff including
nursing and consultant grade staff. The purpose of the clinic was to review patient diagnostic tests and notes to make
treatment decisions without the need for the patient to attend an appointment. Patients were then called and
treatment options explained over the phone.

« The chaplaincy and bereavement service offered a one-stop appointment where bereaved relatives could see all
trust staff that they needed to see in one visit. Bereaved relatives were also invited back six weeks after the death to
enable staff to provide emotional support and answer any questions. The six-week follow-up had been devised at
Addenbrooke’s and rolled out nationally.

« The specialist palliative care consultants at Addenbrooke’s had won National and International recognition as an
area of excellence in palliative care for their work in developing the “Breathlessness Intervention Service”.

« The online educational resource - cambridgecriticalcare.net - developed by the neurological critical care teamis a
repository of educational resources aimed not only at local trainees, but trainees nationally and internationally.

« Patients previously treated within critical care were invited to a twice-yearly focus group to help drive service
improvement. Through this focus group, real change had been implemented, including improving the transition of
care from the critical care area to the ward, establishment of a quiet/interview room for doctors to speak to relatives
on the critical care unit, and the re-design of the relatives’ room.

« On the general critical care unit, a junior doctor jointly with the IT department developed an application for a mobile
tablet called “My ICU Voice” to enable patients who had a tracheostomy to communicate with staff.

« Team working in the critical care unit was outstanding. Given the limited resources, all members of the
multidisciplinary team worked collaboratively to ensure patients received kind and compassionate care. Nursing staff
were observed doing everything they could to ensure patients’ carers were well informed of their loved ones’
condition.

« There was well-managed and coordinated medical handover and follow-up of patients following admission, with all
specialties being represented for effective care management planning.

« The “supervisor of midwives” network at the trust was outstanding and was an important contact for patients and
staff. The purpose of supervision of midwives is to protect women and babies by actively promoting safe standards of
midwifery practice.
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« The Birthing Unitin The Rosie Hospital had facilities that were outstanding and state of the art. They included 10
birthing rooms, all with en-suite bathrooms, mood lighting and music systems, a fold-down double bed, birthing
balls, slings, birthing stools, floor mats and comfortable seating and access to a sensory garden.

« The Neonatal Intensive Care Unit s at the forefront for provision of care for babies. The neonatal transfer team (ANTS)
was the first such team to formally and consistently enable parents to travel with their sick babies.

« The ACTIVE Children and Young People’s Board enabled current and former young patients, and any other children
who were interested, to meet and share ideas. The ACTIVE Children and Young People's Board was involved in
producing child-friendly information and in projects such as Teens in Hospital, which was looking at ways of
improving the experience of young people, especially those on adult wards.

On the basis of this inspection, I have recommended that the trust be placed into special measures.

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

Service Rating

Urgent and Requires improvement ‘
emergency

services
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Why have we given this rating?

There were clear arrangements in place to protect
patients from abuse and avoidable harm. Medical
and nurse staffing was at safe levels through
effective recruitment and retention. Patients were
efficiently assessed, monitored and cared for to
prevent or respond to deterioration in their
condition. Incidents were reported and fully
investigated where needed. Lessons were learnt
from incidents and complaints, in order to improve
the service. Infection prevention and control was
well established.

Treatment was based on best practice and national
evidence-based standards and guidelines. However
the outcomes for patients were not always in line
with national expectations we were particularly
concerned about patients with sepsis as audits
showed that not all patients received the
appropriate treatment in line with guidance. Staff
were appropriately qualified and trained for their
roles. There was an established education and
training culture in support of improving care and
treatment and developing staff. Multidisciplinary
working contributed to efficient working and was
promoted by a culture of support and teamwork.
Patients were asked about their wishes and
supported to make decisions about their care and
treatment. We saw that staff consistently offered
care that was kind, respectful and considerate. Staff
supported patients promptly in managing pain and
anxiety.

The trust was not meeting the four-hour waiting
time target for treatment and discharge from the
emergency department. The performance on this
target was affected by the integrated system of
admission to the hospital, which meant GP
admissions were also managed through the
emergency department. The integrated system had
been chosen as a clinically effective and safe
arrangement. Departmental leaders and staff had
implemented systems to maintain flow and
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Medical care  Requires improvement .

8 Addenbrooke's and the Rosie Hospitals Quality Report 22/09/2015

escalate problems as soon as there were
indications of delays in patient flow. The trust had
programmes of work to improve patient flow
through the hospital.

Leadership of the Emergency Assessment
Department was effective There was an open and
positive culture and supportive multidisciplinary
working. Managers and staff were focussed on
development and continuous improvement in
patient care.

Overall, we found that medical care services at
Addenbrooke’s Hospital required improvement.
This is because we found concerns in relation to
safety, effectiveness, responsiveness and leadership
of the service. However the staff remained caring
despite the concerns in other areas. Staff worked
hard to ensure that patients received the best
possible care.

We had concerns in relation to nursing staffing and
the movement of staff between wards. The
respiratory ward was not staffed in line with
national guidance and this increased the risk of
potential avoidable harm for patients who required
non-invasive ventilation (NIV). Staff did not always
report incidents when they should have done and
staff did not always receive feedback about incident
investigations. We found gaps in the checking of
emergency resuscitation equipment in some ward
areas.

The neuropsychology service was providing
effective care to inpatients and outpatients
requiring the service. However, we found that none
of the neuropsychology staff were on the British
Psychological Society’s Specialist Register of
Clinical Neuropsychologists or receiving supervision
from a professional on the register, though they
were professionally registered with the Health and
Care Professions Council as clinical psychologists
which is a legal requirement.

Clinical staff were not always able to access the
information they required - for example, diagnostic
tests such as electrocardiographs (ECGs) to assess
and provide care for patients. This was because
ECGs had to be sent to a central scanning service to
be scanned into the electronic recording system
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once the patient had been discharged. This meant
their ECGs would not be available for comparison
purposes if a patient was re-admitted soon after
discharge.

Where agency staff were used, they were not always
able to access information about patients they were
supporting. In addition, all staff, we spoke with, had
limited knowledge of their responsibilities under
the Mental Capacity Act (MCA). Nursing staff were
unclear about the procedures to follow when
reaching decisions in people’s best interests.
However, staff had not received training in the MCA
or Deprivation of Liberty Safeguards (DoLS)

Staff were unable to show us where care plans had
been completed. Some staff told us the doctors’
orders had replaced care plans on the new EPIC it
system. These orders were task-orientated and did
not always reflect the holistic needs of the patients.
Some staff told us there were no care plans on the
new IT system.

We observed care and found this to be
compassionate from all grades of support and
clinical staff, including doctors. We also saw and
patients told us that privacy and dignity was
maintained at all times. Where possible, patients
were involved in their care and treatment and were
given information to support their decision-making.
We found that patients could access emotional
support if they needed to.

We found there was insufficient bed capacity to
meet the needs of patients within the hospital. This
resulted in a large number of patients being cared
for in non-speciality beds and this had negative
implications for their safety whilst receiving care
and treatment. Implementation of the electronic
recording system had impacted on the care people
received. For example patients were unable to
receive blood transfusions within the ambulatory
care unit and had to be admitted to a ward.

We were told and records demonstrated that
patients requiring elective treatment often
experienced cancellation or had to wait for up to 12
hours for a bed to become available because of bed
capacity issues. In addition, there were significant
numbers of people who were experiencing delayed
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Surgery Requires improvement .
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discharge because they were waiting for packages
of care in their own homes and could not be
discharged by the hospital until funding had been
agreed for this care.

Medical care services were generally well led at a
local level. However, leadership was not consistent
across the medical services area. There was a
recognition that staff were working under pressure
but staffing levels and skill mix had not always been
taken into account within the divisional risk
registers, nor were there any action plans to ensure
staff were supported. Although staff told us they felt
supported by their line managers, divisional
directors and divisional lead nurses. They also
shared concerns that sufficient action had not been
taken to address key risks such as staffing levels,
the movement of staff between wards, flow
throughout the hospital and issues associated with
the electronic recording system.

We rated surgical services as requires improvement:
Surgical wards were not always clean, nursing staff
were moved between wards and staff were not
always familiar with the wards or had experience in
dealing with surgical patients. The trust frequently
cancelled routine operations due to bed capacity
issues. Issues were raised by staff but were not
addressed by the senior management team within
the divisions.

Storage temperatures of the rooms used to store
medicines were not monitored or recorded.
Although, when we measured the temperature it
was within acceptable limits, we were not fully
assured that medicines storage adequately
maintained their quality. The environment within
two surgical wards was not clean. We found fungi
growing in a shower room which had an impact on
the patients of this ward.

Medical staffing was appropriate at consultant,
middle grade and junior doctor level of skill mix.
However, there was a shortage of nursing staff
within surgical wards, with a number of vacancies.
All surgical wards used agency staff, but we found
that they did not always have appropriate induction
or skill mix. Often an inappropriate skill mix on the
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wards mean staff did not have time to adequately
meet patients’ needs. However there was a culture
of incident reporting which was consistent with
feedback and learning from incidents.

Staff we spoke with were not aware of the recent
changes to legislation in respect of Deprivation of
Liberty Safeguards and awareness of the Mental
Capacity Act was poor. This meant that patients
were not always assessed or treated appropriately.
Treatment and care was provided using
evidence-based national guidelines. There was
good practice, for example, in pain management,
and in the monitoring of nutrition and hydration of
patients. Multidisciplinary working was evident.
Staff had access to training and received regular
supervision and annual appraisal. We spoke with
patients and they told us that staff treated them in a
caring way; they were kept informed and involved
in the treatment received. Patients were being
treated with dignity and respect.

Surgical services were not responsive. Some
specialties did not meet the national time of 18
weeks between referral and surgery. Operations
were cancelled due to bed capacity within the
hospital. Capacity pressures and a lack of available
beds resulted in patients spending longer periods in
the theatre recovery areas.

There was evidence to support people with complex
needs, for example, people with a learning
disability. We saw that reasonable adjustments
were made to the surgical services to accommodate
any patients with complex needs. Information,
leaflets, and consent forms were available in a
standard format. . Easy read versions are created on
request by the patient and/or clinical team. Patients
we spoke with said they were satisfied with how
staff dealt with any concerns they raised.

Surgical services were not well-led and required
improvement. Staff we spoke with told us they felt
pressurised when patient admissions fluctuated.
Surgical services had plans to address capacity
issues but identified risks were managed in a
reactive manner.

There was positive awareness amongst staff of the
expectations for patient care across the trust. Staff
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we spoke to were able to speak openly about issues
and incidents, and felt this was positive for making
improvements to the service within the area they
worked.

Overall, we rated the Critical Care services provided
at Addenbrooke’s Hospital as requiring
improvement. Concerns were raised before the
inspection about staff shortages resulting in
patients requiring high level care not receiving the
level of care they should have had and during the
inspection further concerns were raised about this.
Our observations and findings during the inspection
substantiated the concerns raised by staff and we
took action immediately to protect patents from
the risk of harm.

Staffing numbers and skill mix on the Intensive Care
Unit and the Neuro-Critical Care Unit were not in
line with the Faculty of Intensive Care Medicine /
Intensive Care Society Core Standards for Intensive
Care Units (Edition 1). We observed that this was
having an impact on the staff providing care and we
saw evidence of poor practice as a result. This
included patients being left unattended or being
looked after by healthcare assistants. Poor hand
hygiene was observed by staff between patients,
resuscitation trolleys were not checked in line with
trust policy and medications were left unattended.
The concerns relating to staffing had been raised
through various avenues to the senior management
team but no action had been taken immediately to
address those concerns. The senior management
team had a clear understanding of the national
guidelines but there was poor recognition of the
impact this was having on staff and there was a lack
of flexibility in reviewing staffing establishment
when concerns were raised. The process for
assessing patient acuity was well established,
although there was minimal evidence of reviewing
staffing establishments to meet changes in
demand.

During the implementation of the trusts’ health
informatics software, a key member of the team
responsible for data collection and upload to the
Intensive Care National Audit and Research Centre
(ICNARC) case mix program was seconded to assist
design and implementation of the system. A
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subsequent move to merge systems for data
collection combined with the inexperience of a
member of staff identified to fill the vacancy for
data collection resulted in questions around the
reliability of data collected on both units. The trust
had problems with the completeness of ICNARC
data which had been not been submitted for two
years. Locally there was some mitigation in the
collection of local data sets but the trust was
unable to benchmark its data against other units
over this period. The trust has since completed the
training for staff and has re-started submitting data
to the case mix program.

Bed occupancy for the critical care service was high.
In March 2015, bed occupancy was 93% on the
Intensive Care Unit and 95% on the Neuro-Critical
Care Unit. In February, the average occupancy was
113% on the Intensive Care Unit and 109% on the
Neuro-Critical Care Unit because patients were
occasionally being provided with care by the rapid
response team. Across the trust, the length of stay
for patients and delayed discharges to ward areas
were seen as a significant risk to flow. This was
having an adverse impact on the Critical Care Unit,
with more than 1 in 3 patients on both Intensive
Care and Neuro-Critical Care having a delay in
discharge during 2014. Furthermore, as a result,
more than 40% of patients admitted to the two
units were discharged to the wards after 8pm in
March 2015.

Whilst we found strong leadership at ward level,
there was a clear disconnect between the local
leadership and leadership at divisional
management level and between the division and
the executive team. There was a drive at executive
level to devolve leadership to divisional levels
within the organisation. This resulted in a
significant re-structure of the leadership to critical
care services, and whilst progress had been made
the critical care lead recognised that there was
more work to be done with shared learning and
consistency relating to the governance processes of
both Intensive Care and Neuro-Critical Care.

There were numerous examples of outstanding
teamwork within the Critical Care Unit. Staff worked
collaboratively to ensure patients received the best
care possible within their limited resources. Junior
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members of the team spoke very highly of the
senior nurses and consultants in the department.
Patients on the unit were cared for by kind and
compassionate staff, and the feedback from
patients and carers during our inspection was very
positive.

We saw a strong ethos of multidisciplinary working
amongst all members of the team within critical
care. The critical care Rapid Response Team
provided outreach services into the ward,
proactively identifying patients who would benefit
from closer monitoring and supporting ward teams
24 hours a day.

Staff used patient diaries to document each
patient’s stay in Critical Care and they were
reviewed in a dedicated follow-up clinic after
patients were discharge from critical care. The
follow-up clinics provided a strong focus for the
review of a patient’s physical and mental health
after being in hospital. Patients and carers were
invited to twice-yearly focus groups to share their
experiences and help drive service improvement.
We saw a number of examples of innovation arising
from the focus groups and these have been detailed
in our report on responsive care.

There was a strong culture of service improvement
and research. Both the Intensive Care and
Neuro-Critical Care units had participated in a
number of research ventures and the recruitment
strategy and opportunities afforded to staff
reflected the strong commitment towards research.
An online educational resource -
cambridgecriticalcare.net - developed by the
Neuro-Critical Care team is seen as an example of
outstanding practice, with educational resources
aimed not only at local trainees but trainees
nationally and internationally.

We found serious concerns regarding the safety
arrangements in the maternity services which were
not replicated in the gynaecology service. These
related to the environment, equipment, lack of
recording of risk assessments and substantial
midwife shortages. There were continued thematic
incidents reported, relating to fetal heart rate (FHR)
monitoring, with limited evidence of changes in
practice to improve safety. We found that the
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suitability, safety and maintenance of many types
of equipment throughout maternity services were
unsuitable. In the birthing unit, the environment
was also found to be unsafe owing to poor
ventilation whereby high Nitrous Oxide (gas and air)
levels exceeded the safe “Work Exposure Level”
(WEL) which the trust had known about since 2013.
In maternity, numerous and essential patient risk
assessments including venous thromboembolism
(VTE) and early warning score (EWS) assessments
were not being completed. Staff raised concerns to
us that the maternity record system was potentially
unsafe due to a combination of electronic and
paper records being in use and being used
inconsistently. However in gynaecology services risk
assessments were undertaken in a timely and
comprehensive manner. Across both services there
were substantial and frequent staffing shortages,
for all disciplines, which further increased the risk
to people who used the service. This included
medical and midwifery staffing numbers which
were below national standards.

