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backlog exists in all Divisions. Clinical engagement with the mortality
reviews is suboptimal and there has been too much focus on process.
Meaningful learning from deaths is therefore compromised. The high
mortality indicators reflect a series of process failures and the planned
actions will help the organisation to take appropriate corrective action.
Assurance over the mortality review process remains limited.

Risk

Key Risks

Continue to have raised mortality indicators and fail to understand why
and therefore fail to take appropriate corrective action.

There is no specific risk related to mortality on the corporate risk
register or included in the BAF however this review links to several
quality and safety risks included on the register and connected to the
BAF:

Risks: 1, 2, 3, 4, 5, 10, 12

Assurance

There were low numbers of avoidable factors related to mortality
identified and no specific cases requiring escalation.

There are however concerns raised regarding aspects of care of acute
patients.

Assurance level

Significant | x | Moderate | |Limited | [ None |

Financial Risk

To be included in the business case to support the medical examiner
role and mortality review process.
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1. Introduction

1.1 Background

Worcestershire Acute Hospitals NHS Trust (“the Trust”) operates three main sites, the Alexandra Hospital in
Redditch, Kidderminster Hospital and Treatment Centre, and Worcester Royal Hospital in Worcester. The Trust
employs nearly 6000 people (as well as some 800 volunteers) and caters for a population of 580,000, providing
a range of mainly secondary DGH services. I{s turnover is in the region of £400 Million. The Trust is one of

13 nationally, which have been selected to join the NHS Leadership for Improvement board development
programme. IQ4U were invited to conduct an independent review of the Trust’s governance processes

in connection with mortality between June and September 2019. This was in response to performance
concerns, adverse deteriorating mortality statistics and adverse CQC reports, culminating in NHSI Enforcement
Undertakings for Quality (overall rating of “Inadequate”), Operational Performance (A&E and Cancer waits) and
Financial Performance (control total variance) in May 2019.

1.2 The 1Q4U team

The team was led by Professor Mike Bewick and included Dr Rebecca Mann, Moira Angel, Wendy Cookson and
Giles Peel.

1.3 Methodology

IQ4U’s approach is to use its medical, nursing and governance expertise in a review process which analyses

a large sample of mortality reports (we have examined some 225, 150 in the 18/19 and 75 in 17/18, which
approximates to 10% and 5% of deaths in each year) and then cross referenced these with information gathered
atinterview and from observations of the Trust in action. The interviews ranged from board to ward and
included a large section of clinicians and nurses as well as directors.

1.4 Timelines

The provider, 1Q44, was originally commissioned to undertake the review in June 2019. A start date of early July
agreed with a provisional meeting being held on the 16th June between Mike Bewick and the medical director. A
provisional timetable was then agreed starting in early July with completion date of the second week in August.
The agreed review period was of deaths in 2 consecutive years 2017/18 and 2018/19. The interviews were carried
out throughout July and the data downloads and analysis in the later part of July ahd early August. There was

a shight delay in receiving emergency department data and this resulted in a moderate delay of a draft report in
mid-August The report will be considered by the Trust and any corrections or amendments made prior to the
Trust Board meeting on the 12th September 2019. Following on from the Board it is anticipated there will be a
stakehotder group event where the findings are discussed at a meeting chaired by the NHSE/ medical director.

v

2 Documentation studied

2.1 Board structure and reporting

The Trust enjoys a conventional, if somewhat complex governance structure, with a number of board
committees; Quality Governance, Finance and Performance, Remuneration & Terms of Service, Audit and
Assurance, People and Culture and Charitable Funds. The Trust Management Executive reports to the Board and
I1s responsible for a number of management committees.

2.2 Board sub-committees overseeing mortality and morbidity issues

At management level (1 e. with no NED involvement), a Mortality Review Group (clinically led) assesses detail
before reporting upwards to the Clinical Governance Group and then on to the Trust Management Executive.
Reports are then provided by the Executive to the board level Quality Governance Committee, chaired by a NED
and this finally reports to the Trust Board.

2.3 Internal reports and audits of mortality

2.3.1 The Trust has received regular updates at Board from the QGC of current mortality and morbidity
concerns. The board has also received, recently, a report from its former medical director on deaths
in respiratory medicine. We repart in part 2 their findings and discuss them in the context of the wider
mortality review. ’ .
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2.4 Medical leadership and the system of ‘Medical Examiners’

2.4.1 Medical leadership. The Trust has a traditional medical hierarchical structure led by a Chief Medical
Officer (CMQ). There is a divisional structure with divisional medical directors in post. These are seen to
work well. A deputy to the CMO leads on mortality , supervising the “learning from deaths” process and
is responsible for the recruitment, training and oversight of the medical examiner system. There has
been significant flux in the post of CMO and the interim currently in post will hand over to his successor
in August 2019. Despite this there has been progress in recruiting and rolling out of the medical examiner
system.

2.4.2 The concept of the medical examiner role has developed relatively recently nationally and, it is as yet
still evolving as an important and new function within trusts. It bridges the gap between the reporting/
registration of deaths, the coronial system and a trust’s own governance when interrogating the causes
of deaths. It has a supportive role in assisting young doctors in recording the cause of death, coding of
deaths and agreeing cases appropriately referred for coronial review.

2.4.3 The Trust, through one of its deputy medical directors has developed a supportive process to engage
now 5 ME’s across the WRH and Alexandra Infirmary sites. Each is allocated one half day a week (1 PA).
We were told that most of the time was spent supporting the death registration process in cooperation
with the bereavement office. While structured judgement reviews are undertaken there is still a
significant backlog (we were told over 800 cases).

2.4.4 Through our interviews with medical staff we were told of several different review of deaths processes.
Each of the two emergency departments undertakes its own review, each death being reviewed within
48hrs of death. ED deaths are not included in hospital mortality statistics but are useful to the Trust when
reviewing factors which may influence mortality. The ED consultants are proud of their internal audits
into deaths, but unsure how this data is used within the trust. The critical care team receives external
validation of deaths under their care where mortality is generally low. Here again, staff were unsure if
the data was utilised by the Trust at its various quality committees. Cardiology also undertake monthly
mortality reviews (as well as external speciality specific data from NICOR) and these have led to improved
learning especially in heart failure and the appropriateness of an ‘end of life’ diagnosis. We understand
that this learning may not be viewed or used to inform other clinicians who may have to manage similar
patients when admitted acutely. Finally, there is the ME review system itself. Monthly meetings for all
ME'’s are often poorly attended. ME’s as a group report via the ‘learning from deaths group’ to the quality
governance committee. The various divisional M&M groups also report there and the view from most
clinicians was that the work was in silos and not joined up.

2.4.5 The lack of a coherent strategy in learning from deaths, and how it fits in with the Trust’s overarching
quality process, is seen as a major reason, by clinicians {including senior nurses), of the lack of progress
in understanding how mortality issues can be better understood and acted upon.

2.4.6 Arecurring criticism of the current ME process was the lack of time to evaluate deaths, through the
SJR process, in a timely and comprehensive way. A second theme was the lack of leadership of the ME
team to deliver a coherent narrative on the factors causing excess deaths in the Trust Many clinicians
were agreed on what may lie behind the increased mortality statistics, but these weren’t reflected in the
mortality groups outputs, thus far. i

2.4.7 The ME system is new and there has been an emphasis on improving engagement and the skills required
to deliver the process. Itisn’t unique in the UK for this system to be under developed and unlike some
trusts, recruitment of ME's has been reasonable. The Trusts medical leadership is aware of the challenge
and changes to make it a more effective system are planned.
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3 Interviews with key members of staff

3.1 Clinical staff

3.1.1 |In part 2 of this review we report in more detail the views of clinicians on the clinical and mortality issues
affecting the Trust. We summarise here the comments relating to how the Trust oversees the mortality
issues.

3.1.2 Allclinicians felt more confident in the new management as they were more visible and interactive with
them.

3.1.3 All were concerned that the issues of patient flow and development of effective oversight/governance
was as yet not in place. While flow alone doesn't explain all of the increased mortality issues, all felt it
impacted on safe care.

3.1.4 Most consultants we interviewed did not feel governance structures were robust in monitoring the
causes of death and how the learning from deaths process is used to inform best practice. They also felt
there is a disconnect between the former established ‘mortality and morbidity’ review, serious incident
reviews and the new ME ones. Working in silos was still considered to be a factor

3.1.5 The senior nurses that we interviewed felt that there was good evidence that reducing harm through
their review processes had worked well and that this was consistent across both acute sites. This was
not the case for their medical colleagues, where culture and working practices has inhibited progress in
understanding key 1ssues affecting mortality

3.1.6 The structure of reporting to the QGC has yet to adapt to the ME process, and clinicians are concerned
that learning from mortality reviews are not informing the Trust of its risks.

3.2 Executive and non-executive members of the board

3.2.1 Ourinterview with the chief operating officer (PB) covered governance systems. The strategic nature of
the BAF and the reporting of associated risks has become the main oversight document and process for
the trust.

3.2.2 Reporting to the Trust Board lacks detail but NEDs’ comprehension and knowtedge came from their
membership of the various board committees.

3.2.3 The Chair expects the committees to do the majority of the detail, leaving the Board free for higher and
overall functionality at the Trust. The model was therefore that assurance was provided upwards (rather
than demanded by the Board).

3.2.4 NEDs are not as involved with the Trust as could be expected and were not regularly walking the wards. It
is important that such a programme is quickly re-established.

3.2.5 The COO believes that there has been a normalisation of the lower standards of care associated
with prolonged stays in the ED and associated corridors. The Trust is committed to reversing this
unacceptable situation.

3.2.6 Improvements are required in the board'’s ability to ensure oversight of clinical governance. Currently,
there isn't a cycle whereby all management committee papers came via the Trust management
executive, before going to board committees. The one exception, due to timing, was the QGC. This policy
was important in ensuring cohesive information going to NEDS, in a timely manner.

3.3 External (CCG); we interviewed the Clinical lead for mortality, Dr Clare Marley.

She attends the monthly mortality meetings and also the combined quarterly joint meetings between
secondary and primary care mortality groups. She has had personal experience of being treated within the trust
as an acutely ilt patient and is personally aware of the challenges in the acute pathway. She reported:

3.3.1 The cuirent acting CMO and mortality lead have improved the process of mortality reviews and raised it
as a majorissue within the Trust. :

3.3.2 Thereis less ‘buy in’ and ownership of the issue by consultants and middle-management.

3.3.3 The medical examiner system is under resourced and governance of meetings is poor, The monthly
meetings are poorly attended, short and not strategic It is estimated that the Trust requires 12PAs of
medical time and currently allocates only 6 per week.
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3.34

3.35

3.3.6

The Trust's high mortality is often put down as due to a significant number of deaths occurring in
hospital that should have been managed in the community. The CCG's own data suggests that this may
be questionable but accepts that a combined audit of deaths within 48hrs of admission may be a helpful
next step.

Concerns over combined mortality data from the 2 acute sites. There is a perception that despite acute
services being on both sites that they run as a hot/cold site and that single site mortality data would
be useful.

Clinical concerns triangulate with the ones reflected by staff at the Trust and include;

+ ED unable to cope with surge

« Poor senior review of ill patients in a timely fashion

- Despite use of NEWS scores, prioritisation of the severely unwell or deteriorating patient is not adequate

= Deaths due to respiratory infection are still an issue and the recent review was in her view; not acted
upon and providing false assurance to the board.

. Lack of ownership of the mortality issue by DMDs and many of their consultants.

3.4 NHS Improvement staff within the Trust

34.1
3.4.2
343

3.4.4

3.45
3.4.6

Staff from NHS Improvement, embedded in the Trust, were interviewed.
They reiterated the findings of the CQC and confirmed that the Trust was in special measure for quality

Their concerns were with medical engagement and this had been most apparent in the poor
attendance at the mortality review group. This was judged to be symptomatic of a wider lack of medical
engagement. This causes limited ‘buy-in’ from doctors for any changes suggested by the various quality
groups and follow through of policies is often difficult to implement

The quality governance committee hasn’t yet given assurance to the Trust Board that issues relating to
mortality {and other quality issues). The committee has recently been substantiatly added to with the
appointment of a new NED. The committees care is effective but until now lacked support from a strong
medical leadership team

Pace of change is generally very slow in the Trust, much is agreed in principle but not implemented.

NHSI is concerned that there is no grip on the significant risks especially in acute care. The recent CQC
visits in January 2019 supported this view. The principal reason is that the medical staff are not yet on
board. This cross- references with the views of some of the medical leadership who believe that while
flow difficutties for patients is an outcome it is working practices within the Trust which need to change.

3.5 Coding staff

3.5.1

3.5.2

3.53

3.54

The Trust is in a state of transition in validating its coding accuracy. The coders report that notes are often
very unclear both in general and specifically in determining ‘end of life’ diagnosis.

The coding department links in with the mortality review groups and this is resulting in improved coding
accuracy. .

The coders when reviewing notes have concerns over the number of hospital acquired pneumonias
(HAP). We were told by clinicians that coding issues explained somewhat the increased mortality related
to sub-cutaneous infections. This was disputed by coders who believe the current coding to be accurate
in this.diagnostic category.

The ED said the Trust is aware that another consequence of poor flow through the ED is a significant loss
of codable income for the first long patient stays in the ED as they are not classed as inpatients.
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4 Observations

4.1 Current response to the CQC’s various inspections

We asked for the CQC action plan but was told it has been combined into the Trust improvement plan. This

is not a usual approach for a trust with an inadequate scoring as the Board and CQC usually want to see the
specific action plan and associated evidence. We also know that the Trust has had a ‘Welt Led” inspection in the
last few weeks and are awaiting the outcome.

Front line staff interviewed had a strong sense of what the CQC had highlighted and were clear about what they
had to put right. They were also clear that some things were not in their gift ‘to sort’ as they were dependent

on bigger decisions, for example about bed capacity, or decisions at committee or Board level Staff training
compliance has improved but does yet meet the required thresholds in all areas. The CNO has a good grasp of
the essentials but this is a whole executive team responsibility and it was not clear who else was monitoring ata
senior level

We also felt that inaident reporting and learning from investigations had improved.

