Meeting of the West Suffolk CCG Governing Body
to be held from 0915–1200 hrs on Wednesday 30 September 2015 at
The Lecture Room, St Edmundsbury Cathedral, Bury St Edmunds, Suffolk

AGENDA
The Governing Body will be available to meet with members of the public from
0900 – 0915

GENERAL BUSINESS
1.

Apologies for Absence

2.

Declarations of Interest
To declare any interests specific to agenda items

3.

Minutes of the previous West Suffolk CCG Governing Body
meeting.
To approve as a correct record Minutes of the West Suffolk CCG
Governing Body meetings held on 20 May 2015 and of an inquorate
meeting held on 29 July 2015

Dr Christopher Browning

4.

Matters Arising and Action Log

Dr Christopher Browning

5.

General Update
To receive a verbal report from the Chief Officer

Dr Christopher Browning
All

Julian Herbert

PATIENT AND PUBLIC ENGAGEMENT
6.

Patient Story

7.

Community Engagement Group Minutes
To receive and endorse minutes of the Community Engagement
Group meeting held on 27 August 2015

Anne Nicholls
Report No:
WSCCG15-47

8.

Patient Revolution Event
To receive and note a report from the Lay Member for Patient and
Public Engagement

Jo Finn
Report No:
WSCCG15-48

9.

Engagement Audit
To receive and note a report from the Lay Member for Patient and
Public Engagement

Jo Finn
Report No:
WSCCG15-49

10.

Suffolk Informatics Partnership Board – Progress Update
To receive and note a report from the Chief Corporate Services
Officer.

Amanda Lyes
Report No:
WSCCG15-50

CLINICAL SERVICES
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11.

Future Ophthalmology Service Model
To receive and endorse a report from the GP Clinical Lead for
Planned Care.

12.

Commissioning Intentions
To receive and approve a report from the Acting Chief Contracts
Officer

Jon Reynolds
Report No:
WSCCG15-52

13.

Procurement Update
To receive and note a report from the Acting Chief Contracts Officer

Jon Reynolds
Report No:
WSCCG15-53

Dr Rakesh Raja
Report No:
WSCCG15-51

FINANCE, PERFORMANCE AND SCRUTINY
14.

Integrated Performance Report - Are the CCGs finances,
performance and quality on track?
To receive and note a report from the Chief Finance Officer, the Chief
Nursing Officer, the Chief Operating Officer and Acting Chief Contracts
Officer.

Carl Goulton/
Jon Reynolds
Barbara McLean/
Ed Garratt/
Report No:
WSCCG 15-54

GOVERNANCE AND CORPORATE BUSINESS
Julian Herbert
Report No:
WSCCG 15-55

15.

Devolution Proposal for Suffolk
To receive and note a report from the Chief Officer

16.

Clinical Priorities and Clinical Policy Development
To receive and approve a report on the formation of, and terms of
reference for, the Clinical Oversight Group

17.

Declaration of Interests
To receive and note an update on declarations of interest.

Amanda Lyes
Report No:
WSCCG15-57

18.

Governing Body Assurance Framework
To receive and endorse a report from the Chief Corporate Services
Officer

Amanda Lyes
Report No:
WSCCG15-58

19.

Revised Terms of Reference – Remuneration and HR Committee
To receive and approve revised terms of reference for the
Remuneration and HR Committee

Bill Banks
Report No:
WSCCG15-59

20.

Minutes of Meetings:
To receive a report from the Lay Member for Governance seeking the
endorsement of minutes of West Suffolk CCG Sub Committees, those
being;

Bill Banks
Report No:
WSCCG15-60

Barbara McLean
Report No:
WSCCG15-56

(i) Audit Committee

The confirmed minutes of an extraordinary meeting held on 18 May
2015 and meeting held on 2 June 2015, together with unconfirmed
minutes of a meeting held on 8 September 2015.
(ii) Remuneration and HR Committee

The confirmed minutes of a meeting held on 16 June 2015 and
unconfirmed minutes of a meeting held on 15 September 2015
(iii) Clinical Scrutiny Committee

The confirmed minutes of a meeting held on 24 June 2015 and
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unconfirmed minutes of a meeting held on 26 August 2015
(iv) CCG Collaborative Group

The unconfirmed minutes of a meeting held on 18 June 2015
(v) Commissioning Governance Committee

Decisions from a meeting held on 20 May 2015 and 29 July 2015
21.

Any Other Business

22.

Date and Time of future Governing Body meetings
0915 - 1230 Wednesday 19 November 2015, The Lecture Room, St
Edmundsbury Cathedral, Bury St Edmunds, Suffolk
(Attached as appendix to Agenda – Addenbrookes Care Quality
Commission report)
Questions from the public – Maximum 15 minutes
Please note questions should relate to the items under discussion and
must be a question rather than statement. Where individuals deviate
from this requirement they will be asked to stop and will not be invited to
take any further part in the meeting.
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Minutes of the West Suffolk CCG Governing Body Meeting held in public on
Wednesday 20 May 2015 in the Lecture Room at
St Edmundsbury Cathedral, Bury St. Edmunds, Suffolk
PRESENT:
Dr Christopher Browning
Dr Simon Arthur
Bill Banks
Kevin Bernard
Dr Crawford Jamieson
Peter Knights
Dr Daniel Knowles
Dr Rakesh Raja
Dr Giles Stevens
Dr Rosalind Tandy
Dr Andrew Yager
Dr Ed Garratt
Carl Goulton
Julian Herbert
Amanda Lyes
Barbara McLean
Wendy Tankard

Chair
GP Member
Lay Member for Governance.
Member
Secondary Care Doctor
Member
GP Member
GP Member
GP Member
GP Member
GP Member
Chief Operating Officer
Chief Finance Officer
Chief Officer
Chief Corporate Services Officer
Chief Nursing Officer
Chief Contracts Officer

IN ATTENDANCE:
David Kanka
Linda Lord
Jo Mael
Anne Nicholls

Assistant Director of Public Health
Chief Pharmacist
Corporate and Governance Officer
Chair: Clinical Engagement Group

15/040 WELCOME AND APOLOGIES FOR ABSENCE
The CCG Chair welcomed everyone to the meeting and apologies for absence
were noted from:
Jo Finn
Tessa Lindfield

Lay Member for Patient and Public Engagement
Director of Public Health

15/041 DECLARATIONS OF INTEREST
No declarations of interest were received.
15/042 MINUTES OF PREVIOUS MEETING
The minutes of the meeting held on 25 March 2015 were agreed as a correct
record.
15/043 MATTERS ARISING AND ACTION LOG
There were no matters arising and the action log was reviewed and updated.
15/044 GENERAL UPDATE
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The Chief Officer reported that;



Preferred bidder status in respect of the Community Services contract had
been awarded to West Suffolk Hospital as contract holder, in conjunction
with Ipswich Hospital NHS Trust and Norfolk Community Healthcare Trust.
The CCG’s tele-dermatology work had been listed for a Health Service
Journal award.

The Chair reported that Dr Daniel Knowles would shortly be leaving the
Governing Body. Dr Knowles was thanked for all his hard work whilst a
Governing Body member.
15/045 CHAIR’S PRESENTATION
The Chair gave an Annual Review presentation for 2014/15 which outlined the
CCG’s ambition for integrated working going forward, identified the
implementation of services and public engagement that had taken place during
2014/15, set out the CCG’s financial position and achievements, together with
looking forward to 2015/16.
15/046 COMMUNITY ENGAGEMENT GROUP MINUTES
The Chair of the Community Engagement Group (CEG) presented the minutes
of the Group’s last meeting, which had been held on 30 April 2015 in Brandon.
Key points highlighted from the meeting included;




Mental health had been the dedicated theme for the meeting with the CEG
receiving a presentation from the Chief Nursing Officer on the Care Quality
Commission’s (CQC) inspection of Norfolk and Suffolk NHS Foundation
Trust. Having discussed and noted actions from the CQC’s report there
was concern as to whether the situation could have been highlighted
earlier and whether there was a need for the CCG’s monitoring processes
to be more rigorous.
The CEG also received a presentation on the commissioning process in
respect of mental health services and was introduced to Vicky Versey the
Youth Ambassador for Community Action Suffolk.

The GP Lead for Mental Health advised that prior to the CQC’s inspection
contractual monitoring of Norfolk and Suffolk NHS Foundation Trust had seen
them perform well in respect of key performance indicators (KPI’s) and
perhaps there was a need to look beyond KPI’s in future. It was highlighted
that the CQC inspection had been carried out at a time of post re-organisation
at the Trust with the inspection having applied to services across Norfolk and
Suffolk with much of the concerns raised being in relation to Norfolk services.
The Governing Body noted the content of the report.
15/047 NORFOLK AND SUFFOLK NHS FOUNDATION TRUST STAKEHOLDER
ASSURANCE MEETING 29 APRIL 2015
Report WSCCG 15-25 from the Chief Nursing Officer sought to inform the
Governing Body of progress made by Norfolk and Suffolk NHS Foundation
Trust (NSFT) in addressing the quality concerns raised by the Care Quality
Commission (CQC) following its inspection of the Trust in the autumn of 2014,
which had resulted in the Trust receiving an overall CQC rating of
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“inadequate”.
NSFT provided monthly updates to Stakeholder meetings, which were chaired
by Monitor’s appointed Improvement Director and included report by NSFT as
to progress made with implementation of its quality improvement plan. At each
meeting a more in-depth review of an agreed area was undertaken which at
the last meeting had been in respect of staffing. The meetings facilitated
stakeholder challenge to the reported progress and enabled emerging quality
issues to be raised.
The Chief Nurses Office team was responsible for providing representation
and challenge at the meetings and for ensuring that information was
appropriately cascaded within the CCG.
The report went on to detail progress against the quality improvement plan and
that agreement had been reached in respect of the content of a quality
dashboard which NSFT would report on monthly. The dashboard was to form
one part of the agenda for the quality meetings, with other sections of the
agenda featuring a schedule of papers following presentation to NSFT’s
Quality Governance Committee and Trust Board, together with a section for
arising issues, external inspections, and issues raised via the GP log or other
forms of intelligence. Structuring the agenda in such a way was expected to
ensure that all elements of quality reporting were captured.
Although it was recognised that prior to the CQC’s inspection the CCG had
been aware of some of the issues and improvements had been seen, the need
to incorporate the use of soft intelligence when contract monitoring was
emphasized, together with ensuring the robustness of outcomes in order to
facilitate delivery of required services. Having been advised that the GP
contract issues log was reviewed monthly in order to identify any themes or
areas of concern, the Governing Body suggested that a communication be
issued to GP members highlighting use of the log.
The Governing Body noted the content of the report.
15/048 PROCUREMENT UPDATE: SUMMARY OF ACTIVITY IN 2014/15 AND
FORWARD LOOK AT 2015/16
The Governing Body received a report from the Chief Contracts Officer which
provided an update on procurements undertaken in 2014/15 and looked
forward to 2015/16.
Procurement activity during 2014/15 was detailed in Section 2 of the report and
the Chief Contracts Officer reported that preferred bidder status in respect of
the Domiciliary Care contract was expected to be announced on 8 June 2015.
It was also reported that following completion of the evaluation stage, preferred
bidder status in respect of the Community Services contract had been awarded
to West Suffolk NHS Foundation Trust as contract holder, in conjunction with
Ipswich Hospital NHS Trust and Norfolk Community Healthcare Trust.
Procurements anticipated in 2015/16 included a potential joint procurement
with Suffolk County Council in respect of Care Homes, together with
procurement of a primary mental health service.
The Governing Body noted work completed in 2014/15 and the evolving work
programme for 2015/16.
Page 3 of 10

The Chair advised that agenda item 10 (Infection prevention and control and
antibiotic prescribing) would be taken at the end of the agenda to allow those
presenting to attend.
15/049 ANNUAL HEALTH CHECKS FOR PEOPLE WITH LEARNING DISABILITY
The Governing Body was in receipt of a report which sought to clarify the
Learning Disability Health Check requirements for West Suffolk CCG and
recommend an action plan to meet them.
It was explained that the lack of uptake of health checks by people with
Learning Disability had been identified as a priority to address by NHS
England and the CCG. People with learning disabilities often had difficulty in
recognising illness, communicating their needs and using health services.
Research indicated that regular health checks for people with learning
disabilities often uncovered treatable health conditions. Whilst most of those
were simple to treat and make the person feel better, sometimes serious
illnesses such as cancer were found at an early stage when they could be
treated.
The Annual Health Check was also a chance for the person to get used to
going to their GP practice, which reduced their fear of going at other times.
The report detailed information which compared West Suffolk with the other
East of England CCG’s with regard to the uptake of Learning Disability health
checks. A rate of 49.7% measured reasonably well with the rest of the CCG’s
in the region. The CCG had not been given a target for achievement; however
its ambition was to increase the number of people who received an annual
health check in order that its performance was an exemplar for the region.
The cohort was identified in the quality outcomes framework and, as such, the
target for West Suffolk was to achieve 781 health checks, an increase of 350.
The paper went on to outline the barriers to uptake and considered key
activities to improve uptake, together with identifying risks.
The initiative was welcomed by the Governing Body although the need to gain
assurance in respect of the completeness of practice Quality Outcomes
Framework (QOF) registers was highlighted, together with exploring
opportunities from the sharing of information with Suffolk County Council.
Whilst noting that the target was ambitious, it was felt appropriate in order to
assist the CCG in its aim to become the best performing CCG.
The Governing Body noted the content of the report and the proposed plan to
increase the uptake of health checks in primary care.
15/050 NURSE REVALIDATION
The Governing Body was in receipt of a report from the Chief Nursing Officer
which informed of the National Nurse Revalidation programme and the work
being carried out by the CCG to implement the programme of revalidation and
support Registered Nurses in the CCG area and services, to meet the national
requirements for revalidation within the timescales set for each stage of the
programme.
CCG leadership for the implementation programme sat with the Chief Nurses
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Office, working closely with the Chief Officer for Corporate Services, Human
Resources Team.
Revalidation was a process that all nurses and midwives would need to
engage with in order to demonstrate safe and effective practise throughout
their career. It was about promoting good practice and was not an assessment
of a nurse or midwife’s fitness to practise.
Participation was on an on-going basis and nurses and midwives would be
required to revalidate every three years, at the point of their renewal of
registration which would replace the current Prep requirements and Notification
of Practise form.
The report went on to detail the process and revalidation requirements. It was
noted that revalidation was due to be introduced by the end of 2015.
It was explained that responsibility for validation remained with the individual
although there was likely to be strong oversight by NHS England and from the
CCG in respect of providers. It was anticipated that a new mechanism would
be put in place for those individuals returning to work after a long period of
absence which was likely to incorporate a period of re-training.
The Governing Body noted the content of the report.
15/051 INTEGRATED PERFORMANCE REPORT
The Chief Nursing Officer, Chief Finance Officer, Chief Operating Officer and
Chief Contracts Officer presented the Integrated Performance Report, which
provided members with a summary of performance against national targets,
contractual targets, clinical quality and patient safety issues, financial
performance and acute activity, together with detailing work being carried out
by the CCG’s work streams.
Clinical Quality and Patient Safety
Key points highlighted included;









The report from an adult safeguarding review had been presented to
families on 12/13 May 2015 prior to publication and it was anticipated that
the Governing Body would receive an update to its next meeting.
Quality Improvement Visits (QIV) – the report now contained the next
quarter’s programme of work as a forward plan. A formal quarterly
information sharing forum had been set up to facilitate the sharing of
information across organisations and QIV documentation had been revised
to bring it in line with the template and reporting domains used by the Care
Quality Commission.
There was an improved position in respect of patient experience at two
providers where previous concerns had been raised, as detailed on pages
10/11 of the report.
The Harm Free Care forum had recently received a presentation from the
CCG’s Care Home Clinical Support Nurse, and all providers had been
keen to explore and review care pathways in an attempt to improve patient
experience.
Since contractual escalation of the issue of outstanding reports associated
to the contract issues log the situation had recently improved.
The report contained improved information in respect of adult safeguarding
which was being acquired via the multi-agency safeguarding hub.
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C.difficile continued to be a cause for concern within the community and
there was increased focus on staff training and support.

Having questioned at what point dashboard reporting information in respect of
continuing healthcare might be reintroduced to the report, it was explained that
inaccuracies identified from data cleanse work had resulted in it being
withdrawn and it was anticipated that the workstream would be informed on 21
May 2015 as to when requested revisions to the reporting software would be
complete.
Whilst it was noted from the report that GP or commissioning manager
participation in quality improvement visits was beneficial, the difficulty in
scheduling visits to facilitate such attendance was recognised.
Having noted from page 26 of the report that there had been a number of
Patient Advice and Liaison Service contacts in respect of Norfolk and Suffolk
NHS Foundation Trust communication issues, the Chief Nursing Officer
agreed to investigate further and report back.
Financial and Performance Delivery
Key points highlighted included;





As there was no 2015/16 information at present there was no requirement
to submit a Month 1 report to NHS England.
The 2014/15 month 12 position continued to be finalised with the auditors
although the unaudited position indicated that the CCG’s £2.8m surplus
had been delivered. As the surplus included £2.6m from the previous year
a break even position had been achieved at year end.
The surplus had been achieved from the use of one-off non-recurrent
funding and, although a positive result, there was likely to be considerable
challenge going forward into 2015/16.

The Governing Body was advised that the CCG’s role was to negotiate
contracts with its providers and, as such, any request for the provision of
funding elsewhere within the system would be subject to agreement by the
Governing Body.
Clinical Workstreams
Key points highlighted included;
The Chief Operating Officer led a discussion about the engagement of primary
care colleagues in the QIPP programme. He set out positive steps being made
by the CCG:






Development of a GP recruitment scheme.
The recruitment of five pharmacists to provide support to practices.
The introduction of new prescribing and PMS incentives.
Development of the map of medicine software and tele-dermatology.
The provision of monthly support visits to practices.

He also shared concerns raised by primary care colleagues:



There was a perceived decrease in incentive schemes.
The health economy seemed to be bias to the acute sector.
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There was no active planning to support primary care.
There was no one body to represent primary care.

The Governing Body recognised the challenges being faced by primary care
and the need for the CCG to maintain engagement with its wider membership.
The CCG’s role was to provide the best services for its patients and, as such,
there would be a need for services to be commissioned from the most
appropriate provider.
In an attempt to enhance working relationships going forward and provide
clarity in respect of the roles of organisations, the Chief Operating Officer
agreed to pursue the drafting of a Primary Care Strategy.
Workstream updates included;







Planned Care – the CCG was working jointly with West Suffolk Hospital to
develop new pathways in respect of heart failure and diabetes.
Integrated Care – the ambulatory care CQUIN was now outcome based.
Multi-disciplinary teams continued to highlight and provide support to those
patients most at risk of hospital admission.
Mental Health – progress against the dementia diagnosis target of 67%
was currently at 62%.
Cancer – the Community Cancer Nurse role had been extended for a
further year and, following the departure of the present nurse, would be
seconded to West Suffolk Hospital which should provide opportunity to test
the role across the acute and community sector.
Children and Young People/Prescribing – evaluation as to the benefit of
introducing asthma and epilepsy nurses was expected in the Autumn. The
prescribing incentive scheme had recently been released to practices.

Contractual Performance
Key points highlighted included;


West Suffolk Hospital – contract queries existed in relation to ambulance
arrival to handover times, the acute oncology service one hour door to
needle for all patients with suspected neutropenic sepsis, MRSA and A&E
attendances where the service user was admitted, transferred or
discharged within four hours. Performance in respect of handover times
remained consistent and improved when compared to other hospitals.
Acute oncology performance continued to give cause for concern and the
hospital had been advised of the possibility of contractual escalation. The
Chief Officer and Chief Contracts Officer agreed that disparity between
reported information and that of an internal audit would be further
discussed at forthcoming Chief Executive and Service Level Agreement
meetings. It was anticipated that the MRSA contract query would be
closed in the near future and a revised remedial action plan had been
received in respect of A&E performance. Concern at a recent general
decline in performance across a number of areas would be discussed at a
Service Level Agreement meeting to be held later in the day.



111 Service – the service was now compliant in respect of calls answered
in 60 seconds and calls abandoned although performance in relation to
warm transfers and call back in 10 minutes continued to be an issue and a
recruitment plan was in place.
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Out of Hours – speak to a GP within 60 minutes and two hours
performance had fallen below target although there had been an increase
in demand. A remedial action plan was in place which was being
monitored closely.



Suffolk Community Healthcare – Serco – the contract query in relation to
the non-achievement of KPIs had been closed and although there had
been improvement in respect of community equipment service
performance, targets were still not being met and the contract query
remained in place. A drop in the performance of the continence service
and care coordination centre was being monitored closely.



Norfolk and Suffolk Foundation Trust (NSFT) – performance against
contract queries had improved. Non-IAPT waiting times, ligature works
and IAPT wellbeing service contract queries had all been closed with the
query relating to staff training remaining open and a revised remedial
action plan in development.

The Governing Body noted the content of the report.
15/052 DECLARATIONS OF INTEREST
The Governing Body was in receipt of report WSCCG 15-31 from the Chief
Corporate Services Officer which detailed interests declared by members of
the Governing Body and its sub-committees.
The Governing Body noted the interests as detailed within the report and that
they were to be published on the CCG’s website
15/053 HEALTH AND SAFETY UPDATE
The Governing Body was in receipt of a report which provided an update on
work currently being undertaken by the Health and Safety and Risk
Committee.
The Committee meets every other month to review health and safety and risk
issues relating to both Ipswich and East Suffolk CCG and West Suffolk CCG.
Key points from its last meeting held on 20 April 2015, included that;





Over the last year training had continued to be provided by Safetyboss
in the form of a two hour classroom session covering manual handling,
fire safety and general Health and Safety awareness. The content of
the training had been refreshed in January 2015 and now placed
increased emphasis on health and safety in an office environment.



During 2014/15 the Committee had dealt with issues regarding the
“Farm Car Park” at Rushbrook House, which included the quality of the
surface and the lighting.



The issue of a safe working environment was always on the agenda
and to that end the Committee had developed a set of “housekeeping”
guidelines for Rushbrook House. (West Suffolk House staff had the
benefit of the Councils guidelines already).

Two fire evacuation exercises had been carried out which the Committee
had reviewed and was pleased to note that improvement had been made.
The most recent evacuation had included the staging of an emergency
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planning exercise.
In response to a question as to whether there had been any preparedness in
respect of a potential terrorist threat, it was explained that, on a CCG basis the
matter was being followed through the CCG’s Health and Safety Advisors and
the Health and Safety and Risk Committee. On a wider perspective the issue
was addressed in respect of whole system preparedness which included
annual system review and regular exercises.
The Governing Body noted the content of the report.
15/054 GOVERNING BODY ASSURANCE FRAMEWORK
The Chief Corporate Services Officer presented the Governing Body
Assurance Framework (GBAF) for May 2015. The GBAF continued to be
reviewed by the Chief Officers Team every month and by the Governing Body
and Audit Committee at each of their meetings.
Revisions to the GBAF were detailed within Section 3 of the report.
The Governing Body noted the GBAF as presented.
15/055 MINUTES OF MEETINGS
Presented by the Lay Member for Governance, consideration was given to the
minutes of the following meetings:


Audit Committee - the unconfirmed minutes of a meeting held on 7 April
2015.



Remuneration and HR Committee - the unconfirmed minutes of a
meeting held on 5 May 2015.



Clinical Scrutiny Committee - the unconfirmed minutes of a meeting held
on 29 April 2015.



CCG Collaborative Group - the unconfirmed minutes of a meeting held on
16 April 2015.



Commissioning Governance Committee – decisions from meetings held
on 25 March 2015, and virtual meetings held from 13-22 April 2015 and 1724 April 2015.

The Governing Body received and endorsed the minutes.
15/056 INFECTION
PREVENTION
PRESCRIBING

AND

CONTROL

AND

ANTIBIOTIC

The Governing Body received a report from the Infection Prevention and
Control Lead which set out current infection prevention and control (IPC) status
with regards to Healthcare Associated Infections (HCAIs), in particular MRSA
and Clostridium difficile infection (CDI), and outlined the proposed strategy to
further reduce HCAIs in West Suffolk.
Alongside the report the Governing Body was in receipt of a presentation from
the Head of Prescribing in respect of antibiotic prescribing.
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Next steps, as set out within the report, included;





That it was proposed to raise antibiotic awareness for the general public to
reduce the expectation of being prescribed antibiotics for self-limiting
conditions.
The Infection Prevention and Control Lead would work with the Public
Health Forum of Suffolk County Council and West Suffolk CCG
Communications Team to produce and distribute/publish antibiotics
awareness materials.
In addition to an antibiotics public awareness campaign, it was
recommended that the CCG support and encourage as many people as
possible in West Suffolk to become antibiotic guardians by accessing the
website at antibioticguardian.com/ and making a pledge.

Due to the importance of reducing antibiotic prescribing it was suggested that
ways to encourage clinicians in both primary and secondary care to self-reflect
on their prescribing levels should perhaps be explored. It was explained that
although it was currently not possible to identify individual clinicians
prescribing, practice level information was available and was reviewed during
practice visits.
The Governing Body noted the content of the report and presentation.
15/057 ANY OTHER BUSINESS
No items of other business were received.
15/058 DATE OF NEXT MEETING
The next meeting of the West Suffolk CCG in public was scheduled to take
place on Wednesday 29 July 2015 at 0900 hrs in the Lounge, The
Athenaeum, Bury St. Edmunds, Suffolk.
QUESTIONS FROM THE PUBLIC
No questions were received from members of the public.
EXCLUSION OF PRESS AND PUBLIC
The Governing Body agreed that representatives of the press, and other
members of the public, be excluded from Part Two of the meeting having
regard to the confidential nature of the business to be transacted, publicity on
which would be prejudicial to the public interest; Section 1(2), Public Bodies
(Admission to Meetings) Act 1960.

29 July 2015
_____________________________
Vice Chair (Bill Banks)

______________________
Date
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Minutes of an (Informal) meeting of the West Suffolk CCG Governing Body held in
public on Wednesday 29 July 2015 in the Lounge, The Athenaeum, Bury St. Edmunds,
Suffolk
THIS MEETING WAS INQUORATE AND CONDUCTED ON AN INFORMAL BASIS
PRESENT:
Bill Banks
Jo Finn
Dr Ed Garratt
Carl Goulton
Julian Herbert
Dr Crawford Jamieson
Peter Knights
Barbara McLean
Dr Rakesh Raja
Dr Giles Stevens
Wendy Tankard
Dr Andrew Yager
IN ATTENDANCE:
Hilary Finegan
Jo Mael
Anne Nicholls
Sue Smith

Lay Member for Governance (Chair)
Lay Member for Patient and Public Engagement
Chief Operating Officer
Chief Finance Officer
Chief Officer
Secondary Care Doctor
Member
Chief Nursing Officer
GP Member
GP Member
Chief Contracts Officer
GP Member
Continuing Healthcare Programme Director (15/059-15/071
only)
Corporate and Governance Officer
Chair: Clinical Engagement Group
Care Homes Clinical Support Manager (15/059 only)

At the scheduled start time for the Annual General Meeting (9.15am), the Chair
advised that as the meeting was currently inquorate agenda item 08 (West Suffolk
Care Home Model), which was a presentation, would be taken first to allow time for
other Governing Body members to arrive.
15/059 WEST SUFFOLK CARE HOME MODEL
Sue Smith, Care Homes Clinical Support Manager was welcomed to the
meeting and gave a presentation on the West Suffolk Care Home Model which
sought to improve the delivery of complex care. The presentation detailed the
model and outlined work undertaken to date, with key elements of the model
being;
1) Identification of deteriorating resident
2) Discussion with resident and/or family about future planning
3) Completion of an Advanced Care Plan – ‘In Case of Emergency’ symptom
control specifically
4) Coordination of document registration with 111 / 999
5) End of Life (just in case medication) being in place within the care home to
support symptom control
It was explained that the emphasis of the model had changed from attempting
to achieve a reduction in hospital admissions to that of maintaining residents in
their preferred place of care.
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Whilst the model was currently underway and had been successful in Sudbury,
it was hoped that similar benefits could be realised from its roll-out across the
CCG area, although there was a need for additional staff training in order to
increase confidence in decision making.
The model was a good example of integrated working and the efficient use of
resources.
Those present noted the content of the presentation and thanked Sue Smith
for the information provided and work undertaken to date.
As the meeting remained inquorate the Chair advised that it would continue on an
informal basis and was not, therefore, a legal decision-making body. The Chair
apologised to the members of the public who were present.
15/060 WELCOME AND APOLOGIES FOR ABSENCE
The CCG Chair welcomed everyone to the meeting and apologies for absence
were noted from:
Dr Simon Arthur
Dr Christopher Browning
Tessa Lindfield
Amanda Lyes

GP Member
Chair
Director of Public Health
Chief Corporate Services Officer

Jo Finn, Lay Member for Patient and Public Engagement was welcomed back.
15/061 WEST SUFFOLK CCG – ANNUAL REPORT AND ACCOUNTS 2014/15
Although the Annual Report and Accounts for 2014/2015 was being presented
to the Governing Body for receipt, it was noted that the document was already
in the public domain via the CCG’s website.
The Chief Officer reported that the Annual Report and Accounts set out how
the CCG had utilised public money, together with outlining work carried out by
the CCG during 2014/15, and the CCG’s work plan for 2015/16.
The attached Quarter 3 Assurance letter from NHS England indicated that the
CCG had been ‘assured’ across all domains with the exception of domain 4
which had been ‘assured with support’, and a similar result was anticipated
upon issue of the Quarter 4 letter. The Quarter 3 report had recognised that
the CCG was good at patient engagement and the CCG had been asked to
work with other CCGs in that respect.
Whilst the CCG had performed well in 2014/15, it was recognised that 2015/16
would be challenging.
Those present received and noted the Annual Report and Accounts for
2014/15 and the Q3 Area Team Assurance Letter.

15/062 ANNUAL AUDIT LETTER 2014/15
The Chief Finance Officer advised that the Annual Audit Letter received from
the CCG’s External Auditors, Ernst and Young set out to communicate to
Governing Body members, external stakeholders, and members of the public,
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key issues arising from work carried out by the External Auditors.
Page 2 of the letter set out the auditor’s responsibilities in expressing an
opinion which had resulted in the Auditors concluding that the CCG should
receive a positive ‘unqualified’ opinion across the financial statements. In
respect of value for money, the Auditors had reported that the CCG was in
breach of the NHS Continuing Health Care (CHC) Framework target of 28
days for the assessment of CHC claims and had noted that delivery of the
CCG’s QIPP programme remained challenging.
In respect of the CCG’s breach of the NHS Continuing Healthcare Framework
target of 28 days, the Auditors had made recommendation that the CCG
review its arrangements in order to clear the backlog and achieve the target.
The CCG’s Governing Body was required to consider the recommendation
within three months prior to making a formal response to the Auditors. The
process for formulating a response was to be considered later on the agenda.
Those present received and noted the Annual Audit Letter for 2014/15
15/063 QUESTIONS FROM THE PUBLIC IN RESPECT OF THE ANNUAL REPORT
AND ACCOUNTS
No questions were received.

15/064 APOLOGIES FOR ABSENCE
The CCG Chair welcomed everyone to the meeting and apologies for absence
were noted from:
Dr Simon Arthur
Dr Christopher Browning
Jo Finn
Tessa Lindfield

GP Member
Chair
Lay Member for Patient and Public Engagement
Director of Public Health

15/065 DECLARATIONS OF INTEREST
No declarations of interest were received.
15/066 MINUTES OF PREVIOUS MEETING
The minutes of the meeting held on 20 May 2015 were noted and would be
presented to the next formal meeting for agreement.
15/067 MATTERS ARISING AND ACTION LOG
There were no matters arising and the action log was reviewed and updated.
15/068 GENERAL UPDATE
The Chief Officer reported that the following two GPs had recently been
elected to the Governing Body:



Dr Andrew Hassan of Avicenna
Dr Baber Qureshi of White House Surgery
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15/069 COMMUNITY ENGAGEMENT GROUP MINUTES
The Chair of the Community Engagement Group (CEG) presented the minutes
of the Group’s last meeting, which had been held on 25 June 2015 in Haverhill.
Key points highlighted from the meeting included;






The CEG had received an update on Continuing Healthcare and had asked
that it receive a further update in 18 months which should include
information as to the economic impact.
The CEG had been advised that the CCG’s Communications and
Engagement Strategy was to be refreshed and it reviewed initiatives that
had worked well in the past and how members of the public might be
encouraged to participate in events.
The CCG’s Head of ICT and Informatics had provided an update on patient
and carer access to records.
The West Suffolk Manager of the East of England Ambulance Service
Trust had advised the CEG on progress in respect of the recruitment and
training of new staff.

It was suggested that the CCG should perhaps think more broadly in respect of
patient engagement and consider the facilitation of engagement events
alongside other public sector organisations, as much of the questions and
queries raised at events cut across various areas.
Having noted the update provided to the CEG in relation to patient and carer
access to records, the Chief Officer agreed to ask the Chief Corporate
Services Officer to present a paper to the Governing Body in September 2015
outlining work being progressed by the Suffolk Informatics Partnership.
Those present noted the content of the report.
15/070 PATIENT AND PUBLIC ENGAGEMENT
Those present received a report from the Chief Operating Officer which
provided an update on engagement activities taking place throughout the
summer.
Activities included market stalls held in various locations as detailed within the
report, attendance at summer fairs and the hosting of a ‘patient revolution’
event. An indication of the numbers of people reached via such events, as
detailed within the report, were:
200 via market stalls
300+ at summer fairs
100 at the ‘patient revolution’ event.
Key themes raised at the ‘patient revolution’ event had been coordinated
services, access to services, living with long term conditions, mental health,
preventative care, personalised care, transport and dementia. A record of
feedback from the event was being developed with the intention that the CCG
report back to the public on how it had addressed key issues raised.
As mentioned above, thought should perhaps be given to the facilitation of
engagement events alongside other public sector organisations, as much of
the questions and queries raised at events cut across various areas.
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Those present noted the content of the report.
15/071 CONTINUING HEALTHCARE
Those present received a report which set out an outline plan for preparing the
Governing Body’s response to Ernst and Young, external auditors, in relation
to paragraph 2.2 of their Annual Audit Letter dated 8 June 2015 as previously
discussed under item AGM 03. A response to the auditors was required by 7
September 2015.
The report provided an analysis of the backlog and actions taken to date,
together with proposing a way forward to address the issue and identifying
actions to be taken.
One key action to be taken was the development of a workforce strategy which
it was anticipated would be completed by the end of August 2015. The
workforce strategy would seek to ensure that clinical staff were focussed on
clinical work and freed up from administrative tasks. Due to competition for
nursing posts an on-going recruitment campaign was in place and yesterday
five nurses had been recruited. Ways of increasing the attractiveness of
working for Suffolk CCGs were being explored.
A procurement process was in place for the outsourcing of retrospective claims
with mobilisation anticipated from 10 August 2015. Once a provider was in
place it was intended that retrospective staff would be realigned to backlog
work. By September 2015 it was expected that an agreed process for
delivering the 28 day turnaround of cases would be in place.
There was concern that the recruitment campaign was only offsetting gaps
made from departing staff and that the backlog had slightly increased with
clinical staff, in the main, dealing with the high demand case management of
existing cases. The only way to address the backlog was to increase capacity
and change processes.
A meeting was planned with the County Council to discuss how increased
availability of Social Workers to process cases might be realised.
Continuing Healthcare was a management function across both Ipswich and
East Suffolk and West Suffolk CCGs and whilst financial provision had been
made for claims, close monitoring of their impact on the case position would be
required going forward.
Those present supported the approach being taken including the
recommendation that the CCG’s Clinical Scrutiny Committee, at its meeting to
be held on 26 August 2015, be given delegated authority to approve the CCG’s
response to the Auditors.
15/072 PROCUREMENT UPDATE
Those present received a report from the Chief Contracts Officer providing an
update on procurement activity, which included that the domiciliary care
contract was due to commence in September 2015 and the community
services contract in October 2015.
Those present noted the content of the report.
15/073 INTEGRATED PERFORMANCE REPORT
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The Chief Nursing Officer, Chief Finance Officer, Chief Operating Officer and
Chief Contracts Officer presented the Integrated Performance Report, which
provided members with a summary of performance against national targets,
contractual targets, clinical quality and patient safety issues, financial
performance and acute activity, together with detailing work being carried out
by the CCG’s work streams.
Clinical Quality and Patient Safety
Key points highlighted during discussion included;







C.difficile continued to be a cause for concern within the community and
there was increased focus on staff training and support.
There were serious case reviews in respect of both children and adult
safeguarding with recommendations of the final report from the childrens
safeguarding serious case review expected to be presented to a future
Executive meeting in respect of areas of incidental learning. An action plan
was to be monitored through the Safeguarding Board. A meeting was to
be held with the author of the adult serious case review report in the near
future to bring the matter to a close.
Quality Improvement Visits (QIV) – a recent internal audit of the QIV
process had resulted in an assessment of ‘reasonable assurance’.
National changes were expected in relation to Deprivation of Liberty
referrals which would be reported to the CCG’s Executive for comment.
Norfolk and Suffolk NHS Foundation Trust’s (NSFT) progress in respect of
actions following its Care Quality Commission inspection was contained
within the report. Progress updates were regularly provided to the CCG’s
Executive and workstream.

Financial and Performance Delivery
The Chief Finance Officer reported that the CCG’s budget for the year was
£286m, and as its committed and planned spend was greater than income a
QIPP plan had been developed. Whilst the expectation was that the CCG
would break even at year end, that achievement did not allow for non- delivery
of the QIPP plan or an increase in activity and, at the current time, few
contingencies or opportunities had been identified.
The CCG’s financial plans had not originally been assured by NHS England
due to a lack of QIPP assurance.A subsequent ‘deep dive’ of finances carried
out by NHS England had resulted in recent assurance of the plans. The
delivery of savings was recognised as challenging going forward.
Key points highlighted from the report included;




At Month three the year to date position was £0.7m surplus which was on
plan. The CCG was expecting to achieve its planned full year surplus.
Significant variances were over-performance by West Suffolk Hospital, a
prescribing over spend and under delivery of the QIPP plan.
A recovery plan was being developed taking into account risks and
opportunities as identified within the report.

There was concern at 62 day cancer wait performance levels which it was felt
were being impacted on by providers outside of the area. The Trust was
required to resolve the issue by the end of August 2015 and the matter had
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been raised with NHS England.
Clinical Workstreams
Those present noted that information on the CCG’s workstreams was
contained within the report with projects being RAG rated in respect of
progress.
Contractual Performance
Key points highlighted included;


West Suffolk Hospital – contract queries existed in relation to ambulance
arrival to handover times, the acute oncology service one hour door to
needle for all patients with suspected neutropenic sepsis, and A&E
attendances where the service user was admitted, transferred or
discharged within four hours. Performance in respect of handover times
remained consistent. Acute oncology performance continued to give cause
for concern with performance variable. The Trust was currently meeting its
trajectory in respect of A&E attendances and the 18 week referral to
treatment indicator was due for change at a national level.



111 Service – an exception notice had been raised in relation to warm
transfer and call backs within 10 minutes. The provider had been asked to
revise and resubmit its remedial action plan. Warm transfer performance
was of concern nationally, and the CCG had requested that waits for callbacks be reduced to 30 minutes although it continued to monitor against
the 10 minute requirement.



Out of Hours – performance was improving and good progress being
made.



Suffolk Community Healthcare – Serco – there had been improvement
in respect of community equipment service performance although the
contract query remained in place.



Norfolk and Suffolk Foundation Trust (NSFT) – performance against
contract queries had improved. Non-IAPT waiting times, ligature works
and IAPT wellbeing service contract queries had all been closed with the
query relating to staff training remaining open.

Those present noted the content of the report.
15/074 FREEDOM OF INFORMATION QUARTERLY UPDATE
Those present were in receipt of a report which provided an update on
freedom of information management.
Statistics for the first quarter of 2015/16 indicated a slight decrease from the
previous year. Members of the public and the media continued to make up the
bulk of requesters with the main subjects of information requested being
contracts and finance. All requests had been responded to within the statutory
timeframe of 20 working days.
Having noted some errors within the appendices to the report, the Chief
Officer agreed to discuss these and take queries back outside of the meeting.
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The report was noted.
15/075 GOVERNING BODY ASSURANCE FRAMEWORK
The Chief Officer presented the Governing Body Assurance Framework
(GBAF) for July 2015. The GBAF continued to be reviewed by the Chief
Officers Team every month and by the Governing Body and Audit Committee
at each of their meetings.
Revisions to the GBAF were detailed within Section 3 of the report, with key
points highlighted being;


The addition of Risk 27 – (Potential impact of service quality delivered by
Norfolk and Suffolk NHS Foundation Trust)

It was suggested that in light of discussion at today’s meeting the narrative in
respect of Risk 14a aligned to continuing healthcare might require update.
The Governing Body noted and approved the GBAF as presented.
15/076 REVISED TERMS
COMMITTEE

OF

REFERENCE

–

REMUNERATION

AND

HR

Having reviewed its terms of reference on 5 May 2015, the CCG’s
Remuneration and HR Committee had made a number of comments, as set
out within section 3.1 of the report, which it had asked the Governance Advisor
to consider prior to circulating revised terms of reference for agreement by the
Committee and subsequent approval by the Governing Body.
Following those actions, revised terms of reference as attached to the report
were to be presented to the Governing Body for approval.
Those present noted the revised terms of reference for the CCG’s
Remuneration and HR Committee and that approval of the terms of reference
would be required by the Governing Body at its September 2015 meeting.
15/077 GOVERNING BODY SELF-ASSESSMENT FEEDBACK
Being in receipt of feedback from the Governing Body’s recent selfassessment exercise, those present noted the intention that the feedback be
collated into an action plan alongside feedback from other self-assessment
exercises, for consideration at a later date by the CCG’s Clinical Scrutiny
Committee.
15/078 MINUTES OF MEETINGS
Presented by the Lay Member for Governance, consideration was given to the
minutes of the following meetings:


Audit Committee - the unconfirmed minutes of meetings held on 18 May
2015 and 2 June 2015.



Remuneration and HR Committee - the unconfirmed minutes of a
meeting held on 16 June 2015.



Clinical Scrutiny Committee - the unconfirmed minutes of a meeting held
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on 24 June 2015.


CCG Collaborative Group - the unconfirmed minutes of a meeting held on
18 June 2015.



Commissioning Governance Committee – decisions from a meeting
held on 20 May 2015.

The Governing Body noted the presented minutes and that they would be
presented to the next formal meeting for endorsement.
15/079 ANY OTHER BUSINESS
As today was Wendy Tankard, Chief Contract Officer’s last meeting before
leaving the CCG, the Chair thanked Wendy for her significant contribution in
the improvement of services and wished her well for the future.
15/080 DATE OF NEXT MEETING
The next meeting of the West Suffolk CCG in public was scheduled to take
place on Wednesday 30 September 2015 at 0900 hrs in the Lecture Room,
St Edmundsbury Cathedral, Bury St. Edmunds, Suffolk.
QUESTIONS FROM THE PUBLIC
A representative present from West Suffolk NHS Foundation Trust suggested
that the CCG might like to consider liaising with the Trust in respect of its
clinical presentation programme which, with its high attendance levels,
provided opportunity for patient and public engagement. The suggestion was
welcomed and an undertaken given to investigate its feasibility.
EXCLUSION OF PRESS AND PUBLIC
Those present agreed that representatives of the press, and other members of
the public, be excluded from Part Two of the meeting having regard to the
confidential nature of the business to be transacted, publicity on which would
be prejudicial to the public interest; Section 1(2), Public Bodies (Admission to
Meetings) Act 1960.

_____________________________
Chair (Dr Christopher Browning)

_______________________
Date
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WEST SUFFOLK CCG Governing Body
ACTION LOG: 29 July 2015 (updated)
MINUTE

DETAILS

ACTION

Meeting of 29 July 2015 (Informal meeting)
15/060
Community
Having noted the update provided to the CEG
Engagement
in relation to patient and carer access to
Partnership Minutes
records, the Chief Officer agreed to ask the
Chief Corporate Services Officer to present a
paper to the Governing Body in September 2015
outlining work being progressed by the Suffolk
Informatics Partnership.

BY WHOM

TIMESCALE/UPDATE

Amanda Lyes

See agenda item 10 - Complete

15/074

Freedom of
Information Update

A number of errors were noted within the
appendices to the report and the Chief Officer
agreed to discuss these and take queries back
outside of the meeting.

Julian Herbert/
Peter Knight

Complete

15/075

Governing Body
Assurance
Framework

It was suggested that in light of discussion at
today’s meeting the narrative in respect of Risk
14a aligned to continuing healthcare might
require update.

Julian Herbert

Complete

Questions from the
Public

A representative present from West Suffolk NHS
Foundation Trust suggested that the CCG might
like to consider liaising with the Trust in respect of
its clinical presentation programme which, with
its high attendance levels, provided opportunity
for patient and public engagement.

Ed Garratt

Contact made with West Suffolk NHS Foundation
Trust. Events to be advertised with CCG public
membership - Complete
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From: Anne Nicholls, Chair of Community Engagement Group

COMMUNITY ENGAGEMENT GROUP

1.

Purpose

1.1

This report contains the unconfirmed minutes from the Community Engagement Group
meeting held on 27 August 2015.

2.

Recommendation

2.1

The Governing Body is asked to consider and note the key items of discussion from the
Community Engagement Group.

Author:
Jack Tappin
Engagement and Consultation Officer

Community Engagement Group Minutes
Date: 27/08/2015
Venue: Delphi Centre - Newton Road, Sudbury
Chair: Anne Nicholls (AN)
Present: Michael Simpkin (MS), David Dawson (DD), Warwick Hirst (WH), Jo Finn (JF – WS CCG Lay
Member), Peter Owen (PO), Geraldine Dougall (GD – Community Action Suffolk) Dianne Wright (DW),
Carol Mansell (CM)
In attendance: Jack Tappin (JT – Engagement and Consultation Officer), Jo John (JJ- Communications
Manager), Isabel Cockayne (IC – Head of Communications), Ed Garratt (EG – WS CCG Chief Operating
Officer), Carla Pinto (CP – Communications and Engagement Officer)
Apologies: Karen Smith (KS), Jane Carpenter (JC), Karen Turner (KT), Jon Rapley (JR), Jane
Carpenter (JC), David Taylor (DT), Simon Chase SC- (East of England Ambulance Trust – West Suffolk
Manager).
Absent: Carol Dalton (CD), Lucasz Nowak (LN)

Item
1.
2.
3.
4.

Discussion/Action
Welcome, introductions and apologies
AN welcomed everyone to the meeting and apologies were noted.
Phil Worsley has resigned from the group. He was thanked.
Minutes and Actions Arising
The minutes of the June meeting were approved.
Matters arising not on the agenda
None
Connect Sudbury
Connect Sudbury is a project aimed at responding to the public’s request to
bring services together, by involving police, housing, health and social care
services, voluntary sector and community organisations. The main aims are
to enable people to better look after themselves, and to minimise duplication.
Sudbury was chosen as a pilot because the newly opened Health Centre
meant that many services were co-located, there was a very active Voluntary
sector and enthusiastic public involvement in health matters. It was
confirmed that the project covered Sudbury and surrounding villages as
shown on the Sudbury Connect website.
The achievements of Sudbury Connect to date included the co-location of
Adult Social Care with the Community Health Centre, close working with
carers groups and information sharing with other professionals (Sudbury is
the first place in the county where summary care records are shared with
social care.
EG gave a presentation to the group on the success of the Connect Sudbury
project working with care homes (you can see the paper by clicking here).

Action

The appointment of a Care Homes Clinical Support Manager working with
individual patients and their relatives in certain Care homes to determine their
preferences for future care, had resulted in a significant reduction in acute
admissions from these care homes. JF asked about the possibility of
extending the work being done to include elderly who receive care in the
community .
EG said 90% of regular A&E users have mental health issues – AN suspects
the same is true of regular 111 callers.
IC explained that mental health services are working better in identifying
people with dementia. Raising awareness and prevention is important to keep
people at home as long as possible.

EG
Invite Nicola
Roper to CEG

.A question was asked about how possible it would be to train other
professionals to have similar discussions with patients and families EG
explained that St Nicholas’ Hospice is very good in training staff in care
homes in end of life care and they are very interested in the care home
project.
JF said that shared decision making is very important so patients are well
informed. Hospital is not always the safest place to be.
IC continued the presentation asking for help in finding out what people think
work well in public services and what does not work. DD wants people to be
empowered to manage their own healthcare and information.
GD said that there are issues with young people using A&E rather than a GP
and their views should be included. PO asked about including care
companies in the work – EG agreed to invite Nicola Roper from Suffolk
County Council to a future CEG meeting to further elaborate on the Connect
work.
AN said that there needs to be better coordination between health, housing,
police and find a way to improve this coordination. It was felt that we need
someone or a team to lead the case managements. Important to have clarity
and objective setting to not delay discharges.
PO said that prioritising is important, Much of the care in the community
which is paid for by the county council is provided by private companies and
they should be involved in the discussions
There is also a need of join up services, e.g. maternity services;
communications between different sectors is very poor. Teams need to be
working together and organisations should talk to each other. AN agreed and
said that coordination and sharing the information is vital. AN raised concern
at organisations not sharing information, to the detriment of the patient.

5.

MS asked how members could be better involved in Connect. IC to send him
information.
Review of CEG terms of reference
JT detailed changes in the Terms of Reference (ToR – click here to view)
that were provisionally agreed at the last CEG meeting but could not be
ratified as the meeting was not quorate. AN asked for members’ support.

IC to send
information

Discussions would take place about holding some meetings outside office
hours as this was raised as an issue for non attendance.
PO suggested discarding the concept of travelling around the different towns
due to low public turnout. However AN and EG both wanted to offer the
opportunity for public to attend.
DD asked for the CEG to get better feedback about the Governing Body and
Patient Revolution. JF mentioned chairman’s report should be reinstated to
cover this.
EG said the NHS matters and there would be good turnout for major local
issues such as closures, and WH said the CEG needs to have a more
exciting agenda for people to attend.
PO commented that in the amended ToR the meeting dates and venues are
not chosen by members, rather agreed by them.
6.

Members voted unanimously in favour of the new ToR.
Lay Member’s report
JF presented the lay member’s report, asking members what they thought of
Patient Revolution 2015.
MS said it worked well as a format of going to three towns, while DD said
numerous private sector staff came along to find out more about the NHS.
EG agreed that CEG members would soon see notes from the day.
JT detailed to members how the summer market stalls went.
EG spoke about working more closely with council colleagues in West
Suffolk House .

CP
CEG
members to
be sent notes
from Patient
Revolution

IC spoke about a Polypharmacy focus group. Although the attendance was
small there was a useful discussion. People were very aware of the financial
pressures and wanted to know how they could help. They also wanted to
know how to use their GP wisely.

7.

PO asked how the CCG accesses Patient Participation Group (PPG)
members through the Health Forum (HF).
Feedback from CEG members
CM said the hospital chaplaincy volunteer training scheme is going well, there
are three people trained so far and there is plans to spread.
DD is looking forward to the CCG working with students at St Benedict’s
Upper School, of which he is chair of governors, following a discussion with
Dr Roz Tandy at Patient Revolution.
MS has been invited by Dr Jon Ferdinand to speak to the Wickhambrook
Surgery PPG about the HF.
GD said the Health and Wellbeing Board is holding a conference at

GD/CP
Health and
Wellbeing
Boards
conference
details to be

Wherstead Park on 20 October – GD agreed to share details with members.
DW said Healthwatch Suffolk is looking to have a flatter structure once a new
chief executive is appointed, and the group’s AGM is on 16 October in
Kesgrave.

8.
9.

10.
11.

JF agreed that there will be a chair’s report to present details of the previous
Governing Body meeting to members at the next CEG.
AOB
None
Suggested items for next time
 Better care fund
 Delayed transfers of care
 OOH urgent care
 Care Homes and Staff
Date of next meeting:
The next CEG meeting is on Thursday 29 October at The Riverside House,
Mildenhall
Questions from the public
None

sent out to
CEG
members.
JF/AN
To share
details of GB
with members.
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From: Jo Finn, Lay Member for Patient and Public Engagement
PATIENT REVOLUTION 2015
1.

Purpose

1.1

To update members on the themes from the 2015 Patient Revolution events held on Wednesday
15 July. This year the event was held in Newmarket, Clare, and Bury St Edmunds.

2.

Background

2.1

West Suffolk CCG is committed to demonstrating excellence in patient experience and patient
engagement. This commitment was developed by the CCG as one of its six main objectives
when first established.

2.2

The event programme included a report from the CCG of progress made since the last event in
2014, to demonstrate how it had responded - titled ‘You said, we did’.

2.3

Examples of the areas covered in the ‘You said, we did’ presentation this year are:
 In 2014 you talked to us about mental health services and this has helped to shape the
new Joint Mental Health Commissioning Strategy for Adults 2014-2019, published in
June 2015.
 You said that you wanted easier access to services in the community, and this has been a
key element of the new diabetes service which began in April.
 You said that you wanted to see health and care services working better together.
Connect Sudbury has been established as a project which aims to provide simpler
services for Sudbury residents. What we learn here will eventually be tried out in other
localities in the area.

2.4

Over the past four Patient Revolution conferences the Open Space technique has been
employed so that people at the events can set the agenda. Themes are collated, shared on the
website and used to help set the work priorities for the year. We are always careful not to raise
public expectations as we cannot do everything.

3.

Key issues

3.1

The event in July was attended by over 100 people, with over 50 conversations taking place.
There were consistencies in some of the themes. For example, every event has included interest
and discussion about mental health.
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3.2

The themes from Patient Revolution 2015 were:
 Healthcare in the community
 Caring for the elderly (particularly those with dementia)
 Better joint working, including between hospitals, GPs and the voluntary sector
 Access to services out-of-hours
 Sharing information
 Mental health – especially dementia diagnosis and access to help and support
 Encouraging a healthy lifestyle - particularly amongst young people through schools
 Use of resources - being more transparent about the cost of care and services
 Better use of technology

3.3

The CCG ensures that the themes and issues raised are captured and shared with all attendees
within six weeks of the event (see Appendix A). This is followed up with a detailed report
explaining what progress has been made to follow up suggestions and comments six months
later. This approach has been very well received, and the intention is to develop and repeat the
process this year.

4.

Public Engagement

4.1

The detailed notes from the event have been shared with all attendees and posted on the CCG’s
website. The CCG will also produce a report of action taken within six months and this too will be
sent to attendees.

5.

Recommendations

5.1

The Governing Body is asked to note the main themes arising from the 2015 Patient Revolution
and the arrangements for production of the detailed report.

5.2

The Governing Body is invited to consider the format of the 2015 events and provide views on
how future events could be facilitated.

Author:
Jo John, Communications Manager

Appendix A
The feedback we collected at each event (Clare, Bury St Edmunds and Newmarket) on 15 July has been
sorted into key themes. We will report our progress against these themes in January 2016.
Healthcare in the community
 Nurses need support as workloads are high
 More time could be allowed to see patients or travel
 Patients need more continuity
 Bring more services into the community and communicate that
 More clinics in the community (i.e. x-ray and ultrasound)
 Need care coordinators for when leaving hospital
 Investigate access to alternative therapies, i.e. acupuncture
Caring for the elderly, particularly those with dementia
 Peer support makes it easier, such as a buddy system
 Should not keep reminding patients of their condition
 Need a one-stop-shop
 More information on how to recognise dementia
 Patients should have access to joined-up approach following diagnosis
 Patients need care for themselves, not individual specialities
 Care homes should consider complex needs, family, and unnecessary hospital trips
 Investigate using Skype to talk to health professionals
 Alarm necklaces are very useful – should be rolled out further
 More work could be done to reduce prescribing in care homes
 Staff in care homes cannot administer insulin to diabetics
 Having animals in care homes or own homes can be therapeutic and reduces loneliness
Better joint working with GPs
 Reduce times waiting for appointments
 Use Skype/Facetime to reduce appointments
 Patients’ needs could be met with the least number of visits – single visit should cover multiple
complexities
 Improve working with hospital staff
 Improve mental health training
 Mental health support is inconsistent and medication is prescribed too soon
 Promote patient-led peer groups
 Lack of GPs in Haverhill
 Promote mental health link workers
Hospitals
 Appointments do not match the needs and distance of the patient – can be given 7am
appointment when they live 20 miles away and rely on public transport
 Share information with the patient
 Improve working with GPs
 Stop using jargon
 Ensure people are well fed in hospitals
 Staff should put themselves in patients’ shoes
 Need better communication at discharge and a single point of contact


VCS




Healthcare professionals should also be encouraged not to smoke, eat unhealthily or drink
Further improve working with voluntary sector
Can help to train NHS staff (i.e. Mencap could train GPs on mental health)
Support VCS to identify people’s needs

Access to out of hours services
 Support is not available locally – involves travelling
 Improve OOH coverage in every town
 Little sexual health help provided
 Should be able to access clinics at unsociable hours
 Increase staffing budget
Sharing information
 Patients need reassurance about confidentiality
 Records should be shared electronically
 Patients should have total access to their record
 Children need to be taught more about healthcare and conditions
 Improve working across county boundaries and other agencies
 Records should be shared electronically but different systems don’t talk to each other
Mental Health
 Link workers should be accessible through GP and part of wellbeing contract
 Use voluntary and charitable sector better
 Improve understanding of mental health within the NHS
 Make sure those with learning disability have improved continuity
 Explore recovery colleges
 Reduce stigma and give patients more confidence to share their stories
 Improve young people’s resilience
 Patients should be able to self-refer to link workers
Healthy lifestyle
 Young people need to be taught about healthy lifestyle
 Not enough interaction between schools and NHS
 People should be encouraged to do things that benefit their health – medication is not always the
answer
 Self-management is important
 Patients need to have health goals
Resources
 Improve communication on what is spent and what the costs are
 Resources should be targeted at public health needs
 Ensure more prevention rather than cure, and more education
 Reduce wasted medications
 People must take responsibility for themselves
 Missed patient visits waste a lot of resource
 Improve communication and sharing between different services
 Support work to improve transport

Better use of technology
 Improve training for all to identify deterioration in those they’re caring for
 Promote self-care apps
 Skype/Facetime to reduce GP appointments
 Support package should accompany Skype and be used for urgent and acute care
 Social media to encourage peer support – educate older people to use
 Social media to reach young people and address cyber bullying
 Virtual clinics
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From: Jo Finn, Lay Member for Patient and Public Engagement
ENGAGEMENT AUDIT
1.

Purpose

1.1

To brief the Governing Body about the internal audit carried out with West Suffolk
CCG colleagues to identify progress with patient and public engagement in
healthcare commissioning.

2.

Background

2.1

The CCG is committed to excellence in patient and public engagement in
healthcare commissioning. It is one of the six key objectives established when the
CCG was first set up.

2.2

There are a range of ways the CCG involves people, across the spectrum of:
giving information, getting information, forums for debate and participation.

2.3

The impact of engagement work is sometimes difficult to measure. The
engagement team made a decision to carry out an audit of its work over the last
three years to determine current efficacy and reach and potential for future
improvement.

2.4

A pro forma was circulated and a series of one-to-one meetings were carried out to
gather information from CCG staff about their work and how patients and the public
had made a difference.

3.

Findings

3.1

Some 18 lead staff participated in the audit, detailing 123 recorded examples of
community engagement plus many more dialogues with communities and on-going
engagement activities.

3.2

In summary, through engagement work with the public there have been over
10,000 interactions with individuals in the community and voluntary sector over the
last three years. They have provided rich feedback which has been themed and
has contributed to strategies and policies. These themes include diabetes, care
homes and mental health.
Approaches have included engagement with a wide range of patients and
stakeholders including:
 Patients and service users
 General public
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Locality groups and organisations
Black and minority ethnic communities
Religious and faith communities
lesbian, gay, bisexual, and transgender communities
People with disabilities (including learning disabilities)
Older people
Children and young people
People with mental illness (including dementia)
Family carers
Statutory and third sector partners

Different methodologies have been used to try to reach the different audiences,
including:
 Patient Revolution
 Public engagement events including market stalls, supermarkets and
summer fairs
 Focus groups, such as mental health conversation events
 Locality groups
 Surveys
 Events put on by our partners
 Working closely with the VCS sector
 Targeted work, for example with young people in schools and translated
materials for the BME communities
 Workshops
 User forums
 Support groups
3.3

The Community Engagement Group (CEG), as a subcommittee of the Governing
Body, provided the overview and coordination of engagement with the local
community. The CCG’s approach to engagement has been highly influenced by
the communities we serve, who helped us determine how best to reach them.

3.4

To share this audit further, 10 case studies have been written to illustrate the
impact patient and public engagement has on healthcare commissioning in the last
year. They will be added to the website.
These case studies are:











Adult Mental Health Services;
Connect Sudbury;
Diabetes;
Physiotherapy;
Medications;
Pain;
Care Homes;
Ophthalmology;
Dementia, and;
Children and Adolescents’ Mental Health Services (CAMHS).

The following page illustrates the approach to engagement for different areas,
derived from topics raised during Patient Revolution 2014. It highlights two themes
and the engagement approach that was used for those two themes.

Community
Services
Physiotherapy
Voluntary
sector

Mental
Mental
Health
Health

Workplace
Culture
Falls
Technology

Access to
records

Medications
Waste

Transport

Patient
Revolution
2014 themes

Diabetes

Information

Language

Parking

Out of hours

Hospital
discharge

Engagement

Care
homes
Care

homes

Public concern over “uncoordinated”
mental health services

Public concern at lack of joint working

The Thurston Group – coproduced
engagement for new strategy

Suffolk Care Homes Group – various partners
and stakeholders involved in care homes meet
bi-monthly to ensure wellbeing of residents,
and provide coordinated care before a crisis

Mental Health Conversations – 450
attendees shared their thoughts at 10 events
organised with partners
The Joint Mental Health Commissioning
Strategy for Adults – published and
presented to service users

Young CEG members and youth
ambassador raised issues
Young people’s
market stalls

Eating disorder
service

School engagement – 2 assemblies gained
feedback, of which 40% of concerns were
mental health related led to
a further 6 events with 50 students at each,
CAMHS Strategy Refresh
Children’s Emotional Wellbeing Group
leading engagement involving family carers
and Youth Ambassador

Dementia – PM challenged low diagnosis
rate, GPs have improved rates now
Dementia workshops – two events held
with partners in Stowmarket, and ‘If it’s not
good enough for my mother, it’s not good
enough’ event in Debenham attended by 170
and hosted by national leads

Three workshops – held last autumn with
partners and stakeholders to identify and
resolve issues at each stage of a resident’s
health and wellbeing journey

4.

Next Steps

4.1

The audit has been used as evidence in the refresh of the Communications and
Engagement Strategy 2015-18.

4.2

The audit has underpinned the importance of engagement and how useful staff has
found it in their work. There are opportunities to use more innovative ways to
ensure everyone in west Suffolk is offered the chance to support in delivering the
best healthcare for the area.

4.3

The audit case studies will be published to illustrate the CCG’s engagement
activities and how patient involvement has shaped healthcare.

4.4

When this exercise is repeated, consideration will be given to an external auditor,
perhaps from a border CCG. In addition, the feedback of the public and patients
will be addressed to ensure objectivity.

5.

Recommendations

5.1

The Governing Body is asked to note this work and thanked for individual
members’ contributions to this work.

5.2

Members are also encouraged to note the wide support for all forms of
engagement shared by CCG colleagues under the governing body’s leadership.

Author:
Jack Tappin, Engagement and Consultation Officer
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From: Amanda Lyes, Chief Corporate Services Officer
SUFFOLK INFORMATICS PARTNERSHIP BOARD – PROGRESS UPDATE
1.

Purpose

1.1

To update the Governing Body in relation to the progress made by the Suffolk Informatics
Partnership (SIP)

2.

Background

2.1

Following a report received at Governing Body from the CEG that referenced SIP / patient
engagement around future opportunities for patients to contribute to the design of patient &
carer accessed records (as described within the National Information Boards ‘Personalised
Health & Care 2020’), a wider progress update was requested.

3.

Key Points

3.1

The SIP has been operating for around a year, and all members are committed to
progressing (and addressing barriers to):




Integrated / interoperable records, the Suffolk Shared Care Record - SSCR
Integrated / federated ICT – to enable co-location, and best value for the public purse
Improving Population Health & Wellbeing by the use of Intelligence & Insight – iPHWi2

Recent progress includes:







SIP, ICO, and TCA governance aligned
Initiation of CCG / Local Authority ‘Digital Roadmap’ against ‘Personalised Health &
Care 2020’ – as required by April 2016
SSCR systems & sharing technologies (providers and vendors) workshop planned for
November
As approved by the System Leaders, the SIP Acceleration Programme (planning &
development of investment case stage) has initiated
Investigations into a pan-public sector Wide Area Network (WAN)
All SIP members committed to a vision of a ‘fax-free’ Suffolk; work is underway to
identify the barriers and action plans
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4.

Public Engagement (if appropriate)

4.1

Primarily, public engagement will be required around patient and carer access to records;
this is likely to be one workstream within the ‘Roadmap’ (as described above)

5.

Recommendation

5.1

Bi-monthly updates of all IT Portfolio work (including the SIP Programme) will be received
by the CCG’s Executive from October 2015 onwards. It is recommended that these are
routinely shared to the Governing Body

Author:
Kate Walker, Head of ICT and Informatics
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From: Dr Rakesh Raja: Planned Care Clinical Lead and Dr Nick Rayner, Associate GP and lead for
Ophthalmology
FUTURE OPHTHALMOLOGY SERVICE MODEL
1.

Purpose

1.1

The purpose of this paper is to highlight the redesign of all ophthalmology services in West
Suffolk considering changes in population demography, increases in demand, new technology,
NICE guidance and requirements to deliver safe, efficient and clinically effective services.

2.

Background

2.1

Suffolk has led the way for innovative service delivery in ophthalmology in the past – being the
first to implement direct referral from optometrist to hospital and then pilot and implement a series
of community based services such as a single point of access, triage, high inter-ocular pressure
(IOP) monitoring, general refinement and stable glaucoma monitoring. These contracts are due
to end in July 2016 with no contractual opportunity to extend or renew without a full procurement.
However, if public consultation is considered necessary, the CCG could seek a competition
waiver allowing an extension to the current community contracts for a further three months for
informal consultation and six months for formal consultation.

2.2

In Suffolk it is estimated that:
 33,559 people are living with the early stages of Age-related Macular Degeneration (AMD);
2,625 people are living with late stage dry AMD; and 5,395 people are living with late stage
wet AMD.
 8,288 people are living with a cataract.
 7,027 people are living with glaucoma.
 48,154 people have diabetes; and 80.4% of those who were offered it attended retinal
screening in 2012/13.

2.3

Between 2010 and 2020, it is predicted that there will be a 26% increase in patients with AMD, a
20% increase in patients diagnosed with ocular hypertension (OHT) or glaucoma and a 25%
increase in people with diabetic eye disease.1 The RNIB Sight Loss data tool demonstrates the
NHS programme budget spend on problems of vision equated to £55.12 per person in Suffolk
(this was higher than neighbouring Norfolk, Essex and Cambridgeshire).

2.4

The Royal College of Ophthalmologists (RCO) has produced guidance on Commissioning for
Ophthalmology (2015), which recommends a harmonised approach across local boundaries to
ensure consistency of approach and advises Commissioners to work in collaboration with local
Public Health bodies to help address any inequality in service provision to their local population.

1

Community Ophthalmology Framework, Clinical Council for Eye Health Commissioning (July 2015)
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“In order to ensure sustainability of services, commissioning of eye care may need to be coordinated along pathways of care and services realigned to manage future demand within a finite
programme budget. There is a movement towards 'outcomes-based' commissioning strategies
rather than 'activity-based', and to create patient-focused integrated services within the resources
available” (RCO, 2015, p.29)
RCO have additionally drafted Commissioning Primary Care Ophthalmology Care (2013) which
gives guidance on future ophthalmic services including where care could be delivered, examples
of services and who could deliver each service- see Appendix A. This template provided the
basis for discussions at the recent Ophthalmology Clinical Transformation Group workshops
(detailed below).
2.5

The aims and objectives of any future service are:
•
•
•
•
•
•
•

To procure a complete ophthalmology service for our population
To provide an efficient and effective eye service closer to home
To provide a sustainable eye service for the future population needs
To provide a service which promotes self-care
To provide eye care services within our cost envelope
To provide eye care services within NICE guidance
To provide eyecare in line within RCO guidelines

2.6

Over the last 6 months West Suffolk Clinical Commissioning Group has supported the scoping and
redesign of ophthalmology services for the people of Suffolk. Between April and August 2015 there
have been four Clinical Transformation Group (CTG) workshops to further develop the current tiers
of service and allow providers to discuss possible models of care; these workshops have been
attended by clinical and non-clinical representatives from WSFT, IHT, WSCCG, IESCCG, North
Essex CCG, Great Yarmouth and Waveney CCG, BMI, Suffolk Local Ophthalmic Committee
(LOC), current community providers (Evolutio and Newmedica) and patient representatives.

2.7

In between CTG workshops, WSCCG redesign colleagues have met WSFT clinicians (22 May, 17
July, 4 August and 17 August) to support the development of a future ophthalmology model. It
was also discussed at the multi-organisational West Suffolk Ophthalmology Forum on 11 August.
This collaborative working has been warmly received by WSFT.

3.

Current Services

3.1

Since 2011, an optometry-led community service has been operating pan Suffolk, consisting of a
single point of entry into ophthalmology, services via an electronic platform, a remote triage of all
referrals by a locally based optometry led triage team and a series of community optometry led
enhanced services provided by enhanced service providers (ESP). Services provided are:
•
•
•

Monitoring of high intraocular pressure
General enhanced services
Cataract referral services and cataract post-operative services

3.2

The electronic platform gives clear sight of referrals and their progress at all times throughout
community care. The community services are well used being based within current high street
optician shops, providing a service to patients closer to home within 2-6 weeks at a sub-payment
by results (PbR) acute tariff. This is a prime contractor model with sub contracts that enables the
CCGs to have a single structure for governance and management.

3.3

WSCCG is currently undertaking a joint venture with West Suffolk Hospital to pilot a community
stable glaucoma follow up service (expected Sept 15-July 16) provided by Newmedica.

3.4

Over the past three years acute activity has continued to increase. In line with the RNIB Sight
Loss data tool, the trend is forecast to continue across sight loss conditions.

3.5

WSFT Eye Department is high performing, provides quality care to the local population and
feedback from Primary Care (GPs and optometrists) is positive. It is important that we recognise
the quality of the current provider and ensure this quality is sustained and even improved upon
with the future provider(s) of ophthalmology services.

4.

Proposal

4.1

It is the view of the Royal College of Ophthalmologists (2015) that an increasing level of
ophthalmology services can be delivered within a community setting, releasing savings and the
pressure on hospital services. The health outcomes of eye disease are significantly better if
detected and treated early. The CCG therefore faces a major challenge to detect glaucoma,
cataract, diabetes and AMD early, and to ensure that these conditions do not develop into
irreversible visual impairment along with the impact on eye department of the growing numbers.

4.2

For sustainability of services, local eye care is best provided in a co-ordinated approach with
services re-aligned to manage future demand. The current community model could be
expanded further into the community, realising the potential of optometrist’s by working side by
side with ophthalmologists, providing more accessible and local care to our residents. Those
patients that need hospital care can still receive care in a co-ordinated way. By increasing the
community services, maximising on the resources available, including private provision we can
use our resources wisely for the population.

4.3

From the Suffolk-wide Clinical Transformation Group workshops, meetings with providers and
working directly with the Royal College of Ophthalmologists, a clear-tiered model has emerged
(Appendix B), which is an adaptation of the suggested model laid out in the Royal College of
Ophthalmologists (RCOpth.) Commissioning Primary Care Ophthalmology Care (2013). It
consists of 6 tiers:
1. The first tier is associated with primary prevention and self-care
2. The second tier is associated with interventions delivered by GPs, optometrists,
opticians, pharmacists, school nurses and health visitors
3. The third tier is for specialist community based services delivered by ESPs and
underpinned by a community consultant
4. Tier four would take all of the services that need to see an ophthalmologist, but do not
need the infra -structure of the hospital/eye unit
5. Tier five is the complex cases that need increased infrastructure to support their
delivery.
6. Tier six remains as specialised commissioning eye care.

5.

Public Engagement

5.1

Ophthalmology has always been an area of strong public engagement due improvements to
clinical methods and to the continual development of community services. Over the last six
months there has been a significantly enhanced level of stakeholder engagement. A summary
can be found at Appendix B. The CCG’s head of communications will work with partners, such as
the Suffolk Health Scrutiny Committee, to make sure that people are properly engaged in this
process.

6.

Recommendation

6.1

The Governing Body is requested to receive this update and endorse the future plans for
developing our ophthalmology service in west Suffolk.

Author:
Sarah Learney- Project Manager
Appendices:
A.
B.
C.

The Royal College of Ophthalmologists- Ophthalmic Service Guidance
Local tiered- model from Suffolk Ophthalmology Clinical Transformation Groups
Stakeholder Engagement

Appendix A

The Royal College of Ophthalmologists
Ophthalmic Service Guidance
Practitioners providing
treatment
Optometrist
GP
OMP
Nurse practitioner
Emergency medicine doctors
Pharmacists

Area/ category
Tier 1
Primary Care

Place of Care

Examples of services

Community optometric
practice.
General practice
Community health
clinics
A&E/minor injuries units
Pharmacists

Correction of refractive
error.
Opportunistic screening.
Disease detection.
Advice/treatment of a
limited range of minor eye
problems

Tier 2
Enhanced Primary
Eye care Services

Community optical
practice
General practice
Community health
clinics

Management of a defined
range of eye problems.
Direct referral via care
pathways.
Targeted screening.
Referral refinement.
Monitoring of OHT
Suspected glaucoma &
co-management of stable
glaucoma.
Low Vision services

Accredited optometrist
Community orthoptist
GPSI, OMP
Nurse practitioner
ECLO

Tier 3
Community based
Ophthalmic Care

“Super General
Practice”, Community
hospital,
Health clinic
Large community
optical practice,
Standard hospital

Treatment of all eye
conditions not requiring
levels 4-6.
Co-management of stable
glaucoma.
Low vision services
Diagnosis & management
of OHT & suspect
glaucoma.
Specialist contact lens
fitting e.g. keratoconus,
cosmetic CLs
A

Community ophthalmologist.
GPSI. /OMP
Specialist optometrist / nurse
practitioner / orthoptist/ ECLO

Primary –
secondary care
interface

Tier 4
Local ophthalmic
unit
Secondary care

Smaller district general
hospital units,
outreach clinics,
Treatment Centres,
A&E

Consultant ophthalmologist or
Staff /Associate Specialist
ophthalmologist with nursing /
orthoptic / optometry support.
ECLO

Tier 5
Regional or subregional
ophthalmology unit
Secondary/ tertiary

Larger District General
Hospital Units or
Teaching Hospitals

Tier 6
NICE or NSCAGSupra-regional
designated unit
services
Tertiary/quaternary

Treatment of most acute
and chronic eye
problems. 24 hour
accident and emergency
provision
AMD intraocular
injections

Consultant ophthalmologist
with nursing / orthoptic
/optometric support.
Academic ophthalmology and
research

Ocular oncology, Ocular
pathologist

Consultant ophthalmologist
with specialist multidisciplinary
support, including Prosthetics,
Genetic counselling
Academic ophthalmology and
research

Reproduced with the permission of the Royal College of Ophthalmologists .taken from Primary Care
Ophthalmology care by Stella Hornby 2013/PROF/234

Local tiered- model from Suffolk Ophthalmology Clinical Transformation Groups

Primary prevention and self-care
Tier 1

Primary Prevention Working with:
• GP

Primary Care
Tier 2

Delivered by ;
• GP

• Optometrist

• Optometrist

• Opticians

• Opticians

• Pharmacists

• Pharmacists

• School nurses

• School nurses

• Health visitors
Information and support including reactive
advice on:
• self-management
• eye health promotion publicity
• availability and awareness of
other advice including the
voluntary sector

• Health visitors
Working with:
• Clear clinical pathways and
protocols in place for
management of
ophthalmology patients
• Open education and constructive
feedback for Primary Care for
the management of patients
with ophthalmology related
conditions

Specialist Community Based
Services
Tier 3
• Single point of access for referrals
• Multi discipline triage - onward
referral to the most
appropriate service
• ESP pathways supported by
intermediate consultant
service
• Monitoring of high IOP

Comprising of;
• all patients that have no clear
pathway

• Non specific minor conditions( i.e.
eyelash removal)
• Dry eye management
• Low vision services
• Cataract acreditated pre &post op
services

• Trauma and A&E

Discrete services could include:
Consultant led intermediate Glaucoma
service:
• For newly diagnosed
/unstable/follow up
monitoring
Consultant led intermediate surgical service:
• Cataract services,
• YAG,

• Advice and guidance of self-care
management

• Minor ocular plastics

• Shared decision making (SDM)

• Holistic care plans including selfmanagement and education

• Follow up treatment where
necessary

• Information about available
support options

• Psychological support

• Paediatrics management

• Complex diagnostics

• A support service to GPs
optometrists and ESPs

Consultant led intermediate retinal clinic:
• Diagnosis of type of AMD
• Onward referral to treatment
Discreet consultant led intra- ocular
injection service:
• Treating and intraocular injections
Consultant led /optometry delivered
community AMD follow up service
Monitoring of stable wet AMD
All services incorporating:
• Advice and guidance of self-care
management
• Shared decision making (SDM)
• Follow up treatment where
necessary
• Psychological support

Tier 6

•

• A “see and treat” approach to
patients
• Onward referral to discrete
services

Specialised Commissioning

• Complex surgery

• Requiring acute led clinics due t
complexity

• Orthoptic services

• Promotions of primary and
secondary education

Acute Care
Tier 5

• OCT and diagnostics to aid
diagnosis

• Flashers and floaters

• Low vision services
• Support to GPs in skills and
knowledge to support
patients with stable eye
conditions

Consultant led Intermediate
Ophthalmology services
Tier 4

Appendix B

• Centralised on call
• Oncology
• Neuro ophthalmology
• Diabetic medical retina follow up

Complex cancer treatment
Diabetic retinal screening

Appendix C

Public and Staff Engagement
A.

Identified Stakeholders















B.

The population of Suffolk
Membership for the following third sector groups
o The Macular Society
o Action for blind
o Sensing Change
o East Suffolk Association for the blind
o The Blind Veterans UK
o Blind Children UK
o Ipswich blind society
o West Suffolk Association for the Blind
Ipswich hospital user group
West Suffolk hospital user group
Low vision group
The learning disability forum
The Paediatric Network
Ophthalmology consultants and staff at Ipswich hospital and West Suffolk hospital
Optometry staff across Suffolk
Suffolk LOC
The wider membership of the CCG ( membership GPs)
Management and staff of Evolutio Care Innovations
Management and staff of Newmedica
The Local Medical Committee (LMC)
Historical Stakeholder Engagement
2012

External review of services
undertaken by Enable East
 12 LOC members
 Chief executive of SPEC
 8 triaging optometrists
 6 ESPs
 1 Chief executive of
Evolutio
 1 Chief executive of
LOCSU
 3 NHS commissioners
 1 NHS optometric
advisor
 60 Hospital service
users
 86 Community service

Community patient
feedback
 Seen within 1-8 weeks in
community service
 Rapid progression
through the pathways
 Patients were only
aware of a seamless
pathway
 Treatment was closer to
home
 Relieved that the
treatment was quick as I
was so worried
 Reassuring
 Great service
 Rapid progression

 Continued to
support the
development of the
ESP pathways
 Underpinned
pathways with
clinical specifications
and robust KPIs
 Formalised
guidelines into
algorithms for triage
 Continued to work
on supporting
referrers and
increasing the
quality of referrals
 Standardisation of
education required

users
























through the services
saved my life – I was
diagnosed with a brain
tumour and trimming
was critical
Relief at not going to the
hospital – parking and
long waits is such an
issue
I was not aware of the
system and suddenly
received a letter – I was
concerned it was a scam
– if it had come from the
hospital I would have
known.
I was unhappy that I still
had to referred on - this
seems to be a waste of
time
Ended up waiting for
community service for 9
weeks
I am worried because i
have not received an
appointment from the
hospital – I don’t want to
lose my sight
HES service users
Very good care
The surgeon at Nuffield
hospital seemed to have
more experience than
the one at Ipswich
hospital
The doctor was very
good
Very good service across
the board
Literature good
Caring staff
NHS reminder on the
phone was very helpful
Having a nurse to talk to
on the phone was very
helpful
Long waits
Rude reception staff









to become an ESP
To recruit more ESPs
to participate in
community schemes
Underpinning base
contract to provide a
managed clinical
network and peer
review for all ESPs
To continue to
monitor waiting
times at IHT
To give service
development
support to IHT by
the way of a
supported clinical
network









Many appointments at
the same time
Doctors varied in their
knowledge and skills
Officious abrupt nurses
Doctor was clumsy and
casual
Other
More ESPs needed
Waiting times within IHT
long

Evaluation cards re provided by every ESP which are sent to Evolutio for evaluation – these are used in
conjunction with service outcomes to help provide constructive feedback to participating ESP. These are reported
on in a quarterly report.
C.

Ongoing Stakeholder Engagement

C1.

Suffolk Local Optometric Committee

To help us develop the future eye services we reached out to the LOC to ask them for feedback on the current
services and asked them for suggestions on how services could be improved. A disappointing number of
optometrists replied but some of the comments were illuminating.
Collated feedback from the LOC and optometrist questionnaire April- July 2015
60 optometrists contacted
Questions
Number of Comments
responses
Are you currently providing
10 LOC
an enhanced service?
members
What part of the community
Optometry being the first point of contact
optometry based services
Post operation cataract review
work well?
Software
What part of the community
services do not work so well?

Payment for services
Not enough children’s ESP
HES requesting a referral per department
HES not able to refer inter- departmentally
Not enough feedback

How can we support you
more?

Ophthalmologist in the community
Prompt payment

How can the services be
improved in the future
service redesign?

More feed back
The ability to share images/ results
Better feedback

C2.

WSCCG and IESCCG Online Questionnaire

To gain a broader understanding of how the present eye services are perceived I&ESCCG and WSCCG designed an
engagement questionnaire to be undertaken pan Suffolk. The questionnaire asked the population of Suffolk to
share their patient experience was posted on both Ipswich and East and West Suffolk CCG’s web sites with a
publicity and links to the questionnaire being posted on Facebook and Twitter. Some of the third sector support
groups were enlisted to encourage their members to participate in this. The questions in this service were
deliberately non -specific to allow for the capture of patient experiences
The questions were:
•
Have you, your children or any family members ever suffered from any of the following
conditions; AMD/wet AMD, glaucoma, diabetic retinopathy, low vision, accidental eye damage, cataracts
children’s eye conditions?
If so what were your experiences?
•
What changes would you make to improve the service?

22 people shared their experiences with us in this survey:

Disease

Experience

Improvements to service

Low vision
Glaucoma
cataract

Low vision: excellent care for the entirety of my life. Glaucoma: My
dad had two operations at WSH to reduce the pressure. The first
scared him, the second a year later caused him to him to go in again to
have a suture looked at, which meant he had to stay on the steroids for
longer, which made him sick. An ex clinician, he was told to take the
drugs but his experience told him he would not need as high a dose.
It's fixed now, but it's left him with less confidence and he refused to
do things to improve his health and quality of life. My dad had good
cataract surgery. My mother is due to have it, but she is scared. I'm not
sure the reassurance and compassion is there in the service.

Simple changes at WSH. The receptionists are lovely, however they could
do with acknowledging patients as they come in. Often dad reported he
was ignored. Return some compassion to surgical staff and nurses.
Surgery a unique experience for everyone, staff and patient, no one
should be treated as such.

cataracts

Mixed my mother’s first cataract at WSH excellent the second very
poor with little care or compassion shown by doctor and no follow up
as promised

Ensure consistency and speed
of access – better parking is
needed for elderly

Children’s
conditions

My daughter was advised that she could possibly have Irlens Syndrome
thanks to a great local optician who was aware of the symptoms. She
was advised to seek specialist diagnosis of this and was advised to go
privately as the waiting time is so long under the NHS. She has
suffered with this condition since the age of 9 and is now 16. Although
it is not any ones fault that diagnosis took so long I think all opticians
should have a greater understanding of this condition. We have
recently found out that my Sister in law aged 51 also has this condition
and has been suffering with migraines and eye pain also since
childhood. Both my daughter and sister in law are now both much
improved and symptom free since obtaining the required glasses.

Local opticians should be trained
to recognise these symptoms which are made worse when patients use
either white-boards and/or computer screens. Referrals for this
condition need to be dealt with swiftly as a correct referral at an early
stage could reduce other unnecessary and costly investigations and also
years of suffering to those concerned.
Generally I feel eye care in Suffolk is good but I feel more education is
needed in this case

Other

I was referred for a large optic disc, difficult sort appointments around
work commitment, too multiple trips to be told nothing wrong.

recognised skills of community opticians to obtain base level investigation
(vision fields
etc.) as one visit was just to have
this repeated at hospital- even
though was normal both times Improve flow through clinic, arrive at start
of pm clinic as advice, but was not seen until 1730- felt had been lost in
the chaos of the clinic. Felt the clinic at the time had no
Leadership and co-ordination
Should be a single stop process and better patient flow

Glaucoma

Good (West Suffolk)

Outpatients for investigations and results should be timelier.
Very busy clinic – staff all work
Hard and do their best

Other

Appointment times were provided promptly (an emergency
appointment was made for the following day). However the clinic was
very crowded and the waiting times in the clinic were long. There was
little space in the waiting room for wheelchair users. No allowance is
made for wheelchair users and it is also difficult to hear when nurses
call out patients' names due to the overcrowding in the clinic.

The number of out -patient appointments seems too high for the capacity
of the clinic, resulting in long waits and people having problems with their
transport. Consideration needs to be given to having some of the checks
closer to home to relieve pressure on the current clinics and transport
arrangements.

Cataracts

I had an operation for my cataract about two years ago at James Paget
and simply could not fault it. The whole experience was amazing,
couldn't have been better if it had been done privately. However when
I returned to have the other eye done I was told it wasn't bad enough. I
have no problem with that decision, I can see perfectly well without
glasses

Never have had a problem

Diabetic

I attend Ipswich hospital and the clinic is obviously incredibly busy buts
that understandable and I don't mind the waiting times. However,
some clinician's have a very poor understanding of diabetes which
makes for less efficient engagement. There is a diabetic offer in the
clinic - sometimes I go there, sometimes i don't which is slightly
confusing! Overall all though I've had some excellent treatment and I
greatly appreciate that although I'm partially sighted, it could be so
much worse.

I think there's a logistic problem with the eye clinic in Ips hospital demand vastly exceeds capacity. I've also seen some excellent
consultants (one brilliant European one) but there's no continuity of care
- next time I attend they are no longer in clinic. I then have to repeat my
story and this is a reoccurring situation. For diabetics, this service should
reside in the Diabetic clinic. I've had great treatment and have attended
for countless years but the service is at breaking point at the moment too many clinics running at the same time and this needs to be located
with the expertise. As above, there is a need for clinicians to have greater
knowledge (in my case) diabetes. Why can't eye monitoring and diagnosis
occur during my annual diabetic review to ensure that I receive joined up
care?

Glaucoma

Used to have long waiting at Ipswich Hospital for annual checks. Since
being done first in central Ipswich and now at Fonnereau Road, I have
had fast efficient service with no waiting.

No comment

Cataracts
Glaucoma

Good on the whole. I always like to get all things done in one visit

Check nurses have been trained properly & match apt. times to people's
needs if at work etc. one stop shop all treatment done in one spot/appt.
Use local hospitals for appt.

Cataract
Glaucoma

Our optician was good when my husband had a cataract but it was
frustrating that we had to wait until it was really bad before he could
have treatment. I had had laser to try to reduce my pressures in the
hope of avoiding glaucoma

Treat cataracts before they become so bad that they affect the quality of
life

Cataract

Choice offered re place of Surgery BUT no pre op care offered and no
assessment pre op; due to anxiety second appointment for surgery had
to be made.

Assessment pre operatively.

Cataract
Eye injury
Glaucoma

The cataract service was good but the “out-comes” were poor.

Why can’t it be undertaken in a community setting- the parking at West
Suffolk hospital is awful
Keen to see more services in the community

Children’s
Low vision
AMD/wet AMD

The children's service tends to be fair to good, although access to
ophthalmologist isn't as frequent in Suffolk compared to Surrey sadly,
but otherwise good. Mother regularly has glaucoma reviews - these
can be deferred on occasions which I know my mum finds a little
frustrating. The Unit is always overflowing with patients.

I think a new Unit should be bigger in space for waiting patients, more
chairs for the elderly patients. And wider access for wheelchair users
.We've been pleased with them generally but children's appts. seem less
organised than Surrey - on leaving the department, we would have
arranged an appt with the receptionist so both patients parents and dept
were all happy with the arranged date.

Cataract

Excellent service at West Suffolk

I strongly feel that if we want to maintain ophthalmology specialist
departments within the county for our patients, we cannot delegate the
straight forward procedures ( cataracts and AMD treatments) to private
providers working 'in the community' as this will impact negatively on
training and the viability of the hospital eye departments. Patients will
end up needing to travel to Addenbrookes for anything but basic
procedures. The private providers are unlikely to take responsibility for
any training and will 'cherry pick' the easy procedures and there will be
no specialists locally to refer to e.g. like dermatology in Colchester and
many other areas. The private providers often have lower standards for
specialist employment and governance has been an issue in other areas.
Private providers in other places rarely have demonstrated cost savings
and I fear this is 'short termism', and will not prove healthy for the county
in the long term. I would like to see the public consultation outcomes on
this ’re-design'.

Cataracts; AMD/Wet
AMD; Glaucoma;
Accidental eye
damage

Attendance at IHT eye clinics is a very slow and time consuming
process, there is always a back log, full waiting room and clinics
running late but the clinical input once you get through the waiting
room process is good. I have attended the eye clinics at IHT on various
occasions over the last 30 years and the whole waiting experience has
never improved

Streamline the whole appointment process and get the
consultants/clinicians to arrive for clinic on time. Appointments are
8.30am but the clinicians do not start to arrive in clinic until after 9am.
Give patients a realistic appointment, we expect to wait on occasion but
every time at the eye clinic is a little much

Children’s
Low Vision
Cataracts

Absolutely top class service from the consultants at West Suffolk
Hospital Eye Clinic. My son has been going there for twenty years since
being born with serious eye conditions. He also attends a London
Hospital and the level of expertise is, I would say, easily comparable

Probably a question for the consultants or nurses to answer! The Eye
Clinic is never NOT busy so that speaks for itself. We are extremely lucky
to have such a team the W S Hospital. There are far too many
'complaints' in the visitors book in the waiting room (though they're
usually about something irrelevant like parking etc., rather than the
standard of care!)

Diabetic
retinopathy

Ipswich Hospital. Senior clinicians good, however an ancient nurse
(hopefully now gone) was appalling and regularly discussed clinical
issues with patients in the waiting room in a loud voice, ignoring all
rules on patient confidentiality. I have now moved to Addenbrookes
now, it’s like being on a different planet. Clinicians are so professional,
but admin still poor

Make clinics easily contactable, the fact that they are not
(Addenbrookes)means conversations about changes to appointments
don’t happen resulting in them being missed

Other e.g. squints;
Diabetic retinopathy

Initially very good, but after a second issue was discharged even
though I felt there was still a problem there.

More discussion / explanation about what the actual problem is, and
what the expected outcome is likely to be. I would like an annual or 5yearly check-up after a problem rather than just being removed from the
records, as this leaves you a bit limbo when you think the problem is still
there

Other

Waiting a year for a hospital appointment is unacceptable, then told
would be followed up in 3 months and waited another year which
again is unacceptable.

the hospital appointments need to be quicker and the follow ups

Cataracts
Glaucoma

I-van has dramatically improved services compared to hospital clinics.

More i-van services delivered in our rural community. Why cannot the
macular degeneration injections be given locally as they are usually
repeated many times? Maybe the first could be given in hospital and
subsequent ones on the i-van or similar.

Glaucoma

As my mother is elderly she finds the new venue for glaucoma checkup at Gilmour Piper very inconvenient. It is totally impractical for her
to get there on her own - a number of other patients in the waiting
room were complaining of the same thing. Also, there is not much
parking which makes it difficult. Previously when it was at Cox Lane she
was at least able to get there if necessary without the need to rely on
someone else.

She is very happy with the service once there.

C3.

Clinical Transformation Groups

In April 2015 both CCGs changed their approach in engagement. The Clinical Transformation Group (CTG) workshops have brought together service users,
clinicians both community, private and secondary care pan-Suffolk, along with their managers, contracting finance and commissioners in to the same
room. The workshops identified the current service issues and discussed improvements to eye services by incorporating them into a new efficient service
that would allow a better patient experience for the allocation of public funds. The following table sets out the main issues raised

Communication

Issues / Comments
Feedback is needed from hospital/ all services – this will be good for up skilling optometrists and better patient
referrals
Communication between providers
Information data sharing required between all organisations to enable pathway and practice evaluation
A route for non- urgent communication eye clinic questions to help allocate urgency of condition
The need for all clinicians community based and acute to work together
Publication of waiting times for all providers to help stop wasting of time chasing appointments
Optometrists need secure e-mail access to communicate electronically

Pathway Design

Lack of coherence in pathways/ fragmentation at pathway level with different follow up/ treatment
Solutions needed to be implemented at scale

One stop shop with sub specialty focus needed
Community pathways could include:
Wet AMD
Enhanced glaucoma clinics both stable and acute
Cataracts
Community monitoring and reporting of conditions/lesions not suitable for discharge from HES( e.g. using Exeter
Lack of patient pathway co-ordination can lead to wasted patient resources
Patient needs to have choice – with availability of local services
Cataract pathways are too long
Cataract threshold for second eye
( could have buy one get one free)
Segmented pathways for child screening/referrals geographical difficulties

Duplication of patient appointments- being seen in the community and being seen in the trust
Referral/patient Records
Multi issue referrals have to be referred separately
Multiple referral routes fax/ e-mail/letter

Clinical Safety Issues

Information asymmetry - who knows what the impact of delayed follow up is
No Data - how can we monitor pathway success
Capacity of ESPs and community clinics to see patients in a timely manner
Cancelations due to optometrist and surgeon in disagreement on diagnosis
No KPIs for follow ups
Patients are being lost in the process of referral between Newmedica and the hospital and visa versa sometimes
resulting in preventable visual loss
More accountability from private providers - they should have the same accountability as NHS providers
Few options for monitoring closer to home

Agenda Item No.
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Reference No.

WSCCG 15-52

From: Jon Reynolds, Acting Chief Contracts Officer
COMMISSIONING INTENTIONS 2016/17
1.

Purpose

1.1

To provide a final draft copy of the West Suffolk CCG 2016/17 Commissioning
Intentions for Governing Body Approval.

2.

Background

2.1

Circulation of the CCGs Commissioning Intentions to all of our contracted providers,
Associate Commissioners and other stakeholders forms part of the planning cycle
each year and signals the start of the contracting process.

2.2

The aim of Commissioning Intentions is to share the CCGs strategic direction and
forthcoming priorities for service developments with our partners ahead of the formal
contractual negotiation period. This ensures that our providers have advance notice
of any proposed changes in the services which the CCG will commission in the
contract year commencing 01 April 2016.

3.

Key Points

3.1

The Chief Contracts Officer (CCO) leads the process for co-ordination of
Commissioning Intentions with a requirement to ensure that the final document is
circulated by the end of September 2015. This provides sufficient notice (6 months)
for any changes to the services we intend to commission. Some improvements have
been made to the proposed format of the letter from last year which is intended to
simplify and consolidate the document and process. These changes include:




3.2

Amended format so that the Commissioning Intentions are presented in a
booklet/pamphlet style with a numbered index:
Greater focus on demographic/deprivation profile of the CCG;
Additional clarity provided on use of contractual leavers e.g. Quality
Requirements; escalation overview, and Commissioning for Quality and
Innovation (CQUIN).

This document has been drawn up and reviewed through clinical workstreams with
oversight from GP workstream leads and senior officers within the CCG. The final
draft document was approved by Executive at its’ meeting held on 16/09/15.

4.

Recommendation

4.1

The Governing Body is requested to approve the final document prior to circulation to
our stakeholders.

Author:
Helen Abel, Lead Contracts Manager (Acute services)

Attachment:
Final Draft Commissioning intention

West Suffolk House
Western Way
Bury St Edmunds
Suffolk IP33 3YU
Tel: 01284 758010
Fax: 01284 758020

www.westsuffolkccg.nhs.uk

30 September 2015

Dear
NHS West Suffolk Clinical Commissioning Group Outline Commissioning Intentions
2016/17
We are pleased to enclose a copy of West Suffolk Clinical Commissioning Group’s
(WSCCG) Commissioning Intentions for 2016/17. This sets out the context within which we
will be commissioning services and outlines how we wish to work with all our providers and
system stakeholders. The framework of our Commissioning Intentions is to deliver even
better care for the people of the west of Suffolk within a more sustainable system. These
Commissioning Intentions also provide details of the key initiatives and changes that we
expect to implement in 2016/17.
This document sets out the direction the CCG intends to take for 2016/17 and the services
and the priorities we will be focusing on as we enter into a new contractual year. Key to our
success is the strong relationships we have built with our partners and we look forward to
continuing working with you in a proactive and positive manner.
2016/17 presents the west Suffolk health system with a series of significant challenges
including maintaining and improving quality in the face of ever tighter budgets and demand
pressures relating to on-going demographic changes. Our Commissioning Intentions signal
the need for commissioners and providers to work together to integrate care wherever
possible to improve outcomes for our population and a shared approach to development will
remain key to our continued success.
Please do not hesitate to contact us should you have any further questions.
Yours sincerely

Julian Herbert
Chief Officer

Dr Christopher Browning
Chairman

WEST SUFFOLK CLINICAL COMMISSIONING GROUP

Commissioning Intentions for 2016 – 17

September 2015
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COMMISSIONING INTENTIONS – 2016/17

1.

INTRODUCTION

This letter sets out the initial outline Commissioning Intentions of the NHS West Suffolk
Clinical Commissioning Group (WSCCG) for 2016/17. These have been built on work that
we have undertaken with our partners, through continuous engagement with providers,
patients and other stakeholders to develop our strategic plans.
The development of these Commissioning Intentions is intended to clearly set out our
priorities for service developments/changes that will impact on the services we commission
and as such it signals the start of the 2016/17 contract negotiation process. There are
existing projects and programmes of work that the CCG will continue to implement and
develop with providers. This document does not include on-going review of existing
contracts for services which are a recurring requirement. The focus of this document is to
signal either a new or extension of existing developments that will be a priority in 2016/17.
The development of this document has been co-ordinated by the CCG’s Chief Contracts
Office (CCO) working in conjunction with other directorates in the CCG and the lead GP
Executive Board members. The GPs leading the clinical workstreams will be steering the
development and implementation of these intentions in 2016/17.
2.

CONTEXT

2.1

DEMOGRAPHICS

A summary of the demographic features of our population is set out below:
Demography:




The number of registered patients in general practices in West Suffolk CCG as at
quarter 3 of the financial year 2014/15 was 243,117 persons of all ages (males:
120,460; females: 122,657).
As at quarter 3 of the financial year 2014/15, persons aged 65 years and over formed
21.8% (53,103/243,117) of the population of registered patients in the area covered
by the CCG.
The resident population of west Suffolk is increasing in size and ageing. It is
projected to continue to increase in size, rising to 255,900 persons in 2036. In 2016,
persons aged 65 years and over will form 21.8% of the resident population. In 2036,
persons aged 65 years and over will form 29.4% of the resident population.

Deprivation:
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West Suffolk is generally an affluent area, with pockets of relative deprivation in Bury
St. Edmunds and the small towns of Haverhill, Mildenhall, Newmarket and Sudbury,
The most deprived general practices include Haverhill Family Practice, Clements
Christmas Maltings, Siam Surgery and Hardwicke House.

Life expectancy and main causes of death:


Life expectancy in west Suffolk is relatively high. In 2010-12 life expectancy at birth in
males was 81.0 years, and males could expect to live 81.9% of their life in “good
health”. In 2010-12 life expectancy at birth in females was 84.5 years, and females
could expect to live 80.2% of their life in “good health”,
In 2010-12, life expectancy at age 65 was 19.6 years in males and 22.1 years in
females,
In the calendar years 2012-14 the main causes of death in west Suffolk CCG were
neoplasms (29.7% of all deaths in 2012-14 (1,948/6,555), diseases of the circulatory
system (28.0% (1,832/6,555)) and diseases of the respiratory system (13.4%
(880/6,555)).




Morbidity and hospital activity, including mental illness:


During the period 2008/09-2012/13, standardised emergency admission ratios for
coronary heart disease (87), stroke (89.2) and myocardial infarction (91.2) in west
Suffolk were significantly low compared to England as a whole (100),
In 2007-11 a standardised incidence ratios for all cancers (104.7), colorectal cancer
(114) and prostate cancer (138.3) were significantly above England as a whole (100),
Dementia is a main cause of ill health in west Suffolk, mainly in the elderly. It is
projected that there will be 3,776 persons aged 30 years and over with dementia in
2016 and 4,397 persons with dementia in 2021,
In 2012/13 the QOF crude prevalence of depression in persons aged 18 years and
over was 6.4% (12,233 persons on QOF depression registers; England: 5.8%).





Lifestyle:


In 2013 the estimated prevalence of smoking in persons aged 18 years and over in
west Suffolk was 15.3% (estimated number of smokers in CCG: 29,438; England:
18.4%),
In 2011-13 the alcohol-specific mortality rate in persons of all ages in was 9.4 deaths
per 100000 residents (60 deaths; England: 11.9).


2.2

STRATEGIC DIRECTION

NHS England’s Five Year Forward View sets out the direction for the NHS and shows why
change is needed and what it looks like. It identifies the need to take decisive steps to break
down the barriers in how care is provided between family doctors and hospitals, between
physical and mental health, and between health and social care. The vision includes more
care delivered locally but with some services in specialist centres organised to support
people with multiple health conditions and not just single diseases.
The Forward View outlines how CCGs will be given the ability to influence an increasing
proportion of the total local and regional NHS commissioning resources, including primary
care and specialised services. This will put them in a much better position to match
investment decisions with the needs and aspirations of their local communities.
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Locally, the Suffolk Health and Wellbeing Board has set out a vision for the people of
Suffolk to live healthier, happier lives with reduced inequality of life expectancy. The Board
has agreed four strategic outcomes based on information from the Joint Strategic Needs
Assessment and evidence that shows action in these areas will help us to attain our strategic
aims, which are that:





Every child in Suffolk has the best start in life,
Suffolk residents have access to a healthy environment and take responsibility for their
own health and wellbeing,
Older people in Suffolk have a good quality of life,
People in Suffolk have the opportunity to improve their mental health and wellbeing.

This vision will be delivered through the strategy which is set out in the 5 year Strategic Plan.
This was informed by the Health and Care Review programme which is developing plans to
design and commission integrated services focusing on three key strategic areas:




A national drive looking for integrated health and care which improves outcomes and
experiences for patients and local people; and saves money;
A wish to work better together locally across the system to ensure that we make best
use of resources and minimise impacts of savings on patients’ care;
To take full advantage of the potential of partnership working to prevent ill-health and
increase people’s independence,

Primary care is central to the new population-based health care models described in the
Forward View. The CCG has been approved to jointly commission primary care services and
is currently implementing the new arrangements. During 2016/17, the CCG will be entering
into discussions with NHS England to consider its approach to fully delegate commissioning
of primary care services, and to understand the financial implications of this.
The CCG places primary care at the heart of its joint plan to support people at home through
the implementation of risk stratification, integrated community teams, case management and
care coordination. Linked to this, the CCG will also be enhancing the joint commissioning
arrangements with local government.
Since November 2013, the CCG has worked closely with partners, in particular NHS Ipswich
and East Suffolk CCG, Suffolk County Council and Healthwatch, to engage the wider Suffolk
community on the future of health and social care services in Suffolk.
A review of the feedback, local experience, national policy and evidence has identified a
number of key themes which have been progressed in the service redesign over the last
year and will guide our continued work in 2016/17:
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The health and care system should empower individuals to take a more proactive role
in managing their care, including the prevention of ill-health;
From the individual’s perspective, the system’s response must be more integrated.
Many patients have complex needs which require close operational cooperation
between professionals from different backgrounds, organisations and the wider
community. This includes improving the access routes into the system, such that the
professionals in first contact with patients have the necessary knowledge of both the
individual’s history and how to work closely with other professionals and organisations
to provide the most integrated and efficient response leading to best outcomes;



The emergency departments of the county’s hospitals are under severe pressure, and
the system needs to ensure that their expertise is focused on genuine emergencies
with other professionals supporting urgent care cases.

These themes have been incorporated into the system design, and include the following
features:


The major building blocks of the new system are Integrated Neighbourhood Teams.
social care, community health services and some aspects of mental health services
are beginning to be organised and delivered at neighbourhood level, starting in
Sudbury. In particular, there will an increased emphasis on the teams managing their
local population in a systematic way, using risk stratification tools to identify the
individuals at higher risk, and placing care plans which are joint between all relevant
agencies. Some individuals will be sufficiently complex to require a case co-ordinator;
the most appropriate person for this role will depend on the team’s view on which
professional is most appropriate to that individual’s needs;
Communication between healthcare professionals will be improved. One component of
this is reviewing our NHS ‘111’ and GP ‘Out of Hours’ services during 2016/17 so that
we look to create a more integrated urgent care model in line with the emerging
national model;
Services at the acute trust will be strengthened by a significant primary care
presence and there will be an increased emphasis on moving patients into the
community rather than hospital beds.





The focus of 2016/17 will be on the continued development and implementation of this
significant system reform and on redesigning the way health and social care systems work,
in particular through the development of an Integrated Care Organisation (ICO) bringing
together system partners in a different delivery vehicle as described in the next section.
2.3

INTEGRATED CARE ORGANISATION

The Health and Care Review has developed a model for delivery of integrated health and
care in Suffolk. System partners have agreed that they wish to pursue working towards an
Integrated Care Organisation (ICO) which will aim to:





Work with system partners to deliver the agreed health and care model;
Join up acute, primary care, community and social care services more effectively;
Deliver efficiencies for the health and care system;
Promote Suffolk as the location of choice for recruitment and retention.

A Shadow ICO Board has been set up to oversee the development of plans through a
phased implementation during 2016/17. System-wide workstreams will progress the detailed
planning and implementation of this. The CCG and providers will need to work together in
close partnership to develop new payment systems, contracting methods, technology
improvements and workforce plans in order to support the new model of integrated care.
New payment systems are likely to include a combination of activity-based, outcomes-based
and capitated payment approaches which will, together, most benefit patients.
It is the CCG’s intention to develop a capitated payment system with the ICO accountable for
a wider range of population needs compared with individual provider organisations. There
will be greater incentive for coordinated, integrated working across health and social care
with risks identified early, earlier intervention and the right treatment arranged at the right
place at the right time. The payment system will be designed to:
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Promote primary, secondary and tertiary prevention:
•
To keep people healthy (and not requiring costly intervention),
•
Promote early diagnosis and treatment,
•
Invest in recovery, rehabilitation and reablement.



To keep people healthy (and not require costly interventions), ensuring that the ICO:
•
is able to judge the best intervention,
•
incentivised to provide care in the most appropriate and lowest cost care setting,
•
is able to invest in care coordination.



Promote investment in productivity and innovative solutions.

The payment system will promote the long-term, sustainable well-being of local people by
reimbursing providers for delivering specified quality outcomes for patients rather than
particular treatments or inputs. It will incentivise best practice, efficient and accessible
delivery of care, to make sure that NHS funding goes as far as it can for patients.
The payment system can help to make sure that financial risks in the NHS, caused by
demand pressures or operational performance, sit with those organisations, whether
commissioners or providers, who are best able to influence or absorb them in the context in
which they arise. The CCG and providers will work together to agree the risk sharing
arrangements that minimise financial risks to local health systems and maximise benefits to
patients from NHS funding.
During 2016/17, work will continue towards this system reform, where the concepts will be
tested, and used as an opportunity to understand the key components of building a more
cohesive health and care system with cross-organisational working.
2.4

FINANCIAL CONTEXT

The health system in West Suffolk faces
different approach going forward if we are
considerable amount of work designed to
system but it is important that we set out
expect this to impact on contracts.

significant financial challenges that require a
to build a sustainable service in the future. A
address this is already underway across the
the financial context for 2016/17 and how we

The CCG financial allocation has been above its ‘fair share’ target for some years. In order
to bring all the CCG’s closer to target ‘fair share’ by 2018/19 we only expect to see a minimal
growth in funding over the next few years which will therefore leave a substantial financial
gap that will have to be closed. We recognise the difficulty of this and therefore, we intend to
work closely with providers to ensure efficiency across the west of Suffolk system.
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3.

CLINICAL PRIORITIES & IMPROVEMENT AMBITIONS

3.1

INTRODUCTION

The CCG has developed its own distinctive ambition to provide a local approach for delivery
of the Five Year Forward View and the local Health and Wellbeing Strategy. At the heart of
this ambition is the view that greater integrated working is the primary vehicle to improve the
quality of those services locally. The CCG, therefore, has the following ambition – “to
deliver the highest quality health service in West Suffolk through integrated working”.
Supporting the delivery of the CCG’s ambition are six clinical priorities, which are aligned to
both national and local frameworks:







development of clinical leadership;
demonstration of excellence in patient experience and patient engagement;
improving the health and care of older people;
improving access to mental health services;
improving health and wellbeing through partnership working;
delivering financial sustainability through quality improvement.

The following improvement ambitions have been set in response to the changing needs of
the local population, and these form the basis of the CCG’s 5 Year Strategic plan:







increasing additional years of life for local people by reducing potential years of life lost
from those causes from which premature death should not occur;
improving health-related quality of life for people with Long Term Conditions, including
Mental Health;
reducing the amount of time people spend in hospital by having better, and more
integrated care in community settings, achieved by reducing emergency admissions;
increasing the proportion of older people living at home independently following
discharge from hospital;
increasing the number of people with physical and mental health conditions who have
a positive experience of hospital care; and, positive experience of care outside of
hospital, in General Practice and in the community;
making significant progress towards eliminating avoidable deaths in our hospitals
caused by problems in care

In conclusion, organisations in the west of Suffolk are already committed to creating an
integrated health and care system that supports our population to keep well and to remain
living independently with a good quality of life for as long as possible. The difference we
shall make to the health and social care outcomes for all people in the west of Suffolk is that
local people:






8

will not have to navigate around a complex system to find the right information, care or
services that meets their needs;
will have their health and care needs identified early before a crisis occurs;
will have access to a range of local services that focus on supporting people to selfcare and supporting primary prevention;
will have control and choice over their care;
will have a named coordinator when they need help who will ensure that the system
works effectively, with a single care record.

The following sections set out how the CCG will develop and implement its strategic vision of
system reform and redesign, and how it will deliver against its overarching ambition and
clinical priorities.
3.2

INTEGRATED CARE

The Integrated Care programme for 2016/17 will focus on three main work strands:




Development by October 2016 of an integrated urgent care specification to support
reactive care; for mobilisation by September 2017;
Development by October 2016 of a community services specification to support
proactive care; for mobilisation by September 2017;
Implementation of the Integrated Health and Care strategy ‘Connect’ across west
Suffolk by March 2017.

The Integrated Care programme will be underpinned by the following priorities and
principles:













Care is coordinated around the individual, not the organisation;
Prevention, self-care and shared decision making are promoted as key enablers to
supporting and empowering individuals to take responsibility for their own health and
wellbeing; and to seek help through proactive care reducing the demand on urgent and
emergency reactive care services;
There will be greater formal recognition of the role of family carers, the voluntary care
sector and independent organisations as partners of care through the neighbourhood
networks;
There will be increased co-ordination and co-operation at the point of delivery between
health, social care and voluntary sector services through the integrated neighbourhood
teams;
Organisations will work together as collaborative partners to:
•
provide a single holistic physical, emotional, mental and social wellbeing
assessment framework;
•
collectively co-produce shared care and support plans with patients /family carers;
•
co-locate where this is practically possible;
•
develop and use a common standard operating framework;
There will be alignment of service access to reduce the number of entry points to the
system ensuring, where this is possible, that access is via one single coordinated care
function;
There will be greater access to a range of system services offering 7 day provision to
strengthen operational resilience and user experience.

The 2016/17 Integrated Care programme will specifically co-design with our partners a new
integrated urgent care access, treatment and clinical advice service specification. This will
support the provision of a 24/7 reactive care pathway and the procurement timetable for out
of hours primary care and 111 services. It is proposed that the design work will consider the
provision of existing community and acute urgent care services to ensure the wider range of
clinical expertise and provision is available. The design will reflect the learning from ‘Connect
Sudbury’ and the recommendations and guidance from the new forthcoming national
specification and will include:
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A review of the accuracy, accessibility and utilisation of the 111 Directory of Services;



Development of a clinical hub of coordinated expertise to support a range of clinical
pathways and highly complex high volume service users;



Coordination of the availability and access of special patient notes, advance care plans
and end of life plans in the point of the patient pathway that ensures appropriate care
is provided;



Provision for direct access to contact social care specifically home care support.