Whilst there were up-to-date evidence-based
guidelines in place, we were concerned that these
were not always being followed in maternity. This
included FHR monitoring, VTE and early warning
score guidelines. Staff were competent and
understood the guidelines they were required to
follow, however, lack of staffing and familiarity with
the computer system (EPIC) made this difficult.
Since the introduction of EPIC, outcomes of
people’s care and treatment was not robustly
collected or monitored. For example, there was no
maternity dashboard available since December
2014. However, we did observe good practice in
terms of audit, effective multidisciplinary team
working and that staff consistently had the right
skills, qualifications and knowledge for their role.
Termination of Pregnancies (TOPs) for fetal
anomalies took place on labour ward after 12 weeks
of pregnancy. Therefore women experiencing this
service were cared for throughout in rooms without
sound-proofing. This meant they were often next
door to laboring women and crying babies.
However, we found that people were consistently
treated with dignity, kindness, and respect
throughout services.
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There was a lack of service planning across the
directorate in relation to workforce planning,
capacity to meet service demand and because there
was no long-term plan to address the high levels of
maternity closures. The maternity unit was closed
37 times between July 2013 and April 2015 mainly
due to a lack of capacity or insufficient staffing.
Referral to Treatment Times (RTT) for gynaecology
patients were not being met in relation to national
expectations, but we found that this was being
addressed appropriately.

At unit level we observed examples of excellent
leadership principles; however, leadership of the
directorate overall required improvement. This was
because senior managers had not responded
appropriately orin a timely way to known and
serious safety risks, there was a general lack of
service planning, and because key performance
data was not being collected robustly and therefore
not being analysed. We recognised that EPIC was
the root cause of the problems with data collection,
and that prior to its introduction in October 2014
many of the data collection issues were not
apparent, however, improving this issue was not
seen as a priority.

Children’s services were protected from avoidable
harm and effective, with a culture of reporting and
learning from incidents.

Staff understood their responsibilities for
safeguarding children, and acted to protect them
from the risk of avoidable harm or abuse. There
were enough medical staff but there were nursing
shortages in some areas, such as in the day unit and
in the neonatal unit. The new ‘EPIC’ (a records
management system) computer system added to
pressures on staff but effective temporary solutions
helped to protect patients. Multidisciplinary
working was effective, and care was evidence
based. Staff monitored patient outcomes and
participated in national audit. They also gained
appropriate consent before interventions.

Staff morale was high, they had outstanding
standards of patient-focused care, and they worked
hard to meet children’s and families’ needs. Staff
were caring, compassionate and empathetic.
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Children and parents felt well-informed and said
staff were friendly and caring. Results of an external
survey, and the many cards and letters expressing
thanks, confirmed our findings.

Staff tailored services to meet individual needs and
provided them in an attractive and child-friendly
environment. Families could use translation
facilities. Patients made few complaints but staff
had a robust procedure and made appropriate
changes to respond to concerns expressed. There
was pressure on bed capacity with children as
young as 14 occasionally having to be placed on
adult wards by staff. Lack of adequate bed space
across paediatrics was identified as a risk and was
on the trusts risk register. The wait between being
referred to the hospital and being seen was longer
for most paediatric specialities than the 90% target.
Senior managers provided clear direction and staff
knew the trust’s values. Staff keep up to date risk
registers, incident records and audits and acted on
areas for improvement. Staff, patients and families
worked well together, to improve services.

Staff provided an end-of-life care service that was
outstandingly caring. The palliative care team,
mortuary and chaplaincy team locally were
effective, responsive and well led. However, in the
wider trust there were concerns with ‘ceilings’ of
care around treatment at the end of a patient’s life
when they were not for resuscitation. This was not
always well documented on the electronic medical
record. Despite a clear flag on the electronic record
staff were not always clear about who was or was
not for resuscitation. Local teams were responsive
to patient needs. However, the electronic records
system (EPIC) created significant numbers of
delayed discharges that impacted on patients
receiving end-of-life care. We had concerns about
how the service worked with community services to
fast track discharges for patients at the end of their
life.

The trust had introduced the “Last Days of Life”
document to assist in caring for patients at the end
of their life which had been uploaded within the
electronic patient in January 2015. However we saw
that staff continued to use the paper record. There
were therefore two systems which directed nurses
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in how to care for patients. We found that where
“Last Days of Life” was used this was poorly
completed. The electronic record did not provide a
holistic care record for patients as there was no care
plan at the end of life. The trust had not
participated in the National Care of the Dying audit
as this was focused on the Liverpool Care pathway
which was no longer used that the hospital. This
meant that it could not benchmark its performance
against other services.

The service provided person centred care to
patients through support of people and their
families for example with ‘The wedding box’. This
was a box of donated items to assist with patients
getting married whilst in hospital. The specialist
palliative care service was providing effective care
through innovation, national and international
acclaimed work. However improvements were
necessary to ensure that people received effective
pain relief and that ceilings of care met their
individual needs. The chaplaincy “Perry unit”
support of bereaved friends and relatives has won
national acclaim and had been adopted by other
hospitals. The Breathlessness intervention service
had won national and international acclaim as an
area of excellence in palliative care.

Staff throughout the hospital knew how to make
referrals and referred people appropriately. The
palliative care team assessed patients in good time,
to meet patient needs. The hospitals new integrated
technology system (EPIC) had improved efficiency
within the department giving staff better access to
patient information. However there was much work
to be done for the system to reach full potential.
Many staff said they had struggled with EPIC and it
was time consuming. The specialist palliative care
team found patients dropped off the system, so
kept two lists to avoid losing patients. Staff had
access to specialist advice and support 24 hours a
day from a consultant on-call team for end-of-life
care.

The chaplaincy and bereavement service supported
families’ emotional needs when people were at the
end of life, and continued to provide support
afterwards. This work had won national acclaim
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and is being used in other hospitals. However, the
mortuary was dated, in need of repair and had
potential capacity issues while awaiting the
hospital’s expansion.

These two services were very different: the
diagnostic imaging services were good across all
our five key questions, but the outpatients’ services
required improvements to be made. Outpatient
services were not working efficiently to protect
patients from avoidable harm, with a weak incident
and learning system. Staff could not describe
incident reporting requirements and were confused
about reporting requirements of serious incidents.
They could not describe or provide evidence of
incidents that had led to improvement.

Staff did not always properly assess patient risk,
with excessive backlogs of patients waiting for
follow up or routine appointments in some clinics.
One serious incident had determined avoidable
harm to a patient with 21 more patients feared to
be at risk. We asked to review a copy of this risk
assessment. However, the review was currently
underway.

While introducing EPIC, processes to deal with
remaining paper records were unclear. For example,
staff documented follow-up appointment requests
on notepads. Paper records which were not stored
in EPIC were inconsistently stored within the
outpatients department. Inaccurate discharge
summaries led to a risk that patients would not
receive appropriate follow up care.

The service was not responding to people’s needs
for appropriate and timely care and treatment.
There was a significant backlog of follow-up
appointments in ophthalmology and dermatology
and some patients reported waiting for an
appointment for up to two years. The trust was not
meeting a significant amount of its performance
targets. The trust provided information that
demonstrated that no new patients were waiting
more than one year for an appointment.

However, diagnostic imaging services were
providing appropriate and safe care. Staff within
this department understood incident reporting
processes and used effective infection control
systems. They maintained equipment in line with
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appropriate legislation and guidance. The
diagnostic and imaging department was part of the
imaging service accreditation scheme (ISAS) which
identified that the trust was performing well.

There were excellent examples of multidisciplinary
working, particularly in the infectious diseases
clinic, and staff reported good internal
relationships. There was excellent practice within
the allergy clinic. The trust had implemented a
one-stop allergy service to diagnose and manage
many allergic disorders, this clinic was dynamic to
the needs of patients and provided a
comprehensive service.

Services generally met people’s needs and staff
understood how to support people with physical,
mental health and cultural needs. Staff were
friendly, approachable and caring. Patients said
they were happy with their care and staff were kind
and caring within outpatients and diagnostic
imaging. Patients felt included in decision making
and care planning for their conditions.

Overall, the service lacked robust management and
governance system in the outpatients department.
We could not be assured that staff were assessing
and monitoring issues within the outpatients’
department to ensure improvement.
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Detailed findings

Services we looked at

Urgent and emergency services; Medical care (including older people’s care); Surgery; Critical care;
Maternity and gynaecology; Services for children and young people; End of life care; Outpatients and
diagnostic imaging
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Background to Addenbrooke's and the Rosie Hospitals

Sites and locations The town is the 167th most populated in the UK. Within
Cambridge University Hospitals (CUH) comprises 12 the urban area, the estimated population is 130,000; the
locations registered with CQC. county area of Cambridgeshire has an estimated

Addenbrooke’s Hospital and the Rosie Hospital (Women'’s population of 752,900 people.

Hospital) in Cambridge provide healthcare and specialist ~ Deprivation:

services such as transplantation, treatment of rare The Indices of Multiple Deprivation indicates that
cancers and neurological intensive care. The trust Cambridge District is the 130th least deprived borough
became a NHS Foundation trust in December 2004. The out of the 326 boroughs in the UK. (1st being the most
trust has around 1096 beds covering a wide range of deprived.)
specialties. Deprivation is lower than average, however about 15.7%
Population served: (2,600) children live in poverty. Hip fractures in people
Patients predominantly come from Cambridgeshire, aged over 65 years as well as hospital stays due to
Essex, Suffolk and Hertfordshire. self-harm, drug misuse, and sexually transmitted

The demographics varies due to the large student infections are above the England average for Cambridge.

population of approximately 24,488. The 2011 census has
the usual population of Cambridge at 123,900 people in
the non-metropolitan area.

Our inspection team

Our inspection team was led by: specialists, a pharmacist, two medical consultants, a
consultant in emergency medicine, a consultant
obstetrician, a consultant surgeon, a consultant clinical
neuropsychologist, an intensive care consultant, a
Head of Hospital Inspections: Fiona Allinson. Head of consultant paediatrician, a junior doctor, 12 nurses at a
Hospital Inspections, Care Quality Commission variety of levels across the core service specialities and
two experts by experience. (Experts by experience have
personal experience of using or caring for someone who
uses the type of service that we were inspecting.)

Chair: Louise Stead, Director of Nursing, Royal Surrey
County Hospital NHS Foundation Trust

The team included nine CQC inspectors and a variety of
specialists including, a clinical fellow, two safeguarding
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How we carried out this inspection

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

+ Isitsafe?

+ Isit effective?

 Isitcaring?

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

The inspection took place between 21 and 24 April 2015
with an unannounced inspection on 7 May 2015.

Before visiting, we reviewed a range of information we
held, and asked other organisations to share what they
knew about the hospital. These included the clinical
commissioning group (CCG); Monitor; NHS England;
Health Education England (HEE); General Medical Council
(GMC); Nursing and Midwifery Council (NMC); Royal
College of Nursing; College of Emergency Medicine; Royal
College of Anaesthetists; NHS Litigation Authority;
Parliamentary and Health Service Ombudsman; Royal
College of Radiologists and the local Healthwatch.

We held a listening event on 21 April 2015, when people
shared their views and experiences of

Addenbrooke’s and the Rosie Hospitals. Some people
who were unable to attend the listening event shared
their experiences with us via email or by telephone.

We carried out an announced inspection visit between 21
and 24 April 2015. We also conducted an unannounced
inspection on 7 May 2015. We spoke with a range of staff
in the hospital, including nurses, junior doctors,
consultants, administrative and clerical staff, radiologists,
radiographers, pharmacy assistants, pharmacy
technicians and pharmacists. We also spoke with staff
individually as requested and held 'drop in' sessions.

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

We would like to thank all staff, patients, carers and other
stakeholders for sharing their balanced views and
experiences of the quality of care and treatment at
Addenbrooke’s and the Rosie Hospitals.

Facts and data about Addenbrooke's and the Rosie Hospitals

Urgent and Emergency Services
Information about service

« No. of attendances pa total 105,804

« No. of children 21,160 (20% of A&E attendance)

« Number of attendances admitted 19, 599 (18.5 %)
« % left without being seen 1.2%

+ % reattending within 7 days 5.63%

+ FFT response rate 15.7%

Medical Care
Information about the service

+ No. of medical wards 29

+ No. of medical beds 440

« Emergency admissions to medical care in 2014/15
41,322

« Elective admissions to medical care in 2014/15 12,361

« Never events in medical areasin 2014/150
« SSNAP ‘score’ (Ato E) D July to Sept 2014

Surgery
Information about the service.

+ No. of surgical wards 20

« No. of surgical beds (inpatient) 282
+ No. of day case beds 75

+ No. of operating theatres 35

Critical Care
Information about the service

« Number of critical care beds: Total 137
Maternity and Gynaecology

Information about the service
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« Number of births pa (total) 5,482 (Jul13-Jun14)
« Number of antenatal beds 22
« Number of beds on labour suite 15

« Midwife/birth ratio 1:34 as of Dec 14
+ No. of consultant hours on labour suite 60 hours pw

« Normalvaginal deliveries (%) 59.3
+ Elective caesarean rate (%) 13.2
« Emergency caesarean rate (%) 16.0

« Number of occasions when unit hasclosed to
admissions in past 12 months 24 (Dec 13-Dec 14)

« Midwife sickness rate 2.89% (Ave Dec13-Decl4)

Services for Children and Young People
Information about the service

« Number of beds for children + young people 100
« Numberof wards 6
« Number of paediatric consultants 66
« Number of nurses on paediatric wards 252.81 WTE
« Number of neonatal cots:

= Total 38

= levelll4

= Level 210

= lLevel314
« Number of admissions: Total 10,872

End of Life Care

Information about the service

Total number of deaths in hospital pa 1362
(Apr13-Marl14)

No. of referrals to specialist palliative care team pa 1244
(Apri3-Marl4)

Cancer referrals 77% (Apr13-Marl4)

Non-cancer referrals 23% (Apr13-Marl14)

Specialist palliative care team consultants (FTE) 2.7
Specialist palliative care nurses (FTE) 3.65

Hours/days service is available on site Mon-Fri 9-5 and
8.30-4 Sat and Bank Hols

Hours/days service is available by phone 24/7

Outpatients and diagnostic imaging

Information about the service

« Number of outpatient attendances (total) pa 592,288
« Number of outpatient attendances for:

= Ophthalmology 44,812

= Dermatology 30,495

= Oncology 80,280

= Trauma and Orthopaedics 34,645

= Obstetrics and Gynaecology 32,308
= Other 369, 748

+ % of patients attending for whom full records are

missing 1.03%

Our ratings for this hospital

Our ratings for this hospital are:
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Well-led

Safe Effective Caring

Urggnt and emergency Good : Requires Good : Requires Good
services improvement improvement
Requires Requires Good Requires Requires
improvement | improvement improvement | improvement
: Requires Good Good Inadequate . Requires
improvement improvement

Responsive

Medical care
Surgery

Critical care

: Requires Good Outstanding : Requires : Requires
improvement improvement improvement
gynaecology improvement
Services for children w :
Good : Requires Outstanding (I8 Requires : Requires
improvement improvement | improvement

End of life care

Outpatients and
diagnostic imaging

Overall

Notes
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Urgent and emergency services

Safe
Effective
Caring
Responsive
Well-led

Overall

Information about the service

The urgent and emergency services at Addenbrooke’s
Hospital is comprised of the Emergency Department,
Clinical Decisions Unit and Ambulatory Care. The
Emergency Assessment Unit provides a consultant-led
emergency care and treatment service, which is the major
trauma centre for East of England and provides the Trauma
Network Co-ordination Service. Itis divided into several
areas, providing care for patients with minor injuries to
major trauma. The emergency department has an
integrated system of working, with GP admissions cared for
through the department. This is unlike many hospitals
where such admissions are managed through other
admission wards. There is a paediatric area with separate
waiting and treatment facilities. The clinical decisions unit
is a ward area close to the main emergency department for
short stays to allow for further assessment and
observation. The minorinjury area has eight cubicles and
dedicated rooms with equipment to manage patients with
eye or ear, nose and throat injuries.

