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

Letter from the Chief Inspector of Hospitals

King's College Hospital Denmark Hill Site is part of King's College Hospital NHS Foundation Trust. The trust provides
local services primarily for people living in the London boroughs of Lambeth, Southwark, Bromley and Lewisham. King's
College Hospital Denmark Hill Site provides acute services to an inner city population of 700,000 in the London
boroughs of Southwark and Lambeth, but also serves as a tertiary referral centre in certain specialties to millions of
people in southern England.

King's College Hospital NHS Foundation Trust employs around 11,723 whole time equivalent (WTE) members of staff
with approximately 8,785 staff working at King's College Hospital Denmark Hill Site.

We carried out an announced inspection of King's College Hospital Denmark Hill Site between 13 and 17 April 2015. We
also undertook unannounced visits to the hospital on 25 and 28 April 2015.

Overall, this hospital requires improvement. We found that urgent and emergency care, medical care, services for
children and young people and outpatients and diagnostic services were good. However surgery, critical care, maternity
and gynaecology services and end of life care required improvement.

The effectiveness of care, care of patients and the leadership at this hospital were good overall. However, the hospital
required improvement in order to provide a safe and responsive service towards patients and their carers.

Our key findings were as follows:

Safe

« There was an open and transparent approach to the investigation of incidents. Staff were encouraged to report
incidents when they occurred.

« There were largely adequate medical and nursing staff on duty to provide safe care to patients apart from medical
care, maternity and neonatal intensive care services.

« There were effective arrangements in place to minimise risks of infection to patients and staff.

« Medicines were stored, recorded and administered safely to protect patients.

« The support provided by the iMobile team for deteriorating patients was excellent.

« The critical care service did not meet basic safety standards in some areas, particularly on the high dependency
units.

Effective

- Staff followed accepted national and local guidelines for clinical practice.

« There was a multidisciplinary, collaborative approach to care and treatment that involved a range of health and
social care professionals.

« Some newly qualified midwifery staff had not received appropriate training to enable them to carry out their roles
effectively.

« Patients were given timely pain relief and pain scoring tools were consistently used.

« The nutritional needs of patients had been assessed and patients were supported to eat and drink according to their
needs.

« Understanding of the Mental Capacity Act 2005 and Deprivation of Liberty Safeguards was variable and some groups
of staff needed to improve their knowledge in these areas.

Caring
« Patients were cared for by staff who were kind, caring and compassionate in their approach. Patients were

supported, treated with dignity and respect and were involved as partners in their care.
« Patients felt that they were listened to by health professionals, and were involved in their treatment and care.
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Staff respected patients’ choices and preferences and were supportive of their cultures, faith and background.

Responsive

Services were planned to meet the needs of the local population.

The emergency department (ED) was often overcrowded. Patient flow required improvement and waiting times were
above the national average, due to capacity constraints and the trust’s arrangements for making decisions to admit
patients.

Referral-to-treatment times were not being met in a number of surgical and outpatient specialties. Surgical
procedures were cancelled and not always rescheduled and undertaken within 28 days.

There was a lack of critical care beds, which affected patients’ length of stay and delayed discharges.

Outpatient services were not organised in a manner that responded promptly to ensure that patients’ needs were
met.

Well-led

The leadership, governance and culture of the hospital promoted the delivery of high quality, person-centred care.
Robust governance arrangements were in place to monitor, evaluate and report back to staff and upwards to the
trust board.

Most staff were proud of working for the department and staff worked well together as a team.

We saw several areas of outstanding practice, including:

Trauma nurse coordinators tracked pathways and the progress of trauma patients by visiting them daily on the
wards. This role also included networking with other trusts and coordinating repatriation in advance.

The ED had an established youth worker drop in scheme operated by a London-based organisation, which was
effective in supporting vulnerable young people. Staff could refer young people to the service, although engagement
was voluntary. The service also supported young people to access specialist services, such as housing support and
access to social workers.

The iMobile outreach service was innovative and there was evidence that it was producing positive outcomes both
for patients and the critical care service as a whole.

The pioneering work being done by neurosciences, liver and haematology specialist services.

The surgical directorate had set up the first national training for a trauma skills course in the country.

There were well-established pathways for pregnant women, which provided appropriate antenatal care, including
access to specialist clinics for women with medical needs.

The foetal medicine unit provided interventions, such as foetal blood transfusions, fetoscopic insertions of
endotracheal balloons and laser separation procedures of placental circulations for complicated monochorionic
twin pregnancies.

The enhanced scanning programme included combined screening for chromosomal abnormalities at 12 weeks, with
women being given the results on the same day.

The gynaecology and urogynaecology services offered a one-stop service with diagnostics carried out by a specialist
doctor. The hospital was a regional training unit for this service and the unit was recognised as a gold standard unit
by The British Society of Urogynaecologists.

For children with complex liver conditions and those who required surgery as neonates, staff developed and
advocated the use of innovative and pioneering approaches to care.

However, there were also areas of poor practice where the trust needs to make improvements.

Importantly, the trust must:

Review its facilities within critical care so that it meets both patient needs, and complies with building regulations.
This includes bed spacing and storage facilities, particularly for IV fluids and blood gas machines.
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« Ensure that the 'Five steps to safer surgery' checklist was always fully completed for each surgical patient.

« Re-configure the Liver outpatient clinic in order to avoid overcrowding.

« Ensure patients referral to treatment times do not exceed national targets.

+ Improve patient waiting times in all outpatients’ clinics.

+ Review the capacity of the maternity unit so that women and their babies are receiving appropriate care at the right
place at the right time.

« Implement a permanent solution to the periodic flooding following heavy rain of the renal dialysis unit and
endoscopy suite areas.

« Ensure that current trust policy around syringe drivers affords optimum protection for patients against the risk of
adverse incidents.

« Ensure the cover for the concealment trolley for deceased patients is in good repair and not an infection control risk.

In addition, the trust should:

« Fully complete controlled drug registers in the ED.

« Complete safeguarding flowcharts for children attending the ED.

« Improve the number of senior ED medical staff trained in safeguarding children training at level 3 to meet
Intercollegiate Committee for Standards for Children and Young People in Emergency Care Settings
recommendations.

« Identify and mitigate risks to patients attending the ED, such as the development of pressure sores, falls and poor
nutrition.

« Improve the uptake of training on the Mental Capacity Act 2005 and Deprivation of Liberty Safeguards for staff
working in the ED, medical care, surgery and services for children and young people.

« Review staff understanding of the Mental Capacity Act 2005 in critical care and end of life care, to ensure their practice
and documentation reflects the legislation.

« Develop guidelines for admission to the children’s clinical decision unit (CDU).

+ Review the area used for the children’s CDU to ensure the environment fulfils the criteria for a ward area.

« Review the practice of undertaking adult consultations in the children’s ED.

« Improve patient flow and waiting times in the ED, including their arrangements for making decisions to admit
patients.

« Take action to improve the percentage of ED patients seen, treated and discharged within four hours.

« Consider ways of improving the documentation of patient safety checks.

« Improve attendance at mandatory training.

« Improve theatre utilisation and a reduction in cancellations.

« Improve the referral to treatment times.

« Improve patient flow through the surgical pathway.

. Consider ways of improving the discharge process by engaging with external agencies.

« Consider how staff can be made aware of the broader strategy for the surgical division.

« Review the systems for checking equipment to ensure that they are in date, in working order and stock is effectively
rotated.

« Ensure it continues to review its critical care bed capacity so that it can meet its expected admissions.

« Review its patient record documentation to ensure it is fully completed and information between wards is seamless.

+ Review its use of the Waterlow assessment to ensure those patients that need pressure-relieving support, receive it.

+ Review the nursing, consultant and junior doctor levels on the neonatal intensive care unit.

+ Review the space between cot spaces on the neonatal intensive care unit as they were sometimes restricted or
limited.

« Provide clear and up-to-date information on outpatient clinic waiting times.

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

+ Review medical cover for gynaecology and obstetrics.
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« Stop overbooking outpatient clinics including the liver outpatients department clinic.

« Share outpatients and diagnostic imaging performance data with clinical staff.

« Make sure the preferred place of care/preferred place of death, or the wishes and preferences of patients and their
families is documented.

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

Service Rating
Urgent and Good .
emergency

services
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Why have we given this rating?

Staff demonstrated an open and transparent
culture about incident reporting and patient safety.
Staff understood their roles and responsibilities and
were empowered to raise concerns and to report
incidents and near misses actively to promote
learning and improvement.

There were adequate medical and nursing staff on
duty to provide safe care to patients. Medicines
were stored, recorded administered safely to
protect patients from the risk of medicine misuse.
Patients were safeguarded from abuse. Staff were
aware of their responsibilities to protect vulnerable
adults and children, although some improvements
were required in documentation relating to
safeguarding and staff training.

Staff followed accepted national and local
guidelines for clinical practice. The department had
developed a number of pathways to ensure that
patients received treatment focused on their
medical needs. The trust participated in national
College of Emergency Medicine audits so that they
could benchmark their practice and performance
against best practice and other emergency
departments.

There was a multidisciplinary, collaborative
approach to care and treatment that involved a
range of health and social care professionals.
Patients were given timely pain relief and pain
scoring tools were consistently used.

Patients in the ED were supported, treated with
dignity and respect and were involved as partners
in their care. Patients felt that they were listened to
by health professionals, and were involved in their
treatment and care. Staff treated patients with
respect. Patients and their relatives and carers told
us that they felt well-informed and involved in the
decisions and plans of care. Staff respected
patients’ choices and preferences and were
supportive of their cultures, faith and background.
The emergency department was often
overcrowded. Patient flow required improvement
and waiting times were above the national average
due to capacity constraints and the trust’s
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Medical care Good ’

7 King's College Hospital Denmark Hill Site Quality Report 30/09/2015

arrangements for making decisions to admit
patients (DTA). This meant patients were not
transferred to areas treating their speciality, but
were accommodated in the ED for longer than
necessary. There were no trust guidelines for
admission to the children’s CDU, which did not fulfil
the criteria for a ward area. It was not clear why
children were admitted to the CDU rather than the
short stay paediatric unit. Admission to the CDU
avoided breaches relating to length of stay in the
department.

The leadership, governance and culture of the ED
promoted the delivery of high quality
person-centred care. Clear governance structures
were in place and were designed to enhance patient
outcomes. Staff were proud of working for the
department and staff worked well together as a
team. There was an effective and comprehensive
process in place to manage risks.

Patients received care based on the best available
evidence and national guidance. The hospital
scored highly in most of the patient outcome
measures which indicated good adherence to
evidence-based measures, which improved
outcomes for patients. Patients gave their consent
for care and treatment and were involved in
decision making. There was an effective
multidisciplinary approach to care and good team
working.

Patients were cared for by staff, who were kind,
caring and compassionate in their approach.
Patients praised the staff, for their attitude and
approach, using adjectives, such as “wonderful,”
and “absolutely fabulous”. Patients were involved in
decisions about their care and treatment. The
service was planned to meet the needs of the
people it served and care was responsive to
people’sindividual needs and wishes. Systems were
in place to manage and learn from complaints.
There was strong and passionate leadership and a
culture of openness, with an enthusiasm to further
develop and improve services for the future.
Regarding safety, there were many aspects of good
practice, including the reporting and management
of incidents and infection prevention and control.
The iMobile critical care outreach service provided
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Surgery Requires improvement .
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excellent support to wards, but, in some areas, the
identification and escalation of deteriorating
patients was inconsistent. In addition, nurse
staffing in some wards and the environment within
the renal dialysis unit needed improvement.

There was no formal approach to identifying the
possibility of sepsis or implementation of Sepsis Six
in the medical assessment centre or acute medical
unit.

Referral-to-treatment times were not being metin a
number of surgical specialties. Surgical procedures
were cancelled and not always rescheduled and
undertaken within 28 days. Theatre utilisation was
not always maximised and there were cancelled
procedures and delays in arranging surgery within
expected timeframes. Patient flow through the
surgical services was limited by availability of beds
linked, at times, to delayed discharges.

Staff had not been able to complete all the required
mandatory training, which supported the delivery
of safe patient treatment and care. There was a lack
of understanding regarding Mental Capacity Act
2005 and Deprivation of Liberty Safeguards. The
recording of required safety checks for surgical
patients was not always completed to a consistent
standard.

There were good arrangements in place for
reporting adverse events and for learning from
these. Staffing arrangements in surgical areas were
managed to ensure sufficient numbers of skilled
and knowledgeable staff were on duty during day
and night hours.

Consent was sought from patients prior to
treatment and care delivery. Consultants led on
patient care and there was access to specialist staff
for advice and guidance. Procedures were in place
to continuously monitor patient safety and surgical
practices and patient care reflected professional
guidance.

Surgical outcomes were generally good and results
were communicated through the governance
arrangements to the trust board. Patient
experiences were positive with regard to the
treatment and care by doctors, nurses and other
staff.
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Critical care  Requires improvement ‘
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Surgical staff spoke positively about their
departmental leadership and felt respected and
valued. Staff were generally aware of the trust’s
values, but had not been made aware of the
strategic plans. Staff reported the surgical
directorate as being a good place to develop their
skills and expertise.

The governance arrangements supported effective
communication between staff and the trust board.
Risks were continuously reviewed and discussed.
The trust board was informed and updated with
regard to service delivery and performance. The
views of the patients and staff were sought in
respect to improving and developing services.

Although the critical care service at the hospital had
positive patient feedback, produced better than
average outcomes for patients, were involved in
innovative practice and treated highly complex
patients, due to its transplant and trauma services,
there were fundamental areas of the service that
required improvement.

Although there was work in place to build a new set
of critical care units, current facilities were not
adequate, with a lack of bed and storage space.
There was a lack of bed capacity and a lack of
infection control facilities. The HDU did not always
meet patient to nurse ratio standards.

Medicines management was not appropriate in a
number of areas, particularly storage. There was a
high, but improving rate of pressure ulcers. Patient
records were haphazard, although there were also
plans to improve this via a new electronic system.
Mental Capacity Act 2005 awareness and recording
was not always in place. There was
multidisciplinary working, but it was not taking
place across all the staff groups. Governance
arrangements were fragmented.

There was an innovative iMobile service (who
provided the outreach service), patient outcomes
were better than peer services, incident reporting
and learning was in place, patient harms (other
than pressure ulcers), were well managed, public
engagement was proactive, and staff development
was positive.
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Maternity Requires improvement
and ‘

gynaecology
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Maternity inpatient care and treatment was not
always received in the right place and/or at the
right time at times of peak demand. These issues
were long standing, and had not been resolved at
the time of our inspection, in spite of action to deal
with the flow of women through inpatient areas.
Midwifery, support and medical staff worked hard
to keep women safe, but sickness levels among
midwives had risen. Consultant leave was not
covered, and this caused additional pressures on
medical staff.

It was recognised that medical cover at night, which
was provided across gynaecology and maternity
inpatient services, was insufficient to guarantee
prompt review and treatment of patients.

There were a number of innovative and
ground-breaking services in maternity and
gynaecology. Care and treatment was
evidenced-based and the audit programme
monitored adherence to guidelines and good
practice standards. Actions were identified
following audits and these were re-audited.

There were robust care pathways for pregnant
women to access appropriate services.
Gynaecology services were responsive to women’s
needs.

The safety of maternity and gynaecology services
was enhanced because reporting of, and learning
from, incidents was promoted. There was
systematic, multidisciplinary review of incidents.
Risks were recorded and plans putin place to
address, or mitigate these risks. The risk register
was used to respond reactively to issues that had
been recorded, and not to anticipate risks that
might arise.

Senior management in women’s services had
succeeded in establishing integrated clinical
governance structures, including risk management,
across the newly merged trust, which now included
Princess Royal University Hospital.

There were clear reporting routes to the trust-wide
committees and the board. There had been changes
to the delivery of gynaecology services at the
Denmark Hill site as a result of the merger, and
senior management in maternity services had spent
time supporting and developing maternity services
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Services for Good ’
children and

young
people
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at Princess Royal University Hospital. Following the
structural reorganisation, the aim of the women’s
service was to achieve stability and the delivery of
high quality care.

Nursing staff levels were seen to be in line with
national standards in the majority of clinical areas,
except for the neonatal intensive care unit where
nursing levels were such that one-to-one care could
not always be provided in line with national
standards.

Continued increased capacity within the neonatal
intensive care unit meant that the number of
consultants and junior doctors employed was not
sufficient to meet the needs of the unit. The existing
model of medical cover was not sustainable in the
long term, as there was a reliance on the good will
of a small number of doctors to work additional
hours.

The environment in which children and neonates
were cared for was, in the main, appropriate.
However, the increased capacity of the neonatal
intensive care unit meant that space between cot
spaces was sometimes cramped, which meant that
access to cots was sometimes restricted or limited.
The uptake of mandatory training in some
professions was far below the trust standard. Staff
demonstrated an open and transparent culture
about incident reporting. A culture of optimising
patient safety was apparent amongst nursing and
medical staff alike. Staff understood their roles and
responsibilities in reporting incidents and described
how they learnt from incidents.