A review of ambulatory emergency care including:
•
a formal review and revision of the primary care Local Enhanced Service (LES) for
the detection and management of Deep Vein Thrombosis;
•
a formal review of the respiratory pathway (building on the COPD review
2014/15).



Co-design with our partners and in particular Suffolk County Council, a new integrated
community services specification. This will support the provision of a 7/7 proactive
care pathway and the procurement timetable for the existing community services
contract. The design work will run in partnership with the Urgent Care specification and
will reflect the learning from Connect Sudbury.



Extend the implementation of Connect Sudbury to other areas of west Suffolk ensuring
that both the proactive and reactive elements of the care pathway are integrated
across all organisations:



Progress the implementation of an integrated reablement, rehabilitation and recovery
pathway through the Integrated Neighbourhood Teams and Neighbourhood Networks
and to include:
 The re-provision of jointly procured community beds with Suffolk County Council
to support step up and step down pathways;
 The reconfiguration of therapy provision across the acute and community (health
and care) interface to ensure integration of provision to meet the shift towards
proactive care;
 The use of technology to support more people to live independently at home.



Identify and implement a coordinated case management approach to the top highly
complex high volume service users namely:
•
Care Home and very sheltered housing residents;
•
Frequent A&E attenders;
•
Frequent Admissions;
•
Frequent Green 2 callers to East of England Ambulance Service Trust (EEAST).



Building on the Interface Geriatrics pathway, develop access to a range of clinically led
consultant interface pathways for the top high demand pathways namely:
•
•
•
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Falls
Respiratory
End of Life

The Integrated Care Programme will be delivered with our partners through the Integrated
Care Delivery Group and the West Suffolk System Forum (System Resilience Group).
Cancer
The Cancer programme for 2016/17 will focus on three main work strands:


Improving and sustaining cancer performance through the implementation of:
•

the eight key priorities in the NHS England Guidance on Cancer waiting time
standards

•

locally agreed treatment protocols for acute oncology presentations.



Developing, as part of our local delivery model, an approach to apply complimentary
therapy as part of the core offer.



Reviewing and defining the specification for the provision of wigs to ensure there is
equity and choice to all west Suffolk residents undergoing cancer treatment.
3.3

PLANNED CARE

The overarching aims of the workstream are to provide local integrated services through
shared decision making, support and access to patient centred and holistic services. To
achieve these aims, the Planned Care workstream will take forward three strands of work:




Strand one: GP Practice support and referral refinement - focus will be on education
and guidance across the health system and in a multi-faceted approach that
recognises clinical and patient choice;
Strand two: Optimisation of current services – ensuring that current services are
achieving maximum outcomes and seek further opportunities;
Strand three: Transformation of services into the community – continued roll out of
community services and exploration of further opportunities.

Priorities for Planned Care programmes of work have been guided by national benchmarking
utilising the following tools and Data Sources:
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Commissioning for Value packs published by NHS England;
Payment by Results (PbR) Capita;
Better Care Better Value;
Sentif Intelligence;
Medicines Optimisation Dashboard;
Secondary Uses Service (SUS( data processed by Data Services for Commissioner
Regional Office (DSCRO);
Royal National Institute for the Blind (RNIB) Sight Loss Data Tool;
External Review (areas not already progressed)

Cardiology
The CCG will conduct a transformational review of community and hospital services from
prevention and diagnosis through to rehabilitation including a detailed review of fragmented
acute and community contracts (i.e. heart failure, cardiac and pulmonary rehabilitation). The
required outcome will be a full redesign of the pathway including a streamlined set of cost
efficient services which enhance the patient experience.
Gastroenterology
In response to benchmarking highlighting the CCG as an outlier, and in light of changes to
cancer targets, the CCG will conduct a review of community and hospital gastroenterology
services from prevention and diagnosis through to rehabilitation in order to scope
transformational changes to the service.
Trauma and Orthopaedics/Musculoskeletal
The community contracts review offers an opportunity for the CCG to optimise a range of
musculoskeletal services including post-operative physiotherapy, carpal tunnel, outpatient
hand therapy, podiatry, orthotics and foot surgery. In addition, physiotherapy clinics in GP
practices to assess and signpost patients presenting with musculoskeletal conditions will be
piloted.
Dermatology
The CCG, in partnership with providers, will develop an integrated dermatology model with a
single point of entry/triage for the best outcome for the patient. This may incorporate teledermatology and the minor surgery community service. The tele-dermatology project will be
evaluated and potentially re-procured either as part of the integrated model or
independently. The CCG will review minor surgery in the community either independently or
as part of the integrated dermatology model.
Ophthalmology
The CCG will develop a whole system approach to eye health to include triage, extended
scope opticians, community ophthalmology and acute services along with the electronic
platform that links the services together. The community glaucoma service will be reviewed
following a one year pilot (joint West Suffolk Hospital Foundation Trust (WSFT)/ CCG
procurement). There is an opportunity to extend scope beyond low risk glaucoma and link
with a wider ophthalmology review.
Diabetes
The CCG will evaluate and agree the future direction for the WSFT community diabetes
service. The Diabetes Education and Self Management for Ongoing and Newly diagnosed
(DESMOND) contract will be reviewed as part of broader consideration of diabetes patient
education.
Clinical Thresholds/Low Priority Procedures
The CCG will continue to work with WSFT to roll out the pre-procedure prior approval
element of the Clinical Threshold Service (CTS) and will undertake a full evaluation of this
during the period January-March 2016.
Following this evaluation, should the decision be made to roll this out on a permanent basis,
the CCG will require all providers who treat patients registered with a West Suffolk CCG
practice to seek WSCCG prior approval before any surgical procedure/medical intervention
takes place. This will apply to any patient who requires a clinical threshold procedure, with
effect from 1 April 2016.
The CCG will circulate further details to providers on threshold policies and supporting
documentation as required to support this process.
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GP Practice Referral Support
The CCG will extend the Map of Medicine contract to August 2016, continue to support the
implementation and use in all GP practices and evaluate the service to consider
mainstreaming.
Population Health
The CCG will work with the health and care system to develop a culture and policy across
west Suffolk to focus on prevention of ill health using the appropriate trigger points. Using
an enhanced recovery process this will ensure better outcomes from elective surgery and
reduce mortality and morbidity by supporting people to be fit for surgery.
Long-term Conditions and Wellbeing
The CCG will build on the respiratory wellbeing project work in 2015/16 to roll out the
approach across other long-term conditions, including primary, community and secondary
care, and seeking opportunities to extend across social care.
Community Vasectomy
The CCG will review the community vasectomy service including post vasectomy semen
analysis.
Lymphoedema
The CCG will review its current lymphoedema service provision and agree the future service
model and procurement.
Elective Care – BMI Bury St. Edmunds
The CCG will work with the BMI hospital to develop an elective care specification to offer
elective options to patients and explore possible efficiencies through variation of tariff.
Minor Surgery
The CCG will scope and review provision of minor surgery services in the community.
NHS Community Health Services
The NHS community health services contract was awarded to West Suffolk NHS Foundation
Trust working in partnership with Ipswich Hospital NHS Trust and Norfolk Community Health
and Care NHS Trust for 12 months from 1st October 2015. The planned care services
within the contract will be reviewed as part of the planned care programme of work where
possible. Key planned care areas of interest include;


Heart Failure Service / Cardiac Rehabilitation Service: - Considered within the
Cardiology programme as set out above.



Outpatient Hand Therapy Service / Podiatry / Orthotics / Foot Surgery:
Considered with the Trauma and Orthopaedics / Musculoskeletal programme.



Community Neurological Service:
Considered options for future procurement.



Bladder and Bowel Continence:
Work with Integrated Care programme to scope the bladder and bowel continence
services to maximise benefits for patients and the health system.



General Rehabilitation:
Work with Integrated Care programme to consolidate elective rehabilitation services.
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3.4

MENTAL HEALTH & CHILDREN & YOUNG PEOPLE

The priorities identified in the 2016/17 Commissioning Intentions for the CCG will be
achieved through working closely with our partners, in particular Suffolk County Council
(SCC), Norfolk & Suffolk NHS Foundation Trust (NSFT), West Suffolk Hospital Foundation
Trust (WSFT), the voluntary sector and our regional Clinical Networks including the Children,
Young People and Maternity clinical network and the Mental Health, Dementia, Neurological
Conditions, Learning Disability and Autism Network.
Mental Health
The CCG will work towards greater integration of specialist mental health services with the
wider health and social care system as below, and will continue to work closely with Norfolk
and Suffolk NHS Foundation Trust (NSFT) to review the existing Access and
Assessment/IDT operational model and make changes where necessary. The CCG will
support the national focus on new mental health access and waiting time standards being
introduced from April 2016.
We have set out the topics of our 2016/17 Mental Health commissioning intentions under the
three broad themes of our joint CCG/SCC Adult Mental Health Commissioning Strategy,
which is due for completion in autumn 2015, namely Early Intervention and Prevention,
Recovery and Rehabilitation, and Crisis (incorporating the MH Crisis Concordat).


Early Intervention & Prevention






Recovery & Rehabilitation






Mental Health Rehabilitation Pathways - consider and scope the range of services
supporting patient’s recovery and rehabilitation through a joint review with SCC.
Supported Housing - we will support the shared procurement of the Early
Supported Housing contracts with SCC.
Tier 4 Children and Adolescent Mental Health Services (CAMHS) - we will support
the commissioning of Tier 4 services as required, the responsibility of which is
likely to return to CCGs in the future. We will support on-going exploration of
opportunities to better integrate local Tier 3 and Tier 4 CAMHS provision.

Crisis
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Primary Mental Health Service (previously Suffolk Wellbeing Service) - ensure the
robust and successful implementation of the newly procured service from July
2016, including the extended scope to incorporate the commissioning of Primary
Mental Health Workers (PMHWs) with SCC;
Long Term Conditions - following evaluation in March 2016 of the Psychiatric
Liaison and Wellbeing pilot to support patients with long term respiratory
conditions, apply learning and approach to extend into other areas, including
Dermatology and Cardiology.

24/7 Crisis Response (including delivery of the Suffolk multi-agency Mental Health
Concordat); for adults and children, including review and audit of the current
pathway for people with personality disorders (Night Owls Service) and respite
beds; more than 50% of people experiencing a first episode of psychosis will be
treated with a National Institute for Health and Care Excellence (NICE)-approved
care package within two weeks of referral.







Police Triage Service; we will implement and mobilise a service that will provide
on the spot advice to police officers who are dealing with people with possible
mental health problems. This will lead to people receiving appropriate care more
quickly, resulting in better outcomes and a reduction in the use of Section 136 and
attendance at A&E.
Suicide Strategy; we will support the development of the strategy and
implementation of recommendations in partnership with Suffolk County Council
and Suffolk Constabulary.

Children’s Emotional Health & Wellbeing
The Suffolk Children’s Emotional Health & Wellbeing Strategy will be refreshed in
2015/16. We will continue to focus as a county-wide system working in partnership to
implement the priorities identified in the strategy, and as set out in our Transformation
Plan requested by NHS England (to be completed in Autumn 2015).
The key areas of focus will be:









Autism




Ensure that people of all ages have access to earlier assessment and diagnosis
for Autism and ASD and are supported to access the services that they need. We
will re-model the service in response to the JSNA refresh/evaluation.

Dementia
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Single Point of Access; scoping of a single multi-agency point of access for all
children’s emotional health and wellbeing referrals;
Children’s Eating Disorders; working with NSFT to develop our existing East and
West Suffolk Children’s Eating Disorder services to ensure the requirements of the
August 2015 national commissioning guidance are met (including access and
waiting time standards to be implemented from 2017/18);
Crisis Care; to consider our commissioned response to children in crisis and full
link up to the Suffolk Crisis Care Concordat;
Improving Access to Psychological Therapies (IAPT); roll out the Children and
Young People’s IAPT programme to ensure that CAMHS commissioned services
deliver a choice of evidence-based interventions by 2018. Central monies will
also support increased access to training via CYP IAPT for children under five
years and for staff working with Autism and Learning Disabilities;
Perinatal Mental Health; see comment under Maternity Services below.

National Drive to increase Dementia diagnosis rate; we will continue to support
and promote early diagnosis of Dementia and ensure those diagnosed are
appropriately recorded on GP registers.
Post Diagnostic Services Model; extension of existing contracts to March 2017 for
post diagnostic services to align with SCC contracts. We will work through the
Mental Health and Learning Disabilities Joint Commissioning Group with SCC to
either align or jointly commission alternative arrangements, from the point of early
diagnosis through to advance care planning and end of life care.
Dementia Friendly Initiatives; we will work with our 24 practices to promote the
establishment of dementia-friendly health and care environments. Our dedicated
Care Homes Clinical Support Manager will work with care homes in order to
support and facilitate these initiatives.



Learning Disabilities






Health Checks and Data Sharing with Social Care; we will continue to focus on
improving the care and management of people with Learning Disabilities in
primary care and the uptake of health checks.
Community Service Model; we will further embed NSFT’s new Learning
Disabilities service model for adults and children.
Awareness Training; we will take every opportunity to improve awareness of
Learning Disabilities.

Marginalised Vulnerable Adults (MVA)

This service is currently provided by North Essex Partnership NHS Foundation Trust and is
due to expire at the end of July 2016. The service provides support for vulnerable groups
and communities, including the homeless, ex-offenders and migrant workers.
The service will be reviewed with the support of a new county-wide Needs Assessment,
currently being undertaken with Public Health, and re-commissioned accordingly.
Children and Young People


Paediatric Specialist Community Services:
•



The hosting of this contract has now been awarded to WSFT as lead /
coordinating provider as part of the community services procurement. WSCCG
will work closely with Ipswich and East Suffolk CCG and Suffolk County Council
(SCC) to determine the preferred model of care.

Long Term Conditions:
•

Having invested into new Community Outreach Paediatric Asthma and Epilepsy
Community Nurse posts at WSFT, we will evaluate at Q4 (2015/16) and decide on
the future commissioning of these services. We will also consider scoping of other
long term conditions that would benefit from specialist nurse input based on
national guidance.

Maternity Services


Midwifery Services Review:
•



Perinatal Mental Health Pathway:
•
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We will assess and form a local response to the forthcoming NHS England led
review of our local Maternity service offer, including perinatal and postnatal
pathways.

We will build on the local Norfolk and Suffolk Foundation Trust and WSFT
Perinatal Mental Health pilot in 2015/16, the outcomes from the 2014 NHSE
sponsored Sustain project focussing on perinatal service pathways and respond to
the expected national commissioning guidance and earmarked investment (late
15/16) for perinatal care.

3.5

MEDICINES MANAGEMENT and HIGH COST DRUGS

The Medicines Management workstream will focus on:


Continuing to improve on the review and development of Shared Care Agreements
(SCA), where appropriate;
Working with primary care providers to improve the quality and safety of prescribing.
Promoting adherence to the Traffic Light System (TLS), as developed by the Suffolk
CCGs’ Clinical Oversight Group (COG);
Promoting cost effective prescribing and so aligning actual prescribing spends with
practice prescribing budgets.





High Cost Drugs:
The CCG will ensure that there is a consistent, evidenced-based, cost-effective
commissioning programme for the implementation of all tariff excluded high cost drugs and
devices. This will mean that only the excluded drugs and devices commissioned are those
where a consistent body of evidence exists for a specific indication and will require
collaboratively working with providers to identify and implement changes which provide more
cost effective pathways for the local health economy.
3.6

PRIMARY CARE

The CCG will work with NHS England as the main commissioner of primary care to ensure
primary care contracting is joined up. The overarching intention is to ensure that there is
access to high quality, sustainable, primary care services which work as part of an integrated
system helping people stay healthy and providing proactive, coordinated support particularly
for people with long term conditions.
Focus will be on the following areas:





3.7

Implementing ‘Map of Medicine’ to facilitate GPs making referrals consistently in line
with local guidelines;
Developing an approach to co-commissioning with the Area Team which will include
local administration of Direct Enhanced Scheme (DES) schemes;
Reviewing and revising the existing list of contract enhancements - The WSCCG GP
practices will be commissioned to provide funded, targeted interventions previously
called Local Enhanced Schemes (LES). These incentive schemes are reviewed
annually and subject to the outcome will either be terminated or developed further in
2016/17;
The PMS Developmental framework will be updated to reflect key objectives for
2016/17.
CONTINUING HEALTHCARE

In 2016/17 the Continuing Healthcare Team will continue the transformation programme
commenced in June 2015. It will deliver by the 31st March 2017:
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Improved patient and carer experience
National framework compliant practice – consistently delivered
Standardised, lean, processes (internal to the CCG and system-wide)
Sustainable, motivated and skilled workforce (internal to the CCG and system-wide)
Assured value from commissioned care packages

These goals will be delivered through improvement to:




the CCG’s CHC provider services (direct patient service provision)
the CCG’s commissioned CHC services (from NHS trusts, care package providers;
care package brokers and Commissioning Support Units)
the CCG’s CHC commissioning function (including joint working with Suffolk County
Council)

Improvement projects initiated in 2015 will be completed to deliver sustainable business
change and the realisation of anticipated benefits. These projects include:
1.

2.

CCG’s CHC provider services
a.

Process redesign, development of standard operating procedures (SOPs) and
delivery of business change for:
 Fast Track Applications
 CHC Screening Process
 CHC Full Consideration Process
 CHC Eligibility Decision-Making
 CHC Commissioning a care package process (including PHB process)
 CHC Review Process
 FNC Eligibility Decision-Making
 FNC Review Process
 Local dispute resolution process

b.

Backlog clearance project delivery for:
 >28 day backlog for full consideration
 CHC 3 mth and annual review backlog
 FNC 3 mth and annual review backlog

CCG’s commissioned CHC services
a.
b.
c.
d.
e.

3.

CCG’s CHC commissioning function
a.
b.
c.
d.
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Stakeholder agreements (in particular from NHS trusts and Suffolk County
Council), to the system-wide CHC standard operating procedures and their
contribution/role in delivering them.
Contracts with NHS providers of CHC Fast Track, screening and full
considerations which include the delivery of the SOPs and process and outcome
KPIs. In particular with the community healthcare provider.
The nursing home procurement project.
Contracted brokerage services for PHB facilitation, as required.
Outsourced PUPoC cohort 1 clearance (by NEL CSU)

Value review of care package costs.
Contracts in place for all care package provision
A commissioning strategy for future CHC services (including alignment with
emergent delivery models for the assessment and case management of people in
the community with long term complex care needs)
An implemented new operating model for a sustainable CCG CHC service
(processes, organisation, technology & accommodation, information)

4.

PUBLIC/PATIENT ENGAGEMENT

The CCG will continue to offer opportunities for patients and the public to have their say in
how we plan and prioritise our work. The CCG will:


Continue to support the Five Year Forward View principles, particularly with a view to
enabling whole system change and financial sustainability. There will be heavy
involvement in Connect Sudbury – the early adopter site for a part of the delivery of the
Health and Care Review 2014;
Focus on under 18s and economic migrants to build better involvement and
information giving and receiving;
Increase our use of social media content and reach, to widen digital participation also
ensuring this feedback and intelligence becomes more central to our work so that
people can get good answers to their questions about commissioning and health;
Develop our website, making sure those who visit get the best possible experience
and can feedback to the organisation;
Continue to specifically support areas of work, such as the development of the
Children’s Mental Health Services, in partnership with Suffolk County Council.






5.

PATIENT SAFETY & QUALITY

5.1

PATIENT SAFETY

The CCG commits to work as part of the local Patient Safety Collaborative which is being
established as a further response to the report, “A Promise to Learn – a commitment to act”,
which made a series of recommendations to improve patient safety; and called for the NHS
‘’to become, more than ever before, a system devoted to continual learning and
improvement of patient care, top to bottom and end to end.’’
The CCG further endorses the aim of the ‘Sign up to Safety’ campaign to make the NHS the
safest healthcare system in the world by creating a system devoted to continuous learning
and improvement, where provider quality reporting is explicit.
The CCG will work with local Maternity services to ensure the recommendations of the
Report of the Morecambe Bay Investigation and National Midwifery Review are considered
and where appropriate implemented in local maternity services.
The CCG has a statutory obligation to ensure that staff and arrangements are in place to
meet the Adult Safeguarding and the Special Educational Needs and Disabilities (SEND)
Reforms, and in 2015/16 the CCG received external non-recurrent funding from NHSE for
this purpose.
In order to ensure continued funding for the SEND reforms in 2016/17, the CCG will
restructure its funding commitment to the Multi Agency Safeguarding Hub (MASH) to meet
our statutory obligations to fund the Designate Safeguarding Professionals (CYP) Adult
Safeguarding Professionals (Adult) and SEND (CYP) Clinical Officer. The MASH service is
currently funded solely by the three CCGs locally (West Suffolk Clinical Commissioning
Group, Ipswich and East Suffolk Clinical Commissioning Group, Great Yarmouth and
Waveney Clinical Commissioning Group), and accordingly, with effect from from 01 April
2016, will require funding from all members of the Safeguarding Board – namely the three
CCGs, IHT, WSFT, NSFT, SCH. This will bring the funding of the Board in line with the
approach in other localities.
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5.2

QUALITY/PATIENT EXPERIENCE

Valuing mental health equally with physical health is a theme of NHS England’s Call to
Action. Achieving ‘parity of esteem’ will require a fundamental change in the way services
are commissioned. Consideration will need to be given to equitable distribution of resources
and supporting the commissioning of services which tackle the association between physical
and mental disorders. The CCG is working on the key priorities of services for Improving
Access to Psychological Services (IAPT), dementia, response to serious case reviews and
the application of the mental capacity act to address parity of esteem objectives.
6.

PROMOTING HEALTHY OUTCOMES

The CCG works closely with its partners in Suffolk County Council Public Health
Department. The following is an update on Public Health’s Commissioning Intentions which
the CCG will review in the period leading up to 2016/17:







Commit to embedding Making Every Contract Count (MECC) within contracts and
service provision;
Commit to developing a workplace health programme within our own and partner
organisations;
Support the proposal that some of Public Health (PH) grant should be used to create a
wider PH network to support primary prevention and decrease health inequalities
within local authorities, with an agreed Memorandum of Understanding (MOU) to
ensure the terms of the ring fenced grant are met;
Consider the co-commissioning of some lifestyle services as part of the Healthy
Lifestyle Service procurement;
Agree to the development of an evidence based prevention strategy for Suffolk with
robust partnership contribution and strong system wide governance arrangements.

The aim of Prevention in the system is to improve population health by limiting the onset, or
reduce complications of conditions such as diabetes, cardiovascular disease, other long
term conditions and some cancers which are associated with lifestyle. It aims to provide an
evidence based approach to deliver health improvement and reduce health inequalities by
decreasing the gap in life expectancy and adding life to years.
A Suffolk Prevention Strategy will be informed by the 2015 Annual Public Health report and
will go to the Health and Wellbeing Board for ratification in January 2016. Key aspects are
listed below


All staff who have face to face contact with patients complete Making Every Contact
Count training (45 min e-learning – 3 x 15 min modules – and a 1 hour workshop);



Improve referral pathways to LiveWell Suffolk for patients who require support for;
Tobacco use harm reduction and smoking cessation; adult weight management for
obese patients; child weight management for children who are overweight or obese;



Develop a workplace health and wellbeing programme for staff and volunteers;



Emphasise self-care to all patients using CCG commissioned services;



Ensure Secondary Prevention is systematic by working with general practices to
increase referral rates to DESMOND and elective surgery rehabilitation services;
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Implement all recommendations set out in NICE guidance about Vitamin D in at risk
groups. In particular ensure all bounty packs given to pregnant women via antenatal
clinics contain a Healthy Start registration form and a leaflet about local suppliers of
Healthy Start vitamins;



Ensure smoking at time of delivery data is recorded accurately at antenatal visits. Any
pregnant smoker identified either by a CO reading or by self-report must be referred to
LiveWell Suffolk for stop smoking support - CO monitoring for mothers attending for
first visit and referral to stop smoking services is recommended by NICE guidance
PH26;



Improve the number of Women whose smoking status at time of delivery was not
known to no more than 3% as per England average Currently 5.1%

References and Links:
Vitamin D: increasing supplement use among at risk groups
http://www.nice.org.uk/guidance/ph56/chapter/1-recommendations
Link to MECC e-learning http://www.suffolkcpd.co.uk/ Registration along with the first part of
the training can be located by searching for ‘MECC’ or by looking under event code M15001
for part one.
NICE guidance PH26 http://www.nice.org.uk/guidance/PH26
7.

Commissioning for Sustainability

All services commissioned by the following principles:





Ensuring our clinical pathway designs address prevention, quality, innovation
productivity and integration.
Delivering our duties under the Social Value Act of 2012 and embedding social value
and community assets in our procurement practice.
Fully utilising contractual levers to ensure sustainable practice within commissioned
services.
The CCG will expect that all providers report on performance against their Sustainable
Development Management Plans (SDMS) as part of monthly quality boards.

To enable a sustainable commissioning approach, the principles of sustainable development
should be considered throughout the commissioning cycle and procurement process. For
instance, as part of designing service specifications and invitation to tender documents,
commissioners should use local benchmarking data to establish indicators against which
providers can be judged. This might include data on emissions or energy usage at an estate
or patient level. Additionally, working with local stakeholder groups, the social impacts of any
service can be established and specified in measurable ways. This should include the use of
existing community assets, focusing on local employment skills and resources and additional
impacts beyond the immediate scope of the service being commission.
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8.

MARKET REVIEWS

A number of procurements have been undertaken by the CCG during 2016/17 and there
continues to be a flow of tenders to be released.


Services for procurement include:
Service
Likely tender start*
Primary Care Mental
Health
Care Homes – joint
procurement with Suffolk
County Council
Marginalised & Vulnerable
Adults

Summer 2015

Service Implementation
Date*
July 2016

Autumn 2015

Spring 2016

Spring 2016

Early 2017

* These dates are subject to the CCG’s Governing Body approval
There are further services with market review planned and/or specifications in development,
these include:

Ophthalmology

Community Services

NHS 111 & Out of Hours

Respiratory

Cardiology

Gastroenterology

Musculoskeletal

Dermatology

Vasectomy

Lymphoedema

Minor Surgery
9.

COMMISSIONING AND CONTRACTING PRINICIPLES IN 16/17

9.1

APPLICATION OF STANDARD CONTRACT

Application of standard contract:
CCG will commission all healthcare services, via the Standard NHS Contract where
applicable and as such all providers will be expected to comply with its standard nationally
mandated terms. Where these commissioning intentions result in any significant changes to
the terms of our contracts, we will apply reasonable notice periods to providers in line with
contractual requirements
The CCG has numerous health service contracts spanning the NHS and independent/private
and charitable sector and each of these contracts has an expiry date. The terms of the NHS
constitution and the requirement to comply with procurement law means that all expired
contracts should be scrutinised by the CCG in order to determine whether services and
subsequently contracts are to be decommissioned, tendered or extended. In 2016/17 a
number of key contracts will require renewal. Many of the contracts are Suffolk wide with
Ipswich and East Suffolk CCG. Should the CCG decide on a different direction of travel there
will need to be a mutually agreeable solution on whether there will be a divergence and
contracts split.
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9.2

LEAD COMMISSIONING ARRANGEMENT OTHER LOCAL/NATIONAL
INITIATIVES

Lead Commissioning Arrangements:
The CCG anticipates working closely with Ipswich and East Suffolk CCG and Cambridge
and Peterborough CCG, as well as other CCGs, in particular to ensure a coherent approach
to commissioning is maintained. CCG intends to continue with the lead commissioning
arrangements agreed in 2015/16 for major contracts. As with current multilateral contracts
there may be variations to the schedules within those contracts to reflect the differing
priorities of each group and a separation of the budget elements to each CCG.
Where relevant to patients in the wet of Suffolk, the CCG will seek to enter into associate
agreements with other CCGs outside of Suffolk that geographically host the service in
question.
The CCG is a member of the Suffolk Commissioner’s Group. This forum works collectively
to deliver a joined up approach to commissioning Suffolk services for delivery of elements of
the joint Health and Wellbeing Strategy and other areas of agreed joint working as
appropriate. The group will work in 2016/17 to agree plans to deliver the joint strategic aims
where cross organisational commissioning is required and to deliver system leadership in
the optimum use of resources to deliver the best overall outcomes for Suffolk residents. This
approach allows strategic alignment with SCC in particular the Section 256 for reablement.
Other national and local initiatives:
The CCG will implement the 2016/17 National Operating Framework (and any other
appropriate national mandatory Guidance) when issued by NHS England. The Operating
Plan and national Guidance identifies what CCGs must deliver on a number of key
outcomes, including commissioning for local need, demonstrating clear alignment with
national requirements and to provide evidence that major strategic change programmes will
be delivered. The Operating Plan is underpinned by the national financial allocations and
provides a clear framework for the negotiation of all provider contracts.
9.3

ACTIVITY AND PRICING

The CCG will use benchmarking to indicate services which are being delivered differently
from comparators, with a view to agreeing changes to:
i)
ii)
iii)

delivery of the service
recording of the service or
payment for the service.

The CCG will undertake the following, dependant of type of provider and contract type:
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Review of local tariffs
Clinical and Coding Audits in line with Section 15.8 of the contract.
Evaluation of the Clinical Decision Unit (CDU) and Acute Medical Unit (AMU) at West
Suffolk Foundation Trust (WSFT);



Evaluation of the impact of WSFT decision to commission additional beds at Davers
Court and Glastonbury Court (or similar) to ensure the commissioning of additional
beds are at a cost neutral position to the CCG as agreed.
Review of Emergency Pathway including review of any changes to the global
conversion rate at WSFT and recording of short stay non elective admissions versus
outpatient or appropriate ambulatory care tariff/ward attender;
Evaluation of funding streams outside of contract;
Evaluation of virtual clinics;
Review day case procedures expected to be undertaken as outpatient procedures by
speciality and specify commissioning levels. Require compliance with national
guidance over recording of day cases versus outpatient procedures;
Review of block elements in the contract and potentially move to alternative payment
options where appropriate;
Review requirement for additional investment in HASU at WSFT.
Review of new to follow up ratios at WSFT.
Continue to explore the possibility of a block contract with WSFT linked with the ICO
(Integrated Care Organisation)
The current structure for Safeguarding Boards in relation to Adults and Children in
Suffolk is that all commissioner level structures are funded on a tripartite basis –
Police, Local Authority and Health. However, it is a requirement for all full members to
fund the Boards – this includes the Acute Trusts, SCH, NSFT and the NHSE Sub
Region. The same applies to the Multi Agency Safeguarding Hub (MASH) which
covers both Children and Adults. The CCG intends to recharge the full members with
their share of costs.











Where appropriate, the provider will be required to be compliant with 2016/17 National Tariff
guidance and national data definitions and:


Develop pathways for outpatient services to achieve maximum efficiency and quality of
care, e.g. one-stop clinics, multidisciplinary clinic, parallel clinics and triage to most
appropriate clinics;
Identify potential services eligible for Best Practice Tariffs and agree plans/timetable
for introduction (must have adequate supporting information);
Review of tariffs for emergency care which may require local tariffs to be developed
and agreed.



9.4

PERFORMANCE DATA/INFORMATION

For all contracts the CCG intends the following:


Providers will be required to submit all information within formats agreed with the CCG.
In order to improve standardisation of information between providers the CCG may
review, change, and agree with providers, new formats in order to easier understand
activity and performance;



Continued on-going compliance with the reporting requirements of UNIFY 2, SSNAP,
Open Exeter, SUS, and any other national or locally mandated datasets. This includes
compliance with the required format, schedules for delivery of data, and definitions as
set out in the Health & Social Care Information centre (HSCIC) Guidance and all
Information Standards Notices (ISNs), where applicable to the service being provided;
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Where the provider is part of a multi provider pathway then the provider will be
expected to proactively participate in the development of integrated information flows
that are consistent, complete and timely, and compliant with all required data items;



Any accountable provider who sub contracts out to other providers should provide
evidence and assurance to the CCG that their contracts and schedules with the sub
contracted provider are consistent with their contract with the CCG, so that all
providers can be held accountable on the same basis;



Continued proactive participation in the provision of daily information to support the
system wide urgent care dashboard;



Submission of any patient confidential data to the DSCRO (Data Service for
Commissioners Regional Offices) timetable.



Providers transact their information flows in compliance with all requirements in
accordance with Information Governance as set out by Information Commissioner’s
Office.



To work with provider reporting on eReferral service as that functionality becomes
available



In addition, for any new community contract the CCG requires the following:

9.5

•

Completion, as a minimum, of the Community Information Dataset and on-going
development to ensure that the provider is able to submit the Community
Information Dataset to SUS and as an interim measure will be able to submit it
locally to WSCCG through the DSCRO;

•

Where statutory reporting is required to UNIFY2, eReferral service, Omnibus,
Open Exeter and other statutory reporting, the provider should ensure that they
are N3 compliant;

•

Compliance with ISN 0149 where completion of NHS Numbers is a mandatory
requirement.
INFORMATICS STRATEGY

Healthcare is delivered more efficiently and seamlessly for patients when shared electronic
health records, infrastructure and information are deployed widely across care settings, and
this is the best way to provide integrated care, particularly for the most complex or
vulnerable patients. We will support this whole systems approach by leading the Suffolk
Informatics Partnership, which, in the interests of patient care and effective, efficient
integrated working, commits to:





Promoting and advancing integration and interoperable record sharing capability – the
Suffolk Shared Care Record;
Ensuring informed patient consent and information governance is central to this
programme and overcoming obstacles that prevent progress;
Developing a network of integrated and accessible public services infrastructure
Developing a pan-system strategy for ‘Improving Population Health & Wellbeing by the
use of Information, Intelligence and Innovation’ – IPHWi3

In particular we will be working with all providers to progress the Suffolk roadmap against the
National Information Board ‘Personalised Health & Care 2020’
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To show our commitment to information sharing for improved healthcare, we will move
our Continuing Health Care team to SystmOne, and will evaluate how this opportunity
connects and supports the wider health and care system.
Underpinning our Informatics Strategy is the need for fit for purpose IT Service Management.
We intend to progress our redesigned IT services by focusing on high quality service
provision, innovative utilisation of technologies, and best value for the public purse.
9.6

CONTRACTUAL QUALITY REQUIREMENTS

Contractual Quality Requirements:
We will aim for a consistent approach to local Quality Requirements for all our providers as
far as possible, but acknowledge that some variation may be necessary to reflect individual
circumstances. These will be discussed and agreed as part of the usual contract negotiation
process with changes introduced to reflect any key focus areas or new performance/quality
issues that have come to light during 2015/16, as appropriate. We do not intend to
commission any local Quality Requirements in 2016/17 or going forwards which are a lesser
requirement than those currently commissioned and will be looking to secure further
improvements to ensure the best outcomes are delivered for patients within our catchment
area and beyond.
Where performance against Quality Requirements have been managed via a Remedial
Action Plan (RAP) during 2015/16 and this plan has not been completed (e.g. Milestones run
on into 2016/17) we expect all conditions of the RAP (including any contractual penalties) to
be carried over into the 2016/17 contract via the Service Development and Improvement
Plan.
9.7

CQUIN

Commissioning for Quality and Innovation (CQUIN):
In the event that CQUIN continues as a mechanism to support quality and innovation, all
proposals must be linked to clear, measurable outcomes to be eligible for award; quality
incentives must demonstrate improved outcomes to demonstrate success. Funding shall be
awarded against full compliance.
We would like to engage with providers at an early stage on the design of CQUIN schemes
for 2016/17 and will be pleased to receive suggestions on appropriate initiatives for
consideration by the end of December to ensure timely discussions. The CCG will be
ultimately responsible for award and as per the guidance, reserves the right not to award
local schemes in the absence of measurable improvements that demonstrate improvements
in-line with the value of the Scheme.
10.

WORKFORCE

The commissioning of local services will need a workforce fit for purpose, as we change the
shape and delivery of services moving them closer to patients’ homes where necessary.
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The workforce will need to be highly flexible to respond to changes in how healthcare is
delivered in Suffolk. As services across health and social care become integrated and
delivered in a more flexible way in the community, providers and commissioners need to
work together this will ease employers and ensure they can minimise cost and maximise
efficiencies where the workforce overlaps. The CCG will commission services where the
provider can demonstrate that they have a robust workforce plan, education and training
strategy that delivers an appropriately skilled and competent workforce that provides high
quality and safe services for patients, carers and families.
11.

CONCLUSION

2016/17 presents the west Suffolk health system with a series of significant challenges not
least maintaining and improving quality in the face of ever tighter budgets and demand
pressures relating to on-going demographic changes. It is critical in this year that
commissioners and providers work together to integrate care wherever possible thereby
eliminating waste, improving communication and improving patient experience. System
partners have agreed that they wish to pursue working towards an Integrated Care
Organisation (ICO) to deliver the new health and care model. This is likely to require a
different approach to the alignment of rewards to the achievement of system objectives and
may require a radically different approach to payment and contracting approaches.
We look forward to working with you to meet these challenges
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Reference No.

WSCCG 15-53

From: Jon Reynolds, Acting Chief Contracts Officer
PROCUREMENT UPDATE: SUMMARY OF ACTIVITY IN 2015 AND FORWARD LOOK AT
2015/16
1.

Purpose

1.1

The purpose of this report is to update the Governing Body on the procurements completed
since the last procurement update and those currently in progress and planned for 2015/16.

2.

Background

2.1

The table below summarises the health service procurement activity in 2014/15.

Procurement Name

PQQ Bidders

ITT Bidders

Awarded to

Contract
Start

September
2015

Domiciliary Care (joint
with Suffolk County
Council)

Lots 1-33 - 43
Lot 34 - 11

Lots 1-33 - 29
Lot 34 - 6

Lots 1-33 – 11
providers
Lot 34
Care Uk Ltd
Mears
Cephas
All Hallows
Allied Healthcare
Headway

Community Services

2

2

West Suffolk
Foundation Trust

October 2015

Primary Care Mental
Health

2

2

TBC

July 2016

Care Homes (joint with
Suffolk County Council)

TBA

TBA

TBC

TBC
th

Continuing Healthcare RRS (mini competition)

n/a

2

NEL CSU

14
September
2015

Winter beds quotations

n/a

1

An element of the
potential contract was
awarded to Care UK

1 November
2015

st

Page 1 of 2

2.2

In addition to the above the following procurements (discussed below) are anticipated in
2015/16:
2.2.1
2.2.2

3.

Marginalised and Vulnerable adults
Ophthalmology

Key Points
Care Homes

3.1

Work is progressing in this area and market engagement events have taken place around
the proposed service specifications. The event was well attended. Suffolk County Council
is to be involved in the procurement. However, it is anticipated that there is still a significant
piece of additional work to do to ensure the specification is right and that the financial
aspects are well understood.
Primary Mental Health Service

3.2

The Primary Care Mental Health Service PQQ has been evaluated but the procurement
has been delayed at the ITT release date due to a need to review detailed financial
baseline information. This is anticipated to be released prior to the end of September.

4.

Recommendation

4.1

It is recommended that the Governing Body notes the work completed in 2014/15 and the
evolving work programme for 2015/16.

Author:
Jane Garnett
Procurement Lead
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Reference No.

WSCCG15-54

From: Carl Goulton, Chief Finance Officer, Barbara McLean, Chief Nursing Officer, Jon Reynolds,
Acting Chief Contracts Officer and Ed Garratt, Chief Operating Officer
INTEGRATED PERFORMANCE REPORT
1.

Purpose

1.1

This report provides members with a summary of performance against national targets,
contractual targets, clinical quality and patient safety issues, financial position and
workstream activity.

2.

Public Engagement
Not applicable.

3.

Recommendations

3.1

It is recommended that members:
 note the position regarding financial and service performance;
 review the actions being taken with regard to patient safety and clinical quality
issues; and
 note any actions to mitigate risks or poor performance.

Author:
Carl Goulton
Chief Finance Officer
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Integrated Performance Report
September 2015
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Executive Dashboard

Overall CCG position:
Clinical Quality & Patient Safety….
Financial position against plan……

QIPP delivery (* see note below)…..…
Local Quality Premium Indicators ..
NHS Constitution/national targets..
CQUIN…………………………….
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Previous 6
months
(at Aug 15)

Current
month
at Aug 15

Headlines:
WSCCG reported 12 cases of CDI for the month of July against a monthly
trajectory of 4.
This breaks down into 4 acute and 8 non acute (community) of which 0 were
diagnosed out of area. WSFT YTD is 9 against a YTD trajectory of 6. Non-acute
YTD cases are 16 against a YTD trajectory of 9. Total CCG YTD cases are 28
against YTD trajectory of 15 and an end of year trajectory of 45.
The final reports of the SCRs have yet to be approved by the SAB. It is likely that
the reports will be published in Autumn. The MH CYP LD Workstream have
sighted the draft recommendations of the SCRs and a preliminary action plan
based on these has been provided to the Clinical Executive. A working group held
jointly with Adult Community Services (ACS) has been set up and is meeting in
mid August to progress.

Executive Dashboard (continued)

Overall CCG position:
West Suffolk hospital…….
Care UK (OOH)..…………
Care UK (‘111’)……………
Serco……………………….
NSFT……………………….

Previous 6
months as at
Aug 15

Current
month
(Aug)

Headlines:
Finance, QIPP & Activity
At Month 05 the CCG achieved a YTD surplus position of £0.8m, which is £0.4m
adverse to plan.
Within the overall position there are significant variances, mainly :
• West Suffolk Hospital -£0.2m over post QIPP plan.
• GP Prescribing -£0.4m adverse to plan, driven by M1 & M2 overspend.
• Prescribing Other -£0.3m due to QIPP under delivery.
• Continuing Healthcare -£0.2m due to QIPP under delivery.
These adverse variances are offset by favourable timing variances in:
• Non recurrent funding £0.4m
• Contingency £0.3m
Provider Performance
West Suffolk NHS Foundation Trust (WSFT) (p113-118) Performance in A&E
is improving and is now compliant. Performance in the Acute Oncology Service
requires further improvement and review. Ambulance Handover Times remain
static with data validation in progress. 18 weeks and diagnostic performance
require improvement and plans are being worked on by the Provider to remedy.
Care UK ‘111’ (p119-121) 60 second call back performance continues to be on
target but issues with call back and warm transfer persist largely due to
insufficient levels of clinical adviser capacity.
Care UK GP out of hours services (p122) are fully compliant with all standards
Community Services (Serco Ltd) (p123) are generally performing well against
their Key Performance Indicators ( KPIs).
Mental Health Services (Norfolk and Suffolk Foundation Trust (NSFT) (p124133). A Contract Query Notice has been issued in light of failings highlighted by
the Care Quality Commission. The Trust has changed its patient administration
system and problems with this have led to a delay in reporting.
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Part 1
Detailed Clinical Quality & Patient Safety
Report

5

Executive Dashboard – Clinical Quality & Patient Safety
Current
position
at Aug 15

Headlines:

Quality Improvement Visits…………
•

WSCCG reported 12 cases of CDI for the month of July against a monthly trajectory of 4.
This breaks down into 4 acute and 8 non acute (community) of which 0 were diagnosed out of
area. WSFT YTD is 9 against a YTD trajectory of 6. Non-acute YTD cases are 16 against a
YTD trajectory of 9. Total CCG YTD cases are 28 against YTD trajectory of 15 and an end of
year trajectory of 45.

•

The final reports of the SCRs have yet to be approved by the SAB. It is likely that the reports
will be published in Autumn. The MH CYP LD Workstream have sighted the draft
recommendations of the SCRs and a preliminary action plan based on these has been
provided to the Clinical Executive. A working group held jointly with Adult Community Services
(ACS) has been set up and is meeting in mid August to progress.

SIRIs…………………………………
Never Events…………………………
Infection Control (HCAI)…………….
Falls…………………………………..
Pressure Ulcers………………….......
Patient Advice & Liaison Service…..
Contract Query Log…………………
Net Promoter Score (NPS)…………
Complaints…………………………..
Safeguarding Children ……………..
Safeguarding Adults…………………
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SHMI - WSH

The Summary Hospital-level Mortality Indicator (SHMI) is an indicator which reports on mortality at trust level across the NHS in England using a
standard and transparent methodology. It is produced and published quarterly as an official statistic by the Health and Social Care Information Centre
(HSCIC) with the first publication in October 2011. The SHMI gives an indication of whether the mortality ratio of a trust is as expected, higher than
expected or lower than expected when compared to the national baseline (England).
The SHMI is the ratio between the actual number of patients who die following hospitalisation at the trust and the number that would be expected to die
on the basis of average England figures, given the characteristics of the patients treated there. The number of deaths is the total number of finished
provider spells for the trust which resulted in a death either in-hospital or within 30 days (inclusive) of discharge from the trust. If the patient is treated
by another trust within 30 days of discharge, their death is attributed to the last non-specialist acute trust to treat them.
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SHMI - WSH
Summary Hospital-level Mortality Indicator (SHMI) - Deaths associated with hospitalisation, England, October 2013 - September 2014

8

Quality Improvement Visits (QIVs)
QIV Programme for Ipswich and East Suffolk CCG and West Suffolk CCG Care Home and NHS providers. A new spreadsheet for the visits in 2015 /2016

is now available for the year. As last year the reports and action plans are maintained by an administrator in the quality team. Each QIV will have a written
report which will be available on request from Cathy.gitzer@suffolk.nhs.uk.
This year the QIVs to the Acute Hospitals will continue on alternate months;
starting in May 2015 with Diabetes, WSHT completed on the 20th May, IHT completed on the 13th August 2015
General Surgery, WSHT completed 1st July and IHT on 14th July.
Gastro-enterology planned for September 2015.
For Community Services the plans this year are to visit the community teams on alternative months.
April visits were to the Care Coordination Centre and the Haverhill community team,
June visits were to Stowmarket community team on the 9th June and Aldeburgh community team on the 7th July
August visits were to Newmarket community team on the 5th August and Woodbridge community team on the 11th August.
On the community visits the assessors have had the opportunity to go out with members of the team, nurses, OTs and Physiotherapists.
The relationship with CCC is improving, recruitment of experienced community staff both nursing and therapy is a problem in all the teams visits. There is
uncertainty over the possible changes with the change of contract in October.
Over the Summer the CCGs supported NSFT with a series of internal compliance inspections. To supplement these inspections and increase scrutiny, the CCG
has arranged a bespoke QIV schedule to all NSFT services in Suffolk. We have recently been informed that NSFT will be holding a week of CQC style inspections
in November. The CCGs will provide the requested support for this week.
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Quality Improvement Visits (QIVs)
QIV Programme for Ipswich and East Suffolk CCG and West Suffolk CCG Care Home and NHS providers

Care Home visits to date
The visit template has been revised to include the CQC 5 key questions – Is it Safe, Is it Effective, Is it Caring, Is it Responsive and Is it Well Led?
• Mill Lane, Felixstowe
• Northcourt, Bury St Edmunds – new manager who is well regarded by the staff, with improved morale noted.
• Risby Park Nursing Home
• Aldringham Court Care Home
• Leopold Road Nursing Home- rated inadequate by CQC
• Alice Grange Care Home – significant improvements noted under the new manager
• Friars Hall, Hadleigh – rated inadequate by CQC. On review CQC are now rating the home as requiring improvement, SCC and Health still have
concerns over leadership and effectiveness. The home was re-visited with members of Hadleigh GP practice on the 28th August.
• Bucklesham Grange
• Brandon Park - new owners and a new manager, significant improvement in the environment, care systems to be addressed by the new manager.
• Broad Acres – improvement in the meal experience required from being a task to a pleasurable experience for residents.
• Melford Court – concerns over the meal experience and the lack of permanent clinical staff. There is a new inexperienced manager who is not a
clinician. They are currently rated as Inadequate by CQC.
• Highcliffe House – a well run and organised home.
• Ashmore Care Home
• Anglesea Heights Care Home- this home has significant staff shortages with 50% of the shifts covered by bank or agency staff. It is rated as ‘Requires
Improvement’ by CQC.
• Rendlesham Care Home
• Barking Hall Care home
• St Mary’s Care Home Felixstowe, another change of manager, some improvements noted but the new manager is not a clinician.
• Kingfisher Care Home, manager reactive and disorganised.
• Witnesham Care Home
• Monmouth Court, a BUPA care home who has significant difficulties with recruitment.
The majority of care homes have registered nurse vacancies. Another key area for most homes is the lack of tissue viability advice and training.
The CCGs are working with Suffolk CC Quality and Improvement and Safeguarding teams on information sharing on care homes and care providers, which
includes quarterly meetings with CQC.
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Quality Improvement Visits (QIVs)

Care
Home/Hospital

Date of
visit

Issues raised
Actions
Review
The assessors found the following: The team is based in the
original part of Newmarket Community Hospital previously the
Kennet Day Centre. The team are all based together in 2 large
rooms for both nursing and therapy staff. Under the new
contract the therapy team will be under different providers,
with the physiotherapists sub-contracted to WSFT. Each
Wednesday the Physiotherapist and Generic Worker manage a
Falls Service, in the morning they complete assessments, while
assessments in the home are more time intensive they are
more comprehensive as they can advise the patients on any
particular issues in their environment. In the afternoon they Key points for SCH to consider: 1. Results of the TVN audit of the leg
hold a Better Balance Group. Staff were observed with a
ulcer clinics to be shared with the teams. 2. Are the additional clinics
patient during a home visit - the staff were patient and
such as Catheter Clinics and PIC clinics part of the contract, are they
listened, as well as giving them advice and support to avoid
individual initiatives of service wide? 3. The referral form, either by
further falls. In a visit to the ward area with the physiotherapist, fax or electronic, to contain all the key information, and that
The provider has
the patient interactions observed were carried out with
referrers are aware of the time saved if a referral has the correct
been advised of
professionalism, hand hygiene was performed before and after level of information. 4. Through communications with the public to recommendations
ensure that they are aware of the community nursing and therapy and will report
interventions. The development of a generic worker post is
underway to support the physiotherapist in maintaining
services. 5. Teams to have feedback for CCC on reported incidents. back to West
therapy interventions. There appears to be close and effective 6. Teams to have feedback on incident reports to Social Care about Suffolk CCG as the
Serco - Newmarket
missed carer visits.
Commissioner.
Community Team 05-Aug-15 working in the team, with respect for each other’s roles.
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CQC Updates

Care
Home/Hospital

Pinford End
House Nursing
Home

12

Date of
visit

Issues raised
Actions
Review
The CQC's findings included the following: Everyone the
CQC spoke with told them they felt safe and the staff
were caring and respectful of their choices. Staff treated
people with respect, were kind and compassionate
towards people. There was sufficient staff available to
meet people’s needs during the day and night. People
The CQC have
were confident that staff would respond to their
asked the
requests for support in a timely manner. People received Actions included the following: The provider failed to
provider to send
care that was responsive to their needs. People’s needs implement systems to ensure proper and safe management them a report that
says what action
of people’s medicines had been assessed before they were offered
they are going to
accommodation at the service. The information obtained Regulation 12(1) (2) (g) of the Health and Social Care Act
had been used to develop detailed care plans which had 2008 (Regulated Activities) Regulations 2014. The provider take. No formal
enforcement
did not have systems in place to provide staff with
information regarding people’s needs, wishes and
action was taken
preferences. The service had an open and honest culture appropriate clinical or professional supervision support and
at this stage. The
where people who lived at the service, their relatives and training necessary to enable them to carry out the duties
CQC will check
staff were listened to and the service learnt from their they were employed to perform and meet people’s needs - that this action is
mistakes to improve the quality of the service that was Regulation 18(2)(a)(b)) of the Health and Social Care Act 2008 taken by the
01-Jul-15 provided.
(Regulated Activities) Regulations 2014.
provider.

QIVS and CQCs Information Sharing

There is an internal Information sharing between SCC and the CCG fortnightly to discuss new or on-going concerns raised during Quality
Improvements Visits to care homes or concerns raised through Continuing health care assessments.
This will also include information raised through complaints, serious incidents, adult safeguarding referrals or general soft intelligence.
A formal quarterly information sharing forum occurs to enable Suffolk County Council, the Care Quality Commission, the Suffolk Clinical
Commissioning Groups (CCGs), Environmental Health, Fire Service, and Healthwatch Suffolk to share information about their own organisations,
and to work collaboratively to share information concerning all registered Health, Care and Support Services (and the providers of these services),
that are commissioned by Suffolk County Council or CCGs within Suffolk.
The purpose of sharing this information is to:
Ensure commissioning authorities, CQC and other regulatory organisations have a shared oversight of the quality of Health, Care and Support
being delivered within Suffolk
Provide a forum to share learning points from investigations/inspections
Allow representatives from each organisation to provide an update on any issues with individual providers, where necessary a strategy can be
agreed to ensure a co-ordinated response
Act as an early warning system to identify any shared concerns about providers
Provide a forum to share good practice
Provide a forum to agree thematic and shared approach to improve quality
Develop methods for informing members when suspensions or enforcement actions are put in place or are lifted.
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Serious Incidents Requiring Investigation (SIRI)

West Suffolk Clinical Commissioning Group

Provider

No. of Serious Incidents Category
2

WSH
3

NSFT

14

Total overdue 45 day
reports up until
31 August 2015

1 x Maternity/obstetric
incident:baby only
1 x Infection Control

0

3 x Unexpected/potentially
avoidable deaths

0

West Suffolk Hospital – Serious Incidents

Never Events

•

There have been 0 never events reported this month.
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Infection Control – MRSA

WSCCG
There are a total of 0 MRSA bacteraemia to date in West Suffolk CCG.

Infection Control – C.difficile
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Infection Control – C.difficile

•

WSCCG reported 12 cases of CDI for the month of July against a monthly trajectory of 4.

•

This breaks down into 4 acute and 8 non acute (community) of which 0 were diagnosed out of area.

•

WSFT YTD is 9 against a YTD trajectory of 6.

•

Non-acute YTD cases are 16 against a YTD trajectory of 9.

•

Total CCG YTD cases are 28 against YTD trajectory of 15 and an end of year trajectory of 45.

West Suffolk CCG C.diff
CCG actual
CCG Trajectory
Acute actual WSH
Acute actual IHT
Acute actual OOA
Trajectory Adjustments
Non Acute actual
Non Acute Trajectory

West Suffolk CCG C.diff YTD
CCG actual
CCG Trajectory
Acute actual WSH
Acute actual IHT
Acute actual OOA
Trajectory Adjustments
Non Acute actual
Non Acute Trajectory
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Apr-15
3
4
1
0
2
0
0
2

May-15
8
4
2
0
2
0
4
3

Jun-15
5
3
1
0
0
0
4
2

Jul-15
12
4
4
0
0
0
8
2

Aug-15
1
4
0
0
0
0
1
3

Sep-15
0
3
0
0
0
0
0
2

Oct-15
0
4
0
0
0
0
0
2

Nov-15
0
3
0
0
0
0
0
2

Dec-15
0
4
0
0
0
0
0
3

Jan-16
0
4
0
0
0
0
0
2

Feb-16
0
4
0
0
0
0
0
3

Mar-16 TOTALS
29
0
4
45
8
0
0
0
4
0
0
0
17
0
29
3

YTD

28
15

8
0
4
0
16
9

Apr-15
3
4
1
0
2
0
0

May-15
11
8
3
0
4
0
4

Jun-15
16
11
4
0
4
0
8

Jul-15
28
15
8
0
4
0
16

Aug-15
29
19
8
0
4
0
17

Sep-15
29
22
8
0
4
0
17

Oct-15
29
26
8
0
4
0
17

Nov-15
29
29
8
0
4
0
17

Dec-15
29
33
8
0
4
0
17

Jan-16
29
37
8
0
4
0
17

Feb-16
29
41
8
0
4
0
17

Mar-16
29
45
8
0
4
0
17

2

5

7

9

12

14

16

18

21

23

26

29

Infection Control – C.difficile

Actions being taken to reduce Clostridium difficile infection incidents in Ipswich and East Suffolk CCG:
1. A CDI reduction plan has been written to cover Medicine Management, Communications, Primary Care, Care Homes, Secondary Care, Community
Care and Mental Health.
2. Work with Medicine Management Team is progressing. There is now a quarterly report that links percentage of Cephalosporins, Quinolones and
Co-Amoxiclav prescribed in Primary Care to overall antibiotics prescribed. Additionally, the volume of laxatives, proton pump inhibitors and NSAIDs
prescribed are linked to total antibiotics prescribed and the incidence of CDI per surgery. This information is being brought to the attention of General
Practitioners.
3. Going forward, when an antibiotic is prescribed, the prescriber will be prompted to review laxatives, PPIs and NSAIDs to reduce the risk of CDI.
4. An insert for the antibiotic formulary is under development to encourage prescribers to reduce the risk of CDI.
5. Closer working with the Communications Team is on-going. The infection prevention lead has been invited to contribute towards the
Communications Strategy.
6. The data analysis team have supported the development of a robust data collection and reporting system.
7. In Primary Care, training sessions are being undertaken for practice-based infection prevention leads. The Leads are completing Root Cause
Analysis for all CDIs and themes are being presented at the infection prevention network meetings.
8. For Care Homes, joint working with Care Home Clinical Manager to support early recognition of symptoms and initial actions.
9. For Secondary, Community and Mental Health Care (and the private care provider), Post Infection Review Tool is being used to gather data with
themes that are shared at IP Network meetings. Reporting structure is agreed and being adhered to. PIR meetings are being attended by the IP Lead.
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Falls
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Falls
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Pressure Ulcer Incidents

This chart shows the latest pressure ulcers reported by NSFT, SCH and WSH.
NB: NSFT and SCH data is IESCCG and WSCCG combined.
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Pressure Ulcer Incidents
This chart shows the year to date figures for West Suffolk Hospital.

Number of Grade 2 pressure ulcers unconfirmed.
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Pressure Ulcer Incidents
This chart shows the year to date figures for SCH.

* SCH grade 3 and 4 data is not available at the time of reporting.
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Harm free care - Pressure Ulcers and Falls
Progress report on Harm Free Care in Suffolk
Background
The providers of care within Suffolk are contributing to the Harm Free Care Agenda in an established forum. The forum established baselines and
explored if ‘improvements’ that have been implemented have made a positive change (statistically). The outcome of this approach is that we will move
away from ‘judgmental’ data and benchmarking towards ‘Measurement for Improvement’.
Purpose of the Group
To support system wide Harm Reduction by reviewing the data in relation to:
• Review last 3 year’s data on Safety Thermometer to plan strategy
• Medication Safety
• Pressure Ulcers (PU) and Falls – work
• VTE will be looked at following the completion of PU and Falls.
• Continence management.

Conclusion
Overall Falls seem to be reducing with some reduction in avoidable pressure ulcers. There seems to be an increase in pressure ulcers generally although
more work is required to understand why there is an increase. It may be due to greater awareness and better reporting.

Recommendations
Extensive discussions were had regarding adding value by linking the falls and pressure ulcer data using NHS number to understand if it is possible to
predict adverse events, in the same way that the Global Trigger Tool is able to calculate positive predictive values (Chapman SM, Fitzsimons J, Davey N
et al. BMJ Open 2014; 4:e005066. doi:10.1136/bmjopen-2014-005066). Matt Tite created the data for the BMJ article and encouraged the group to
undertake the analysis.
The continuation of the forum and work is recommended to ensure that we can successfully capture reliable information. The work to date shows
statistically that the interventions providers are putting into place are reducing harm. The next stage is to move to the work in relation to VTA, medication
safety and safer staffing levels and a further report will be presented in due course.
Further information regarding Harm Free Care can be found here: http://harmfreecare.org/
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Harm free care meeting
Harm Free Care meeting
10:00-13:00, 8 July 2015, Rowley Room, Rushbrook House
The Harm Free Care group has been set up to look at harm within Suffolk, including pressure ulcer, falls and infection control. Attendees are from
IHT, WSHT, NSFT, SCH, Suffolk CCG and WSCCG.
The terms of reference have been updated, but further development is required before it can be signed off.
Quality Improvement Methodology
A key priority of the Harm Free Care group meeting is to promote quality improvement methodology across the providers to ensure that rigorous
attention is given to all initiatives. To this end, Matt Tite (MT) from the Quality Improvement Healthcare Company Ltd. has introduced methods to the
group which will promote evidence based practice and ensure statistical rigour is associated with each development. MT will meet the providers
individually on the 10 August 2015 to provide support in the use of the applied methods and to continue to share knowledge and skills in this area.
Provider quality improvement projects
Ipswich Hospital – Nerve Centre
IHT is rolling out the ‘Nerve Centre’ throughout the trust. Clinicians will be able to draw information or report on iPads, such as observation logging,
obtaining immediate patient details or receive reminders. Nerve Centre mandates entry of key data, and automatically escalates when there is a
patient trigger of the early warning system. Nerve Centre is already used successfully in Nottingham. Additional modules, such as nutrition/hydration
and pressure ulcer will also be added.
Suffolk Community Health – Falls
Suffolk Community Health have employed a band 4 Falls Coordinator who is being employed as care navigator evidencing what might influence
patient falls.
West Suffolk Hospital – Deteriorating Patient
West Suffolk Hospital has commenced a project to develop the review of patient deaths using a Mortality Tool. This tool is based on the probability
theory and work by Helen Hogan (PRISM study).
West Suffolk Hospital – Diabetes Monitoring
West Suffolk has commenced a project to ensure that all diabetic patients are monitored for glucose status. This tool allows the Trust to monitor every
patient’s level of glucose more robustly from an electronic system. Treatment can then be initiated as required 7 days a week.
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Harm free care meeting
Norfolk and Suffolk Foundation Trust – Lester Rethink project.
Norfolk and Suffolk Foundation Trust have initiated a project based on the need for an integrated physical health pathway which will consider both
mental and physical health and the interrelation between the two. The tool is based on the resource led by the late Professor Helen Lester and has
been produced through collaboration between the Royal Colleges of General Practitioners and of Psychiatrists supported by NAS. The Lester
resource was recently updated with NHS England and Public Health England and is being used in the current NHS Mental Health CQUIN. The
positive Cardiometabolic Health Resource for example has identified that poor physical health contributes to 15-20 years loss of life and offers
guidance on physical health monitoring to help people with severe mental health illness avoid conditions like diabetes, heart disease and stroke.
Care Home leads
The Care home leads are currently working with a number of care homes and are reviewing the reasons why certain care homes appear to be
sending more individuals to hospital than others. This review is on-going but preventative measures and bespoke educational programmes are being
delivered to address some of the care home standards with the objective of addressing this situation. In the next report, it is anticipated that specific
quality improvement projects will be reported on.

Thematic Review
Falls
NSFT - MDT reviews – It has been identified that some falls may occur on account of medication being given at night which is causing patients to
become disorientated and at higher risk of falls. NSFT is considering the timings of medication administration. IHT are reviewing the feasibility of
technology solutions to alert staff to patient’s finer movements whilst in bed.
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Harm free care meeting
Dementia Alliance - Harm Free Care Coaching
The Dementia Alliance has continued to develop their carer training under the leadership of Willie Cruickshank. Whilst it was once recognised as a
dedicated training in approaches to dementia care, the care programme itself was then expanded to include those elements associated with the Harm
Free Care agenda, including pressure ulcers, falls and infection prevention. The programme has been further adapted in the last two years to include
those elements associated with admission avoidance.
To assist carers, an ‘app’ has been developed and a resource package is available.
The programme of carer training is ongoing and has been publicised by Suffolk County Council. However, the Harm Free Care Group will be
reviewing the clinical effectiveness of this training as to date there has been no evidence of outcome made available to the group.
The leadership of the programme is clear that the focus of the organisation is on undertaking training for carers rather than on clinical outcomes and
the need to review and work with clinicians is not, at this stage, clearly defined.
The clinical leads who attend the Harm Free Care group will receive information on the training package and will be reporting back to the group their
clinical opinions regarding the clinical content of the training. The training package to date is not accredited.

Summary Care Report -Systm1.
The group was informed that:
•
•
•
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All but one GP have uploaded and it will be completed by the end of August 2015.
4 % patients opted out.
Nationally, Suffolk is the first county to pilot this project.

Clinical Effectiveness/Research Activity
The NHS Constitution requires that NHS patients are provided with the opportunity to access approved clinical research. The GP Practices within
Suffolk CCGs have been involved in the following activity:
Research Site Initiative Contracts (RSI)
The Clinical Research Network (CRN) annually awards RSI contracts to financially support General Practices to enable them to appropriately train their
staff and select approved studies from the National Institute of Health Research (NIHR) portfolio. This equated to £38,850 for Ipswich and East Suffolk
(9 General Practices) and £23,200 for West Suffolk (7 sites). Presently the RSI portfolio of contracted sites consists mainly of Practices that have
significant research experience and capability.
Research Capability Funding (RCF)
RCF funding is released at the behest of the NIHR on an annual basis. In recent times recruitment in excess of 500 participants has resulted in financial
award. £20,000 has been awarded to Ipswich and East Suffolk CCG as a result of their recruitment in the 2013/14 financial year. Funding has been
allocated to two GP Research Leads to “champion” research during the first six months of this year. The Annual Forum was also funded using the RCF
budget.
Allocation of the remainder of the RCF budget is currently under review. It must be noted that the RCF must be used to increase the potential for
participant engagement rather than supplement existing study activity.
Nationally in excess of 345,000 participants have been recruited to NIHR studies this financial year. Primary Care is relied upon for high volumes of
recruitment whereas secondary care activity tends to be more specialist and clinically demanding. A performance table detailing levels of site interest
and recruitment for site contracted studies is contained in the table below. A comparison has been made focussing on the study portfolio because study
implementation varies significantly in complexity. With the exception of Melatools and CAPE, the Suffolk study portfolio is all interventional involving
patient consultations. Suffolk has been recruiting at approximately average benchmark when number of active sites is taken into account in respect of
recruitment.
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Patient Advice & Liaison Service (PALS)
•
•

Total PALS activity across both CCG’s for August 2015 showed 814 compared with 541 for August 2014.
For locality breakdown, the overall figure for August for West Suffolk CCG was 215 and for queries out of the CCG area was 20.
Provider

Service Type

Primary Care
Primary Care
Primary Care
Primary Care

Dental
GP query
Optical
Meds/Pharmacy

CCG
CCG

Continuing Care
Individual
Funding
Requests
Low Priority
Procedures

CCG

Month
August
171
3
1
3

Month
July
117
6
0
1

Month
June
162
3
4
2

Month
May
124
0
1
8

Month
April
131
3
2
4

0
1

0
2

1
0

4
1

1
1

0

0

0

0

0

Public Health

Screening–
bowel/breast/cervical

0

0

0

0

0

Public Health

Child Weight Mgt

0

0

0

0

0

WSFT
WSFT

Acute
PALS–other provider

1
2

1
1

4
1

1
0

1
0

SEPT
SERCO

Podiatry
Physiotherapy

0
0

0
0

0
0

1
0

1
0

SERCO
SERCO

Med cert/recs
Continuance

1
0

0
0

1
0

1
1

0
0

SERCO
SERCO

Equipment
Community Hospitals

0
0

9
1

1
0

0
0

0
0

Care UK
NSFT

Out of hours
Mental health

0
2

1
0

0
0

0
0

0
2

PTCAAS
PTCAAS

Transport
Out of contract
transport
Miscellaneous

17

10
16

8
0

5
0

9
0

7

8

5

4

2

N/A
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Patient Advice & Liaison Service (PALS)

The graph below shows the monthly number of contacts to PALS
These PALS figures include the emergency dental appointments, orthodontics and
general dental queries around treatment and charges. The dental figures for West
Suffolk CCG were 171 and out of area 10.
The appeals process for hospital transport continues to be managed by PALS with
the out of contract area transport now co-ordinated through the service. There has
been some considerable savings by PALS investigating charges on invoices for
journeys where the patients were not Suffolk registered. There has been an increase
in the level of out of contract transport to the service due to a review of contracted
journeys provided by EoEAST.
Included in the miscellaneous figures are Phlebotomy, Care Agency, Children’s
Services and End of Life Care.

Example of good patient outcome with PALS intervention:
PALS was contacted by a GP practice as one of their patients had been declined
their request for hospital transport to Addenbrooke’s as he did not have mobility
issues or any other criteria requirements. The patient was terminally ill and needed
to attend for urgent scans. PALS contacted PTCAAS and following discussions
transport was agreed. The patient and the practice were informed.
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Patient Advice & Liaison Service (PALS)
Provider data for July (validated)
West Suffolk Hospital
WSFT recorded 102 PALS contacts in July 2015. Of these, 9 contacts were considered to be of a complex nature. Trust-wide the most common problem
areas are as follows:

July 15
Admissions, discharge and transfer arrangements
All aspects of clinical treatment
Appointments – including delays and cancellations
Clinical treatment – surgical
Communication
Compliments
Facilities services
Other
Patients property and expenses
Personal records (including medical and/or
complaints)
Queries, advice and request for information
Transfer arrangements
Values and behaviours (staff)
TOTAL

16
5

June 15
9
18

May 15
7
10
29

April 15

5

7

23
5

28

11
23

11
5
8
21

39

9
42

30

25

23
7

5
102

12
119

104

108

Norfolk and Suffolk Foundation Trust
NSFT recorded a total of 16 PALS contacts across West Suffolk during July 2015. 7 contacts did not have their location recorded. A breakdown of the
East and unknown location contacts are as follows;

PALS issue
Communication
Information
TOTAL
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West
8
8
16

Unknown location
7
7

Patient Advice & Liaison Service (PALS)
Provider data for July (validated)
Norfolk and Suffolk Foundation Trust
NSFT recorded a total of 16 PALS contacts across West Suffolk during July 2015. 7 contacts did not have their location recorded. A breakdown of the
East and unknown location contacts are as follows;

July 15
Unknown
West
location
Building
relationships
Communication
Environment
Information
Other
Quality of care
Waiting
TOTAL

32

June 15
Unknown
West
location

May 15
Unknown
West
location

1
8
8

7

13
1
12

1

1

5
1

2

7

1

3

4

3

3

2
2
16

4

2
16

7

29

7

3

April 15
Unknown
West
location
1

Complaints

In order to provide a consistent comparison from previous years the above chart shows combined East and West figures.
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Complaints
CCG data for August (validated)
•

3 complaints were received during August 2015 for the West Suffolk CCG. A breakdown of these complaints is shown below;

WEST
CCG
IFR
Ref: 237
CCG
CHC
Ref: 240

SEPT –
Chiropody
Ref: 247
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Complaint category and
details

Outcome and actions identified

Status

COMMISSIONING – Other
Unhappy with decision following IFR
and CCGs policy with regards to IVF

Investigation underway with IFR team

Outstanding

COMMUNICATIONS – Failure to
notify to community
Care Home unhappy they were not
informed that patient was discharged
from hospital to Nursing Home
instead of returning to Care Home.
Feel CCG should have informed them
of decision and CCG should make
payment that covers their requirement
for a 4 week notice period
APPOINTMENTS – Delay (inc length
of wait)
Patient had chiropody appointment
however second appointment letter
was never received and still waiting
for next appointment. In lots of pain
with long nails that cannot manage
himself

Investigation underway with CHC team

Outstanding

Awaiting consent to share and investigate
with SEPT

Outstanding

Complaints
Services not commissioned by West Suffolk Clinical Commissioning Group

WEST

Complaint category and details

NHS England

ACCESS TO TREATMENT OR DRUGS – Other
Phoned GP to request appt for 6 day old child to
appeared to have bad conjunctivitis. Was told no
appts available and would book a call back.
Complainant unhappy as feels process is farcical,
how can a GP make a judgement on treatment when
they can’t see the patient and are relying on
information provided by a non-medic.
APPOINTMENTS – Availability (inc urgent)
Advised to book a follow up appointment for 8 year
old son. When trying to book extreme difficulties
encountered and eventually had to book an urgent
appointment to ensure son was seen.
APPOINTMENTS – Availability (inc urgent)
Extreme difficulties encountered when trying to book
an appointment. New booking system in place is
frustrating for patients and means long waits for
appointments.

GP
Ref: 238

NHS England
GP
Ref: 242
NHS England
GP
Ref: 243
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Outcome and actions identified

Status

Sent to NHS England for investigation and response.

Sent to NHS England
for response.

Sent to NHS England for investigation and response.

Sent to NHS England
for response.

Sent to NHS England for investigation and response.

Sent to NHS England
for response.

Complaints
Update on outstanding July complaints

WEST

Complaint category and
details

Care UK
OOH

CLINICAL TREATMENT - Missed or
incorrect diagnosis

Ref: 223

WSFT managing complaint - Patient
attended OOH at WSFT with severe
abdominal pain and cramping (6 weeks
pregnant). OOH GP diagnosed femural
nerve and sent home. On way back to
car patient experienced heavy bleeding
and returned to OOH GP who stated it is
common to bleed in early pregnancy but
made a referral to the gynae team for
further investigation. Events at WSFT
that followed being investigated by their
complaints team as later discovered the
pains and cramping was the start of
patient miscarrying.
APPOINTMENTS - Delay (inc length of
wait)
Daughter has been referred to
Paediatric OT's and told appointment
probably in October/November. Parents
unhappy with this waiting time and note
that directive on SEPT website states
"To provide a quality service to children,
young people and families with
specialist and/or complex health needs
in an equitable, timely, integrated and
responsive way".

SEPT –
Paediatric OT
Ref: 229

Outcome and actions identified
Care UK responded advising symptoms
indicated a femoral nerve and treatment
appropriate given patient history and symptoms.
When patient returned to see OOH doctor he
treated as appropriate Care UK commented
that if further treatment had been provided at
first consultation would not necessarily have
made a difference to the outcome.

Complete –
Care UK
response sent
to WSFT within
27 days.

Outcome – NOT UPHELD

Apologies from SCH. Patient is waiting to attend
Sensory Workshop - offered cancellation place
for 26 August 2015 however as no one from
school can attend accepted place on 6 Oct
workshop. SCH expressed regret at waiting
times but feel confident patient is being
managed by nurse specialist and Consultant in
the meantime. Offered meeting with Manager of
Integrated Paediatric Service and given
telephone number of OT Therapy Lead if any
outstanding concerns re service
Outcome – PARTIALLY UPHELD
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Status

Complete –
response in 28
working days

Complaints
July – validated data
West Suffolk Hospital
28 complaints were received during July 2015 for the WSFT. Of these complaints, the breakdown by Primary Directorate is as follows: Medical (14),
Surgical (8), Clinical Support (4) and Women and Childs Health (2). Trust-wide the most common problem areas are as follows (generally, more than
one issue is identified per complaint):

July 15
Admissions, discharge and transfer
arrangements
All aspects of clinical treatment
Attitude of staff
Clinical treatment – surgical group
Communication
Other
Values and behaviour (staff)
TOTAL

37

5
5
8
10
28

June 15

5
6
6
9
26

May 15

April 15

8

8

13

11
4

5

26
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Complaints
Suffolk Community Healthcare
2 formal complaints were received during July 2015 for Suffolk Community Healthcare. 8 informal complaints were also received and resolved
promptly by the service lead. Of these combined complaints, the breakdown by service area is as follows; Community Health Team (7), Continence
(1), Wheelchair (1) and APS (1). A breakdown of the formal complaints is as follows:

July 15
CCC/APS
Continence Service
Community Health Team
Community Hospital
COPD
Phlebotomy
Wheelchair Service

June 15
1

1

May 15

April 15

2

1
1
1

1
2
TOTAL

1
2

1
2

5

3

No. of complaints

Complaint details

1

Wheelchair Service
Details: Waiting time involved with the supply of a special wheelchair to a disabled child.

1

Response: PARTIALLY UPHELD. Referral received on 7 May 2015. The referral was made by an associate specialist
paediatrician and was for a routine general assessment to see if a wheelchair may be helpful/appropriate. Patients whose
referrals are non-urgent need to be seen within 18 weeks of receipt of the referrals as per national guidelines. An appointment
was made for this patient to be seen in clinic on 17 August and whereby an assessment was made to see if the provision of a
wheelchair is suitable. SCH acknowledge that it would be helpful for their patients if they were able to confirm their referral had
been received by the service so they will review our administration processes to that effect.
Community Health Team
Details: Unhappy with way in which request for a District Nurse has been handled by the local community nursing team.

1
1

Response: Outstanding
TOTAL

38

2

Complaints
East of England Ambulance Service
3 complaints were received during July 2015 for the Ambulance Service (West Suffolk). The breakdown for these complaints by subject type is as follows;
Complaints

Primary
Subject of
complaint
Attitude
Attitude
Clinical
treatment and
assessment
Delay
Delay
Delay
Transport and
driving
Transport and
driving

39

Sub-category
Inappropriate manner
Unhelpful/uncaring
Did not assist patient

July 15

June 15

May 15

April 15

1
1
1

999 Emergency delay
Did not turn up
PTS – late
Failure to provide transport /
inappropriate transport
Not eligible for patient
transport
TOTAL

1
1
1

1

1
1
2

3

1

3

Complaints
Concerns

Primary
Subject of
concern
Communicatio
n and call
handling
N/A
Patient
property
Transport and
driving
Transport and
driving
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Sub-category

July 15

Control failed to pass
information on
N/A
Property not secured

May 15

April 15

1
1
1

Driving skills
Failure to provide transport /
inappropriate transport
TOTAL

June 15

1
1
1

3

1

0

Complaints
Norfolk and Suffolk Foundation Trust
3 complaints were received during July 2015 for Norfolk and Suffolk Foundation Trust in the West Suffolk area. The breakdown for these complaints by
subject type is as follows;

July 15
Admission/discharge and
transfer arrangements
All aspects of clinical treatment
Attitude of staff
Appointments/delay
Communication
Failure to follow agreed
procedures
Other
TOTAL

41

1
1

1
3

June 15
1
4
1
1
1
1

9

May 15

April 15

1
1
2

5
2
1
2

1
5

10

Complaints
Care UK
2 concerns (no complaints) were received by Care UK in July 2015 regarding OOH in Suffolk. No complaints were received regarding 111 during July.
Details of the OOH concerns are as follows;
Complaints

Concerns

July 15
OOH
111
TOTAL

0

June 15
4
4

May 15
1

July 15
2

April 15

1

OOH
111
0

TOTAL

Complaint details
Concern category – Communication: Misunderstanding.

June 15

May 15

April 15

1
1

0

0

2

Concern

Details: Death was verified by OOH GP in the early hours of Friday. The daughter was told that
she had to register the death within 72hrs therefore she rang the registrar in a panic that
morning. The registrar explained to her about the 5 days and was booked in for Monday. The
daughter is unhappy that OOH GP misinformed her.
Concern category - Communication: Lack of clear information

Concern

Details: Patient was called by OOH GP at 22:17. Apparently the clinician did not explain why he
was phoning and as the patient had just been discharged from hospital was then in a state of
distress. The initial call was received into 111 by the micro biologist at WSH advising of results.
Lessons learned: Doctor could have explained himself better to the patient when calling as the
patient was not expecting the call.
Action taken: Coordinator put the case back into assessment. Another OOH GP called the
patient to explain and reassure her. Concern and call sent to OOH GP involved for reflection.
TOTAL

42

2

Friends and Family Test
The NHS Friends and Family Test reached a memorable milestone on 20 August 2015 by achieving its ten millionth piece of feedback. It has quickly
grown into the biggest ever collection of patient opinion in any health service anywhere in the world.
The Friends and Family Test (FFT) is an important feedback tool that supports the fundamental principle that people who use NHS services should
have the opportunity to provide feedback on their experience. It asks people if they would recommend the services they have used and offers a range
of responses. When combined with supplementary follow-up questions, the FFT provides a mechanism to highlight both good and poor patient
experience. This kind of feedback is vital in transforming NHS services and supporting patient choice.
Launched in April 2013, the FFT question has been asked in all NHS inpatient and A&E departments across England and, since October 2013, all
providers of NHS funded maternity services. The FFT is now being rolled out to additional areas of NHS care making the opportunity to leave
feedback possible in almost all NHS services. From 1 April 2015, it expanded to NHS dental practices, ambulance services, patient transport
services, acute hospital outpatients and day cases.
While the results will not be statistically comparable against other organisations because of the various data collection methods, FFT will continue to
provide a broad measure of patient experience that can be used alongside other data to inform service improvement and patient choice.
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Friends and Family Test

West Suffolk Hospital - % of respondents who would recommend the service
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Friends and Family Test

There is a requirement to ask the Friends and Family question four times across Maternity Services; at the 36 week antenatal appointment, following
birth in the delivery suite or birthing unit, post-natally on discharge from the post natal ward and lastly at the time of discharge in the community. The
graph below shows the percentage of respondents who would recommend the service.

WSHFT Maternity Services - % of respondents who would recommend the service
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Friends and Family Test (Continued)

Serco - % of respondents who would recommend the service

The combined score for Suffolk Community Healthcare for June 2015 is 99%.
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Contract Query Log

Number of queries per
month
Number closed per month
Overall number
outstanding on system
Care UK
IHT
N&N
CUFT
Queries by Papworth
Provider
WSFT
NSFT
Serco
Private
Other

Feb March April May June July Aug
2015 2015 2015 2015 2015 2015 2015
26
30
26
24
31
41
31
5
41

5
50

9
41

7
38

14
38

11
45

6
53

1
2
0
3
1
12
1
3
0
3

0
5
0
3
0
9
3
3
0
7

2
2
0
3
0
9
1
4
0
5

0
4
0
2
0
4
6
6
0
2

0
9
0
1
0
4
12
2
0
3

1
13
0
1
0
4
11
6
0
5

0
15
0
2
0
2
6
2
0
4

Queries received by the Patient Experience Team are
logged and passed to the relevant provider for their
investigation and response. Responses are provided
within 20 working days and shared with the GP/Clinician
who raised the issue.
Requesting patient identifiable information and consent
proved to delay responses and has not always been
accessible, making some queries difficult to take forward.
In these cases a generic response is provided. However,
a new system put in place in October has reduced this
level, as the Patient Experience Team is able to process
patient identifiable information and pass to the provider for
investigation.
The Patient Experience Team works directly with
providers in order to resolve queries quickly and pursue
where there are delays in responses.
All issues raised to the GP Contract Log are shared with
the Contract Team throughout the month providing
themes and trends for taking forward with the relevant
provider.
Queries to the GP Contract Log should be sent to the
following e-mail addresses to be raised with the provider
service:
wsccg.gp-contract-query@nhs.net
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Contract Query Log (continued)
Please see table below for breakdown of queries in August 2015.
Provider

Query trends

Date raised

Status

WSFT

Medication x 1
Discharge Summary x 1
Referral x 1
Communication x 1
Test Results x 1
Referral x 1
Referral x 1
Discharge Summary x 1
Access to services x 1
Prescribing x 1
Referral x 1
Prescribing x 1
Communication x 1
Access to services x 1
Follow up appointment x 1
Follow up appointment x 1
Follow up appointment x 1

03.08.15
19.08.15
03.08.15
03.08.15
03.08.15
05.08.15
11.08.15
11.08.15
12.08.15
13.08.15
17.08.15
18.08.15
19.08.15
20.08.15
21.08.15
25.08.15
27.08.15

Open
Open
Closed
Open
Closed
Closed
Closed
Open
Open
Open
Open
Open
Open
Open
Open
Open
Open

Communication x 1
Access to services x 1

10.08.15
19.08.15

Open
Open

13.08.15
19.08.15
06.08.15
06.08.15
17.08.15
18.08.15
19.08.15
21.08.15

Open
Open
Open
Open
Open
Open
Open
Open

IHT

SERCO

Care UK

Nil return

N&N

Nil return

CUFT

Follow up appointment x 1
Discharge Summary x 1
Access to services x 1
Access to services x 1
Access to services x 1
Access to services x 1
Communication x 1
Access to services x 1
Nil return

NSFT

Papworth
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Provider

Query trends

Date
raised

Status

Colchester General
Hospital (CGH)

Access to services x 1
Prescribing x 1

04.08.15
19.08.15

Closed
Open

EoEAST

Access to services x 1
Communication x 1

06.08.15
11.08.15

Closed
Open

Public Health

Nil return

Private

Nil return

IC24

Nil return

TPP

Nil return

Contract Query Log (continued)
In relation to West Suffolk Foundation Trust there remain 10 outstanding issues pre-dating August 2015. The Contract Lead and Patient Experience
Manager continue to meet and requests for responses are made to the Trust. This is on-going.
There remain 2 outstanding issues with Colchester General Hospital (CGH) from March 2015, Patient Experience have continued to chase responses
with the Trust and Contract Lead. A number of outstanding issues below are pending where providers have requested patient details but not received
from the GP/Practice.
Please note the outstanding issues below for NSFT are currently under review with the Contract Lead and NSFT service leads and were not handled
through the usual logging system.
The table below shows the outstanding queries prior to August 2015.
Provider

Query trends

Date

Status

WSFT

Communication x 1
Access to services x 1
Prescribing x 1
Prescribing x 1
Referral x 1
Communication x 1
Communication x 1
Communication x 1
Access to services x 1
Communication x 1

16.02.15
10.03.15
29.04.15
20.05.15
25.06.15
30.06.15
02.07.15
08.07.15
16.07.15
28.07.15

Outstanding
Outstanding
Outstanding
Outstanding
Outstanding
Outstanding
Outstanding
Outstanding
Outstanding
Outstanding

TPP

Test results x 1
Communication x 1

30.03.15
07.05.15

Outstanding
Outstanding

CGH
Care UK

Referral x 1
Referral x 1
Communication x 1

30.03.15
30.03.15
10.04.15

Outstanding
Outstanding
Outstanding

Serco

Access to services x 1

17.07.15

Outstanding

NSFT

Access to services x 1
Access to services x 1
Access to services x 1
Access to services x 1
Communication x 1

03.07.15
03.07.15
06.07.15
13.07.15
17.07.15

Outstanding
Outstanding
Outstanding
Outstanding
Outstanding

EoEAST
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GP Patient Survey results
Latest GP Patient Survey results
The latest GP Patient Survey (GPPS), which seeks the views of over two and a half million people every year about their experience of GP services
and NHS dentistry, was published on 2nd July 2015.
The GP Patient Survey measures patients’ experiences across a range of topics, including:
• Making appointments
• Waiting times
• Perceptions of care at appointments
• Practice opening hours
• Out-of-hours services
The GP Patient Survey provides data at practice level using a consistent methodology, which means it is comparable across organisations and
over time.
National Overall experience
• The majority of patients (84.8%) rate their overall experience of their GP surgery as good. Compared to the results for 2013-14, this has decreased
by 0.9 percentage points from 85.7%.
• Nearly three in four patients (73.3%) rate their overall experience of making an appointment as good. Compared to the results for 2013-14, this has
decreased by 1.3 percentage points from 74.6%.
• More than three in four patients (77.5%) would recommend their GP surgery to someone who has just moved into their local area, a decrease of
1.1 percentage points since the 2013-14 results.
• More than one in ten patients (13.6%) say they tried to call an out-of-hours GP service in the past 6 months. Of these, more than two in three
patients (68.6%) rate their overall experience of out-of-hours GP services as good, an increase of 2.4 percentage points since the results for 201314.
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GP Patient Survey results
Latest GP Patient Survey results – WSCCG
In NHS WEST SUFFOLK CCG, 6,766 questionnaires were sent out, and 2,895 were returned completed. This represents a response rate of 43%.
An example question is below:

Overall, how would you describe your experience of your GP surgery?
National results

For more information about the survey please visit https://gp-patient.co.uk/.
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Children and Young People’s Complex Cases
Complex Case Panel (CYP Continuing Care)
The Complex Case Panel for West Suffolk CCG in August considered three review cases and one new case.

Graph 1

Graph 1 demonstrates a monthly pattern of spending over the last three years with an estimated monthly spend through to the end of 2015-16. The
increased costs for 2015-16 is due to the package provided by an agency for a new high cost case, for which the package was increased in August.
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Children and Young People’s Complex Cases

Graph 2

•

Graph 2 demonstrates an increase in the average cost for 2014/15 and a further increase for August 2015 due to the increased package.

•

There are 9 CYP Continuing Care cases in August 2015.
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Children and Young People’s Complex Cases
Inter Agency County Panel (CYP Out of Area Placements)
•
•
•

One West Suffolk CCG responsible commissioner case was presented to the Inter Agency County Panel in August but costs of the proposed
placements in June have not been agreed and have therefore not been included in the budget yet.
All young people currently placed out of Suffolk are Looked after Children and are in either Educational residential placements which could be
either 52 / 39 weeks or 52 week residential placements (e.g. Children’s Home).
NB any placement for less than 52 weeks would have the overall cost spread throughout the year therefore no dip in funding during school
holidays has been identified.
Graph 3

There total spend on out of county cases has continued to decrease as demonstrated in the chart above.
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Children and Young People’s Complex Cases

Graph 4

The graph above demonstrates a decrease in the average spend per case over the past few years.
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Safeguarding Children

Local Child Protection Plan Statistics
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Safeguarding Adults
Care Homes under review
Work is underway to scope the requirements for adult safeguarding across Suffolk. Agreement has been reached with NHS England, social care and
the Safeguarding Adults Board, to fund the posts for a year to implement a comprehensive training programme for MCA/DOLs. Two posts are currently
out to advertisement.
Current care homes receiving support from the quality teams within health and social care:
These are homes with current action plans or in need of support from the quality teams to develop areas of service delivery. Some may relate to
safeguarding concerns and others may be of an operational nature affecting quality.

KENT LODGE CARE HOME
NORTHCOURT CARE HOME
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Safeguarding Adults (continued)
Transforming Care Cohort
The Winterbourne View Concordat and Transforming Care policies published in 2012 set a national target for all people with learning disabilities and/or
autism currently residing in specialist learning disability or mental health inpatient settings to be discharged to locally based community provision by the
1st of June 2014.
In April 2014 data collected on behalf of NHS England identified that 2024 people with learning disabilities were staying in hospital without an agreed
date of discharge. The majority of these people were not considered to be ready for discharge to the community on the basis of “clinical decision”.
The National Audit Office report published in January 2015 found that in September 2014 there were 920 people in mental health hospitals who still had
no date for transfer to the community and in 691 cases this was because a clinician had “decided they were not ready”.
As a result of the limited progress since the Winterbourne View Concordat and continued protracted lengths of stay within these inpatient settings, NHS
England has developed a model and process for reviewing people’s care and treatment.
Care and Treatment Reviews for people with learning disabilities who are currently inpatients.
CTRs were introduced in October 2014 initially for people with learning disabilities and/or autism who had no discharge plan in place and were
inpatients in low secure or non-secure hospitals.
A new policy and guidance has been produced by NHS England that builds on the learning from the implementation of CTRs between October 2014
and March 2015 as part of the Transforming Care programme. This has led to a recommendation for the future embedding of CTRs into “business as
usual” for Clinical Commissioning Groups and NHS England commissioners.
Status report for Suffolk CCGs at 31/7/15
West Suffolk CCG
Number of clients in the TC cohort
Care & treatment reviews

8
Completed = 4

Due for completion = 4 (planned for August 2015)
Primary presentations
Cost of current care packages (range)
Admissions 2015/16
Discharges 2015/15
CCG cost of community shared care packages
post discharge (50/50 with SCC)
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Learning Disability, Autistic spectrum disorder,
Challenging behaviour, psychosis
£355 – 390 per day
3
0 (1 transfer to step down prior to discharge)

Safeguarding Adults (continued)
N.B Currently 4 Suffolk residents are in placements funded by NHS England Specialist Commissioning Group. 3 have had a CTR and are either
appropriately placed or have a plan for discharge. There is a further CTR pending for 1 adult client.
Care and treatment reviews under the new policy are required for all children and young people in the Transforming Care cohort and currently there
are 2 cases pending a CTR, 1 from a Specialist Commissioning placement and the other for a young person in a local placement.
NHSE are increasing scrutiny over the Transforming Care Agenda. The CCG has been set a trajectory to reduce the number of individuals in in-patient
facilities and to move individuals to less restrictive settings. Regular reporting to NHSE is required.
Self Assessment of providers and commissioners
National self assessment tools are being populated to assist in quality monitoring and shared via the SAB health and MCA/DOLS sub group to improve
learning and analysis of key themes. Results of the self-assessment will be provided in the next report.

SCR
The final version of the IMRs for both Suffolk residents have been presented and reviewed by the membership of the SAB. Due to changes to the
content of both reports, further work prior to publication has been completed by the author. The latest report will be presented to the SAB in
September.

PREVENT (WRAP3)
A review of the prevent training was completed in October 2014 and we have been instructed by the Home Office that this will be in the format of
WRAP3. A DVD and script has been distributed to support the training. The level to which different groups of staff (patient facing/non patient facing)
need to be trained has been set out in recent guidance from NHS England. Within Suffolk, the training will be delivered (internally) and monitored
(externally) through the two new adult safeguarding posts when appointed to.
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Safeguarding Adults (continued)

DOLS Data
This table shows how many of each months referrals have been completed and how many are still awaiting allocation by SCC:

Referrals
Received
2014/15
April
May
June
July
August
September
October
November
December
January
February
March
Total:
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135
169
206
319
218
261
252
193
248
308
193
176

2678

Referrals
Allocated or
Withdrawn
2014/15

Shortfall

Referrals
Received
2015/16

135
169
201
199
103
141
120
93
113
118
92
98
1582

0
0
5
120
115
120
132
100
135
190
101
78
1096

264
229
213
215
280
0
0
0
0
0
0
0
1201

Referrals
declined,
authorised or
Withdrawn
2015/16
148
104
65
34
12
0
0
0
0
0
0
0
363

Number of
cases awaiting
Authorisation
116
125
146
181
268
0
0
0
0
0
0
0
836

Safeguarding Adults (continued)
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Safeguarding Adults (continued)
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Safeguarding Adults
Summary: Health Sub Group to Safeguarding Adult Board (12 August
2015)
The health sub group considers issues related to safeguarding, MCA and
DOLs. The group includes acute providers, CCGs, Suffolk County Council and
other relevant agencies as required.
The below articles were discussed in depth at the meeting - copies are
available.
Safeguarding work plan 2015/16
Gabby Irwin shared a presentation and asked for feedback for the next meeting
with a view to developing a strategic document to inform future developments.
GI has specifically asked the group to feedback regarding how the SAB sub
group is demonstrating leadership, expertise, commitment, engagement,
compliance, monitoring and development in the following areas:
• Safeguarding
• Prevent
• Deprivation of Liberty Safeguards
• Domestic Violence
• Mental Capacity Act
• The Care Act / Well being
• Neglect
• Information Sharing
• Vetting and Barring of individuals
• Domestic Violence,
• Crime and Victims Act
• Duty of Candour
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St John’s Hospital - update
Following ongoing concerns regarding the number of safeguarding
incidents referred to the MASH team, the Health Sub Group were
alerted to the themes. NHS England was informed of these. The
Safeguarding team have informed St John’s Hospital that they will
now be held responsible for investigating their incidents internally and
that these will be monitored closely. CQC will be involved in quality
assuring the process and St John’s Hospital have agreed to
cooperate fully.
Update re Pressure ulcer grade 3 and 4 – policies/ threshold
The threshold, circulated by SCC, was a useful clarification for
providers to understand where Pressure ulcers may become
safeguarding concerns.
Safeguarding and incident reporting for quality
NHS England Best Practice Guidance has been circulated to all
members of the group.
Steve Woods (Suffolk Clinical Commissioning Groups {SCCGs}) and
Seb Smith (Suffolk County Council {SCC}) are progressing a joint
safeguarding protocol. Stephen woods is invited to the next meeting
to feedback the outcome.

Safeguarding Adults
MCA/DOLs
a) Receipt of DOLS referrals to providers update
Discussion on moving forward with MCA/DOLS to ensure that the group is meeting its requirements in monitoring of different agencies and their DoLS
training and to extend the invitation to other agencies as required.
b) MCA/DoLs Safeguarding referrals update
SAB and the Health Sub Group are reviewing patients being cared for privately. The need to develop a risk register for those who would be eligible for
MCA/DoLS was identified. Norfolk CCG is already carrying out this work. Howard Stanley agreed to share the draft work (including criteria) with Gabby
Irwin.
c) MCA/DOLs training
i. Completed programmes of work
Lead is undertaking the “How to make best interest decisions” module
DOLS/MCA training is now mandatory
All new staff receives MCA training within their introduction pack

SCH

MCA/DOLs on medical induction programme
Until Jan 2016 there will be 3 rounds of 20 min sessions
Internet web page on MCA/DOLs
The training includes a refresher safeguarding programme
Mental Health will provide a training that includes safeguarding, as part of their contract

IHT

Norfolk CCG

Quarterly report
80% compliance re basic awareness (which is achieved)

ii. Assurance that training is working/next step
Audit is included MCA/DOLS within “Do not resuscitate” form
Grand round – lunch time sessions for doctors
CQC found that most IHT staff understood MCA and what their roles are.
Assessment on SystmOne
Compliant with auditing
PU analysis
Reviews MCAs with locality area manager

IHT

SCH
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Safeguarding Adults
Serious Case Reviews (SCR) action plan (Health)
Update from SCC
Tim Beach, Barbara McLean and Paula Youell have met with the authors Margaret Flynn and Ruth Eley. The report was largely accepted and an
agreement regarding conclusion/recommendations was reached. The report should be publicised mid October 2015.No changes or recommendations
were added, apart from the girth measurement.
Update from SCCGs
SCC and Health have identified that many of the SCR recommendations sit within the Joint LD Strategy document approved by the Board. Mark
Crawley and Gabby Irwin have reviewed how to develop a joint action plan involving all the relevant agencies. A governance structure has been
developed along with ToR and membership. The meetings are being arranged through SCC.
Risk register
The risk register has been updated and circulated.
Recommendations
A joint meeting will be set up between SCC, SCCGs, Norfolk CCG, NHS England and Social Care to discuss the way forward and the monitoring of
safeguarding procedures at St John’s hospital.
Gabby Irwin will invite the police for regular attendance
Howard Stanley will share work on MCA/DOLS with Suffolk CCGs.
The group will bring comments to the next meeting re how to provide assurance that MCA/DOLs training is effective.
The group to send comments and update re the Risk Register.
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NSFT CQC Update
CQC Action Plan
Agreement has been reached that will be regular monthly review of the Trusts progress against their quality improvement plans. These meetings
will take place between the Trusts Matrons and the CCC’s Clinical Quality Contract Manager.
Quality Improvement Visits
Unannounced quality improvement visits have commenced with a visit to Walker Close. The visit noted good progress against the areas for
improvement identified by the CQC and the need to agree a long term strategy for learning disabilities.
Cost Improvement Plans / Quality Impact Assessments
The CCG awaits full details of the Trusts proposed CIPs to enable assessment of the associated quality impact assessments.
Quality Dashboard
The Trust have further developed their dashboard to visually show trends and themes. The first version of this dashboard should be available in
October.
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Finance & Information Pack
August 2015
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Headline Performance
(Month 5 Ending 31st August 2015)

£0.4m adverse to plan. The CCG delivered a year to date (YTD) surplus of £0.8m after using
£1.2m of surplus brought forward from 2014/15.
• Total costs £1.1m adverse to plan; key variances to date include West Suffolk Hospital £0.2m, Prescribing costs
£0.4m, Prescribing Other £0.3m and Continuing Healthcare costs £0.2m.
• Adverse variance are partially mitigated by the release of contingency £0.2m, and non recurrent funding £0.4m.

CCG has £1.0m of unmitigated full year risks**, resulting in potential £1.9m surplus position
after full utilisation of surplus brought forward (£2.8m)
QIPP Delivery of £2.8m against £4.3m plan (65%)

• £1.3m financial QIPP delivery at 100% and £1.5m of operational QIPP at 51%

Investments on track, potential opportunity £0.4m if there is a delay on planned projects.
15/16 Quality Premium***(potential £1.2m), tracking £0.5m, awaiting data
Management costs are currently on plan.
CCG missed its cash target efficiency by £285k (1.2% in the month)
*The YTD position includes £0.3m of prior year benefit.
** Includes £0.5m of YTD adverse variance
*** Quality Premium to be paid 16/17
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Financial Statement
(Month 5 Ending 31st August 2015)
Year to Date
Budget

Actual

Variance

Budget

£m

£m

£m

£m

119.4

119.4

0.0

285.6

62.4
3.5
11.4
9.8
0.6
5.7
17.6
0.5

62.7
3.5
11.5
9.8
0.6
6.0
18.2
0.5

(0.3)
0.0
(0.0)
0.0
0.0
(0.2)
(0.7)
0.0

150.5
8.3
27.5
24.5
1.5
13.5
41.8
1.2

111.5

112.6

(1.1)

268.9

2.1
0.4
2.0
0.6
0.4
2.4

2.1
0.4
1.6
0.6
0.2
2.3

0.0
0.0
0.4
0.0
0.2
0.0

5.0
0.9
2.9
1.5
1.0
5.4

7.8

7.1

0.7

16.6

119.4

119.8

(0.4)

285.5

'In Year' Surplus/ (Deficit)

0.0

(0.4)

(0.4)

0.1

Surplus brought forward from previous year

1.2

1.2

0.0

2.8

'Reported' Surplus/ (Deficit) for 15/16

1.2

0.8

(0.4)

2.9

Total Income
Hospital Services (Acute)
Ambulance
Mental Health & Learning Disability Services
Community Health services
Children's Services
Continuing Healthcare Services
Prescribing/ Primary Care
Other Programme Costs
Recurrent Operational Costs
Better Care Fund
Recurrent Investment
Non Recurrent Investment
Winter Pressure
Commissioning Reserve & Contingency
Corporate Running Costs
Non Recurrent & Running Costs

Total Expenditure
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Full Year

* Note : The totals in the tables may not add up due to rounding.

• YTD £0.4m adverse to plan. The CCG
delivered a £0.8m surplus after utilising
£1.2m of brought forward surplus.
• Operational costs £1.1m adverse to
plan; key variances to date include
West Suffolk Hospital £0.2m, GP
Prescribing costs £0.4m, Prescribing
Other £0.3m and Continuing
Healthcare costs £0.2m.
• Adverse variance mitigated by release
of contingencies £0.2m and ring fenced
non recurrent funding £0.4m .
• The above position represents a
deterioration on month 4 where the
surplus position was on plan.
• The full year budget remains
unchanged, but risks and opportunities
are noted further in the report and the
CCG is engaging with NHS England in
respect of its full year forecast given
performance to date.

West Suffolk Hospital (WFST) Activity
(Month 5 Ending 31st August 2015)
YTD Volumes
Var to
Var on
Plan (1)
last year

Actual
#
Outpatients first

13,098
27,600
16,240
8,403
1,918
224
7,509
14,022
6,785
5,875
676
-

#
1,325

%
10%
-3%
3%
10%
24%
75%
-3%
-3%
11%
-1%
-10%
-

#
1,157

YTD Unit Cost
Budget Actual

%

£

£

9%
4%
-11%
18%
25%
100%
19%
24%
4%
-19%
-20%
-

166
91
153
36
893
3,174
96
115
1,170
1,910
2,456
-

163
92
155
36
694
690
95
113
1,131
1,987
2,318
-

YTD £millions
• Expenditure on activity at WSFT is £0.2m
Var to
worse than post QIPP plan, with the key
Actual
Plan (2) areas of over performance in Elective Day
£m
£m
case £0.6m & Emergency Non Elective
£0.3m
2.1
(0.2)
2.5
2.5
0.3
1.3
0.2
0.7
1.6
7.7
11.7
(0.5)
1.6
(0.3)

0.0
(0.1)
(0.0)
(0.0)
0.0
0.0
0.1
(0.6)
(0.3)
0.0
0.3
(0.0)

31.1

(0.7)

In Year Service Variations

1.5
1.1
1.1
(0.2)
0.8
0.0

(0.1)
0.4
(0.2)
0.2
(0.0)
0.0

Total YTD @ month 4

35.4

(0.4)

M5 summary info & preceding month rec issues

8.0

0.2

43.4

(0.2)

Outpatients follow-up
Outpatients procedures
Outpatients telephone
Outpatients Maternity
Outpatients - other care package
Outpatient unbundled imaging
A&E
Elective
Emergency non-elective
Emergency Threshold Adjustment
Other non-elective
Readmissions

-695
451
825
465
169
-235
-488
746
-69
-71
-

1,240
-1,762
1,522
473
224
1,418
3,348
284
-1,142
-138
-

Contract Adjustments
Cost and Volume excl drugs
Drugs & Devices
Block
Annual Financial consequences
CQUIN

Reported Position
(1) positive numbers = more than plan (negative) =less than plan
(2) positive numbers = favourable, ie less than plan ; (negative) = worse, ie more than plan
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* Note : The totals in the tables may not add up due to rounding.

• Outpatient First spend is £0.2m adverse to
plan and activity is 10% higher than plan.
This appears to be driven by GP referral's.
• Outpatient procedures are £0.1m adverse
to plan, (3% higher activity) and is being
driven by Diabetic medicine, General
Medicine & General Surgery.
• The Diabetes over performance is all in
procedures which have not historically been
coded in Diabetic Medicine. This is under
review with the Trust as there was no
agreed plan for 15/16. The General Surgery
increases are mainly related to Endoscopy
and Sigmoidoscopy procedures.
• Non Elective (emergency) activity is £0.3m
adverse to plan net of threshold. The
overspend in Emergency Non-Elective
activity is partly due to increased activity in
Geriatric Medicine and Respiratory
Medicine. However, this is slightly offset by
the underperformance in Cardiology by
£316k. The plan for the HRG Sub Chapter EB
(Cardiac Disorders) has been split across
these 3 specialties and weighted too heavily
onto Cardiology.

Risks/ Opportunities

(Month 5 Ending 31st August 2015)

QIPP Under Delivery
CHC

(2)

Acute Over Performance
Prescribing
Mental Health

(3)

Total Risks
Other NHS Acute Providers
Contingency

(4)

YTD
Variance

Full Year
Latest
Estimate

Full Year
Deep Dive

£m

£m

£m

(1.5)
-

(3.4)
(0.2)

(3.0)
-

• The table to the left provides a view of the CCG’s
risks and opportunities at the June NHSE ‘Deep Dive’
meeting along with an update of how this has
changed as at M05.

0.3
(0.4)

(0.5)
(1.0)
(0.1)

(1.0)
(0.8)
-

• Risks have increased mainly due to Prescribing and
reduced confidence in QIPP delivery

(1.6)

(5.2)

(4.8)

0.2

0.5

0.3

0.8
0.9

0.9
2.2
0.4

0.3

1.3
0.4
0.2
0.1

1.2

4.2

4.8

(0.4)

(1.0)

(0.0)

Non-Recurrent Uncommitted Funds

(5)

0.4

Additional Identified Opportunities
2014/15 Quality Premium

(6)

-

Corporate Costs
Other

(7)

Total Mitigations
Net (Risks)/ Opportunities

(1)

1.3

• The level of mitigations available has reduced,
principally due to the potential benefit from the
further recovery actions being reduced, this has
been partially offset by additional opportunities on
corporate costs and potential underperformance on
Acute Providers.
• The latest forecast anticipates a net risk of £1m,
which if materialised would translate to an
underlying ‘in year’ deficit of £1.2m.

(1) Full Year estimated position as reported to NHSE in June 2015 'Deep Dive' Review
(2) 2015/16 full year QIPP target £10.5m. This is the risk of non delivery after taking in to account the opportunities identified at June 2015 Deep Dive.
(3) Based on weekly activity trend and expected increase in activity over winter.
(4) Balance of 0.5% mandatory Contingency.
(5) Includes the balance of the 1% NRF.
(6) Includes opportunity from CQUIN and consequences and further recovery actions identified at June 2015 Deep Dive.
(7) Full year benefit of £0.2m already in QIPP, the additional opportunity reflects an extrapolation given running costs are better then post QIPP levels
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* Note : The totals in the tables may not add up due to rounding.

Underlying Financial Position
(Month 5 Ending 31st August 2015)

YTD
Budget
£m

Actual
£m

Budget
£m

Full Year
Estimate (1)
£m

119.4

119.4

285.6

285.6

(119.4)

(119.8)

(285.5)

(286.5)

'In year' Surplus/ (Deficit)

0.0

(0.4)

0.1

(0.9)

Surplus Brought Forward

1.2

1.2

2.8

2.8

Reported Surplus/ (Deficit)

1.2

0.8

2.9

1.9

Non Recurrent Items;
Surplus brought forward (2)
Consequences and CQUIN (3)

(1.2)

(1.2)

(2.8)

1.4

(0.2)
1.4

1.9

(2.8)
(0.5)

-

(0.3)
-

-

1.4
(0.9)
(0.4)

1.4

0.5

2.0

(1.2)

-

-

2.0

(1.2)

Income
Expenditure

Other non recurrent items (4)
Prior Year (Benefits) / Cost (5)
Quality Premium

(6)

Underlying 'in year' Surplus/ (Deficit)

Full Year

Annualised Impact of Recurrent Invesments

Annualised 'in year' Underlying Position
(1) This represents the budget but includes the full year net risks & opportunities
(2) The surplus brought forward is from the 2014/15 mandatory NHSE 1% surplus requirement
(3) The represents a best estimate based on Performance of Providers
(4) This represents a CHC Risk Pool payment to NHS England which is time limited. Full 15/16 impact was taken in month 3.
(5) All prior year costs have been included in the YTD position

(6) Quality Premium is earned annually based on the CCG delivering against a range of performance metrics and the outcome
is not normally known until Q3
(7) Non recurrent ETO/ DTR Income and costs are assumed to be net neutral and therefore have no impact on the underlying position
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* Note : The totals in the tables may not add up due to rounding.

The YTD position is £0.4m behind plan for
both the in year and underlying position.
YTD the CCG has delivered an underlying
‘in year’ surplus of £0.5m, representing
0.4% of income against a budget of £1.4m
(1.2%)
The YTD position is positively skewed by
the inclusion of the full year impact of the
CHC risk pool payment but this is expected
to unwind over the year
Adjusting for non recurrent items, the
underlying ‘in year’ budgeted surplus
would be £2.0m against a target £0.1m.
The full year ‘official’ forecast has not been
amended from budget, which is to deliver a
1% ‘reported’ surplus‘ of £2.9m (i.e.
including surpluses brought forward)
Adjusting the full year budget to reflect the
net risk & opportunities would deliver a
‘reported’ surplus of £1.9m, and an
underlying ‘in year’ deficit of £1.2m.

QIPP (1) Delivery
(Month 5 Ending 31st August 2015)

Full Year

Year to Date
Budgeted
Saving
£m

Actual
Saving
£m

Variance

Budget

£m

£m

Planned Care
Integrated Care
CYP
Prescribing
CHC
Lucentis
LPP
Addenbrookes

0.9
0.3
0.0
0.3
0.3
0.3
0.1
0.1

0.7
0.1
0.1
0.0
0.1
0.0
0.1
0.1

(0.2)
(0.2)
0.0
(0.3)
(0.2)
(0.3)
(0.1)
0.0

3.2
0.9
0.1
0.8
1.0
0.9
0.4
0.2

Operational QIPP

2.3

1.2

(1.1)

7.4

51%

% Delivered

Contingency
Corporate Cost Saving
Programme Cost Saving

0.2
0.1
0.8

0.2
0.1
0.8

-

0.6
0.2
2.4

Financial QIPP

1.1

1.1

0.0

3.2
10.5

% Delivered

100%

3.4

2.2

(1.1)

M5 Provision

0.9

0.6

(0.3)

Total Reported QIPP

4.3

2.8

(1.5)

% Delivered

65.8%

Note the QIPP schedule cannot be reconciled to the Financial Summary or Risk/ Opps YTD variance
at line level as this reflects a month 4 position, with an aggregate provision for month 5.
(1) Quality, Innovation , Productivity and Prevention – improving care, saving money

74

* Note : The totals in the tables may not add up due to rounding.

• YTD QIPP delivery of £2.8m against £4.3m
plan (65.8%).
• Operational delivery at 51%, principally due to
resourcing issues resulting in delays to the
CHC initiatives, unsuccessful negotiations on
the use/ pricing of Lucentis and Prescribing.
• Financial QIPP delivery at 100% as resources
ring fenced to ensure the original budget QIPP
gap of £5.2m was bridged.
• Full year risks (see risks and opportunities
schedule) allow for non delivery on Lucentis
and CHC, and under-delivery on both acute
and prescribing. This will need to be closely
monitored.

Investment Tracker

(Month 5 ending 31st August 2015)

Year to Date

Full Year

Budget
£m

Actual
£m

Variance
£m

Budget
£m

Planned Care (1)
Integrated Care (2)

0.2
0.2

0.2
0.2

0.0
(0.0)

0.4
0.4

Recurrent Investments

0.4

0.4

0.0

0.9

Planned Care
Integrated Care (4)
(5)
CYP
CHC Risk Pool
Ring Fenced (residual 1%)
PY Schemes

(3)

0.1
0.1
0.0
1.4
0.4
0.0

0.0
0.0
0.0
1.4
0.2
(0.0)

0.1
0.1
0.0
0.0
0.2
0.0

0.2
0.3
0.1
1.4
0.9
-

Non Recurrent Investments

2.0

1.6

0.4

2.9

Total Investments

2.3

2.0

0.4

3.7

(1) GP Map of Medicine (£42K), Pain (£350K), Dermatology (£56K)
(2) ESD (£412k)
(3) Clinical Thresholds (£22k), Ophthalmology (£98k), Cardiology Pathway (41k)
(4) Care Homes (£88k), Respiratory (£88k), Long Term Conditions (£88k)
(5) Funding for eating disorders (£123k) (due to start Jan '16)
* Note : The totals in the tables may not add up due to rounding.
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• Year to date (YTD) variance of £0.4m
(favourable) which is principally due to
projects which have not yet started and the
balance is ring fenced to assist the
achievement of surplus.
• All of the 1% NHS England mandated non
recurrent funding (except CHC risk pool)
remains ring fenced due to a shortfall in the
original QIPP savings.
• 30% of the CHC Risk Pool fund (£0.5 m) has
tentatively been placed as an opportunity
on the risks and opportunity schedule as
market intelligence suggests this process
may be carried over another year as all
claims will not be processed this year.

