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This evidence appendix provides the supporting evidence that enabled us to come to our judgements of the
quality of service provided by this trust. It is based on a combination of information provided to us by the
trust, nationally available data, what we found when we inspected, and information given to us from
patients, the public and other organisations. For a summary of our inspection findings, see the inspection
report for this trust.

Facts and data about this trust
North Tees and Hartlepool NHS Foundation Trust is a provider of integrated acute and community
services to around 400,000 people living in Hartlepool, Stockton-On-Tees and East Durham and
surrounding areas including Sedgefield, Peterlee and Easington.
The trust provides services from two main hospitals the University Hospital of North Tees and the
University Hospital of Hartlepool and provides a number of outpatient and outreach clinics at a
smaller community hospital in Peterlee, as well as a number of community locations.
The breast and bowel screening services extend further, across Teesside and parts of North
Yorkshire and County Durham. The Trust also provides community dental services to the whole of
Teesside and many of the other community services also reach out beyond its geographical
boundaries.
From the provider information request (PIR) the trust told us that since April 2017 they are within
an alliance with North East Ambulance Services (NEAS) and the local GP Federation, and
launched integrated urgent and emergency care services.
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Is this organisation well-led?
Leadership
The trust was led by the executive team who were responsible for the day to day running and
management of the trust. Since our previous inspection in July 2015 there had been some
changes to the membership of the board. The previous chief executive had been appointed to lead
the sustainability and transformation programme (STP) in the region from October 2017, and so
the previous chief operating officer (and deputy chief executive) had been appointed into the trust
chief executive role. The previous chief executive remained in contact with the trust and was still
the accountable officer. The responsibilities for the chief operating officer role had been delegated
to two posts; these were an interim director of planning and performance, and an interim director
of operations. Both of these staff had been in associate director posts previously. The operating
officer role had been divided as there was a need to appoint staff at short notice due the STP
work. The director of nursing, patient safety and quality had been in post since October 2015 and
had previously been the deputy director of nursing. The medical director had been appointed in
June 2016. There was an interim director of finance and an interim director of workforce had
recently been appointed in November 2017. After the appointment of the interim chief executive,
the executive directors’ roles and responsibilities had been revisited and refreshed.
The trust executive leadership team had an appropriate range of skills, knowledge and experience
both when they were appointed and on an ongoing basis. Our checks of formal documentation
included fit and proper person reviews and recruitment processes for both executive and nonexecutive leaders. Leaders at executive level understood the challenges to quality and
sustainability.
Leaders were visible and approachable. There was a strong sense that they worked collectively
and collaboratively. Non-executive directors and governors felt well informed and trusted.
Governors were engaged, enthusiastic, and proud of the hospital, the staff and their relationship
with executives. Since the last inspection, the trust had improved engagement and the visibility of
the executive team and senior managers. The trust had established monthly engagement
sessions led by members of the executive team. Each month a different topic linked to key themes
for example, patient experience, culture, reward and recognition was discussed in an open and
informal forum where staff could contribute to the discussions. The executive team also visit wards
and departments on a regular basis speaking to staff and observing their daily practice.
The trust had a leadership and talent management strategy which was contained within ‘Our
People Strategy 2016-2020’. This detailed how the trust would attract, develop and retain staff
utilising leadership development. Individual directors described this to us consistently.
The trust had developed and launched 'Leading Together' a culture and leadership programme.
The culture and leadership programme had a dedicated lead and consists of three phases aimed
at helping the trust to develop a high quality care culture. The trust were currently in phase 1 of the
programme which involved gathering information about the culture and leadership of the trust, they
were developing further phases to complete the programme.
The trust was entering a partnership with Sunderland University to deliver a Nursing Academy
approach to nurse education. This would promote greater flexibility with regard to ensuring two
cohorts each year but also ability to affect the curriculum to reflect the priorities of the trust and
extending placements in partnership with primary care to reflect the work of the STP’s.
To further enhance the developments in the leadership of the trusts quality and safety agenda, a
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review of the structure of the nursing, patient safety and quality directorate had been undertaken.
Recruitment to the senior leadership positions was completed in 2016 and work to enhance
portfolio management and accountability continues to ensure the achievement of best outcomes.
The trust had not had an external well led review since they achieved foundation trust status.
However, an independent assessment under the NHS Improvement new framework
‘Developmental review of leadership and governance’ was planned for 2018. The trust had
commissioned an internal well led review from the internal audit department in 2017 as part of a
‘sense’ check. There had been routine external reviews in the last 12 months by some external
agencies such as;


The Medicines and Healthcare products Regulatory Agency (MHRA); there was an eight
point action plan which has since been completed.



An external audit company; which looked at risk management reviews, there was a single
action to update the risk management strategy



The United Kingdom Accreditation Service for medical laboratory assurance; accreditation
was given.



There was an annual Deanery quality monitoring assessment to ensure the quality of
medical education and training.

The interim chief executive and executive had informal discussions each day and met once a
week to discuss priorities. Formal board meetings were held monthly.
There were clear leadership structures across the directorates. A clinical director, a general
manager, and a divisional finance manager led services. A senior matron and a matron managed
clinical areas.
We saw compassionate, inclusive, and effective leadership was sustained through a leadership
strategy and development programme. There were effective selection, deployment, and support
processes in place. There was a leadership development structure called 'Journey into
Leadership’ which allowed all staff to access all development in relation to leadership in one place
on the trust intranet. The ‘leadership track’ was to ensure equal access; the principle was
recognition of challenges to the NHS workforce and local area, so the trust was investing in
current and potential future leaders. Leadership development was promoted within the appraisal
process to identify staff that were ready for development or who felt they would like to develop
further. There was succession planning in the form of clinical director, consultant, GP, and
emergency care leadership development courses.
The leadership and talent management strategy was contained within ‘Our People Strategy 20162020’ and detailed how the trust would attract, develop, and retain staff using leadership
development. There had been recognition that leadership development needed to be accessible to
bands 1-4, and a strategy was being developed to meet this need.
NHS Improvement (NHSI) told us the trust had highlighted to NHSI that it lacked the specific
capability and capacity to deliver the level of significant efficiency programme on which the annual
financial plan was predicated. NHSI had advised the trust to appoint a turnaround director to lead
the delivery of an efficiency programme. NHSI also told us the trust leaders had engaged with the
NHSI ‘operational productivity team’ and was is actively utilising their support on a trust wide
‘delivering productivity programme’.
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Vision and strategy
The trust had a vision and values which were clear and understood by most staff. The vision was
to be the best healthcare provider in the region by delivering excellent services for patients. The
trust had a corporate strategy which described the overarching direction for the trust for the next
five years and provided the framework by which the trust intended to plan, deliver, monitor and
manage everything it did to deliver the clinical services strategy. The strategy reflected the current
priorities of the trust and was aligned to the plans of the local healthcare economy.
Underpinning this corporate strategy the trust had various other strategies including a people
strategy, clinical services strategy, equality and diversity strategy and quality strategy. The trust
also had strategies for dementia and mental health. The relevant executive team member
reviewed the strategies and progress was monitored through the appropriate committees up to the
trust board.
The vision, values, and strategy had been developed through a structured planning process in
collaboration with people who use the service, staff and external partners. For example, the
corporate strategy was produced following broad consultation during 2016-17 with a broad range
of staff and stakeholders as part of a full refresh of the previous strategy (2013-18). External
consultation had ranged from high level presentations to the clinical commissioners, other
strategic partners (such as the Health & Wellbeing Board) and patient experience organisations.
The Trust's strategic aims and objectives had been defined into four key priorities;


Putting Patients First,



Valuing Our People,



Health and Wellbeing



Transforming Our Services,

The Trust values were originally developed with the staff. During the core service inspection front
line staff told us the ‘people first’ value drove their behaviour when delivering care. These values
were recently reviewed to ensure they were still current, appropriate and fit for purpose as part of
the work to refresh the corporate strategy.
Non-executive directors were clear about their involvement in the development of the strategy and
were fully committed to it. They talked about the benefits to patients and the overall health
economy.
The Trust was ensuring the vision and values were embedded using various mechanisms. These
included publication of their vision and values on the trust internal and external websites; and
internal communications such as the chief executive briefing. There was also ‘strategy on a page’
used on all trust presentations; display stands within main concourses; business card size
‘strategy on a page’ for all staff; and strategy overview presentations to staff and all key external
stakeholders.
The communication plan was jointly delivered through the strategy and communications
departments.

Culture
Leaders demonstrated and encouraged compassionate, inclusive and supportive relationships
among staff so that they feel respected, valued and supported. There are processes to support
staff and promote their positive wellbeing. All staff we spoke with told us they felt supported,
respected and valued. Overwhelmingly staff were positive about and proud to work in the
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organisation. They were passionate about their services and morale was generally high. The
culture at the trust was centred on the needs and experiences of people who use services; staff
were caring and compassionate.
The trust had developed a new performance and behaviour framework as an appraisal tool for all
staff on Agenda for Change over 2017. This provided a mechanism for providing a quality
appraisal and linked with the implementation of talent management across the Trust.
A culture group was established in early 2016 to co-ordinate activity identified through the survey
and other forms of engagement; ensuring common themes were reviewed and addressed as
appropriate. It was through this group that the priority areas were identified such as;


Ensuring staff know they can and do make a positive impact to patient care



Increasing compliance and the number of performance appraisals across the trust



Recognising and celebrating good practice



Communicating the strategic vison and the part everyone plays in making that happen.

The first culture conference (‘The 7th C’) took place in April 2017, with representatives attending
from across the Trust. The conference explored culture and behaviours in healthcare and locally
within the Trust and was very well attended and received.
At the time of our well led review the trust was carrying out a large piece or work around culture
and leadership reviewing information from various strands, including information linked to patient
experience which will ultimately help develop a collective leadership strategy.
The trust recognised the importance of ensuring its services were fair and equitable to all. We saw
strong commitment to managing equality and diversity for the benefit of staff and patients.
An equality and diversity strategy (2016-2018) fed in to the overall trust strategy. The aim was to
provide an understanding of how the trust would meet the diverse needs of patients, staff and the
communities it served. As well as focussing on people with protected characteristics, the trust
recognised the need to support disadvantaged groups such as homeless people, those with
addictions, at risk of neglect, people living in poverty, people in stigmatised occupations such as
sex workers, and people who were unemployed or isolated.
There was an equality and diversity steering group which provided the strategic direction, and
ensured legal requirements were met, it also set the agenda, trust objectives, assessed
compliance against equality and diversity targets, and reported to the board. The steering group
usually met on a quarterly basis, however had not met from August 2016 until June 2017, although
from action plans it appeared activities had carried on though out this period.
The steering group was supported by the equality and diversity working group which met on a
quarterly basis. One of the responsibilities of the working group was to ensure best practice was
adhered to and that systems that were in place were implemented equitably from employment
practice, thorough to service redesign and delivery. We reviewed the terms of reference and
minutes of meetings from both the steering group and the working group. The working group had
representatives for each of the protected characteristics and for other specific groups. The lead
representatives included;


learning disabilities



physical disability



sensory disability
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older people



younger people



religion and belief



gender and sexual orientation



gender assignment, marriage and civil partnerships



race



employee relations



occupational heath



pregnancy and maternity



patients

Senior staff told us this was to ensure that inclusion was promoted within everyday working
practices.
During the core service inspection, we saw notices in public areas were written in several
languages including British sign language. Menus in the dining room had also been written in
braille during a focus week.
Since April 2015 NHS providers have been required to use an assessment tool designed to
measure NHS equality performance ‘Equality Delivery System 2’ (EDS2) to help them improve
their equality performance for patients, communities and staff, as well as helping them to meet the
Public Sector Equality Duty (PSED) of the Equality Act (2010). The trusts EDS2 report 2017
indicated out of 18 standards, they were;


excelling in three standards, i.e.
o improved patient access and experience to hospital community or primary care
services,
o informed, supported and involved as they would wish to be
o peoples complaints handled respectfully and efficiently



achieving in 13 standards



developing in two standards, i.e.
o equal pay audits
o Papers going to the board which identify equality related impact and risks.

The trust identified future priorities from the report and had a work plan which included revision of
the equality objectives.
Since 2015, all NHS organisations have been required to demonstrate how they are addressing
and progressing race equality issues in a range of staffing areas. The Workforce Race Equality
Standard (WRES) includes nine indicators. Four of the indicators focus on workforce data, four are
based on data from the national NHS staff survey questions, and one indicator focuses upon black
and minority ethnic (BME) representation on trust boards. The WRES reports highlights any
differences between the experience and treatment of white staff and BME staff in the NHS with a
view to closing those gaps through the development and implementation of action plans focused
upon continuous improvement over time.
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In March 2017 the trust employed approximately 5600 staff. Around 86.7% were white, and
around 13% were from BME backgrounds. (Source: ‘Workforce profile 2017’).
In the 2017 WRES report, the main findings were;


Indicators 1, 2, 3, 6 and 7 demonstrated that there was no shortfall between the
experiences of BME staff compared to white staff. However it was noted that the trust
should look to close the gap for indicators 2 (the relative likelihood of staff being appointed
from shortlisting across all posts); and indicator 3 (the relative likelihood of BME staff
entering the formal disciplinary process compared to white staff).

The following Indicators were being considered further with the development of an action plan to
improve the experiences of BME staff in the following areas:


Indicator 4; the data suggests that White staff have more opportunities to access nonmandatory training.



Indicator 5; a higher percentage of BME staff had experienced harassment from patients,
relatives or carers (39.1%). This had increased from 33.3% as reported in 2016.



Indicator 8; a higher percentage of BME staff had personally experienced discrimination
from a manager/colleague (15.9%). This was a significant increase from 5.6%, as reported
in 2016.



Indicator 9; BME representation at board level was 2% lower than the trust’s workforce,
however it was noted that the gap had closed significantly since 2015 due to the
appointment of a the executive medical director.

On a national basis, women and BME staff are underrepresented on trust boards. The table below
shows the breakdown of board members at the trust.

Board members

Breakdown of board members
BME (%)

Female (%)

Executive

12.5%

50%

Non-executive

0%

16.7%

(Source: PIR)

We reviewed the WRES action Plan 2017 (dated September 2017). The trust had carried out a full
profile of the workforce to better understand training, promotions, disciplinary actions, new
appointments and staff leaving, which was broken down by protected characteristics to better
understand and focus on areas for improvement.
The leadership actively promoted staff empowerment to drive improvement, and raising concerns
was encouraged and valued. Staff actively raised concerns and those who did were supported.
There had been three ‘whistle-blowers’ from August 2016 to August 2017 and trust actions
following investigation included general recommendations on further leadership and management
development as a result of two of the investigations.
There was a comprehensive policy to guide staff on responding to concerns and complaints. We
reviewed four complaints as part of our well led review and found concerns were investigated
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sensitively and confidentially in a timely way, and lessons were shared and acted on. When
something went wrong, people received a sincere and timely apology and were told about any
actions being taken to prevent the same thing happening again. In each case, complainants were
kept informed and communication with them was personalised and appropriate.
We reviewed five serious incident investigations and found evidence that families were informed
and involved in each of them. Incidents were thoroughly investigated and learning used to help
prevent reoccurrence
There was a ‘raising concerns’ (whistleblowing) policy, although we found some barriers in the
‘Freedom to Speak Up’ processes. The Freedom to Speak Up Guardian was the interim director of
workforce. They had not had any formal training to take on the role and did not have any
dedicated time to carry out Guardian responsibilities. The Guardian did not network with other
regional or national Guardians. There were no records to suggest people had been approaching
the Guardian with concerns. There were five ‘first contact officers’ across the trust who acted in
support of the Guardian, alongside their substantive role. The Guardian told us the first contact
officers had received training but had not been fully utilised and were mainly used to signpost
people with concerns to the Guardian.
We saw historic performance issues had been appropriately addressed in line with the trust vision
and values. We reviewed information relating to two cases of disciplinary processes. The
disciplinary policy was in date and the cases we reviewed had been followed appropriately in line
with best employment practice and due compliance with employment legislation and statutory
professional bodies regulations.
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Sickness absence rates
The sickness absence rates were higher than the England average consistently between May
2016 and March 2017. The sickness rates had declined since January 2017 and were at 4%
compared to the England average of 3.8% for the most recent month of March 2017.
(SOURCE: NHS Digital- Staff sickness)

GMC national training survey

The trust scored similar to other trusts in all areas of the GMC survey apart from the survey area
induction where it was found to be worse than other trusts.
(Source: GMC- Trainee Survey (22/03/2016 - 11/05/2016))
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Governance
The role of the board was to set the strategic direction, monitor and manage performance and
accountability, promote trust values and shape a healthy culture for the board and the
organisation. The board also had to ensure obligations to stakeholders were met. There were a
number of sub committees which reported to the board in order to gain assurance the organisation
was performing as it should be and focussed on quality. The board was made up of the
chairperson, chief executive, executive directors and non-executive directors. The role of the
independent non-executive directors (NEDs) was to challenge and contribute to the strategy,
scrutinise performance and financial information and ensure the board acted in the best interests
of the public.
Reporting directly to the trust board were the following committees;


Patient safety and quality standards



Remuneration



Audit



Organisational development (OD) and workforce



Finance



Transformation



Charitable funds



Planning, performance and compliance



Digital strategy

Following committee meetings, the chair of each committee produced a key issues report for the
board which identified matters discussed by the committee, matters for escalation and key
decisions made, or actions identified. Some of the reports we reviewed also made reference to the
impact on the board assurance framework. The subcommittees did not undertake ‘deep dives’,
they were contracted out to gain assurance, for example around cancer standards and 62 day
waits.
There were monthly clinical governance meetings in the care groups or directorates. These
meetings reported to the clinical governance steering group
The trust had established processes from board to ward to board in order to gain assurance,
identify gaps, set priorities and put in place plans to address these gaps. A comprehensive ‘Safety,
Quality and Infections’ dashboard was regularly reported to the board of directors and council of
governors, which was drilled down to ward/area level to identify any issues or trends; These were
supplemented by a board assurance framework, a risk management framework, performance
management framework and governance arrangements.
The ‘staff, patient experience and quality standards’ group (SPEQS) was led by the director of
nursing, patient safety and quality and was an additional avenue provided to feedback on patient’s
standard of care. It provided assurance that standards were aligned with the information reported
utilising the five CQC domains. Each visit of the ward/ area was documented on a standard
SPEQS template and reports from the SPEQS reviews were regularly provided to the board of
directors and to the council of governors.
The ‘patient safety and quality standards committee (known as Ps and Qs), was chaired by a nonexecutive director and provided assurance regarding standards of clinical practice within the trust.
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This ensured the trust had in place the systems and the processes to support individuals, teams
and corporate accountability for the delivery of safe, patient-centred, high-quality care. The Ps and
Qs committee reported to the board of directors on a regular basis, escalating issues, and
demonstrating good practice as appropriate.
There was a mental health executive lead and work was being done to enhance the care of people
with mental health needs. There was a service level agreement for 24-hour access to mental
health liaison teams both in the emergency department and on the wards.