Patients were safeguarded from the risk of abuse.
Staff were well versed in the trust’s local
safeguarding policies and could describe national
best practice guidance. Staff adopted a truly holistic
approach to assessing, planning and delivering
care. Staff developed and advocated the use of
innovative and pioneering approaches to care,
especially for those children with complex liver
conditions and those who required surgery as
neonates. Additionally, the service hosted national
specialist multidisciplinary bariatric services for
children with obesity issues.

Clinical teams were committed to working
collaboratively to enhance the provision of care to
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children. The service led on a range of national
medical and surgical initiatives and worked in
conjunction with a range of third party peers to
drive forward advancements in paediatric surgery
and medicine. Paediatric mortality rates were seen
to bein line, or better than peer averages across a
range of specialties. The service participated in a
range of local and national audits, including clinical
audits and other monitoring activities, such as
reviews of services, benchmarking, peer review and
service accreditation. Accurate and up-to-date
information about effectiveness was shared
internally and externally and was understood by
staff. Information from local and national audit
programmes was used to improve care and
treatment and people’s outcomes, but some work
was required regarding the management of patients
with asthma and diabetes. When people were due
to move between services their needs were
assessed early, with the involvement of all
necessary staff, teams and services. People’s
discharges or transition plans took account of their
individual needs, circumstances, ongoing care
arrangements and expected outcomes.

Staff acknowledged that the demands on the
service were increasing year-on-year and that
capacity had proven to be difficult to manage
during peak times. This was especially pertinent to
the neonatal intensive care unit (NICU), whose
activity had been seen to be increasing annually.
The organisation recognised the need to extend
children's services over the coming years to ensure
that it could continue to meet the needs of the
population it served. Plans had commenced to
build a new children's hospital on the Denmark Hill
site and local initiatives had commenced, including
the opening of a paediatric short stay unit to help
alleviate capacity problems in the short term.

Staff were aware of the trust vision and values. Staff
had been provided with information on trust
developments that had been cascaded down from
their line managers. The service had a child health
specific strategy, which was aligned to the
trust-wide strategy. The strategy was driven by
quality and safety and took into account the
requirement for the service to be fiscally
responsible. There were governance arrangements
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in place, for which a range of healthcare
professionals assumed ownership. Further work
was being undertaken to strengthen the
governance relating to children who received care
or treatment outside the auspices of child health
services. There was evidence that risks were
managed and escalated accordingly.

Nursing staff reported good management support
from their line managers. Changes to the
management team within the NICU was said to
have a had a positive impact on the service.
Innovation and long-term sustainability were seen
as key priorities for the leaders of the service.
Participation in national and international research
was a driving motivation for clinical staff in order
that the wellbeing and clinical outcomes of children
could be enhanced.

Current trust policy around syringe drivers was
inconsistent across the sites and did not protect
patients from adverse incidents. The cover for the
concealment trolley was in poor repair and was an
infection control risk. We saw little evidence of the
documentation of preferred place of care/preferred
place of death or the wishes and preferences of
patients and their families. Although there was a
unified do not attempt cardio-pulmonary
resuscitation (DNA CPR) policy, orders were not
consistently completed in accordance with the
policy. There were also no standardised processes
for completing mental capacity assessments.

Staff at King's College Hospital (the Denmark Hill
site) provided compassionate end of life care to
patients. The specialist palliative care team (SPCT)
provided face-to-face support, seven days a week,
with a palliative care consultant providing
out-of-hours cover. There was strong clinical
leadership of the SPCT and chaplaincy team
resulting in well-developed, strong and motivated
teams.

Bereavement support was available from the social
workers, chaplaincy and bereavement office staff,
who were able to provide support for carers and
their families following the death of their relative.
The teams worked well together to ensure that end
of life policies were based on individual need and
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Outpatients Good
and .

diagnostic
imaging
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that all people were fully involved in every part of
the end of life pathway. However, we did not see
any evidence of a long-term vision around end of
life care across the trust.

Relatives of patients receiving end of life care were
provided with open visiting hours and were also
offered ‘keepsakes’ from the deceased patient.
There was excellent spiritual/religious awareness
by staff across the hospital and facilities were in
place to support the different cultures and religions
of the local population.

End of life care was embedded in all the clinical
areas and staff we spoke with were passionate
about end of life care and the need to ensure that
the wishes and preferences of their patients and
families were met as they entered the last stage of
their life.

There was a multidisciplinary team approach to
facilitate the rapid discharge of patients to their
preferred place of care or preferred place of death.
Patients were cared for with dignity and respect
and received compassionate care. Medicines were
provided in line with guidelines for end of life care.

Patients received a caring service, as staff treated
them with compassion, kindness and respect.
Positive feedback had been received by the trust
from patients using the outpatients and diagnostic
and imaging departments. The service was
delivered by trained and competent staff who had
been provided with an induction as well as
mandatory and additional training specific for their
roles.

The leadership, governance and culture with the
outpatient and diagnostic imaging services
promoted the delivery of person-centred care. Staff
were supported by their local and divisional
managers. Risks were identified and addressed at
local level or escalated to divisional or board-level if
necessary. The trust promoted a good working
culture. However, some clinical staff we spoke with
did not feel supported by their line managers.
Many patients complained about the waiting times
in the outpatient clinics. They said they had little
information about the waiting times and staff were
not always open with them about it. There was no
systematic template of clinic schedules for the
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hospital. Different clinics used different templates
and some templates allowed for the over booking
of clinics and multiple bookings of appointments
under one time slot.

Outpatient services were not organised in a manner
that responded promptly to ensure patients’ needs
were met. Some patients experienced long delays in
waiting times to their first outpatient appointment.
The booking team were taking action to address
waiting times and monitored patients who did not
attend for appointments.

The liver clinic environment presented challenges
for staff and patients, particularly in relation to the
space required for patients to sit comfortably while
waiting for their appointments. Seating areas were
cramped and, throughout our inspection, we saw
patients standing in areas of the clinic, who were
unable to find a seat. Access for patients and
visitors with mobility issues was challenging, due to
tight spaces in corridors and seating areas in some
areas of the clinic.



CareQuality
Commission

King's College Hospital
Denmark Hill Site

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 King's College Hospital Denmark Hill Site

King's College Hospital Denmark Hill Site is one of three King's College Hospital Denmark Hill Site has 1001 beds.
registered acute hospital locations of King's College The hospital is in the London Borough of Lambeth, but
Hospital NHS Foundation Trust, which we visited during the lead clinical commissioning group is Southwark,
this inspection. The other registered hospital locations which co-ordinates the commissioning activities on
that we visited were Princess Royal University Hospital behalf of the other local clinical commissioning groups
and Orpington Hospital. such as Lambeth, Lewisham and Bromley. The hospital

serves the population living in the South East of London.

Our inspection team

Our inspection team was led by: specialists. There were consultants in emergency
medicine, medical care, surgery, haematology, cardiology
and palliative care medicine, an anaesthetist and two
junior doctors. The team also included midwives, as well

Chair: Kathy Mclean, Medical Director, NHS Trust
Development Authority

Head of Hospital Inspections: Alan Thorne, Care as nurses with backgrounds in surgery, medicine,
Quality Commission (CQC) paediatrics, critical care and palliative care, board-level
experience, a student nurse and two experts by

The hospital was visited by a team of 56 people,
including: CQC inspectors, analysts and a variety of

How we carried out this inspection

To get to the heart of patients’ experiences of care, we + Isitresponsive to people’s needs?
always ask the following five questions of every service « Isitwell-led?
and provider:

experience.

The inspection team always inspects the following core
+ Isitsafe? services at each inspection:
« Isit effective?

. . + Urgent and emergency services
« Isitcaring?

+ Medical care (including older people’s care)
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Midwifery Council, Royal College of Nursing, NHS
Litigation Authority and the local Healthwatch. We also
received information from the trust's council of
governors.

« Surgery

+ Critical care

+ Maternity and gynaecology

« Services for children and young people
+ End of life care

. Outpatients and diagnostic imaging We observed how patients were being cared for, spoke

with patients, carers and/or family members and
reviewed patients’ personal care or treatment records. We
held focus groups with a range of staff in the hospital,
including doctors, nurses, allied health professionals,
administration and other staff. We also interviewed senior
members of staff at the hospital.

Before our inspection, we reviewed a range of
information we held and asked other organisations to
share what they knew about the hospital. These
organisations included the clinical commissioning
groups, NHS Trust Development Authority, Health

Education England, General Medical Council, Nursing and

Facts and data about King's College Hospital Denmark Hill Site

Context
King's College Hospital Denmark Hill Site is based in
South East London and serves an inner city population
of 700,000 in the London boroughs of Southwark and
Lambeth, but also serves as a tertiary referral centre for
certain specialties to millions of people in southern
England.
The hospital offers a range of local services, including: a
24-hour emergency department, medicine, surgery,
paediatrics, maternity and outpatient clinics. Specialist
services are available to patients, which provide
nationally and internationally recognised work in liver
disease and transplantation, neurosciences,
haemato-oncology and foetal medicine.
Inthe 2011 census the proportion of residents who
classed themselves as white British was 40.1% in
Southwark and 39.6% in Lambeth.

Lambeth ranks 29th out of 326 local authorities for
deprivation (with the first being the most deprived).
Southwark ranks 41st.

Life expectancy for women in Southwark (83.1) is slightly

higher (better) than the England average (83). However,
life expectancy for men in Southwark (78) is slightly
lower (worse) than the England average (79.2).

Life expectancy for women in Lambeth (83) is the same
as the England average (83). However, life expectancy
for men in Lambeth (78.2) is slightly lower (worse) than
the England average (79.2).

In Southwark, rates of obese children, acute sexually
transmitted infections, smoking-related deaths and the
incidence of tuberculosis are worse than the England
average.

In Lambeth, rates of obese children, acute sexually
transmitted infections, smoking-related deaths, infant
mortality and incidence of tuberculosis are worse than
the England average.

Activity

The hospital has approximately 836 beds; 633 general
and acute beds, 100 critical care beds and 103 maternity
beds.

The hospital employs 8,785 staff. The workforce was
supported by 6% bank/agency staff and locum medical
staff between March 2014 to April 2015.

There are approximately 70,781 inpatient admissions,
including day case activity per annum.

There are approximately 671,544 outpatient
appointments per annum.

There are approximately 168,413 urgent and emergency
care attendances per annum.

There were 3,983 births in the first three quarters of
2014/15.

There were 805 deaths at the hospital between April and
December 2014.
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Key intelligence indicators

Safety

There were five Never Events between February 2014
and January 2015. (Never Events are serious, largely
preventable patient safety incidents, which should not
occur if the available, preventable measures have been
implemented.)

The Strategic Executive Information System (STEIS)
recorded 114 serious untoward incidents between
February 2014 and January 2015.

Overall, there were six cases of Methicillin-resistant
staphylococcus aureus (MRSA) (against a target of zero)
from April 2014 to March 2015.

Overall, there were 6.4 cases of C. difficile from April
2014 to March 2015 (against a target of 4.8).

Effective

The Hospital Standardised Mortality Ratio (HSMR)
indicator was produced at trust level only. The ratio was
87.65, which is lower (better) than the national average
of 100 from 1 July 2013 to 30 June 2014. There was no
evidence of risk.

The Summary Hospital-level Mortality Indicator (SHMI)
was produced at trust level only. The SHMI was 0.91,
which is lower (better) than the national average of 1. 1
from July 2013 to 30 June 2014. There was no evidence
of risk.

Caring

The NHS Friends and Family Test for urgent and
emergency care (for January 2015) showed the
percentage of respondents who would recommend the
emergency department was 83%, which was worse than
the national average of 88%. The response rate was
22%, which was better than the national average of
20%.

The NHS Friends and Family Test for inpatients (January
2015) showed the percentage of respondents who
would recommend the inpatient wards was 97%, which
was better than the national average of 94%. The
response rate was 37%, which was better than the
national average of 36%.

The NHS Friends and Family Test for maternity (January
2015) showed the percentage of respondents who
would recommend the antenatal service was 100%,
which was better than the national average of 95%.
Response rate figures were not available. The

percentage of respondents who would recommend
giving birth at the hospital was 98%, which was better
than the national average of 97%. The response rate
was 16.8%, which was worse than the national average
of 22.9%. The percentage of respondents who would
recommend the postnatal service was 80%, which was
worse than the national average of 93%. Response rate
figures were not available.

The Cancer Patient Experience Survey 2012/13 showed
the trust as a whole was amongst the bottom 20% of
trusts for the majority of the questions in the survey. The
trust as a whole had an 83% rating for ‘Patients’ rating of
care’ as being ‘excellent’ or ‘very good’ in the survey.
This was lower than the 92% rating for the top 20% of
trusts.

The CQC Adult Inpatient Survey for 2013/14 showed the
trust performed about the same as other trusts for all
indicators in the survey.

Responsive

The cancer two-week wait standard for April 2014 to
March 2015 was met by the hospital. The two-week
standard was met for 97.7% of patients, against a target
of 93%.

The breast symptom two-week wait for April 2014 to
March 2015 was met by the hospital. The two-week
standard was met for 98.7% of patients, against a target
of 93%.

The 31-day first treatment for tumours for April 2014 to
March 2015 was met by the hospital. The 31-day
standard was met for 98.4% of patients, against a target
of 96%.

The 31-day subsequent treatment (treatment group)
drug treatments was met by the hospital. This 31-day
standard was met for 100% of patients, against a target
of 98%.

The 31-day subsequent treatment (treatment group)
radiotherapy treatments for April 2014 to March 2015
was met by the hospital. The hospital met this 31-day
standard for 99.6% of patients against a target of 94%.
The 31-day subsequent treatment (treatment group) for
surgery for April 2014 to March 2015 was met by the
hospital. The hospital met this 31-day standard for
97.7% of patients, against a target of 94%.

The 62-day standard cancer plan for tumours for April
2014 to March 2015 was met by the hospital. The
hospital met this 62-day standard for 85% of patients,
against a target of 85%.
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« CRS The 62-day screening standard for tumours for April
2014 to March 2015 was met by the hospital. The
hospital met this 62-day standard for 95.5% of patients,
against a target of 90%.

The emergency department, four-hour waiting time
target of 95% was not met by the hospital between April
2014 and March 2015. Eighty-nine point five per cent of
patients were seen, treated, admitted or discharged in
under four hours.

The referral-to-treatment times were as follows: 80.4%
of patients who were admitted were seen within the
18-week target. Of the patients who were not admitted,
96.1% were seen within the 18-week target. Of the

« The results of the 2014 Department of Health NHS Staff

Survey demonstrated that for the King’s College
Hospital NHS Foundation Trust most scores were within
expectations, in line the national average over the 29
key areas covered in the survey. These included the
facts that the trust scores were:

- Within expectations in 13 key areas.
- Better than average in five key areas.
- Worse than average in 11 key areas.

The response rate for the staff survey was 30%, which
was lower than the national average of 42%.

patients whose pathways were incomplete, 92.6% were
seen within the 18-week target.

Well-led

Inspection history
This is the first comprehensive inspection of King's
College Hospital Denmark Hill Site.

+ The overall engagement score for the Department of

Health NHS Staff Survey for 2014 (for the trust as a
whole) was 3.79, which was slightly better than the
England average of 3.75.

Our ratings for this hospital

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

Overall

Information about the service

The accident and emergency department is also known as
the emergency department (ED). It is a designated Major
trauma centre and provides a 24 hour a day, seven-day a
week service to the local area.

There were 165, 422 attendances in the ED at King's College
Hospital, Denmark Hill site between January and
December 2014. Around 22% of patients were aged
between zero and 16 years old.

Patients presented into the department by walking into the
reception area, or arriving by ambulance into a separate
entrance. Patients arriving on foot were initially seen by a
nurse, who would then direct them to the appropriate area,
where they were booked in by reception staff before being
seen by a triage nurse. (Triage is the process of determining
the priority of patients’ treatments based on the severity of
their condition). If the patient arrived by ambulance, they
were then initially assessed by a senior nurse in an
assessment area before being taken to the most
appropriate area in the department to receive their care
and treatment.

The ED was divided into areas depending on the acuity of
patients. The resuscitation area had 10 trolley spaces,
including one designated bay for paediatrics and a cubicle
with a door.

There were 15 cubicles/rooms in the Majors ‘A’ areas and
five cubicles/rooms in the Majors ‘B’ areas. Several cubicles
had doors for extra privacy. Three cubicles in minor injuries
(Minors) and a cubicle in the children’s area were used by
general practitioners (GPs) in the integrated Urgent Care

Good

Good
Good
Requires improvement

Good

Good

Centre (UCC). There were four trolley cubicles and three
chair spaces in the ‘Minors’ area and additional chairs
provided an ambulatory decision unit (ADU) where patients
could wait comfortably pending the results of
investigations. The clinical decision unit (CDU) had eight
male and eight female beds in gender specific areas.

Children up to 16 years of age attending the ED were
streamed as they arrived and directed to the children’s area
of the ED, where they received their care and treatment by
appropriately trained staff. The children’s ED had four
cubicles and four bays, which could accommodate trolleys
as well as two seated cubicles. Two cubicles in the
children’s department were assigned to a paediatric CDU.
There were two cubicles adjacent to the reception for the
assessment and triage of non-ambulance patients.