All the clinical departments at Addenbrooke’s hospital were
grouped together under five divisions. The urgent and
emergency services were in division C. Each division is led
by a divisional director. They are supported by a divisional
lead nurse, and Associate Director of Operations, divisional
finance lead and a divisional workforce lead.

In the year to March 2015 the Urgent and Emergency
Services at Addenbrooke’s hospital saw 105,804 patients of
which around 20% were children.

Good

Requires improvement
Good
Requires improvement

Good

Requires improvement

We used a variety of methods to help us gather evidence in
order to assess and judge the urgent and emergency
services at Addenbrooke’s hospital. We spoke with 35 staff
and 42 patients and relatives and examined 10 patient
records during this inspection. We interviewed the clinical
leads for Division C. We observed the environment and the
care of patients, and we looked at records, including
patient care records on the electronic recording system. We
also looked at a wide range of documents, including
policies, minutes of meetings, action plans, risk
assessments and audit results.
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Summary of findings

There were clear arrangements in place to protect
patients from abuse and avoidable harm. Medical and
nurse staffing was at safe levels through effective
recruitment and retention. Patients were efficiently
assessed, monitored and cared for to prevent or
respond to deterioration in their condition. Incidents
were reported and fully investigated where needed.
Lessons were learnt from incidents and complaints, in
order to improve the service. Infection prevention and
control was well established.

Treatment was based on best practice and national
evidence-based standards and guidelines. However the
outcomes for patients were not always in line with
national expectations we were particularly concerned
about patients with sepsis as audits showed that not all
patients received the appropriate treatmentin line with
guidance. Staff were appropriately qualified and trained
for their roles. There was an established education and
training culture in support of improving care and
treatment and developing staff. Multidisciplinary
working contributed to efficient working and was
promoted by a culture of support and teamwork.

Patients were asked about their wishes and supported
to make decisions about their care and treatment. We
saw that staff consistently offered care that was kind,
respectful and considerate. Staff supported patients
promptly in managing pain and anxiety.

The trust was not meeting the four-hour waiting time
target for treatment and discharge from the emergency
department. The performance on this target was
affected by the integrated system of admission to the
hospital, which meant GP admissions were also
managed through the emergency department. The
integrated system had been chosen as a clinically
effective and safe arrangement. Departmental leaders
and staff had implemented systems to maintain flow
and escalate problems as soon as there were
indications of delays in patient flow. The trust had
programmes of work to improve patient flow through
the hospital.

Leadership of the Emergency Assessment Department
was effective There was an open and positive culture
and supportive multidisciplinary working. Managers and
staff were focussed on development and continuous
improvement in patient care.
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Good .

There were clear arrangements in place to protect patients
from abuse and avoidable harm There was effective
incident recording and reporting. There were established
processes to improve clinical practice and the service to
patients. There was good infection prevention and control.
Cleanliness and maintenance of equipment was effective.
Staff ensured safe management of medicines.

There were systems to respond to emergency situations
and any deterioration in a patient’s health. There were clear
procedures to respond to signs or allegations of abuse. The
department was divided into several areas and staff were
deployed to meet patients’ needs depending on activity at
different times of the day. There were plans and training for
staff to deal with major emergencies.

Incidents

+ Incidents were reported, investigated and lessons
learnt. We reviewed the incident reports for 146
incidents from September to December 2014 for the
emergency department. Appropriate action had been
taken in relation to all incidents.

« We looked at the serious investigation reports from
incidents and saw that there had been full
investigations. Learning from the incidents had been
recorded, along with agreed actions.

+ The department team used a structured framework
(Lawton) to categorise and analyse incidents. This
helped the team to identify themes in the causes of
incidents and identify specific clinical improvements
and actions aimed at preventing recurrence.

« There have been no Never Events (things that should
never happen) and one serious incident requiring
investigation relating to a confidential information leak.
Staff had reported and investigated a problem with
cardiac test leads that were able to connect incorrectly
and so had provided a wrong diagnosis. This had been
escalated to other departments in the trust and
nationally through relevant medical equipment
reporting channels.

« Staff told us about learning from a patient fall and the
additional precautions put in place to prevent a similar
incident. The incident had been discussed with
ambulance service staff and managers, and protocols
had been implemented across the services.

«+ Mortality and morbidity meetings were held, covering
general, paediatric, mental health and trauma cases.
Staff were advised of learning from such analysis
through daily shift briefing, ‘Feedback Friday’, team
meetings, away days, emails to all staff, and regular
displays of latest information.

« All staff were aware of the Duty of Candour regulations.
The trust had ensured wide awareness of this through
staff leaflets and team briefings. We spoke with staff who
could outline when this may be instigated.

Cleanliness, infection control and hygiene

« The department appeared clean in all areas. Staff we
spoke with were aware of infection prevention and
control procedures. There were sufficient hand-washing
facilities and alcohol gel was available throughout the
department.

+ We saw staff following hand hygiene, ‘bare below the
elbow’ guidance, and wearing personal protective
equipment such as gloves and aprons whilst delivering
care. Hand hygiene audits of the paediatric area, the
emergency department and the clinical decisions unit
had reported 100% compliance from May 2014 to
December 2014. Band 7 nurses undertook the audits
across the different areas monthly.

« There were protocols in place to use a side room
opening directly into the ambulance bay for patients
with possible infectious disease. Ambulance staff were
advised to hold the patient in the vehicle until the
appropriate bay was available.

« Domestic staff told us there was always staff available to
maintain cleanliness as there was a team arrangement
with other departments. There were clear cleaning
schedules and responsibilities.

» Staff reviewed the MRSA/ C Diff status of patients using a
new clinical record system called EPIC and took
precautions as necessary. The infection control
committee had noted that due to bed flow issues
patients had been admitted to ward beds with risks
present. Staff had been reminded to check the system
and add information if available to the alert section for
the patient.
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« There were checks on cleaning effectiveness weekly in
the areas of the emergency department. Scores were
consistently over 98% in the records from October 2014
to January 2015.

Environment and equipment

+ The emergency department was well organised, with
equipment to hand where required.

Equipment was safe and ready for use in emergencies.
We examined resuscitation and monitoring equipment
in areas of the department. There was a clear system for
checking and securing equipment so that it was ready
for use in an emergency. We examined the record of
daily checks of resuscitation trolleys. We found some
days where equipment had not been checked in line
with trust policy which was for checks to be undertaken
every day. There were ten omissions in March and five
omissions since the 1st April to the time of our
inspection for one of the trolleys. There were seven
omissions in the records for resuscitation trolley checks
throughout March in the children’s area. We saw that
trolleys were sealed and tagged as complete and there
was a central record of checks being made.

We saw that medical engineering staff were routinely
checking equipment. Equipment found to be faulty was
immediately swapped out to ensure all workspaces
were fully equipped when required. We examined check
labels on monitors and hoists and saw that equipment
had been checked appropriately. Patient trolleys,
equipment and curtains providing privacy appeared
clean throughout the department.

Staff in the emergency department were aware of the
risk to patients with mental health problems who may
require specific care. Interview rooms in the emergency
department had been risk- assessed and adapted to
remove specific dangers such as ligature points (places
where someone could tie a ligature to strangle
themselves) and collapsible bed rails.

Medicines

+ All medications were securely stored. Medication
cupboards were secured by key code door access, with
all medications in area B/C and paediatric medicines
also locked in cupboards. In area A medications were
securely stored in a key coded cupboard.
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« We checked the records and stock level of controlled

drugs in the paediatric area, resuscitation and area B/C
of the emergency department. All records were
accurate, showing the correct amount of stock stored at
the time.

Fridge temperatures in the resuscitation area had
omissions in the daily checks. During the inspection we
also found this fridge to be unlocked. When this was
raised with the trust we found that a risk assessment
had been undertaken in 2013 and mitigating actions put
in place.

Records

« We examined clinical records for patients in the

emergency department. We spoke with patients and
discussed their care with their nurse. Clinical notes were
entered on the electronic patient records system. Staff
advised that they had been supported to use the
electronic patient record by initial training. Some staff in
the emergency department team had been involved in
development work before and after the launch of the
new system to adapt the system for speed and
relevance to their clinical practice. For some injuries or
conditions, the notes were against checklists or prompts
to ensure comprehensive assessment and adherence to
policy and clinical guidance.

Three patients we spoke with were at risk of pressure
ulcer development. Each patient had been in the
department lying on an emergency trolley for three or
more hours. Staff had assessed the risk visually and
through experience and decided that a
pressure-relieving additional mattress should be used.
We saw on the electronic record that the use of the
mattress had been recorded and position changes were
recorded on the intentional rounding section of the
record. (‘Intentional rounding’ is a process of making
rounds of an area of service to check at regular intervals
that patient care needs are being met.) Staff told us that
even patients who stay for longer periods do not have
detailed pressure risk assessments made or recorded
until they are admitted to ward areas. However, the
clinical records, whilst limited in details such as no
detail of the plan of care to prevent deterioration of skin
integrity, showed that risk assessments were routinely
being undertaken for patients on trolleys.

« Theinformation system has prompts for key elements of

patient assessment, such as checking for the risk of
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venous thromboembolism. We saw that staff were
reminded by the hospital newsletter to perform the
assessment and were prompted for each patient by the
system.

Safeguarding

Policies and procedures on managing concerns or the
risk of abuse were available to staff. Staff knew how to
raise concerns about adults and children at risk of
abuse.

The clinical information system had a checklist to
remind staff to assess and record any risk of abuse to
children or adults. We saw that this checklist was
completed on the clinical records we reviewed.

There were clear processes and procedures in place for
safeguarding children in the emergency department.
There was a current policy in place for the trust and was
available to staff to access through the trusts intranet
webpage.

The review of three children’s records showed that all
had been assessed for the risks of safeguarding or any
additional support. Staff provided us with examples of
incidents which they had raised relating to safeguarding
children and showed us the incident form which
corroborated what we were told.

Mandatory training

Staff received training in key issues related to the
emergency department. Staff interviewed said there
was good support to attend training. Clinical staff in
different areas were not undertaking roles, such as
initial triage, unless they had been trained and passed
competency checks for that role.

The training schedule had been affected by staff in all
departments needing significant training input related
to the new clinical record system, EPIC. Despite this,
88% of staff had completed safeguarding training (target
90%); 89% had completed infection control training
(target 90%), and 88% of Emergency department staff
had completed information governance training (target
95%)).

Assessing and responding to patient risk

30 Addenbrooke's and the Rosie Hospitals Quality Report 22/09/2015

All patients, including children, who attend as
emergencies or following a visit to their GP were

assessed and treated as needed in the emergency
department. Departmental staff told us this meant
patients’ conditions were assessed appropriately and
made safe before admission to a ward area.

Clinical recording of patient observations, including the
early warning scores for patients’ conditions, are held on
the computer system. The system has alerts built in to
ensure a patient with deteriorating clinical signs is
notified to the appropriate clinical practitioner. The
system has advantages over paper records at the
bedside as the patient’s record can be viewed by a
doctor from any workstation connected to the system -
for example, from another unit or ward.

There were clear procedures to promote safe working
and guide staff through escalation procedures when the
department was full or the hospital bed state was
causing a backlog to the emergency department. The
nurse in charge of the department ensured that senior
clinicians and the rest of the team were working to
manage high levels of activity and progress care of
patients through to discharge or admission from the
department.

Rapid assessment of patients’ conditions was
undertaken on patients admitted by ambulance and
other patients as required. Patient treatment bays close
to the ambulance entrance were staffed by senior
nurses and medical staff to undertake the assessment
and ensure diagnostic tests are done quickly as
required.

We observed that patients on emergency trolleys always
had the safety sides elevated when required. This meant
that elderly, frail patients or those with lowered levels of
consciousness were cared for safely and protected from
falls.

The department monitors the time from arrival to initial
assessment. The national standard is 15 minutes. We
saw that patients were seen on arrival by a nurse at the
main entrance or ambulance bays. Time to initial
assessment was within one minute in most cases.

The staff described to us that one of their main
challenges was dealing with acutely unwell patients,
both adult and adolescent, in the emergency
department due to the lack of placements available in
the community or inpatient mental health facilities and
the availability of support given the resources of the one
team providing mental health liaison support to
Peterborough and Cambridgeshire.
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« The emergency department had three open serious
incident investigations which they raised regarding the
care for adolescent patients and timeliness, availability
and response of CAMHS services. The team could
evidence to us how they were working with the local
community teams and mental health trusts to improve
the delivery however progress in this area was slow.
The department has two nurses and one health care
assistant trained in mental health to provide guidance
and support to staff treating mental health patientsThe
department has access to liaison psychiatry that
provides both medical and nursing care and expertise.
Medical staff within the service could request for an
emergency medical consultant to support them if there
was a need to consider the possible detention of a
patient under the Mental Health Act.

Nursing staffing

+ There were appropriate nursing staff levels across the
department. There were 219 whole time equivalent staff
to cover the main and children’s emergency
department, and the clinical decisions unit. This figure
included specialist emergency nurse practitioners.
Recruitment to additional posts had been effective, with
only 15.5 whole time equivalent vacancies at the
beginning of May 2015.

As for other parts of the trust, the department had
recruited registered nurses from overseas. The
competence of these staff had been assessed and
additional training given to enable staff to work in the
emergency department. Seven of the ten nurses were
ready to fulfil their role as registered nurses but could
not yet practise in this way. This was due to delays at the
Nursing and Midwifery Council in processing their
United Kingdom registration.

The layout of the department included several different
areas where patients were cared for, including the
ambulance bay or assessment area, resuscitation room,
areas A and B with treatment bays, and Area C with
chairs for patients to wait and receive treatment. In
addition, there was a minor injury area, waiting room,
and paediatric waiting and treatment rooms. The
staffing levels reflected the requirement to protect
patient safety in all these different areas and at different
times of day.

« Atalltimes during our visit we found a suitable skill mix,
with experienced and senior nurse staff available for the
different areas of the department. We found that staff
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rotated through different areas and covered each other
appropriately for breaks. There were several different
clinical areas and we saw that patients were always
appropriately monitored and supported.

In order to maintain safe staffing levels, bank and
agency staff were used. Over half of the bank and
agency cost was to ensure safe paediatric nurse
specialist cover. Agency staff told us they had received
an induction and orientation prior to commencing work
in the department.

Medical staffing

+ We saw there was consultant cover in the emergency

department throughout the day. Consultant medical
staff were available to manage care throughout the
department as needed. One person was allocated as the
emergency physician in charge so that there was clear
leadership at all times internally and in dealing with
other departments or services.

The rota allowed for consultant cover from 8am through
to 2am. After this time there was registrar cover, with
consultants on site to be called. Staff told us that in
practice consultant staff were regularly in the
emergency department beyond 2am due to high activity
or calls to attend patients with major trauma.

There was effective recruitment, meaning that there
were 15 consultant staff and 11 registrar level staff in the
emergency department. There were 18 junior doctors
employed at the time of our visit. This meant that locum
use was minimal. Consultants stated that they filled
gaps in rotas themselves or the department used staff
who had undergone training and knew the
departmental processes and systems.