Cash and Balance Sheet
(Month 5 Ending 31st August 2015)

At 31st August 2015 Total Assets Employed were (£9.1m). At 31st March 2015
Total Assets less Liabilities were (£14.4m).
• At 31st August 2015 significant liabilities were as follows:Prescribing Creditor - £5.9m / (Jul 15) £6.1m
Payables and Accrued Expenditure with NHS Bodies - £2.5m / (Jul 15) £5.4m
Payables and Accrued Expenditure with Non NHS Bodies - £8.0m / (Jul 15) £6.6m
Continuing Healthcare Provision - £2.3m / (Jun 15) £2.3m
• At 31st August 2015 significant assets were:Cash - (£0.6m ) / (Jul 15) £0.20m - as per Cash Flow Forecast
Sales Debtors - £1.2m / (Jul 15) £0.7m - With NHS and Non NHS Bodies
Prepaid Expenditure - £7.6m / (Jul 15) £6.7m
Accrued Income - £1.4m / (Jun 15) £1.6m
• West Suffolk CCG closed the month with a balance of £578k in the bank account at 31st August 2015. This has been
adjusted to -£560k on the Statement of Financial Position after accounting for unpresented cheques and BACS payments
clearing in the following month. CCGs are permitted to have technically overdrawn balances in months other than month 12.
• The CCG missed its cash target efficiency by £285k (1.2% in the month)
CCGs are required by NHSE to limit the cash held in bank accounts at the month-end to 1.25% of the main cash drawdown
for the month. Under this measure the target closing balance was £293k
• CCG's Maximum Cash Drawdown (MCD) control total has been set at £284,959k for 2015/16, this figure is forecast to
move to £285,379k after taking into account anticipated resource limit adjustments for depreciation.
Percentage of MCD utilised at August 15 - 43.9%
Percentage of months completed in year - 41.7%
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System Wide View

(Month of performance reported varies dependant upon source)

•

West Suffolk
Hospital

•

The Income and Expenditure position for June 2015 is a deficit of £0.7m, against a planned deficit of £0.3m, resulting in an adverse
variance of £0.4m in June. This includes a CIP target of £1.8m YTD.
The continuity of service risk rating is 1 year to date.

(Source: West Suffolk Hospital Finance and Workforce Report June 2015)

Addenbrookes
(CUHFT)

•
•
•
•

At the end of July the Trust had a deficit of £20.6m, which was £8.4m worse than plan.
Clinical income was £1.2m less than plan, total expenditure was over spent by £1.8m, eHospital costs were over spent by £0.2m.
The trusts cash position stands at £16.6m, which is £8.3m less than budget.
The continuity of service risk rating is 1 year to date.

(Source: CUH Integrated report to July 2015)
•

“The trust, is said to be predicting a £64m deficit this year”

(Source: BBC Addenbrooke's and Rosie hospitals' patients 'put at risk‘ 22nd September 2015)
•
•

Ipswich Hospital

•
•

The financial position for 2015/16 is a deficit of £19.8m; at Month 3, the financial position is on plan with a deficit of £6.3m YTD.
The focus is on controlling and then reducing the level of risk within the financial plan, reducing increased pay expenditure in
Division 1, and delivering the required level of CIP.
A financial improvement position is under discussion with the TDA; this work will progress during the early months of the financial
year.
The continuity of service risk rating is 1 year to date.

(Source: Ipswich Hospital Trust Board Meeting 30th July 2015)

Norfolk & Suffolk
Foundation Trust
(NSFT)

•

•

A deficit in the month of £0.7m, which increases the year to date deficit position to £2.1m. This year to date position is currently
favourable against the Annual Plan by £2.6m, but is considered to be a timing difference. generated by the flat phasing of reserves
and the Wellbeing mobilisation budget in the Annual Plan submission, that have yet to be utilised.
The cash held by the Trust at the end of June was £10.3m, an increase of £0.3m against the plan of £10.0m."

(Source: NSFT Board Minutes 23rd July 2015)

East of England
Ambulance Service
Trust (EEAST)

•
•
•
•

The Trust has a deficit of £0.2m for the month of June against the planned deficit of £0.4m, a favourable variance of £0.2m.
Year to date, the deficit stands at £1.5m compared to a plan of £0.6m.
Year end forecast outturn remains as plan (i.e. breakeven) at this early stage of the year.
The Trust has a Continuity of Services Rating score of 3 against a planned score of 4.

(Source: EEAST Financial Position Report for Meeting 30th July 2015)
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Quality Premium

(Month 5 ending 31st August 2015)

Urgent and Emergency Care: Increase in discharges at
weekends and bank holidays
Mental Health: Part A-Reduction in the number of patients
with A&E 4 hour wait breaches who have attended with a
mental health related need

%
Premium

Maximum QP
Value to be
earned
£000

Best estimate
Probability of
Success

Likely QP
Value to be
earned

YTD
Target

YTD
Actual

30%

365

Possible

0

22.3%

21.8%

95.0%

95.7%

30%

365

90.0%

82.4%

On track

Part B-Defined improvement in coding of patients attending
A&E
Potential years of life lost (PYLL) from causes considered
amenable to healthcare

122

1. Reduction in the number of antibiotics prescribed in primary
care by 1%
2. Number of co-amoxiclav, cephalosporins and quinolones as
a % of the total number of selected antibiotics prescribed in
primary care to be reduced by 10%

365
Possible

10%

10%

122

3. Secondary care validating their total antibiotic prescribing

122

1,739

-

On track

-

1.22

1.22

Data
available
quarterly

Possible

-

11.6%

13.3%

Data
available
quarterly

On track

-

Yes

Yes

Estimated diagnosis rate for people with dementia

10%

122

People who have had a stroke who are admitted to an acute
stroke unit within four hours of arrival at hospital

10%

122

Possible

100%

1,216

The % of Referral to Treatment (RTT) pathways within 18
weeks for incomplete pathways

-30%

(365)

On track

-

92.0%

94.8%

A&E Waiting Time - total time in the A&E department

-30%

(365)

On track

-

95.0%

95.1%

All Cancer 2 week waits

-20%

(243)

On track

-

93.0%

96.5%

Ambulance clinical quality - Category A (Red1) 8 minute
response times (Regional Performance)

-20%

(243)

On track

-

75.0%

77.6%

-

67.0%

-

0

90.0%

80.3%

486

486

Note – the data used for tracking is a combination of monthly, quarterly and annual performance and crosses
various periods so should be used as an indication at this stage.
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The maximum Quality Premium
available is £1.2m. Final funds are
provided in 2016/17 and cannot be
used to support the 2015/16
position. Current expected
performance is £486k.
There are significant delays in the
provision of data with some data not
available until November 2016
(Reducing potential years of life lost.)

no data yet
available

no data yet
available

Expected Quality Premium based on current known performance

Trend
on last
month

Data due in
Sept

In 2015/16 the CCG is predicting a
receipt of £0.4m from its 2014/15
performance and this is currently on
the risk and opportunities schedule.
The most challenged indicator based
on current known performance is
the stroke measure. However, this is
under contract review with WSFT.
The Mental Health measure relies on
accurate diagnosis coding in A&E at
all Trusts. Currently Addenbrookes
are not coding anything in A&E since
the installation of their EPIC PAS
system. This is under review with
C&P CCG and if it does not get
resolved WSCCG will request to NHS
England that Addenbrookes be
excluded from the measure under
the circumstances. Therefore the
assumption is that the measure will
deliver.

National Performance measures - 15/16 - West Suffolk CCG
No.

Indicator Ref
15/16

Description

Framework

Quality
Premium

Reporting
Frequency

Current
Period

Current
Period
Target

Current Period
Actual

Latest
applicable
target

14/09/2015
Direction of
YTD Actual
Travel

Comments

2. Enhancing quality of life for people with long term conditions
1

NHS 2.3.i Unplanned hospitalisation for chronic ambulatory care sensitive conditions (WC1.1.1)

NHS Outcomes

-

Monthly

Jul-15

128

136

513

577

2

NHS 2.3.ii Unplanned hospitalisation for asthma, diabetes and epilepsy in under 19s (WC1.1.2)

NHS Outcomes

-

Monthly

Jul-15

17

21

66

69

3

E.A.S.1

Estimated diagnosis rate for people with dementia

NHS EC Annex A
Support Measure

10%

Monthly

67%

WSFT (indication of performance on
Annual measure E.A.4)
WSFT (indication of performance on
Annual measure E.A.4)
WSCCG - new methodology in 15/16.
Data not currently available, due Sept
2015

67%

3. Helping people to recover from episodes of ill health or following injury
4

NHS 3a

Emergency admissions for acute conditions that should not usually require hospital admission (WC1.1.3)

NHS Outcomes

-

Monthly

Jul-15

255

228

1019

1,025

WSFT (indication of performance on
Annual measure E.A.4)

5

NHS 3.2

Emergency admissions for children with Lower Respiratory Tract Infections (WC1.1.4)

NHS Outcomes

-

Monthly

Jul-15

14

4

55

25

WSFT (indication of performance on
Annual measure E.A.4)

5. Treating and caring for people in a safe environment and protecting them from avoidable harm
6

E.A.S.4

Healthcare acquired infection (HCAI) measure (MRSA)

NHS EC Annex A
Support Measure

-

Monthly

Jul-15

0

0

0

0

WSCCG

7

E.A.S.5

Healthcare acquired infection (HCAI) measure (clostridium difficile infections)

NHS EC Annex A
Support Measure

-

Monthly

Jul-15

4

12

15

28

WSCCG

Referral To Treatment Pathways
8

E.B.1

The percentage of Referral to Treatment (RTT) pathways within 18 weeks for completed admitted pathways

NHS EC Annex B
Measure

-

Monthly

Jul-15

90%

89.8%

90%

87.8%

WSCCG

9

E.B.2

The percentage of Referral to Treatment (RTT) pathways within 18 weeks for completed non-admitted pathways

NHS EC Annex B
Measure

-

Monthly

Jul-15

95%

94.3%

95%

94.2%

WSCCG

10

E.B.3

The percentage of Referral to Treatment (RTT) pathways within 18 weeks for incomplete pathways

-

Monthly

Jul-15

92%

95.1%

92%

94.8%

WSCCG

11

E.B.S.4

-

Monthly

Jul-15

0

2

0

11

WSCCG

NHS EC Annex B
Measure

-

Monthly

Jul-15

1%

5.03%

1%

8.48%

WSCCG

A&E waiting time - total time in the A&E department

NHS EC Annex B
Measure

-

Monthly

Jul-15

95%

95.7%

95%

95.14%

WSFT

Trolley waits in A&E

NHS EC Annex B
Support Measure

-

Monthly

Jul-15

0

0

0

0

WSFT

All Cancer 2 week waits

NHS EC Annex B
Measure

-

Monthly

Jul-15

93%

97.5%

93%

96.5%

WSCCG

Two week wait for breast symptoms (where cancer was not initially suspected)

NHS EC Annex B
Measure

-

Monthly

Jul-15

93%

100.0%

93%

97.3%

WSCCG

Number of 52 week Referral to Treatment Pathways

NHS EC Annex B
Measure
NHS EC Annex B
Support Measure

Diagnostic test waiting times
12

E.B.4

Diagnostic test waiting times

A&E waits
13

E.B.5

14

E.B.S.5

Cancer waits - 2 week wait
15
16

E.B.6
E.B.7

Cancer waits - 31 days
17

E.B.8

Cancer day 31 waits: Percentage of patients receiving first definitive treatment within one month of a cancer
diagnosis

NHS EC Annex B
Measure

-

Monthly

Jul-15

96%

99.1%

96%

97.8%

WSCCG

18

E.B.9

Cancer day 31 waits: 31-day standard for subsequent cancer treatments-surgery

NHS EC Annex B
Measure

-

Monthly

Jul-15

94%

96.6%

94%

98.0%

WSCCG

19

E.B.10

Cancer day 31 waits: 31-day standard for subsequent cancer treatments-anti cancer drug regimens

NHS EC Annex B
Measure

-

Monthly

Jul-15

98%

100.0%

98%

99.5%

WSCCG

20

E.B.11

Cancer day 31 waits: 31-day standard for subsequent cancer treatments-radiotherapy

NHS EC Annex B
Measure

-

Monthly

Jul-15

94%

94.6%

94%

98.1%

WSCCG

Cancer 62 day waits: Percentage of patients receiving first definitive treatment for cancer within two months (62
days) of an urgent GP referral for suspected cancer
Cancer 62 day waits: Percentage of patients receiving first definitive treatment for cancer within 62-days of
referral from an NHS Cancer Screening Service

NHS EC Annex B
Measure

-

Monthly

Jul-15

85%

82.5%

85%

83.6%

WSCCG

NHS EC Annex B
Measure

-

Monthly

Jul-15

90%

88.9%

90%

94.1%

WSCCG

Cancer 62 day waits: Percentage of patients receiving first definitive treatment for cancer within 62-days of a
consultant decision to upgrade their priority status

NHS EC Annex B
Measure

-

Monthly

Jul-15

87.4%

100.0%

88.6%

93.8%

WSCCG - Target is Monthly National
Average

Cancer waits - 62 days

79
79

21

E.B.12

22

E.B.13

23

E.B.14

National Performance measures - 15/16 - West Suffolk CCG
No.

Indicator Ref
15/16

Description

Framework

14/09/2015

Quality
Premium

Reporting
Frequency

Current
Period

Current
Period
Target

Current Period
Actual

Latest
applicable
target

YTD Actual

-

Monthly

Jul-15

75%

72.3%

75%

68.2%

WSCCG

-

Monthly

Jul-15

75%

54.8%

75%

59.7%

WSCCG
WSCCG

Direction of
Travel

Comments

Ambulance Measures
24

E.B.15.i

Ambulance clinical quality – Category A (Red 1) 8 minute response time

25

E.B.15.ii

Ambulance clinical quality – Category A (Red 2) 8 minute response time

26

E.B.16

NHS EC Annex B
Measure
NHS EC Annex B
Measure

Ambulance clinical quality - Category A 19 minute transportation time

NHS EC Annex B
Measure

-

Monthly

Jul-15

95%

81.9%

95%

86.8%

27

EBS7a

Ambulance handover time - 1) Handover delays over 30 minutes

NHS EC Annex B
Support Measure

-

Monthly

Jul-15

0

108

0

341

WSFT

28

EBS7b

Ambulance handover time - 2) Handover delays over 1 hour

NHS EC Annex B
Support Measure

-

Monthly

Jul-15

0

1

0

13

WSFT

NHS EC Annex B
Support Measure

-

Monthly

Jul-15

0

0

0

0

WSCCG

Mixed Sex Accomodation
29

E.B.S.1

Mixed Sex Accommodation (MSA) Breaches

Cancelled Operations
30

E.B.S.2

Cancelled Operations

NHS EC Annex B
Support Measure

-

Monthly

Jul-15

0

4

0

6

WSFT

31

E.B.S.6

Urgent Operations cancelled for a second time

NHS EC Annex B
Support Measure

-

Monthly

Jul-15

0

0

0

0

WSFT

IAPT Roll Out

NHS EC Annex A
Measure

Mental Health
32

E.A.3

-

Quarterly

Q4 14/15

3.82%

4.6%

3.76%

4.0%

WSCCG

33

E.A.S.2

IAPT Recovery Rate

NHS EC Annex A
Support Measure

-

Quarterly

Q4 14/15

50%

49.1%

50%

48.1%

WSCCG

34

E.B.S.3

Mental Health Measure – Care Programme Approach (CPA)

NHS EC Annex B
Support Measure

-

Quarterly

WSCCG - Unify data has not been
updated since Q1 2014

National Annual Performance measures - 15/16 - West Suffolk CCG
No.

Indicator Ref
15/16

14/09/2015

Framework

Quality
Premium

Reporting
Frequency

2011/12

2012/13

NHS EC Annex A
Measure

10%

Annual

1,446

Health-related quality of life for people with long term conditions

NHS EC Annex A
Measure

-

Annual

Composite measure on emergency admissions

NHS EC Annex A
Measure

-

Annual

NHS EC Annex A
Measure

-

Annual

Description

2013/14

2014/15
Ambition

2015/16
Ambition

Comments

1,866

1,576

1,806

1,739

WSCCG - 2014 available Summer 2015

75.2%

75.7%

75.1%

76.3%

77.2%

WSCCG - 2014 available Summer 2015

1,846

1,955

1,969

2,004

1,948

WSCCG - 2014 available Summer 2015

97

99

120

119

WSCCG - 2014 available Summer 2015

1. Preventing people from dying prematurely
33

E.A.1

Potential years of life lost (PYLL) from causes considered amenable to healthcare

2. Enhancing quality of life for people with long term conditions
34
35

E.A.2
E.A.4

4. Ensuring that people have a positive experience of care
36

E.A.5

Patient Experience of Hospital Care

Data from Atlas of Variation -Levels of Ambition Tool

80
80

Performance measures - 15/16 - West Suffolk CCG
No.

Indicator
Ref 15/16

Description

Current Period Current Period
Current Period
Target
Actual

14/09/2015

Latest
applicable
target

YTD Actual

Framework

Reporting
Frequency

Direction of
Travel

WSFT Contract

Quarterly

Q1 15/16

100%

98.3%

100%

98.3%

WSFT

Comments

Planned Care Clinical Workstream
41

W4C1.16 A maximum two-week wait standard for rapid access chest pain clinic

42

WC2.2

WSFT Contract

Monthly

Jul-15

95%

100.0%

95%

100.0%

WSFT

43

W4C2.6 Direct Access Diagnostics

WSFT Contract

Monthly

Jul-15

0

1

0

2

WSFT

44

W4C5.2 Current ratios of OP procedure to day case for agreed list

WSFT Contract

Monthly

Jul-15

89.84%

89.32%

89.8%

90.31%

WSFT

45

W4C2.7 Provider failure to ensure that “sufficient appointment slots” are made available on the Choose and Book system

WSFT Contract

Monthly

May-15

3%

3.44%

3%

3.81%

WSFT

WSFT Contract

Monthly

Jul-15

1%

1.65%

1%

1.86%

WSFT

90%

83.7%

90%

80.3%

WSFT

46

Provider to ensure compliance with a maximum 18 week referral to treatment wait for non-consultant led services

Provider cancellation of Elective Care operation for non-clinical reasons either before or after Service User
Sc2 19.4/5
admission

Integrated Care/End of Life
47

W4C1.2 Proportion of Patients admitted to an acute stroke unit within 4 hours of hospital arrival

WSFT Contract

Monthly

Jul-15

48

W4C1.3 Proportion of Patients in Atrial Fibrillation, presenting with stroke, receiving anti-co-agulation

WSFT Contract

Monthly

Jul-15

60%

100.0%

60%

92.9%

WSFT

49

W4C1.4 Proportion of Stroke Patients with access to a brain scan within 24 hours

WSFT Contract

Monthly

Jul-15

100%

97.7%

100%

96.6%

WSFT

50

W4C1.5 Proportion of Stroke Patients and carers with a joint health and social care plan on discharge

WSFT Contract

Monthly

Jul-15

100%

100.0%

100%

100.0%

WSFT

51

W4C1.6 Stroke - % of Stroke patients needing an URGENT brain scan getting access within 60 minutes

WSFT Contract

Monthly

Jul-15

100%

87.5%

100%

91.5%

WSFT

52

W4C1.7 Stroke - ->80% people treated on a stroke unit >90% of their stay

WSFT Contract

Monthly

Jul-15

80%

90.7%

80%

85.9%

WSFT

53

Stroke->60% people who have a TIA and are high risk are scanned and treated within 24 hours of contact but not
W4C1.8
admitted

WSFT Contract

Monthly

Jul-15

60%

60.0%

60%

66.7%

WSFT

54

W4C1.9 Stroke - 65% of Patients with low risk TIA have access to MRI or carotid scan within 7 days

WSFT Contract

Monthly

Jul-15

65%

81.1%

65%

68.3%

WSFT

55

W4C1.10 Stroke - % of Patients, eligible for Thrombolysis, Thrombolysed within 4.5 hours (9A)

WSFT Contract

Monthly

Jul-15

100%

100.0%

100%

100.0%

WSFT

56

Unplanned re-attendance rate at A&E within 7 days (excluding patients where the reattendance does not relate to
W4C1.11.1
the same condition) This includes those patients referred back by a Health Professional

WSFT Contract

Monthly

Jul-15

5%

2.1%

5%

2.1%

WSFT

57

W4C1.11.2 Left department without being seen [rate]

WSFT Contract

Monthly

Jul-15

5%

1.0%

5%

1.1%

WSFT

WSFT Contract

Monthly

Jul-15

01:00

01:20

WSFT

WSFT Contract

Monthly

Jul-15

06:00

13:29

WSFT

58

W4C1.12 Time to treatment in department (median) for all patients arriving by ambulance

59

W4C1.13

60

W4C1.14a Number of admissions for cellulitis per head of weighted population

WSFT Contract

Monthly

Jul-15

29

25

106

114

WSFT

61

W4C1.14b Number of admissions for DVT per head of weighted population

WSFT Contract

Monthly

Jul-15

3

4

11

31

WSFT

62

Percentage of Patients presenting at type 1 and 2 (major) A & E sites in certain high risk categories who are
W4C1.15
reviewed by an emergency medicine consultant before being discharged

WSFT Contract

Monthly

Jul-15

14%

59.6%

14%

63.5%

WSFT

WSFT Contract

Monthly

Jul-15

27%

21.2%

27%

21.9%

WSFT

63

81
81

Single longest total time spent by Patients in the A&E department, for admitted and non admitted Patients
(excluding patients transferred to the CDU)

W4C1.18.2 Threshold for admission via A&E

64

W4C5.4 Excess bed days consolidated: Non-elective and Elective

65

W4C1.21 Total DTOC

WSFT Contract

Monthly

Jul-15

0.407

0.377

0.407

0.425

WSFT - New combined
measure for 15/16

WSFT Contract

Monthly

Jul-15

3.5%

4.41%

3.5%

3.43%

WSFT

Performance measures - 15/16 - West Suffolk CCG
No.

Indicator
Ref 15/16

Description

Current Period Current Period
Current Period
Target
Actual

14/09/2015

Latest
applicable
target

YTD Actual

Framework

Reporting
Frequency

Direction of
Travel

WSFT Contract

Monthly

Jul-15

100%

90.3%

100%

81.2%

WSFT

Comments

Cancer
66

WC2.1

Acute oncology service - 1 hour door to needle for all patients presenting with suspected neutropenic sepsis

Childen & Young People/Maternity
WC3.1

Breastfeeding initiation rates

WSFT Contract

Monthly

Jul-15

80%

81.5%

80%

78.5%

WSFT

69

WC3.2

Children (aged under 16) who have had bacterial meningitis or Meningococcal septicaemia who have a follow-up
appointment 85% within 6 weeks of discharge

WSFT Contract

Quarterly

Q1 15/16

85%

100.0%

85%

100.0%

WSFT

70

WC3.3

Maintain the proportion of births that are undertaken as caesarean sections

WSFT Contract

Monthly

Jul-15

22.7%

27.1%

22.7%

21.8%

WSFT

71

WC3.4

Maintain maternity 1:30 ratio

WSFT Contract

Monthly

Jul-15

01:30

01:29

72

WC3.5

Access to Maternity services (VSB06)

WSFT Contract

Monthly

Jul-15

90%

94.2%

90%

94.8%

WSFT

73

WC3.6

1:1 care in established labour

WSFT Contract

Monthly

Jul-15

100%

100.0%

100%

100.0%

WSFT

68

WSFT

Other - Clinical Quality
W4C4.2

WSFT Contract

Monthly

Jul-15

0

0

0

1

WSFT

80

Ambition One b) Eliminating avoidable Grade Two, Three and Four pressure ulcers. Reduce category 2 ‘avoidable’
W4C4.3
pressure ulcers

WSFT Contract

Monthly

Jul-15

0

7

0

11

WSFT

81

W4C4.4 Reduce serious injury and deaths avoidable from falls

WSFT Contract

Monthly

Jul-15

0

0

0

1

WSFT

82

W4C4.5.1 MRSA emergency screening

WSFT Contract

Monthly

Jul-15

100%

98.3%

100%

97.4%

WSFT

83

W4C4.5.1 MRSA elective screening

WSFT Contract

Monthly

Jul-15

100%

99.2%

100%

98.9%

WSFT

WSFT Contract

Quarterly

Q1 15/16

98%

96.4%

98%

96.4%

WSFT

Monthly

Jul-15

95%

98.8%

95%

98.2%

WSFT

90%

100.0%

WSFT

84

82
82

Ambition One a) Eliminating avoidable Grade Two, Three and Four pressure ulcers. Reduce category 3 and 4
‘avoidable’ pressure ulcers.

79

W4C4.6 Appropriate prescribing of antibiotics

85

W4C4.7.1 Nutrition - Improved nutritional of Service Users in hospital

WSFT Contract

86

W4C4.7.2 Nutrition - Maintain the assessment and monitoring of nutrition in hospital and prior to discharge

WSFT Contract

Monthly

Jul-15

90%

100.0%

WSFT Contract

Monthly

Jul-15

95%

89.0%

WSFT

WSFT Contract

Monthly

Jul-15

90%

95.0%

WSFT

88

W4C4.9 MRSA Decolonisation

89

W4C4.10 Isolation Compliance

90

W4C2.3 Discharge Summaries: Outpatient

WSFT Contract

Monthly

Jul-15

95.0%

90.7%

95.0%

90.9%

WSFT

91

W4C2.4 Discharge Summaries: Inpatient

WSFT Contract

Monthly

Jul-15

95.0%

91.8%

95.0%

91.5%

WSFT

92

W4C2.5 Discharge Summaries: A&E

WSFT Contract

Monthly

Jul-15

95.0%

94.3%

95.0%

95.6%

WSFT

Part 3
Clinical Workstreams

Clinical workstreams – Summary Dashboard

Clinical workstreams – Summary Dashboard

Clinical workstreams – Summary Dashboard

Clinical workstreams – Summary Dashboard

87

Project: P1 - Pain
Focus on developing a holistic integrated three tier approach (primary,
community and secondary care) to pain management with a new clearly
defined “tier 2” based in the community. develop a suite of clinical policies for
procedures that are of limited benefit and support the implementation of the
updated medication formulary (‘pain ladder’).

Planned NET Planned NET Actual NET
%
RAG
Annual
Saving YTD Saving YTD delivery
Finance Milestones
YTD
Saving
£ 413,694

£ 48,445

-

-

R

G

Key issues, progress, risks and mitigations etc.:
Activity: Outpatient activity 0.9% over plan (Act: 9,698 v Tgt: 9,611), but delivering some QIPP saving. Offset by significant
over-performance in daycases (232 v 146).
Community Pain Service:
Service Variation has been signed by West Suffolk Hospital Foundation Trust (WSFT).
Conversation continuing on pathway between Back and Neck Service (BANS) to Community Pain Management Service (CPMS) or
WSFT direct. Pathway to be agreed by the end of September, Service Variation (SV) agreed and Map of Medicine due to be updated
by mid-October.
CPMS, Allied Health Professionals (AHPS) and WSCCG have met to increase referrals into CPMS.
LPP Pain Policies:
Policies have been published.
Public Health to take forward a discussion with Ipswich and East Suffolk CCG/Public Health to get sign up/implementation of the pain
LPP policies.
Key Issues:
Need to increase the number of referrals to the CPMS.

Project: P2 – Dermatology
System wide integrated hub / prime contractor approach to Dermatology with
a focus on developing the tele-dermatology for tele-lesions into a full
expanded service. To reduce outpatient costs of patients who attend
dermatology and plastics on the same day, and to reduce GP referrals to
outpatient clinics.

Planned NET Planned NET Actual NET
%
RAG
Annual
Saving YTD Saving YTD delivery
Finance Milestones
YTD
Saving
£ 127,236

£42,348

£19,072

45%

R

Key issues, progress, risks and mitigations etc.:
Activity: Outpatient activity 21.7% over plan (Act: 1,285 v Tgt: 1,056). Some QIPP saving being delivered.
New Service Model:
• Decision to put conversations ‘on hold’ regarding the service model, until the outcome of the 15/16 dermatology coding audit is
agreed.
Tele-dermatology Pilot:
• In August 2015 there were 58 referrals to the service. Of these, 15 (26%) were referred onto secondary care and 43 (74%) were
dealt with in primary care.
• The tele-dermatology contract has been extended with Vantage to provide time for an evaluation of the pilot.
• Contract meeting with Vantage arranged to discuss reports that have been received beyond the 72 hours.
• Feedback from low users of tele-dermatology being sought.
Next Steps:
• Agree timings for evaluation of tele-dermatology pilot.
• Start evaluation of minor surgery provision and bring options to the Executive.
• Evaluation of the current minor surgery contract held by a practice

G

Project: P3 – Ophthalmology
To work collaboratively with hospital eye service (HES) and other providers to
provide best practice to ophthalmology patients. Develop new community
services such as orthoptist-led children’s pathway/ glaucoma and retender
existing community service with revised triaging/referral route from school
nurses/health visitors/ children’s centres.

Planned NET Planned NET Actual NET
%
RAG
Annual
Saving YTD Saving YTD delivery
Finance Milestones
YTD
Saving
£ 265,312

£ 31, 156 £

25,744

83%

A

A

Key issues, progress, risks and mitigations etc.:
Activity: Total Outpatient activity 7.8% over plan (Act: 7,859 v Tgt: 7,290), mainly due to Stable Glaucoma outpatients. Evolutio
outpatients delivering some QIPP savings.
Community Glaucoma Service:
• Community Glaucoma Service’ service specification reviewed by external expert from Moorfields and now sent to CCG contracting to
progress in SV with WSFT. Still planning to ‘go live’ in late September 2015 with official launch in October.
New Ophthalmology Community Model.
• 4 Clinical Transformation Group workshops now completed and draft business case on Planned Care agenda for discussion before
progressing to CCG Executive to agree future model of eyecare services for WSCCG
Next Steps:
• Work with WSFT and Medicines Management team to finalise dry eyes guidance for Primary Care and publish in collaboration with
Practice Support team.
• Continue to work with Evolutio on their communications campaign to promote their service and the correct referral pathway.
• Continue to work with Practice Support to establish use of Evolutio pathway for ophthalmology.
Key Issues:
• Consensus required as to what the future shape of Ophthalmology services looks like.

Project: P4 – Cardiology Pathways
To develop Heart Failure (HF) pathways in the community and HF services.
Support clinical forum to monitor services and identify improvement
opportunities. To reduce echocardiography appointments for heart failure;
reduce outpatient appointments for 24 hour ECG; reduce prescribing costs for
cardiology medication.

Planned NET Planned NET Actual NET
%
RAG
Annual
Saving YTD Saving YTD delivery
Finance Milestones
YTD
Saving
£ 86,931

£28,968

£

-

R

A

Key issues, progress, risks and mitigations etc.:
Activity: Echocardiagram activity significantly over plan (Act: 552 v Tgt: 121). Cardiology Outpatients 10.4% over plan (Act:
1,981 v Tgt: 1,794).
Forum:
• Forum meeting on 2 September postponed– to be rescheduled
• Met with Public Health to review the Commissioning for Value (CfV) data to spot any further opportunities to be discussed at forum.
Heart Failure pathway:
• Echo and BNP position presented to planned care workstream on 9/9/15
• 18/24 practices performed more echos in Apr-Jun 2015/16 than same period 2014/15
• 10/24 practices performed no BNP tests to date
• Ratio of BNP tests to echos is 1:8. With the BNP test in place, the ratio of BNP tests to HF echos should be 3:1
• Additional Echo activity has impacted QIPP savings contributing £23k to the £29k shortfall
• Outpatient activity is also showing a £6k QIPP shortfall which may be a consequence of slow embedding of the pathway
• Recovery plan developed focusing on understanding the cause of unexpected activity in conjunction with the WSFT consultants and
continued promotion of the pathway with GPs
Risks:
• GPs bypass use of the heart failure pathway/BNP testing reducing impact of financial and quality improvements.
• Mitigation: GP engagement plan and close monitoring of BNP testing and Echocardiography activity

Project: P5 – T&O and MSK
To embed T&O pathways and services and review clinical policies for clinically
effective interventions to deliver improved quality and patient experience with
associated cost savings. Focus on the hip pathway. Develop and implement a
clinical threshold for bunions. Work with single-provider for integrated
community MSK physiotherapy to implement further service improvements.

Planned NET Planned NET Actual NET
%
RAG
Annual
Saving YTD Saving YTD delivery
Finance Milestones
YTD
Saving
£ 128,596

£42,349

£41,017

96.9%

A

G

Key issues, progress, risks and mitigations etc.:
Activity: Bunion LPP activity 33.9% over plan (Act: 28 v Tgt: 21). Hip replacement activity 4.4% below plan (Act: 84 v Tgt: 88),
which is delivering some QIPP savings.
Bunions
• 2015/16 surgical activity has reduced but the cost has increased, indicating a possible coding change which could limit the QIPP
delivery for the bunions LPP. Monitor in M4 and determine whether to pursue up-coding contractually
Spinal
• It has been concluded that WSCCG and IESCCG are outliers in spinal surgery cost due to accurate coding by IHT
• A high proportion of direct referrals to the spinal surgery team has been identified and will be investigated
• GP education and application of the T17 threshold will be reviewed as a final action
AHPS contract
• The GP diagnosis support website will be launched on 14/09/2015 and demoed to GPs at the education event on 24/09/2015 and via
AHPS practice visits during October and November
• The ability of physiotherapists to directly order x-rays is being explored with the WSFT radiography team
Carpal Tunnel
• Redesign and finance teams have been reviewing the carpal tunnel pathway and exploring alternative models including nurse-led,
rapid access, One stop clinics etc. Progress has been slowed by annual leave during August and an update will be presented to
planned care in October.
IESCCG MSK transformation group
• Output from the third meeting of the IESCCG MSK transformation group has been received and reviewed
• The group is seeking to develop an end-to-end integrated model for MSK
• The fourth meeting is scheduled for 29th of September 2015 and will focus on service specification and business case development.

Project: P6 - Care Homes
To reduce emergency A&E attendances and acute admissions by 20% by
improving the level and coordination of support to residents in care homes
though the provision of proactive case management, system coordination,
workforce development, improving quality and safety standards and creating a
network of support for 47 care homes across West Suffolk.

Planned NET Planned NET Actual NET
%
RAG
Annual
Saving YTD Saving YTD delivery
Finance Milestones
YTD
Saving
£ 309,803

£ 103,267 £

-

0.0%

R

A

Key issues, progress, risks and mitigations etc.:
Activity: Emergency admissions 54.2% over plan (Act: 330 v Tgt: 214). No QIPP savings being delivered. Note: QIPP target was
based on reducing emergency admissions across all 47 care homes. Current programme is focussed on ‘top 10’ only.
Progress:
• The targeted approach continues with about 70% resident coverage of all the top ten care homes. Extension of approach beyond the
top 10 not currently possible within existing resources and focus of work to increase coverage in top 10. Aim to complete this by end
November
• Review of care home approach in progress to understand learning and further steps needed to stretch delivery and QIPP
performance
• Second post holder in post but continues to complete induction. 1 day / week of redesign team committed to supporting clinical
delivery and increased to two days throughout October to cover annual leave
• Hospice continues to provide 1 day a week of targeted training to top ten care homes on key admission themes (EoL, UTI
management, respiratory)
• Good feedback from care homes conference on 4 September with circa 20/47 care homes represented.
• Engagement of primary care by the CHCSM to support development of shared care plans is challenging and delays progress
Next steps:
• Continued clinical review of residents and development of care plans with primary care support
• Support from CCG Practice Support to ensure smooth working with GP practices linked to ‘Top 10’ care homes, specifically
Christmas Maltings, Haverhill Family Practice, Guildhall Barrow, Victoria, Swan and Mount Farm
Risks & mitigation:
• Workload from reviews consuming project resource: review of approach to streamline actions.
• Engagement of primary care to support completion of care plans: practice support aligned to key messages with targeted practices.

Project: P7 – Respiratory/Frailty
To reduce emergency admissions for respiratory HRGs by 15%.
To develop and implement an integrated frailty model to underpin the
management of complex patients. This would include identifying and
managing patients through case finding and case management.

Planned NET Planned NET Actual NET
%
RAG
Annual
Saving YTD Saving YTD delivery
Finance Milestones
YTD
Saving
£ 395,684

£ 131,895

£54,996

41.7%

R

A

Key issues, progress, risks and mitigations etc.:
Activity: Emergency admissions 5.2% over plan (Act: 428 v Tgt: 407). Some QIPP savings being delivered.
Progress:
COPD meeting 7 Sept:.
• Data regarding frequent admissions to be shared monthly between WSFT and SCH to aid development of case management approach
• Review of 81 COPD readmissions found many to be palliative. Agreed to scope how system can provide better palliative care for COPD patients.
Flu:
• clinics in GP practices starting in October. Comms teams across CCGs, Public Health and SCH working to promote flu clinics and winter
messages.
• Suffolk Family Carers supporting GP flu clinics to encourage carers to have vaccine and to support winter messages.
Frailty:
CQUIN still not agreed with WSFT. However, pathway implementation has commenced and draft frailty process agreed with leadership from Interface
Geriatrician
WSFT now agreed to share monthly data on frequent flyers to community provider.
Limited progress with shared care plan implementation: community matrons now initiating this process and first MDT meeting for this takes place
17.9.15 with CCG redesign team attending.
Second falls and fragility fractures workshop held on 9th September to map process for fallers conveyed to hospital and to clarify processes for
GPs/practices nurses when patients present with fall/s – identified significant non compliance from providers against falls pathway.
Next steps:
• Secure agreement with WSFT for redesign team to in-reach and drill down into the more frequent flyer activity
• Risks & mitigation:
• Leadership from the Interface Geriatricians: Collaborative working with WSFT in place to drive changes but annual leave in July and August has
hampered progress
• COPD discharge bundles to be improved to release COPD capacity in community: Staff engagement during transition now stalling any progress.
No change likely to take place until mobilisation of new provider post 1 October.

Project: P8a – Integrated Admission Avoidance
To reduce emergency admissions by 8% by extending the Enhanced Early
Intervention Team (EEIT) model of working beyond A&E through integration
and development of community services. In addition, there are further
developments with regard to Falls Prevention and Specialist Admission
Avoidance relating to cancer – Acute Oncology Service (AOS).

Planned NET Planned NET Actual NET
%
RAG
Annual
Saving YTD Saving YTD delivery
Finance Milestones
YTD
Saving
£

106,095

£ 35,365

£

-

0.0%

R

A

Key issues, progress, risks and mitigations etc.:
Activity: Emergency admissions 19.0% over plan (Act: 649 v Tgt: 546). Activity above plan in all areas – over 75’s, dementia,
UTIs etc. No QIPP savings being delivered.
Progress:
• Write access for team to Systmone secured but delays in providing training to staff. Resource from CCG IT team secured to support this
• Review of planned care activity by APS presenting significant issues for SCH. Action plan requested
• Launch of new model delayed due to key issues above
• Communications plan approved
• Next steps:
• Service launch once issues resolved
Risks & mitigation:
• KPIs have not been agreed by WSFT: model being moved forward towards mobilisation but KPI issue may hamper progress. Issue
escalated to SRG in September with real risk of funding being pulled
• Community staff engagement: transition period impacting on morale and pace of delivery. Significant risk to project
• APS deep dive showing significant issues re activity – transition period delaying progress with mitigating actions: Escalated to SRG
sponsors and contracting team to raise at transition board meetings

Project: P8b – LTC enablers
To improve the management of LTCs through the implementation of risk
stratification, case management and care coordination; i.e. . Implementation of
the falls case finding pathway, RAIDR, case finding of the top 100
readmissions into WSFT, shared care planning and Advanced Care Planning,
care coordination and case management, CGA and Interface Geriatrics etc.

RAG
Milestones
A

Key issues, progress, risks and mitigations etc.:
Progress:
• Repeat admissions audit - Review of top 36 patients that have attended over 6 times in 6 months – findings shared with SRG and plans in
place
• Repeat attenders audit – Review of top 25 patients that have attended over 6 times in 6 months – findings shared with SRG and plans in
place
• Dashboard for Repeat Admissions and Repeat Attenders in development
• Plan developed and agreed for mental health repeat attendances
• Dashboard of shared care plans (from targeted areas) in development.
• Since April 15, 313 contacts with family carers have been undertaken (including support provided to 50 carers of people with Dementia)
Next steps:
• Develop sustainable process for the top 3 repeat admissions profile
• Agree system wide interventions required with NSFT (OD/Self Harm Repeat Admissions / Attenders)
• Further review of next 25 repeat admissions and link to the early adopter site
• Finalise Repeat Admissions/Attenders Dashboard
• Shared Care Planning – Implement template to be used for patients identified through targeted approach
• Finalise Shared Care Planning Dashboard
• Develop outcomes for Interface Geriatrician specification
Risks & mitigation:
• Primary care risk stratification - inconsistent approach adopted across practices / poor utilisation of RAIDR: case finding approach
on repeat attenders and readmissions

Project: P9 - Paediatric Admissions
To build on initiatives already established in 2014/15 to further develop the
paediatric urgent care pathway of care in West Suffolk for children and young
people <19 and reduce the number of unplanned admissions to the acute
hospital for common childhood illnesses.

Planned NET Planned NET Actual NET
%
RAG
Annual
Saving YTD Saving YTD delivery
Finance Milestones
YTD
Saving
£120,829

£40,276

£ 79,875 198.3%

G

A

Key issues, progress, risks and mitigations etc:
Activity: Emergency admissions 6.0% below plan (Act: 870 v Tgt: 927). QIPP savings being delivered in excess of planned
levels.
Progress Update:
• Following on from Epilepsy presentation at July workstream, CCG and WSFT to jointly develop and support evaluation.
• Allergy Study Day confirmed for 15/10/15 – planning meeting held 17/7/15 to review programme and approach to maximise uptake. .
Updated programme now distributed to health and social care. Currently 54 delegates signed up to attend.
Main Actions & Outputs for Next Month:
• Baby with a Large Head GP Bulletin to be distributed to primary care 31/8/15 – this will currently be the last in the series due to
resignation of Associate GP for CYPM.
• Asthma Specialist Nurse to attend September meeting to present their findings and an evaluation of the service to date.
• Planning for evaluation of Asthma and Epilepsy community nurse posts
Key Issues: None

Project: P10 – Diabetes
To develop an adult community diabetes service. To implement an integrated
diabetic foot pathway. To develop system forum to monitor and evolve
diabetes services across health and social care.

Planned NET Planned NET Actual NET
%
RAG
Annual
Saving YTD Saving YTD delivery
Finance Milestones
YTD
Saving
£ 207,569

£69,175

-

0.0%

R

G

Key issues, progress, risks and mitigations etc.:
Activity: Some QIPP savings being delivered through Outpatients and Follow-up activity which is in line with plan, but offset
by 13.0% over-performance in Emergency admissions (Act: 735 v Tgt: 650); hence no overall QIPP being delivered.
Community Service
• Three of the nine outstanding practices have signed up for the community service. Productive dialogues are ongoing with four others.
• One remaining practice has sub-optimal performance against treatment targets and will be approached by the lead GP/consultant.
• The QoF data feed from CQRS was escalated but still not forthcoming; the community service and redesign are reviewing local data
Diabetic Foot Pathway
• Pathway was implemented at the end of July 2015 and is being promoted – any activity changes will only be seen from M5 onwards
• Activity under JC15Z flagged at the WSFT SLA meeting - action on WSFT to respond on agreement of the 2nd podiatrist and coding
Type 2 Diabetes Treatment Pathway
• Progress on review and agreement of the diabetes treatment pathway has slowed due to annual leave in August
• Final agreement including implementation on Map of Medicine is planned for September/October
GP education events (Autumn 2015)
• Diabetes education events for GPs are planned for the Autumn – nominally to take place during November
Patient education
• Review report submitted to planned care to direct the way forward for procurement of diabetes patient education from 2016
Prevention
• In collaboration with IESCCG, the CCG have decided not to bid for the first wave of the national programme due to the anticipated
impact on primary care and CCG resources and uncertainty about the operational aspects of the programme
• The two CCGs are joining up to bid for interim funding offered by the EoESCN for £50k to fund smaller scale intervention locally
Prescribing
• The CCG has the highest EoE net ingredient cost per patient (£355) positioning us 196/211 CCGs nationally. The different
approaches undertaken by other CCGs is being explored and any learnings reported back to planned care/prescribing workstream

Project: P11 – A&E
To reduce the A&E attendance activity at WSFT by 5%. This plan runs in
partnership with the Integrated Admission Avoidance project (P8a).

Planned NET Planned NET Actual NET
%
RAG
Annual
Saving YTD Saving YTD delivery
Finance Milestones
YTD
Saving
£

49,082

£ 16,860

£ 20,666 122.9%

G

Key issues, progress, risks and mitigations etc.:
Activity: Minor attendances 0.6% below plan (Act: 4,382 v Tgt: 4,408). QIPP being delivered in excess of planned level.
Progress:
• Targeted communications plan being developed by CCG Communications Team
• Discussions concerning Directory of Services (DOS), system access and updating taking place
• As part of the NHS England ‘8 high impact interventions’ baselining assessment, a review of GP practice access has been
completed.
• Targeted approach to repeat attenders in place
Next steps:
• Targeted Communication Plan to be signed off at September SRG
• Targeted support to practices with high attendance activity
• Continued focus on top repeat attenders
• DOS presentation to system at September Integrated Care Delivery Group
Risks & mitigation:
• Managing public expectations: Communications Plan to target high demand public cohorts
• WSFT do not support use of ‘111’ hub: strong rational plan to be developed and early escalation to SRG

G

Project: P12 – Low Priority Procedures
To ensure the CCG commissions clinically effective services meeting the
latest evidence of a positive health impact for the population. To embed the
use of the policies linking the Clinical Threshold Service with providers.
Ensure that, working with providers, procedures are only undertaken when the
criteria is met or individual funding where there are special circumstances.

Key issues, progress, risks and mitigations etc.:

Planned NET Planned NET Actual NET
%
RAG
Annual
Saving YTD Saving YTD delivery
Finance Milestones
YTD
Saving
£

400,000 £ 133,000

£ 80,000

60.2%

R

G

* Note: Savings based on M4 data only.

Quarter 1 audit now complete; it is now considered that project will not deliver full level of QIPP savings at year end
Clinical Threshold Service (CTS):
• Maternity cover in place
• WSFT and WSCCG agreed General Surgery
• External processes set up as far as possible and need for internal process documents raised at SLA.
• Retrospective audit at WSFT undertaken in August. This has taken 7 days of clinical quality team time, 3 days of GP time, 2.5 days
of Public Health time plus at least a day of finance team time and administration.
Next Steps:
• Finalise the pilot CTS pre-procedure process when WSFT send through details of internal process by mid-September 2015
• Finalise the evidence requirement within each policy and seek approval for evidence by end of September 2015
• Scope opportunity to extend pre-procedure to all main providers and now waiting until the service has greater capacity.
• Develop a refreshed spreadsheet for CTS service that is in final sign off and expected to be in use by mid-September 2015.
Key Issues:
• Capacity issues with the lead contact within WSFT is delaying progress on the pre-procedure pilot which was due to start on 20
August 2015. This has been escalated to Chief Operating Officer level and through the SLA process

Project: P13 - Prescribing
Planned NET Planned NET Actual NET
%
RAG
Annual
Saving YTD Saving YTD delivery
£’000
£’000
YTD
Saving
Finance Milestones
£’000

Key issues, progress in month, risks and mitigations etc.:

£

750,000 £ 250,000

£ -

0%

R

R

Budgetary data is now available for June 2015 and this shows an overspend of £378,559 (4.2%). This indicates a potential
slippage on delivery of the QIPP milestone savings at June 2015 of £566,059
Campaigns, schemes, guidelines and supporting documents:
•

Completed
o Prescribing scheme (with 24/24 practices signed up)
o Polypharmacy LES (with 16/24 practices signed up)
o Prescribing reports circulated to all practices
•
Under development:
o Self-care campaign
o Ocular lubricant guidelines
o Therapeutic switching by community pharmacists
o Embedding a range of supporting documents into the prescribing reports, to facilitate implementation of the prescribing
recommendations
o Educational event for GPs to support effective polypharmacy medication reviews
o ‘Food First’ leaflet
o COPD guidelines, including an inhaler device cost comparator
o Hypnotic guidelines
Practice work
• Medicines management technicians and primary care dietician are currently providing hands-on support to the following practices,
implementing a range of cost effective prescribing changes: Botesdale, Forest, Swan, Haverhill Family Practice, Brandon Medical
Centre, Market Cross, Mount Farm, Hardwicke House, Clements and Christmas Maltings, Woolpit, Siam.

Project: P13 - Prescribing

Key issues, progress in month, risks and mitigations etc.:
ScriptSwitch
• 19/24 practices have ScriptSwitch installed. Further additions have been made to the profile.
Clinical (sessional) pharmacists
• Clinical pharmacists are currently working in the following practices: Brandon, Clements and Christmas Maltings, Siam, Hardwicke
House, Market Cross, Mount Farm, Oakfield, Orchard House, Woolpit and The Rookery.
• Weekly reports are submitted by each clinical pharmacist showing interventions that have been made.
• The following practices have expressed an interest in working collaboratively with clinical pharmacists in 2015-16 but have yet to
receive support (clinical pharmacist on compassionate leave): Haverhill Family Practice, Long Melford and White House/ Reynard.
Key issues:
•
•
•

Practice prescribing reports have been sent out but not all practices are accessing them.
Budgetary data is now available for June 2015 and this shows an overspend of £378,559 (4.2%). This indicates a potential
slippage on delivery of the QIPP milestone savings at June 2015 of £566,059.
Technician team short staffed due to maternity leave.

Project: P13 - Prescribing

Key issues, progress in month, risks and mitigations etc.:
Risks and mitigations
Risk

Mitigating Action

GPs may not engage with the Prescribing Scheme
and may not implement cost saving initiatives.
Similarly, they may not perform effective
polypharmacy medication reviews.

Encouragement, e.g. via practice and locality meetings.

Drug price increases.

Scrutiny of prescribing data.
Development of further prescribing recommendations and ScriptSwitch
messages to provide strategies for minimising use of high cost drugs, if
possible.

Impact of NICE Technology Appraisals.

Not possible - Implementation is mandatory.

Increase in demands on prescribing due to an aging
population and an increase in number of patients
suffering with long term conditions.

Prescribing guidelines and support from the Medicines Management Team.

Project: P15 – GP Practice Referral Support
To develop a range of tools and support for GP practices.
• Using WSCCG developed pathways.
• Seeking advice and guidance
• Using secondary care services.

RAG
Milestones

Key issues, progress, risks and mitigations etc.:
Map of Medicine:
• 83 Maps live - 5 new maps were loaded in August and an additional 11 were revised
• 116 referral forms currently live on Map, with 12 added in August
• Quarterly meeting with Map of Medicine to update on outstanding actions and review future Map developments.
Advice and Guidance:
• Communication to GP’s via practice support on the decommissioning of CMS and how GP’s can access consultant advice and
guidance via Choose & Book sent in February 2015. This needs to be sent again refreshed for e-Referral.
• WSFT have not yet switched off CMS and this has been raised at the SLA.
• Once we have a date from WSFT on the switch off, the guidance refreshed for e-referral will be sent to all GP Practices
Next Steps:
• Work towards publishing 5 diabetes maps – aiming for October release
• Review number of practices who successfully installed the latest sidebar update (Mid-September).
• Advice and guidance communications to be finalised and circulated.

A

Projects: P16, P17, P19
Managing
variation in
elective care
(P16)

RAG
Milestones
G

To review certain procedures and
pathways to ensure the optimum
patient outcomes and for the health
system.

Key issues, progress, risks
and mitigations etc.:
Project links to activity negotiated into
15/16 acute contract, incorporating
Neil Wilson Associates work.

Population
Health
(P17)

RAG
Milestones
G

To ensure better outcomes and
improve the patient experience for
people having a procedure. Reduce
mortality and morbidity arising from
procedures.

Key issues, progress, risks
and mitigations etc.:
Clinical Executive have agreed to
work with providers and people to
develop an ethos/policy.
Jo John and Claire Jay have linked to
begin work on the engagement plan.
Scoping of current obesity and
smoking services .
Public Health currently refreshing
smoking cessation policy.

Advance Care
Planning &
EPaCCS
(P19)
To increase the number of people who
die in their preferred place/usual place
of residence; ensuring all patients at
EoL have the best possible care and
best possible death. Implement and
embed Advance Care Planning,
Electronic Palliative Care Co-ordination
System (EPaCCS), and EoL Care
Education.

Key issues, progress, risks
and mitigations etc.:
Enabler for LTC and Care Homes –
programme of work absorbed into
projects 6 and 7

Project: P18 – Connect Sudbury
Connect Sudbury aims to take a new approach to the delivery of local services
and has been informed from the outcomes of the Suffolk Health and Care
review that sets out an integrated health and care model. It will help us to
understand how we build a more cohesive health and care system and embed
cross-organisational working for wider roll-out across West Suffolk.

RAG
Milestones
G

Key issues, progress, risks and mitigations etc.:
Progress
There are many synergies between the Connect East Ipswich and Connect Sudbury early adopter sites, and workstream leads are working across the two sites
wherever possible. This allows for the maximum learning and opportunities to test different aspects of the model in ways that work specifically for each locality.
Overarching progress on the Connect Sudbury work streams includes:
• Coverage on Connect Sudbury on Radio Suffolk, EADT and Suffolk Free Press. Radio Suffolk put together a package which was released on 22 August 2015.
• Website has been developed further to showcase the Connect projects across Suffolk, including Sudbury. This can be viewed at www.connectsuffolk.co.uk
• The co-location of the ACS team into the Sudbury Health Centre was completed on 3 September and work is now on-going to review the cross agency processes
between health and social care.
• Recruitment of two Local Area Coordinators has commenced for Connect Sudbury. This is a high profile pilot for Suffolk County Council and it is positive that
Sudbury has been identified as a key pilot site. It is hoped that the coordinators will be in place to support the community in November 2015.
Next steps
• Councillors and MP James Cartlidge will be visiting Sudbury Community Health Centre to see the centre, particularly what colocation will support this project.
Date to be confirmed, but likely to be 12 November 2015.
• A meeting has been set for mid-October to meet with the Connect Sudbury practice managers to update them on progress and discuss how MDT guidelines can
be developed for the integrated neighbourhood team.
• The CCG has established positive links with the Local Pharmacy Committee to look at how Community Pharmacies can be developed and involved in the
programme. A locality meeting is planned for 22 September with Pharmacy managers and Pharmacists to engage on how they can become involved.
• An initial shared learning project evaluation meeting is taking place on 17 September 2015 to review how the implementation of the Connect work should be
evaluated and subsequently resourced. This will include using the outcomes of the recent data hothouse and further reviewing the data metrics available.
• The ‘Think Big!’ launch takes place on 15 September 2015 and it is hoped that this work will assist in the integration of the statutory and VCS organisations in the
Sudbury locality.
Risks & mitigation
• Baseline assessment, data collection and evaluation: Resource identified to support the pilots in gathering intelligence and data. Likely to be a short term solution
until longer term Public Health and Transformation Challenge Award resources are identified.
• Dementia Friendly Community Chair has resigned. SCC currently developing contingency plan to support group in short term until new Chair identified
• Funding – No sector funding available for Connect projects and reliance on TCA funds, but process to access unclear. This is currently being reviewed to ensure
that priority pilots are able to be proposed for consideration.

Project: P20 - CYPM Joint Working
with SCC & I&ESCCG
To work with primary and secondary care in partnership in order to modernise services and respond to and implement
new statutory requirements for children and families.

RAG
Milestones
A

Key issues, progress, risks and mitigations etc:
Progress Update:
• East of England Specialised Commissioning Children’s Mental Health spreadsheet submitted 21/8/15
• Children’s Emotional Wellbeing Group (CEWG) met on 26/8/15 to review draft Transformation Plan and supporting planning documents
– progressing work on spreadsheets for submission re service staffing models, finances, JSNA information.
• Co-working with SCC leads. Health and SCC CYP leads met 14/8/15 to agree priorities for transformation plan; Single Point of
Access, Crisis Care, Eating Disorders, CYP IAPT, Perinatal Mental Health – underpinned by engagement and co-production.
• Eating Disorder meeting held 20/8/15 with providers to work through guidance and discuss model. NSFT to map staffing and gaps.
Plan for county-wide service, potentially with East and West hubs. Next steps to plan workshop with NSFT to model new service and
specification.
• Children’s Trust meeting held 19/8/15
• CEWG transformation plan submission sent 18/9/15.

Project: P21 - Dementia
Evidence based research underpinning the National Dementia Strategy & service user & family carer feedback is for an
integrated service that supports the individual & their Family Carer from diagnosis & through the pathway of the illness.
The proposal is that health & social care commissioners work together to deliver the following functions: Prevention;
Early Intervention & identification; Assessment & diagnosis; Information & advice; Shared care planning; Key working;
Review Support; Optimising the care environment; Specialist input & crisis intervention; End of life care.

RAG
Milestones
A

Key issues, progress, risks and mitigations etc:
Progress Update:
• Area Team has now confirmed practice details of those who have taken up 2015/16 Enhanced Service – 4 practices not yet signed
up.
• Vision and Action Plan completed for Task and Finish Group and circulated (next meeting 29/9/15) – members asked to selfnominate leads for work areas and report progress back to the group.
• Meeting held with NSFT Memory Assessment Team (20/8/15) to discuss appetite for commencing Advance Care Plans. Next steps
to clarify system pathway and communications.
• Dementia Friendly Practice letter to be distributed along with King’s Fund guidance via Practice Support.
• EoE Dementia leads have provided sample letters for care homes regarding benefits of Dementia diagnosis – circulated for
consideration and discussion
Main Actions & Outputs for Next Month:
• Further promotion of Dementia Friendly Practices – WSFT Dementia lead has offered support to raise awareness with primary care
about how this has worked effectively within the Trust, including workforce education
• Dementia Task and Finish Group action planning and update meeting
• Launch of blue folders
Key Issues:
• Delivery of 67% diagnosis rate target will be affected by primary care prioritisation – as noted above, not all practices have signed up
to the national ES

Project: P22 - Mental Health & Learning
Disabilities (Joint Working - SCC & IESCCG)
To work with SCC and IESCCG to identify and agree common commissioning priorities as partners in the Mental Health and
Learning Disabilities Joint Commissioning Group, develop the Suffolk Mental Health Strategy by March 2015 and the Suffolk
Learning Disability Strategy by July 2015. To manage and deliver joint commissioning arrangements with SCC through the
Suffolk Mental Health Pooled fund and reach agreement on future plans to commission rehabilitation services that effectively
move patients on from inpatient services and repatriate back to the local area whilst achieving cost effectiveness and efficiency.
Develop comprehensive autism pathway.

RAG
Milestones
A

Key issues, progress, risks and mitigations etc:
Progress Update:
• Police Triage – Suffolk Constabulary has secured £55k to deliver full outreach service, however GY&WCCG not signed up. Difficulties
to disaggregate GY&W calls to police call centre, therefore proposal to group that this contributes to call centre post allowing outreach
police car to continue for this year. At end of year if recurrent funding not secured, outreach car hours to be reduced and remaining
funding to revert to call centre post (which is substantive). Planning meeting scheduled for first week in September.
• Wellbeing Service Procurement –CCG Executive approved progress to next stage.
• I&ESCCG leading on LD modernisation – working through transition from bed-based to community focused service. Reporting
working through non-alignment of timescales and further development of children’s service offer.
Main Actions & Outputs for Next Month:
• Primary Mental Health Wellbeing Service procurement – final offer stage planned w/c 4/1/16
• Police Triage meeting to be scheduled to finalise model and service specification
Key Issues:
• Autism redesign remains an issue as timetable and lead for this work not yet identified by CCGs/SCC. This work is dependent on
organisational capacity.

Project P22b - Learning Disabilities
Annual Health Checks
To improve the % uptake of Health Checks in Primary Care for people with Learning Disabilities

RAG
Milestones
A

Progress Update:
• Met with Clinical System Manager to discuss data sharing and GP support Pack
• Leaflets for communications events branded up for approval
• Clinical Quality team agreed to progress data transfer of ACS LD lists to GP practices
• Practice Support Team in the process of organising LD awareness training for both clinical and non-clinical staff – to be delivered by
UCS (dates being finalised)
Main Actions & Outputs for Next Month:
• Circulation of resource pack and letter to practices
• Engagement with stakeholders – LD nurse at WSFT
• Identify practices signed up to LD Health Check
• Plan for stakeholder consultation (October Mental Health Conversation)
• Progress data sharing between Social Care and Primary Care
• Arrange visits to selected practices for Clinical Lead
• Finalise upload to Map of Medicine
Key Issues:
• Currently do not have information from area team about which practices have signed up to national enhanced service in order to target
visits from Clinical Lead

Project: P23 – Shared Decision Making
To introduce the principles of Shared Decision Making across the whole
health system in west Suffolk. Working to demonstrate the benefits of SDM to
patients and staff; motivate and empower patients and staff to work closely
with each other; help patients and staff to build SDM into consultations;
explore how SDM can fit into and enrich the patient experience

RAG
Milestones
G

Key issues, progress, risks and mitigations etc.:
Progress
• Steering group meeting held end of May – new Community Pain Service pathway discussed and development of associated patient
Information to support now in development. Aim for draft at next meeting in August.
• Female incontinence Booklet - final approval from Group and now out to print.
• ENT Sensory Hearing Loss patient information – agreed required more work to incorporate a more SDM focus. New telephone clinic will
be delayed as a result.
• Update provided at the Steering Group on the dementia/EoL workshop. Agreement to start to develop the ‘blue folder’ initiative and agree
next steps – including funding to launch. Funding approval to be sought.
• Agreement by WSFT to develop a generic SDM leaflet to be included in all NP clinic letters.
• Application for funding (£100k) submitted to support the Dementia and Eol initiative at the beginning of June.
Next steps
• Progress update on the Sensory Hearing Loss patient information leaflet – review of next draft
• Promotion of the SCN initiative and sharing of information at the Patient Revolution Events
• Update on progress for the WSFT generic SDM leaflet
• Application for funding update
• Discussion re: Care Home residents choice around preferred place of care
• Further development on the Blue Folder initiative – agreeing contents and preparing to launch in the autumn
• Inclusion of Parkinson’s Disease CNS in SDM and the blue folder initiative to further develop and formalise current practice.
• Discussion with Planned Care Transformation Lead around patient choice and Andrology/PVSA
Risks & mitigation
• Additional financial support sought from The Health Foundation; Inspiring Improvement. Mitigated by seeking alternative funding
arrangements.

Part 4
Contractual Performance, by provider, reported
by exception only
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West Suffolk Hospital – Summary of contractual levers (contd.)
Performance Issue
Ambulance arrival to
handover:

Contract Notice Stage

Key Actions within RAP

Contract Query
(CQ 201213-06)

Current Status
Overall performance and the number of breaches
remains consistent. Number of 30 minute breaches
(July) was 108. Number of 60 minute breaches (July)
was 1.

Target is 90% of patients
within 15 minutes or 100%
within 30 minutes and 60
minutes

Data validation queries being concluded with
Provider - It has been confirmed that Geofield
technology does not activate until the ambulance is
on the hospital site and this will be clarified within
the Tripartite Agreement before this can be signed
off. Efforts are on-going by the CCG to ensure
finalisation of this.

Latest Performance

EBS7a - 30 Minute Handover
SLA Standard
Actual Performance

Jan-15

Feb-15

Mar-15

Apr-15

May-15

Jun-15

Jul-15

Aug-15

Sep-15

Oct-15

Nov-15

Dec-15

Jan-16

Feb-16

Mar-16

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

86.27%

89.82%

90.77%

92.43%

93.60%

93.30%

90.86%

EBS7b - 60 Minute Handover
SLA Standard
Actual Performance
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Jan-15

Feb-15

Mar-15

Apr-15

May-15

Jun-15

Jul-15

Aug-15

Sep-15

Oct-15

Nov-15

Dec-15

Jan-16

Feb-16

Mar-16

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

97.54%

98.17%

99.13%

99.64%

99.49%

99.82%

99.92%

West Suffolk Hospital
hospital –– Summary of
of contractual
contractual levers (contd.)
(contd.)
Performance Issue

Contract Notice
Stage

Acute oncology service: 1 hour
door to needle for all patients
presenting with suspected
neutropenic sepsis.

Contract Query
(CQ1314-04)

Contract target 100%

Key Actions within RAP

Current Status

An agreed RAP with a trajectory to
reach 100% compliance by March
2014 for G1 (cancer ward)/MDU and
A&E. Other key actions:

A Contract Query was issued in November 2013
with compliance set to be met by March 2014.

Submission of concise RCA review
with thematic analysis to address all
out standing RCAs.

Performance has not be sustained at required
levels and accordingly an Exception Notice was
issued on 20 August 15 requiring compliance by
September 2015.

Requirement to submit all future
individual RCAs on the 10th
Operational Day of each month after
occurrence of any such incidents.
Range of support actions to support
delivery particularly in A&E. Including
training, triage processes, and
monitoring implementation of
Patient Group Directive (PGD).

Latest Performance

WC1.1 - 1 hour door to needle for all patients presenting with suspected neutropenic sepsis.
SLA Standard
Actual Performance
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Jan-15

Feb-15

Mar-15

Apr-15

May-15

Jun-15

Jul-15

Aug-15

Sep-15

Oct-15

Nov-15

Dec-15

Jan-16

Feb-16

Mar-16

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

50.00%

40.00%

50.00%

75.00%

82.61%

74.07%

West Suffolk Hospital – Summary of contractual levers (contd.)
Performance Issue

Contract Notice Stage

Percentage of A&E
attendances where the
Service User was admitted,
transferred or discharged
within 4 hours of their
arrival at an A&E
Contract Target 95%

Contract Query
(CQ 201415-03)

Key Actions within RAP
Trajectory requires compliance
to Threshold from April.

Current Status
Target has been met for the last four consecutive
months. Contract Query remains open and will be
reviewed when August position available.

Latest Performance

Percentage of A&E waits where the service user was admitted, transferred or discharged within 4 hrs of their arrival at an A&E dept.
SLA Standard
RAP Trajectory
Actual Performance
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Jan-15

Feb-15

Mar-15

Apr-15

May-15

Jun-15

Jul-15

Aug-15

Sep-15

Oct-15

Nov-15

Dec-15

Jan-16

Feb-16

Mar-16

95%
90%
86.27%

95%
90%
89.29%

95%
90%
95.12%

95%
93%
93.09%

95%
95%
95.94%

95%
95%
96.14%

95%

95%

95%

95%

95%

95%

95%

95%

95%

95.66%

West Suffolk Hospital – Summary of contractual levers (contd.)
Performance Issue

Contract Notice Stage

Proportion of Patients
admitted to an acute stroke
unit within 4 hours of
hospital arrival
Contract Target 90%

Contract Query
(CQ 201516-01)

Key Actions within RAP

Current Status

- Further education of
Emergency Department staff
to ensure prompt referral to
Emergency Stroke Outreach
Team.
- Agree SOP for actions to be
taken when stroke unit has an
infection outbreak.
- Immediate learning of
breaches notified on daily
internal SITREP report.

Contract Query issued and RAP agreed with actions
and trajectory to reach standard by September 2015.

Latest Performance

W4C1.2 - Proportion of Patients admitted to an acute stroke unit within 4 hours hospital arrival
SLA Standard

Jan-15

Feb-15

Mar-15

Apr-15

May-15

Jun-15

Jul-15

Aug-15

Sep-15

Oct-15

Nov-15

Dec-15

Jan-16

Feb-16

Mar-16

90%

90%

90%

90%

90%

90%

90%

90%

90%

90%

90%

90%

90%

90%

90%

90%

90.0%

90.0%

90%

90%

90%

90%

RAP Trajectory
Actual Performance
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75.93%

79.41%

90.32%

70.27%

83.87%

83.87%

83.72%

West Suffolk Hospital – Summary of contractual levers (contd.)
Performance Issue
1). RTT waiting times for
non-urgent consultant-led
treatment;
2). Diagnostic test waiting
times;

Action Plan/ Contract
Notice Stage
Internal action plans
submitted by Trust.

Key Actions within action
plan/ RAP
1. 18 weeks: Recovery
actions include:
i) General Surgery
• Additional outpatient
sessions
• Reduce wait for 1st
outpatient to 8 weeks
• Review follow up
pathway for colorectal
• Increase endoscopy
capacity.
ii) Urology – As above, plus:
•
•
•

Weekend operating
lists
Utilise visiting
consultants
Increased Locum cover

2. Diagnostics. Key actions
for endoscopy:
•
•
•

•
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Direct surveillance
Patients to BMI
Use private company
to provide short term
weekend sessions
Review shared use of
resources with
Urology.

Current Status
1a). % of admitted Service Users starting treatment
within a maximum of 18 weeks from Referral;
Threshold: Operating standard 90%
Actual: April: 84.09%; May: 89.9%; June: 90.0%
1b). % of non-admitted Service Users starting
treatment within a maximum of 18 weeks from
Referral;
Threshold: Operating standard 95%
Actual: Met at aggregate for last 6 months
1c). % of Service Users on incomplete RTT pathways;
Threshold: Operating standard 92%. Note: National
guidance confirms ongoing focus on incomplete
pathways.
Actual: Met at aggregate; breached at speciality level
for Speciality: General Surgery and Cardiothoracic
Surgery: remedy date – July 2015
2). % of Service Users waiting less than 6 weeks from
referral for a diagnostic test
Threshold: Operating standard of < 99%
Actual % of breaches: March 7.05%; April 12.36%;
May: 13.07%; June: 11.6%; July 4.86%
Speciality: Colonoscopy, Flexi Sigmoidoscopy, Nonobstetric Ultrasound, Echocardiography
remedy date – July 2015

West Suffolk Hospital – CQUIN Delivery

2014/15 CQUIN Quarter 1 – 4 – Final Position
CQUIN
Friends and Family 1a

Quarter 1
Quarter 2
Quarter 3
Quarter 4
Milestone
Milestone
Milestone
Milestone
Achievement
Achievement
Achievement
Achievement
Weighting
Weighting
Weighting
Weighting
1.50%
0.75%

Friends and Family 1b
Friends and Family 1c

0.375%

0.375%
2.00%

Friends and Family 1d
Safety Thermometer 2a Pressure Ulcers
Safety Thermometer 2a Falls

1.56%

1.56%

0.94%

0.94%

2.50%

0.47%

0.47%

0.71%

Dementia - 3a

0.75%

0.75%

0.75%

0.75%

Dementia - 3b

0.25%

0.75%

Psychiatric Liaison - 4a

1.50%

1.32%

2.25%

1.25%

IW Shared Access - 5a

3.00%

2.80%

2.70%

2.50%

IW Workforce - 5b

0.50%

0.50%

0.50%

0.50%

IW Info to Pts - 5c

0.25%

0.25%

0.25%

0.25%

7 Day Working - 6a

7.25%

7.25%

7.25%

1.00%

Ambulatory Care - 7a

1.50%

3.00%

0.75%

1.50%

Clinical Forums - 8a

1.30%

2.10%

2.10%

3.70%

Shared Care Drugs - 9a

0.50%

0.50%

0.00%

0.00%

Total:

22.74%

22.00%

17.96%

16.48%

Total Overall:

118

0.25%
0.75%

Dementia - 3c

79.17%

Care UK ‘111’ – KPI Dashboard
Headlines:
Performance for KPI’s relating to warm transfers and call backs in 10 minutes remain below the compliant threshold. An Exception Notice relating to the
underperformance against these KPI’s is still outstanding. Performance has seen a small improvement in August on clinical transfers although this is still
below KPI target. The improvement trajectory supplied by Care UK has yet to be agreed fully with the CCG and remains a priority to improve the metrics
within these two KPI’s.
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Care UK Suffolk 111 Service – Calls answered in 60 second performance (mapped against region and country)

Headlines:
Calls answered in 60 seconds for the Suffolk 111 service mapped against weekly national and regional performance.
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Care UK Suffolk 111 Service – Warm Transfer Performance (mapped against region and country)

Headlines:
Calls requiring a warm transfer within the Suffolk 111 service mapped against national and regional performance
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Care UK Out of Hours – KPI Dashboard

Headlines:
All KPI’s for the month of July are compliant. Contract notices outstanding for Speak to GP calls in 60 minutes and 2 hours alongside KPI’s for face to face
consultations will be closed. Care UK continue the process of adapting the rota following a demand profile review earlier in the year.
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Community Services (Serco) – Service Quality & Performance

Headlines:
Overall, Serco continues to perform well against contract KPIs and Quality Requirements. The CCGs are reviewing the waiting lists and recovery plan for
Paediatric Speech and Language Service therapy. Children are provided an initial assessment within 18 weeks but a high number of children are then not
receiving on-going active therapy in a timely manner.
Contract Queries;
The Community Equipment Service Contract Query has now been closed as Serco met the Remedial Action Plan milestones in full in August.
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.

Performance Overview
NSFT migrated to Lorenzo and it was agreed that no performance data would be submitted for July with Information
provided in July and backdated to April. NSFT advised that there had been issues as follows:
•
•
•

Smart Card issues out of NSFT control led to 1 week delay
‘Snagging’ list longer than anticipated
Resultant data quality poor

As a result NSFT have requested an extension to the reporting timetables:
Priority reports submitted in September with April to August data reported
Secondary & tertiary reports submitted in October – this would include DIST, PMHW, Eating Disorders
The CCG workstreams considered the request and agreed that all information against contract quality and
information requirements should be submitted in September and an Information Notice was issued to the Trust on 10
August 2015.
CCGs have had no formal response to the Information Notice from the Trust. The issue was discussed and it was
agreed that the Trust would respond in writing advising whether the required information would be submitted in
September as requested.
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Contract Queries
1. Staff Training

A First Exception Notice was issued on 30 May 2014 as the Trust had failed to meet the agreed trajectories set out in the
Remedial Action Plan (RAP) of 21 February 2014. CCGs were concerned that safeguarding level 3 information submitted
within the 2014/15 performance reports had not changed and asked NSFT to investigate this potential anomaly. Having
reviewed the information NSFT advised that the cohort of staff who needed to undertake level 3 safeguarding training had
increased due to changes to the safeguarding training requirements and therefore a revised RAP was agreed as set out
below.
The lack of regular written update information was discussed at the Integrated Contract meeting on 10 July and it was
agreed that NSFT would provide information from the LARA system to the monthly quality meeting. did not provide an
update position for July to the Quality meeting on 28 August 2015 advising that Suffolk Council had cancelled training at
the last minute. The issue was considered further internally with the CCGs concerned that:
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•

Whilst it had been agreed that the information would be contained within the monthly performance reports and that
there would be a delay in CCGs being provided with these reports, there was no reason why the information could
not be provided as the information was extracted from the LARA system

•

There had been previous issues with the Suffolk County provision and it was felt there NSFT needed to consider
other training providers to ensure there was suitable resilience in the system

Mental Health Services (Norfolk & Suffolk Foundation Trust) – Service Quality & Performance

As a result of the CCG concerns the issues were discussed further at the performance meeting. NSFT advised that they
could provide information from LARA but that the information would not be real time data and there this would affect the
agreed RAP trajectory and that they were seeking another training provider for the level 3 safeguarding. It was agreed that
NSFT would provide the information extracted from LARA as at the last working day of the month with any provisos that
they wished the CCGs to consider. CCGs would review this information against the agreed RAP trajectory to assess
whether there was an impact on the thresholds and have further discussions with the Trust if necessary. If the information
was not submitted as agreed the CCGs would need to consider escalating this matter contractually and withholding
monies.
NSFT have not shared update information with the CCGs and therefore CCGs will need to consider whether further
contract escalation is required
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2. Information Notice
NSFT have submitted the first reports agreed as part of the 15/16 contract. The reports provided have been reviewed by
CCGs and initial feedback has been given the Trust. A meeting between CCGs and NSFT to discuss this has been
scheduled for 11 September 2015.
3. CQC action plan
High level assurance continues to be provided through the monthly stakeholder assurance meetings. More granular
assurance is being sought through review of the Trust and Suffolk locality QIPs with the CCG’s Clinical Contracting
Manager meeting with the NSFTs Matrons regularly.
In addition the CCG have supported NSFT with the of mock CQC inspections that took place over the summer and will
support NSFT during the whole week of inspections planned for November. In addition the CCG have also commenced a
series of short unannounced quality improvement visits, themed against the 5 domains of the CQC and focused on
identified areas of concern.
The CCG also continues to seek the assurance it requires to sign off NSFTs CIPs for this financial year.
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2. Wellbeing Service - IAPT 15% prevalence target
NSFT met the 15% target both CCGs for 2014/15 and as a result the Contract Query Notice was closed on 21 August 2015.
Performance across all contract standards for 2015/16 continues to be very good.
Wellbeing Performance – IAPT Prevalence & Recovery
a. IAPT
The latest IAPT prevalence is outlined below:
End of Q1 Performance against prevalence target
I&ESCCG = -2
WSCCG = +77
Q2 Performance against prevalence target to week ending 2 August 2015
I&ESCCG = -19
WSCCG = +47
Total position to date against prevalence target
I&ESCCG = -21
WSCCG = +124
b. IAPT New Waiting Time Standards from 1 April 2016
NSFT shared information on what the impact would be on performance when the new waiting time standards are introduced from 1
April 2016. The information set out below shows that if performance continues the new standards would be met.
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Indicator
E.H.2_A2: The proportion of people that wait 18 weeks or less from referral to entering a course of IAPT treatment against the number of
people who finish a course of treatment in the reporting period
Numerator: The number of ended referrals that finish a course of treatment in the reporting period who received their first treatment
appointment within 18 weeks of referral.
Denominator:
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The number of ended referrals who finish a course of treatment in the reporting period
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Indicator
E.H.2_A2: The proportion of people that wait 18 weeks or less from referral to entering a course of IAPT treatment against the number of
people who finish a course of treatment in the reporting period
Numerator: The number of ended referrals that finish a course of treatment in the reporting period who received their first treatment
appointment within 18 weeks of referral.
Denominator:
The number of ended referrals who finish a course of treatment in the reporting period
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c. Recovery
The Area Team are now focusing not only on Suffolk CCGs performance for IAPT prevalence but also on recovery; the national
target for recovery is 50%. A recovery action plan has been agreed and the Wellbeing team has already implemented a number of
measures to improve recovery which is already having an impact as follows:
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Ipswich & East Suffolk Performance

C2.3 IAPT - IAPT patients shall have a
recovery rate of 50% as per the 2012/13
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50%

d. System migration from PCMis to Iaptus
NSFT advised there would be limited data available for the September meeting as NSFT are migrating systems from PC
Mis to Iaptus. NSFT would produce a report for September which will show part performance from 1 to 25 August. The
October report would provide the full September activity and refresh the data for August so that all the August activity is
captured within the October report.
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New emerging themes and performance concerns
1. CMAS (I&ESCCG)
NSFT have provided an options paper for the CMAS service which will need to be reviewed by CCGs.

2. MATS (WSCCG)
NSFT submitted a comprehensive action plan updating against KPIs and service concerns highlighted by CCGs. The action plan was
discussed in detail at a meeting on 31 July 2015. Meeting notes will be provided to the Trust outlining the discussions and actions
agreed.
3. PMHWs
A report was submitted to the CCGs which was at the reviewed at the PMHW Reference Group meeting on 14 August 2015. The
feedback from the group was that it was a very helpful report that highlighted the work going on in the service.
A Service Variation has been issued for the revised PMHW metrics.

4. Eating Disorder Service
NSFT submitted a comprehensive action plan updating against KPIs and service concerns highlighted by CCGs. The action plan was
discussed in detail at a meeting on 31 July 2015. Meeting notes will be provided to the Trust outlining the discussions and actions
agreed.
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Reference No.

WSCCG 15-55

From: Julian Herbert, Chief Officer
DEVOLUTION PROPOSAL FOR SUFFOLK

1.

Purpose

1.1

To provide an update to the Governing Body on the submission of the devolution proposal for
Suffolk, and to recommend that the Governing Body agrees the ambition and approach to
devolution.

2.

Background

2.1

Suffolk has a strong track record of working together across the public sector in the County
Councils (county and districts / boroughs), the Constabulary, the PCC and the health sector
(CCGs and Trusts) as well as with local elements of central government (such as DWP).

2.2

Building on this strong platform, public sector organisations in Suffolk have been working
together on a devolution proposal, mindful of the fact that Central Government are seeking
confirmation of the County’s interest in devolution.

2.3

The key drivers that underpin the Suffolk proposal are:







Better planning & use of resources locally to drive growth and create more self-sustaining
public services;
Building community resilience helping to reduce demand for public service support;
Investment in prevention through longer term, locally sensitive action;
Integrated decision making and implementation that is simpler and more transparent;
Enhanced local democracy - decisions taken closer to communities enabling impactful
neighbourhood planning across public sector;
Local innovation.

3.

Key Issues

3.1

The vision and plans for devolution have been guided by the following principles:







What’s right for Suffolk – locally appropriate, not a single imposed solution;
Integration and whole system thinking across public services, not just local government;
Letting go of organisational boundaries while respecting individual identities;
Efficient and effective approaches, simpler and joined up working;
Subsidiarity – devolution of powers and decisions to the most appropriate level and area;
Better accountability and transparency.

3.2

Suffolk Public Sector Leaders Group approved the proposal of “A Devolved Suffolk - Working for
a better future” (Appendix 1) at its meeting on 4th September 2015 and this was subsequently
submitted to Government.

4.

Recommendation

4.1

The Governing Body is recommended to:




Agree Suffolk’s ambition and approach to devolution;
Agree that the proposal (Appendix 1) provides a strong mandate for future negotiation
with Government;
Agree that the proposal is adopted as the basis for future detailed negotiation with
Government throughout the Autumn;

Author:
Andrew Eley
Deputy Chief Operating Officer

Appendix 1
4th September 2015
Dear Colleague
A Devolution Proposal for Suffolk
Public Sector Organisations in Suffolk have been working together on a
devolution proposal and we are aware that Central Government are seeking
confirmation of our interest in devolution. Therefore we are writing to you
setting out our intent to complete a devolution deal with central government
over the coming months.
We are committed to continued and enhanced cross boundary working across
East Anglia, are supportive of proposals from Norfolk and will be developing a
joint approach around growth and productivity with Councils in Norfolk, New
Anglia LEP and Greater Cambridge and Greater Peterborough LEP.
We believe that our approach in Suffolk is different to others. We have a strong
track record of working together across the public sector in the County (Councils
(county and districts / boroughs), the Constabulary, the PCC and the health
sector (be that CCGs or Trusts) as well as with local elements of central
government (such as DWP). Many other devolution proposals lack this combined
county wide commitment.
We have worked hard together to get this proposal submitted. We are
committed to developing our proposals in formal meetings of all 8 Councils as
well as at Governing Bodies of the CCGs and by the Police and Crime
Commissioner and the Police. We remain committed to taking the proposal
attached to these meetings as they are an important part of the democratic
process.
We are aware of your enthusiasm to know about proposals and levels of interest
early – and by 4th September for Comprehensive Spending Review reasons.
Therefore, we are writing to inform you of our interest and to demonstrate the
level of our ambition and the extent of work done to date. We attach an initial
Summary of our proposal.
We look forward to working with you over the Autumn to develop a Devolution
Deal for Suffolk.
Yours faithfully

Jennie Jenkins
Leader of Babergh District Council and Chair of Suffolk Public Sector Leaders
On behalf of the Suffolk Public Sector Leaders Group
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A Devolved Suffolk

Working for a better future
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We need a step change. We want to work more effectively together with Government to achieve a radically re-set
relationship between central and local public services and local people. One that is enabling and responsible; one that
is adaptable and progressive and one that works in driving growth, enabling opportunity and delivering a more efficient
public sector that influences better outcomes.

What’s Best for Suffolk

Devolution

We want the best possible outcomes for Suffolk and have already
started to transform public services into a sustainable, relevant,
more productive and enabling body that is better for Suffolk,
better for the UK and fit for the future.

This is Suffolk. Greater local autonomy and control over resources and
decision making is a natural development of this stewardship. As a
result, we are confident devolution will deliver the following economic
and social dividends – raising revenues and reducing costs:

We are not looking to recreate Westminster or Whitehall. We are not
recentralising at county or district levels. We are starting from our
people, values and assets; from the beauty and resources of our land,
the strengths and capabilities of our businesses, residents, families
and communities.

1. 70,000 homes by 2031
2. Improved educational provision and outcomes, for example: at least
65% A*-C GCSE passes by 2017
3. Working with districts, boroughs, public, private and voluntary and
community partners there will be stronger communities and families,
with greater democratic participation
4. Improved health, with reduced demand for health, care and safety
services – with better supported families and less child poverty
5. Significant reduction in the £430 million spent on DWP and work
related benefits in Suffolk (2013-14) through better paid jobs
6. A more skilled workforce including at least 5,000 new
apprenticeships by 2020 and a further 2,500 in Suffolk by 2025
7. Greater productivity and growth of over £18 billion total GVA
per year by 2025

Our vision and plans for devolution have been guided by the
following principles:
•

What’s right for Suffolk – locally appropriate, not a single imposed
solution

•

Integration and whole system thinking across public services, not
just local government

•

Letting go of organisational boundaries while respecting individual
identities

•

Efficient and effective approaches, simpler and joined up working

•

Subsidiarity – devolution of powers and decisions to the most
appropriate level and area

We are clear that our devolution proposal is far beyond a simple
shopping list of requests from central government. It is the next step in a
maturing relationship between different legitimate levels of government
with an open door for ongoing negotiations of further freedoms and
flexibilities; offering the basis of a template for other two-tier areas.

•

Better accountability and transparency

We commend this proposal to you.
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Our Ambition

33%
Increase in total GVA

of cost of
unemployment
& low pay

70,000

£18

billion

New homes by 2031

Total GVA
per year
by 2025

7,500

New apprenticeships
by 2025

£43 million
10% reduction

per year by 2025

Over
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65%
A*-C at
GCSE
by 2017

Increase the

45%

young people helped
to find work since MyGo
opened Dec 14

Improved health
and care for

31.1%

of people aged 65+
by 2037
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Suffolk today

£489.50
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£250

average weekly wage – 6%
Lower than national average (£520.8)

23%
increase

76.3%

projected
of people aged over
85 by 2020

Employed

738,512

Population

£18.5
billion

of adults with a learning
disability paid employment

447,100

billion

working age population

Total public sector spend

87%
love to live
in Suffolk

6%

Received in Business Rates

Jobs in Gt Yarmouth &
Waveney Enterprise Zone

£2.7

Inward investmant in
offshore energy sector

6.9%

1300

million

Workforce qualifications
below national average
at Level 4 and above

£176,235
July house price index

£430
million

Spent on DWP work
related benefits

145,039
aged 65 and over
in 2011

A Devolved Suffolk: Working for a better future,
a summary
Ambition
1

Suffolk is a strong county, with a proud heritage, enviable
natural resources and established industries. As a net
contributor to the UK economy, a thriving Suffolk is good for
the country as well as good for the people of Suffolk.

2

Our ambition is that the quality of life for residents will be good
and our communities strong. We are working hard to promote
their ambitions and help them secure the outcomes they seek
for themselves and their families in the decades to come.

The people of Suffolk want to see this beautiful county, its culture and
heritage preserved for enjoyment by future generations. They want the
best start to life for their children, raised in stronger families, receiving
better education in a safe environment. They want the right homes in the
right places; to be part of supportive, active communities and working in
more rewarding jobs. They want to know that they can live independently,
healthily and safely for as long as possible and if needed, that they can
quickly access excellent help and support throughout their lives.

3

To do this, we need to change the role and approach
public services take to shaping the future of Suffolk.
We need decisions that determine our future to be taken
in a way that reflects Suffolk’s unique circumstances and
priorities, through integration across Suffolk and through
devolution of power to the most appropriate level within the
Suffolk system – whether county, district, or community.
We need these to reflect and respect the strong local
identities across the county.

4
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Our devolution proposals are shaped by four themes: Place,
People, Productivity and Progress. Strengthening and
investing in the county and its people will raise economic and
public sector productivity, yielding growth and reduced public
service costs. This golden thread also informs a service focus
on economic and social outcomes, not systems, structures
and policies that create silos and undermine effectiveness.
This summary document gives examples of some of the areas
where devolution is proposed.

A devolved Suffolk: Working for a better future

Place
5

Suffolk’s strong economy, heritage, values and quality of life not only means
that people born here often stay but that many people are drawn to live here.
Set to continue, this brings pressure on infrastructure, and the challenge of
accommodating large scale new development in our communities.

6

Devolving further place-shaping powers and freedoms to Suffolk will mean
better planning for and integration of new development. It will bring certainty
to rural areas and help Ipswich develop as a regional “city”. For example:

More autonomy and certainty across local public resources such
as New Homes Bonus receipts and retention of capital receipts that
enables more rational, medium term planning to drive growth and
reduce dependency on central grants;
Devolution of funding and decision making for investment in a
modern transport system with a secure future, based on local
economic priorities that will develop employment and housing sites
across the county;
Further Enterprise Zones focussed on agri-tech, food and drink
and ICT and enhancement of the Growth Hub; and
A joined up Suffolk Strategic Plan which aligns and integrates all
the different strategies, supported by local delivery plans – so
that decision making on developments can be made closer to the
communities they are part of
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People
7

Suffolk’s communities are built on strong foundations of family and community
networks, ties to local places and an entrepreneurial spirit. An approach to
working with local people and communities in a joined up way in one of our
major towns (known as ‘Lowestoft Rising’) has reduced costs of high demand
services by £400,000 and reduced the number of street drinkers crime and
ASB reported incidents. Our Suffolk Family Focus (Troubled Families) Team
successfully met its phase 1 targets early, meaning around 1,150 families
were turned around by May 2015. The DCLG community budget pilot in
Haverhill has released £138,000 savings (through £117,000 short term
investment) - largely in reduced Job Seekers Allowance and reduced costs
to the criminal justice system along with £440,000 additional productivity for
businesses and levers £50,000 volunteer time.

8

However, we recognise that there are still pockets of rural and urban poverty.
We want to address the child poverty in particular that is applying a brake on
life outcomes, recognising the importance of a good home, an education, a
strong family and ensuring a working household, alongside income. We want
to ensure people have the opportunity to maximise their potential.

9

Meanwhile, our health, care and safety services are innovating and improving
outcomes in the face of ever-increasing demand. Great Yarmouth and
Waveney Clinical Commissioning Group is pursuing an integrated care
system with the local authorities across its borders. With its joined up out
of hospital team has improved patient satisfaction and reduced emergency
admissions to hospital by over 10% in its first year bucking the national
trend and winning the HSJ ‘improved partnerships between health and local
government’ award last year. In East and West Suffolk the local hospitals
have successfully co-ordinated 7 day working in hyper acute stroke services
– and now deliver some of the best stroke outcomes in the country.

10 We are proposing that Suffolk takes
responsibility for its own future through:
Devolved multi-year settlements for health, care
and safety that will better align planning to need
and enable independence;
Devolved responsibility for the Apprenticeship
Grant and successor schemes; and
Designing a new local employment service that
helps people to progress into work and reduces
dependency on benefits

A devolved Suffolk: Working for a better future

Productivity
11

12

13

Suffolk’s strengths in its places and people are the foundations for greater
productivity in the local economy, public sector and community.

Economy

Suffolk’s diverse economy, includes some world-leading sectors (for example,
biotechnology, ICT, energy, ports and logistics, food, drink and agriculture and
equine industries) and has a proven ability to grow and attract investment,
supported by the two Local Economic Partnerships (New Anglia and Greater
Cambridge, Greater Peterborough Local Economic Partnerships). For example,
since the opening of the Great Yarmouth and Lowestoft Enterprise Zone in
2012, 30 companies with 1,300 jobs are based there, following almost £29m of
private sector capital investment (exceeding its target of £20m by May 2015). .
But Suffolk needs to continue growing, and to raise skills and wages. We have
already seen success delivered through the Greater Ipswich City Deal for
example, a new approach to employment services which provides a blueprint
for future integrated employment support for young people and adults. The
MyGo service aims to ensure that all young people can access the support they
need to get into work, education or training and progress their careers. Since
becoming fully operational in January 2015, over 1,500 young people have
registered with MyGo, 750 have received support from a dedicated coach and
nearly 45% have secured work. We propose:
The devolution of decision making over European Structural Funds;
Freedom to establish a new local employment service which can deliver
Universal Credit; and
5,000 new apprenticeships by 2020 and a further 2,500 in Suffolk by 2025
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Productivity
14

Public Sector

We will build on our history of collaboration and integration to deliver a more
productive public sector within Suffolk. For example, our shared services
partnerships have already saved £11.4m, and our One Public Sector Estate
work with Government and Norfolk, £12m. And through Suffolk and Norfolk
Constabularies’ extensive collaboration we have achieved the second highest
% level of savings for police collaboration for 2014-15 in England and Wales.
At the same time Suffolk Constabulary remains an independent proud and
efficient force - the third lowest cost per head of the population in the country.
Overall, public services in Suffolk have delivered in excess of £150m in savings
through their collaboration and innovation.

15

Services are working towards further integration, organising within localities
and orienting around residents. The County Council, police, CCGs, District and
Borough locality teams in Suffolk are exploring ways to organise a more joined up
local presence, foster and support community led initiatives. We are continuing
to drive out inefficiency and to simplify our systems to provide value for money to
taxpayers. All this is funded by £3.3m from the Transformation Challenge Award.

16

Devolution is the next step in our journey of public sector reform. We are
therefore proposing more powers and freedoms to enable this next generation
public sector model, including:
A radically different approach to local public service finances where greater
local autonomy creates an environment that supports investment and is more
sustainable and less reliant on central grants; and
First rights on government estates in Suffolk enabling local autonomy over all
(including NHS) local public sector estates. This will result in more effective and
joined up planning so we can use assets to invest in growth and transformation
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Progress
17

Allowing Suffolk the powers and freedoms to reform its public services, to
shape its place, support residents and strengthen communities, will give
greater certainty and control over actions and will create a more prosperous
and resilient county, making fewer demands on the public purse at both local
and national levels.

Under a devolved model in Suffolk, we will deliver:
70,000 new homes by 2031;
Increase Suffolk’s total annual GVA by a third - over £18 billion total
GVA per year by 2025; and
Invest in infrastructure to stimulate growth such as delivering on our
commitment to 100% coverage of superfast broadband by 2020

0
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Delivery
18

Governance

We believe that these proposals will pay dividends at both the local and
national levels. Key to its delivery is a new way of working in Suffolk –
underpinned by a new, stronger system of governance that is accountable
both locally and to Westminster and reflects the diversity of areas within the
county and the interests of residents.

Public Sector Board
19

20

21

This will be characterised by the leaders of the Suffolk system entering into
a new relationship with central Government. The future of Suffolk will
rest with a new Public Sector Board, a simple development and continuance
of the current Suffolk Public Sector Leaders Group. This board will work
together across the individual sovereign bodies, designing and agreeing
solutions that take account of local contexts. This is the foundation from
which our future governance will evolve.

Accountability

We recognise that Government wants an accountable person or body that
can exercise devolved powers, speak for and commit to Government to
deliver our ‘deal and local devolution arrangements. The Suffolk Public
Sector Leaders can provide that single accountable body whilst long term
sustainable arrangements are developed with Government.

Residents

For residents and communities in Suffolk, who want a better future
for themselves and their families the Devolution proposals for Suffolk
offers more control and support for the things that will help them and their
families thrive. This approach will cost them less and give them more
access to the decisions that matter most.
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A devolved Suffolk: Working for a better future

Delivery Continued
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Councils and Councillors

For elected Members in Suffolk, who want to serve their communities
better, the Suffolk Devolution proposal offers greater control and
accountability over the decisions that shape their divisions, wards,
communities and the lives of their residents. Unlike two-tier or unitary
systems of local government focused on structures, processes and ‘remote’
decision making, the approach will put more resources, control and
responsibility into the hands of Members to work with residents.

Public Sector Professionals
23

24

For public sector professionals who want to deliver excellent public
services the Suffolk Devolution proposal offers more local certainty,
better integration and joined up strategy that will promote early, effective,
locally sensitive service delivery. Unlike siloed, top-down ways of working
the approach has “no boundaries” and understands residents “produce”
economic and social goods as well as consume public services.

Beyond Suffolk’s Borders

Suffolk has a strong history of working beyond its borders, for example with
Norfolk, Essex and Cambridgeshire, in particular through the LEPs and
Clinical Commissioning Groups (e.g. Great Yarmouth and Waveney). The
ability of our Constabulary to ensure our County is a safer place to live, work.
Travel and invest in has been significantly enhanced through collaborative
operational and IT ventures with the five other forces in the Eastern Region
and beyond. The proposed governance model respects identities and could
therefore be extended within reason, beyond Suffolk allowing for crossboundary working with Counties or Boroughs and Districts within them.
It does not assume consensus on all aspects of a devolution deal, but
could focus on particular aspects, such as economic growth and is
important in ensuring we maximise the success of transport infrastructure
in maximising growth.
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Local Enterprise Partnerships and Businesses

We are building on a sound economic foundation. Our employment figures
at 76.3% of 16-64 year olds are among the best in the country; and working
closely with the New Anglia and Greater Cambridgeshire and Greater
Peterborough LEPs. However, our productivity levels are below the national
average. To tackle this problem head on, we will work with local businesses,
partners, communities, Government and LEPs to secure long term
investment in: infrastructure, skills and knowledge, promoting a
dynamic economy and enhancing our inwards investment.
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From: Barbara McLean, Chief Nursing Officer

CLINICAL PRIORITIES AND CLINICAL POLICY DEVELOPMENT
1.

Introduction

1.1

The Suffolk Primary Care Trust (PCT) developed a clinical scrutiny and decision making
process to enable them, as a non-clinical body, to develop clinical policy, advised by
clinicians, Public Health representatives, pharmacists and relevant managers of the PCT.
The opinion of patients was also highly valued and the process included lay representatives
in decision making. The Clinical Priorities Group (CPG) was chaired by the PCT Medical
Director and reporting was direct to Trust Board.

1.2

During the formation and authorisation process for the Ipswich and East Suffolk Clinical
Commissioning Group, and West Suffolk Clinical Commissioning Group, it was proposed
and agreed, that the CPG would remain in place to support safety and efficiency of the
scrutiny and development process of clinical policies, during the period of NHS system
change. Key changes to support the transition were put in place as follows:a)
b)
c)
d)

Each CCG has GP representation from Clinical Executive structures at CPG;
Lay membership increased, representative of each CCG;
In the absence of a Medical Director, an Independent GP Chair was appointed. To
further enhance continuity, the services of the former PCT Medical Director were
secured for this role;
The CPG was established as two bodies – one group for each CCG, with voting
structures to retain independence for each CCG organisation. The two Groups meet
consecutively to efficiently use shared resources, eg. Shared Management Team
officers, Public Health etc, and to avoid duplication.

2.

Remit and Responsibilities of the Committee (CPG)

2.1

The Ipswich and East Suffolk CCG and West Suffolk CCG have in place well developed
structures for review, scrutiny and development of clinical policies and priorities. The
Workstreams and Clinical Executive Committee are responsible for clinical review, CCG
Officer involvement, Public Health representation and patient/public engagement.

2.2

The stated remit of the Clinical Priorities Group now forms part of the responsibilities of the
Clinical Executive Committee(s), with detailed development work delegated to appropriate
Workstreams. The summary of the CPG remit, noted in the Group’s agreed Terms of
Reference is now subsumed into the role of Clinical Executive Committee(s) and Clinical
Workstreams
“2.12 Decisions made by committee will fall into one of four categories:
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2.3

Treatment Threshold Applies: These items are added to the CCG low priority
procedure list as a “treatment threshold”.
Partially Excluded Procedure: These items are added to the CCG low priority
procedure policy list in the “partially excluded procedure” category.
Funded Development: The CPG may decide that an item should be funded but
these items are not incorporated into the low priority procedure policy list
Implementation of NICE Guidance: When business cases for the implementation of
NICE Guidance are brought to the CPG, implementation decisions are made”

Similarly, the CPG relationship with the CCGs Governing Body, articulated within the
Group’s Terms of Reference, is now not appropriate and could actually compromise the
responsibilities of the Clinical Executive(s) and/or undermine the role of the clinical
Workstreams. This is noted in the Group’s Terms of Reference as follows:“3. Relationship with the Governing Body
3.1 The CPG will be accountable to the CCG Governing Body. The CPG will be a
committee of the Governing Body and have mandated decision making powers regarding
the funding envelope of drugs, technologies or clinical processes referred to it. It will also
have decision making powers for the implementation NICE guidance and sign off the
financial implications of NICE guidance implementation.
3.2 The Chair of the CPG, in consultation with colleagues on the Group and senior officers
of the CCG will make decisions that are required urgently”.

2.4

The current Governance arrangements are, therefore, confusing and the role of the CPG in
the decision making process, unclear, in relation to the Clinical Executive Committee(s) and
Workstreams.

3.

Suffolk Drug and Therapeutics Committee

3.1

The Drugs and Therapeutics (D&T) Group met on a bimonthly basis to discuss new drugs
or new indications of existing drugs and make recommendations regarding their traffic light
status. The group consists of prescribing lead GPs, pharmacists from CCGs, Chief
Pharmacists from IHT, WSH, NSFT and a Medicines Information Pharmacist.

3.2

Recommendations from the D&T are presented at the Clinical Priorities Group where a
decision is made. The rationale for having a two-step process for traffic lighting medicines
was to ensure the D&T only considered the safety and efficacy of a drug without allowing
affordability to influence the recommendation. The role of the CPG is to ensure the
recommendation from the D&T is financially viable for the CCG.

3.3

Operational difficulties getting East and West GP attendance if not their CCG corporate
day.

3.4

Much of the work previously done by the D&T is now carried out by the prescribing
workstream meetings, such as approval of guidance.

4.

Proposal for Revised Structure and Governance

4.1

Ipswich & East Suffolk CCG and West Suffolk CCG have agreed to continue to work jointly
to develop Clinical Oversight Group(s) (COG) to effectively use shared resources of the
CCGs and local participating stakeholders. The meetings will run concurrently to enable
this, with voting on issues, for each CCG, taking place separately.

4.2

The COG will engage provider stakeholders in the development, scrutiny and
recommendation of Clinical Policies and thresholds, including implementation of NICE
Technology Appraisals. Terms of Reference for the Clinical Oversight Group are attached
at Appendix 1.

4.3

The COG will provide reports to the Planned Care Workstream and will be accountable to
the Clinical Executive. A revised governance structure is provided at Appendix 2.

4.4

The revised structure and governance arrangements have achieved the required aims of:
a)
b)

accountability to the Clinical Executive and closer connection to the Planned Care and
Prescribing Workstreams; and
closer alignment of the Clinical Oversight Group policy development work with the work
of the Individual Funding Request Panel.

5.

Recommendation

5.1

Governing Body is asked to approve the revised structure and governance arrangements.

Author:
Barbara McLean, Chief Nursing Officer

Appendix 1: Clinical Oversight Group Terms of Reference

TERMS OF REFERENCE
Clinical Oversight Group
1.

Introduction

1.1

Health care commissioners have a statutory duty to ensure care, treatments and
procedures are commissioned within the financial envelope available. This group is
responsible for ensuring that treatments and low priority procedures are
commissioned following due consideration of the evidence provided on clinical
efficacy, safety and cost effectiveness across the health economy.

1.2

The Clinical Oversight Group (COG) replaces the Clinical Priorities Group and the
Drugs and Therapeutics Committee. This group is accountable to the CCG Clinical
Executive with regular reporting to the Planned Care Workstream and will provide
advice regarding the commissioning of treatments and procedures. Where financial
implications exceed the approved threshold decisions, the Planned Care
Workstream will refer issues to the relevant Clinical Executive or Governing Body
for decision.

1.3

The group will submit a briefing to the Planned Care Workstream after each
meeting to provide an overview on the outcome of the group’s discussions. The
quality team will be responsible for ensuring this happens, working closely with the
Planned Care Workstream representative and lead GP.

2.

Remit and Responsibilities of the Group



Develop. Scrutinise and recommend CCG clinical policies and thresholds



Oversee allocation of NICE guidance
implementation/scrutiny/response.



Monitor NICE implementation by workstreams/Trusts, actively seek feedback on
progress.



Receive, scrutinise and advise workstreams on business cases relating to High
Cost Drugs



Receive, scrutinise and advise workstreams on the traffic light status of new drugs
or existing medications



Consider and note any local action required as a result of any national policy or the
MHRA, actively seek feedback on progress and advise workstreams.



Consider national and local medication/patient safety issues and advise on actions
to be taken by prescribing workstream or other bodies as appropriate, actively seek
feedback on progress.



Horizon scanning on clinical policy, priorities and issues

to

appropriate

workstream

for

3.

Relationship with the Clinical Executive

3.1

The COG will be accountable to the CCG Clinical Executive. The COG will be a
committee of the Clinical Executive and will advise regarding the commissioning of
drugs and technologies and develop clinical policies/thresholds referred to it. The
COG will also advise on the implementation of NICE guidance. Where the financial
threshold is exceeded a brief paper indicating the COG recommendation, with a
summary of the reasoning will go to the Clinical Executive for final decision. Advice
will be to the Clinical Executive via Planned Care Workstream.

3.2

West Suffolk CCG have agreed to work jointly with Ipswich and East Suffolk CCG in
the work of the Clinical Oversight Group, to effectively use resources of the CCGs
and local stakeholders participating. The meetings will run concurrently to enable
this, with voting on issues, for each CCG, taking place separately.

3.3

An update on progress will be provided to each CCG Clinical Executive at month
eight for consideration as to the effectiveness of the group and whether any further
changes are required.

4.

Membership of the Group

4.1

Membership of the COG shall comprise:

a)

CCG:

b)



Independent Lay Chair (casting vote only)



CCG Chief Finance Office representative*



CCG Chief Contracts Office representative*



Lead contract manager – High cost drugs*



Chief Nursing Office representative *



GP Clinical Lead from IESCCG*



GP Clinical Lead from WSCCG*



Planned care workstream representative from IESCCG *



Planned care workstream representative from WSCCG *



Prescribing workstream representative from IESCCG*



Prescribing workstream representative from WSCCG*



CCG Clinical Effectiveness lead



Lay membership from IESCCG*



Lay membership from WSCCG*



Redesign Officer*

Public Health


Public Health Suffolk Consultant (SCC)*

c)

d)

e)

Ipswich Hospital NHS Trust


Chief Pharmacist



Finance representative



Secondary Care Clinician

West Suffolk Hospital Foundation NHS Trust


Chief Pharmacist



Finance Representative



Secondary Care Clinician

Norfolk & Suffolk NHS Foundation Trust


Chief Pharmacist



Finance representative



Secondary Care Clinician

4.2

Other representatives may be invited to attend to discuss specific issues when
required.

4.3

Responsibilities of membership are:
a)

Attend all meetings and if not able to attend send a designated deputy

b)

Read papers prior to the meeting

c)

Arrive promptly for meetings

d)

Contribute as appropriate to discussions

e)

Disseminate and communicate relevant information/decisions made by the
group to the relevant organisation

f)

Completion of annual declaration of interest form or as requested by the Chair
on behalf of the CCG.

5.

Decision Making

5.1

Those Group members marked *are voting members. Where voting is required and
in the event of an equal vote, the Chair of the Group will have the casting vote.

5.2

IESCCG and WSCCG will vote separately.

5.3

In the event of the Chair being unable to attend all or part of a meeting, he or she
will nominate a replacement from within the membership to deputise for that
meeting.

5.4

Where an urgent decision is required the group can meet virtually and approve a
decision.

6.

Secretary

6.1

The IESCCG/WSCCG Quality team shall provide administrative support to the
Group including minute taking.

6.2

Formal minutes shall be kept of the proceedings and approved by members of the
Group prior to submission to the next meeting of the CCG Clinical Executive.

6.3

All agenda papers, presentations and minutes of the meeting shall be stored
electronically in a dedicated folder on the CCG shared drive.

6.4

The agenda and supporting papers will be sent out at least 5 days in advance of the
meetings to allow time for due consideration of issues. All agendas and supporting
information will be uploaded onto workshare in a dedicated folder.

6.5

Meetings will be arranged by Quality team administrative support and all attendees
will be sent Outlook calendar invites. Prior to meeting dates being arranged GP
availability must be sought from the Chief Operating Office of each CCG to
establish GP availability.

7.

Quorum
The meeting will be considered quorate with attendance from;
a)

GP Clinical Lead Member from IESCCG*

b)

GP Clinical Lead Member from WSCCG*

c)

Chief Finance Office representative*

d)

Chief Contracts Office representative*

e)

Chief Nursing Office representative *

f)

Planned care or prescribing work stream representative or their deputy from
IESCCG and WSCCG*

g)

At least two secondary care representatives

h)

CCG pharmacist - only if a decision is to be made regarding medicines
management/optimisation.

8.

Frequency of Meetings

8.1

The COG will be held monthly or as appropriate. Meetings shall be held as deemed
necessary by the business of the Group.

8.2

Each meeting will have standard agenda items comprising:
a)

Clinical policies and thresholds

b)

NICE guidance including Technology
Interventional procedures, Diagnostics etc.

c)

High cost drugs

d)

Traffic lighting of new or existing medicines

e)

Patient and medication safety issues including MHRA drug alerts

Appraisals,

Quality

Standards,

f)

National policy updates

g)

Horizon scanning

9.

Conduct of the Group

9.1

The Group will provide a review of remit and effectiveness after eight months to the
Clinical Executive to determine whether further changes are required.

Terms of Reference Appendix 1
Diagram showing the relationship that Clinical Oversight Group has with the Clinical Executive

Appendix 2
Governance Structure
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From: Amanda Lyes, Chief Corporate Services Officer
DECLARATIONS OF INTEREST 2015-2016
1.

Purpose

1.1

This report provides an update on relevant and material interests declared by
members of the West Suffolk CCG Governing Body, its sub-committees and member
practice representatives.

2.

Background

2.1

The NHS Codes of Accountability and CCG Constitutions require members of the
CCG Governing Body and its sub-committees to declare interests which are relevant
and material to the work of the Governing Body. All members must declare such
interests and any members appointed subsequently must do so upon appointment.

2.2

Interests that are regarded as ‘relevant and material’ are:








Directorships, including non-executive directorships held in private companies or
plc’s (with the exception of those of dormant companies);
Ownership or part-ownership of private companies, businesses or consultancies
likely or possibly seeking to do business with the NHS;
Majority or controlling share holdings in organisations likely or possibly seeking to
do business with the NHS;
A position of authority in a charity or voluntary organisation in the field of health
and social care;
Any connection with a voluntary or other organisation contracting for NHS
services;
Research funding/grants that may be received by an individual or their
department;
Interests in pooled funds that are under separate management.

2.3

Interests declared are published on the CCG’s website with Directorships of
companies likely or possibly seeking to do business with the Clinical Commissioning
Group being published in the CCG’s Annual Report.

2.4

A register of interests has been established which is subject to formal review and
available for inspection by the public. Arrangements for viewing the register can be
made via contact with the Governance Advisor.
New Statutory Guidance for CCGs in respect of the management of conflicts of
interest was issued in December 2014, the detail of which was presented to the
Governing Body at its meeting held on 25 March 2015.

2.5

2.6

As reported in March 2015, a key element of the guidance was the requirement for
declarations of interest to be obtained from all CCG GP members, and legal advice
obtained from the CCG had indicated that interests would be required from each
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partner within a CCG member practice together with any other individuals that might
have an interest.
2.7

The Audit Committee had subsequently discussed the revised guidance and its
implications at meetings held on 10 February 2015 and the 2 June 2015 and in order
to comply with the principles of the guidance, whilst not requesting that virtually all
GPs complete a declaration of interests form, it was proposed to only seek
declarations of interest from CCG Member Practice Representatives.

2.8

The proposal was made on the basis that other GP partners within a practice would
be required to make a declaration in the event of commissioning processes and
decisions where they might be seen to potentially benefit financially.

2.9

The CCG’s subsequent approved on 2 June 2015:


The requirement for CCG Member Practice Representatives to complete a
declaration of interests and that they would be expected to do that by the end of
July 2015. In line with all others completing declarations, they would be updated
quarterly by exception.



The requirement that other partner GPs in a practice be required to make a
declaration of interests in the event of a commissioning process and/or resultant
decision where they might be seen to potentially benefit financially whether or not
that was real or perceived.

3.

Current Position

3.1

In light of the above, 2015/16 declarations of interest are being sought from members
of the CCG Governing Body and its sub-committees, CCG Member Practice
Representatives, and employees of the CCG and shared management team that
have budget responsibility of £5k.

3.2

Another key element of the guidance was that interests should be updated on a
quarterly basis and this is being facilitated by individuals being asked to complete a
declaration of interest form in April and being asked to review its content and
complete new forms if required quarterly.

3.3

In addition and as reported to the Audit Committee on 8 September 2015, a recent
supplementary internal audit regarding the management of conflicts of interest was
undertaken, the findings from which have informed the CCG’s response to a letter to
all CCG Accountable Officers dated 28 July 2015, from Dame Barbara Hakin,
National Director for Commissioning Operations at NHS England.