We visited the ED over three weekdays during our
announced inspection and one evening during an
unannounced inspection. We observed care and treatment
and looked at 31 sets of patient records. We spoke with 49
members of staff, including nurses, consultants, doctors,
receptionists, managers, support staff and ambulance
crews. We also spoke with 18 patients and relatives who
were using the service at the time of our inspection. We
received comments from our listening events and from
people who contacted us to tell us about their experiences.
We also used information provided by the organisation and
information we requested.
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Summary of findings

Staff demonstrated an open and transparent culture
about incident reporting and patient safety. Staff
understood their roles and responsibilities and were
empowered to raise concerns and to report incidents
and near misses actively to promote learning and
improvement.

There were adequate medical and nursing staff on duty
to provide safe care to patients. Medicines were stored,
recorded administered safely to protect patients from
the risk of medicine misuse. Patients were safeguarded
from abuse. Staff were aware of their responsibilities to
protect vulnerable adults and children, although some
improvements were required in documentation relating
to safeguarding and staff training.

Staff followed accepted national and local guidelines for

clinical practice. The department had developed a
number of pathways to ensure that patients received
treatment focused on their medical needs. The trust
participated in national College of Emergency Medicine
audits so that they could benchmark their practice and

performance against best practice and other emergency

departments.

There was a multidisciplinary, collaborative approach to

care and treatment that involved a range of health and
social care professionals. Patients were given timely
pain relief and pain scoring tools were consistently
used.

Patients in the ED were supported, treated with dignity
and respect and were involved as partners in their care.
Patients felt that they were listened to by health
professionals, and were involved in their treatment and
care. Staff treated patients with respect. Patients and
their relatives and carers told us that they felt
well-informed and involved in the decisions and plans
of care. Staff respected patients’ choices and
preferences and were supportive of their cultures, faith
and background.

The emergency department was often overcrowded.
Patient flow required improvement and waiting times
were above the national average due to capacity
constraints and the trust’s arrangements for making
decisions to admit patients (DTA). This meant patients

were not transferred to areas treating their speciality,
but were accommodated in the ED for longer than
necessary. There were no trust guidelines for admission
to the children’s CDU, which did not fulfil the criteria for
a ward area. It was not clear why children were admitted
to the CDU rather than the short stay paediatric unit.
Admission to the CDU avoided breaches relating to
length of stay in the department.

The leadership, governance and culture of the ED
promoted the delivery of high quality person-centred
care. Clear governance structures were in place and
were designed to enhance patient outcomes. Staff were
proud of working for the department and staff worked
well together as a team. There was an effective and
comprehensive process in place to manage risks.
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« The Serious Incidents related to medication, clinical
assessment/diagnosis and the deterioration of a patient
during transfer home. Following investigation, action
plans were implemented to reduce the likelihood of
similar events occurring in the future.

« Summaries of actions taken by the trust included
sending ‘Duty of Candour’ letters to tell the relevant
person that a notifiable safety incident has occurred
and provide support to them in relation to the incident.
Training records provided by the trust showed that none
of the ED staff had attended training sessions in Duty of
Candour. However, the trust told us ED consultants and
registrars had received ED specific duty of candour
training from the Head of Risk so did not attended the
generic central training sessions.

+ There were no Never Events in the ED in the 12 months
prior to the inspection. (Never Events are serious, largely
preventable patient safety incidents that should not
occur if the available preventative measures have been
implemented).

+ We looked at minutes of meetings of the mortality
monitoring committee (MMC), which demonstrated a
multidisciplinary review of the care of patients who had
had complications, or an unexpected outcome, to share
learning and inform future practice.

+ Inthe 2014 NHS staff survey, the trust scored higher than
other trusts nationally for the percentage of staff
reporting errors, near misses or incidents and about the

Good .

Staff demonstrated an open and transparent culture about
incident reporting and patient safety. Staff understood their
roles and responsibilities and were empowered to raise
concerns and to report incidents and near misses actively
to promote learning and improvement.

There were adequate medical and nursing staff on duty to
provide safe care to patients. Medicines were stored,
recorded and administered safely to protect patients from
the risk of medicine misuse.

Patients were safeguarded from abuse. Staff spoken with
were aware of their responsibilities to protect vulnerable
adults and children, although some improvements were
required in documentation related to safeguarding and
staff training.

Incidents

+ Allincidents were reported through a trust wide
electronic reporting system called Datix. This allowed
for management overview of incident reporting and an
ability to analyse any emerging themes or trends.

« We spoke with medical, nursing and allied health
professionals who told us they knew how to report

incidents and ‘near misses’ using the Datix system.
There was evidence of learning from incidents, not just
from within the ED, but also trust wide. Trends or
lessons learned from incident reporting were shared
effectively during staff ‘handovers or ‘huddles’ and also
through newsletters and staff meetings. We saw
documented evidence of action taken in relation to
incidents in the department’s patient safety report (April
2015).

« All the staff we spoke with said they were supported and
encouraged to raise any concerns with the clinical and
nursing leads on the department.

Information provided by the trust showed 624 adverse
incidents (Al) were reported by staff in the ED between 1
September and 31 December 2014. Information
provided included action taken in response to Al.
Incidents were graded by severity. Of the 624 incidents
reported, 168 were investigated at departmental level,
15 were investigated at divisional level and three were
treated as Serious Incidents.

same as other trusts nationally for the fairness and
effectiveness of procedures for reporting errors, near
misses and incidents.

Cleanliness, infection control and hygiene
+ Alabelling system was in use to indicate that an item

had been cleaned and was ready for use. The
equipment we looked at was clean.

The treatment areas had adequate hand-washing
facilities. We observed staff washing their hands
between seeing each patient and using hand-sanitising
gel. The ‘bare below the elbows’ policy was observed by
all staff.

We observed that staff complied with the trust policies
for infection prevention and control. This included
wearing the correct personal protective equipment,
such as gloves and aprons.

Side rooms were available for patients presenting with a
possible cross-infection risk.

24 King's College Hospital Denmark Hill Site Quality Report 30/09/2015



Urgent and emergency services

The department was clean and tidy. We saw support
staff cleaning the department throughout the day and
doing this in a methodical and unobtrusive way.
Sixty-four per cent of nursing and 68% of medical staff
working in trauma, emergency and acute medicine at
the Denmark Hill site had received training in infection
control against the trust’s own target of 80%.

We looked at the ED infection control scorecards for
three months between December 2015 and February
2015, which recorded the results of audits.
Environmental cleanliness audits for the nurse
responsible, as well as the contracted cleaning service,
did not meet the trust’s target. Hand hygiene audits did
not meet the trust’s target and care of intravenous line
audits did not meet the trust’s target for two of the three
months.

We noted that the trust policy was followed for the
management of a patient presenting with a risk of viral
haemorrhagic fever.

Environment and equipment

There was sufficient seating in the waiting room and
reception staff had a direct line of sight of the area.
There was a dedicated area to accommodate trolleys for
the handover of patients arriving by ambulance. There
was a streaming desk and two triage cubicles near the
reception area.

The resuscitation area had 10 cubicles, including one
designated for the resuscitation of children. This
contained a wide range of equipment so that patients of
all ages could be immediately resuscitated.

Equipment was clean and ready for use. We found that
equipment checklists for the resuscitation area were
checked and signed for sporadically. There were gaps
each week where checks were not documented.

The department had two ‘Majors’ areas. Majors A had 15
cubicles. This area was used 24 hours a day. Majors B
had five cubicles. Between 10am and 6pm, this area was
used as a rapid assessment and treatment (RAT)
processing area. Outside of these hours, Majors B was
used to increase the capacity of the ED.

There was a separate children’s ED with a separate
waiting room for children inside the department where
staff at the workstation were able to monitor the area.
Aroom was available for private and quiet discussions
with relatives and an adjoining room was available
where relatives could spend time with their loved one in
the event of their death.

Electronic locks maintained a secure environment.
There was a facility to ‘lock down’ the department in the
event of an untoward incident.

Each bed space within the resuscitation area were
designed and configured in exactly the same way. This
allowed staff working within that area to be familiar with
the bed space, which ultimately led to improved
working during trauma and resuscitation events.

A room with two exits was designated for interviewing
patients presenting with mental health needs.

The X-ray department and computerised tomography
(CT) scanning facilities were adjacent to the ED and was
easily accessible.

Medicines

We saw that locks were installed on all storerooms and
most cupboards and fridges containing medicines and
intravenous fluids. Keys were held by nursing staff. In
some areas of the department, such as the resuscitation
area, cupboards and fridges were left open to facilitate
access to medicines in emergencies, for example, rapid
sequence intubation (RSI). Risk assessments were
undertaken for these.

We found controlled drugs were checked daily by staff
working in the department. We audited the contents of
the controlled drug cupboard in the resuscitation area
and Majors areas against the controlled drug registers
and found they were correct.

We noted that the controlled drug register required
entries for the amounts of medicine supplied,
administered and destroyed. Although there were
always two signatures, we saw gaps in recording.
Nursing staff told us it was sometimes difficult to get
medical staff to confirm how much of a controlled drug
was administered to a patientin an emergency.

The patient allergy status was recorded on each of the
31 records we looked at.

Eighty-two per cent of medical staff working in trauma,
emergency and acute medicine at the Denmark Hill site
have had mandatory medicines management training
against the trust target of 80%.

Nursing staff told us it was mandatory for them to
complete medicine training and have their knowledge
and competency checked before they were allowed to
administer medicines.

Competency was certified as level 1 (nursing staff can
administer oral (non-controlled) medication to adults
on their own without a second registered nurse/midwife
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being present); level 2 (administration of oral medicines
under the supervision of a second registered nurse/
midwife) and level 3 (nurses do not administer
medicines and are required to attend a study day before
resitting the drug administration assessment).

Records

A paper record was generated by reception staff
registering the patient’s arrival in the department to
record the patient’s personal details, initial assessment
and treatment. All healthcare professionals recorded
care and treatment using the same document.

An electronic patient system ran alongside paper
records and allowed staff to track patients’ movements
through the department and to highlight any delays.

A risk of inappropriate treatment arising from the
existence of clinical information in multiple places (both
paper and electronic) was identified as a high risk in the
EDs risk register. The hospital was managing the risk of
information in multiple places safely.

Specific pathway documentation was available for
patients presenting with specific conditions. For
example, a fractured neck of femur. The documents
were clear and easy to follow. There was space to record
appropriate assessment, including assessment of risks,
investigations, observations, advice and treatment and
a discharge plan.

Eighty-six per cent of nursing staff and 76% of medical
staff working in trauma, emergency and acute medicine
at the Denmark Hill site have had mandatory ‘Health
Record Keeping’ training against the trust’s target of
80%.

Seventy-three per cent of administrative staff and 80%
of nursing staff in the ED at Denmark Hill had completed
information governance training against a trust target of
80%.

Safeguarding

.

There were appropriate systems and processes in place
for safeguarding patients from abuse. Staff spoken with
were aware of their responsibilities to protect vulnerable
adults and children. They understood safeguarding
procedures and how to report concerns.

Staff had access to patients’ previous attendance history
and to the child risk register. Electronic flags identified
‘at risk’ children when they were booked in and
notifications of ED attendance were made to local
authority social services for children with a child
protection plan. We noted that although staff obtained

consent verbally to undertake background checks, this
was not documented. However, the trust told us that the
paper flowchart was no longer in use as the
safeguarding questions were mandatory fields on the
nursing triage in the symphony computer system for all
children. One of the fields in the electronic safeguarding
assessment record was a verbal consent to information
sharing taken by the triage nurse.

ED staff were represented at a weekly multidisciplinary
child safeguarding meeting. The ED had a nominated
lead consultant and nurse who were responsible for
safeguarding children’s notes were reviewed by a health
visitor to screen for children at risk of harm.

Eighty-two per cent of nursing and 44% medical staff
working in trauma, emergency and acute medicine at
the (Denmark Hill site) had received training in
safeguarding vulnerable adults against the trust’s own
target of 80%.

Eighty-three per cent of nursing and 63% medical staff
working in trauma, emergency and acute medicine at
the Denmark Hill site had received training in
safeguarding children at level 2 against the trust’s own
target of 80%.Eighty-three per cent of nursing staff had
received training in safeguarding children at level 3.
Twenty per cent of senior ED doctors (ST4 or equivalent
and above) of senior ED medical staff (specialty registrar
and above) had undertaken training in safeguarding
children training at level 3. This meant the trust could
not demonstrate they met the Intercollegiate
Committee for Standards for Children and Young People
in Emergency Care Settings recommendations. These
recommendations were in accordance with the Royal
College of Paediatrics and Child Health’s publication
‘Facing the Future: Standards for Acute General
Paediatric Services: “All children and young people
[must] have access to a paediatrician with child
protection experience and skills (of at least safeguarding
level 3 training)”.

Over several days, we observed that GPs operating an
urgent care service from a cubicle in the children’s area
brought adult patients for consultation in between
seeing paediatric patients. This compromised the safety
of children attending the department.

Mandatory training
« Compliance with statutory and mandatory training was

generally good. For example, 79.6% of staff working in
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trauma, emergency and medicine (which includes ED)
had completed fire training, 91% had completed health
and safety training and 73% had completed moving and
handling training against a trust target of 80%.
Seventy-six per cent of paediatric nurses and 6% adult
nurses had undertaken paediatric life support training.
The trust told us PILS was identified as a high risk area
at both sites and training dates were established.
Sixty-eight per cent of nursing staff and 53% of medical
staff working in trauma, emergency and acute medicine
at the Denmark Hill site had completed resuscitation
training against the trust’s own target of 80%.

Assessing and responding to patient risk

Patients presented at the department by walking into
the reception area or arriving by ambulance into a
separate entrance.

Data for meeting the standard for initial assessment of
patients within 15 minutes was not collected. Patients
arriving at the ED were seen immediately by a
healthcare professional.

Patients arriving by ambulance as a priority (blue light)
call were transferred immediately through to the
resuscitation area, or to an allocated cubicle space.
Such calls were phoned through in advance, so that an
appropriate team could be alerted and prepared for
their arrival.

Other patients arriving by ambulance were assessed by
a nurse assigned to ambulance triage, who took a
‘handover’ from the ambulance crew. Based on the
information received, a decision was made regarding
which part of the department the patient should be
treated in.

If a patient arrived on foot, they were initially seen by a
nurse who would then direct them to the appropriate
area where they were registered by reception staff
before being seen by a triage nurse. This meant patients
had a clinical assessment as soon as they arrived, rather
than waiting in a queue for registration. The trust told us
they operated this system because “patients can wait up
to 15 minutes for registration, especially at busy times,
and we want to ensure that all patients in ED have an
immediate clinical review regardless of departmental
pressures/waits”.

Data provided by the trust for January 2015 showed that
ambulance patients were triaged before registration.
Triage was undertaken in accordance with the
Manchester Triage System. This is a tool used widely in

emergency departments to detect those patients who
require critical care or who are ill on arriving at the
department. Trained triage nurses followed a pathway,
or algorithm and assigned a colour coding to the patient
following initial assessment. Red being the label
assigned to those patients who needed to be seen
immediately, then orange (very urgent), yellow (urgent),
green (standard) through to blue (non-urgent).

There were two adult triage cubicles adjacent to the
main reception area and waiting room. Having been
triaged, patients were then prioritised for treatment and
clinical intervention in the most appropriate area within
the department for their ongoing management.
Children attending the ED were streamed at the main
reception and while this was not undertaken by a
paediatric nurse, children were directed to the
dedicated children’s ED, where triage was undertaken
by a paediatric nurse consistently, within 15 minutes.
The department utilised Physiological Observation
Track and Trigger System (POTTS) system to detect
deterioration in adult patients. However, the children’s
department did not have a scoring system in use to
monitor deterioration, but depended on the clinical
judgement of the staff.

We saw evidence of rapid assessment and treatment of
adult patients by a designated team of staff in the
Majors B area of the department between 10am and
6pm daily.

The triage cubicles and the bays in Majors B being used
for rapid assessment and treatment, were also used to
commence investigations that would assist with
diagnosis and treatment. For example, blood was taken,
electrocardiograms (ECG) carried out, analgesia
administered and x-rays ordered.

Trust-wide, the median time to treatment for patients
was between 55 and 72 minutes. This meant that, at
times, the trust exceeded national guidelines of 60
minutes time to treatment in the year up to November
2014.

In the 12 months up to February 2015, there were 144
occasions when an ambulance waited over 30 minutes
to hand over a patient to the ED at Denmark Hill, but
this was still significantly better than some trusts
nationally during the same period.

The ED was a major trauma centre and part of the South
East London, Kent and Medway Trauma Network. Any
expected ambulance admissions to the department
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.

were announced via the tannoy system indicating their
colour status and anticipated time to arrival. This
enabled the relevant and appropriate staff to be ready
and waiting.

Arisk assessment booklet was available with tools to
assess patient risks associated with falls, manual
handling, developing pressure sores and poor nutrition.
Risk assessments were not completed in six of the eight
patient records we reviewed in the CDU.