Major incident awareness and training

« The department had majorincident plans as part of the

hospital and community-wide arrangements. Staff told
us they had received training annually and we observed
a group of new staff having the arrangements being
explained. All staff were included in training, including
health care assistants.

Each shift had dedicated staff allocated for chemical,
biological, radiological or nuclear (CBRN) response so
that the team would be ready immediately if a patient
with contamination was to be admitted. All staff were
trained in erecting the temporary outdoor shelters for
decontamination.
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+ There were clear protocols for dealing with patients
suspected of having Ebola virus infection. Staff told us
they had code E training so they were aware of best
practice. We observed that patients arriving by
ambulance were asked specific questions to identify any
possible risk of serious infection.

Requires improvement ’

The service required improvement as whilst the treatment
was provided in line with national guidance several of the
College of Emergency Medicine audits showed poor results.
Although many of these were dated 2013 we saw little
evidence of improvement. We were particularly concerned
in respect of the sepsis audit as a number of key indicators
were below 50%.

Staff were appropriately qualified and were well supported
through regular training, competency checks for approval
to undertake specific roles and clear working protocols and
procedures. There were effective levels of care 24 hours a
day, seven days a week with senior medical staff providing
care directly or reviewing care to ensure accurate
diagnoses and treatment.

There was strong multidisciplinary working within and
outside the emergency department. Staff worked
collaboratively in order to maintain high standards of care
and efficient working. Patients were included in their care
and supported to make decisions about care and
treatment.

Evidence-based care and treatment

+ Initial assessment of patients with different conditions
were undertaken against standard checklists adapted
from CEM guidelines. This included the care for patients
with head injury, suspected stroke, emergencies of the
eye, chest and abdominal pain. For each condition there
was clear guidance of the time by which assessment
should be made and under which criteria a senior
doctor should be informed.

« Patients with suspected bone fracture were assessed
and treated according to agreed fracture management
protocols. All patients were followed up within 72 hours
by an orthopaedic consultant.

« Patients who may be living with dementia were
screened using a standard tool.

« Junior medical staff used the hospital intranet to check
clinical procedures and guidelines for practice.

« The emergency department was the trauma centre for
the region. There was a network clinical lead on duty, or
on call, at all times to provide advice and be available to
care for patients admitted or transferred from trauma
units. Clinical protocols for managing patients with
severe trauma were available in a standard manual
(TEMPO) that all other units used.

« Some staff had developed aspects of the new clinical
information system to support their work. Staff showed
us quick links to checklists and standard text they had
saved on personal login sections. This meant they could
undertake faster recording and prompting of
appropriate tests according to the patient’s condition.

Pain relief

+ We observed many examples of staff asking patients if
they were comfortable, checking pain levels and
ensuring timely analgesia was administered. This was
also demonstrated in the emergency department
patient survey.

+ The Pain in Children audit against the College of
Emergency Medicine guidelines was being prepared at
the time of our visit. Clinical staff were adhering to the
guidance but audit checks had been delayed due to the
difficulty of collating data from the new clinical
information system.

+ Inthe A&E survey for 2014 the Emergency department
performed better than other departments in providing
pain control to patients in good time and for providing
food or drink as needed. However in other audits the
hospital scored well in initiating pain relief but scored
less well in the evaluation and reassessment of pain
relief. These audits included patients with renal colic
and fractured neck of femur.

Nutrition and hydration

+ We observed staff offering patients drinks if clinically
safe and they had been in the department for some
time. Intentional rounding also ensured that patients’
nutrition and hydration was considered.
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Patient outcomes

+ The department undertook national College of
Emergency Medicine (CEM) audits to benchmark
performance against best practice. Audits included
consultant sign-off, vital signs in the majors area, renal
colic, fractured neck of femur and severe sepsis and
septic shock.

We examined audit reports and saw that
recommendations for improvement and re-audit had
been identified. Staff told us that audit reports were
communicated via meetings, displays, emails and
routine staff briefings.

In the audit of consultant sign-off in 2013 the trust
performed worse than the national average in all but
one of eight measures: discussion with the patient. In
the seven other measures they performed worse than
the national average. The standard states that three
types of patients groups should be reviewed by a
consultant prior to discharge. These are: Adults with
non-traumatic chest pain, Febrile children less than one
year old, Patients making an unscheduled return to the
ED with the same condition within 72 hours of
discharge. Consultant sign off for these conditions was
significantly below the national average.

The unplanned re-attendance rate within 7 days for the
emergency department shows that the trust is
performing better than the England standard but was
below the England average at below 6% as opposed to
an England average of 7% in September 2014. The
England standard is the target to be achieved whereas
the England average is the level achieved in the average
English trust.

We reviewed the audit of consultant sign off for 2013 of
Adults with non-traumatic chest pain, febrile children
less than one year old, and patients making an
unscheduled return to the Emergency department with
the same condition within 72 hours of discharge. The
results were worse than the England average at that
time for most indicators including for a consultant first
seeing a patient and reviewing case records after
discharge. Since this date learning points were
identified and consultant staffing has been
supplemented but we did not have more recent audit
data to compare any improvement.

Audits for adherence to clinical guidance and outcomes
were not being conducted at the time of our visit. The

new information system did not have codes applied to
the entries required for some clinical audits and this
meant staff were considering continuation of paper
based audits.

Audit data for fractured neck of femur care were only
available for 2012/13 with results being better than UK
average. The trust was in the top 25% in England for six
of the indicators which related to being given pain relief
and obtaining an x-ray in a timely manner. However, for
the evaluation of pain relief the trust was in the bottom
25% for England.

In the audit of renal colic in 2012/13 the trust scored
above the England average for seven of the indicators.
However the trust scored below the England average for
re-evaluating pain relief.

Audit results for care of patients with severe sepsis and
shock were available for August 2013. These showed the
care did not meet standards of CEM for most elements
of the care. Staff told us they had been working to the
guidelines to meet the standards but we did not see any
evidence of the improvements made. The audit showed
that the hospital was not recording vital signs (45%), test
urine (25%) and undertaking blood culture monitoring
(83%) as part of the initial assessment of the patient.
Some treatments were not recorded as having been
initiated in the department. These treatments included
bolus does of colloids (74%) and high flow oxygen
(47%). The results show that in some instances less than
half the patients admitted with sepsis received
appropriate assessment and treatment in line with
national guidance.

Trauma Audit and Research Network (TARN) figures for
the 2014 calendar year indicate that survival rates at the
trust are slightly better than the average for England,
with 1.3 additional survivors out of every 100 patients.
In audits of patients taking a paracetamol overdose, in
2013-2014, the trust performed well on checking
paracetamol levels and treating patients with raised
levels promptly.

In audits of patients with asthma, in 2013-2014, most
patients had their observations checked (49 out of 50).
68% had salbutamol given appropriately and half had
hydrocortisone prescribed. Therefore the trust
performed well in this audit.

Competent staff

+ There were specific roles designated across the
department for which staff had to have training and
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competence checks before undertaking that role.
Nurses undertaking initial assessment for patients
walking in or being brought in by ambulance were
trained and assessed as competent to carry out that
role. Emergency nurse practitioners were qualified and
maintained their competence as independent
practitioners to assess and treat patients attending the
department. We saw that these staff followed clinical
guidance and best practice and were involved in
continual audit and development of their skills.

Staff in the emergency department had access to a
training matrix and were provided with opportunities on
away days to develop relevant skills for the role.

There were consultant training days. The most recent
day in April 2015 included sessions updating staff on
major incidents, emergency clinical procedures, and
lessons learnt from the trauma network. Other
professional development sessions included the use of
the new information system and clinical skills such
chest trauma care.

There were two staff members employed to provide
clinical education in the department. These were
experienced staff who provided training in practice
areas.

Training for junior medical staff was regular and
consistent. Medical staff we spoke with told us that
specific training for junior doctors and additional
sessions about emergency medicine had always taken
place on schedule and they considered it a useful
programme. There were one to one sessions with
consultants to supervise the experience and daily
departmental rounds were also focussed on learning.
Health care assistants had been trained to carry out
additional tasks according to protocols and after having
their competency checked.

Staff who required additional support to maintain or
improve competency were identified and a specific
framework of support developed for the individual staff
member.

Medical staff commencing work in the emergency
department were given information about current
guidelines in use such as managing infectious diseases.
They were also advised about learning from past
incidents.

Multidisciplinary working

+ There was good multidisciplinary team working and
integration with the rest of the hospital. The model of
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the service was that all admissions were assessed in the
emergency department and seen by the emergency
department or Medical staff interchangeably. This
meant high flexibility in the team to manage different
profiles of patients attending at any time, either general
medical or emergency conditions.

There was effective internal multidisciplinary team
working. We saw that physicians’ assistants worked
effectively as part of the team integrating well to enable
medical and nursing staff to continue with their roles.
Junior medical staff told us that there was good support
from medicine for the elderly services in the hospital for
patients admitted to the clinical decision unit.

There was good support to the work of the department
by pathology staff undertaking point of care testing.
Blood tests were available 24 hours a day to check for all
general blood levels and also specific checks for cardiac
injury, blood clot, liver, pancreas and kidney function.
3000 tests were completed per month and results were
provided when possible within around 35 minutes.

In the paediatric emergency care area there were play
specialists as part of the team for some shifts. We
observed that the specialist supported children through
distraction and play which meant that nursing and
medical procedures could be performed with less stress
for the child and family.

Seven-day services

« The departmentis open at all times. Senior medical

staff are available to provide patient care and advice to
2am each day. They also provide on-call cover for major
trauma cases, providing advice to other trauma units
and attending the emergency department as needed
when patients are admitted. Nursing staff told us that
consultants are often in the department through the
night attending trauma cases or supporting the team at
time of high activity. During our inspection a consultant
had been in the department continually through the
previous night.

The consultant cover had been improved from April
2015 to ensure additional cover and safety at times of
higher patient activity. From 4pm to midnight during the
week and 11am to 8pm at weekends an additional shift
meant three consultants were available to support the
team and provide senior clinical and operational
decision making.

Access to information
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+ There was a clinical information system in use which
staff had been involved in developing before and since
implementation in October 2014. Patient records were
accessed from workstations at many available mobile
points beside the bedside and clinical base areas.

+ There was a standby arrangement in place for making
clinical records and printing out details if the main
system became unavailable. This was tested daily by
staff.

« Clinical staff stated the system allowed them to check
records from any available terminal connected to the
network. This meant that during discussions over the
telephone with specialists the clinicians could view
latest test results, past history and current observations.
The system also made it easier for senior staff to check
results, scan reports, then identify and call back patients
who had been discharged with a clinical problem
unresolved.

« The new clinical information system was not easily
adapted to the re-audit work of clinical standards which
meant consultant staff were considering continuation of
paper based reviews.

+ Mental health trust staff who may be asked to attend the
emergency department or clinical decisions unit
patients have read only access to the clinical
information system to review records of patients being
referred. Hospital staff have read only access to the
community information system to review case notes of
patients with past medical history of mental health
problems.

« Waste management in the department included bins to
dispose of any used documents with personal
information. This preserved patient confidentiality.

Consent, Mental Capacity Act and Deprivation of
Liberty Safeguards

« We observed staff discussing care and treatment with
patients and their relatives. Detailed explanation was a
feature of discussions to support patients in making
informed choices.

« We saw during our observations that staff sought
consent from patients before undertaking treatments.
Mental capacity could be recorded on the clinical
information system when appropriate.

+ Ofthe ten patient records examined all had a social
history and background undertake and in three cases
the level of the patients understanding about their care
and treatment was identified during the assessment as

requiring a mental capacity assessment. This was
undertaken using the trust template by a member of the
medical team to determine whether the patient had
capacity or not. This process was in line with best
practice guidelines.

Good ‘

We observed that staff provided care that was consistently
caring and respectful. Patients and their relatives gave us
positive views about the care they had received.

There were good levels of privacy in the department. Where
this was difficult, such as in waiting areas or curtained
cubicles staff were careful to maintain privacy and dignity.
When there were delays in admission or transfer to other
services staff ensured good levels of care in the emergency
department or the clinical decision unit until appropriate
discharge from the emergency department could be
arranged.

Staffincluded patients and their relatives in decisions
about their care. Staff supported patients promptly in
managing pain and anxiety.

Compassionate care

« Friends and family trust scores for patients
recommending the service were better than national
average for 11 of the 12 months to November 2014. This
corresponded to the introduction of the new clinical
information system and fall in performance on waiting
times in the emergency department. The response rate
was above the England average of 14% in May 2015 at
15.7%.

« The most recent survey results returned by patients to
the emergency department for January 2014 to
February 2015 show that over 90% (1619 out of 1764)
would recommend the service to friends or family.

« Inthe A&E survey of 2014 the trust performed as good or
better than other trusts for all questions. This
emergency department performed well on providing
information to patients about their condition and care
and for providing pain killers in good time when patients
asked for them. The trust was joint fourth nationally in
the positive response to this survey.
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« The emergency department had a policy of allowing
close relatives to be present when a patient was
receiving emergency care and staff provided emotional
support at this time.

Understanding and involvement of patients and those
close to them

« Children and families were well supported in the
emergency department. We asked parents about the
care. Three parents attending with children told us they
were happy with the explanations given about their care
and treatment and about any waiting times. They said
appropriate pain relief had been provided.

« We observed staff being caring and respectful with
patients and relatives. Staff informed patients of the
plan of care and about any procedures or tests that
were proposed.

+ As patients arrived in the department on foot they were
met by a registered nurse, trained to undertake
assessment, this was an immediate reassurance to
patients who were rapidly provided with any first aid
then moved to the relevant part of the department.

Emotional support

« Patients told us they were well supported by staff.
Patients we spoke with in the waiting area had been
given good information about waiting time and their
treatment.

+ Bereavement counselling services were available
including for parents of children that may die in the
department. Support was also available for staff
involved in caring for families where there was severe
trauma or a sudden infant death.

« Staff had arranged for phone chargers to be available for
patients or relatives to use in an emergency if they
needed to contact other people using personal phones
in time of crisis.

+ The paediatric waiting area was well equipped and the
spaces adapted to be appropriate for children and
families.

Requires improvement ‘

The department was not meeting the four hour waiting
time target for emergency departments. The departmental
leaders and staff had implemented systems to maintain
flow and escalate problems as soon as there were
indications of delays in care and patient flow. Current
performance was around 75% for patients being seen
within four hours of arriving at the department. This meant
that some patients experienced extended waits to be seen
and treated.

The department had been developed to deliver services to
meet the needs of patients where possible. Patients with
minor injuries, major trauma or GP referrals were managed
in ways appropriate to their needs. Staff were also
participating in projects at trust and health economy level
to review the systems of care and resilience. These projects
aimed to tackle the increasing levels of attendance to
emergency services and the flow of patients through the
hospital. Effective arrangements were in place to support
patients and relatives following complaints, learn lessons,
and rapidly improve the service where required.

Service planning and delivery to meet the needs of
local people

« Patient flow is a key issue discussed at working groups
to improve the flow and experience of patients whilst
promoting safe care. Emergency department
consultants were on a ‘front door model of care’
steering group with a remit to establish a medical
decisions unit close to the emergency department. The
aim of this would be to aid flow through the department
although they wish to retain patient initial care in the
emergency department as this was considered a safer
and clinically effective arrangement.

« This was in addition to a hospital capacity review work
to assess options of increasing capacity in hospital and
community.

Meeting people’s individual needs
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The electronic patient record had additional sections
that staff used to record and plan care for patients with
complex needs. A management plan was developed for
such patients, for example elderly frail patients or those
living with dementia or mental health problems. Staff
accessed these sections using an additional information
tab on their screen. This section could alert staff to
ongoing problems seen in previous admissions and
therefore remind staff of specific medical needs or
ongoing plans of care.