Board Assurance framework
The trust provided us with the board assurance framework (BAF). The BAF was the structure used
by the board to identify the principal risks to the organisation in meeting its objectives. It was also
used to map out the key controls, which were in place to manage these risks, and gain sufficient
assurance about their effectiveness. There was a robust monitoring process for the BAF, which
strengthened governance arrangements. Each strategic risk on the BAF was aligned to a
committee or an assurance process was agreed within directorates, where risk controls and
proposed risk and assurance levels were considered. The BAF was reviewed on a quarterly basis,
and intermittently by various committees to provide oversight and assurance.
We saw the following committees had reviewed the BAF at regular periods.


Patient safety and quality standards committee



Finance committee



Transformation committee



Workforce and OD committee



Planning, performance and compliance committee



IT and digital strategy committee

The audit committee also had oversight of the BAF to ensure that the annual programme of
internal audit activity was driven by risk. The trust had four strategic aims;


Putting Patients First



Valuing our People



Transforming our services



Health and Wellbeing
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The following nine strategic risks had been agreed for 2017/2018 as being a risk to achieving the
strategic aims.

(Source: PIR)
There were four key risks scoring 12 and above on the BAF. This meant they were the most
significant risks to the trust achieving its strategic objectives for 2017/18. They were:
Risks scoring 12 and above

Actions in place by July 2017

2A Valuing our People – There
is a risk that the People
Strategy principles are not fully
embraced or embedded
across the Trust.

Actions are in place and progressing to mitigate risk and
gaps in control in relation to implementation of ‘Our
People Strategy’. There is on-going work developing and
refining the ‘Heat Map’ in order to identify and target
areas for intervention. The Recruitment and Retention
policy is under development, aligning with continuing
activity of the regional streamlining programme. The
Attendance Management Strategy has been
implemented with a range of supporting activities in order
to reduce absence levels and support staff. A review will
be undertaken to ensure it is fit for purpose going
forward.

3C Transforming our Services
– The Performance
Management framework does
not identify and manage risk to
compliance in a timely way.

Actions are identified and progressing in order to address
areas of concern including continuing development of
emergency care pathways with a full review of discharge
processes underway with particular focus on the >7 day
‘stranded patients’. The cancer recovery groups with
individual MDTs are being reinstated to address gaps in
cancer pathway management.
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3D Transforming our Services
– The Trust’s ability to deliver
the 2017/18 financial control
total set by NHS Improvement.

Actions are identified and progressing in order to address
areas of concern including insufficient schemes and
initiatives to deliver efficiency savings, inability to control
demand levels and difficulty in influencing the allocation
of funding from the commissioners for resilience and
effective schemes. Governance arrangements have been
strengthened to ensure appropriate management,
monitoring and support of the process.

4A Health and Wellbeing –
Failure to effectively engage in
partnership with key
stakeholders to improve the
health and wellbeing of the
local population.

Significant work is underway to ensure the Trust
engages, involves and collaborates with key stakeholders
and delivery partners. An Engagement and
Communications Strategy is currently under development
and there are plans to develop a detailed relationship
management model/map which will identify relationships
that exist between the Trust and external parties.

Actions are in place and being taken forward to mitigate these risks and these issues form
part of regular discussions at the key Committees as well as being a focus of Executive
Team and Board discussions.

(Source: Report of the Company Secretary/PIR)

Management of risk, issues and performance
Financial statement from NHSI
The trust was set and accepted a financial plan deficit ('control total') for 2017/18 of a £3.0m
surplus control total (financial plan) for 2017/18; this included receipt of Sustainability and
Transformation Funding (STF) of £6.9m. The underlying deficit that the trust needed to achieve
(excluding STF) is therefore £3.9m.
Delivery of the control total was dependent upon achieving efficiencies of £18.9m (6.9% of
expenditure). This is three times the achieved delivery of approximately £6.2m in both 2015/16
and 2016/17. (In both years, approximately 50% was delivered on a non-recurrent basis). From
Quarter 1 of 2017/18, the trust fell behind its financial plan because of slippage against planned
efficiencies, income on non-elective activity, and the Integrated Urgent Care Centre. The trust has
not made any improvements to the underlying monthly run rate deficit during 2017/18, which
remains at c£1.5m deficit a month.
The capacity of the finance team has been a long-standing concern at the trust. The trust
attributes a previous high vacancy rate as the reason why it did not accurately phase its 2017/18
plan when it was submitted to NHSI. The Trust has focussed on developing the team during
2017/17 and has now filled key positions. The trusts annual financial plan was predicated on
delivery of an £18m efficiency programme.
NHSI undertook a diagnostic assessment in the summer of 2017 to understand the underlying
financial position and current monthly run rate, identify key reasons for decline in cash, understand
key reasons for income recovery issues, assess robustness of 2017/18 and 2018/19 financial
plans, and assess risk to CIP delivery. This review concluded that due to the underlying recurrent

20171116 900885 Post-inspection Evidence appendix template v3

Page 13

position of the Trust combined with the negative run rate and the high value/high risk CIP then it is
unlikely that the Trust will achieve its control total for 2017/18.
At the end of the second quarter, September 2017, the Trust reported a deficit of £11.9m, which
was an adverse variance of £9.2m from the planned deficit of £2.7m. Most recent discussions with
the trust indicate that the trust is likely to miss the planned control total deficit by up to £16m,
therefore recording a deficit for the year of c £20m. NHS Improvement had evidence that financial
performance had deteriorated significantly in the last 12 months.


Cash balances have deteriorated during 2017/18.



Submitted revenue plans are significantly off track at month 8 and are not forecast to
improve by the year-end.



Submitted reporting and review meeting discussions with NHS Improvement have
evidenced that financial risks have not been proactively identified and mitigated/managed
by the trust. For example a number of issues highlighted in the 2016/17 external Audit
report: ISA260 remain unresolved.

The trust was asked to completed the NHSI Turnaround Checklist and submit a comprehensive
Financial Recovery Plan. At the time of the Well Led review, neither request had been
satisfactorily completed.
NHSI requested a recovery plan from the Trust on 20th July 2017, with an agreed return date of
31st July. NHSI agreed an extension to the deadline to allow the Trust to follow internal
governance procedures and have the FRP signed off by relevant committees. The revised
deadline was adhered to.
The initial recovery plan developed by the Trust clearly set out the financial effect of the risks
associated with delivery of the 2017/18 plan. The recovery plan however lacked the granular detail
to enable NHSI to take any assurance over delivery of the mitigations put forward.
The Trust has sought to strengthen governance arrangements during 2017/18 with greater
emphasis on financial scrutiny. A standalone finance sub group of the executive team meeting has
been formed with its primary purpose being to hold Directorates to account and review submitted
recovery plans, leading to coordination and production of a trust wide financial recovery plan as
noted above.
The trust introduced a number of additional financial grip and control measures during Quarter 3
2017/18 however; as there is no improvement in the negative monthly run rate, NHSI has yet to
gain assurance that these measures are delivering the intended outcomes.
Regular meetings are taking place between the NHSI senior management team and the Trust
Executive Team. NHSI is continuing to support the trust to identify operational productivity and
financial grip and control improvements that can be incorporated into 2017/18 financial recovery.
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Finances overview

(Source: PIR)
The trust told us 2.5m deficit in 2016/17 was largely due to the revaluation of the site, which
resulted in an expenditure pressure of almost £5m. The Trust experienced significant
decommissioning activity from local authorities. This related to the 0-19 year old service which has
already been decommissioned by one of the local authority partners.
The Health Visiting and family nurse partnership service commissioned by the other local authority
commissioner is currently out to tender and the trust did not intend to bid for this service due to a
restrictive cost envelope.
The Trust recently won a tender for the Integrated Urgent Care Service delivered from the North
Tees and Hartlepool sites.
Provider level risk
Since our last inspection, the trust had improved processes in place to monitor the implementation
of their risk management strategy. Risk management was embedded across the organisation with
oversight and challenge being via the trust executive team supported by the associate director of
risk and clinical governance process, as well as gaining assurance from relevant committees.
The overall corporate risk register had been updated in 2017 and all risks were revisited with
comprehensive action plans. Low-level risks had a six monthly executive led performance review.
Moderate risks had recovery plans and were monitored on a monthly basis by associate directors
within directorate performance meetings. High-level risks such as risk of delay in cancer referrals
had an additional ‘extraordinary’ executive led performance review, as well as the monthly
monitoring by associate directors. All levels of risk were all reviewed six monthly by an executive
led performance review. There were directorate risk registers which were regularly monitored and
actions reviewed by the clinical team and triumvirate for that area.
The trust considered ‘issues’ under its performance improvement framework in order to have a
transparent methodology within which the key objectives could be monitored. This enabled a
strategic focus on outcomes and the management of risk. The performance improvement
framework encompassed monitoring, management and delivery of quality, patient safety and
operational efficiencies, which were built into each directorate’s operational business plans.
The performance, planning, and compliance committee (PPC) had oversight of performance. A
performance review team had oversight through business and planning meetings. The PPC used
corporate and directorate dashboards, performance review feedback, and quarterly performance
packs to gain assurance. The PPC was involved in supporting remedial action where performance
was less than it should be.
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During the core service inspection, we saw local risk registers were reviewed, updated and had
associated action plans.
There was a comprehensive programme of national and local clinical audit and internal audit. A
detailed one-year operational plan was submitted annually to the audit committee for review and
approval. At core service level we found results were poor for some Royal College of Emergency
medicine audits including severe asthma, consultant sign off, vital signs, procedural sedation, and
venous thromboembolism (VTE). Further work was needed through local audit to ensure that audit
compliance improved.
There were risks in the emergency department to patients with mental health needs. There was no
designated mental health assessment suite or facilities that met best practice guidance for a safe
metal health assessment room. There were ligature points, which meant the area was not fully
complaint with The Psychiatric Liaison Accreditation Network (PLAN) standards. We discussed
this with senior staff who told us that each patient was risk assessed and then placed in the most
suitable location for them, such as the quiet area. If patients were a risk to themselves or others, a
member of staff would stay with them to ensure nobody came to harm.
Mortality
The Hospital Standardised Mortality Ratio (HSMR) is an indicator of healthcare quality that
measures whether the number of deaths in hospital is higher or lower than you would expect. A
score of 100 means that the number of deaths is similar to what you would expect. A higher score
means more deaths; a lower score means leas deaths. The trust had experienced a continued
reduction in the HSMR value over the past 12 months, reducing from 107.3 (from June ‘15 to May
‘16) to 103.3 for (April ‘16 to March ‘17). The trust had taken multiple steps to reduce the rate of
deaths and had achieved a reduction of over 20 points in around two years. The trust expected the
value to remain in the range 100 to 105.
The Standardised Hospital Mortality Index (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
based on average England figures, given the characteristics of the patients treated there. The trust
had experienced a continued reduction in the SHMI value over the past 12 months, reducing from
112.1 (February ‘15 to January ‘16) to 110.3 (April ‘16 to March ‘17). The steps taken by the trust
to reduce the number of patients who died had resulted in the numbers reducing to the ‘as
expected’ range. There is a time lag associated with SHMI reports, and the trust expected further
reductions in numbers to around 105 to 110.
Infection prevention and control
The infection prevention and control (IPC) committee met quarterly and reported to Ps & Qs,
which was a committee of the Trust Board. There was a stable IPC team in the trust who were of
aware of local and regional challenges. There was a moderate risk on the trust risk register related
to IPC,(risk of staff patients and families not adhering to infection control procedures causing
hospital acquired infections-(risk 5721). Actions were in place to address this.
We met with the director of nursing who was the ‘responsible officer’ for IPC, and the director of
infection prevention and control (DIPC). This role included chairing the IPPC committee. The IPC
team consisted of four band 6 nurses, one of whom was funded by the trust to cover local nursing
homes in the area. (Their role was to educate and support care home staff in IPC). There were six
other band 6 nurses who were each allocated to directorates. They were led by 2.1 whole time
equivalent band 7 IPC matrons and a doctor with IPC responsibility. There was a deputy DIPC
who reported to the DIPC. The IPC team was supported by an antimicrobial pharmacist. The main
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challenges to IPC in the trust were reported cases of clostridium difficile (C.Diff), MRSA
bacteraemia, and gram-negative bacteraemia infections (such as E. coli and pseudomonas). The
trust had reported one trust attributed case of C.Diff in October 2017. Actions were in place to
address this. The trust had reported one trust attributed case of MRSA in October 2017(not a
bacteraemia). Following investigation the case was found to be unavoidable. There had been four
trust-attributed cases of E Coli bacteraemia in October 2017 and no case of pseudomonas.
Overall compliance with hand hygiene was 97% in October 2017; this exceeded the target of 95%.
The trust was part of the ‘Regional Sepsis Group’ and actively participated in actions to detect and
treat sepsis. The trust also provided training to care home staff, which included sepsis and
deteriorating patient identification and escalation.

Information management
There was evidence of integrated reporting which was used to support decision-making at board
level and performance information was used to hold senior leaders and staff to account. We saw
that information used in reporting, performance management and delivering quality care was
usually accurate, valid, reliable, timely and relevant, with plans to address any weaknesses.
There was an information management, governance, and technology (IM&T) strategy which
supported a number of work streams. The strategy supported a number of goals including
‘informatics enabled decision support’. The trust was using informatics solutions to support
clinicians and clinical practice in the form of software such as a new patient administration system,
electronic prescribing, and ‘Trak-care’ an electronic patient management system. There were
plans to extend the function of ‘Trak-care’ to enable patient information to be instantly accessible
as a shared record to both acute and community clinicians including GPs and emergency
departments in the form of a ‘Great North care record’.
The trust had effective arrangements to ensure the quality of data used to manage and report on
performance. The trust’s data quality analyst conducted tests of data against various data quality
rules prior to submission to national data sets. Data quality audits were part of the trust’s annual
internal audit plan.
In January 2017, the trust participated in a consensual audit by the Information Commissioners
Office (ICO) of its processing of personal data. The purpose of the audit was to provide the ICO
and the trust with an independent assurance of the extent to which the trust, was complying with
the data protection act. The ICO awarded the trust the highest possible rating of ‘High Assurance’
The board received regular assurances over sources of key data underpinning the key
performance indicators (KPIs). The trust used internal auditors to review data quality during the
annual schedule of audits. There had been internal audits of referral to treatment times (RTT),
accident and emergency which showed there were monitoring mechanisms in place to ensure
data quality. An external company carried out weekly audits of case notes to ensure correct coding
of information.
An information management department carried out validation checks before information and data
was sent out either internally or externally. One of the trust's strategic aims of transforming
services was to make better use of information systems and technology to ensure the technology
in use across the organisation was secure and fit for purpose. We met with the information
management and technology leads who were aware of the risks to information management and
information governance in the trust and the processes in place to keep information safe. They
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were part of the digital strategy board which met on a quarterly basis. IT systems were used
effectively to monitor and improve the quality of care.
During the core service inspection, we observed the ‘safe care live’ tool, which was used to
monitor patient flow, and allocate staffing depending on patient acuity and capacity and demand.
Caldicott guardian
The director of nursing had taken on the role of Caldicott guardian, and the deputy director of
nursing was the deputy Caldicott guardian. (A Caldicott guardian is a senior person responsible for
protecting the confidentiality of patient and service-user information and enabling appropriate
information-sharing). There were good working relationships with the Senior Information Risk
Owner (SIRO) who was accountable for managing information risks and incidents. There had not
been any reported information governance breaches in 2017.