3.4

The scope of the review provided assurance to the CCG that there are in place
appropriate systems and processes to ensure that conflicts of interest or potential
conflicts of interest are declared and mitigated and that the requirements set out in
the letter are being fully met.

3.5

Notwithstanding this reassurance, the report made four recommendations, one of
which was to reiterate that in view of the numbers outstanding the Council of
Members and CCG Member Practice Representatives be reminded of the
importance of making declarations of interest and be made aware that failure to do
so could preclude them from being able to engage in CCG activities.

3.6

The CCG’s current declaration of interest register is attached at Appendix 1, which
outlines progress made with acquiring quarterly updates, together with that of
obtaining declarations from CCG Member Practice Representatives.

3.7

As can be seen from the attached register, interest forms from CCG Member
Practice Representatives were not requested until July 2015 as it was felt appropriate
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to delay the process until after this year’s General Election.
4.

Recommendations

4.1

The Governing Body is asked to note;
1) progress made in acquiring quarterly updates of the declarations of interest as
set out within appendix 1 to the report
2) that declarations made by members of the CCG’s Governing Body and subcommittees are to be published on the CCG’s website.

Author:
Jo Mael
Corporate and Governance Officer
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APPENDIX 1
Governing Body and Executive Members
Apr-15

Jul-15

PMS Provider, Long Melford Practice
GP Clinical Lead for Care UK out of
hours service
Chair Hartest Parish Council
Member of Suffolk LAAC
Wife consultant at West Suffolk
Hospital

15/04/2015

22/07/2015

GMS Partner in a practice affiliated
with the Suffolk GP Federation

20/04/2015

07/07/2015

Nil
Practice Manager Botesdale Health
Centre
Botesdale Health Centre is a
member of the Suffolk GP Federation
Director and Owner of Mooncoast
Ltd Service Company
Company Secretary and
Shareholder Botesdale Rural Services
Ltd trading as Botesdale Pharmacy

07/04/2015

08/07/2015

Name

Position

Interests

Governing Body:
Browning Christopher (Dr)

GP Chair of GB

Arthur Simon (Dr)

Governing Body Member

Banks Bill

Lay Member - Governance

Bernard Kevin

Governing Body Member

Finn Johanna

Lay Member - Patient and Public
Involvement

Garratt Ed

Chief Operating Officer

Goulton Carl

Chief Finance Officer

Herbert Julian

Chief Officer

Jamieson Crawford (Dr)

Knights Peter

Secondary Care Doctor

Governing Body Member

Lyes Amanda

Chief Corporate Services Officer

McLean Barbara

Chief Nursing Officer

Raja Rakesh (Dr)

Tandy Rosalind (Dr)

Director of Jo Finn Ltd Management
Consultancy
NHS senior manager for many years
Ex-husband was a consultant
Obstetrician and Gynaecologist
Nil
Governing Body Member of Ipswich
and East Suffolk CCG
Accountable Officer for Ipswich and
East Suffolk CCG
Spouse is employed by Suffolk
County Council
Consultant Physician Norfolk and
Norwich Hospital
Wife is Consultant Physician at
Ipswich Hospital
Business Partner Mount Farm Surgery
Mount Farm Surgery is a member of
Suffolk GP Federation
Governing Body Member of Ipswich
and East Suffolk CCG
Owner and Director of Allington
Healthcare Ltd
Allington Healthcare Ltd owner of
Beckfield House Residential Home,
Lincs
Spouse is joint owner and director of
Allington Healthcare Ltd and
shareholder of Clearwater Care Ltd
(Learning Disabilities service provider)
Spouse is EEAST non-executive
director as of 1 April 2015

08/04/2015

31/07/2015

09/04/2015

07/07/2015

09/04/2015

27/07/2015

02/04/2015

18/08/2015

08/04/2015

20/08/2015

29/04/2015

06/08/2015

09/04/2015

07/07/2015

02/04/2015

03/08/2015

20/04/2015

07/09/2015

Governing Body Member

Governing Body Member

Partner at Hardwicke House Group
Practice
Hardwicke House Practice provide
medical cover for Hazel Court Care
Home under contract with Suffolk
Community Healthcare
Wife is a salaried GP at Hardwicke
House Group Practice
Salaried GP at Swan Surgery
Husband is a consultant working at
Cambridge and Peterborough NHS
Foundation Trust

09/04/2015

09/04/2015
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13/07/2015

07/07/2015

Tankard Wendy

Chief Contracts Officer

Nil

14/04/2015

Yager Andrew (Dr)

Governing Body Member

Partner at Botesdale Health Centre
Director of Botesdale Rural Services
Ltd
Botesdale Health Centre is a
member of the Suffolk GP Federation
Wife works in day surgery at West
Suffolk Hospital
Macmillan GP facilitator

27/04/2015
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29/07/2015

Member Practice Representatives (outstanding submissions in RED text)

Practice

CCG Nominated Member

Interests

Angel Hill

Rutherford Janet (Dr)

Nil

Botesdale Health Centre

Yager Andrew (Dr)

See West Governing Body sheet

Brandon Medical Practice

Williamson Sally (Dr)

Christmas Maltings Surgery

Selby Nicholas (Dr)

Clements Christmas Maltings

Andrews Fiona (Dr)

Dr Hassan and Partners
Forest Surgery

Hassan Andrew (Dr)
Dunne Crispin (Dr)

Glemsford Surgery

Lesser Guy (Dr)

Guildhall and Barrow Surgery

Smye Peter (Dr)

See West Governing Body sheet
Suffolk GP Federation non-exec Director,
Secretary at Pharmacy company,
pharmacy share holder, LMC Committee
member.
Senior Partner - General Practitioner.
About to open a pharmacy within the
pracitce Glemsford Services Ltd
Partners married to partners at Victoria
Surgery. All partners directors of G&B
Medical Services Ltd.

Guildhall Surgery (Clare)

Huck Jonathan (Dr)

Nil

Hardwicke House Practice

Raja Rakesh (Dr)

See West Governing Body sheet

Lakenheath Surgery

Bower Edward (Dr)

Long Melford Practice

Chambers Mark (Dr)

Market Cross Surgery
Mount Farm Surgery

Reynolds Godfrey (Dr)
Giles Claire (Dr)

Oakfield Surgery

Arthur Simon (Dr)

Orchard House Surgery

Bailey Simon (Dr)

Rookery Medical Centre

Wace Malini (Dr)

Siam Surgery
Stourview Medical Centre
and Haverhill Family Practice
Swan Surgery

Victoria Surgery

White House Surgery
Wickhambrook Surgery

Kemp Adrian (Dr)
Sule Bamidele (Dr)
Dunne Crispin (Dr)

Cloudesley-Lovegrove
Simon (Dr)

Hutton Adrian (Dr)
Clifton-Brown Angela (Dr)
Cooper P (Dr)
Ferdinand Jonathan (Dr)

Woolpit Health Centre

Pearson Anthony (Dr)

01/04/2015
Not
completed
due to
Election

Jul-15
06/07/2015

08/09/2015

09/09/2015

09/09/2015
25/06/2015

07/09/2015

Nil
Senior Partner, Chairman of Mildenhall sick
& poor fund (charity)

03/09/2015

Senior Partner, Mount Farm Surgery
Specialising in minor operations, joint
injections, coil fitting.
GP Trainer
PRCN research for surgery
Training programme director GP - training
for West Suffolk
RCGP CSA examiner

15/09/2015

See West Governing Body sheet
GP Partner
Caldicott Guardian
Dr Ramsay's husband is Consultant
Opthalmologist for Anglia Community Eye
Services (ACES) as independent provider.
Evolutio deal with ACES - no direct links.

16/09/2015

23/09/15

Nil

18/06/2015

Suffolk GP Federation non-exec Director,
Secretary at Pharmacy company,
pharmacy share holder, LMC Committee
member.
Partner at Victoria Surgery, Clinical Tutor at
Cambridge University, GP in specialist
interest in Dermatolog, West SuffolK
Hospital.

08/09/2015

07/09/2015

GP Partner
Director of Wickhambrook Medical
Services
GP Partner CCG Lead
Get the Shot Ltd (Director)
Member practice of Suffolk GP Federation

22/07/2015

Part time Partner
Director, shareholder and company
secretary of Woolpit Medical Services

23/09/15
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From: Amanda Lyes, Chief Corporate Services Officer
GOVERNING BODY ASSURANCE FRAMEWORK

1.

Purpose

1.1

To provide the Governing Body with the updated CCG Governing Body Assurance
Framework (GBAF) document for September 2015.

2.

Background

2.1

Content of the GBAF is reviewed by the Chief Officers Team every month and by the
Governing Body and Audit Committee at each of their meetings.

3.

Key Points

3.1

Further to review by the Chief Officers Team, the following amendments/additions have
been incorporated:
Risk 02

Failure to achieve financial balance in 2014/15 and 2015-16 and deliver
optimum service from the financial resources available
Additional granular risk

Risk 04

Failure to evidence the national drive of zero tolerance on MRSA
bacteraemia
RAG rating increased to 3x4 = 12

Risk 06

Failure to achieve the local reduction trajectories for Clostridium difficile
RAG rating increased to 3x4 = 12

Risk 14c

Retrospective claims for CHC from April 2012 cut off
This is a new risk related to 14a and 14b reflecting work to manage
earlier retrospective claims

Risk 20

Failure to redesign and commission services covered by the Urgent Care
and Health and Independence reviews within required timescales
Minor change to key controls
Additional Actions (6 and 7)

Risk 24

A&E failing to meet 4 hour standard presenting a potential risk to patient
safety and experience.
Action 1 percentages revised
Page 1 of 2

Risk 27

Potential impact of service quality delivered by NSFT
Revised target Action 6

Risk 28

Newly let community services contract impacting on service quality
This is a new risk assigned to the Chief Contracts Officer

3.2

For information the Governing Body are asked to also note the following:

3.3

*
*
There a number of risks (numbers 2, 6, 14a and 14b ) which have been on the GBAF
since the CCG was first authorised and which were “inherited” from the PCT.

3.4

Risks 2, 6, 14a and 14b, have not seen a change in RAG rating since the beginning of 2014
and risks 20 and 22 have remained static for 6 months and 9 months respectively

(*
These risks were separated from an earlier item including both items in February 2015
but inherited original creation date and RAG rating)
4.

Recommendation

4.1

The Governing Body is requested to review and approve the updated GBAF for September
2015.

Author:
Norman Pottinger
Information Governance and Risk Manager
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Governing Body Assurance Framework and
Action Plan
2015 - 2016

Version Control:

MONTH
April 2015

May 2015

June 2015

VERSION No
25

26

27

REVIEWED BY

SUMMARY OF CHANGES

COT 30 March 2015
Audit Committee 7 April 2015
Clinical Scrutiny 29 April 2015

Approved

COT 11 May 2015
Governing Body 20 May 2015
Audit Committee 2 June 2015

Approved

COT 8 June 2015
Clinical Scrutiny 24 June 2015

Approved

July 2015

28

COT 6 July 2015
Governing Body 29 July 2015

Approved

August 2015

29

COT 17 August 2015
Clinical Scrutiny 26 August 2015

Approved

September 2015

30

COT 7 September
Governing Body 30 September 2015

October 2015

31

November 2015

32

December 2015

33

January 2016

34

February 2016

35

March 2016

36

Board Assurance Framework
Overview
The Governing Body Assurance Framework (GBAF) provides the NHS West Suffolk Clinical Commissioning Group (CCG) with a
simple but comprehensive method for the effective and focused management of risk. Through the GBAF the CCG Governing
Body gains assurance that risks are being appropriately managed throughout the organisation.
The GBAF identifies which of the organisation’s strategic objectives may be at risk because of inadequacies in the operation of
controls, or where the CCG has insufficient assurance. At the same time it encompasses the control of risk, provides structured
assurances about where risks are being managed and ensures that objectives are being delivered. This allows the Governing
Body to determine how to make the most efficient use of resources and address the issues identified in order to improve the
quality and safety of care. The GBAF also brings together all of the evidence required to support the Annual Governance
Statement.
The GBAF should be seen as a working document and will be updated regularly by the Chief Officers Team, monitored by the
Audit Committee and reported to the Governing Body at each of its meetings. The GBAF is linked to the CCG Risk Register, the
content of which is also provided for review by the Chief Officers Team. A flow chart setting out how risks are identified and
managed is set out overleaf.
In order to ensure consistency in the risk assessment process, the likelihood and consequences of all risks on the Risk Register
are assessed against the former National Patient Safety Agency (NPSA) 5X5 risk matrix and those scoring 15 and above migrate
to the GBAF and thereby inform the Governing Body agenda. Once added to the GBAF, a risk should remain in place until its
RAG rating has been mitigated to a score of 1-6 when it is considered manageable and therefore no longer a strategic
concern.
The 5X5 risk matrix and subsequent red, amber, green (RAG) score identify the level at which identified risks will be managed
within the organisation. It also assigns priorities for remedial action, and determines whether risks are to be accepted on the basis
of the colour bandings and risk ratings. In terms of evaluation of effectiveness, the RAG rating system is also used to present how
well the agreed controls are operating.

RISKS IDENTIFIED THROUGH:
Work Stream Risk
Assessments
External Assessment &
Audit + Guidance & Alerts
Serious Incidents,
Complaints, Public Health &
Quality Issues

CCG Governing
Body Own & Manage
Risks & the Chief
Officers Team
Reviews the Risk
Register/GBAF

Public & Stakeholder
Engagement
Business & Service Delivery
Plans
Individual Risks Jointly
Managed by Designated Chief
Officers & Clinical Leads

Governing Body
Assurance Framework

Overview & Scrutiny by
the Audit Committee

Assurance to the
Governing Body

RAG Score Framework
Likelihood score →

1: Rare

2: Unlikely

3: Possible

4: Likely

5: Almost Certain

5: Catastrophic

5

10

15

20

25

4: Major

4

8

12

16

20

3: Moderate

3

6

9

12

15

2: Minor

2

4

6

8

10

1: Negligible

1

2

3

4

5

Consequence score ↓

The subsequent red, amber, green (RAG) scores identify the level at which identified risks will be managed within the organisation. It also assigns priorities for
remedial action, and determines whether risks are to be accepted on the basis of the colour bandings and risk ratings. In terms of evaluation of effectiveness, the RAG
rating system is also used to present how well the agreed controls are operating within the following classifications:
RAG Score

Progress

Risk Assessment

Revising Risk Ratings

CRITICAL
(15-25)

 There may be significant gaps in controls to
ensure effective management.
 Controls are in place but insufficient
resources
 Controls are in place but external forces
may be preventing progress.

 There are insufficient controls in place to address the
cause or source of the risk
 Controls are considered insubstantial or ineffective
 Controls are being implemented but are not yet in place
 If this risk were to materialise, the situation could be
irrecoverable in terms of the CCGs
reputational/financial well being and or service
continuity.

If controls are inadequate then the revised risk rating
increases

CHALLENGING
(8-12)

MANAGEABLE
(1-6)

Progress is being made but there is concern
that the objective may not be achieved.
Additional controls or management action is
being taken to improve the likelihood of
success.

There are few controls in place, which are considered
substantial and/or effective and address the cause of the
risk. The consequences of the risk materialising, though
severe, can be managed to some extent via contingency
plans.

Progress is being made in accordance with
plans. There are no significant concerns.

The risk is considered to be small and there are sufficient
controls in place which address or substantially effective
the cause of the risk. The consequences of the risk
materialising can be managed via contingency plans.

In order to determine the likely consequence arising from an identified risk and using the 5X5 matrix:

If controls are uncertain, the revised risk rating stays the
same as the original risk rating

If they are perceived as adequate, then the revised risk
rating decreases



Define the risk explicitly in terms of the adverse consequence or consequences that might arise



Use the table below for examples, by risk domains, to determine the consequence score relevant to the risk identified
Consequence score (severity levels) and example of descriptions

Risk Domains
1.
Impact on the safety of patients,
staff or public
(physical/psychological harm)

1

2

3

4

5

Negligible

Minor

Moderate

Major

Catastrophic

Minimal injury requiring
no/minimal intervention or
treatment.
No time off work

Minor injury or illness, requiring
minor intervention

Moderate injury requiring
professional intervention

Major injury leading to long-term
incapacity/disability

Requiring time off work for >3
days

Requiring time off work for 4-14
days

Requiring time off work for >14
days

Increase in length of hospital
stay by 1-3 days

Increase in length of hospital
stay by 4-15 days

Increase in length of hospital
stay by >15 days

RIDDOR/agency reportable
incident

Mismanagement of patient care
with long-term effects

Incident leading to death
Multiple permanent injuries or
irreversible health effects
An event which impacts on a
large number of patients

An event which impacts on a
small number of patients
2.
Quality/complaints/audit

Peripheral element of
treatment or service
suboptimal

Overall treatment or service
suboptimal

Treatment or service has
significantly reduced
effectiveness

Non-compliance with national
standards with significant risk to
patients if unresolved

Local resolution

Formal complaint (stage 2)
complaint

Multiple complaints/ independent
review

Single failure to meet internal
standards

Local resolution (with potential to
go to independent review)

Low performance rating

Formal complaint (stage 1)
Informal complaint/inquiry

Totally unacceptable level or
quality of treatment/service
Gross failure of patient safety if
findings not acted on
Inquest/ombudsman inquiry

3.
Human resources/ organisational
development/staffing/ competence

Short-term low staffing
level that temporarily
reduces service quality (<
1 day)

Minor implications for patient
safety if unresolved

Repeated failure to meet internal
standards

Reduced performance rating if
unresolved

Major patient safety implications
if findings are not acted on

Low staffing level that reduces
the service quality

Late delivery of key objective/
service due to lack of staff
Unsafe staffing level or
competence (>1 day)

Critical report

Gross failure to meet national
standards

Uncertain delivery of key
objective/service due to lack of
staff

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

Unsafe staffing level or
competence (>5 days)

Ongoing unsafe staffing levels or
competence

Loss of key staff

Loss of several key staff

Very low staff morale

No staff attending mandatory
training /key training on an
ongoing basis

Low staff morale
Poor staff attendance for
mandatory/key training

No staff attending mandatory/
key training

4.
Statutory duty/ inspections

No or minimal impact or
breech of guidance/
statutory duty

Breech of statutory legislation

Single breech in statutory duty

Enforcement action

Reduced performance rating if
unresolved

Challenging external
recommendations/ improvement
notice

Multiple breeches in statutory
duty
Improvement notices

Multiple breeches in statutory
duty
Prosecution
Complete systems change
required

Low performance rating
Zero performance rating
Critical report
Severely critical report
5.
Adverse publicity/ reputation

Rumours
Potential for public
concern

Local media coverage –
short-term reduction in public
confidence

Local media coverage –
long-term reduction in public
confidence

National media coverage with <3
days service well below
reasonable public expectation

Elements of public expectation
not being met

National media coverage with >3
days service well below
reasonable public expectation.
MP concerned (questions in the
House)
Total loss of public confidence

6.
Business objectives/ projects

Insignificant cost increase/
schedule slippage

<5 per cent over project budget

5–10 per cent over project
budget

Schedule slippage

Non-compliance with national
10–25 per cent over project
budget

Schedule slippage

Incident leading >25 per cent
over project budget
Schedule slippage

Schedule slippage
Key objectives not met
Key objectives not met
7.
Finance including claims

Small loss Risk of claim
remote

Loss of 0.1–0.25 per cent of
budget

Loss of 0.25–0.5 per cent of
budget

Claim less than £10,000

Claim(s) between £10,000 and
£100,000

Uncertain delivery of key
objective/Loss of 0.5–1.0 per
cent of budget
Claim(s) between £100,000 and
£1 million
Purchasers failing to pay on time

Non-delivery of key objective/
Loss of >1 per cent of budget
Failure to meet specification/
slippage
Loss of contract / payment by
results
Claim(s) >£1 million

8.
Service/business interruption

9.
Environmental impact

Loss/interruption of >1
hour

Loss/interruption of >8 hours

Loss/interruption of >1 day

Loss/interruption of >1 week

Permanent loss of service or
facility

Minimal or no impact on
the environment

Minor impact on environment

Moderate impact on
environment

Major impact on environment

Catastrophic impact on
environment

CG + CB

Failure to achieve
financial balance in
2015-16 and deliver
optimum service from
the financial resources
available

 Failure to achieve
financial balance in 201516.In 2014-15 the CCG
delivered the mandated
surplus through the use of
a number of non-recurrent
items such as
Contingency and
Transformation funding.
The CCG has not
addressed the underlying
recurrent deficit.
 Planned underlying
surplus of less than 1%additional scrutiny from
NHS England.
 In 2015-16 the CCG have
a QIPP gap of
approximately £10.5m.
QIPP delivered in 2014-15
totaled £1.6m.
 West Suffolk Foundation
Trust has undertaken a
programme of work to
improve efficiency and
create additional capacity
in order to repatriate work
form Addenbrookes. If the
Trust is unsuccessful in
repatriation the CCG
could see increase in
activity.
 Demand increase over
growth rates applied in the
2015-16 plans.
 Increase in prescribing
costs
 Increasing cost pressures
from Continuing

4x5
20

 Project management
approach to delivery of
the QIPP plans. New
PMO now in post
 Continue to benchmark
and horizon scan to
identify further QIPP
opportunities.
 Focus on activity levels
at acute provider with
clear actions to mitigate
against over performance
 Close monitoring of the
delivery of QIPP
initiatives through KPI’s
 Encourage innovative
changes principally via
CCGs to improve
efficiency
 Participation in regional
and national discussions
 Clinical Executive and
Governing Body review
of expenditure and
significant investments
 CHC Project Board
 Review progress on the
system implementation
on a regular basis
through Activity &
Finance Meetings. Any
escalated issues will be
raised at the contract
monitoring meeting /
CEO: CEO meeting.
 Financial Recovery plan
has been developed to
mitigate the in-year
overspends against

ASSURANCE OF
CONTROLS

 COT
 Project managers
appointed
 GP engagement
 Governing Body
 NHS England
performance reviews
 Internal & External
Audit
 Monthly SLA provider
meetings

RAG
RATING OF
GAPS IN
CONTROLS

REVISED RAG RATING

KEY CONTROLS
ESTABLISHED

RAG RATING LAST MONTH

GRANULAR
OPERATIONAL RISKS

INITIAL RAG RATING

DESCRIPTION OF
STRATEGIC RISK

DATE RISK ADDED:
(LIKELIHOOD x CONSEQUENCE)

ACCOUNTABLE OFFICER
& GP OWNER

RISK NUMBER: 02

█

4x5

4x5

CHALLENGING

20

20

ACTION POINTS &
TARGET DATES FOR
COMPLETION

1. Series of workshops to be
arranged with GPs to identify
any further opportunities
supported by benchmarking.
Target: End of July 2015
Completed:
2. Prioritise investments 15/16
Target: June 2015
Completed:
3. QIPP project management,
tracking and prioritisation
Target: Tracking part of monthly
reporting process
Completed:
4.prioritization CHC Project
board milestones
Target: Monthly review
Completed: Last review March
2015
5.. Monthly identification of risks
and opportunities
Target: Monthly review
Completed
6. Financial Recovery Plan
Target: Plans in place by end of
July then ongoing monthly
reporting
Target: July 2015
Completed:

Healthcare activity

 Audit letter from E& Y

highlighting that the CCG
are in breach of the NHS
CHC framework target for
assessment of CHC
claims.81% of the CHC
claims do not meet the 28
days assessment target.
(see action)
 Providers require extra
financial support (cash) to
maintain or meet clinical
quality and contractual
standards.
 West Suffolk Foundation
Trust will move to a new
PAS (E-Care) system
which may impact on the
data quality. This risk will
also affect the CCG’s
ability to quantify the
impact and deduct from
the Addenbrookes block
contract the value of
repatriation from
Addenbrookes to WSFT
 West Suffolk Foundation
Trust has successfully bid
for the new Community
Service Contract. The
contract will go live in
October which also
coincides with the
implementation of the ECare system.
 Addenbrookes has been
signed as a block contract
based on the DTR tariff
option with no CQUIN.
However, the Trust are in
dispute with Monitor and
NHS England and are
taking action to secure an
agreement to recive these
funds .If the Trust is
successful in their claim
the CCG will be liable to
pay the CQUIN amount
 New IMT procurement
may lead to increase in
costs.

acute activity contracts.

7. Action plan to clear backlog
presented to Governing Body. in
5 phases
Target:
Phases 0 and 1 July 2015
Completed July 2015
Phase 2 and 3 September 2015
Phase 4 – closure to be advised.

BM + CB

Failure to achieve zero
MRSA bacteraemia as
set out in NHS England
Planning Guidance
Everyone Counts:
Planning for patients
2013/14 and Guidance
on the reporting and
monitoring
arrangement and post
infection review
process for MRSA
bloodstream infections
from April 2015

 Attendance at all IP&C
Committee meetings and
PIRs by Shared
Management Team,
reviewing assurance PIR
learning and management
systems

(Failure to achieve
outcome ambition 7:
‘making significant
progress towards
eliminating avoidable
death in our hospitals
caused by problems in
care’ set out in : NHS
England Everyone
Counts: Planning for
patients 2014/15 to
2018/19)

3x4
12

KEY CONTROLS
ESTABLISHED

 All MRSA bacteraemia
cases are subject to NHS
England Post Infection
Review (PIR)
 CCG leads PIR pre 48hr
cases
 Acute provider where
case occurred leads post
48hr cases
 Review of all audits and
contract monitoring
information against CQC
recommended IC
standards (to include
antibiotic prescribing) in
all CCG commissioned
services at Quality
Monitoring meetings
 Review of compliance
against national and
locally agreed MRSA
screening standards
 Bi-monthly reviews of PIR
findings at Infection
Prevention Network
 External scrutiny provided

ASSURANCE OF
CONTROLS

 Infection Control
scrutiny at QIVs, to
ensure quality
standards being met
 Regular evidence
submission linked to
the provider action
plan, demonstrating
progress against plan
 Performance report
data to CCG
Governing Body and
Clinical Executive
demonstrating
compliance with zero
tolerance
 Details of individual
cases reported to
CCG with identified
actions to improve
clinical practice
 Scrutiny at Quality
Review Group (QRG)
meetings with
escalation to contract
meetings were
required, promoting
wider scrutiny
INTERNAL AUDIT
PLAN:

RAG
RATING OF
GAPS IN
CONTROLS

REVISED RAG RATING

GRANULAR
OPERATIONAL RISKS

RAG RATING LAST MONTH

DESCRIPTION OF
STRATEGIC RISK

INITIAL RAG RATING

DATE RISK ADDED:

(LIKELIHOOD x CONSEQUENCE)

ACCOUNTABLE OFFICER
& GP OWNER

RISK NUMBER: 04

█

3x3

3x4

CHALLENGING

9

12

ACTION POINTS &
TARGET DATES FOR
COMPLETION

1. Review of CCG Infection
Prevention Strategy
Target: May 2015
Completed: Yes June 2015
2. Review of Networks priority
focuses
Target: June 2015
Completed: Yes June 2015
3. Annual review of ICSN work
plan
Target: May 2015
Completed: Yes June 2015
4. Regular bi-monthly meeting
between CCG and WSH IP
Leads
Target: August 2015
Completed: on target
5. Schedule of planned QIV in
place
Target: September 2015
Completed: on target
6 Feedback learning from PIR at
HICC
Target: July 2015
Completed: July 2015
7. Quarterly attendance at QRG
for assurance
Target: August 2015
Completed: August 2015
8.

by Public Health England

 4.2 Monitoring of
Contracts ; 1.4 Clinical
Governance –
Overview
CCG PRIORITY:
 To ensure high quality
local services
To demonstrate
excellence in patient
experience; and
patient engagement
and safety

See following sheet for next risk

Target:

BM + CB

Failure to achieve the
local reduction
trajectories for
Clostridium difficile as
set out in NHS
England: Clostridium
difficile objectives for
NHS organisations in
2015/16 and guidance
on sanction
implementation.
(Failure to achieve
outcome ambition 7:
‘making significant
progress towards
eliminating avoidable
death in our hospitals
caused by problems in
care’ set out in : NHS
England Everyone
Counts: Planning for
patients 2014/15 to

 Currently community onset
C.diff cases are not
subject to PIR
 GP ownership of primary
care cases with clinical
review identifying those for
CCG Assessment
 Provider and CCG joint
thematic analysis of all
cases of Cdiff
 Failure of influenza
vaccine 2014-15 leading to
increased respiratory
infection and increased
antibiotic usage.

4x4
16

 Robust RCA/PIR
process for each
provider case and
submitted to CCG for
assessment.
 Audit programme of
CQC recommended IC
standards (to include
antibiotic prescribing)
in all CCG
commissioned services
 CCG attendance at
PIR revie2ws and IPC
Committee meetings
 Provider delivery of
targeted infection
control education and
audit in all CCG
commissioned
services.
 15/16 trajectory
agreed in SLA – ceiling
for 16 Acute cases and
29 non-acute cases
(45 in total)
 Bi-monthly reviews of
PIR findings at
Infection Prevention
Network
External scrutiny provided

ASSURANCE OF
CONTROLS

 Monitoring of PIR
process and audit
results at QRG
evidencing the
standards are being
met
 Shared learning from
PIRs will take place
through the IC
Network on a bi
monthly basis for
dissemination within
providers to improve
clinical practice.
 System wide action
plan updated in line
with PIR outcomes
with bimonthly review
at IC Network,
demonstrating
implementation of
detailed actions
 CCG scrutiny of
monthly CDI cases
reported within the
data capture system
HPA
INTERNAL AUDIT
PLAN:
 4.2 Monitoring of
Contracts ; 1.4 Clinical
Quality – Overview
 Work in collaboration

RAG
RATING OF
GAPS IN
CONTROLS

REVISED RAG RATING

KEY CONTROLS
ESTABLISHED

RAG RATING LAST MONTH

GRANULAR
OPERATIONAL RISKS

INITIAL RAG RATING

DESCRIPTION OF
STRATEGIC RISK

DATE RISK ADDED: NOVEMBER 2012

(LIKELIHOOD x CONSEQUENCE)

ACCOUNTABLE OFFICER
& GP OWNER

RISK NUMBER: 06

█

3x3

3x4

CHALLENGING

9

12

ACTION POINTS &
TARGET DATES FOR
COMPLETION

1. Review of CCG Infection
Prevention Strategy
Target: May 2015
Completed: May 2015
2. Review of Networks priority
focuses
Target: June 2015
Completed:Yes June 2015
3.Annual review of IPCN work
plan
Target: May 2015
Completed: May 2015
4. CDI Reduction plan to be
reviewed and updated
Target: May 2015
Completed: May 2015
5. Evidence of best practice to
be shared from CDI
assessments at IC Network
Target: June 2015
Completed: Yes June 2015
6. CDI Community Assessment
Tool to be piloted (delayed
due to training to take place
for practice based IP Leads
until September )
Target: September 2015
Completed:
7. CDI Reduction plan out for
consultation - delayed until
July

by Public Health England

with system to
implement
recommendations
from C diff PIRs.
CCG PRIORITY:
 To ensure high quality
local services
 RCA/PIR Quality
Standard Tool to
monitor data quality in
order to ensure
learning is captured

See following sheet for next risk

Target: July 2015
Completed: July 2015
8. CDI Reduction plan to be
implemented delayed until
September
Target: September 2015
Completed:
9. Develop information pack for
GP in collaboration with
prescribing workstream
Target: September 2015
Completed: on target

Failure to comply with
NHS Continuing Health
care Framework

Patient Safety Domain
 Current home care
support service suppliers
withdrawing services for
CHC clients before a new
provider is able to receive
then and the CCG can
provide the transition
management.
 Unable to deliver DOLS
assessments and court
applications.

4x5



20




HF + JF

Quality/complaints/audits
Domain
 Inability of CCG to provide
patients with an NHS CHC
assessment and outcome
decision within 28 days –
external audit assurance
requirement
 Inability to clear a backlog
of 924 cases within a
timeframe acceptable to
the external auditors.
 Failure to take action on
risks identified within Feb
2015 Internal Audit Report
– limited assurance.
 FNC and CHC case
reviews not being
conducted at 3mths and
annually



HR/Organisation Domain
 Current organisation








Support to Live at
Home Project Group
established to develop
risk mitigation and
manage case
transitions. Reports
into CHC QIPP
Workstream
New reporting
dashboard covering all
CHC service lines
Contracted providers
held to account for
process through
contracting meetings
Investment in CCG
CHC clinical and
administration
resource as identified
in 2014/15 Internal
Audit Report
Established process
for Complex case
reviews
QIPP monitored
through CCG CHC
Work stream
Develop workforce
succession planning
Review of operating
processes established
to target backlog which
will not effect on going
business continuity
Update report on
actions to address

ASSURANCE OF
CONTROLS

 Review performance
at COT and CCG
clinical execs and
Governing Body, to
assess performance
to assess within 28
days and
performance against
trajectory to reduce
retrospective claims
backlog
 Reports to CCG and
clinical execs and
integrated care work
stream to assess
performance to
assess within 28 days
and performance
against trajectory to
reduce retrospective
claims backlog
 Contracted providers
meeting quality and
performance
standards
 Complex case
reviews follow
process
 Vacancy rates below
5%

CCG PRIORITY:

RAG
RATING OF
GAPS IN
CONTROLS

REVISED RAG RATING

KEY CONTROLS
ESTABLISHED

RAG RATING LAST MONTH

GRANULAR
OPERATIONAL RISKS

INITIAL RAG RATING

DESCRIPTION OF
STRATEGIC RISK

DATE RISK ADDED: APRIL 2013

(LIKELIHOOD x CONSEQUENCE)

ACCOUNTABLE OFFICER
& GP OWNER

RISK NUMBER: 14a

█

4x5

4x5

CHALLENGING

20

20

T

ACTION POINTS &
TARGET DATES FOR
COMPLETION

1. Monthly reports to the CCG
CHC Work stream for review
and action reports
Target: April 2015
Completed: April 2015
2. Resilience test over a six
month period - Broadcare
ability to provide an integrated
activity and finance report
Target: October 2015
Completed:
3. Review all complex cases
against care plan
Target: March 2016
Completed:
4. Complete business case to
close PUPoC and Back log
and move CCG CHC to
business as usual
Target: May 2015
Completed: May 2015
5. CHC Workstream
consideration of
options/approach for backlog
and service/QIPP
development
Target: May 2015
Completed: May 2015
6. Internal Audit Action Plan
provided to Internal Audit and
ongoing on a monthly basis to
CHC workstream
(outstanding actions still
remain for Contracting and
Finance)
Target: May 2015
Completed: YES March 2015








structure not fit-for
purpose.
Operating models are
inefficient.
Team dynamics are
discordant resulting in
poor performance and
productivity.
Mismatch between scope
and volume of work and
skill-mix, capacity and
capability resulting in
poor quality service;
continuing backlogs and
inability to progress
commissioning projects. .
Management capacity
and capability is
inadequate to deliver
business objectives

Business Objectives/
Projects Domain
 Failure to deliver CHC
QIPP Programme savings
 Inability for CCG to meet
the standing rules to grant
a personal health budget
to people who request it.


Non-delivery of the
Support to Live at Home
project for 1 Sept 2015



Insufficient capacity and
capability to undertake
service redesign of Fast
Track and commissioning
care package processes
to contribute to the DTOC
and ICN winter plans

Service/business
interruption domain
 Business continuity
adversely affected by
current capacity and lose
of staff

See following sheet for next risk



risks identified in
Internal Audit Feb
2016
Review reports from
Broadcare Stop the
Clock function to
understand delays in
attaining 28 day target

 To ensure high quality
local services
To improve care for
frail elderly individuals

7. Presentation of Business
Case to Clinical Executives for
decision on 2 and 3 June
Target:
June 2015
Completed: June 2015
8. New departmental structure
business case to clinical execs
for decision
Target: 30 Sept 2015
9 Recruitment of interims for
high risk projects and vacant
posts
Target: 5th Sept 2015

Retrospective claims
for CHC for September,
2012 and March 2013
cut off dates.







HF + JF



Inability to recruit
qualified staff to review
claims
Failure to process
‘retrospective’ claims
within financial
provision made
Increasing demand for
on-going CHC
Reduced timescale for
completion of PUPOC
cases and access to the
pooled NHSE fund

Broadcare is a
standalone system
with limited capacity
to store records

4x5



20





ASSURANCE OF
CONTROLS


Establish management
and administration
process to review and
manage the claims
Identify claims
applicable WSCCG
with indicative cost
Recruitment of
personnel to
administer and
clinically review all
claims
Use staff within the
entire CHC team
flexibly to ensure
deadlines are met



Decision panels to
ensure robust CCG
decision
makingRegular
reporting using
local spread sheet
to inform
performance
reporting
Claims processed
within expected
timeframes

RAG
RATING OF
GAPS IN
CONTROLS

REVISED RAG RATING

KEY CONTROLS
ESTABLISHED

RAG RATING LAST MONTH

INITIAL RAG RATING

ACCOUNTABLE OFFICER
& GP OWNER

GRANULAR
OPERATIONAL RISKS

DESCRIPTION OF
STRATEGIC RISK

(LIKELIHOOD x CONSEQUENCE)

DATE RISK ADDED February 2014 – Separated existing RISK 14

RISK NUMBER 14b

█

4x5

4x5

CHALLENGING

20

20

T

ACTION POINTS &
TARGET DATES FOR
COMPLETION

1. Regular reporting
Monitoring of staffing and
performance at Monthly CHC
work stream.
Target: April 2015
Completed: April 2015
2.Urgent Business Case
approval required
Target: June 2015
Completed: June 2013
3. Appointment of CHC
Programme Director
Target: June 2015
Completed: June 2015
HF appointed 10 June 2015
4.Development of strategic
direction of programme
Target: July 2015
Completed: no progress
5. Development of CHC
programme implementation
plan with defined outcomes
Target: Not specified
Completed: no progress
6. Regular reporting of progress
with CHC implementation
plan
Target: July 2015
Completed: no progress
7.
Target
Completed:

Retrospective claims
for CHC from April
2012 cut off






Inability to secure an
outsource resource (via
procurement) to
complete cohort 1and
subsequent appeals
process
Inability to mobilise and
manage any outsourced contract
Inability to provide the
capacity to make the
eligibility decisions in a
timely fashion to enable
the contracted out
service to deliver all
current case close
down by Sept 2016



3x5
15


PUPOC project team
established to
manage mobilisation
of outsourced
service.
Contract KPIs and
monthly contract
management
meetings with
outsourced supplier.

ASSURANCE OF
CONTROLS





Sample cases to
quality assess
needs portrayal
and
recommendation
CHC QIPP
Workstream has
oversight
responsibilities

RAG
RATING OF
GAPS IN
CONTROLS

REVISED RAG RATING

KEY CONTROLS
ESTABLISHED

RAG RATING LAST MONTH

INITIAL RAG RATING

ACCOUNTABLE OFFICER
& GP OWNER

GRANULAR
OPERATIONAL RISKS

DESCRIPTION OF
STRATEGIC RISK

(LIKELIHOOD x CONSEQUENCE)

DATE RISK ADDED August 2015 – Separated from existing RISK 14b

RISH NUMBER 14c

█

3x5

3x5

CHALLENGING

15

15

T

ACTION POINTS &
TARGET DATES FOR
COMPLETION

1. Govn Body to make
decision to appoint a
preferred bidder.
Target: 25/26 Aug 2016
Completed:
2.
Target
Completed
3.

HF + JF

Target
Completed:

Failure to redesign and
commission services
covered by the Urgent
Care and Health and
Independence reviews
within required
timescales

Potential for services to
fall out of contract

4x4



Risk that the full
potential benefits of a
transformational
redesign are not met
leading to patient care
being adversely
affected and
inefficiencies in the
system

JH + CB



Reputational damage to
commissioners

KEY CONTROLS
ESTABLISHED



16





Programme structure
put in place for Health
and Care Mapping of
all existing services to
ensure full coverage of
newly commissioned
services
Regular review with
SCC to ensure smooth
running of
programmes
Each programme has
set out timelines to
ensure commissioned
services in 2015.
These have been
reviewed by the
Executive

ASSURANCE OF
CONTROLS







COT review
Executive Group
review
Health & Wellbeing
Board review
Governing Body
Review
Area Team
Strategic Plan
Review

CCG PRIORITY:

Demonstrate
excellence in
patient experience
and patient
engagement

Improve the health
and care of older
people

Improve access to
mental health
services

Improve health and
wellbeing through
partnership working
Deliver financial
sustainability through
quality improvement

RAG
RATING OF
GAPS IN
CONTROLS

REVISED RAG RATING



DESCRIPTION OF
STRATEGIC RISK

RAG RATING LAST MONTH

GRANULAR
OPERATIONAL RISKS

INITIAL RAG RATING

DATE RISK ADDED: MAY 2014

(LIKELIHOOD x CONSEQUENCE)

ACCOUNTABLE OFFICER
& GP OWNER

RISK NUMBER: 20

█

3x4

3x4

CHALLENGING

12

12

T

ACTION POINTS &
TARGET DATES FOR
COMPLETION

1. Contingency plans to be
developed and approved
Target: Sept 2014
Completed: Sept 2014
2. Contingency plans to be
implemented
Target:
Dec 2014
Completed: Yes Dec 2014
3. Complete 1+1 procurement
and extensions
Target: June 2015 (on track)
Completed:
4. Submit vanguard bid for
collaborative arrangements
Target: Feb 2015
Completed: Yes February 2015
5. Agree next steps on vanguard
work with system
Target:
April 2015
Completed: YES April 2015
6. Develop Shadow ICO
arrangements
Target: Oct 15
Completed:
7. Review strategic priorities
for urgent care system
Target: Nov 15
Completed:
8.
Target:
Completed:

LSP Contract
Cessation



AL + KW



The national contract for
the provision of Clinical
Systems through an LSP
(Local Service Provider)
ends in July 2016
Requirement to procure
existing or replacement
systems, with a risk that
the costs of this change
will not be devolved
locally, and we will be
forced to identify
additional resources;
currently unclear,
expected to be no less
than £0.25m per annum

4x5
20

 System-wide
coordination of the
response to this
contractual change is
being led by the CCGs
 Impacted providers are
evaluating the benefits of
the existing systems to
enable development of
appropriate business
case(s)
 Investigation of
procurement options
 Financial implications
being considered within
2 & 5 year plans, and
long term financial
outlook
 All funding implications
are to be handled locally;
cost pressures have
been factored into
financial planning

ASSURANCE OF
CONTROLS

RAG
RATING OF
GAPS IN
CONTROLS

REVISED RAG RATING

KEY CONTROLS
ESTABLISHED

RAG RATING LAST MONTH

GRANULAR
OPERATIONAL RISKS

DESCRIPTION OF
STRATEGIC RISK

INITIAL RAG RATING

DATE RISK ADDED: JULY 2014

(LIKELIHOOD x CONSEQUENCE)

ACCOUNTABLE OFFICER
& GP OWNER

RISK NUMBER: 22

█

3X4

3x4

CHALLENGING

12

12

ACTION POINTS &
TARGET DATES FOR
COMPLETION

1. System wide coordination
action plan to be produced
Target: End Q4 2014/15
Completed: Yes May 2015
2. Meetings with providers with
outcomes to be fed into action
plan
Target:
Completed: Yes October 2014
3. Action plan for procurement
options to be produced
Target: End Q4 2014
Completed: June 2015
4. Follow up with the DoH /
Cabinet Office
Target:
Completed: Yes October 2014
5. implementation of
procurement action plan
Target: Q2 2016/2017
Completed:
6.
Target:
Completed:
7.
Target:
Completed:
8.
Target:
Completed:



Clinical risk of patients
not being seen in
appropriate timescales
or insufficient beds to
accommodate
appropriate
environments.



Risk of patient
experience deterioration
due to long waits.



Risk of breaching
constitutional
obligations.

4x3



12



Where required, daily
system wide
teleconferences
designed to ensure all
actions to improve
patient flow are taken
Team of escalation
managers in place to
support system and
directors on call.

ASSURANCE OF
CONTROLS

Daily performance
information
monitored, regular
discussions and
monthly formal
contract meetings.

RAG
RATING OF
GAPS IN
CONTROLS

REVISED RAG RATING

KEY CONTROLS
ESTABLISHED

RAG RATING LAST MONTH

INITIAL RAG RATING

GRANULAR
OPERATIONAL RISKS

DESCRIPTION OF
STRATEGIC RISK

A&E failing to meet 4
hour standard
presenting a potential
risk to patient safety
and experience.

WT

DATE RISK ADDED: JANUARY 2015

(LIKELIHOOD x CONSEQUENCE)

ACCOUNTABLE OFFICER
& GP OWNER

RISK NUMBER: 24

█

4x4

4x4

CHALLENGING

16

16

ACTION POINTS &
TARGET DATES FOR
COMPLETION

1. Continued close working
across the health system with
the intention of improving 95%
performance for future months
throughout 2015/16 contract
year
Target 95% to be met monthly:
Unvalidated monthly
performance for August is
94.26%
Completed: See above
2. Contract Query issuesworking to achieve compliance
with contractual standards
Target: Remedy daily
performance to achieve 95%
Completed: Target met on 14
days out of 31 days for August
3. . System wide action plan
agreed through SRG
Target: Review monthly
Completed: on-going
4. Target:
Completed:
Target:
Completed:
5.
Target:
Completed:

Failure to successfully
implement e-care
system at West Suffolk
Hospital (November
2015), the impact of
which destabilizes the
system for a period of
time

Existing (external)
information flows become
disconnected during / post
deployment
Existing (external)
information flows require
business change outside
WSH, which is not
addressed in a timely
manner

AL

New (external) information
flows are established without
appropriate training /
business change
Core reporting requirements
such as return to treatment
(RTT) may have data quality
issues following deployment.
Transforming Pathology
Partnership (TPP) system
change delayed which may
prevent WSH going live in
November

5x5
25

CCG ICT & Informatics
Lead is member of WSH
eCare Programme Board
Information Sharing Lead is
on eCare Stakeholder
Group
WSH has introduced
Clinical Safety Officer
eCare Programme Lead
will present to WS Strategic
IT Programme Board in
July. Wider stakeholder
engagement about to
commence (August 2015)
Wider stakeholder
engagement will occur
following July
CCG Contracts lead has
initiated exploratory
meetings re RTT to
establish specifics
WSH, TPP and Cerner
currently working together
on change issues.

ASSURANCE OF
CONTROLS

RAG
RATING OF
GAPS IN
CONTROLS

█
MANAGEABLE

REVISED RAG RATING

KEY CONTROLS
ESTABLISHED

RAG RATING LAST MONTH

GRANULAR
OPERATIONAL RISKS

INITIAL RAG RATING

DESCRIPTION OF
STRATEGIC RISK

DATE RISK ADDED: June 2015

(LIKELIHOOD x CONSEQUENCE)

ACCOUNTABLE OFFICER
& GP OWNER

RISK NUMBER: 26

3x5

3x5

15

15

ACTION POINTS &
TARGET DATES FOR
COMPLETION

1. Membership of eCare
Programme Board
Target: Q4 14/15
Completed: Q4 14/15
2. Membership of eCare
Stakeholder Board
Target: Q1 15/16
Completed: Q1 15/16
3. Mapping & assurance of
external information flows
Target: Q2 15/16
Completed:
4. Stakeholder briefing plans
implemented
Target: Q2-Q3
15/16
Completed:

CQC Inspection report
February 2015
highlighted serious
concerns in service
quality and rated the
Trust inadequate
overall
Monitor concluded
investigation into Trust
finances in June 2015
and notes breach of
license – Potential for
actions to address
presenting compromise
to quality of services









Reduction in quality of
service and inability to
meet performance and
clinical quality targets
Maintaining safer
staffing levels in
accordance with NICE
& NQB guidance
Adverse financial
position may impact
adversely on the quality
of care delivered
Potential increase in
contract issue log
referrals

4x4
16




Monthly meetings to
review / challenge
quality performance
On-going development
of quality dashboard



Attendance at monthly
stakeholder assurance
meetings led by
Monitor / CQC



Oversight of quality
improvement plans
(trust / local) and
monthly monitoring of
progress by quality
team and workstream



Support for NSFT
mock CQC inspections
and feedback



Unannounced quality
improvement visits



Sign off provider CIPs
and associated QIAs



Monitor primary care
contract issues and
Trust response

ASSURANCE OF
CONTROLS











Demonstrated
improvement
against identified
contractual key
performance
indicators
evidenced through
quality dashboard
escalation of issues
via SLA meetings
Confidence that
NSFT have
structures in place
to deliver the
required quality
improvements
Assurance that
actions detailed in
the quality
improvement plan
have been
implemented
Test that actions
detailed in the
quality
improvement plan
have resulted in
changes at an
operational level
Test that actions
detailed in the
quality
improvement plan
have resulted in
changes at an
operational level

RAG
RATING OF
GAPS IN
CONTROLS

REVISED RAG RATING

KEY CONTROLS
ESTABLISHED

RAG RATING LAST MONTH

INITIAL RAG RATING

GRANULAR
OPERATIONAL RISKS

DESCRIPTION OF
STRATEGIC RISK

Potential impact of
service quality
delivered by NSFT

BMcL

DATE RISK ADDED: July 2015

(LIKELIHOOD x CONSEQUENCE)

ACCOUNTABLE OFFICER
& GP OWNER

RISK NUMBER: 27

█

4x4

4x4

CHALLENGING

16

16

ACTION POINTS &
TARGET DATES FOR
COMPLETION

1. Regular quality review
meetings to review
performance against defined
key performance indicators
Target Monthly updates
Completed: 26 June 2015
2. Support NSFT to develop a
visual quality dashboard
promoting visual assessment
of performance against
agreed thresholds and
allowing trends to be
identified.
Target: : Monthly with template
finalized in September 2015
Completed: 7 August 2015
3. . CCG attendance at monthly
stakeholder assurance
meetings to review and
challenge progress to deliver
quality improvements
Target: Monthly
Completed: 19 March 2015
4. Review of progress against
quality improvement plans
(Trust / Local) prior to each
quality review meeting
Target: Monthly
Completed: July 2015
5. Schedule quality improvement
visits to Suffolk based NSFT
services



To ensure that CIP
schemes do not
have an adverse
impact on quality



Timely response to
contract issues with
effective learning
reducing numbers

Target: August 2015
Completed: August 2015
6. Schedule meeting to gain
assurance of robust process
to sign off CIPs and to review
QIAs associated with the
CIPs to assess potential
negative impact on quality
Target: September 2015
Completed:

See following sheet for next risk

Newly let community
services contract
impacting on service
quality





JT




TUPE and staffing
transfer
Governance
arrangement not
properly established
Estates issues not
resolved
satisfactorily
New provider unable
to recruit to
vacancies
Teething problems
from transition
leading to loss of key
staff

3x4



12




Regular transition
board meetings
Estates transition
board
Contract meetings
planned

ASSURANCE OF
CONTROLS



Reported to the
Clinical Executive
and Governing
Body as
appropriate

RAG
RATING OF
GAPS IN
CONTROLS

REVISED RAG RATING

KEY CONTROLS
ESTABLISHED

RAG RATING LAST MONTH

GRANULAR
OPERATIONAL RISKS

DESCRIPTION OF
STRATEGIC RISK

INITIAL RAG RATING

DATE RISK ADDED: September 2015

(LIKELIHOOD x CONSEQUENCE)

ACCOUNTABLE OFFICER
& GP OWNER

RISK NUMBER: 28

█

3x4

AMBER

12

ACTION POINTS &
TARGET DATES FOR
COMPLETION

1. Go Live of new services 1
October 2015
Target: 1 October 2015
Completed:
2. Initial review of services
Target: Mid October
Completed:
3.
Target:
Completed:
4.
Target:
Completed:
5.
Target:
Completed:
6.
Target:
Completed:

Agenda Item No.

19

Reference No.

WSCCG-RC 15-59

From: Amanda Lyes, Chief Corporate Services Officer

REVISED REMUNERATION AND HR COMMITTEE TERMS OF REFERENCE
1.

Purpose

1.1

To present to the Governing Body for approval revised terms of reference for the
Remuneration and HR Committee, as revised by the Committee at its meeting held on 5 May
2015.

2.

Background

2.1

In line with its current terms of reference, at its meeting held on 5 May 2015, the
Remuneration and HR Committee carried out an annual review of its terms of reference.

3.

Current Position

3.1

Having reviewed its terms of reference at its meeting, the Remuneration and HR Committee
asked that the Chief Corporate Services Officer discuss the following comments with the
CCG’s Governance Advisor prior to circulating revised terms of reference for agreement by
the Committee and recommendation to the Governing Body for approval.






3.2

That reference to the Shared Management Advisory Group should be removed from the
terms of reference as the Group was thought to no longer be necessary.
That the implication on the CCG’s Constitution of removing the Shared Management
Advisor Group from the terms of reference be explored and steps put in place to alter the
Constitution if required.
That paragraph 3.5 should be revised to take account of the fact that minutes reported to
the next Governing Body were often ‘unconfirmed’ and not ‘approved.
That paragraphs 4.1/4.2 be reviewed to clarify the correct membership of the Committee
and ensure consistency. That the sentence ‘membership may include individuals who are
not on the Governing Body’ should be retained.
To consider whether there was a necessity for ‘running costs’ to continue to be included in
section 8.

As a result of the recommendation of the Remuneration and HR Committee the attached
terms of reference, showing revisions as tracked changes, were subsequently agreed for
recommendation to the Governing Body for approval

Page 1 of 2

4.

Recommendation

4.1

The Governing Body is recommended to approve the Remuneration and HR Committee
revised terms of reference as appended to the report.

Author:
Jo Mael
Corporate and Governance Officer
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WEST SUFFOLK CLINICAL COMMISSIONING GROUP
REMUNERATION AND HUMAN RESOURCES COMMITTEE
TERMS OF REFERENCE
1

INTRODUCTION
The Committee is established in accordance with the NHS West Suffolk Clinical
Commissioning Group’s constitution and shall advise the Governing Body about
the appropriate remuneration and terms of service for the senior officers,
managers and staff of the Clinical Commissioning Group. The Terms of Reference
are based on the former NHS Commissioning Board template and are approved by
the NHS West Suffolk Clinical Commissioning Group Governing Body. They are
reviewed on an annual basis.

2

REMIT AND RESPONSIBILITIES OF THE COMMITTEE

2.1

The Committee shall make recommendations to the Governing Body on
determinations about pay and remuneration for employees of the Clinical
Commissioning Group and people who provide services to it and allowances under
any pension scheme it might establish as an alternative to the NHS pension
scheme.

2.2

The Committee shall determine and recommend as required, the allowances
payable to GPs and other members of the Governing Body not employed by the
Clinical Commissioning Group.

2.3

The Committee shall review and approve, as required, recommendations made by
the Shared Management Remuneration and Human Resources Advisory Group in
regard to the Accountable Officer’s performance.

2.4

The Committee shall review and approve, as required, recommendations made by
the Shared Management Remuneration and Human Resources Advisory Group in
regard to the Accountable Officer and other Chief Officer’s remuneration and
conditions of employment.

2.5

The Committee shall determine on behalf of the Governing Body the terms of
service (pay and non-pay benefits) of senior officers and managers.

2.6

The Committee shall establish arrangements for monitoring and evaluating the
performance of individual senior officers and managers, as approved by the
Governing Body.

2.7

The Committee shall determine and approve the application of Clinical Excellence
Page 1 of 4

Awards.
2.78

The Committee shall advise on and oversee contractual arrangements for staff by
developing policies for recommendation to the Governing Body, to ensure an
equitable and consistent approach.

2.89

The Committee shall receive and approve HR, Organisational Development and
Learning and Development policies and procedures.

2.910 The Committee shall receive and approve reports and have oversight of the work
of the Health and Safety Committee.
2.101 The Committee shall determine and oversee contractual arrangements with staff
and any termination payments.
2.112 The Committee shall receive the minutes of any sub groups that may be formed
and receive and approve reports on Organisational Development and Learning and
Development.
2.123 By reference to the Governing Body Assurance Framework, the Committee shall
monitor allocated risks and satisfy itself and assure the Audit Committee that the
mitigating actions proposed for each allocated risk are reasonable and that each
mitigating action is being undertaken.
2.134 In making its recommendations and decisions the Committee will take into
account:
(i)

Provisions of any national guidance and arrangements

(ii)

Relevant legislation (in particular anti-discrimination and equal pay
legislation)

(iii)

Best practice and affordability

(iv)

Employee relations and relevant staffing matters within the Clinical
Commissioning Group

(v)

Remuneration levels elsewhere within the NHS and other relevant
labour markets

(vi)

Trends and development in non-pay benefits and terms and
conditions

(vii)

Organisational performance

(viii)

Auditor requirements

(ix)

Existing terms and conditions of service

(x)

Statutory health and safety legislation and best practice

2.145 The Committee will retain the right to place specific reports, on an exception basis
Page 2 of 4

and with the agreement of the Chair, in a closed agenda whereby the content of
the report and subsequent discussion, will not be accessed under the Freedom of
Information Act 2000. Reports placed in a closed agenda will be returned to the
Governing Body Secretary or nominated deputy at the meeting for shredding.
Committee members will be responsible for deleting the relevant electronic records
from their own computer systems.
3

RELATIONSHIP WITH THE GOVERNING BODY

3.1

The Committee has authority from the NHS West Suffolk Clinical Commissioning
Group Governing Body to determine matters in respect of the remuneration and
terms of service of senior officers and staff, where issues of confidentiality and
possible conflicts of interest are concerned. The Committee is accountable to the
NHS West Suffolk Clinical Commissioning Group Governing Body

3.2

The Chair of the Committee in consultation with colleagues on the Committee and
senior officers of the Clinical Commissioning Group will make decisions that are
required urgently.

3.3

The Committee has delegated powers from the Governing Body for all Human
Resources policies and procedures and issues that may impact on the terms and
conditions of employment for all staff, for instance lease cars and travel policies.

3.4

The Committee has delegated powers from the Governing Body for all matters of
health and safety.

3.5

Formal minutes shall be kept of the proceedings and approved by members of the
Committee prior to submission which will be submitted to the next meeting of the
NHS West Suffolk Clinical Commissioning Group Governing Body.

3.6

The Chair of the Committee shall draw to the attention of the Governing Body any
issues that require disclosure to the full Governing Body, or require executive
action.

4

MEMBERSHIP OF COMMITTEE

4.1

The Committee shall consist of the Chair of the NHS West Suffolk Clinical
Commissioning Group Governing Body and a minimum of two members appointed
by the Clinical Commissioning Group Governing Body as set out in the
Constitution, one of whom will be the Chair of the Audit Committee Lay Member
for Governance. Membership may include individuals who are not on the
Governing Body.

4.2

The Lay Member for Governance will chair the Committee.
In the event of the Chair being unable to attend all or part of a Committee meeting,
he or she will nominate a replacement from within the membership to deputise for
that meeting.

4.3

The Chair will be a member of the Shared Management Remuneration and HR
Advisory Group that advises the Committee and through this, the Governing Body,
about the appropriate remuneration, terms of service and performance
Page 3 of 4

management of the Accountable Officer and other Chief Officers shared by the
Clinical Commissioning Group.
4.34

Senior Officers of the Clinical Commissioning Group are not eligible for
membership of the Committee.
A senior representative for HR and the
Accountable Officer are invited to attend in an advisory capacity.
It is
acknowledged that HR advice should be sought to assist the Committee in
reaching decisions and it would be expected for the HR representative to be
present throughout the meeting, unless the majority of the Committee and the
Chair considered otherwise. Other Senior Officers will be invited to attend as
appropriate.

4.45

Full time employees or individuals who claim a significant proportion of their
income from the Clinical Commissioning Group will not be Members of the
Committee and the Member Practices should not be in the majority.

5

SECRETARY
The Corporate Services Office will provide the secretariat to the
Committee.Governing Body Secretary shall be secretary to the Committee and
he/she, or their nominee, shall attend to take minutes. The Governance
AdvisorGoverning Body Secretary shall provide appropriate support to the Chair
and committee members when necessary by drawing their attention to best
practice, national guidance and other relevant issues as appropriate.

6

QUORUM
A quorum shall be two members.

7

FREQUENCY OF MEETINGS

7.1

Meetings shall be held bi-monthly or as appropriate.

7.2

The agenda and supporting papers will be sent out at least 5 days in advance of
the meetings to allow time for due consideration of issues.

7.3

Meetings will be timetabled and agreed in advance.

8

CONDUCT OF THE COMMITTEE
The Committee will review on an annual basis its own performance and
effectiveness including running costs and membership and terms of reference. The
Governing Body will approve any resulting changes to the terms of reference or
membership.

Date Approved:
Last Review:
Next Review:

July 2012
May 2015
April 2016
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Reference No.

WSCCG 15-60

From: Bill Banks, Lay Member for Governance, Vice Chair
MINUTES OF MEETINGS
1.

Purpose

1.1

This report incorporates for endorsement, minutes of recent meetings of the Audit
Committee, Remuneration and HR Committee, Clinical Scrutiny Committee, CCG
Collaborative Group and Commissioning Governance Committee.
(i) Audit Committee

The confirmed minutes of an extraordinary meeting held on 18 May 2015 and meeting
held on 2 June 2015, together with unconfirmed minutes of a meeting held on 8
September 2015.
(ii) Remuneration and HR Committee

The confirmed minutes of a meeting held on 16 June 2015 and unconfirmed minutes of
a meeting held on 15 September 2015
(iii) Clinical Scrutiny Committee

The confirmed minutes of a meeting held on 24 June 2015 and unconfirmed minutes of
a meeting held on 26 August 2015
(iv) CCG Collaborative Group

The unconfirmed minutes of a meeting held on 18 June 2015
(v) Commissioning Governance Committee

Decisions from a meeting held on 20 May 2015 and 29 July 2015
2.

Recommendation

2.1

The Governing Body is asked to endorse the minutes and decisions as attached to the
report whilst noting that ‘unconfirmed’ minutes remain subject to change by the relevant
Committee/Group.

Author:
Jo Mael
Corporate and Governance Officer
Page 1 of 41

Minutes of an Extraordinary Meeting of the West Suffolk Clinical Commissioning
Group Audit Committee held on Monday 18 May 2015
PRESENT
Bill Banks
Peter Knights

-

Lay Member for Governance (Chair)
Governing Body Member

IN ATTENDANCE
Colin Boakes
Dan Daley
Mark Game
Carl Goulton
Mark Hodgson
Roger Holt
Jo Mael

-

Governance Advisor
Management Trainee
Head of Accounting and Control
Chief Finance Officer
Ernst and Young – External Audit
Financial Accounting Manager
Corporate and Governance Officer

Ruth Pritchard-Wooles

-

Ernst and Young - External Audit

15/042

WELCOME AND APOLOGIES FOR ABSENCE
The Chair welcomed everyone to the meeting and apologies for absence were
noted from:
Lisa George
Amanda Lyes

15/043

-

Local Counter Fraud Specialist, Tiaa
Chief Corporate Services Officer

DECLARATIONS OF INTEREST
No declarations of interest were received.

15/044

AUDIT RESULTS REPORT
Whilst in receipt of the Audit Results Report, the Committee was advised by
External Audit that its conclusion on the CCG’s arrangements for securing
economy, efficiency and effectiveness in the use of resources had been revised
since distribution of the agenda. A revised version was circulated and it was
explained, that Members were required to reflect on the Audit Results Report
provided and consider the appropriateness of the proposed management
response.
Key messages as outlined within the Audit Results Report included;
Financial Statements






The financial statements were good with their being nothing to report. The
CCG’s finance directorate was thanked for assistance it had provided to the
Auditors.
There had been no significant audit risks to report in respect of financial
statements.
Other risks were identified as being in relation to addressing the backlog of
continuing healthcare cases and deadline pressures as a result of bringing the
audit completion date forward which could have impacted on the timeliness
and quality of the financial statements and supporting working papers.
The Annual Report had improved on that of 2013/2014 with their being nothing





significant to report.
The report outlined that the Auditors had identified one misstatement within the
draft financial statements which management had chosen not to adjust. The
CCG was required to either correct the statement or provide a rationale as to
why it would not be corrected for consideration and approval by the Audit
Committee and inclusion within the Letter of Representation.
Internal control – the report highlighted that a number of ex-gratia payments
had been made during the financial year that, contrary to the CCG’s
constitution, had not been reviewed by the Audit Committee. Whilst it was
noted that the payments had gone through the Remuneration and HR
Committee, there was a need for tighter governance procedures going forward.

Value for Money
Criteria 1 – arrangements for securing financial resilience
Since issue of the Audit Plan, the Auditors advised that they had identified a new
significant risk to Criteria 1, that being the CCG’s ability to achieve its forecast
outturn position in 2015/16 dependent upon delivery of its Quality, Innovation,
Productivity and Prevention (QIPP) plan.
The auditors reported that they had gained sufficient assurance about the financial
resilience of the CCG. They also commented that the CCG needed to monitor the
delivery of the QIPP programme throughout the year, as the track record of
delivery remained a significant challenge.
Criteria 2 – arrangements for securing economy, efficiency and effectiveness
As previously mentioned, whilst paperwork distributed with the agenda had
indicated a report by exception in relation to economy, efficiency and effectiveness
in the use of resources in respect of the CCG’s arrangements for addressing the
backlog of continuing healthcare cases, that conclusion had since been revised to
qualification.
It was explained that following discussion with the Regulator, the Auditors had
been advised that a report by exception was not appropriate and, as such, the
conclusion was revised to that of qualification.
The CCG was required to review arrangements it had in place to assess
continuing healthcare claims in order to clear the significant backlog of cases and
achieve the 28 day framework target, with its Governing Body being required to
consider the recommendation within the next three months and respond formally
to the External Auditors.
Having questioned the implications of a qualified conclusion, the Committee was
advised that it was possible the Regulator might publicise CCG performance. In
the event that there was no improvement next year a public interest report would
need to be undertaken and most likely referred to the Secretary of State for Health.
The Committee noted the content of the reports and thanked the External
Auditors.
15/045

ANNUAL REPORT AND ACCOUNTS
The Committee was in receipt of a report from the Chief Finance Officer which
provided an updated version of the Annual Report and Accounts.
Key points included;


That at the date of the report the audit of the CCG's accounts was on-going
and therefore could result in further amendments to the accounts. Any

amendments, if any, would be minor in nature and discussed outside of the
meeting. No significant amendments were expected.


Management had made various amendments to the Annual Report and
Accounts since the drafts that were presented to Members on 22 April
2015. In respect of the Governance Statement and Accounts those
amendments had been relatively minor in nature and agreed with audit
colleagues during the audit process. None of the amendments had resulted
in a change to the previously reported surplus of £2,775k.



Management had decided not to amend a misstatement identified during
the audit process. The reason for not amending the misstatement was
given in appendix one and was included in the draft Letter of
Representation.



Appendix two addressed the agreed actions from the Informal Audit
Committee meeting on 22 April 2015.

Having considered the latest version of the Annual Report and Accounts and
reviewed the appropriateness of the management response to the Audit Results
Report, the Audit Committee recommended that the CCG Governing Body
approve the Annual Report and Accounts and Letter of Representation.
15/046

DATES OF FUTURE MEETINGS
The next meeting of the West Suffolk CCG Audit Committee was to be on
Tuesday 2 June 2015 at 2.00pm in the Paddock Meeting Room at Rushbrook
House.
Future meetings:
Date
2015
02 June 2015
01 September 2015
06 October 2015
01 December 2015
2016
02 February 2016

Venue
Paddock
Paddock
Paddock
Paddock

Time
Meeting Room
Meeting Room
Meeting Room
Meeting Room

2.00pm
2.00pm
2.00pm
2.00pm

Paddock Meeting Room

2.00pm

8 September 2015
_____________________________
Chairman (Bill Banks)

______________________
Date

Minutes of a Meeting of the West Suffolk Clinical Commissioning Group Audit
Committee held on Tuesday 2 June 2015
PRESENT
Bill Banks
Peter Knights

-

Lay Member for Governance (Chair)
Governing Body Member

IN ATTENDANCE
Neil Abbott

-

Head of Internal Audit

Dan Daley

-

Management Trainee

Mark Game
Lisa George
Mike Gooch

-

Mark Hodgson
Jo Mael
Norman Pottinger

-

Head of Accounting and Control
Local Counter Fraud Specialist, Tiaa
Emergency Planning & Resilience Manager (Item
15/046 only)
Ernst and Young, External Audit
Corporate Governance Officer
Information Governance and Risk Manager

15/042

WELCOME AND APOLOGIES FOR ABSENCE
The Chair welcomed everyone to the meeting and apologies for absence were
noted from:
Colin Boakes
Carl Goulton
Kevin Limn
Amanda Lyes
Ruth Pritchard-Wooles

15/043

-

Governance Advisor
Chief Finance Officer
Director, Tiaa
Chief Corporate Services Officer
Ernst and Young - External Audit

DECLARATIONS OF INTEREST
No declarations of interest were received.

15/044

MINUTES OF THE PREVIOUS MEETING
The minutes of the West Suffolk CCG Audit Committee meeting held on 7 April
2015 were reviewed and confirmed as a correct record.

15/045

MATTERS ARISING AND REVIEW OF ACTION LOG
The Committee was advised that, as yet, there had been no further information
issued in respect of the attestation related to primary care co-commissioning.
Whilst the Audit Committee had previously requested that it receive regular
updates in respect of continuing healthcare, there was no such update on today’s
agenda, although it was noted that progress against audit recommendations was
reported under agenda item 8.
The action log was reviewed and updated with comment as follows:
15/031 – Internal Audit Reports – Commissioning Minor Contracts – following
discussion with the Deputy Chief Contracts Officer it had been confirmed that the

CCG’s Procurement Policy contained a section on contracts although a
forthcoming review of the policy might result in identification of the need for a
separate policy. The Audit Committee asked that the action be kept open for
review in six months’ time.
The Chair agreed that Item 12 (Business Continuity – Final Update) be taken next.
15/046

BUSINESS CONTINUITY – FINAL UPDATE
The Emergency Planning and Resilience Manager introduced a report from the
Chief Nursing Officer which provided feedback on the business continuity exercise
carried out on 7 April 2015. The report detailed the aims and objectives of the
exercise, its outcome together with actions identified following its completion.
The Committee was advised that the exercise had demonstrated that the business
continuity plan was fit for purpose and work continued to facilitate the carrying out
of a similar exercise at West Suffolk House.
The Audit Committee noted the content of the report.

15/047

ANNUAL REVIEW OF TERMS OF REFERENCE
The Committee was presented with its current terms of reference for annual
review, which it felt remained relevant.
As no revisions were made there would be no need for the terms of reference to
be presented to the Governing Body for approval.
The Committee approved its current terms of reference for continued use.

15/048

ANNUAL FEE LETTER

The Committee was in receipt of the Annual Audit Fee letter for 2015/16
from Ernst and Young, External Auditors.
The Committee was advised that fees for 2015/16 as set out within the
letter were in line with expectation.
The Committee noted the content of the Annual Audit Fee letter and
accepted the fees as detailed within it.
15/049

ANNUAL INTERNAL AUDIT REPORT

The Committee was in receipt of the Internal Audit Annual Report which
summarised work carried out by internal audit during 2014/15.
The report contained the Head of Internal Audit’s opinion on the
effectiveness of the system of internal control at West Suffolk CCG for the
year ended 31 March 2015, which was noted as being an overall opinion of
‘reasonable’ assurance.
Internal audit had carried out 21 assurance reviews throughout the year,
with eight having been ‘substantial’, 12 ‘reasonable’ and 1 ‘limited’ as
previously reported in relation to continuing healthcare.
An audit carried out in respect of shared management arrangements
remained incomplete due to difficulties in obtaining benchmarking
information.

The Committee noted the content of the report and that the Head of
Internal Audit would be meeting with the CCG’s Chief Finance Officer to
discuss use of the shortfall of audit days.
15/050

INTERNAL AUDIT REPORTS
The Committee received the following reports from internal audit with comment in
respect of each as follows;
Assurance Review of the Commissioners – New Services – Providers
Arrangements
The assurance review of the Commissioners – New Services – Providers
Arrangements had resulted in a ‘reasonable’ assurance level having been
achieved.
The Committee accepted the report.
Review of Section 136 Mental Health Act
The assurance review of Section 136 Mental Health Act had resulted in a
‘substantial’ assurance level having been achieved.
The Committee accepted the report.
Internal Audit Recommendations
The Committee was in receipt of a report from the Head of Internal Audit which set
out current progress against internal audit recommendations. It was reported that
there were currently 25 recommendations outstanding, with 14 of those 25 having
slipped into the 0-3 month period for completion and three into the 4-6 month
period.
There had been no response from the nursing directorate in relation to actions
associated with the Individual Funding Request audit and, at the request of the
Committee, the Head of Internal Audit agreed to highlight the matter to the Chief
Officer.
The Committee noted the report and thanked the Head of Internal Audit for work
carried out during 2014/15.

15/051

LOCAL COUNTER FRAUD REPORT
The Committee was in receipt of the Counter Fraud Annual Report for 2014/15
which, it was explained, had been developed in line with NHS Protect guidance.
Points highlighted included;






The local counter fraud specialist had carried out bribery awareness training on
20 February 2015 which had been attended by 10 CCG employees.
A number of fraud bulletins had been issued and policies reviewed.
The results of a counter fraud survey were attached to the report.
There had been no referrals to the local counter fraud specialist since the
previous meeting.
A review of continuing healthcare payments was to be undertaken. The scope
and objectives of the review were currently being agreed with the Chief
Finance Officer, although in line with work elsewhere, it was likely to focus on
evidencing the content of packages and associated payments.

The Committee was disappointed to note the low response rate in respect of the

counter fraud survey and, it was explained, that work to encourage increased
participation in future surveys would be incorporated within training sessions.
Whilst it was questioned whether the response rate per CCG could be identified, it
was reported that due to anonymity associated with the survey that would not be
possible.
From the responses received to a question on the CCG’s Whistleblowing Policy,
there was concern that 50% had not felt confident that, by raising a concern, they
would not be at risk of losing their job or suffering any form of retribution. As
requested by the Committee, the Local Counter Fraud Specialist agreed to
advise the Chief Corporate Services Officer of the statistic and provide opportunity
for response.
The Committee noted the report and thanked the Local Counter Fraud Specialist
for work carried out during 2014/15.
15/052

MANAGING CONFLICTS OF INTEREST – GP DECLARATIONS OF INTEREST
The Committee was in receipt of a report from the Chief Corporate Services
Officer on the need to ensure that the CCG complied with revised statutory
guidance in respect of managing conflicts of interest (published by NHS England
on 18 December 2014)
In order to comply with the principles of the guidance, whilst not requesting that
virtually all GPs complete a declaration of interests form, it was now proposed to
only seek declarations of interest from CCG Member Practice Representatives.
That would however be on the basis that other GP partners within a practice would
be required to make a declaration in the event of commissioning processes and
decisions where they might be seen to potentially benefit financially.
Having questioned how the recommendations sat in relation to central guidance,
the Committee concluded that whilst it was happy to agree the recommendations
‘in principle’ the Governance Advisor should be asked to provide the Chair with
sight of the relevant section of the guidance for clarification.
The Audit Committee subsequent ‘approved in principle’ the following
recommendations, subject to the Governance Advisor providing the Chair with
sight of the relevant section of the guidance, and the Chair being satisfied there
was no inconsistency;


The requirement for CCG Member Practice Representatives to complete a
declaration of interests and that they would be expected to do that by the end
of July 2015. In line with all others completing declarations, they would be
updated quarterly by exception.



The requirement that other partner GPs in a practice be required to make a
declaration of interests in the event of a commissioning process and/or
resultant decision where they might be seen to potentially benefit financially
whether or not that was real or perceived.

(Post Meeting Note: following provision of the requested information, the
Chair confirmed his endorsement of the decision of the Audit Committee)
15/053

SELF-ASSESSMENT
The Committee was in receipt of a draft self-assessment questionnaire which it
was being asked to review and approve for circulation and completion by
Committee members.
The Committee approved the self-assessment questionnaire as appended to the

report for circulation to Committee members, Officers and representatives from
internal audit and counter fraud. Members requiring clarification on questions
contained within the audit could forward queries to the Corporate Governance
Officer for a response to be obtained.
15/054

GOVERNING BODY ASSURANCE FRAMEWORK (GBAF)
The Committee was in recent of the current version of the GBAF for review.
Amendments and additions to the GBAF were detailed within Section 3 of the
report.
The Committee was advised that the risk associated with existing information
sharing flows across the health system being destabilised by the deployment of
Lorenzo Regional Care creating a risk to patient care, was likely to be downgraded
for inclusion on the Corporate Services risk register in the near future as the risk
was not as high as had originally been thought.
The appropriateness of downgrading the MRSA risk in light of a ‘0’ occurrence
target was questioned.
The Committee noted the content of the GBAF

15/055

WAIVERS OF COMPETITIVE TENDERING
No waivers of competitive tendering were received.

15/056

REVIEW OF ANNUAL PLAN OF WORK
The Committee reviewed the annual plan of work.

15/057

ANY OTHER BUSINESS
No items of other business were received.

15/058

DATES OF FUTURE MEETINGS
The next meeting of the West Suffolk CCG Audit Committee was scheduled to
take place on Tuesday 8 September 2015 at 2.00pm in the Paddock Meeting
Room at Rushbrook House.
Future meetings:
Date
2015
06 October 2015
01 December 2015
2016
02 February 2016

Venue

Time

Paddock Meeting Room
Paddock Meeting Room

2.00pm
2.00pm

Paddock Meeting Room

2.00pm

8 September 2015
_____________________________
Chairman (Bill Banks)

______________________
Date

Unconfirmed Minutes of a Meeting of the West Suffolk Clinical Commissioning
Group Audit Committee held on Tuesday 8 September 2015
PRESENT
Bill Banks
Peter Knights

-

Lay Member for Governance (Chair)
Governing Body Member

IN ATTENDANCE
Neil Abbott
Mark Game
Carl Goulton
Lisa George
Mike Gooch

-

Mark Hodgson
Amanda Lyes
Dominique Staykova
Helen Farrow

-

Head of Internal Audit
Head of Accounting and Control
Chief Finance Officer (until 3.00 pm)
Local Counter Fraud Specialist, Tiaa
Emergency Planning & Resilience Manager
(agenda item 15 only)
Ernst and Young, External Audit
Chief Corporate Services Officer (until 3.00 pm)
Summer Intern Ernst and Young
Executive Assistant to Chief Officer

15/059

WELCOME AND APOLOGIES FOR ABSENCE
The Chair welcomed everyone to the meeting and apologies for absence were
noted from:
Kevin Bernard Colin Boakes
Kevin Limn
Jo Mael
-

15/060

Governing Body Member
Governance Advisor
Tiaa
Corporate and Governance Officer

DECLARATIONS OF INTEREST
No declarations of interest were received.

15/061

MINUTES OF THE PREVIOUS MEETING
The minutes of the West Suffolk CCG Audit Committee meetings held on 18 May
2015 and 2 June 2015 were reviewed and confirmed as correct records.

15/062

MATTERS ARISING AND REVIEW OF ACTION LOG
There were no matters arising and the action log was reviewed and updated with
comment as follows:
15/051 Local Counter Fraud Report – The Chief Corporate Services Officer
suggested actions to positively reinforce the message that, by whistleblowing, staff
would not be at risk of retribution. These include reiterating the message at the
next COT meeting for onward transmission to staff and inclusion of this message
in the weekly Buzz newsletter.
The Audit Committee was agreeable to these actions and it was agreed a further
Counter Fraud survey would be undertaken in six months with a push to ensure
there is a larger response rate.

15/063

INFORMATION GOVERNANCE

The Committee received the following information governance policies for
approval, with the assurance that these had been scrutinised by the Information
Governance Group, which was satisfied that the policies were fit for purpose:








IT Security
Data Quality
Digital Recoding
Records Management
Information Governance
Data Protection
Policy Development

The Chief Corporate Services Officer advised that there were no major changes to
the policies from previous versions as there had been no changes in legislation
which would require update. Should there be any fundamental change before the
next iterations are due, the policies would be revised prior to the set review period.
The Audit Committee approved the policies.
Whilst noting the comments from the Information Governance Manager in the
update report, the Committee noted the risk to the corporate services risk register
relating to the CCG’s ability to complete a “satisfactory” IG toolkit return at the end
of March 2016. The Chief Corporate Services Officer advised this comment was
made during the procurement process for the new IT services provider.
Assurance has since been provided by the new provider, NELCSU, that there are
processes in place to ensure data is shared appropriately and rules are in place to
regulate how data is maintained.
In order to be assured that a satisfactory toolkit return can be completed at the end
of the financial year, the Audit Committee requested an update at the next
meeting of any issues with NELCSU and actions being taken. Consideration
should also be given to including this as a risk on the Corporate Risk Register.
15/064

INFORMATION GOVERNANCE STRATEGY
The Audit Committee received a revised Information Governance Strategy which
had been scrutinised by the Information Governance Group. The Chief Corporate
Services Officer advised there had been no fundamental changes to the previous
Strategy.
In response to a query raised as to how the CCG can be assured that
organisations contracted with are complying with their own governance framework,
the Committee was advised that this is a requirement within standard contracts.
The Audit Committee endorsed the Strategy.

15/065

EMERGENCY PREPAREDNESS RESILIENCE AND RESPONSE POLICY
The Audit Committee was in receipt of the Emergency Preparedness Resilience
and Response Policy for approval.
The Policy covers both Ipswich & East Suffolk CCG and West Suffolk CCG, in
common with other CCG policies, and does not differ significantly from previous
policies covering the individual CCGs.
The Committee approved the Policy.

15/066

CCG PANDEMIC INFLUENZA PREPAREDNESS

An update was received on the CCG’s pandemic influenza arrangements. The
Committee noted that it is a requirement of this year’s assurance process that flu
preparedness arrangements are in place and that, as part of the assurance
process, there is to be a multi-agency exercise undertaken in February 2016.
The Committee noted the report.
15/067

SELF-ASSESSMENT
The Committee received and noted a feedback report following the recent selfassessment process.
During discussion of the feedback the Committee agreed it would be good
practice to reflect, at the end of each Audit Committee meeting, on how the
meeting had progressed and whether it was felt there had been good and
appropriate discussion.
In response to a query concerning the provision of an Audit Committee Annual
Report it was agreed that, to comply with the Audit Committee Code of Practice, a
report should be produced for the Governing Body at the end of each financial
year to inform the sign off of the Governance Statement. The Chief Corporate
Services Officer agreed to take this forward
For those areas of ‘disagreement’ in the report, the Committee considered it would
be helpful for these to be analysed to establish the facts of what procedures were
in being. The Chief Corporate Services Officer agreed to prepare a report for the
next Audit Committee meeting.

15/068

GOVERNING BODY ASSURANCE FRAMEWORK (GBAF)
The Committee was in receipt of the current version of the GBAF for review.
Amendments and additions to the GBAF were detailed within Section 3 of the
report.
The Committee was advised that the CHC risk had now been split into three
separate risks, reflecting the areas of: ‘Failure to comply with NHS continuing
Health care Framework’, ‘Retrospective claims for CHC for September, 2012 and
March 2013 cut off dates’ and ‘Retrospective claims for CHC from April 2012 cut
off dates’
It was noted that Risk 4 – MRSA and Risk 6 – Cdiff had been downgraded to 9
The Chief Corporate Services Officer advised that, with effect from September
2015, the GBAF report will identify how long each risk had been identified as high
risk and therefore showing on the GBAF. This will ensure there is a sufficient grasp
on risks and that they are being appropriately managed. There is also to be a risk
by risk review undertaken at Clinical Scrutiny Committee meetings with the risk
owner being asked to give a brief update on the risk.
The Committee noted the content of the GBAF and in so doing requested that the
next iteration considers the risks associated with the new community services
contract. The Chief Corporate Services Officer agreed to raise this with the Acting
Chief Contracts Officer.
The Committee also asked that consideration be given as to how the MRSA risk is
worded around ‘zero’ cases and to the low risk score, given the relatively high risk
of there being at least one case during the year. The Chief Corporate Services
Officer would raise this with the Chief Nursing Officer.

15/069

SUPPLEMENTARY INTERNAL AUDIT – MANAGEMENT OF CONFLICT OF
INTERESTS
A report was received from the Chief Corporate Services Officer following the
supplementary audit on management of conflict of interests.
The audit provided reasonable assurance that there are appropriate systems and
processes in place to ensure that conflicts of interest or potential conflicts of
interest are declared and mitigated.
The recommendation by Internal Audit to update the Register of Interests to
include details of how any declarations received are managed has been
considered by management, who felt it would be impractical and inappropriate to
include details about individual conflicts; conflicts are managed at the beginning of
every meeting the CCG holds. The Head of Internal Audit confirmed he was
satisfied that this recommendation had been considered. The view of Ernst and
Young was that if there is a policy in place this would apply to everyone within the
organisation.
Following recent extension of the Declaration of Interests process to member
practices, there remain a significant number of forms outstanding from West
Suffolk practices. It was noted that this would be reported to the September
Governing Body meeting and raised at the next Executive Group meeting.
Within the audit sample, there was one member of the Governing Body who had
potentially omitted a commercial interest. The Committee was advised that this
would be followed up at an individual level and also to determine whether this type
of omission might affect other members.
The report was noted.

15/070

PWC GOVERNANCE REPORT ANALYSIS
A report was received from the Chief Finance Officer for information following a
review by PricewaterhouseCooper of a number of failed CCGs which highlighted
reasons for failure. The report will be considered at COT and Executive meetings
along with a Governance Checklist to ensure that there is appropriate governance
in place within the CCG to cover the identified areas of failure. A report will be
submitted to Audit Committee at a later date.

15/071

EXTERNAL AUDIT BRIEFING
The Audit Committee received and noted the content of the report presented by
Ernst and Young.

15/072

ANNUAL AUDIT LETTER AND AUDIT FEE LETTER
The Committee received the Annual Audit Letter and noted the findings from the
2014/15 audit.
The Committee also noted the Annual Fee Letter setting out the final fee for
2014/15 of £66,250.

15/073

CONTINUING HEALTHCARE
A response to Ernst and Young, prepared by the CHC Programme Director, to
comments made in paragraph 2.2 of the Annual Audit Letter around CHC was
received. The response had previously been submitted to the Governing Body for
approval.
Ernst and Young confirmed that, whilst not having had the opportunity to be fully

appraised of the content of the response, at this point in time there would appear
to be appropriate actions being taken to address the issues concerned. It was too
early to determine what the VFM conclusion for 2015/16 might be.
Ernst and Young advised that a meeting would be scheduled with the CHC
Programme Director to establish a consistent joint interpretation of the terminology
used in reference to the NHS Continuing Healthcare National Framework.
Whilst the Audit Committee still had concerns about the challenge which lies
ahead, particularly with resourcing the CHC team, the Committee noted the report
and was satisfied that the plan looked credible.
15/074

INTERNAL AUDIT PROGRESS REPORT
The Internal Auditor presented a report on the progress of internal audits for
2015/16, which is on plan. The planned audits for Personal Health Budgets and IT
system have been deferred, with audits on recruitment and payroll brought
forward; reports on these audits are in draft format for management response.
The Head of Internal Audit was satisfied that there are appropriate actions being
taken to address the outstanding actions identified in the progress report.
The Audit Committee commented on its preference for audits to be undertaken
(and reports received) steadily throughout the year to avoid a large number of
reports being reviewed at year end. This was noted by the Head of Internal Audit,
however the situation is sometimes unavoidable due to CCG time and
management constraints.
The Committee noted the content of the report.

15/075

INTERNAL AUDIT REVIEW REPORTS
The Committee received the following reports from internal audit:
Safeguarding of Children
The Committee noted the report and its recommendations; including one saying
that there should greater involvement of Safeguarding staff with contractual issues
and meetings. The Head of Internal Audit advised that this lack of engagement
had been communicated to the Chief Nursing Officer - the formal management
response indicated that this has been resolved recently.
Management of Conflict of Interests – see minute 15/069

15/076

LOCAL COUNTER FRAUD REPORT
The Committee was in receipt of the Counter Fraud Report with key points
highlighted, including:







12 days used year to date, against an agreed 25
The LCFS attended the NHS Protect Eastern Region LCFS Forum on 23 July
2015
The Standards for Commissioners: Fraud, Bribery and Corruption were
released by NHS Protect on 20 February 2015 and the LCFS has taken these
into consideration when drafting the proposed draft work plans for 2015/16
The LCFS completed the NHS Protect Self Review Tool (SRT) for both CCGs
by the deadline of 31 July 2015 and the CCG achieved an overall rating of
‘Amber’
A number of staff training sessions, including Lunch and Learn, have been
scheduled for CCG staff – whistleblowing will be included in these sessions
There have been no new referrals since the last report

The LCFS clarified that the ‘red’ scored areas in the SRT were concerning contract
management and the requirement for the CCG to request sight of providers’
policies.
NHS Protect has issued a FAQ document to assist organisations with what is
required to be demonstrated in order to reach a SRT Amber/Green rating.
The review of CHC practice in relation to counter fraud is to be delayed due to the
current workload of the CHC team; however this needs to be undertaken before
the end of the financial year.
The Committee noted the report.
15/077

WAIVERS OF COMPETITIVE TENDERING
The Committee received and considered waivers of competitive tendering in
respect of the following:




024 – 111 Service
025 - Scriptswitch
026 – NHS Mail SMS Service

The Committee endorsed the presented waivers of competitive tendering.
15/078

REVIEW OF ANNUAL PLAN OF WORK
The Committee reviewed the annual plan of work, which is now to include the
provision of an Audit Committee Annual Report to Governing Body.

15/079

ANY OTHER BUSINESS
There were no items of other business received.

15/080

DATES OF FUTURE MEETINGS
The next meeting of the West Suffolk CCG Audit Committee was scheduled to
take place on 6 October 2015 at 2.00pm however it was agreed this should be
cancelled. The next meeting will therefore be Tuesday 1 December 2015 at 2.00
pm in the Paddock meeting room, Rushbrook House
Future meetings:
Date
2015
01 December 2015
2016
02 February 2016

_____________________________
Chairman (Bill Banks)

Venue

Time

Paddock Meeting Room

2.00pm

Paddock Meeting Room

2.00pm

______________________
Date

Part One

Minutes of a meeting of the West Suffolk Clinical Commissioning Group
Remuneration and Human Resources Committee Meeting held on
Tuesday, 16 June 2015
PRESENT:
Bill Banks
Dr Christopher Browning

Lay Member for Governance (Chair)
GP Member

IN ATTENDANCE:
Amanda Lyes
Jo Mael

Chief Corporate Services Officer
Corporate and Governance Officer

15/031

WELCOME AND APOLOGIES FOR ABSENCE
The Chair welcomed everyone to the meeting and apologies for absence were
noted from Jo Finn, Lay Member for Patient and Public Involvement

15/032

DECLARATIONS OF INTEREST
No declarations of interest were received.

15/033

MINUTES OF THE PREVIOUS MEETING
The minutes of the West Suffolk CCG Remuneration and Human Resources
Committee meeting held on 5 May 2015 were reviewed and confirmed as a
correct record subject to a minor revision to paragraph 3 of minute 15/019 to
change ‘and’ to ‘had’ in respect of the revision of policies.

15/034

MATTERS ARISING AND REVIEW OF THE ACTION LOG
There were no matters arising from the previous meeting and the action log
was reviewed and updated.

15/035

DIRECTORATE UPDATE
The Committee was in receipt of a written general overview of the key
headlines of activity within each directorate with key points highlighted from the
report including;
Corporate Services






The IT service management procurement continued, with a report to be
presented to the CCG’s Governing Body in July 2015.
In light of the challenges being faced by the continuing healthcare team the
Chief Corporate Services Officer had loaned a member of the Corporate
Services team to assist.
The Human Resource team was to launch a data cleanse of staff
information in the near future.
A Property Services User Group, Chaired by the Chief Corporate Services
Officer had been set up.
The Chief Corporate Services Officer confirmed that, in order to remain
within contractual requirements, the CCG was obliged to comply with NHS

Jobs request that the CCG cease advertising for other organisations such
as GP practices.
Nursing Directorate



The restructure of the Individual Funding Request team had been
concluded and the Committee was to receive a more detailed report later
on the agenda.
The business case for additional staff within the continuing healthcare team
had been approved by the CCG’s Clinical Executive and was now being
implemented. Interviews for additional nursing posts were due to take
place on 19 June 2015.

Finance
One of the Deputy Chief Finance Officer’s (with primary responsibility for
Ipswich and East Suffolk CCG) would be leaving the organisation and a
recruitment campaign to find a replacement was to commence in the near
future.
Contracts




Work on the community services procurement continued with
expectation that the contract would be signed at the end of June 2015.
A meeting was scheduled to take place on 17 June 2015 with trade
union representatives in relation to the TUPE of staff in respect of the
community services contract.
One of the Deputy Chief Contract Officer’s would be leaving the
organisation and a recruitment campaign to find a replacement was to
commence in the near future.

Chief Operating Office and Redesign

15/036

The CCG’s new tele-dermatology service had been shortlisted for the
Health Service Journal Value in Healthcare Awards 2015.

WORKFORCE PLANNING AND DEVELOPMENT UPDATE
The Committee was in receipt of a report from the Chief Corporate Services
Officer which provided an update on how the Transformational Lead for
Workforce Planning and Development was supporting the health workforce in
Suffolk.
It was explained that the Transformational Lead for Workforce Planning and
Development role had been funded by the Local Education and Training Board
(LETB) for a 12 month period from December 2014 in order to focus on health
and social care workforce profiling and integrated workforce development.
Work carried out since December 2014 was detailed within Section 3 of the
report and included;




Facilitation of a Suffolk Executive Away Day to establish trust and build
relationships to support integrated workforce planning and development at
executive level
Development and agreement by the System Leaders Partnership Board of
a memorandum of understanding in respect of the sharing of workforce
data across Suffolk organisations.
Development of ‘Think Big!’ an integrated real time project support
programme for piloting with the early adopter sites, and development of an
integrated re-ablement and rehabilitation service in September 2015.




Roll out of a worker shadowing pilot programme for the Sudbury integrated
neighbourhood team.
The sharing of over 50 different pieces of work and projects across the
health and social care system in Suffolk and Norfolk from networks
established through the role.

Whilst progress of work had previously been reported through the System
Leaders Partnership Board, regular updates were now being provided to the
Health and Wellbeing Board. Work was taking place with Suffolk County
Council in an attempt to secure funding for continuation of the role after
December 2015. The Chief Corporate Services Officer agreed to provide a
further progress update once plans had been finalised.
The Committee noted the report and confirmed its support for attempts to
seek continuation of the role of Transformational Lead for Workforce Planning
and Development post December 2015.
15/037

WORKER SHADOWING
The Committee was in receipt of a report which provided information on the
implementation of a pilot worker shadowing programme in Sudbury and the
potential for its wider roll out across Norfolk and Suffolk.
It had been identified through the Sudbury Integrated Neighbourhood Team
(INT) workshops that there was a lack of knowledge about the roles and
responsibilities of different teams and their members and hence the Sudbury
Task and Finish Group had agreed that a worker shadowing programme be
developed.
Worker shadowing for implementation included ‘fly on the wall’ observation and
observation with some active involvement. The programme consisted of a
minimum placement of two half days with a host organisation and individuals
were able to apply for more than one placement. 10 staff across both CCGs
had expressed an interest in the programme to date, with work now taking
place to define areas of focus and ensure linkage to personal development
programmes.
The Committee advised of the need to ensure that there was benefit for both
individuals and the organisation and welcomed further information at a later
date.
The Committee noted the content of the report and requested that it receive
further information on evaluation of the pilot at a later date, together with a
breakdown of take up by staff per CCG.

15/038

HEALTH AND SAFETY AND RISK COMMITTEE
The Committee received a report from the Chief Corporate Services Officer
which provided an update on health and safety matters.
Key issues highlighted within the report included;




Safetyboss the CCG’s Health and Safety Advisor had continued to provide
training sessions for staff covering manual handling, fire safety and general
health and safety awareness. The content of the training had been
refreshed in January 2015 with increased emphasis on health and safety
within the office environment.
The Health and Safety and Risk Committee had developed a set of
‘housekeeping’ guidelines for Rushbrook House in line with those already
in existence and developed by the Council in respect of West Suffolk
House.




The Health and Safety and Risk Committee had addressed issues
associated with the farm car park at Rushbrook House which included
improving the quality of the surface and lighting.
Two fire evacuation exercises had been carried out with the most recent
having included the staging of an emergency planning exercise.

The Committee noted the content of the report.
15/039

RISK ASSESSMENT – ‘LOCK DOWN’ PROCEDURES
The Chief Corporate Services Officer reminded the Committee that at a
previous meeting it had questioned the necessity for ‘lock down’ procedures
and asked that the Health and Safety and Risk Committee consider the matter
at a forthcoming meeting.
To that end, the Committee was now in receipt of a report and draft risk
assessment which had been presented to the Health and Safety and Risk
Committee at its meeting held on 15 June 2015. The report considered ‘lock
down’ procedures in conjunction with security arrangements at Rushbrook
House.
The Chief Corporate Services Officer advised that, at its meeting on 15 June
2015, the Health and Safety and Risk Committee had invited comment from its
members on the draft risk assessment by 19 June 2015 and, as such, the
outcome would be reported to the Remuneration and HR Committee in
September 2015.
The Committee noted the content of the report and that it was to receive a
further update in September 2015. The Committee requested that the update
also include confirmation in respect of arrangements in place at West Suffolk
House.

15/040

POLICIES FOR APPROVAL
There were no policies received for approval.

15/041

JOINT STAFF PARTNERSHIP COMMITTEE
The Committee was in receipt of a report from the Chief Corporate Services
Officer which summarised the main issues discussed and outcomes to
emerge, from the Joint Staff Partnership Committee meeting held on 8 May
2015.
The Committee noted the content of the report.

15/042

DEPARTMENT OF HEALTH LETTER REGARDING EXECUTIVE PAY
The Committee was in receipt of a recent letter received from Jeremy Hunt,
MP in respect of executive pay, together with a proposed response from the
CCG Chair.
The letter from the Department of Health had been issued to Chairs of NHS
Trusts, NHS Foundation Trusts and Clinical Commissioning Groups, with a
request that CCGs respond to the points outlined within the letter by the end of
June 2015.
The Chief Corporate Services Officer advised that both CCG Chairs had seen
and approved the draft prior to its presentation to the Committee for
consideration and endorsement.
The Committee questioned whether responses contained within the letter

should be bullet pointed in line with the questions asked, and asked that
exploration of the correct salutation be undertaken.
Having reviewed the draft response and been assured by the Chief Corporate
Services Officer that there was nothing deficient in the CCG’s controls, the
Committee endorsed the draft response subject to inclusion of the correct
salutation and revision of the letter to bullet point format.
15/043

NHS CONSULTANCY SPENDING CONTROLS
The Committee was presented, for information, with a recently received letter
from the Chief financial Officer of NHS England in respect of NHS consultancy
spending controls.
The letter dated 2 June 2015 outlined a number of actions in respect of
controlling NHS consultancy expenditure, which although were mainly
applicable to providers, also applied to CCGs in some instances.
The Committee noted the content of the letter and that there were
mechanisms in place to control such expenditure with monitoring via the
relevant Committee such as Remuneration and HR Committee, Audit
Committee and Collaborative Group.

15/044

INDIVIDUAL FUNDING REQUEST TEAM RESTRUCTURE
The Committee was presented with a report which provided information on the
recent individual funding request team restructuring process.
The report included documentation in respect of the consultation exercise,
questions raised and responses given, together with detailing the final
structure which had now been implemented.
It was explained that the restructuring process had been difficult and taken six
months to complete. The restructure had seen a refocus on job descriptions
and roles and responsibilities with there being no staff redundancies.
Recruitment was still to take place to the Band 7 position with the role due to
be advertised in the near future. Operating procedures had been revised to
reflect the new structure.
The Committee noted the content of the report.

15/045

ANNUAL PLAN OF WORK
The Committee noted the annual plan of work and that any changes could be
notified to the Corporate Governance Officer.

15/046

ANY OTHER BUSINESS
The Chief Corporate Services Officer reported that the CCG was to be
inspected by HM Revenue and Customs on 5 August 2015.

14/047

DATE AND TIME OF NEXT MEETING
The next meeting of the West Suffolk CCG Remuneration and Human
Resources Committee was scheduled to take place on Tuesday, 15
September 2015 at 10.00am, in the Paddock, Rushbrook House, Paper Mill
Lane, Bramford, Ipswich, Suffolk, IP8 4DE.

_____________________________
Chairman (Bill Banks)

15 September 2015
______________________
Date

Part One

Unconfirmed Minutes of a meeting of the West Suffolk Clinical Commissioning
Group Remuneration and Human Resources Committee Meeting held on
Tuesday, 15 September 2015
PRESENT:
Bill Banks
Jo Finn

Lay Member for Governance (Chair)
Lay Member for Patient and Public Engagement

IN ATTENDANCE:
Amanda Lyes
Jo Mael

Chief Corporate Services Officer
Corporate and Governance Officer

15/048

WELCOME AND APOLOGIES FOR ABSENCE
The Chair welcomed everyone to the meeting and no apologies for absence were
noted.

15/049

DECLARATIONS OF INTEREST
No declarations of interest were received.

15/050

MINUTES OF THE PREVIOUS MEETING
The minutes of the West Suffolk CCG Remuneration and Human Resources
Committee meeting held on 16 June 2015 were reviewed and confirmed as a
correct record.

15/051

MATTERS ARISING AND REVIEW OF THE ACTION LOG
There were no matters arising from the previous meeting and the action log was
reviewed and updated.

15/052

DIRECTORATE UPDATE
The Committee was in receipt of a written general overview of the key headlines
of activity within each directorate with key points highlighted from the report
including;
Corporate Services





The IT service management procurement had been completed and work
continued to ensure a smooth transition between providers.
The Human Resource team had completed a data cleanse to ensure that staff
information was up to date and correct.
A new online exit interview process incorporating the staff survey system was
being introduced to run alongside the existing option of a face to face exit
interview.
A Property Services User Group had been set up and had held its first
meeting. Membership of the group included representatives from key asset
holders and it was anticipated the group would improve communication and
understanding of responsibilities.

Nursing Directorate





The restructure of the individual funding request team was complete. The
Chief Corporate Services Officer was now responsible for day to day
management of the team, with advice in respect of clinical decisions being
sought from nursing directorate management. The team currently consisted of
four members of staff with interviews pending for two further positions.
Continuing healthcare processes were currently being reviewed by the Interim
Programme Director with new ways of working being explored. A recruitment
campaign was underway and reporting mechanisms were being reviewed.

Finance


Recruitment to Deputy Chief Finance Officer posts continued.

Contracts



Work continued on the community services procurement to ensure a
smooth transition.
A new Chief Contracts Officer was due to commence employment on 5
October 2015, with a new Deputy Chief Contracts Officer starting on 9
November 2015.

Chief Operating Office and Redesign

15/053



The new teledermatology service had been shortlisted for a Health Service
Journal Value in Healthcare Award, with results due in September 2015.



The Committee asked a number of questions on the information being
presented and noted the content of the report.

DEPARTMENT OF HEALTH AND NHS ENGLAND LETTERS 22 JUNE 2015
REGARDING EXECUTIVE PAY
The Chief Corporate Services Officer reminded the Committee that, at its meeting
held in June 2015, it had been asked to endorse a draft response to a letter
received from Jeremy Hunt, MP in respect of executive pay.
In the period immediately following despatch of the response, a further letter had
been received from NHS England seeking completion of a template in response to
Jeremy Hunt’s letter, which was subsequently completed and returned to NHS
England.
The Committee noted the update and that no further information had, as yet,
been received from either the Department of Health or NHS England.

15/054

WORKFORCE REPORT
The Committee was in receipt of a report from the Chief Corporate Services
Officer which provided information on a wide range of key HR performance
indicators and sought to benchmark where possible against national and local
performance data. Key points were set out within Section 2 of the report and
included;





Over the months of April-June 2015, headcount had increased, in part, due to
the increase of continuing healthcare staff.
Turnover had increased and was just above the Office for National Statistics
figure of 3.4% for health.
Sickness absence levels had decreased and were favourable when compared
with other CCGs and CSUs.
Six monthly reviews of Personal Development Plans (PDPs) were currently



being carried out.
The Committee’s attention was brought to page 4 of the appendix which set
out a total key performance indicator analysis.

In light of current resourcing issues associated with the continuing healthcare
team, the appropriateness of the availability of flexible nine day fortnight working
was questioned.
Having reviewed the report and appendix the Committee asked that the Chief
Corporate Services Officer clarify figures in respect of the completion of
mandatory training, together with ensuring that the post of Continuing Healthcare
Interim Programme Director was included within the report.
15/055

DEVELOPING THE WORKFORCE
The Committee received a report which provided information on the work currently
being undertaken to develop the primary care and CCG workforce through
traineeships, apprenticeship frameworks and NHS leadership academy
programmes.
The Committee was pleased to note the report and work being completed by the
Apprenticeship Coordinator. Having noted that funding for the post was due to
end in March 2016, the Committee suggested that thought be given to extending
the role if possible.

15/056

TRAINING NEEDS ANALYSIS
The Committee was in receipt of a report from the Chief Corporate Services
Officer which provided an update on 2015/16 training needs as identified from the
PDP process.
Training needs had been identified at directorate level, with themes across
directorates including;







Leadership and management training.
Project management.
Microsoft Office
Mentoring and coaching.
Continued professional development.
Personal skills development via shadowing or on the job training.

Having questioned the availability of training to GP practices, it was explained that
some national programmes did incorporate primary care.
The Committee noted the content of the report and the Chief Corporate Services
Officer agreed to explore the availability of training for GPs in respect of the
management of small organisations.
15/057

HEALTH AND SAFETY AND RISK COMMITTEE
The Committee received a report from the Chief Corporate Services Officer which
provided an update on health and safety matters.
Key issues were highlighted within Section 3 of the report and included;



Rushbrook House car park handrail and lights – a handrail had been
placed on the wall to the farm car park and lighting work had now been put
into the front car park.
Parking at risk – legal notices were to be displayed in both the farm and front
car park at Rushbrook House advising drivers that they were parking cars at







their own risk.
Risk Registers – the departmental risk registers are up to date and risk
buddies continued to maintain and update the registers.
Rushbrook House front door - communication had been circulated that the
front door would be closed at 5.00pm and only accessed using the key code.
As the building was unlocked at 7.30am, the door would no longer be left on
the latch and staff would need to use the key code to gain entry to the building
prior to 8.30am.
New visitor signing in procedure – a new system for visitors and temporary
staff was to be implemented with visitors being required to wear a red “visitor”
lanyard.
Accident reporting – staff were to be reminded that if any accidents occurred
in the workplace they must be reported to the Information Governance and
Risk Manager.

The Committee noted the content of the report.
15/058

RISK ASSESSMENT – ‘LOCK DOWN’ PROCEDURES UPDATE
The Committee was reminded that it had previously received report of a risk
assessment carried out by the Information Governance and Risk Manager in
respect of the feasibility of Rushbrook House being ‘locked down’ in the case of
emergency, together with general access and egress arrangements.
The Committee had asked that the report be endorsed by the Health and Safety
and Risk Committee and, as a result, the fourth, fifth and sixth actions in Item
15/057 had been put in place.
The Committee noted the content of the report.

15/059

POLICIES FOR APPROVAL
The Committee received a revised Health and Safety Policy for approval which, it
was explained, included minor amendment from the previous policy (highlighted
within the document) to ensure it remained fit for purpose.
The Committee was advised that the revised policy had been reviewed by
Safetyboss, the CCG’s Health and Safety Advisor, prior to its presentation.
The Committee approved the Health and Safety Policy as attached to the report.

15/060

APPOINTMENT OF CHIEF CONTRACTS OFFICER
The Committee received a report from the Chief Corporate Services Officer which
advised of the appointment of a new Chief Contracts Officer, Jan Thomas, who
was due to commence employment on 5 October 2015.
The Committee noted and endorsed the appointment and welcomed Jan
Thomas to the role of Chief Contracts Officer.

15/061

ANNUAL PLAN OF WORK
The Committee noted the annual plan of work and that any changes could be
notified to the Corporate Governance Officer.

15/062

ANY OTHER BUSINESS
In light of recent concerns as to whether workstream meetings were operating
effectively, it was questioned whether the workstreams participated in any selfassessment exercises or had their effectiveness assessed in other ways.

The Committee was advised that whilst it was thought that surveys had been
carried out in some instances, the matter was due to be discussed by the Chief
Officer Team - the Chief Corporate Services Officer agreed to clarify the
position and report back.
14/063

DATE AND TIME OF NEXT MEETING
It was agreed that the next meeting of the West Suffolk CCG Remuneration and
Human Resources Committee scheduled to be held on Tuesday, 20 October 2015
be cancelled.
The next meeting would now be that scheduled to take place on Tuesday, 15
December 2015 in The Paddock, Rushbrook House, Paper Mill Lane, Bramford,
Ipswich, Suffolk, IP8 4DE

_____________________________
Chairman (Bill Banks)

______________________
Date

Minutes of WSCCG Clinical Scrutiny Committee held on
Wednesday 24 June 2015 from 0900 – 1100hrs
Room T2, Green Duck, Technology House, Western Way,
Bury St Edmunds, IP33 3SP
PRESENT:
Bill Banks
Dr Simon Arthur
Kevin Bernard
Dr Ed Garratt
Carl Goulton
Julian Herbert
Dr Crawford Jamieson
Dr David Kanka
Peter Knights
Dr Daniel Knowles
Amanda Lyes
Barbara McLean
Rakesh Raja
Dr Roz Tandy
Wendy Tankard
Dr Andrew Yager

Lay Member – Governance (Chair)
GP Governing Body Member
Governing Body Member
Chief Operating Officer
Chief Finance Officer
Chief Officer
Secondary Care Lead
Deputy Director of Public Health
Governing Body Member
GP Governing Body Member
Chief Corporate Services Officer
Chief Nursing Officer
GP Governing Body Member
GP Governing Body Member
Chief Contracts Officer
GP Governing Body Member

IN ATTENDANCE:
Andy Eley
Hilary Finegan
Louis Kamfer
Jo Mael
Jo Wyatt

Deputy Chief Operating Officer
Continuing Healthcare Programme Director
Deputy Chief Finance Officer
Corporate Governance Officer (Minutes)
Office Manager, West Suffolk CCG

15/027

WELCOME AND APOLOGIES FOR ABSENCE
The Chair welcomed everyone to the meeting and apologies for absence were noted
from;
Dr Christopher Browning
Jo Finn
Dr Giles Stevens

15/028

GP Governing Body Member and CCG Chair
Lay Member – Public and Patient Engagement
GP Governing Body Member

DECLARATIONS OF INTEREST
No declarations of interest were received.

15/029

MINUTES OF PREVIOUS MEETING
The minutes of the meeting held on 29 April 2015 were reviewed and agreed as a
correct record.

15/030

MATTERS ARISING & REVIEW OF ACTION LOG
There were no matters arising from the previous minutes and the action log was
reviewed and updated.

15/031

INTEGRATED PERFORMANCE REPORT

The Committee received the Integrated Performance Report for June 2015, which
provided members with a summary of performance against national targets,
contractual targets, clinical quality and patient safety issues, workstream progress
and financial performance and acute activity.
Key points highlighted during discussion included;
Clinical Quality and Patient Safety






Serious case review – recommendations of the report associated to a childrens
safeguarding serious case review had noted incidental learning for those
organisations involved. When available, the resultant Suffolk wide action plan
would be reported to a future meeting.
The Committee’s attention was brought to improved infection control reporting
contained within the report.
The report detailed recent positive visits to the Care Coordination Centre and a
nursing home where concerns had previously been raised.
CQC and Monitor work in respect of Norfolk and Suffolk NHS Foundation Trust
was detailed within the report. The CCG had worked jointly with Norfolk CCGs to
develop a reporting dashboard with the first report having been expected last
week. The next Monitor meeting was scheduled to take place on 24 June 2015.

Contracts



West Suffolk Hospital – progress was being made in respect of the remedial
action plan associated with acute oncology and staff training was being pursued.
The situation continued to be monitored closely.
A remedial action plan was now in place with regard to A&E and performance
levels were currently being met.
Referral to treatment times gave cause for concern across specialties and the
Committee was in receipt of a more detailed addendum paper. Remedial action
plans had been initiated and whilst delivery was expected in July 2015, recent
information was indicating that General Surgery would not be compliant until
October 2015. A recent decline in diagnostic performance was also impacting on
performance levels and ways to increase capacity and staff resource were being
explored. A remedial action plan was in place.
A recent decline in cancer two week wait times outside of the CCG area was
being investigated



Care UK/111 Service – the 111 service had recently experienced increased
demand. Warm transfer performance continued to be an area of concern and
the recruitment of advisors remained challenging. The decline in performance
would be escalated contractually.