Frail elderly patients were referred to a team providing
specialist advice for frail elderly (SAFE team). This meant
that patients complex needs were assessed on
admission and then appropriate plans of care and
discharge were arranged.

Staff cared for patients living with dementia in ways
appropriate to the individual. There was a small store of
resources that staff could use to divert or occupy people
who may be living with dementia. We saw that one
elderly patient was offered and made use of the
equipment to very good effect which meant the person
was given a focus to counteract the disorientation of
being in the emergency rooms.

Following an incident dealing with a family from the
traveller community staff had arranged for information
and training about this group. Consultants had
attended training around cultural issues and we saw
information sheets that had been provided to staff.
There was access to translation services should these be
required for patients in the department.

Medical and nursing staff told us they would discuss
with the learning disability specialist nurse if they
needed advice for such patients.

Patients transferred to the clinical decision unit had
good management of their plan of care. We saw that
patients with mental health problems or needing
support at end of life had appropriate care or
arrangements for transfer that suited their needs.

New signs had been displayed throughout the
department. These had been developed by the design
council specifically for A&E departments to be visually
clear and easily understood. Signs were to provide
information about the flow of patients and explain the
function of different areas. This meant there was clear
information for patients and families to aid
understanding of the busy clinical areas and reduce
anxiety.
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Signs in each children’s cubicle provided explanation to
parents about the process of managing patients.

We observed regular handovers between medical staff
about the status of the department overall at shift
changes and clear clinical handovers when transferring
or referring patients. When patients were held up due to
other teams being unavailable from other parts of the
hospital decisions were made about diagnostic tests
and admission to ward areas by the senior medical staff
in the emergency department to prevent delays.

The emergency department had two rooms allocated
for relatives of seriously ill patients. The rooms were
clean and tidy with appropriate furniture and décor.
The relatives’ rooms had been designed to be safe to be
used for discussion with patients who had mental
health problems and may require specific care and
support.

The paediatric waiting area was well equipped and the
spaces adapted to be appropriate for children and
families.

The department had signs placed in prominent places
around the corridors which were uncovered when
needed to reveal a dragonfly symbol. This was to alert
staff that there were bereaved relatives somewhere in
the department and to be sensitive in terms of noise.

Access and flow

+ The emergency department has an integrated system of

managing emergency and GP admissions to the
hospital. All these patients are managed through the
emergency department rather than the typical
arrangement in hospitals in England where GP referred
patients enter the hospital through an admission
department or ward.

This integration has a negative effect on the
performance figures if comparing with other emergency
departments. The four hour waiting time performance
for the emergency department had been around the
national standard of 95% during 2013/2014 and was
around 75% in the current year. There had been a
noticeable deterioration since October 2014.

The flow of patients and activity levels is monitored by
the department senior nurse and the emergency
physician in charge on each shift who troubleshoot
delays or problems transferring to wards or other
departments. There were two hourly checks by the
senior clinician in each area of the department to
ensure delays were dealt with.
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+ Operational managers attended the department and
work with medical and nursing staff to monitor
workload and facilitate the flow of patients through to
hospital departments and ward areas. Other options
had been implemented to maintain patient flow. The
hospital had a system to close and deep clean ward
areas in rotation. The management team had decided
to suspend this on a temporary basis in order to free up
bed capacity. Wards teams have been urged to
discharge patients who could be ready before midday to
free up bed availability for patients being admitted
through the emergency department.

There were 131 cases where patients waited between 4
and 12 hours for admission after the decision to admit in
the last 18 months at the hospital. 86% of those were
within the last 6 months. Of the 131 breaches, 115 were
due to the emergency department and hospital being at
full capacity. 16 cases were in December 2014 when the
hospital declared major incident status for capacity. In
comparing with other hospitals this performance should
be seen in the context that all GP admissions are cared
forin the emergency department.

We checked the waiting times for children in the
paediatric area during our visit. There had been 46
children cared for on 23 April 2015, of these seven had
waited more than four hours to be admitted to a ward.
Five of these were due to bed availability in the hospital,
and two were due delay in acquiring blood test results.
In the year to September 2014 around 2% of patients left
the department without being seen. This was better
than the England average performance for this indicator
The average waiting time for ambulance staff to
handover their patients and return to availability was
just above the ambulance service target of 30 minutes
for April 2015. This was around the average for all acute
trusts in East of England.

There was a traffic light system outside the department
ambulance door which gave ambulance staff an
immediate view of the likely waiting time and when to
seek help from the department for particularly critically
ill patients on arrival. There was a registered nurse of
sufficient experience and training based at the
ambulance entrance and rapid assessment bays just
inside the entrance.

These bays were manned by a senior doctor and a nurse
to ensure patients were assessed quickly and efficiently
with the relevant diagnostic tests ordered. The patient
was then referred to the appropriate section of the
department and specialist medical team.

Each week the department leads attended a task force
meeting with the clinical commissioning group to
discuss the system wide options to improve the flow of
patients through the emergency department and the
hospital back to the community.

Some patients were referred to a clinic set up within the
hospital site. This urgent care centre with GP and nurses
in attendance treated 960 patients in ten weeks from
February to April 2015 also contributing to maintaining
flow through the hospital and reducing waiting times.

Learning from complaints and concerns
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Between April and December 2014 the trust had
received 56 complaints regarding the emergency
department, two regarding the Emergency Assessment
Unit and one regarding the clinical decision unit. The
top two concerns reported being the quality of care and
the attitude of staff.

Staff had noted patient comments about confidentiality
when discussing personal medical issues. This had led
to chairs being moved in the initial assessment area to
make discussions more discreet, and signs were
displayed reminding staff of confidentiality.

We examined the team meeting minutes, governance
meeting minutes and shred learning board throughout
the department. All of them detailed feedback and
learning from complaints which had been received.

We spoke with 35 members of staff during our
inspection and we specifically asked four about what
feedback or learning they were aware of regarding
complaints. All were able to provide examples of where
information had been shared through meetings, during
handovers, on information boards and in during
supervision with managers. We were assured that
feedback and lessons learnt from complaints was being
provided.



Urgent and emergency services

Good .

There was strong leadership and management of the
emergency department. There was strategic planning and
options were investigated to improve the service. Senior
staff were approachable and encouraged a strong team
ethos. There were several established systems to ensure
good clinical governance and monitor performance.
However audit outcomes were not always meeting national
expectations. The division and department held a risk
register which identified current risks and the mitigating
actions. All staff were focussed on providing high-quality
urgent care for patients and maintaining efficient flow
through the service. There was a positive culture with a
strong team ethos and good relationships across all
professionals, managers and local partners.

Vision and strategy for this service

« The emergency department staff had been involved in
planning future service configuration. There had been a
strategic away day in September 2014. This had
included discussion and planning about short, medium
and long term plans for the future in the context of the
NHS finances and local opportunities.

« There was also an Urgent Care and Emergency
Department programme board working with hospital
departments and partners in the community to improve
pathways through the service and the acute hospital.

+ Although plans for new build or refurbishment had not
been fully agreed since the planning day departmental
leads had worked closely with division managers and
options were being prepared for approval as funding
becomes available. Staffing, service configuration for
the medium and long term were being developed. This
included the possible opening of a medical decision
unit to improve the flow of some GP referred patients.

Governance, risk management and quality
measurement

+ There were several established systems to ensure good
clinical governance and monitor performance. The

clinical governance and infection control committees
were specific for the emergency department. However
audit outcomes were not always meeting national
expectations.

+ Each meeting produced action points as required and
we saw that these were disseminated through the
teams in flexible ways, by email and daily briefing
meetings and displays to ensure continual
improvement to quality of the service.

« These meetings reported to divisional programme and
quality boards, and into the Trust Board to enable
oversight and learning across departments.

« Learning from incidents led to changes in practice. All
staff were aware of the incidents that had been reported
recently. Junior medical staff were advised of recent
incidents on induction and that, following learning from
recent cases, patients with specific conditions must be
reviewed by consultant staff.

« Thedivision and department held a risk register which
identified current risks and the mitigating actions. Key
risks noted were the capacity and flow through the
department. Long term and short term actions were
detailed. Other risks included the provision of
appropriate care for mentally ill adults and children.

Leadership of service

« There was effective leadership of the emergency
department. Senior staff were visible as clinical and
managerial leads, with clear levels of accountability and
control over operations.

« There were identified roles allocated on each shift and
displayed on a large board in the department. Nursing
teams were established with experienced staff
supporting and appraising junior members of staff.

« Staff we spoke with felt supported by the local
management within the emergency department and
that the team were a cohesive team.

Culture within the service

+ Nursing staff told us they felt it was a very supportive
department to work in, they said staff work well together
across the professional disciplines. We saw that staff
interacted in a supportive way to ensure safety and
efficiency for patient care.

39 Addenbrooke's and the Rosie Hospitals Quality Report 22/09/2015



Urgent and emergency services

« Staff who had been working in the department for a few
weeks said it was a good place to work, in particular the
attitude of all staff with each other was seen as
supportive and a good place to develop skills and
experience.

+ Cleaning staff reported that they knew the chief
executive and had met him in the workplace. They told
us the emergency department was a great place to
work. Cleaning staff said they were seen as part of the
department team and felt pride in maintaining clean
areas for patient care.

Public and staff engagement

+ Staff told us they are informed and included in
developments of the service. There were daily briefing
meetings and weekly notices with useful information
and latest important changes and learning from
incidents or complaints. Separate paediatric briefing
sheets were displayed and emailed to staff that
included staff or other changes to ensure good
communication and involvement of all staff.

« Patients were invited to provide feedback and
comments using either the electronic system in the
department or through the use of comment cards.

Comment cards were analysed within the service and
worked to provide feedback to staff weekly on what they
needed to improve upon. The team were able to give an
example of a change to the waiting room environment
and information available to read as a result of patient
engagement through comment cards.

+ Thetrust has an electronic newsletter which is emailed
out to the patients who subscribe to the mailing list and
in this newsletter information regarding urgent and
emergency services is provided.

Innovation, improvement and sustainability

+ In addition to working groups reviewing the flow of
patients though the emergency department and
hospital the nursing team have an emergency
department process review group to challenge ways of
working and identify areas for improvement.

+ There were improved systems to reduce violence in the
city as a result of alcohol use. The service shared
anonymised information about patients attending with
injuries with local police services to identify areas in the
city where violence was prevalent and related to alcohol
purchase.
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Safe
Effective
Caring
Responsive
Well-led

Overall

Information about the service

The medical care services at Addenbrooke’s Hospital
covered a wide range of specialities, including acute
medicine, infectious diseases, respiratory medicine,
cardiology, care of the elderly, medical oncology, renal
medicine, endocrinology and diabetes, gastroenterology,
haematology and hepatology. Medical care services also
included the delayed transfer of care (DTOC) ward, the
clinical decisions unit and two discharge lounges.

All the clinical departments at Addenbrooke’s Hospital
were grouped together under five divisions. The medical
wards were split between the five divisions. Each division
was supported by a divisional director and a divisional lead
nurse.

There were 60,598 admissions to medical care services at
Addenbrooke’s between July 2013 and June 2014, of which
34% were emergency admissions, 6% were elective and
60% were day cases.

According to information provided by the trust, medical
care services had a complement of 440 inpatient beds
across 29 wards, including the medical short stay
emergency unit (MSSEU). During our announced inspection
we visited all of the medical care areas and wards managed
throughout the divisions. We also visited the delayed
transfer of care ward and the discharge lounge. We visited
the wards during the day and we conducted an evening
visit. Based on information received before the inspection,
we specifically considered the neuropsychology service.
This service provides neuropsychology services to

Requires improvement
Requires improvement

Good
Requires improvement
Requires improvement

Requires improvement

inpatients and outpatients, including patients who have
had strokes, traumatic injuries and other neurological
conditions. We carried out an unannounced inspection and
visited wards D5 and N3.

We used a variety of methods to help us gather evidence in
order to assess and judge the medical care services. We
spoke with 20 patients and those important to them, 37
doctors, including junior doctors, middle grade doctors and
consultants, 44 registered nurses, eleven health care
assistants, two student nurses, ten allied healthcare
professionals and a number of other support staff, such as
nutritional support staff and housekeeping staff. We
interviewed the clinical leads for Division C, as this was the
division under which most of the medical care services
came. We observed the care and the environment and we
looked at records, including patient care records on the
electronic recording system. We also looked at a wide
range of documents, including policies, minutes of
meetings, action plans, risk assessments and audit results.
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Summary of findings

Overall, we found that medical care services at
Addenbrooke’s Hospital required improvement. This is
because we found concerns in relation to safety,
effectiveness, responsiveness and leadership of the
service. However the staff remained caring despite the
concerns in other areas. Staff worked hard to ensure
that patients received the best possible care.

We had concerns in relation to nursing staffing and the
movement of staff between wards. The respiratory ward
was not staffed in line with national guidance and this
increased the risk of potential avoidable harm for
patients who required non-invasive ventilation (NIV).
Staff did not always report incidents when they should
have done and staff did not always receive feedback
about incident investigations. We found gaps in the
checking of emergency resuscitation equipmentin
some ward areas.

The neuropsychology service was providing effective
care to inpatients and outpatients requiring the service.
However, we found that none of the neuropsychology
staff were on the British Psychological Society’s
Specialist Register of Clinical Neuropsychologists or
receiving supervision from a professional on the register,
though they were professionally registered with the
Health and Care Professions Council as clinical
psychologists which is a legal requirement.

Clinical staff were not always able to access the
information they required - for example, diagnostic
tests such as electrocardiographs (ECGs) to assess and
provide care for patients. This was because ECGs had to
be sent to a central scanning service to be scanned into
the electronic recording system once the patient had
been discharged. This meant their ECGs would not be
available for comparison purposes if a patient was
re-admitted soon after discharge.

Where agency staff were used, they were not always
able to access information about patients they were
supporting. In addition, all staff, we spoke with, had
limited knowledge of their responsibilities under the
Mental Capacity Act (MCA). Nursing staff were unclear

about the procedures to follow when reaching decisions
in people’s best interests. However, staff had not
received training in the MCA or Deprivation of Liberty
Safeguards (DoLS)

Staff were unable to show us where care plans had been
completed. Some staff told us the doctors’ orders had
replaced care plans on the new EPIC it system. These
orders were task-orientated and did not always reflect
the holistic needs of the patients. Some staff told us
there were no care plans on the new IT system.

We observed care and found this to be compassionate
from all grades of support and clinical staff, including
doctors. We also saw and patients told us that privacy
and dignity was maintained at all times. Where possible,
patients were involved in their care and treatment and
were given information to support their
decision-making. We found that patients could access
emotional support if they needed to.

We found there was insufficient bed capacity to meet
the needs of patients within the hospital. This resulted
in a large number of patients being cared forin
non-speciality beds and this had negative implications
for their safety whilst receiving care and treatment.
Implementation of the electronic recording system had
impacted on the care people received. For example
patients were unable to receive blood transfusions
within the ambulatory care unit and had to be admitted
to a ward.

We were told and records demonstrated that patients
requiring elective treatment often experienced
cancellation or had to wait for up to 12 hours for a bed
to become available because of bed capacity issues. In
addition, there were significant numbers of people who
were experiencing delayed discharge because they were
waiting for packages of care in their own homes and
could not be discharged by the hospital until funding
had been agreed for this care.

Medical care services were generally well led at a local
level. However, leadership was not consistent across the
medical services area. There was a recognition that staff
were working under pressure but staffing levels and skill
mix had not always been taken into account within the
divisional risk registers, nor were there any action plans
to ensure staff were supported. Although staff told us
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they felt supported by their line managers, divisional
directors and divisional lead nurses. They also shared
concerns that sufficient action had not been taken to
address key risks such as staffing levels, the movement
of staff between wards, flow throughout the hospital
and issues associated with the electronic recording
system.