Nursing staffing

There were sufficient numbers and a skills mix of nurses
on duty in the ED over each 24-hour period to care for
patients safely given the acuity of patients and the
geographical layout of the department.

We interviewed the deputy head of nursing (HoN) for the
ED who told us there were 137 adult nurses, 53
paediatric nurses, 12 emergency nurse practitioners
(ENPs) and 11 technicians for the department.

The trust considered Royal College of Nursing Baseline
Emergency Staffing Tool (BEST) recommendations and
National Institute for Health and Care Excellence (NICE)
draft guidance in reviewing nurse staffing establishment
for the ED in March 2015. The usual staff complement for
the ED was 26 registered nurses (RN) during the day and
24 RNs at night. Generally, the department was staffed
with the planned numbers.

The department utilised a staffing algorithm, which
produced a Red/Amber/Green (RAG) rated risk
assessment for the number of staff on duty. On the days
of ourinspection, the actual numbers of registered and
unregistered nurses on duty did fall below the planned
number of RNs. However, the skills mix and flexibility of
staff on duty was such that they were able to deploy
themselves as demand and workload dictated so there
was no obvious detriment to the standard of care being
delivered and the RAG rating was ‘green’.

The nursing vacancy rate was 25.1% at the Denmark Hill
site at the time of our inspection. The deputy HoN told
us there were 20 vacant posts, although five
appointments were being processed at the time of our
inspection. Nursing staff told us it was difficult to recruit
band 7 staff.

Six point eight per cent (6.8%) of the total adult nurse
staffing and 2.5% of paediatric nurse staffing was
provided by bank or agency staff between January and
December 2014. We saw evidence of an induction
process for agency staff.

Medical staffing

+ There were emergency medicine consultants on duty in
the department between 8am and midnight on a daily
basis, with ‘on-call’ cover outside of these hours seven
days a week. The trust met the College of Emergency
Medicine (CEM) recommendation that an ED should
provide emergency cover 16 hours a day, seven days a
week.

« The 24 hours a day, seven days a week trauma rota was
staffed by a pool of 30 trauma consultants who worked
at least 12 shifts per year to maintain their
competencies.

« We examined the medical staffing rota and spoke with
consultants, as well as middle grade and junior doctors.
The department employed:
= Seventeen point seven whole time equivalent (WTE)

emergency consultants in post, which exceeded the
establishment of 16.7 WTE. This included three
locums, two covering maternity leave and one
covering the PGME (Post Graduate Medical
Education).

= Seven WTE specialist registrars in post against an
establishment of nine.

= Seven point eight WTE senior clinical fellow posts
against an establishment of 10.

* Three point eight WTE specialist trainees in post
against an establishment of two.

= Sixteen point five WTE junior clinical fellows in post
against an establishment of 17.5.

* The numbers of other grades of medical staff were up
to establishment; FY1: 2 WTE, FY2: 13 WTE, Staff
Grade one WTE, ST3 Paediatric EM: one WTE.

« There was a GP rota, which provided three GPs between
8am and 8pm daily to staff the urgent care area of the
department.

« The medical vacancy rate was zero at the Denmark Hill
site.

+ Locum usage in the ED was 7.5 to 12.1% between 1
September and 31 December 2014 at the Denmark Hill
site.

Major incident awareness and training

+ The trust had a major incident plan, which was last
reviewed in May 2014. This was available for all staff on
the trust’s intranet pages.

» Staff that we spoke with had an understanding of their
roles and responsibilities with regard to any major
incidents.
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« Decontamination equipment was available to deal with
casualties contaminated with chemical, biological or
radiological material, hazardous materials or items
(HAZMAT). Forty-seven of 160 (29%) nursing staff, 10 of
the 18 consultants and 11 of the 27 customer care
officers in post held current HAZMAT certificates.

+ Anisolation unit was available in the department for
patients presenting with infection risks. It was in use for
a patient with suspected viral haemorrhagic fever at the
time of our inspection.

+ Thetrust employed 21 security staff at the Denmark Hill
site against a proposed establishment of 28. Security
staff held Security Industry Authority (SIA) licences for
‘manned guarding’, ‘door supervision’ or ‘security guard’
(SIAis the organisation responsible for regulating the
private security industry in the UK). Seventy-six per cent
of security staff had received training in control and
restraint and 81% had completed conflict resolution
training. They also had additional training provided by
the trust for the patient groups they worked with. For
example, 71.5% security staff had completed dementia
awareness training.

« Sixty-two per cent of staff working in the trust’s trauma,
emergency and medicine division (which included the
ED) had completed conflict resolution training against
the trust’s target of 80%.

+ The department had good links with local police, who
had a presence in the ED from 9am to 5pm, Monday to
Friday.

« CCTVwasin use in some of the publicly accessible and
high risk areas in the department, such as corridors and
waiting rooms. Patient areas were not subject to
surveillance.

Good .

Staff followed accepted national and local guidelines for
clinical practice. The department had developed a number
of pathways to ensure that patients received treatment
focused on their medical needs.

The trust participated in national College of Emergency
Medicine audits so that they could benchmark their
practice and performance against best practice and other
emergency departments.

There was a multidisciplinary, collaborative approach to
care and treatment that involved a range of health and
social care professionals.

Patients were given timely pain relief and pain scoring tools
were consistently used.

There was a low rate of appraisal for nursing staff.

Evidence-based care and treatment

« Policies and procedures were developed in conjunction
with national guidance and best practice evidence from
professional bodies, such as the College of Emergency
Medicine (CEM), the National Institute for Health and
Care Excellence (NICE) and the Resuscitation Council
(UK).

+ Guidelines were easily accessible on the trust intranet
page and were up to date. Junior doctors were able to
demonstrate ease of access and found them clear and
easy to use.

« Clinical guidelines were accessible electronically. We
saw an example of a printed copy in the case notes of a
patient presenting with an overdose of mirtazapine.

+ Adherence with guidelines was encouraged through the
development of illness specific proformas to prompt
use of best practice guidelines. For example, we saw
evidence of use of the fracture neck of femur guidelines
and sepsis guidelines.

+ We saw guidelines for admitting patients to the CDU.
Comprehensive antimicrobial guidelines were also
available.

« The trust had no audits in place for patients with
learning disabilities.

Pain relief

« The trust performed about the same as other trusts in
the 2014 CQC ED survey responses to effective pain
management.

+ We observed that an assessment of pain was
undertaken on a patient’s arrival in the department. All
of the patients we spoke with told us that they were
offered, and/or provided with, appropriate pain relief.
Patients’ records confirmed this.
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+ Age appropriate pain scoring tools were used in the
department. A score was recorded in all of the records
we looked at.

We did not see any patient displaying verbal or
non-verbal signs of pain during our inspection that were
not being addressed by the staff.

Nutrition and hydration

« We observed staff providing drinks and snacks to
patients during our inspection. We were told that 'Grab
boxes' of food were available for patients outside of set
meal times.

The integrated patient care documentation booklet
provided staff with a prompt to carry out a nutritional
risk assessment using the malnutrition universal
screening tool (MUST).

Following the assessment of a patient, intravenous
fluids were prescribed and recorded, as appropriate.

Patient outcomes

+ The ED at Denmark Hill had mixed results in the College
of Emergency Medicine (CEM) audit for fractured neck of
femur audit published in 2013. The ED performed above
the national average for analgesia provided within 60
minutes of arrival, analgesia provided in accordance
with need and time to imaging. Areas identified for
improvement included re-evaluation of analgesia, time
to admission and time from arrival to surgery.

The ED at Denmark Hill performed above the national
average for the majority of standards audited in the CEM
audit for the treatment of renal colic published in 2013.
In the CEM audit for pain management in children
published in May 2012, the ED at Denmark Hill
performed above the national average for time after
arrival in the ED that analgesia was provided, recording
of pain scores, patients accepting analgesia and length
of time after arrival that a patient was taken to x-ray.
Areas for improvement included improving the process
for documenting the re-evaluation of pain scores,
revising the paediatric analgesia guideline and training
and reviewing the patient process in paediatric
emergency.

Inthe CEM audit for severe sepsis and septic shock
published in 2014, the ED at Denmark Hill performed
above the national average for the majority of criteria
audited. However, performance was the same as, or
below, the previous for the majority of criteria that were
re-audited.

+ In 2014/15 the attendances resulting in admission

(18.9%) were less than the national average (21.9%).
The Trauma Audit and Research Network (TARN) data
published in 2014 demonstrated mixed results for the
ED at Denmark Hill against the major trauma dashboard
criteria compared to the national average. Areas for
improvement included the proportion of patients:
* Transferred to the major trauma centre (MTC) within
two days of a referral request.
= With a Glasgow Coma Scale (GCS) score of nine (a
head injury is usually classed as being moderate if
someone has a GCS score of 9-12), with definitive
airway management within 30 minutes of arrival in
ED.
= Directly admitted patients receiving a CT scan within
30 minutes of arrival at the MTC.
= With an injury severity score (ISS) of more than eight
that have a rehabilitation prescription completed.
The trust’s monthly trauma performance meeting and
trauma board review TARN data review areas of below
average performance, monitor performance against
actions set for the trust and co-ordinate a joint action
plan to ensure successful data submission across both
trust sites.
The TARN clinical report Il for the South East London,
Kent and Medway Trauma Network (published in
November 2014) recorded that the ‘Most senior doctor
seeing patients in the emergency department’ had a
79.8% ratio for all patients directly admitted (for all
specialties) at the trust as a whole. These patients were
also seen by a consultant between April 2014 and
September 2014, compared to the mean 31.6% for the
South East London, Kent and Medway Trauma Network.
The TARN clinical report Il for the South East London,
Kent and Medway Trauma Network published in
November 2014 documented the median time to giving
a patient a CT scan. All direct admissions, excluding
patients taken directly to theatre, took 0.6hrs between
April 2014 and September 2014, which was the best
performance in the South East London, Kent and
Medway Trauma Network.

Competent staff
+ The department complied with nursing and clinical

staffing guidance published by The Intercollegiate

Standards for Children and Young People in Emergency
Care Settings. Nurses working in the children’s ED had a
minimum level of knowledge, skills and competence in

30 King's College Hospital Denmark Hill Site Quality Report 30/09/2015



Urgent and emergency services

both emergency nursing skills for the care of children
and young people. Clinical staff working in the children’s
ED had a minimum level of knowledge, skills and
competence in caring for children and young people, for
example, recognition of serious illness, basic life
support, pain assessment and identification of
vulnerable patients.

There were four (2.6 WTE) practice development nurses
(PDNs) in post at the Denmark Hill site.

We saw evidence of development programmes for
nurses at varying grades. The department also
supported a number of nurses to develop their skills
and competencies as emergency and advanced nurse
practitioners.

Information provided by the trust showed that 8% of
nursing staff in the ED at the Denmark Hill site had an
appraisal between April and December 2014. In 2013/14,
11% nursing staff had an appraisal and in 2012/13 it was
4%.

Junior doctors told us they were well supported and
had weekly training sessions.

Multidisciplinary working

« GPswereincluded on the clinical rota to support the
effectively integrated urgent care service within the ED.
Medical and nursing staff worked across the ED with
other specialists and therapy staff to provide
multidisciplinary care. We observed team working
between medical and nursing staff throughout our
inspection. There were examples of multidisciplinary
working both within the ED and within the wider
hospital. For example, the advanced nurse practitioners
worked alongside the medical staff and were included
on their duty rota.

Timely assessment and support was generally available
for people presenting with mental health issues as
mental health practitioners were based on site. Staff had
access to the mental health crisis team to assess and
treat patients with acute mental health needs, 24 hours
aday.

The Intercollegiate Standards for Children and Young
People in Emergency Care Settings recommend
departments seeing more than 16,000 children per year
employ play specialists at peak times or have access to
a play specialist service. The children’s ED did not have a
dedicated play worker, but had access to a play worker
from the children’s short stay unit.

Seven-day services

The trust was committed to the vision of seven-day
services with consistent quality of care, optimal patient
flow and consistent access to high quality emergency
care at all times of the day and week.

Seven/seven (7/7) initiatives were in place at Denmark
Hill to support a 24 hours a day, seven day a week
working strategy, which included: a weekend rota for the
matron and acute medicine consultant, ward-based
social workers and acute medicine service manager and
7/7 pharmacy, phlebotomy, enhanced bed
management, enhanced therapy cover across the
Trauma, Emergency and Acute Medicine division,
clinical administration and 24 hours a day, seven day a
week laboratory services.

Access to information

The department had a computer system that showed
how long patients had been waiting, their location in
the department and what treatment they had received.
A paper record, referred to by departmental staff as a
Central Alerting System (CAS) card, was generated by
reception staff registering the patient’s arrival in the
department to record the patient’s personal details,
initial assessment and treatment. All healthcare
professionals recorded care and treatment using the
same document.

Staff could access records, including test results on the
trust’s computerised system.

Electronic Patient Records (EPR) were in use for patients
admitted to the hospital, including the CDU.

Consent, Mental Capacity Act and Deprivation of
Liberty Safeguards

We observed patients being asked for verbal consent to
care and treatment. Patients told us that interventions
were explained in a way that they could understand
before they were carried out.

Staff we spoke with were clear about their
responsibilities in relation to gaining consent from
people, including those people who lacked capacity to
consent to their care and treatment.

Seventy-nine point eight per cent of staff working in the
trauma emergency and medicine division, which
included the ED, had completed consent training
against a trust target of 80%.
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« Forty-six per cent of nursing and 19% medical staff
working in trauma, emergency and acute medicine at
the Denmark Hill site have received training on
Deprivation of Liberty Safeguards (DoLS) and the Mental
Capacity Act 2005 against the trust’s own target of 80%.

+ There were no Deprivation of Liberty Safeguards
applications made through ED in 2013/14 or the year to
date.

Are urgent and emergency services
caring?

Patients in the ED were supported, treated with dignity and
respect and were involved as partners in their care.

Patients felt that they were listened to by healthcare
professionals, and were involved in their treatment and
care. Staff treated patients with respect. Patients and their
relatives and carers told us that they felt well-informed and
involved in the decisions and plans of care. Staff respected
patients’ choices and preferences and were supportive of
their cultures, faith and background.

Compassionate care

« The NHS Friends and Family Test results for the trust for
the 12 months up to November 2014 showed between
82% and 87.5% people were ‘extremely likely’ or ‘likely’
to recommend the ED compared to an England average
of between 86.5 and 88.5%.

« Throughout ourinspection of the ED, we observed staff
treating patients with compassion, dignity and respect.
Patients’ privacy was respected by curtains being drawn
when personal care was given. Staff lowered their voices
to prevent personal information being overheard by
other patients.

« Patients responding to the CQC ED survey 2014 said they
were treated with respect and dignity while they were in
the ED, which was about the same as other trusts
nationally.

+ The patients and relatives we spoke with during our
inspection were positive about the way staff treated
them. Their comments included: “I'm happy with the
care. It was good and it was fast,” and, “Everyone made
sure | understood what was happening; that made it
less frightening.”

Understanding and involvement of patients and

those close to them

« Patients responding to the CQC A&E survey 2014 said
they were given information about their condition or
treatment and they felt involved in decisions about their
care, which was about the same as other trusts
nationally. However, the trust performed worse than
other trusts nationally when asked about relatives being
given an opportunity to talk to a doctor if they wanted
to.

« Patients and relatives we spoke with told us their care
and treatment options were explained to them in way
they could understand.

+ We observed staff responding quickly when relatives of
critically ill patients arrived, which meant relatives were
not left waiting for information about patients’ progress
and were offered comfort from staff.

Emotional support

+ We spoke with staff about caring for the relatives or
others close to them when patients died in the
department. They said family members were taken to
the relatives’ room to be informed of the death in
private. Where possible, relatives were given the
opportunity to spend time with the deceased person if
they wished to.

+ We observed staff giving emotional support to patients
and their families. Staff made use of the designated
relatives’ room so that people had privacy when they
were receiving upsetting news about their relatives’
condition.

« Staff had access to the hospital’s chaplaincy service and
could request support when needed.

Are urgent and emergency services
responsive to people’s needs?

(for example, to feedback?)

Requires improvement ‘

The ED was often overcrowded. Patient flow required
improvement and waiting times were above the national
average, due to capacity constraints and the trust’s
arrangements for making decisions to admit patients (DTA).
This meant patients were not transferred to areas treating
their specialty, but were accommodated in the ED for
longer than necessary.
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There were no trust guidelines for admission to the
children’s CDU, which did not fulfil the criteria for a ward
area. It was not clear why children were admitted to the
CDU rather than the short stay paediatric unit. Admission to
the CDU avoided breaches relating to length of stay.
Children admitted to the CDU were seen by the relevant
specialists.

Service planning and delivery to meet the needs of

local people

« The ED at Denmark Hill serves an inner city population
of 700,000 in the London boroughs of Southwark and
Lambeth.

« Thetrustintroduced streaming of all patients at
reception to include screening for patients with
suspected viral haemorrhagic fever. The ED had good
facilities for isolating these patients, which we saw in
use during our inspection.