Engagement
Patient and public engagement
There were a range of methods in place to engage with patient and the public in order to shape
services. The trust was in the process of developing a refreshed communications and engagement
strategy ahead of publication from March 2018. The Trust had established multiple channels to
engage with the public including; public facing campaigns to engage and educate people around
the changes within the trust, most recently Urgent Care; press releases sent to local and a regular
feature entitled 'Health Matters' in the local newspaper. The trust had various patient user groups
including; ‘craft and chat’ for cancer patients both current and those in recovery. There were
approximately 6,000 trust members who were sent a copy of the trust magazine 'Anthem' which
featured presentations on key issues, including care of the elderly, urgent and emergency care
services and hospital at home.
Patients and carers were invited to take part in surveys at appropriate times by either post or
providing them with a survey before they leave hospital. Survey results were displayed in areas
that had carried out a survey with an action plan detailing any improvements. The Friends and
Family Test (FFT) was available to all patients to complete although participation was low in some
areas. Family and carer diaries were used in the care of people who were dying in hospital.
Information from relatives and carers was used to improve services.
Accessible Information Standard
From 1st August 2016 onwards, all organisations that provide NHS care and / or publicly funded
adult social care have been legally required to follow the Accessible Information Standard (AIS).
The standard sets out a specific, consistent approach to identifying, recording, flagging, sharing
and meeting the information and communication support needs of patients, carers and parents
with a disability, impairment or sensory loss. It covered the needs of people who are blind, d/Deaf,
deafblind and/ or who have a learning disability. It also included people who have aphasia, autism
or a mental health condition, which affected their ability to communicate. The trust had
implemented the AIS; there were ‘champions’ who promoted communication in clinical areas for
people with additional communication needs. There was a working group which met on a quarterly
basis and monitored an action plan. Some actions were still ongoing such as updating the Trakcare electronic system and putting alerts on healthcare records.
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Stakeholder engagement
Three Healthwatch bodies (Stockton, Hartlepool & Durham) provided independent scrutiny
through ‘enter & view programmes. Healthwatch were also active members of the patient & carer
experience committee. In addition, the trust used a range of survey and feedback mechanisms,
which enabled them to seek the views of patients and service users to inform the development of
services.
There was transparency and openness with stakeholders regarding performance. Engagement
with the stakeholders across Tees Valley was demonstrated in a wide variety of formats from
social media through to statutory and regulatory meetings and notifications. As the trust moved
towards implementation of Sustainability and Transformation Plans (STP) there was wider
engagement and communication across the region. The substantive chief executive was leading
the local STP plans so the trust was engaged at a variety of levels with regional transformation
plans to the heath economy.
Staff engagement
The trust proactively engaged and involved staff to ensure that the voices of all staff were heard
and acted on to shape services and culture. A culture group was established in early 2016 to coordinate activity identified through the staff survey and other forms of engagement; ensuring
common themes were reviewed and addressed as appropriate. Senior leaders were aware that
the way they engaged and communicated with staff was equally important as engagement itself.
There was a new strategic objective ‘Valuing our People’ in the corporate strategy All the senior
leaders and board members were aware staff were their most valuable resource and spoke
positively of making a difference with staff to improve their well-being.
NHS Staff Survey Performance
In the NHS Staff Survey 2016, the trust performed better than other trusts in five questions, about
the same as other trusts in 25 questions and worse than other trusts in four questions.
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When considering staff survey questions which compare results from white and BME staff, the
total response rate for the trust was higher than the England average but did not meet the
minimum recommended response rate of 50%; the trust response rate was 44.7%. Average
response from black minority ethnic staff was 6.4% compared to the England average of 16.2%.
The differences were not significant between white and BME staff for any of the questions.

Following the results from the 2016 staff survey, the trust has adopted many initiatives to maintain
the positive scores and focus on some priority areas. The themes identified as concerning for the
trust had largely been identified prior to the 2016 staff survey results being provided through other
forms of engagement such as engagement forums and staff feedback. As a result key activity was
already in place to address these concerns.
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The trust had continued to review and improve how people are engaged with their services. The
increased use of social media has made a significant impact in relation to engagement with staff.
The trust had plans in place to progress this further.
The outcomes of the staff survey fed into the programme of monthly executive director led
engagement sessions which were well attended and provided another forum for further discussion
around issues raised during the survey. The use of interactive systems had recently been
introduced to these sessions as a means of further engagement with staff. These were also
supported by monthly ‘pulse’ surveys. Themes received from the sessions and the surveys were
fed into the Trust culture group.
‘Our Voice’ had been launched as another means of communicating with and seeking views from
staff. Staff from all directorates and departments were encouraged to attend and be a part of the
forum.
An ‘app’ called ‘Our NTH’ had also been introduced to employees to widen methods of
communication and information sharing. The aim was to allow who may have no or limited access
to computers in the workplace to read weekly updates and access useful information on their
personal devices.
The trust had various mechanisms for reward and recognition of staff. This was supported by the
use of social media. The ‘employee of the month’ had been in place since April 2016 which had
generated very positive comments and feedback. This was extended in April 2017 to include team
of the month and was now referred to as ‘Stars of the Month’ to tie into the annual shining stars
event. The next stage of the recognition strategy was to be the implementation of recognising
loyalty and long service.
(Source - Trust PIR information August 2017)

Learning, continuous improvement and innovation
There was a strong focus on continuous learning and improvement throughout the trust and there
were organisational systems to support improvement and innovation work, including staff
objectives, rewards, data systems, and ways of sharing improvement work both inside and outside
of the trust.
Complaints
The patient experience team handled all informal and formal complaints. They worked within a
policy on the handling of concerns and complaints. There was information displayed around the
trust telling people how to raise a concern or complaint.
We reviewed four complaints as part of our well led review and found concerns were investigated
sensitively and confidentially in a timely way, and lessons were shared and acted on. When
something went wrong, people received a sincere and timely apology and were told about any
actions being taken to prevent the same thing happening again. In each case complainants were
kept informed and communication with them was personalised and appropriate. Complaints were
discussed at weekly patient safety meetings which were widely attended. Actions from these
meetings were shared with staff via various means such as newsletters or discussion at ward
meetings. During the core service inspection, all staff we spoke with were able to provide
examples of when practice had changed following the result of a complaint.
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During the core service inspection, we found the average time to respond to and close complaints
was 44 days in Accident and emergency, 46 days in medicine and 41 days in maternity. These
were all outside of the trusts policy for completion of complaints within 20 to 40 days.
Learning from deaths
A mortality review policy had been in place for 3 years; this policy was under review to provide
compliance with the Learning from Deaths’ national guidance in 2017. The Trust identified cases
for review via a variety of mechanisms:


Feedback from patient’s families – either through complaints of bereavement survey



Referrals from staff



Incident reporting



Cardiac arrest reviews



ITU mortality reviews



Information received from the Coroner



Adult Safeguarding referrals



Child death reporting processes

The trust had been mortality outliers for three conditions in 2017. This meant that deaths
associated with certain conditions including pneumonia were higher than expected. The trust had
developed action plans as requested by CQC and had put measure in place including the
appointment of a specialist nurse.
The deaths of all patients who died under the care of the trust were investigated at departmental
level and reviewed by the trust mortality review group, which met six times per year. The mortality
review group, which commissioners also attended, reported to the clinical governance group.
Appropriately trained staff conducted all internal investigations. Where the death met specific
criteria such as the death of a person with learning disabilities or a serious mental disorder, there
was a secondary independent review.
The trust was active in the learning disabilities mortality review (LeDeR) approach to reviewing
deaths. They followed recommendations from the ‘MAZAR’ independent report. This meant they
reviewed and challenged practice especially when a death of person was unexpected to ensure
lessons were learned and good practice shared between relevant organisations. The trust had four
health care professionals who had attended the LeDeR training and the trust mortality lead
ensured people who died who were identified for a LeDeR review also had an internal Trust
mortality review.
The trust had a clear policy on learning from deaths with processes in place to ensure compliance
with national guidance on learning from deaths. The maintenance of records held on Datix were of
a good standard in relation to the required investigation of deaths in line with trust policy and
national guidance.
Once identified as an unexpected death, dependant on information already available, a case may
be reported through the incident reporting system and considered in line with the ‘Incident
reporting and investigation’ policy. If a death was unexpected but there were no immediate issues,
records were reviewed through the central mortality review system. If necessary following mortality
review, cases could be escalated further via incident reporting. Learning was shared in the same
manner as with serious incidents investigations.
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Analysis of issues raised from all deaths reviewed was completed and information was provided to
the board, the Trust Outcome Performance Operational Delivery Group (TOPDOG), Ps and Qs
and clinical teams through clinical directors and patient safety teams. Information was also
summarised into trust board reports at each meeting. In the future, the trust intended to have
‘Learning from Deaths’ report on a quarterly basis.
(Source: PIR)
Learning from serious incidents
We reviewed five serious incidents investigations as part of our well led review. We reviewed five
serious incident investigations and found evidence that families were informed and involved in
each of them. Incidents were thoroughly investigated and learning used to help prevent
reoccurrence.
Innovations and improvements
There had been improvements and new initiatives implemented across the organisation. These
included the trust being been named as the best in the country for core surgical training following a
survey carried out by the General Medical Council (GMC).
The trust has commenced a pilot of ‘John’s Campaign’ on a small number of wards. This
campaign reflects belief that carers should be welcomed into hospital, and that collaboration
between the patients, carers and staff is crucial to the health and their well-being of the patient.
The trust told us they wanted to enable informal carers to provide care and support for their
relative/friend during a hospital stay. It was anticipated that this would enhance the quality and
experience of hospital stays patients.
The trust had recruited a robust cohort of volunteers who contributed to a number of elements of
patient experience related activities. There were currently 317 volunteers (an increase of 89 since
September 2016), with a further 83 pending applications. The volunteers supported individual
wards & departments.
There were many wards and departments we visited during our inspection which had initiated
improvements and implemented new initiatives. The maternity service was taking part in the
maternal neonatal health and safety collaborative, this was an NHS Improvement initiative, which
supports trusts to develop local skills and resources for improvement, create local improvement
plans, improve service quality and safety, measure improvement data to show impact and join a
local community of practice.
The emergency department was part of the ‘Herbert Protocol’ for missing people. This was an
initiative that joined emergency services, hospitals and other agencies to provide useful
information which could be used in the event of a vulnerable person going missing.
Trust staff spent two days at the national patient safety congress which showcased how 'huddle'
meetings have improved patient safety. The poster which was presented finished in the top 10 out
of 141 entries.
The Trust’s Discharge team has piloted a new integrated approach, incorporating associate
practitioners into the team of nurses and therapists. The pilot has included a different approach to
communication with patients and their families, with much of this being achieved through drop-in
sessions on the ward area.
The trust and its partners won the Best Integration Project award in the North East, Cumbria and
Yorkshire and Humber Commissioning Awards. The award winning ‘Home Safe Sooner’ project
identified the need for an integrated approach to discharge from hospital.
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Acute services

University Hospital of North Tees
Evidence appendix
University Hospital Of North Tees
Hardwick Road
Stockton On Tees
Cleveland
TS19 8PE
Tel: 01642 624092
www.nth.nhs.uk

Date of inspection visit:
21 to 23 November 2017
Date of publication:
xxxx> 2017

Urgent and emergency care
Facts and data about this service
Details of emergency departments and other Urgent and Emergency Care services


The trusts accident and emergency department is located at University Hospital of North
Tees.



Integrated urgent care services are provided at both the University Hospital of North Tees
and the University Hospital of Hartlepool.



University Hospital of North Tees also provides an emergency assessment unit, rapid
assessment for emergency GP patients and ambulatory care.

(Source: Trust Provider Information Request)
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Activity and patient throughput
Total number of urgent and emergency care attendances at North Tees and Hartlepool
NHS Foundation Trust compared to all acute trusts in England.

There were 89,056 attendances from April 2016 to March 2017 at North Tees and Hartlepool NHS
Foundation Trust as indicated in the chart above.
(Source: NHS England)
Urgent and emergency care attendances resulting in an admission

The percentage of A&E attendances at this trust that resulted in an admission increased slightly
from 2015/16 to 2016/17. In 2016/17 rates were similar to the England average.
(Source: NHS England)
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Urgent and emergency care attendances by disposal method from July 2016 to June
2017.

* Admitted to hospital includes: no follow-up needed and follow-up treatment by GP
^ Referred includes: to A&E clinic, fracture clinic, other OP, other professional
# Left department includes: left before treatment or having refused treatment

(Source: Hospital Episode Statistics)

Is the service safe?
Mandatory training
Mandatory training completion rates
The trust set targets from 20% to 100% for completion of mandatory training (module
dependent).
A breakdown of compliance for mandatory courses from April 2017 to July 2017 for
medical/dental staff in urgent and emergency care is shown below:

Name of course
Acute Kidney Injury
Blood Transfusion
BT Competence Assess - Prep and Administer
BT Competence Assess - Venous Blood Sample
Medicines Management
Resuscitation
Scan4Safety
Sepsis
Consent Awareness
Corporate Induction
Dementia Level 3
Fire
Harassment and Bullying (inc Equality and
Diversity)
Health Record-Keeping
Infection Control (inc Hand Hygiene)
Information Governance
Investigating of Incidents, Complaints and Claims
Local Induction
Medical Gases for Clinical Staff

Number
of staff
trained
(YTD)
69
77
52
70
78
69
44
69
78
79
64
69
62
74
44
70
79
70
69

Number
of
eligible
staff
(YTD)
84
84
59
84
84
84
84
84
84
84
84
84
84
84
84
84
84
84
84
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Average
of trust
target
(%)
80%
80%
80%
80%
90%
80%
20%
80%
95%
100%
80%
85%
85%
90%
95%
95%
95%
100%
90%

Completion
(%)
82.1%
91.7%
88.1%
83.3%
92.9%
82.1%
52.4%
82.1%
92.9%
94.0%
76.2%
82.1%
73.8%
88.1%
52.4%
83.3%
94.0%
83.3%
82.1%

Met
(Yes/No)
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
No
No
No
No
No
No
No
No
No
No
No
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Moving and Handling Level 3 - Patient Handling
Patient Falls
Prevent Training
Safeguarding Adults Level 1
Safeguarding Children Level 2
Safeguarding Children Level 3
Venous Thromboembolism (VTE)
Violence and Aggression (Conflict Resolution)
Waste Management
WRAP Training

64
65
16
50
19
57
77
49
5
47

84
84
25
84
25
59
84
84
84
59

85%
90%
80%
100%
100%
100%
95%
85%
20%
80%

76.2%
77.4%
64.0%
59.5%
76.0%
96.6%
91.7%
58.3%
6.0%
79.7%

No
No
No
No
No
No
No
No
No
No

Medical and dental staff working within urgent and emergency care at University Hospital of North
Tees met the targets for eight of the 29 modules from April to July 2017. Modules with the lowest
compliance levels include infection control (including hand hygiene) with 52.4% and waste
management with 6%.
A breakdown of compliance for mandatory courses from April 2017 to July 2017 for qualified
nursing staff in urgent and emergency care is shown below:

Name of course
Acute Kidney Injury
Blood Transfusion
BT Competence Assess - Prep and Administer
BT Competence Assess - Venous Blood Sample
Dementia Level 3
Fire
Health Record-Keeping
Medical Gases for Clinical Staff
Medicines Management
Patient Falls
Resuscitation
Scan4Safety
Sepsis
BT Competence Assess - Collection
Consent Awareness
Corporate Induction
Dementia Level 1
Food Hygiene Training - Food Handling Staff
Harassment and Bullying (inc Equality and
Diversity)
Infection Control (inc Hand Hygiene)
Information Governance
Investigating of Incidents, Complaints and Claims
Local Induction
Moving and Handling Level 2 - Object Handling
Moving and Handling Level 3 - Patient Handling
Prevent Training
Safeguarding Adults Level 1
Safeguarding Children Level 1
Safeguarding Children Level 2
Safeguarding Children Level 3

Number
of staff
trained
(YTD)
101
108
96
96
105
104
110
108
112
105
102
51
106
90
110
113
0
88
60

Number
of
eligible
staff
(YTD)
116
116
115
115
116
117
116
116
116
116
116
117
116
115
116
117
1
112
117

Average
of trust
target
(%)
80%
80%
80%
80%
80%
85%
90%
90%
90%
90%
80%
20%
80%
80%
95%
100%
80%
80%
85%

Completion
(%)
87.1%
93.1%
83.5%
83.5%
90.5%
88.9%
94.8%
93.1%
96.6%
90.5%
87.9%
43.6%
91.4%
78.3%
94.8%
96.6%
0.0%
78.6%
51.3%

Met
(Yes/No)
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
No
No
No
No
No
No

81
100
110
96
0
95
23
97
0
58
49

117
117
117
117
1
116
58
111
1
62
54

95%
95%
95%
100%
85%
85%
80%
100%
100%
100%
100%

69.2%
85.5%
94.0%
82.1%
0.0%
81.9%
39.7%
87.4%
0.0%
93.5%
90.7%

No
No
No
No
No
No
No
No
No
No
No
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Venous Thromboembolism (VTE)
Violence and Aggression (Conflict Resolution)
Waste Management
WRAP Training

108
42
11
22

116
116
117
59

95%
85%
20%
80%

93.1%
36.2%
9.4%
37.3%

No
No
No
No

Nursing staff working within urgent and emergency care at University Hospital of North Tees met
the targets for 13 of the 34 modules from April 2017 to July 2017. Modules with the lowest
compliance levels include Workshop Raising Awareness of Prevent (WRAP) training with 37.3%
and prevent training with 39.7%. (Prevent training relates to safeguarding people from the risk of
radicalisation).
University Hospital of North Tees had an overall mandatory training compliance of 77% for all
staff working within urgent and emergency care which was better than the trust overall rate of
75%.