Finance






The CCG’s financial plan was to be discussed later on the agenda.
Whilst £8m of QIPP schemes had originally been identified, NHS England had
requested that activity increase by 1% at a cost of £2m which had necessitated
identification of a further £2m of QIPP schemes. In light of that gap NHS
England’s Area Team had been unable to assure the plan and advised that it
would be undertaking a ‘deep dive’ of the CCG’s finances with the CCG being
required to resubmit its plan by the end of June 2015.
Whilst a breakdown of the current position in respect of identified QIPP schemes
was detailed within the additional report, it was noted that some such as
continuing healthcare were of high risk.
At Month one unvalidated data was indicating over-performance in both acute
activity and prescribing. There was increased day case activity with significant
variances in trauma and orthopaedics and gynaecology, whilst emergency and

non-elective activity was slightly lower the casemix was higher than plan, which
in some cases was due to excess bed days. The situation was being monitored
closely.
The Committee agreed that activity level information should be considered by
the workstreams prior to discussing with the Trust at forthcoming service level
agreement meetings, and that under-performance in cardiology and general
medicine should also be investigated.
Having suggested that coding be reviewed and noted that previously annual
clinical audits had taken place, the Committee agreed that, in line with the
contract, the CCG should seek to undertake exploration of coding jointly with the
Trust.
The importance of identifying mutually beneficial schemes with the Trust was
emphasized and the Chief Officer agreed to consider the matter with the Trust’s
Chief Executive at forthcoming meetings.
The need to determine if current identified QIPP schemes were successful and
facilitate the identification of further schemes was recognised.
Clinical Workstreams
The Chief Operating Officer reported that information contained within the report in
respect of workstream progress had been revised and now included RAG ratings.
Key points highlighted during discussion included;
Integrated Care – whilst work with care homes in Sudbury carried out by the CCG’s
Care Homes Coordinator had been successful there was difficulty in recruiting to the
team in order to facilitate roll-out of the work across the CCG area. The COPD
community service was to be built into the integrated admission prevention service
from July 2015. Whilst a paper on frailty was to be presented to the system forum
next week which considered how patients might be managed more effectively, a
CQUIN associated to the frailty assessment tool had not been agreed and was due
to be discussed at the Executive Committee. A clinical lead had been identified for
the integrated admission avoidance scheme and the operating model was being
developed although key performance indicators were, as yet, to be agreed with the
hospital.
The Committee agreed that all outstanding issues with the hospital should be
discussed within workstream meetings that afternoon prior to considering further
action.
Planned Care – the Chief Contracts Officer agreed to bring detail in respect of the
pain service to a future Executive Committee meeting.
Prescribing – focus was on poly pharmacy, tackling wastage and reduced
prescribing.
The Committee noted the content of the reports.
The Chair agreed that agenda item 10 (Financial Recovery Plan) be taken next.
15/032

FINANCIAL RECOVERY PLAN
As previously discussed, the Committee was in receipt of a financial plan being
developed for submission to NHS England at the end of June 2015.

The need for the plan to contain increased detail on new QIPP schemes was
emphasized.
The Committee noted the plan and proposals by NHS England to carry out a ‘deep
dive’ of the CCG’s finances at the end of June 2015 for discussion at meetings to be
held in July 2015.
15/033

CONTINUING HEALTHCARE CURRENT POSITION
The Committee was in receipt of a presentation from the new Continuing Healthcare
Programme Director which detailed workforce planning and reporting in respect of
the service going forward.
It was reported that, whilst the presentation was focussed on Previously Unassessed
Periods of Care (PUPoC) cases, it was intended that the work carried out in respect
of such cases could be utilised to address the backlog of normal cases.
The presentation detailed the steps required to process a case together with
outlining a trajectory reporting template. The Committee was advised that work
would shortly take place in an attempt to streamline processes. Whilst work also
continued in respect of a procurement process to outsource work the availability of
providers was unknown and, as such, focus remained on meeting the November
2015 deadline set by NHS England for the clearance of PUPoC cases.
There was an on-going campaign to recruit nurses and a number of appointments
had been made from interviews held the previous week with further interviews
planned.
It was recognised that, in light of the auditor’s report, future consideration would
need to be given as to whether to focus resource on PUPoC cases or the backlog.
The Committee noted the content of the report and that the CCG’s Executive and
Scrutiny Committee would continue to receive regular progress updates.

15/034

CONTRACT RENEWAL LIST
The Committee was in receipt of a report from the Chief Contracts Officer which
detailed progress in respect of contract renewals.
The Committee noted the content of the report and that the CCG’s workstreams
would continue to receive regular updates on the current contract position.

15/035

GOVERNING BODY ASSURANCE FRAMEWORK (GBAF)
The Committee received the current version of the CCG Governing Body Assurance
Framework (GBAF) which, it was explained, was reviewed by the Chief Officer Team
every month and by the Governing Body and Audit Committee at each of their
meetings.
Amendments and additions to the GBAF were set out with Section 3 of the report
with key points highlighted being;


There were nine risks in total.



The removal of Risk 25 (Existing information sharing flows across the health
system are destabilised by the deployment of Lorenzo Regional Care creating a
risk to patient care). The risk had been removed from the GBAF and
incorporated within the Corporate Services departmental risk register.



Risk 26 (Failure to successfully implement e-care system at West Suffolk
Hospital (November 2015)) had been added.

The narrative and rating associated to Risk 04 (Failure to evidence the national drive
of zero tolerance on MRSA bacteraemia) was questioned and the Chief Nursing
Officer agreed to investigate.
The Committee noted and approved the content of the report.
15/036

SELF ASSESSMENT FEEDBACK FORM
The Committee was in receipt of a report which contained feedback from its recent
self-assessment exercise.
A total of 11 responses had been received and whilst feedback indicated that
members felt the Committee achieved its overall aims and working principles, there
was concern in respect of openness and transparency and whether members
provided real and genuine challenge.
The Committee noted the content of the report and requested that the Chief
Corporate Services Officer consolidate feedback from self-assessment exercises
carried out across Committees into an action plan for consideration at a future
meeting.

15/037

ANY OTHER BUSINESS
No items of other business were received.

15/038

DATE OF NEXT MEETING
Wednesday 26 August 2015, 0900-1200 hrs, Ground Floor room 14, West Suffolk
House, Bury St Edmunds, IP33 3YU.

_____________________________
Chair (Dr Christopher Browning)

26 August 2015
_______________________
Date

Unconfirmed Minutes of WSCCG Clinical Scrutiny Committee held on
Wednesday 26 August 2015 from 0900 – 1100hrs
Ground Floor Room 14, West Suffolk House, Western Way,
Bury St Edmunds, IP33 3YU
PRESENT:
Dr Christopher Browning
Dr Simon Arthur
Kevin Bernard
Jo Finn
Dr Ed Garratt
Julian Herbert
Chris Hooper
Dr David Kanka
Peter Knights
Amanda Lyes
Juliette Plunkett
Rakesh Raja
Dr Andrew Yager

GP Governing Body Member and CCG Chair (Chair)
GP Governing Body Member
Governing Body Member
Lay Member – Public and Patient Engagement
Chief Operating Officer
Chief Officer
Deputy Chief Nursing Officer
Deputy Director of Public Health
Governing Body Member
Chief Corporate Services Officer
Deputy Chief Contracts Officer
GP Governing Body Member
GP Governing Body Member

IN ATTENDANCE:
Ameeta Bhagwat
Isabel Cockayne
Andy Eley
Hilary Finegan
Gabrielle Irwin
Jo Mael

Finance Manager
Head of Communications
Deputy Chief Operating Officer
Continuing Healthcare Programme Director
Head of Clinical Quality and Patient Experience
Corporate Governance Officer (Minutes)

15/039

WELCOME AND APOLOGIES FOR ABSENCE
The Chair welcomed everyone to the meeting and apologies for absence were noted
from;
Bill Banks
Carl Goulton
Dr Crawford Jamieson
Barbara McLean
Dr Roz Tandy

15/040

Lay Member – Governance
Chief Finance Officer
Secondary Care Lead
Chief Nursing Officer
GP Governing Body Member

DECLARATIONS OF INTEREST
No declarations of interest were received.

15/041

MINUTES OF PREVIOUS MEETING
The minutes of the meeting held on 24 June 2015 were reviewed and agreed as a
correct record.

15/042

MATTERS ARISING & REVIEW OF ACTION LOG
There were no matters arising from the previous minutes and the action log was
reviewed and updated with comment as follows:
15/031 – Integrated Performance Report

15/043



Diagnostics - performance had improved and an action plan was in place.
The CCG was not an outlier in respect of endoscopy.



Finance – contact with the contract advice line and Monitor had resulted in
advice that, if felt appropriate, the CCG could apply for a review of patient
notes.

INTEGRATED PERFORMANCE REPORT AND FINANCE AND INFORMATION
PACK
The Committee was in receipt of the Integrated Performance Report for August
2015, which provided members with a summary of performance against national
targets, contractual targets, clinical quality and patient safety issues, financial
performance and acute activity, together with detailing work being carried out by the
clinical work streams.
The Chief Officer reported that, at today’s meeting, it was intended there be focus on
the finance element of the report and, as such, only key issues from the quality and
performance parts of the report would be highlighted, those being:
Quality
Key issues, as set out within the report, were C.Difficile performance and the
progress of Norfolk and Suffolk NHS Foundation Trust in respect of its action plan
developed following CQC inspection.
The need to identify whether changes in laboratory testing might have affected
C.Difficile performance was highlighted and it was agreed that the matter be
explored for report back to a future meeting.
Performance
Whilst general performance levels were good, key issues identified within the report
included;


Ambulance service – there had been a recent regional dip in performance
levels which was mainly due to loss of staff. Whilst a recruitment plan was in
place, skilled paramedics were being lost to other organisations.



Cancer 62 day waits – although June 2015 performance had been good,
overall performance year to date was poor and an action plan was in place.
There was increased focus on cancer waits at a national level with some
CCG’s being asked to submit detailed plans for improved performance.



Referral To Treatment (RTT) – the 52 week RTT pathways were a key issue
to be addressed.



Acute oncology – the contract query had been escalated to issue of a first
exception report, with 2% of contract value currently being withheld. An
action plan had been developed and support was being provided to the
service in an attempt to improve performance



Stroke – a contract query in respect of stroke performance had recently been
issued.



Cambridge and Peterborough NHS Trust – the lead commissioner had
recently issued four exception reports in respect of cancer, A&E, diagnostic
and RTT performance.

Finance

At Month 4 the CCG had a surplus of £1m and was expected to achieve its year end
surplus of £2.8m. Variances continued to be prescribing overspend and QIPP
under-delivery.
Whilst the current financial position was an improvement on the previous year, there
was concern as to the impact of any increased activity at West Suffolk NHS
Foundation Trust (WSFT). Increased day case activity was of particular concern.
The Committee reviewed quality premium information as set out within the report
whilst noting that any payment for the achievement of quality premiums would not be
made until 2016/17. Key points highlighted included;


Urgent and emergency care increased discharges at weekends and bank
holidays – agreement of a position with the trust in respect of such discharges
was being pursued.



Prescribing – information relating to the Prescribing Quality Premium measures
would be reported on a monthly basis going forwards.



Dementia diagnosis – the national tool was to be re-launched in September and
will facilitate monthly data reporting.



Stroke – as previously reported, contractual measures were being taken in
relation to a recent dip in performance levels.

Clinical Workstreams (QIPP)
The Committee noted the good performance during month three and went onto
review the summary QIPP dashboard with the following comments being made in
respect of individual schemes;
Planned Care
Pain – in light of a recent dip in performance since circulation of the report an action
plan had been developed.
Dermatology – utilisation of Tele-derm was resulting in improved performance
although take up by practices remained low. Contract for the current pilot was due
to end in October 2015 and evaluation was expected in November 2015. It was
agreed that the results of the evaluation should be reported to the CCG’s Executive
prior to determining a way forward. It was further agreed that the integrated
performance report include dates of ‘next steps’ applicable to all schemes.
Ophthalmology – the Evolutio contract was in place until July 2016 and was
dependent on GPs selecting the correct pathway.
Whilst a decision on
ophthalmology services post the end of the current contract was required, the need
to enhance communication and promotion of the current pathway to practices was
emphasised.
Cardiology – GP engagement was a key aspect to success of the scheme and
further work to promote the BNP pathway was needed
T&O – the T&O hip and knee pathway was an example of the achievement of good
results from GP engagement.
Diabetes – 22 practices were now signed up to the enhanced service scheme and
an evaluation of the scheme would be required early in 2016 in order to ascertain its
success. In light of a national increase of prevalence it was suggested that Public
Health input on the Diabetes forum re prevention would be of benefit.
Low Priority Procedures (LPP) – an audit had commenced which was due to

conclude on 28 August 2015. There was intention to pursue pilot of a prior approval
system in respect of General Surgery. The Committee agreed that pursuance of the
prior approval system should be included within the CCG’s commissioning
intentions.
Day Cases – activity was currently 457 cases above plan and requires further
investigation
Integrated Care
Overall non-elective activity had reduced, with general medicine and respiratory now
being the two main areas of focus.
Care Homes – in light of its success in reducing admissions this initiative was being
rolled out across all Care Homes in the CCG area. Recruitment of staff to facilitate
the roll-out was proving difficult and it was agreed that a paper outlining options to
secure additional clinical resource be presented to a forthcoming meeting of the
CCG’s Executive.
The need to ensure that any option appraisal included
consideration of links with FNC and Continuing Healthcare patient reviews was
recognised.
Respiratory and Frailty – work continued to identify frequent attenders and the
challenge going forward would be how the system resourced such patients. It was
agreed that an action plan incorporating methods of identification and
communication of such patients in conjunction with other organisations, together with
the feasibility of expanding community matron support, be developed and presented
to the CCG’s Executive.
Integrated Admission Avoidance – whilst the EEIT scheme was operationally
ready to commence, the agreement of key performance indicators with the hospital
remained outstanding. It was agreed the issue be taken forward at a forthcoming
meeting with the Trust’s Chief Executive.
Paediatric Admissions – the CCG continued to pursue secondary care clinicians
carrying out work within GP practices.
Prescribing – there had been less over-performance during Month three and it was
hoped that might be due to prescribing initiatives starting to take effect. All practices
were now signed up to the 80/20 scheme and it was agreed that the CCG’s
Executive receive detailed prescribing information at forthcoming meetings.
Information from recent communications work indicated that patients thought doctors
would contact them to review medication and it was suggested that thought be given
to revising information on the back of repeat prescriptions. The Committee agreed
that the CCG’s Executive be presented with proposed revised prescription wording
for agreement.
The Committee noted the content of the integrated performance report.
15/044

GOVERNING BODY ASSURANCE FRAMEWORK (GBAF)
The Committee received the current version of the CCG Governing Body Assurance
Framework (GBAF) which was reviewed by the Chief Officer Team every month and
by the Governing Body and Audit Committee at each of their meetings.
Amendments and additions to the GBAF were set out with Section 3 of the report
with key points highlighted being;



Risk 14c - (Retrospective claims for continuing healthcare from April 2012 cut off)
was a new risk.
Risk 22 – (LSP contract cessation), the anticipated cost pressure in 2016/17 was
being mitigated through the Strategic IT Programme Board in conjunction with

the finance directorate.
The Committee approved the content of the report and that it should undertake
increased scrutiny of each risk contained within the GBAF at six monthly intervals
going forward.
15/045

DRAFT ACTION PLAN FROM CLINICAL SCRUTINY, EXECUTIVE AND
GOVERNING BODY SELF ASSESSMENT FEEDBACK
The Committee was in receipt of an action plan developed from feedback associated
to recent self-assessment exercises carried out by the CCG’s Governing Body,
Clinical Scrutiny Committee and Executive.
Having noted the content of the action plan, the Committee agreed that, in order to
take the actions forward, it would initiate a period of reflection at the end of CCG
Executive meetings.

15/046

ANY OTHER BUSINESS
No items of other business were received.

15/047

DATE OF NEXT MEETING
Wednesday 28 October 2015, 0900-1200 hrs, Ground Floor room 14, West Suffolk
House, Bury St Edmunds, IP33 3YU.

Ipswich & East Suffolk Clinical Commissioning Group
West Suffolk Clinical Commissioning Group
Unconfirmed Minutes of the CCG Collaborative Group meeting held on
Thursday, 18 June 2015, 3.00pm in the Pavilion, Rushbrook House

PRESENT
Martin Smith (MS)
Dr Christopher Browning (CB)
Dr Mark Shenton (MS)
Julian Herbert (JH)
Bill Banks (BB)
Body
Graham Leaf (GL)
Governing
IN ATTENDANCE

CCG Collaborative Group Chair
Chair, West Suffolk CCG Governing Body
Chair, Ipswich and East Suffolk CCG Governing Body
Chief Officer, Ipswich & East Suffolk and West Suffolk CCGs
Lay Member (Governance) West Suffolk CCG Governing

Jo Mael (JM)

Corporate Governance Officer

Lay Member (Governance) Ipswich & East Suffolk CCG
Body

Minute
15/019

Action
Welcome and apologies
The Chairman welcomed everyone to the meeting and no apologies for
absence were received.

15/020

Declarations of Interest
No declarations of interest were received.

15/021

Minutes of meeting held on 16 April 2015
The minutes of a meeting held on 16 April 2015 were considered and
agreed as a correct record.

15/022

Matters arising and review of action log
There were no matters arising and the action log was reviewed and
updated.

15/023

Service Performance Review Report
The Collaborative Group was in receipt of the Service Review Performance
Report which, it was explained contained revised objectives for Chief
Officers following commencement of the new financial year. Progress was
to be reviewed via regular 1:1 meetings with the Chief Officer, and
indicators RAG rated with the individuals concerned, prior to them being
discussed within the Chief Officer team as a whole.
Key points highlighted included:


As the Chief Contracts Officer, a Deputy Chief Contracts Officer and
Deputy Chief Finance Officer were due to leave the organization, there






was a potential risk in respect of work associated with the community
services contract that was due for sign off by the end of June 2015.
QIPP delivery in 2015/16 was recognised as challenging and the first set
of data was currently awaited. NHS England’s Area Team had indicated
that it wished to do a ‘deep dive’ into the CCGs QIPP plans and
following their submission to the Area Team by the end of June 2015, a
visit by the Area Team was anticipated to go through the plans in detail.
Continuing healthcare and individual funding requests continued to be
an area of concern for the CCG and was to be discussed later on the
agenda.
It was felt that the County Council had been more internally focused
recently, which had resulted in some delayed progress within
workstreams. It was anticipated that situation would resolve going
forward.

The Collaborative Group noted the report and that the next six months
would be a challenging period for the CCGs in light of the continuing
healthcare situation, increased scrutiny on QIPP and personnel changes.
15/024

Continuing Healthcare
The Chief Officer reported that, in light of the previously reported concerns
associated with continuing healthcare as highlighted within internal and
external audit reports, he would be taking on direct responsibility for chairing
continuing healthcare workstream meetings going forward. An interim
programme director had recently been appointed to take over responsibility
for the work of the team who would report directly to the Chief Officer and
was to attend next week’s Clinical Scrutiny Committee meetings. The
outsourcing of work continued to be explored.

15/025

Primary Care Co-Commissioning Update
The Group was in receipt of a briefing note in respect of primary care cocommissioning. The paper set out the scope for co-commissioning,
governance and management arrangements and advised that a
memorandum of understanding was currently being developed with NHS
England to clarify the role and responsibilities of joint committees.
CCG’s were able to apply for full delegated arrangements from 1 April 2016
with formal proposals needing to be submitted by 2 October 2015. Cocommissioning could also be extended to include dental, eye health and
community pharmacy.
Whilst full delegated arrangements might be considered as an opportunity
for the CCGs, any agreement to go forward would need to be dependent on
facilitation of appropriate support and resource.
The CCG Collaborative Group noted the content of the briefing note.

15/026

Election Outcome Implications
The Collaborative Group was in receipt of a paper which set out key
commitments contained within the Conservative election manifesto in
relation to health and workforce issues.
It was reported that the two main messages being received since the
election were;


That Government was not keen to undertake any further reorganisation of the health service, although Monitor and the TDA
were likely to have one Chief Executive appointed across both

organisations.


That there would be increased scrutiny and focus on finances with
NHS England taking on an increased assurance approach.

An announcement from Jeremy Hunt, Secretary of State for Health in
respect of primary care was expected on 19 June 2015.
The CCG Collaborative Group noted the report.
15/027

Any Other Business
No items of other business were received.

15/028

Dates of next meeting
The CCG Collaborative Group agreed that, in light of the absence of a
number of members, the 20 August 2015 meeting be cancelled.
Date
Dates 2015
20 August 2015 (Cancelled)
15 October 2015
17 December 2015

Venue

Time

The Pavilion
The Pavilion
The Pavilion

11.00am
11.00am
11.00am

(All meetings to be held in The Pavilion, 1st Floor, Rushbrook House).

JM

WEST SUFFOLK CCG COMMISSIONING GOVERNANCE COMMITTEE

Decision Record
20 May 2015

DIABETES LOCAL ENHANCED SERVICE (LES)
To receive and approve a report.

Commissioning Governance Committee Members:
Bill Banks, Lay Member for Governance, Chair
Julian Herbert, Chief Officer
Carl Goulton, Chief Finance Officer
Wendy Tankard, Chief Contracts Officer
Dr Crawford Jamieson, Secondary Care Doctor

Decision
Having carefully considered information contained within the report, and
advising that further consideration should be given as to how any
approved scheme would be monitored throughout the year, the
Commissioning Governance Committee subsequently;
Agreed ‘in principle’ to development of the diabetes local enhanced
scheme (LES) subject to percentages aligned to the payment structure
being revised to become more outcome based, as follows:
% of Payment
20%
10%
20%
20%
3 x 10%

Schedule
4 quarterly instalments to all participants
Upon submission of completed audit
60- 79% of patients 8 out 9 key care processes met
80% or above of patients 8 out 9 key care processes met
Upon achieving three treatment targets KPIs 1-3

Dr Rakesh Raja
Report No:
WSCCG/CGC 15-05

WEST SUFFOLK CCG COMMISSIONING GOVERNANCE COMMITTEE

Decision Record
29 July 2015

1

POLY PHARMACY LOCAL ENHANCED SERVICE (LES)
To receive and approve a report from the Chief Pharmacist

Report No:
WSCCG/CGC 15-06

2

PRESCRIBING BUDGET
Prescribing Budget 2015/16
To receive and approve a report from the Chief Pharmacist.

Report No:
WSCCG/CGC 15-07

Commissioning Governance Committee Members:
Bill Banks, Lay Member for Governance, Chair
Julian Herbert, Chief Officer
Carl Goulton, Chief Finance Officer
Dr Crawford Jamieson, Secondary Care Doctor

Decision
1

POLY PHARMACY LOCAL ENHANCED SERVICE (LES)
Having considered the report, the Commissioning Governance
Committee approved a six month pilot of the Polypharmacy LES as
presented, with evaluation at the end of that period.

2

PRESCRIBING BUDGET
Having considered the report and noting that both the Prescribing
Workstream and the Executive had selected Option 2 as the preferred
choice, the Commissioning Governance Committee approved Option 2
as set out within the report.

Cambridge University Hospitals NHS Foundation
Trust

Addenbr
Addenbrook
ooke'
e'ss and the Rosie
Hospit
Hospitals
als
Quality Report

Hills Road
Cambridge
Cambridgeshire
CB2 0QQ
Tel:01223 245151
Website: www.cuh.org.uk

Date of inspection visit: 21- 24 April 2015 and 7 May
2015
Date of publication: 22/09/2015

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

Ratings

Overall rating for this hospital

Inadequate

–––

Urgent and emergency services

Requires improvement

–––

Medical care

Requires improvement

–––

Surgery

Requires improvement

–––

Critical care

Requires improvement

–––

Inadequate

–––

Good

–––

Requires improvement

–––

Inadequate

–––

Maternity and gynaecology
Services for children and young people
End of life care
Outpatients and diagnostic imaging
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Summary of findings
Letter from the Chief Inspector of Hospitals
We carried out a comprehensive inspection between 21 and 24 April 2015 as part of our regular inspection programme.
In December 2014 Cambridge University Hospitals NHS Foundation Trust had been identified as having only two
elevated risks and one risk on our Intelligent Monitoring system. However, in May 2015 the system showed that there
were five elevated risks and four risks.
Cambridge University Hospitals NHS Foundation Trust is one of the largest in the UK with around 1100 beds. The trust
provides a major trauma centre for the east of England and specialist services in immunology, foetal medicine, IVF,
neurosurgery, ophthalmology, genetics and metabolic diseases, specialised paediatric, cancer and transplant services.
These services, as provided at Addenbrooke’s Hospital and the Rosie Hospital were inspected as part of the core
services within this report. The trust also provides district general hospital services to patients predominantly coming
from Cambridgeshire, Essex, Suffolk and Hertfordshire. The demographics vary during the year due to the large student
population of approximately 24,488.
The clinical departments are clustered together into five divisions:
Division A: Musculoskeletal; Digestive Diseases and ICU/Periops
Division B: Cancer; Laboratory services; Imaging and Clinical support
Division C: Acute Medicine; Inflammation/Infection; Transplant
Division D: Neuroscience; ENT/ Head and neck/ Plastics; Cardiovascular-Metabolic
Division E: Medical Paediatrics; Paediatric Critical Care and Paediatric Surgery; Obstetrics and Gynaecology
Whilst we inspect core services, these crossed divisions. We were able to disaggregate some of the performance
information for the trust across our core services.
During this inspection we found that the trust had significant capacity issues and was having to reassess bed capacity at
least three times a day. This pressure on beds meant that a number of routine surgery admissions were cancelled as
there were no beds available. We found that staff shortages meant that wards were struggling to cope with the numbers
of patients and that the adult critical care areas were not staffed in line with national guidance. We reported this to the
hospital trust management immediately and undertook enforcement action to place a condition on the trust’s
registration in relation to Addenbrooke’s Hospital to ensure that there were sufficient staff in place to care for critically ill
patients. We have since been assured by the trust that there are systems now in place to ensure that staffing in this area
is in line with national guidance and we have removed this condition form the trusts registration.
We have rated this location as inadequate overall due to significant concerns in safety, responsiveness and the
disconnect between ward staff and the divisional leaders. We found that the staff were exceptionally caring and that
they went the extra mile for their patients..
Our key findings were:
• There was a significant shortfall of staff in a number of areas, including critical care services and those caring for
unwell patients. This often resulted in staff being moved from one area of a service to another to make up staff
numbers. Although gaps left by staff moving were back-filled with bank or agency staff, this meant that services often
had staff with an inappropriate skills mix and patients were being cared for by staff without training relating to their
health needs .Despite this patients received excellent care.
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• Pressure on surgical services meant routine operations were frequently cancelled and patients were waiting longer
than the 18-week referral to treatment target for operations. Pressure on the outpatients department meant long
delays for some specialties and not all patients being followed up appropriately, particularly in ophthalmology and
dermatology. There were some outstanding maternity services but significant pressures led to regular closures and a
midwife to birth ratio worse than the recommended level.
• Disconnected governance arrangements meant that important messages from the clinical divisions were not
highlighted at trust board level.
• Introducing the new EPIC IT system for clinical records had affected the trust’s ability to report, highlight and take
action on data collected on the system. Although it was beginning to be embedded into practice, it was still having
an impact on patient care and relationships with external professionals.
• Medicines were not always prescribed correctly due to limitations of EPIC, although we were assured this was being
remedied.
However, we also found:
• Caring staff who did everything they could for patients in their care.
• Effective and robust multidisciplinary working across the trust.
• The emergency department and major trauma centre were efficient and effective.
There were areas of poor practice where the trust needs to make improvements.
Importantly, the trust must ensure that:
• All patients awaiting an outpatient’s appointment are assessed for clinical risk and prioritised as to clinical need.
• Effective governance and management arrangements are put in place in outpatients.
• Systems or processes must be established and operated effectively to enable the outpatients department to assess,
monitor and improve the quality and safety of services.
• Services around end of life are reviewed to allow for fast track or rapid discharges to be undertaken in a timely way.
• Patient dependency in the intensive care unit is reviewed and staffing monitored against this on a day to day basis to
ensure compliance with the Faculty of Intensive Care Medicine / Intensive Care Society core standards for ICU (Ed1)
2013.
• There is adequate staffing to provide safe care for patients requiring non-invasive ventilation.
• Data collection for the ICNARC case mix programme is monitored and that data collected is reliable, accurate and
representative of the functioning of both critical care units.
• Patients are discharged from critical care units to the wards in a timely manner and minimises the number of
patients being discharged after 10pm.
• It encourages collaborative working and sharing of clinical governance data between the general critical care unit
and the Neuro Critical Care Unit.
• Medicines are managed in line with national guidance and the law.
• All patients who may lack capacity have a mental capacity assessment and, if appropriate, a deprivation of liberty
safeguards (DoLS) assessment and that patients’ consent is properly sought before treatment.
• All emergency equipment is checked in line with policy.
• Risk assessments are completed and correctly recorded.
• All environments are safe and that high levels of nitrous oxide in delivery suites are addressed.
• Consistent foetal heart rate monitoring is provided in maternity services.
In addition, the trust should:
• The impact of high bed occupancy on the admission of emergency patients and the provision of emergency surgical
services at Addenbrooke’s Hospital is reviewed.
• Review the provision of end of life care to consider providing cover over seven days a week.
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• Ensure that focus is given to drive improvement and delivery of the end of life care service, including community
engagement and investment in the service.
• Ensure the estates department is staffed with enough appropriately trained people to facilitate a more timely
response to maintenance requests to help improve the environment, infection control and health and safety for
patients and staff.
• Improve the skill mix across critical care to ensure that 50% of staff complete their certificate in critical care in line
with best practice standards.
• Staff on the wards should be clear who has a DNACPR in place at all times to minimise the likelihood of incidents
where patients may be resuscitated against their expressed wishes.
• Ensure access to dedicated physiotherapy and clinical pharmacy services seven days a week.
• Ensure that there are arrangements in place with clear management plans for the merging of two mortuaries in
Cambridgeshire.
• Review the arrangements for patients undergoing termination of pregnancy for foetal anomalies on the labour ward.
• Ensure that medical and surgical patients are cared for in an appropriate ward.
• Reduce the number of cancelled surgery admissions.
• Consider the use of pain assessment tools for patients who require additional assistance in communicating their
needs.
We saw areas of outstanding practice including:
• The allergy clinic had a one-stop allergy service that provided diagnosis and management of a wide range of allergic
disorders. This clinic was dynamic and comprehensive.
• Virtual clinics had been set up in a number of areas, each consisting of a multidisciplinary team of staff including
nursing and consultant grade staff. The purpose of the clinic was to review patient diagnostic tests and notes to make
treatment decisions without the need for the patient to attend an appointment. Patients were then called and
treatment options explained over the phone.
• The chaplaincy and bereavement service offered a one-stop appointment where bereaved relatives could see all
trust staff that they needed to see in one visit. Bereaved relatives were also invited back six weeks after the death to
enable staff to provide emotional support and answer any questions. The six-week follow-up had been devised at
Addenbrooke’s and rolled out nationally.
• The specialist palliative care consultants at Addenbrooke’s had won National and International recognition as an
area of excellence in palliative care for their work in developing the “Breathlessness Intervention Service”.
• The online educational resource – cambridgecriticalcare.net – developed by the neurological critical care team is a
repository of educational resources aimed not only at local trainees, but trainees nationally and internationally.
• Patients previously treated within critical care were invited to a twice-yearly focus group to help drive service
improvement. Through this focus group, real change had been implemented, including improving the transition of
care from the critical care area to the ward, establishment of a quiet/interview room for doctors to speak to relatives
on the critical care unit, and the re-design of the relatives’ room.
• On the general critical care unit, a junior doctor jointly with the IT department developed an application for a mobile
tablet called “My ICU Voice” to enable patients who had a tracheostomy to communicate with staff.
• Team working in the critical care unit was outstanding. Given the limited resources, all members of the
multidisciplinary team worked collaboratively to ensure patients received kind and compassionate care. Nursing staff
were observed doing everything they could to ensure patients’ carers were well informed of their loved ones’
condition.
• There was well-managed and coordinated medical handover and follow-up of patients following admission, with all
specialties being represented for effective care management planning.
• The “supervisor of midwives” network at the trust was outstanding and was an important contact for patients and
staff. The purpose of supervision of midwives is to protect women and babies by actively promoting safe standards of
midwifery practice.
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• The Birthing Unit in The Rosie Hospital had facilities that were outstanding and state of the art. They included 10
birthing rooms, all with en-suite bathrooms, mood lighting and music systems, a fold-down double bed, birthing
balls, slings, birthing stools, floor mats and comfortable seating and access to a sensory garden.
• The Neonatal Intensive Care Unit is at the forefront for provision of care for babies. The neonatal transfer team (ANTS)
was the first such team to formally and consistently enable parents to travel with their sick babies.
• The ACTIVE Children and Young People’s Board enabled current and former young patients, and any other children
who were interested, to meet and share ideas. The ACTIVE Children and Young People's Board was involved in
producing child-friendly information and in projects such as Teens in Hospital, which was looking at ways of
improving the experience of young people, especially those on adult wards.
On the basis of this inspection, I have recommended that the trust be placed into special measures.

Professor Sir Mike Richards
Chief Inspector of Hospitals
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Our judgements about each of the main services
Service
Urgent and
emergency
services

Rating
Requires improvement

–––
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Why have we given this rating?
There were clear arrangements in place to protect
patients from abuse and avoidable harm. Medical
and nurse staffing was at safe levels through
effective recruitment and retention. Patients were
efficiently assessed, monitored and cared for to
prevent or respond to deterioration in their
condition. Incidents were reported and fully
investigated where needed. Lessons were learnt
from incidents and complaints, in order to improve
the service. Infection prevention and control was
well established.
Treatment was based on best practice and national
evidence-based standards and guidelines. However
the outcomes for patients were not always in line
with national expectations we were particularly
concerned about patients with sepsis as audits
showed that not all patients received the
appropriate treatment in line with guidance. Staff
were appropriately qualified and trained for their
roles. There was an established education and
training culture in support of improving care and
treatment and developing staff. Multidisciplinary
working contributed to efficient working and was
promoted by a culture of support and teamwork.
Patients were asked about their wishes and
supported to make decisions about their care and
treatment. We saw that staff consistently offered
care that was kind, respectful and considerate. Staff
supported patients promptly in managing pain and
anxiety.
The trust was not meeting the four-hour waiting
time target for treatment and discharge from the
emergency department. The performance on this
target was affected by the integrated system of
admission to the hospital, which meant GP
admissions were also managed through the
emergency department. The integrated system had
been chosen as a clinically effective and safe
arrangement. Departmental leaders and staff had
implemented systems to maintain flow and

Summaryoffindings

Summary of findings
escalate problems as soon as there were
indications of delays in patient flow. The trust had
programmes of work to improve patient flow
through the hospital.
Leadership of the Emergency Assessment
Department was effective There was an open and
positive culture and supportive multidisciplinary
working. Managers and staff were focussed on
development and continuous improvement in
patient care.

Medical care

Requires improvement

–––
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Overall, we found that medical care services at
Addenbrooke’s Hospital required improvement.
This is because we found concerns in relation to
safety, effectiveness, responsiveness and leadership
of the service. However the staff remained caring
despite the concerns in other areas. Staff worked
hard to ensure that patients received the best
possible care.
We had concerns in relation to nursing staffing and
the movement of staff between wards. The
respiratory ward was not staffed in line with
national guidance and this increased the risk of
potential avoidable harm for patients who required
non-invasive ventilation (NIV). Staff did not always
report incidents when they should have done and
staff did not always receive feedback about incident
investigations. We found gaps in the checking of
emergency resuscitation equipment in some ward
areas.
The neuropsychology service was providing
effective care to inpatients and outpatients
requiring the service. However, we found that none
of the neuropsychology staff were on the British
Psychological Society’s Specialist Register of
Clinical Neuropsychologists or receiving supervision
from a professional on the register, though they
were professionally registered with the Health and
Care Professions Council as clinical psychologists
which is a legal requirement.
Clinical staff were not always able to access the
information they required – for example, diagnostic
tests such as electrocardiographs (ECGs) to assess
and provide care for patients. This was because
ECGs had to be sent to a central scanning service to
be scanned into the electronic recording system

Summaryoffindings
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once the patient had been discharged. This meant
their ECGs would not be available for comparison
purposes if a patient was re-admitted soon after
discharge.
Where agency staff were used, they were not always
able to access information about patients they were
supporting. In addition, all staff, we spoke with, had
limited knowledge of their responsibilities under
the Mental Capacity Act (MCA). Nursing staff were
unclear about the procedures to follow when
reaching decisions in people’s best interests.
However, staff had not received training in the MCA
or Deprivation of Liberty Safeguards (DoLS)
Staff were unable to show us where care plans had
been completed. Some staff told us the doctors’
orders had replaced care plans on the new EPIC it
system. These orders were task-orientated and did
not always reflect the holistic needs of the patients.
Some staff told us there were no care plans on the
new IT system.
We observed care and found this to be
compassionate from all grades of support and
clinical staff, including doctors. We also saw and
patients told us that privacy and dignity was
maintained at all times. Where possible, patients
were involved in their care and treatment and were
given information to support their decision-making.
We found that patients could access emotional
support if they needed to.
We found there was insufficient bed capacity to
meet the needs of patients within the hospital. This
resulted in a large number of patients being cared
for in non-speciality beds and this had negative
implications for their safety whilst receiving care
and treatment. Implementation of the electronic
recording system had impacted on the care people
received. For example patients were unable to
receive blood transfusions within the ambulatory
care unit and had to be admitted to a ward.
We were told and records demonstrated that
patients requiring elective treatment often
experienced cancellation or had to wait for up to 12
hours for a bed to become available because of bed
capacity issues. In addition, there were significant
numbers of people who were experiencing delayed
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discharge because they were waiting for packages
of care in their own homes and could not be
discharged by the hospital until funding had been
agreed for this care.
Medical care services were generally well led at a
local level. However, leadership was not consistent
across the medical services area. There was a
recognition that staff were working under pressure
but staffing levels and skill mix had not always been
taken into account within the divisional risk
registers, nor were there any action plans to ensure
staff were supported. Although staff told us they felt
supported by their line managers, divisional
directors and divisional lead nurses. They also
shared concerns that sufficient action had not been
taken to address key risks such as staffing levels,
the movement of staff between wards, flow
throughout the hospital and issues associated with
the electronic recording system.

Surgery

Requires improvement

–––

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

We rated surgical services as requires improvement:
Surgical wards were not always clean, nursing staff
were moved between wards and staff were not
always familiar with the wards or had experience in
dealing with surgical patients. The trust frequently
cancelled routine operations due to bed capacity
issues. Issues were raised by staff but were not
addressed by the senior management team within
the divisions.
Storage temperatures of the rooms used to store
medicines were not monitored or recorded.
Although, when we measured the temperature it
was within acceptable limits, we were not fully
assured that medicines storage adequately
maintained their quality. The environment within
two surgical wards was not clean. We found fungi
growing in a shower room which had an impact on
the patients of this ward.
Medical staffing was appropriate at consultant,
middle grade and junior doctor level of skill mix.
However, there was a shortage of nursing staff
within surgical wards, with a number of vacancies.
All surgical wards used agency staff, but we found
that they did not always have appropriate induction
or skill mix. Often an inappropriate skill mix on the
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wards mean staff did not have time to adequately
meet patients’ needs. However there was a culture
of incident reporting which was consistent with
feedback and learning from incidents.
Staff we spoke with were not aware of the recent
changes to legislation in respect of Deprivation of
Liberty Safeguards and awareness of the Mental
Capacity Act was poor. This meant that patients
were not always assessed or treated appropriately.
Treatment and care was provided using
evidence-based national guidelines. There was
good practice, for example, in pain management,
and in the monitoring of nutrition and hydration of
patients. Multidisciplinary working was evident.
Staff had access to training and received regular
supervision and annual appraisal. We spoke with
patients and they told us that staff treated them in a
caring way; they were kept informed and involved
in the treatment received. Patients were being
treated with dignity and respect.
Surgical services were not responsive. Some
specialties did not meet the national time of 18
weeks between referral and surgery. Operations
were cancelled due to bed capacity within the
hospital. Capacity pressures and a lack of available
beds resulted in patients spending longer periods in
the theatre recovery areas.
There was evidence to support people with complex
needs, for example, people with a learning
disability. We saw that reasonable adjustments
were made to the surgical services to accommodate
any patients with complex needs. Information,
leaflets, and consent forms were available in a
standard format. . Easy read versions are created on
request by the patient and/or clinical team. Patients
we spoke with said they were satisfied with how
staff dealt with any concerns they raised.
Surgical services were not well-led and required
improvement. Staff we spoke with told us they felt
pressurised when patient admissions fluctuated.
Surgical services had plans to address capacity
issues but identified risks were managed in a
reactive manner.
There was positive awareness amongst staff of the
expectations for patient care across the trust. Staff
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we spoke to were able to speak openly about issues
and incidents, and felt this was positive for making
improvements to the service within the area they
worked.

Critical care

Requires improvement

–––
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Overall, we rated the Critical Care services provided
at Addenbrooke’s Hospital as requiring
improvement. Concerns were raised before the
inspection about staff shortages resulting in
patients requiring high level care not receiving the
level of care they should have had and during the
inspection further concerns were raised about this.
Our observations and findings during the inspection
substantiated the concerns raised by staff and we
took action immediately to protect patents from
the risk of harm.
Staffing numbers and skill mix on the Intensive Care
Unit and the Neuro-Critical Care Unit were not in
line with the Faculty of Intensive Care Medicine /
Intensive Care Society Core Standards for Intensive
Care Units (Edition 1). We observed that this was
having an impact on the staff providing care and we
saw evidence of poor practice as a result. This
included patients being left unattended or being
looked after by healthcare assistants. Poor hand
hygiene was observed by staff between patients,
resuscitation trolleys were not checked in line with
trust policy and medications were left unattended.
The concerns relating to staffing had been raised
through various avenues to the senior management
team but no action had been taken immediately to
address those concerns. The senior management
team had a clear understanding of the national
guidelines but there was poor recognition of the
impact this was having on staff and there was a lack
of flexibility in reviewing staffing establishment
when concerns were raised. The process for
assessing patient acuity was well established,
although there was minimal evidence of reviewing
staffing establishments to meet changes in
demand.
During the implementation of the trusts’ health
informatics software, a key member of the team
responsible for data collection and upload to the
Intensive Care National Audit and Research Centre
(ICNARC) case mix program was seconded to assist
design and implementation of the system. A
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subsequent move to merge systems for data
collection combined with the inexperience of a
member of staff identified to fill the vacancy for
data collection resulted in questions around the
reliability of data collected on both units. The trust
had problems with the completeness of ICNARC
data which had been not been submitted for two
years. Locally there was some mitigation in the
collection of local data sets but the trust was
unable to benchmark its data against other units
over this period. The trust has since completed the
training for staff and has re-started submitting data
to the case mix program.
Bed occupancy for the critical care service was high.
In March 2015, bed occupancy was 93% on the
Intensive Care Unit and 95% on the Neuro-Critical
Care Unit. In February, the average occupancy was
113% on the Intensive Care Unit and 109% on the
Neuro-Critical Care Unit because patients were
occasionally being provided with care by the rapid
response team. Across the trust, the length of stay
for patients and delayed discharges to ward areas
were seen as a significant risk to flow. This was
having an adverse impact on the Critical Care Unit,
with more than 1 in 3 patients on both Intensive
Care and Neuro-Critical Care having a delay in
discharge during 2014. Furthermore, as a result,
more than 40% of patients admitted to the two
units were discharged to the wards after 8pm in
March 2015.
Whilst we found strong leadership at ward level,
there was a clear disconnect between the local
leadership and leadership at divisional
management level and between the division and
the executive team. There was a drive at executive
level to devolve leadership to divisional levels
within the organisation. This resulted in a
significant re-structure of the leadership to critical
care services, and whilst progress had been made
the critical care lead recognised that there was
more work to be done with shared learning and
consistency relating to the governance processes of
both Intensive Care and Neuro-Critical Care.
There were numerous examples of outstanding
teamwork within the Critical Care Unit. Staff worked
collaboratively to ensure patients received the best
care possible within their limited resources. Junior
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members of the team spoke very highly of the
senior nurses and consultants in the department.
Patients on the unit were cared for by kind and
compassionate staff, and the feedback from
patients and carers during our inspection was very
positive.
We saw a strong ethos of multidisciplinary working
amongst all members of the team within critical
care. The critical care Rapid Response Team
provided outreach services into the ward,
proactively identifying patients who would benefit
from closer monitoring and supporting ward teams
24 hours a day.
Staff used patient diaries to document each
patient’s stay in Critical Care and they were
reviewed in a dedicated follow-up clinic after
patients were discharge from critical care. The
follow-up clinics provided a strong focus for the
review of a patient’s physical and mental health
after being in hospital. Patients and carers were
invited to twice-yearly focus groups to share their
experiences and help drive service improvement.
We saw a number of examples of innovation arising
from the focus groups and these have been detailed
in our report on responsive care.
There was a strong culture of service improvement
and research. Both the Intensive Care and
Neuro-Critical Care units had participated in a
number of research ventures and the recruitment
strategy and opportunities afforded to staff
reflected the strong commitment towards research.
An online educational resource –
cambridgecriticalcare.net – developed by the
Neuro-Critical Care team is seen as an example of
outstanding practice, with educational resources
aimed not only at local trainees but trainees
nationally and internationally.

Maternity
and
gynaecology

Inadequate

–––
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We found serious concerns regarding the safety
arrangements in the maternity services which were
not replicated in the gynaecology service. These
related to the environment, equipment, lack of
recording of risk assessments and substantial
midwife shortages. There were continued thematic
incidents reported, relating to fetal heart rate (FHR)
monitoring, with limited evidence of changes in
practice to improve safety. We found that the
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suitability, safety and maintenance of many types
of equipment throughout maternity services were
unsuitable. In the birthing unit, the environment
was also found to be unsafe owing to poor
ventilation whereby high Nitrous Oxide (gas and air)
levels exceeded the safe “Work Exposure Level”
(WEL) which the trust had known about since 2013.
In maternity, numerous and essential patient risk
assessments including venous thromboembolism
(VTE) and early warning score (EWS) assessments
were not being completed. Staff raised concerns to
us that the maternity record system was potentially
unsafe due to a combination of electronic and
paper records being in use and being used
inconsistently. However in gynaecology services risk
assessments were undertaken in a timely and
comprehensive manner. Across both services there
were substantial and frequent staffing shortages,
for all disciplines, which further increased the risk
to people who used the service. This included
medical and midwifery staffing numbers which
were below national standards.
Whilst there were up-to-date evidence-based
guidelines in place, we were concerned that these
were not always being followed in maternity. This
included FHR monitoring, VTE and early warning
score guidelines. Staff were competent and
understood the guidelines they were required to
follow, however, lack of staffing and familiarity with
the computer system (EPIC) made this difficult.
Since the introduction of EPIC, outcomes of
people’s care and treatment was not robustly
collected or monitored. For example, there was no
maternity dashboard available since December
2014. However, we did observe good practice in
terms of audit, effective multidisciplinary team
working and that staff consistently had the right
skills, qualifications and knowledge for their role.
Termination of Pregnancies (TOPs) for fetal
anomalies took place on labour ward after 12 weeks
of pregnancy. Therefore women experiencing this
service were cared for throughout in rooms without
sound-proofing. This meant they were often next
door to laboring women and crying babies.
However, we found that people were consistently
treated with dignity, kindness, and respect
throughout services.
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There was a lack of service planning across the
directorate in relation to workforce planning,
capacity to meet service demand and because there
was no long-term plan to address the high levels of
maternity closures. The maternity unit was closed
37 times between July 2013 and April 2015 mainly
due to a lack of capacity or insufficient staffing.
Referral to Treatment Times (RTT) for gynaecology
patients were not being met in relation to national
expectations, but we found that this was being
addressed appropriately.
At unit level we observed examples of excellent
leadership principles; however, leadership of the
directorate overall required improvement. This was
because senior managers had not responded
appropriately or in a timely way to known and
serious safety risks, there was a general lack of
service planning, and because key performance
data was not being collected robustly and therefore
not being analysed. We recognised that EPIC was
the root cause of the problems with data collection,
and that prior to its introduction in October 2014
many of the data collection issues were not
apparent, however, improving this issue was not
seen as a priority.

Services for
children and
young
people

Good

–––
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Children’s services were protected from avoidable
harm and effective, with a culture of reporting and
learning from incidents.
Staff understood their responsibilities for
safeguarding children, and acted to protect them
from the risk of avoidable harm or abuse. There
were enough medical staff but there were nursing
shortages in some areas, such as in the day unit and
in the neonatal unit. The new ‘EPIC’ (a records
management system) computer system added to
pressures on staff but effective temporary solutions
helped to protect patients. Multidisciplinary
working was effective, and care was evidence
based. Staff monitored patient outcomes and
participated in national audit. They also gained
appropriate consent before interventions.
Staff morale was high, they had outstanding
standards of patient-focused care, and they worked
hard to meet children’s and families’ needs. Staff
were caring, compassionate and empathetic.
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Children and parents felt well-informed and said
staff were friendly and caring. Results of an external
survey, and the many cards and letters expressing
thanks, confirmed our findings.
Staff tailored services to meet individual needs and
provided them in an attractive and child-friendly
environment. Families could use translation
facilities. Patients made few complaints but staff
had a robust procedure and made appropriate
changes to respond to concerns expressed. There
was pressure on bed capacity with children as
young as 14 occasionally having to be placed on
adult wards by staff. Lack of adequate bed space
across paediatrics was identified as a risk and was
on the trusts risk register. The wait between being
referred to the hospital and being seen was longer
for most paediatric specialities than the 90% target.
Senior managers provided clear direction and staff
knew the trust’s values. Staff keep up to date risk
registers, incident records and audits and acted on
areas for improvement. Staff, patients and families
worked well together, to improve services.

End of life
care

Requires improvement

–––
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Staff provided an end-of-life care service that was
outstandingly caring. The palliative care team,
mortuary and chaplaincy team locally were
effective, responsive and well led. However, in the
wider trust there were concerns with ‘ceilings’ of
care around treatment at the end of a patient’s life
when they were not for resuscitation. This was not
always well documented on the electronic medical
record. Despite a clear flag on the electronic record
staff were not always clear about who was or was
not for resuscitation. Local teams were responsive
to patient needs. However, the electronic records
system (EPIC) created significant numbers of
delayed discharges that impacted on patients
receiving end-of-life care. We had concerns about
how the service worked with community services to
fast track discharges for patients at the end of their
life.
The trust had introduced the “Last Days of Life”
document to assist in caring for patients at the end
of their life which had been uploaded within the
electronic patient in January 2015. However we saw
that staff continued to use the paper record. There
were therefore two systems which directed nurses

Summaryoffindings

Summary of findings
in how to care for patients. We found that where
“Last Days of Life” was used this was poorly
completed. The electronic record did not provide a
holistic care record for patients as there was no care
plan at the end of life. The trust had not
participated in the National Care of the Dying audit
as this was focused on the Liverpool Care pathway
which was no longer used that the hospital. This
meant that it could not benchmark its performance
against other services.
The service provided person centred care to
patients through support of people and their
families for example with ‘The wedding box’. This
was a box of donated items to assist with patients
getting married whilst in hospital. The specialist
palliative care service was providing effective care
through innovation, national and international
acclaimed work. However improvements were
necessary to ensure that people received effective
pain relief and that ceilings of care met their
individual needs. The chaplaincy “Perry unit”
support of bereaved friends and relatives has won
national acclaim and had been adopted by other
hospitals. The Breathlessness intervention service
had won national and international acclaim as an
area of excellence in palliative care.
Staff throughout the hospital knew how to make
referrals and referred people appropriately. The
palliative care team assessed patients in good time,
to meet patient needs. The hospitals new integrated
technology system (EPIC) had improved efficiency
within the department giving staff better access to
patient information. However there was much work
to be done for the system to reach full potential.
Many staff said they had struggled with EPIC and it
was time consuming. The specialist palliative care
team found patients dropped off the system, so
kept two lists to avoid losing patients. Staff had
access to specialist advice and support 24 hours a
day from a consultant on-call team for end-of-life
care.
The chaplaincy and bereavement service supported
families’ emotional needs when people were at the
end of life, and continued to provide support
afterwards. This work had won national acclaim
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and is being used in other hospitals. However, the
mortuary was dated, in need of repair and had
potential capacity issues while awaiting the
hospital’s expansion.

Outpatients
and
diagnostic
imaging

Inadequate

–––
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These two services were very different: the
diagnostic imaging services were good across all
our five key questions, but the outpatients’ services
required improvements to be made. Outpatient
services were not working efficiently to protect
patients from avoidable harm, with a weak incident
and learning system. Staff could not describe
incident reporting requirements and were confused
about reporting requirements of serious incidents.
They could not describe or provide evidence of
incidents that had led to improvement.
Staff did not always properly assess patient risk,
with excessive backlogs of patients waiting for
follow up or routine appointments in some clinics.
One serious incident had determined avoidable
harm to a patient with 21 more patients feared to
be at risk. We asked to review a copy of this risk
assessment. However, the review was currently
underway.
While introducing EPIC, processes to deal with
remaining paper records were unclear. For example,
staff documented follow-up appointment requests
on notepads. Paper records which were not stored
in EPIC were inconsistently stored within the
outpatients department. Inaccurate discharge
summaries led to a risk that patients would not
receive appropriate follow up care.
The service was not responding to people’s needs
for appropriate and timely care and treatment.
There was a significant backlog of follow-up
appointments in ophthalmology and dermatology
and some patients reported waiting for an
appointment for up to two years. The trust was not
meeting a significant amount of its performance
targets. The trust provided information that
demonstrated that no new patients were waiting
more than one year for an appointment.
However, diagnostic imaging services were
providing appropriate and safe care. Staff within
this department understood incident reporting
processes and used effective infection control
systems. They maintained equipment in line with
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appropriate legislation and guidance. The
diagnostic and imaging department was part of the
imaging service accreditation scheme (ISAS) which
identified that the trust was performing well.
There were excellent examples of multidisciplinary
working, particularly in the infectious diseases
clinic, and staff reported good internal
relationships. There was excellent practice within
the allergy clinic. The trust had implemented a
one-stop allergy service to diagnose and manage
many allergic disorders, this clinic was dynamic to
the needs of patients and provided a
comprehensive service.
Services generally met people’s needs and staff
understood how to support people with physical,
mental health and cultural needs. Staff were
friendly, approachable and caring. Patients said
they were happy with their care and staff were kind
and caring within outpatients and diagnostic
imaging. Patients felt included in decision making
and care planning for their conditions.
Overall, the service lacked robust management and
governance system in the outpatients department.
We could not be assured that staff were assessing
and monitoring issues within the outpatients’
department to ensure improvement.
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Services we looked at
Urgent and emergency services; Medical care (including older people’s care); Surgery; Critical care;
Maternity and gynaecology; Services for children and young people; End of life care; Outpatients and
diagnostic imaging
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Background to Addenbrooke's and the Rosie Hospitals
Sites and locations

Cambridge University Hospitals (CUH) comprises 12
locations registered with CQC.
Addenbrooke’s Hospital and the Rosie Hospital (Women’s
Hospital) in Cambridge provide healthcare and specialist
services such as transplantation, treatment of rare
cancers and neurological intensive care. The trust
became a NHS Foundation trust in December 2004. The
trust has around 1096 beds covering a wide range of
specialties.

Population served:

Patients predominantly come from Cambridgeshire,
Essex, Suffolk and Hertfordshire.
The demographics varies due to the large student
population of approximately 24,488. The 2011 census has
the usual population of Cambridge at 123,900 people in
the non-metropolitan area.

The town is the 167th most populated in the UK. Within
the urban area, the estimated population is 130,000; the
county area of Cambridgeshire has an estimated
population of 752,900 people.

Deprivation:

The Indices of Multiple Deprivation indicates that
Cambridge District is the 130th least deprived borough
out of the 326 boroughs in the UK. (1st being the most
deprived.)
Deprivation is lower than average, however about 15.7%
(2,600) children live in poverty. Hip fractures in people
aged over 65 years as well as hospital stays due to
self-harm, drug misuse, and sexually transmitted
infections are above the England average for Cambridge.

Our inspection team
Our inspection team was led by:
Chair: Louise Stead, Director of Nursing, Royal Surrey
County Hospital NHS Foundation Trust
Head of Hospital Inspections: Fiona Allinson. Head of
Hospital Inspections, Care Quality Commission
The team included nine CQC inspectors and a variety of
specialists including, a clinical fellow, two safeguarding

specialists, a pharmacist, two medical consultants, a
consultant in emergency medicine, a consultant
obstetrician, a consultant surgeon, a consultant clinical
neuropsychologist, an intensive care consultant, a
consultant paediatrician, a junior doctor, 12 nurses at a
variety of levels across the core service specialities and
two experts by experience. (Experts by experience have
personal experience of using or caring for someone who
uses the type of service that we were inspecting.)
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How we carried out this inspection
To get to the heart of patients’ experiences of care, we
always ask the following five questions of every service
and provider:
•
•
•
•
•

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

Is it safe?
Is it effective?
Is it caring?
Is it responsive to people’s needs?
Is it well-led?

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

The inspection took place between 21 and 24 April 2015
with an unannounced inspection on 7 May 2015.
Before visiting, we reviewed a range of information we
held, and asked other organisations to share what they
knew about the hospital. These included the clinical
commissioning group (CCG); Monitor; NHS England;
Health Education England (HEE); General Medical Council
(GMC); Nursing and Midwifery Council (NMC); Royal
College of Nursing; College of Emergency Medicine; Royal
College of Anaesthetists; NHS Litigation Authority;
Parliamentary and Health Service Ombudsman; Royal
College of Radiologists and the local Healthwatch.

We talked with patients and staff from all the ward areas
and outpatient services. We observed how people were
being cared for, talked with carers and/or family
members, and reviewed patients’ records of personal
care and treatment.
We would like to thank all staff, patients, carers and other
stakeholders for sharing their balanced views and
experiences of the quality of care and treatment at
Addenbrooke’s and the Rosie Hospitals.

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

Facts and data about Addenbrooke's and the Rosie Hospitals
Urgent and Emergency Services
Information about service
•
•
•
•
•
•

No. of attendances pa total 105,804
No. of children 21,160 (20% of A&E attendance)
Number of attendances admitted 19, 599 (18.5 %)
% left without being seen 1.2%
% reattending within 7 days 5.63%
FFT response rate 15.7%
Medical Care
Information about the service

• No. of medical wards 29
• No. of medical beds 440
• Emergency admissions to medical care in 2014/15
41,322
• Elective admissions to medical care in 2014/15 12,361

• Never events in medical areas in 2014/15 0
• SSNAP ‘score’ (A to E) D July to Sept 2014
Surgery
Information about the service.
•
•
•
•

No. of surgical wards 20
No. of surgical beds (inpatient) 282
No. of day case beds 75
No. of operating theatres 35
Critical Care
Information about the service

• Number of critical care beds: Total 137
Maternity and Gynaecology
Information about the service
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• Number of births pa (total) 5,482 (Jul13-Jun14)
• Number of antenatal beds 22
• Number of beds on labour suite 15
• Midwife/birth ratio 1:34 as of Dec 14
• No. of consultant hours on labour suite 60 hours pw
• Normal vaginal deliveries (%) 59.3
• Elective caesarean rate (%) 13.2
• Emergency caesarean rate (%) 16.0
• Number of occasions when unit hasclosed to
admissions in past 12 months 24 (Dec 13-Dec 14)
• Midwife sickness rate 2.89% (Ave Dec13-Dec14)
Services for Children and Young People
Information about the service
•
•
•
•
•

Number of beds for children + young people 100
Number of wards 6
Number of paediatric consultants 66
Number of nurses on paediatric wards 252.81 WTE
Number of neonatal cots:
▪ Total 38
▪ Level 1 14
▪ Level 2 10
▪ Level 3 14
• Number of admissions: Total 10,872

Information about the service
• Total number of deaths in hospital pa 1362
(Apr13-Mar14)
• No. of referrals to specialist palliative care team pa 1244
(Apr13-Mar14)
• Cancer referrals 77% (Apr13-Mar14)
• Non-cancer referrals 23% (Apr13-Mar14)
• Specialist palliative care team consultants (FTE) 2.7
• Specialist palliative care nurses (FTE) 3.65
• Hours/days service is available on site Mon-Fri 9-5 and
8.30-4 Sat and Bank Hols
• Hours/days service is available by phone 24/7
Outpatients and diagnostic imaging
Information about the service
• Number of outpatient attendances (total) pa 592,288
• Number of outpatient attendances for:
▪ Ophthalmology 44,812
▪ Dermatology 30,495
▪ Oncology 80,280
▪ Trauma and Orthopaedics 34,645
▪ Obstetrics and Gynaecology 32,308
▪ Other 369, 748
• % of patients attending for whom full records are
missing 1.03%

End of Life Care

Our ratings for this hospital
Our ratings for this hospital are:
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Safe

Effective

Caring
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Well-led

Overall

Good
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Good
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Good

Requires
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Medical care

Requires
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Requires
improvement

Good

Requires
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Requires
improvement

Requires
improvement

Surgery

Requires
improvement

Good

Good

Inadequate

Requires
improvement

Requires
improvement

Critical care

Requires
improvement

Good

Requires
improvement

Requires
improvement

Requires
improvement

Inadequate

Good

Requires
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Inadequate

Inadequate

Services for children
and young people

Good

Good

Good

Good

Good

End of life care

Good

Requires
improvement

Requires
improvement

Requires
improvement

Requires
improvement

Outpatients and
diagnostic imaging

Inadequate

Not rated

Inadequate

Inadequate

Inadequate

Overall

Inadequate

Requires
improvement

Inadequate

Inadequate

Inadequate

Urgent and emergency
services

Maternity and
gynaecology

Good

Good

Notes
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Urgent and emergency services
Safe
Effective
Caring
Responsive
Well-led
Overall

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

Good

–––

Requires improvement

–––

Good

–––

Requires improvement

–––

Good

–––

Requires improvement

–––

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

All the clinical departments at Addenbrooke’s hospital were
grouped together under five divisions. The urgent and
emergency services were in division C. Each division is led
by a divisional director. They are supported by a divisional
lead nurse, and Associate Director of Operations, divisional
finance lead and a divisional workforce lead.
In the year to March 2015 the Urgent and Emergency
Services at Addenbrooke’s hospital saw 105,804 patients of
which around 20% were children.
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Summary of findings
There were clear arrangements in place to protect
patients from abuse and avoidable harm. Medical and
nurse staffing was at safe levels through effective
recruitment and retention. Patients were efficiently
assessed, monitored and cared for to prevent or
respond to deterioration in their condition. Incidents
were reported and fully investigated where needed.
Lessons were learnt from incidents and complaints, in
order to improve the service. Infection prevention and
control was well established.

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

Treatment was based on best practice and national
evidence-based standards and guidelines. However the
outcomes for patients were not always in line with
national expectations we were particularly concerned
about patients with sepsis as audits showed that not all
patients received the appropriate treatment in line with
guidance. Staff were appropriately qualified and trained
for their roles. There was an established education and
training culture in support of improving care and
treatment and developing staff. Multidisciplinary
working contributed to efficient working and was
promoted by a culture of support and teamwork.
Patients were asked about their wishes and supported
to make decisions about their care and treatment. We
saw that staff consistently offered care that was kind,
respectful and considerate. Staff supported patients
promptly in managing pain and anxiety.
The trust was not meeting the four-hour waiting time
target for treatment and discharge from the emergency
department. The performance on this target was
affected by the integrated system of admission to the
hospital, which meant GP admissions were also
managed through the emergency department. The
integrated system had been chosen as a clinically
effective and safe arrangement. Departmental leaders
and staff had implemented systems to maintain flow
and escalate problems as soon as there were
indications of delays in patient flow. The trust had
programmes of work to improve patient flow through
the hospital.
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Are urgent and emergency services safe?
Good

–––

There were clear arrangements in place to protect patients
from abuse and avoidable harm There was effective
incident recording and reporting. There were established
processes to improve clinical practice and the service to
patients. There was good infection prevention and control.
Cleanliness and maintenance of equipment was effective.
Staff ensured safe management of medicines.
There were systems to respond to emergency situations
and any deterioration in a patient’s health. There were clear
procedures to respond to signs or allegations of abuse. The
department was divided into several areas and staff were
deployed to meet patients’ needs depending on activity at
different times of the day. There were plans and training for
staff to deal with major emergencies.
Incidents
• Incidents were reported, investigated and lessons
learnt. We reviewed the incident reports for 146
incidents from September to December 2014 for the
emergency department. Appropriate action had been
taken in relation to all incidents.
• We looked at the serious investigation reports from
incidents and saw that there had been full
investigations. Learning from the incidents had been
recorded, along with agreed actions.
• The department team used a structured framework
(Lawton) to categorise and analyse incidents. This
helped the team to identify themes in the causes of
incidents and identify specific clinical improvements
and actions aimed at preventing recurrence.
• There have been no Never Events (things that should
never happen) and one serious incident requiring
investigation relating to a confidential information leak.
Staff had reported and investigated a problem with
cardiac test leads that were able to connect incorrectly
and so had provided a wrong diagnosis. This had been
escalated to other departments in the trust and
nationally through relevant medical equipment
reporting channels.

• Staff told us about learning from a patient fall and the
additional precautions put in place to prevent a similar
incident. The incident had been discussed with
ambulance service staff and managers, and protocols
had been implemented across the services.
• Mortality and morbidity meetings were held, covering
general, paediatric, mental health and trauma cases.
Staff were advised of learning from such analysis
through daily shift briefing, ‘Feedback Friday’, team
meetings, away days, emails to all staff, and regular
displays of latest information.
• All staff were aware of the Duty of Candour regulations.
The trust had ensured wide awareness of this through
staff leaflets and team briefings. We spoke with staff who
could outline when this may be instigated.
Cleanliness, infection control and hygiene
• The department appeared clean in all areas. Staff we
spoke with were aware of infection prevention and
control procedures. There were sufficient hand-washing
facilities and alcohol gel was available throughout the
department.
• We saw staff following hand hygiene, ‘bare below the
elbow’ guidance, and wearing personal protective
equipment such as gloves and aprons whilst delivering
care. Hand hygiene audits of the paediatric area, the
emergency department and the clinical decisions unit
had reported 100% compliance from May 2014 to
December 2014. Band 7 nurses undertook the audits
across the different areas monthly.
• There were protocols in place to use a side room
opening directly into the ambulance bay for patients
with possible infectious disease. Ambulance staff were
advised to hold the patient in the vehicle until the
appropriate bay was available.
• Domestic staff told us there was always staff available to
maintain cleanliness as there was a team arrangement
with other departments. There were clear cleaning
schedules and responsibilities.
• Staff reviewed the MRSA/ C Diff status of patients using a
new clinical record system called EPIC and took
precautions as necessary. The infection control
committee had noted that due to bed flow issues
patients had been admitted to ward beds with risks
present. Staff had been reminded to check the system
and add information if available to the alert section for
the patient.
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• There were checks on cleaning effectiveness weekly in
the areas of the emergency department. Scores were
consistently over 98% in the records from October 2014
to January 2015.
Environment and equipment
• The emergency department was well organised, with
equipment to hand where required.
• Equipment was safe and ready for use in emergencies.
We examined resuscitation and monitoring equipment
in areas of the department. There was a clear system for
checking and securing equipment so that it was ready
for use in an emergency. We examined the record of
daily checks of resuscitation trolleys. We found some
days where equipment had not been checked in line
with trust policy which was for checks to be undertaken
every day. There were ten omissions in March and five
omissions since the 1st April to the time of our
inspection for one of the trolleys. There were seven
omissions in the records for resuscitation trolley checks
throughout March in the children’s area. We saw that
trolleys were sealed and tagged as complete and there
was a central record of checks being made.
• We saw that medical engineering staff were routinely
checking equipment. Equipment found to be faulty was
immediately swapped out to ensure all workspaces
were fully equipped when required. We examined check
labels on monitors and hoists and saw that equipment
had been checked appropriately. Patient trolleys,
equipment and curtains providing privacy appeared
clean throughout the department.
• Staff in the emergency department were aware of the
risk to patients with mental health problems who may
require specific care. Interview rooms in the emergency
department had been risk- assessed and adapted to
remove specific dangers such as ligature points (places
where someone could tie a ligature to strangle
themselves) and collapsible bed rails.
Medicines
• All medications were securely stored. Medication
cupboards were secured by key code door access, with
all medications in area B/C and paediatric medicines
also locked in cupboards. In area A medications were
securely stored in a key coded cupboard.

• We checked the records and stock level of controlled
drugs in the paediatric area, resuscitation and area B/C
of the emergency department. All records were
accurate, showing the correct amount of stock stored at
the time.
• Fridge temperatures in the resuscitation area had
omissions in the daily checks. During the inspection we
also found this fridge to be unlocked. When this was
raised with the trust we found that a risk assessment
had been undertaken in 2013 and mitigating actions put
in place.
Records
• We examined clinical records for patients in the
emergency department. We spoke with patients and
discussed their care with their nurse. Clinical notes were
entered on the electronic patient records system. Staff
advised that they had been supported to use the
electronic patient record by initial training. Some staff in
the emergency department team had been involved in
development work before and after the launch of the
new system to adapt the system for speed and
relevance to their clinical practice. For some injuries or
conditions, the notes were against checklists or prompts
to ensure comprehensive assessment and adherence to
policy and clinical guidance.
• Three patients we spoke with were at risk of pressure
ulcer development. Each patient had been in the
department lying on an emergency trolley for three or
more hours. Staff had assessed the risk visually and
through experience and decided that a
pressure-relieving additional mattress should be used.
We saw on the electronic record that the use of the
mattress had been recorded and position changes were
recorded on the intentional rounding section of the
record. (‘Intentional rounding’ is a process of making
rounds of an area of service to check at regular intervals
that patient care needs are being met.) Staff told us that
even patients who stay for longer periods do not have
detailed pressure risk assessments made or recorded
until they are admitted to ward areas. However, the
clinical records, whilst limited in details such as no
detail of the plan of care to prevent deterioration of skin
integrity, showed that risk assessments were routinely
being undertaken for patients on trolleys.
• The information system has prompts for key elements of
patient assessment, such as checking for the risk of
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venous thromboembolism. We saw that staff were
reminded by the hospital newsletter to perform the
assessment and were prompted for each patient by the
system.
Safeguarding
• Policies and procedures on managing concerns or the
risk of abuse were available to staff. Staff knew how to
raise concerns about adults and children at risk of
abuse.
• The clinical information system had a checklist to
remind staff to assess and record any risk of abuse to
children or adults. We saw that this checklist was
completed on the clinical records we reviewed.
• There were clear processes and procedures in place for
safeguarding children in the emergency department.
There was a current policy in place for the trust and was
available to staff to access through the trusts intranet
webpage.
• The review of three children’s records showed that all
had been assessed for the risks of safeguarding or any
additional support. Staff provided us with examples of
incidents which they had raised relating to safeguarding
children and showed us the incident form which
corroborated what we were told.

•

•

•

Mandatory training
• Staff received training in key issues related to the
emergency department. Staff interviewed said there
was good support to attend training. Clinical staff in
different areas were not undertaking roles, such as
initial triage, unless they had been trained and passed
competency checks for that role.
• The training schedule had been affected by staff in all
departments needing significant training input related
to the new clinical record system, EPIC. Despite this,
88% of staff had completed safeguarding training (target
90%); 89% had completed infection control training
(target 90%), and 88% of Emergency department staff
had completed information governance training (target
95%).

•

•

•

Assessing and responding to patient risk
• All patients, including children, who attend as
emergencies or following a visit to their GP were
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assessed and treated as needed in the emergency
department. Departmental staff told us this meant
patients’ conditions were assessed appropriately and
made safe before admission to a ward area.
Clinical recording of patient observations, including the
early warning scores for patients’ conditions, are held on
the computer system. The system has alerts built in to
ensure a patient with deteriorating clinical signs is
notified to the appropriate clinical practitioner. The
system has advantages over paper records at the
bedside as the patient’s record can be viewed by a
doctor from any workstation connected to the system –
for example, from another unit or ward.
There were clear procedures to promote safe working
and guide staff through escalation procedures when the
department was full or the hospital bed state was
causing a backlog to the emergency department. The
nurse in charge of the department ensured that senior
clinicians and the rest of the team were working to
manage high levels of activity and progress care of
patients through to discharge or admission from the
department.
Rapid assessment of patients’ conditions was
undertaken on patients admitted by ambulance and
other patients as required. Patient treatment bays close
to the ambulance entrance were staffed by senior
nurses and medical staff to undertake the assessment
and ensure diagnostic tests are done quickly as
required.
We observed that patients on emergency trolleys always
had the safety sides elevated when required. This meant
that elderly, frail patients or those with lowered levels of
consciousness were cared for safely and protected from
falls.
The department monitors the time from arrival to initial
assessment. The national standard is 15 minutes. We
saw that patients were seen on arrival by a nurse at the
main entrance or ambulance bays. Time to initial
assessment was within one minute in most cases.
The staff described to us that one of their main
challenges was dealing with acutely unwell patients,
both adult and adolescent, in the emergency
department due to the lack of placements available in
the community or inpatient mental health facilities and
the availability of support given the resources of the one
team providing mental health liaison support to
Peterborough and Cambridgeshire.
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• The emergency department had three open serious
incident investigations which they raised regarding the
care for adolescent patients and timeliness, availability
and response of CAMHS services. The team could
evidence to us how they were working with the local
community teams and mental health trusts to improve
the delivery however progress in this area was slow.
• The department has two nurses and one health care
assistant trained in mental health to provide guidance
and support to staff treating mental health patients.The
department has access to liaison psychiatry that
provides both medical and nursing care and expertise.
Medical staff within the service could request for an
emergency medical consultant to support them if there
was a need to consider the possible detention of a
patient under the Mental Health Act.
Nursing staffing
• There were appropriate nursing staff levels across the
department. There were 219 whole time equivalent staff
to cover the main and children’s emergency
department, and the clinical decisions unit. This figure
included specialist emergency nurse practitioners.
Recruitment to additional posts had been effective, with
only 15.5 whole time equivalent vacancies at the
beginning of May 2015.
• As for other parts of the trust, the department had
recruited registered nurses from overseas. The
competence of these staff had been assessed and
additional training given to enable staff to work in the
emergency department. Seven of the ten nurses were
ready to fulfil their role as registered nurses but could
not yet practise in this way. This was due to delays at the
Nursing and Midwifery Council in processing their
United Kingdom registration.
• The layout of the department included several different
areas where patients were cared for, including the
ambulance bay or assessment area, resuscitation room,
areas A and B with treatment bays, and Area C with
chairs for patients to wait and receive treatment. In
addition, there was a minor injury area, waiting room,
and paediatric waiting and treatment rooms. The
staffing levels reflected the requirement to protect
patient safety in all these different areas and at different
times of day.
• At all times during our visit we found a suitable skill mix,
with experienced and senior nurse staff available for the
different areas of the department. We found that staff

rotated through different areas and covered each other
appropriately for breaks. There were several different
clinical areas and we saw that patients were always
appropriately monitored and supported.
• In order to maintain safe staffing levels, bank and
agency staff were used. Over half of the bank and
agency cost was to ensure safe paediatric nurse
specialist cover. Agency staff told us they had received
an induction and orientation prior to commencing work
in the department.
Medical staffing
• We saw there was consultant cover in the emergency
department throughout the day. Consultant medical
staff were available to manage care throughout the
department as needed. One person was allocated as the
emergency physician in charge so that there was clear
leadership at all times internally and in dealing with
other departments or services.
• The rota allowed for consultant cover from 8am through
to 2am. After this time there was registrar cover, with
consultants on site to be called. Staff told us that in
practice consultant staff were regularly in the
emergency department beyond 2am due to high activity
or calls to attend patients with major trauma.
• There was effective recruitment, meaning that there
were 15 consultant staff and 11 registrar level staff in the
emergency department. There were 18 junior doctors
employed at the time of our visit. This meant that locum
use was minimal. Consultants stated that they filled
gaps in rotas themselves or the department used staff
who had undergone training and knew the
departmental processes and systems.
Major incident awareness and training
• The department had major incident plans as part of the
hospital and community-wide arrangements. Staff told
us they had received training annually and we observed
a group of new staff having the arrangements being
explained. All staff were included in training, including
health care assistants.
• Each shift had dedicated staff allocated for chemical,
biological, radiological or nuclear (CBRN) response so
that the team would be ready immediately if a patient
with contamination was to be admitted. All staff were
trained in erecting the temporary outdoor shelters for
decontamination.
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• There were clear protocols for dealing with patients
suspected of having Ebola virus infection. Staff told us
they had code E training so they were aware of best
practice. We observed that patients arriving by
ambulance were asked specific questions to identify any
possible risk of serious infection.

Are urgent and emergency services
effective?
(for example, treatment is effective)
Requires improvement

–––

The service required improvement as whilst the treatment
was provided in line with national guidance several of the
College of Emergency Medicine audits showed poor results.
Although many of these were dated 2013 we saw little
evidence of improvement. We were particularly concerned
in respect of the sepsis audit as a number of key indicators
were below 50%.
Staff were appropriately qualified and were well supported
through regular training, competency checks for approval
to undertake specific roles and clear working protocols and
procedures. There were effective levels of care 24 hours a
day, seven days a week with senior medical staff providing
care directly or reviewing care to ensure accurate
diagnoses and treatment.
There was strong multidisciplinary working within and
outside the emergency department. Staff worked
collaboratively in order to maintain high standards of care
and efficient working. Patients were included in their care
and supported to make decisions about care and
treatment.
Evidence-based care and treatment
• Initial assessment of patients with different conditions
were undertaken against standard checklists adapted
from CEM guidelines. This included the care for patients
with head injury, suspected stroke, emergencies of the
eye, chest and abdominal pain. For each condition there
was clear guidance of the time by which assessment
should be made and under which criteria a senior
doctor should be informed.

• Patients with suspected bone fracture were assessed
and treated according to agreed fracture management
protocols. All patients were followed up within 72 hours
by an orthopaedic consultant.
• Patients who may be living with dementia were
screened using a standard tool.
• Junior medical staff used the hospital intranet to check
clinical procedures and guidelines for practice.
• The emergency department was the trauma centre for
the region. There was a network clinical lead on duty, or
on call, at all times to provide advice and be available to
care for patients admitted or transferred from trauma
units. Clinical protocols for managing patients with
severe trauma were available in a standard manual
(TEMPO) that all other units used.
• Some staff had developed aspects of the new clinical
information system to support their work. Staff showed
us quick links to checklists and standard text they had
saved on personal login sections. This meant they could
undertake faster recording and prompting of
appropriate tests according to the patient’s condition.
Pain relief
• We observed many examples of staff asking patients if
they were comfortable, checking pain levels and
ensuring timely analgesia was administered. This was
also demonstrated in the emergency department
patient survey.
• The Pain in Children audit against the College of
Emergency Medicine guidelines was being prepared at
the time of our visit. Clinical staff were adhering to the
guidance but audit checks had been delayed due to the
difficulty of collating data from the new clinical
information system.
• In the A&E survey for 2014 the Emergency department
performed better than other departments in providing
pain control to patients in good time and for providing
food or drink as needed. However in other audits the
hospital scored well in initiating pain relief but scored
less well in the evaluation and reassessment of pain
relief. These audits included patients with renal colic
and fractured neck of femur.
Nutrition and hydration
• We observed staff offering patients drinks if clinically
safe and they had been in the department for some
time. Intentional rounding also ensured that patients’
nutrition and hydration was considered.
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Patient outcomes
• The department undertook national College of
Emergency Medicine (CEM) audits to benchmark
performance against best practice. Audits included
consultant sign-off, vital signs in the majors area, renal
colic, fractured neck of femur and severe sepsis and
septic shock.
• We examined audit reports and saw that
recommendations for improvement and re-audit had
been identified. Staff told us that audit reports were
communicated via meetings, displays, emails and
routine staff briefings.
• In the audit of consultant sign-off in 2013 the trust
performed worse than the national average in all but
one of eight measures: discussion with the patient. In
the seven other measures they performed worse than
the national average. The standard states that three
types of patients groups should be reviewed by a
consultant prior to discharge. These are: Adults with
non-traumatic chest pain, Febrile children less than one
year old, Patients making an unscheduled return to the
ED with the same condition within 72 hours of
discharge. Consultant sign off for these conditions was
significantly below the national average.
• The unplanned re-attendance rate within 7 days for the
emergency department shows that the trust is
performing better than the England standard but was
below the England average at below 6% as opposed to
an England average of 7% in September 2014. The
England standard is the target to be achieved whereas
the England average is the level achieved in the average
English trust.
• We reviewed the audit of consultant sign off for 2013 of
Adults with non-traumatic chest pain, febrile children
less than one year old, and patients making an
unscheduled return to the Emergency department with
the same condition within 72 hours of discharge. The
results were worse than the England average at that
time for most indicators including for a consultant first
seeing a patient and reviewing case records after
discharge. Since this date learning points were
identified and consultant staffing has been
supplemented but we did not have more recent audit
data to compare any improvement.
• Audits for adherence to clinical guidance and outcomes
were not being conducted at the time of our visit. The

•

•

•

•

•

•

new information system did not have codes applied to
the entries required for some clinical audits and this
meant staff were considering continuation of paper
based audits.
Audit data for fractured neck of femur care were only
available for 2012/13 with results being better than UK
average. The trust was in the top 25% in England for six
of the indicators which related to being given pain relief
and obtaining an x-ray in a timely manner. However, for
the evaluation of pain relief the trust was in the bottom
25% for England.
In the audit of renal colic in 2012/13 the trust scored
above the England average for seven of the indicators.
However the trust scored below the England average for
re-evaluating pain relief.
Audit results for care of patients with severe sepsis and
shock were available for August 2013. These showed the
care did not meet standards of CEM for most elements
of the care. Staff told us they had been working to the
guidelines to meet the standards but we did not see any
evidence of the improvements made. The audit showed
that the hospital was not recording vital signs (45%), test
urine (25%) and undertaking blood culture monitoring
(83%) as part of the initial assessment of the patient.
Some treatments were not recorded as having been
initiated in the department. These treatments included
bolus does of colloids (74%) and high flow oxygen
(47%). The results show that in some instances less than
half the patients admitted with sepsis received
appropriate assessment and treatment in line with
national guidance.
Trauma Audit and Research Network (TARN) figures for
the 2014 calendar year indicate that survival rates at the
trust are slightly better than the average for England,
with 1.3 additional survivors out of every 100 patients.
In audits of patients taking a paracetamol overdose, in
2013-2014, the trust performed well on checking
paracetamol levels and treating patients with raised
levels promptly.
In audits of patients with asthma, in 2013-2014, most
patients had their observations checked (49 out of 50).
68% had salbutamol given appropriately and half had
hydrocortisone prescribed. Therefore the trust
performed well in this audit.

Competent staff
• There were specific roles designated across the
department for which staff had to have training and
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competence checks before undertaking that role.
Nurses undertaking initial assessment for patients
walking in or being brought in by ambulance were
trained and assessed as competent to carry out that
role. Emergency nurse practitioners were qualified and
maintained their competence as independent
practitioners to assess and treat patients attending the
department. We saw that these staff followed clinical
guidance and best practice and were involved in
continual audit and development of their skills.
Staff in the emergency department had access to a
training matrix and were provided with opportunities on
away days to develop relevant skills for the role.
There were consultant training days. The most recent
day in April 2015 included sessions updating staff on
major incidents, emergency clinical procedures, and
lessons learnt from the trauma network. Other
professional development sessions included the use of
the new information system and clinical skills such
chest trauma care.
There were two staff members employed to provide
clinical education in the department. These were
experienced staff who provided training in practice
areas.
Training for junior medical staff was regular and
consistent. Medical staff we spoke with told us that
specific training for junior doctors and additional
sessions about emergency medicine had always taken
place on schedule and they considered it a useful
programme. There were one to one sessions with
consultants to supervise the experience and daily
departmental rounds were also focussed on learning.
Health care assistants had been trained to carry out
additional tasks according to protocols and after having
their competency checked.
Staff who required additional support to maintain or
improve competency were identified and a specific
framework of support developed for the individual staff
member.
Medical staff commencing work in the emergency
department were given information about current
guidelines in use such as managing infectious diseases.
They were also advised about learning from past
incidents.

Multidisciplinary working
• There was good multidisciplinary team working and
integration with the rest of the hospital. The model of

•

•

•

•

the service was that all admissions were assessed in the
emergency department and seen by the emergency
department or Medical staff interchangeably. This
meant high flexibility in the team to manage different
profiles of patients attending at any time, either general
medical or emergency conditions.
There was effective internal multidisciplinary team
working. We saw that physicians’ assistants worked
effectively as part of the team integrating well to enable
medical and nursing staff to continue with their roles.
Junior medical staff told us that there was good support
from medicine for the elderly services in the hospital for
patients admitted to the clinical decision unit.
There was good support to the work of the department
by pathology staff undertaking point of care testing.
Blood tests were available 24 hours a day to check for all
general blood levels and also specific checks for cardiac
injury, blood clot, liver, pancreas and kidney function.
3000 tests were completed per month and results were
provided when possible within around 35 minutes.
In the paediatric emergency care area there were play
specialists as part of the team for some shifts. We
observed that the specialist supported children through
distraction and play which meant that nursing and
medical procedures could be performed with less stress
for the child and family.

Seven-day services
• The department is open at all times. Senior medical
staff are available to provide patient care and advice to
2am each day. They also provide on-call cover for major
trauma cases, providing advice to other trauma units
and attending the emergency department as needed
when patients are admitted. Nursing staff told us that
consultants are often in the department through the
night attending trauma cases or supporting the team at
time of high activity. During our inspection a consultant
had been in the department continually through the
previous night.
• The consultant cover had been improved from April
2015 to ensure additional cover and safety at times of
higher patient activity. From 4pm to midnight during the
week and 11am to 8pm at weekends an additional shift
meant three consultants were available to support the
team and provide senior clinical and operational
decision making.
Access to information
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• There was a clinical information system in use which
staff had been involved in developing before and since
implementation in October 2014. Patient records were
accessed from workstations at many available mobile
points beside the bedside and clinical base areas.
• There was a standby arrangement in place for making
clinical records and printing out details if the main
system became unavailable. This was tested daily by
staff.
• Clinical staff stated the system allowed them to check
records from any available terminal connected to the
network. This meant that during discussions over the
telephone with specialists the clinicians could view
latest test results, past history and current observations.
The system also made it easier for senior staff to check
results, scan reports, then identify and call back patients
who had been discharged with a clinical problem
unresolved.
• The new clinical information system was not easily
adapted to the re-audit work of clinical standards which
meant consultant staff were considering continuation of
paper based reviews.
• Mental health trust staff who may be asked to attend the
emergency department or clinical decisions unit
patients have read only access to the clinical
information system to review records of patients being
referred. Hospital staff have read only access to the
community information system to review case notes of
patients with past medical history of mental health
problems.
• Waste management in the department included bins to
dispose of any used documents with personal
information. This preserved patient confidentiality.
Consent, Mental Capacity Act and Deprivation of
Liberty Safeguards
• We observed staff discussing care and treatment with
patients and their relatives. Detailed explanation was a
feature of discussions to support patients in making
informed choices.
• We saw during our observations that staff sought
consent from patients before undertaking treatments.
Mental capacity could be recorded on the clinical
information system when appropriate.
• Of the ten patient records examined all had a social
history and background undertake and in three cases
the level of the patients understanding about their care
and treatment was identified during the assessment as

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

Are urgent and emergency services
caring?
Good

–––

We observed that staff provided care that was consistently
caring and respectful. Patients and their relatives gave us
positive views about the care they had received.
There were good levels of privacy in the department. Where
this was difficult, such as in waiting areas or curtained
cubicles staff were careful to maintain privacy and dignity.
When there were delays in admission or transfer to other
services staff ensured good levels of care in the emergency
department or the clinical decision unit until appropriate
discharge from the emergency department could be
arranged.
Staff included patients and their relatives in decisions
about their care. Staff supported patients promptly in
managing pain and anxiety.
Compassionate care
• Friends and family trust scores for patients
recommending the service were better than national
average for 11 of the 12 months to November 2014. This
corresponded to the introduction of the new clinical
information system and fall in performance on waiting
times in the emergency department. The response rate
was above the England average of 14% in May 2015 at
15.7%.
• The most recent survey results returned by patients to
the emergency department for January 2014 to
February 2015 show that over 90% (1619 out of 1764)
would recommend the service to friends or family.
• In the A&E survey of 2014 the trust performed as good or
better than other trusts for all questions. This
emergency department performed well on providing
information to patients about their condition and care
and for providing pain killers in good time when patients
asked for them. The trust was joint fourth nationally in
the positive response to this survey.
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• The emergency department had a policy of allowing
close relatives to be present when a patient was
receiving emergency care and staff provided emotional
support at this time.

Are urgent and emergency services
responsive to people’s needs?
(for example, to feedback?)

Understanding and involvement of patients and those
close to them
• Children and families were well supported in the
emergency department. We asked parents about the
care. Three parents attending with children told us they
were happy with the explanations given about their care
and treatment and about any waiting times. They said
appropriate pain relief had been provided.
• We observed staff being caring and respectful with
patients and relatives. Staff informed patients of the
plan of care and about any procedures or tests that
were proposed.
• As patients arrived in the department on foot they were
met by a registered nurse, trained to undertake
assessment, this was an immediate reassurance to
patients who were rapidly provided with any first aid
then moved to the relevant part of the department.
Emotional support
• Patients told us they were well supported by staff.
Patients we spoke with in the waiting area had been
given good information about waiting time and their
treatment.
• Bereavement counselling services were available
including for parents of children that may die in the
department. Support was also available for staff
involved in caring for families where there was severe
trauma or a sudden infant death.
• Staff had arranged for phone chargers to be available for
patients or relatives to use in an emergency if they
needed to contact other people using personal phones
in time of crisis.
• The paediatric waiting area was well equipped and the
spaces adapted to be appropriate for children and
families.

Requires improvement

–––

The department was not meeting the four hour waiting
time target for emergency departments. The departmental
leaders and staff had implemented systems to maintain
flow and escalate problems as soon as there were
indications of delays in care and patient flow. Current
performance was around 75% for patients being seen
within four hours of arriving at the department. This meant
that some patients experienced extended waits to be seen
and treated.
The department had been developed to deliver services to
meet the needs of patients where possible. Patients with
minor injuries, major trauma or GP referrals were managed
in ways appropriate to their needs. Staff were also
participating in projects at trust and health economy level
to review the systems of care and resilience. These projects
aimed to tackle the increasing levels of attendance to
emergency services and the flow of patients through the
hospital. Effective arrangements were in place to support
patients and relatives following complaints, learn lessons,
and rapidly improve the service where required.
Service planning and delivery to meet the needs of
local people
• Patient flow is a key issue discussed at working groups
to improve the flow and experience of patients whilst
promoting safe care. Emergency department
consultants were on a ‘front door model of care’
steering group with a remit to establish a medical
decisions unit close to the emergency department. The
aim of this would be to aid flow through the department
although they wish to retain patient initial care in the
emergency department as this was considered a safer
and clinically effective arrangement.
• This was in addition to a hospital capacity review work
to assess options of increasing capacity in hospital and
community.
Meeting people’s individual needs
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• The electronic patient record had additional sections
that staff used to record and plan care for patients with
complex needs. A management plan was developed for
such patients, for example elderly frail patients or those
living with dementia or mental health problems. Staff
accessed these sections using an additional information
tab on their screen. This section could alert staff to
ongoing problems seen in previous admissions and
therefore remind staff of specific medical needs or
ongoing plans of care.
• Frail elderly patients were referred to a team providing
specialist advice for frail elderly (SAFE team). This meant
that patients complex needs were assessed on
admission and then appropriate plans of care and
discharge were arranged.
• Staff cared for patients living with dementia in ways
appropriate to the individual. There was a small store of
resources that staff could use to divert or occupy people
who may be living with dementia. We saw that one
elderly patient was offered and made use of the
equipment to very good effect which meant the person
was given a focus to counteract the disorientation of
being in the emergency rooms.
• Following an incident dealing with a family from the
traveller community staff had arranged for information
and training about this group. Consultants had
attended training around cultural issues and we saw
information sheets that had been provided to staff.
• There was access to translation services should these be
required for patients in the department.
• Medical and nursing staff told us they would discuss
with the learning disability specialist nurse if they
needed advice for such patients.
• Patients transferred to the clinical decision unit had
good management of their plan of care. We saw that
patients with mental health problems or needing
support at end of life had appropriate care or
arrangements for transfer that suited their needs.
• New signs had been displayed throughout the
department. These had been developed by the design
council specifically for A&E departments to be visually
clear and easily understood. Signs were to provide
information about the flow of patients and explain the
function of different areas. This meant there was clear
information for patients and families to aid
understanding of the busy clinical areas and reduce
anxiety.

• Signs in each children’s cubicle provided explanation to
parents about the process of managing patients.
• We observed regular handovers between medical staff
about the status of the department overall at shift
changes and clear clinical handovers when transferring
or referring patients. When patients were held up due to
other teams being unavailable from other parts of the
hospital decisions were made about diagnostic tests
and admission to ward areas by the senior medical staff
in the emergency department to prevent delays.
• The emergency department had two rooms allocated
for relatives of seriously ill patients. The rooms were
clean and tidy with appropriate furniture and décor.
• The relatives’ rooms had been designed to be safe to be
used for discussion with patients who had mental
health problems and may require specific care and
support.
• The paediatric waiting area was well equipped and the
spaces adapted to be appropriate for children and
families.
• The department had signs placed in prominent places
around the corridors which were uncovered when
needed to reveal a dragonfly symbol. This was to alert
staff that there were bereaved relatives somewhere in
the department and to be sensitive in terms of noise.
Access and flow
• The emergency department has an integrated system of
managing emergency and GP admissions to the
hospital. All these patients are managed through the
emergency department rather than the typical
arrangement in hospitals in England where GP referred
patients enter the hospital through an admission
department or ward.
• This integration has a negative effect on the
performance figures if comparing with other emergency
departments. The four hour waiting time performance
for the emergency department had been around the
national standard of 95% during 2013/2014 and was
around 75% in the current year. There had been a
noticeable deterioration since October 2014.
• The flow of patients and activity levels is monitored by
the department senior nurse and the emergency
physician in charge on each shift who troubleshoot
delays or problems transferring to wards or other
departments. There were two hourly checks by the
senior clinician in each area of the department to
ensure delays were dealt with.
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• Operational managers attended the department and
work with medical and nursing staff to monitor
workload and facilitate the flow of patients through to
hospital departments and ward areas. Other options
had been implemented to maintain patient flow. The
hospital had a system to close and deep clean ward
areas in rotation. The management team had decided
to suspend this on a temporary basis in order to free up
bed capacity. Wards teams have been urged to
discharge patients who could be ready before midday to
free up bed availability for patients being admitted
through the emergency department.
• There were 131 cases where patients waited between 4
and 12 hours for admission after the decision to admit in
the last 18 months at the hospital. 86% of those were
within the last 6 months. Of the 131 breaches, 115 were
due to the emergency department and hospital being at
full capacity. 16 cases were in December 2014 when the
hospital declared major incident status for capacity. In
comparing with other hospitals this performance should
be seen in the context that all GP admissions are cared
for in the emergency department.
• We checked the waiting times for children in the
paediatric area during our visit. There had been 46
children cared for on 23 April 2015, of these seven had
waited more than four hours to be admitted to a ward.
Five of these were due to bed availability in the hospital,
and two were due delay in acquiring blood test results.
• In the year to September 2014 around 2% of patients left
the department without being seen. This was better
than the England average performance for this indicator
• The average waiting time for ambulance staff to
handover their patients and return to availability was
just above the ambulance service target of 30 minutes
for April 2015. This was around the average for all acute
trusts in East of England.
• There was a traffic light system outside the department
ambulance door which gave ambulance staff an
immediate view of the likely waiting time and when to
seek help from the department for particularly critically
ill patients on arrival. There was a registered nurse of
sufficient experience and training based at the
ambulance entrance and rapid assessment bays just
inside the entrance.

• These bays were manned by a senior doctor and a nurse
to ensure patients were assessed quickly and efficiently
with the relevant diagnostic tests ordered. The patient
was then referred to the appropriate section of the
department and specialist medical team.
• Each week the department leads attended a task force
meeting with the clinical commissioning group to
discuss the system wide options to improve the flow of
patients through the emergency department and the
hospital back to the community.
• Some patients were referred to a clinic set up within the
hospital site. This urgent care centre with GP and nurses
in attendance treated 960 patients in ten weeks from
February to April 2015 also contributing to maintaining
flow through the hospital and reducing waiting times.
Learning from complaints and concerns
• Between April and December 2014 the trust had
received 56 complaints regarding the emergency
department, two regarding the Emergency Assessment
Unit and one regarding the clinical decision unit. The
top two concerns reported being the quality of care and
the attitude of staff.
• Staff had noted patient comments about confidentiality
when discussing personal medical issues. This had led
to chairs being moved in the initial assessment area to
make discussions more discreet, and signs were
displayed reminding staff of confidentiality.
• We examined the team meeting minutes, governance
meeting minutes and shred learning board throughout
the department. All of them detailed feedback and
learning from complaints which had been received.
• We spoke with 35 members of staff during our
inspection and we specifically asked four about what
feedback or learning they were aware of regarding
complaints. All were able to provide examples of where
information had been shared through meetings, during
handovers, on information boards and in during
supervision with managers. We were assured that
feedback and lessons learnt from complaints was being
provided.
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Are urgent and emergency services
well-led?
Good

–––

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

•

•

•

•

Vision and strategy for this service
• The emergency department staff had been involved in
planning future service configuration. There had been a
strategic away day in September 2014. This had
included discussion and planning about short, medium
and long term plans for the future in the context of the
NHS finances and local opportunities.
• There was also an Urgent Care and Emergency
Department programme board working with hospital
departments and partners in the community to improve
pathways through the service and the acute hospital.
• Although plans for new build or refurbishment had not
been fully agreed since the planning day departmental
leads had worked closely with division managers and
options were being prepared for approval as funding
becomes available. Staffing, service configuration for
the medium and long term were being developed. This
included the possible opening of a medical decision
unit to improve the flow of some GP referred patients.
Governance, risk management and quality
measurement
• There were several established systems to ensure good
clinical governance and monitor performance. The

clinical governance and infection control committees
were specific for the emergency department. However
audit outcomes were not always meeting national
expectations.
Each meeting produced action points as required and
we saw that these were disseminated through the
teams in flexible ways, by email and daily briefing
meetings and displays to ensure continual
improvement to quality of the service.
These meetings reported to divisional programme and
quality boards, and into the Trust Board to enable
oversight and learning across departments.
Learning from incidents led to changes in practice. All
staff were aware of the incidents that had been reported
recently. Junior medical staff were advised of recent
incidents on induction and that, following learning from
recent cases, patients with specific conditions must be
reviewed by consultant staff.
The division and department held a risk register which
identified current risks and the mitigating actions. Key
risks noted were the capacity and flow through the
department. Long term and short term actions were
detailed. Other risks included the provision of
appropriate care for mentally ill adults and children.

Leadership of service
• There was effective leadership of the emergency
department. Senior staff were visible as clinical and
managerial leads, with clear levels of accountability and
control over operations.
• There were identified roles allocated on each shift and
displayed on a large board in the department. Nursing
teams were established with experienced staff
supporting and appraising junior members of staff.
• Staff we spoke with felt supported by the local
management within the emergency department and
that the team were a cohesive team.
Culture within the service
• Nursing staff told us they felt it was a very supportive
department to work in, they said staff work well together
across the professional disciplines. We saw that staff
interacted in a supportive way to ensure safety and
efficiency for patient care.
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• Staff who had been working in the department for a few
weeks said it was a good place to work, in particular the
attitude of all staff with each other was seen as
supportive and a good place to develop skills and
experience.
• Cleaning staff reported that they knew the chief
executive and had met him in the workplace. They told
us the emergency department was a great place to
work. Cleaning staff said they were seen as part of the
department team and felt pride in maintaining clean
areas for patient care.
Public and staff engagement
• Staff told us they are informed and included in
developments of the service. There were daily briefing
meetings and weekly notices with useful information
and latest important changes and learning from
incidents or complaints. Separate paediatric briefing
sheets were displayed and emailed to staff that
included staff or other changes to ensure good
communication and involvement of all staff.
• Patients were invited to provide feedback and
comments using either the electronic system in the
department or through the use of comment cards.

Comment cards were analysed within the service and
worked to provide feedback to staff weekly on what they
needed to improve upon. The team were able to give an
example of a change to the waiting room environment
and information available to read as a result of patient
engagement through comment cards.
• The trust has an electronic newsletter which is emailed
out to the patients who subscribe to the mailing list and
in this newsletter information regarding urgent and
emergency services is provided.
Innovation, improvement and sustainability
• In addition to working groups reviewing the flow of
patients though the emergency department and
hospital the nursing team have an emergency
department process review group to challenge ways of
working and identify areas for improvement.
• There were improved systems to reduce violence in the
city as a result of alcohol use. The service shared
anonymised information about patients attending with
injuries with local police services to identify areas in the
city where violence was prevalent and related to alcohol
purchase.
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Safe

Requires improvement

–––

Effective

Requires improvement

–––

Good

–––

Responsive

Requires improvement

–––

Well-led

Requires improvement

–––

Overall

Requires improvement

–––

Caring

Information about the service
The medical care services at Addenbrooke’s Hospital
covered a wide range of specialities, including acute
medicine, infectious diseases, respiratory medicine,
cardiology, care of the elderly, medical oncology, renal
medicine, endocrinology and diabetes, gastroenterology,
haematology and hepatology. Medical care services also
included the delayed transfer of care (DTOC) ward, the
clinical decisions unit and two discharge lounges.
All the clinical departments at Addenbrooke’s Hospital
were grouped together under five divisions. The medical
wards were split between the five divisions. Each division
was supported by a divisional director and a divisional lead
nurse.
There were 60,598 admissions to medical care services at
Addenbrooke’s between July 2013 and June 2014, of which
34% were emergency admissions, 6% were elective and
60% were day cases.

inpatients and outpatients, including patients who have
had strokes, traumatic injuries and other neurological
conditions. We carried out an unannounced inspection and
visited wards D5 and N3.
We used a variety of methods to help us gather evidence in
order to assess and judge the medical care services. We
spoke with 20 patients and those important to them, 37
doctors, including junior doctors, middle grade doctors and
consultants, 44 registered nurses, eleven health care
assistants, two student nurses, ten allied healthcare
professionals and a number of other support staff, such as
nutritional support staff and housekeeping staff. We
interviewed the clinical leads for Division C, as this was the
division under which most of the medical care services
came. We observed the care and the environment and we
looked at records, including patient care records on the
electronic recording system. We also looked at a wide
range of documents, including policies, minutes of
meetings, action plans, risk assessments and audit results.

According to information provided by the trust, medical
care services had a complement of 440 inpatient beds
across 29 wards, including the medical short stay
emergency unit (MSSEU). During our announced inspection
we visited all of the medical care areas and wards managed
throughout the divisions. We also visited the delayed
transfer of care ward and the discharge lounge. We visited
the wards during the day and we conducted an evening
visit. Based on information received before the inspection,
we specifically considered the neuropsychology service.
This service provides neuropsychology services to
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Summary of findings
Overall, we found that medical care services at
Addenbrooke’s Hospital required improvement. This is
because we found concerns in relation to safety,
effectiveness, responsiveness and leadership of the
service. However the staff remained caring despite the
concerns in other areas. Staff worked hard to ensure
that patients received the best possible care.
We had concerns in relation to nursing staffing and the
movement of staff between wards. The respiratory ward
was not staffed in line with national guidance and this
increased the risk of potential avoidable harm for
patients who required non-invasive ventilation (NIV).
Staff did not always report incidents when they should
have done and staff did not always receive feedback
about incident investigations. We found gaps in the
checking of emergency resuscitation equipment in
some ward areas.

about the procedures to follow when reaching decisions
in people’s best interests. However, staff had not
received training in the MCA or Deprivation of Liberty
Safeguards (DoLS)
Staff were unable to show us where care plans had been
completed. Some staff told us the doctors’ orders had
replaced care plans on the new EPIC it system. These
orders were task-orientated and did not always reflect
the holistic needs of the patients. Some staff told us
there were no care plans on the new IT system.
We observed care and found this to be compassionate
from all grades of support and clinical staff, including
doctors. We also saw and patients told us that privacy
and dignity was maintained at all times. Where possible,
patients were involved in their care and treatment and
were given information to support their
decision-making. We found that patients could access
emotional support if they needed to.

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

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

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

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

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

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

Are medical care services safe?
Requires improvement

–––

Medical care services at Addenbrooke’s Hospital required
improvement because patients were not protected from
avoidable harm due to the movement of ward staff to
unfamiliar wards, the lack of reporting of incidents, IT
issues following the implementation of EPIC, and because
the environment did not always protect patients from
avoidable harm. The movement of staff between wards to
provide cover for contingency wards meant that donor
wards were at times left with reduced numbers of staff and
recipient wards were staffed with staff who were not
necessarily familiar with the ward or did not have the
relevant skills and experience to care for patients in these
areas. We found that whilst donor wards’ nurse staffing
levels were supplemented with bank or agency staff the
regular ward team had additional duties placed upon them
by the redistribution of staff, such as supervision of
overseas student nurses as well as oversight of agency and
bank staff. We found that the respiratory ward was not
staffed in line with national guidance for patients requiring
extra support such as non-invasive ventilation (NIV).
Staff told us that they did not always report incidents due
to time pressures. We corroborated this through reviewing
patient records and reports of incidents. Staff highlighted
that they did not always receive feedback on incidents that
had been reported. There was little evidence of the sharing
of lessons learnt from incidents reported across the
directorate. The new electronic patient record system had
been introduced in October 2014 but we found that whilst
patients received care through “order” there was no
individualised care plans in place to reflect the patients’
needs. Clinical staff were not always able to access the
information they required – for example, diagnostic tests
such as electrocardiographs (ECGs) to assess and provide
care for patients.
There were suitable arrangements for the prevention and
control of infection and the safe management of
medicines. People’s personal and confidential information
was stored securely. We found gaps in the checking of
emergency resuscitation equipment in some ward areas.
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Staff were aware of their role in relation to safeguarding
children and adults living in vulnerable circumstances and
acted according to local policies when abuse was
suspected.
Incidents
• Between February 2014 and January 2015 there had
been 35 serious incidents reported throughout the
divisions for medicine, including older people’s care.
Information provided by the trust showed slips, trips
and falls as the most commonly occurring incident,
followed by confidential information leaks. We were
concerned that this number of serious incidents was
low in comparison to the size of the service and the
concerns that had been raised in relation to staffing.
• The trust’s policy indicated that incidents were reported
through the trust’s electronic reporting system. We
spoke with a range of staff across the service and all
were aware of how to report incidents. Between October
2014 and April 2015 there had been 240 incident reports
submitted relating to staffing levels.
• Most of the nursing staff told us they did not always
report incidents when they should have done because
they didn’t always have time. This had also been
reported within division C’s March divisional combined
performance meeting minutes, where it was
acknowledged that incidents were not always being
reported due to low staffing levels.
• Staff were able to provide us with examples of when
they had reported incidents, and understood what
constituted an incident. For example, nursing staff could
describe how medication incidents were reported and
gave us examples of incidents that had resulted in a
change in practice. We were therefore assured that
suitable arrangements were in place to learn from
medicine-related incidents.
• Staff told us they did not always receive feedback from
incidents they had reported. One of the divisional lead
nurses told us that outcomes of incidents were shared
with staff, and staff were told when changes were made
as a result of an incident but rationale for the changes
and lessons learned from incidents were not always
shared with staff.
• Incident data was discussed within each speciality as
part of their bi-monthly clinical governance meetings
and as part of the wider divisional combined
performance meetings.

• A root cause analysis tool was used to investigate
serious incidents, and we saw that where required an
action plan was put in place to reduce the risk of the
incident happening again. Action plans included
evidence of feedback and actions for learning. Where
necessary, action plans indicated where further training
for staff was required.
• Mortality and morbidity were discussed within each
medical speciality as part of the trust’s clinical
governance meetings on a bi-monthly basis.
• The trust displayed information within ward areas
explaining their responsibilities relating to Duty of
Candour. (Duty of Candour is concerned with openness
and transparency and places a responsibility on NHS
hospitals to inform patients when things have gone
wrong and harm has been caused.) Information
provided by the trust showed that where incidents had
resulted in harm they were discussed with patients and
those who were important to them.
• Senior staff were aware of their responsibilities relating
to Duty of Candour and were able to give us examples of
when Duty of Candour would apply.
Safety thermometer
• The NHS safety thermometer is a national initiative,
local improvement tool for measuring, monitoring and
analysing patient harm and harm free care.
Performance against four possible harms – falls,
pressure ulcers, urinary tract infections (UTI) and venous
thromboembolisms (VTE) – was monitored on a
monthly basis and the results were prominently
displayed on all of the medical wards and units we
visited.
• From December 2013 to December 2014 there was an
increasing trend in the number of hospital-acquired
pressure ulcers reported to the safety thermometer
survey for medical wards. There was also a slight
increase in catheter-related UTIs. The majority of falls on
medical wards took place after June 2014.
• The trust was monitoring the incidence of pressure
ulcers and falls through its Nursing Quality Metrics. Staff
were unable to tell us about any changes that had been
implemented to reduce the number of pressure ulcers.
However we noted that pressure relieving equipment
was available for these patients.
Cleanliness, infection control and hygiene
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• The Department of Health’s Code of Practice on the
prevention and control of infections and related
guidance was adhered to within the wards providing
medical care.
• Monthly hand hygiene audits were undertaken. Results
were mostly around 100% across medical and care of
the elderly wards, with the exception of ward K3
(cardiology and coronary care), where figures had
dropped to 89% for three out of the previous nine
months. The clinical decision unit scores were
approximately 97% in January.
• Staff were compliant with the trust’s infection control
policies and protocols such as hand hygiene and bare
below elbows policies. However, on the Medical Short
Stay Emergency Assessment Unit we saw several nurses
who had rolls of tape attached to their lanyards. We saw
these rolls of tape had collected dust and had been in
close contact with nurse’s uniforms. There is the
possibility that these rolls of tape could be used to
secure patient’s dressings and were not being stored in
line with best practice for the prevention and control of
infection.
• Staff demonstrated they had a good understanding of
infection prevention and control. There were supplies of
personal protective equipment such as gloves and
aprons available in clinical areas and we observed staff
using them appropriately. Staff wore visibly clean
uniforms.
• All wards had antibacterial gel dispensers at the
entrances and by people’s bedside areas. Appropriate
signage regarding hand washing for staff and visitors
was on display. Side rooms were used where possible as
isolation rooms for patients at increased infection
control risk (for example, those with diarrhoea). There
was clear signage outside the rooms so that staff were
aware of the increased precautions they must take
when entering and leaving the room. We saw that these
rooms were also used to protect patients who had low
immunity. We did, however, see one incident on the
medical short stay emergency unit where a patient had
been placed in a side room because they were
suspected of having tuberculosis. The patient’s wife had
been allowed to enter the room without any personal
protective equipment (PPE) and staff had failed to
communicate the infection control risks with the patient
or their visitor.

• Where side rooms were not available patients who were
experiencing the same symptoms were nursed together
in bays.
• We observed the space in the haematology day case
unit to be very compact, with patients sitting very close
together due to lack of space. This increased the risk of
infection for patients who were immunocompromised.
• Within the discharge lounge we observed a patient who
required barrier nursing being escorted to the toilet.
However, the toilet had not been identified as an
isolation toilet. This meant there was an increased risk
of spread of infection.
• We observed that cleaning of the environment was not
always as thorough as it should have been. On one ward
we saw that there were faeces on the floor of the shower
room. We pointed this out to a senior member of staff.
The next day we visited the ward and found the faeces
had not been cleaned away but it was evident that the
shower room had been used by patients. Again, we
alerted this to a senior member of staff. When we
returned to this ward during our unannounced
inspection we noted the shower room had undergone a
deep clean.
• We observed that the management of sharps complied
with Health and Safety (Sharp Instruments in
Healthcare) Regulations 2013. However, on wards G4
and N2 we saw that sharps containers were not always
dated and signed on assembling and that temporary
closure was not always used when sharps containers
were not being used.
• In the last 12 months there had been no reported MRSA
Bacteraemia incidents, but there had been 22 reported
cases of Clostridium difficile infection across the
medical wards. Six of these were classed as unavoidable
by the trust.
Environment and equipment
• In order to maintain the security of patients, visitors
were required to use the intercom system outside most
wards to identify themselves on arrival before they were
able to access the ward. Staff had swipe cards to open
doors. However, we noticed that some wards did not
operate this system and we were able to enter these
wards and walk around unchallenged. For example, we
walked onto the liver unit and were not challenged as to
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•

•

who we were. This meant that patients were not
protected from avoidable harm as some patients were
confused and could exit the ward as well as people
entering it unchallenged.
Most areas we visited were bright and well organised
but when we visited ward D5 we noticed the ward to be
poorly lit due to some of the lights in the ward not
working. This meant that patients who were frail and
elderly or with visual impairment may have difficulty
navigating the ward in a poor light. Staff could not tell us
how long the lights had not been working. We brought
this to the attention of the nurse in charge and
throughout our inspection we saw that action had been
taken to ensure the lights were working.
We found that each clinical area had resuscitation
equipment readily available. There were systems in
place to ensure it was checked daily to ensure it was
complete and ready for use. On some wards, however,
this equipment had not been checked every day. We
found examples where days were being missed in the
last few months. For example, on the medical short stay
emergency unit (MSSEU) we found that resuscitation
equipment had not been checked for 13 days in March
and for nine days in April. On the respiratory ward, we
found no gaps in recording throughout March but there
were gaps on five days in April.
The trust implemented the new electronic record
system to record all aspects of patient care. Staff told us
there were not enough computers to undertake this task
and we saw an example where one doctor was using
their own personal laptop to update information whilst
undertaking a ward round. The doctor told us they did
this because there were not enough portable computers
on the ward.
Throughout our inspection we did not identify any
major environmental risks or hazards. However, we did
notice that some ward areas were not as spacious as
others – for example, on the delayed transfer of care
(DTOC) ward and G4 which was a care of the elderly
ward. This meant that staff had difficulties when moving
and handling patients and elderly patients may have
problems when moving throughout the ward.
The ward areas we visited were generally well
maintained but some ward areas had insufficient
storage, which led to equipment such as clean linen
being stored inappropriately on open trolleys in
bathrooms. This meant that in some cases bathrooms
were difficult to access and were rarely used.