« The department had an established youth worker drop
in scheme operated by a London-based organisation,
which was effective in supporting vulnerable young
people. Staff could refer young people to the service,
although engagement was voluntary. The service also
supported young people to access specialist services
such as housing support and social workers.

« Patientinformation and advice leaflets were available in
English, but were not available in any other language or
format. Telephone translation services were available
for patients for whom English was not their first
language and some staff spoke more than one
language.

Meeting people’s individual needs

+ There were 3,105 people with dementia admitted to the
trust during the year 2014/15. On average, there were
approximately 78 inpatients with dementia at any one
time. The trust did not have an electronic flagging
system for people with dementia.

+ There were three dedicated dementia and delirium
specialist nurses on the Denmark Hill site and a
registered mental nurse as a part of the Older Person's
Liaison Team within medicine to support the care of
older patients admitted with mental health problems.
All patients aged over 75 years admitted as emergencies
to the trust were screened for dementia and delirium.
The team received a list of these patients electronically

and, in addition, electronic referrals could be made
using Electronic Patient Records (EPR) to the Dementia
and Delirium (DAD) team, who worked closely with the
psychiatric liaison team.

In the National Audit of Dementia Care in General
Hospitals 2012/13, the Denmark Hill site performed in
line with, or above, the national average for 80% of the
applicable criteria audited across six domains. An action
plan was in place to improve patient management
further. This included the development of a care
pathway and guidelines for patients with delirium and
dementia, an improved discharge planning process and
improved training on the assessment and
documentation of delirium and dementia. Dementia
was a 2013/14 quality priority at the Denmark Hill site.
There were 538 patients with a learning disability
admitted to the trust last year. On average, there were
approximately seven or eight inpatients with a learning
disability at any one time.

There was no universal flagging system in place for
patients with a learning disability. However, the trust
had a well-established learning disability service at the
Denmark Hill site and all patients presenting in the ED
with a learning disability had a 'Special Case'
notification on Symphony (The electronic system for
monitoring the progress of patients through the ED).
The trust employed one learning disability nurse at the
Denmark Hill site. Clinical staff sent an alert whenever
an adult with a learning disability was admitted or
attended the ED. Referrals were sent either as a
safeguarding concern with the safeguarding adults team
or as a routine notification of a learning disability
admission.

Adjustments for patients with learning disabilities
varied, but could include: increased visiting hours,
extended ward rounds or specific multidisciplinary team
meetings in addition to the usual clinical discussion, use
of a Health Passport to aid handover from carers to
clinical teams and joint working with community
learning disability teams.

There was a CDU in the children’s ED. This comprised
two cubicles in the middle of the children’s ED, adjacent
to the nurse’s station. The cubicles did not have en-suite
facilities and did not fulfil the criteria for a ward area.
There were no trust guidelines for admission to the
children’s CDU. It was not clear why children were
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admitted to the CDU rather than the short stay
paediatric unit. Admission to the CDU avoided breaches
relating to length of stay. Children admitted to the CDU
were seen by the relevant specialists.

Trauma nurse coordinators tracked pathways and
progress of trauma patients by visiting them daily on the
wards. This role also included networking with other
trusts and coordinating repatriation in advance.

Staff had access to the mental health crisis team to
assess and treat patients with acute mental health
needs, 24 hours a day. A Child and Adolescent Mental
Health Services (CAMHS) worker was available between
9am and 5pm, however, there were problems getting
assessments for children ‘out of hours’, which caused
long waits for these children in the ED.

A social worker, occupational therapist and
physiotherapist were based in the CDU to support
people’s needs.

Access and flow

» Capacity and waiting times were an ongoing problem in
the ED. The issue of overcrowding had been presented
as an issue at the patient safety committee. Nursing staff
told us that, although infrequent, there were occasions
when patients were ‘doubled up’in cubicles. Screens
were used to mitigate risks to privacy and dignity, but
staff recognised it was not ideal.

The ED Quality Indicators Scorecard showed 782
patients waited in the ED (trust wide) for 12 hours or
more after a decision was made to admit (DTA) between
January and December 2014. These 12-hour breaches
were measured from the time of DTA. However, we
found that a DTA was often delayed so there were many
more patients spending excess time in the ED. It was
trust policy for DTA to be made by speciality teams and
not by emergency medicine consultants. This further
delayed patients’ pathway through the hospital. We
looked at the nurse in charge handover sheet for 28
March 2015 which recorded 28 unvalidated breaches.
On the morning of one of our inspection days, there
were 23 patients with a DTA waiting for a bed on a ward.
On a different inspection day, a 92 year old patient
arrived at 10.27pm, DTA was 5.17am the following day.
The patient was still in the ED in the afternoon of our
visit.

At 6pm during our unannounced inspection visit on 28
April, 10 of the 35 patients in Majors and the
resuscitation area had waited more than six hours. Six of

these patients had been referred to specialty and a DTA
had been made for two patients. It was trust policy to
escalate to the clinical site manger (CSM) for all patients
awaiting beds at four hours from the DTA.

The specialties with longer lengths of stay in the ED
were medicine (top), mental health and paediatrics,
often because a bed on a ward was not available.
Nursing staff took action to mitigate risks associated
with long stays in the ED. For example, patients were
transferred from trolleys onto beds and
pressure-relieving mattresses were available.

There were 165,422 attendances at the Denmark Hill site
between January and December 2014. Around 22% of
these patients were aged between zero and 16 years
old.

The ED at the Denmark Hill site consistently failed to
meet the target to see, treat and discharge 95% patients
within four hours between January and December 2014.
The 95% target was reached in only eight out of the 52
weeks in this period. The weekly performance ranged
between 88% and 96%. The average for the period was
93.3%.

The total time in the ED (average per patient) for the
trust was consistently significantly higher than the
national average. In the 12 months up to September
2014, patients spent an average of 150 and 180 minutes
in the department The national average for the same
period was less than 140 minutes.

In the 12 months up to September 2014, the unplanned
re-attendance rate to the ED within seven days was
4.35%, which was below the England average (between
7% and 7.5%) and the CEM standard (5%).

The percentage of patients who left the department
before being seen was recognised by the Department of
Health as potentially being an indicator that patients
are dissatisfied with the length of time they are having
to wait. Between 1.97% and 3.08% of patients left the
trust without being seen compared to between 0.2%
and 3% nationally.

Learning from complaints and concerns
+ Information about how to complain was displayed in

the department. Information leaflets were available to
all patients. They contained information about how to
access the Patient Advice and Liaison Service and how
to make a complaint. The department followed the
trust’s complaints policy.
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Informal complaints could be received by any member
of the team. These were dealt with by the most
appropriate person. Staff were aware that if they could
not resolve an issue they should advise the patient/
relative as to how to use the formal complaints policy.
Information received from the trust showed 66
complaints were received by the ED in the last 12
months. The top areas of complaint were diagnosis (11),
care (9), attitude (7) and communication (6).

The trust’s ‘Review of Complaints at King’s College
Hospital NHS Foundation Trust’ (Update Briefing
February 2015) showed that 43% of complaints in 2013/
14 were responded to within 25 working days on the
Denmark Hill site.

A survey of complainants from at the Denmark hill site
between April and October 2013 showed that only one
third of respondents were satisfied with the time taken
to investigate their complaint and only half of
respondents were confident that their complaint had
been taken seriously. Less than half of respondents felt
that their complaint response was open and honest and
only one third felt that their response addressed their
concerns or resulted in learning.

The ED complaint rate for 2012/13 and 2013/14 was 0.6
per 1,000 ED attendances and 0.5 per 1,000 in 2011/12.
There was a 20% increase in complaints at the Denmark
Hill site in 2013/14 compared to the previous year and
an overall organisational increase of 52%.

Two per cent of Denmark Hill complaints were referred
by complainants to the Parliamentary and Health
Service Ombudsman.

Patient experience data, including complaints, was
reported to the trust board monthly, and more detailed
trend information and analysis was reported on a
quarterly basis through the board quality and
governance committee (which had full board
membership) and subsequently to the board of
directors. A patient story or complaint formed the first
item on each agenda. There was a quarterly patient
experience report to the board.

A monthly trust patient experience report collated
information about complaints with patient feedback
from Patient Advice and Liaison Service, the ‘How Are
We Doing’ survey, patient comments and NHS Friends
and Family Test results. This was reported through the
patientissues committee and widely through the
organisation.

« Complaints, issues and performance were reviewed at
monthly performance meetings with divisions chaired
by the chief operating officer, and attended by the
medical and nursing directors. Complaints were also
reviewed at the governors patient issues and safety
committee.

« Atdivisional level, patient complaints were reported six
monthly at governance meetings, with trends and
themes highlighted.

+ Following the Francis Report (the Mid Staffordshire NHS
Foundation Trust Public Inquiry), the trust established a
serious complaints committee in February 2014 chaired
by a non-executive director also appointed as the
non-executive director (NED) Patient Experience
Champion. The membership included many of the
executive team, senior consultant staff and senior
nurses. The committee’s purpose was to champion
improvements in complaints handling, provide a degree
of independent challenge and to improve
organisational learning from complaints.

Good ‘

The leadership, governance and culture of the ED
promoted the delivery of high quality, person-centred care.

Clear governance structures were in place designed to
enhance patient outcomes. Staff were proud of working for
the department and staff worked well together as a team

There was an effective and comprehensive process in place
to manage risk.

Vision and strategy for this service

« The ‘King’s Values” were developed and defined by staff
and stakeholders in 2009. They were: ‘Understanding
you, inspiring confidence in our care, working together,
always aiming higher and making a difference in our
community’. The ED did not have an individual
departmental vision or values, but staff we spoke with
during the course of our inspection were aware of the
trust values.
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Governance, risk management and quality

measurement

+ The trust maintained a system of scorecards for
monitoring targets; for example, national performance
targets, patient experience and clinical quality. These
were accessible for staff reference.

« We looked at the governance structure for trauma and
emergency medicine division. The schedule of clinical
governance and risk meetings included trauma, ED and
therapists to ensure comprehensive clinical and
operational oversight at divisional and departmental
level. We looked at minutes of governance meetings for
three months before the inspection and attended an ED
core group meeting, which provided further assurance
of robust governance.

« An ED patient safety report was produced monthly and
included moderate and high risks identified on the
department’s risk register. Highest risks were identified
as overcrowding, absconding patients, inappropriate
treatment because both paper and electronic systems
were in place for recording clinical information and the
fact that an outdated version of the Manchester Triage
System was being used on Symphony. The risk register
reflected key concerns for the service.

« There was consistency between what frontline staff and
senior staff said were the key challenges faced by the
service. Staff were clear on the risks and areas in the
department that needed improvements.

Leadership of service

« The ED was included in the trust’s trauma, emergency
and medicine (TEAM) division. The service had a clear
management structure both at divisional and
departmental level. The structure of the department
included a clinical lead (an emergency care consultant),
head of nursing and an operational manage .

+ There was positive feedback from trainee doctors who
had been on placement in the department. They said
they had been made to feel part of the team and staff
ensured that they were fully involved in all aspects of
patient care and treatment.

« Staff within the department spoke positively about the
care they provided for patients. Quality and patient
experience were seen as everyone’s responsibility.

Culture within the service

+ King’s College Hospital (Denmark Hill site) is located in
one of the most diverse areas in London. Forty-five per
cent of trust staff were from Black and Minority Ethnic

(BME) backgrounds. Information in the trust’s annual
report 2013/14 stated there were three staff-led diversity
groups active in taking forward the trust’s work on the
national Equality Delivery System and they participated
in King’s Hospital Staff Engagement Group. These were
the Cultural Diversity Network, Disability Inclusivity
Network and the Lesbian, Gay, Bisexual and
Transgender Forum. The trust had worked closely with
external partners, such as Stonewall. Over 1,000 staff
had been trained in Stonewall’s 'Train the Trainer
scheme.

The trust was accredited as a nationally recognised
Positive About Disabled People “Two Ticks” employer.
Equality and diversity training was mandatory for all
new staff and training records showed 88.8% of staff
working in trauma, emergency and medicine division
had completed equality and diversity training.

Staff had 24 hours a day, seven day a week access to two
support services. The first was the Dignity at Work
Partnership helpline, which supported staff in relation to
bullying and harassment, and workplace options, which
offered telephone, online and web-based advice on a
range of matters, including: legal matters, financial
management, and general counselling. The second was
Kingsflex, King’s College Hospital’s working scheme,
which helped staff balance family and work
commitments.

The sickness rate was 3.9% among nursing staff at the
Denmark Hill site for the 12 months up to December
2014.

There was a sickness rate of 0.8% among medical staff
at the Denmark Hill site for the 12 months up to
December 2014.

The turnover rate was 23.1% among nursing staff at the
Denmark Hill site between April and December 2014.
There was a year on year upward trend in turnover
among nursing staff. In 2012/13 it was 11.8% and in
2013/14 it was 18.

There was turnover rate of 58.5% among medical staff at
the Denmark Hill site between April and December 2014.

Public and staff engagement
« The 2014 response rate to King’s College Hospital’s

participation in the national NHS staff survey was 30%,
which was worse than the previous year (42%) and the
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national average (42%). Overall, the trust performed
better than other trusts nationally for five survey
responses (out of 31) and worse than other trusts
nationally for 12 responses (out of 31).

The response rate from the NHS Friends and Family Test
in the ED was 82.5% and 84.5% between April and
November 2014, which was worse than the England
average of 87% to 88% for the same period.

In the 2014 ED survey, 63% of staff agreed that feedback
from patients was used to make informed decisions in
their directorate/department, which was significantly
better than 56% nationally.

We saw a quality board displayed in the CDU to show
staff, patients and visitors how the department was
performing and to celebrate their achievements.

Innovation, improvement and sustainability
+ Helicopter ambulances landed in the local Ruskin Park

(which is a Civil Aviation Authority recognised landing
site) in order to take emergency patients to the ED for
treatment. This involved disruption to the park and
required the presence of the police to secure the site.
The London Ambulance Service also provided the
ambulances to transfer patients. The trust’s planning
proposal for a helipad on top of the Ruskin Wing was
approved and we saw construction in progress during
the inspection. The helipad will facilitate landings of
helicopters and the transferring of patients to the
Denmark Hill site, by shortening transfer times from the
existing landing zone.

Although ED redevelopment plans (such as the plan to
create a dedicated area for mental health patients)
existed, the implementation of this had been delayed.
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Safe
Effective
Caring
Responsive
Well-led

Overall

Information about the service

Medical services provided at the King's College Hospital
Denmark Hill Site included specialist renal, liver,
haematology, cardiology and stroke services, as well as
other medicine and care of the elderly services.

We visited 16 medical wards/units, the cardiac catheter
laboratory and a surgical and a gynaecology ward to review
medical outliers. Wards/units visited were, the medical
assessment centre, Davidson Ward (haematology), Annie
Zunz Ward (general medicine), endoscopy unit, coronary
care unit (CCU) and Sam Oram Ward (cardiology), Oliver
Ward (acute medical unit), Cotton Ward (cardiovascular),
RD Lawrence Ward (acute medical unit), Byron Ward
(health and ageing unit), Mary Ray Ward (health and ageing
unit), Fisk Ward (renal), Cheere Ward (renal), and Twining
Ward (general medicine, diabetes and endocrine).

There were 68,542 admissions to medical services between
July 2013 and June 2014.

We spoke with 64 staff in addition to attending a meeting
with twelve managers and consultants from medical

services. We also spoke with 30 patients and three relatives.

We observed the care provided and interactions between
patients and staff. We reviewed the environment and
observed infection prevention and control practices. We
reviewed care records and attended handovers. We
reviewed other documentation from stakeholders and
performance information from the trust.

Requires improvement

Good

Good

Good

Good

Good

Summary of findings

Patients received care based on the best available
evidence and national guidance. The hospital scored
highly in most of the patient outcome measures which
indicated good adherence to evidence-based measures,
which improved outcomes for patients. Patients gave
their consent for care and treatment and were involved
in decision making. There was an effective
multidisciplinary approach to care and good team
working.

Patients were cared for by staff, who were kind, caring
and compassionate in their approach. Patients praised
the staff, for their attitude and approach, using
adjectives, such as “wonderful,” and “absolutely
fabulous”. Patients were involved in decisions about
their care and treatment. The service was planned to
meet the needs of the people it served and care was
responsive to people’s individual needs and wishes.
Systems were in place to manage and learn from
complaints. There was strong and passionate leadership
and a culture of openness, with an enthusiasm to
further develop and improve services for the future.

Regarding safety, there were many aspects of good
practice, including the reporting and management of
incidents and infection prevention and control. The
iMobile critical care outreach service provided excellent
support to wards, but, in some areas, the identification
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and escalation of deteriorating patients was
inconsistent. In addition, nurse staffing in some wards
and the environment within the renal dialysis unit
needed improvement.

There was no formal approach to identifying the
possibility of sepsis orimplementation of Sepsis Six in
the medical assessment centre or acute medical unit.

Requires improvement ‘

There was a high nursing vacancy rate and, while this did
not directly impact on the safety of care in most wards, we
had concerns that the high vacancy rate combined with
inexperienced staff on Cotton Ward could compromise the
safety of care provided.