Medical and dental staff: 77.4%



Nursing staff: 79.3%

(Source: Routine Provider Information Request (RPIR) P40 – Statutory and Mandatory Training)
Staff told us they could access some mandatory training via the intranet. They reported few
problems accessing e learning other than the occasional shortage of free time or computers.
Staff told us it was not always easy to attend classroom-based training due to staffing pressures
in the department.
Security staff who worked at the trust attended ‘Management of Violence and Aggression’
training to ensure they were able to support staff dealing with unsettled, aggressive or violent
patients in the most appropriate way. Training included conflict resolution, breakaway techniques
and disengagement skills.

Safeguarding
Safeguarding training completion rates
The trust set a target of 100% for completion of safeguarding training.
A breakdown of compliance for safeguarding courses from April 2017 to July 2017 for
medical/dental and nursing staff in urgent and emergency care is shown below:

Safeguarding training completion
(Medical & dental)
100%
80%
60%
40%
20%

76%

97%

60%

Actual
Target

0%
Safeguarding Safeguarding Safeguarding
Adults Level 1 Children LevelChildren Level
2
3
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Medical and dental staff at University Hospital of North Tees, within urgent and emergency care
did not meet the 100% target for any of the safeguarding modules from April 2017 to July 2017.
The trust reported only 50 of 84 eligible staff members completed level one adults safeguarding
training whereas there was a 97% compliance achieved for level three children’s safeguarding
which equated to 57 of the 59 eligible staff members who completed the training.
Nursing staff at University Hospital of North Tees within urgent and emergency care were not
meeting the 100% target for any of the four safeguarding modules from April 2017 to July 2017.
Level one children’s safeguarding had no compliance; however, there was only one eligible staff
member this training was relevant for.

100%

Safeguarding training completion
(Nursing)

Actu
al

80%
60%
40%

87%

94%

91%

20%
0%
0%
Safeguarding Adults
Safeguarding
Level 1 Children
Safeguarding
Level 1Children
Safeguarding
Level 2Children Level 3

(Source: Routine Provider Information Request (RPIR) P40 – Statutory and Mandatory Training)
Safeguarding training included specific training about safeguarding topics such as child sexual
exploitation, people trafficking and female genital mutilation (FGM). These topics were discussed
regularly at huddles and 10 minute teaching sessions.
We spoke with a number of staff from all disciplines about the action they would take if they were
concerned about the safety and welfare of patients. They demonstrated theoretical knowledge of
the reporting process. At our last inspection we were concerned that safeguarding reports were
not always done in a timely manner however on this inspection we were reassured by the
evidence we saw that this was not the case.
There was a process in place for identifying children at risk and each child who attended the
department should have a form called “ACHILD” completed. The ACHILD form was incorporated
in to the paediatric record. We looked at a random selection of three paediatric patient records
and found that all had an ACHILD form completed.
The hospital had a paediatric liaison nurse who visited the department daily to check paediatric
records to ensure that any safeguarding concerns had been recognised and reported
appropriately. This ensured that no children or incidents were missed.
The record system in the department routinely showed how many times a child had attended the
trust ED services in the last 12 months and in their lifetime.

Cleanliness, infection control and hygiene
When we visited the department, we found it to be visibly clean. Patient rooms were cleaned
between patients and waiting area floors and seating were in good order. Patient toilets were
clean. We found that the environment was compliant with infection prevention and control
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guidelines and there was no dust below, or on top of surfaces. The cleaning staff were very
thorough.
There were cleaning schedules in place and we saw completed paperwork confirming that
cleaning had been carried out. They were signed and dated. We saw staff completing the
required tasks in line with schedules.
Staff could call cleaners to the department ‘out of hours’ if required. However, health care
assistants were responsible for general cleaning and wiping of patient equipment such as blood
pressure machines. We witnessed staff carrying out cleaning of equipment between patients.
There was sufficient personal protective equipment (PPE) such as aprons and masks available to
staff. We routinely saw staff using this equipment and disposing of it correctly during our
inspection.
In the paediatric waiting area, toys met infection control standards and had been cleaned
regularly. The cubicles in the paediatric area were well stocked but tidy and uncluttered.
Neither medical nor nursing staff were meeting the trust’s training target of 95% for infection
prevention and control. Nursing staff were at 63% and medical staff at 52% compliance.
The department had isolation cubicles for patients who required isolation for the prevention and
management of actual or potential infection. They had both doors and curtains to enable isolation
and privacy and dignity to be maintained.
We looked at the areas where equipment was cleaned and these were visibly clean and there
were cleaning schedules in place for all equipment.
Mattresses we checked were in good condition and met infection prevention and control
standards.
Within the rapid assessment unit we noted that there was a solid wooden parquet floor. We had
concerns that this may not meet infection prevention criteria HBN00/10 or HTM05-03 Part C,
‘Textiles and Furnishings’. This was because flooring “Should be of a material that is not
physically affected or degraded by the detergents and disinfectants likely to be used”.

Environment and equipment
Consulting and treatment cubicles were an appropriate size and contained the necessary patient
equipment. All cubicles had solid walls and solid doors to maintain privacy.
The department had a room that could be used in the event of chemical, biological, radiation or
nuclear (CBRN) contamination.
We found that equipment in the department had been safety checked. The majority of the
equipment we checked had up to date tests however we identified one item that was past its test
date. It was immediately removed from use and replaced.
Equipment was serviced and maintained in line with manufacturer’s guidelines, as there were
maintenance contracts in place. To ensure accuracy, equipment was regularly calibrated.
We saw there were sufficient supplies of all equipment. This meant that if one suffered a
mechanical breakdown, a spare machine was available.
We checked resuscitation equipment during our inspection. All trolleys were ready to be used in
an emergency and there were records in place to show that trolleys were checked regularly in
line with the hospital policy.
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The waiting area used by patients was adequate with sufficient seating for patients and relatives.
There was a separate secure waiting area off the main waiting room, suitable for children and
young people. It was appropriately decorated with murals and colourful fictional characters.
Cubicles presented an interesting environment for children and young people and there were
toys to distract and occupy children waiting to be seen or treated.
The emergency department did not have a designated mental health assessment suite or
facilities that met best practice guidance for a safe metal health assessment room. Staff
assessed patients who presented at the accident and emergency department in rooms that had
ligature points. (A ligature point is anything which could be used to attach something for the
purpose of hanging or strangulation). The accident and emergency department did not have
environmental risk assessments that included ligature risks. Staff did not routinely carry personal
alarms and the quiet area did not have an alarm system. This meant that patients and staff safety
could be a risk when patients with risk of suicide, self-harm or violence and aggression presented
at the department. We discussed this with senior staff who told us that each patient was risk
assessed and then placed in the most suitable location for them, such as the quiet area. If
patients were a risk to themselves or others, a member of staff would stay with them to ensure
nobody came to harm.

Assessing and responding to patient risk
The department used a system called streaming to make sure patients were seen in the correct
department to meet their needs. Streaming was carried out by a qualified nurse. Patients with
minor illnesses or injuries were directed to the urgent treatment centre next door whilst
ambulance patients and those with more serious conditions were triaged to establish the level of
risk posed by their presenting concern.
The department worked in partnership with another department close by to provide minor injury
and illness services. There were also rapid assessment and ambulatory care departments where
patients who were told to attend by their GP could go straight to.
We discussed streaming and triage with the matron and other staff. They told us that more senior
or experienced staff streamed and triaged; these were important roles in the department. The
department had no specific criteria for when staff could triage however, this was agreed between
the band 7 nurses and individuals. Individuals had to undergo assessment and have a desire to
triage. If a band 5 nurse did not want to triage patients, they did not have to take on that role.
There was emergency medical equipment in the department and staff were experienced at
dealing with sick patients. There were senior staff on hand to support less experienced staff until
at least midnight and then by telephone after this time.
The department had an adult sepsis pathway and a paediatric sepsis pathway. Patients identified
as being septic were started on the sepsis pathway. There was a department sepsis lead and
sepsis audits were completed every month. The last three months’ audits for adults showed good
compliance with initial screening and 24hour review however there was room for improvement for
patients receiving treatment within 60 minutes. The children’s audits for the same period showed
97% compliance with sepsis management in children. The fact that the department carried out
monthly audits showed a commitment to managing sepsis appropriately.
The department used the national early warning score (NEWS) for adults and the paediatric early
warning score (PEWS) for children to assist in monitoring patients and identifying when a
patient’s condition was deteriorating. Staff were aware of the action they should take if patients
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deteriorated and there was a process in place for staff to follow. We looked at the records of ten
patients in the department and found that NEWS or PEWS had been completed regularly for nine
patients.
Deteriorating patients were managed within the department and transferred to other departments
once stable. Staff told us there were often delays transferring patients to other departments due
to bed capacity within the hospital. During our inspection we saw patients waiting for beds to
become available so they could be transferred out of the department.
Patients with allergies wore a red wristband to ensure that they were easily identifiable.
Staff were required to record known patient allergies in patient records however only six of the
ten records we looked at had evidence that patients had been asked about their allergies.
The trust provided us with information about resuscitation training. From December 2016 and
November 2017, one nurse had undergone advanced paediatric life support (APLS) training, one
doctor and 22 nurses had undergone immediate life support (ILS) training, eight nurses had
undergone paediatric immediate life support (PILS) training and four doctors and one nurse had
undergone advanced life support (ALS) training.
Emergency Department Survey 2016
The trust scored “about the same” as other trusts for all five of the Emergency department survey
questions relevant to safety.
Question
Score
RAG
Q5. Once you arrived at the hospital,
8.7
About the same as
how long did you wait with the
other trusts
ambulance crew before your care was
handed over to the emergency
department staff?
Q8. How long did you wait before you
6.1
About the same as
first spoke to a nurse or doctor?
other trusts
Q9. Sometimes, people will first talk to a 6.4
About the same as
nurse or doctor and be examined later.
other trusts
From the time you arrived, how long did
you wait before being examined by a
doctor or nurse?
Q33. In your opinion, how clean was the 8.8
About the same as
emergency department?
other trusts
Q34. While you were in the emergency
9.6
About the same as
department, did you feel threatened by
other trusts
other patients or visitors?
(Source: Emergency Department Survey 01/09/2016 - 30/09/2016)
Median time from arrival to treatment (all patients)
The Royal College of Emergency Medicine recommends that the time patients should wait from
time of arrival to receiving treatment is no more than one hour. The trust met the standard for 11
months over the 12 month period from September 2016 to August 2017. April 2017 shows zero
minutes, but this was due to no data being available for that month.
Performance against this standard showed a relatively consistent trend (excluding April 2017),
with the trust performing better than or in line with the England average for all months in the
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period. The median time ranged from 45 minutes (June 2017) to 58 minutes (May 2017)
As of August 2017 the trust’s median time to treatment was 46 minutes compared to the England
average of 53 minutes.
Ambulance – Time to treatment between September 2016 and August 2017 at North Tees
and Hartlepool NHS Foundation Trust

(Source: NHS DIGITAL: ED quality indicators)
Median time from arrival to initial assessment (emergency ambulance cases only)
The median time from arrival to initial assessment was worse than the overall England median in
six of the 12 months from September 2016 to August 2017.
The trust has seen a trend of improvement from September 2016, where the median time was
over double the England average (19 minutes compared to six) through to February 2017, where
it has since been slightly better than or in line with the England average.
In August 2017 the median time to initial assessment was six minutes compared to the England
average of seven minutes.
Ambulance – Time to initial assessment from September 2016 to August 2017 at North
Tees and Hartlepool NHS Foundation Trust

(Source: NHS DIGITAL: ED quality indicators)
The trust did not collect information about time to initial assessment for walk in patients.
Percentage of ambulance journeys with turnaround times over 30 minutes for this trust
University Hospital of North Tees
From October 2016 to September 2017 there was a relatively stable trend in the monthly
percentage of ambulance journeys with turnaround times over 30 minutes at University Hospital
of North Tees. With the exception of October 2016 and November 2016 where the proportion of
ambulance journeys with a turnaround time over 30 minutes was much less, and increased from
15% in November 2016 to 52% in December 2016.
From December 2016 it has remained relatively stable, ranging between 50%-56%.
In September 2017, 54% of ambulance journeys had a turnaround time over 30 minutes.
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Ambulance: Number of journeys with turnaround times over 30 minutes - University
Hospital of North Tees

Ambulance: Percentage of journeys with turnaround times over 30 minutes - University
Hospital of North Tees

(Source: National Ambulance Information Group - Ambulance Turnaround Times)
It should be noted that turnaround time includes the time to hand over the patient to the receiving
hospital and make the ambulance ready to attend another call. It is therefore a poor indicator of
handover (or initial assessment) times because some of the time is out with the control of the
receiving hospital.
The standard set by the Department of Health was for patients to be handed over from
ambulance staff to hospital staff within 15 minutes. The trust provided us with information about
ambulance handover times. From October 2016 to October 2017, no less than 98% of patients
were handed over to hospital staff within 15 minutes.
Number of black breaches for this trust
A “black breach” occurs when a patient waits over an hour from ambulance arrival at the
emergency department until they are handed over to the emergency department staff.
From August 2016 to July 2017 the trust reported that there were no “black breaches” during the
period.
(Source: Routine Provider Information Request (RPIR) AC12 – Black Breaches)
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Nurse staffing
The information the trust provided us with may not include all nursing staff within urgent and
emergency care.
The trust has reported their staffing numbers below for the period March 2017 and July.
Month
March 2017
June 2017

WTE Staff
99.19
83.03

Number in post
94.43
74.12

In July 2017 the nurse staffing was less 8.9 WTE than the trust had planned to provide safe care
within urgent and emergency care.
(Source: Routine Provider Information Request (RPIR) – P16 Total numbers – Planned vs actual
tab)
The department had carried out a staffing review since our last inspection to make sure that the
department always had senior staff on duty. Staffing levels had been adjusted and some staff
promoted.
The department had 10 registered sick children’s nurses and also employed play specialists to
support children and young people who attended.
Planned staffing for the department was one band seven matron, one band seven to coordinate,
one majors nurse, one band seven(or six) to stream, one band six (or competent band 5) working
in triage, six band five qualified nurses and five health care assistants plus one play specialist.
We looked at the rosters for October and November. In October there were 743 dayshift hours of
registered nurse staffing unfilled. This equated to fewer than two staff short each day. Overnight
in October there were 914 hours of registered nurse shifts uncovered. This equated to just less
than 2.5 staff short each night shift.
The figures for unregistered nurse staffing, including health care assistants and associate
practitioners (with advance competencies) showed dayshifts in October were short by 342 hours
over the month which equates to approximately one person per shift. Overnight, there were 13
hours of extra cover. This equated to less than 30 minutes extra per shift.
Staffing in November was changed to include more associate practitioners and less qualified
nursing staff. In November, there were 114 hours of registered nursing shifts uncovered and 457
hours of unregistered nursing shifts uncovered. This equated to approximately 1.3 12 hour shifts
each day.
Overnight, there were 200 hours of registered nursing uncovered. This equated to half an
uncovered shift each night. Unregistered staffing met the planned staffing levels.
We had some concerns about the number of hours not covered in October and November
however, although staff told us it was busy and sometimes difficult, they told us the team pulled
together to support patients.
Vacancy rates
From August 2016 to July 2017 the trust reported an average vacancy rate of 6.7% for nursing
staff in urgent and emergency care at University Hospital of North Tees which is worse than the
trust’s overall average vacancy rate of 5.2%
(Source: Routine Provider Information Request (RPIR) P17 Vacancies)
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We discussed vacancy rates and recruitment with the matron and other senior staff within the
department. Since our last inspection the department had promoted a number of staff and
increased the number of band seven and band six staff in the department. This meant that there
was always a senior nurse (band seven or six) coordinator working on the floor in the department.
Additionally, senior or experienced staff were also placed in key roles such as streaming and
triage.
There were a number of vacancies coming up that the trust was recruiting to fill. This included
five band five nurses due to take maternity leave.
Turnover rates
From August 2016 to July 2017 the trust reported an average turnover rate of 0.7% for nursing
staff within urgent and emergency care at University Hospital of North Tees which is in line with
the trust’s average turnover rate of 1.1%.
(Source: Routine Provider Information Request (RPIR) P18 Turnover)
Sickness rates
From August 2016 to July 2017 the trust reported an average sickness rate of 3.3% for nursing
staff within urgent and emergency care at University Hospital of North Tees which is in line with
the trust’s target sickness rate of 3.5%.
(Source: Routine Provider Information Request (RPIR) P19 Sickness)
Bank and agency staff usage
From April 2017- March 2017 the department reported a bank and agency use of 65% for nursing
staff within urgent and emergency care at University Hospital of North Tees.
For the department, 36% of the total number of shifts, (5328) were filled by bank workers and
65% of the total number of shifts were filled by either bank or agency. This meant there was a
65% fill rate by bank and agency of all requested temporary shifts in urgent and emergency
services. Agency staff were used to cover 29% of shifts; overall there was a total of 20% (1,072)
of shifts not covered by nursing staff.
(Source: Routine Provider Information Request (RPIR) P19 Nursing – Bank and Agency)
We discussed bank and agency use with the matron for the ED. She told us that agency use was
very rare in the department due to the specialist skills ED nurses required. The matron explained
the agency use was mainly in other areas that came under the umbrella of the ED division such
as ambulatory care, rapid assessment unit and emergency admission unit. We requested further
information from the trust about this. The further information showed August agency use as 2.6
WTE per month and 1.4 bank staff per month, September as 2.1 agency staff and 1.4 bank’ and
in October, 2.4 agency and 2 bank staff. This was less than the 65% shown by our initial data.
The matron told us that staff from ED were not asked to cover vacant shifts on other wards, thus
nurse staffing in the ED was ring-fenced.
The department used an electronic system to plan shifts six to eight weeks in advance. The
department had rolled out a safe care model that worked with the roster system. Any gaps in the
roster were initially offered to existing staff as overtime or via the trust bank of staff. Agency use
was seen as a last but necessary resort.
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Medical staffing
The information the trust provided us with may not include all medical staff within urgent and
emergency care.
The trust has reported their staffing numbers below for the period March 2017 and July.
Month
March 2017