4.1.1 Interms of concerns, the CQC patient survey published 20 June 2019, received responses from 544
patients at Worcestershire Acute Hospitals NHS Trust. Two areas stand out: A& E patients scored privacy
as worse compared with other trusts and the score for patients beingasked to give their views about the
quality of therr care, during their hospital stay was 1.3/10 and 1.9/10 for being given information about
their complaints

4,1.2 staff training needs rapid improvement. For example, the CQC's finding that ‘Safeguarding training was
out of date/not completed particularly in children's services and Mental Capacity Act tra ning in Adults
services. This was still being highlighted as a concern in the annual report received by the Board earlier
this year. This 15 of concern when reviewing mortality especially related to vulnerable people

4.2 The current governance system

We examined a large range of Trust documentatien including the BAF, the Corporate Risk Registers, strategies
and policies, together with a selection of Integrated performance reports. In reviewing these, we looked

for evidence of mortality 1ssues being raised or menitored, and the way in which the Trust then extracted
deteriorating performance issues and eonsidered these in the overall context of nisk

4.2.1 Strengths of the current governance system

The current system has been scrutinised repeatedly by NHSI, CQC and other independent organi ation , u has
Deloitte and the Good Governance Institute. This has provided a wealth of sensible and strategi adviceto the
Board and senior management, all of whom are thoroughly engaged. There is also a broadly new management
team in place, which is providing much needed oversight and direction after a period of considerable turno er,
gapping and instability at the higher levels of the Trust. The Board in particular now has some very senior and
nationally acknowledged management and clinical expertise amengst the Chair and NEDs, all of which is
creating a sense of purpose and drive, and an intolerance for mediocrity and poor performance.

4.2.2 Weaknesses and ri ks

The BAF 1s a comprehensive document which deliberately stays at a strategic level in its coverage. It links to the
Corporate Risk Register at east in terms of numeric references) and a broad range of topics are considered
However, it la ks detail. Examples of this that we found ineluded: -

- Only passing references to the Urgent Care Impravement Plan but no data on what key objectives were or
whether these are being achieved

No obvious definition of “robust clinical governance”
+ No metrics for hat constitutes “safe and efficient patient flow”

For a busy NED therefore, it seems hard to extract the right level of appropriate data to allow full scrutiny.
We also found it hard ta link the wealth of data in the Integrated Performance Reports to the Corporate Risk
Register. Elsewhere, the minutes of the various meetings have a tendency to report process rather than
reflecting NED challenge or harder edged consideration of risks (although we were reassured during our
interview with the Chair that meetings were usually robust and full of challenge).

Our view is that from a wealth of documentation, it was hard to form a picture of what keeps the Board awake
at night, and how effectively it was holding executive management to account in mitigating risks and improving
quality of care.
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4.3 Safeguarding

It is.our view that safeguarding practice is a good indicator of ensuring safety of the most vulnerable and
therefore gives some useful insights in to the way the Trust equips staff to protect patients.

We found that the Trust sets out a clear declaration on safeguarding as defined by the CQC
4.3.1 Areas of good practice:

Policies were in place and systems of reporting have improved. There is improved assurance to the Trust board.
All safeguarding team posts have been filled, providing expertise across the Trust. The Directory of training
includes a matrix for all safeguarding levels against roles within the Trust. The supervision policy is very good
and sets out a good model of practice and protected time for staff is to be applauded. Flagging on clinical
systems is now in place.

4.3.2 Areas forimprovement:

The Trust website could be improved to include the safeguarding team in the alphabetical list of services. The
safeguarding section is limited and not easy to navigate. The safeguarding policy is in place, but it does need
further updates to be more contemporary and have more comprehensive coverage of adult safeguarding issues

4.3.3 Areas of concern

Governance - The annual report 18/19 quotes ‘The Trust has moved from 'Limited Assurance to ‘Moderate
assurance’ which is acknowledged as a significant improvement mostly over the last 12 months. Demonstrating
the Trust has a grip on what the risks are and where to focus and these are reviewed at the Safeguarding
committee which is currently monthly. The Trust needs to move to significant assurance, but we noted BAF risk
2 - “if we are unable to deliver the outcomes of the quality improvement strategy then we may fail to deliver
sustained improvements resulting in improvements not being delivered for patient care and reputational
damage”. The mortality team suggest that this risk is very real not just for safeguarding.

Staff told us that they are concerned about safety and safeguarding in a crowded ED department. There is an
opportunity for Trust Directors to see the emergency department through a ‘safeguarding lens’ which may help
focus on improvements for a departmerit that see people at their most vulnerable.

The review of deaths did highlight some patients who had been referred to safeguarding but it was not always
clear how this offered more support to the patient themselves, the family and members of staff. The mentat
capacity assessment appeared to be used, but was not always timely or reviewed. This may be clearer to

the Trust clinicians via protected documents. We suggest that there is a deep dive in to both these issues to
establish the true picture.

4.4 Development of the medical examiner (ME) role and recommendations.

4.4.1 The medical examiner role and the processes that govern it are in the early stages of development and
implementation. There is a lack of breadth of ME appointees across the hospital specialities

4.4,2 There is significant leadership of the programme through a deputy to the CMO, but the intelligence
learned from mortality reviews has yet to influence the Trust in understanding avoidable factors that may
reduce premature death

4.4.3 Work is still to be done in cooperation with coders on how to develop a consistent and coherent process
for end of life decisions and diagnosis.

4.4.4 There are several simultaneous systems in place looking at deaths, while some of this is required by
external bodies, there is little integration or learning shared from the various streams.
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5 Recommendations

5.1 Recommendations for the Trust Board
The Board should:

« Continue to work on linkages between the BAF and Corporate Risk Register

« Demand-more linked reports from TME so that the Integrated Performance Reporting process actively
contributes to the assessment of risk by NEDs

+ Look for more comprehensive minutes from its various committee meetings, in order to demonstrate
challenge and oversight of performance

- Be sighted on the detail of evidence being collected against all the CQC areas for action and the priorities are
reflected in the board committees

5.2 General recommendations

5.2.1
5.2.2

5.2.3

5.24

5.2.5

5.2.6

5.2.7

5.2.8

5.2.9

CQC improvements need to be fed back to staff in a consistent manner

The CMO and CNO should develop a system of cross reference between the mortality judgement reviews
and CQC findings, especially about safe care and learning from serious incidents. This should help
further to develop professional curiosity when undertaking any future SJRs and increase learning.

The Trust should develop the learing from deaths process through the use of the structured judgement
review tool, an expansion in the capacity to do so is required. This is especially so for a trust with
continuing mortality issues.

The backlog of as yet unevaluated deaths (800+) should be processed and adequate resource allocated
to do so.

There should be a regular forum to share learning from all specialities investigating deaths in the Trust.
The current mortality review group only partially fulfils this role.

The newly appointed medical director must be given high level Board support in seeking to improve
engagement with clinicians, and to deal with resistance where it is occurs, in implementing new ways of
working. A review of the current divisional clinical leadership is advised.

Safeguarding training compliance has improved but it was very low to begin with and most of it still
does not meet the 90% compliance standard (only level 1 children) Medical and dental statistics show
that most improvement is still well below the target. We recommend that this continues to be on the
risk register and the board scrutinise rigorously. Many of the cases that we reviewed showed elderly
vulnerable patients receiving sub-optimal care.

The Trust must ensure all staff receive and complete their required mandatory training, including
safeguarding and Mental Capacity Act 2005 training and this should be completed in a timely fashion

The Trust must ensure all medical staff are trained to the required level of safeguarding for both children
and adults.
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Structured judgement reviews references

https://www.rcplondon.ac.uk/sites/default/files/media/Documents/NMCRR%20clinical%20governance%20
guide_1.pdf?token=AS-qWBcA

-hitps://improvementacademy.org/documents/Projects/avoidable_mortality/NMCRR%20data%20

collection%20sheet%20England.pdf

https://www.weahsn.net/what—we-do/enhancing-patient—safety/the-deterioratingfpz'atient/structured-mqrtality-
reviews/

Useful National standards documents

https //www.england.nhs.uk/wp-content/uploads/2017-/03/nq5-national-guidance-learning-from-deaths.pdf
https://www.cqc.org.uk/sites/default/files/20161213-learning-candour-accountability-full-report.pdf
https://improvement.nhs.uk/resources/serious-incident-framework/

https://www.rcplondon.ac.uk/sites/default/files/media/Decuments/NMCRR%20clinical%20governance%20
guide_1.pdf?token=AS-qWBcA

https://improvementacademy.org/documents/Projects/avoidable_mortality/NMCRR%20data%20
collection%20sheet%20England.pdf

https://www.weahsn.net/what-we-do/enhancing-patient-safety/the-deteriorating-patient/structured-mortality-
reviews/
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Appendix A
Worcester Mortality Review Part 2 June - August 2019

Terms of Reference

1 Background

Worcestershire Acute Hospitals NHS Trust is a large district general hospital operating out of 3 main
hospital sites in Redditch, Kidderminsterand the main site in Worcester. The Trust provides a broad range
of predominantly hospital based services. The Trust has in-patient beds at these 3 sites and at Evesham
community Hospital which is operated by the Worcestershire Health and Care NHS Trust. The Trust serves
a catchment population of approximately 600,000 from a mixed urban and rural community. The Trust has
been in quality special measures since December 2015, the Trust has been a national outlier for urgent and
emergency care performance, financial performance and has recently been noted to have persistently high
mortality rates and remains a national outlier.

As part of the wider quality agenda and to understand in detail the underlying factors causing raised mortality
at the Trust, the Trust CEO requested an external review of increased mortality rates and associated internal
governance processes. iQ4U has been commissioned by the Trust to complete this review.

The Trust is committed to developing a more rigorous approach to ‘learning from deaths), using a specific cohort
of cases to test the robustness of the existing review process and to learn any lessons regarding the quality

of care to patients. The Trust also welcomes external support to develop internal capacity and capability to
undertake timely and effective reviews of all deaths that occur in its hospitals including building capacity and
strengthening the role of ‘medical. examiners’

The Trust Board is seeking assurances that the care provided to patients is evidence based, safe, effective and
high quality or that there are robust systems and processes in place to identify where this is not the case so that
any remedial action is taken as required.

The reviewers will undertake detailed reviews of appropriate number of cases, randomly selected from the
preceding 2-years and undertake mortality and governance reviews of how deaths are analysed and responded
too within the organisation. Current practice will be reviewed, including the processes that trigger a mortality
review, and the subsequent report will indicate where improvement in processes and clinical care is required.
The review team will have suitable experience both in the analysis of deaths occurring in similar environments
and board governance at an NHS trust.

2 Scope

The review is designed to be retrospective and to focus on 150 patients who died whilst in the care of the
hospital in 2018/19 randomly selected from the following areas of clinical practice; elderly care; acute medicine;
acute surgery; paediatrics and elective care. If the initial cohort gives only limited intelligence ‘the consultant’
will request a further 75 cases i :

To assess thematic changes and trends a further randemly selected review of 75 patients who died whilst in the -
care of the hospital in 2017/18 will alse be completed. .

3 Methodology

3.1 Mortality Review Process

The objective of the review method is to use the Trust’s approach to learning from deaths to identify strengths
and weaknesses in the caring process from admission to end of life within the designated specialties. This will
provide information about what can be learnt about the systems where care goes well, and identify points
where there may be gaps, problems, difficulties or delays in the care process.

The review process will therefore:
- Be both qualitative and quantitative;

» Assess the quality of care and attempt to identify the factors that made care exceptional or deficient to provide
learning; and
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« Identify and define opportunities/themes for improvement.

The Royal College of Physicians (RCP) assessment tool will be used for the review. The RCP tool has been used
by the National Mortality Care Record Review programme in an attempt to standardise the way in which case
records of patients who have died are reviewed. The RCP tool uses a Structured Judgement Review (SJR)
approach.

The Trust will undertake duty of candour with regard to all cases to be reviewed and inform relatives in advance
that the case is being reviewed. It is expected that most if not all families would consent to the review of the
death of their relative. Where this consent is not given then data from such cases will be omitted but noted.
Where, following the SJR process, cases are identified where care was poor and that avoidable factors were
definitely present, families will be invited to discuss the care of their relative with a senior member of clinical
staff involved in their case and/or the Trust Chief Medical Officer.

Quality leads from the local CCGs and other key external stakeholders will be interviewed as part of the review
process.

All reviews and interviews will be completed by 8th August 2019.
Following which a written report will be produced which will incorporate:

+ Asummary of the Structured Judgement Reviews and how these relate to the standard “Quality Account”
approach {https://improvement.nhs.uk/documents/697/Detailed_requirements_for_guality_report_final pdf)

- A thematic analysis of the findings of the Structured Judgement Reviews will be provided describing:
+ Areas were care was exceptional;
» Areas where care coutd have been improved.

Recommendations for improvement will be reflected in the final report and where necessary during the process
of the review when significant and potentially live issues are identified.

3.2 Mortality Governance Review Process
The current quality governance structure in relation to mortality will be reviewed.

Asample of reports and minutes of relevant meetings at all levels of the quality governance structure will be
reviewed (including but not exclusive to ED Merbidity & Mortality meeting, governance meetings of Acute
Specialist Medicine Directorate, Division of Medicine & Integrated Care, Mortality Committee, Quality Committee
and Trust Board) ’

This element of the review will be completed by 19th August 2019

Awritten report witl be produced which will summarise the effectiveness of the quality governance processes in
relation to Mortality for:

- Identification of issues

+ Collaboration with CCGs to review post-discharge deaths within 30 days
- Evidence of learning

« Evidence of sharing of learning across the Trust

« Evidence of effective actions taken to address the issues

« Evidence that actions are embedded and sustained

« Reporting at both Divisional and at Organisational level

And will provide:

- Recommendations for improvement

« Where there is evidence of potential negligence or where harm may be repeated the reviewers willimmediately
inform the medical director or his deputy.

The reviewers will work closely with the senior clinical executive team to ensure that any ‘live’ issues are
escalated within 24-hrs.
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4 Stakeholder follow-up
Both reports will be presented at a public Trust Board meeting in September 2019

Following which a mortality follow-up meeting will be arranged for relevant stakeholders where the findings of
both reviews will be presented in late September 2019.