Improvements were also needed in the identification of
deteriorating patients in some areas, although the support
provided by the iMobile team for deteriorating patients was
excellent. We found the layout of the renal wards was
cramped with little storage room and there was a risk that
this would have an impact on the safety of patients.

There was an open and transparent approach to the
investigation of incidents. Staff were encouraged to report
incidents when they occurred. Learning from incidents was
given a high priority.

Infection control scorecards enabled the performance of
each ward to be monitored against infection prevention
and control priorities. Generally, the wards appeared to be
clean and patients told us cleaning was regular and
thorough.

Incidents

+ There were no “Never Events” reported in medical
service between February 2014 and January 2015. Never
Events are serious, largely preventable patient safety
incidents that should not occur if proper preventative
measures are taken.

+ Anonline computerincident reporting system was used
to report incidents and staff told us it was easy to report
incidents when they occurred. Staff were encouraged to
reportincidents and they felt there was a good culture
of reporting. One person said that during training they
were told they were “not to keep quiet if you witness an
incident”, but to escalate and report it. We checked
whether a fall which had occurred the previous day had
been reported and saw that it was recorded on the
incident reporting system.

« Most staff we talked with said they received good
feedback when they reported incidents and action was
taken to reduce the risk of similar incidents occurring in
the future. Staff gave us examples of incidents which
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had been reported and the action taken to prevent
recurrence. For example, a doctor told us of an incident
in which a person had received the wrong dose of a
drug. They described the steps taken to ensure the
safety of the patient, the investigation process and the
action put into place to prevent recurrence, including
the provision of additional training and changes to the
procedures for the administration of the drug. However,
three nurses and a junior doctor said they had not
received any feedback following incidents and no action
was taken. One person said they had raised concerns to
“all levels in the chain” and said, “They are always
friendly, but they never do anything about it. It’s like
hitting your head against a brick wall.”

One hundred and thirty-five serious incidents were
reported in the medical service between February 2014
and January 2015. Of these, 84 related to pressure ulcers
and 27 related to slips, trips and falls. The nurses we
spoke with were aware of the trust’s focus on reducing
pressure ulcers and falls and told us of some of the
initiatives that had been introduced across the trust to
reduce the incidence. However, wards did not have
specific action plans to address the factors pertinent to
their individual ward. We saw the prevalence of new
pressure ulcers was variable, but it appeared to be
reducing from October 2014 onwards.

Safety goals had been set to reduce the number of
pressure ulcers and falls, but we did not see evidence of
numerical values being attached to these. There were
clearer targets for the improvements in compliance with
infection prevention and control performance
indicators.

A process was in place for the investigation and
escalation of incidents. We saw examples of the
investigations and root cause analysis (RCA) which had
been carried out in relation to pressure ulcers. Arange
of relevant professional groups were included in the
RCA. Staff told us incidents were discussed at monthly
multidisciplinary governance and risk meetings and the
grading of the incident agreed on.

Staff were aware of the ‘Duty of Candour’ which ensures
patients and/or their relatives are informed of incidents
that have affected their care and treatment and they are
given an apology. They told us of incidents that had
occurred which they had discussed with patients.

« Medical staff told us there was a robust approach taken

at meetings to review mortality and morbidity. We saw
evidence of mortality review meetings for each division,
which appeared to be comprehensive.

Safety Thermometer
+ The NHS Safety Thermometer is an improvement tool to

measure patient “harms” and harm free care. It provides
a monthly snapshot audit of the prevalence of
avoidable harms in relation to new pressure ulcers,
patient falls, venous thromboembolism (VTE) and
catheter-associated urinary tract infections. Safety
Thermometer data had been collected from all the
wards on a monthly basis and the results were made
available to the ward managers. Safety Thermometer
results were not displayed centrally on the wards, but
some wards kept the results in the folder of information
for the nurse in charge.

When asked about the action taken to improve, we were
told of steps taken to increase the nurse presence in
patient bays to provide better monitoring of patients at
risk of falls.

Cleanliness, infection control and hygiene
« All the wards we visited were visibly clean. Cleaning

schedules were in place and the housekeeping staff
were conversant with the requirements of cleaning their
area.

Patients told us they felt the wards were very clean and
we received positive comments from patients such as,
“There is lots of cleaning, which is thorough and
regular,” and, “Immaculate, bed tables are cleaned and
de-cluttered daily,” Another person said, “Yes, it is very
clean. They've cleaned under my bed, including the
rails, the floor and the locker top.” There was one
adverse comment on cleanliness from a patient on the
renal dialysis unit. They said, “The only thing that is not
right is the toilets. When | come here at 4pm they are
usually filthy, all over the floor and the bowl.” We
checked the toilets and found the female toilet had an
odour of stale urine, the toilet was un-flushed and there
was no hand soap in the dispenser. A member of
housekeeping was informed and 10 minutes later the
soap had been replenished but the toilet remained
un-flushed.

40 King's College Hospital Denmark Hill Site Quality Report 30/09/2015



Medical care (including older people’s care)

+ Adequate hand washing facilities and hand gel were
available for use at the entrance to the wards/clinical
areas and within the wards. There was prominent
signage reminding people of the importance of hand
washing.

We saw staff using the appropriate personal protective
equipment (PPE) and following “bare below the elbows”
guidance in the clinical areas. Clear signs were in place
at the entrance to side rooms which were being used for
patients with infections, giving information on the
precautions to be taken when entering the room.

There was an outbreak of norovirus (winter vomiting
virus) on the medical wards at the time of the
inspection. One ward was closed to all new admissions
and several other wards had bays closed to new
admissions to reduce the spread of infection.
Appropriate steps were being taken contain the
outbreak and the situation was reviewed on a daily
basis. The Infection Prevention and Control Team were
visible in the affected areas, providing advice and
ensuring adherence to control measures. We visited one
ward where there was only one bay in which patients
were not symptomatic. We saw nurses were allocated to
either an affected or unaffected bay, but we found that
when patients required more than one nurse to move
them in the unaffected bay, they had to use staff from an
affected bay to provide care. This increased the risk of
the spread of the virus to the unaffected bay.

Staff on one ward told us they ran out of supplies of red
alginate bags (used for contaminated linen) and
disposable washbowls on a regular basis. There did not
appear to be appropriate contingency plans in place for
this and staff said they used disposable bed pans when
they ran out of washbowls.

Most of the equipment we examined was visibly clean
and labelled to indicate it had been cleaned. There was
avisual guide to indicate which group of staff was
responsible for cleaning which equipment. We saw

this displayed on some of the wards.

The trust had an infection control score card giving
performance against a range of infection control
indicators, including hand hygiene compliance and
adherence to the high impact interventions known to
reduce infections and cleanliness audits. The wards had
large display boards with key infection prevention and
control messages and the performance score card for
their ward.

Environment and equipment
« There was sufficient equipment available to meet the

needs of the patients receiving care. There was a central
equipment library and staff told us equipment not
available on the ward was provided in a timely manner.
Resuscitation equipment was stored on resuscitation
trolleys on each ward. According to the trust policy, the
resuscitation trolleys should be checked daily. We found
the checks were carried out inconsistently on seven of
the twelve wards where we reviewed the records of
checks. On two wards either the security tag was broken
ornotin place, meaning that the contents could be
tampered with.,

Fisk Ward and Cheere Ward were renal wards and cared
for high dependency patients and those requiring
dialysis. We identified a number of concerns with the
environment when taking into account the mix of
patients on the wards. The layout of the wards was
cramped without a separate room for the cleaning of
equipment. There was a lack of storage areas on the
wards and the narrow main corridor was cluttered, with
a range of equipment and patient information boards
for the high dependency patients. The two toilets on the
acute ward were away from the bays and accessed via a
narrow corridor. This meant it was difficult to monitor
patients in the toilets and if an emergency occurred and
equipment was required to assist the patient, there
would have been considerable difficulties in
manoeuvring it into place. The room that was used for
storing intravenous fluids was glass fronted and subject
to large fluctuations in temperature. We did not see
evidence of the temperature of the room being
monitored and on one day when we visited, the room
felt very hot. This may have impacted on the shelf life of
the fluids. In addition, the room was not locked and
inspectors entered the room unobserved and
unchallenged on one occasion.

The renal dialysis unit and endoscopy suite areas were
prone to flooding following heavy rain. The ward area in
the dialysis unit was also prone to flooding with sewage
following heavy rain, orinappropriate material being
flushed in the ward above. This happened on the day of
the inspection and we were told this was the second
time it had happened this year. There was a contingency
planin place to deal with it and the risk was recorded on
the trust risk register. Patients were accommodated
elsewhere when necessary, but they found it unsettling
and disorientating.
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« Systems were in place for the segregation, storage and
labelling of waste and we saw the appropriate disposal
facilities in place in the clinical areas.

Medicines
+ Medicines were stored in locked cupboards or

medicines trolleys. However, we found intravenous
fluids were stored in rooms that were unlocked at the
time of the inspection on Byron Ward and the renal
wards.

We observed medicines rounds in progress and saw
staff checked the identity of patients prior to
administering their medicines. We observed them
talking to patients about how they liked to take their
medicines during administration.

An electronic prescribing and administration system
was in place. This facilitated communication between
the pharmacy and ward staff, which improved patient
flow. We were told it had brought benefits in relation to
patient safety, but there were some limitations in its
ability to accommodate some requirements. For
example, while warfarin was prescribed on the
electronic system, staff identified issues in relation to
their prescriptions when they needed to be changed on
a daily basis and the visibility of these on the electronic
system. We were told there had been two incidents in
relation to warfarin in a month.

To reduce the possibility of doses being missed a
‘warfarin reminder' (which prompts review of the
patient’s INR and the need to review warfarin doses) was
prescribed and appeared on the worklist manager.
Pharmacists checked that the 'warfarin reminder' had
been prescribed and add itif it had not. Changes were
also made to the timing of blood tests for patients on
warfarin to enable results to be available earlier.
Pharmacist support to the medical wards was good and
pharmacists completed the medicines reconciliation
process. Pharmacists played a proactive role in
checking the prescriptions charts and identifying issues.
Nurses completed a training and competency
assessment prior to administering medicines without
supervision. However, the increased use of temporary
staff and a high percentage of newly qualified nurses,
limited the number of staff able to administer medicines
on some shifts on some wards and this created pressure
on the staff that were competent to administer
medicines.

+ We spoke with the clinical nurse specialists and they
told us of the problems they encountered with being
able to use their prescribing qualification. This was a
source of frustration as it inhibited their practice and
impacted on the care they could offer patients.

« There was a medicines safety committee within the
clinical governance structure and when medicines
safety issues were identified, communication was sent
to the relevant areas in the form of alerts, emails, or
posters to raise awareness and ensure key messages
were received.

Records

+ An electronic patient record (EPR) was in use and each
profession involved in the care of the patient recorded
information in chronological order in the clinical notes
section. This section included the medical plan for the
patient. The clinical notes provided a good description
of the patient’s progress.

+ Nurses used paper documentation to record a standard
range of risk assessments and care plans. We were told
the documentation for this had been introduced two
weeks prior to the inspection and had been piloted at
the Princess Royal University Hospital prior to this. We
found the completion of this documentation was
variable and was particularly poor in the medical
assessment unit and the acute medical unit (Oliver
Ward). We reviewed six risk assessments in these units
and five were only partially completed, despite the
patients having been in the unit for more than six hours.
We found care plans had not been initiated for three
patients and had only been partially completed for the
other three. As a result, it would have been difficult to
identify the nursing care the patient required from the
care record. For example, a patient who was a diabetic
was receiving sliding scale insulin. There was a
comprehensive chart to provide details of their insulin
requirements in relation to the blood glucose results,
but the nutritional care plan was not completed and
there was no flag on the nutritional assessment to
indicate the person was a diabetic. The risk assessments
on the other medical wards were generally
appropriately completed and reviewed. However, we
found a bed rails assessment had been undertaken for
one person, which indicated in the body of the
assessment that bed rails should not be putin place,
but the final recommendation was to use bed rails.
There was no explanation for this.
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« Staff had been involved in the development of the EPR
and were very positive about its benefits. Mechanisms
were in place to improve compliance with protocols and
reduce risk. Staff said they found it helpful to see the
input of all professionals at a glance. The mix of
electronic and paper records increased the risk of
omissions and duplication, but staff told us the
documentation was continually being reviewed to
reduce this.

The electronic patient record required password access
to ensure security. Patients’ previous medical notes
(hard copies) were stored in trolleys on the wards.
Entries in the patient records were legible, dated and
signed. However, some entries were not timed,
particularly the nursing risk assessments.

Safeguarding

« Staff had access to an adult safeguarding policy and an
adult safeguarding team were available to provide
advice and guidance, when required. Safeguarding
training was mandatory for staff and different levels of
training were provided according to the job role. The
training records indicated at least 72% of staff had
attended safeguarding training on each of the medical
wards. The target for the trust was 80%.

Staff were able to identify the potential signs of abuse
and the process for raising concerns and making a
referral. We were given examples of concerns they had
identified and referrals made. Staff said they did not
usually receive any feedback on the outcome of
referrals. The adult safeguarding lead nurse for the trust
said obtaining feedback from social care on the
outcomes of referrals was difficult when it did not have
an impact on the person’s discharge and this therefore
impacted on their ability to provide feedback to staff
who had initiated the referral.

Mandatory training

« Mandatory training records were available on the
intranet. Training records were graded red (training
required), amber (training due and booked), or green
(training undertaken). We reviewed the training records
on several wards and saw there were a number of red
training blocks. We were told there was a delay in
attendance being added to the training database and
compliance was slightly higher than the database
suggested.

« Mandatory training covered a range of topics, including;

health and safety, fire record keeping, infection control,
information governance, moving and handling safe
guarding adults and safeguarding children. There was a
target for 80% of staff to have attended training.
Compliance with mandatory training for blood
transfusion, conflict resolution and fire were low (below
60%) on medical wards but the other topics were amber
or green. On Cotton Ward only 50% of staff had attended
resuscitation training. However, following a serious
incident on the ward, there was an action plan for staff
to attend resuscitation and ILS training and the ward
manager took us through each of the staff who were
showing on the database as requiring training,
indicating the planned dates for their attendance.

Assessing and responding to patient risk
+ An Early Warning Score (EWS) was in use to aid

identification of deterioration in a patient’s condition.
When the vital sign observations were recorded in the
EPR, the EWS was automatically generated. The staff we
spoke with were fully conversant with the procedure for
escalation when the score increased.

We identified an inconsistent approach to escalation on
Byron Ward, where one patient had an EWS which
moved from one to five and should have triggered
escalation, but the patient was not reviewed until the
following day. Another patient’s score increased from
one to four, however, the nursing notes stated that the
observations were stable.

There was no formal approach to identifying the
possibility of sepsis orimplementation of Sepsis Six in
the medical assessment centre or acute medical unit.
Staff we spoke with were aware of the signs of sepsis,
but were not familiar with Sepsis Six and the importance
of commencing antibiotics within an hour of admission.
This meant there was the possibility of a suboptimal
approach to the identification and management of
sepsis.

+ Ateam called iMobile provided critical care outreach

services and were available 24 hours a day, seven days a
week. The service provided by the team was
outstanding. The team consisted of specialist registrars
and nurses (with at least five years critical care
experience). During office hours, a critical care
consultant was also part of the team. In addition to
responding when a patient’s condition deteriorated, the
team was also able to help when a patient required a
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high level of respiratory support, such as non-invasive
ventilation or continuous positive airway pressure
(CPAP) for a short period. The team would set up the
equipment and a nurse could provide one-to-one
support for the patient for up to four hours. If the
patient’s condition did not improve in this timescale, the
iMobile team would facilitate the patient’s transfer to the
intensive care unit. The team could also review the EWS
forindividual patients through the EPR.

All staff we spoke with were extremely positive about
the support the iMobile team provided. A ward manager
said they felt the service was exceptional and that it was
“one of the things that makes King's an excellent centre”.

Nursing staffing

« Atool to assess the nurse staffing requirements (the
Safer Nursing Care Tool) was in use in the trust and the
nurse staffing levels had been reviewed using this tool in
conjunction with professional judgement. As a
consequence, the ward nurse staffing levels had been
increased on some of the medical wards. There was an
increase in band 6 nurse posts to provide four band 6
nurses on each ward in the last financial year and the
complement of band 5 nurses had been increased with
the aim of providing a 1:5 registered nurse to patient
ratio. However, we were told recruitment to the posts
had been challenging and, at the time of the inspection,
there were vacancies on most of the wards. A
recruitment campaign had been undertaken, but there
was some concern voiced that the recruitment process
was very lengthy and the turnover such that the
recruitment campaign had had a limited impact.

+ ARAG (Red/Amber/Green) rating approach was used
daily to assess the safety of staffing levels and used to
inform escalation to the duty matron.