WTE Staff
43.34

Number in post
40.68

June 2017

47.69

41.06

In July 2017 the medical staffing was less 6.6 WTE than the trust had planned to provide safe
care within urgent and emergency care.
(Source: Routine Provider Information Request (RPIR) – P16 Total numbers – Planned vs actual
tab)
Doctors staffed the department 24 hours per day seven days a week. There was consultant cover
from 8am to 10pm. This was not meeting the RCEM standard of consultant cover 16 hours each
day however doctors of all grades told us that consultants stayed as long as needed and would
return to the hospital if their skills or experience were needed.
Consultants were flexible and when the department was busy or had very seriously ill patients,
consultants often worked beyond midnight.
The department had sub-specialty consultant trained in paediatric emergency medicine.
We observed doctors discussing patients and handing over relevant information to colleagues.
We had no concerns about this process.
The trust reported to us that medical staff were fully up to date with revalidation requirements.
There were five trained appraisers for 20 staff giving a ratio of 1:4.
Vacancy rates
From August 2016 to July 2017 the trust reported an average vacancy rate of 5.2% for medical
and dental staff in urgent and emergency care at University Hospital of North Tees which was the
same as the trust’s average vacancy rate.
(Source: Routine Provider Information Request (RPIR) P17 Vacancies)
Turnover rates
From August 2016 to July 2017 the trust reported an average turnover rate of 3.4% for medical
and dental staff within urgent and emergency care at University Hospital of North Tees which is
worse than the trust’s average turnover rate of 1.1%.
(Source: Routine Provider Information Request (RPIR) P18 Turnover)
Sickness rates
From August 2016 to July 2017 the trust reported an average sickness rate of 1.7% for medical
and dental staff within urgent and emergency care at University Hospital of North Tees which is
better than the trust’s target sickness rate of 3.5%.
(Source: Routine Provider Information Request (RPIR) P19 Sickness)
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Bank and locum staff usage
The Trust did not have a medical and dental bank; shifts were covered internally or via agency.
From April 2016 to March 2017 the trust reported no agency usage for medical and dental staff
working within urgent and emergency care.
(Source: Routine Provider Information Request (RPIR) P21 Medical Locums)
We discussed locum use with four consultants in the department. They confirmed that locum and
agency doctors were not used in the department. Gaps in medical staffing rosters were covered
by existing medical staff.

Staffing skill mix
As of July 2017, the proportions of consultant staff and junior staff (foundation year 1-2) reported
to be working at the trust were higher than the England average.
Staffing skill mix for the 33 whole time equivalent staff working in urgent and emergency
care at North Tees and Hartlepool NHS Foundation Trust.

Consultant
Middle career^
Registrar
Group~
Junior*

This
Trust
34%
11%
28%

England
average
29%
14%
31%

27%

25%

^ Middle Career = At least 3 years at SHO or a higher grade within their chosen specialty
~ Registrar Group = Specialist Registrar (StR) 1-6
* Junior = Foundation Year 1-2

(Source: NHS Digital Workforce Statistics)

Records
All members of staff were required to attend information governance training. We found that 83%
of medical staff and 86% of nursing staff had completed this training against a trust target of 95%.
The trust also delivered medical record training to clinical staff with 88% of medical staff and 96%
or nursing staff having completed the training against a target of 90%.
The electronic record system in the ED had the facility to alert staff about specific needs of
patients such as those living with a learning disability of mental health needs. There were also
alerts for violent patients and patients with previously diagnosed conditions.
The department used an electronic system to record patient attendances. This was on display in
the nurses station away from the sight of the public. This ensured that patient personal
information was not seen by other patients in the department.
Staff used a combination of electronic and paper record keeping. Once a patient was discharged
from the department, all paper records were stored in the department for a month before being
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sent to archive off site.
Discharge letters were automatically sent by the electronic system and staff checked to make
sure these had been sent.
We looked at the records of seven patients, four adults and three children. We had no concerns
about the standard of patient records. Records contain information such as risk assessments for
moving and handling patients, falls assessments, skin integrity (pressure care) assessments,
nutrition and hydration and MUST (malnutrition universal screening tool) assessments.
Records contained information about comfort rounds (regular checks with patients to ask if they
need assistance to the toilet, provide them with a drink or snack or make sure they are generally
comfortable, not in pain or in need of assistance). We saw staff regularly carry out these checks
during our inspection.
Of the ten sets of records we looked at all had been fully dated and timed throughout and news
scores were recorded.
There were documented discussions with the patients or their carer/family member about
treatment needs.
We looked at the standard of other records kept in the department such as cleaning logs,
medication fridge checks and resuscitation trolley checks. We found that these were consistently
completed.

Medicines
Medical and nursing staff were required to complete mandatory medicines management
awareness training and mandatory medical gases training. The medical staff were 82% compliant
for medical gases training and 93% compliant for medicines management training. Nurses were
93% compliant for medical gases training and 97% complaint for medicines management
training.
The department used a large electronic temperature controlled medicine storage unit that was
directly connected to the pharmacy department. Any temperature variations were notified to the
pharmacy team and if the fridge temperature was outside of accepted limits, the department was
notified and given advice about what action to take.
Medicines requiring refrigeration were stored appropriately and we saw evidence of fridge
temperatures being checked regularly. The medicines fridge was electronically connected to the
pharmacy.
Stock control was also monitored by pharmacy to ensure that stock was rotated and supplies
replenished regularly.
Controlled drugs were stored within the unit however there was extra security installed to ensure
that regulations relating to the storage and dispensing of controlled drugs were met. We
observed staff accessing controlled drugs on a number of occasions and noted that they followed
the correct protocols.
Controlled drug stocks were checked regularly to ensure any discrepancies were highlighted and
investigated. There were examples where a discrepancy had been identified and evidence to
show action had been taken to investigate the discrepancy. The department still used a
controlled drugs book to record stock levels.
At our last inspection we had concerns about the storage of bags of fluids being unsecure
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however at this inspection we saw that fluids were stored securely in a locked cupboard.
Most medical gases were stored safely however we noted a number of small oxygen cylinders at
the exit of the resuscitation area that were unsecured.
Patient group directives (a patient group direction allows some registered health professionals
(such as nurses) to give specified medicines (such as painkillers) to a predefined group of
patients without them having to see a doctor) were used in the department. Staff had signed to
say that they understood them and were working within their guidance.
Some nursing staff were independent nurse prescribers. This meant they had been assessed as
competent to prescribe medication to individual patients outside of the PGDs.

Incidents
Never Events
Never events are serious patient safety incidents that should not happen if healthcare providers
follow national guidance on how to prevent them. Each never event type has the potential to
cause serious patient harm or death but neither need have happened for an incident to be a
never event.
From September 2016 to August 2017, the trust reported no incidents classified as never events
for urgent and emergency care.
(Source: NHS Improvement - STEIS)
Breakdown of serious incidents reported to STEIS
In accordance with the Serious Incident Framework 2015, the trust reported three serious
incidents (SIs) in urgent and emergency care which met the reporting criteria set by NHS England
from September 2016 to August 2017.
The incident types reported were:


Two diagnostic incidents including delay meeting SI criteria (including failure to act on test
results)



One slips/trips/falls meeting SI criteria

(Source: NHS Improvement - STEIS (01/09/2016 - 31/08/2017)
The department had 13 incidents that were reportable to the National Reporting and Learning
System (NRLS) between 1st August 2016 and 10th August 2017. Two related to access,
admission, transfer or discharge, six related to clinical assessment, one related to care or
ongoing monitoring, two related to infection control, one related to medicines, two were patient
accidents involving fractures and one related to a treatment or procedure. Information the trust
gave us showed that the department had taken action as a result of incidents, used Duty of
Candour appropriately and fed back to staff when errors had been made so lessons could be
learned.
We spoke with staff about their responsibilities around duty of candour. Providers of healthcare
services must be open and honest with service users and other ‘relevant persons’ (people acting
lawfully on behalf of service users) when things go wrong with care and treatment, giving them
reasonable support, truthful information and a written apology. Staff were familiar with the phrase,
‘being open and honest’. Senior staff in the department took responsibility for the formal duty of
candour process. They were able to describe it and give examples of when they had used the
process.
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Staff we spoke with told us they received regular feedback about incidents. This happened in a
number of different ways, at daily handover, daily huddles, daily ten minute teaching sessions, to
individuals where applicable, at regular patient safety meetings and through team meeting
minutes.
We discussed incidents with staff and managers. All the staff we spoke with were aware of the
process for reporting incidents and had access to the electronic reporting system.
Managers told us that all staff groups took responsibility for reporting incidents and were
encouraged to do so. We corroborated this during our discussions with staff. They confirmed that
all disciplines of staff reported incidents and it was never left for someone else to do.
Senior staff in the department attended mortality and morbidity meeting held within the hospital
and shared lessons learned at team meetings.

Safety thermometer
The ED did not participate in the safety thermometer.
Access to information
We saw throughout the department that information was accessible for both staff and patients.
Patients waiting in the adult waiting area were told the average waiting time which at the time of
our inspection was 2-3 hours. In addition, in the same area, there was a board called ‘your
journey through the A&E department’. This helped patients to identify where they were on their
journey through the department.
Staff told us they had ready access to patient records which were mainly paper based and stored
on site for two months after discharge. Some patient information, such as ECG and blood results,
were stored on the electronic patient information system, and so could be viewed 24/7.
Staff showed us how they were able to access up to date pathways and guidelines through the
trust’s intranet. We saw that there were ample computer terminals available for staff to use.
Hospital staff had access to patient test results carried out by ambulance staff en route to the
hospital. This meant staff knew the status of the patient when they arrived.
Staff could access GP records such as past medical history and medicines so could check
information when patients were unable to.

Is the service effective?
Evidence-based care and treatment
Staff in the department used a comprehensive variety of pathways and NICE guidelines together
with Royal College of Emergency Medicine (RCEM) guidance to support them to achieve
effective outcomes for patients in their care.
We saw comprehensive guidance on the trust’s intranet which staff had access to, for instance,
around the identification and management of sepsis which was based on NICE guidance.
The lead for audits in the department ensured new NICE guidelines were reviewed, reported on,
and approved by the trust’s guidelines committee, and then training organised and performance
audited.
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For patients with mental illness, the department had appointed a lead, and staff used a detailed
environmental assessment form to assess the suitability of the physical environment in which
such a patient was being assessed. To support them in keeping such patients safe, staff could
also access pathways, for instance, in relation to deliberate self-harm.

Nutrition and hydration
Arrangements were in place within the department to ensure that patients (and visitors) had
ready and easy access to food and drinks and where necessary patients were monitored to
ensure that their nutrition and hydration needs were met.
In the waiting area for adults there were vending machines selling drinks and food. In the
children’s waiting area staff had access 24 hours a day to a beverage bay for sandwiches and
drinks.
We saw evidence, while in the department, that patients had been offered food and drink and this
is supported by the results of the Emergency Department Survey 2016 shown below.
If a patient had special dietary needs, for instance a child patient, we were told help could be
obtained from the children’s ward, or alternatively the patient was admitted and then seen by a
specialist dietitian on the appropriate ward.
If a patient was assessed as requiring fluid management, for example following use of the
vomiting pathway, we saw fluid balance charts were used to monitor and assess the need for
additional fluids.
Emergency Department Survey 2016
In the CQC Emergency department survey, the trust scored 6.8 for the question “Were you able
to get suitable food or drinks when you were in the emergency department?” This was about the
same as than other trusts.
(Source: Emergency Department Survey 01/09/2016 - 30/09/2016)

Pain relief
The department had systems and processes in place to support staff to effectively assess and
record the pain patients had and we saw staff had access to appropriate pain relief medication.
These included smiling and sad face charts for young people and patients with communication
challenges.
We saw pain scores were recorded on the front of the patient record and in the children area of
the department we were told all children had their pain assessed within 15 minutes of arrival. We
saw pain relief being administered to a child patient within 15 minutes of arrival.
A yearly pain management audit was conducted which we were told had improved year on year
although staff were unable to show us the latest results. One action flowing out of the pain audit
was a new initiative called ‘we watch your pain’. This involved use of a pain clock with scores
which determined the frequency and timing of further pain measurements.
We looked at the records of seven patients, three children and four adults. We found evidence of
pain scores recorded in all but one patient’s records however this patient was a 15 day old baby.
From the records we saw, when patients told staff they had pain, they were administered
medication quickly.
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Emergency Department Survey 2016
In the CQC Emergency department survey, the trust scored 6.5 for the question “How many
minutes after you requested pain relief medication did it take before you got it? This was about
the same as other trusts.
The trust scored 8.1 for the question “Do you think the hospital staff did everything they could to
help control your pain?” This was about the same as other trusts.

Question – Effective
Q31. How many minutes after you requested pain
relief medication did it take before you got it?
Q32. Do you think the hospital staff did everything
they could to help control your pain?
Q35. Were you able to get suitable food or drinks
when you were in the emergency department?

Score
6.5
8.1
6.8

RAG
About the same as
other trusts
About the same as
other trusts
About the same as
other trusts

(Source: Emergency Department Survey (30/09/2016)

Patient outcomes
We saw that the department had systems and processes in place to regularly review the
effectiveness of the care it gave to patients.
The department had appointed a lead to work with the trust’s clinical effectiveness team in order
to ensure that the department’s audit programme was adhered to. The lead met with the team
quarterly and agreed the audit programme for the year.
The department took place in a number of national clinical audits such as asthma, consultant sign
off and procedural sedation. Staff met once a month to present audit results and agree an action
plan to improve performance going forward. Minutes from these meetings were shared with the
clinical effectiveness team who also oversaw compliance with the action plan.
We looked at a sample of action plans arising out of audit results. For instance, we saw the
department’s plans for the RCEM Audit: Moderate and Acute Severe Asthma 2016/17. This
involved amending the checklist, and using new advice leaflets, which we saw stocks of, for
handing out to patients. In relation to the RCEM Audit: Consultant sign-off 2016/17 we saw the
action plan. This involved more emphasis of what is required at induction, and better
documentation processes.
We spoke with staff at all levels who reported that the department was trying to involve them in
the auditing programme. For instance, one of the junior nursing staff described the role they had
played in a recent oxygenation audit. We saw further staff involvement was achieved by use of
information boards displaying details about recent audit results.
Furthermore, one initiative to improve patient outcomes flowing from audit results was the ten
minute learning sessions which took place in the department each day.
We saw staff had access to a sepsis screening tool and a pathway to support them in identifying
and managing a patient with sepsis. Posters about sepsis were seen displayed throughout the
department.
Staff described how they had personal treatment plans for regular attenders to the department to
support them in achieving the best outcome for such patients.
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RCEM Audit: Moderate and Acute Severe Asthma 2016/17
In the 2016/17 Moderate and acute severe asthma report, the University Hospital of North Tees
failed to meet any of the seven standards, the University Hospital of North Tees was in the upper
UK quartile for one standard:


Standard 3 (fundamental): High dose nebulised β2 agonist bronchodilator should be given
within 10 minutes of arrival at the ED. Trust: 51.6%; UK: 25%.

The trust’s results for the remaining six metrics were all between the upper and lower UK
quartiles.
(Source: Royal College of Emergency Medicine)
RCEM Audit: Consultant sign-off 2016/17
In the 2016/17 Consultant sign-off audit, the University Hospital of North Tees failed to meet any
of the four standards.
The University Hospital of North Tees was in the upper UK quartile for all four standards:


Standard 1 (developmental): Consultant reviewed - atraumatic chest pain in patients aged
30 years and over 100%. Trust: 20.0%; UK: 10.6%.



Standard 2 (developmental): Consultant reviewed – fever in children under 1 year of age.
Trust: 44.4%; UK: 8.3%.



Standard 3 (fundamental): Consultant reviewed – patients making an unscheduled return
to the ED with the same condition within 72 hours of discharge. Trust: 25.0%; UK: 12.2%.



Standard 4 (developmental): Consultant reviewed – abdominal pain in patients aged 70
years and over. Trust: 22.2%; UK: 9.7%.