Requires improvement ‘

Medical care services at Addenbrooke’s Hospital required
improvement because patients were not protected from
avoidable harm due to the movement of ward staff to
unfamiliar wards, the lack of reporting of incidents, IT
issues following the implementation of EPIC, and because
the environment did not always protect patients from
avoidable harm. The movement of staff between wards to
provide cover for contingency wards meant that donor
wards were at times left with reduced numbers of staff and
recipient wards were staffed with staff who were not
necessarily familiar with the ward or did not have the
relevant skills and experience to care for patients in these
areas. We found that whilst donor wards’ nurse staffing
levels were supplemented with bank or agency staff the
regular ward team had additional duties placed upon them
by the redistribution of staff, such as supervision of
overseas student nurses as well as oversight of agency and
bank staff. We found that the respiratory ward was not
staffed in line with national guidance for patients requiring
extra support such as non-invasive ventilation (NIV).

Staff told us that they did not always report incidents due
to time pressures. We corroborated this through reviewing
patient records and reports of incidents. Staff highlighted
that they did not always receive feedback on incidents that
had been reported. There was little evidence of the sharing
of lessons learnt from incidents reported across the
directorate. The new electronic patient record system had
been introduced in October 2014 but we found that whilst
patients received care through “order” there was no
individualised care plansin place to reflect the patients’
needs. Clinical staff were not always able to access the
information they required - for example, diagnostic tests
such as electrocardiographs (ECGs) to assess and provide
care for patients.

There were suitable arrangements for the prevention and
control of infection and the safe management of
medicines. People’s personal and confidential information
was stored securely. We found gaps in the checking of
emergency resuscitation equipment in some ward areas.
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Staff were aware of their role in relation to safeguarding
children and adults living in vulnerable circumstances and
acted according to local policies when abuse was
suspected.

Incidents
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Between February 2014 and January 2015 there had
been 35 serious incidents reported throughout the
divisions for medicine, including older people’s care.
Information provided by the trust showed slips, trips
and falls as the most commonly occurring incident,
followed by confidential information leaks. We were
concerned that this number of serious incidents was
low in comparison to the size of the service and the
concerns that had been raised in relation to staffing.
The trust’s policy indicated that incidents were reported
through the trust’s electronic reporting system. We
spoke with a range of staff across the service and all
were aware of how to report incidents. Between October
2014 and April 2015 there had been 240 incident reports
submitted relating to staffing levels.

Most of the nursing staff told us they did not always
report incidents when they should have done because
they didn’t always have time. This had also been
reported within division C’s March divisional combined
performance meeting minutes, where it was
acknowledged that incidents were not always being
reported due to low staffing levels.

Staff were able to provide us with examples of when
they had reported incidents, and understood what
constituted an incident. For example, nursing staff could
describe how medication incidents were reported and
gave us examples of incidents that had resulted in a
change in practice. We were therefore assured that
suitable arrangements were in place to learn from
medicine-related incidents.

Staff told us they did not always receive feedback from
incidents they had reported. One of the divisional lead
nurses told us that outcomes of incidents were shared
with staff, and staff were told when changes were made
as a result of an incident but rationale for the changes
and lessons learned from incidents were not always
shared with staff.

Incident data was discussed within each speciality as
part of their bi-monthly clinical governance meetings
and as part of the wider divisional combined
performance meetings.

« Aroot cause analysis tool was used to investigate

serious incidents, and we saw that where required an
action plan was put in place to reduce the risk of the
incident happening again. Action plans included
evidence of feedback and actions for learning. Where
necessary, action plans indicated where further training
for staff was required.

Mortality and morbidity were discussed within each
medical speciality as part of the trust’s clinical
governance meetings on a bi-monthly basis.

The trust displayed information within ward areas
explaining their responsibilities relating to Duty of
Candour. (Duty of Candour is concerned with openness
and transparency and places a responsibility on NHS
hospitals to inform patients when things have gone
wrong and harm has been caused.) Information
provided by the trust showed that where incidents had
resulted in harm they were discussed with patients and
those who were important to them.

Senior staff were aware of their responsibilities relating
to Duty of Candour and were able to give us examples of
when Duty of Candour would apply.

Safety thermometer

« The NHS safety thermometer is a national initiative,

local improvement tool for measuring, monitoring and
analysing patient harm and harm free care.
Performance against four possible harms - falls,
pressure ulcers, urinary tract infections (UTI) and venous
thromboembolisms (VTE) - was monitored on a
monthly basis and the results were prominently
displayed on all of the medical wards and units we
visited.

From December 2013 to December 2014 there was an
increasing trend in the number of hospital-acquired
pressure ulcers reported to the safety thermometer
survey for medical wards. There was also a slight
increase in catheter-related UTls. The majority of falls on
medical wards took place after June 2014.

The trust was monitoring the incidence of pressure
ulcers and falls through its Nursing Quality Metrics. Staff
were unable to tell us about any changes that had been
implemented to reduce the number of pressure ulcers.
However we noted that pressure relieving equipment
was available for these patients.

Cleanliness, infection control and hygiene
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+ The Department of Health’s Code of Practice on the
prevention and control of infections and related
guidance was adhered to within the wards providing
medical care.

Monthly hand hygiene audits were undertaken. Results
were mostly around 100% across medical and care of
the elderly wards, with the exception of ward K3
(cardiology and coronary care), where figures had
dropped to 89% for three out of the previous nine
months. The clinical decision unit scores were
approximately 97% in January.

Staff were compliant with the trust’s infection control
policies and protocols such as hand hygiene and bare
below elbows policies. However, on the Medical Short
Stay Emergency Assessment Unit we saw several nurses
who had rolls of tape attached to their lanyards. We saw
these rolls of tape had collected dust and had been in
close contact with nurse’s uniforms. There is the
possibility that these rolls of tape could be used to
secure patient’s dressings and were not being stored in
line with best practice for the prevention and control of
infection.

Staff demonstrated they had a good understanding of
infection prevention and control. There were supplies of
personal protective equipment such as gloves and
aprons available in clinical areas and we observed staff
using them appropriately. Staff wore visibly clean
uniforms.

All wards had antibacterial gel dispensers at the
entrances and by people’s bedside areas. Appropriate
signage regarding hand washing for staff and visitors
was on display. Side rooms were used where possible as
isolation rooms for patients at increased infection
control risk (for example, those with diarrhoea). There
was clear signage outside the rooms so that staff were
aware of the increased precautions they must take
when entering and leaving the room. We saw that these
rooms were also used to protect patients who had low
immunity. We did, however, see one incident on the
medical short stay emergency unit where a patient had
been placed in a side room because they were
suspected of having tuberculosis. The patient’s wife had
been allowed to enter the room without any personal
protective equipment (PPE) and staff had failed to
communicate the infection control risks with the patient
or their visitor.
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Where side rooms were not available patients who were
experiencing the same symptoms were nursed together
in bays.

We observed the space in the haematology day case
unit to be very compact, with patients sitting very close
together due to lack of space. This increased the risk of
infection for patients who were immunocompromised.
Within the discharge lounge we observed a patient who
required barrier nursing being escorted to the toilet.
However, the toilet had not been identified as an
isolation toilet. This meant there was an increased risk
of spread of infection.

We observed that cleaning of the environment was not
always as thorough as it should have been. On one ward
we saw that there were faeces on the floor of the shower
room. We pointed this out to a senior member of staff.
The next day we visited the ward and found the faeces
had not been cleaned away but it was evident that the
shower room had been used by patients. Again, we
alerted this to a senior member of staff. When we
returned to this ward during our unannounced
inspection we noted the shower room had undergone a
deep clean.

We observed that the management of sharps complied
with Health and Safety (Sharp Instruments in
Healthcare) Regulations 2013. However, on wards G4
and N2 we saw that sharps containers were not always
dated and signed on assembling and that temporary
closure was not always used when sharps containers
were not being used.

In the last 12 months there had been no reported MRSA
Bacteraemia incidents, but there had been 22 reported
cases of Clostridium difficile infection across the
medical wards. Six of these were classed as unavoidable
by the trust.

Environment and equipment

In order to maintain the security of patients, visitors
were required to use the intercom system outside most
wards to identify themselves on arrival before they were
able to access the ward. Staff had swipe cards to open
doors. However, we noticed that some wards did not
operate this system and we were able to enter these
wards and walk around unchallenged. For example, we
walked onto the liver unit and were not challenged as to
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who we were. This meant that patients were not
protected from avoidable harm as some patients were
confused and could exit the ward as well as people
entering it unchallenged.

Most areas we visited were bright and well organised
but when we visited ward D5 we noticed the ward to be
poorly lit due to some of the lights in the ward not
working. This meant that patients who were frail and
elderly or with visual impairment may have difficulty
navigating the ward in a poor light. Staff could not tell us
how long the lights had not been working. We brought
this to the attention of the nurse in charge and
throughout our inspection we saw that action had been
taken to ensure the lights were working.

We found that each clinical area had resuscitation
equipment readily available. There were systems in
place to ensure it was checked daily to ensure it was
complete and ready for use. On some wards, however,
this equipment had not been checked every day. We
found examples where days were being missed in the
last few months. For example, on the medical short stay
emergency unit (MSSEU) we found that resuscitation
equipment had not been checked for 13 days in March
and for nine days in April. On the respiratory ward, we
found no gaps in recording throughout March but there
were gaps on five days in April.

The trust implemented the new electronic record
system to record all aspects of patient care. Staff told us
there were not enough computers to undertake this task
and we saw an example where one doctor was using
their own personal laptop to update information whilst
undertaking a ward round. The doctor told us they did
this because there were not enough portable computers
on the ward.

Throughout our inspection we did not identify any
major environmental risks or hazards. However, we did
notice that some ward areas were not as spacious as
others - for example, on the delayed transfer of care
(DTOC) ward and G4 which was a care of the elderly
ward. This meant that staff had difficulties when moving
and handling patients and elderly patients may have
problems when moving throughout the ward.

The ward areas we visited were generally well
maintained but some ward areas had insufficient
storage, which led to equipment such as clean linen
being stored inappropriately on open trolleys in
bathrooms. This meant that in some cases bathrooms
were difficult to access and were rarely used.
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« There were systems to maintain and service equipment

as required. Firefighting equipment had been checked
regularly. Hoists had been serviced regularly. Where
electrical testing had been completed, we saw labelling
on equipment to demonstrate that testing had been
undertaken and on which date.

Patient Led Assessments of the Environment (PLACE) in
2014 showed 93% in medical wards for condition,
maintenance and appearance. This was a slight
improvement from the previous year’s score of 92%.

Medicines

+ Medicines were prescribed electronically throughout

the medical specialities and the care of the elderly
wards.

We looked at the prescription and medicine records for
six of 52 patients on two medical wards. We saw
arrangements were in place for recording the
administration of medicines. These records were clear
and fully completed. However, the trust’s electronic
recording system did not support the prescribing of
medical oxygen. If medical oxygen was required it was
written as an order on the IT system with a range of
parameters and not on the medicines administration
record. The system prompts nursing staff to document
the administration of oxygen.

Medicines requiring cool storage were stored
appropriately. Records showed that medicines were
stored at the correct temperature and so would be fit for
use. However, the temperature of rooms used to store
medicines that were required to be stored at room
temperature were not being monitored or recorded.
When we measured the temperature in these rooms we
were not fully assured that medicines were always
stored in a way that maintained their quality.
Controlled drugs (medicines that are required to be
stored and recorded separately) were stored and
recorded appropriately.

Emergency medicines were available for use and there
was evidence that these were regularly checked and
were in tamper-evident containers.

Each patient had a bar code on their wrist band that was
scanned prior to the administration of medication. In
addition, we heard nurses ask the person their name
and date of birth. This helped staff to ensure they were
giving prescribed medicines to the correct person.

On the medical short stay emergency unit (MSSEU) we
observed nurses administering medication. We saw one
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nurse leave a medicine trolley unlocked and

unattended whilst they went to the other side of the bay
to check the identity of a patient in one area of the ward.

We also observed two nurses administering medication
in another part of the unit. Each nurse had been
allocated a bay in which to administer medication but
there was only one medicine trolley. This meant the
nurse from one bay had to remember what medication
their patient had been prescribed and go into the other
bay to collect medication from the medicine trolley to
administer to each patient. This could increase the risk
of patients receiving the wrong medication.

« Where patients were able to, they administered their
own medication. We spoke with one patient who had
been provided with a lockable drawer in which to store
their medication. The patient was able to continue to
take their medication at the times they were used to
taking the medication at home.

+ There was a pharmacy top-up service for ward stock
and other medicines were ordered on an individual
basis. This meant that medication was available for
patients when it was needed.

« Apharmacist visited all wards each weekday. Pharmacy
staff checked that the medicines patients were taking
when they were admitted were correct and that records
were up to date.

« Pharmacy staff were readily available on the wards to
provide medicines to patients on discharge. This meant
that patients were not kept waiting unduly for their
medicines.

Records

+ An electronic records management system had been
introduced trust wide in October 2014. Staff told us of
their concerns relating to the electronic reporting
system but many staff told us this system had overcome
problems relating to illegible writing. We saw that
records were legible, signed and dated. They were easy
to follow and medical staff had detailed ‘orders’ for
patients’ care and treatment. However, we saw no
evidence of individualised care plans. We were told by
nursing staff that care plans were not yet available on
the system. Some staff told us the doctors’ orders had
replaced care plans on the IT system. These orders were
task-orientated and did not always reflect the holistic
needs of the patients.

« Staff told us they had received initial training to use the
electronic recording system but most staff told us this
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training had been insufficient and had not really
prepared them for the problems they would encounter
when using the system. Some staff told us the support
for the rollout of the electronic recording system had
been withdrawn too soon. However there was a 24-hour
support line for staff who experienced problems when
using the electronic recording system and staff told us
this was helpful.

Consultants expressed frustration that they were often
unable to access previously performed
electrocardiographs (ECGs). [An ECG is a diagnostic test
that records the electrical activity of the heart]. This was
because the ECG had to be sent away to be scanned
into the electronic recording system. One consultant
gave us an example of when the ECG had been
performed the day before but was not available when
they needed it to review a patient. We saw this had been
identified as a red risk on division D’s risk register with a
comment that it should be resolved in one month. It
was difficult for us to ascertain how long ago this had
been written as there was no date attached to the
action or date for review.

We received information from stakeholders prior to our
inspection that indicated there had been ineffective
discharge letters sent out by the trust. There were
concerns that included a lack of information about
treatments or diagnoses people had received or missing
information in relation to medications. This meant that
there was a risk of people receiving inappropriate
follow-up or after care due to inaccurate records
produced by the trust. The trust had taken action to
address this and were undertaking audits to ensure that
information had been provided.

Safeguarding
« The adult safeguarding policy was being updated to

reflect current national policy at the time of our
inspection.

« Adult safeguarding training was mandatory throughout

the trust. The uptake of this training throughout the
medical and care of the elderly wards was generally
above the trust’s target of 90%. We looked at the training
figures for 18 medical wards and found that four of the
wards were below the trust’s target of 90% for nursing
staff having completed this training. These included N3
(82%), C6 (87%), K3 (89%) and EAU 3 (87%) for adult
safeguarding. However we found in eight areas of the
medicine service doctors training in adult safeguarding
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was poor with those working in the endocrine service
showing only half the doctors had attended this
training. We noted that within medical service the level
of attendance at children’s safeguarding level 2 training
was generally poor with attendance rates from 33% to
around 50%.

There was a safeguarding lead for the trust and all of the
staff we spoke with could tell us who the safeguarding
lead was and how they would escalate safeguarding
concerns to this person.