+ Although we saw that most wards had shifts when they
were operating at less than optimum nurse staffing
levels, there was no visible impact on the safety of care
provided. However, in some wards the percentage of
newly qualified nurses was high, which impacted on the
skills mix. This, combined with a high vacancy factor,
resulted in high levels of stress reported by nursing staff.
Cotton Ward had 50 % of their posts vacant and six of
the registered nurses on the ward were newly qualified
within the past six months. The newly qualified nurses
had not completed their preceptorship competencies
and felt they had received a lack of support when they
had reported their concerns about the expectations

placed on them and their need for additional training.
There had been three serious untoward incidents on the
ward, which identified deficits in nursing care. We
discussed these with the ward manager, who described
the action plan in place to address the issues. These
included the need for staff to complete resuscitation
training and Intermediate Life Support (ILS), to increase
the numbers of staff able to administer medicines and
to reduce the high usage of temporary staff. Additional
support had recently been provided to the ward
manager, but we were not confident that the issues
were being resolved in a timely way.

The trust limited the responsibilities of agency nurses
until they had completed competency assessments. For
example, agency staff were required to undertake the
same competency checks as permanent staff prior to
administering medicines. This reduced the risk of
medicines errors occurring, but placed additional
pressure on permanent staff by limiting the number of
people able to give medicines.

A pool of healthcare assistants had been created to
provide one to one care (specials) for people who
required close observation. Guidance had been
provided for staff on how to manage the risks and the
circumstances when one to one care might be required.
Staff told us, managers were responsive when they
identified the need for an additional person to provide
one to one care for a patient and the creation of this
pool had enabled them to secure additional support
when it was necessary.

Astructured, standardised approach to handover had
been introduced on the acute medical wards called
‘One Best Way’ to ensure key issues were covered and
ensure handovers were concise and focused. Staff we
spoke with said the handovers provided the information
they needed to progress the care of the patients they
were responsible for.

Medical staffing
+ There were enough junior doctors to fill the medical

roster. Junior doctors felt they had good support from
senior medical staff and other foundation doctors. They
said staffing was good and there was good cover.

The proportion of consultants was slightly less than the
national average. However, the staff we interviewed felt
consultant cover was adequate in medicine generally.
There were three unfilled vacancies in acute medicine,
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which the consultants felt resulted in a high workload
and impacted on the continuity of care, but not on
patient safety. Some consultants’ job plans had not
been reviewed for over two years.

+ Aconsultant trained in general or acute internal
medicine was on call at all times and was able to reach
the unit within 30 minutes.

+ There was on-site consultant cover for acute medicine
between 8am and 9pm Monday - Friday and 8am - 8pm
Saturday and Sunday. There was 24 hour on-call
consultant support for medical patients.

+ We observed the handover to the Hospital at Night team
and found there was good attendance from junior
doctors from each specialty and there was effective
handover of necessary information. However, there
were multiple evening handovers at different locations,
giving a fragmented approach.

+ We observed two board rounds and two ward rounds
and found they were carried out efficiently and
effectively, with the appropriate staff present.

Major incident awareness and training

+ Staff were aware of the trust’s major incident procedure
and how to access it via the intranet. There were action
cards giving guidance for ward areas, and the wards
kept a copy of their action card in their “Nurse in
Charge” folder.

+ There was a bed management system to ensure
patients were placed appropriately when there was an
increased demand on beds. When beds were not
available on medical wards, patients were placed on
surgical wards. There were procedures in place to
ensure these patients were reviewed regularly by a
consultant.

« When bed capacity was critical, senior managers
responded by providing support to wards in
accelerating patient discharge by liaising with other
departments to ensure investigations and other issues
causing blockages were progressed. .

Good ‘

Patients received care based on the best available evidence
and national guidance. The hospital scored highly in most
of the patient outcome measures including National Heart

Failure Audit, National Diabetes Inpatient Audit, Sentinel
Stroke National Audit Programme (SSNAP) and Chronic
Obstructive Pulmonary Disease (COPD) audit programme.
These results indicated good adherence to evidence-based
measures, which improved outcomes for patients.

However, there was no formal approach to identifying the
possibility of sepsis or implementation of Sepsis Six in the
medical assessment centre or acute medical unit. Also,
readmission rates were worse than the England average for
elective cardiology and non-elective general medicine and
stroke medicine.

Patients gave their consent for care and treatment and
were involved in decision making. Understanding of the
Mental Capacity Act 2005 and Deprivation of Liberty
Safeguards was variable and needed to be improved for
some groups of staff, but we saw some good discussions
and decision making in multidisciplinary teams in relation
to this. There was an effective multidisciplinary approach
to care and treatment and good communication between
teams.

Evidence-based care and treatment

. Staff were aware of National Institute for Health and
Care Excellence (NICE) guidance in relation to their
specialty and we saw there was good access to the
guidance on the intranet. There was a good range of
locally produced evidence-based guidelines on the
intranet, which were updated regularly. These were
based on NICE guidance, where relevant. Staff told us
they found the guidelines easy to access,
comprehensive and clear.

+ From the minutes of clinical governance meetings we
saw that adherence to NICE guidance was discussed
and any changes in practice disseminated. For example,
we saw care pathways based on best practice in use in
cardiology in relation to congestive cardiac failure and
balloon valvuloplasty (the widening of a stenotic aortic
valve using a balloon catheter inside the valve). We were
told the care pathway for myocardial infarction was
currently being updated.

« The endoscopy department had been accredited by
Joint Advisory Group (JAG) and in the last six months
had been recognised as a training centre.

Pain relief
« The nursing risk assessment documentation in use
included a pain assessment tool.
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« Patients told us that they were always asked about pain
during medication administration rounds. The patient
prescriptions we reviewed indicated that as required
medication was prescribed for pain, where appropriate.

Nutrition and hydration

« Anutritional assessment was included in the nursing
risk assessment document. We found an assessment
was completed for most patients whose care records we
reviewed, with the exception of patients in the medical
assessment unit. A visitor on Mary Ray Ward told us the
assessment recorded for their relative had been
completed incorrectly indicating their relative had a
good appetite when this was not the case. They had
pointed it out to staff and it had been changed. We saw
the score had been changed on the documentation, but
when we discussed it with the nurse in charge they were
unaware and told us they would look into it.

+ Most patients said the food was good, but two people
said the portions were too large. One person said they
had been told they could ask for a small portion, but
when they did they were told: “This is how it comes.”
Another person said despite asking for a small portion
there was too much on the plate and this was "off
putting".

+ Ajug of water was provided for each patient and
changed daily. Hot drinks were provided at intervals
throughout the day. Fluid balance charts were generally
completed well with the balance being recorded when
fluids were recorded. However, we found the totals were
not always documented on the cardiac ward (Sam Oram
Ward), but patients were weighed daily when required.

Patient outcomes

+ The hospital scored highly in the National Heart Failure
Audit, scoring above the average for all but one of the
measures.

« There was good performance in the National Diabetes
Inpatient Audit. These results indicated good adherence
to evidence-based measures, which improved
outcomes for patients.

« The hyper acute stroke unit (HASU) at the hospital
achieved the fourth highest overall score compared to
all national peers in the Sentinel Stroke National Audit
Programme (SSNAP).

The hospital achieved the highest organisational score
compared to 15 national and London peer trusts and
ninth out of 198 units nationally in the national Chronic
Obstructive Pulmonary Disease (COPD) audit
programme.

Performance in all national audits were analysed and
actions to improve performance were identified for all
audits in which the scores were at, or below, the
national average. As a result, 45% of audits for trauma,
emergency and acute medicine had action plans.
Monthly mortality review meetings were undertaken
within each division and the mortality data was broken
down at ward/team level looking at deaths as a
proportion of total discharges. Deteriorating patient
incidents were also discussed at the meetings and the
root cause analysis information examined.
Readmission rates were worse than the England average
for elective cardiology and non-elective general
medicine and stroke medicine. The hospital episode
statistics for 2013/14 on Standardised Relative Risk of
Readmission indicated how services compared
nationally in providing care that was effective, such that
patients recover and do not require a return visit to
hospital. We spoke with the senior medical staff about
this and there appeared to be reasons relating to the
management of patients and coding when they
returned for further investigations, which may have
accounted for the raised rates.

Competent staff
« Junior medical staff said weekly training sessions were

provided and they were normally able to attend these.
They said there was a good mix of practical versus
classroom teaching. They received good support and
met with their clinical supervisor regularly.

The senior medical staff we spoke with were conversant
with the requirements for revalidation and all had dates
for this. They all had received an appraisal within the
previous year.

Newly qualified nurses underwent a twelve-month
period of preceptorship and had assessments to check
their competency in key areas of the staff nurse’s role. All
nursing staff were required to undertake medicines
training and a competency assessment prior to
administering medicines unsupervised.

Specialist nurses were available to provide advice and
guidance on the care of specific groups of patients, such
as those with diabetes and tissue viability issues. A
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specialist nurse was available to review all those over 75
years of age who were being cared for on a general
medical or acute medical ward and facilitated their
move to a care of the elderly ward when it would
improve their management. An Acute Coronary
Syndrome (ACS) nurse had been appointed and was
able to provide specialist advice to patients with ACS on
outlying wards

Staff on the coronary care unit said there were plans to
accept level 2 (high dependency) patients onto the unit.
For example, those who had had a tracheostomy. The
staff we spoke with said there had been good training
and support in preparation for this.

Staff were scheduled to have their annual appraisal
within the forthcoming month.

Practice development nurses (PDNs) provided training
and support to staff on the medical wards. Staff were
positive about their input, but there sometimes
appeared to be some uncertainty as to the division of
responsibility between the ward manager and the PDNs
for some aspects of training and assessment.

A clinical housekeeper said they had undertaken
induction and mandatory training, including:
safeguarding, manual handling and infection control.
They said they had been able to become involved in
hand hygiene audits, infection control and
environmental audits to facilitate their development.

Multidisciplinary working

Staff we spoke with said there was good
multidisciplinary working and support. The
multidisciplinary EPR ensured good communication
about the input of each professional in the care of
individual patients.

We observed good communication between different
professionals and a respect for each other’s expertise
and input. We observed multidisciplinary meetings
taking place and these were well attended and
everyone’s contribution was valued. A pharmacist said,
“There’s a big emphasis on equality of all the team
members.”

There was good pharmacist support on the medical
wards.

We saw regular consultant-led multidisciplinary rounds.
Patients' care and treatment were reviewed daily in
ward areas, with action being taken to progress care.

Staff on Sam Oram Ward said there was a five-day wait
for occupational therapy following a referral. This
caused delays into the progress of some patients.
Medical staff felt there were good transitional services
from paediatric to adult services in haematology
through the teams working together.

A dedicated social worker provided support in acute
medicine and this facilitated safe and timely discharge.
There was a multidisciplinary team for the homeless
consisting of a nurse, a doctor, a social worker, a
volunteer, and a housing worker specifically funded and
working across King's College Hospital NHS Foundation
Trust and Guy’s and St Thomas’ NHS Foundation Trust
to facilitate timely and appropriate discharge and
prevent readmission.

Seven-day services

Consultants provided a seven-day service across
medicine. They carried out ward rounds seven days a
week in acute medicine areas. Care of the elderly areas
piloted the delivery of weekend ward rounds over the
previous winter period.

A general medicine consultant covered the acute
medical unit seven days a week and a care of the elderly
consultant was contactable by telephone when out of
hours and at weekends, and could get to the hospital
within half an hour.

In the acute medical unit there was pharmacist,
occupational therapist and physiotherapist cover seven
days a week. Therapists were moving towards a full
seven day service, but some services were reduced at
the weekend.

In cardiology, there was a three tier consultant rota.
There was access to echocardiology on a Saturday and
there was an on-call, out of hours service covered by the
registrar. Consultants said they had never had a
clinically necessary scan delayed, but routine scans
would wait until the Monday.

There were two CT scanners working full-time at the
weekend and neuroradiology reporting at the weekend.
We were told the stroke service had no weekend
therapist cover, which had an impact on their ability to
discharge patients at the weekend when there was
uncertainty about whether the patient was safe to go
home.

Access to information

On our visits to the medical wards we saw there was
good access to computer terminals for staff and past
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medical records were stored in notes trolleys on the
ward. We were told there was no access to hard copies
of past medical notes at the weekend, but more recent
admission information was on the electronic system.

« Staff were positive about the EPR and said that, overall,
it worked well but at times the system was very slow
and would occasionally crash. We found it was slow at
times when we reviewed some records during the
inspection.

« Access to clinical guidelines through the intranet was
easy and logically organised.

« Aproformainthe nursing documentation was used to
ensure key information was provided when a patient
was transferred between wards. We saw this had been
completed for a patient who had moved from another
ward.

Consent, Mental Capacity Act and Deprivation of

Liberty Safeguards

+ Consent was taken from patients appropriately. We
observed consent for a procedure being taken by a
consultant in endoscopy and found it was carried out in
accordance with guidelines. We were told some nurses
had been trained to take consent for minor procedures
in endoscopy.

« We saw documents were in place for consent to
diagnostic scans and interventions. These were
completed appropriately to show that patients
understood the procedure and relevant risks.

« We observed staff explaining what they were about to
do and checking their wishes prior to providing care.
Patients told us staff sought their consent prior to
providing care and treatment.

« We asked staff on the wards about the Mental Capacity
Act 2005 and Deprivation of Liberty Safeguards. Staff
knowledge was variable and most of the nursing staff
said the medical staff were responsible for mental
capacity assessments. They did not appear to have
considered the need for capacity assessments in
relation to the provision of the care they provided. For
example, a patient with a brain injury on a cardiac ward
was provided with a one-to-one special to provide
constant observation and the implications had not been
recognised. Staff on the care of the elderly wards were
more knowledgeable about the Mental Capacity Act
2005 and we observed some good discussion and

decisions about capacity in multidisciplinary team
meetings. We saw evidence of a Deprivation of Liberty
Safeguards application and authorisation for one
patient.

+ The adult safeguarding lead for the trust told us they
had introduced training for staff on the Mental Capacity
Act 2005 and Deprivation of Liberty Safeguards and had
prioritised the care of the elderly wards for training.

Good ‘

People were cared for by staff who were kind, caring and
compassionate in their approach. All the patients we spoke
with, praised staff for their attitude and approach, calling
them “angels” and using adjectives such as “amazing”,
“absolutely fabulous” and “wonderful”.

Patients felt involved in decisions about their care and
treatment and told us staff explained everything to them. A
proactive approach was being taken to assess the
experience of carers of people living with dementia who
were admitted to hospital. This identified areas where
improvement was needed and an action plan was in place
to bring about improvement.

Compassionate care

+ Medical services had introduced a compassionate care
initiative to promote compassionate care and recognise
good practice in relation to this. Seventeen behaviours
or actions to demonstrate compassion in practice were
identified. Staff were recognised for promoting and
delivering compassionate care through monthly staff
awards.

« All wards asked patients to complete a ‘How Are We
Doing’ patient survey prior to discharge to obtain
feedback from patients on their experience. Each ward
had the results of the surveys displayed within the ward.
Wards also identified the actions they were taking to
improve.

+ The hospital achieved a 42.4% response rate in the NHS
Friends and Family Test in comparison to a national
response rate of 30.1% (December 2013 to November
2014). Only two medical wards had a lower response
rate than the national average, these were Cotton Ward
(21%) and Mary Ray Ward (20%). The scores for the NHS
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Friends and Family Test for the medical wards ranged
from 67 out of 100 (Adult Cystic Fibrosis Unit) to 97
(Annie Zunz Ward and The Friends Stroke Unit) in
November 2014.

+ All the patients we spoke with said the nursing staff were
kind, caring and cheerful. One person said, “Staff are
amazing, absolutely fabulous, brilliant,” and, “They are
so amazing and caring. Day shift, night shift, right down
to the cleaners,” and, “Staff tell you their name, it makes
things more cheery and makes you happier. Even my
husband said ‘Wow’ about the staff.” Another patient
said, “The nursing staff are angels. They will do anything
for me”

« Patients were also complimentary about the medical
staff. One person said, “The doctors have a wonderful
bedside manner.” Another person said, “The doctors are
very friendly and quite open.” However, one patient said
their consultant was very arrogant and they did not feel
able to ask questions.

+ We observed staff interacting with patients with a warm
and caring attitude and when one patient called out, a
nurse attended to them immediately, trying to calm the
person in a respectful manner. We also observed two
doctors talking to the relative of a person who was
seriously ill. They talked to the person with compassion,
answered questions and addressed their concerns.

Understanding and involvement of patients and

those close to them

+ Patients told us they felt involved in the decisions about
their care and staff explained everything to themin a
way they could understand. One person said, “My
named consultant talked through the procedure and
treatment.” They went on to say, "Continuity is
important and it’s important to know who is taking
responsibility, for example, nurse, consultant, etc; They
have been very helpful.”

« However, one person said that although they had been
provided with information about the plan for their care,
the procedures hadn’t happened in the timeframe
planned. The patient said medical staff did not return
following their procedure as they had indicated they
would and nurses were left with insufficient information
on the management plan and the doctors could not be
contacted. Two other patients commented on being

given information as to when investigations and
treatments would happen but there were delays and
things did not happen as planned. They did not appear
to have been given any reason for this.

Patients requiring renal dialysis were shown a video of
someone undergoing dialysis and then invited to the
ward to see someone undergoing dialysis. They were
given the opportunity to talk to current patients. This
enabled them to gain an idea of what to expect.