(Source: Royal College of Emergency Medicine)
RCEM Audit: Severe sepsis and septic shock 2016/17
In the 2016/17 severe sepsis and septic shock audit, the University Hospital of North Tees was in
the upper UK quartile for three standards:


Standard 3: O2 was initiated to maintain SaO2>94% (unless there is a documented
reason not to) within one hour of arrival. Trust: 58.8%; UK: 30.4%.



Standard 5: Blood cultures obtained within one hour of arrival. Trust: 68.0%; UK: 44.9%.



Standard 8: Urine output measurement/fluid balance chart instituted within four hours of
arrival. Trust: 81.3%; UK: 18.4%.

The trust was in the lower UK quartile for one standard:


Standard 2: Review by a senior (ST4+ or equivalent) ED medic or involvement of Critical
Care medic (including the outreach team or equivalent) before leaving the ED. Trust:
41.2%; UK: 64.6%.

The trust’s results for the remaining four metrics were all between the upper and lower UK
quartiles.
(Source: Royal College of Emergency Medicine)
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RCEM Audit: Vital signs in children 2015/16
In the 2015/16 Vital signs in children audit, the University Hospital of North Tees failed to meet
any of the six standards.
The trust was in the lower England quartile for one fundamental standard and one developmental
standard:


Standard 2 (developmental). Children with any recorded abnormal vital signs should have
a further complete set of vital signs recorded in the notes within 60 minutes of the first
set. Trust: 0%; England: 4.4%.



Standard 4 (fundamental). There should be documented evidence that the abnormal vital
signs (if present) were acted upon in all cases. Trust: 44.6%; England: 73.2%.

The trust’s results for the remaining four metrics were all between the upper and lower England
quartiles.
(Source: Royal College of Emergency Medicine)
RCEM Audit: Procedural sedation in adults 2015/16
In the 2015/16 Procedural sedation in adults audit, the University Hospital of North Tees failed to
meet six of the seven audit standards (which were all 100%).
The trust was in the upper England quartile for three fundamental standards and two
developmental standards:


Standard 1 (fundamental): Patients undergoing procedural sedation in the ED should
have documented evidence of pre-procedural assessment, including:
o Standard 1a. ASA (American Society of Anaesthesiologists) grading
o Standard 1b. Prediction of difficulty in airway management
o Standard 1c. Pre-procedural fasting status
Trust: 48.0%; England: 7.6%.



Standard 2 (developmental): There should be documented evidence of the patient’s
informed consent unless lack of mental capacity has been recorded. Trust: 82.6%;
England: 51.8%.



Standard 3 (fundamental): Procedural sedation should be undertaken in a resuscitation
room or one with dedicated resuscitation facilities. (The one audit standard the trust
achieved 100% in)



Standard 6 (developmental): Oxygen should be given from the start of sedative
administration until the patient is ready for discharge from the recovery area. Trust:
78.0%; England: 41.0%.



Standard 7 (fundamental): Following procedural sedation, patients should only be
discharged after documented formal assessment of suitability, including all of the below:
o Standard 7a. (fundamental): Return to baseline level of consciousness.
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o Standard 7b. (fundamental): Vital signs within normal limits for the patient.
o Standard 7c. (fundamental): Absence of respiratory compromise.
o Standard 7d. (fundamental): Absence of significant pain and discomfort.
o Standard 7e. (developmental): Written advice on discharge for all patients.
Trust: 33.3%; England: 2.6%.
The trust was in the lower England quartile for one fundamental standard:


Standard 4 (fundamental): Procedural sedation requires the presence of all of the below:
o Standard 4a. A doctor as sedationist
o Standard 4b. A second doctor, ENP or ANP as procedurist
o Standard 4c. A nurse
Trust: 2.0%; England: 40.8%.

The trust’s results for the remaining one metric were between the upper and lower England
quartiles.
(Source: Royal College of Emergency Medicine)
RCEM Audit: Venous thrombo-embolism (VTE) risk in lower limb immobilisation in plaster
cast 2015/16
In the 2015/16 Venous thrombo-embolism (VTE) risk in lower limb immobilisation in plaster cast
audit the University Hospital of North Tees failed to meet any of the audit standards (which were
all 100%). The trust was in the lower England quartile for one of the two standards:


Standard 2 (developmental): Evidence that a patient information leaflet outlining the risk
and need to seek medical attention if they develop symptoms for VTE has been given to
all patients with temporary lower limb immobilisation. Trust: 0.0%; England: 2.0%.

The trust’s result for the remaining standard was between the upper and lower England quartiles.
(Source: Royal College of Emergency Medicine)
The trust provided us with evidence that audit and re-audit took place and we saw action plans
detailing actions to be taken to support improvements.
Unplanned re-attendance rate within 7 days
From September 2016 to August 2017, the trust’s unplanned re-attendance rate to ED within
seven days was generally worse than the national standard of 5% but generally better than the
England average.
The trust failed to meet the 5% standard for all months in the period; however, nine of the months
were within 1% of the standard, ranging from 5.2% to 5.9%.
All months in the period were better than the England average with the exception of April 2017
where the trust’s unplanned re-attendance rate spiked to 8.2% (from 5.3% the previous month)
compared to the England average of 7.8%.
In the latest period, August 2017, the trust’s performance was 7.0% compared to the England
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average of 7.8%.
Unplanned re-attendance rate within 7 days - North Tees and Hartlepool NHS Foundation
Trust

(Source: NHS Digital - A&E quality)

Competent staff
Staff had annual appraisals to help them identify their learning needs and career goals and based
on discussions with staff it was clear the department provided opportunities to staff to help them
remain competent in their roles.
All staff we spoke with told us that they had received (or were booked to receive) an annual
appraisal. Part of the appraisal identified learning needs for the staff member concerned. Staff
reported good support with re-validation. Re-validation is the new process that all nurses and
midwives in the UK go through to evidence their right to remain registered with the Nursing and
Midwifery Council (NMC).
A mentor was allocated to newly qualified staff who joined the department as part of their
preceptorship and all staff joining the department for the first time also received an induction. We
saw the induction programme which included checking of competencies, such as, for airways,
breathing, ventilation and oxygenation. Staff reported that the induction to the department was
useful because there were items of equipment that they would otherwise have been unfamiliar
with.
The department had systems in place to help it maintain review of staff competencies. For
instance, in the children’s area of the department, every morning, staff would spend ten minutes
discussing a piece of equipment and how to use it properly or would discuss a topic such as
safeguarding or infection control. Furthermore, every Thursday afternoon there was a teaching
session for junior doctors in addition to simulation training.
Many staff in the department spoke about additional competency training they had done over and
above their mandatory training such as: by attending clinical skills courses, or by attending
national emergency medicine conferences, or by undertaking paediatric immediate life support
training. Other staff had taken on additional roles, such as around patient safety, or had trained to
become advanced nurse practitioners.
Staff knew how to spot vulnerable patients and refer them for specialist advice, say from the
psychiatric liaison team. In the children’s area of the department there was a play specialist who
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was skilled in working with vulnerable children pending them being seen by CAMHS.
The emergency admission unit (EAU) supported patients who needed non-invasive ventilation
(NIV) such as Bi-level positive airway pressure (BIPAP) or continuous positive airway pressure
(CPAP). Senior nurses in the EAU were trained to support patients who required this level of
support. The trust had a clear policy in place to support staff treating NIV patients.
Appraisal rates
From April 2017 to June 2017, 73% of staff at University Hospital of North Tees within urgent and
emergency care at the trust had received an appraisal compared to the trust target of 95%.
A split by staff group can be seen in the graph below:

Appraisal completion by staff
100%
73%

75%

68%

Support to Doctors
ad Nursing Staff

Medical & Dental
Staff - Hospital

Completion
Support to
Scientific,
Therapeutic and
Nursing Staff

Qualified Allied
Health
Professionals

67%
Qualified Nursing
and Health Visiting
Staff

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

Target

Only one staff group (support to scientific, therapeutic and nursing staff) achieved the appraisal
target, which for this staff group only applied to one member of staff.
(Source: Routine Provider Information Request (RPIR) P43 Appraisals)

Multidisciplinary working
We saw the staff in the department communicated effectively with each other and other teams in
the hospital. It was clear the department had established relationships with other teams inside
and outside of the hospital to ensure that patients received care that was co-ordinated and
effective.
We observed how well a multi-disciplinary team of paramedics, anaesthetists and consultants
communicated with each other during a patient cardiac arrest. .
We spoke with staff about how pathways were used to support other services in the hospital to
see and treat appropriate patients promptly. For instance, the fractured neck of femur pathway
involved use of a checklist by department staff before the patient was referred to the orthopaedic
department. This ensured the orthopaedic team could see the patient within an hour of arrival
because staff in the department had completed the checklist. Also, the staff worked with the
children’s ward and had developed a fast track paediatric pathway which was reviewed at
quarterly paediatric pathway meetings.
Staff told us they were trusted assessors in certain areas of practice thus providing patients with
a more effective experience because they did not have to wait for another professional to do an
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assessment. So for instance, consultants could approve a CT scan for a head injury without
having to wait for their decision to be reviewed by a radiologist. Further, staff in the emergency
care therapy team, depending on the area in which the patient lived, could approve social care
for a patient. This speeded up their discharge because they did not have to wait for their decision
to be reviewed by a social worker.
The emergency care therapy team worked with outside agencies, ambulance staff and social
workers to help prevent unnecessary admissions to the department or to holistically assess frail
or elderly patients to ensure a smooth and effective discharge into the community or home.
Staff spoke positively about the way they worked with the psychiatric liaison team or the CAHMS
team. Both of these teams worked closely with the department providing verbal feedback and
detailed written notes.
We were told that other professionals regularly attended the department, such as health visitors
or team members from the drug and alcohol dependency team, in order to support staff in
providing effective care for patients seen in the department.
As part of the streaming process the department booked in patients who were more appropriately
seen by the new integrated GP service which was located near the department’s main entrance.

Seven-day services
The department operated 24/7 and staff we spoke with reported no issues with response times
for diagnostic or pathology results that had been ordered.
Staff confirmed that they had 24/7 access to diagnostic services such as x-rays or computerised
tomography (CT), which was available within an hour. The x-ray department was located close to
the department. We were told that magnetic resonance imaging (MRI) was only available within
24 hours for specific conditions.
In terms of pathology support, such as bloods, this was available 24/7 and staff reported no
issues with the accessibility of the service or its response times which we were told was usually
within an hour. The department could also carry out its own point of care testing for some blood
tests.

Health promotion
The department had systems and processes in place to ensure that people who may need extra
support around health promotion were identified and provided with support.
The drug and alcohol dependency team visited the department to identify patients who had
attended the department who might benefit from their services so supporting better health by
helping people to stop using drugs and alcohol.
The emergency care and therapy team could identify patients who were frail or elderly and who
may need extra support in order to ensure a safe and effective discharge. This team worked
closely with outside agencies to ensure that patients leaving the department were looked after so
promoting better health amongst those vulnerable patients who had visited the department.
We saw posters displayed in the department around health promotion so that patients were
supported and encouraged to manage their own health. For example, there were posters around
weight loss and leading a healthier life which advertised guided parent/child sessions that
patients could sign up to.
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Consent, Mental Capacity Act and Deprivation of Liberty Safeguards
Staff understood the importance of consent when delivering care to their patients and displayed a
good understanding of the requirements of the Mental Capacity Act (2005) or knew where to
obtain expert help, such as from the psychiatric liaison team.
Staff sought consent prior to treatment and had a file in the department which they could refer to
for detailed guidance in the areas of consent and mental capacity.
Staff in the department were able to accurately describe the tests for assessing competence to
consent to treatment for patients aged under 16 years.
We saw in records of patients that staff had completed capacity assessments and used the
correct forms to consent patients who were unable to consent. Any patients who were at risk if
they left the hospital but could not consent to treatment had appropriate deprivation of liberty
safeguard forms completed. The local authority approved such applications which were overseen
and monitored for a final decision by a central trust team.
Staff were aware of the actions they should take if a patient was detained under the Mental
Health Act and there was support available from the psychiatric liaison team when this happened
in the department.
The department had a policy in place for when restraint could be used and there were very strict
criteria and protocols to follow in such events. Whenever a person was restrained an incident was
recorded.
Mental Capacity Act and Deprivation of Liberty training completion
Staff and managers told us they received training in consent as part of their mandatory training
and Mental Capacity Act training as part of their safeguarding training.
(Source: Trust Provider Information Return P14/P49)
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Is the service caring?
Compassionate care
Friends and Family test performance
The trust’s urgent and emergency care Friends and Family Test performance (% recommended)
was consistently better than the England average from September 2016 to August 2017, ranging
between 86.8% (September 2016) and 98.6% (March 2017).
In the latest period, August 2017 the trust’s performance was 94.8% compared to the England
average of 88.0%.
A&E Friends and Family Test Performance - North Tees and Hartlepool NHS Foundation
Trust

(Source: NHS England Friends and Family Test)
During our inspection, we spoke with 13 patients or their relatives, all of whom were happy with
the care they received. All provided us with positive feedback about their care. They told us staff
were kind, pleasant and professional.
Patients described to us how all staff, reception, nursing and medical, treated them with dignity
and respect and our observations corroborated this.
We saw patients who were extremely distressed being comforted and supported. We also saw
staff take their time and not try to hurry these patients in to receiving care or consenting to tests
or treatment. Staff of all disciplines took in to consideration the emotional needs of patients as
well as their physical needs. Staff had a holistic approach to treating patients.
When we discussed care of patients with staff, there was a consistent message that staff wanted
the patients to feel safe and as though they were being well cared for.
In the patient led assessment of the care environment survey undertaken in April 2017, the trust
scored 83.7% for privacy, dignity and wellbeing. There were no figures specifically for the
emergency department at North Tees Hospital.
During our time in the department, we saw patients being treated with dignity and respect. Staff
were conscious of the cultural needs of patients and made sure this was respected whilst
delivering their medical care. When patients expressed a preference for a particular gender of
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nurse of doctor, this was accommodated whenever possible.
Staff were very busy however they took the time to deliver care that was compassionate and we
saw patients being treated with patience and kindness at all times from all members of staff at all
levels and from all disciplines.
During our inspection, we saw a number of distressing cases brought to the department. Staff
followed the care and treatment of these patients once they had left the department and some
staff went to visit the patients on the wards. Staff from all disciplines showed real concern, care
and compassion for their patients even after they had left the department.

Emotional support
Medical and nursing staff told us about how they would support patients who were distressed, by
chatting to them and trying to distract them. We saw examples of this during our inspection with
patients who were very distressed confused or frightened. Staff reassured them, spent time with
them and stayed with them until they felt reassured.
Staff told us they sometimes found it difficult to support people as much as they wanted to when
the department was busy, due to staffing levels, however we saw staff going out of their way to
make sure that no matter how busy the department was patients received the emotional support
they needed.
We observed all staff talking with patients and relatives in a calm way and offering reassurance to
both concerned patients and their family members. We also saw staff supporting the families of
very sick patients and patients at the end of their life. This was done in a very compassionate and
inclusive way to meet the needs and wishes of both the patient and their relatives.
Staff offered support and gave information about support services if this was required.
There was pastoral support available for patients of any or no religious belief.

Understanding and involvement of patients and those close to them
Emergency Department Survey 2016
The results of the CQC Emergency department survey 2016 showed that the trust scored better
than other trusts in eight of the 24 questions relevant to caring and about the same as other
trusts for the remaining 16 questions.
Question
Q10. Were you told how long you would have to wait to be
examined?
Q12. Did you have enough time to discuss your health or
medical problem with the doctor or nurse?
Q13. While you were in the emergency department, did a
doctor or nurse explain your condition and treatment in a
way you could understand?
Q14. Did the doctors and nurses listen to what you had to
say?
Q16. Did you have confidence and trust in the doctors and
nurses examining and treating you?
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Question
Q17. Did doctors or nurses talk to each other about you as
if you weren't there?
Q18. If your family or someone else close to you wanted to
talk to a doctor, did they have enough opportunity to do
so?
Q19. While you were in the emergency department, how
much information about your condition or treatment was
given to you?
Q21. If you needed attention, were you able to get a
member of medical or nursing staff to help you?
Q22. Sometimes in a hospital, a member of staff will say
one thing and another will say something quite different.
Did this happen to you in the emergency department?
Q23. Were you involved as much as you wanted to be in
decisions about your care and treatment?
Q44. Overall, did you feel you were treated with respect
and dignity while you were in the emergency department?
Q15. If you had any anxieties or fears about your condition
or treatment, did a doctor or nurse discuss them with you?
Q24. If you were feeling distressed while you were in the
emergency department, did a member of staff help to
reassure you?
Q26. Did a member of staff explain why you needed these
test(s) in a way you could understand?
Q27. Before you left the emergency department, did you
get the results of your tests?
Q28. Did a member of staff explain the results of the tests
in a way you could understand?
Q38. Did a member of staff explain the purpose of the
medications you were to take at home in a way you could
understand?
Q39. Did a member of staff tell you about medication side
effects to watch out for?
Q40. Did a member of staff tell you when you could
resume your usual activities, such as when to go back to
work or drive a car?
Q41. Did hospital staff take your family or home situation
into account when you were leaving the emergency
department?
Q42. Did a member of staff tell you about what danger
signals regarding your illness or treatment to watch for
after you went home?
Q43. Did hospital staff tell you who to contact if you were
worried about your condition or treatment after you left the
emergency department?
Q45. Overall... (please circle a number)
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Question

Trust
2016 RAG
2016
same as other
trusts

(Source: Emergency Department Survey 30/09/2016)
We saw patients being given information and supported to make decisions about the treatment
they would like to receive.
During our inspection, we witnessed good interactions with patients. Despite the department
being very busy, staff took time to reassure patients and explain to them why they were waiting or
what the next stage of their treatment or care was. This supported patients to make decisions
about their treatment. People’s emotional and social needs we valued by staff and embedded in
their care and treatment. At regular board rounds medical and nursing staff discussed the holistic
needs of patients not simply their physical needs.
Staff made sure information they gave was in language that the patient and their family could
understand without complicated medical terminology. Staff gave patients and relatives the
chance to ask questions and time to think before making any decisions.
Staff responded compassionately when people needed help and supported them to meet their
personal needs as and when required. They anticipated people’s needs.
We witnessed, at the family’s request, relatives being involved in the care of their loved one at
their end of life. Medical and nursing staff explained clearly how the patient was and what would
be happening so nobody was left unclear about what they would see. They supported the family
to be present at each stage of their loved one’s treatment until they sadly passed away. This
gave the family a great deal of comfort at what was a very difficult time for them. Staff told us they
always gave families this opportunity when possible.
Staff helped people and those close to them to cope emotionally with their care and treatment.