These timescales assume that the review work will commence on 1st July 2019 and that the reviewers are able
to access the necessary information to be able to complete all reviews and interviews by 9th August 2019.

Mike Bewick Director iQ4U Consultants Ltd
Dr Graham James, intenm CMO
Fleur Blakeman on behalf NHS Improvement

28th June 2019
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1. Introduction

1.1 Mortality review at Worcester hospitals.

At the request of the Ghief Executive Office and the Medical Director of the Worcester Hospitals NHS Trust in
response to'concerns over persistently raised hospital mortality rates, an extemal re ew wasrequested The
aims were(to understand more fully, though the review process, what factors lay behind the mortality data,

and the current:governance processesi place to oversee the Trust’s response to the service. his would

incl- de developing.an understanding of the 'learning from deaths’ process and the functionality of the medical
examiner' role Professo Mike Bewick, director of iQ4U Consultants was engaged to undertake the (eview with
the associates listed above. The resul  of hereportwill be fed back to the medical director and once the Trust
has formulated ts nit al response, to the wider stakeholde group, led by the medical director regionally for
NHSI/E  he review will use 3 separate processes

» The recognised ‘structured judgement reviews of 250 deaths over 2 years atthe Trust
« Desktop review of current Board and elinical governance processes
« Structured interviews with key staff from management.

Administration and linicians as o how the Trust learns from deaths and implements improvement within the
organ sation

1.2 changes and leadership

The Trust Board has gone through significant senior leadership changes over several years and in particular ove
the tast 18 manths Nationally prominent figures have been appointed as Chair and Non-Executive o icers The
new CEQ has consi erable expenence as an executive lead in other similar sized NHS.organisation and the new
Chief Operat g Officer has left a major teaching hospital recently to join the Trust. There is currently in process a
handover from an interim med cal director to a new long term appointment. The degree of change 1s s gnificant
an aresponse o the overall financiaf and operational 1ssues that have persistently affected the Trust fo many

years.

1.3 Context of recent regulatory commissioning environment

The Trust1s currently in ‘special measures' NHSI/E are concerned over the lack fimprovement in hospitat
mortality data and there 1s considerable pressure on the Trust’s leadership to improve. The las full CQC report in
2018 gave the Trust a rating of ‘nadequate’ with concerns in the 2 domains , ‘safe’ and ‘responsive’. As reported
below in section 3 current performance data shows considerable challenge to basic care within the Trust,
particularly in acute medicine.

2, Background details of the concerns at WRH

2.1 SHMI/HSMR at the Trust 2017/19

211 Data over the period March 16 until March 19 were available showing he HSMR/SHMI monthly trends
Thesearerepr uced in figures 1and 2 The Trusts overall mortality is significant! higher than most
similar Trusts n England with rates being above 35D's from the mean of 100 and almost constantly above
110. The most recent headline rates for HSMR an  SHMI are 112 5and 11 6 respectively Additionally,
and by way of dlust ation, figure 3 shows a typical funnel plot demonstrating the Trusts outler status in
terms of HSM

2.1.2 Crude mortal ty figures show a decline in total deaths as a percentage and these are also presented in
guresland

2.1.3 Peaksin death o - -ur during the winter months, consistent with national mortality data. Howeve there
have been concern thatd-aths in 2 areas have » een significantly more than expected and relevant to
winter deaths is the preponderance of respiratory infection. The rusthas loo ed at thisin some deta
(see below and tisimportant to identify that even with a reduction in deaths in the 2 groups of acute
bronchit s and pneumonia the Trust would still be an outlier .
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2.2 Internal studies . mortality

2.2.1 The rust's medical director led a rev ew of respwatory deaths n from2017 to July 2018 Thiswas
an analysis of a subset of all respiratory deaths coded to acute bronchitis and pneumonia. The total
appro mately 11 ofall deaths in the Trus  The study dentified many of the 1ssues that our awn study
will record later in the document, but important ones include delays in adm ssion with long waits in
the ED prior to spec alist-assessment, end of life issues not addressed before admussion, lack of use of
early warning scores to indicate deterioration in a smal number of cases The authors did notreport
any presence of avoidable factors in the deaths of patents,which e find unusual in the lightof the r
repo ed factoranal s. The author makes some pertinent points on the variation in numbers of deaths
across the study penod and the lack of variation across the 2 main acute si es. The paper also deserbes
the Trust's HSMR being normal if these 2 respiratary groups are excluded. Itis highly unlikely that all
deathsin these groups could be excluded on purely cod ng grounds. This would give the Trust Board
significant false assurance.
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We were also provided with total deaths per month/ peciahity over a 28 month perigd unt | March 2019
Sub analysis 1s difficultw ere numbers of de. ths are low, but when all medical specialties are included
(bu not ntical care or paediatrics) approximately 75% of deaths occur in these medical specialities
{3264 4328). Un urpnsingly mostof the factors explaining raised mortality will be found in this group.
Surg cal deaths account for less than 10% of all deaths

Intensive care we receved repo  of audits of death from cntical care and a further study on mortality
related to times of discharge. IGNARC data at bothsites report low mortality rates betwee 0.85 and

086 Theunitsare otoutlters fr-m similarunits nationally We were also presented with - dence

of differential death rates according to time of discharge from enti al are  hese show a doubting of
mortality when patients-are discharged during the times 22.00 until 07 00 This s signif cant and requires
further consideration by the Trust.

2.3 Learning from Deaths processes and the Medical examiner role processes .

231

23.2

233

234

235

We have descr bed this in more -eta lin part L of our report. he proces isled - the-deputy CMO who Is
the mortality lead for the Trust. He has recruited 5 medical exa ners, who each receive 1PA of their time
to support the process. ey are responsible for death cer ification, coromial referrals and learning from
deaths through analysis of all deaths at the Trust There 1s less time for the latter agtivityand this has led
to a backlog of ove 800 deaths for review

Aswe notein part 1 of our report ther - are parallel processesiin pla -e in specific departments analysing
deaths Somesu h as those in critical care, neonatelogy and cardio ogy, are part of national data sets,

others are departmental in biatives such as in the emergency department. .

The use of the structured judgement re  ew {SJR) tool of deaths at the Trust, is the prineipal
methodolagy to capture lessons learned from deaths, The findings are fed back te a monthly mortality
review group (MRG) and reported to the quality governance commuttee (QGG), a sub- committee of the
Trust Board .

We were told tha the attendance at the monthly MRG was varizble but poor. @ne of the Issues is ime,
but an additional factor may be that all 5 MEs are from the same department (anaesthetics). The
mortality lead 1s attempting to atiract doctors from other alinical disciplines to act as ME's to expand and
diversify the input

We have seen no significant Board response so far to the findings of the medical examiners, butitis a
new and as yet developing service
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2.4 Quality and reporting to the Trust Board

24.1  hepartlof Isstudy reports the governance and reporting systems within the Trust. We emphasise
the follow ngwhich we feel would help in how the Trust can improve its oversight of mortality dataand «
reporting. The Board should be provided with increased and linked management information to enable
it to hold executive managementto accountin a consistentway. Ways to achieve t is could include more
deta led nformation in the BAF and greater links between the integrated performance reportand risk
monitoring. The amount of challenge taking place from NEDs should also be more carefutly recor« ed in
the various sets of m nutes. Final y, Board members should re-introduce their programme of walk rounds
without delay to allow them to form the most-accurate p ture of what s happening in the Trust.

2.5 Other factors influencing mortality (external)

25.1 We have concentrated on deaths in the Trust and the care receved from the point of entry into it. Many
patients who die in hospital, or shortly after discharge, haveco  plexand often irreversible iliness. We
have highlighted elsewhere in our work that many patients admitted have irreversible illness and that
decisions on whether to admit and what leve! of intervention 1s appropriate are often poorly recorded.

he recent development of a system w de review of vulnerable patients the Respect programme) may
help address this Often inadequate information on end of life issues results in extensive investigation
and resuscitation which is inappropriate and delays referra to an end of ife pathway.

3. Demography context

31

Worcestershire Acute Hospitals NHS Trust provides acute healthcare services to a population of around 580,000
in Worcestershire and the surrounding counties and has a turnover of £400m it was established in April 2000
and provides a service across ve s tes: Worcestershure Royal Hospital, Alexandra Hospital; Kidderminster -
Hospital and Treatment Centre; Evesham Gommunity Hospital; and Malvern Community Hospital. The Trust
provides a range of elective, non- elective, surgical, medical, women's, children’s, diagnostic and therapeutic
services, rehabilitation services, including stroke services and cardiac stenting

3.2

he Trust's catchment population is both growing and ageing Both the male and female population show a
projected increase by 2025 which is especially apparent in the 75-79 age range, although proportionally the
projected nse in the 90-plus age range ishigher. The forecast increase in numbers of ofder people s due to
increased life expectancy resulting in greater numbers of older people, particularly females, surviving to very old
age (ONS, 2010) From national statistical data, the number of older people with dementia is expected to double
in the next 20 years Of note, therate o population growth is greatest in the very old age groups who present the
greatest requirements for 'substantial and critical’ care. Worcestershire has proportionally a greater number of
resident older people than the nation in general.

33

The Trust's catchment population extends beyond Worcestershire itself, as patients are also attracted from
neighbounng areas including South Birmingham, Warwickshire, Shropshire, Herefordshire, Gloucestershire and
South Staffordshire This results in a catchment population which varies between 420,000 and 800,000

3.4
In 2018, the Trust cared for 231,448 (40% of the Worcester population) This is broken down into

+ 156,160 AXE attendances
152,712 inpatients

+ 641,486 outpatients
+5,261 births

3.5

In fate Octobe 2015, the obstetric and neonatal services were deemed no longer sustainable at Alexandra
Hospital and in November 2015 these services were centralised at Worcestershire Royal Hospital. In September
2016, the paediatnc inpatient service was centralised on the Worcestershire Royal Hospital site.
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3.6

The Trust employs 5,283 staff, 324 doctors, 283 consultants, 1,464 nursing staff, 364 AHPs, 253 midwives/
midwifery support warkers and 2,595 other staff (March 2019).

All staff turnover was 12.42%, vacancies 12.15%, sickness absence 4.27% - all worsening posit on - Consultant
appraisal rate was 839, and job planning to 93% (May figures, uly 2019 Board papers)

3.8 ’
Performance for May 2019, for the 95% 4 hour standard was 77.28% (95%), with large numbers of patients
waiting longer that 12 hours from decision to admit {51 more patients than in April). Also 781 patients spent
time on the corridor in April and the average time spenton e corridor is around 274 minutes. Other key
performance metrics were 2ww (all) 82.27% (93%), 62 day (all) 72.92% (75%) and DMOL 7.26% (99%) (July 2019
Board papers).
3.9
The Trust s part of the Herefordshire and Worcestershire STP.and covers 800 population. It is the largest acute
provider in the STP foot print. Other organisations in the STP include:

Worcestershire County Council
« Redditch and Bromsgrove CCG NHS

South Worcestershire CCG NHS

Wyre Forest CCG NHS

Worcestershire Health and Care NHS  rust (the main provider of community, specialist primary care and
mental health serv ces)

4 Primary Care Collaborations

Herefordshire Council

Herefordshire CCG NHS ) .

Wye Valley NHS Trust (part of the Foundation Group offering community and  ospital care including an ED)

2gether NHS Foundation Trust (provides:specialist mental health and learrung disability services to the people
of Gloucestershure and Herefordshirg)

« Taurus GP Federation

3.10

The other acute provider s Wye Valley NHS Trust, which provides healthcare services at Hereford County
Hospital in the aity of Hereford, along with a number of community services for Herefordshire and its borders It
is the smallest rural Distnct General Hospital in England, with an annual turnover of around £180 million, with a
workforce of around 3,000, serving a population of 180,000

4. Design of the mortality review

4.1 Study periods and comparisons
411 Wecompared data from 2 cohorts, 150 deaths from he year 18/19 and 75 from the previous year These
were randomly chosen.
4.2 Use of standardised investigation tool, SJR, evidence and prior experience
421 Astandardised template was used that included:
- Patient Demographics  background data
Adescription of the patien 's clinical course
4.2.2 Evaluation used the following domainsw en assessing quahty of care:
« Admission and Initial Management
Ongoing care
Care duning a procedure (if applicable)
Penoperative care (if applicable)
End of life care
Overal care and evaluation of medical record
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The care was graded foreachd main as:

Very poor

Poor
» Adequate § Good
« Excellent
42.3 Anassessmentof avoidable fa tors of death using the criteria below with associated descriptors for

guidance

1=Dehnitely avoidable factors present
2= Strong suggestion of avoidable factars
3=Probable presence of avoidable factors
4 =Slight possibility of avoidable factors
5=No evidence of avoidable factors

4.3 Investigators and benchmarking

431 The caseswereanalyzed by MB and RIM with additional comments from WC and MA There are few
accepted benchmarks for mortality studies in the literature, but based on our own and published data
we are able to compare the Trust’s data with those from similar Trusts in the UK The team agreed at the
beginning of the case review process critena and assessments standards and we constantly look to the
commentary and assessments given to ensure consistency

4.4 Limits to current review

4.4.1 Thisis a modest cohort from across many specialities. It will be possible to look at sub analyss but as
the numbers become smaller, thematic generalisation will be less valuable The data produced gives
pointers to areas of concern in both the care given and on factors that may influence mortality Equally
valid are the qualitative data produce indicating areas of concern and good prachce.

5 Findings of the analytical component the review

The study findings are summarised in appendices B and C We also reviewed 20 senous incident reviews to
triangulate how the Trust utilises this process inits quality improvement processes. These are described in
Appendix D.

51 B

Descriptive sta stics thése are described in appendices B and C Highlights are the low incidence of avoidable
factors, less than for national benchmarked practice in the UK, and an overall bugh level of care with 96% of
patients receving adequate of above ratings. This is not sustained over all domains and in particula ongoing
care is significantly lower This reflects.on someof the key areas of concern in late diagnosis during prolonged
stays of care and long waits for-admission and assessment.