• There were systems to maintain and service equipment
as required. Firefighting equipment had been checked
regularly. Hoists had been serviced regularly. Where
electrical testing had been completed, we saw labelling
on equipment to demonstrate that testing had been
undertaken and on which date.
• Patient Led Assessments of the Environment (PLACE) in
2014 showed 93% in medical wards for condition,
maintenance and appearance. This was a slight
improvement from the previous year’s score of 92%.
Medicines
• Medicines were prescribed electronically throughout
the medical specialities and the care of the elderly
wards.
• We looked at the prescription and medicine records for
six of 52 patients on two medical wards. We saw
arrangements were in place for recording the
administration of medicines. These records were clear
and fully completed. However, the trust’s electronic
recording system did not support the prescribing of
medical oxygen. If medical oxygen was required it was
written as an order on the IT system with a range of
parameters and not on the medicines administration
record. The system prompts nursing staff to document
the administration of oxygen.
• Medicines requiring cool storage were stored
appropriately. Records showed that medicines were
stored at the correct temperature and so would be fit for
use. However, the temperature of rooms used to store
medicines that were required to be stored at room
temperature were not being monitored or recorded.
When we measured the temperature in these rooms we
were not fully assured that medicines were always
stored in a way that maintained their quality.
• Controlled drugs (medicines that are required to be
stored and recorded separately) were stored and
recorded appropriately.
• Emergency medicines were available for use and there
was evidence that these were regularly checked and
were in tamper-evident containers.
• Each patient had a bar code on their wrist band that was
scanned prior to the administration of medication. In
addition, we heard nurses ask the person their name
and date of birth. This helped staff to ensure they were
giving prescribed medicines to the correct person.
• On the medical short stay emergency unit (MSSEU) we
observed nurses administering medication. We saw one
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nurse leave a medicine trolley unlocked and
unattended whilst they went to the other side of the bay
to check the identity of a patient in one area of the ward.
We also observed two nurses administering medication
in another part of the unit. Each nurse had been
allocated a bay in which to administer medication but
there was only one medicine trolley. This meant the
nurse from one bay had to remember what medication
their patient had been prescribed and go into the other
bay to collect medication from the medicine trolley to
administer to each patient. This could increase the risk
of patients receiving the wrong medication.
Where patients were able to, they administered their
own medication. We spoke with one patient who had
been provided with a lockable drawer in which to store
their medication. The patient was able to continue to
take their medication at the times they were used to
taking the medication at home.
There was a pharmacy top-up service for ward stock
and other medicines were ordered on an individual
basis. This meant that medication was available for
patients when it was needed.
A pharmacist visited all wards each weekday. Pharmacy
staff checked that the medicines patients were taking
when they were admitted were correct and that records
were up to date.
Pharmacy staff were readily available on the wards to
provide medicines to patients on discharge. This meant
that patients were not kept waiting unduly for their
medicines.

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

training had been insufficient and had not really
prepared them for the problems they would encounter
when using the system. Some staff told us the support
for the rollout of the electronic recording system had
been withdrawn too soon. However there was a 24-hour
support line for staff who experienced problems when
using the electronic recording system and staff told us
this was helpful.
• Consultants expressed frustration that they were often
unable to access previously performed
electrocardiographs (ECGs). [An ECG is a diagnostic test
that records the electrical activity of the heart]. This was
because the ECG had to be sent away to be scanned
into the electronic recording system. One consultant
gave us an example of when the ECG had been
performed the day before but was not available when
they needed it to review a patient. We saw this had been
identified as a red risk on division D’s risk register with a
comment that it should be resolved in one month. It
was difficult for us to ascertain how long ago this had
been written as there was no date attached to the
action or date for review.
• We received information from stakeholders prior to our
inspection that indicated there had been ineffective
discharge letters sent out by the trust. There were
concerns that included a lack of information about
treatments or diagnoses people had received or missing
information in relation to medications. This meant that
there was a risk of people receiving inappropriate
follow-up or after care due to inaccurate records
produced by the trust. The trust had taken action to
address this and were undertaking audits to ensure that
information had been provided.
Safeguarding
• The adult safeguarding policy was being updated to
reflect current national policy at the time of our
inspection.
• Adult safeguarding training was mandatory throughout
the trust. The uptake of this training throughout the
medical and care of the elderly wards was generally
above the trust’s target of 90%. We looked at the training
figures for 18 medical wards and found that four of the
wards were below the trust’s target of 90% for nursing
staff having completed this training. These included N3
(82%), C6 (87%), K3 (89%) and EAU 3 (87%) for adult
safeguarding. However we found in eight areas of the
medicine service doctors training in adult safeguarding
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was poor with those working in the endocrine service
showing only half the doctors had attended this
training. We noted that within medical service the level
of attendance at children’s safeguarding level 2 training
was generally poor with attendance rates from 33% to
around 50%.
• There was a safeguarding lead for the trust and all of the
staff we spoke with could tell us who the safeguarding
lead was and how they would escalate safeguarding
concerns to this person.
• Nursing staff were clear about their safeguarding
responsibilities and knew where to seek advice and
report concerns.
Mandatory training
• Staff we spoke with were aware of the mandatory
training they were required to undertake and they told
us they received mandatory training. Staff confirmed
that most of the mandatory training was undertaken by
e-learning, with the exception of moving and handling in
which a practical session took place.
• Mandatory training included topics such as conflict
resolution, equality and diversity, health and safety,
infection control, information governance, safeguarding
adults and level 1 safeguarding children, fire safety,
moving and handling and resuscitation.
• Mandatory training was monitored throughout the
divisions and information received from the trust
indicated that for staff the overall target rate for
mandatory training was 90%. Whilst training rates were
better in some topics, the training rates for fire safety,
moving and handling, and resuscitation consistently fell
below the trust’s target of 90%.
• The rates for the completion of mandatory training were
variable across the wards providing medical care. For
example, with the exception of four wards, between 47%
and 89% of nursing staff were up to date with fire
training. Only three wards were achieving the trust’s
target of 90% for moving and handling training. On other
wards between 40% and 85% of nursing staff were up to
date with their moving and handling training. With the
exception of five wards, training rates for resuscitation
were between 57% and 89%. The rates for training in
safeguarding adults was more encouraging, with
between 87% and 100% of staff having completed this
training. We found it difficult to obtain an accurate
picture due to medical services being provided across a
number of divisions.

Assessing and responding to patient risk
• The trust had an up to date operational policy on
prevention and management of the deteriorating
patient for staff to follow.
• The trust used a Modified Early Warning score (MEWS)
system to identify deteriorating patients. A score was
calculated following each physiological observation and
this determined the level of risk of deterioration for each
patient.
• If a patient’s MEWS was greater than three, health care
assistants had a responsibility to report this to the nurse
who was assigned to looking after the patient or to the
nurse in charge. The nurse assigned to the patient was
responsible for monitoring the patient’s condition and
for escalating any concerns to a senior level.
• The trust provided a rapid response team (RRT) who
would review patients who had been identified by ward
staff as deteriorating and would assist with initial
stabilisation and management along with the patient’s
own medical team.
• The trust had very clear guidelines about who to contact
if a patient was deteriorating.
• As part of the Nursing Quality Metrics, frequency and
completeness of physiological observations and MEWS
scores were monitored in a sample of patients on all of
the medical wards. We looked at the Nursing Quality
Metrics for March 2015 and saw that physiological
observations had been completed and were found to be
above the trust’s target of 95%.
• Nursing handovers occurred at every shift change,
during which staff communicated any changes to
ensure that actions were taken to minimise any
potential risk to patients.
• Risk assessments for patients for venous
thromboembolism (VTE), pressure ulcers and falls were
undertaken appropriately and were reviewed at the
required frequency. Risk assessments identified
required actions to minimise any potential risk to
patients.
• Patients who were at risk of falling were identified by a
symbol of a leaf on the wall at the back of their bed
space.
• Between the hours of 2am and 7am there was one
matron on duty for the entire hospital. The matron was
supported by two band six nurses from Divisions C and
D and one band six nurse from each of the other
divisions (A, B, and E) as well as three nurses from the
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specialties of critical care, emergency department and
the outreach team. The band six nurses would be
responsible for checking staffing on the ward areas and
assessing any risk, whilst the matron was responsible for
ensuring patients who were being admitted to the
hospital were appropriately allocated to a ward. Nursing
staff across the trust expressed their concerns about this
arrangement and gave examples of where patients had
been inappropriately placed. For example, one patient
who had bowel surgery had been placed on the
respiratory ward. Staff on the respiratory ward were
concerned because they were not surgical nurses.
Nursing staffing
• Most wards providing medical care had nursing
vacancies. K3 and N3 had vacancy rates of around 19%.
Six areas had between six and seven whole time
equivalent staff not in post. K3 the coronary care unit
used 14% agency or bank staff and N3 the respiratory
ward used 13% bank and agency staff in December
2014. Sickness rates were between 1.5 and 2% for K3
and between 3.3 and 6.7% for N3. With turnover for
these wards being around 13%.
• The trust used the safer nursing care tool (SNCT) to
assess the nursing skill mix and the number of staff
required for each ward. The trust measured staffing on
the basis of one nurse to eight patients. The trust stated
that they reviewed areas where staffing was greater than
one nurse to eight patients. The tool did not take
account of the acuity of the patient. Acuity means the
level of seriousness of the condition of a patient. This
meant there were areas where staffing was sometimes
inadequate in relation to the acuity or dependency of
patients. The last safer nursing care tool review was
undertaken in July 2014. The trust’s safe staffing policy
stated that a review of staffing establishments was
undertaken a ‘minimum of twice a year, and when there
was a service change’. This was due to be undertaken in
January 2015 but had been delayed because of the
introduction of the trust’s IT system. The review on the
ward undertaking non-invasive ventilation (NIV) began
week commencing 4 May 2015 following the raising of
our concerns.
• The Chief Nurse produced a nurse safe staffing
exception report that was presented to the Board of
Directors on a monthly basis. The report highlighted
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that matrons and senior nurses were working increased
levels of clinical time to support the clinical areas and
that office time and mandatory training had been
reduced to optimise rosters.
Nursing and medical staff raised concerns about staffing
levels across the directorates. Staff told us that they
were moved around on a regular basis to fill staff
shortages on other wards, even though this meant their
ward would also be left short.
Not all staff felt confident about working on unfamiliar
wards but most understood the need to maintain safe
staffing levels across the entire hospital.
The trust was reliant on bank nurses to fill shifts that
were not covered. Nursing and medical staff told us they
couldn’t rely on agency nurses because they were not
familiar with the trust’s electronic recording system.
Shifts were therefore being filled by the trust’s own staff
who had been offered an incentive of double pay if they
worked over their contracted hours. Senior staff told us
the number of hours worked and the performance of
these staff was being monitored to ensure staff did not
work too many hours and therefore compromise their
health or the safety of patients. Bank staff told us they
had received an induction to the wards on which they
were working.
All of the wards we visited displayed a staff information
board which detailed the daily planned and actual
number of staff (registered nurses and healthcare
assistants) on each shift. We observed the information
on some of the boards to be incorrect because staff had
been moved to other areas of the hospital to help out
on other wards that were short staffed. We heard from
staff that this happened frequently and witnessed staff
being sent to other wards during our inspection. The
hospital provided acute treatment for patients on the
acute stroke ward. This ward had 14 beds. Ward staff
told us of their concerns relating to staff arrangements,
particularly when staff were moved at night, as this
would leave just two registered nurses plus one
healthcare assistant on the unit. Staff were continually
being moved to other ward areas to relieve staff
shortages and staff told us of their concerns that
insufficient staffing compromised the safety of highly
dependent patients, especially when patients had
recently been thrombolised.
The respiratory service had a national reputation for the
breadth of its respiratory services for the local and
regional population. However, the respiratory ward
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could only accommodate a proportion of patients with
respiratory conditions but an attempt was made to
centralise services for those requiring non-invasive
ventilation (NIV). The respiratory ward could
accommodate five patients requiring NIV plus two
patients with a tracheostomy. (A tracheostomy is an
opening created at the front of the neck so a tube can
be inserted into the windpipe to help a person to
breathe.)
• However, the trust was not adhering to national
guidelines in respect of the number of staff required to
care for people requiring NIV. British Thoracic Society
2008 Guidelines state that there should be a minimum
staffing ratio of one nurse to two patients for at least the
first 24 hours of NIV. At the time of our inspection staff
told us there were three patients on the unit who
potentially required NIV and that they were expecting a
patient from the emergency department who also
required NIV. There should have been four trained staff
plus two health care assistants on duty for the whole
ward overnight but for the night shift there were only
two registered nurses and two health care assistants. We
escalated our concerns to senior staff within the
trust.The trust took action to ensure that an appropriate
number of staff were on duty. When we re-visited the
ward as part of our unannounced inspection there were
four patients who were receiving NIV. There should have
been four trained staff plus two health care assistants
on duty for the whole ward overnight but again we
found there were only two registered nurses and two
health care assistants. We raised our concerns with the
deputy chief nurse, who was aware of the situation and
escalated again at that point. We were informed the
shifts had been filled. We were not assured that there
was a system in place to ensure that patients requiring
NIV were always receiving nursing care in accordance
with the British Thoracic Society Guidelines nor from
staff who were experienced in this type of care.
• The trust had recruited registered nurses from overseas.
At the time of our inspection many of them had
undertaken their induction and were ready to fulfil their
role. However, they were unable to practice due to
delays in the Nursing and Midwifery Council (NMC) in
processing their registration.
• We observed an evening nursing handover between
staff on two medical wards. We saw that printed
handover sheets were used, which listed patients’
conditions and treatment. The quality of handover was

variable but relevant information was handed over to
the incoming staff. The handover sheet was updated
manually and printed off as the patient recording
system did not pull through updated information to
facilitate the handover process. This meant there was a
risk that some information might be missed and not
handed over to incoming staff due to IT limitations.
• The trust had a nursing and midwifery safe staffing
levels escalation policy but we found that this was not
always followed. For example, on the respiratory ward
where staffing levels fell below a safe level this was not
always escalated as it should have been. Of the
incidents reported from this ward 11% related to staffing
level concerns. However a further 16% of incidents
related to patient falls most of which were not
witnessed by nursing staff.
Medical staffing
• The trust had a higher number of consultants and
middle grade doctors than the national average.
• The junior doctors provided daytime cover across all of
the medical speciality wards. In the evening there were
four junior doctors covering groups of medical wards
and there were three junior doctors covering the wards
overnight.
• There was a middle grade rota providing 24-hour cover
seven days a week for the wards that didn’t have
overnight middle grade cover. In addition to the middle
grade cover for medical inpatients, there were on-call
specialty cover rotas in cardiology, infectious diseases,
respiratory medicine, nephrology, hepatology and
stroke. There were also weekend-only full shift rotas for
acute medicine, medicine for the elderly / stroke,
gastroenterology and diabetes & endocrinology.
• The Rapid Response Team was staffed by middle grade
intensive care doctors and specialist nurses, and
provided 24-hour cover seven days a week to support
the wards with deteriorating patients.
• The trust told us that all of their medical rotas were
compliant with the New Deal and Working Time
Directive.
• Junior doctors we spoke with told us that consultants
were contactable and supportive.
• Consultants told us that 10% of “second on” registrar (a
further doctor available at registrar level) night shifts
remained unfilled whilst there were gaps of 20% in the
specialist registrar rotas. Consultants told us the trust
attempted to fill these gaps with internal staff as
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external staff were not familiar with the trust’s electronic
recording system. Gaps were often filled at the last
minute as the trust offered an incentive for staff to work
at this late stage. We did not receive any evidence to
indicate how many of these shifts remain unfilled.
• We observed that medical handovers were efficient, and
there was effective verbal and written communication
regarding the location of patients and their conditions.
The handover was attended by 12 consultants and
multiple specialist nurses and all of the medical
specialities were represented. Daily medical handovers
took place. At this meeting every admitted patient was
discussed and patients who had not already been
assigned to a Consultant for on going care, were
assigned to the most appropriate specialist. Patients
were confidently handed over and accepted. In
addition, each patient who had been discharged was
also discussed to ensure that appropriate plans and
follow-up had been arranged for that patient. Because
all of the specialisms were represented at this handover,
the most appropriate actions could be agreed.
Administrative staff were also present to ensure all
decisions were entered onto the electronic recording
system.
• The national clinical guidelines for stroke (2012),
highlight that access to psychological intervention in the
acute phases is important and the Sentinel Stroke
National Audit Programme (SSNAP) acute
organisational audit report (2014) stipulates that Clinical
Psychology is an essential part of the multidisciplinary
team. The current national average provision of clinical
psychology is 0.04 WTE per 10 stroke beds. We note that
the department has 0.5 WTE for approximately 100
beds, which equates to 0.05 per 10 beds.
Major incident awareness and training
• The trust had a major incident and escalation policy.
Most of the staff we spoke with were aware of the trust’s
major incident plan.
• The chief executive officer told us the last time the
major incident plan was used was throughout the
introduction of the electronic recording system.

Are medical care services effective?
Requires improvement

–––

We judged that medical care services at Addenbrooke’s
hospital were not always effective and required
improvement. This was because patient outcomes were
not in line with the national averages, patients experienced
a long length of stay and there was a lack of supervision of
staff. In addition, staff we spoke with had limited
knowledge of their responsibilities under the Mental
Capacity Act (MCA). Nursing staff were unclear about the
procedures to follow when reaching decisions in persons’
best interests. We witnessed an incident where a patient
was restrained without a valid deprivation of liberty
safeguard being in place. However, this was not surprising
as staff had not received training in the MCA or Deprivation
of Liberty Safeguards (DoLS)
We saw that assessments, which covered most health
needs such as clinical needs, mental health, physical
health, and nutrition and hydration needs, had been
undertaken. However, staff were unable to show us where
care plans had been completed. Some staff told us the
doctors’ orders had replaced care plans on the electronic
patient record system. These orders were task-orientated
and did not always reflect the holistic needs of the patients.
Some staff told us there were no care plans on the IT
system. .
We did however see that patients’ care, treatment and
support were based on national guidance and legislation.
We saw good examples of multidisciplinary team working,
especially on the acute stroke and stroke rehabilitation
wards.
Evidence-based care and treatment
• The medical specialities used provided care and
treatment in line with guidelines from the National
Institute for Health and Care Excellence (NICE) and Royal
College guidelines. Local policies were written in line
with these guidelines.
• There were specific care pathways for certain
conditions, in order to standardise the care given.
Examples included stroke pathways, sepsis, pulmonary
embolus and chronic obstructive pulmonary disease
(COPD) pathways.
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• Staff carried out assessments, which covered most
health needs such as clinical needs, mental health,
physical health, and nutrition and hydration needs.
However, staff were unable to show us where care plans
had been completed..
• The endoscopy department had been awarded Joint
Advisory Group (JAG) accreditation. The accreditation
process assesses the unit infrastructure policies,
operating procedures and audit arrangements to ensure
they meet best practice guidelines. This meant that the
endoscopy department was operating within this
guidance. We observed the endoscopy unit operating at
full capacity and noted the pride and enthusiasm of staff
for the service they provided.
• In the opinion of our specialist, the quality of the
outpatient neuropsychology assessment service is
outstanding, as demonstrated by review of records and
record keeping, review of clinic rooms and resources
available to and used by the service and the views of
multiple consultant neurologists and a rehabilitation
consultant who regularly refer patients to the service.
Collectively the general theme was that the service
delivery had improved positively since the new heads of
department had been appointed; more patients are
seen and seen more quickly.
Pain relief
• Most patients told us their pain was well managed. We
observed staff asking patients about pain and taking
appropriate action to control people’s pain.
• Pain was assessed as part of the intentional rounding
process (intentional rounding is where staff tend to
patients at given time intervals to check a range of
comfort requirements). However, we saw little evidence
that the effects of pain control were being monitored,
for example site, intensity and type of pain.
• The trust did not have any specialised tools in place to
assess pain in those who had a cognitive impairment
such as those living with dementia or a learning
disability. This meant that pain in people who had a
cognitive impairment may go unrecognised.
Nutrition and hydration
• Patient’s had their nutritional status assessed and were
referred to a dietician where necessary. We saw where
required patients were prescribed nutritional
supplements.

• The trust used a traffic light system to identify the level
of support required by patients.
• Protected meal times were in place on all wards we
visited. We observed a lunch time meal on one of the
medical wards. We saw that available staff went to
assisted patients to eat and drink and they helped them
to move into a suitable position to eat.
• On the Lewin ward we saw that patients were
encouraged to eat their meals in the dining area. There
were nutritional support assistants who were available
to assist patients to eat their food if they required
support.
• We saw that meal times were generally calm and well
managed.
• Staff on the acute stroke ward assured us that patients
who had had a stroke were assessed in a timely manner
to ensure they were able to safely swallow and were not
denied food and fluids unnecessarily. We observed that
fluid thickeners were issued as prescribed and that
patients requiring diets of differing textures received
their diet as planned. This demonstrated the trust had
systems in place to ensure people with varying levels of
compromised swallow were supported to receive
appropriate nutrition and hydration.
Patient outcomes
• The trust submitted data to the Sentinel Stroke National
Audit Programme (SSNAP), which aimed to improve the
quality of care by auditing stroke services against
evidence based standards and national and local
benchmarks. During July to September 2014 SSNAP
scored the trust at ‘D’ Grade (the lowest possible score is
E). The audit identified poor results in the provision of
speech and language therapy. An audit action plan was
in place to address the shortfalls.
• The trust participated in the Myocardial Ischaemia
National Audit Project (MINAP). This is a national clinical
audit of the management of patients experiencing a
heart attack. MINAP provides hospitals with information
about their management of patients experiencing a
heart attack and compares the information with
nationally and internationally agreed standards.
Addenbrooke’s hospital performed worse than the
England average in the MINAP audit in relation to the
care of patients who presented with non ST elevation
infarction (nSTEMI), which is a type of heart attack. The
2013/2014 MINAP audit showed that 86% of patients
who presented with a nSTEMI were seen by a
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cardiologist against the England average of 94%, 59% of
patients, including those after discharge were referred
for or had angiography against the England average of
80%. The trust was in line with the England average for
the number of patients who were admitted to a cardiac
unit or ward at 55%.
National Diabetes Inpatient Audit (NaDIA) 2013
participation showed that the trust performed worse
than expected on 13 out of 21 questions. The trust
performing worse than expected in questions covering
medication and prescription errors, suitable and timely
meals and emotional support. The audit showed that
the trust scored better than expected in questions
covering foot care and staff knowledge. We asked staff
about the findings of the audit on ward F6, the diabetes/
endocrinology ward. Staff we spoke with were not aware
of the audit or its findings, or of any actions that were to
be taken at ward level to address the shortfalls
The average length of stay for elective and non-elective
patients at Addenbrooke’s hospital was slightly worse
than the national average. This meant that patients
were staying in hospital longer than in other hospitals
around the country.
Between January and March 2015, the trust as a whole
conducted risk assessments of venous thrombolytic
embolism on 79% of patients, which is considerably
below both the NHS-England goal of 95%, and the
England average for that quarter of 96%. The
percentage assessed during the preceding three
quarters ranged between 74% and 86%.
Emergency readmissions were mostly within the
expected range and the standardised re-admission rates
compared favourably with national rates except for
clinical haematology, gastroenterology, and geriatric
medicine services where they were above national rates.

Competent staff
• We were told that all new staff attended an induction.
Staff we spoke with confirmed they had received
adequate induction. Newly appointed staff said that
their inductions had been planned and delivered well.
• Most staff told us that there were no formal systems in
place for regular supervision sessions with their line
managers, but that any issues were addressed via
informal support from managers.

• Staff told us they received annual appraisals.
Information provided by the trust indicated that
appraisal figures for the medicine specialities were at
96% in December 2014.
• Nursing staff working on the medical wards told us there
were little opportunities to undertake additional study
and professional development.
• We saw there was a wide range of specialist nurses, for
example the frail elderly team, palliative care team and
safeguarding leads and noted their presence on the
wards. Staff told us they knew how to contact these
specialists and felt supported by them.
• Nursing staff on the ambulatory care unit had received
training to enable them to cannulate and take arterial
blood gases.
• National standards require that 50% of nursing staff
working in coronary care have an additional
qualification in coronary care nursing. 24 out of 35
qualified nurses working on ward K3 (cardiology and
coronary care) had a coronary care nursing
qualification. This meant that national guidelines were
being met.
• Nursing staff on ward D5 told us the function of the ward
had recently changed from being a short stay elective
medical ward to a 16 bedded elderly care ward with
eight elective beds. None of the staff on this ward had
received any training in providing care for people with
dementia and who very often had complex discharge
requirements.
• The only person to have undertaken the hepatology
course on the liver unit was the ward manager. Nursing
staff had not been offered the opportunity to undertake
this course within their speciality.
• Medical staff told us they were concerned about the
start of new junior doctors in August because of the
ongoing issues with the electronic recording system.
• Doctors told us that there was an effective system for
training, professional development, assessment and
revalidation of General Medical Council (GMC)
registration.
• None of the clinical psychologists working in the
department are registered on the British Psychological
Society’s (BPS) Specialist Register of Clinical
Neuropsychologists (SRCN),though they were
professionally registered with the Health and Care
Professions Council as clinical psychologists which is a
legal requirement. They were not supervised by a
person on the specialist register. This is a requirement to
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be a clinical neuropsychology service though it was
clear the service did not call themselves that. However,
senior medical and nursing staff we spoke with referred
to it as a clinical neuropsychology service. Our specialist
considered that the senior staff carrying on the service
were sufficiently skilled and experienced but lacked the
specialist qualification. This also means that the service
is unable to supervise any member of staff who wishes
to gain this qualification.
Multidisciplinary working
• Wards teams had access to the full range of allied health
professionals and team members described good,
collaborative working practices. There was generally a
joined-up and thorough approach to assessing the
range of people’s needs, and a consistent approach to
ensuring assessments were regularly reviewed and kept
up to date. This was particularly evident on the Lewin
ward and R2, the acute stroke ward. However, staff on
the Lewin ward told us they were short of two WTE
physiotherapists and this impacted on the 45 minutes
per day rehab guidelines for patients who were
receiving treatment for a stroke.
• Throughout the trust patients’ records were integrated
with doctors, nurses and therapists using the trust’s
electronic recording system. This meant that that all
members of the team were aware of the input of others,
and that care was well co-ordinated for patients and
their relatives.
• Consultants we spoke with told us they found the input
of other clinical teams and specialist nurses to be very
good.
• Meetings on bed availability were held three times a
day, to determine priorities, capacity and demand for all
specialities.
• Senior medical staff we spoke with told us they had an
excellent relationship with the neuropsychology service.
We saw evidence of clear multi professional reviews of
patients using the service with clinical responsibilities
clearly marked.
Seven-day services
• Physiotherapy services were available 24 hours a day
and seven days a week. At the weekends there were two
whole time equivalent physiotherapists with three band

three to four staff to cover the medical and elderly care
wards. There was one whole time equivalent
physiotherapist who covered the whole of the hospital
between 16.30 and 08.30 seven days a week.
• The trust had an internal imaging professional standard
that all inpatient requiring imaging services would be
seen within 24 hours of referral. Urgent and emergency
imaging was available 24 hours a day and seven days a
week.
• There was consultant cover 24 hours a day, seven days a
week. Two consultants supported the acute take
directly in the evening until 22.00 with one consultant
on call overnight during the week. At the weekend
consultant cover for the acute take was provided by two
consultants from 1200 to 2200. Consultant on call rotas
covered cardiology, infectious diseases, diabetes &
endocrinology, nephrology, hepatology,
gastroenterology, respiratory and stroke medicine.
Consultants from each specialty were routinely
scheduled ward work and to receive new patients at the
weekend with middle grade and junior doctor support.
The endoscopy on-call rota was staffed by consultants
from gastroenterology and hepatology who also
provided an on-call service to another hospital.
Access to information
• Within endoscopy, staff told us there were issues with
accessing consent forms. Once completed, consent
forms were sent to the unit office to be scanned into the
electronic recording system. We asked to see a consent
form for a patient who had attended the unit 12 days
ago. The consent form had not been scanned into the
electronic recording system. This meant that medical
records within the electronic recording system were not
always up to date. In addition, the electronic recording
system permitted the uploading of endoscopy reports;
however the system was not intuitive and relied on the
operator to manually press a print function. Staff told us
that some operators forget and this had led to some
reports not being uploaded.
• Staff throughout the medical wards were unable to
locate information relating to mental capacity
assessments.
Consent, Mental Capacity Act and Deprivation of
Liberty Safeguards
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• Patients were consented appropriately and correctly,
where people were able to give their consent to care
and treatment. We reviewed eight consent forms of
patients requiring consent and we found these to be
appropriately completed.
• We examined the training matrix provided by the trust,
which showed that the training requirement in consent,
the Mental Capacity Act (MCA) and Deprivation of Liberty
Safeguards (DoLS) was not a mandatory training
requirement. We spoke with staff who confirmed they
had not received or completed training in MCA and
DoLS.
• Staff we spoke with had limited knowledge of their
responsibilities under the MCA. We heard staff refer to
patients as lacking capacity to make certain decisions
when a mental capacity assessment had not been
undertaken. Staff were unclear about the procedures to
follow when reaching decisions in persons’ best
interests. All of the nursing staff we spoke to told us they
would not be involved in completing a mental capacity
assessment but would refer patients to the safeguarding
lead.
• The requirements for lawfully depriving a person of their
liberty was not always understood or appropriately
recorded by staff. We looked at the records of two
patients who were being deprived of their liberty, but
were unable to establish whether appropriate steps had
been followed to ensure these people were being
lawfully deprived of their liberty.
• Staff were unable to locate information relating to MCA
forms on the trust’s electronic recording system. In
addition, there were no care plans in place to support
people who did not have capacity to make decisions.
• On the second day of our visit we saw a patient
attempting to leave their ward as they wanted to go
home. Staff told us this patient was confused and didn’t
have the capacity to make decisions about leaving the
ward. We saw a health care assistant prevent the patient
from leaving the ward by sitting the patient in a
wheelchair and taking the patient back to their bed
space. We looked at the medical and nursing records for
this patient and were unable to establish whether a
mental capacity assessment or a best interest’s
assessment had taken place. A member of staff told us
that an urgent DoLS had been made in February for this

patient but there was no evidence of a further
assessment having been made. A member of staff told
us they would refer the patient to their safeguarding
lead.
• Patients from the clinical decision unit were managed to
ensure appropriate transfer for example to hospice or
mental health service as needed. We saw that the
clinical decision unit ward team and emergency
department consultants had in specific cases cared for
patients in the clinical decision unit for several days
until suitable placement was secured. Staff including
health care assistants in the clinical decision unit had
additional training related to mental health problems
because they were regularly asked to care for such
patients for several days as local mental health services
were not able to respond appropriately to referral
requests.

Are medical care services caring?
Good

–––

We judged that the caring aspects of medical care services
were good. This was because patients and those important
to them were positive about their experience of care and
the kindness that staff showed towards them. We observed
care and found this to be compassionate from all grades of
support and clinical staff, including doctors. We also saw
and patients expressed that privacy and dignity was
maintained at all times. Where possible, patients were
involved in their care and treatment and were given
information to support their decision making. We found
that patients could access emotional support if they
needed to.
Compassionate care
• We spoke with 20 patients throughout our inspection.
Feedback was mostly positive about the way staff
treated patients receiving care throughout the medical
wards. One patient told us “The care is excellent in this
hospital.” Another patient said “The nurses come quickly
when I call the call bell.” A patient on the coronary care
unit told us “staff are very caring; they stayed with me
when I was frightened.”
• Patients we spoke with told us they felt safe in the
hospital.
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• Throughout our inspection we observed patients being
treated with compassion, dignity and respect. Medical
and nursing staff we spoke with demonstrated an
understanding of the importance of treating patients
and those who were important to them in a caring and
sensitive manner.
• We saw that interactions between staff and patients
were positive, respectful and caring.
• Throughout our inspection we observed that patients’
privacy and dignity were maintained; for instance we
saw that care interventions were carried out behind
closed doors or curtains and staff asked before they
entered.
• We observed a speech and language therapist
undertaking an assessment on a patient on the Lewin
ward. The patient had their eyes closed and looked as
though they were sleeping. The therapist spoke with the
patient in a kind manner and gently woke the person,
allowing enough time before undertaking the
assessment.
• Most people we observed were well presented and
looked comfortable in their surroundings.
• The trust used the NHS Friends and Family Test (FFT) to
obtain feedback from patients. This was a single
question survey which asked patients whether they
would recommend the NHS service they had received to
friends and family who needed similar care or
treatment. The trust’s FFT response rate from its medical
wards has been consistently below the England average
for medical wards, but shows a strong increasing trend.
The average response rates (from December 2013 to
November 2014) varied across medical wards from 13%
to 44%. In May 2015, 86% of patients would recommend
medical wards D10 and G6. These were the lowest
scores for the medical wards. Other wards that provided
medical care scored above 90%.
• Patient led assessments of the care environment
(PLACE) carried out in 2014, acute wards (which would
have included some medical wards achieved scores for
privacy, dignity and well-being as 90%, this was slightly
above the England average of 87%.
Understanding and involvement of patients and those
close to them Understanding and involvement of
patients and those close to them

Staff talked through what was happening with patients
whilst undertaking care and treatment ensuring
wherever possible that patients were aware of what was
happening to them.
• As nursing staff told us they were unclear about the
procedures to follow when reaching decisions in a
persons’ best interests. This meant that there was a risk
that patients would not always be empowered or
supported to understand or be engaged in their care
and treatment.
Emotional support
• Patients and those close to them told us that clinical
staff were approachable and they were able to talk to
them if they needed to. Staff told us they would initially
provide emotional support for patients and those who
were close to them.
• Patients could access a range of specialist nurses, for
example in stroke and cardiac services. We saw that
staff offered appropriate support to patients and those
who were close to them in relation to their
psychological needs.
• There was a hospital chaplain who could be contacted
to provide emotional support. There was also a multi
faith area available in the hospital that patients or those
close to them could access.
• Staff told us the chaplain was available to support staff
as well as patients.
• On the acute stroke ward there was some but limited
psychological support available.

Are medical care services responsive?
Requires improvement

–––

We judged that the responsiveness of medical services
required improvement. This was because there was
insufficient bed capacity to meet the needs of patients. This
resulted in a large number of patients being cared for in
non-speciality beds and this meant the trust was not
always responsive to the specialised and individual needs
of patients whilst they were receiving care and treatment.
We found that the implementation of the electronic
recording system had impacted on the responsiveness of

• We observed that staff involved patients and those who
were important to them in their treatment and care.
56 Addenbrooke's and the Rosie Hospitals Quality Report 22/09/2015

Medicalcare

Medical care (including older people’s care)
the service people received, for example patients were
unable to receive blood transfusions within the ambulatory
care unit and had to be admitted to a ward in order to
receive this treatment.
Patients requiring elective treatment often experienced
cancellation or had to wait for up to periods of 12 hours for
a bed to become available because of bed capacity issues.
In addition, there were significant numbers of people who
were experiencing delayed discharge because they were
waiting for packages of care in their own homes and could
not be discharged by the hospital until funding had been
agreed for this care.
Service planning and delivery to meet the needs of
local people
• The trust had a designated ambulatory care unit which
enabled staff to deliver care closer to home and avoid
unnecessary admission to hospital.
• Some patients on the ambulatory care unit were taught
how to administer their own intravenous antibiotics and
where appropriate, patients on the haematology unit
were taught how to administer their own chemotherapy.
This enabled patients to continue to administer their
treatment in their own homes.
• There was limited commissioning of services to provide
early supported discharge. This meant that patients
were not enabled to return to their own homes whilst
receiving support and treatment.
• We observed the space in the haematology day case
unit to be very compact with patients sitting very close
together due to lack of space. This could compromise
privacy and dignity for some patients.
• Nursing staff on ward D5 told us the function of the ward
had recently changed from being a short stay elective
medical ward to a 16 bedded elderly care ward with
eight elective beds. This meant that patients coming
into the ward for elective medical procedures were
being treated in a ward with patients who often required
intensive support. Staff told us that elective beds would
be filled with outliers and this meant that patients
coming in for planned procedures would be cancelled if
the elective care beds were full. Some of the patients on
this ward would come in to have further tests for liver
transplantation. One patient who regularly attended this

ward for an elective procedure told us that recently they
waited ten hours for a bed and but was then cancelled
and had to go home. The procedure was rebooked for
the following Monday.
• Signage around the hospital was very poor. There were
no signs to indicate wards in the lift areas off the main
concourse. We heard many people throughout the
hospital expressing despair with trying to find wards. As
inspectors we found it difficult to navigate our way to
the ward areas.
Access and flow
• Length of stay and delayed transfers of care and
discharges had a significant impact on the flow of
patients throughout the hospital. At the time of our
inspection we were told that bed occupancy across the
trust was at almost 100%. This was worse than the
England average. It is generally accepted that when bed
occupancy rises above 85% it can start to affect the
quality of care provided to patients and the orderly
running of the hospital. We looked at information
provided by the trust and saw that bed occupancy rates
on the medical wards were consistently high.
Throughout our inspection the trust declared an
internal critical alert.
• The average length of stay for medical care was above
the national average. This was attributed to issues
relating to accessing care packages, care facilities in the
community and the large geographical area covered by
the trust.
• Patients requiring medical care usually entered via the
emergency department, however, some patients may
pass straight through to the ambulatory care unit and
some patients passed straight through to a specialist
service. Once assessed by staff in the emergency
department patients were then admitted to a ward area.
• The MSSEU was a medical area, ideally used to provide
care for patients up to 72 hours. Patients should then be
moved to the most appropriate ward to have their
medical needs met. Staff told us the average length of
stay on the unit was four days. At the time of our
inspection we spoke with one patient who had been on
the unit for six weeks, whilst another patient told us they
had been on the ward for two weeks. In addition, there
were ten outliers on the unit who did not have acute
medical needs. Staff on the MSSEU told us that bed flow
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issues throughout the hospital impacted on their ability
to appropriately transfer patients to other wards. This
had a knock on effect on the unit being able to accept
patients from the emergency department.
The ambulatory care unit was a day unit with the aim of
avoiding hospital admission. Patients attended the unit
either from the emergency department, via their GP or
from the imaging department within the trust. The unit
was open from 8am to 7pm Monday to Friday and was
open for a shorter amount of hours at the weekend.
Patients would undergo investigations and go home if
this was appropriate.
Staff on the ambulatory care unit told us about
problems associated with the introduction of the
electronic recording system. The system identified the
unit as an outpatient facility and this meant there was
no facility for staff on the unit to administer blood
transfusions. This led to approximately ten patients per
week having to be unnecessarily admitted to a ward to
have their blood transfusion.
Staff on the ambulatory care unit told us the criteria for
admission had not been made very clear and they often
received patients from the emergency department in
order to ensure breach avoidance.
Staff on the ambulatory unit also told us that patients
on the unit were often overlooked as they were not seen
as a priority. They were often reviewed last and this led
to delays in patients being admitted to a ward.
The trust provided a stroke telemedicine system which
could be available out of hours. It operated using
internet video-conferencing arrangements. This meant
there could be access to a stroke consultant at all times.
However, since the introduction of the trust’s electronic
recording system, staff reported the IT system could not
support the stroke telemedicine software. If it was
required the service manager had to go home to set up
the system on their personal laptop. This meant the
system would not be used effectively to provide remote
assistance for those patients who would benefit from it
and in reducing unnecessary hospital admissions.
The trust had a Short Term Assessment Rehabilitation
Team (START) who was dedicated to providing a
pathway to community health and social services for
patients who came through the emergency department.
The START team also supported the wards to discharge
patients into the community. At the time of our
inspection there were 83 patients within the medical
wards who were deemed to be fit for discharge. 38 of

•

•

•

•

•
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these were waiting for Continuing Health Care (CHC)
forms to be completed. Staff told us they had to
complete CHC forms in the electronic recording system
but write them out by hand as the system did not
support the submission of these forms.
The START team was a small team and were struggling
to meet the demand of the service. The team consisted
of 4.6 whole time equivalent (WTE) discharge nurses in
post to undertake continuing health care assessments
for patients waiting to be discharged. The lead for
discharge planning told us there was an establishment
for 8.6 WTE discharge nurses and at the time of our
inspection, the lead for discharge planning told us they
had put a business case forward to increase the size of
the team.
The trust had a Delayed Transfers of Care (DTOC) ward
where patients were placed if there was a delay in their
transfer of care. We spoke with one patient on this ward
who told us they had been there for two weeks whilst
waiting for a package of care. This patient told us that
staff had not explained why they had moved to this
ward. Another patient told us they were desperate to go
home but was unclear why they couldn’t go home as no
one had explained this to them.
The trust had a discharge lounge which operated
between the hours of 8am and 8pm. We observed this
facility to be underused throughout our inspection. We
saw that only two patients had passed through the
discharge lounge on the Monday prior to our inspection.
Staff told us that numbers varied between 2 and 20
patients per day.
At the time of our inspection, there were on average, 47
medical outliers across the hospital. [Outliers are
patients under the care of medical consultants but
placed on other wards due to a shortage of bed space].
During the period April – December 2014, 27% of
patients experienced one ward move, 12% were moved
twice, 5% three times and 6% were moved four or more
times. These results show that half of patients admitted
to Addenbrooke’s Hospital were not treated in the
correct speciality ward for the entirety of their stay. The
trust did not monitor the reason for moving patients
between wards and could therefore not clarify whether
the moves were made for clinical reasons. Throughout
the month of April 2015 there had been 296 bed moves
from one medical ward to another.
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• Referral to treatment times (RTT) for all medical
specialities including cardiology, gastroenterology and
neurology were mostly in line with the England average
and geriatric medicine was 100% compliant with RTT.
• The neuropsychology service was treating more
patients than in previous years. In 2010 the service saw
46 inpatients (161 appointments) and 266 outpatients.
In 2014 the service saw 288 inpatients (761
appointments) and 448 outpatients. Our specialist
concluded that the volume of patients seen per week
and waiting times are in line with other regional
neuropsychology services. However the ward sister from
the stroke unit reported that the stroke patients
received a “poor” service from clinical psychology. It can
take 3 days before a patient referred is seen. There was a
clear recognition that the quality of the service delivered
was good but access to it is limited due to a lack of
resource and patients with high needs (i.e. either
behaviourally or emotionally) often have to go without a
service due to the lack of resources.
Meeting people’s individual needs
• We saw a range of displays with information for patients
on the wards we inspected. These were usually relevant
to the type of speciality and included information such
as dementia care, care after having a stroke and
emergency management of patients with Parkinson’s
disease.
• The leaflets displayed were all written in English, but
staff told us they could order leaflets in different
languages if they were required.
• Patients had their needs assess by both medical and
nursing staff and where required we saw input from
other members of the multidisciplinary team. We did
not see any care plans but we saw that needs had been
assessed by doctors and instructions had been given for
nurses to follow. In addition, we saw that nurses
undertook risk assessments.
• We saw that a system of ‘intentional rounding’ was
taking place to ensure patients’ fundamental needs
were being met. We saw that records were made of
these intentional care rounds and that generally they
were being carried out at the specified frequencies.
Intentional rounding was monitored through the
divisional Nursing Quality Metrics. Information provided
by the trust indicated that for March 2015,
documentation relating to intentional rounding had
been completed in line with the trust target of 95%.

• Most people we spoke with knew who their consultant
was; however, some did not, and said that they did not
know what their treatment plans were, and when they
may be able to go home. For example, one patient told
us they did not know which consultant they were under.
They had received a scan the previous day but had not
been told the results. The patient told us they had no
idea of when they would be going home.
• Staff were able to access interpreting services 24 hours a
day for people who did not speak English as their first
language.
• We saw that pictorial menus were used throughout the
medical and elderly care wards. This enabled patient’s
living with cognitive impairment such as dementia to
interpret the different choices that were available.
• The trust had a designated learning disabilities
specialist nurse who could provide support for staff
should a person with a learning disability be admitted to
any of the medical wards. Staff told us that patients who
had a learning disability would come into the hospital
with a hospital passport.
• We noted that patient assessments identified when
patients had sensory deficits and staff were aware of
these. We observed specialist equipment in use to aid
communication for patients with a hearing impaired
patient.
• The environment on the elderly care wards was variable.
Some wards did not have windows and there was very
little natural light due to the design of the building. This
ward environment was not suitable for people with
cognitive impairment due to the poor natural lighting
and limited space for the storage of equipment. We saw
that generally, bathrooms and lavatories were suitable
for those with limited mobility. There were adequate
supplies of mobility aids and lifting equipment such as
hoist to enable staff to care for patients who were
unable to mobilise without the use of such equipment.
• All patients who were over the age of 75 were seen by
the trust’s Specialist Advice for the Frail Elderly (SAFE)
team. This was a multidisciplinary team who provided a
seven day service and assessed patients within four
hours as they came into the emergency department.
When patients were allocated to their wards, they also
provided advice to staff at ward level that were
supporting patients over the age of 75 years.
• On ward G6 we saw there was an activities board which
detailed activities available for patients each day of the
week. Reminiscence therapy was available Monday to
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Friday and varied meaningful activities were available
for patients to join in. Throughout our inspection we
saw an exceptional singing and dancing activity which
was attended by many patients on the ward. We were
particularly interested to see a patient who had
difficulty with breathing was taking part with singing. We
could see a marked improvement in the patient’s
well-being for having taken part in this activity. We saw
that all of the patients and staff taking part in the activity
were smiling and we felt that all who participated really
benefited from the activity. Staff told us these activities
took place on wards G4, C6, G6 and J2. The person who
organises this group had encouraged others to join the
group through placing posters across the trust.
Staff told us they were able to access bariatric
equipment if this was required.
Overall, we found that there were arrangements to
ensure patients were cared for in single sex facilities and
had access to single sex washing and toilet facilities.
However, we noticed on ward D5 that the signage to
indicate gender on the door to the toilets was incorrect
following the movement of patients between bays. We
therefore witnessed a male patient going into a toilet
that had a male sign on the door, but was intended for
female patients. This could compromise the dignity of
some patients within that area of the ward.
Clinical areas displayed printed health-education
literature produced by national bodies. Some of this
information was general in nature whilst some was
specific to the speciality of the ward. For example,
literature about strokes was available throughout the
stroke wards.
The neuropsychology department offers an excellent
range of tier 3 and 4 specialist neuropsychological
services for people with neurological disorders. Ranging
from outpatient diagnostic assessment to inpatient
acute rehabilitation.

relating to medical services. Of these 18 related to the
care provided by medical staff and 14 to the care given
by nursing staff. The action taken by the hospital was
appropriate and where learning across the service was
required this was highlighted.
The total number of complaints received by each
medical ward was monitored through the divisional
Nursing Quality metrics.
We saw posters explaining how to make a complaint
within the ward areas throughout the trust. We also
observed comment boxes where patients and those
close to them could give feedback.
We observed whiteboards displaying comments in
relation to ‘you said, we did’ which demonstrated that
services encouraged patients to give feedback and
make complaints and that services responded to
comments that were made.
Staff told us they tried to deal with people’s complaints
at ward level, before they escalated into more serious
complaints.
Although staff told us that learning from complaints
took place at a ward level, we were not assured that
learning from complaints was shared across the
divisions in relation to the medical wards.
One relative of a patient told us they had complained to
the trust about the fact that staff were constantly being
moved from the stroke rehabilitation ward to other
wards within the hospital. The relative felt this was
impacting on patient care. This relative met with a
senior representative of the trust and was told this was
because the ward was not an acute ward and the
impact on care was not so great. Throughout our
inspection we saw that nurses and HCAs were
frequently being moved from acute medical wards.

•

•

•

•

•

•

Are medical care services well-led?
Requires improvement

Learning from complaints and concerns
• The chief nurse was responsible for complaints within
the trust. The trust board received data about
complaints as part of their integrated quality,
performance, finance and work report. In addition,
complaints were discussed at the local divisional boards
and the monthly divisional and executive meetings.
Information received by the trust indicated that all
complaints are seen and signed off by the Chief
Executive Officer (CEO). There were 48 complaints

–––

Leadership was not consistent across the medical services
area. Addenbrooke’s hospital consisted of five divisions and
medicine was spread across the divisions. Each division
was led by a divisional director and a divisional lead nurse.
There was little evidence to demonstrate that the divisions
worked well together to share learning and issues to
improve services for patients with a medical health
problem. Although staff told us they felt supported by their
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middle managers we identified concerns that sufficient
action had not been taken at a more senior level to address
key risks such as staffing levels, the movement of staff
between wards, flow throughout the hospital and issues
associated with the electronic recording system. There was
a recognition that staff were working under pressure but
staffing levels and skill mix had not always been taken into
account within the divisional risk registers, nor were there
any action plans to ensure staff were supported.
Vision and strategy for this service
• There was no separate strategy for medical services
within the trust. However, the trust had a vision and
strategy that included being the best at everything they
chose to do, being a health care system, not just a
hospital, to take a leadership role across the wider
health economy, focus on compassion and care
alongside clinical excellence and to embrace innovation
in all that they did.
• The trust’s values were to work together to be safe, kind
and excellent. These values demonstrated that the trust
wanted staff to provide the highest standard of care and
compassion through how they cared for patients and
how they worked with each other. Most of the staff we
spoke with were aware of these values and we saw that
staff provided a kind and compassionate service to
people. The values of the trust were displayed in
predominant areas around the hospital such as the
ward areas and corridors.
Governance, risk management and quality
measurement
• Staff told us they knew how to escalate concerns
relating to clinical governance. Ultimately concerns
would be raised with the clinical leads for each division.
We saw that clinical governance meetings took place
across the divisions and within specialities.
• Senior staff told us about the difficulties staff were
experiencing since the implementation of the electronic
recording system. This had been introduced in October
2014 and had led to difficulties in capturing specific data
used to measure quality.
• There was a risk register for each of the divisions, which
included risks relating to medical care and care for the
elderly. We saw that lack of capacity and patient flow
had been on Division C’s risk register since June 2012
and had been reviewed every three months. The latest
review was in April 2015.

• Some risks had been on the risk register since 2006 and
still presented. There was a lack of action plans and a
lack of ownership for the risks identified.
• One matron from one of the divisions told us the
division had overlooked the fact that skill mix and
staffing levels were a risk and had only recently added
them to the division’s risk register.
• There were regular governance meetings throughout
the directorates relating to acute medicine, specialist
medicine and care of the elderly. We reviewed the
minutes of the meetings and saw that discussions about
complaints, audit outcome, risk and incident analysis
was occurring.
• In the neuropsychology service there was a lack of
clarification about the service specification. Heads of
service were unaware how many beds they provide a
service to, or the funding arrangements for the services
offered. New services have been supported such as
outpatient TBI service without clear commissioning
arrangements. On discussion with the Consultant in
Neurorehabilitation he was able to clarify that the Lewin
Unit is currently has 8 level 2b beds but takes 30-40%
Level 1a. It is noteworthy that NHSE specify that a level
1a unit must have a minimum of 2-3 WTE Clinical
Psychologists for 20 beds, and a level 2 unit should have
1.5-2 WTE. This suggests that the current provision of
Clinical Psychology is resourced. However, it is unclear
how the Assistant Psychologists time is allocated across
the services. We asked for the service specification
during the inspection but the documents provided were
not a full service specification.
Leadership of service
• Addenbrooke’s hospital consisted of five divisions and
medicine was spread across the divisions. Each division
was led by a divisional director and a divisional lead
nurse.
• The NHS Staff Survey 2014 saw the trust performing
worse than average for 62% (18/29) of the key findings.
52% of key findings fared worse in the 2014 survey than
it did in 2013. Measures of staff engagement were worse
than in 2013. Staff reported above average (worse) rates
of harassment, bullying, or abuse from staff. However
the trust performed in the top 20% of trusts in respect to
staff appraised in last 12 months, of staff experiencing
harassment, bullying or abuse from patients, relatives or
the public in last 12 months and staff feeling pressure to
attend work when feeling unwell.
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Medical care (including older people’s care)
• All of the staff we spoke with said they felt supported by
their line-managers and staff told us they felt supported
by their divisional directors and divisional lead nurses.
However, staff shared concerns that sufficient action
had not been taken by senior management to address
key risks such as staffing levels, the movement of staff
between wards, flow throughout the hospital and issues
associated with the electronic recording system.
• Staff spoke highly of the chief nurse, but staff
consistently told us they did not see other members of
the executive team in ward areas.
• The chief executive officer (CEO) and the medical
director were said to be approachable and were highly
regarded by all of the consultants we spoke with.
Culture within the service
• Staff spoke positively about working at Addenbrooke’s
hospital. However staff told us that morale was low
because of problems associated with staffing levels and
workloads.
• Patients acknowledged a caring and positive culture
and were mostly happy with their experience of care.
• The workforce was diverse and there was a growing
number of overseas nurses in post.
Public and staff engagement

• There was a lack of effective engagement with staff
throughout the hospital in relation to changes that
affected their work. For example staff on one ward we
visited told us the nature of their ward had changed. The
ward previously provided a service for patients who
required elective medical procedures. Staff told us they
were informed on the Friday that the ward would be
changing to reduce the number of elective beds to
create beds for the elderly. This change was taking place
on the Monday. Neither staff or patients had been
involved in consultations relating to this change.
Innovation, improvement and sustainability
• There was no credible plan for managing the issues
associated with medical outliers; a situation which we
felt was not sustainable.
• The pressure upon beds throughout the trust was
causing consultants genuine concern that junior staff
training was being compromised and that the
recruitment of patients into clinical research trials was
being severely compromised contrary to the NHS ‘
stated aims
• The trust had the facility to use telemedicine within their
stroke services; however since the introduction of the
electronic recording system this service had been
severely compromised.
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Information about the service
Adult surgery services at Addenbroke’s hospital are
provided across 13 surgical wards, including day surgery
units. Provision includes general surgery, trauma and
orthopaedics, ear, nose and throat (ENT), urology,
ophthalmology, oral surgery, plastic surgery, and
neurosurgery. The service is split across four divisions.
There are 35 operating theatres, including the main
theatres and ophthalmology, with plans to increase with
two further theatres. There are also pre-assessment and
day case surgery areas. The hospital saw 39,751 patients
within surgery during 2014/15. The ‘hospital provider
spells’, which identify the continuous stay of a patient using
a hospital bed, identified that within surgery, 42% were day
cases, 30% were elective and 28% were emergency surgical
cases.
During our inspection we:
• visited all surgical areas and services
• spoke with 28 medical staff, 10 ward managers, five
senior managers, 24 registered nurses and other health
care professionals who were on the hospital wards at
the time of our inspection, for example, pharmacists
and radiographers spoke with 13 patients examined
nine patient records, including medical notes

Summary of findings
We rated surgical services as requires improvement:
Surgical wards were not always clean, nursing staff were
moved between wards and staff were not always
familiar with the wards or had experience in dealing
with surgical patients. The trust frequently cancelled
routine operations due to bed capacity issues. Issues
were raised by staff but were not addressed by the
senior management team within the divisions.
Storage temperatures of the rooms used to store
medicines were not monitored or recorded. Although,
when we measured the temperature it was within
acceptable limits, we were not fully assured that
medicines storage adequately maintained their quality.
The environment within two surgical wards was not
clean. We found fungi growing in a shower room which
had an impact on the patients of this ward.
Medical staffing was appropriate at consultant, middle
grade and junior doctor level of skill mix. However, there
was a shortage of nursing staff within surgical wards,
with a number of vacancies. All surgical wards used
agency staff, but we found that they did not always have
appropriate induction or skill mix. Often an
inappropriate skill mix on the wards mean staff did not
have time to adequately meet patients’ needs. However
there was a culture of incident reporting which was
consistent with feedback and learning from incidents.
Staff we spoke with were not aware of the recent
changes to legislation in respect of Deprivation of
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Liberty Safeguards and awareness of the Mental
Capacity Act was poor. This meant that patients were
not always assessed or treated appropriately. Treatment
and care was provided using evidence-based national
guidelines. There was good practice, for example, in
pain management, and in the monitoring of nutrition
and hydration of patients. Multidisciplinary working was
evident. Staff had access to training and received
regular supervision and annual appraisal. We spoke
with patients and they told us that staff treated them in
a caring way; they were kept informed and involved in
the treatment received. Patients were being treated with
dignity and respect.
Surgical services were not responsive. Some specialties
did not meet the national time of 18 weeks between
referral and surgery. Operations were cancelled due to
bed capacity within the hospital. Capacity pressures and
a lack of available beds resulted in patients spending
longer periods in the theatre recovery areas.
There was evidence to support people with complex
needs, for example, people with a learning disability. We
saw that reasonable adjustments were made to the
surgical services to accommodate any patients with
complex needs. Information, leaflets, and consent forms
were available in a standard format. . Easy read versions
are created on request by the patient and/or clinical
team. Patients we spoke with said they were satisfied
with how staff dealt with any concerns they raised.
Surgical services were not well-led and required
improvement. Staff we spoke with told us they felt
pressurised when patient admissions fluctuated.
Surgical services had plans to address capacity issues
but identified risks were managed in a reactive manner.
There was positive awareness amongst staff of the
expectations for patient care across the trust. Staff we
spoke to were able to speak openly about issues and
incidents, and felt this was positive for making
improvements to the service within the area they
worked.

Are surgery services safe?
Requires improvement

–––

We rated safe as requires improvement: The environment
did not always protect patients from avoidable harm and
current shortages of staff meant that patients were not
always cared for by appropriately skilled and experienced
nursing staff. Within the surgical wards there was a number
of nursing staff vacancies. To achieve safe staffing levels,
ward managers were using agency staff. Agency staff did
not always receive an appropriate induction. We found
patients on the wards were treated and cared for by both
permanent and temporary nurses whose specialism and
background was not surgery.
The environment within one surgical ward was not visibly
clean. One ward had 2 showers for 28 patients. However,
the discovery of fungal growth in one meant it was
condemned, leaving only one useable shower. While staff
had reported this 10 days prior to our inspection this had
not been dealt with in a timely manner.
The surgical services had procedures for the reporting of
pressure ulcers, and slips, trips and falls. Safety
thermometer information of incidences of pressure ulcers
and falls was low with 14 pressure ulcers and 13 falls
reported. There was access to appropriate equipment to
provide safe care and treatment. Surgical staff told us they
were encouraged to report any incidents that occurred,
and these were discussed at ward and trust management
meetings. We saw that feedback was provided and learning
from incidents was evident. The hospital’s surgical safety
checklist was not always fully completed for all patients.
Patients were appropriately escalated if their condition
deteriorated. Medical staffing was appropriate and there
was adequate emergency cover.
Incidents
• There were three ‘never events’ within the surgical
services at the trust between April 2014 and March 2015.
These occurred within the operating theatres. A never
event is defined as a serious, largely preventable patient
safety incident that should not occur if the available
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preventative measures are implemented. The never
event for trauma and orthopaedic surgery was reviewed
by the division, which included a root cause analysis
(RCA) of the incident.
Between February 2014 and January 2015, surgical
services reported 16 serious incidents through the
Strategic Executive Information System (STEIS). The
most frequently reported incident types related to grade
3 pressure ulcers and confidential information leaks.
Other incidents reported also included an allegation of
assault against a health care professional.
All staff we spoke with said they were encouraged to
report incidents. Incidents were discussed at ward
manager and trust meetings. Information provided
showed that all incidents in surgery had been
addressed in a timely manner.
Managers analysed all reported incidents to ensure that
lessons were learnt and shared with staff. Twenty-four
members of staff across all of surgery visited told us they
were informed about incidents, and discussed any
changes to practise at ward team meetings.
We attended a meeting with senior managers within
surgery. The meeting discussed incidents, their findings,
and actions taken. When we returned to the wards we
spoke with ward managers about the timely fashion that
incidents were reported and action had been taken We
observed a ward manager discussing an incident with a
member of their staff, which demonstrated staff were
informed of lessons learnt regarding incidents.
Each speciality within surgery had an identified
outcome that was specific to clinical need. The
morbidity and mortality meetings held within the
directorates occurred on a monthly basis. This
information was reported through the governance
structure by the separate directorates to ensure early
intervention. The data was monitored and reported to
the trust board.

Safety thermometer
• The entrance to each ward had NHS safety thermometer
information clearly displayed. This included information
about infections, new pressure ulcers, new catheter
urinary infections (C.UTIs) and venous
thromboembolism (VTE). This meant performance of
the ward, or department was clearly visible to all
patients, visitors, and staff.

• For surgery overall, prevalence rates of catheter related
infections remained low throughout July 2013 and June
2014 and this included rates of pressure ulcers and falls
with no improving or deteriorating trend.
• We spoke with six members of staff who were able to
talk to us about safety thermometer data and the
importance of ensuring the data that was displayed was
up to date.
• We looked at the safety information data for A5 ward
and the information displayed informed us that since
June 2008 there were no MRSA cases on A5 ward. Also
87% of patients said that nutrition exceeded
expectations. Inpatient falls data for ward A5
demonstrated that up to January 2015 there were 5
in-patient falls.
Cleanliness, infection control and hygiene
• Hand hygiene gels were available outside the wards and
within the ward areas, including bays and side rooms.
We saw that hand wash basins were available in bays
and side rooms.
• Instructions and advice on infection control were
displayed in the ward entrances for patients and visitors,
including performance on preventing and reducing
infection. Personal and protective equipment, such as
gloves and aprons, were available in sufficient
quantities.
• Most surgical wards we visited were visibly clean.
However on the neurosurgical ward we found that a
bathroom was condemned due to fungi growing in it.
This action happened approximately 10 days prior to
our inspection. The impact on patients meant that there
was only one bathroom on the ward for all 28 patients
to use. This posed a risk of infection. During our
inspection the fungi was removed but the bathroom
remained out of use because it required cleaning. The
ward had no system for signing off repairs once
completed by estates. There was a high awareness
among staff about infection control. We saw that staff
followed the trust policy on infection control. During our
inspection visit we observed staff washing their hands
and using hand gel between treating patients. We also
saw staff observe to ‘bare below the elbow’ policy in
clinical areas.
• Infection rates in surgery for C. difficile and MRSA were
below national levels
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• We looked at completed audit data which
demonstrated staff checked that bacteriological
screening of patients was completed on admission, or
before if it was a planned admission.
• There were dedicated cleaning staff within the operating
theatres with clear responsibilities and their work was
checked and audited.

•

Environment and equipment
• Resuscitation equipment, for use in an emergency in
operating theatres and the majority of surgical ward
areas, was regularly checked, and documented as
complete and ready for use. However, we found one
ward; ward A3, where there resuscitation equipment
was not checked for three days in March 2015 and one
day in April 2015. We bought this to the attention of a
manager.
• There was sufficient equipment to maintain safe and
effective care. Staff told us that when they requested
equipment, the response was quick and efficient.
• There are toilets suitable for people with disability, with
alarm pulls, immediately outside Trauma and
Orthopaedics theatre recovery and Main Recovery. Staff
supported patients to walk to the toilet facilities at
this location. We noted that the ophthalmic day surgery
unit was very well maintained. However, the
environment was not suitable for the patients who
attended with no separate areas for children and adults
within the care and treatment bays or within the
recovery area outside the theatres. The management
team were aware of this within the ophthalmic day
surgery unit, but had no business plan available to
demonstrate that the trust was addressing this.

•

•

•

•

Medicines
• Medicines requiring cool storage were stored
appropriately and records showed that they were kept
at the correct temperature, and so would be fit for use.
However, we found that the storage temperatures of the
rooms used to store medicines were not being
monitored or recorded. When we measured the
temperature it was within acceptable limits, we were not
fully assured that the medicines were always stored in a
way which maintained their quality. We saw controlled
drugs were stored and recorded appropriately.
Controlled drugs are medicines which are required to be

stored and recorded separately. Emergency medicines
were available for use and there was evidence that
these were regularly checked and were in
tamper-evident containers.
A comprehensive computerised prescription and
medication administration record chart for patients was
in place. This facilitated the safe administration of
medicines. Medicines interventions by a pharmacist
were recorded on the computerised charts to help guide
staff in the safe administration of medicines.
We looked at the prescription and medicine
administration records for ten out of 57 patients on two
wards. Appropriate arrangements were in place for
recording the administration of medicines. People were
getting their medicines when they needed them and
any reasons for not giving people their medicines were
recorded. Allergies were recorded on the computer
record chart.
There was a pharmacy top-up service for surgical ward
stock and other medicines were ordered on an
individual basis. This meant that patients had access to
medicines when they needed them. A pharmacist
visited all wards each week day. We saw that pharmacy
staff checked that the medicines patients were taking
when they were admitted were correct and that records
were up to date.
We spoke with a ward sister who told us that they
carried out regular checks on the quality and accuracy
of computerised prescription charts and we saw
evidence to support this. We were therefore assured
that any medication errors would be identified and
resolved promptly.
Nursing staff could describe to us the process of
reporting medication incidents and gave us examples
which resulted in a change in practice. We felt confident
that suitable arrangements were in place to learn from
incidents.

Records
• In surgical wards and theatres we examined 9 patients’
records, which included assessments for patients
treated in operating theatres. There were detailed and
comprehensive pre-assessments made on patients prior
to admission. Important information was raised as an
alert within the electronic patient system known as
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EPIC. We looked at 36 five steps to safer surgery
checklist records which were completed appropriately
apart from in three theatres where areas of the checklist
were not completed. .
In ward areas, nursing staff and medical staff shared
records to ensure risk assessments were completed;
examples included checks for skin integrity, falls risk and
nutritional risks.
Completion of documentation was consistent within the
wards that we visited. For example, we found
assessment records within the neurosurgical ward to be
complete and consistent with the trauma and
orthopaedic wards.
Separate notes within the electronic patient EPIC
system were available for patients presenting with a risk
of pressure ulcers or falls.
Patient information and records were stored securely on
all wards and departments we visited within surgery.

Safeguarding
• Staff in all surgical areas could explain safeguarding
arrangements, and when they might be required to
report issues to protect the safety of vulnerable patients.
• The training records within the wards visited identified
that both medical and nursing staff had attended
safeguarding training. This was confirmed by the staff
we spoke with.
• We saw that there was a safeguarding lead
within surgery for staff to gain advice and support from.
Assessing and responding to patient risk
• The surgical wards used the modified early warning
score (MEWS) to identify if a patient was deteriorating.
There were clear directions for actions to take when
patients’ scores increased, and members of staff were
aware of these and the actions required to alert doctors.
• Risk assessments were undertaken in areas such as
venous thromboembolism (VTE), falls, malnutrition and
pressure sores. These were documented in the patient’s
electronic records and included actions to mitigate any
risks identified by the assessment.
• Staff could assess and respond to a deteriorating
patient in line with policy and guidelines. We observed
the management of an acutely unwell patient who
needed resuscitation. We observed good management
skills by the multi-disciplinary team involved in the
resuscitation.

• We spoke with staff in the anaesthetic and recovery area
within theatres, and found that they were competent in
recognising deteriorating patients. In addition to the
early warning score, they used a range of observation
charts and procedures, pathways and protocols for
different conditions or operations. All theatre teams
used the five steps to safer surgery checklist, which is
designed to prevent avoidable mistakes; this was an
established process within the teams. We looked at the
completed checklists, which included the patient’s
identity and whether they had any known allergies.
• Two of the surgical wards we visited had outliers or
patients with non-surgical conditions; this included the
neurosurgical ward which had beds occupied by
medical outliers. Nursing staff expressed concerns that
they felt they lacked the necessary skills or training to
support people diagnosed with medical conditions.
Staff felt they may not be able to respond to the risk of
patients transferred to the ward.
• Nursing handovers occurred at the change of shift.
Staffing for the shift was discussed, as well as any
high-risk patients or potential issues.
Nursing staffing
• Patients on wards were treated by nurses, sometimes
not from the appropriate specialty. For example patients
who had neurosurgery surgery being cared for by nurses
who usually cared for medical patients. As such nurses
were not familiar with the care support required. This
affected the quality of care for patients, because their
care was not treated by an expert member of staff. We
found that patients’ medications and care was delayed
as replacement staff did not understand the complexity
of procedures or were not authorised to administer
medicines. On one ward we found that the lunchtime
medication round had extended into the afternoon due
to regular staff being available to undertake these as
they were being called away by replacement nurses to
assist in other caring duties with which the replacement
nurses were unfamiliar. The managers we spoke with
acknowledged that issues with skill mix were of concern.
• Staff on the wards told us staffing was a 'safety' concern.
Some agency staff said they had not received any
induction to the wards they were working within.
Increased capacity within the hospital meant
permanent members of staff were transferred to newly
opened wards. This meant that the nursing staff on the
donor wards had to supervise replacement nurses and
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those on the receiving wards were not always familiar
with the medical conditions patients were experiencing.
The impact on patients was mitigated through the
professionalism of the nursing staff but patients were
not always protected from avoidable harm.
When we spoke with five agency nurses they we were
not confident in their surgical experience and one nurse
told us that she had never worked on a surgical ward
but was expected to have an in depth knowledge of
surgical nursing procedures. We spoke with managers
about these concerns and they recognised the pressure
was placed on the permanent qualified ward nurses to
lead these nurses.
During our inspection of the ophthalmic day surgery
unit we were told that there was not always a specific
paediatric trained nurse available when the day surgery
unit operating on children. The trust stated that when
this occurred that the list was moved to main theatre to
ensure the safety of children. However, staff told us that
this did not always happen.
The staff on C7 told us that nurse staffing levels were a
concern. C7 is the ward for liver and gut conditions. We
were told that there was a high use of agency nurses
who were unable to complete the full tasks required of
nurses working on ward C7.We noted that one
substantiated registered nurse on the ward had to
complete the administration of 17 intra-venous
antibiotic’s for patients. The trust reviewed the staffing
on this ward and stated that there was only one agency
nurse on each shift. One of these staff had regularly
worked on this ward.
Agency nurses, we spoke with, could not access the
electronic EPIC patient record system and the regular
nurses had to complete this task for them, which caused
issues on the wards we inspected. The trust stated that
training in EPIC had been provided to agency staff on
launch and through a regular programme of training.

Surgical staffing
• Surgical consultants from all specialties were on-call for
a 24 hour period.
• Surgical consultants told us they were well staffed and
did not have any concerns. The medical staffing skill mix
within surgery demonstrated that the surgical
consultant whole time equivalent (WTE) was at 42% and
this was above the England average of 40%.
• Junior doctors told us there were adequate numbers of
junior doctors on the wards out of hours, and that

consultants were contactable by phone if they needed
any support. There was a low vacancy rate for junior
doctors. The junior staffing skill mix within surgery
demonstrated that junior doctor WTE was at 15% and
this was above the England average of 13%.
• Handovers were consistently formal and structured.
During our announced visit we attended a surgical
handover. The handover reviewed patient care based on
the severity of their condition and any anticipated
problems.
Major incident awareness and training
• Emergency plans and evacuation procedures were in
place.
• We spoke with ten members of staff who were aware of
the procedures for managing major incidents, winter
pressures, and fire safety incidents. The surgical
speciality wards we visited had medical patients being
cared for within these wards.
• The ward managers were concerned that the needs of
both surgical and medical outlier patients were not
being met effectively. The bed occupancy rate within
urology was consistently at 100% and there was
between 22 to 24 outliers per day within the surgical
wards and this impacted on pressures.

Are surgery services effective?
Good

–––

We rated effective as good.
The service demonstrated that care was provided in
accordance with evidence-based national guidelines and
best practice. Policies and procedures were accessible, and
staff were able to guide us to the relevant information.
Outcome audit data was mixed with the trust scoring well
in some areas such as admission to an orthopaedic ward
but less well in ensuring patients had their surgery on the
day of admission.
Staff had awareness of the Mental Capacity Act (MCA) and
the Deprivation of Liberty Safeguards (DoLS), but some
were unaware of the recent changes to DoLS. Ward
managers confirmed they were continuing to ensure that
staff attended the training in relation to MCA and DoLS.
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There was a pain relief service available 7 days a week and
we observed that nutrition and hydration was monitored
and recorded.
Evidence-based care and treatment
• Emergency surgery was managed in accordance with
National Confidential Enquiry into Patient Outcome and
Death (NCEPOD) recommendations and national
guidelines. We found the Royal College of Surgeons’
standards for emergency surgery/surgery out of hours
were consultant-led and delivered.
• Local policies, such as the pressure ulcer prevention and
management policies were written in line with national
guidelines, and staff we spoke with were aware of these
policies.
• The trauma and orthopaedic care group participated in
national clinical audits, such as the National Joint
Registry. This registry collects information on all hip,
knee, ankle, elbow and shoulder replacement
operations, and monitors the performance of joint
replacement implants. We looked at the Hip fracture
audit and in 2013 / 2014 there were 429 cases submitted
for which the bone health medication assessment of
patients was above the England average of 97.3% and
the trust was audited at 99.3%. This audit showed the
trust was better than the England average (48.3%) for
admitting patients to orthopaedic care within four hours
(62.4%). However, the audit also showed they were
below average ( 73.8%) for ensuring patients had
surgery on the day, or the day after, their
admission(67.2%).
• Surgery had a clinical audit programme which assessed
compliance with national (such as National Institute for
Health and Care Excellence (NICE)) and local guidance.
The surgical team reviewed and implemented action
plans after assessing areas where they did not comply.
Pain relief
• We looked at nine records which showed that patients’
pain relief was risk assessed using the pain scale found
within the medical early warning score (MEWS) system.
• Staff could access support from the pain management
team when required. The pain service was available
seven days a week.
• We spoke with 13 patients who told us staff assessed
them pre-operatively for their preferred pain relief.
Nutrition and hydration

• We observed the use of fluid balance to monitor
patients’ hydration status.
• During our inspection we saw on all wards and units
that patients had access to drinks by their bed. staff
checked patients took regular drinks.
Patient outcomes
• The bowel cancer audit data (2014) showed that 99.2%
of patients were seen by a clinical nurse specialist
compared to the England average of 87.8%. The length
of stay for patients above five days below the national
average at 60% compared to an England average of
69.1%. Records showed that the discussion by the
multidisciplinary team (MDT) was just below the
national average at 98.9% compared to the England
average of 99.1%.
• The hip fracture audit showed the trust was above the
England average for pre-operative assessment by
geriatrician achieving 85.7% compared to an England
average of 51.6%. The records showed the hospital
performed better than England in this audit.
• The records showed the hospital was better than the
England average for protecting patients at risk of
developing pressure ulcers.
• The standardised relative risk re-admission for elective
surgery was above the England average within urology
and neurosurgery and below within general surgery.
Within non-elective surgery the re-admission rate was
below the England average which included
transplantation surgery.
• The Patient Reported Outcome measures (PROM) scores
between April 2013 and March 2014 for both hip and
knee replacements were in line with the England
national average. The scores for varicose vein and groin
hernia were slightly worse than the England average.
The PROM score is the percentage of patients that have
improved for each procedure.
• The average length of stay for patients having elective
surgery was 3.3 days and for non-elective surgery the
average stay was seven days.
Competent staff
• We spoke with three new members of staff who told us
they had been supported when joining the hospital.
They completed a trust-wide induction programme.
When on the ward, they were given the opportunity to
understand processes and procedures.
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• Managers told us they conducted one-to-one personal
development supervision meetings with staff. Staff that
we spoke with on the surgical wards confirmed this.
• Healthcare assistants told us that they were encouraged
to gain further skills to support the qualified staff on the
wards and units and we saw that courses were
available. However we found that they could not be
released due to low staffing levels and when they ask to
go on courses it is often declined due to funding.
Multidisciplinary working
• All wards had daily ward rounds, which involved
medical and nursing staff. They also other health care
professionals within the multi-disciplinary team.
• Doctors and nursing staff told us they worked well
together within the surgical specialities. We saw
evidence of this on the surgical wards, operating
theatres, and the day care unit.
• All wards we visited had dedicated pharmacy support,
which helped to speed up patient discharges.
• Staff described the multidisciplinary team as being
supportive of each other. Health professionals told us
they felt supported, and that their contribution to
overall patient care was valued. Staff told us they
worked hard as a team to ensure safe and effective
patient care.
• We looked at patients’ records which showed patients
were referred, assessed and reviewed by dieticians and
the pain management team, when required.
Seven-day services
• Consultants worked throughout the week within the
surgical services, supported by specialist registrars
during the weekends.
• Staff told us that senior doctors completed consent
forms in the pre-assessment clinic. They also told us
they challenged a consent form completed by a junior
doctor over the weekend. However, we observed a
nurse with an incomplete consent form for a patient
admitted to the ward. We brought this to the attention
of the ward manger to address and investigate in order
that consent was appropriately taken. .
Access to information
• Nursing staff told us they had problems with quick
access to the EPIC, electronic patient-related
information and records, whenever they required. The
system was time consuming to use and it limited the

engagement with patients. We found that agency and
locum staff also had access problems to the information
in care records to enable them to care for patients.
When agency and locum staff move around they often
do not have access rights and rely on substantiated staff
to enter details into the EPIC system which was
frustrating. The trust stated that training in EPIC had
been provided to agency staff on launch and through a
regular programme of training.
• Nursing staff told us that when patients were transferred
between wards or teams, staff received a handover of
the patient’s medical condition, and ongoing care
information was shared appropriately in a timely way.
We pathway tracked two patients and observed that this
was the case.
Consent, Mental Capacity Act and Deprivation of
Liberty Safeguards
• We spoke with staff on A5 ward and C7 ward who had
awareness of the Mental Capacity Act (MCA) and the
Deprivation of Liberty Safeguards (DoLS), but the
majority of staff we spoke with were unaware of the
recent Supreme Court changes to DoLS. This means that
the trust must ensure that decisions about the living
arrangements of a person without capacity do not
amount to a deprivation of their liberty. The manager
we spoke with confirmed they were still rolling out
training
• The records, where applicable, showed clear evidence
of informed consent, which identified the possible risks
and benefits of surgery.
• All of the patients we spoke with confirmed they
received clear explanations and guidance about the
surgery, and said they understood what they consented
to.
• Where patients did not have capacity to consent, staff
demonstrated to us that formal best interest decisions
were taken in deciding the treatment and care patients
required.
• We spoke with 24 members of surgical staff. The
majority were clear about their roles and responsibilities
regarding the Mental Capacity Act (2005). However, we
found that five doctors and six nurses had limited
knowledge about their responsibilities. This was
highlighted to their managers during our inspection.

Are surgery services caring?
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Good

–––

We rated caring as good.
Staff were caring and compassionate to patient’s needs,
and treated patients with dignity and respect. Patients told
us that staff were caring, and were flexible in their support,
to enable patients to access services.
We observed many episodes of caring interaction during
our visit, with feedback from individual patients and
relatives was universally positive. Observations of staff
showed that they treated people with compassion and
kindness in the department. Patients confirmed this when
we spoke to them. One patient told us “the nursing staff are
a great team.”
Compassionate care
• Wards displayed the NHS Friends and Family Test
results. We saw posters encouraging patients to
feedback their views, so they could improve the care
provided. Between December 2013 and November 2014
the results showed that an average of 84% of patients
were 'extremely likely' to recommend the trust to friends
and family, above the national England average.
• Throughout our inspection we witnessed patients being
treated with compassion, dignity, and respect. One
patient told us that “nurses always understood their
needs and nothing was too much trouble.”
We observed a ward round and saw that the nurses and
doctors introduced themselves appropriately, and drew
curtains to maintain patient dignity.
Understanding and involvement of patients and those
close to them
• During our inspection we observed nurses, doctors and
other health care professionals, introduce themselves to
patients at all times, and explain to patients and their
relatives about the care and treatment options. Staff
responded to patients’ questions clearly and in an
understandable manner.
• The staff working within neurosurgery used
opportunities to educate patients and their relatives on
the health and care they received, which patients
valued. We spoke with two patients who told us that it
reassured them.

• Patients said they felt involved in their care. They had
been given the opportunity to speak with the consultant
looking after them.
Emotional support
• We spoke with doctors on the surgical wards who
informed us that they recorded any detailed discussions
with patients and relatives within the patient’s
electronic notes in the EPIC system.
• Clinical nurse specialists provided additional support to
patients and ward staff where required, to enhance
patient care and needs.
• Patients could access the multi-faith chaplaincy services
for support. Information on how to access chaplaincy
services was displayed on notice boards in the majority
of areas we inspected. Staff told us they regularly
interacted with the trust’s palliative (end of life care)
team, who provided support and advice during
bereavement.

Are surgery services responsive?
Inadequate

–––

We rated responsive as inadequate:
The service was not responsive to the needs of patients
requiring admission. The hospital performed worse than
the expected national average for cancelled operations.
The trust overall performed worse than the expected
average. The trust did not have a recovery plan in place to
address this. The referral to treatment times within 18
weeks were broadly in line with the national average until
October 2014, and then there was a steep decline in
performance which has continued till April 2015. Since
January 2015 fewer than 70% of patients requiring
admitted treatment received treatment within 18 weeks.
The trust stated that they were experiencing increased
demand for beds and the implementation of the IT system
EPIC had led to a declining referral to treatment time
performance. However the trust has a recovery
mobilisation plan in place to improve the speed at which
patients can access care.
The bed occupancy rates for the hospital were higher than
target ranges and we saw that bed occupancy within
urology was at 100%.
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We saw that adult patients would be cared for in the same
area as children in recovery. Neither group of patients had
their privacy or dignity protected. There was no controlled
access within the ophthalmic day surgery unit within
recovery whereby we found children and adults shared the
same recovery area and bays next to each other.
Within surgery we found that between October 2014 and
April 2015, 129 patients who had their procedure cancelled
on the day of surgery had not had the 28 days required to
receive a new offer. During our inspection we observed
that surgery had all non-urgent surgery cancelled for the 24
April 2015 due to no ability to deliver this service.
Cancelled surgery was endemic within surgery with 8 – 20
cancellations per day. Cancelled orthopaedic surgery
resulted in two surgeons not operating since October 2014.
We saw that the ophthalmic eye surgery theatre was not
carrying out any waiting list cases.
Service planning and delivery to meet the needs of
local people
• The service had a day surgery unit, which enabled
people to have minor procedures without having
overnight stays in hospital.
• On the day of their surgery, patients with elective
(planned) surgery were admitted to the surgical
admissions lounge. There nurses processed patients for
surgery and the post-operative ward. However, we
spoke with one nurse who informed us that within the
ophthalmic day surgery unit, two days a week, patients
are asked to be at the unit for 07:30am in the morning
and have to wait for a 1:30pm start due to the
consultant wishing to work this way. It is unnecessary for
patients to arrive this early because they have already
had their pre-assessment completed.
• It is expected that 90% of elective surgery patients
should wait under 18 weeks from referral to treatment.
The trust was not meeting this national waiting time
target. However the trust has a recovery mobilisation
plan in place to improve the speed at which patients
can access care.
• Length of stay was longer than the national average for
non-elective surgical admissions, which was 26% higher
than the England average. However the hospital is a
specialist centre and a major trauma unit and this could
impact upon the demand for surgery.
• We looked at nine records and identified that discharge
planning was not addressed in a timely manner with

patients. For many patients their delayed discharge
revolved around their package of care from the local
authority. The trust was working with partners to
improve this.
Access and flow
• We observed that the trust followed the National
Institute for Care and Excellence (NICE) guidance for
fractured neck of femur. However, the hip fracture audit
showed this clinical pathway was performing less well
and not working as efficiently as should be expected,
67.2% of patients received surgery on the day of or after
day of admission compared to the England average of
73.8%.
• The service was under considerable and sustained
pressure to meet the competing demands of emergency
and elective surgery in a hospital with limited capacity.
They had made no progress in clearing the backlog of
delayed operations. The trust stated that it has a
recovery mobilisation plan in place to improve the
speed at which patients can access care. The trust
intended to further improve the time of patients waiting
by the addition of a further two new theatres to the
current 35 theatres.
• From October 2014 to April 2015 129 patients had their
operation cancelled and their treatment was not
rescheduled within 28 days. This was above the England
average of 5% of patients, and showed no improvement
over time.
• Cancelled surgery was endemic within surgery with 8 –
20 cancellations per day. Cancelled orthopaedic surgery
resulted in two surgeons not operating since October
2014. We saw that the ophthalmic eye surgery theatre
was not carrying out any operations on patients on the
waiting list.
• Following surgery patients were often held in recovery
because there were no beds available within the
speciality service required due to a lack of realisation of
discharge plans on the wards. Theatre staff told us it was
not unusual for them to stay and look after patients’
recovery in theatre, which had a 'knock-on' effect on
surgery time.
• We did see within colorectal surgery that there was an
enhanced recovery plan which reduced the length of
patient stay from eight to six days which supported the
achievement of the divisions Commissioning for Quality
and Innovation (CQUIN) programme.
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Meeting people’s individual needs
• There were dementia care and learning disability
champions within surgery. We spoke with staff who
understood who to contact for support.
• Staff were familiar with the hospital’s procedures for
translation services. Staff could print leaflets in different
languages when the need arose and they could request
a translator for more complex cases.
• There was information available, in all of the main areas,
for many different surgical procedures and conditions.
The reception area of the day surgery unit had posters
and information available, which sign posted people to
other appropriate care pathways and contact
information for other services.
• The patients said they were given choices for food and
snacks. However, they provided mixed views regarding
the quality of the food available. We noted at one meal
time that food on a tray was placed in front of a patient
on the neuro surgery ward, who required assistance,
and it was 15 minutes before anyone came. We bought
this to the attention of the ward manager who
addressed it immediately and ensured that fresh hot
food was obtained for the patient.
Learning from complaints and concerns
• Complaints were handled in line with the trust’s policy.
Staff directed patients to the patient advice liaison
services (PALS) if they could not deal with concerns
directly.
• Wards displayed literature and posters, advising
patients and their relatives how they could raise a
concern or complaint, both formally and informally.
• Staff we spoke with told us that ward managers
investigated complaints, and there was feedback on
complaints in which they were involved.
• Patients we spoke with felt they would know how to
complain or compliment about care and or treatment
they received to the hospital if they needed to.

Are surgery services well-led?
Requires improvement

We rated well led as requires improvement:

There were a high number of cancelled operations which
the trust did not deal with in a timely manner. Different
divisions undertaking surgery lacked cohesion, and there
was a perceived lack of support from senior managers
within the divisions. Strategic plans did not address
capacity issues all of the time within the service and there
was no clear vision for the service. Cancelled operations
were frequently brought to the attention of managers but
not resolved at a senior manager level. Some staff told us
they felt pressurised when patient admissions fluctuated.
Senior managers were not always aware of the issues at
ward and unit level and were too engaged in monitoring
the additional pressures that had little impact at ward
level.
We spoke with middle managers in surgery who told us
that they felt that the senior managers did not challenge
areas that required improvement and senior managers at
director level were not prepared to have difficult
conversations. A senior grade manager informed us that
they raised a case of suspected bullying with their line
manager and that they had received no feedback or the
issue dealt with. However, staff felt supported by matrons
within the divisions.
We spoke with staff within the ophthalmic day surgery unit
who spoke to us about innovative ideas they had to
improve service provision but this was not supported by
consultants within the unit.
There was positive awareness amongst ward and unit staff
of the values and expectations for patient care across the
trust. Most staff from all disciplines within surgery told us
they could speak openly about issues and incidents, and
felt this was positive for making improvements to the
service. Staff told us they felt there was an effective and
supportive team working across professional groups in the
surgical service.
Staff could raise any concerns, or share an experience,
within surgery. Patients were engaged through feedback
from the NHS Friends and Family Test.
Vision and strategy for this service

–––

• The vision for the service was not clear to all staff
groups. We asked a number of staff and they could not
give a clear answer.
• Information relating to core objectives and performance
targets were visibly displayed in the majority of areas we
visited.
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• Strategic plans did not address capacity issues all of the
time within the service and there was no clear vision for
the service. Cancelled operations were frequently
brought to the attention of managers but not resolved
at a senior manager level.
• Ward and unit managers told us that they feel there is a
weak strategy plan for consistency within the surgical
service. Also they felt contingency wards were
continually opened and shut in a hap-hazard manner,
with no vision around any pro-active forward planning.

• Ward managers said they had access to good leadership
development courses. We were told that the chief nurse
had developed a supervisory ward manager’s
programme.
• Most staff reported to us that they respected and felt
supported by their managers. However, staff
commented that they did not always see a member of
the executive team in the area, but they felt supported
by the service leads and in particular visibly engaged
leadership within theatres.

Governance, risk management and quality
measurement

Culture within the service

• Surgery services held monthly clinical governance
meetings, with discussions on quality issues such as
complaints, incidents, and audits. Staff could identify
incidents and how they were shared with others during
team meetings. We observed root cause analysis (RCA)
reports disseminated to staff on duty.
• The wards, units, and theatres had quality dashboards
for each service and ward area which showed their
performance against quality and performance targets.
Members of staff told us that these were discussed at
team meetings but it was difficult for staff to attend
because of rotas and they could not leave the ward as it
was always busy.
• There were risk registers for all aspects of surgery, which
included all known areas of risk identified in surgical
areas. These risks were documented by the divisional
teams, and a record of the action being taken to reduce
the level of risk was maintained. The higher risks were
also escalated on the trust’s risk register. We examined
the risk registers for the wards we visited and saw that
some risks had no actions against them, while others
still had outstanding actions, for example, the shower
concern on ward A5 and the high numbers of patients
who were cancelled for surgery.
Leadership of service
• Each ward had a manager who provided day-to-day
leadership to members of staff on the ward. Members of
staff told us that the manager was visible and
approachable.
• Some staff said the executive leadership from the trust
could be improved and felt their ideas did not always
filter down to staff.

• Staff were passionate and driven to provide good care to
patients, but felt that this could not always be given,
due to the pressure of work.
• Staff we spoke with worked well together as a team, and
said they were proud to work for the trust.
• Throughout our inspection, we observed that staff were
very open with the inspection team and where things
were not right this was acknowledged by the ward
managers. This meant that we were assured that the
culture within the ward areas was an open culture.
However, we were not assured of this in all areas. For
example, ophthalmic surgery.
• Staff were aware of the importance of reporting
incidents when things went wrong and understood how
this could influence service change and improvement.
Public and Staff engagement
• Patients were engaged through feedback from the NHS
Friends and Family Test. Governance meetings showed
how patient experience data was reviewed and
monitored.
• Staff took part in regular staff surveys. The trust collated
and the results so that actions for improvement were
identified.
• Notices were displayed at the entrance to wards and
day units, inviting staff and patients to give feedback to
the leadership team about the services they deliver as
staff and received as patients.
Innovation, improvement and sustainability
• Innovation was encouraged from all staff members
across all disciplines.
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• In order to make improvements to the service, the
middle management team were aware of advances that
it needed to make to deliver a sustainable surgical
service and that this needed engagement from the
executive team.
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Safe
Effective
Caring

Requires improvement

–––

Good

–––

Outstanding

–

Responsive

Requires improvement

–––

Well-led

Requires improvement

–––

Overall

Requires improvement

–––

Information about the service
The Critical Care service at Addenbrooke’s Hospital
comprises the John Farman Intensive Care Unit (the
general intensive care unit), the Neuro-Critical Care Unit
and the Intermediate Dependency Area.

assistants. We also spoke to 12 patients receiving care or
their relatives, examined 14 sets of electronic patient notes,
observed care being provided to over 20 patients and
reviewed a range of data including staff rotas and the
critical care minimum data sets provided to us by the unit.

The John Farman Intensive Care Unit has 20 critical care
beds (12 side rooms and 8 open beds) over two floors and
provides care for general medical, surgical and specialist
liver services. From January to December 2014 care was
provided for 1,066 patients.
The Neuro-Critical Care Unit has 23 critical care beds over
two floors and provides specialist neuro-critical care and
trauma critical care. In 2014 care was provided for 1,032
patients in the unit.
The Intermediate Dependency Area has 12 beds and is an
open unit for the escalation of ward patients requiring
closer monitoring and those stepping down from critical
care areas. It is supported by the trust rapid response team.
The Intermediate Dependency Area also provides care for
patients who require non-invasive ventilation (supported
breathing) and low level inotropic support (medication to
help maintain blood pressure) with arterial line monitoring
(continuous blood pressure monitoring).
Over four days, the inspection team visited all the areas
providing critical care and spoke to the clinical and nursing
leads for both units, the clinical director for critical care
services, the divisional matron, the senior clinical nurse for
adult critical care and the operations manager. We spoke
with four consultants, four junior doctors, 10 staff nurses,
two allied health professionals and two health care
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Summary of findings
Overall, we rated the Critical Care services provided at
Addenbrooke’s Hospital as requiring improvement.
Concerns were raised before the inspection about staff
shortages resulting in patients requiring high level care
not receiving the level of care they should have had and
during the inspection further concerns were raised
about this. Our observations and findings during the
inspection substantiated the concerns raised by staff
and we took action immediately to protect patents from
the risk of harm.
Staffing numbers and skill mix on the Intensive Care Unit
and the Neuro-Critical Care Unit were not in line with
the Faculty of Intensive Care Medicine / Intensive Care
Society Core Standards for Intensive Care Units (Edition
1). We observed that this was having an impact on the
staff providing care and we saw evidence of poor
practice as a result. This included one patient being
looked after by healthcare assistant. Poor hand hygiene
was observed by staff between patients, resuscitation
trolleys were not checked in line with trust policy and
medications were left unattended. The concerns
relating to staffing had been raised through various
avenues to the senior management team but no action
had been taken immediately to address those concerns.
The senior management team had a clear
understanding of the national guidelines but there was
poor recognition of the impact this was having on staff
and there was a lack of flexibility in reviewing staffing
establishment when concerns were raised. The process
for assessing patient acuity was well established,
although there was minimal evidence of reviewing
staffing establishments to meet changes in demand.
During the implementation of the trusts’ health
informatics software, a key member of the team
responsible for data collection and upload to the
Intensive Care National Audit and Research Centre
(ICNARC) case mix program was seconded to assist
design and implementation of the system. A subsequent
move to merge systems for data collection combined
with the inexperience of a member of staff identified to
fill the vacancy for data collection resulted in questions
around the reliability of data collected on both units.
The trust had problems with the completeness of

ICNARC data which had not been submitted for two
years. Locally there was some mitigation in the
collection of local data sets but the trust was unable to
benchmark its data against other units over this period.
The trust has since completed the training for staff and
has re-started submitting data to the case mix program.
Bed occupancy for the critical care service was high. In
March 2015, bed occupancy was 93% on the Intensive
Care Unit and 95% on the Neuro-Critical Care Unit. In
February, the average occupancy was 113% on the
Intensive Care Unit and 109% on the Neuro-Critical Care
Unit because patients were occasionally being provided
with care by the rapid response team. Across the trust,
the length of stay for patients and delayed discharges to
ward areas were seen as a significant risk to flow. This
was having an adverse impact on the Critical Care Unit,
with more than 1 in 3 patients on both Intensive Care
and Neuro-Critical Care having a delay in discharge
during 2014. Furthermore, as a result, more than 40% of
patients admitted to the two units were discharged to
the wards after 8pm in March 2015.
Whilst we found strong leadership at ward level, there
was a clear disconnect between the local leadership
and leadership at divisional management level and
between the division and the executive team. There was
a drive at executive level to devolve leadership to
divisional levels within the organisation. This resulted in
a significant re-structure of the leadership to critical care
services, and whilst progress had been made the critical
care lead recognised that there was more work to be
done with shared learning and consistency relating to
the governance processes of both Intensive Care and
Neuro-Critical Care.
There were numerous examples of outstanding
teamwork within the Critical Care Unit. Staff worked
collaboratively to ensure patients received the best care
possible within their limited resources. Junior members
of the team spoke very highly of the senior nurses and
consultants in the department. Patients on the unit
were cared for by kind and compassionate staff, and the
feedback from patients and carers during our inspection
was very positive.
We saw a strong ethos of multidisciplinary working
amongst all members of the team within critical care.
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The critical care Rapid Response Team provided
outreach services into the ward, proactively identifying
patients who would benefit from closer monitoring and
supporting ward teams 24 hours a day.
Staff used patient diaries to document each patient’s
stay in Critical Care and they were reviewed in a
dedicated follow-up clinic after patients were discharge
from critical care. The follow-up clinics provided a
strong focus for the review of a patient’s physical and
mental health after being in hospital. Patients and carers
were invited to twice-yearly focus groups to share their
experiences and help drive service improvement. We
saw a number of examples of innovation arising from
the focus groups and these have been detailed in our
report on responsive care.
There was a strong culture of service improvement and
research. Both the Intensive Care and Neuro-Critical
Care units had participated in a number of research
ventures and the recruitment strategy and opportunities
afforded to staff reflected the strong commitment
towards research. An online educational resource –
cambridgecriticalcare.net – developed by the
Neuro-Critical Care team is seen as an example of
outstanding practice, with educational resources aimed
not only at local trainees but trainees nationally and
internationally.

Are critical care services safe?
Requires improvement

–––

Overall, we rated safety within Critical Care as requiring
improvement because staffing levels were not sufficient to
provide safe care to patients with such high levels of
dependency. Staffing numbers and skill mix on the
Intensive Care Unit and on the Neuro-Critical Care Unit
were not in line with the Faculty of Intensive Care Medicine
/ Intensive Care Society Core Standards for Intensive Care
Units (Edition 1) This had an impact on the staff providing
care and we saw evidence of poor practice as a result,
including patients being left unattended or being looked
after by a healthcare assistant, poor hand hygiene by staff
between patients, resuscitation trolleys not being checked
in line with trust policy and medications being left
unattended. We reviewed the staffing issues on our
unannounced inspection and saw that actions
immediately taken remained in place.
There was an open culture around incident reporting and
well established avenues for learning from incidents. We
saw evidence of learning from incidents and changes that
had been implemented as a result. One member of staff
did, however, tell us that owing to staff shortages they did
not always have time to report incidents. This concern was
recognised and corroborated by the senior nurse for adult
critical care. Staff were clear about their roles under the
Duty of Candour legislation and identifying and escalating
safeguarding concerns.
Safety thermometer data, reviewing the provision of
harm-free care showed strong and consistent performance
in preventing hospital acquired infections, clots and
pressure ulcers. There was a lack of space for storing
equipment on the Neuro-Critical Care Unit. Equipment was
found stored in the high dependency area, in bed spaces
with curtains drawn around it, in an unused shower area,
and in the corridors this is a potential infection control and
safety issue.. We also found equipment blocking the fire
exit in the corridor leading to theatres.
Incidents
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• Staff reported incidents on the unit through an online
incident reporting system. Data reported through the
system was analysed thematically and presented during
monthly clinical governance meetings.
• From October to December 2014, 47 incidents were
reported on the Neuro-Critical Care Unit. There were no
‘never events’ (things that should never happen) or
events causing significant harm to patients. There had
been an increase in the reporting of low and moderate
harm incidents.
• During the clinical governance meeting on the
Neuro-Critical Care Unit in March 2015, note was made
of an incident regarding a syringe pump that had not
been locked. Learning was disseminated through to the
teams as a result. Staff we spoke to were able to tell us
about this incident and the learning from it. Another
incident reviewed related to documentation of the
length of insertion of feeding tubes from the endoscopy
department. This resulted in a change to the
documentation structure on the trust health informatics
system and led to safer practice. We also reviewed a
detailed action plan for a patient the clinical team were
unable to intubate, with attached learning from the
case.
• On the Intensive Care Unit, from October to December
2014, 78 incidents were reported in total (66 minor, 11
moderate and one serious). This was an increase in the
number of moderate incidents reported compared to
the previous quarter. The one serious incident was a
grade 4 pressure ulcer acquired within the community.
Details of the finding had been shared with colleagues
in the community, where an investigation was carried
out.
• Further evidence of learning from incidents related to
insulin being prescribed incorrectly following an
incorrectly taken blood glucose sample. Staff made
changes to glucose monitoring and established a
regular audit of glucose monitoring to prevent a
recurrence. We reviewed these audits and found good
compliance with blood glucose monitoring and minimal
occurrences of hypoglycaemia.
• Staff across all units learned from incidents through
issues being highlighted on daily ward rounds and
through clinical governance meetings. Senior staff held
weekly business meetings and would also discuss
clinical incidents.

• Eleven nursing staff and four medical staff told us when
asked that there was an open culture relating to
incident reporting and learning from incidents, and that
they were strongly encouraged to report incidents.
• Three staff raised concerns to us formally of these one
member of staff told us, however, that whilst they were
encouraged to report incidents, they did not always
have time to complete the forms as they were regularly
short staffed on the unit. We were told that they did not
always report “near-misses” and drug errors provided
the patient did not come to harm. We discussed this
with the matron and they acknowledged that staff could
be too busy to fill in incident forms.
• Thematic analysis of incidents showed low grade
pressure ulcers, procedure/protocol failures and
medication errors as the most commonly occurring
incidents. Key learning from this was presented at the
staff governance meeting and learning disseminated to
all staff.
• Practices within the service were in line with the recent
Duty of Candour legislation. Training sessions were
organised across the service to give staff an
understanding of the new legislation. Consultants
described a clinical incident in which a central line was
placed in the carotid artery. This was identified
promptly and rectified without any harm coming to the
patient. The consultant provided full disclosure to the
family and provided a written apology acknowledging
the incident.
• Morbidity and Mortality meetings took place separately,
quarterly within the Intensive Care Unit and the
Neuro-Critical Care Unit. All deaths within the unit were
reviewed during this meeting and lessons shared. There
was no formal process, however, for sharing learning
between the two critical care units.
Safety thermometer
• The safety thermometer was displayed at the entrance
to the critical care units. There were two cases of C.Diff
on the Neuro-Critical Care Unit in 2014 and one case of
MRSA bacteraemia on this unit in February 2014. This
represents good practices on the units, with no
significant spikes in the acquisition of either infection.
Compliance with the C.Diff care bundle was 90% in
January and February 2015 and compliance with the
MRSA care bundle 90%.
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• Provision of harm-free care as per the NHS safety
thermometer was at 100% for the Intensive Care Unit for
January and February.
• The Neuro-Critical Care Unit was consistently
performing at more than 95% on the thermometer from
May 2014 to February 2015.
• The Intermediate Dependency Area scored 100% for all
months over the same period since May 2014, except for
August 2014.
• Staff on all three units told us that results from the
safety thermometer were compiled on a monthly basis
and presented to them to set priorities for the ward.
• The Critical Care service had audited the completion of
risk assessments for venous thromboembolism in July
2014 in line with NICE Quality Standard 3 (statements 1
& 2). This showed that 91% of patients had a VTE risk
assessment done on admission, with 82% having a
re-assessment completed in 24 hours. The VTE risk
assessments had since been incorporated into the trust
electronic records system EPIC with an aim to increase
compliance with the quality standards to 100%.
• Since incorporation into the electronic system there had
been 100% compliance with the VTE risk assessment on
the Neuro-Critical Care and Intensive Care units over the
last three months.
• There had been no reported incidents of Grade Three or
higher pressure ulcers in the Critical Care service this
year. Patients were turned three-hourly to prevent them
acquiring pressure ulcers and this was clearly
documented in the notes. All Grade Two sores and
above were subject to a full root cause analysis and
none investigated had been identified as preventable.
• There was one Grade Three pressure ulcer acquired in
the hospital over the last year (2014). We reviewed the
root cause analysis, which identified an over-reliance on
pressure relieving boots. Learning from this incident was
disseminated to staff.
Cleanliness, infection control and hygiene
• The Intensive Care Unit, Neuro-Critical Care Unit and the
Intermediate Dependency Area were visibly clean. The
cleaning scores on all units were consistently higher
than 98%. Audits of cleaning practices and infection
control were undertaken by the microbiology team,
infection control nurse and a staff nurse from critical
care. The last audit was carried out in February 2015.

Actions from these audits included dating of central
venous catheter (CVC) lines post insertion and of water
bags used in irrigation and management of catheter
bags.
• During our inspection we observed staff not consistently
adhering to the infection control and hand hygiene
policy. In two hours of observations on the Intensive
Care Unit we saw incidents of staff not wearing Personal
Protective Equipment (such as aprons and gloves) when
caring for patients, and not using hand gel or washing
their hands when going into patients’ rooms or between
providing care for patients.
• All nursing staff and 92% of medical staff on the
Intensive Care Unit had completed their mandatory
infection control training but on the Neuro-Critical Care
Unit only 82% of nursing staff and 87% of medical staff
had done so (against a trust standard of 90%).
Environment and equipment
• All Critical Care areas were equipped with dedicated
resuscitation trolleys, airway trolleys and difficult airway
trolleys. Records showed that the airway and difficult
airway trolleys were checked in line with trust policy and
appropriately stocked.
• On the Neuro-Critical Unit in the trauma High
Dependency Unit, we identified through examination of
the records held on the resuscitation trolley that the
resuscitation trolley had not been checked on seven
days in February, 10 days in March and seven days in
April when it is meant to be checked every day. The
resuscitation trolley on the Neuro-Critical Care Unit had
not been checked in line with trust policy on four days in
March and six days in April 2015.
• Patient monitors in the Intensive Care Unit and the
Intermediate Dependency Area had been identified on
the risk register as out of date and requiring
replacement. The monitors had been sourced and were
to be installed. Temporary monitors were in use in the
Intermediate Dependency Area in the interim. The
monitors were still capturing essential information.
• A dedicated portable CT scanner was available on the
Neuro-Critical Care Unit to perform urgent scans on
patients who were too unwell for transfer to the main
department. This service was provided by the radiology
team.
• There was a lack of space for storing equipment on the
Neuro-Critical Care Unit. Equipment was found stored in
the high dependency area in bed spaces with curtains
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drawn around it, in an unused shower area, and in the
corridors. We also found equipment blocking the fire
exit in the corridor leading to theatres. This had been
recorded on the risk register.
• Pressure-relieving equipment was available for staff to
order for patients when they were admitted to the
critical care service and identified as at risk of pressure
ulcer development.
Medicines
• Medications were prescribed electronically on both the
Intensive Care Unit and Neuro-Critical Care Unit.
Allergies were also documented electronically. The
system had inbuilt safeguards alerting prescribers to
prevent administration of medications to which patients
were recorded as being allergic. It also automatically
alerted prescribers to potential drug interactions.
• Drug cupboards on the Intensive Care Unit were not
observed to be secure at all times. During the
inspection, we saw bags of intravenous fluids left
unattended and medications left on the nurse’s desk.
• The storage room for medicines was locked and keypad
controlled, ensuring safety of the medicines.
• Drug cupboards on the Neuro-Critical Care Unit were
found unlocked, with medications left unsecured. This is
against guidelines for the management and storage of
medications outlined by the Royal Pharmaceutical
Society. This has been placed on the risk register
(classified a green risk), with an explanation attached
that urgent medications needed to be easily accessible
to nurses, that use of key cupboards could potentially
delay access to time-critical medications and that the
area was constantly visually overseen by staff. A plan has
been put in place to allow swipe card access to a locked
room with medications stored in it. This had not been
actioned at the time of inspection.
• Controlled drugs were not being regularly checked on
the Intensive Care Unit. The trust standard was for
records to be updated weekly until a month before our
inspection, when the guidance was updated to daily
checks. We reviewed the controlled drug register book
for January to April 2015 and found regular gaps in
updating the book. Between January and March 2015
the book was only being updated fortnightly. From 22
March, the book was updated once a week. One senior
nurse we spoke to said that when they were busy the
checks on controlled drugs would often get missed.

Records
• All clinical and nursing notes were documented
electronically on the EPIC system. All members of the
multidisciplinary team put their notes on the platform,
allowing for ease of access and review of notes.
• All notes were time-stamped and carried the electronic
signature of the person making them, allowing easy
identification of prescribers and team members.
• We reviewed 14 sets of records and saw consistent
documentation of nursing notes, including risk
assessments and daily progress of a patient’ clinical
state. Admission assessments of a patient’s nutritional
state and pressure areas were consistently completed.
• Clinical notes included daily documentation of ward
rounds, assessment of fluid status, review of sedation
and evidence of input from the multidisciplinary team.
• Doctors told us that there was no standardised
admission documentation or a form for use on daily
ward rounds. Various clinicians had developed their
own forms for assessment of patients. However the trust
informed us that there was a standardised medical
admission form on the IT system.
Safeguarding
• All staff were required to complete adult safeguarding
training. All nursing staff and 88% of medical staff on the
Intensive Care Unit had done so (compared with a trust
standard of 90%). On the Neuro-Critical Care Unit 82% of
nursing staff and 89% of medical staff had completed
safeguarding training. Junior doctors had safeguarding
training included within their trust-wide induction.
• The nurse educator accepted that completion rate for
safeguarding training was below the trust standard, and
said plans has been put in place to ensure that the
standard was met by June 2015.
• Nursing staff were able to explain clearly processes for
identification and escalation of patients likely to be at
risk of safeguarding concerns. The Critical Care Unit had
clear links with the safeguarding team to escalate such
issues. However, on the Neuro-Critical Care Unit we
identified a safeguarding concern relating to a patient,
which the team had not considered. This patient’s case
was notified to the trust’s safeguarding team, who took
appropriate action.
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• We reviewed the documentation of a patient who had
been identified by staff as being the subject of
safeguarding concerns and confirmed the appropriate
escalation and review of this patient.
Mandatory training
• All staff Intensive Care and Neuro-Critical Care Units
(including doctors, nurses, allied health professionals
and administrative staff) were required to complete
mandatory training including equality and diversity,
conflict resolution, health and safety, information
governance, infection control, moving and handling,
and resuscitation.
• Completion rates of a majority of training met the trust
standard of 90% or were close to this target. However,
training in the resuscitation modules was below the
trust target for medical staff (82% of staff trained on the
Intensive Care and Neuro-Critical Care Units).
• Practice development nurses monitored the uptake of
mandatory training and dates had been allocated to
staff not meeting the requirements. Nursing staff told us
that mandatory training was given priority, and they
were given time off the ward to complete it.
Assessing and responding to patient risk
• Observations were documented electronically for all
patients on both the Intensive Care and Neuro-Critical
Care Units. The software automatically calculated an
early warning score and would flag up patients at risk to
the staff providing care. The electronic system could be
reviewed remotely by the Rapid Response Team, who
could provide support when needed.
• Doctors in the consultant and junior doctor focus
groups spoke highly of the service offered by the Critical
Care Rapid Response Team. The team comprised a
nurse and a doctor who provided outreach on to all
adult wards 24 hours a day.
• There was good dialogue between clinical areas and the
Intensive Care Unit regarding escalation of patient care
relating to deteriorating conditions. We were provided
with examples of cases from various services, including
maternity, where appropriate actions were taken.
• We examined the notes of a patient on the liver unit and
another with sepsis who had escalated early warning
scores. The management of both patients was
appropriate, with increased frequency of observations
and timely moves to the Intermediate Dependency Area.