Is the service responsive?
Service delivery to meet the needs of local people
The trust had recently reconfigured the services delivered by the department. The ED at North
Tees Hospital only saw patients who required more serious care and treatment, also known as
majors and resuscitation patients. Patients with less serious illness or injury (minors) were
directed to an urgent care centre located next to the main department. This made sure that
patients received timely treatment within the most appropriate setting. This reconfiguration took
place with the support of the local Clinical Commissioning Groups.
North Tees Hospital ED was a trauma unit. The department was staffed by consultants between
8am and 10pm every day. The department was not meeting the RCEM ‘rule of thumb’
recommendations for consultant cover of 16 hours each day however all staff told us that
consultants often worked beyond 10pm. Additionally, the medical staff overnight always had an
experienced staff or middle grade doctor.
At the time of the inspection, North Tees Hospital accepted a wide range of patients including
those suffering stroke, trauma, cardiac arrest, surgical emergencies and obstetrics and
gynaecology emergencies. There were some patients such as those having a heart attack, or
victims of major burns or major trauma who were taken to their nearest major trauma centre or
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specialist unit.
The department had acknowledged the mental health needs of the local population and had
access to mental health support services on site via the psychiatric liaison team.
The department had a team of staff dedicated to supporting patients who had additional care
needs, to ensure patients were only admitted to hospital if their health required so.
There was a co-located paediatric ED therefore the hospital accepted babies, children and young
people of any age. The department worked closely with the children’s wards and the paediatrics
team to look after children who were unwell. In the case of a child needing to be in the
resuscitation department, the department had a dedicated paediatric resuscitation room.
All staff were aware of the type of patients who attended the department and the potential
incidents that could occur locally and had ensured that the department had the necessary
equipment and trained staff to manage such situations. There were robust plans in place to
manage incidents such as chemical incidents.

Meeting people’s individual needs
Emergency Department Survey 2016
The trust scored “about the same” as other trusts for all three of the Emergency department
survey questions relevant to the responsive domain.
Question – Responsive
Q7. Were you given enough privacy when discussing your
condition with the receptionist?
Q11. Overall, how long did your visit to the emergency
department last?
Q20. Were you given enough privacy when being
examined or treated?

Score
7.3
7.7
9.4

RAG
About the same
as other trusts
About the same
as other trusts
About the same
as other trusts

(Source: Emergency Department Survey 30/09/2016)
The waiting room was able to accommodate wheelchairs and mobility aids and there were
dedicated disabled toilets available.
There were facilities, such as chairs and wheelchairs for bariatric patients and some trolleys were
designed for larger patients. Specialist bariatric equipment such as hospital beds were stored as
part of the trust’s equipment library and could be requested when needed.
There were vending machines present in the department that relatives and carers could access
and the hospital had a number of shops and places to purchase food.
The trust had access to interpreting services for people whose first language was not English.
Staff we spoke with told us that family members were often used however; interpreting services
were available if required. It is not best practice to use family members for a number of reasons
including reliability of translation and patient confidentiality. Interpreters were usually accessed
via telephone.
We noted leaflets were in English and offered a choice of other languages, large print or braille.
The department had access to sign language interpreters for people living with hearing
impairment.
There were private and quiet areas for relatives to wait whilst patients were being treated and
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there was a relatives’ room close to the department.
When a patient passed away, whenever possible, they were moved to a side room so that family
could have privacy to visit.
The staff we spoke with about patients living with dementia, or a learning disability all told us that
they would treat patients as individuals and would try to involve family and carers in discussions
about care needs. There were quiet waiting areas away from the bustle of the main waiting room
which were suitable for such patients. There was quiet music, twiddle muffs, colouring books and
baby dolls. The rooms were painted in dementia friendly colours and toilet facilities had dementia
friendly coloured seats. The department had spent time thinking about the best way to support
patients with additional care needs.
Staff we spoke with told us that whenever possible, people living with dementia or a learning
disability were seen as quickly as possible in order to minimise distress for the patient.
Some patients with learning disabilities had patient passports. When the patient or carer
presented this at the department, staff used the information to assist them in making decisions
about patient needs and wishes.
The department was in the process of changing the electronic record keeping system to ensure
that any language or interpreter needs were mandatory fields.
There was access to chaplaincy services for patients and relatives of different faiths or none.
Patients with purely mental health needs waited either in the relatives’ room or a quiet area. Each
patient was risk assessed to make sure they were placed in a room that met their needs and
reduced the risk of them harming themselves. There was no specific mental health room that met
the regulations however there were a number of different areas that could be used to support
patients with purely mental health needs.
The trust had access to the psychiatric liaison team by telephone. Staff told us that this team was
quick to respond. However, when patients were referred on to the CRISIS team for further mental
health support, longer delays occurred meaning patients had to wait in the department until a
suitable placement was found for them. Staff we spoke with thought this was not an ideal
situation for the patient since an ED is not the most suitable place for a person with mental health
problems.
Staff in the department had access to 24/7 psychiatric liaison support or child and adolescent
mental health services (CAHMS) with a 60 minute response time. Any patients who presented
with a mental health condition were referred to one of these teams.
To support patients living with dementia being able to accept treatment the department had a
quiet area which was painted in bright colours with bright furniture and had clocks on the wall.
Staff told us that they had been trained to deal with violence and aggression and we were shown
the portable personal alarms staff could use if they had any concerns. The trust provided us with
evidence of the Violence and Aggression and Conflict resolution policies.
The department had a specific team who carried out a comprehensive assessment of frail or
elderly patients present in the department with a view to carrying out a holistic assessment of
their physical, mental and social needs and arranged safe discharge for them.
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Access and flow
The department had a large wall mural to assist patients to understand their patient journey. It
showed the different stages of a visit to ED as well as approximate time scales for each stage.
This supported patients to understand the different processes in ED and
At the time of our inspection, we spoke with senior staff about waiting times. They had introduced
a number of measures in an attempt to improve patient waits. This included using streaming to
direct patient to the most appropriate care setting, ambulance assessment, direct access to the
rapid assessment unit and ambulatory care unit and an emergency admission unit. Each of these
received different types of patient with the aim of reducing the burden on the department,
enabling them to see patients quickly and efficiently in the right place at the right time.
Patients were also directed to the Urgent Care and Minor Injuries Unit located next door to the
department for less serious illnesses and injuries. Staff reported that this had a positive impact on
waiting times and were hopeful that the number of patients waiting more than four hours would
reduce.
From our observations and discussions with patients and staff, patients were triaged and
assessed quickly.
On the second day of our unannounced inspection, at 10am there were five patients in the
department who had been in the department for more than four hours. They were awaiting beds
on wards across the hospital.
The department was working hard to reduce the risks for patients such as by moving patients
from trolleys to hospital beds and using pressure relieving equipment for patients who were a
high risk of developing pressure ulcers.
Percentage of patients admitted, transferred or discharged within four hours (all
emergency department types)
The Department of Health’s standard for emergency departments is that 95% of patients should
be admitted, transferred or discharged within four hours of arrival in the ED.
The trust met or exceeded the standard for nine of the 12 months during the period October 2016
to September 2017 and failed to meet the standard for three months, December 2016, January
2017 and February 2017.
Throughout the period the trust followed a similar trend to the national average with a decline in
performance seen during the winter months. However the trust’s performance has been
consistently better than the national average for all months from October 2016 to September
2017.
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Four hour target performance - North Tees and Hartlepool NHS Foundation Trust

(Source: NHS England - A&E Waiting times)
Percentage of patients waiting between four and 12 hours from the decision to admit until
being admitted
From October 2016 to September 2017 the trust’s monthly percentage of patients waiting
between four and 12 hours from the decision to admit until being admitted was consistently better
than the England average. Performance against this metric showed a fairly stable trend
throughout the period, aside from a peak in December 2016 where performance dipped and the
percentage of patients waiting between four and 12 hours increased slightly.
Decision to admit until being admitted - North Tees and Hartlepool NHS Foundation Trust

(Source: NHS England - A&E Waiting times)
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Number of patients waiting more than 12 hours from the decision to admit until being
admitted
Over the 12 months from October 2016 to September 2017, the trust reported no patients waiting
more than 12 hours from the decision to admit until being admitted.
(Source: NHS England - A&E Waiting times)
Percentage of patients that left the trust’s urgent and emergency care services before
being seen for treatment
From September 2016 to August 2017 the monthly median percentage of patients leaving the
trust’s urgent and emergency care services before being seen for treatment was generally in line
with or better than the England average with only two months in the period (December 2016 and
February 2017) worse than the average.
From September 2016 to August 2017 performance against this metric showed a trend of
improvement during the latter half of the period with the percentage of patients leaving before
being seen falling below the England average from March 2017 onwards.
In the latest period, August 2017 the trust’s median percentage of patients leaving before being
seen for treatment was 2% compared to the England average of 3%.
Percentage of patient that left the trust without being seen - North Tees and Hartlepool
NHS Foundation Trust

(Source: NHS DIGITAL - A&E quality indicators)
Median total time in A&E per patient (all patients)
From September 2016 to August 2017 the trust’s monthly median total time in ED for all patients
was better than the England average, up until May 2017 where performance has since declined
and from May 2017 to August 2017 the median total time in ED has been worse than the England
average.
In the latest period, August 2017 the trust’s median total time in ED for all patients was 190
minutes compared to the England average of 144 minutes.
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Median total time in ED per patient - North Tees and Hartlepool NHS Foundation Trust

(Source: NHS DIGITAL - A&E quality indicators)

Learning from complaints and concerns
From July 2016 to June 2017 there were 43 complaints about urgent and emergency care
services. The trust took an average of 44 working days to investigate and close complaints; this
was not in line with their complaints policy, which stated complaints should be completed with 25
days or 40 days for more complex complaints.
All aspects of clinical treatment were the main subject of complaints with 32 of the 43 relating to
this (74%).
(Source: Routine Provider Information Request (RPIR) P61 Complaints)
Of the 43 complaints about the department received between July 2016 and June 2017, 93%
were closed and 7% remained open. Of these, 42% took longer than 40 days to close with the
average length of time a complaint open, being 44 days. Two complaints had been open for
longer than 90 days.
Fourteen complaints had no action recorded against them, one remained open and 23 had
actions recorded against them. The trust did not supply us with information about how many
complaints were dismissed, upheld or partially upheld.
Patients and relatives we spoke with were aware of how to make a complaint to the trust
although none of the people we spoke with had made a complaint about the department.
There was information about how to raise concerns about the department or the trust on display
in the department and there were leaflets available for patients to take away with them. All patient
information leaflets contained contact details for the patient experience team which patients could
contact to raise concerns.
Staff were able to describe to us the action they would take if a patient or relative complained to
them.
Staff and managers told us that feedback was given to staff when they were part of a complaint.
Additional training was offered as a way of supporting staff when the issue related to clinical care.
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This was evidenced in the information sent to us by the trust.

Is the service well-led?
Leadership
A directorate manager and operations manager oversaw the ED within the trust. However, during
the inspection we did not meet with these staff. We did however meet with the junior and senior
matrons. They provided good leadership of the department and were respected by their
colleagues and the staff.
Staff told us that the junior matron was always present in the department and the senior matron
was available by telephone if needed. Over the time of our inspection we did not see the senior
matron in the ED.
Staff we spoke with told us that the junior matron had a proactive ‘can do’ approach to making
the department better and was very approachable. We saw this throughout our inspection.
We held focus groups with staff of different grades and disciplines. Overall, staff working in ED
told us that the department was a good place to work and that all staff were valued. All staff felt
part of the team. This was reflected in the fact that staff socialised together outside of the work
environment.
Nursing staff we spoke with during the inspection told us that they felt well-led at a local level and
they had no concerns with their line managers. They told us the management team was
approachable.
Similarly, medical staff told us their leadership was inclusive and provided good leadership within
the department and strong representation for the department within the wider trust.
Staff we spoke with told us that senior executives from across the trust rarely visited the
department.

Vision and strategy
The management team had a vision for the service and was working with other departments
within the hospital as well as local providers and commissioners to ensure that services met the
needs of the local populations.
Managers in the department were aware of the changing and increasing demands on the
department and the types of patients accessing the department. Work was continually underway
to try to manage demand. The management team worked flexibly to look at new and innovative
ways of delivering patient care.
Urgent and emergency care services were in the process of being reconfigured to include new
models of working with other specialties. The aim was to manage the staffing and bed base in a
more effective and efficient way.
The management team were working closely to ensure that the service was sustainable for the
future. This included developing new roles such as Advanced Clinical Practitioners (ACPs).
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Culture
We spoke with a number of staff from different disciplines about the culture of the department
during the inspection. Most staff described the department as friendly and like a family.
During our focus groups with staff, we received positive messages about the culture in the
department. Some of the staff told us that keeping morale high was a challenge because staff
were weary from the pressure they were under constantly but that teamwork helped.
The atmosphere in the department showed that staff focus was on treating patients in an efficient
way however staff also took time to support each other. Staff appeared happy and this reflected
in the way they interacted with patients.
The way we saw staff interact with each other demonstrated that there was professional
communication between staff from different disciplines. Staff worked together to ensure patients
received good care.
Staff we spoke with told us they were able to report concerns and incidents without fear of
reprisals and were confident that when issues were raised, they were dealt with appropriately. If
staff made errors they were able to report them confident they would be supported and managed
fairly.
Staff felt that their hard work was recognised and they felt appreciated by their colleagues and
line managers.

Governance
Staff were invited to attend clinical governance, patient safety and clinical audit meetings.
Nursing staff and medical staff both had patient safety roles in the department. They were given
time away from clinical duties to carry out this work.
The department attended clinical governance, patient safety and mortality and morbidity
meetings where information about complaints and incidents could be shared. We saw minutes of
these meetings and spoke with staff about them.
Information from committees such as complaints, incidents, learning from deaths and learning
from incidents was regularly discussed with staff at handover and at daily 10 minute teaching
sessions. This made sure that as many staff as possible were included.
There was a process in place to ensure all relevant NICE guidance and drug alerts were
implemented and that staff were aware of any changes. A member of clinical staff took the lead
however we saw other staff contributing to the knowledge resource.
The introduction of an online library of policies, procedures and guidelines meant that staff could
access up to date information about care and treatment.
There was a process in place for ensuring the results of radiology investigations were followed up
to ensure any “missed abnormality” was followed up in a timely manner. Where abnormalities had
been missed, staff involved were informed and offered regular and structured support or training.
We also saw this was the case when serious incidents showed a possible missed diagnosis.

20171116 900885 Post-inspection Evidence appendix template v3

Page 62

Management of risk, issues and performance
A trust wide departmental risk register was available and was under regular review to ensure that
the content of the register was reflective of the real time risks within the department. These risks
mostly correlated with the risks we observed during our time in the department.
The risk register was updated regularly and there were details about mitigating actions in place.
The staff we spoke with were clear about the risks the department faced.
When we spoke with the matrons and medicine clinical lead, they were able to clearly tell us
about the risks posed to the department and how these were being addressed.
Managers discussed waiting time breaches regularly to identify any themes and were able to take
actions to address issues, such as bed shortages across the hospital.
The department had a process in place to escalate the status of the department if it was under
pressure. This was a nationally recognised process called operational pressure escalation levels
framework (OPEL). When the department was under pressure the OPEL level was increased,
triggering extra support for the department from senior managers and departments from around
the hospital. We asked staff if they were aware of the current OPEL and they were able to tell us.