5.2 Comparative statist cs

§.2.1 220 cases have been reviewed ‘acrass 2 separate time periods. The data shows good comparability of
baseline demographic details, with the possible exception that the deaths were more clustered in the
winter months in the earlier cohort. Thisma represent a random sampling error or may be consmtent
with recent data suggesting across the NHS that winter pressures are now “year-round”.

5.2.2 The data also suggest that the length of stay of patients who died has increased. This dees merit further
review, and specif cally it would be important to see whether average length of stay for all patients cared
for within the Trust are increasing or decreasing with time.

5.2.3 SJRscores are remarkably consisten across the two time periods, and avoidability scores fit well within
the reported range of up to 10% of cases having some evidence of avaidability.
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53

Qualitauve data .Specific areas that were 1d - ntified included

531

53.2

533

5.3.4

53.5

5.3.6

53.7

538

5.3.9

Length of wa t in ED. 41% of the patients who died in ED were present in the department for mi re than
4hours On average, these patients spent more'than 12 hours n ED before they died, many receiving
carein the corridors The efforts of ED staff to minimise the effects of this were notable, with g- od
decumentation of care and comfort rounds and some patients being moved ont -« beds and into side
rooms befare they died. Even when reviewing the notes of patients who were admitted via ED and
ultimately died later during their inpatient stay the assessors were struck by the length of time patients
spent in ED, mostoften awaitinginpatient bed availability. It was common for patients to be admitted
via EDevenearly) thedayti eand stay there overnight before admission to the wards, even when they
wereclosetot eend of their lives. -

e prolonged stays in ED have clearly contributed to excessive workload on the ED staffw o delivered a
high standard of care Some of the scanned patient notes from a single ED admission totaled nearly 100
pages of scanned records. The em tand role of the ED nursing and m - «ical staff is hugely extended by
the difficuities the Trust faces in passage of patients through the system,

The assessors were struck by the approachesto nutrition and NGT f-eding in particular, which seemed
wide ranging In some cases it seemed that patients suffered poor intake for prolonged penods and were
in a poor nutritional status before NGT feeding was considered In other cases patients were made nit by
mouth earlyin their stay, NG feeding was commenced early but often with difficulty and repeated NGT
passage / difficulty confirming site of the tube, before later being removed to “feed atrisk”. In onecase a
patient who was receving End of Life care had her last rites read to her by her family priest and an NGT
passed {unsuccessfully) 2hours later, The approach ta nutrition and feeding seemed non uniform and
merits further review. )

The input from PAMs in general was excellent and responsive, with frequent and prompt input from
physiotherapists, OTs, SAL therapists and dieticians,

he input from pharmacists was of high quality and they identified a number required prescnbing
changes, spotted abnormal blood test results and advised effectively on issues relating to drug and
medicines safety

The palliative care teams was used frequently, but sometimes when it seemed that end of life was very
ear and when 1t was difficult to see what sort of specialist advice might be required. Likewise the critical
outreach team seemed to offer flexible additonal support in an effective manner.

The quality of care offered within ED services was highly rated with 86% of all scores being good or
excellent, and only 1 case with a score less than 6 with regard to avoidability After transfer out of ED,
some patients seemed prone to a number of early ward relocations with a significant minonty occurring
in the middle of the night.

There were no features of concern, in general, noted with regard ta patients under the care of the surgical
teams.

There seemed to be variable input from the adult medical teams, with some Consultants clearly
demonstrat ng regular ward reviews of high.quality, In other cases there were difficulties getting
specialist edical opiniens and some delays in inpatient investigations such as echocardiography and
some imaging. :

5.3.10 Particularly after the acute phase of care the overall strategic oversight about an individual's care seemed

to lose focus Often medical patient rev'ews were led by trainees who generated a daily jobs list without
any real aver riding strategy for care.

5.3.11 Medical input out of hours and particularly atweekends was at best variable and at times poor, with

some patients not being reviewed for days on end, for example over Bank Holiday weekends, even when
review was specifically requested.

5.3.12 There were almost no cases where sick patients were escalated on an emergency basis to Consultant

physicians, either within hours or out of hours. Cansultant reviews would occur at the routine ward
10 nds but in between decisions about patient care were led and implemented by trainees and PAMs
There were a number of documented casesw  ere care was delayed because of the worklead of jumo
doctors
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5.3.13 Standards of nursing care and documentation were in general good to excellent, although on occasion
handwriting was illegible.

5.3.14 There were numerous examples of patients where discharge was delayed - initially through slow
passage through the inpatient system, but latterly through delayed discharge planning and delays whilst
awaiting discharge placements. A number of patients deteriorated after being stuck in Hospital a number
of days after being declared “medically fit for discharge”. The fast track d scharge system was not always
fast enough.

Feedback from staff mortality at the Trust
Appendix E lists the staff interviewed for both parts of the review

6.1 Medical staff including

6.1.1 Weinterviewed staff from across the Trust, most based at WRH, but not exclusively. All were consultants
and most had worked in the Trust for several years and all had chosen to work there. The interviewees
covered the following specialities;

Emergency department medicine
Acute medicine

Intensive care

Respiratory medicine
Cardiology

Elderly care medicine
Gynaecology

General surgery

Colorectal surgery

Maxillo-facial surgery
Anaesthetics (medical examiner)
Heads of chinical directorates

6.1.2 Throughout the interviews, while there was some conflicting views on the causes of increased mortality
at the Trust certain common themes were reported These were

Anintolerable level of wait in the ED and AMU with patients being left on trolleys for a median of 520
minutes spentin the ED Many for up to24hrs

Lack of senio medical assessment in the ED and AMU

Multiple 'hand offs’ and patients being transferred from ward to ward frequently.

Lack of chinical ownership and purposeful medicine in the management of patients not on a defined
treatment pathway.

In medicine a lack of oversight and leadership of the acute pathway.
Delayed transfers home and resultant nsk of iatragenic disease

Late implementation of EOL programmes.

Delayed decision making.on DNAGPR and palhiative care involvement.

While there was a recognition that the flow in the hospitals is a major cause for concern, simply
broadening the bed base was counterproductive as there was no change in clinical practice, which
all deermed more important :

Concerns over safeguarding of frail elderly patients
Gross def it in the number of generalists in the Trust.

+ An acceptance that things cannot stay the same and some confident the current management
seemed to be more involved an hopefully will turn th ngs around
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6.1.3 There s aview amongst some.speciali doctors that their role 1s to respond to the needs of their
individual speciality as their principal response when a patient is internally referred to then. his
role while important is not helpful and, in the view of the ED and acute medicine doctors, somewhat
restrictive as patients with complex multi-system - isease require continuty by a single responsible
chimclan or team, rather than several disease specific specialists.

6.1.4 Theresa tendency for some specialities to me ely wish for m - re of what they do now rather than
considenng how the deployment of staffin a less traditional waywo |d improve flow and manage
demand

Nursing staff
6.21 Wenterviewed the CNO and herdeputyfo quality. Both were cand d about their concerns over the lack
pace of improvement in the Trust understanding of mortality 1ssues. This was in contrast to the p-ogress

made a both acute sites in the 'harm reduction’ programme. The following is 2 list of their concerns and
areas for development

+ Theintroduct n of the ME role was slow and has anly been partially achieved

The outputs from the QGC hasn't hastened the required changes to the learning from deaths data
This s partially as a result of an only rudimentary and incomplete learning from deaths process.

Clinical concerns over the supervision of patients in £D, and their long waits there Safeguarding
concerns while on trolleys

» Senior ovérsight of patients by consultants is variable and at imes of high demand in ED the back of
house response is limited.

Poor decision making on discharging patients and a lack of pace once a decision has been made.
« Medical engagement in general when confronting the flow and mortality issues is poor.

Late decisions on end of life pathways which could be foreseen earlier and place of death more fully
discussed Recognised a wider training need across the Trust and also in the wider GP community.
The Respect programme sho [d help. '

Jumior doctors are busy and  ften overstretched, this resulted in comptaints of ‘bullying’ from nurses
on the wards .

Ser ous inc dent reporting is gaod, and has identified a  as whe e care could have been better and
relevant to the mortality issue. Several Si's have iilustrated late or mis-diagnosis, delays in transfer
and communication issues within the rust

« Improvements have been seen in adult safeguarding and nursing record quality and the new ward
accreditation system for safe care

0y

Current Board 1s getting a grip on quality an the NED's have become more involved

+ Workforce s still a concern as high churn and low fill rates in elderly care and acute medicine posts
as well as some acute wards for nursing

6.3 Ward and emergency departinent staff
6.3.1  hree members of the team spent several hours in the ED and AMU at WRH both during the evening

penad and the following morning. We interviewed consultants in emergency and acute medicine, nurses
and other chrucal staff working in the acute en ronment The follow ng s 2 summary of our findings:

6.3.2 The ED s structured logically but has capacity issues w th 2 cornidors being used as proxy wards on most
days

6.3.3 Waits within the department are long and a recent audit showed a medran time of 520 minutes

6.3.4 Theress a lack of space for speciality assessment areas The focus for care and outcomes is directed at
ED staff when the ssues lie with the specialties whom have taken aver th- patient-care. hisissue sa
significantnsk to D staff as they are looking after in the main medical patients without the appropnate

skilt set There was al o a view that.other specialities are not beingheld to account by Executive team for
the care of patients n the ED.

6.3.5 The recently appointed CEO was clearly concerned at the lack of space and shocked o a visit to ED
aboutpatients cared for in resus cerridor.
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6.3.6 Operational solution to overcrowding in the ED has been to open the ICU corridor which worsens the
prablem for an overstretched ED and does not resolve the cause. The COO has been written to by the £D
lead about the unsafe and inappropnate nature of this action

6.3.7 Theobserved handover was patient and staff centric. At8 am 6 patientsin the resus corndor which was
seen as a ‘good morning. They fightnormalising the position of overcrowding. patlents died in the ED
overnight. One a resus call, the other was a patient at the end of life.

6.3.8 Mortalty reviews for deaths in ED undertaken using GEPOD framework  he leamning taken from these ED
cases is mimimal with n the wider Trust, and dealt with internally (we saw general learning disseminated
at the 8am handover). They have no assurance that learning for other specialties, although fed upwards,
makes a difference to patientoutcomes, or feeds into their respective govermance functions.

6.3.9 Thereisa general frustration that they receive patients w o0 are obviously coming rapidly to the end
of life and the ED/AMU isn't an appropriate place todie [llustrating this during the overnight per od
between our visits there was a death in the department of a patient at the end of their life.

6.3.10 lllustrating the prolonged waits of patients admitted to the ED we followed an elderly patient’s pathway,
who arnived inthe epartment at 19.32 and was still awarting a bed at 09.00 the following morning

6.3.11 Senior nursing opinion was that the current system is discouraging applications within the ED as nurses
do not wish to regularly lock after patients outside of their normal skill set

6.4

External {CCG); we interviewed the Chinical lead for mortality, Dr Clare Medley She attends the monthly mortality
meetings and also the combined quarterly joint meetings between segcondary and primary care mortality
groups. She has had personal exper ence of being treated within the Trust as an acutely Wl patient and 1s
personally aware of the challenges in the acute pathway She reported

6.4.1 The current acting CMO and mortality lead have improved the process of mortality reviews and raised it
up the hospital agenda.

6.4.2 Theres less buy in and ownership of the i1ssue by consultants and midd e-management

6.4.3 The medical exarmuner system 1s under resourced and governance of meetings is poor. The monthly
meetings are poorly attended, short and not strategic Itis estimatedt at the Trust requires 12Pa's and
currently allocates only 6 per week.

6.4.4 The Trust's high mortality 1s often put down as due to a signi icant number of deaths occurring n
hospital that should have been managed 1n the community. The CCG’ own data suggests that this may
be questionable but accepts that a combined audit of deaths with n 48hrs of admission may be a helpful
next step.

6.4.5 Concerns over combined mo'r'tality data from the 2 acute s1 es. There 15 a perception that despite acute
services be ng on both sites that they run as a hot/cold site and that single site mortality data would be
useful

6.4.6 Clinical concerns triangulate with thé ones reflected by staff at the Trust and include:
« ED unable to cope with surge
« Lack of senior review of patients in a timely fashion

+Inadequate p 10 tisation of the severely unwell or deteriorating patient is not adequate, desplite use
of NEWS scares .

+Deaths due ta re piratery infection are still an issue and the recent review was, in her v ew, not acted
upon and gave false reassurance to the Board.

- Lack of ownership of the mortality issue by DMBs and consultant body as a whole.

6.5 Senior management

6.5.1 We nterviewed the Chief Operating Officer. PB discussed the patient llow 1ssue, he felt it was largely
internally generated, often caused by non-pathway patients” and this cohort contained many elderly
and frail pa ents : -

6.5.2 He had decided early on inthis tenure that the bed base was too low and he apened up 80 extra beds.
This has reduced outliers significantly (from a max of 40 down to ‘teens’).

CONFIDENTIAL



6.53 heissuesaren'tresolve yetand there needs to be significant addition to the service at consultant level
inacutem ici eandelderl care.

6.5.4 Heaccepted that the other usual reasons for pathway problems including referral of terminally Il patients
from elsewhere was not a major ssue here

6.5.5 Also the entry point to admisston isn't ngorous and the bar set too low, His experience in Oxford in
combining front of house acute climicians from medicine and GPs, worked at reducingavoidable
admussions through a more effective ambulatory assessment service.

6.5.6 He ted thatlocal social care was good and thatidischarge should not be a problem. Delays were ma nly
as a result of delays in clinical decis on making and h nted that-clinicians were ‘playing it safe’ The 'Home
Furst’ initiative should help focusand increase earlier or enhanced discharge.