Nursing staff were clear about their safeguarding
responsibilities and knew where to seek advice and
report concerns.

Mandatory training
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Staff we spoke with were aware of the mandatory
training they were required to undertake and they told
us they received mandatory training. Staff confirmed
that most of the mandatory training was undertaken by
e-learning, with the exception of moving and handling in
which a practical session took place.

Mandatory training included topics such as conflict
resolution, equality and diversity, health and safety,
infection control, information governance, safeguarding
adults and level 1 safeguarding children, fire safety,
moving and handling and resuscitation.

Mandatory training was monitored throughout the
divisions and information received from the trust
indicated that for staff the overall target rate for
mandatory training was 90%. Whilst training rates were
better in some topics, the training rates for fire safety,
moving and handling, and resuscitation consistently fell
below the trust’s target of 90%.

The rates for the completion of mandatory training were
variable across the wards providing medical care. For
example, with the exception of four wards, between 47%
and 89% of nursing staff were up to date with fire
training. Only three wards were achieving the trust’s
target of 90% for moving and handling training. On other
wards between 40% and 85% of nursing staff were up to
date with their moving and handling training. With the
exception of five wards, training rates for resuscitation
were between 57% and 89%. The rates for training in
safeguarding adults was more encouraging, with
between 87% and 100% of staff having completed this
training. We found it difficult to obtain an accurate
picture due to medical services being provided across a
number of divisions.

Assessing and responding to patient risk

The trust had an up to date operational policy on
prevention and management of the deteriorating
patient for staff to follow.

The trust used a Modified Early Warning score (MEWS)
system to identify deteriorating patients. A score was
calculated following each physiological observation and
this determined the level of risk of deterioration for each
patient.

If a patient’s MEWS was greater than three, health care
assistants had a responsibility to report this to the nurse
who was assigned to looking after the patient or to the
nurse in charge. The nurse assigned to the patient was
responsible for monitoring the patient’s condition and
for escalating any concerns to a senior level.

The trust provided a rapid response team (RRT) who
would review patients who had been identified by ward
staff as deteriorating and would assist with initial
stabilisation and management along with the patient’s
own medical team.

The trust had very clear guidelines about who to contact
if a patient was deteriorating.

As part of the Nursing Quality Metrics, frequency and
completeness of physiological observations and MEWS
scores were monitored in a sample of patients on all of
the medical wards. We looked at the Nursing Quality
Metrics for March 2015 and saw that physiological
observations had been completed and were found to be
above the trust’s target of 95%.

Nursing handovers occurred at every shift change,
during which staff communicated any changes to
ensure that actions were taken to minimise any
potential risk to patients.

Risk assessments for patients for venous
thromboembolism (VTE), pressure ulcers and falls were
undertaken appropriately and were reviewed at the
required frequency. Risk assessments identified
required actions to minimise any potential risk to
patients.

Patients who were at risk of falling were identified by a
symbol of a leaf on the wall at the back of their bed
space.

Between the hours of 2am and 7am there was one
matron on duty for the entire hospital. The matron was
supported by two band six nurses from Divisions C and
D and one band six nurse from each of the other
divisions (A, B, and E) as well as three nurses from the
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specialties of critical care, emergency department and
the outreach team. The band six nurses would be
responsible for checking staffing on the ward areas and
assessing any risk, whilst the matron was responsible for
ensuring patients who were being admitted to the
hospital were appropriately allocated to a ward. Nursing
staff across the trust expressed their concerns about this
arrangement and gave examples of where patients had
been inappropriately placed. For example, one patient
who had bowel surgery had been placed on the
respiratory ward. Staff on the respiratory ward were
concerned because they were not surgical nurses.

Nursing staffing

« Most wards providing medical care had nursing
vacancies. K3 and N3 had vacancy rates of around 19%.
Six areas had between six and seven whole time
equivalent staff not in post. K3 the coronary care unit
used 14% agency or bank staff and N3 the respiratory
ward used 13% bank and agency staff in December
2014. Sickness rates were between 1.5 and 2% for K3
and between 3.3 and 6.7% for N3. With turnover for
these wards being around 13%.

The trust used the safer nursing care tool (SNCT) to
assess the nursing skill mix and the number of staff
required for each ward. The trust measured staffing on
the basis of one nurse to eight patients. The trust stated
that they reviewed areas where staffing was greater than
one nurse to eight patients. The tool did not take
account of the acuity of the patient. Acuity means the
level of seriousness of the condition of a patient. This
meant there were areas where staffing was sometimes
inadequate in relation to the acuity or dependency of
patients. The last safer nursing care tool review was
undertaken in July 2014. The trust’s safe staffing policy
stated that a review of staffing establishments was
undertaken a ‘minimum of twice a year, and when there
was a service change’. This was due to be undertaken in
January 2015 but had been delayed because of the
introduction of the trust’s IT system. The review on the
ward undertaking non-invasive ventilation (NIV) began
week commencing 4 May 2015 following the raising of
our concerns.

The Chief Nurse produced a nurse safe staffing
exception report that was presented to the Board of
Directors on a monthly basis. The report highlighted
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that matrons and senior nurses were working increased
levels of clinical time to support the clinical areas and
that office time and mandatory training had been
reduced to optimise rosters.

Nursing and medical staff raised concerns about staffing
levels across the directorates. Staff told us that they
were moved around on a regular basis to fill staff
shortages on other wards, even though this meant their
ward would also be left short.

Not all staff felt confident about working on unfamiliar
wards but most understood the need to maintain safe
staffing levels across the entire hospital.

The trust was reliant on bank nurses to fill shifts that
were not covered. Nursing and medical staff told us they
couldn’t rely on agency nurses because they were not
familiar with the trust’s electronic recording system.
Shifts were therefore being filled by the trust’s own staff
who had been offered an incentive of double pay if they
worked over their contracted hours. Senior staff told us
the number of hours worked and the performance of
these staff was being monitored to ensure staff did not
work too many hours and therefore compromise their
health or the safety of patients. Bank staff told us they
had received an induction to the wards on which they
were working.

+ All of the wards we visited displayed a staff information

board which detailed the daily planned and actual
number of staff (registered nurses and healthcare
assistants) on each shift. We observed the information
on some of the boards to be incorrect because staff had
been moved to other areas of the hospital to help out
on other wards that were short staffed. We heard from
staff that this happened frequently and witnessed staff
being sent to other wards during our inspection. The
hospital provided acute treatment for patients on the
acute stroke ward. This ward had 14 beds. Ward staff
told us of their concerns relating to staff arrangements,
particularly when staff were moved at night, as this
would leave just two registered nurses plus one
healthcare assistant on the unit. Staff were continually
being moved to other ward areas to relieve staff
shortages and staff told us of their concerns that
insufficient staffing compromised the safety of highly
dependent patients, especially when patients had
recently been thrombolised.

The respiratory service had a national reputation for the
breadth of its respiratory services for the local and
regional population. However, the respiratory ward
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could only accommodate a proportion of patients with
respiratory conditions but an attempt was made to
centralise services for those requiring non-invasive
ventilation (NIV). The respiratory ward could
accommodate five patients requiring NIV plus two
patients with a tracheostomy. (A tracheostomy is an
opening created at the front of the neck so a tube can
be inserted into the windpipe to help a person to
breathe.)

However, the trust was not adhering to national
guidelines in respect of the number of staff required to
care for people requiring NIV. British Thoracic Society
2008 Guidelines state that there should be a minimum
staffing ratio of one nurse to two patients for at least the
first 24 hours of NIV. At the time of our inspection staff
told us there were three patients on the unit who
potentially required NIV and that they were expecting a
patient from the emergency department who also
required NIV. There should have been four trained staff
plus two health care assistants on duty for the whole
ward overnight but for the night shift there were only
two registered nurses and two health care assistants. We
escalated our concerns to senior staff within the
trust.The trust took action to ensure that an appropriate
number of staff were on duty. When we re-visited the
ward as part of our unannounced inspection there were
four patients who were receiving NIV. There should have
been four trained staff plus two health care assistants
on duty for the whole ward overnight but again we
found there were only two registered nurses and two
health care assistants. We raised our concerns with the
deputy chief nurse, who was aware of the situation and
escalated again at that point. We were informed the
shifts had been filled. We were not assured that there
was a system in place to ensure that patients requiring
NIV were always receiving nursing care in accordance
with the British Thoracic Society Guidelines nor from
staff who were experienced in this type of care.

The trust had recruited registered nurses from overseas.
At the time of our inspection many of them had
undertaken their induction and were ready to fulfil their
role. However, they were unable to practice due to
delays in the Nursing and Midwifery Council (NMC) in
processing their registration.

We observed an evening nursing handover between
staff on two medical wards. We saw that printed
handover sheets were used, which listed patients’
conditions and treatment. The quality of handover was

variable but relevant information was handed over to
the incoming staff. The handover sheet was updated
manually and printed off as the patient recording
system did not pull through updated information to
facilitate the handover process. This meant there was a
risk that some information might be missed and not
handed over to incoming staff due to IT limitations.

« Thetrust had a nursing and midwifery safe staffing
levels escalation policy but we found that this was not
always followed. For example, on the respiratory ward
where staffing levels fell below a safe level this was not
always escalated as it should have been. Of the
incidents reported from this ward 11% related to staffing
level concerns. However a further 16% of incidents
related to patient falls most of which were not
witnessed by nursing staff.

Medical staffing

« Thetrust had a higher number of consultants and
middle grade doctors than the national average.

« Thejunior doctors provided daytime cover across all of
the medical speciality wards. In the evening there were
four junior doctors covering groups of medical wards
and there were three junior doctors covering the wards
overnight.

« There was a middle grade rota providing 24-hour cover
seven days a week for the wards that didn’t have
overnight middle grade cover. In addition to the middle
grade cover for medical inpatients, there were on-call
specialty cover rotas in cardiology, infectious diseases,
respiratory medicine, nephrology, hepatology and
stroke. There were also weekend-only full shift rotas for
acute medicine, medicine for the elderly / stroke,
gastroenterology and diabetes & endocrinology.

« The Rapid Response Team was staffed by middle grade
intensive care doctors and specialist nurses, and
provided 24-hour cover seven days a week to support
the wards with deteriorating patients.

« Thetrust told us that all of their medical rotas were
compliant with the New Deal and Working Time
Directive.

« Junior doctors we spoke with told us that consultants
were contactable and supportive.

« Consultants told us that 10% of “second on” registrar (a
further doctor available at registrar level) night shifts
remained unfilled whilst there were gaps of 20% in the
specialist registrar rotas. Consultants told us the trust
attempted to fill these gaps with internal staff as
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external staff were not familiar with the trust’s electronic
recording system. Gaps were often filled at the last
minute as the trust offered an incentive for staff to work
at this late stage. We did not receive any evidence to
indicate how many of these shifts remain unfilled.

« We observed that medical handovers were efficient, and
there was effective verbal and written communication
regarding the location of patients and their conditions.
The handover was attended by 12 consultants and
multiple specialist nurses and all of the medical
specialities were represented. Daily medical handovers
took place. At this meeting every admitted patient was
discussed and patients who had not already been
assigned to a Consultant for on going care, were
assigned to the most appropriate specialist. Patients
were confidently handed over and accepted. In
addition, each patient who had been discharged was
also discussed to ensure that appropriate plans and
follow-up had been arranged for that patient. Because
all of the specialisms were represented at this handover,
the most appropriate actions could be agreed.
Administrative staff were also present to ensure all
decisions were entered onto the electronic recording
system.

« The national clinical guidelines for stroke (2012),
highlight that access to psychological intervention in the
acute phases is important and the Sentinel Stroke
National Audit Programme (SSNAP) acute
organisational audit report (2014) stipulates that Clinical
Psychology is an essential part of the multidisciplinary
team. The current national average provision of clinical
psychology is 0.04 WTE per 10 stroke beds. We note that
the department has 0.5 WTE for approximately 100
beds, which equates to 0.05 per 10 beds.

Major incident awareness and training

+ Thetrust had a major incident and escalation policy.
Most of the staff we spoke with were aware of the trust’s
major incident plan.

+ The chief executive officer told us the last time the
major incident plan was used was throughout the
introduction of the electronic recording system.

Requires improvement ‘

We judged that medical care services at Addenbrooke’s
hospital were not always effective and required
improvement. This was because patient outcomes were
not in line with the national averages, patients experienced
a long length of stay and there was a lack of supervision of
staff. In addition, staff we spoke with had limited
knowledge of their responsibilities under the Mental
Capacity Act (MCA). Nursing staff were unclear about the
procedures to follow when reaching decisions in persons’
best interests. We witnessed an incident where a patient
was restrained without a valid deprivation of liberty
safeguard being in place. However, this was not surprising
as staff had not received training in the MCA or Deprivation
of Liberty Safeguards (DoLS)

We saw that assessments, which covered most health
needs such as clinical needs, mental health, physical
health, and nutrition and hydration needs, had been
undertaken. However, staff were unable to show us where
care plans had been completed. Some staff told us the
doctors’ orders had replaced care plans on the electronic
patient record system. These orders were task-orientated
and did not always reflect the holistic needs of the patients.
Some staff told us there were no care plans on the IT
system..

We did however see that patients’ care, treatment and
support were based on national guidance and legislation.
We saw good examples of multidisciplinary team working,
especially on the acute stroke and stroke rehabilitation
wards.

Evidence-based care and treatment

« The medical specialities used provided care and
treatment in line with guidelines from the National
Institute for Health and Care Excellence (NICE) and Royal
College guidelines. Local policies were written in line
with these guidelines.

« There were specific care pathways for certain
conditions, in order to standardise the care given.
Examples included stroke pathways, sepsis, pulmonary
embolus and chronic obstructive pulmonary disease
(COPD) pathways.
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« Staff carried out assessments, which covered most .
health needs such as clinical needs, mental health,
physical health, and nutrition and hydration needs. .

However, staff were unable to show us where care plans
had been completed..

+ The endoscopy department had been awarded Joint
Advisory Group (JAG) accreditation. The accreditation
process assesses the unit infrastructure policies, .
operating procedures and audit arrangements to ensure
they meet best practice guidelines. This meant that the
endoscopy department was operating within this
guidance. We observed the endoscopy unit operating at
full capacity and noted the pride and enthusiasm of staff
for the service they provided.

+ Inthe opinion of our specialist, the quality of the .
outpatient neuropsychology assessment service is
outstanding, as demonstrated by review of records and
record keeping, review of clinic rooms and resources
available to and used by the service and the views of
multiple consultant neurologists and a rehabilitation
consultant who regularly refer patients to the service.
Collectively the general theme was that the service
delivery had improved positively since the new heads of
department had been appointed; more patients are
seen and seen more quickly.

Pain relief

+ Most patients told us their pain was well managed. We
observed staff asking patients about pain and taking
appropriate action to control people’s pain.

+ Pain was assessed as part of the intentional rounding
process (intentional rounding is where staff tend to
patients at given time intervals to check a range of
comfort requirements). However, we saw little evidence
that the effects of pain control were being monitored,
for example site, intensity and type of pain. .

« The trust did not have any specialised tools in place to
assess pain in those who had a cognitive impairment
such as those living with dementia or a learning
disability. This meant that pain in people who had a
cognitive impairment may go unrecognised.

Nutrition and hydration

+ Patient’s had their nutritional status assessed and were
referred to a dietician where necessary. We saw where
required patients were prescribed nutritional
supplements.
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The trust used a traffic light system to identify the level
of support required by patients.

Protected meal times were in place on all wards we
visited. We observed a lunch time meal on one of the
medical wards. We saw that available staff went to
assisted patients to eat and drink and they helped them
to move into a suitable position to eat.