The endoscopy waiting room had had a display
providing information on the waiting times.

Each ward had a range of information leaflets available.
This included generic trust information on topics such
as infection control, bereavement support, chaplaincy,
Patient Advice and Liaison Service (PALS), complaints
and VTE, plus some relevant diagnosis/condition
specific information, such as the sickle cell service,
asthma and chronic obstructive pulmonary disease
(COPD).

The trust was taking a proactive approach to improving
the experience and support offered to carers of people
living with dementia. A Dementia Carers Audit was
carried out in each quarter of 2014/15 to assess progress
and obtain the views of the carers of people with
dementia on the information provided and the
opportunities offered to them to be involved in the
person’s care. The results from quarter three (October to
December 2014) indicated that 93% of carers felt
involved in the care of the person with dementia while
in hospital ‘sometimes’ or ‘always’, but only 57% felt fully
involved in the person’s care. Less than 40% of carers
were offered information on carer support oron a
carer’s assessment and less than 10% were given the
King's College Hospital dementia leaflet. Further actions
had been identified to improve.

Emotional support
« Staff on a haematology ward (Davidson Ward) told us

they had access to a psychosocial worker, who provided
support and counselling as needed. They would see
patients, relatives and nursing staff either individually or
as a group. The staff said they knew the patients well as
they attended over a long period and it was helpful to
have the opportunity to debrief, particularly when there
was a bereavement.
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+ The chaplaincy also provided emotional support to
patients, relatives and staff. The chaplains were
available to people of all faiths and no faith if they
wished to speak to them.

« The support provided by staff was appreciated by
patients in general. However, one person said, they had
been visited weekly by the chaplaincy and counsellor
and also a volunteer and they did not want this. They
said, “| feel the volunteer has be-friended me —it’s not
what I am after” They went on to say they had talked to
anurse about it and were hoping that it wouldn’t
continue. This illustrated the importance of staff not

making assumptions about the support a person would
like.

Good ‘

The medicine division planned their services to meet the
needs of the local population. They had responded to the
increases in numbers of emergency admissions and
developed services to improve patient flow. Some patients
were cared for in wards outside their specialty, but while
this was not ideal, the safety of the patients was not
compromised.

Anumber of initiatives had been developed to ensure the
service met people’s individual needs and those of
vulnerable groups. Systems were in place to manage and
learn from complaints.

Service planning and delivery to meet the needs of

local people

+ The medical assessment centre was opened in March
2014 to improve flow through the ED and reduce
avoidable admissions. Most GP admissions entered the
hospital through the ED prior to being allocated to an
appropriate ward. The medical assessment centre had
space for seven patients on trolleys and an additional
ambulatory care area, where people were treated in
chairs. The assessment areas were open from 8am -
10pm, accepting new patients up to 8pm. There was a
specific ambulatory care clinic which operated Monday
- Friday 8am - 5pm. The medical assessment centre
was able to progress treatment of patients who were
likely to need to stay less than eight hours and either
facilitate their discharge, or admit them to an

appropriate medical ward. Staff told us the ambulatory
care area had allowed them to safely discharge patients
with arrangements to attend the centre for further
treatment or investigations, providing an effective safety
net and reducing admissions.

« Comprehensive protocols for the management of sickle
cell disease were developed in response to the
increased number of patients in the local area with this
condition.

« The trust had experienced issues in repatriating patients
from neurosciences to their local area for rehabilitation,
due to a lack of suitable community rehabilitation beds.
There was ongoing communication with stakeholders
and lobbying to look at improving the situation.

« A Family Stroke Group was developed to help families
with decision making in relation to discharge
destination.

« The population living in or around Bromley wanted to
see development of the Orpington Hospital site to
enable care to be provided locally. A decision was made
to develop neurology step down beds at Orpington
Hospital, but some patients were reluctant to transfer to
Orpington Hospital. The needs and wishes of people
were taken into account in the development.

Access and flow

+ The hospital admitted most emergency patients
through the ED, meaning there was unpredictability in
the flow of patients. The MAC had been created to deal
with some of the pressure this created and there were
several pathways for patients requiring medical services,
either through MAC, the acute medical unit (AMU),
directly to a medical ward, or a combination of these.
This provided flexibility for the service, but resulted in
several moves for some patients through their
admission.

« The creation of an ambulatory care area had increased
the ability to prevent a hospital admission, but some
patients highlighted the fact they were asked to attend
at 9am and waited for extended periods before they had
their investigations/treatment, resulting in a visit which
lasted for most of the day.

« There was a clear bed capacity escalation plan to
ensure optimal management when bed capacity was an
issue. A RAG rating (red/amber/green) was used to
identify the level of escalation and roles and
responsibilities of staff were clearly defined. The plan
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had to be putinto action during the inspection and
operational managers provided support to wards to
facilitate the discharge of patients who were delayed for
non-clinical reasons.

We found there were 19 patients who were not placed in
the appropriate specialty ward (outliers) on one day of
the inspection. Two of these were placed on a surgical
or gynaecology ward, while the remainder were placed
on specialty medical wards, such as haematology or
renal wards. We were told this was not an unusual
situation. As a result, some consultants had patients on
several wards and some wards had patients for up to
five consultants, creating logistical issues in the timely
review of the patients. However, we saw there were
arrangements in place to ensure patients were seen by
their own specialty consultant on a daily basis.

We observed board rounds and found them to be
effective, with input from different members of the
multidisciplinary team. Expected dates of discharge
were discussed and patients’ progress assessed.
Medical services were achieving the national target of
treating 90% of patients within 18 weeks of referral in all
specialties except gastroenterology, where they
achieved 87.3% (April 2013 to November 2014).

The average length of stay was longer than the England
average in non-elective general medicine and
cardiology. The challenging local demographics were
felt to contribute to this in general medicine and in
cardiology the complex case mix (the hospital provided
a highly specialised tertiary service), was also a factor.
Discharge summaries were sent to family doctors (GPs)
electronically.

Meeting people’s individual needs
« The hospital was working with a local charity which was

based on the acute medical unit (Oliver Ward); and they
were providing support to vulnerable people following
discharge. They provided help with shopping, collecting
prescriptions, signposting people to other services, and
contacting social services or the housing department,
when required. It was not available to people with a
history of violence or challenging behaviour. Staff told
us they usually saw approximately 40 people a month.
Alearning disabilities liaison nurse sitting within the
adult safeguarding team was able to provide advice and

support to staff when caring for a person with a learning
disability. They encouraged the use of the ‘This is me’
documentation to help communication about the
person and their individual needs.

We saw a side room had been converted to an
adolescent room with age appropriate furnishings and
activities on the haematology ward (Davidson Ward) to
cater for the needs of younger patients.

In order to ensure people over 75 years of age who were
not placed on a specialist care of the elderly ward
received appropriate support, a King's Older People's
Assessment and Liaison (KOPAL) nurse reviewed all
patients who were over 75 years old on a general or
acute medical ward. They also provided dementia/
delirium support for general nurses and facilitated
admission to elderly care wards.

Staff told us they were able to access a telephone
interpretation service or face-to-face interpreters when
patients were unable to understand or communicate in
English. However, two staff we spoke with said they
would only use an interpreter if the person did not have
a relative to interpret for them.

At the time of the inspection, there was a patient on the
medical assessment centre who only spoke Mandarin.
There were several references within the patient’s
records that reliance had to be placed on the
information obtained when the patient’s relative was
present on admission as further information could not
be obtained from the patient. No consideration had
been given to obtaining an interpreter for the patient.
This meant the patient received little information about
their progress and they could not contribute to the
ongoing assessment of their condition.

The trust told us they had a leading edge dementia
ward to meet the needs of people with dementia.
However, we were not able to see this in action as the
ward was affected by the winter vomiting virus
(Norovirus) during the announced visit of the inspection.
The hospital used a cook chill system and patients were
able to choose from the full menu each day, providing a
wide range of choices. Menus were available in Braille
and other languages. One patient said, “There is a lot of
choice and it looks lovely on the menu, but it is hospital
food. After three weeks it’s difficult to choose
something.” Another patient receiving chemotherapy
said they were able to choose from three menus:
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normal, cultural, and additional snacks for
chemotherapy patients. They said the choice was very
good, but it was not explained to them and
communication was poor.

Patients with liver failure had a special diet and had
supplements prescribed. There was good access to a
dietician when required.

Following feedback from a recent ‘How Are We Doing’
patient survey, one ward manager told us of the steps
they were taking to reduce noise at night.

Learning from complaints and concerns

We saw leaflets on how to make a complaint and about
the PALS, that were in the information leaflet racks on
each ward. One of the patients we spoke with said they
knew how to make a complaint and had been given a
leaflet on admission to the ward.

Staff told us they tried to resolve complaints and
concerns at the time wherever possible. They told us
they received feedback about complaints and the
learning from them.

A consultant described learning from a complaint in
endoscopy. As a result of the complaint, they had
worked with endoscopy user groups to explore the
issues and now ensured patients were asked what
signal they would like to use to alert staff if they wanted
their procedure stopped.

The matrons were responsible for coordinating
complaints responses for their areas and had
undertaken training in communication led by an
external trainer. This was received very positively.
Recently, medicine had moved towards telephoning
complainants and offering more family meetings, as
personal contact with the complainant helped to
resolve issues and was viewed positively by
complainants.

Performance in respect of complaint response times
was variable in trauma, emergency and acute medicine,
across all sites. We discussed this with the head of
nursing and they identified the importance of ensuring
there was input from all the professions involved and a
response which met the complainant’s needs.

Good ‘

There was strong leadership and management within
medical services. Managers were visible and approachable.
There was clarity of direction for the future and strategies in
place to define this. The opportunities and challenges for
the service were recognised and there was an enthusiastic
and committed approach to addressing these.

Governance structures and processes were in place and
there was evidence of a commitment to continuous
improvement.

Vision and strategy for this service

«+ Thedivisions within medical services had developed
five-year strategies prior to the start of the new financial
year. The strategies included further developing cross
site and working with the Princess Royal University
Hospital for acute medicine and working with other
providers and community services in each of the
divisions. The strategies included a commitment to
further improve and extend seven day working.

« Staff were aware of the work carried out to define the
trust’s values and of the broad aims but found it difficult
to articulate the specific values.

Governance, risk management and quality

measurement

« Aclinical governance structure was in place in medicine
and staff felt it was effective. Each division held monthly
clinical governance and risk meetings. We reviewed the
minutes of three of the meetings and saw there was
good attendance from the multidisciplinary team.
Adverse incidents, infection control indicators
performance indicators and patient feedback and/or
complaints were reviewed.

« We saw evidence of a robust approach to root cause
analysis being undertaken in response to serious
untoward incidents. We reviewed three root cause
analysis reports. There was a detailed analysis of the
causes and contributory factors. Actions to prevent
recurrence were identified and action plans putinto
place. Reviews had been completed to examine
progress against the action plans.
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+ We heard about the work being done throughout
medicine to reduce falls. This included review of staff
breaks, increasing staff presence in the bay areas, and
reducing clutter.

« We saw the risk register for the medicine division dated
February 2015. Each risk had the ‘RAG’ rating, controls in
place, the review date and the risk owner.

« The medical wards had quality performance
information on display. This included an infection
control scorecard and performance in the patient
feedback survey. We saw evidence of a report for each of
the wards bringing together information on their
performance in relation to a range of indicators of
quality and throughput.

Leadership of service

+ Agood structure was in place to provide support to staff
at ward level through the ward manager, matrons,
deputy head of nursing and head of nursing. We saw
good communication structures were in place to ensure
staff were involved, and aware of the priorities and
developments within the service.

« Staff said managers were supportive and approachable
and when they raised issues they were listened to and
their concerns addressed. The exception to this was on
Cotton Ward, where staff said they had raised their
concerns about staffing, skills mix and training at a
number of levels, but they did not feel their concerns
had been addressed.

« Staff said the director of nursing visited their ward once
or twice a year but they were not aware of visits from
other board members.

+ Medical staff were also positive about the support they
received from their senior colleagues and peers.

« Ward managers and senior clinicians were visible on the
frontline and closely involved with problem solving and
the smooth running of the service.

Culture within the service

« Staff were proud to work at the trust and talked about
the reputation of the trust for the provision of leading
edge services. They said there was an open and
transparent culture where people were encouraged to
report incidents and where the emphasis was on
learning from mistakes.

+ We found staff were enthusiastic and committed to
improving services for patients.

+ There was an emphasis on the “King's way” of doing
things and on effective team working. Staff felt valued
for the contribution they could bring to the overall care
of patients.

Public and staff engagement

. Staff we spoke with were knowledgeable about the
plans for their service and the trust as a whole. At a
meeting we held with the directorate management
team including consultants and other professional
leads, it was clear there was ownership of the issues
facing the trust and a recognition of need to work
together to take the service forward,

« The consultants we spoke with identified the
challenges, which the trust had faced in merging with
the Princess Royal University Hospital and said this had
stretched human and financial resources, but overall
they viewed it positively and identified the
improvements at the Princess Royal University Hospital
that had occurred as a result.

« The comments and results from feedback surveys
completed by all patients prior to discharge were
reviewed at governance meetings and used to identify
changes needed.

Innovation, improvement and sustainability

+ An extensive research programme has been developed
in cardiology with participation in international,
national and local research projects being undertaken.

« The stroke service were early adopters of the use of
intermittent calf compression to reduce the risk of deep
vein thrombosis (DVT).

« Aproject to reduce errors in medications at the point of
discharge was initiated by pharmacy. A baseline audit
had been carried out and there were plans to introduce
a checklist for nurses to complete to identify if this
brought improvement.

+ There were pioneering specialist services in
neurosciences, liver and haematology.
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Safe Requires improvement
Effective Good
Caring Good
Responsive Requires improvement
Well-led Requires improvement
Overall Requires improvement

H H nursing documentation. We observed staff interaction with
Informatlon abOUt the service patients and general activity in all areas. In addition, we
reviewed formal documented information supplied to us in

King's College Hospital Denmark Hill Site is part of the
& & Y . respect to meetings, audit and duty rotas.

King’s College Hospital NHS Foundation Trust. Located in
South East London on Denmark Hill and serving a
population from London's inner city of 700,000 in the
London boroughs of Southwark and Lambeth. The hospital
is recognised internationally and nationally as a centre of
excellence for treating patients with liver problems. The
trauma and orthopaedics service is a tertiary centre,
accepting complex referrals from surrounding areas.

The surgical directorate is divided into liver, renal and
surgery division and theatres are part of the critical care
and diagnostics division. There are nine surgical wards
providing 199 surgical beds, 18 theatres and associated
anaesthetic and recovery areas. There is a separate
standalone day surgical unit with seven theatres. Surgical
specialties include: neurosurgery, trauma and orthopaedic,
cardiothoracic and maxillofacial surgery. Liver
transplantation also takes place.

We visited a number of surgical areas, including: Katherine
Monk Ward (general surgery), Kinnier Wilson Ward
(neurosurgery), Coptcoat Ward (short stay surgery), Trundle
Ward (general orthopaedic and maxillofacial) and Matthew
Whiting Ward (orthopaedic and general surgery). We also
visited preassessment, the day surgery unit (DSU) and
operating theatres.

We spoke with 19 patients, which included general surgical
patients being cared for on Brunel Ward and Cotton Ward.
We spoke with 32 staff from a range of roles and grades and
reviewed 14 electronic patient records and associated
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Surgery

Summary of findings

Referral-to-treatment times were not being metin a
number of surgical specialties. Surgical procedures were
sometimes cancelled and not always rescheduled and
undertaken within 28 days. Theatre utilisation was not
always maximised and there were cancelled procedures
and delays in arranging surgery within expected
timeframes. Patient flow through the surgical services
was limited by availability of beds linked, at times, to
delayed discharges.

Staff had not been able to complete all the required
mandatory training, which supported the delivery of
safe patient treatment and care. There was a lack of
understanding regarding Mental Capacity Act 2005 and
Deprivation of Liberty Safeguards. The recording of
required safety checks for surgical patients was not
always completed to a consistent standard.

There were good arrangements in place for reporting
adverse events and for learning from these. Staffing
arrangements in surgical areas were managed to ensure
sufficient numbers of skilled and knowledgeable staff
were on duty during day and night hours.

Consent was sought from patients prior to treatment
and care delivery. Consultants led on patient care and
there was access to specialist staff for advice and
guidance. Procedures were in place to continuously
monitor patient safety and surgical practices and
patient care reflected professional guidance.

Surgical outcomes were generally good and results were
communicated through the governance arrangements
to the trust board. Patient experiences were positive
with regard to the treatment and care by doctors, nurses
and other staff.

Surgical staff spoke positively about their departmental
leadership and felt respected and valued. Staff were
generally aware of the trust’s values, but had not been
made aware of the strategic plans. Staff reported the
surgical directorate as being a good place to develop
their skills and expertise.

The governance arrangements supported effective
communication between staff and the trust board. Risks
that had been formally identified were continuously

reviewed and discussed. The trust board was informed
and updated with regard to service delivery and
performance. The views of the patients and staff were
sought in respect to improving and developing services.
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