6.5.7 Support staff including coders, bereavement of icers and complaints

- Coding: the rustsin a state of transition in validating its coding accuracy. The notes are often very
unclear deter Ining expl citly ‘end « flife’ diagnosis The coding depart entis inking inwith the
mortality groups and this is resulting tn improved coding accuracy The coderswhen eviewing notes
have concerns over the number of ospital acqu red pneumonnias (HAP). We were told by ¢l mi 1ans
that coding 1ssues explained somewhat the increased mortahty related to ‘sub-cutaneous infect ons’
This was disputed by coders who belt- e the current coding to be accurate in this diagnostic category

6.5.8 Bereavement office staff and managers NED's

» At both main sites there 15 an eflective process supporting famities who have suffered a family death
The Trust's doctors and the medical examiners in particular are responsive and it is rare for delays in
ce ication of death or reporting to the coroner This isvery time consuming for the ME’s and with
their hmited tme available for other work, leaming from death reviews have fallen behind

Interview with the chair of the clinical quality committee, who had been a NED for over 3-years was
that the Trust was hea - ing in the nght direction butinis  ew there was still a gap between the
reality of thewr situation in terms of mortality'and the processes in place to understand the complexity
ofthessue The problem is recognised but there has been no real progress in » rting the prablem
out. While nurse engagement on quality has been consistent this isn't true of the medical leadership
or other staff in the improving outcornes for ‘mortality and morbichty. Much of this was down, in his
view, to lack of focus on the underlying issues and poor engagement with doctors to address the
mortality issue There s also a chiference of cultures between the 2 main sites He does see changes
since the arnval of the new semior management team and is hopeful that when the new medical
directoris In post-the situation will improve He gave supportthe f ndings of the coders and believes
there are significant clinical issues to be addressed in the groups pneumoniafacute bronchitis/skin
mnfection and heart failure Concems over flow and in parti ular the relationships between emergency
medicine an  the response of speciality and general physicians is a major challenge.

» Medical examiners (ME’s)
6.5.8..1 There are currently 5 ME’s, all anaesthetists
6.5.8.2 Monthly meetings are scheduled but attendance 1s poor

6.5.8.3 The SJR process isn’t linked to other governance systems wellan  especially the ‘M&M'’ process
and meetings People still work 1n silos SJR's are done but tend to be ‘cherry picked and not
comprehens ve view of deaths

6.5.8.4 The rustis moving forwar with better teadership, but there 1s still some disconnect across the various
specalites nd rectorates

6.5.8.5 Future plans for a App to recorded deaths and orgarise the data more effectively

6.5.8.6 Flowand lack of an ability to decrease trolley waits and transfer from the ED is seen as major problem,
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Concerns good practice by review team
7.1 Commendable processes and practice
7.11 Fractured neck of femur
7.1.i Harm reviews
7.1.3 Sepsis6traning
7.1.4 |TU performance and death rates

7.2 Areas of concern and requiring improvement

7.21  hecurrent ME system is under significant pressure due to lack of capacity. There is a backlog of cases of
approximately half the annual deaths at the Trust

7.2.2 Our assessors had significant concern with regards to nutrition and hydration in many of the cases
stu ted.

7.2.3 Prolonged lengths of stay are in our view linked to the higher rates of martality.

7.2.4 Itis often unclear who is actountable and leading the care of patients as often the patient is moved from
one team to another and often on a variety of wards

7.2.5 The lack of pace inimproving the flow of patients out of the emergency department and the precarious
pasition that they are put in, while remaining in the department while requiring ‘specialist’ care

726 Lackof recognition of end of life care and late referral to palliative care. There is poor co-ordination
between commun ty and the Trust when decisions have already been agreed on DNRCPR and hmited
interventions and place of death. ‘

7.3 Generalisable specific - risk should be escalated to the Trust Board
7.3.1 Wedidn't recognise any specific cases that required escalation and the general risks are already known
to the Trust Board.

Conclusions recommendations

8.1 Summary

The review teamn have evaluated over 225 deaths at the Trust Mostof the deaths were due to irreversible disease
and outside the limits of current medicine to meaningfully change the outcome Contrary to other reviews, we
have undertaken, he frequency of avoidablefactors in our analysis is low. This reflects well on the staff caring
for what is targely elderly frail population. It is also the basis of a conundrum, as mortality by both the HSMR and
SHM! data are persistently high. We have interviewed senior clinicians and sup ort staff in coding and our view
is that coding alone cannotexpl - in the high mortality rates. We don't agree that the lack of avoidable factors
amounhits to a situation erudely described as ‘nething to see here, move on’.

Quropiniont thatthe e planation liesinot in the level of care given during the patients time in the Trust, more
a conflation of several factors leading te increased risk of death within the organisation it is obvious to anyone
visiting the WRH site in particular, that the emergency pathway is compromised. Waiting times in the ED are
significantly longer than most, and often patients become ‘boarders’ on trolleys receiving specialistca eat a
distance or virtually for many hours. Senier decision making is comp omised at this handover an+ perversely
post-take ward rounds can include patients still on corridors.in the ED. Thisis unacceptable and mus in ours,
and many of your staffs, view put the patient aturisk of late diagnosis and harm. The next sigmificantissue 1s

the relationship be ween speciality doctors, emergency and acute physicians. The majority of deaths occur in
elderly, generally frail patients with multi-system disease. Speciality doctors provide timely opinion and when
a specific disease predominates care is assumed by the speciality. These patients are less common as often
patients have several different specialities inputting but not taking over care. Patients are often handed on-and
there 1s no consultant responsible for the pathway overall. This role could be fulfilled by elderly care doctors,
but these are the least represented in the Trust. This results in distnbuted care not focused around the holistic
needs of the pabient At present there is goodwill from all to work mare closely together but no compelling plan
as to how
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Other conflating fac ors include very poor notes and summaries of handovers, there are exceptions to this, but
when studying the notes 1ts often not obvious whenane  clinical problem arose and what the evidence was as
a basis for the new diagnosis Examples would be the acquiring of a hospital pneumonia or acute kidney injury.
When analysing the notes itisoften  bvious that deterioration was taking place, from reported physiological
data or thraugh a NEWS alert, but responses ean be slow and actions delayed. In some cases we found evidence
of poor care in terms of hydration and nutrition. This is compounded when patients are moved to non-medical
wards, where nursing expertise and skills are diffe ent.

Afurther facto 1s the late realisation of a patients capacity to recove . End of life issues are difficult butin the
authors expenence the Trusts poor at recognising such situations Examples would include patients with renal
mpairment who develop sepsis and heart failure where the prognosis 1s very peor but acceptance of this 1s
elayed and the patient undergoes several interventions, when acceptance of the inevitable would be clinically
appropriate. In our view this is due to lack of senior cansultant input

We also had concerns over the documentation of do notresuscitate agreements We found a Iac of consistency
in the DNACPR paperwork. There were incomplete and out of date forms, and in a few cases no form could be
found whete CPR did not take place.

We heard from the CCG representative that there were concerns that the raised mortality statistics would be
apportioned to inadequate care outside of hospital and the lack of shared information on end of life 1ssues
From our own work elsewhere and fiom othe national data, many admissions are previously known as in the
last few weeks of life, but this information often isn't shared with those in a decision making position once a call
out has been receved

The Trust has invested in supporting senior clinical inputinto the learning from deaths process and medical
examiner role. This, while laudable, isn't currently enabling a comprehensive service Quite corre tly the ME
focuses on supporting families recently bereaved and thei junior doctor colleagues in the registration of
death process The study of factors surrounding deaths, while still in development, is not yet fit for purpose
This results in only 50%, at best, of deaths being analysed and the learning from deaths intelligence being
communicate . There are also paralle! systems in other departments and no cohesive description of how the
various mortality review date is communicated and acted upon

The two areas that have been highlighted from mortality data are deaths from respiratory infection and skin
sepsis require comment The Board received a paper on deaths from acute bronchitis and pneumonia in

the view of the investigators, the Trust’s coders and the CEG clinical lead, these deaths cannot be discount d
duetoacodi gissue Wh le many deaths are in patients with acute respiratory infections are compromised

by underlying complex iliness, not all of these cases have irreversible illness Additionally there are frequent
cases of hospital acqu red pneumonia occurring after 72hrs of admission. We noticed delayed diagnos s in
many cases, reflected n the scores for avaidable factors in such cases. Skin sepsis is less common, but the
nvestigatars do not believe that the Trust can be complacent and accept the explanation that such cases are
explained by coding 1ssues (we eard this from several sources). Nursing and coding expertise believe this to be
a real area of concern.

inally we heard from those directly involved in acutg care, and.senior clinicians w o observe it, that the
admisstons process of medical patients, is poorly delivered. While there was an 1ssue in the number Fbeds
available for acute care, since th e were expanded, there has been an reduction in the number of medical
outliers, there has been no improvement in the timeliness of admissi - n The opinion is that there is inadequate
organisational leadersh p of the acute medical pathway.

Recommendations
8.21 Thatthe Trust Board improves its oversight of the mortality review processes. This is-described more fully
in part 1 of our report. -

8.2.2 An expansion of the medical examiner role wuth recruitment of a broader skill base reflecting the Trust’s
1ange of expertise

8.2.3 The newly appointed medical director should review the current reporting across the Trust of the various
mortality review processes, unifying the process of reporting lessons learned.

8.2.4 Develop closer working relationships between the SJRand se ous incident reporting, again to re ine the
reporting of lessons learned.

8.2.5 Areview of the current understanding of climcal engagement in the med cal division and how
impravements can be achieved in supporting the acute pathway and reducing admission waiting imes
and timely medical opinion.
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8.2.6 Additionally practise which elay exther decisions to discharge or to implement an ‘end of life’ pathway
needs to be challenged by the new clinical leadership.

8.2.7 Areview of the documentation of do not resuscitate for consistency and completeness
8.2.8 Animproved care plan to focus on basic support including hydration and nu rition.

8.2.9 When visualised electronically the current notes are often illegible and disorganised. In the acute
s tuation, those seeking infarmat on quickly, wilt often be frustrated at the time taken to retrieve often
critical information. The IT system nee s radical upgrading or replacement in the medium term

8.3 N xtsteps.
8.3.1 Tocomme ton anddiscussthe indingsofou reportp orto the Trust Board meeting on the 12th
September.

8.3.2 Todevelop a plan to iImprove medical engagement and to agree new working practices in the
acute med cal pathways Consensus is preferred but not an absolute as the current situation isn’t
unsustainable,

8.3.3 Ourreview only surveyed 10% frec ntdeaths, the Trust requires assurance that any avoidable factors
in deaths are fully appreciated The medical examiner role needs urgent expansion and support. The
backiog of mortality reviews, currently over 800, needs to be assessed clearing the way for a more
sustainable process n the future

8.3.4 Discussion with stakeholders to establish priorities for end of life acre and how the new Respect nitiative
will reduce inappropnate deaths in hospital

Professor Mike Bewick and associates 1Q4U Consultants Lid
20th August 2019
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Appe ix

SJR review of deaths 2018/19

Introduction

Case note reviews were undertaken on 200 deaths occurnng duning two t me per ods: 150 cases from April
018-Mar h 2019 inclus ve and a baseline periad April 2017-2018 compris ng 50 cases Cases were reviewed
using the RCPCH SJR tool, reviewed by 4 assessors with medical and nursing backgrounds.

The cases were randomly selected by the IT department and supplied to reviewers by the Trust's mortality team
Assessors had access to patient notes via EZ  otes and Patient First records

Results: 2018/19

The demographics of the cases reviewed are as follows:
M:F 75.75 /50 50

Redacted (section 40(2)
and 40(3)(a)(i) of the FOI

Act (data protection)
Number deaths
60
40
30
10
<18yo 20-29 30-39 40-49 50-59 70-79 80-89 90-99

The distnbutionacro  sites was broadly representative of workload with an approximate 2:1 split.
Redacted (section 40(2)

AlexED and 40(3)(a)(i) of the FOI
Act (data protection)

RWHED
Alex
Wyre Forest Xm

CONFIDENTIAL



Dates of death were evenly distributed across the year, and n line w th recent National data showed a flattening
ou of excess workload / deaths over the winter months

of by

16

Du ation of stay befare death was highly variable bu the majority of patients had a LOS less than 5 days Of
those who were in Hospital for less than 5 days, 24 were inpatients for less than a day, an additional 23 were
alive for up to 4 days after admission i e

Duration of patients

50
45
40
35

25
20
115
10

0-4 59 10-14 15-19 20-24 25-29 30-34 35-39 40-44 45- 50-75

SJR scores:
S.R scores were assessed according to

«Adrmission i tal management
Ongoing care
Procedural care
Penoperati e care
End of life
Overall care and evaluation frecords
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Each domain is assessed according to the following scores:

Definition Very oor Poor Adequate Good Excellen

... [

The overall scores allocated to patient care were reassuring with only 96 of all scores being adequate, good or
excellent. These data compare favorably to published data

70
S0
=5
na
30 =3
20 u2
w1
10
o
Admission Ongoing care Procedural Perioperative Eolcare  Overa and
care record keeping

Figure 1: SJR scores by domain

In tabular form the datas ggest strong chimical performance with }egard to imvbial assessment and adnussion
{86% good or excellent) but a dip n ongoing care with 73% rated good or excellent and 6% as being poor

__-_

Admission 32

Ongo ng care 29 44 0 0
Procedural ca ' 1 5 0
o e 2 53 18 0 0
Eol care 26 48 9 0

Ove :llcareand

record - -ping X7} 42 23 4 0
he total number of patie ts scored for procedural care and per-operative care were 38 and 17 respectively,

no significantconcernsa  ut these aspects of care were identified and they will not be - iscussed further

particularlyas case numbers are low.

This data fits well with the patient case summaries, where assessors felt that often the initial clinical assessment
and manag ment was strong, but that very significant delays at many stages of the patient pathway made it

di icult to grade care highly even when key treatment points, for example with regard to sepsis 6, were met
Spest 1c areas that were identified included:
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a) LengthofwaitinED 41 - of the patients who died in ED were present in the department for  ore than
4hours On average, th atientsspen.  ore han 12 hours in ED before they died, many receving care in
the corridors The efforts of ED staff to minimise the effects of th s were notab e, with good documentation
of careand comfo rounds and some patients being moved onto beds and into side rooms before they
died Even when reviewing the notes of patients who were adrutted via ED and ultimately died later during
the rinpatient stay the assessors were struck by the length of time patients spenti ED, most often awaiting
inpatient bed availability It was common for patients to be admitted via ED even early in the daytime and
stay th- re overnight before admissian to the wards, even when they were close to the end of their lives

b) The prolonged stays in ED have clearly contributed to excessive workload on the ED staff who delivered a
high standard of care Some of the scanned First patient notes from a single ED admission were nearly 100
pages-of scanned records. The remitand role of the ED nursing and medical staff is hugely extended by the
difficulties the H - spital faces in passage of patients through the system.

c} heassessors were struck by the approaches to nutrition to feeding and NG feeding in particular, which

seem - wide ranging In some cases it seemed that patients suffered poor intake for prolonged penods and

were n a poor nutr tional status before NG feeding was considered. In other cases patien ‘were ma- e Redacted (section 40(2)

nil by mouth early in their stay, NGT feeding was commenc - early but often with difficulty and repeated .