On the Lewin ward we saw that patients were
encouraged to eat their meals in the dining area. There
were nutritional support assistants who were available
to assist patients to eat their food if they required
support.

We saw that meal times were generally calm and well
managed.

Staff on the acute stroke ward assured us that patients
who had had a stroke were assessed in a timely manner
to ensure they were able to safely swallow and were not
denied food and fluids unnecessarily. We observed that
fluid thickeners were issued as prescribed and that
patients requiring diets of differing textures received
their diet as planned. This demonstrated the trust had
systems in place to ensure people with varying levels of
compromised swallow were supported to receive
appropriate nutrition and hydration.

Patient outcomes

The trust submitted data to the Sentinel Stroke National
Audit Programme (SSNAP), which aimed to improve the
quality of care by auditing stroke services against
evidence based standards and national and local
benchmarks. During July to September 2014 SSNAP
scored the trust at ‘D’ Grade (the lowest possible score is
E). The audit identified poor results in the provision of
speech and language therapy. An audit action plan was
in place to address the shortfalls.

The trust participated in the Myocardial Ischaemia
National Audit Project (MINAP). This is a national clinical
audit of the management of patients experiencing a
heart attack. MINAP provides hospitals with information
about their management of patients experiencing a
heart attack and compares the information with
nationally and internationally agreed standards.
Addenbrooke’s hospital performed worse than the
England average in the MINAP audit in relation to the
care of patients who presented with non ST elevation
infarction (NSTEMI), which is a type of heart attack. The
2013/2014 MINAP audit showed that 86% of patients
who presented with a nSTEMI were seen by a
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cardiologist against the England average of 94%, 59% of
patients, including those after discharge were referred
for or had angiography against the England average of
80%. The trust was in line with the England average for
the number of patients who were admitted to a cardiac
unit or ward at 55%.

National Diabetes Inpatient Audit (NaDIA) 2013
participation showed that the trust performed worse
than expected on 13 out of 21 questions. The trust
performing worse than expected in questions covering
medication and prescription errors, suitable and timely
meals and emotional support. The audit showed that
the trust scored better than expected in questions
covering foot care and staff knowledge. We asked staff
about the findings of the audit on ward F6, the diabetes/
endocrinology ward. Staff we spoke with were not aware
of the audit orits findings, or of any actions that were to
be taken at ward level to address the shortfalls

The average length of stay for elective and non-elective
patients at Addenbrooke’s hospital was slightly worse
than the national average. This meant that patients
were staying in hospital longer than in other hospitals
around the country.

Between January and March 2015, the trust as a whole
conducted risk assessments of venous thrombolytic
embolism on 79% of patients, which is considerably
below both the NHS-England goal of 95%, and the
England average for that quarter of 96%. The
percentage assessed during the preceding three
quarters ranged between 74% and 86%.

Emergency readmissions were mostly within the
expected range and the standardised re-admission rates
compared favourably with national rates except for
clinical haematology, gastroenterology, and geriatric
medicine services where they were above national rates.

Competent staff

« We were told that all new staff attended an induction.

Staff we spoke with confirmed they had received
adequate induction. Newly appointed staff said that
theirinductions had been planned and delivered well.
Most staff told us that there were no formal systems in
place for regular supervision sessions with their line
managers, but that any issues were addressed via
informal support from managers.
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Staff told us they received annual appraisals.
Information provided by the trust indicated that
appraisal figures for the medicine specialities were at
96% in December 2014.

Nursing staff working on the medical wards told us there
were little opportunities to undertake additional study
and professional development.

We saw there was a wide range of specialist nurses, for
example the frail elderly team, palliative care team and
safeguarding leads and noted their presence on the
wards. Staff told us they knew how to contact these
specialists and felt supported by them.

Nursing staff on the ambulatory care unit had received
training to enable them to cannulate and take arterial
blood gases.

National standards require that 50% of nursing staff
working in coronary care have an additional
qualification in coronary care nursing. 24 out of 35
qualified nurses working on ward K3 (cardiology and
coronary care) had a coronary care nursing
qualification. This meant that national guidelines were
being met.

Nursing staff on ward D5 told us the function of the ward
had recently changed from being a short stay elective
medical ward to a 16 bedded elderly care ward with
eight elective beds. None of the staff on this ward had
received any training in providing care for people with
dementia and who very often had complex discharge
requirements.

The only person to have undertaken the hepatology
course on the liver unit was the ward manager. Nursing
staff had not been offered the opportunity to undertake
this course within their speciality.

Medical staff told us they were concerned about the
start of new junior doctors in August because of the
ongoing issues with the electronic recording system.
Doctors told us that there was an effective system for
training, professional development, assessment and
revalidation of General Medical Council (GMC)
registration.

None of the clinical psychologists working in the
department are registered on the British Psychological
Society’s (BPS) Specialist Register of Clinical
Neuropsychologists (SRCN),though they were
professionally registered with the Health and Care
Professions Council as clinical psychologists which is a
legal requirement. They were not supervised by a
person on the specialist register. This is a requirement to
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be a clinical neuropsychology service though it was
clear the service did not call themselves that. However,
senior medical and nursing staff we spoke with referred
to it as a clinical neuropsychology service. Our specialist
considered that the senior staff carrying on the service
were sufficiently skilled and experienced but lacked the
specialist qualification. This also means that the service
is unable to supervise any member of staff who wishes
to gain this qualification.

Multidisciplinary working

« Wards teams had access to the full range of allied health
professionals and team members described good,
collaborative working practices. There was generally a
joined-up and thorough approach to assessing the
range of people’s needs, and a consistent approach to
ensuring assessments were regularly reviewed and kept
up to date. This was particularly evident on the Lewin
ward and R2, the acute stroke ward. However, staff on
the Lewin ward told us they were short of two WTE
physiotherapists and this impacted on the 45 minutes
per day rehab guidelines for patients who were
receiving treatment for a stroke.

« Throughout the trust patients’ records were integrated
with doctors, nurses and therapists using the trust’s
electronic recording system. This meant that that all
members of the team were aware of the input of others,
and that care was well co-ordinated for patients and
their relatives.

« Consultants we spoke with told us they found the input
of other clinical teams and specialist nurses to be very
good.

+ Meetings on bed availability were held three times a
day, to determine priorities, capacity and demand for all
specialities.

+ Senior medical staff we spoke with told us they had an
excellent relationship with the neuropsychology service.
We saw evidence of clear multi professional reviews of
patients using the service with clinical responsibilities
clearly marked.

Seven-day services

« Physiotherapy services were available 24 hours a day
and seven days a week. At the weekends there were two
whole time equivalent physiotherapists with three band
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three to four staff to cover the medical and elderly care
wards. There was one whole time equivalent
physiotherapist who covered the whole of the hospital
between 16.30 and 08.30 seven days a week.

The trust had an internal imaging professional standard
that all inpatient requiring imaging services would be
seen within 24 hours of referral. Urgent and emergency
imaging was available 24 hours a day and seven days a
week.

There was consultant cover 24 hours a day, seven days a
week. Two consultants supported the acute take
directly in the evening until 22.00 with one consultant
on call overnight during the week. At the weekend
consultant cover for the acute take was provided by two
consultants from 1200 to 2200. Consultant on call rotas
covered cardiology, infectious diseases, diabetes &
endocrinology, nephrology, hepatology,
gastroenterology, respiratory and stroke medicine.
Consultants from each specialty were routinely
scheduled ward work and to receive new patients at the
weekend with middle grade and junior doctor support.
The endoscopy on-call rota was staffed by consultants
from gastroenterology and hepatology who also
provided an on-call service to another hospital.

Access to information

« Within endoscopy, staff told us there were issues with

accessing consent forms. Once completed, consent
forms were sent to the unit office to be scanned into the
electronic recording system. We asked to see a consent
form for a patient who had attended the unit 12 days
ago. The consent form had not been scanned into the
electronic recording system. This meant that medical
records within the electronic recording system were not
always up to date. In addition, the electronic recording
system permitted the uploading of endoscopy reports;
however the system was not intuitive and relied on the
operator to manually press a print function. Staff told us
that some operators forget and this had led to some
reports not being uploaded.

Staff throughout the medical wards were unable to
locate information relating to mental capacity
assessments.

Consent, Mental Capacity Act and Deprivation of
Liberty Safeguards
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« Patients were consented appropriately and correctly,
where people were able to give their consent to care
and treatment. We reviewed eight consent forms of
patients requiring consent and we found these to be
appropriately completed.

+ We examined the training matrix provided by the trust,
which showed that the training requirement in consent,
the Mental Capacity Act (MCA) and Deprivation of Liberty
Safeguards (DoLS) was not a mandatory training
requirement. We spoke with staff who confirmed they
had not received or completed training in MCA and
DolS.

« Staff we spoke with had limited knowledge of their
responsibilities under the MCA. We heard staff refer to
patients as lacking capacity to make certain decisions
when a mental capacity assessment had not been
undertaken. Staff were unclear about the procedures to
follow when reaching decisions in persons’ best
interests. All of the nursing staff we spoke to told us they
would not be involved in completing a mental capacity
assessment but would refer patients to the safeguarding
lead.

+ The requirements for lawfully depriving a person of their
liberty was not always understood or appropriately
recorded by staff. We looked at the records of two
patients who were being deprived of their liberty, but
were unable to establish whether appropriate steps had
been followed to ensure these people were being
lawfully deprived of their liberty.

« Staff were unable to locate information relating to MCA
forms on the trust’s electronic recording system. In
addition, there were no care plans in place to support
people who did not have capacity to make decisions.

+ On the second day of our visit we saw a patient
attempting to leave their ward as they wanted to go
home. Staff told us this patient was confused and didn’t
have the capacity to make decisions about leaving the
ward. We saw a health care assistant prevent the patient
from leaving the ward by sitting the patientin a
wheelchair and taking the patient back to their bed
space. We looked at the medical and nursing records for
this patient and were unable to establish whether a
mental capacity assessment or a best interest’s
assessment had taken place. A member of staff told us
that an urgent DoLS had been made in February for this

patient but there was no evidence of a further
assessment having been made. A member of staff told
us they would refer the patient to their safeguarding
lead.

« Patients from the clinical decision unit were managed to
ensure appropriate transfer for example to hospice or
mental health service as needed. We saw that the
clinical decision unit ward team and emergency
department consultants had in specific cases cared for
patients in the clinical decision unit for several days
until suitable placement was secured. Staff including
health care assistants in the clinical decision unit had
additional training related to mental health problems
because they were regularly asked to care for such
patients for several days as local mental health services
were not able to respond appropriately to referral
requests.

Good ‘

We judged that the caring aspects of medical care services
were good. This was because patients and those important
to them were positive about their experience of care and
the kindness that staff showed towards them. We observed
care and found this to be compassionate from all grades of
support and clinical staff, including doctors. We also saw
and patients expressed that privacy and dignity was
maintained at all times. Where possible, patients were
involved in their care and treatment and were given
information to support their decision making. We found
that patients could access emotional support if they
needed to.

Compassionate care

+ We spoke with 20 patients throughout our inspection.
Feedback was mostly positive about the way staff
treated patients receiving care throughout the medical
wards. One patient told us “The care is excellent in this
hospital.” Another patient said “The nurses come quickly
when | call the call bell.” A patient on the coronary care
unit told us “staff are very caring; they stayed with me
when | was frightened.”

« Patients we spoke with told us they felt safe in the
hospital.
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« Throughout our inspection we observed patients being
treated with compassion, dignity and respect. Medical
and nursing staff we spoke with demonstrated an
understanding of the importance of treating patients
and those who were important to them in a caring and
sensitive manner.

« We saw that interactions between staff and patients
were positive, respectful and caring.

« Throughout ourinspection we observed that patients’
privacy and dignity were maintained; for instance we
saw that care interventions were carried out behind
closed doors or curtains and staff asked before they
entered.

« We observed a speech and language therapist
undertaking an assessment on a patient on the Lewin
ward. The patient had their eyes closed and looked as
though they were sleeping. The therapist spoke with the
patientin a kind manner and gently woke the person,
allowing enough time before undertaking the
assessment.

+ Most people we observed were well presented and
looked comfortable in their surroundings.

+ The trust used the NHS Friends and Family Test (FFT) to
obtain feedback from patients. This was a single
question survey which asked patients whether they
would recommend the NHS service they had received to
friends and family who needed similar care or
treatment. The trust’s FFT response rate from its medical
wards has been consistently below the England average
for medical wards, but shows a strong increasing trend.
The average response rates (from December 2013 to
November 2014) varied across medical wards from 13%
to 44%. In May 2015, 86% of patients would recommend
medical wards D10 and G6. These were the lowest
scores for the medical wards. Other wards that provided
medical care scored above 90%.

« Patient led assessments of the care environment
(PLACE) carried out in 2014, acute wards (which would
have included some medical wards achieved scores for
privacy, dignity and well-being as 90%, this was slightly
above the England average of 87%.

Understanding and involvement of patients and those
close to them Understanding and involvement of
patients and those close to them

+ We observed that staff involved patients and those who
were important to them in their treatment and care.

Staff talked through what was happening with patients
whilst undertaking care and treatment ensuring
wherever possible that patients were aware of what was
happening to them.

+ As nursing staff told us they were unclear about the
procedures to follow when reaching decisions in a
persons’ best interests. This meant that there was a risk
that patients would not always be empowered or
supported to understand or be engaged in their care
and treatment.

Emotional support

« Patients and those close to them told us that clinical
staff were approachable and they were able to talk to
them if they needed to. Staff told us they would initially
provide emotional support for patients and those who
were close to them.

« Patients could access a range of specialist nurses, for
example in stroke and cardiac services. We saw that
staff offered appropriate support to patients and those
who were close to them in relation to their
psychological needs.

« There was a hospital chaplain who could be contacted
to provide emotional support. There was also a multi
faith area available in the hospital that patients or those
close to them could access.

« Staff told us the chaplain was available to support staff
as well as patients.

+ On the acute stroke ward there was some but limited
psychological support available.

Requires improvement ‘

We judged that the responsiveness of medical services
required improvement. This was because there was
insufficient bed capacity to meet the needs of patients. This
resulted in a large number of patients being cared for in
non-speciality beds and this meant the trust was not
always responsive to the specialised and individual needs
of patients whilst they were receiving care and treatment.
We found that the implementation of the electronic
recording system had impacted on the responsiveness of
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the service people received, for example patients were
unable to receive blood transfusions within the ambulatory
care unit and had to be admitted to a ward in order to
receive this treatment.

Patients requiring elective treatment often experienced
cancellation or had to wait for up to periods of 12 hours for
a bed to become available because of bed capacity issues.
In addition, there were significant numbers of people who
were experiencing delayed discharge because they were
waiting for packages of care in their own homes and could
not be discharged by the hospital until funding had been
agreed for this care.

Service planning and delivery to meet the needs of
local people

+ The trust had a designated ambulatory care unit which
enabled staff to deliver care closer to home and avoid
unnecessary admission to hospital.

« Some patients on the ambulatory care unit were taught
how to administer their own intravenous antibiotics and
where appropriate, patients on the haematology unit
were taught how to administer their own chemotherapy.
This enabled patients to continue to administer their
treatment in their own homes.

+ There was limited commissioning of services to provide
early supported discharge. This meant that patients
were not enabled to return to their own homes whilst
receiving support and treatment.

« We observed the space in the haematology day case
unit to be very compact with patients sitting very close
together due to lack of space. This could compromise
privacy and dignity for some patients.

« Nursing staff on ward D5 told us the function of the ward
had recently changed from being a short stay elective
medical ward to a 16 bedded elderly care ward with
eight elective beds. This meant that patients coming
into the ward for elective medical procedures were
being treated in a ward with patients who often required
intensive support. Staff told us that elective beds would
be filled with outliers and this meant that patients
coming in for planned procedures would be c