• The resuscitation officers would review the notes of all
patients who had a cardiac arrest and would de-brief
with the team if they felt that there was a deterioration
in their clinical state that could have been picked up
earlier. They encouraged staff to report these as
incidents. This data is also collated and presented
regularly at governance meetings in Critical Care and
across the hospital, where relevant.
• Proactive decisions were made on the critical care units
of ceilings of care for patients and this was discussed
with relatives. We saw evidence of this whilst on site,
with appropriate ceilings of care and a discussion
around a patients’ resuscitation status during the
inspection.
Nursing staffing
• Significant concerns were raised by the nursing and
medical staff about the staffing and skill mix,
predominantly on the Intensive Care Unit and also on
the Neuro-Critical Care Unit.
• The Intensive Care Unit nursing establishment was
planned for 15 level three patients (requiring advanced
airway support or support of two or more organs) and
five level two patients (requiring single organ support).
The Faculty of Intensive Care Medicine / Intensive Care
Society Core Standards for Intensive Care Units (Edition
1) recommends that each level three patient should
have one-to-one nursing, and level two patients should
have one-to-two nursing. In addition, for a 20-bedded
unit, two supernumerary nurses should take on a
leadership role within the department. The planned
establishment for the Intensive Care Unit was 19 nurses
(including the two supernumerary nurses).
• The acuity (level of need for care) of patients was
assessed three times a day by the matron and staffing
reviewed accordingly. When shortages were identified
nursing staff from other units in Critical Care were
moved to minimise the risk. We saw evidence of this
during the inspection, with a nurse from the
Neuro-Critical Care Unit being sent to the Intensive Care
Unit. Staff worked collaboratively across all the Critical
Care units to ensure adequate staffing when possible
but resources were limited.
• Due to long term sickness and maternity leave, the
department had not been staffed at establishment for a
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number of months before our inspection. This had been
raised with management consistently by senior nurses ,
resulting in the recent appointment of five band 5
nurses to bring the establishment back to 19.
The increased demand on the Intensive Care Unit meant
staff were regularly nursing more than 15 level three
patients, requiring the team to do what they describe as
‘care group’ patients between nursing staff. ‘Care
grouping’ was a process where three trained nurses and
one support staff member would care for four patients
between them.
We were informed that where possible this was
mitigated by care grouping patients in the open bays
but this could leave one nurse looking after more than
one level three patient. There was no risk assessment,
policy, procedure or agreement from the executive team
for this practice to be undertaken.
One member of staff told us that they consistently felt
under staffed and were care grouping patients at least
two to three times a week. They felt that if the numbers
were not increased, care would “tip over” to being
unsafe. Staff had completed six incident forms on this in
2014, up from three in 2013.
The Intensive Care Unit was unable to meet the
standard of two supernumerary nurses on a shift,
meaning a lack of senior oversight and support for the
staff. There was always one supernumerary nurse on
shift but this was often at the expense of identifying
patients to be care grouped in order the free a senior
nurse to provide supervision. Senior nurses on the
second floor were always allocated a patient to look
after. They raised concerns that this did not allow them
to have sufficient oversight of other patients in the area.
There was minimal agency staff use in Intensive Care or
Neuro-Critical Care. Staff on the unit enrolled on to the
trust bank and filled in shifts that were vacant. However,
the number of hours being worked on the bank by staff
was not being monitored by the trust.
Departmental orientation checklists were used to
enable new staff to familiarise themselves with
emergency equipment and medicines.
On the Neuro-Critical Care Unit establishment was set at
22 nurses and three health care assistants for the 23
patients. Allocation was set at four nurses to look after
six level 2 patients on the Trauma high dependency unit

•
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•
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(including one nurse functioning in a supernumerary
role) and dedicated nurses for the side rooms on
Neuro-Critical Care Unit with care grouping of three
nurses to four patients on the open bays.
During our inspection we saw a ventilated patient being
looked after by a health care assistant in the annexe
area of the department while a nurse was taking a
break. The health care assistant told us that this was not
common, and that they were only looking after this
patient as they were stable. This was escalated to the
charge nurse, who informed us that leaving such a
patient with a health care assistant was unacceptable.
We were informed by the senior management team that
it was not common practice for health care assistants on
the Intensive Care Unit. However we were informed by
four staff that on the john Farnham Unit that health care
assistants routinely cared for patients’ while nurses were
on other tasks or on breaks and that they were
instructed to call if they needed help.
We were told of a clinical incident on the Neuro-Critical
Care Unit in 2013 where a patient did not have
neurological specific observations performed overnight
on the unit. During the night the patient’s neurological
function deteriorated markedly, without this being
identified. The incident was reviewed thoroughly and on
root cause analysis it was felt to be partially attributable
to care grouping of patients as well as other concerns.
During the inspection we found that the senior
management team had no effective systems and
processes to match patient dependency and with safe
numbers of staff despite concerns being raised by staff.
Systems did not allow any flexibility to respond to
increased demand from patient conditions and
therefore placed patients at risk of harm.
The Rapid Response Team was well staffed, with ten
whole-time-equivalent staff (a combination of band 6
and 7 nurses). On a daily basis, two nurses and one
doctor provided support to the entire hospital.
We raised our concerns about the nursing staff to
patient dependency ratio to the chief nurse and chief
executive during our inspection. They said they would
be reviewing their staffing establishment in May 2015.
Following our inspection the Chief Nurse and nursing
team reviewed the staffing levels versus patient
dependency on both the Neuro-Critical Care Unit and
the Intensive Care Unit for the three months before our
inspection. The trust acknowledged through this review
that the number of occasions where reduced numbers
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of registered nurses to provide care to level three
patients that resulted in ‘care grouping’ was higher than
they would consider acceptable. The inspection team
found that the concerns were more prevalent on the
Intensive Care Unit as the Neuro-Critical Care Unit was
better staffed.
• On the Intensive Care Unit in February 2015 there was
an insufficient number of staff on 22 of the 28 days, with
55 of 84 shifts (early, late or night) not staffed in line with
Intensive Care Society guidelines to provide one-to-one
care to level three patients. The same circumstances
applied in March 2015 on 36 shifts over 17 days and up
to 19 April 2015 on 46 shifts over 19 days. This resulted in
‘care grouping’ of patients.
• On the Neuro-Critical Care Unit in February 2015 there
was an insufficient number of staff on eight days with 16
shifts (early, late or night) not staffed in line with
Intensive Care Society guidelines to provide one-to-one
care to level three patients. The same circumstances
applied in March 2015 on 26 shifts over 12 days and up
to 19 April 2015 on 13 shifts over eight days. This
resulted in the ‘care grouping’ of patients.
Medical staffing
• Medical staffing in all Critical Care units was provided in
line with Critical Care standards.
• Eleven consultants worked in five-day block patterns on
the Intensive Care Unit, ensuring continuity of care. An
additional consultant would also work a short day and
cover the night shifts. A 12th consultant had recently
been appointment and was due to start work in
September.
• Consultants conducted a ward round twice a day and
were free from other clinical commitments whilst
working on the unit.
• Consultants were supported by specialist trainees,
clinical fellows and foundation year doctors on the unit.
• At night, two dedicated registrar grade doctors covered
the Neuro-Critical Care Unit and two covered the
Intensive Care Unit. In addition, there was one registrar
who was part of the Rapid Response Team who was
available to support either team.
• There was always a practitioner with advanced airway
skills present on the unit. Where the doctor on call did
not have advanced airway skills, support was provided
by the anaesthetic team.
• On the Neuro-Critical Care Unit, consultant cover was
provided by two consultants through the day and one at

night. Consultant cover during the day was not being
provided in a block pattern but continuity was
maintained through effective handover between
consultants.
• We confirmed through discussion with the clinical leads
for both units that all consultants had received
advanced training in intensive care medicine.
• Nursing and medical handover took place jointly on a
daily basis and was structured, including details of the
patient’s admission, allergies, clinical progress, clinical
plans and a review of pressure points. Patients with
difficult airways were clearly signposted during
handover and with a sign over the patient’s bed.
• Medical handovers between doctors took place twice a
day.
Major incident awareness and training
• The trust has a major incident plan, including plans for
the provision of additional Critical Care beds where
required.
• There was a local emergency preparedness and
response policy, which included a flow chart for the
Critical Care unit. This was in line with the trust’s major
incident policy.

Are critical care services effective?
Good

–––

The effectiveness of the critical care service was good
despite the trust had problems with the completeness of
ICNARC data which had been not been submitted for two
years. There was some local mitigation, through the
collection of critical care minimum data sets; however, they
were unable to benchmark their data against other units
over this period.
The critical care minimum data sets showed a lower than
expected risk adjusted mortality for the Neuro-Critical Care
Unit and a risk adjusted mortality within acceptable range
for the Intensive Care Unit. The critical care units were
compliant with national guidelines including National
Institute for Health and Care Excellence (NICE) guidelines,
Association of Anaesthetists of Great Britain and Ireland
(AAGBI) guidelines and the use of care bundles. These were
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audited regularly, with good evidence of compliance. There
was a strong focus on the early identification, assessment
and treatment of patients with sepsis and the role of rapid
response team was effective in managing these patients.
The online education resource developed within the
Neuro-Critical Care Unit is seen as an example of
outstanding practice. The Neuro-Critical Care Unit team
had a built an online educational platform which was
made available to all local trainees and to trainees
nationally and internationally. Best practice guidelines,
including regular journal clubs to review new evidence for
best practice was held on this website and was available for
local, national and international trainees.
We saw a strong ethos of multidisciplinary working
amongst all members of the team within critical care. Staff
worked collaboratively, supporting each other on a daily
basis in delivering care. There was regular access to allied
health professional staff during the week, however this
service was not being provided over the weekends. Both
units were supported by a pro-active nutritional team who
reviewed all patients and provided dietician input.
Additionally, they carried out regular audits across the units
and produced newsletters highlighting areas for
improvement of practice. Work done had been presented
nationally at conferences and had won awards.
A recent recruitment campaign had helped increase the
nursing numbers, but left a more dilute skill mix with 40%
of nursing on the John Farman Intensive Care Unit and 47%
on the Neuro-Critical Care Unit completing their certificate
in critical care. Funding and the ability to release staff on
training were seen as the major challenges in achieving the
national standard of 50%. New staff were supported on
starting work in the unit, with a dedicated mentor
identified to aide induction and training.
All patients admitted on to the NCCU received a capacity
assessment, and decisions on their care taken accordingly
in line with legislation.
Evidence-based care and treatment
• Care within the intensive care units was being provided
in line with best practice guidelines with care bundles
including ventilator care bundles and central line care
bundles in use.

• Use of care bundles was audited and showed 81%
compliance with the use of ventilator care bundle. The
various care bundles have been incorporated
electronically on to the trust electronic record system.
• All patients admitted to critical care received an
assessment on rehabilitation requirements in line with
the NICE Clinical Guidance 83 – ‘rehabilitation after a
critical illness’.
• The NICE Rehabilitation after critical illness audit in 2014
showed that 100% of patients at risk of physical and
non-physical morbidity received a comprehensive
clinical assessment and had a subsequent structured
rehabilitation program prescribed including short and
medium term goals. These goals were agreed with the
patient prior to discharge. The audit did find however
those patients were not being provided written
information on discharge. As a result all patients are to
be given a copy of the ‘ICU Steps’ booklet and an
exercise diary on discharge along with their discharge
summary. This was due to be implemented shortly.
• We saw evidence of a review of the most recent AAGBI
guidelines at the clinical governance meeting in March
2015, confirming a move to invasive blood pressure
readings at the ear level to allow an accurate
measurement of blood flow to the brain. An
observational audit was carried out in April 2015 which
showed 100% compliance with the recommendations.
• We reviewed the notes of a patient with sepsis on the
medical ward. Care was given in line with best practice
guidelines with the entire sepsis 6 bundle completed.
The patient was escalated to the critical care outreach
team and the patient was moved in a timely fashion to
the Intermediate Dependency Area for further
management. A retrospective audit of antibiotic therapy
for sepsis in the Intensive Care Unit is currently
underway.
• The Neuro-Critical Care Unit team had a built an online
educational platform which was made available to all
local trainees and to trainees nationally and
internationally. Best practice guidelines, including
regular journal clubs to review new evidence for best
practice was held on this website. Innovative ways to
approach journal reviews, via means of a blog had been
trialled and received excellent feedback. A registrar, who
had trained abroad, told of us that he had used this
website prior to coming into the country.
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• All patients who were potential organ donors were
contacted by a specialist nurse in organ donation. A
review of referrals and the case mix on Neuro-Critical
Care Unit revealed that 100% of patients eligible to be
donor’s had been contacted by the nurse.
Pain relief
• A standardised pain tool was used for the assessment of
a patient’s pain on the ward. Paints requiring analgesia
were provided this in a timely fashion.
• We saw evidence of the pain tool in use and the
subsequent prescriptions of analgesia to support this.
• The critical care unit was supported by the pain team.
Though the service was not provided out-of-hours or
over the weekends, staff reported that they received
sufficient support from the service.
• Relatives of two patients we spoke to felt that sufficient
importance was given to the pain management of their
next of kin.
Nutrition and hydration
• The critical care service had access to a dedicated
dietician. We examined the records of 15 patients across
critical care and saw that all patients had been assessed
for the risk of malnutrition on admission. Audits of the
nutrition screening tool were carried out by the nutrition
team and results shared to raise awareness of the
importance of regularly weighing patients on the
Intermediate Dependency Area.
• The dietician worked closely with the nursing staff and
doctors to identify nutritional requirements of patients.
Patients requiring nutritional support had prompt
access to emergency feeds and bespoke feeds to meet
their nutritional requirements.
• Strict fluid monitoring systems were in place to monitor
the amount of fluid given to patients and their hydration
status was reviewed daily on the ward round.
• The nutrition team carried out an audit to compare
practices of feeding critically unwell patients and
compared the Neuro-Critical Care Unit and Intensive
Care Unit. Results from this audit were presented and
received national recognition and the results
heightened awareness of feeding and fasting practices
on both units. They also produce regular newsletters to
promote education in the department with issues such
as feed interruptions and a summary of recent research,
critical care protocols and service improvements
highlighted.

Patient outcomes
• The critical care department last submitted data to the
Intensive Care National Audit and Research Centre
(ICNARC) case mix program in 2012/2013.The trust had
problems with the completeness of ICNARC data which
had not been submitted for two years. Locally there was
some mitigation in the collection of local data sets. This
meant that there was no benchmarking of the unit in
comparison to similar sized units in other trusts.
• We were informed that the reason for non-submission
was due to staff changes and secondments around the
new electronic records system. The data collection
within both critical care units was therefore not collated
during this period and staff were not confident of the
quality of the data being collected.
• The trust had started submitting data to ICNARC in
December 2014. The first report from ICNARC would be
available to the trust around May 2015.
• The units were collecting the critical care minimum data
set which allowed the units to review patient mortality,
re-admissions within 48 hours and the median length of
stay over this period. There was no trend analysis done
on this data and no thematic reviews performed on the
reasons for re-admission. Risk adjusted mortality during
the entire two year period remained low on the
Neuro-Critical Care Unit (0.56) and within an expected
range on the Intensive Care Unit (0.94). In March 2015,
the median length of stay on the John Farman Intensive
Care Unit was 3.75 days and on NCCU was 4 days
(national average of 5 days).
Competent staff
• The education, training and development of nursing
and health care assistant staff across the 3 critical care
units (Neuro-Critical Care Unit, Intensive Care and the
Intermediate Dependency Area) is supported by a
critical care practice development team, led by a senior
education nursing lead and supported by practice
development nurses on each unit. There are 7.5 whole
time equivalent clinical educators to support staff
across all units which is more than the national average,
• The Intensive Care Unit and Neuro-Critical Care Unit do
not currently meet the core standard of 50% of
registered nurses having a recognised critical care
course. 40% of nursing on the JF unit and 47% on the
Neuro-Critical Care Unit had completed their certificate
in critical care. Funding and the ability to release staff on
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training were seen as the major challenges in achieving
the national standard of 50%.The recent recruitment
campaign has helped bolster the nursing establishment,
but has left staff with a more dilute skill mix.
All new staff undertake a foundation in intensive care
programme during their first year. Prior to commencing
shifts, all new nurses are supported through a period of
being supernumerary on the rota with a designated
mentor. New band 5 nurses have a 3 month
preceptorship course. Nurses recruited from other ward
areas without critical care skills are supernumerary for a
month and nurses with known competence in critical
care, for 2 weeks.
We spoke to a recently qualified band 5 nurse, who
confirmed this process and was complimentary of the
support they had received when they started working on
the unit.
There was a drive to promote leadership within senior
nurses, who were given opportunities to do education
courses, mentorship training and formal management
and leadership courses.
Staff on the Neuro-Critical Care Unit have access to an
advanced trauma workshop, which had been endorsed
by an associated university.
All new Healthcare Assistants (HCA’s) within critical care
are now required to complete the ‘Care Certificate’ in
line with the recommendations form the Cavendish
report and Health Education England. Existing HCA’s are
provided training through modules in infection control
training, confidentiality and nutrition.
All staff we spoke to have either an up to date appraisal,
or had one booked in. Staff were encouraged to identify
their learning needs and these were discussed during
the meetings.
Junior doctors were appointed an educational
supervisor who appraised their performance during
placements. Data from the annual GMC survey shows
supervision provided for junior doctors in line with
national averages.
All consultants on both units had regular appraisals
done locally and were up to date or had a date set for
re-validation.

Multidisciplinary working

• We observed collaborative working within the
multidisciplinary team. Nursing staff attended the
morning handover with the doctors and the entire
multi-disciplinary team had a daily meeting to discuss
all the cases on the unit.
• Critical care pharmacists, microbiology teams and
physiotherapists and occupational therapists attended
the daily meeting, to provide their clinical input.
• The rapid response team provided a valuable outreach
service into the wards to support the care of unstable
patients on the ward and to provide follow up for
patients recently discharged from critical care.
• The Intermediate Dependency Area worked as an open
unit, allowing various specialities to transfer patients for
increased monitoring on the unit. Patients on IDA would
remain under the care of the consultant under whom
they were admitted to hospital and would continue to
be reviewed regularly by them.
• The rapid response team were available to provide
support to nursing and medical staff for these patients,
providing an easy pathway for critical care review, and
admission, when necessary.
Seven-day services
• Critical care services were consultant led seven days of
the week on the Intensive Care Unit and Neuro-Critical
Care Unit. All patients were reviewed twice daily, on all
days of the week.
• The rapid response team was led clinically by a middle
grade doctor and an outreach nurse with training in
critical care. This service was provided 24/7. There are
plans to make this service consultant led, seven days a
week, from September 2015 when a newly appointed
consultant will commence their contract.
• Physiotherapists worked a dedicated critical care rota,
five days a week. There was no routine access to
physiotherapy services over the weekend. However, if a
physiotherapist was urgently required, the on-call
physiotherapist (who covered the rest of the hospital)
could be paged for assistance.
• Pharmacy services within critical care also provide a
five-day service. Consultant Leads on the JF Unit
recognised a need to have seven-day services. An
emergency supply and advice service is available via the
on-call pharmacist outside of pharmacy opening hours
and via the inpatient dispensary services at weekends
and bank holidays.
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• Radiology services, including access to urgent CT scans
were available 24/7. Staff on Neuro-Critical Care Unit
spoke highly of the service provided by the radiology
team.
Access to information
• All patients admitted on to the critical care unit had
their medications reviewed by the pharmacist and
compared to the medications they were on, prior to
admission. A robust process of data sharing had been
established with general practitioners in the local
community to ensure that information required for the
management of patients was available.
• All patient discharged from the unit had a detailed
discharge summary completed, outlining key events on
the unit and outstanding issues requiring management.
• All patients admitted on to the unit were offered a follow
up appointment on discharge. Results from this review
were shared with the general practitioner, including
information regarding the psychological well-being of
the patient in order to aide on going management
within the community.
Consent and Mental Capacity Act (include Deprivation
of Liberty Safeguards)
• All patients admitted on to Neuro-Critical Care Unit
received a formal mental capacity act assessment.
Patients who were found, not to have capacity to make
decisions had decisions made in their best interest (if
the treatment was seen to be lifesaving).
• We saw evidence of a patient who had a head injury
who, during the observation period, wanted to leave the
department. A formal capacity assessment showed that
they did not have the capacity to make a decision
regarding discharge. A second opinion was sought from
the psychiatry team, following which deprivation of
liberty safeguard was appropriately put in place.
• Where possible, when a patient lacked capacity, family
were involved early in the decision making process to
ensure that they were involved in all decisions taken.

Are critical care services caring?
Outstanding

–

Overall we rated caring throughout the critical care service
as outstanding. Whilst staff shortages to provide care were

frequent staff were dedicated to providing compassionate
care to patients. Staff were regularly seen to be going the
extra mile to provide care to patients and considered
providing good care to patients and their relatives their
highest priority. We found staff to visibly compassionate,
with widespread examples of good care including talking to
patients and explaining procedures, even if heavily
sedated.
Relatives were welcomed on the ward and their role in
looking after patients was recognised by staff. Carers were
encouraged to help looking after patients, if they wished to
and medical and clinical staff alike took the time to ensure
carers were kept abreast of progress in their loved one’s
condition.
Staff were insightful on the emotional impact of admission
on to critical care for patients and carer’s alike. We saw
examples of staff calling relatives at home to check on their
wellbeing and when a relative was dying the staff who had
the relationship with the family stayed until they were
ready for them to go despite their shift finishing hours
earlier. Patients and carer’s alike were very complimentary
of the dedication and compassion shown by staff in
providing care.
We shadowed a nurse during a consultation with a patient
in the follow up clinic. The impact nightmares were having
on the patient’s health were explored and
recommendations for further psychological support made.
Compassionate care
• Staff were compassionate and caring towards all
patients. We saw staff talking to patients, even if they
were heavily sedated to explain all aspects of care being
delivered.
• Even though they were restricted on the amount of time
they could spend with patients when activity was high,
members of the team identified with the caring aspects
of their job as a high priority in delivering patient care.
This was visible in the staff interactions with patients
and relatives.
• We observed staff taking time to communicate with a
patient who was too unwell to talk; staff interpreted
their facial expressions and provided care accordingly.
• Curtains were drawn when providing personal care and
staff always introduced themselves to patients prior to
delivering care, even if they were sedated. Mouth-care
was provided regularly for all patients.
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• We observed multiple examples of very caring staff and
doctors on the Intermediate dependency area,
including one doctor who stopped to re-arrange a
patient’s bed space to ensure that she could reach her
call buzzer.
• We observed only one poor example of caring on the
Intermediate Dependency Area, when a doctor walked
into a cubicle which had curtains drawn around it with
junior doctors and proceeded to have a short
conversation with a patient who was on the commode.
The patient’s privacy and dignity was not respected and
the conversation uncaring, simply stating that the
patient was going to be stepped down from the
Intermediate Dependency Area to a ward. We observed
after this that the medical staff from, the unit went to
speak with the surgical team about their behaviour and
addressed the situation immediately.
• On the Intermediate Dependency Area, we saw staff
assisting patients feeding and drinking. They were
patient and unhurried and engaged in conversation
with the patients throughout the interaction.
• One patient’s relative told us that when staff heard a
patient being referred to by an alternative name that a
patient liked being called by, they made a note of it an
ensured other members of the team were aware of this.
• Feedback from patients through follow up clinics and
questionnaires highlighted staff going the extra mile,
with on patient writing “thank you for the wonderful
care, especially the hair wash”.
Understanding and involvement of patients and those
close to them
• We saw staff taking time to welcome relatives on to the
wards and provide detailed updates on the progress in
the care of their loved one. They avoided technical
jargon during the explanation, checked understanding
and were patient with questions asked. Relatives told us
that they were, “made to feel welcome” when they
visited, and were, “well looked after by very caring staff”.
• We were also told about how staff took time to explain
every procedure to them, as well as to the patient (even
though they were unconscious) and would tell relatives
what they should expect to see when they next came
back.

• On the Neuro-Critical Care Unit, we saw staff explaining
to relatives the need to shave the hair off a young
woman to facilitate surgery and to explain what she
might look like when they next came to visit her, post
operatively.
• Relatives were encouraged to help nursing staff with
basic care, if they wanted to do so. We saw evidence of a
patient’s relative staying with them when they were
being rolled, and constantly talking to her and
re-assuring her through the process.
• One relative informed us of their experience in
highlighting to staff that they felt that their relative’s lips
were dry and cracked and that afternoon and they
observed the nurses applying lip balm to the patient.
They highlighted the staff’s responsiveness to their
concerns in their feedback to us.
Emotional support
• Staff on all 3 units spoke to us, around the emotional
impact of admission to critical care on the mental
health for patients and carers. They told us about the
importance on the one-to-one interaction and
recognised their role in supporting patients and families
during their admission.
• A relative on the Neuro-Critical Care Unit, with a
background in healthcare, praised the staff on the unit
and shared their experience of conversations with
doctors and nurses on the telephone and in person
from the time they arrived on the unit to now. They
shared that staff spoke with them in an unhurried and
patient manner and that staff gave them “all the time
they needed” to understand the events leading to
admission and to ask questions.
• Another relative shared how staff had called them
pro-actively when their relative was admitted to check
on their wellbeing and ensure that they were okay.
• We sat in with the lead nurse during the follow up
appointment of a recently discharged patient. With the
aide of the patient’s diary, the nurse re-visited the
patient’s stay on the unit. The nurse had detailed
discussions with the patient on their emotional health,
and the impact of recurrent nightmares on their
well-being. A detailed discharge letter was provided to
the patient’s general practitioner, recommending further
psychological support for the patient.
• The nurse told us, that they had put forward a plan for
dedicated psychological support with the clinic and was
hopeful that this would be implemented in the near

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

Criticalcare

Critical care
future. The patient was very complimentary of the clinic
interaction and told us that they were “very glad” that
they came for the appointment, and praised the critical
care team for their attention to detail in providing care.

Are critical care services responsive?
Requires improvement

–––

Overall, we rated the responsiveness of the critical care to
the individual patient’s needs as requiring improvement
because there was a high bed occupancy across critical
care with delays in the discharge of one in three patients
admitted to critical care. As a result, patients were being
discharged out of the unit during the night from both the
Intensive Care Unit and Neuro-Critical Care Unit. There was
a poor flow through the hospital which contributed to the
delayed discharges from the unit due to a lack of bed
capacity throughout the hospital. Patients discharged
out-of-hours were reviewed by the rapid response team on
the ward on the same night of discharge with continued
reviews the following day. Whilst we found no evidence of
high bed occupancy and delayed discharges having a
significant impact on elective or emergency admissions to
either unit, they did have an impact on patient experience,
which was well recognised by staff and senior management
alike and was on the risk register.
We saw examples of the modification of services offered to
meet the needs of local people, captured through twice
yearly focus groups. Through this focus group, real change
had been implemented including improving the transition
of care from Intensive Care Unit to the ward, establishment
of a quiet/interview room for doctors to speak to relatives
on the Neuro-Critical Care Unit, re-design of the relative’s
room and the design and pilot of an application for a
mobile tablet to help patients with a tracheostomy in place
to communicate.
Patients discharged from the critical care unit were invited
to a follow up clinic to review their progress. A summary of
this consultation is then provided to the patient’s general
practitioner to facilitate on-going care within the
community. Through the use of patient diaries, staff were
able to document the patient journey through critical care.
This was reviewed during their follow up appointment to
aide memory and recall.

We saw innovative practices aimed at helping patients
communicate with staff including trolleys with various
communication aides like letter boards, pictures, words
and the aforementioned mobile tablet application.
Relatives visiting their loved ones in hospital were allowed
flexible visiting hours and given discounts coupons for
parking charges.
Patient complaints were dealt with promptly through
organised meetings with the patient liaison team and
written replies back to patients.
Service planning and delivery to meet the needs of
local people
• Staff and patients on the unit worked collaboratively to
identify the needs of local people and design services to
correspond to this. An interview/quiet room had
recently been fitted on the premises within the
Neuro-Critical Care Unit to provide a private
environment for staff to speak to relatives. The relative’s
room was also refurbished to ensure comfortable
seating for carer’s.
• On the Intensive Care Unit, a junior doctor jointly
developed an application for a mobile tablet called “My
ICU Voice” to enable patients who had a tracheostomy
in place to communicate with staff. Funding for the
tablets was jointly secured through the trust and
through a charitable donation. We saw the use of this
application during our inspection which was an
example of outstanding practice in response to patient
needs.
• One relative shared with us that they found the “fact
sheets” that had been printed out and left for relatives in
their waiting room as helpful and informative for them
during their time in critical care.
Meeting people’s individual needs
• The unit had good links with the learning disabilities
nurse. The nurse was being called pro-actively when a
patient was identified to have a learning disability and
an individualised care plan being formulated as a result.
We observed this on the Intensive Care Unit where the
staff identified that a person who had come to them
unconscious had woken up and staff recognised that
they had a learning disability and would require the
support of the specialist nurse.
• All patients on the Intensive Care Unit and Neuro-Critical
Care Unit were asked to complete a depression scoring
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tool during their rehabilitation period to identify
specialist requirements in a timely manner. Patients
who were identified as requiring further assessment
were referred to the psychiatry team and their progress
was reviewed during the follow up clinics.
Patients were invited to a follow up clinic with plans in
place to include a clinical psychologist within the
service offered. We followed patients through this
service and found it to be an extremely well run service.
Feedback was collated within the clinic and was very
positive and detailed the caring nature of the nurse
running it and the support they have received as a
result.
Patient diaries were developed across the service. Staff
filled in details of daily events, which patients got to take
home. This helped patients orientate themselves with
the care they were provided and featured strongly in the
positive feedback received. The patient diaries were
reviewed during their follow up clinic appointment.
The Speech and Language Therapy team (SALT) had
designed and implemented a trolley system that
contained various communication aides to help
patients communicate with staff. This included letter
boards, individual alphabets, words and pictures.
Within this trolley there were different types of call
buzzers that patients could use to alert staff to
particular needs. For example, on Neuro-Critical Care
Unit, a buzzer was developed to be attached on to the
side of a patient’s head, if they had lost function of their
arms.
On both critical care units, staff were flexible about
visiting times. Relatives told us that, on the day of
admission they were allowed to be with their loved one
all through the night. They never felt pressured to leave
the ward and were provided refreshments through the
night.
Relatives of patients admitted to hospital were also
given car parking discounts to allow for them to visit
their relatives more frequently.
Patients were offered a variety of meals on the
Intermediate Dependency Area to meet specific dietary
requirements. For example, we saw patients being
offered Halal and Kosher meals on request.

Access and flow

• Length of stay and delayed discharges had a significant
impact on the flow of patients from the critical care unit.
The hospital bed occupancy was at 98% at the time of
our inspection which impacted on the timely discharges
of patients to the ward areas. .
• Trust wide, length of stay for patients and delayed
discharges was seen as a significant risk to flow. This
was having an adverse impact on the critical care unit
with more than 1 in 3 patients on both units having a
delay in discharge over the calendar year in 2014. Thrice
a day, the bed capacity was reviewed trust wide and on
the critical care units. . Patients on the unit ready for
discharge were identified early; however this was not
having a significant impact on aiding patient flow.
• Bed occupancy for the critical care service was high. In
March 2015, bed occupancy on the Intensive Care Unit
was 93% and 95% on the Neuro-Critical Care Unit. In
February, the average occupancy was 113% on the
Intensive Care Unit and 109% on Neuro-Critical Care
Unit. This meant that patients were occasionally being
provided care by the critical care team in areas outside
of the critical care unit.
• Data was being collected locally to ascertain the impact
on of bed occupancy on delays in admission of patients
on to the unit and cancellations of operations owing to
lack of critical care beds. During January and February
2015, the Intensive Care Unit had 14 elective admissions
in each month. There were no cancellations of any
elective surgery in either month owing to an
unavailability of beds.
• During the last six months, two emergency surgical
procedures were cancelled owing to the lack of
availability of a critical care bed. Data reviewed between
February and March 2015 showed there were 152
patients admitted to the Intensive Care Unit. All of these
patients were admitted within four hours of a decision
taken to admit, in line with the Faculty of Intensive Care
Medicine / Intensive Care Society Core Standards for
Intensive Care Units (Edition 1) standards. In April, two
patients have had to wait longer than four hours for
admission. On the Neuro-Critical Care Unit, 163 patients
were admitted in February and March 2015. All patients
were admitted within four hours of a decision to admit.
In December 2014, it was documented in the admissions
book that one patient had to wait for 18 hours in the
emergency department for admission and one patient
waited for four hours in January. The trust clarified that
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on review of the patients’ medical records they believed
that the patient only waited for two hours once the
decision had been made to admit to an intensive care
bed..
An internal audit was carried out within the Intensive
Care Unit between January to March 2014. The notes of
102 patients were reviewed. The median time to
admission to the JF unit from referral was 102 minutes.
As a result of the difficulties in flow, patients were also
being discharged later on in the day. In March 2015, 16
out of 65 patients (25%) on the Neuro-Critical Care Unit
and 15 out of 54 (28%) were discharged between 22:00
and 07:59. In February, 36% of patients on the
Neuro-Critical Care Unit and 21% on the Intensive Care
Unit were discharged out of hours. .
Patients discharged out-of-hours were reviewed by the
rapid response team on the ward on the same night of
discharge with continued reviews the following day.
However the delays overnight did have an impact on
patient experience, which was well recognised by staff
and senior management alike and was on the risk
register.
In March 2015, there were three non-clinical transfers
out from the Neuro-Critical Care Unit to the John
Farman Unit. There were no non-clinical transfers from
the Intensive Care Unit in this month.

Learning from complaints and concerns
• Over the last year, critical care services at Addenbrooke’s
hospital have received only one formal written
complaint. Feedback, provided informally to the
department included anxiety around the discharge
process for patients and the transition to ward based
care. In response to this, the staff have started planning
discharges in advance including preparing patients for
the transition to ward based care.
• Complaints that came through the Patient Advice and
Liaison service (PALs) were flagged up to the consultant
staff and would have a lead nurse and doctor assigned
to the complaint. Meetings were organised with the
family to attempt local resolution. Minutes were taken
during these meetings and a formal written response
provided to the families.

Are critical care services well-led?

Requires improvement

–––

Whilst we found strong leadership at ward level, there was
a clear disconnect between the local leadership and
leadership at divisional management level and between
the division and the executive team. There was a drive from
the executive team to devolve leadership responsibilities to
the divisional level. This resulted in a significant
re-structure of the leadership to critical care services. Whilst
progress has been made, the critical care lead recognised
that there was more work to be done with shared learning
and consistency within the governance processes of both
units. A new clinical director had been appointed to the
Intensive Care Unit to improve inter-departmental working.
The nurse staffing issues and lack of data submission to the
ICNARC case mix program had been escalated at divisional
meetings but presentations had not been made at board
level. However, over a period of 2 years, neither issue had
been appropriately responded to and ultimately there was
a risk to patients and staff within the service and to the
contracting of intensive care services at Addenbrooke’s
hospital with in the absence of robust and comparable
clinical outcome data. Both critical care units have since
started submitting data to the case mix program, however
staffing within the unit continues to remain a significant
challenge
The nursing and medical staff displayed a strong culture of
placing patient needs first was visible from all staff
members. Staff described the team as “one family”, who
always looked to help and support one another. They did
however acknowledge that the lack of staffing and the lack
of importance given to this was having an effect on the
morale of staff.
We found a strong culture of innovation and improvement
within the department. Both critical care units had been
and continue to be involved in a number of research
studies, furthering the reputation of the hospital as a centre
for cutting edge research. The online educational resource
developed by the Neuro-Critical Care Unit team is seen as
an example of outstanding practice with educational
resources aimed not only at local trainees, but trainees
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nationally and internationally. Work done by the nutritional
team around the management of multiple trauma patients
has been presented at an international conference and
won awards.
Clinical Governance meetings and business meetings were
held regularly, and in various formats to engage all staff
members. During these meetings a range of topics,
including clinical incidents, risk assessments, feedback and
complaints were reviewed with learning disseminated to
the staff.
Vision and strategy for this service
• Medical and nursing staff spoke unanimously of
recognising the trust’s vision of ‘Together –safe, kind and
excellent’ and applying this on a daily basis to the care
they were providing. Staff on all units were committed
to providing excellent care for patients and worked
together collaboratively to achieve this.
• Going forward the clinical leads identified the need to
improve the collaborative working between the critical
care units through joint business meetings and clinical
governance meetings. A new clinical director has been
appointed for the JF unit with a primary objective to
improve inter-departmental working.
• A new consultant with a research portfolio has been
appointed to commence work in September 2015 with a
view to help, the rapid response team aim to provide a
seven day consultant led service and to improve the
profile of research opportunities within critical care
through the establishment of a lung injury lab.
Governance, risk management and quality
measurement
• Business meetings are across the critical care service
and the Intermediate Dependency Area fortnightly
between senior clinicians and nurses and include a
review of activity on the unit and identify any problems
or concerns over the preceding fortnight with a forward
look ahead to the upcoming fortnight. Staff found this a
useful meeting to exchange ideas.
• Morbidity and mortality meetings were held 1-2 monthly
and reviewed all the deaths on the JF and Neuro-Critical
Care Unit. Minutes from the last meeting included
discussions around the impact of human factors, the
work environment and individual behaviour in the
provision of care.

• Clinical Governance meeting were held quarterly,
separately for the Neuro-Critical Care Unit and Intensive
Care Unit. These were well attended by the clinical
directors, senior clinicians, matron, senior nurses and
operational managers within the division.
• During each meeting, there was a review of clinical
incidents, risk assessments and the risk register,
feedback from the most recent patient focus group, a
review of morbidity and mortality within the services
and a review of education and training provision.
• Concerns from these meetings are taken forward via the
risk register and actions are reviewed monthly, with
evidence of actions being completed and risks
mitigated and reduced. There was however, minimal
sharing of learning between the two units providing
critical acre services. There was recognition at the
divisional level that this was required, however this had
not been put into place.
Leadership of service
• We found evidence of strong leadership at the local level
on the Intermediate Dependency Area, Neuro-Critical
Care Unit and Intensive Care Unit, but staff expressed
frustration of escalating issues through the clinical
division to get action. We reviewed examples of
concerns relating to bed occupancy, discharges, and
staffing numbers which had been escalated with little or
no action taken.
• Nurse staffing issues and lack of data submission to the
ICNARC case mix program had been escalated at
divisional meetings and presentations made at board
level, however over a period of 2 years, neither issue
received sufficient traction. Both critical care units have
since started submitting data to the case mix
programme. Issues regarding staffing had been
consistently raised with senior management. Staff had
identified the need for the nursing establishment to be
increased to 22 whole time equivalent staff; however
they were told that they would first need to recruit to
existing vacancies and the staffing establishment would
be reviewed in the bi-annual review, next in May 2015.
• During the implementation of the trust’s electronic
record system a decision was taken locally within critical
care to send clinical, nursing and administrative staff to
help in the design and implementation of the system. As
a result, when the system was launched, the critical care
was unit staff were well trained and ready to make the
move on to the new system.
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• The critical care unit had a higher turnover of nursing
staff than they would have liked over the past year.
Senior management worked with the human resources
team to ensure all staff leaving had an exit interview.
This identified that a majority of staff left to re-locate to
another geographical area or to take up a more senior
position.
• A staff well-being questionnaire and identified staff
stress as an issue. Regular debriefs with the staff were
arranged post this questionnaire. Staff we spoke to
recognised the work that had been done with regards to
their well-being and were very complimentary of the
educational opportunities and support they received.
Since the questionnaire, staff retention has remained
stable within the service.
• There was a drive at trust level to devolve leadership
accountability and responsibilities to the divisional
level. Prior to the move, clinical directors would
individually be in charge of the Neuro-Critical Care Unit
and Intensive Care Unit. With the appointment of a
divisional team, clinical leads expressed a view that
there was decreased access to the medical director as a
result of the re-structuring. This was not seen to be
negative, but acknowledged that the structure was still
in its infancy and needed time to embed.
Culture within the service
• There was an open culture within the service with staff
visibly placing the needs of the patient at heart of their
work. This was visible amongst all staff members.
• Nurses and doctors supported one another and worked
collaboratively to ensure provision of safe and effective
care. Staff described the team as “one family”, who
always looked to help and support one another. They
did however acknowledge that the lack of staffing and
the importance given to this was having an effect on the
morale of staff.
• Staff felt frustrated and expressed concern that they
were working very hard and were not able to regularly
take breaks in their shifts without compromising patient
safety. Senior nurses told us that the practice of care
grouping was becoming “normal working” now, and
they found this concerning as it “had been going on for a
long time.”
• There was culture of learning within the department,
with staff encouraged to report clinical incidents and
evidence of learning from them.

• The multi-disciplinary team worked effectively together,
recognising the varying skill mix and working efficiently
together. Staff from around the hospital identified the
open culture within critical care and their willingness
and approachability in helping out with patient care.
• Patients were very complimentary of the care provided
and highlighted the strong teamwork within critical care
in their feedback to us.
• There was an open culture with regards to staff feeling
able to raise concerns they had about the service and
they provided us with examples of when they had raised
concerns they had about staffing or equipment with
support from their managers. However there was a
disconnect with staff raising concerns and those
concerns being acted upon by the senior divisional
management team.
Public and staff engagement
• We saw examples of outstanding practice with the
organisation of twice yearly focus groups within
Neuro-Critical Care Unit and Intensive Care Unit to
capture feedback from patients and relatives who had
used the service. Feedback sessions for the service were
well attended and feedback was that the service was
highly rated amongst patients and relatives.
• Examples of feedback from the focus group included
patients feeling ‘abandoned’ when they were
discharged from the critical care service to the ward. As
a result of this a new patient information sheet was
developed to prepare patients and relatives for the
transition to ward areas and a project group had been
established to review transition for patients and
relatives when they leave critical care.
• Concerns regarding the relatives’ room were also raised
within this group, as a result of which a new interview/
quiet room was fitted on the premises within
Neuro-Critical Care Unit and the relatives’ room
refurbished. Feedback post the refurbishment
highlighted the good facilities made available for
relatives.
• Nurses and doctors spoke very highly of the senior
nurses on the ward and the consultants and identified
the support they have received in providing care with
limited resources. Senior nurses organised regular
“Band 5” meetings to engage with junior nurses. Nurses
highlighted the effectiveness of this meeting in voicing
concerns and the support they received from senior staff
to do so.
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• Staff were encouraged to contribute towards quality
improvement within the department. We saw evidence
of innovation and service improvement projects which
were led by staff on the unit. Junior doctors had, in
collaboration with patients, developed a
communication aide to assist patients with a
tracheostomy in situ to communicate their needs to
staff.
Innovation, improvement and sustainability
• A full time nurse with a specialist interest in medical
research had recently completed studies within the
department including a study on the cost effectiveness
of early nutritional support, the HARP 2 (a study to
reduce the impact of acute lung injury) study, IMPRESS
study (a study on lung cancer) and ISOC 2 study (a study
into clotting disorders).

• The units were involved in a number of on-going studies
including the LEOPARD (a study of sepsis), and PEACE (a
study of kidney failure) studies showing their
commitment towards research and development.
• Work done around the nutritional management of
multiple trauma patients was presented at the
international Society of Physical and rehabilitation
medicine conference in 2014 and the team won a prize
for this work.
• All units are required to submit data to the East of
England Critical Care Network as an exercise in
continuous improvement of services provided; however
the service did not submit all the required data sets
from the ICNARC programme. Within the group, there
was exchange in performance data and information
sharing across the educational leads from each hospital.
Hospitals within the network worked collaboratively to
share learning.
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–––
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–––
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–––
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Inadequate

–––

Overall

Inadequate

–––

Responsive

Information about the service
The Rosie Hospital is a purpose built women’s and
maternity hospital which is located adjacent to
Addenbrooke’s Hospital in Cambridge. The Rosie Hospital
serves the local population of Cambridgeshire, extending
to parts of North Essex, East Hertfordshire, Suffolk and
Bedfordshire, and specialist services in high risk obstetrics
and fetal and maternal medicine are provided to the whole
of the eastern region. Women’s and maternity services are
provided under one directorate, led by a divisional director,
supported by a divisional lead nurse, and associate
director of operations, divisional finance lead and a
divisional workforce lead.

leads, managers, midwives, consultants, doctors, nurses,
anaesthetists, sonographers, support workers,
administrators and domestics. We also reviewed 12
people’s care records.

Women’s services include general, emergency and
specialist gynaecology services delivered from an inpatient
gynaecology ward (Daphne ward) and numerous
outpatient gynaecology clinics. Maternity services include
an early pregnancy unit, maternal and fetal medicine
outpatient department, maternity assessment unit,
antenatal ward (Sara ward), delivery unit, birthing centre,
two maternity theatres, post natal ward (Lady Mary ward),
ultrasound department and an obstetric physiotherapy
department. There are 91 beds dedicated to the women’s
and maternity directorate and during April 2014 and March
2015 the hospital had 5729 deliveries.
During our inspection we visited all areas listed with the
exception of the physiotherapy department and the IVF
unit, which is provided by the trust but at another location.
We spoke with 17 people who used the service and 70
members of staff including senior managers and service
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Summary of findings
We found serious concerns regarding the safety
arrangements in the maternity services which were not
replicated in the gynaecology service. These related to
the environment, equipment, lack of recording of risk
assessments and substantial midwife shortages. There
were continued thematic incidents reported, relating to
fetal heart rate (FHR) monitoring, with limited evidence
of changes in practice to improve safety. We found that
the suitability, safety and maintenance of many types of
equipment throughout maternity services were
unsuitable. In the birthing unit, the environment was
also found to be unsafe owing to poor ventilation
whereby high Nitrous Oxide (gas and air) levels
exceeded the safe “Work Exposure Level” (WEL) which
the trust had known about since 2013.
In maternity, numerous and essential patient risk
assessments including venous thromboembolism (VTE)
and early warning score (EWS) assessments were not
being completed. Staff raised concerns to us that the
maternity record system was potentially unsafe due to a
combination of electronic and paper records being in
use and being used inconsistently. However in
gynaecology services risk assessments were undertaken
in a timely and comprehensive manner. Across both
services there were substantial and frequent staffing
shortages, for all disciplines, which further increased the
risk to people who used the service. This included
medical and midwifery staffing numbers which were
below national standards.
Whilst there were up-to-date evidence-based guidelines
in place, we were concerned that these were not always
being followed in maternity. This included FHR
monitoring, VTE and early warning score guidelines.
Staff were competent and understood the guidelines
they were required to follow, however, lack of staffing
and familiarity with the computer system (EPIC) made
this difficult. Since the introduction of EPIC, outcomes of
people’s care and treatment was not robustly collected
or monitored. For example, there was no maternity
dashboard available since December 2014. However, we

did observe good practice in terms of audit, effective
multidisciplinary team working and that staff
consistently had the right skills, qualifications and
knowledge for their role.
Termination of Pregnancies (TOPs) for fetal anomalies
took place on labour ward after 12 weeks of pregnancy.
Therefore women experiencing this service were cared
for throughout in rooms without sound-proofing. This
meant they were often next door to laboring women
and crying babies. However, we found that people were
consistently treated with dignity, kindness, and respect
throughout services.
There was a lack of service planning across the
directorate in relation to workforce planning, capacity to
meet service demand and because there was no
long-term plan to address the high levels of maternity
closures. The maternity unit was closed 37 times
between July 2013 and April 2015 mainly due to a lack
of capacity or insufficient staffing. Referral to Treatment
Times (RTT) for gynaecology patients were not being
met in relation to national expectations, but we found
that this was being addressed appropriately.
At unit level we observed examples of excellent
leadership principles; however, leadership of the
directorate overall required improvement. This was
because senior managers had not responded
appropriately or in a timely way to known and serious
safety risks, there was a general lack of service planning,
and because key performance data was not being
collected robustly and therefore not being analysed. We
recognised that EPIC was the root cause of the problems
with data collection, and that prior to its introduction in
October 2014 many of the data collection issues were
not apparent, however, improving this issue was not
seen as a priority.
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Are maternity and gynaecology services
safe?
Inadequate

–––

We found that the current safety arrangements in maternity
and gynaecology services were inadequate due to the
issues we evidenced in the maternity service. There were
continued thematic incidents reported within the
maternity service, relating to fetal heart rate (FHR)
monitoring, with limited evidence of changes in practice to
improve safety. Both services used an “NHS Safety
Thermometer” throughout, which generally demonstrated
safe care. However, this was not displayed in public areas.
Also maternity services did not use a maternity specific
safety thermometer. Some equipment we found was not fit
for purpose. Throughout maternity services we found
an significant amount of equipment which was not
maintained according to manufacturer’s recommendations
and trust policy. There was also no cleaning regime for
some of this equipment. Sonographers shared concerns
that ultrasound equipment was dated because most of the
machines were over eight years of age and therefore
potentially not reliable.
We raised serious concerns to senior managers about the
poor Nitrous Oxide ventilation in the birthing unit where
high levels of Nitrous Oxide exceeded the safe Work
Exposure Level (WEL) since 2013. Whilst the trust had
known about this for two years and had taken steps to
mitigate the impact work on installing low level extraction
in each of the birthing rooms commenced in late April 2015.
Medicine prescribing and administration was good
however we found three examples in maternity services
where medicines, including a controlled drug, had expired.
In gynaecology services we found that risk assessments
were undertaken appropriately and as required and that
the records management system was good. However in
maternity we were concerned that essential patient risk
assessments were not always being completed and that
the maternity record system was potentially unsafe
because there were numerous, inconsistent maternity
record systems in use.
Compliance with mandatory training across the directorate
was 89%. In gynaecology services we found that Early
Warning Score (EWS) systems were in place and being used

correctly. However in maternity services we escalated
concerns to senior managers as EWS completion was poor,
we observed three incidences where high EWS had not
been calculated or escalated appropriately. Staffing levels
across the directorate were unsafe. Medical and midwifery
staffing numbers did not meet national standards and our
concern was heightened given the length of time this had
been going on.
Incidents
• The directorate had not reported any 'never events' in
the past 18 months. 'Never events' are serious, largely
preventable patient safety incidents that should not
occur if the available preventative measures have been
implemented.
• Between February 2014 and January 2015 there were
five serious incidents reported. This included two
confidential information leaks, unexpected admissions
to the neonatal unit, and a safeguarding concern. We
reviewed the root cause analysis reports and found that
these incidents had been investigated fully and lessons
learnt.
• The trust had an electronic incident reporting system in
place. Staff said that they could access the hospital’s
incident reporting system, and understood their
responsibilities in regard to this. Staff could describe to
us what constituted an incident and when they would
raise one. Staff raised concerns to us that they often
stayed over their contracted hours to complete incident
forms due to staff shortages.
• Whilst the trust provided us with a copy of its ‘perinatal
incident trigger list’ for maternity services, staff told us
that they were not aware of this list nor were there
copies of this trigger list in clinical areas to prompt staff.
Staff told us that this list would be very useful if it were
in clinical areas.
• There was evidence that learning from incidents took
place and changes in practice agreed subsequently. For
example, following a series of near miss drug incidents,
staff told us they were encouraged to change their
checking practice when administering medicines, in
view of EPIC medicine charts and last doses.
• In June 2013 an incident occurred in maternity services
regarding FHR monitoring practice. The monitor used
was a cardiotocograph (CTG). There was a coordinating
complaint to the incident which had been not upheld by
the Parliamentary and Health Service Ombudsmen who
recommended that CTG practice needed improvement
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at the trust. The trust stated that this practice is now in
place. During our inspection we found that CTG
monitoring still remained a concern despite changes in
practice being agreed and good communication with
staff about this. This was because CTG practice was not
always in line with the trusts fetal monitoring policy.
We reviewed two sets of patient records and noted that
there was no documentation to confirm that a regular
hourly systematic review occurred—for over two hours
in one case. In both cases there was no evidence that a
‘fresh eye’ check was undertaken at all, throughout
labour. A senior midwife confirmed our findings. Fresh
eyes practice means that another midwife, usually the
labour ward lead, reviews CTG traces hourly.
Staff also told us that ‘fresh eyes’ practice was not
always possible due to staff shortages and because the
lead midwife for labour ward was usually counted in the
midwifery numbers and was too busy. A senior lead
midwife confirmed this.
We were also informed that there had been two serious
incidents reported which involved poor CTG monitoring
practice in the two weeks prior to our inspection. At the
time of our inspection these incidents were under
investigation.The outcomes of the investigations into
these incidents reflected the difficulty of CTG
interpretation which is a recognised complication.
We saw one high risk antenatal woman on the labour
ward who had attended for CTG monitoring, who had
been monitored for more than two and a half hours
without any observation. In the end the woman walked
away from the machine as staff had left her unattended.
We asked a senior midwife why a review of the woman
and the fetal trace had not taken place and they told us
that the midwife allocated was too busy.
Subsequent to the PHSO concerns, the service had
introduced a Thursday CTG meeting, which was an
opportunity for staff to learn from CTG analysis.
However, staff told us that they were not able to attend
these meetings due to high workloads. One midwife told
us, “We don’t regularly get to go as we are too busy”. The
service also introduced an online training module for
CTG interpretation, in addition to the annual CTG
training session run by the trust. Several staff told us
that they had not started this module. Senior managers
confirmed that compliance with this training was not
measured. Therefore it was unclear which staff had
completed this training.

• The trust’s CTG policy reflected the “The National
Institute of Health and Care Excellence; Intrapartum care
2014” guidelines. We found evidence prompting staff to
ensure their practice was in line with this policy, through
risk newsletters and team meetings We also found staff
were familiar with this guidance but observed their
compliance with the policy was poor at times because
of staffing shortages.
• We reviewed minutes from the monthly perinatal
mortality meetings. These reflected discussions and
case reviews by multidisciplinary team members to
consider any changes in practice needed to improve
outcomes for patients. Gynaecology mortality and
morbidity meetings also occurred regularly.
• Senior managers showed awareness of their
responsibility in relation to Duty of Candour and could
give us examples of when they would instigate Duty of
Candour practice.
Safety thermometer
• The NHS Safety Thermometer was used for Daphne,
Sara, Lady Mary and labour ward and the birthing unit
and results demonstrated safe practice. Results for
March 2015 demonstrated 100% harm free care across
the services.
• NHS Safety Thermometer results however were not
visible to patients and visitors throughout the service.
• Maternity services did not use the maternity specific
NHS Safety thermometer which is now available
nationally. A Maternity Safety Thermometer allows
service providers to determine harm-free care but also
records the number of harm(s) specifically associated
with maternity care.
Cleanliness, infection control and hygiene
• In the past 12 months there were no reported
Clostridium difficile infection and no MRSA Bacteraemia
incidents.
• Records confirmed robust domestic cleaning schedules
and all clinical areas we visited appeared visibly clean.
• Support workers, nursing and midwifery staff had
responsibility for certain daily cleaning tasks, which
included daily birthing pool checks and staff performed
these. However, daily equipment checks did not
incorporate cleaning of some equipment. There was a
sticker system to determine what equipment had been
cleaned and when but we found this was not consistent
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across the directorate. For example, on Lady Mary Ward
we observed that the neonatal resuscitaire was dusty
around the sheet area and on top of the machine and
there was no daily cleaning system in place.
• Staff complied with the trust’s infection control polices
and protocols. Staff practiced good hand hygiene, used
personal protective equipment appropriately, and wore
their uniforms above their elbows.
• Every unit had a monthly hand hygiene audit, which
demonstrated good hand hygiene. In March 2015
Daphne, Sara and Lady Mary ward scored 100% for
compliance
Environment and equipment
• Each inpatient area had a buzzer entry system. Visitors
had to use the intercom and identify themselves upon
arrival before they access the ward. Staff had swipe card
access.
• Most areas we visited were bright, clear of clutter, and
well organised. Some units had been recently renovated
including the birthing unit three years ago and Lady
Mary Ward more recently. Staff shared concerns with us
that the Labour ward in particular needed renovation.
We observed this area was dated and cluttered.
However, it had been painted recently and some
renovation completed, including newly fitted
bathrooms.
• Resuscitation equipment was in line with national
guidance and was checked regularly.
• We were concerned about poor Nitrous Oxide (Entonox)
ventilation on the birthing unit. The maternity risk
register stated; “Following annual environmental
monitoring, high levels of nitrous oxide were detected in
the Rosie Birthing Centre [and that] levels exceed the
safe Work Exposure Level (WEL) for Nitrous Oxide”. There
was no suitable ventilation system to mitigate this risk.
For over two years senior managers were aware of this
concern. They told us the issue was; “Reported ages
ago”, and they considered the situation to be; “Very
dangerous”. They advised staff to open windows to aid
ventilation, where possible. At the beginning of our
inspection maintenance work to resolve the problem
had started, in one of the 10 birthing rooms. However,
we were concerned that action had not taken place
sooner, despite staff continually raising concerns and
the risk of high levels of Nitrous Oxide continued in the
remaining rooms. Also the trust had not provided staff
with occupational health screening in view of prolonged
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exposure. We asked to see the trust’s risk assessment
report regarding this but this was insufficient because
the record did not demonstrate thorough assessment of
the risk nor when action would be taken and by when.
We bought this to the attention of the trust board and
senior managers and asked them to take immediate
action.
• Some equipment was not fit for purpose. On the labour
ward we saw that the material on the lithotomy legs
(bed stirrups) of two beds were broken and repaired
with adhesive tape. This meant that the beds could not
be cleaned effectively, posing an infection control risk.
The issue of faulty beds was added to the maternity risk
register on 02 May 2012. There were efforts to
decommission some faulty beds but staff told us that
they did not perform regular checks to determine the
continued safety of the beds. A senior manager
confirmed no action was taken to develop a
maintenance plan or business case to replace the beds.
These issues were on the risk register for over two years
with no change. However, the trust supplied a
maintenance schedule which demonstrated that beds
were classified as low risk and only 70% of planned
maintenance had occurred. The schedule showed only
17 beds on the schedule of which 7 were behind on their
planned maintenance.
• We became more concerned when a senior midwife
informed us of an incident which occurred on the
morning of our inspection. During an emergency
delivery a patient was on a bed with broken lithotomy
legs. In order to safely perform manoeuvres required to
deliver the baby safely they called a maternity support
worker, who had to hold the patient’s legs in position for
15 minutes. This was not safe moving and handling
practice, which puts both the member of staff and the
woman at risk of injury. We immediately bought this to
the senior midwife’s attention who assured us that they
would remove the bed from labour ward and complete
an incident report form. We later raised the issue of
delivery beds with a senior manager and asked them to
take immediate action.
• We also saw that some of the neonatal resuscitaires did
not have front guards on; therefore, there was risk of
new-borns falling if they were not continually
supervised. Again this was on the maternity risk register,
since April 2014, but no appropriate action taken to
mitigate risk had been taken.

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

Maternityandgynaecology

Maternity and gynaecology
• We looked at various pieces of equipment throughout
the directorate and found that it was not always
properly maintained. On the birthing unit in the
equipment room alone we counted nine pieces of
equipment that either had not had a Portable Appliance
Testing (PAT) or a maintenance service for over one year
since it was due. This included baby scales, a blood
pressure machine and a neonatal resuscitaire. A senior
manager confirmed our findings and then contacted the
trust’s equipment library. They were unclear whose
responsibility it was to ensure these checks were
conducted. The following day we observed that
appropriate action had been taken to ensure
equipment was safe.
• Staff raised concerns to us that some of the scanning
equipment in the ultrasound (USS) department was
dated and needed replacement. One member of staff
told us the unit had difficulty getting new machines
despite raising these concerns. Another member of staff
told us they used one of the scanners only to determine
presentation (position) of babies in the uterus because
they were concerned about reliability, given that it was
nearly 10 years old. At the time of the inspection, the
ultrasound machines were out to tender as part of the
equipment replacement process.
• We found that three of the nine USS machines were
more than eight years old. The Royal College of
Radiologists; Standards for the provision of an
ultrasound service standards (2014) recommend that a
review of equipment is typically undertaken between
four to six years following installation, and determine if it
should be replaced. Sonographer staff told us that
equipment needed replacing. This issue was not on the
departmental risk register. The trust stated that at the
time of the inspection, the ultrasound machines were
out to tender as part of the equipment replacement
process.
Medicines
• Records confirmed that staff regularly checked
controlled drugs. Medications for resuscitation were
also checked with the emergency equipment.
• Medicines were stored securely throughout the
directorate. We checked fridge temperatures and saw
they were monitored appropriately.
• However, across maternity services we noted that some
medicines had expired, including some carried by the
community midwives. These included Peptic liquid,
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Methadone, and Vitamin K injection solution. We bought
this to the attention of the senior midwife for each area
who assured us they would dispose of the medicines
appropriately.
• We observed safe prescription and administration of
medicines. Staff kept up to date medicine records and
completed them accurately.
Records
• In the gynaecology service we found that patients’ risk
assessments were completed in care records. In
maternity services, although the majority of risk
assessments we looked at were completed, we found
that patient’s Venous Thromboembolism (VTE) risk
assessments were not always completed after delivery.
We looked at five patients’ maternity care records and
found three without completed VTE risk assessments. A
midwife confirmed our findings. We saw a maternity
newsletter dated March/April 2015, which raised the
issue that staff had not completed VTE assessments in
the past and they must take action. However, it also
confirmed that the service, “Had an increasing number
of women who are missing their treatment” because the
assessments were not done.
• Staff raised concerns to us about the maternity records
system. Previously women had paper antenatal
maternity records but following the introduction of EPIC
some women had hand held records, others electronic,
and others a folder with a print out of their antenatal
history. During labour all women had electronic
maternity records and post-delivery women had paper
post natal records which they took home. This
inconsistency was largely because community midwives
could not always access the EPIC system outside the
hospital. Staff told us that they were concerned about
the record system and they thought it was unsafe
because it was complicated and inconsistent. We
reviewed full sets of maternity records, including
antenatal, labour, and post-natal records. We found it
difficult and time consuming to identify the patient’s
obstetric history from start to finish.
• Between February 2014 and January 2015 four
confidentiality breaches were reported in terms of
patient records. The directorate could demonstrate they
communicated this to all staff to prevent a future
occurrence. However, we were concerned to see that
patients’ antenatal records were not always secure
because paper records were loose in patient folders.
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Safeguarding
• There were up-to-date safeguarding policies and
procedures in place which incorporated relevant
guidance and legislation. Staff told us they could access
these via the intranet, and staff we spoke with were
knowledgeable as to what constituted a safeguarding
concern, and knew how to raise matters appropriately.
Midwives also gave us examples of where they had
appropriately managed a safeguarding incident.
• We checked that staff had the appropriate level of
safeguarding training and found that staff classified as
additional clinical services had lower rates of
compliance with this training than nurses and midwives
in a number of clinical departments.
• Between January and December 2014 278 safeguarding
alerts were raised, most of these did not require social
service referral but raised the need for additional
support for patients, which was provided. We felt
confident that staff raised safeguarding alerts
appropriately.
• We checked the minutes of the last two safeguarding
meetings. These meetings were held monthly and were
well attended by nurse, midwife and paediatric leads.
The minutes demonstrated they discussed serious
safeguarding cases at each meeting.
• The team of midwives that care for vulnerable women
midwives consist of five members; named midwife and
lead for safeguarding across the trust, mental health
midwife, teenage pregnancy midwife, substance misuse
midwife and a lead for safeguarding midwife.
Mandatory training
• There was 89% compliance with mandatory training
across the directorate. Mandatory training subjects
included safeguarding adults and children, moving and
handling, infection control, health and safety and
information governance. Compliance with certain
mandatory training subjects needed improvement. This
included safeguarding training level 2 (88%) and moving
and handling (83%) which were below the trust’s target
(90%).
• Maternity staff received additional mandatory training
which included obstetric emergencies, domestic abuse,
breastfeeding and CTG training. This was delivered
annually. Records confirmed that 98% of staff had
completed this training within the past 12 months.
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• Obstetric emergencies were also practiced by live skills
and drills on the labour ward and on the birthing unit
during quieter times.
Assessing and responding to patient risk
• The trust provided a Rapid Response Team (RRT) to
enhance the care of acutely ill patients in hospital. The
team were available 24 hours a day to attend any
medical emergency or unwell patients in the hospital.
Staff were aware of the RRT and we observed posters
throughout the directorate which detailed the RRT’s
contact details.
• Gynaecology areas were using the National Early
Warning Score (NEWS) system and we found staff
accurately completed patient observations and scores.
When completed early warning tools generate a score
through the combination of a selection of routine
patient observations, such as heart rate and blood
pressure. These tools were developed and introduced
nationally to standardise the assessment of illness
severity and determine the need for escalation.
• In maternity services the Maternal Early Warning Score
(MEWS) and Neonatal Early Warning Score (Neonatal
EWS) system was in place for babies. We were
concerned that staff did not always calculate these
scores and did not conduct full observations where
required. We checked three babies’ observation records
and found that one of these babies’ staff had not
calculated their Neonatal EWS score on 22 occasions.
This baby was at high risk of infection, on intravenous
antibiotics, and had an abnormal temperature reading
on one occasion Records for another baby, requiring
four hourly observations, showed staff had made nine
sets of observations without recording Neonatal EWS
scores. In addition, on one night shift, staff had not
completed an observation for over 10 hours. The
midwife in charge of the shift reviewed these records
with us and confirmed our findings.
• We asked a senior member of maternity staff why these
scores and observations were incomplete and they told
us that staff were too busy. They also told us the service
had recently introduced a hand held electronic device,
which staff entered patient observations into and that
this automatically uploaded results on to EPIC.
However, we were told that this machine did not
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calculate early warning scores and that staff did not
have time to then go to EPIC and input this information.
We raised our concerns to senior managers and asked
them to take action.
• The “World Health Organisation (WHO) Surgical
Checklist, Five Steps to Safer Surgery” was in place
throughout the directorate. We checked and found staff
used the tool correctly.
Midwifery and gynaecology nursing staffing
• Twenty-seven staff members, across the directorate and
from various professions, told us that staffing was a
serious concern. One senior doctor said the lack of
midwifery staff was a, “Big risk” and another senior
member of staff told us that [staffing generally was],
“Concerning and unsafe”.
• Staff across all units raised concern to us that they were
often unable to take their breaks, even if staff were on a
13 hour shift (long day), due to being short staffed and
too busy.
• The directorate had planned its workforce on an
establishment agreed over two years ago. The total
whole time equivalents budgeted f or the maternity
hospital was 122.26 and whilst the current vacancies
were only 2.58 whole time equivalent this was
insufficient for the numbers of births at the unit. This
issue was not on the units risk register. Working from
this establishment, of the seven maternity units in the
trust; four of the units were operating with less Whole
Time Equivalents (WTE) than expected. On the
gynaecology ward (Daphne ward) the actual WTE in post
(15.95) was lower than the total establishment planned
(20.12). Nursing and midwifery staffing numbers were
not safe across the directorate as there were insufficient
midwives to provide safe care to women as outlined in
this report. Furthermore, senior managers specifically
told us that more staff were needed across the
directorate and that a thorough analysis was required.
• We checked recruitment progress and were told that
3.76 WTE midwives would be commencing work in May/
June 2015 and that recruitment was underway for a
further 4.42 WTE.
• Handover of patients between nursing/midwifery staff
was well-structured and staff communicated effectively
with one another.
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• Average staff absence rates for maternity and
gynaecology (2.8%) were similar to the trust average
(2.7%) and much lower than the national average
(4.3%).
Maternity staffing
• The midwife to birth ratio (1:33) was worse than the
nationally recommended workforce figure (1:28). The
Royal College of Obstetricians “Safer Childbirth;
Minimum Standards for organisation and delivery of
care in labour, 2007” standards state that, “The
minimum midwife-to-woman ratio is 1:28 for safe level
of service to ensure the capacity to achieve one-to-one
care in labour”. Staff confirmed that one-to-one care for
women in labour on the labour ward was often not
always possible and potentially unsafe. On the labour
ward the establishment for midwives was eight per shift
however on the day of one of our inspections there was
one midwife short on each shift. Furthermore, there
were 15 labour beds and staff confirmed that
sometimes the unit was full. One senior midwife told us
that, “It is very rare we have rota cover for eight
midwives for [the] labour ward”.
• Senior managers confirmed that they reviewed
midwifery staffing numbers over two years ago along
with a business case but this business case had been
rejected since, “The outcomes for women and babies
was good”. Given that staff repeatedly voiced their
concerns about staffing numbers, inspectors expressed
concern that a more recent review of this and support
for the business case was not conducted. For example,
in the final quarter of 2014 midwives reported 30
incidents about poor staffing levels or high workload
impacting on the standard of care they could give.
Examples of the impact of care included delayed CTG
monitoring, missed visits by community staff, delays in
providing advice and support to women and the
delivery of a multiple birth by one midwife. A senior
manager told us that they had highlighted staffing
concerns to the trust board more recently but could not
provide us with evidence of this.
• We also attended a Supervisor of Midwives (SOMs)
meeting called by the SOMs who invited the Head of
Midwifery and Finance Manager, to discuss their
continued concerns about maternity staffing numbers
being unsafe. SOMs told us that they had raised this
issue time and time again.
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• Maternity services did not use agency staff at all. They
used bank staff regularly where possible who were
appropriately inducted to the area. However was saw
from the information the trust sent us that the delivery
suite had used 15 % agency staff.
Gynaecology staffing
• We reviewed the duty rotas and were able to see that
generally there was a good skill mix for each shift.
• In the last 18 months agency and bank use was often
higher than the trust average (13.45%). The highest use
of bank and agency was on Daphne (15.54%) and Lady
Mary Ward (14.69%). Agency staff were inducted to the
wards on which they worked.
Medical staffing
• The directorate employed 52 WTE medical staff. In
relation to middle grade and junior doctors, there was a
good skill mix on duty at all times.
• The service however was non-compliant with “The Royal
College of Obstetricians: Safer Childbirth; Minimum
Standards for organisation and delivery of care in
labour, 2007” standards which state that, any unit with
more than 5000 deliveries per year requires 98 hours of
consultant presence per week. On average The Rosie
Hospital had 5,700 deliveries per year and 60 hours of
consultant presence was provided per week. Therefore
the trust did not meet this standard. However, staff did
tell us that consultants worked over their hours daily,
meaning that the hours of consultant presence was
probably higher than 60 hours per week but this was not
recorded.
• During weekday mornings there was an allocated
consultant for elective caesarean sections.
• Between July 2013 and December 2014 monthly
medical agency and locum use for obstetrics and
gynaecology was marginally higher (5.5%) than the trust
average (4.4%). The department had a policy in place in
relation to induction and orientation for locum doctors.
The service agreed a three month locum contract for
one doctor, which ensured locum consistency, and
doctors told us that locums were well supported and
received a comprehensive induction.
• Handover between medical staff was well-structured
and well-attended.

• Sonographers raised concerns to us regarding a lack of
sonographers in post in the USS department. Staff told
us that the WTE establishment should be 8.1 but
currently the department was running at 6.32, although
1 WTE post was out to recruitment. Staff told us that
insufficient staff often meant appointments were rushed
and there were often two to three week delays in
appointments being offered. This issue was also
highlighted on the services risk register.The trust stated
that there were actually 7.27 WTE in place and gaps
were filled with agency staff.
• We were concerned that the front desk at The Rosie
Hospital was not always staffed. This led to concerns
about women’s safety especially of those women in
labour. We observed a poster, which indicated the desk
was only open between 8-2pm Monday to Friday. During
this time there was a contact number women could call
for assistance, or they could press the call bell at the
birthing unit, which was opposite the desk. During our
inspection we noted several occasions when the
reception was not staffed during its opening hours. We
observed four patients who were waiting at the desk
and did not know where to go, one lady was in labour
and another did not speak English. We had to intervene
and contact the relevant department to ensure these
women got to the right department.
Major incident awareness and training
• Maternity and gynaecology services followed the trust’s
major incident and escalation policy. Staff had access to
information about major incidents on the trust’s
intranet.

Are maternity and gynaecology services
effective?
Good

Maternity and gynaecology services were good in terms of
effectiveness. Audit at both local and national level
occurred regularly, with action plans which were
embedded into practice. Staff had the right qualifications,
skills, knowledge and experience to do their job.
Multi-disciplinary team work across disciplines was very

Sonography and administration staffing:
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good, and consent to care and treatment was obtained in
line with relevant legislation and guidance. There were also
policies and procedures in place which were based on
up-to-date evidence-based guidance.
Prior to the launch of EPIC, we were assured that the
intended outcomes for people were being achieved, and
where there were concerns, for example, increased
caesarean section rates, we found that the service was
actively addressing this by investigating and pursing action
plans. However the current lack of data collection impeded
monitoring of outcomes and on-going projects such as
aiming to reduce the trust’s increased caesarean rate. Staff
did not always have all the information they needed to
deliver effective care and treatment. Again staff reported
that this related to EPIC.
Evidence-based care and treatment
• There was some evidence that staff assessed patients
and provided care and treatment in line with recognised
guidance, legislation and best practice standards. For
example termination of pregnancy care was delivered in
line with the “Abortion Act 1967” and supporting
guidance issued by the Department of Health. In
maternity services, obstetric emergency practice was in
line with guidance issued by the “National Institute for
Health and Care Excellence” (NICE) which included
post-partum haemorrhage guidance. In maternity
services we however were concerned that not all
practice was based on recognised guidance.
• There was a range of trust wide evidence-based policies
which staff told us they could access via the intranet.
However we found that some of the trust’s policies and
guidance had not been recently reviewed.
• In gynaecology new national guidance or research was
discussed at governance meetings, where it was
considered for implementation and as part of a
multidisciplinary team discussion. In maternity a similar
system existed and there was an appointed research
midwife whose role it was to lead maternity research
within the directorate. New trust guidance was
communicated to staff via unit meetings, email and
through the “Maternity Risk Matters” quarterly
newsletter.
• There was an audit programme for maternity and
gynaecology which was comprehensive including local
clinical audits and participation in national clinical
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audit. Audits allow providers to determine if healthcare
is being provided in line with national standards, if their
service is doing well in relation to these standards and
where there could be improvements.
• There was a clear process in place for deciding what to
audit including risk-based audit. The directorates audit
data base made it easy to identify who the project lead
was and progress of audit.
• Local audits included monthly hand hygiene audits on
each inpatient area, antibiotic audits, audit of length of
stay following elective caesarean section, women
delivering with a body mass index greater than 30 and
major post-partum haemorrhage. We were assured that
audits were thorough and that improvements required
were recognised. We reviewed the trust’s “Length of stay
following elective caesarean section” audit which was
carried out in July 2014. There was a clear conclusion
and the correlating action plan had been fully achieved
by September 2014.
Pain relief
• Patients told us that staff assessed their pain regularly,
offered them choice of pain relief when required and
that these medicines were given in a timely way. When
we looked at care records we found that pain scores
were not being used in maternity however they were in
gynaecology.
• Staff confirmed that anaesthetists responded promptly
to staff requests for specialist pain relief, such as
epidurals.
• We observed birthing plans in maternity care records
which included discussion about analgesia in labour,
and there were supporting patient information leaflets
available in paper format and on the trust’s website for
before, during and after labour.
Nutrition and hydration
• There were regular meal times with a variety of food
choice. Patients all had a jug of water beside them and
told us that food choice and availability was good.
• We requested breastfeeding statistics in terms of
initiation, at 10 days and 6-8 weeks after delivery;
however the trust were not able to provide us with
accurate data owing to issues with data collection and
EPIC.
• Antenatal records confirmed that staff discussed infant
feeding choices with women prior to birth and after.
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There was an infant feeding midwife who worked full
time and we observed extensive feeding information on
display throughout the service, this included the
advertising of additional supportive services.
• We did however note that expressed breast milk was not
always dated correctly in refrigerators. Therefore we
could not be assured that breast milk was stored safely
nor in line with trust guidelines. We bought this to a
senior member of staff’s attention and they took
appropriate action.
Patient outcomes
• We did not identify any outliers relating to maternity
and gynaecology care. An outlier is an indication of care
or outcomes that are statistically higher or lower than
would be expected. They can provide a useful indicator
of concerns regarding the care that people receive.
• The directorate participated in national clinical audits
included multiple pregnancy, domestic violence and
individualised post natal care plan audits.
• During April 2014 to March 2015 there had been five
unplanned maternity admissions to intensive care and
four readmissions from home to the maternity unit.
• We requested proportions of delivery methods
including from the last six months from the trust,
however, because there was no maternity dashboard
since December 2014 it made it difficult to ascertain this.
Therefore the following information represents the
proportion of delivery methods from July 2013 and June
2014: elective caesarean section (13.2%); emergency
caesarean section (16%); normal vaginal delivery
(59.3%); low forceps (8.6%); other forceps (0.3%);
ventouse (0.3%).
• The trusts total caesarean section (CS) rate for the past
year was higher than expected (25%). Recent data
demonstrated that this continued to be an issue in
January (27.8%) and March (29.2%) 2015. The trust
however was taking action to address this which
included: a steering group which continued to focus on
reducing the CS rate; a project board was reviewing
LSCS workforce and induction of labour; a proforma was
being used on the delivery unit on a daily basis to review
decision making; there were daily reviews of CS done
facilitated by consultant and the practice development
midwife; community midwives were being trained in
Vaginal Birth after Caesarean Section (VBAC) and were
undertaking VBAC assessment and discussion with
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relevant women; women who requested a CS now see
the consultant midwife and there was a consultant
midwife clinic for women with complications who need
a plan of care. Staff did however raise concerns to us
that these projects were impeded at times owing to the
inability to collect certain data from EPIC, for example,
VBAC related statistics.
• In the past 12 months there had been 137 unexpected
admissions to the Neonatal Intensive Care Unit (NICU)
reported. This equated to approximately 11 admissions
per month. The NICU is a regional referral centre, and
this information excludes ex-utero transfers from other
centres.
• The service had completed a dashboard up until
December 2014 when the new IT system had been
introduced this showed that 3% of women having a first
time baby having an unassisted vaginal delivery
experienced a 3rd or 4th degree tear. This percentage
rose when having an assisted vaginal birth to 9% on
average. This was seen to be higher than average. 38
women had experienced a post-partum haemorrhage
between January and November 2014. The still birth
rate was less than 0.8% until November 2014. However
most of these were diagnosed before the mother went
into labour.
Competent staff
• Records confirmed that 100% of staff had completed an
appraisal in the past 12 months.
• The annual Supervisors of Midwives (SOM) report for
2013-2014 showed that the ratio for SOMs to midwives
was 1:14 making the trust compliant with national
expectations. The trust employed 15 trained SOMS. We
requested the Local Supervising Authorities’ (LSA) SOM
report however the trust only provided us with their self
SOM annual report.
• Staff told us that they were supported to gain additional
qualifications and to maintain their continual
professional development.
• We spoke with newly qualified midwives who told us
they had undergone a local induction including the
completion of a competency framework and that they
were allocated a mentor and SOM during this period.
They told us that they felt well supported as did student
midwives.
• All support workers underwent trust competencies
which included newborn feeding and clinical
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observation competencies which were completed prior
to practice. Since the recent introduction of the national
“Care Certificate”, maternity support workers (MSW)
were additionally supported to complete specific role
related competencies within 12 weeks of induction.
Some MSWs were also undertaking band 3 training
whereby they were trained in additional tasks such a
blood sugar monitoring and venepuncture. All MSWs
were on target to complete their training within the
agreed time frames.
Multidisciplinary working
• We observed that staff across all disciplines worked
effectively together, both inside the hospital and in the
community. There were detailed multidisciplinary (MDT)
team meetings and discussions where required which
ensured effective care and treatment plans and
handover of patient care.
• Care and treatment plans were documented and
communicated to relevant health care professionals,
such as GPs and health visitors, to ensure continuity of
care.
• We spoke with staff from other directorates including
from NICU. Staff here told us that that the two
directorates worked well together and that support from
maternity was good. Staff from these areas all
participated in the monthly perinatal mortality meetings
and communicated with one another regularly each
day. The neonatal resuscitation team were available 24
hours a day 7 days per week when neonatal
resuscitation was anticipated or occurred.
• There were regular “Maternity Service Liaison
Committee groups” which included GP and health
visitors from the local area which enhanced MDT
working.
Seven-day services
• There was a supervisor of midwives (SOM) available 24
hours a day, seven days a week through an on-call rota
system which ensured that midwives had access to a
SOM at all times. In addition there was a site manager
available at all times.
• There was an anaesthetist and consultant available 24
hours a day 7 days per week.
• There was a consultant on call and anaesthetist
available 24 hours a day 7 days a week for both
maternity and gynaecology services.
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Access to information
• Staff told us that they did not always have all the
information they needed to deliver effective care and
treatment. Staff reported that this related to EPIC.
Consent, Mental Capacity Act and Deprivation of
Liberty Safeguards
• Consent to care and treatment was obtained in line with
national legislation and guidance, including the Mental
Capacity Act.
• Training on consent, the Mental Capacity Act,
Deprivation of Liberty Safeguards (DOLs) and learning
disability was part of mandatory training for all staff. The
trust had policies in place regarding these subjects and
they were accessible to staff via the intranet. Staff we
spoke with told us that they could access the intranet,
and demonstrated adequate knowledge about these
subject areas.

Are maternity and gynaecology services
caring?
Good

–––

We observed that people were treated with dignity,
kindness and respect throughout the service. One person
told us that staff were, “Wonderful, nice people”, and
another said that their care was, “Amazing” and that staff
were, “Very caring”. Friends and Family Test scores were
generally in line with national averages, and people who
used the service and those close to them told us that they
were well informed, and felt involved in decision-making
processes regarding their care. There were numerous
systems in place to meet people’s emotional needs which
included exceptionally good bereavement support
following discharge.
Compassionate care
• We observed ward areas, listened to focus groups and
individual staff who were involved in patient care and
found that staff responded compassionately when
people needed help, and supported them to meet their
needs.
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• Patients we spoke with across the directorate were
consistently positive about staff. One person
commented that the midwives and staff were,
“Wonderful, nice people”, and another said that their
care was, “Amazing” and that staff were, “Very caring”.
• “Friends and Family Test” (FFT) scores for
recommending antenatal and birth services varied but
trust scores were better than the England average for
most months. Scores were in line with national averages
for postnatal services but postnatal community services
were slightly lower than the national average.
• Trust scores in the “CQC Woman’s Experience of
maternity services survey” were the same as other trusts
for 11 measures and better than other trusts for 6
measures.
• We observed display boards in some areas which
contained numerous and recent thank you cards from
patients and families for the care they had received.
• On the ward areas we found that staff ensured patient’s
dignity and respect. We observed that patients could
close their curtains around their beds in bays for privacy
and that staff knocked on doors before entering patient
rooms.
Understanding and involvement of patients and those
close to them
• The antenatal records we checked all had birth plans in
place and confirmed that pregnant women had been
involved in the development of their birth and infant
feeding plan.
• Across the directorate patients told us that they were
well informed and felt involved in decisions about their
care or treatment. One patient told us that they felt well
informed, and another said, “They [staff] explain
everything”.
• There were parent education classes run by the trust’s
midwives which were held at numerous local children’s
centres across the Cambridge area. These included
information about labour, birth and the postnatal
period.
Emotional support
• There was a trust wide spiritual care and chaplaincy
team available to patients, families and staff of all faiths
and none. This was available 24 hours a day 7 days per
week.
• There was a bereavement support team of specialist
midwives available. Their contact details were given at
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the time of bereavement by hospital staff and were also
easily accessible via the trust’s website and included a
confidential phone line. This service was available for all
pregnancy losses.
The directorate also worked with a local bereavement
charity called, “Petals”, who worked alongside the
clinical team at The Rosie Hospital to deliver specialist
and approved counselling services where required.
Women and partners were also signposted to numerous
other support groups and charities that were specific to
their needs, for example, an ectopic pregnancy charity.
There was a bereavement care follow-up service too
which offered the opportunity for the patient and their
loved one to meet with the consultant who cared for the
patient and to answer any questions.
Maternity services offered a “Birth Afterthoughts” service
which was a listening service available to any women
who had given birth, or was planning to give birth at the
trust. It was a confidential service that provided the
opportunity to discuss and enhance understanding
regarding labour and birth.
The antenatal records we examined confirmed that
assessments for anxiety and depression were
undertaken for patients, and that appropriate action
was taken in terms of support offered when subsequent
concerns were highlighted.

Are maternity and gynaecology services
responsive?
Requires improvement

–––

Maternity and gynaecology services required improvement
in regard to the responsiveness of the service to meet
patients’ needs. Since November 2014 the service was not
meeting national expectations in regard Referral to
Treatment Times (RTT) for gynaecology patients, although
this was being addressed appropriately and the service had
seen an influx of patient referrals due to new
commissioning contracts. Further, we had concerns about
the Termination of Pregnancy (TOPs) service. This is
because TOPs for fetal anomalies were being carried out on
labour ward after 12 weeks of pregnancy and women using
this service were cared for throughout on the labour ward
within rooms that were not sound proofed and often were
next door to labouring women and crying babies. This was
not responsive to their needs.
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The service had closed 37 times in a 22 month period due
at times to shortages of staff and capacity. Although senior
staff were aware of these closures there was no action plan
or strategy to reduce the incidence despite the Rosie
Hospital being the centre for complex birth. In these
incidents women who were having potential complex
births would have to travel to London to deliver. There was
a lack of addressing key issues such as the high midwife to
birth ratios, a lack of capacity to meet service demand, and
because there was no long-term plan to address the high
level of maternity unit closures. We were also not assured
that people could access or be discharged from the service
in a timely way. This was because data relating to pregnant
women booking was not accurately measured, the service
did not monitor the timeliness of assessment for women
presenting in labour or with complications nor did it
measure discharge delays in maternity despite staff having
concerns about this.
The service took account of the needs of different people
including those in vulnerable circumstances. There were
numerous specialist midwives and nurses in post, and
specialist clinics were provided to support people with
complex needs. We observed that individualised pathways
of care were delivered accordingly. Complaints were
handled effectively and where appropriate lessons were
learned from complaints and action was taken to improve
the quality of care provided.
Service planning and delivery to meet the needs of
local people
• There was a “3 Year Divisional Business Plan 2015-2018”
for the directorate which detailed aims and action plans
in regard to service expansion, including being “able to
offer access to Magnetic Resonance Imaging (MRI)
within the Rosie, offering imaging for women, perinatal
indications, as well as for fetal and neonatal research”.
We however were concerned that this business plan,
and the current delivery of service provision, was being
delivered without appropriate workforce analysis in
view of service demand.
• The Birthing Unit which was situated within The Rosie
Hospital had facilities that were outstanding and state
of the art. They included 10 birthing rooms all with
en-suite bathrooms, mood lighting and music systems,
a fold-down double bed, birthing balls, slings, birthing
stools, floor mats and comfortable seating. Many of the
birthing rooms have direct access to the sensory garden,
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which was a well maintained garden area. There was
also a communal kitchen and seating area in the unit.
The birthing unit provided a calm and homely
environment.
Access and flow
• The majority of staff and patients we spoke with
confirmed that people were able to access services in a
timely way for initial assessment, diagnosis or
treatment. Staff however told us that there were
frequent delays in induction of labour and that there
were “significant” delays in discharge from Lady Mary
Ward due to the EPIC computer system discharge
process being lengthy. We asked the service for figures
in relation to delayed discharges from Lady Mary Ward
and delayed induction of labour. This information
however was not being recorded.
• We requested the current percentages of women seen in
the labour ward within 30 minutes by a midwife, and the
percentage seen by a consultant within 60 minutes, to
determine timeliness of assessment. This information
however was not being recorded.
• The trust had a policy which outlined planned actions in
the event that the maternity unit required closure.
Between July 2013 and April 2015 the maternity unit had
closed a total of 37 times. 14 of these times the unit was
closed due to a lack of capacity and 8 times because of
staffing numbers being low. The high number of
closures was concerning although the trust was
reporting these closures correctly and acting to keep
women and babies safe. We asked senior managers to
provide us with an action plan to prevent further
occurrence, however, we were told that there was not
one.
• There were regular call bell audits which determined
length of time it took for staff to answer patient call bells
which showed good outcomes. The most recent “CQC
Survey of Women’s Experiences of Maternity Services
2013” demonstrated that the length of time it took for
staff to answer patient call bells (8.0 minutes) was in line
with the national average (8.1 minutes). Local audits, for
example on the Lady Mary Ward, which had been
completed more recently demonstrated that the
response time had improved greatly since the 2013
survey.
• Bed occupancy during 2013 to 2015 was higher than the
England average.
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• In gynaecology services since November 2014 the
Referral to Treatment Time (RTT) for both admitted and
non-admitted patients was below what was expected
(90%). In March 2015 the service met 88% RRTs for
admitted patients and 92% for non-admitted. RTTs
mean that patients have the right to start their NHS
consultant-led treatment within a maximum of 18 weeks
from referral. We spoke with a senior manager who told
us that this non-compliance was due to EPIC not being
able to capture data accurately and an increase in
service activity which was being investigated to
determine where improvements could be made. The
trust informed us that the EPIC system was able to
capture all elements of RTT pathways and report
relevant performance.
• The service monitored the percentage of women
accessing antenatal care within 12 weeks and six days of
pregnancy. The “National Institute of Health and Clinical
Excellence; Antenatal Care 2008” guidance states that
booking is ideally achieved by 10 weeks of pregnancy;
therefore the trust were not using national benchmarks
for monitoring. Furthermore there were concerns with
the reliability of this recent data collection due to EPIC
and we were told that discussions were still taking place
with IT to resolve this. In January 2015 according to the
data we were given only 46.8% of pregnant women were
booked within 12 weeks and six days. We were not
assured that women were being booked in a timely way.
• Staff raised concerns to us that there were delays, of
approximately 2-3 weeks, for antenatal USS for Down’s
syndrome and anomaly screening and growth scans.
This was because there were an insufficient number of
sonographers employed. This was rated as a ‘red’ risk
(the highest type of risk) on the maternity risk register.
This risk was last reviewed in December 2014. The
service had however subsequently introduced a
“Patient Tracking List”, to monitor compliance with the
offering of NHS antenatal screening at the appropriate
time.
• We were concerned when staff told us that termination
of pregnancies (TOP) for fetal anomaly was regularly
carried out on the labour ward after 12 weeks of
pregnancy. During our inspection we observed this
practice. We were shown two rooms at one end of the
labour ward which had a separate small room with a
door prior to access, meaning that there were two doors
to go through before entering either room. Staff told us
that these rooms were going to be used for sensitive
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admissions such as TOPs. At the time of our inspection
these rooms were not in use as they were being
renovated. A senior midwife told us that the two
allocated rooms have been out of service for,
“Sometime” and that they were likely to be finished in
two weeks as the service was awaiting an equipment
delivery. Therefore women undergoing TOP were being
cared for throughout labour ward. Furthermore, we
were concerned that the new rooms were not sound
proofed, one of which was neighbouring a delivery
room. We were concerned that women undergoing TOP
at the time of our inspection and later when these
allocated rooms were available, would be able to hear
pregnant women in labour and babies crying, which
could cause them unnecessary distress during an
incredibly emotional time. We raised these concerns to
a senior manager who told us that they were not aware
that this practice was occurring and that they too were
consequently concerned about this issue. “Guidance in
Relation to Requirements of the Abortion Act 1967”,
which were published by the Department of Health in
2014 state that TOPs, “Have traditionally been carried
out in a gynaecology wards and day care units”.
• We reviewed the trust’s TOP policy dated November
2014, which related to fetal anomaly, we found that
there was not a clear admission criteria to the labour
ward for TOP in terms of stage of pregnancy.
Meeting people’s individual needs
• The maternity service delivered a range of specialist
obstetric-led clinics for women. This included a diabetic,
hypertension, Vaginal Birth after Caesarean Section
(VBAC), Lupus and autoimmune and drug and alcohol
clinic. Women were further supported by specialist
midwives such as the consultant midwife, safeguarding,
teenage pregnancy, substance misuse, mental health
and a diabetic specialist midwife, where required.
• The service appointed a specialist smoking cessation
midwife who was funded by the local authority in view
of 6.4% of booked women who smoked during
2013-2014.
• The trust had 24 hour access to a translation service and
further support services were available for those who
were visually impaired, blind or deaf. Staff we spoke with
were aware of how to access these services if needed.
• The service provided women and visitors with a wide
range of supportive health education literature
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including leaflets, posters and via the trust’s website.
Patient information leaflets can be translated into
alternative languages if required. The amount of
literature available and its content were impressive.
The service had a variety of mobilisation aids to support
normal birth and aid comfort. This included birthing
mats, birthing ropes, 10 birthing pools, piped gas and air
and birthing balls.
Women were given the choice to birth at home, in the
birthing unit or on the delivery suite.
The trust offered special diets which met people’s
individual needs, such as vegetarian, vegan, gluten-free
and halal meals.
There was a specialist midwife for mental health and a
learning disability nurse specialist for the trust. Staff we
spoke with were aware of the support this midwife and
nurse specialist offered and knew how to access this
support.
The Birthing Unit, which was situated within The Rosie
Hospital, provided state of the art facilities. They
included 10 birthing rooms all with en-suite bathrooms,
mood lighting and music systems, and a fold-down
double bed, birthing balls, slings, birthing stools, floor
mats and comfortable seating. Many of the birthing
rooms had direct access to the sensory garden, which
was a well maintained garden area. There was also a
communal kitchen and seating area within the unit. The
birthing unit provided a calm and homely environment.
Staff also raised concerns to us that there was
insufficient administration staff for the ultrasound
department. Patients told us that they had difficulty
getting through to book or amend an appointment. One
patient told us that they had spent, “Hours waiting on
the phone” to chase up their nuchal translucency scan,
in the end they had to make a complaint and only then
were they offered an appointment.
The Rosie Hospital had been accredited level one “Baby
Friendly Status” from UNICEF and the World Health
Organisation, and were working to achieve level two.
The infant feeding team from the hospital had worked
hard recently to improve breastfeeding awareness
education and rates by participating and talking at local
community support groups and providing further in
house midwifery training.
A senior manager had approached the local authority
recently for funding and subsequently had got funding

•
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for two new specialist midwife posts, a smoking
cessation and an infant feeding midwife. These
midwives were in post and it had recently been agreed
that this funding would continue.
The amount of patient literature available for both
maternity and gynaecology services was outstanding.
This included information leaflets, display boards and
The Rosie Hospital website. The information provided
was succinct, it signposted patients to further support, it
was up-to-date and based upon evidence-based
practice. Patients told us that they found this
information very useful.
We observed plentiful information for women, dads and
partners regarding their pregnancy and baby needs,
which covered pregnancy, birth and after birth. There
were also posters displaying Supervisor of Midwife
(SOM) information and contact details, should parents
wish to have further support from the SOM team. This
meant that parents were encouraged to be involved in
their care and were provided with additional
information to enhance their understanding of care and
treatment.
The directorate’s website had important information
about key members of staff that may be involved in
patient’s care; this included the names and photos of
gynaecology consultants, nurses, midwives and allied
health care professionals.
Throughout the directorate there was information
encouraging patients and their loved ones to be
involved in the service. For example, we observed “Have
your say” information online and there were similar
examples on ward areas, which encouraged people to
give their opinion about the service.
The directorate worked closely with voluntary and other
organisations to improve services for women and
babies. In November 2014 Lady Mary Ward re-opened
after three months of major reconstruction work which
was funded by the “Addenbrooke’s Charitable Trust
(ACT).” Daphne Ward had been refurbished one year
prior to Lady Mary Ward. Recently the hospital had been
donated new style birthing balls, used to assist comfort
and delivery during labour, and pumps, from the local
Doulas group. A Doulas is a non-medical experienced
person who offers emotional and practical support to
women and their birthing partner before, during and
after birth.

Learning from complaints and concerns
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• There were posters displaying how to make a complaint
and comment boxes in most areas.
• We observed display boards on ward areas reading,
“You said, we did” which demonstrated that the service
learnt from complaints and concerns where possible.
• Staff described the value of dealing with people’s
concerns straight away before they developed into more
significant complaints. From the complaint responses
we examined we found that complaints were handled
effectively, within appropriate timescales and in line
with trust policy.

Are maternity and gynaecology services
well-led?
Inadequate

–––

We rated the service as inadequate in the well led domain
as the risks identified which placed women and staff at risk
of avoidable harm had been known about for some time
and yet action had not been taken to mitigate these risks.
Senior staff were aware of the challenges in collating
figures to maintain a dashboard to monitor performance
but there were no plans to provide a workaround therefore
the unit could not tell how well it was performing and how
effective services were. At unit level we observed examples
of excellent leadership principles; however, senior
leadership had not addressed the issues which were
known to them and did not have plans in place to ensure
that women were cared for safely and in a responsive
manner. Issues which were well known within the division
included concerns regarding low staffing levels across the
service, a lack of service capacity, equipment maintenance
issues and poor Nitrous Oxide ventilation in the birthing
unit. Risk registers were lengthy, not up-to-date and in
some cases there was no clear ownership or mitigating
actions decided.
Key performance data was not being collected robustly and
therefore not always analysed which meant that
responsibilities were unclear and that quality, performance
and risk were not fully understood. We recognised that
EPIC was the root cause of the problems with data
collection, and that prior to its introduction many of the
data collection issues were not apparent, however, EPIC
was introduced six months prior and improving this issue
was not seen as a priority as appropriate action had not
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been pursued to resolve it. For example, there was
currently no maternity dashboard for the service as the last
one had been reported in December 2014 and senior
managers were not able to tell us when this would be
resolved.
Leadership and culture did however encourage openness
and transparency. Staff told us they were well supported by
their managers and many, “Loved their job”. Staff across all
levels also told us that senior managers were approachable
and visible, but staff were also clear that they were
frustrated that action to address concerns, such as staffing,
had not been actioned appropriately nor in a timely way.
Staff told us that, “The good will of staff will run out shortly,
we are exhausted”, and that, “We are on burn out here”.
Staff and the public were encouraged to engage with the
service, and despite our concerns we observed numerous
examples of outstanding practice in relation to innovation,
improvement and sustainability.
Vision and strategy for this service
• The trust vision and strategy was visible throughout the
wards and corridors. Staff knew and could quote this
vision.
• The directorate had a clear vision, to provide “Women’s
and maternity services in a safe, clean, comfortable and
friendly environment”. Whilst we found that the service
had a strategy, we were concerned that it lacked defined
objectives and strategic goals in relation to the concerns
known by the service. This included the ongoing risks
relating to low staffing levels, service capacity,
equipment maintenance issues and the birthing unit
environment. There was also no evidence that suitable
action plans and business cases had been pursued to
address these specific issues either. We were therefore
not assured that the service could demonstrate how it
was being planned, developed and improved
accordingly.
• There was a “3 Year Divisional Business Plan 2015-2018”
for the directorate was being delivered without
appropriate workforce analysis in view of service
demand.
• Whilst there were short-term plans to respond to staffing
and capacity issues, such as closing the maternity unit,
we were concerned that there was no long-term plan to
address these concerns. This meant that services were
not planned or delivered to meet the needs of local
people.
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Governance, risk management and quality
measurement
• Senior manager’s told us about the difficulties currently
being experienced in relation to governance, risk
management and quality measurement across the
directorate, owing to the implementation of the EPIC
system, which had been introduced in October 2014 and
the inability to capture specific data. Although
managers told us that, “Every day this was improving
slightly”.
• We asked to see the current maternity dashboard. We
were concerned that the service could not provide us
with maternity dashboard data for the periods January
2015 to February 2015 - since EPIC was introduced. The
service was able to supply a dashboard for March 2015
however not all indicators were captured on the EPIC
system. Senior staff we spoke with shared concerns that
this lack of data collection in maternity was,
“Dangerous” and a “Risk”. Prior to November 2014 we
did see evidence of a robust maternity dashboard;
however we were concerned that suitable action had
not been taken to ensure that a maternity dashboard
had continued post EPIC, and that this had been
unchanged for nearly six months.
• This lack of data collection impacted governance
arrangements, risk management and the ability to
effectively measure quality of service provision.
However the EPIC system did not collect data to ensure
a complete dashboard of care. We were therefore
concerned about the limited measurement and
monitoring of safety performance overall.
• There was a risk register for both maternity and
gynaecology. We were concerned that the risk register
for maternity service was lengthy with risks entered back
in 2011 still presented and not actioned. There was a
lack of action plans and a lack of accountability or
ownership for risk identified.
• There were regular governance meetings in both
maternity and gynaecology. We reviewed the minutes of
these meetings which confirmed that discussions about
complaints, audit outcome, risk and incident analysis
was occurring.
• Maternity services used Commissioning for Quality and
Innovation (CQUIN) framework to set its Key
Performance Indicators (KPIs), which are a type of
performance measurement. These included
breastfeeding, caesarean section, bookings before 12
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weeks of pregnancy and smoking cessation rates. We
reviewed the most recent CQUIN report and found that
the service was not clearly demonstrating whether or
not they were meeting the KPIs due to poor data
collection from EPIC. For example, in the bookings
section the March 2015 report reads that only 46.8% of
pregnant women were booked before 12 weeks and
that this, “Data is inaccurate”. This inaccuracy of data
was a theme throughout this report.
• There were numerous and excellent examples of good
governance in terms of information sharing. Every four
months the midwife risk manager distributed, “Risk
Matters” to all staff which was a newsletter containing
key service messages including risks within maternity
and updates on new guidelines and current research.
Staff told us that they found these newsletters very
useful.
• There were additional newsletters on some ward areas,
including Lady Mary Ward, which consisted of an
analysis of recent complaints, incidents and necessary
updates.
• Every weekday morning at 8am there was a five minute
session on labour ward whereby senior managers
communicated risk and key information to maternity
staff, who were present from different units. Staff told us
that they were able to attend the five minute session
and they praised the Head of Midwifery for introducing
this.
Leadership of service
• All staff we spoke with told us that leadership at unit
level was, “Good” or “Excellent” and that their managers
were approachable, supportive and pro-active. We
observed that staff in charge of each unit demonstrated
clear leadership principles and the trust values.
• Ward managers had achieved training in leadership and
management, and we observed that more junior staff
were being supported to develop their management
skills in view of future promotion opportunities.
• Staff told us that senior managers were friendly and
visible, and they commended senior managers for
certain improvements that had been carried out in view
of the recently renovated Lady Mary Ward, new
transitional care ward and the introduction of the five
minute session held on labour ward in the morning. On
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the other hand, however, the same staff also shared
concerns and frustration that suitable action had not
been taken by senior managers to address issues like
staffing and EPIC.
• Each unit, including the community midwifery team,
had regular team meetings or newsletters distributed.
We saw that minutes and newsletters were circulated to
all staff.
• We were concerned that there was no midwifery
manager on call rota for maternity meaning that often
the unit was closed based on a decision made by a
band 7 midwife (bleep holder), SOM, hospital site
manager, and the obstetric and neonatal consultant.
Whilst this was in line with trust’s maternity escalation
policy, it meant that band 7 midwives had to put
processes in place for closure with no senior maternity
management support.

•

•

Culture within the service
• Staff were very open and honest with inspectors
because they told us what worked well and what did not
work as well.
• Staff were enthusiastic and strived to provide high
quality care, they worked beyond expectations in spite
of immense service pressures.
• All staff told us that they felt able to speak openly if they
had a concern, although with some aspects of the
service provision they felt that senior managers within
the hospital were not taking appropriate action to
support them to deliver a better service. Staff across all
disciplines told us that the good will of staff will run out
in view of lack of staffing, and that they were tired of,
“Firefighting”.
• Leaders within the service celebrated staff success. On
the trust’s website we observed that the directorate was
proud sharing news that three student midwives had
been had made the shortlist of six for “The Nursing
Times; Student Midwife of the Year Award 2015”.
Public and staff engagement
• A Maternity Services Liaison Committee (MSLC) was held
regularly which was made up of local user
representatives and health professionals from different
organisations. The committee advises the trust on the
maternity service provision.
• There were numerous groups which supported The
Rosie Hospital and demonstrated public engagement
with the service. For example, there was a “Friends of
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•

•

the Rosie Hospital” charity which frequently raised
money to buy additional medical equipment and
equipment to make a more comfortable environment
for mothers and babies during their stay, including
knitted baby wear.
The Rosie Hospital underwent extensive structural
development in 2012 costing £30 million, which
included the opening of the new birth centre and the
close observation ward. Prior to the birth centre being
developed there was a consultation which included a
forum whereby patients and staff were involved in
design. Staff showed us around the unit and gave us
examples of how the unit had been built in view of what
women wanted. For example, the walls were curved in
some areas which made the environment less clinical.
Patients, families and carers were encouraged to engage
with the service. There were posters displaying how to
do this and suggestion boxes were observed throughout
the units. The Friends and Family Test questionnaire
and patient feedback forms were distributed daily.
Staff were encouraged to attend regular unit meetings
and were provided with up-to-date literature about the
service through newsletters and email. Staff were also
invited to join in on forums including the reducing
caesarean section forum.
The SOM network at the trust was outstanding. There
were posters displayed throughout the service
reminding staff and patients about the service and
encouraging them to get in contact. SOMs raised their
concerns and on behalf of other staff openly, we
observed this through the SOM meeting we attended
during our inspection. SOMs also held regular breakfasts
whereby staff were encouraged to drop in to regular
open sessions to discuss any issues, good or bad, that
they may have.

Innovation, improvement and sustainability
• Recently “The National Institute of Health Research
(NIHR)” had recognised one of the doctor’s clinical
research from over the last five years and titled them an,
“Expert in women’s health”.
• A recent study which had been conducted by the
safeguarding specialist and the lead midwife for
safeguarding demonstrated that 85% of women at high
risk of post natal mental illness, who were offered a care
planning meeting prior the birth, took up the offer, and
therefore safeguarding the welfare of their new-born
child. This study comes at a time when nationally there
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are concerns that women at risk of postnatal mental
illness are not offered support. The vulnerable women
support system at the hospital is well established and
this research demonstrates considerable achievement.
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Safe

Good

–––

Effective

Good

–––

Caring

Outstanding

–

Responsive

Good

–––

Well-led

Good

–––

Overall

Good

–––

Information about the service
The service provides a regional facility in Cambridge and
surrounding counties for sick children and children locally,
and was an overflow for London hospitals. For its 3,500
patients a year, the service had:
•
•
•
•

main children’s outpatients department
five wards plus a paediatric day unit
a paediatric intensive care unit,
the Rosie Hospital on the same site (with neonatal
intensive care unit and a special care baby unit)
• endocrine and diabetes clinics in the Weston Centre.
Some adult clinics, such as the eye clinic, also saw children.
Pressure on beds meant the service sometimes put
children from the age of 15 on adult wards. The children’s
service fell within Division E, which included women’s
services.
We:
• visited all the children’s wards and outpatient areas,
• examined adult outpatient clinics, that saw children
• talked to 13 parents, five children, and 69 members of
staff – including support workers, nurses, senior
managers and senior clinicians.
• observed care, and looked at patient and service
records
• reviewed performance information from, and about, the
service.
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Summary of findings
Children’s services were protected from avoidable harm
and effective, with a culture of reporting and learning
from incidents.
Staff understood their responsibilities for safeguarding
children, and acted to protect them from the risk of
avoidable harm or abuse. There were enough medical
staff but there were nursing shortages in some areas,
such as in the day unit and in the neonatal unit. The
new ‘EPIC’ (a records management system) computer
system added to pressures on staff but effective
temporary solutions helped to protect patients.
Multidisciplinary working was effective, and care was
evidence based. Staff monitored patient outcomes and
participated in national audit. They also gained
appropriate consent before interventions.
Staff morale was high, they had outstanding standards
of patient-focused care, and they worked hard to meet
children’s and families’ needs. Staff were caring,
compassionate and empathetic. Children and parents
felt well-informed and said staff were friendly and
caring. Results of an external survey, and the many
cards and letters expressing thanks, confirmed our
findings.
Staff tailored services to meet individual needs and
provided them in an attractive and child-friendly
environment. Families could use translation facilities.
Patients made few complaints but staff had a robust
procedure and made appropriate changes to respond to
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concerns expressed. There was pressure on bed
capacity with children as young as 14 occasionally
having to be placed on adult wards by staff. Lack of
adequate bed space across paediatrics was identified as
a risk and was on the trusts risk register. The wait
between being referred to the hospital and being seen
was longer for most paediatric specialities than the 90%
target. Senior managers provided clear direction and
staff knew the trust’s values. Staff keep up to date risk
registers, incident records and audits and acted on
areas for improvement. Staff, patients and families
worked well together, to improve services.

Are services for children and young
people safe?
Good

–––

We rated service safety as good because staff reported
incidents and implemented learning from them and
protected patients from the potential of harm through safe
systems of working.
The service had a good culture of reporting and learning
from incidents. The service was open, honest and ready to
acknowledge any shortcomings. Problems caused by the
new EPIC computer system had been quickly identified by
staff and acted to address these so that people were safe.
Staff were clear about their responsibilities with regards to
safeguarding children and young people. Staff followed
safe medicine practices, there were good cleaning and
infection control regimes and equipment was safety
checked.
There were enough doctors on duty to ensure safe and
effective care. However nursing vacancies in several areas
were proving a challenge for the service. This was being
well-managed by senior staff with staff already working for
the trust being called in to help cover nursing shortages
and only occasionally used agency nurses who were
inducted onto the ward. Staff generally kept records up to
date and included assessments of risks that could affect
individual patients. Business continuity plans were in
place.
Incidents
• Staff and managers were clear about their
responsibilities in reporting and reviewing incidents.
• Staff reported incidents and discussed them at patient
safety and governance meetings.
• There had been no ‘never events’ or serious incidents
impacting on patient safety reported for the service in
the year up to February 2015. The division reported
2,375 incidents in 2014 of which 304 were classed as
moderate and 5 as major. However it was not possible
to disaggregate those relating to children and young
people’s services from those relating to maternity and
women’s services from the information provided by the
trust.
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• Staff noted a series of errors generated by the EPIC
computer system regarding medication. Managers told
us that the prescribing module had been trialled for
adult patients and that the need for lower doses of
some drugs for children had not been taken into
account. However the trust informed us that 2,500
medications were configured in Epic with paediatric
specific configurations at the time of system go-live.
Staff vigilance had ensured that no children were put at
risk and procedures were in place to double-check
prescriptions. This demonstrated effective learning from
incidents to protect patients from avoidable harm.
• There were regular learning meetings, for example in the
neonatal unit where we saw that incidents and the
lessons learned were displayed on a public noticeboard.
• Regular perinatal and morbidity meetings were held
and there were also discussions with obstetric staff
about ‘near misses’.
• Staff were open, honest and ready to acknowledge any
shortcomings. For instance, where drugs errors occurred
parents were informed and a face-to-face meeting was
held. Any potential problems were discussed and the
parents were invited to contact the medical staff at any
time if they had further questions or concerns.
• Staff within the children and young people’s service
would readily meet with families who felt concerns
regarding their children’s care. This was confirmed by
the hospital’s patient advice and liaison service.
Cleanliness, infection control and hygiene
• All waiting and clinical areas we saw were visibly clean.
• There were cleaning routines to ensure, for example, the
regular cleaning of toys and confirmation that they
cleaned equipment each time after use.
• Cleaning staff kept cleaning audits, which they noted
and tackled, which showed areas that needed attention,
for example where dust was found on a ventilation
grille.
• There were plentiful hand-cleansing stations. Signs
reminded visitors to clean their hands and this was
reinforced by staff.
• We observed that doctors and nurses of all levels
complied with key trust policies such as hand hygiene
and use of personal protective equipment. Barrier
nursing was used when caring for babies at high risk of
contracting infections.
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• Hand hygiene audits monitored compliance, with the
results being displayed on ward noticeboards. We noted
good levels of compliance.
• Senior managers told us that all children’s wards moved
wards annually for deep cleaning. The risk register
noted that the children's oncology and haematology
ward needed to move wards regularly so that work on
the ongoing issues with the ward cooling system and
water pipes did not put patients at risk of dust
inhalation.
• Full deep cleanse of the Children’s Oncology and
Haematology Day Unit was not possible as hydrogen
peroxide vapour fogging was not viable due to
ventilation constraints. However, the risk from not being
able to carry out this procedure was assessed as being
low. There was a similar issue on the children's oncology
and haematology ward.
• There had been no recent incidents of hospital-acquired
Clostridium difficile or MRSA in children’s services.
• Provision for children in the Children’s Oncology and
Haematology Day Unit who needed to be kept in
isolation due to infection, or to avoid infection, was
limited. The areas used were at a distance form nursing
staff and lacked oxygen or suction equipment.
Environment and equipment
• The buildings, although dated in part, looked well
maintained.
• We saw that there was secure access to children’s wards,
with the use of swipe cards or entry intercoms.
• Although there was pressure on space most areas were
tidy and uncluttered. However cluttered corridors in one
ward (C3) made it difficult for patients’ beds to be
moved to other areas without bumping into equipment
stored in the corridor. This had a potential safety impact
if patients beds had to be moved in an emergency.
• All resuscitation equipment that we looked at was
documented as checked regularly and stocked
appropriately. However, there was no adult
resuscitation in the transitional care unit where mothers
stay with their babies. This would be brought by the
resuscitation team should it be required.
• Most other equipment, such as monitors, had been
checked in line with their testing requirements.
However, labels on a blood pressure monitor and a
height measure indicated that checks were overdue. In
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the milk bank pasteurisation room we noted that the
pasteuriser was overdue for a check by a week at the
time of our inspection. Otherwise facilities and storage
arrangements for breast milk were of a good standard.
• Staff told us that the "workstations on wheels" used for
capturing information for the EPIC computer system
only had a battery life of about three hours. This meant
that they were sometimes not available for use if they
had not been plugged in to recharge, for instance
overnight. As a result information recorded at the
bedside then had to be entered on a terminal rather
than being noted and uploaded direct from the hand
held device.
Medicines
• Medications in all the areas that we inspected were
stored securely in locked cabinets. There were
appropriate arrangements in place for the storage and
use of controlled drugs, for example we saw evidence of
daily checks in the neonatal intensive care unit.
• We carried out a sample check of medicines in the day
unit. These were all in date and the controlled drugs’
records matched the medication stored in the
controlled drugs cupboard. A log book noted when
chemotherapy had been administered and the records
had been completed and signed by two nurses at the
bedside.
• All refrigerators used to store medicines had regular
temperature checks recorded. This meant that a
temperature outside the acceptable range was quickly
identified in a refrigerator in the children’s outpatients
department. This enabled the paediatric pharmacist to
identify which drugs could still be used and which
needed to be discarded.
• We saw that medicine administration records were
carefully completed and were up to date.
• Several prescribing errors were identified when the EPIC
system first went live. The system was allowing
dispensing sooner than it should have done and/or at
wrong level. This was quickly identified by staff and staff
had reverted to paper records while awaiting a fix on the
system. Risks associated with the prescribing of the
antibiotic, gentamicin, are recorded on the service’s risk
register. We saw that problems caused by the EPIC
system were being tackled by careful double-checking
and the use of paper records so that the guidelines from
the National Patient Safety Agency were being met.
However, staff had to remain alert to other prescription
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issues, for example the dosage for children of the blood
pressure drug amlodipine is not immediately clear from
EPIC and is not visible on the initial screen on the
hand-held devices.
Records
• Staff told us that there were benefits from EPIC. They no
longer needed to decipher handwriting and the recent
status of treatment of a patient could be ascertained
within 20 minutes where it used to take up to four hours.
This meant that if there was a query or a complaint staff
could quickly pull up the information and deal with the
issue.
• We found that patient records stored on the EPIC system
were clear. We were able to followed details for a patient
on EPIC from admission to planning for their discharge
from hospital.
• The information was generally up to date. However, staff
reported that there could be a time lag between
information being recorded on hand-held devices and
appearing on the monitors. Staff reported that they had
encountered some instances of information
‘disappearing’. They were mitigating the risks by
carefully double-checking that information entered was
present on the system, and re-entering data where
necessary. The trust assured us that all such reported
incidents are investigated.
Safeguarding
• Responsibilities for children’s safeguarding were clearly
assigned and understood. We were given an example
that showed that where the cause of injuries was
uncertain staff would ensure that a proper investigation
was carried out.
• Staff felt well supported in reporting any safeguarding
concerns. They knew where to receive guidance and
their knowledge of safeguarding contacts was audited. A
new member of staff knew where to get advice when
foster parents had asked for information concerning a
child to be changed.
• Appropriate safeguarding supervision arrangements
were in place.
• Staff stated that safeguarding training was in place and
that completion was monitored. All nurses and health
care assistants working with children were required to
have Level 3 safeguarding training, which was refreshed
every three years. We saw evidence of the monitoring
and we were told that this was also checked in
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appraisals. All the safeguarding training records that we
saw were up to date, with any delays in training being
due to long term absence, for example maternity leave.
However the divisional report for January 2015 shows
that children’s surgery and critical care staff had met the
trusts 90% target for level 1 safeguarding while medical
paediatrics had only achieved 85%. None of the three
areas achieved 90% for level 2 or three safeguarding
training with the worse being Medical paediatrics in
Level 2 (78%) and for level 3 safeguarding training
paediatric critical care achieved only 75%.
• In response to a self-harming incident, training by a
mental health nurse was planned for nurses, healthcare
assistants and play specialists in May 2015.
• Following the accusation and conviction of a doctor for
indecent assault on children the service had tightened
procedures including greater use of chaperones. The
trust’s chaperone policy specified that, “No child, young
person or vulnerable adult should be seen or examined
without a chaperone being present”. We did, however,
note that a clinician had reported that there was not
generally another member of staff available to act as a
chaperone in their clinic. This was recorded as an
incident but designated as ‘minor’.
• The trust’s safeguarding children policy had last been
updated in 2012, but a revision was in process. However,
we noted that there was still limited guidance for staff if
they were concerned about the actions of a colleague.
Mandatory training
• Mandatory training courses included moving and
handling, safeguarding, infection control, and health
and safety. Information from the divisional meeting in
January 2015 shows that over 90% of staff in medical
and surgical paediatrics had completed fire and
resuscitation training, however in critical care these
percentages fell to 78% and 86% respectively.
• We saw that progress in completing training was
monitored for each member of staff and a ward
manager explained how reminders would be sent to
managers when training became due for any of their
team.
Assessing and responding to patient risk
• The paediatric early warning score system was used to
assess risks to patients.
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• Our scrutiny of records and conversations with staff
confirmed that patients at risk of, or suffering,
deterioration were referred immediately for
re-assessment.
• Risks to patients in wards and those using the
outpatient’s department were assessed and mitigated
where possible, for example with parents being asked
not to have hot drinks in the children’s outpatients
waiting area.
Nursing staffing
• Acuity tools were used to identify the required nursing
levels in specialist areas. Senior management confirmed
that staffing levels had been increased slightly in the
neonatal intensive care unit and in two wards in
response to increased complexity and levels of patients’
needs. A ward nurse confirmed that staffing levels were
constantly reviewed, including by peer review.
• However, we found that there were nursing vacancies in
several areas, such as in the day unit and in the neonatal
unit. The latter, for example was funded for 133 nurses.
There were 124 nurses in post with a further 14 overseas
nurses awaiting their personal identification numbers
from the Nursing and Midwifery Council.
• Staff recruitment events were proving successful. 28
potential recruits had recently been shortlisted.
• We noted that a third of the 31 ‘moderate’ incidents
reported between September and December 2014
related to insufficient nursing staff levels or skills mix.
This had resulted in staff having to take their breaks
later and for a shorter time. In one instance this resulted
in patients’ medication being delayed. The risk register
also noted that there were insufficient trained specialist
nurses in oncology. An incident report noted a shortage
of specialist nurses in dispensing chemotherapy. This
was confirmed to us when we talked with staff.
• A shortage of qualified speciality nurses in the neonatal
intensive care unit was noted on the risk register. This
was monitored on a weekly basis, with bank staff being
called in when needed. Steps were being taken to tackle
these shortages for example by using secondments and
training to help staff gain the skills and experience
needed in the neonatal intensive care unit.
• Problems in nursing staff retention were reported as
being due to the cost of housing and living in the
Cambridge area as well as to nurses moving on to
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different roles. Some nurses experienced ‘burnout’ due
to nature of their work and we were told that the trust
was trying to address this by funding a half-time
psychologist post from 1st April 2015.
• There was little use of agency nurses, with senior
managers explaining that the hospital’s own staff were
used to provide ‘bank’ cover. On the few occasions when
agency staff were needed it was requested that the
same nurses should be sent to the hospital. This helped
ensure continuity of care and that all temporary staff
were conversant with the systems and practices within
the service.
• We observed nurse handover sessions. These were
clear, efficient and effective. A brief overview and update
was given by the nurse in charge followed by a detailed
nurse to nurse handover for each patient.
Medical staffing
• There were sufficient doctors on duty to ensure safe and
effective care. We found all rotas fully covered, with
consultants attending at night and weekends when
needed.
• Handovers were held regularly. They were attended by
consultants and were documented.
• No use was made of locums, with junior hospital
doctors providing any additional cover.
Support staff
• The team of play specialists, who supported children in
understanding their illnesses and treatment and who
helped patients keep entertained and at ease were
enthusiastic and committed. Play specialists told us,
however, that the work that they could undertake was
limited due to the continuing vacancy for a manager.
This had also resulted in staff not having regular
supervision meetings, although they felt well supported
by children’s outpatients’ management.
Major incident awareness and training
• We saw that appropriate measures were in place for
preventing and dealing with fires. Staff confirmed that
they had received appropriate training.
• The trust had major incident and business continuity
plans in place, for example protected computers that
contain back up data and would continue to function if
the rest of the system went down.
• We saw that each area, for example the children’s
outpatients service, had plans in place to deal with
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incidents affecting that part of the service which
resulted in the need to evacuate the area. However, the
paediatric day unit, in which anaesthetics are used,
does not have a back-up for its generator if this has to
be brought into use and fails. Other areas of the hospital
have a third power supply and these could be used for
anaesthetics if required.