NGT passage/ di iculty confirming site of the tube, before later being removed to “leed at risk” )94 and 40(3)(3)(|) of the FOI
4 %4 Act (data protection)

23 The approach to nutrition and feeding seemed non uriform and might
merit urtherieview .

d) Theinput from PAMs in general was excellept énd respensive, with frequent and prompt input from
physiotherapists, OTs, SAL therapists and dieticians.

e) Theinput from pharmacists was of high quality and they identified a number required prescnbing changes,
spotted abnormal blood test esults and advised effectively on issues relating to drug and medicines safety.

f) The palliative care teams was used frequently, but sometimes hen it seemed that end of life was very near
and when itwas dif icult to see what seit of specialist advice might be required. Likewise the critical outreach
team seemed to offer flexible addi ional suppert in an effective manner.

g) The quality of care offered within ED serviceswas highly rated with 86% of all scores being good or excellent,
and only 1 case with a score less than 6 with regard to avoidability. After transfer out of ED, some patients
seemed prone to a number of early ward relocations with a significant minority occurring in the middle of
the night. '

h) There we e no features of concern, in general, noted with regard to patients under the care of the surgical
teams

i} There seemed to be vaniable input from the adult medical teams, with some Consultants clearly
demonstrating regular ward reviews of high quality. In other cases there were difficulties getting special st
medical opimons and some delays in inpatient investigations such as echocardiography and some imaging,

j) Particularly after the acute phase of care the overall strategic oversig taboutan individual's care seemed
to lose focus Often medical patient reviews were led by trainees who generated a daily jobs lstwithout any
real over nding strategy for care.

K

Medical input out of hours and particularly at weekends was at best vaniable.and at times poor, with some
patients notbeing reviewed for days on end, for - - mple over Bank Holiday weekends -even when review
was specifically requested.

[} There were almost no cases where sick patients were escalated on an emergency basis to Consultant
physicians, either within hours or out of hours. Cansultant reviews would occur at the rout ne ward rounds
but in between decisions about patient care were led an- implemented by trainees and PAMs, There were a
number of documented cases where care was delayed because of the workload of junior doctors.

m] Standards of nursing care and documentatian were in general good to excellent, although on accasion
handwntingwas illegible

n} There were numerous examples of patients where discharge was delayed - in trally through slow passage
through the inpatient system, but latterly through delayed discharge planning and delays wh Ist awaiting
discharge placements A numberof patients deteriorated after being stuck in Hospital a number of days after
being declared “medically fit far discharge” The fast track discharge system was not always fast enou h.
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Assessments of avoidability were reassunng, with scores relating to the following domains:

Avoidability scores are possibly the most contentious of domains. They do not equate to an avoidable death,
but rather to avoidability of factors in care that might have resulted in adverse outcome.

The scores are efined on a 6 point scale;

1=Definitely avoidable factors present

2=Strong evidence of avoidable factors

3= Probable presence of avaidable factors (more than 50:50)

4= Passible presence of avardable factors, but not very likely (Less than 50:50
5=Slight evidence of avoidable factors

6 = definitely not avoidable

I O C O O O
Admission 64% 18% 11% 6% 1% 0%

Published data suggest that up to 10% of inpatient deaths have patentially avoidable factors, graded as 3
or worse on avoidability scores The scoring of the patients from the 2018-19 cohort suggest that the Trust’s
performance sits comfortably within this expected range.

Whilst these numerical results are in themselves reassuring they mask the very significant concerns the
assessors had about delays m patient processing, starting with delays in transfer aut of ED, through to a lack

of senior medical input once patients were being cared for within general medicine and the difficulties getting
specialist teanis to take over care, particularly of outliers. All the available medical evidence suggests that these
factors are known to contribute to adverse outcome and excess mortality.
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pendix C

Comparison of 2017/18 v 2018/19 data.
2018-9vs 017-8
1.Both groups 50% M, 50% female

35
30

25 m  eofpatients(a %)17-

15 BAge patients (as %)18-9

10

» PP X o

L D
ARSI I S o

Ly

2. Similar age distnibution, bosybly a few younger patients in 2018-2019 but overall distnbution of ages very
comparable

50
45

35
30
25
20 .
15
10
5

m %of patient stays 2018-19
= % of patients 2017-18

<1 6-10 16- 26- 36- 46- 56- 66-
day 20 30 50 70
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3. Data suggest that the patients who d ed in 2018-19 had longer Length of Stay and had been in Hospital longer
thanthe 017-8 coho_

18
16 -
14
12
10

m% admissions 17-8
® % of admissions 18-9

4, The data suggestthat the number of deaths is more evenly spread across the year in 2018-9 than in 2017-8,
which seems to have clearer evidence of a winter peak. it should be remembered this may just be a vagary of
sampling, as only 70 cases were reviewed from the earlier time perod.

Scores in each of the domains compared across the two time periods are as follows:

50

40

30 m Admission 17-8
@ Admission 18-9

20

10

23 CONFIDENTIAL




1gure: Companson of SJR scores for admission and intial assessment 17-8 vs 18-9

50

30 = Ongoing 17-8
2 Ongoing 18-9

10

Figure: Comparison of SJR scores for ongoing care 17-8 vs 18-9

50

40

30 B Eol 17-8
mEol care 18-9

10
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Figure. Companson of SJR scores for End of lfe care 17-8 vs 18-9

50 .

40

30 ® Overall care 17-8
‘m Overall 189

20 -

10 -

0 - , , I ,

4 3 2 1

Figure: Comparison of SJR scores for Overall care 17-8 vs 18-9 Tabular results for avoidability and SJR scores by
year of death

| I ) O
Avoidability 17-18 59% 17% 17% 1 0%
Avoidability 18-19 64% 18% % 6% 1% 0%
Admission 17-18 49% 39% n% 1% 0%
Admissio 18-19 32% 54% 11% . 0%
Ongoing care 17-18 33% 49% 7 % 0%
Ongoing care 18-19 2 44 2 8% 0%
End Of Life Care 17-18 26% 47% 27% 0% 0%
End of Life Care 18-19 26% 48% 13 0%
Overall care /records 2017-18 % 51% 21% % 0%
Overall care / records 2018-19 32% 42% 23% 4% 0%
Summary

220 cases have been reviewed across 2 separate time periods. The data show good comparability of baseline
demagraphic details, with the possible exeeption that the deaths were more clustered in the winter months
ntheearbercoho. s ayrepresenta random sampling error or may be consistent with recentdata
suggesting across the NHS that winter pressures are now "year round”. The data also suggest that the tength of
stay of patients who died has increased.  his does menit further rev ew, and specifically itwauld be important
to see whether average ength of stay for all pat ents cared for within the Trust are increasing or degreasing with
time. SJR scores are remarkably consistent across the two time perieds, and avoidability scores fit well within
the reported range of up to 10% of cases having some evidence of avatdability.

-
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Appendix D

Assessment of serious incident reviews

The team undertook a rev ew of sernous incident (S1) investigations as partof the assurance process. 20 S
reports were assessed aga nst NHS E quality assurance cntena. The Si's were provided by the Trust and were not
randomly selected, but there s nothing to suggest that they are non-representative. They were all undertaken in
2017, the team do not believe that there have been fundamental changes in the approach to Sl reviews within
the Trust in the last 2 years

Qualitative

The Sl reviews were felt to be appropriate in terms of the range of clinical incidents they investigated, and
included patients who had suffered falls, defayed recognition of detenoration, acute abdomen, a safeguarding
issue in a patent with mental health problems, delayed treatment of sepsis, major haemorrhage, failure of
VTE prophylaxis and lack of medical input, parts -ularly out of hours /at weekends. The cases adequat ly
represented the whole range of potentially avoidable harm that s recognised as being problematic across the
NHS.

he root causes identified as being significant fa tors with n the cases can be listed as

Failure to recogntse or escalate complex / deteriorating ll medical patients 11 Lack of medical leadership /
clanty about Consuitantre ponsib lity: 5

Concerns about nurs ng care and failure of nurs ng escalation: 4

Delayed diagnosis / treatment of sepst 3

Delayed treatment (ot er) 3

Missed acute abdomen: 3

Fatlure to act on abnormal results: 3

Deaths following majo maxillofacial surgery - a range of serv ce delivery challenges 2 Patient fall(s) : 2
Poor documentation of ward rounds and plans for treatment. 2 La k of weekend /B hol input- 2
Delays in ED tnage assessment: 1

Multipte locum medical staff. 1

Assessment of the review process

The quality of the SI reviews was gaod or excellent in the majonty of cases (see table). The review processes
were robust, undertaken by experienced clinical staff of suitable expenence who appeared to be well

trained In the assessment of serious incidents - the “diagnostic” partof the S) process was excellent. The

area where effectiveness could be improved retated to the outputs - with generation of strang and targeted
recommendations and the development of strongiplans to deliveri provement the lowest scaring areas'by
somemargin  h s finding was mirrored by feedback from the individual interviews, where clinicians reporting
that desp te high quaity Sis (and mortality reviews) the,outputs were not effective and-certainly there was a
strong feeling that effective change in service ofganisation rarely emerged as a res ltof either S reviews of
mortality reviews. Staff seemed resigned ta this.outcame and just recogrised the inevitability of the lack of
effective change, despite their besteff- rts to identify under! ingroot causes of adverse outcome.
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Was the |0 a2 - propriately tra ned and expenenced
Was there a pre-i .¢i en ris assessment

Did the core investigation team cons stent of ore
than one person?

Were nationalstanda N Sin estigation gui ance
a d progess used?

Wastheap ropriate evidence sed (whereii
was available) i.e. patients notes/records, written
account?

Were interviews co ducted?

Is there evidence that those with an interest were
invalv  making use of bnefings, de-briefings, draft
reports etc)?

Is ereevidence that those affected (i luding
tients stafff viti  /pe ters and their
lies) were involved and supported approprt tely?

Is a tmeling of events produced?

Are good practice guidance and prot - s referenced
to determinewhat houldha happened?

Are care and service delivery pr blems dentified?
(Th s includes what happened that shouldn't have,
and hatdidn't happen that should have. here
should be a mix of ecare (human error) and servi
organisational) delivery problems)

Isitcleartha theindividua - ave not been unfairly
blamed? (Disciplinary astien isonlyappr  riatefo
acts of wilful - arm or witful neglect)

Is there evidence that the contributory factors for
each problemha beenexplor ?

Is ere ewdence that the mostfundamental issues/
o root causes have been consi - ered?

Have strong {effective) and targeted
recommendations and solutions (targeted towards

t causes) been developed? Are achions assigned
appropnately? Are the appropriate membersi.e.
those with budgetary responsibility invol  inaction
plan evelopment Hasan options apprasal been
undertaken before final recommenda on made?

Is ere dence thatthose affected have been
appropriatelyinvo  andsupport 7

Is there a clear plan to support implementation
of change and improvement and method for
monito ng?

%0

90

100

100

100°

100

100

45

n/k or

borderline

(%0)
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Table: Analysis of 20 serious incident

Summary:

The most strik ng clinical theme was the failure to escalate significantly unwell patients to Consultantlev-|,
particularly within he medical specialties. In one of the most striking cases where a patient died after signi cant
delays in treatment due to excess workload the Medical registrar specr ically stated that she would quite simply
never escalate workloa prablems to on call Consultant - hysician This same la -k of escalation to Consultants
was seen afte adm ssion, and there was a stnking feeling of lack of medical leadership and.tack of co-ordmati - n
of medical care for the mostcomplex patients It must be emphasised that selecting seriousinci - ents for review
by its nature, identi 1es cases where the organisation has already recognised that-care has no been delivered in
the way that woul - reach the r usual standards or expectatibns These cases'are therefore otrep - -ntative -
the care rece ved by the majority of patients b-ing - -red forwithint & rust but they do represent the pattern
of problems that are con ributingtowards suboptimal ca - in some cases

This imited review of serious incident invest gations suggests thatthe cases were appropriate for Sl rev ew and
that the assessment of the inc'dents was detailed and effective The outputs were not-effective, either because
the ob ect ves were not well enough defined or the next steps to 1im «lement change were not sufficien ly
developed. This re ulted in many clinicians feeling the process was not as effectve as itmight be as few S!
reviews resulted in effective service improvement.

RJM August 2019

CONFIDENTIAL
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Appendix E

List of staff interviewed Worcester Mortality Review

« Bill Tunnicliffe: NED

«Vicky Morris: CNO

« Alex Marshall: Complaints Manager

+Alice Barga: ME

« Jasper Trevelyan: DMD Spec Med

« Clare Marley: GP Mortality Lead

+Mark Yates:NED

«Kimara Sharpe: Company Secretary
+Rosmary Smart: Patient Attendee

« Julian Berlet: DMD SCSD and Ed Mithcel DMD Quality, improvement and Governance
- Ed Mitchell/ Andrew Burtenshaw: Formes/ Current Clin Dire of Critical Car
- Baylon Kamalarajan: Peadiatric Consultan
«Helen Routledge: Cardiac Consultant

+Bala Reddy: Surgery Consultant

« Lisa Hill: Tissue Viability Nurse

« Angus Thomson: DMD W&C

«Amanda Markall: Director of Ops Surgery

s Paul Brennan: COO/Acting CEO

= Nick Turley: Consultant ED

= Cathenine Jackson: Geriatric Consultant

» Clare Hooper: Consultant Respiratory

- GrahamJames Mortality Review Update
«SirDavid Nicholson. Chairman

« Steve Graystone: ME

- Dr Nuno Ribero. Stroke Consultant

«Victoria Macwhirter: Head of Clinical Coding
« Nick Purser: Consultant Breast Surgeon

+ Aruna Mahara). Acute Medicine

- James France: ED consultant

CONFIDENTIAL
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Executive
summary

This paper has been presented to the Trust Management Executive
and the People and Culture Committee where scrutiny took place in
relation to whether staffing was safe after mitigations. It was
determined that staffing was safe, post mitigation.

This paper provides assurance to the Board of the nursing, midwifery
and Allied Health Professionals staffing levels and vacancies for
August 2019.

e The report confirms that following mitigation, staffing levels
trust wide were safe. Fill rate below

RN Days HCA Days RN Nights HCA nights
87.53% 90.48% 94.69% 84.45%

e Whilst the fill rate for RN on days is slightly below 90% the
patient acuity and dependency is reviewed daily and mitigation
taken as required. For example Mitigations for maternity are
that Staff were redeployed from obstetric theatres and also
clinics to ensure safety on the areas.

¢ There were no moderate harm incidents relating to decreased
staffing levels reported. There were 65 occasions where
actions were required on specific ward areas where levels did
decrease from that planned due to vacancies or sickness or
when patient acuity and dependency required additional

| Nursing and Midwifery Staffing Levels — August 2019 | Page | 1]
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staffing.

o A detailed account ward by ward for August 2019 is given in
appendix 1. All areas were reviewed by matrons and DDNs
and mitigations put in place.

e The August 2019 nurse vacancy for Registered nurse (RN) and
Health Care Assistants (HCA) 327.49

Vacancy for in patient wards areas & non | August 2019
ward areas

Registered nurses 282.44
Health care assistants 52.25

Total 327.49

e The two divisions with the highest vacancies continue month
on month to be specialised medicine and urgent care. The hot
spot ward areas which are deemed as hard to recruit are Acute
Stroke Unit, ward 4 (medical) MAU. There are targeted
recruitment and retention work streams in place. These wards
will be prioritised as first placements for international nurses.

e The use of temporary staffing and moving staff to cover high
risk areas has been a necessity in maintaining patient safety
and quality of care delivered particularly on those wards with
the highest vacancies.

e A new Therapies Lead has been appointed to the trust and is
due to commence in post in October 2019. AHP (Dieticians,
OTs, physiotherapists, orthoptists and radiographers)
vacancies across the trust are:

e Speciality medicine 13.87 WTE

e SCSD 26.96 WTE
The AHP vacancies sit predominantly in radiography with
over half these vacancies; physiotherapy 7 WTE and
Occupational therapy 5 WTE. The lead for workforce will
work with the new therapies lead and organise a targeted
recruitment campaign in conjunction with the next
recruitment event.

e There are no reported risks at this time with the current
vacancy numbers.

e Maintaining safe staffing levels and the required recruitment
and retention are risks on the corporate risk register. This has
been reviewed monthly and actions are in place through an
active recruitment and retention campaign. A series of drop in
workshops took place in September across the three hospital
sites for staff to shared retention ideas and issues and to gain
advice on retire and return. This information will feed the trust
wide retention framework.

e The first 3 international nurses arrived in August and

| Nursing and Midwifery Staffing Levels — August 2019 | Page | 2 |
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commenced their 10 weeks OSCE training.

e The International nursing work stream has offered 90 posts
between April to June 2019. The pipeline for recruitment is
underway with a projected target of placement of staff (band 3
nurses initially) by 31% March 2020.

e Actions required in July —September 2019 are for divisional
workforce plans to substantiate the recruitment and retention
actions required following the biannual acuity and dependency
reviews.

o Details workforce plans are being progressed within
specialised medicine with the proposed moves of 5 wards and
opening 1 new ward within the Aconbury building at
Worcestershire Royal Hospital between October — January

2019/20.
Risk
Key Risks The need for temporary staffing on ward areas to ensure there is an
ability to keep open the number of beds required to meet patients’
needs and meet demand - Risk number 4000
BAF risk 11
Assurance
Assurance level Significant | | Moderate | | Limited [ x [ None |
Financial Risk Continued spend in bank and agency to keep open the increased

number of ward based beds required to meet patient need and
demand. This is specifically for wards with an increased vacancy
factor over 25%, increased activity seen at A&E Alexandra Hospital.
Initial costs for the recruitment of International nurses to support filling
of vacancies which has resulted from opening of 3 additional ward
areas. Recruitment of International nurses is in progress to support
bank and agency spend. Active recruitment is in place to support
reduction of vacancies and a programme of retention is being drawn

up.

| Recommendations | The Trust Board is requested to receive this report for assurance.
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| Appendices
day Reg | day unreg night reg night unreg
August Rag Rating fill fill fill fil
Acute Stroke Unit 93 91.4 95
Avon 2- Gastro 90.1 91.6 97.5
Avon 3 Infectious Diseases 90.5 94.7 96.8 93
Avon 4 91.4 95.5 85 97.9
Avon 5 81.4 93.4 82.3 99.9
Beech A 104.7 89.9 100 98.5
Beech B - Female 90.1 98.8
Beech C 98.5
Beech High Care 84 88.4 92.5 97.3
CCU-Alex 82.1 0 100 0
Evergreen 1 _ 93.2 82.6 99.1
Head and Neck Ward 100 95.6 96.6 [NAS0)
ICCU - Alex 100.8 101.4 101.8 0
ICCU - Worcs 101.5 96.3 102.9 0
Laurel 1 Cardiology-CCU 93 93.7 98.5 103.8
Laurel 3 Haem Ward 95.3 87.1 99.2 98.3
Laurel Unit 2 90.3 92.5 97.5 115.5
M AU - Alex 88.2 100.3 89.4
Maternity Team 1 Midwives 91.2 81.9 96.8
MAU Assessment 95.5 90 92.8 104.1
MAU High Care and Short Stay 88.2 90.2 81.9 85.2
NICU- Paeds 98.1
Silver Oncology 87.9 94.8 100 102.1
Trauma & Orthopaedic A Ward -
WRH 85.2 93.5 96.4
Vascular Unit & VHCU 83.4 86.5 99.4 [2s
Ward 1 - KTC 115.2 85.8 97.9 0
Ward 1 - Medicine 88.7 94.8 92.5 101
Ward 10 - Urology 92.9 94.9 96.8 104
Ward 11 - Medicine 89.7 87.7 103.1 102.5
Ward 12 Medicine . 795 87.7 98.8 104.1
Ward 14 - Surgery 83.5 94.2 100 99.9
Ward 16 - Elective Orthopaedic
Ward 82 91.7 81.3 91.9
Ward 17 - Trauma Ward 91.4 100.3 100 100
Ward 18 85.6 95.9 97.4 93.8
Ward 2 - Medicine 94.6 92.2 111 133.7
Ward 4 96.6 123.7 96.9 102
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Ward 5 Alex 86 92.4 93 99.1
Ward 6 - Medicine 91.6 93.2 92.3 92.2
SCDU 96.4 97.7 96.8 95.2
Riverbank 82.3 85.7 91.0 OS5
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Nursing Workforce Action 8™ October 2019 Approved

Group

People and Culture 23 October 2019 Noted

Committee

Trust Management Executive | 24 October 2019 Noted

Recommendations
[

Trust board is asked to:

Note the annual establishment and biannual reviews 2019
have taken place and are in line with a robust process aligned
to the safeguard workforce guidelines NHSI (2018).

Note the Chief Nursing Officer has reviewed and can confirm
that establishments are safe to meet patient needs.

The sign off process of nursing establishments has been
through a collaborative process with the DCNO, workforce lead
and Divisional Nursing leads which occurred in October 2019,
with exception of ED, MAU, MSSU

Note that the details of this work and outcomes have been
approved at committees as detailed above.

This paper provides a high level overview and level of
assurance to a robust and detailed process as required by the
Workforce safeguards. The Trust Board are required to note
and approve the outcome of the acuity and dependency bi
annual process.

The Board are asked to note that their approval is required
prior to updating the annual safe staffing governance
statement, which is published on the Trust website.

These workforce changes and actions taken will ensure that
the Nursing and Midwifery staffing is safe and sustainable for
2019.

Annual establishment review including biannual staffing reviews for in
patient adult, paediatrics, neonates and maternity

Page | 1
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e No further change to establishments for 2019/20 will be made
without a Quality Impact Assessment which the Chief Nursing
Officer will sign off and the approval from Trust board will be
subsequently gained.

e These outcomes and the changes in proposed ward
reconfiguration have been considered together and will feed
into the annual planning process.

¢ To note the next biannual review will take place throughout
January 2020. An establishment midterm review will take place
in February 2020.

Executive This paper has reviewed all the data from three components of the
summary establishment review carried out from October 2018 to September

2019. The review focused on the number of nursing and midwifery

staff and the range of skills required to meet the needs of the people

who use our service. This is in line with The National Quality Board

‘Safe sustainable productive staffing’ guidance (2016) which was

reviewed 2018. The trust was required and has published these on the

intranet along with the monthly staffing papers.

The Chief Nursing Officer has reviewed all data and carried out

meetings with all senior nurses to ensure that professional judgement

and consideration of changes are incorporated and the impact aligns
with data outcomes.

Key outcomes and actions from the establishment review are:

o Whilst an uplift has been identified from A&D studies for wards
within speciality medicine division with the application of
professional judgement and relocation of staff from a skill mix
review (which includes the implementation of the Nursing
Associate Model as new ways of working for frailty) no further
requirements for uplift for staff has been identified.

e Given the number of ward reconfiguration that are due over the
next six months as well as 3 new wards within the Specialised
Medical Division (in place from January 2019) further data reviews
are required to provide validity of the data before changes are
made to establishments.

e There remain inefficiencies in surgical areas (where a clinical
model needs to be agreed) and a review of high care areas within
the Surgical Division will be undertaken with operational and
medical teams.

e The Nursing establishments within children’s and neonatal areas
indicate that an increase in workforce to meet need is required.

e Proposed changes in the clinical services model for the paediatric
assessment will require further reviews before workforce
establishments concluded. In the meantime in accordance with
patient need and demand the use of temporary staffing is utilised
to ensure safe staffing levels maintained.

Annual establishment review including biannual staffing reviews for in Page | 2
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e Changes to the commissioning of neonatal cots are currently in
progress. The Women and Children division is working with
commissioners and a workforce plan is being scoped within the
context of national/ network review. (BAPM)

o Midwifery staffing establishments currently meet the needs of the
current caseload which in turn reflects the population served. The
reviews identified population numbers have declined and as such
changes to staffing could be achieved, however vacant posts are
being held going forward into 2020 whilst further assessment of
patient demand and “continuity of carer” process is reviewed.

e There is a draft business case for urgent care (ED at the Alex)
which needs consideration with the outcome of the A&D process
within Urgent care.

e The head room allowance within the budgets for specialised
medical and surgical areas are currently 23.8% other areas are
19.9%. The SNCT and birth rate plus tools provide an allowance
of 22%. Discussion with each division and finance has taken place
to move to 22% trust wide by December 2019.

o External review of the model hospital data is in progress which is
supported by NHSI workforce team; there is a meeting to discuss
results in November 2019.

Risk

Key Risks BAF 11

Assurance The national tool was used and NHS E/I has oversight of the work to date.
Assurance level Significant | | Moderate | x |Limited | |None |
Financial Risk Not directly

Annual establishment review including biannual staffing reviews for in Page | 3
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Appendix : 1 Bi-annual SNCT Results — Summary of Data Collection — June 2019