Are services for children and young
people effective?
Good

–––

We found good team work and multidisciplinary working
embedded within the service, with other services in the
trust, and with external organisations. This ensured that
patients received continuity of care. Care was being
provided in line with evidence-based practice and trust
policies and procedures were being followed. Consent to
care and treatment was being appropriately obtained.
Patient outcomes were monitored and the service
participated in national audits. Consultants were available
at all times and services such as imaging were available out
of hours.
We observed staff working in a competent and professional
manner and they told us that they felt well supported by
their managers. They had regular appraisals, and good
learning and development opportunities to support them
in their roles. Information regarding each patient’s care and
treatment could be quickly accessed from the EPIC
computer system, although staff were still waiting for
system changes to enable full nursing care plans to be held
electronically. Other issues with the EPIC system were
hampering effective care.
Evidence-based care and treatment
• We noted that policies were in place based on National
Institute for Health and Care Excellence guidelines and
guidance issued by the Royal College of Paediatrics and
Child Health.
• Local policies and procedures were followed and audits
carried out, for example in relation to infection control.
• Chemotherapy was stored and dispensed following
national protocols. However, as shown by the incident
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records, the service was not meeting the standard at all
times regarding two qualified registered chemotherapy
nurses being on duty to check and dispense
chemotherapy.
Pain relief
• The FLACC (face, legs, activity, crying and consolability)
score chart was used to assess and monitor pain and
neonatal nursing and medical staff were trained in use
of the new-born Brazelton Assessment to identify signs
that babies were experiencing pain.
• Assistance was available from a specialist pain control
team.
• Nurses told us that the EPIC system was helpful in
providing immediate access to information about the
pain relief that could be provided to patients. This
meant there was no need for a delay for patients in pain,
as had happened in the past if a patient’s records were
with the pharmacy.
• We reviewed the EPIC records for 4 patients and saw
that pain was noted on a scale of 1-10, with the pain
team reviewing pain relief for individual patients.
Nutrition and hydration
• Patients’ nutrition and hydration was documented on
EPIC. However, problems with EPIC on the children’s
oncology ward had led to staff documenting fluids
manually. There was, however, a written protocol to
protect patients until EPIC was able to fully support
oncology treatment and enabling the recording
chemotherapy and fluid balance data. The trusts stated
that this was a conscious decision to place paediatric
oncology outside of EPIC until approval of the
transfusion staff.
• We saw evidence of dietary assessments to ensure that
children received appropriate nutrition.
• If a child on a ward missed a meal and was hungry hot
food or a cold snack would be provided at any time.
• The children’s oncology ward had its own chef who
prepared food especially for children who had little
appetite.
Patient outcomes
• The children’s service participated in national audits, for
example for paediatric diabetes and asthma, with
performance showing as better than the national
average. Action plans to address areas highlighted in
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these audits were submitted by the trust. These showed
in respect of paediatric diabetes that the trust was
encouraging staff to be more proactive in maintaining a
relationship with the hard to reach children.
• Non-elective paediatric readmissions were better than
the England average, for example for medical oncology.
However, elective readmissions for this area and
multiple readmissions for epilepsy were both higher
than the England average.
Competent staff
• We observed staff working in a competent and
professional manner. We noted, for example, that extra
care was taken in checking details for blood transfusions
as some problems had been encountered with the EPIC
system.
• All the staff with whom we spoke confirmed that they
had good support from their managers and colleagues,
for example through one-to-one sessions and team
meetings, and had received the training they needed to
carry out their work.
• Staff had access to counselling services such as from
‘Care First’ and from a recently created half time
psychologist post to support them, for example, when
caring for dying children.
• Appraisals were in place. Managers showed us how the
computer system recorded training and appraisals. Staff
received reminders when renewal dates were
approaching for individual members of staff. Most
services had reached 100% of appraisals apart from the
medical staff in general paediatrics and paediatric
surgery who had 78% compliance as at December 2014.
• Junior doctors confirmed that they had appropriate
supervision and appraisals, and we found that doctors’
revalidations were up to date.
• Staff were able to undertake further training in areas of
personal interest that contributed to their work. Staff
were required to formally share the learning from this
training with their colleagues.
• Radiologists had undergone training in child
development and in distraction techniques to help
them understand and support children undergoing
treatment.
• Staff felt that EPIC training had been insufficient.
Multidisciplinary working
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• We found effective multidisciplinary working between
specialities and with health professionals across the
trust. For example, consultants would respect the views
of therapists regarding the suitability for discharge
home of specific patients.
• There was generally good access to specialist input,
although we were told that the neonatal unit had
limited access to inpatient physiotherapy support..
• Paediatric oncology specialists worked with the
multidisciplinary team that looked after adult cancer
patients.
• We noted the effective liaison and/or referral to other
specialities within the hospital and in the community to
provide support for bereaved families.
• External liaison, for example with community nurses,
GPs and other hospitals was effective. Multidisciplinary
meetings and psycho/social meetings were held weekly
to review the latest results and progress for individual
patients and to jointly plan intervention care and
discharge arrangements.
• We witnessed good multi-agency working and
communication in the child development centre. Access
both to EPIC and to Systm1 (the computer system used
by many GPs) enabled more seamless communication
between the hospital and community services.
• Effective liaison was in place with schools for children
who had to spend extended time in hospital.
• "There was a well-organised and effective Acute
Neonatal Transfer Service (ANTS) based at the hospital.
This service is commissioned to undertake Neonatal
Transfers for the East of England and undertakes around
1200 transfers a year including those from Great
Yarmouth and King’s Lynn. The Children’s Acute Transfer
Service (CATS) based at Great Ormond Street is
commissioned to undertake all the paediatric transfers
to a PICU in the East of England and due to the
distances involved and the location of the CATS team it
could take some time to reach certain hospitals. We
spoke with a parent whose child had been transferred to
the paediatric intensive care unit from one of the other
main hospitals in the region. They told us that there had
been a long wait for the transport but that there had
been a good handover with treatment fully explained
• Each speciality transferred children to adult services at
the age of 16, although children with complex needs
were referred at between the ages of 16 and 18.
Transition clinics were held for young people to prepare
them for transfer to the adult services
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• Referrals were made to psychiatrists if required, for
example if children had eating disorders or severe
mental health problems.
• The neonatal unit employed a psychologist and all
paediatric units had access to psychologist support.
• Play specialists provided an excellent service. They
made home visits to help children understand their
treatment and get prepared for the experience. Sensitive
and child-focussed strategies were enabling children as
young as three years old to undergo radiotherapy
without anaesthetic. We saw that play specialists had
designed a poster based on the interests of a young
child who was receiving radiotherapy. The poster bore
the child’s name and was there to greet them on visits to
the radiotherapy department. It preceded the child as
they moved around the department, giving a sense of
familiarity. The child had been able to choose a ribbon
to hold while undergoing treatment, secure in the
knowledge their parent was holding the other end. The
parent confirmed that the child was relaxed about their
visits and the treatment. We saw that the young patient
was happily playing with stickers that had been
provided to go on their poster.
Seven-day services
• Consultants were available at all times to meet the
needs of babies and children throughout the service.
Staff confirmed that consultants would come in out of
hours and we saw that registrars and consultants were
on evening and night time rotas. A junior doctor
commented that consultants were often in at night. The
parent of a child receiving outpatient care from the
service recounted an instance on Christmas Eve when
their child was admitted to the emergency department.
The consultant was contacted and was ready to come
immediately to the hospital.
• Services such as imaging, pharmacy, occupational
therapy and physiotherapy were all available out of
hours when needed.
• The general paediatric day unit (F3) opened out of
hours, for example to keep children on overnight
observation.
• Play specialists were only on duty Monday to Friday.
Access to information
• Guidance was in place on the EPIC computer system for
each patient’s medical and nursing care, but the ability
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to hold nursing care plans on the system was still in
development. As a result nursing staff had to be
especially careful and vigilant to ensure that each
patient received the care that they needed.
There was not a consistent and efficient system for
enabling bank and agency staff to access the data from
EPIC that they needed to provide effective patient care.
Together with other problems, for example oncology
drug prescribing and a risk in the way that transfusions
were ordered, we found that EPIC was hampering staff
in the safe and effective delivery of care and treatment.
By reverting to paper records and double-checking staff
had ensured that no harm had come to any patient.
We heard from doctors that some information seemed
to disappear from EPIC records. This problem was
echoed by play therapists. The trust assured us that all
such reported incidents are investigated.
Staff had noticed that the transfer of information from
hand held devices, such as drugs given at a specific
time, was sometimes delayed. To mitigate the risks no
complex or intravenous drugs were being recorded on
hand held devices. Staff had recorded the problems
with EPIC as incidents, but were still waiting for
satisfactory resolution of the issues six months after the
installation of the system. The trust assured us that all
such reported incidents are investigated.

Consent
• Consent would be sought from families and/or children
as appropriate prior to any procedures or tests being
undertaken. Children would routinely be asked if it was
alright to weigh them or measure their height. For
intimate examinations the trust’s chaperone policy
specified that the procedure must be explained and
consent secured before it was carried out.
• Staff described how they would deal with children or
parents who had reservations about a procedure. An
example was given of a 14 year old needle-phobic who
needed a blood test. Staff worked with parents to get
the patient to relax and to obtain their consent. Staff
with whom we spoke had not encountered any faith
issues when seeking consent, but said that if they did
they would explain what the medical reasons for the
request were and also investigate other ways of
obtaining the required data or health outcomes.
• We saw that consent forms were used, for example for
lumbar puncture. Conversations with patients and their
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families confirmed that consent was sought for
treatments as appopriate. These included bone marrow
transplants and participation in drug and treatment
trials.
• We heard a discussion with an eleven year old and her
parent regarding insertion of a nasogastric feeding tube.
The patient’s wish to be allowed a little more time to try
to eat was respected.
• Specialist doctors asked young teenagers if they wished
their parents to be present during their consultation.
Children over the age of 14 were able to raise
complaints without having to involve their parents.

Are services for children and young
people caring?
Outstanding

–

We found outstanding standards of patient-focussed care,
with staff going to great lengths to meet the needs of
children and their families both in work time and in their
own time. Children and their families were truly respected
and valued as individuals and were empowered as partners
in their care. We observed that staff were caring,
compassionate and empathetic. The children and parents
with whom we spoke felt well-informed and told us that
staff were friendly and caring. There was a strong, visible
person-centred culture. Staff were highly motivated and
inspired to offer care that is kind and promotes people’s
dignity. The results of an externally conducted survey and
the many cards and letters expressing thanks confirmed
our findings.
Compassionate care
• All the children and families with whom we talked
expressed their strong appreciation of the kindness,
consideration and friendliness that they received from
staff at all levels across the service and from other parts
of the hospital.
• The patient advice and liaison service stated that the
most recent (2014) survey of families’ and patients’
views showed very positive responses regarding
friendliness of staff and feeling that children were safe.
97 children responded to the survey and the trust
performed better than other trusts in England for the
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question regarding staff not talking in front of children
as if they were not there. The trust did not perform
worse than the England average in any question on the
survey.
We observed sensitive and patient focussed care, for
example anticipation that a young wheelchair user
would want to move position and freshen up after a
long journey. A hoist was brought from another part of
the service so that it was in place to assist them.
We saw that doctors, nurses and other staff treated
patients and their families with respect and
compassion. Friendly relationships were quickly
established, for example by the first names of the
doctors and nurses on duty being displayed in the day
unit.
One parent told us that their young child had a phobia
of doctors but related well to staff here. They
commented, “It is nice when you meet a member of staff
that really knows how to look after children and is on
their level”.
An inpatient described the care they had received as,
“Absolutely wonderful”.
We noted that conversations with patients and their
families were courteous and that telephones were
answered promptly and in a friendly manner.
Patients’ privacy and dignity were maintained, for
example with the use of privacy curtains when children
were receiving personal care.
We saw that the service received many letters and cards
expressing thanks from patients and their families.
Comments included, “Lovely staff who were only too
happy to reassure us and offer super care”.
We saw that the service was considerate about families’
needs as well as those of the patients, for instance a sign
invited parents to ask if they needed a bottle or food
warming up. Free meals were provided to breast feeding
mothers with babies on a ward and we saw that there
were excellent facilities for expressing breast milk.
Patient confidentiality was respected, for example with
computer screens closed down to avoid other people
seeing confidential details.
A parent we spoke with echoed comments by staff that
the provision of care had been affected by the
introduction of the new computer system as staff
seemed to be spending time looking at the screens
rather than with patients.
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Understanding and involvement of patients and those
close to them
• Staff had set up an ACTIVE Children and Young People’s
Board that enabled current and former young patients,
and any other children who were interested, to meet
and share ideas. The ACTIVE Children and Young
People's Board was involved in producing child friendly
information and in projects, such as Teens in Hospital
which was looking at ways of improving the experience
of young people, especially those on adult wards. Staff
participated in this club and raised funds in their own
time.
• The hospital ensured that it kept patients and their
families well informed. Parents told us that medical and
nursing staff discussed treatment and care and kept
them updated. The family of a child in the paediatric
intensive care unit expressed their appreciation of the
way that they received a detailed update twice a day
about the treatment and progress being made. A parent
visiting in the outpatient’s clinic told us that they never
felt rushed in an appointment and that consultants and
all other medical staff were friendly and gave clear and
helpful explanations.
• Children and young people with whom we spoke told us
that proposed treatments had been clearly explained to
them and that they had been involved in decisions
relating to the treatment. A teenage oncology patient
was able to tell us the details of their diagnosis and the
treatment plans that had been agreed with their
consultant.
• Children and young people were empowered to make
decisions, for example we were told that children could
make decisions about the time of day that they would
prefer to have chemotherapy treatments. An eleven year
old stated that they were able to make decisions about
pain relief. The ward teen room had a notice that stated,
“Parents may be invited by young people to join them”.
• Parents and their families were involved in decisions
about their treatment and care. We saw that parents
were involved in planning their children’s care on the
day unit. We observed that staff first had a conversation
with the parents and then involved the child in the
discussion to reach agreement about their care and
treatment.
• Staff were responsive to children’s and parents’ needs
for reassurance, for example a parent told us that an eye
clinic consultant had given them their work email and
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responded promptly if they expressed any concerns or
had queries. A young teenager said that, "Everybody is
really friendly" and that staff were supportive if they felt
distressed. Everything had been explained to them and
their parents. Staff had put them in contact with another
young person with similar health issues who had
undergone the surgery that this young person was
facing. The resulting conversation and peer support was
valued by the patient.
• There were no set visiting hours on the children’s wards
although the service requested that only parents or
carers should visit after eight o’clock in the evening to
help keep down noise levels when children were trying
to sleep. We did, however note that noise levels were
often high in the neonatal intensive care unit. The unit
had an ear symbol that indicated the noise levels and
we noted that this was flashing red (high level) for much
of the time during our observation.
Emotional support
• Staff were sensitive to children’s and families emotional
needs. Brazelton Assessment techniques were used to
gain insight into infant behaviour and identify signs of
stress in new born babies. Where babies had to be
supported in intensive care parental bonding was
encouraged. Parents were able to help change nappies,
touch their baby and cloths with their parental smell
were placed in the cot or incubator. A cloth with the
baby’s scent on it was given to mothers to help
encourage breast milk production. Staff kept memory
boxes of items from the babies’ care. They told us, “We
make little books so that they can see how their babies
are improving”.
• Effort was made to enable young people to take on
responsibility for their treatment and to support each
other, for example through the ACTIVE Children and
Young People's Board and in clinics, such as the
diabetes clinics. These clinics were age-banded to help
children and young people to make more of a social
event of their visits. Programmes developed elsewhere
to encourage attendance and healthy living were used.
Clinics were sometimes enriched by the presence of a
medical assistance dog, trained to alert its owner to the
signs of impending hypoglycaemic attacks.
• We observed that timely and sensitive support was
given to families or patients who had received upsetting
news. A ward manager described the approach to
breaking bad news to a parent. Forewarned by the
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consultant, the ward manager would be present at the
meeting with the parent. In a recent example the
consultant had then made a cup of tea for the parent
who had been given the opportunity to telephone their
spouse. The ward manager provided emotional support
and the consultant returned to check that the parent
was coping and the information had been understood.
The next day there was a meeting with the parents to
plan their child’s care and treatment. We saw that the
kindness of staff was appreciated for example a nursery
nurse and a paediatric pharmacist were cited in the ‘You
made a difference’ awards for offering emotional
support when needed.
• There was a sensitive and measured approach to
potential child abuse by parents. We were told of an
example of where staff had concerns. These were
investigated jointly with social care and it transpired
that the issue was health-related and not the result of
any parental abuse. A good relationship was maintained
with the family during this difficult investigation.
• Emotional support and bereavement services and
counselling were provided for parents and siblings. For
example, the neonatal intensive care unit had a
counsellor available for two days a week, access to a
clinical psychologist and support was available from the
chaplaincy and from the local hospice.
• Staff told us that more counselling support would be
valuable and expressed their wish to be able to spend
more time themselves with patients and families.

Are services for children and young
people responsive?
Good

–––

Services to children and young people were well-tailored to
meeting patient’s individual needs and were provided in an
attractive and child-friendly environment. Translation
facilities were available for families whose first language
was not English. The service received few complaints but
had a robust procedure in place and appropriate changes
were made in response to concerns expressed.
The main issue for the service was pressure on bed
capacity. Although accepted as not being ideal, the service
could only cater for children up to the age of 16, with
children as young as 14 occasionally having to be placed
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on adult wards. Lack of adequate bed space across
paediatrics was noted as a red risk on the risk register as it
had the potential to impact on the responsiveness of care,
for example with operations being delayed but not
cancelled. The wait between being referred to the hospital
and being seen was longer for most paediatric specialities
than the NHS standard. Strategies to tackle the pressure on
beds included conversion of office space to clinical use on
wards. Parents reported that they usually spent some time
waiting in clinics, but told us that appointments were not
often cancelled.
Service planning and delivery to meet the needs of
local people
• Children’s services provided an attractive and
child-friendly environment through wall decorations,
the provision of toys and use of distraction devices such
as a projector and hanging mobiles in the children’s
outpatients’ clinics to help children relax and keep them
entertained. The parent of a nine year old who had to
make frequent visits to remarked that their child was,
“Happy to come because it is a nice environment”.
• A range of facilities helped make a stay on a children’s
ward more enjoyable. We saw an attractive ward garden
that children and their families could use. Children had
access to free bedside television until 7.00 pm.
• A teen room was provided on the ward that catered for
older children, and the teenage oncology ward provided
very good facilities, with access to television and a range
of computer games for patients.
• Whilst there was a dedicated children’s outpatient
department, children were also still seen in various
other outpatient areas, such as the fracture clinic, eye
clinic, and ear, nose and throat clinics. The adult clinics
that we visited had dedicated play areas and toys
available, although when we spoke to play specialists
they told us that not all areas where children were
treated had play provision or staff with the knowledge
and skills to support children in adult areas.
• Play specialists supported children throughout the
children’s services and when they had to go to other
areas within the hospital. Combined with the friendly
and informal approach of specialist staff at all levels,
parents told us that this helped children to feel at their
ease while receiving treatment.
• The hospital’s challenge of being a regional centre as
well as providing district general hospital facilities for
local people was well illustrated in children’s services.
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We found that several families travelled from across the
eastern region and further so that their children could
be treated at the hospital. One parent told us that they
frequently made a round trip of over three hundred
miles.
Access and flow
• Children’s services only catered for children up to the
age of 16. Patients aged between 16 and 18 were placed
within adult services, with access to the hospital school
teachers. Occasionally children as young as 14 had to be
placed on adult wards. Between November 2014 and
March 2015 there were 490 times that children between
the ages of 14 and 18 were accommodated on adult
wards. Senior managers stated that this was not ideal,
but dictated by the pressure on beds in the paediatric
wards.
• Lack of adequate bed space across paediatrics was
noted as a red risk on the risk register as it had the
potential to impact on the responsiveness of care, for
example with operations being delayed but not
cancelled, the inability to transfer patients out of the
paediatric intensive care unit and the need to
sometimes move patients within and out of the hospital
late in the evening. Parents were advised to telephone
the hospital before bringing their child to a ward prior to
a medical procedure to check that a bed was available.
• We found, however, that the service had effective
strategies to deal with the high levels of bed occupancy,
including conversion of office space to clinical use on
wards. The day ward was sometimes used overnight
and evening rounds reviewed children who had been
identified as nearly ready for discharge to see if they
were well enough to go home.
• It was obvious, though, that resources were often
stretched, with 7 of the 31 ‘moderate’ incidents recorded
between September and December 2014 being
categorised as capacity issues due to shortage of beds.
There were three instances of operations being delayed
as a result. One child had to be temporarily
accommodated in a treatment room while others were
unable to move onto the wards from the paediatric
intensive care unit.
• The paediatric intensive care unit had to refuse to
accept 80-100 children per year due to lack of beds.
• Data for the year April 2014 to March 2015 showed that
the wait between being referred to the hospital and
being seen was longer for most paediatric specialities
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than the NHS standard, for example for ear, nose and
throat problems where only 55.7% of inpatients and
73.7% of outpatients were seen within the required
timescales.
Between January and March 2015 an average of 10% of
children and young people under the age of 18 waited in
excess of the six-week NHS standard for diagnostic tests.
Parents and patients told us that there was some
waiting in clinics, for example up to two hours in the eye
clinic, but generally not more than half an hour in the
main children’s outpatients’ department.
Appointments were not often cancelled, although one
parent had experienced four changes in rapid
succession for the appointment they were attending
with their child and they had to ring to clarify as it was
getting confusing.
Parents of a baby told us that they had been called back
for more blood tests, but the reasons had not been
explained. They had not had the expected telephone
call about the initial results, and when they queried this
they were asked to come in again for blood samples to
be taken.

Meeting people’s individual needs
• We found that services were well-tailored to meeting
patient’s individual needs. There were specialist
paediatric nurses employed, for example in diabetes
and endocrinology.
• However, we noted that there could be a delay in some
patients receiving their required medication due to the
EPIC system ‘locking’ drug prescriptions, for example
post theatre. This meant that nurses had to obtain
renewed authorisation from a doctor before the
medication could be dispensed.
• Play specialists helped make children’s visits more
enjoyable by involving them in activities. There was
good provision of toys and we saw older children using
computer games while they were waiting for treatment.
• We observed that the range of services in paediatrics
worked in a co-ordinated and considerate way, for
example to support and treat an oncology patient with
learning disabilities and hearing loss. The parent of
another child confirmed that their child’s complex
needs were met in an efficient, well-organised and
considerate way.
• A language service was available by telephone to help
communicate with people whose first language was not
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English. We also noted that the welcome sign in the
child development centre was in a range of languages
and welcome leaflets for wards were available in several
languages as well as in large print or audio formats.
People from different cultural backgrounds were treated
with equal regard and their beliefs and needs were
catered for, for example with the provision of halal
meals. Families from different ethnic groups assured us
that their requirements were met in a considerate and
respectful way.
Attention was paid to making children’s visits as
enjoyable as possible. We spoke with a nine year old
who had attended a children’s’ outpatients’ clinic. They
told us that they looked forward to their visits and their
parent confirmed that the child was reluctant to leave.
Music therapy was used in the child development
centre, which also had a sensory garden for patients and
families relaxation and enjoyment. When children
needed to have a CT or MRI scan effort was made to
help children relax, for example play specialists used a
model of the scanner to explain how it worked. The light
would be dimed for younger children and parents were
able to stay until the child was ready to be scanned.
A well-equipped parents’ room enabled parents to relax
and to make themselves meals and hot drinks. A parent
or carer was allowed to stay overnight in a bed next to
their child, and provided with breakfast the next day. A
nearby facility run by the Sick Children’s Trust provided
some free accommodation for parents and families. We
spoke with two family members of a child in the
paediatric intensive care unit and they told us that a
room had been provided for them.
Transition clinics helped young people make the move
to adult services, for example a transition nurse and
transition educator supported young people in the
endocrine clinic. Young people could make decisions
about when they wanted to see the doctor on their own
and at what age they wanted to make the transition to
adult services.
There was provision within the hospital for children to
receive teaching and continue their studies.
There was no Wi-Fi available throughout the trust
however there was an externally funded Wi-Fi funded by
the Teenage Cancer Trust.
When we visited the children’s development centre we
noticed that access was difficult for people using
wheelchairs or with buggies. A doctor we spoke with in
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the unit confirmed that this was an issue, and resulted
in people having to negotiate varying road and
pavement surfaces to use the lifts near the Rosie
Hospital and gain access to the centre.

Are services for children and young
people well-led?
Good

Learning from complaints and concerns
• Patients and families told us that they had not had any
reasons to complain about the service, but were
confident that if they did mention any concerns these
would be promptly and effectively addressed.
• Information about how to complain was on display and
there were complaints and compliments boxes in
clinical areas. Generally people would raise any
concerns verbally and these would be dealt with by staff
at point of occurrence. They would be referred to the
hospital’s patient advice and liaison services if the
patient or their family were not satisfied with the
response.
• The number of formal complaints regarding children’s
services was low. We found that the hospital had a
robust approach to investigating complaints and were
told that the service for children and young people fully
co-operated with any investigations. If patients or
families remained dissatisfied they would be invited to a
meeting with all the staff involved in the patient’s care.
An independent clinical review would be offered if
needed and details provided of the health service
ombudsman.
• Any comments or complaints were discussed regularly
at staff meetings and any learning was implemented as
appropriate.
• We saw that ward noticeboards displayed details of any
complaints and issues of concern and the service’s
response.
• Senior staff would discuss any complaints with staff as
appropriate, for example complaints about a specific
member of staff would be discussed in a one-to-one
meeting with the staff member.
• Changes had been made in response to complaints. For
example families and patients said they were not told of
delays in clinics or how long they might have to wait. In
response, clinics were allocated to specific staff who
were required to monitor flow and inform patients of
any delays. Patients to whom we spoke confirmed that
this was happening and they felt better informed.
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Staff at all levels were committed to excellence in the care
and treatment of children and young people. Senior
managers within the service provided clear direction and
staff were able to tell us the trusts agreed values. Risk
registers, incident records and audits were in place and we
saw that action was taken where areas for improvement
were identified. There was effective team working and staff,
patients and families were involved in service
development.
We noted that the service was ready to collaborate with
other hospitals and was at the forefront of care and
treatment of babies. The service felt under-supported and
overlooked by senior trust management and there was no
‘champion’ for the service on the trust board. But clear
focus on improvement had led to plans for a dedicated
children’s hospital receiving approval.
Vision and strategy for this service
• The trust had an agreed set of values that had been
discussed with staff. These were known and understood
by children’s services staff with whom we talked.
• The clear focus on improvement had led to plans for a
dedicated children’s hospital receiving approval.
• Within the service we found a clear commitment to
excellence in care from staff at all levels.
Governance, risk management and quality
measurement
• The service had regular governance meetings and we
saw that these included discussion of incidents and
learning to be shared.
• An annual audit programme was in place. This included
audits of patients’ experiences of, for example, the
transition service for young people with epilepsy.
Responsibility for ensuring the audits were completed
was assigned to named individuals and target dates and
completion dates were recorded.
• We saw evidence that where results for the service
varied from the national average the reasons were
investigated.
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• Risk registers were place. These recorded actions taken
to mitigate risks, and we saw that there was appropriate
referral to the trust’s executive and regular review to
identify any outstanding actions or changes in risk
levels. The risk to provision of high quality care due to
pressures on bed space had been appropriately
retained as a ‘red risk’. However the staff took action to
mitigate this risk on a daily basis.
• Monitoring of service quality, for example of nursing
care, was in place.
Leadership of service
• The service was led by four clinical directors with
dedicated leadership time. They provided clear
direction and were well liked and respected by staff.
• All staff with whom we talked told us that they received
good support from their managers, although the
vacancy for a lead in the play service was affecting the
co-ordination of this service.
• We were told that the executive team were not visible
within the service. There was no champion of children’s
services at board level and staff from all levels in the
service told us that they felt little regard was paid to the
service by the top levels of management.
Culture within the service
• There was a very positive culture among all those
dealing with children, including in the adult outpatients’
clinics. Staff told us that managers were approachable
and supportive, morale was high and that the culture
was open and transparent.
• Staff from other departments within the hospital
confirmed that there was an open and honest response
from the service regarding any complaints or concerns.
• Teamwork was cited as a strength, for example a
student nurse told us that they felt well supported by all
the members of their team and would have no
hesitation in raising any concerns. Another member of
staff told us that it was, “Like a family”. Despite the
Weston Centre being on the other side of the hospital
from the main children’s outpatients department, staff
there felt part of the team and mentioned the
camaraderie that existed.
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• We noted good, friendly team dynamics, for example at
handover sessions.
• A ‘raising concerns’ number was available if staff
preferred not to approach their line manager.
• Senior staff felt any concern about a doctor or nurse
would be reported to their line managers and the
response would be supportive.
• Team meetings were regularly held at different levels
and for whole teams across the children’s service. Staff
found these meetings useful, for example in sharing
concerns. However, neither a manager nor a doctor
whom we asked could confirm that this feedback
reached trust senior management levels.
Public and staff engagement
• The ‘ACTIVE’ children’s and young people's board was
involved in a range of projects including getting involved
with patient led assessments of hospital wards and
clinics. We saw displays of the work of this group, which
also has a page on the hospital website.
• Surveys of patients’ and families’ views were undertaken
for the service by an external organisation. Action plans
were put in place to tackle any issues.
• Staff and the public had been involved in designing the
neonatal unit.
Innovation, improvement and sustainability
• Board approval had been secured for a children’s
hospital to be built. The service was beginning to
formulate plans to secure the funding to translate this
approval into reality.
• The neonatal intensive care service is at the forefront for
provision of care for babies. The neonatal transfer team
(ANTS) was the first such team to formally and
consistently enable parents to travel with their sick
babies. ANTS have in place equipment to “cool” infants
with hypoxic brain injury that need transfer between
one hospital and another. Information about this was
published in the American Journal of Paediatrics in
2013. An MRI scanner had been installed in the Rosie
Hospital with the aim that this will support research into
brain injury in new-born babies. Pulse oximetry
screening was carried out on all new born babies.
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Effective
Caring
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–––

Requires improvement
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–

Responsive

Requires improvement

–––

Well-led

Requires improvement

–––

Overall

Requires improvement

–––

Information about the service
The specialist palliative care team supported people
affected by life-ending or life-limiting conditions and their
families, including patients with complex symptom
management with cancer. It received referrals from other
hospitals and the community for other life-threatening or
life-limiting conditions, from Cambridge and East Anglia.
Between April and September 2014 the team had received
705 referrals. In the previous year the split was 75% cancer
and 25% non-cancer related referrals.
The trust had a special palliative care team six days a week,
9am to 5pm Monday to Friday, and 8.30am to 4pm on
Saturdays. There was also a breathlessness intervention
service which ran four days a week and saw an extra 350
patients at home. Nurses and doctors provided end-of-life
care to patients on wards in the hospital. In the previous six
months, 695 patients had died in the hospital.

The team undertook routine hospital post mortems as well
as forensic work for the local coroner. This service operated
seven days a week with on-call cover for bereavement and
viewings available.
The chaplaincy service provided a multifaith support
service to patients and staff, with counselling services
available to staff who cared for patients and families. This
service operated five days a week with extra hours provided
through an on-call service.
We:
• visited 12 wards and spoke with seven people who used
the service and nine relatives
• spoke with members of the palliative care team and 49
other staff within the hospital who referred people to
the palliative care service
• spoke to the chaplaincy and bereavement team, organ
transplant co-ordinator and resus officer, and visited the
mortuary.

The team comprised 15.35 whole time equivalents which
were split by 2.7 whole time equivalent consultants, 3.65
whole time equivalent clinical nurse specialists and 9
whole time equivalent of other staff. The whole team
provided medical, nursing and allied healthcare
professions training, formal and informal sessions to
students and trainees, and trained staff at all levels. There
was a 0.6 whole time equivalent end of life care nurse
educator in post.
The mortuary service had the capacity for 102 patients and
supported other facilities for capacity in the area. However,
eight fridges were out of use at the time of the inspection.
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Summary of findings
Staff provided an end-of-life care service that was
outstandingly caring. The palliative care team, mortuary
and chaplaincy team locally were effective, responsive
and well led. However, in the wider trust there were
concerns with ‘ceilings’ of care around treatment at the
end of a patient’s life when they were not for
resuscitation. This was not always well documented on
the electronic medical record. Despite a clear flag on the
electronic record staff were not always clear about who
was or was not for resuscitation. Local teams were
responsive to patient needs. However, the electronic
records system (EPIC) created significant numbers of
delayed discharges that impacted on patients receiving
end-of-life care. We had concerns about how the service
worked with community services to fast track discharges
for patients at the end of their life.
The trust had introduced the “Last Days of Life”
document to assist in caring for patients at the end of
their life which had been uploaded within the electronic
patient in January 2015. However we saw that staff
continued to use the paper record. There were therefore
two systems which directed nurses in how to care for
patients. We found that where “Last Days of Life” was
used this was poorly completed. The electronic record
did not provide a holistic care record for patients as
there was no care plan at the end of life. The trust had
not participated in the National Care of the Dying audit
as this was focused on the Liverpool Care pathway
which was no longer used that the hospital. This meant
that it could not benchmark its performance against
other services.

national acclaim and had been adopted by other
hospitals. The Breathlessness intervention service had
won national and international acclaim as an area of
excellence in palliative care.
Staff throughout the hospital knew how to make
referrals and referred people appropriately. The
palliative care team assessed patients in good time, to
meet patient needs. The hospitals new integrated
technology system (EPIC) had improved efficiency
within the department giving staff better access to
patient information. However there was much work to
be done for the system to reach full potential. Many staff
said they had struggled with EPIC and it was time
consuming. The specialist palliative care team found
patients dropped off the system, so kept two lists to
avoid losing patients. Staff had access to specialist
advice and support 24 hours a day from a consultant
on-call team for end-of-life care.
The chaplaincy and bereavement service supported
families’ emotional needs when people were at the end
of life, and continued to provide support afterwards.
This work had won national acclaim and is being used
in other hospitals. However, the mortuary was dated, in
need of repair and had potential capacity issues while
awaiting the hospital’s expansion.

The service provided person centred care to patients
through support of people and their families for
example with ‘The wedding box’. This was a box of
donated items to assist with patients getting married
whilst in hospital. The specialist palliative care service
was providing effective care through innovation,
national and international acclaimed work. However
improvements were necessary to ensure that people
received effective pain relief and that ceilings of care
met their individual needs. The chaplaincy “Perry unit”
support of bereaved friends and relatives has won
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Are end of life care services safe?
Good

–––

End-of-life care services protected patients from avoidable
harm. Do Not Attempt Cardio Pulmonary Resuscitation
decisions were available on the front screen of the
electronic patient information system. However, not all
staff were aware of this. Poor handovers meant that some
staff were unaware as to which patients may have a
DNACPR order in place. When patients were discharged
into the community they were discharged with the NHS
standard template for the East of England. The
hospital electronic flag was removed from the electronic
patient record following discharge.
There had been no ‘never events’ or serious incidents
requiring investigation reported. We saw that when
patients had a Do Not Attempt Resuscitation (DNACPR)
order in place this was easily accessed as it was stored in
the EPIC electronic system and shown on the front page of
the care record. The palliative care team analysed and
learned from incidents and had processes for planning and
monitoring the safety of the care provided. They had clear
referral processes and effective arrangements to assess and
coordinate people’s care.
The mortuary was in a poor state of repair with key pieces
of equipment broken. Specialist palliative care training,
though available, was not always accessed. Staff reported
time constraints due to shortages of staff across all
inpatient areas.
Incidents
• There had been no Never Events (serious, largely
preventable patient safety incidents that should not
occur if the relevant preventative measures have been
put in place) reported for the palliative care service.
• Staff were confident in reporting incidents and ‘near
misses’ on the hospitals incident reporting system.
Feedback was given back through e-mail at ward
meetings during handover and weekly updates.
• There were no incidents reported which specifically
related to the care of patients at the end of their life.
Cleanliness, infection control and hygiene
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• We spoke with nine relatives during the inspection of
end of life care of those we spoke with two told us they
felt the wards were clean and they saw staff wash their
hands before they came into contact with people. The
same two relatives told us the waste bins were emptied
frequently during the course of the day.
• The mortuary, due to its poor state of repair was
challenging to keep clean. We observed blood splatters
on the floor and up one wall.
• We observed that the mortuary adopted appropriate
protocols for high risk post mortems by restricting
access and securing rooms whilst procedures took
place. This minimised the potential spread of any
infectious disease.
Environment and equipment
• There was sufficient equipment available to meet the
needs of people on the wards at all times.
• Syringe drivers in use were T34 McKinley and were
standardized to one type which would help minimise
the risk of human or training error.
• Equipment in the mortuary including the bariatric table
and lifting device were broken and the floor and wall
tiles were in a poor state of repair with an area of wall
tiles missing from the wall. These faults had been
reported to the maintenance department for four
months prior to our inspection however they remained
unrepaired. This made the mortuary challenging to
ensure that it was clean though the staff endeavoured to
maintain cleanliness of the area.
• Due to the age of the building which was built in 1962
the drainage underneath the mortuary with aged pipes
had been an on-going concern for the service. There
were reports that the drains had blocked causing the
mortuary to flood two to three times a year. However,
the trusts stated that this had not happened for two
years since cameras had been put down to check for
cracked pipes and the pipes were cleared.
Medicine
• Anticipatory medicines for patients nearing the end of
their life were prescribed appropriately by medical
teams. Doctors were aware how to access guidance on
intranet
• There were clear guidelines for medical staff to follow
when writing up anticipatory medicines for patients.
This is medication that patients may need to make them
more comfortable.
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• We spoke with 49 members of staff we spoke to six with
regards to anticipatory medicines. These staff told us
that patients requiring end of life care were written up
for anticipatory medications. We examined the records
of nine patients receiving end of life care and found that
anticipatory medicines had been appropriately
prescribed.
• The e-hospital EPIC medicines administration page was
hard to see on the “Rovers” (Hand held electronic
recording devices). This required staff inputting
medicines administration data directly onto a WOW,
(work station on wheels) as they had larger screens. As
the WOW’s were hard to access due to ward demand,
this resulted in medications appearing as if they had
been given late.
Records
• During our inspection, we examined nine sets of records
on the electronic records system EPIC. All the records we
looked at were legible, signed and dated, easy to follow
and gave details of people’s care and treatment.
However individualised care plans were not in use for
end of life patients. We were told that they were in
development.
• We saw risk assessments in patients’ records including
infection control risks and, risks of falls due to decreased
mobility. We saw discharge risks regarding home
environment for example “patient has 10 steps to their
front door”. We saw little evidence of advanced care
planning in use in the hospital.
• While visiting the ward areas we reviewed 34 patient
medical records on the EPIC system containing “Do not
attempt cardiopulmonary resuscitation” (DNACPR)
forms. We found that of the 34 reviewed all had been
completed within the Resuscitation Council UK
guidelines.
• The trust used the online system UFTO on the electronic
record system to record decisions of DNACPR. When
patients were discharged into the community they were
discharged with the NHS standard template for the East
of England. The trust had a system which flagged who
was not for resuscitation on the electronic record. This
flag disappeared two hours after the patient was
discharged.
• In the records of the 34 patients we found that clear and
comprehensive records were taken of the discussions
between staff and patients (where possible) and their
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families. We spoke with two family members and two
patients about their conversations. We found that
people’s accounts of conversations matched what was
recorded in their records.
• We saw that when patients had a Do Not Attempt
Resuscitation (DNACPR) order in place this was easily
accessed as it was stored in the EPIC electronic
system. A member of staff demonstrated within the EPIC
system where a DNACPR was located and we saw that
this was on the front page of the system.
• There was a lack of clarity on C7 ward around who was
for resuscitation with the EPIC system. We were
informed by a member of senior nursing staff that due
to the problems with EPIC at times they have not been
able to determine who is for resuscitation because they
were unable to access the information and have had to
proceed with DNACPR. We were told by a senior nurse
that on more than one occasion that the patient who
had been resuscitated had DNACPR orders in place. The
staff did not report these incidents or events therefore
there was no method of reviewing these concerns
available.
Safeguarding
• We spoke with three members of staff in the specialist
palliative care office about protecting people from the
risk of abuse. The specialist palliative care team knew
how to contact the safeguarding team via the Rainbow
Centre. They also knew they could contact the local
safeguarding team in and out of hours.
• 89% of staff trust wide had received adult safeguarding
training within the last two years.
Mandatory training
• Syringe driver training was not part of mandatory
training but new nursing staff at induction were required
to complete it prior to using the syringe drivers. All staff
we spoke to on the wards and within the specialist
palliative care team told us they were trained, assessed
and competent in syringe driver use however there was
no data available in relation to this. New staff received
half an hours training on end of life care and care on
induction as a part of the mandatory training.
• A consultant told us, the specialist palliative care team
offered a rolling education programme on “The
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standards of end of life care”. However the lack of
opportunity for particularly nursing staff to be released
for a 30 minute session on the ward was limiting
on-going education.
Assessing and responding to patient risk
• The hospital used a recognised national early warning
score (MEWS) to monitor patients at risk of deteriorating
clinical conditions. This was monitored through the
electronic records system.
Nursing staffing
• Staffing levels within the SPCT were up to full
complement of 15.35 WTE including 3.65 WTE Clinical
nurse specialists and 9 part time staff. There was also a
0.6 WTE clinical educator for palliative care.
• There was a shortage of nursing staff throughout the
inpatient areas with many nurse vacancies noted. There
is a risk that patients who receive care at the end of their
life may not receive the required level of care.
Medical staffing
• The SPCT had 2.7 WTE consultants in post. These were
substantive doctors who provided cover over the six
days with an on call service out of hours. There was no
agency or locum use for medical staff within the
palliative care team at the trust.
Major incident awareness and training
• The trust had a major incident awareness plan which
detailed how all departments to respond in the event of
a major incident.
• The mortuary had a specific part of the response major
incident plan for which they had received awareness
training and had a clear plan of action in place.
• The trust had contractual arrangements in place with an
external company to provide refrigerated storage units
should demand exceed capacity. However this could
not be seen as a long term solution to their capacity
issues.
• There was a lack of contingency planning in place by the
trust at senior level relating to the mortuary. The local
team at the mortuary were very aware of the concerns
regarding the merger of two mortuaries in Cambridge
and the impact it would have on capacity and increased
service demand however no action had been taken by
the trust to include the mortuary teams in the
contingency planning of this merger.
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Are end of life care services effective?
Requires improvement

–––

End of life care services were required improvement on
effectiveness. We found that the trust used a “Universal
Form for Treatment Options” (UFTO) through the electronic
records system which was being completed. This form
enables the clinicians to discuss with the patient and if
necessary their family the treatments they would agree to
at the end of their life. However we saw that inappropriate
ceilings of care were being given on the Do Not attempt
Cardio Pulmonary Resuscitation (DNACPR) forms as a
result of using this form. We saw limited information which
supported that pain evaluation was recorded post
analgesia administration. There was a recognised need to
provide a seven day palliative care service at the trust
however the business cases for this had not been granted
and the service remains funded for six days per week.
Locally the teams providing end of life care including the
specialist palliative care team mortuary and chaplaincy
service were very effective in their delivery of services.
Anticipatory medicines were being prescribed and
equipment to deliver subcutaneous medication such as
pain relief was readily available. People were being
adequately hydrated with nutrition given high importance
especially within the Specialist palliative care team. Mental
capacity assessment were not always completed with
some staff unaware that this tab existed on the electronic
system.
Evidence-based care and treatment
• The palliative care team used a combination of National
Institute for Health and Clinical Excellence (NICE), End of
Life Quality Care Strategy and Royal Colleges’ guidelines
and quality standards to determine the care provided.
• The staff spoke about the “Gold Standards Framework”
but we saw no evidence of it being used. The trust
stated that it does not use the Gold Standards
Framework but makes reference to it in their literature.
• The trust had introduced the “Last Days of Life”
document to assist in caring for patients at the end of
their life however due to the move to electronic
recording this document had not been uploaded within
the electronic patient record until January 2015. We saw
that the staff continued to use a paper record. There

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

Endoflifecare

End of life care
were therefore two systems which directed nurses in
how to care for patients. We found that where “Last
Days of Life” was used this was poorly completed. The
electronic record did not provide a holistic care record
for patients as on this system orders are recorded rather
than a plan of care.
• There was variable completion of the “Last Days of Life”
as this had not yet been embedded nor was it being
used consistently. Furthermore there was no evidence of
individualised care plans seen for patients at the end of
their life. We were informed by the EPIC team that these
care plan models were still being built into the online
records system and were not yet available.
• The breathlessness intervention service provided
specialist input for people with chronic breathlessness
who had received maximal medical treatment. The
service was backed by rigorous research into
interventions and had been recognised nationally and
internationally as an area of excellence in palliative care.
• Medical researchers had designed the “Universal form
for treatment options” (UFTO). This was to provide
information and guidance for patients, relatives and
staff to encourage discussion regarding plans of
treatment including decisions on resuscitation at the
end of life. Although we saw evidence that these were
being completed there no evidence that treatment
arrangements (ceilings of care) had discussed with
patients. We also noted inappropriate ceilings of care on
the DNACPR forms for example for one patient opting to
be transferred to intensive care treatment and be
resuscitated despite there being a DNACPR in place.
Pain relief
• Anticipatory medicines were being prescribed and
equipment to deliver subcutaneous medication such as
pain relief was readily available.
• We saw evidence that pain relief was being given.
However little evidence that its effects were being
monitored, for example site, intensity and type of pain.
Some wards used pain thermometers but these were
not always appropriately completed.
• The specialist palliative care team contributed to a
trust-wide monthly pain forum where they assessed the
management of pain through a multi-disciplinary
approach to pain management. This meant that
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patients could expect their pain management to be
looked at by a number of clinicians who would
coordinate an agreed approach to controlling their
symptoms of pain.
Nutrition and hydration
• We saw that people were being adequately hydrated
and nutrition was given high importance, especially
within the Specialist palliative care team.
• One of the SPCT consultants ran a weekly feeding issues
multidisciplinary team meeting which included.
Gastroenterology, dieticians, speech and language
therapists, nutrition nurses and the department of
medicine for the elderly. People with complex feeding
issues and those who may require artificial nutrition
both within and outside of the hospital were discussed.
It was clear that the SPCT placed a high emphasis on
patient nutrition.
• Medical staff involved in the provision of end of life care
were aware of the General Medical Council (GMC)
requirements for nutrition and hydration at the end of a
person’s life; this included the option of clinically
assisted feeding.
Patient outcomes
• The trust had participated in national clinical audits
they were eligible for including the “Care of the dying
audit” in 2013. However they did not participate in the
“Care of the dying audit” for 2014 as the trust had
removed the Liverpool Care Pathway from its system on
which this audit is primarily based.
• The National Cancer Patient Experience Survey showed
that the trust’s performance on most questions
improved between the 2012/13 and 2013/14 surveys
and the trust was in the top 20% of participating trusts
for more than a third of the questions asked. In the
2013/14 results, 93% of patients had had a choice of
treatment types. 94% of people knew the name of the
clinical nurse specialist (CNS) in charge of their care.
84% of people said they had received clear explanation
of their results. 92% of people rated their care as
excellent or very good. 88% of people were confident in
what doctors told them and 89% of people said that
staff did everything they could to help control pain all of
the time. The trust was in the worst 20% for “Patient's
health got better or remained about the same while
waiting”. In 2013/14 the trust scored 76%.
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• The trust was in the top 20 trusts for choice of treatment
types. 90%, of people knew the name of the clinical
nurse specialist (CNS) in charge of their care. 92% of
people said they had received clear explanation of their
results. 81% of people rated their care as excellent and
92% very good. 88% of people were confident in what
doctors told them and 88% of people said that staff did
everything they could to help control pain all of the
time.
• The SPCT was set to take part in a “Public Health
England” pilot aimed at “Measuring the difference we
make for our patients and their carers” in 2015.
• We saw audit data which showed that 95% of people
were seen within 24 hours of being referred to the
specialist palliative care Team (SPCT).
• The trust had not undertaken a DNACPR audit for 2014
or 2015 to date so the trust was unable to evidence how
they had improved on the completion of DNACPR for
patients.
Competent staff
• The specialist palliative care team nurses told us that
they currently received end of life e-learning, group
supervision and external supervision six weekly from a
psychologist or counsellor.
• The Specialist Palliative Care Team ran a rolling “End of
life” education programme. They employed a band
seven nurse “End of life” teaching co-ordinator who
provided a 30 minute core training session for new
nurse’s induction. A 60-90 minute session induction
session for overseas and European nurses. The trainer
teaches Health Care assistants (HCA’s and student
nurses. They have trained 406 nurses over the past 12
months.
Multidisciplinary working
• We saw good evidence of multidisciplinary team (MDT)
working such as the monthly pain forum, which involved
the SPCT, inpatient and outpatient adult and paediatric
pain services. There was also the breathlessness clinic
and weekly feeding forum where many specialities took
part.
• The multi-disciplinary team available worked well
together to ensure that patients care and treatment was
planned and co-ordinated.
• We spoke to four families who were positive about the
care they received and the support they were given.
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Seven-day services
• At the time of inspection the SPCT did not provide a
seven day face to face assessment service.
• A six day service was provided with 24 hour a day
consultant cover. The SPCT were managing the six day
service with the same staffing numbers they had to run
a five day service.
• Although the SPCT were up to complement with their
staffing numbers, they had submitted business plans to
the trust for five consecutive years to obtain two band
six nurses and one band seven nurse to enable them to
extend the service to cover seven days a week which
had not been granted.
• We were told by a specialist palliative care consultant
that patients were receiving timely access to the SPCT.
They told us, “I am proud of our speedy response to
referrals” and quotes 95% of patients are seen within 24
hours after referral.
Access to information
• All permanent staff had access to patients records
including the palliative care team. However agency staff,
we spoke with, did not have access and had to rely on
the trusts staff to allow them access. The trust stated
that they had provided specific training to agency staff
and new agency staff were offered this through the
planned training programme.
Consent, Mental Capacity Act and Deprivation of
Liberty Safeguards
• The Universal Form for Treatment Options (UFTO) had
clear links to the Mental Capacity Act (MCA) guidance.
Whilst there was a mental capacity assessment section
on the EPIC system we did not see that this had been
completed by staff and some staff were unaware that
the tab existed This meant that we could not be assured
that patients with whom UFTO had been discussed had
been assessed as having capacity to make decisions.
• We examined nine records and 34 DNACPR forms of
which 17 had a mental capacity assessment form
completed appropriately. There was no evidence on the
other 17 forms that mental capacity had been
considered.
• We reviewed the care provided to seven patients
receiving end of life care during the inspection. When
reviewing end of life decisions to determine appropriate
treatment options in respect of nutrition and hydration
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medical staff are required to follow the GMC’s clinically
assisted nutrition or hydration clinical decision model
for adult patients who lack mental capacity. During our
review of the seven records we saw no evidence that this
was undertaken in five cases.

Are end of life care services caring?
Outstanding

–

Palliative and end of life care services were delivered by
caring and compassionate staff. We observed that care was
planned and delivered in a way that took the wishes of
people into account. It was very evident throughout the
inspection how staff went the extra mile to provide care for
patients who were nearing the end of their life and despite
limited resource in some areas the level of dedication was
obvious to all including friends, families and patients who
could not fault the caring nature of the staff.
We spoke with seven patients and nine relatives about the
care received at the end of a patient’s life and all provided
very positive comments about the care received from the
palliative care teams and the bereavement and mortuary
service. These teams went above what was required of
them to support and include families in care and it was
clear that there was a strong culture of person centred care
for patients and their families. Emotional support was
available for people, their families and carers. The support
available for families following the death of their relative
was outstanding and innovative with their model of
bereavement care being now used in other hospitals.
Compassionate care
• We spoke with seven patients and nine relatives during
the inspection specifically about care received at the
end of life. All people we spoke with told us that
members of the palliative care team were caring and
compassionate and did everything they could for their
patients.
• The bereavement and chaplaincy service was available
to support staff when they had provided care to people
through the end of their life. There was a strong support
for the staff counselling service available throughout the
trust with staff, particularly in critical care areas, able to
provide us with details of how supportive the staff
counselling services were when they had provided care
in traumatic cases.
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• Mortuary staff were trained in bereavement counselling
and provided flexible out-of-hours viewing for relatives
and families.
• We were shown an excellent example of end of life
compassionate care. Staff saw that the families of
people who wanted to marry in the last days of life had
little time to get wedding items. The oncology staff
decided to start a “Wedding Box” to which they
contributed money from their personal earnings to help
facilitate weddings for patients in the last days of their
life. They approached local businesses and the staff at a
large local department store agreed to help. The
department store, John Lewis, now also contribute to
the wedding box and refresh this when items are used
free of charge.
• People and families we spoke to told us unanimously
that the care and they received was “fantastic” and that
the nurses went “Above and beyond the call of duty to
make people feel valued and respected”.
Understanding and involvement of patients and those
close to them
• Patients we spoke with told us they felt involved in their
care and treatment. Their families and carers told us
they also felt involved. One family member told us that
medical staff had fully explained the care and prognosis
of their loved one. Another family member told us “At
least we will have some quality time together when I get
home.” This family member told us they had been given
time to gather the equipment required to get their loved
one back home to their preferred place.
• We spoke with one person who told us “I didn’t think I
would make it this time. The staff involved us all as a
family and explained everything regarding my DNACPR
status. But look at me I’m still here so I didn’t need to
bother”. Their family members told us “we can’t thank
the staff enough for what they have done and what they
continue to do on a daily basis”.
Emotional support
• The pastoral team were available to provide support for
families and carers, including an on-call service out of
hours. The team provided a dedicated service which
supported people through the end of life process and
recognised that they needed to support the emotional
wellbeing of families after they had left the building and
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invited them in six weeks after the death of their relative
to provide emotional support and answer any questions
they may have. They also followed this up with letters to
the family.
Most wards had end of life care facilitators
(Bereavement Care Champions) on them. They had all
received training in “breaking bad news”.
There was availability of counsellors and psychologists
to offer support for people families and staff who
required them.
One of the chaplains was a trained psychotherapist and
made themselves available to offer staff support in a
quiet area away from the wards.
The emotional support provided by the chaplaincy and
mortuary staff at the bereavement suite was
outstanding. There was an early intervention for
bereavement for patients and families who had been
given bad news and this service was established to
support people with the preparations and journey
towards the final moments. The service provided
support, comfort and arranged any aspect of support
required by patients and families.
The service also provided support with the arrangement
of undertakers, funeral services, body release,
certificates and funeral arrangements. Six weeks after a
person’s death the relatives were invited in for a follow
up meeting to speak with the teams and for them to ask
any questions they may have or to establish if any
further support could be provided. This went above and
beyond the call of duty to meet the needs and provide
an outstanding level of care and support to those facing
personal grief.
Relatives of deceased patients had fed back to the
chaplain that the system helped to alleviate a certain
amount of stress being able to deal with all the
documentation in one place. Relatives also fed back
that it gave them a chance to ask questions at the six
week follow up. This model of care for the bereaved and
dying is being looked at and adopted by other hospitals
who have been to visit to understand how this service is
provided.
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Are end of life care services responsive?
Requires improvement

–––

End of life care services required improvement as whilst the
local teams worked exceptionally hard to meet the needs
of patients the end of a person’s life some improvements
were required with the supporting systems. There were
delays in discharges throughout the trust which affected
the care provided to people at the end of their life with
particular delays being noted in the fast track discharge
processes which was not always quick and this impacted
on patient care.
People had a choice in their care; they could make
decisions where mental capacity allowed on their preferred
place of death, resuscitation status and treatment options.
The chaplaincy team provided an exceptional
bereavement service with their model of bereavement
provision being adopted in other NHS organisations as an
example of good practice.
The mortuary team were responsive at managing capacity
within their service and worked well with neighbouring
trusts to manage capacity of mortuary space for
Cambridgeshire. There were concerns noted around the
longevity of being able to maintain the capacity of the
service when a local mortuary merges with the one at
Addenbrooke’s in future and the plans for managing this
had not been determined.
Service planning and delivery to meet the needs of
local people
• The SPCT took referrals from the whole of East Anglia
with an estimated population of 752,900 people.
• The SPCT were acting and responding to new referrals in
a timely fashion with 95% of new referrals being seen
within 24hours.
• The chaplaincy service was on-call 24 hours a day and
recognised all denominations.
• Due to the ongoing concerns with information access on
the EPIC system there has been lack of development
enabling the palliative care department to extract
patient data to monitor and improve patient care as the
data they require is not accurate or accessible.
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• “Fast track” discharge planning could take anywhere up
to three weeks to arrange due to lake of community
resources.
• A consultant from the specialist palliative care team told
us that they had close working relationships with
community teams across East Anglia and aimed for
seamless care for patients transferring between services.
The specialist palliative care team had redesigned the
service, cutting consultant hours to pay for two band six
nurses to review patients without complex needs and to
support the ward staff in their care and fast track
discharge planning.
Meeting people’s individual needs
• National research on bereavement had led the Lead
Chaplain to devise a “One stop appointment” for
bereaved families to alleviate further distress. One
appointment was made for family members to,
collected the death certificate, registered the death,
discussed any concerns around the death and view the
deceased if required all at one appointment. Research
had shown that at around six weeks after death loved
ones started asking questions. Due to this the
chaplaincy sent out letters six weeks after death offering
relatives the opportunity of an appointment to come in
and discuss any concerns around the persons treatment
or death. 23% of relatives responded to the letters and
13% asked for a meeting. The system was set up nine
years ago at Addenbrooke’s and has proven to be
effective in reducing both anxieties and complaints. The
system has been rolled out to other hospitals as an
example of good practice.
• Multi-cultural faiths were catered for within the
chaplaincy with the chapel closing every Friday between
13:15 and 14:15 to facilitate Muslim prayer.
• There were prayer matts and multi faith books available
such as the Quran and an ablution area for Muslims to
wash themselves in prior to prayer.
• We saw evidence of poor discharge summaries with very
little information on them.
• Information for people their families and carers was
available. We saw leaflets and booklets explaining
symptoms and treatment options. The chaplaincy and
bereavement service carried many books on for
example “What happens next”. Information was also
available for people with different ethnicity via
“language line” or information staff accessed for them
via the internet.
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• One negative comment we received was that there were
not enough quiet rooms for breaking bad news on some
wards especially for bed bound people. Where this was
the case staff told us “We are doing our level best to
promote privacy and dignity wherever we can.
• Translation services were available 24 hours per day
through a telephone service.
• Staff and families had access to specialist services and
nurses trained in caring for people living with dementia
and people with learning disabilities, when a patient
nears the end of their life.
• The needs of people who required end of life care were
prioritised within the hospital wherever possible.
However we were told that side rooms were not always
available for end of life patients but staff would do their
best to make them available wherever possible.
• The environment on the older wards was variable. For
example the elderly medical assessment unit had little
natural light due to the prefabrication design of the
building. This ward environment was not suitable for
people receiving end of life care due to the very poor
natural lighting and little space for equipment.
Access and flow
• There was an identifiable flagging system on EPIC for
“End of life care.” However there was no way to identify
these people if they were re-admitted to hospital. We
spoke with one relative who told us that their loved one
had been readmitted and put on the elderly assessment
unit. She felt was inappropriate for an end of life care
patient due to its cramped conditions and extremely
poor natural lighting. The trust has recently begun work
to ensure that patients at the end of life are flagged on
the system.
• We were informed that discharges were often delayed
which placed additional pressures on hospital beds. We
did not see any recorded evidence around delayed
discharges for end of life care but we were told by staff
they believed it was linked to poor discharge planning
and delays in discharge letters being received by GP’s.
• The SPCT informed us that due to resource constraints
in the community that fast track discharges for patients
requiring end of life care were often delayed, we were
told for up to six days, though there was no data
routinely collected on this.
• We were provided with an example of one patient who
was delayed for three weeks in receiving a fast track
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discharge which was linked to limited resource
availability in the community. Their relative had been
responsible for collecting equipment which they had
found hard due to their own disability.
• The current mortuary capacity is continually around
80% with links to local funeral directors to support them
with storage of the deceased during times of increased
activity in the hospital. The service has good links with
other hospital and services to maintain their capacity at
a stable level. They also have an additional storage
spaced they can use if demand requires it.
• The mortuary is due to be merged with another
mortuary when a hospital in Cambridgeshire moves on
site. The current mortuary will not be moved as part of
the new development and there is no room to expand
the space in the mortuary further. There is a concern
that the capacity for the mortuary will not cope with
increased demand on the service when the two
mortuaries merge.

Are end of life care services well-led?
Requires improvement

–––

Services for patients at the end of their lives required
improvement in respect of being well led. Whilst the local
teams were working hard to deliver a quality service there
was a lack of vision for the service. There was no end of life
care strategy for the service from the trust divisional
leadership and senior management team who had not
recognised the need raised by staff on expanding or
improving the service. The mortuary team had not been
involved in consultations regarding the merging of two
hospitals and the merging of two mortuaries facilities and
teams without extra space available which created a risk to
the future of the service. There was a clear disconnect with
the values of the board and the values of the staff working
to provide the end of life care provision
Vision and strategy for this service
• We did not see any evidence that the trust had an “End
of life care strategy”. Staff knew about “last days of life”
guidance but this was not embedded in the hospital yet.
• There was no clear vision or trust consultation with the
mortuary staff regarding the merger of two hospitals
merging of two hospital mortuaries would affect the
workload and the physical capacity and constraints of
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the existing mortuary facility at Addenbrooke’s hospital.
There is no way of extending the existing facility due to
its location and the hospital which has expanded
around the facility. There is also no plan or vision to
relocate or build another mortuary.
• The trust has a vision, values and strategy for the focus
and delivery of front line care however this was heavily
focused towards research, academia and specialist
service provision. There was a disconnect between the
values of the board and the values of the staff working in
the wards and departments. Business cases to build
their service to support additional work, support and
seven day provision had been submitted. However
these business cases had been rejected by the trust for
five years. There was a clear lack of investment in the
provision of end of life care through palliative care and
the mortuary by the trust.
Governance, risk management and quality
measurement
• There were risk registers for the mortuary and for the
palliative care service, the risk of not providing seven
day services was evident on the risk register however
the environment and equipment within the mortuary
not being sufficient was not on the risk register.
• There is an end of life care steering group that looks at
the provision of end of life care for the trust. This is
chaired by the chief nurse.
Leadership of service
• We found that local leadership of the palliative care,
bereavement, chaplaincy and the mortuary service to
be extremely good with support from the SPCT
Consultants down. However we saw little support for
the service at divisional or trust senior management
level. There was a disconnect between the local
leadership and the divisional management level who
did not act on requests by the service to drive
improvement.
• We saw no trust leadership or support from the
divisional management level for the mortuary service
which was running at 80% capacity during the summer
months and 100% of capacity during the winter. There
was no engagement or inclusion by the leaders in the
future of the mortuary service when it was agreed to
merge two services.
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• Out of the 47 staff we spoke only five knew who the trust
board members were or how to contact them or would
recognise them if they were to visit their department.
• The Chief Nurse for the trust was the executive director
responsible for representing end of life care at the board
and was raising the profile of this service at a board
level. The palliative care team informed us that this had
been positive and that end of life care had been raised
in profile on the board’s radar.
Culture within the service
• There was a positive culture amongst the teams
providing the services of end of life care. All staff spoken
to told us they felt valued and supported as part of the
team and their line managers who had an open door
policy.
• Locally the passion and dedication towards delivering
good care at the end of a patient’s life was clear to see
throughout the inspection. The palliative care,
bereavement, chaplaincy and mortuary team dedicated
a lot of hours to delivering the best service possible
within their available resources. However much of this
was provided on the good will of staff due to limited
resources and there was limited input and oversight
from the trust executive management and divisional
management team.
• The staff within the mortuary, chaplaincy service and
palliative care team were very open and were happy to
raise concerns and believed the culture was open and
learning could take place.
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Public and staff engagement
• There was a lack of effective engagement with the staff
in the trust on decisions about end of life care although
the new chief nurse with end of life interest now sits on
the board. The specialist palliative care team told us
they hoped this appointment would help raise the
profile of the service at trust level.
• Although staff knew how to refer to the specialist
palliative care team there was a lack of knowledge
amongst staff about to whom and when they should
refer. However we saw a clear policy with guidance on
who and how to refer.
Innovation, improvement and sustainability
• The external specialist counselling service for the
specialist palliative care team staff is an innovation
because it offers a level of support to staff who have
difficult days to provide them with the support they
require.
• The oncology team have devised, out of need, the
wedding box for patients who want to get married in
their last days of life. They engaged an external
department store to agree to fund this which was
innovative.
• Locally the specialist palliative care team were trying to
improve and change but were not supported in doing so
by senior management.
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Safe

Inadequate

–––

Not sufficient evidence to rate

–––

Good

–––

Responsive

Inadequate

–––

Well-led

Inadequate

–––

Overall

Inadequate

–––

Effective
Caring

Information about the service
The outpatient’s services at Addenbrooke’s Hospital
covered many specialities including dermatology,
orthopaedic, ophthalmology, respiratory, and oncology.
The diagnostic and imaging department carried out
routine x-rays as well as more complex tests such
magnetic-resonance imaging (MRI) and computerised
tomography (CT) scans. We inspected services that were
solely provided from the hospital site. Services at the
hospital saw adults and children and there was a separate
children’s outpatient’s department.

• visited 12 clinic areas,
• spoke to 65 members of staff including diagnostic and
imaging staff, consultants, nurses, and support staff
• observed care,
• looked at two patient records and
• spoke to 25 patients and those close to them.

Outpatient and diagnostic imaging services were available
Monday to Friday. Some clinics and CT and MRI scanning
were available at weekends and in the evenings. However
there was an on-site radiologist available 24 hours a day
seven days a week as well as specialist on call cover.
Patients were referred by their GP, consultant’s private
practice or as self-referrals. The trust had 642,499
appointments during 2013-14.
In April 2014, the service began a redesign project called
‘centralisation’, to combine all outpatient clinics under one
management structure. However, at our inspection, the
project was incomplete, as it had been adversely affected
by rolling out the trust’s electronic patient record system,
EPIC. EPIC had caused significant disruption to outpatient
services at Addenbrooke’s Hospital over the previous six
months.
We:
• inspected the main outpatients department and
radiology
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Summary of findings
These two services were very different: the diagnostic
imaging services were good across all our five key
questions, but the outpatients’ services required
improvements to be made. Outpatient services were not
working efficiently to protect patients from avoidable
harm, with a weak incident and learning system. Staff
could not describe incident reporting requirements and
were confused about reporting requirements of serious
incidents. They could not describe or provide evidence
of incidents that had led to improvement.
Staff did not always properly assess patient risk, with
excessive backlogs of patients waiting for follow up or
routine appointments in some clinics. One serious
incident had determined avoidable harm to a patient
with 21 more patients feared to be at risk. We asked to
review a copy of this risk assessment. However, the
review was currently underway.
While introducing EPIC, processes to deal with
remaining paper records were unclear. For example,
staff documented follow-up appointment requests on
notepads. Paper records which were not stored in EPIC
were inconsistently stored within the outpatients
department. Inaccurate discharge summaries led to a
risk that patients would not receive appropriate follow
up care.

There were excellent examples of multidisciplinary
working, particularly in the infectious diseases clinic,
and staff reported good internal relationships. There
was excellent practice within the allergy clinic. The trust
had implemented a one-stop allergy service to diagnose
and manage many allergic disorders, this clinic was
dynamic to the needs of patients and provided a
comprehensive service.
Services generally met people’s needs and staff
understood how to support people with physical,
mental health and cultural needs. Staff were friendly,
approachable and caring. Patients said they were happy
with their care and staff were kind and caring within
outpatients and diagnostic imaging. Patients felt
included in decision making and care planning for their
conditions.
Overall, the service lacked robust management and
governance system in the outpatients department. We
could not be assured that staff were assessing and
monitoring issues within the outpatients’ department to
ensure improvement.

The service was not responding to people’s needs for
appropriate and timely care and treatment. There was a
significant backlog of follow-up appointments in
ophthalmology and dermatology and some patients
reported waiting for an appointment for up to two years.
The trust was not meeting a significant amount of its
performance targets. The trust provided information
that demonstrated that no new patients were waiting
more than one year for an appointment.
However, diagnostic imaging services were providing
appropriate and safe care. Staff within this department
understood incident reporting processes and used
effective infection control systems. They maintained
equipment in line with appropriate legislation and
guidance. The diagnostic and imaging department was
part of the imaging service accreditation scheme (ISAS)
which identified that the trust was performing well.
144

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

Outpatientsanddiagnosticimaging

Outpatients and diagnostic imaging
Are outpatient and diagnostic imaging
services safe?
Inadequate

–––

These two services were very different: – the diagnostic
imaging services protected patients from avoidable harm
whereas the outpatients’ services did not. Outpatient
services were not working efficiently to protect patients
from avoidable harm, with a weak incident and learning
system. Patient risk was not always appropriately assessed
with regard to excessive backlogs of patients waiting for
follow up or routine appointments in some clinic settings.
In ophthalmology and dermatology it was documented
that some patients had been waiting for an appointment
for up to two years. One serious incident had determined
avoidable harm to a patient with 21 more patients feared to
be at risk. We asked to review a copy of this risk assessment
however; this was not provided to us. Staff could not
describe incident reporting requirements and there was
significant confusion about the reporting requirements of
serious incidents. Staff could not describe incidents, or give
evidence of making improvements from incidents.
Due to the implementation of EPIC, whilst processes were
in place to deal with remaining paper records these were
unclear. For example, staff documented follow-up
appointment requests on notepads and there was an
inconsistent approach to ensuring the appropriate storage
and other diagnostic records which could not be stored to
EPIC. EPIC had also been producing inaccurate discharge
information leading to a risk that patients would not
receive appropriate follow up care.
Some equipment had not been adequately maintained by
the estates team and one clinic was not working to
appropriate infection prevention and control guidance.
However, diagnostic imaging services were providing
appropriate and safe care. Staff within this department
understood incident reporting processes and there were
effective infection control systems in place. Equipment was
also well maintained in line with appropriate legislation
and guidance.
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Systems for ensuring staff had appropriate training were
generally well embedded except for the medical outpatient
team where significant improvement was required to
ensure staff were up to date with their mandatory training.
Incidents
• Seven members of staff we spoke with out of 65 were
unclear about the requirement to report patient safety
incidents or near misses. A few staff we spoke with could
not describe the incident reporting system or find it on
the trust’s internal systems when asked.
• Four other staff said they had not reported incidents
that they had witnessed due to the working pressures
within the department generally.
• Four other staff said they had not reported incidents
that they had witnessed due to the working pressures
within the department generally.
• We reviewed a quarterly analysis of themes and trends
of incidents within the outpatients department;
however found that senior staff we spoke with were
unaware of this data or how it was being used to inform
learning. This meant that the service could not
demonstrate it was acting and responding to actual or
potential incidents of patient harm or ensuring that
learning and improvement took place.
• Information the trust provided to us demonstrated that
there had been 12 serious incidents within the
department in the previous year. However when we
asked staff to describe how an incident had led to
service improvement or learning they were unable to
provide an answer.
• There was significant confusion within the department
of what constituted a serious incident and how these
should be managed. The ophthalmology clinic told us
that they had reported 21 serious incidents but no
record of these could be found. Therefore the
department was not assessing and responding to the
risk of harm to these patients.
• We looked at the root cause analysis investigation
reports for three serious incidents and saw that
appropriate investigation took place. However the
processes for follow up and ensuring lessons were
learnt and embedded were not followed.
• There was however a good incident reporting culture in
diagnostic imaging services. Staff were aware of how to
record and report incidents on the electronic reporting
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system. Staff demonstrated an awareness of what types
of incidents needed to be recorded and who they
needed to be reported to for example, the Radiation
Protection Advisor (RPA) or CQC as appropriate.
• Learning from incidents in radiology could be evidenced
through radiation safety committee minutes.
Cleanliness, infection control and hygiene
• All the outpatient and diagnostic imaging areas we
visited were found to be generally clean.
• The infectious diseases clinic was exceptionally clean
and well organised.
• We noted that the majority of staff in clinical areas
observed 'bare below the elbow' guidance and adhered
to the hospital’s infection control guidance. We
observed staff adopting hand hygiene techniques in the
majority of areas we visited.
• There was a good supply of alcohol hand gel dispensers.
• Infection prevention and control policies were
accessible to all staff on the intranet, and staff we spoke
with knew how to find them.
• Waste management systems were in place for the
disposals of clinical and non-clinical waste.
• The trust gave us a number of audits for February 2015
which demonstrated regular cleaning checks took place
and that actions for improvement were highlighted and
action taken.
• The environment within the maxillofacial and oral clinic
was not working to best practice. There were no
separate clean or dirty areas for contaminated dental
equipment. We asked to review a risk assessment and
noted that the risk was being managed with use of
colour coded boxes to separate dirty and clean
equipment. This risk had however been ongoing for five
years, with no plans to find a permanent solution.
Environment and equipment
• There was an inconsistent approach to the maintenance
of equipment within the clinic settings that we
visited. However, equipment such as blood pressure
monitors and defibrillators in other clinics had been
regularly serviced tested and appropriately cleaned.
• Where electrical testing was completed, we saw
labelling on equipment to demonstrate that testing had
been completed and on which date.
• We looked at a sample of resuscitation equipment
across the departments. We found that checks were not
being carried out regularly. For example, an adult
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•

•

•

•

•

resuscitation trolley had not been checked for three
days (should be daily) prior to our inspection. We also
found that an oxygen cylinder on the paediatric
resuscitation trolley had passed its expiry date by six
weeks. We informed the trust about this during our
inspection.
There were radiation warning signs outside any areas
that were used for diagnostic imaging. The preparation
of radioactive materials was carried out behind keypad
coded locked doors to ensure safety.
Policies and procedures were in place for all scope
equipment including separate guidance for the cleaning
of radiographic equipment.
In diagnostic imaging, quality assurance checks were in
place for equipment. These were mandatory checks
based on the ionising regulations 1999 and the ionising
radiation (medical exposure) regulations (IR(ME)R 2000).
These protect patients against unnecessary exposure to
harmful radiation.
Specialised personal protective equipment such as lead
aprons for staff and lead shields for patients were
available in the radiology department and it was
confirmed these were checked on a daily basis and
screened annually for damage.
The radiology manager kept an inventory of equipment
and we saw that this was kept up to date with the
addition of new equipment as necessary.

Medicines
• We checked the storage and management of medicines
and found effective systems in place. We found that
refrigerator temperatures were monitored with the
exception of one fridge in clinic 9, which we found did
not have any records to confirm that appropriate
temperature checks had taken place.
• Drugs and lotions were stored safely with all medicine
cupboards we checked being locked. All medicines we
checked were within their expiry date.
• Staff were aware of the trust’s medicines management
policy and it was available in departments for staff to
refer to.
Records
• An electronic records management system called EPIC
had been introduced into the service in October 2014
and the department was aiming to be paper free by
October 2015.
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• However during this inspection we noted that there
were inconsistencies in how paper records were being
managed although records were available for patients
attending the outpatients departments.
• In one clinic we saw that a room storing confidential
patient records was unattended and had been wedged
open by a door stop in a publically accessible area.
• In the orthodontic and maxillofacial clinics
administrative staff had developed their own local way
of storing hard copy diagnostic records. However, there
is a risk that without a consistent approach to the
storage and maintenance of records such as x-rays and
diagnostic records may become lost or disregarded.
• In the fracture clinic, we noted that requests for follow
up appointments were being written on notepads.
There is a risk that these requests for follow up
appointments could become lost; meaning that
patients could be placed at risk because of delays or
appointments.The trust stated that all patients’ records
are signed off before the patient leaves the clinic this
would include any follow up arrangements.
• We spoke with stakeholders prior to our inspection who
told us that there had been ineffective discharge letters
sent out by the trust. These included a lack of
information about treatments or diagnoses people had
received or missing information in relation to
medications. This meant that there was a risk of people
receiving inappropriate follow up or after care due to
inaccurate records produced by the trust. The trust
confirmed that they had experienced some issues with
sending out letters but recovery plans were now in
place.
• The standard of record keeping in the outpatient
neuropsychology assessment service was good.
Safeguarding
• There was a safeguarding lead at the hospital and staff
were encouraged to contact the safeguarding lead if
they had any concerns about patients. Staff knew who
the trust’s safeguarding lead was and how to contact
them.
• Staff working in the outpatients department were
provided with mandatory safeguarding training to level
2. Data we received demonstrated that the majority of
staff were up to date with this training however
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improvement was needed in relation to administrative
and clerical staff in trauma and orthopaedics clinic
where uptake of level 1 training where only 75% against
a target of 90% was being achieved.
• Staff were able to talk to us about the insight and
knowledge they had gained from this training.
Mandatory training
• Staff mandatory training was evidenced by a paper
based table indicating that the majority of staff of clinic
staff were up-to-date with mandatory training with
figures of above the trusts 90% target being reported.
• This was not however the case in a small number of
outpatient areas for example dermatology department
was not up to date with training in conflict resolution,
fire and manual handling.
• Medical outpatients training required significant
improvement with only 40% of nursing staff being up to
date with resuscitation training, fire training and manual
handling training.
Assessing and responding to patient risk
• There was a significant backlog of patients waiting for
ophthalmology appointments. At the time of our
inspection the total number of patients waiting for a
follow up appointment was 6,911 and 2,500 new
patients were waiting for a first appointment. We asked
on numerous occasions to be provided with a risk
assessment or evidence which demonstrated that the
service had assessed and prioritised patients at risk of
harm. This is important because in spite of the backlog,
the service could have seen patients with the most
serious eye problems first. We were not provided with
evidence that any such patient assessment had been
undertaken.
• We found that a serious incident reported in July 2014
had determined avoidable harm had come to an
ophthalmology patient whose follow up appointment
had been delayed by 6 weeks. As part of the
investigation we saw that a further 21 patients had been
identified as at potential risk with even more serious
incidents envisaged. We asked to review a copy of this
risk assessment however; this was not provided to us.
The trust provided a summary of actions taken of the 21
patients. 2 had come to harm and one was awaiting
medical treatment prior to ophthalmology treatment.
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• We found this also be the case within dermatology
where a backlog of 2,500 patients was reported. Again
no patient risk assessment could be provided to us to
demonstrate that patients would be prioritised based
on clinical need.
• We escalated these concerns immediately following our
inspection. The trust had recovery plans in place but
had not successfully covered medical staffing to reduce
the waiting times in the ophthalmology service. Within
the dermatology service a new template had been
designed and a Fellow had been recruited to cover
some appointments however most actions were on
hold, delayed or in progress. We were not assured that
patients were being protected from avoidable harm in
these services.
• If a patient deteriorated, systems were in place to
contact an emergency response team. There were also a
number of resuscitation trolleys across outpatients
which were available.
Nursing staffing
• Staffing was low within the Ophthalmology department.
Staff told us, and we saw from records, that they were
being asked to cover extra shifts and sometimes were
required to cover two clinics when there should be one
member of staff present at each.
Medical staffing
• There was a shortage of consultants employed by the
trust with outpatient commitments. Data provided by
the trust showed that across outpatients there were 21
vacancies for consultants who had direct outpatient
commitments. The trust provided evidence which
showed that they were recruiting to fill these vacancies.
At the time of our inspection, 8 posts had been filled
and start dates confirmed.
• We heard that locum cover was being provided where
necessary. However, managers and clinicians
acknowledged that due to the implementation of EPIC it
was difficult to use new locums who were not familiar
with the trusts systems.
• We spoke with consultants who told us that clinics often
overran or were over booked. For example, morning
clinics often exceeded their allotted time. This meant
that they had less time for ward rounds and other
commitments as morning clinics exceeded the allotted
time.
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• We heard that on occasion clinics had had to be
cancelled due to a lack of consultant cover or the need
for a clinician to attend accident and emergency. The
trust could not provide data which confirmed how often
this had happened. However staff reported this to be a
rarity happening once or twice per year with little effect
on patient care.
• The associate director of operations recognised that lost
medical capacity in both ophthalmology and
dermatology had impacted on service delivery.
Major incident awareness and training
• There was an internal major incident policy in place
which contained plans to assist staff in dealing with
circumstances such as loss of staff, loss of information
technology or data, loss of utilities, denial of access to
property or parts of, supply chain failure, or acute
pressures in capacity.

Are outpatient and diagnostic imaging
services effective?
Not sufficient evidence to rate

–––

Patient care, treatment and support was based on national
guidance and legislation. Staff were trained and competent
to carry out their roles effectively and in line with best
practice. Staff were supported to maintain and develop
their professional skills and experience and appraisals took
place annually and these were generally completed on
time.
The diagnostic and imaging department was part of the
imaging service accreditation scheme which ensured that
patients received a consistently high quality service.
However we found a lack of patient outcome measures in
place across the outpatient department. The trust
performed worse than the England average in relation to its
new to follow up rate. There were excellent examples of
multidisciplinary working, particularly from the infectious
diseases clinic, and staff report good internal relationships.
There had however been some problems with timely
access to information to provide patients and other
healthcare professionals with up to date patient
information due to the implementation of EPIC.
Evidence-based care and treatment
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• Waste management procedures were in place for the
disposal of radioactive waste which complied with the
Environment Agency’s Environmental Permitting
Regulations 2010.
• Diagnostics and imaging conducted patient dose
assessments and audits to ensure that patients received
the correct level of radiation dose when receiving x-rays.
Part of this work used national guidelines to inform their
practice.
• We saw reviews against IR(ME)R regulations were
undertaken and that learning was disseminated to staff
through team meetings and trainings. This included
auditing radiotherpay services and dignostic x-ray
services. Learning and investigation had taken place
where improvements had been idientifed regular follow
up took place through the radiation safety or medical
exposures committees .
• The trust had recently developed radiation safety
policies and procedures in accordance with national
guidance and legislation. The purpose of the policies
was to set down the responsibilities and duties of
designated committees and individuals. This was to
ensure the work with Ionising Radiation undertaken in
the Trust was safe as reasonably practicable.
• The trust had a radiation protection supervisor to Lead
on the development, implementation, monitoring and
review of the policy and procedures to comply with
IR(ME)R regulations.
Patient outcomes
• The diagnostic imaging was part of the Imaging Services
Accreditation Scheme (ISAS) and was into year two of
three of accreditation. ISAS is a patient-focused
assessment and accreditation Programme that is
designed to help diagnostic imaging services ensure
that their patients consistently receive high quality
services, delivered by competent staff working in safe
environments.
• There was lack of local initiatives within the outpatient
department generally to monitor and report on patient
outcomes. For example, there was a lack of local audits
identified on the department’s audit plan which
demonstrated all specialities were using audit as a way
to monitor and improve outcomes for patients.
• The trusts follow up to new rate was consistently worse
that the England average for the period July 2013 and
June 2014.
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Competent staff
• There was a mixed response from staff with regards to
appraisals. Some staff told us that they had not received
an appraisal in the last year. When we asked managers
about appraisals rates we were told on numerous
occasions that appraisals were being booked to be
completed by July 2015. The trust data we received
showed us that the majority of staff within the
directorate had received an appraisal within the last
year.
• Junior medical staff had good support from consultants
and told us they always responded or came in when
they were on call to provide support in complex cases.
• Staff had good access to learning and development
courses to help support them in their roles.
• An up to date equipment competency log was kept for
all staff working within the radiology department.
Multidisciplinary working
• Good internal team working was reported between
services for example, between clinics and diagnostic
imaging services and the pathology department.
• There were outstanding examples of MDT working given
by the infectious diseases clinic. A social worker was
assigned to work with the clinic in order to support
patients who were newly diagnosed with HIV and their
families.
• Virtual meetings were held as part of the Regional HIV
Network in order to share learning and provide
professional development across professionals in the
region caring for patients both as inpatients and
outpatient.
• The booking centre managers were working to develop
external relationships with the CCGs in order to improve
quality and consistency of the service.
Seven-day services
• Outpatient services were not available seven days a
week. In order to deal with appointment backlogs some
outpatient services were being made available in the
evenings and some clinics were available Saturdays
between 9:00am and 5:00pm.
• Although CT and MRI scanning are available on a
Saturday There is an on-site radiologist 24 hours a day,
seven days a week. There are three consultant
radiologists providing specialist on-call cover who also
provide reporting services on Saturday and Sunday
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Access to information
• A selection of administrative and clerical staff told us of
the impact of EPIC on the work that they undertook.
• We saw that letters were prepared in an unformatted
way and were told that information such as laboratory
results, took a long time to appear on the system. This
sometimes meant healthcare professionals did not have
access to the most up to date and accurate information
for their patients.
• Prior to the inspection we spoke with the Local Medical
Committee and been contacted by numerous GP’s
concerned at the lack of information provided following
discharge since October 2014. Concerns included
insufficient information on patients’ diagnoses and care
and long delays in discharge and clinic letters being
received by GP’s.

Are outpatient and diagnostic imaging
services caring?
Good

–––

We observed staff being friendly, approachable and caring.
Patients told us they were happy with the care they
received and were treated by kind and caring staff within
outpatients and diagnostic imaging. They told us that in
general they felt included in decision making and care
planning in relation to their conditions. Some patients
however reported that they had had to wait long period of
time for their appointment.
Compassionate Care
• Throughout our inspection we observed care being
provided by nursing, medical and other clinical staff. We
saw examples of staff being friendly, approachable and
professional. For example, when people became lost
staff would accompany people to the area in which they
should be. We witnessed people being spoken to with
respect at all times.
• Patients in general reported a positive experience. For
example, one patient told us “My treatment here has
been excellent” and another patient who had attended
for multiple appointments told us that the staff made
them feel “special”.
• The only consistent complaint we received was of long
waiting times in some clinics.
150

• In February and March 2015 it was reported that 89% of
people would recommend the service to their friends or
family.
• Whilst staff we spoke with were aware of their
responsibilities to ensure privacy and dignity was
maintained for people.
Understanding and involvement of patients and those
close to them
• Most patients we spoke with felt well informed and
included in the entire decision making process in
relation to their care and treatment. For example, one
patient told us “I have been very well informed and kept
up to date during my treatment here.”
• We spent time in the reception area of the outpatient
departments observing patients being greeted and
booked into the department. We saw patients were
greeted in a warm and welcoming manner and given
clear instructions by the receptionist regarding which
waiting area to sit in and any delays there were in the
clinics.
• Patients said they felt listened too and that their
concerns regarding their health had been taken
seriously and their anxieties alleviated.
• We observed staff interactions with patients and saw
that they explained what was happening and ensured
that the person and their relative, where appropriate,
understood the care or treatment being provided to
them.
Emotional support
• Patients we spoke with told us staff were kind and
considerate to them during their visit to the outpatients
department. For example, one patient stated that the
staff had all been “considerate and effective”.
• The staff at the neuropsychology assessment service
were highly praised for the emotional support they gave
patients using the service.

Are outpatient and diagnostic imaging
services responsive?
Inadequate

–––

We rated this key question as inadequate as the trust was
not meeting a significant amount of its performance
targets. For example, 14 out of 18 specialities were not
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seeing patients within the 18 week referral to treatment
target time. Performance in relation to the cancer two week
wait target and 62 day to first definitive treatment target
had seen a significant decline in the two months prior to
our inspection.
The implementation of EPIC meant that the trust had been
unable to produce accurate data in order to ensure
patients were being followed up appropriately when they
did not attend their appointments and diagnostic imaging
services had been unable to differentiate between urgent
and routine referrals.
In contrast, there was excellent practice within the allergy
clinic. A one stop allergy service had been implemented
which provided a service for the diagnosis and
management of a wide range of allergic disorders, this
clinic was dynamic and comprehensive.
In general services were set up to meet people’s individual
needs and there was an understanding from staff about
how they could support people with physical, mental and
cultural needs.
Service planning and delivery to meet the needs of
local people
• Staff working within the outpatient department told us
patients could use the ‘choose and book’ system to
enable them to choose an appointment in a hospital
location close to their home. A booking team was
available to assist patients with the provision of letters
to inform them of their appointment date and time.
• Rapid access clinics were available in cardiology, breast
and rheumatology.
• Virtual clinics had been set up in a number of areas. We
heard about this in detail from the fracture clinic who
had recently developed this service. The virtual clinic
consisted of a multidisciplinary team of staff including
nursing and consultant grade staff. The purpose of the
clinic was to review patient x-rays and notes to make
treatment decisions without the need for the patient to
attend an appointment. Patients were then called and
explained treatment options over the phone.
• Whilst we noted patients had access to water in many of
the clinic areas, hot beverages were not accessible in
many of the areas we visited. The main outpatients
department was situated next to a reception area where
there were facilities to purchase food and drinks.
However patients risked missing being called for their
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appointment in some areas if they wished to visit the
shops for food and drink, as some clinic were situated
quite a distance from these facilities. We spoke with one
patient who told us they had been waiting in excess of
an hour for their appointment and had not been offered
a hot drink.
• Extra clinics were being provided at weekends to meet
demand. For example, ophthalmology clinics were
being provided on a Saturday due to increased numbers
of patients.
• Television screens were present in the majority of clinic
areas we visited which kept patients up to date on
waiting times in clinics.
• In clinics that also saw children, there were designated
areas for children to play and wait for appointments. We
observed that they were well used by families. There
was however a lack of facilities to cater for adolescents
such as age appropriate magazines.
Access and flow
• The entrance to the outpatients department was very
confusing. There was a reception desk which dealt with
transport and travel and we heard that many people
reported to this desk believing it was an outpatient’s
reception desk.
• Signage was also not clear. We observed many patients
becoming confused or lost and having to ask people in
corridors for help way finding. We spoke with a
volunteer of the hospital who told us that many of the
people they assisted were those requiring direction.
• Many managers and staff we spoke with were not aware
of an access policy in place for the service. Whilst the
trust provided us with a copy of a policy dated July
2014, the copy that was provided to us during the
inspection as being worked to by a senior member of
staff was dated 2009. This meant we could not be
assured the most up to guidance was embedded and
being utilised.
• There was a significant backlog of patients waiting for
ophthalmology appointments. The longest wait for a
first appointment was 51 weeks and on an 18 week
referral pathway 516 patients were waiting beyond this
standard. The longest wait was for one patient being 51
weeks with another 20 patients having been identified
as waiting 41 weeks.
• Some clinic managers we spoke with were unclear
about the numbers of patients that had been waiting for
excessive amounts of time for appointments. For
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example, in general surgery we heard that people again
could have been waiting for between 18 months and
two years for an appointment. We are therefore not
assured effective systems are in place to ensure patients
have timely access to the service.
Managers we spoke with were also unable to provide us
with data which demonstrated that people who did not
attend for their appointments were being managed and
appropriately followed up. This is because the majority
of specialities did not know how many patients had not
attended we were told this was because EPIC was not
producing accurate data.
There was a significant problem with the choose and
book appointment slots issues (ASIs). It was also noted
patients had not been being called back where
appointments had been booked through choose and
book as the trust does not use the national call centre.
For example, there was a backlog of 227 ophthalmology
and 233 dermatology patients waiting a call back at the
time of our inspection and a total of 605 across all
specialities.
All bookings made to the designated appointment
centre were to the next available slot. This meant that at
the time of booking patients were not being booked
into slots which enabled them to be seen in line with
their referral criteria for example within two or 18 weeks.
However the trust confirmed that all referrals are
clinically triaged and appointment priorities changed
accordingly.
At the time of our inspection the trust had seen a fall in
performance against the two week wait for cancer
diagnoses. In December 2014 and January 2105 the
trust saw a small percentage fall to 92% against a
projected target of 92% but a more significant dip to
only 89% during February 2015. The figures for March
were not available however we were told that the trust
was forecasting a further performance dip to only 60%.
We asked to review a recovery plan but this was not
provided to us, therefore we could not be assured
appropriate action was being taken in order to improve
services. However we were told that the trust had made
a commitment to the local CCG to be meeting
performance targets by July 2015.
The percentage of people waiting less than 62 days from
urgent GP referral to first definitive treatment for all
cancers was worse than the England average. The
percentage figures had significantly fallen in the first
part of 2015, meaning that patients were waiting longer
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for urgent treatment. Latest figures in February 2015
showed that the trust had achieved 72.5% against this
target, as opposed to the desired target of 85%. Further
work needs to be done to achieve the target; however
the trust had forecast an improvement to 80% for April
2015.
Since the implementation of EPIC the trust had seen a
serious decline in its 18 week referral to treatment
performance. At the time of our inspection, 14 out of 18
specialities were not meeting the required target of 92%
of patients waiting no more than 18 weeks from referral.
Whilst recovery plans were in place for each speciality,
sustainable improvement monitoring systems were not
evident.
Managers told us that some clinics were putting on
additional services during the evenings and weekends
to try and meet the service demand and see those
patients who had been waiting a long time.
A recent audit had identified that only 50% of calls being
made to the outpatient department were being
answered. We noted that there were plans to recruit 20
staff to the booking centre to improve this.
In the radiology and diagnostic imaging service we
found that following the implementation of EPIC,
patients being referred for routine or urgent diagnostic
tests were being placed on one list. We heard that this
meant that once on the waiting list it was not possible
to distinguish which patients needed an urgent
appointment or a routine referral. We asked the trust to
provide evidence to demonstrate that it was risk
assessing and taking action to address the problem.
None could be provided to us.
The trust was also not meeting its 6 week diagnostic
performance target with over 1000 breaches being
reported between January and March 2015. Again a
recovery plan was in place and it was noted that the
figures reported in March 2015 were significantly lower
than those in the preceding two months.
The access to the outpatient neuropsychology
assessment service has improved significantly over the
last four years and currently runs more efficiently seeing
double the amount of patients more quickly that
compared to 2009. Evidence for this is provided via
statistics regarding number of contacts etc. per year and
interviews with referring neurologists, who all reported
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that the service is now more responsive and fit for
purpose than it was in 2009. Currently the volume of
patients seen per week and waiting times are in line
with other regional neuropsychology services.
Meeting people’s individual needs
• In general the clinics we visited met people’s individual
needs. Most services were accessible via lifts and ramps
were available where appropriate to assist with people’s
physical disabilities. The neuropsychology clinic room
was appropriate and resources were available to the
staff and patients using this service.
• We were however concerned with the cataract clinic
location, this was not easily accessible via lifts and
signage was not appropriate. For example, there was no
contrast in colour and fonts were small.
• There was a chaperone policy in place. This information
was clearly on display throughout the service.
• Translation services were available in outpatients and
diagnostic imaging. Translators were available via the
phone or could be booked for face to face
appointments.
• We spoke in detail with staff working in the Infectious
diseases clinic and found that there was ample
accessible information available to people in order to
provide advice and support. The clinic had links with
various community support teams and counselling
services.
• There were good links with to the local mental health
teams and the internal referral processes were clear.
• There was excellent practice within the allergy clinic.
This clinic was dynamic and comprehensive. A one stop
allergy service had been implemented which provided a
service for the diagnosis and management of a wide
range of allergic disorders, including hay fever, perennial
rhinitis; allergic or non-allergic, asthma, eczema,
urticaria and angioedema, anaphylaxis, food allergies
and drug allergies, including allergy to anaesthetic
agents, NSAIDs, antibiotics and local anaesthetics.
• Information was available to patients regarding support
groups they could contact for specific conditions. We
saw information relating to support groups for visually
impaired people and for infectious conditions.
Learning from complaints and concerns
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• Information was accessible on the Trust web site
including the complaints policy. We saw posters
distributed at multiple locations across the
departments.
• Staff we spoke with were familiar with the complaints
process and were able to tell us that what they should
do if a patient raised a concern.
• We were not be provided with evidence which
demonstrated that complaints were used to inform
learning and improvement locally.
• Staff we spoke with could not describe a compliant
which had led to service improvement.
• Governance meeting minutes did not demonstrate that
complaints were discussed to ensure learning took
place.

Are outpatient and diagnostic imaging
services well-led?
Inadequate

–––

Overall, we found that the service lacked a robust
management and governance system which meant that we
could not be assured the issues within the outpatients’
department were being effectively assessed and monitored
to ensure improvement. Whilst the department was aware
of significant backlogs of patients and action plans were in
place actions were either ongoing, on hold or delayed and
little action had been taken to ensure that patients were
protected from the risk of avoidable harm. The diagnostic
imaging service did have good governance systems and
issues were identified and addressed.
In 2014 the outpatients department started on a project of
‘centralisation’ whereby all outpatient clinics were to be
managed under one management structure. However, due
to the implementation of EPIC this project had not been
successfully finalised. As a result, many staff felt confused
about how they and the service they worked for fitted
within the overall structure of the trust. This meant that
there was a lack of service planning and vision and a lack of
management accountability to take issues forward.
A ‘disconnect’ within the service was referred to often as
was “fragmentation”. The service was divided with separate
management structures for administrative and clinical
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functions. There were mixed views on the culture within the
department with some staff telling us they felt there was an
open and supportive culture and others reporting one of
bullying and issues of innovation being stifled.
Vision and strategy for this service
• The majority of staff we spoke with told us they were
unclear about a vision or strategy in taking this service
forward.
• In 2014 the outpatients department started on a project
of ‘centralisation’ to combine all outpatient clinics
under one management structure. However, due to the
implementation of EPIC the trust had not completed
this project. This had left many staff feeling confused
about how they and the service they worked for fitted
within the overall structure of the trust.
Governance, risk management and quality
measurement
• The trust had not fully developed or implemented
governance processes. The staff in one clinic told us that
they did not know the route to escalate clinical
governance concerns so decisions were being made
locally with lack of senior management engagement.
• We were provided with minutes of the outpatient’s
governance meeting which took place once a week. We
asked to be provided with a copy of the minutes for
each of the weeks in the meeting structure. We were
only provided with weeks 2 and 4 (weeks 1 and 3 were
not forthcoming). We were concerned about the level of
governance scrutiny as only three members of the
department attended this meeting. It was also apparent
that the two sets of minutes we reviewed were the same
with very limited details about updates or progress
against actions having been added to the later set.
• There was an outpatient’s board. However, this board
had only met twice prior to our inspection and did not
fully understand the problems being faced within this
department. However, this was acknowledged and we
noted a clear commitment from leaders to identify and
take issues forward.
• Risk management systems were not robust. We were
provided with a copy of the directorate’s risk register but
this did not reflect many of the risks which we heard

about during our inspection. Actions planned lacked
consistency and robust actions to ensure patient safety.
For example, the backlog of patients in ophthalmology
or dermatology.
• Incident data was not used to inform learning and
improvement and the trust could not provide us with
evidence which demonstrated that feedback from
patients led to quality improvements.
• Staff could not give us examples of how audits had led
to changes in outpatients. Consequently, the service
lacked a system for continuous improvement.
• However, there was an effective radiation safety
committee in place with a wide selection of members
and good attendance
Leadership of service
• There was a lack of leadership for the outpatients
department. Most staff we spoke with felt unclear about
who had overall responsibility for the service and where
issues would be escalated to. Clinical staff told us that
management did not listen and that they felt they were
running the service outside of the trust’s leadership
structure.
• The associate director of operations recognised that
there remained some level of confusion around the
centralised outpatients service, but that in response to
this the outpatients board had been set up to create a
leadership structure to drive forward the centralised
service with representation from across the divisions.
• The outpatient manager post was vacant at the time of
out inspection and had been for a number of months as
had a choose and book manager. This meant that there
was a lack of oversight within the department.
• A “disconnect” within the service was referred to often
as was “fragmentation”. The service was divided with
separate management structures for administrative and
clinical functions. Whilst some clinics had embraced this
and found ways of working together, others remained
unclear about roles and accountabilities.
• Staff told us that the clinical leaders of the service were
supportive and welcoming.
• The executive team were not visible to the staff working
within the outpatient departments; some clinicians we
spoke with told us that they had never met the CEO. This
was in contrast with the way in which the diagnostic
imaging department felt as they saw the executive team.
Culture within the service
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• There were mixed views on the culture of the service.
• Some staff told us that they felt the service was open,
supportive and transparent and that they were proud to
work for the trust. An example of a representative quote;
“I feel proud to work for this trust we work together like
a family”.
• However, others felt unsupported and that innovation
within the service had been stifled. For example, one
clinician stated “I would rather work in a unit which
allows and encourages change” and a manager said “ I
do not feel particularly well supported beyond my
immediate line manager, I just don’t feel concentrated
on [as a department]”
• We heard from three members of staff who stated that
they had felt bullied after raising concerns about patient
safety following the implementation of EPIC.
• Two members of the administrative and clerical staff
told us that they had been made to feel “incompetent”
in their role and had feelings of being “ashamed” of the
quality of work they were being enabled to produce
through EPIC.

demonstrated that this had been taking place. The
results showed that in general the trust was the
benchmark for patients who would recommend this
service. In February and March 2015 it was reported that
89% of people would recommend the service to their
friends or family.
• There was a lack of patient experience initiatives in
place generally. However we noted that the service had
completed an outpatient survey in February 2015. We
noted that forms had been collated and analysed.
However, we could not be provided with an action plan
which demonstrated the feedback would be used to
make service improvements.
• There were inconsistencies in staff engagement
initiative between clinics and specialities. For example,
some clinics undertook regular staff bulletins and others
relied on team meetings to share localised information.
However, we reviewed a sample of team meeting
minutes and noted these varied in quality and in some
cases provided little relevant information to staff about
their service.

Public and staff engagement

Innovation, improvement and sustainability

• No one that we interviewed working in the outpatient
department including the senior manager responsible
for the service was aware that the trust had taken part in
the friends and family test for outpatients since
November 2014. This was escalated during our
inspection and we were provided with evidence which

• Staff told us that some clinics were looking to
implement self-check in stations.
• We heard about the virtual clinic initiative in the fracture
clinic. We were told that learning would be shared so
that other clinics could develop similar services.
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Outstanding practice
• The allergy clinic had a one-stop allergy service that
provided diagnosis and management of a wide range
of allergic disorders. This clinic was dynamic and
comprehensive.
• Virtual clinics had been set up in a number of areas,
each consisting of a multidisciplinary team of staff
including nursing and consultant grade staff. The
purpose of the clinic was to review patient diagnostic
tests and notes to make treatment decisions without
the need for the patient to attend an appointment.
Patients were then called and treatment options
explained over the phone.
• The chaplaincy and bereavement service offered a
one-stop appointment where bereaved relatives could
see all trust staff that they needed to see in one visit.
Bereaved relatives were also invited back six weeks
after the death to enable staff to provide emotional
support and answer any questions. The six-week
follow-up had been devised at Addenbrooke’s and
rolled out nationally.
• The specialist palliative care consultants at
Addenbrooke’s had won National and International
recognition as an area of excellence in palliative care
for their work in developing the “Breathlessness
Intervention Service”.
• The online educational resource –
cambridgecriticalcare.net – developed by the
neurological critical care team is a repository of
educational resources aimed not only at local trainees,
but trainees nationally and internationally.
• Patients previously treated within critical care were
invited to a twice-yearly focus group to help drive
service improvement. Through this focus group, real
change had been implemented, including improving
the transition of care from the critical care area to the
ward, establishment of a quiet/interview room for
doctors to speak to relatives on the critical care unit,
and the re-design of the relatives’ room.
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• On the general critical care unit, a junior doctor jointly
with the IT department developed an application for a
mobile tablet called “My ICU Voice” to enable patients
who had a tracheostomy to communicate with staff.
• Team working in the critical care unit was outstanding.
Given the limited resources, all members of the
multidisciplinary team worked collaboratively to
ensure patients received kind and compassionate
care. Nursing staff were observed doing everything
they could to ensure patients’ carers were well
informed of their loved ones’ condition.
• There was well-managed and coordinated medical
handover and follow-up of patients following
admission, with all specialties being represented for
effective care management planning.
• The “supervisor of midwives” network at the trust was
outstanding and was an important contact for patients
and staff. The purpose of supervision of midwives is to
protect women and babies by actively promoting safe
standards of midwifery practice.
• The Birthing Unit in The Rosie Hospital had facilities
that were outstanding and state of the art. They
included 10 birthing rooms, all with en-suite
bathrooms, mood lighting and music systems, a
fold-down double bed, birthing balls, slings, birthing
stools, floor mats and comfortable seating and access
to a sensory garden.
• The neonatal intensive care service is at the forefront
for provision of care for babies. The neonatal transfer
team (ANTS) was the first such team to formally and
consistently enable parents to travel with their sick
babies.
• The ACTIVE Children and Young People’s Board
enabled current and former young patients, and any
other children who were interested, to meet and share
ideas. The club was involved in producing
child-friendly information and in projects such as
Teens in Hospital, which was looking at ways of
improving the experience of young people, especially
those on adult wards.
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Areas for improvement
Action the hospital MUST take to improve
• All patients awaiting an outpatient’s appointment are
assessed for clinical risk and prioritised as to clinical
need.
• Effective governance and management arrangements
are put in place in outpatients.
• Systems or processes must be established and
operated effectively to enable the outpatients
department to assess, monitor and improve the
quality and safety of services.
• Services around end of life are reviewed to allow for
fast track or rapid discharges to be undertaken in a
timely way.
• Patient dependency in the intensive care unit is
reviewed and staffing monitored against this on a day
to day basis to ensure compliance with the Faculty of
Intensive Care Medicine / Intensive Care Society core
standards for ICU (Ed1) 2013.
• There is adequate staffing to provide safe care for
patients requiring non-invasive ventilation.
• Data collection for the ICNARC case mix programme is
monitored and that data collected is reliable, accurate
and representative of the functioning of both critical
care units.
• Patients are discharged from critical care units to the
wards in a timely manner and minimises the number
of patients being discharged after 10pm.
• It encourages collaborative working and sharing of
clinical governance data between the general critical
care unit and the Neuro Critical Care Unit.
• Medicines are prescribed in line with national
guidance and the law.
• All patients who may lack capacity have a mental
capacity assessment and, if appropriate, a deprivation
of liberty safeguards (DoLS) assessment and that
patients’ consent is properly sought before treatment.
• All emergency equipment is checked in line with
policy.
• Risk assessments are completed and correctly
recorded.
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• All environments are safe and that high levels of
nitrous oxide in delivery suites are addressed.
• Consistent foetal heart rate monitoring is provided in
maternity services.

Action the hospital SHOULD take to improve
• The impact of high bed occupancy on the admission of
emergency patients and the provision of emergency
surgical services at Addenbrooke’s Hospital is
reviewed.
• Review the provision of end of life care to consider
providing cover over seven days a week.
• Ensure that focus is given to drive improvement and
delivery of the end of life care service, including
community engagement and investment in the
service.
• Ensure the estates department is staffed with enough
appropriately trained people to facilitate a more timely
response to maintenance requests to help improve the
environment, infection control and health and safety
for patients and staff.
• Improve the skill mix across critical care to ensure that
50% of staff complete their certificate in critical care in
line with best practice standards.
• Ensure access to dedicated physiotherapy and
pharmacy services seven days a week.
• Ensure that there are arrangements in place with clear
management plans for the merging of two mortuaries
in Cambridgeshire.
• Review the arrangements for patients undergoing
termination of pregnancy for foetal anomalies on the
labour ward.
• Ensure that medical and surgical patients are cared for
in an appropriate ward.
• Reduce the number of cancelled surgery admissions.
• Consider the use of pain assessment tools for patients
who require additional assistance in communicating
their needs.
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