APPENDIX 1
SUMMARY of DATA
COLLECTION Jun-19
Jun-19
at set
Occupa
Dependency Level Summary ncy
War Level of
36 ds 98.87%
Curre Acuity
Bed Ofceud a Bed nt Propose
Directorate Occupa ne (fir Occupa 0 Nursi d
/ Ward ncy Zef ncy at ng Nursing Staffing
(set) A. A Set Rate Levels Levels Increase/(Decr
5 (WTE)  (WTE) | ease) (WTE)
Specialty 519.0
Med 8 553.19 34.11
Acute o 7.5 80.9 2.6 0.0
Stroke Unit 29 98.9% 107.4% 98.9% 9.0% % % % % 373 46.91 -6.82
323 | 579 0.0 0.0
0,
Avon 2 22 98.9% 102.0% 98.9% 9-8% % % % % 3188 33.53 165
15.6 15.4 | 68.9 0.0 0.0
Avon 3 20 98.9% 102.3% 98.9% % % % % % 33.87 3074 313
14.4 | 76.7 0.4 0.0
0,
Avon 4 24 98.9% 100.0% 97.9% 8.5% % % % % 37.79 38.23 0.44
184 | 104 | 63.2 3.1
[
Laurel 1 21 98.9% 100.0% 98.9% 4.9% % % % % 43.33 5330 9.97
2.7 90.2 0.0 0.0
[
Evergreen 26 98.9% 100.0% 98.9% 7.1% % % % % 36.78 42.65 >87
134 | 599 | 258 | 0.0
0, -
Laurel 2 21 98.9% 103.3% 98.9% 0.9% % % % % 39.86 36.00 3.86
Ward 12 13.6 4.5 82.0 0.0 0.0
AGH 28 98.9% 100.0% 98.9% % % % % % 40.66 a4.47 3.81
50.5 0.7 48.9 0.0 0.0
Ward 2 AGH 22 98.9% 100.5% 98.9% % % % % % 2830 29.35 1.05
9.2 81.8 3.8 0.0
0
Ward 5 AGH 26 98.9% 96.2% 98.9% >-2% % % % % 34.54 42.70 8.16
55.2 1.8 43.0 0.0 0.0
Ward 6 AGH 22 98.9% 100.0% 98.9% % % % % % 29.23 2851 0.72
Ward 11 o 1.4 97.7 0.0 0.0
AGH 28 98.9% 100.0% 98.9% 0.9% % % % % 26.58 47.30 20.72
Ward 1 - 62.6 1.6 35.8 0.0 0.0
ALX 19 98.9% 100.0% 98.9% % % % % % 3532 23.62 -11.70
0.4 98.8 0.0 0.0
[
Avon 5 28 98.9% 100.4% 98.9% 0.9% % % % % 34.82 4740 12.58
13 30.3 | 63.2 0.0
0, -
CCU ALX 4 98.9% 95.0% 98.9% >-3% % % % % 1239 8.48 3.91
Urgent Care 191.3
Med 0 163.17 -28.13
Ward 4 - o 28.6 | 68.9 0.7 0.0
ALX 22 98.9% 100.0% 98.9% 1.8% % % % % 3115 3510 3.95
34.2 45.5 9.3 109 | 0.0
M SSU 25 98.9% 100.6% 98.9% % % % % % 46.51 40.32 619
29.2 319 | 38.6 0.4 0.0
MAU AGH 28 98.9% 100.4% 98.9% % % % % % 65.84 47.35 -18.49
Annual establishment review including biannual staffing reviews for in Page | 4
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ENESENK |
w&c 58.25  66.36 8.11
ELV:JE i 31 | 98.9% | 81.8% | 98.9% 7074;9 1;5 1;8 ?%8 ?%0 >8> | 613 309
PAU - WRH 4 98.9% 122.5% 98.9% 1(12.0 (2%0 (2%0 ?%O ?%0 0.00 >02 >02
Scsb 7428  65.78 -8.50
Silver 20 | 98.9% | 100.0% | 98.9% 5;3 1%0 45/;8 ?%O 2)00 3526 | 2640 16
Laurel 3 18 | 989% | 997% | 9so% | > 4°8/;7 4°2/;l ?%1 (3%0 284 | 2763 79
TTC e 12 | 989% | 683% | 98.9% 122'0 ?%0 ?%0 ?%O 0%0 1288 | 1175 1
377.1
Surgery 4 341.94 -35.20
Beech A 20 | 98.9% | 1045% | 98.9% 6;;0 3%1 3;'9 ?%O 0%0 2889 | 2486 40
Beech B 9 | 989% | 100.6% | 98.9% 7;1 1%2 2°6/;7 9%0 (3%0 toat | 137 294
Beech C 17 | 989% | 99.7% | 98.9% 7094;9 7%4 13/;7 ?%O 0%0 2638 | 1869 78
:Zis . 11 | 98.9% | 1023% | 98.9% 608/;9 9%8 2;3 ?%O 9%0 2t29 | 1289 840
scby 17 | 989% | 101.8% | 98.9% 1;;5 734;7 13/;8 0%0 2)00 2382 | 2766 384
SHCU 8 | 989% | 99.4% | 98.9% 2;5 303/.;3 208/.;9 1;2 (3%0 2027 | 1138 89
180 36 | 98.9% | 100.0% | 98.9% 3084;3 (3%4 63/;3 c;o (1)00 798 | o122 324
Vascular 14 | 98.9% | 1000% | 98.9% 5;7 1%4 402/.;9 (f%o (3%0 2408 | 1810 oo
x?gsr?g:e 4 | 98.9% | 100.0% | 98.9% z;s 5°7/¢;5 1°5/;0 c;o (1)00 1184 ] 326 058
X/grrid * 19 | 989% | 100.3% | 98.9% Z;O 2%4 7;;7 c;)o 2)00 2638 | 2880 222
XVSQd ° 21 | 98.9% | 100.0% | 98.9% 9;;8 3:%3 2%9 (3%0 (3%0 2836 | 2126 710
X/grrid * 28 | 989% | 859% | 98.9% 73/;5 1%2 ZZ/;Z c;)o 2)00 3276 | 3805 029
XVSQdTgo 28 | 98.9% | 99.8% | 98.9% 134;2 127 8;2 (3%0 (3%0 3905 | 447 >68
ngrrid ° 28 | 98.9% | 99.8% | 98.9% 834;1 2%7 105/;2 9%0 ?%O 2927 | 3077 130
TOTAL 647 | 98.9% | 99.6% | 98.9% 3;'0 1;'9 526'7 4%3 09},0 13250' 1223.09 3.04
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Recommendations

The Trust Board is requested to receive this report for assurance.

Executive This report gives a summary of the items discussed at the last Trust

summary Management Executive (TME) in October. There was no meeting in
September. Members will see that there is a clear line of sight
between the Board, Committees and TME.

Risk

Key Risks TME, as the decision making body for the Trust, addresses all risks.

Assurance

Assurance level

Significant | | Moderate | | Limited | | None

Financial Risk

Within budgets
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Introduction/Background

TME is the primary executive decision making body for the Trust. It is set up to drive the
strategic agenda and the business objectives for the Trust. It ensures that the key risks are
identified and mitigated as well as ensuring that the Trust achieves its financial and
operational performance targets.

Issues and options

Since my last report at the September Board, TME has met once, 23 October. This report
covers this meeting.

Iltems presented for approval

Items presented for information/discussion

Clinical Services Strategy — on this month’s board agenda

Annual Planning — presented to the Finance and Performance Committee (October)
Pharmacy System leadership

Strategic Workforce Plan — presented to the People and Culture Committee
(October)

Board Assurance Framework — on this month’s board agenda

7 day services — presented to the Quality Governance Committee (October)

Bed capacity business case — presented to the Finance and Performance
Committee (October)

Revenue replacement of equipment

PFIl contract — combined heat and power plan (CHP) - on this month’s board
agenda (private)

PFI (managed equipment services)

Update from Radiotherapy Network Oversight Group

Digital Business continuity plan

Endoscopy business case - presented to the Finance and Performance Committee
(October) and approved by the Vice-Chair

Integrated Quality Report - presented to the Quality Governance Committee
(October)

Operational & Financial Performance — Month 6 position and CIP Report
presented to the Finance and Performance Committee (October)

Financial Recovery Plan presented to the Finance and Performance Committee
(October)

Internal Audit report — data security and protection toolkit — will be presented to
the Audit and Assurance Committee (November)

Patient Group Directions — presented to the Audit and Assurance Committee
(September)

Guardian for Safe Working & HEE update presented to the People and Culture
Committee (October)

Flu - presented to the People and Culture Committee (October)

Safe Staffing report presented to the People and Culture Committee (October) & on
this month’s board agenda

Ward acuity staffing audit outcome presented to the People and Culture
Committee (October) & on this month’s board agenda

Employee casework presented to the People and Culture Committee (October)

| Trust Management Executive | Page | 2 |
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Pension Taxation

¢ Recruitment and retention update presented to the People and Culture Committee
(October)

¢ Integrated Performance Report — presented to F&P and is on this month’s board
agenda

Subgroup reports
¢ Strategy and Planning update — approval of capital spend
¢ Finance and Service Improvement Group

Recommendations
The Trust Board is requested to receive this report for assurance.

Appendices

| Trust Management Executive Page | 3 |
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Meeting Trust board
Date of meeting 2019
Paper number 1

| Audit and Assurance Committee Assurance Report

| For approval: | For discussion: | | For assurance: | x | Tonote: |

Accountable Director

Steve Williams
Audit and Assurance Chairman

Presented by Steve Williams Author /s | Kimara Sharpe
Audit and Assurance Company Secretary
Chairman

Alignment to the Trust’s strategic objectives

Best services for Best experience of Best use of X | Best people

local people care and outcomes resources

for our patients
Report previously reviewed by
Committee/Group Date Outcome

Recommendations

The Trust Board is requested to
¢ Note the report for assurance
e Approve the debt write off of £61,846

Executive This report summarises the business of the Audit and Assurance Committee
summary at its meeting held on 17 September 2019.

Risk

Key Risks The Committee reviews all significant risks.

Assurance

Assurance level

Significant | | Moderate | | Limited | | None

Financial Risk

| Audit and Assurance Committee Report
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Meeting Trust board
Date of meeting 2019
Paper number 1

Introduction/Background

The Audit and Assurance Committee has been established to critically review the
governance and assurance processes upon which the Trust Board places reliance, ensuring
that the organisation operates effectively and meets its strategic objectives. Membership is
three non-executive directors.

The Committee has met once since the last report.

Issues and options
Items discussed at the 17 September meeting:

¢ Quality Impact Analysis: One of the roles of the Audit and Assurance Committee is
to examine the clinical risks arising from financial pressures. The Chief Nurse
attended and gave an update on the QlIAs. The comprehensive paper showed the
number of QIAs that have been approved, rejected and those that have not yet been
received. She stated that not all senior staff were familiar with the QIA process and
she was intending to put on a training session for TME members. We were
concerned that one QIA had been submitted, with an electronic signature, and the
accountable person was unaware of the content of the QIA. We have asked for a
review of the use of electronic signatures which the Company Secretary will
undertake. Overall we were assured with the robustness of the process and have
requested a repeat paper in March 2020.

¢ Patient Group Directions: The Chief Pharmacist presented the paper. We were
concerned that senior leadership ownership was not apparent (a mini audit had
confirmed this) and we have requested that this paper is considered by the Trust
Management Executive.

¢ Annual Security Report: The Local Security Management Specialist presented this
report ad it is presented in the private session of the Board. We were concerned that
the policy of exclusion letters had not been implemented and we have requested that
the Deputy Chief Nurse (Safety) be present at the next meeting of the Committee.
The report also covered CCTV within the Trust (this is in detail which is why the
report is in the private board session). We have requested that the Head of Facilities
attend the next meeting.

¢ Declaration of Interests — Annual Report: We received the annual report relating to
declaration of interests. The declaration of interests for the Board is on the website.
We were also presented with the TME and consultants” declarations. Work is on-
going with the surgical and SCSD divisions to increase the number of consultants
returning the forms. Over 75% of consultants have to date returned their forms. We
are awaiting the policy on secondary employment before asking all staff for their
declarations of interest.

o Data Quality Update: The Head of Information attended the meeting and gave
another very comprehensive report on data quality. This area of work is being led by
Tom Martin, a consultant and work has been progressing very well. All alerts on the
various systems will have bene reviewed by the end of December 2019. This is a
huge task. Work is also being undertaken on developing a single waiting list;
ensuring performance data was aligned across information and finance and on using
the white board contemporaneously.

¢ People and Culture — evaluation: Mr Yates presented the annual evaluation of the
committee. Frustration was expressed with the slow progress, but it was
acknowledged that the committee had made a difference to the workforce agenda.

| Audit and Assurance Committee Report | Page | 2 |
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Meeting

Trust board

Date of meeting

2019

Paper number

11

We were pleased that risk was discussed in detail at each meeting.

Debt write off: The Committee is recommending the Board approval of £61,846 bad

debt write off.

Items approved:

Internal Audit Reports:

o Health and Safety — moderate assurance overall. We have requested that

the Chief Operating Officer attend our next meeting to discuss the

governance around this area of work.
o RTT - significant assurance overall
o FM arrangements — moderate assurance overall

Other items received:

External audit progress report

Internal Audit progress report including the annual satisfaction survey

Counter Fraud progress report
Waiver report

Review of debt write off

EPMA investigation

SFI breach (removal expenses)

Recommendations

The Trust Board is requested to

Note the report for assurance
Approve the debt write off of £61,846

Appendices

Gifts and Hospital Register 2018/19

| Audit and Assurance Committee Report
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Trust Board
14 November 2019

Meeting
Date of meeting

Paper number 12
| Remuneration Committee Report
| For approval: | | Fordiscussion: | | Forassurance: |[x | Tonote: |
Accountable Director | Sir David Nicholson
Chairman
Presented by Sir David Nicholson Author /s | Kimara Sharpe
Chairman Company Secretary
Alignment to the Trust’s strategic objectives
Best services for Best experience of Best use of Best people | x
local people care and outcomes resources
for our patients
Report previously reviewed by
Committee/Group Date Outcome

Recommendations

The Trust board is requested to note this report for assurance.

Executive This report is a routine report to the Trust board outlining the business
summary of this committee.

Risk

Key Risks N/A

Assurance N/A

Assurance level Significant | | Moderate | | Limited | [ None
Financial Risk N/A

| Remuneration Committee report
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Meeting Trust Board
Date of meeting 14 November 2019
Paper number 12

Introduction/Background

The Remuneration Committee sets and reviews pay for staff not on agenda for change
terms and conditions of service. It also ensures that there is a succession plan for senior
members of staff including Board members.

Issues and options

The Committee has met twice since my last report in September. The meetings covered the

following:

o September 2019 - Approval of the appointment of the Chief Digital Officer

e October 2019 — Approval of the alignment of the Associate Non-Executive Directors”
remuneration to that of the Non-Executive Directors.

Recommendations
The Trust board is requested to note this report for assurance.

Appendices - none

| Remuneration Committee report Page | 2 |
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Meeting Trust Board
Date of meeting 14 November 2019
Paper number J1

| Equality & Diversity Annual Report

| For approval: | x | For discussion: | | For assurance: | | Tonote: |

Accountable Director | Tina Ricketts, Director of People & Culture
Presented by Sandra Berry, Assistant | Author /s | Sandra Berry, Assistant
Director of OD Director of OD/ Karen

Hatton OD Manager and
Jacqui Edwards, Deputy
CNO

Alignment to the Trust’s strategic objectives

Best services for Best experience of Best use of Best people

local people care and outcomes resources

for our patients

Report previously reviewed by

Committee/Group Date Outcome

People and Culture 22" October 2019 Approved

Recommendations

The Trust Board is asked to approve for publication the final copy of
this report which has been approved at the Trust’s People and Culture
Committee in October 2019.

Executive
summary

The report meets the Equalities Duty compliance, and is annually created for
sharing on both the Trust website and the Trust intranet. The report
showcases what we have achieved on the subject of Equality, Diversity and
Inclusion in the last 12 months, and looks forward to the coming 12 months.

The report has been co-created between the People and Culture Directorate
and Patient, Carer and Public Engagement teams. The approach taken this
year was to create a report that met key requirements, showed our journey as
a Trust, in a style that is engaging and informative.

The report has been amended following review by the People and Culture
Committee in August 2019 and was approved by the People and Culture in
October 2019.

Risk

Key Risks

Production of an annual report showing compliance with the equality duty,
part of the Equalities Act 2010 Public Sector Equality Duty.

Assurance

This report meets the requirements of the Equality Act 2010.

Assurance level

Significant | x | Moderate | |Limited | [None |

Financial Risk

| Equality & Diversity Annual Report
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