Information management
The department collected information used to monitor and manage performance. There were
robust measures in place to monitor and manage the performance of the department against
local and national indicators. These were closely observed by the management team.
The department used a number of IT systems to collect and share information such as test and xray results, admission and discharge times and ambulance handover times as well as patient
records.
Staff were able to access patient information using an electronic system and paper records. This
included information such as previous clinic letters, test results and x-rays. Staff could also
access patient GP records with the agreement of the patient. This meant that staff had
information about the most up to date medications, health conditions and symptoms to enable
them to make a better diagnosis and treatment plan. Ambulance staff could also share patient
test results with the staff whilst en route to the department.
Some information such as test results and discharge letters were shared with GPs however this
was done with the agreement of patients.
Patients transferred to other services or sites took photocopies of their medical records with
them.
There were a number of large monitors in clinical areas that showed the status of patients in beds
and cubicles in the department. Although it displayed patient information this was an area the
public could not access. Thus the privacy of patients in the department was protected.
Staff were aware of their responsibilities in relation to data protection and making sure that
information was accurate and managed securely.
Information governance including data protection and confidentiality was monitored and any
incidents reported appropriately.
The trust had Information Governance policies and procedures in place to ensure that information
was stored securely and protected patients’ privacy and security.
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During the inspection, we saw that TV screens were present to display waiting times in the
waiting area. Patients could see the likely total waiting time in the department.

Engagement
The department participated in the friends and family test and CQC surveys but had not carried
out any local surveys in relation to the quality of urgent and emergency care services.
Staff from the department had taken part in trust wide engagement exercises such as online
surveys. However, there had been no specific engagement work carried out with the department.
It was unclear other than through observation within the department how managers gauged staff
morale, job satisfaction or physical and mental health needs of staff.
Staff told us that they were kept informed about opportunities to progress such as training and
promotion opportunities at daily handovers and huddles.

Learning, continuous improvement and innovation
In conjunction with the local clinical commissioning groups, the department had agreed a CQUIN
(commissioning for quality and innovation) target to work with multiple agencies to create care
plans for patients who regularly attended the department. The aim was to reduce the number of
inappropriate attendances and to make sure that when patients did attend, they received the
most appropriate support.
Each day, the department put aside 10 minutes to discuss an issue, unusual patient, subject,
medical condition or feedback from incidents. All staff not delivering care attended and
presentations were delivered by all disciplines and grades of staff. This promoted learning and
encouraged all staff to take a lead in a particular topic of their interest.
The department was part of the ‘Herbert Protocol’ for missing people. This was an initiative that
joined together emergency services, hospitals and other agencies to provide a coordinated
approach to searching for vulnerable people who went missing.
The department had detailed major incident plans in place relevant and specific to local chemical
plants and industries close by. In the event of an incident, staff knew exactly the actions they
should take to treat victims of for example chemical spills or explosions. This was an innovative
approach to major incident planning and made sure that patients received the most appropriate
treatment for their injuries.
Staff were encouraged to be innovative and try new ways of working. For example, there was a
quiet area put aside for patients who had difficulty being in noisy or busy areas.
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Medical care (including older people’s care)
Facts and data about this service
The medical care service at the trust provides care and treatment for elderly medicine, stroke,
haematology, cardiology, gastroenterology (including endoscopy and bowel screening services),
diabetes and endocrinology, respiratory and rheumatology. There are 340 medical inpatient
beds located across 23 wards;
A site breakdown can be found below:


University Hospital of North Tees: 305 beds are located within 11 wards

(Source: Routine Provider Information Return - Acute-Sites)
The trust had 53,503 medical admissions between July 2016 and June 2017. Emergency
admissions accounted for 28,080 (53%), 2,183 (4 %) were elective, and the remaining 23,240
(43%) were day case.
Admissions for the top three medical specialties were:


General medicine: 37,390



Clinical oncology (previously radiotherapy): 6,088



Clinical haematology: 4,392

(Source: CQC Insight)

Is the service safe?
Mandatory training
Mandatory training completion rates
The trust set a target of from 20% to 100% for completion of mandatory training. The trust
provided information highlighting that compliance rates for training were set either regionally or
locally.
A breakdown of compliance for mandatory courses between April 2017 and July 2017 for nursing
staff in medicine is shown below:

Name of course
Blood Transfusion
BT Competence Assess - Venous Blood Sample
Consent Awareness
Dementia Level 1
Dementia Level 3
Health Record-Keeping
Investigating of Incidents, Complaints and Claims
Medical Gases for Clinical Staff
Medicines Management
Patient Falls

Number
of staff
trained
(YTD)
250
222
293
2
268
288
294
276
280
278
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Number
of
eligible
staff
(YTD)
266
268
304
2
299
304
306
300
290
304

Trust
Target
(%)
80%
80%
95%
80%
80%
90%
95%
90%
90%
90%

Completion
(%)
94.0%
82.8%
96.4%
100.0%
89.6%
94.7%
96.1%
92.0%
96.6%
91.4%

Met
(Yes/No)
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
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Safeguarding Children Level 1
Scan4Safety
Sepsis
Acute Kidney Injury
BT Competence Assess - Collection
BT Competence Assess - Prep and Administer
Care Certificate
Corporate Induction
Dementia Level 2
Fire
Food Hygiene Training - Food Handling Staff
Harassment and Bullying (inc Equality and Diversity)
Infection Control (inc Hand Hygiene)
Information Governance
Local Induction
Moving and Handling Level 2 - Object Handling
Moving and Handling Level 3 - Patient Handling
Prevent Training
Resuscitation
Safeguarding Adults Level 1
Safeguarding Children Level 2
Venous Thromboembolism (VTE)
Violence and Aggression (Conflict Resolution)
Waste Management
WRAP Training

2
121
245
230
213
216
294
227
180
117
187
264
270
1
196
180
224
148
228
263
82
22
9

2
306
301
301
272
274
5
306
5
306
230
306
306
306
306
5
301
281
304
279
304
281
306
306
25

100%
20%
80%
80%
80%
80%
60%
100%
80%
85%
80%
85%
95%
95%
100%
85%
85%
80%
80%
100%
100%
95%
85%
20%
80%

100.0%
39.5%
81.4%
76.4%
78.3%
78.8%
0.0%
96.1%
0.0%
74.2%
78.3%
38.2%
61.1%
86.3%
88.2%
20.0%
65.1%
64.1%
73.7%
53.0%
75.0%
93.6%
26.8%
7.2%
36.0%

Yes
Yes
Yes
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No

Nursing staff were meeting the target for 13 modules of their 35 mandatory training, there were
two courses, which had zero completion; they were dementia level two and the care certificate,
where none of the eligible staff members had completed the training.
A breakdown of compliance for mandatory courses between April 2017 and July 2017 for
medical/dental staff in medicine is shown below:

Name of course
Acute Kidney Injury
Blood Transfusion
BT Competence Assess - Prep and Administer
BT Competence Assess - Venous Blood Sample
Consent Awareness
Dementia Level 3
Investigating of Incidents, Complaints and Claims
Medical Gases for Clinical Staff
Medicines Management
Prevent Training
Resuscitation
Safeguarding Children Level 3
Scan4Safety
Sepsis
Venous Thromboembolism (VTE)
WRAP Training
Corporate Induction
Fire

Number
of staff
trained
(YTD)
35
37
5
36
41
36
39
37
41
28
36
6
17
34
39
5
40
33
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Number
of
eligible
staff
(YTD)
41
41
6
41
41
41
41
41
41
35
41
6
41
41
41
6
41
41

Trust
Target
(%)
80%
80%
80%
80%
95%
80%
95%
90%
90%
80%
80%
100%
20%
80%
95%
80%
100%
85%

Completion
(%)
85.4%
90.2%
83.3%
87.8%
100.0%
87.8%
95.1%
90.2%
100.0%
80.0%
87.8%
100.0%
41.5%
82.9%
95.1%
83.3%
97.6%
80.5%

Met
(Yes/No)
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
No
No
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Harassment and Bullying (inc Equality and Diversity)
Health Record-Keeping
Infection Control (inc Hand Hygiene)
Information Governance
Local Induction
Moving and Handling Level 3 - Patient Handling
Patient Falls
Safeguarding Adults Level 1
Safeguarding Children Level 2
Violence and Aggression (Conflict Resolution)

23
36
28
35
36
31
35
16
29
13

41
41
41
41
41
41
41
41
35
41

85%
90%
95%
95%
100%
85%
90%
100%
100%
85%

56.1%
87.8%
68.3%
85.4%
87.8%
75.6%
85.4%
39.0%
82.9%
31.7%

No
No
No
No
No
No
No
No
No
No

Medical and dental staff within medicine had met the target for 16 out of 28 mandatory modules
between April 2017 and July 2017 the lowest completion is for violence and aggression (conflict
resolution) with 31.7%. We reviewed the number of incidents specific to violence and aggression,
which showed there were 56 reported incidents for in-hospital care between 1 June 2017 and 30
November 2017. Ward staff told us that there were not enough training dates provided for
violence and aggression sessions and it was therefore difficult to meet the required training
target.
University Hospital of North Tees had a 71.5% mandatory training completion rate, which is
worse than the trust overall rate of 80%.
University Hospital of Hartlepool had a 79.5% mandatory training completion rate, which is
slightly worse than the trust overall rate of 80%.
(Source: Routine Provider Information Request (RPIR) P40 – Statutory and Mandatory Training)
Major incident training completion rates
The trust provided data on major incident training for medicine. This showed that two staff
members were eligible for this training and the document highlighted that both staff were trained.
The trust completion target was 100%.
The trust had major incident and business continuity plans in place that could be accessed via
the trust’s intranet.
Senior managers considered seasonal demands when planning medical beds within the trust.
The trust followed NHS England guidance on the Operational Pressures Escalation Levels
Framework. This framework supported managers with demand pressures and escalation
procedures.
(Source: Routine Provider Information Request (RPIR) P40 – Statutory and Mandatory Training)
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Safeguarding
Safeguarding training completion rates
The trust set a target of 80% for completion of safeguarding training had a safeguarding lead and
team available for advice.
We reviewed the data submitted by the trust prior to inspection. A breakdown of compliance for
safeguarding courses between April 2017 and July 2017 for medical/dental and nursing staff in
medicine is shown below:

Safeguarding training completion by
module (medical and dental staff)
Actual
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

100%

Target

82%
62%

Safeguarding
Children Level 3

Safeguarding
Children Level 2

Safeguarding
Adults Level 1

According to the data, the trust were meeting the target for children safeguarding level three, the
lowest compliance with safeguarding training for safeguarding adults level one with a completion
rate of 62%. Whereas for nursing staff, they have met the trust target of 100% completion for
both children safeguarding courses, but were not meeting compliance with the target for adults
safeguarding module between April 2017 and July 2017.

Safeguarding training completion by
module (qualified nursing staff)
Actual
100%
100%
99%
99%
98%
98%
97%
97%
96%
96%

100%

Target

100%

97%
Safeguarding
Safeguarding
Children Level 1 Children Level 2

Safeguarding
Adults Level 1

University Hospital of North Tees had a 93% safeguarding training completion rate, which is below
the trust target.
University Hospital of Hartlepool had a 73% safeguarding training completion rate, which is below
the trust target.
(Source: Routine Provider Information Request (RPIR) P40 – Statutory and Mandatory Training)
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We saw however, that safeguard training was offered only to key staff on the ward/unit monthly
training report. For example, we saw in one unit that 100% compliance was recorded on the
October training report for safeguarding adult’s level two. We spoke with the sister who told us that
only one person was required to undertake the training, thus 100% compliance was met.
Safeguarding children level two also showed 100% compliance and the same member of staff was
required to complete this training.
We also saw in another unit that no training had been completed for safeguarding adults level two.
The sister told us that this training was removed several months ago, as an option for staff to book
onto, but no explanation was given. The sister also told us that services were provided to 16 and
17 year old patients. The level of children’s safeguard training provided to the unit staff, was not in
line with the Intercollegiate Safeguarding children and young people (2014). There were risks that
safeguard identification and staff working on the unit may miss subsequent alerts.
We reviewed the training across three additional wards and saw that adults safeguarding level two
training was only offered to the senior ward staff. These staff were expected to investigate the
initial safeguarding concerns but had not been provided with the higher level three adult
safeguarding training. We brought this to the attention of the senior management team who
acknowledged that this was an area of training that was to be prioritised.
The training data we reviewed did not correlate with the numbers of eligible staff that were
identified on the mandatory training overview (see above). Senior managers told us that there was
currently a discrepancy with the data, which would not be resolved until December 2017.
Staff we spoke with were aware of how to raise a safeguarding concern or alert and knew who to
contact if they required advice or guidance.
Wards and departments had systems in place for the identification and management of adults and
children at risk of abuse. Trust protocols and guidance on safeguarding were accessible and staff
told us they would speak with a manager if they needed to raise a concern.

Cleanliness, infection control and hygiene
The trust had developed a corporate infection control strategy, which was led by the Director of
Infection Prevention and Control (DIPC). There were 2.1 trust wide infection, prevention and
control (IPC) matrons trust wide linked to the directorates. Each matron held specific responsibility
for a key area. For example, one matron led on audit and the IPC committee. Overall, the lead
informed the board of the activity through the quarterly safety, quality and Infection prevention
report and made recommendations in relation to reducing healthcare-associated infections
(HCAI’s) and sustaining the improvements in infection prevention and control practices throughout
the year. IPC matrons told us staff were supported by various IPC policies. For example, an
MRSA screening policy was in use. We reviewed the ‘in hospital care report’ produced by the
infection control committee for January 2017, which showed key risk areas identified in the
previous quarter. We saw there had been a reduction in Novembers hand hygiene compliance
figures, identification of possible causes and action plans to address this. Overall, hand hygiene
score for the trust was 95% in September 2017, which met with the internal target of 95%.
The safety, quality and infections dashboard (SQID) had recently replaced the nursing and
midwifery dashboard. This electronic database held all statistics and could be accessed directly,
providing real time figures as cases were added. In addition to this, there was a corporate
infections dashboard, which was monitored by the IPC lead.
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It was evident wards reported cases of clostridium difficile (CDiff); 42 cases were recorded
between July 2016 and June 2017. A post-infection review was held for each case and actions
were identified, implemented and reviewed. We saw these reviews on two of the wards that we
visited. In addition the c diff task and finish group supported medical wards to follow 16 individual
standards to help reduce numbers overall.
We saw link nurses across four of the medical wards that we visited and a proactive culture of
reporting and identifying infections across both hospital sites. Four trust wide dedicated IPC
nurses supported these link nurses.
Methicillin-resistant staphylococcus Aureus (MRSA) cases exceeded zero avoidable infection
thresholds by one
As part of a regional streamlining process, infection control training was now completed yearly for
clinical facing staff as part of the mandatory training programme.
We saw monthly infection control audits were completed across the wards with regard to hand
hygiene, the environment and high impact interventions, such as insertion of central venous
catheters, peripheral intravenous catheters and urinary catheters. The IPC team had an action
tracker document, which highlighted overdue actions for the audit programme.
We saw high levels of compliance with hand hygiene and staff adhering to the ‘bare below the
elbow’ procedures. We reviewed the hand hygiene scores for April to December 2017 and saw a
steady improvement in scores, with April achieving 95% compliance and December showing 97%
compliance.
Personal protective equipment and hand sanitising gel was readily available throughout wards and
departments we visited.
In addition, staff told us ward hygienists were in place to complete enhanced cleaning of ward
areas. The IPC matrons told us they maintained good links with the ward hygienists.
Wards and departments were visibly clean and we saw ward cleanliness scores displayed in
public corridors. We reviewed seven items of clinical equipment and noted these to be clean and
labelled. Staff also used labels to provide assurance that equipment had been cleaned and was
ready for use.
Clinical and non-clinical waste was managed appropriately and in line with the organisations
policy. Clean linen was readily available and stored separately.
We saw isolation rooms were clearly identifiable and signage was in place to advise staff and
visitors prior to entering an isolation room.
The IPC matrons completed sepsis audits on a quarterly basis. We reviewed the local sepsis audit
for July to September 2017, which showed a steady improvement in the recorded areas.

Month

Numbers found

2A screening

2B IV antibiotics
in 1 hour

12-72 review of antibiotics

July

44

59%

40%

100%

August

50

56%

60%

80%

September

50

66%

62%

100%

20171116 900885 Post-inspection Evidence appendix template v3

Page 70

Environment and equipment
We inspected several items of equipment and found evidence of electrical safety testing. We
found equipment testing stickers were used. Senior ward staff told us that there were processes
for reporting defective equipment and felt the service worked well and there were no delays in
replacing or repairing equipment.
We saw across most of the areas we visited, a new system for bar coding equipment and other
resources was in place. Staff told us that the system was quite new but linked equipment to exact
patients and clinical areas. This provided an audit trail to track equipment used and utilise a
speedy recall; for example, in the event of defective equipment.
Staff we spoke with during focus groups told us that there was a definite lack of equipment on
some of the medical wards. For example, blood pressure machines and portable scanners. Staff
told us that often time was wasted ringing around wards trying to locate these items and took them
away from patient care.
We saw that 40 new mattresses were being trailed on one medical ward. These were specific to
the maintenance of tissue vitality and prevention of pressure ulcers and damage.

Assessing and responding to patient risk
Nursing staff recorded patient care levels, in accordance with the descriptive provided by the trust.
This description provided staff with guidance on patient dependency levels according to their
condition and provided an overall care level for each patient.
These care levels were recorded within the electronic system ‘Safer Care Live’, which produced
acuity levels for each ward. Levels were submitted onto the system three times each day.
Ward staff told us that the new electronic system, flagged wards of high risk, for example where
patients care levels were particularly high, and a greater number of skilled staff were required.
In addition, nursing staff completed national early warning scores (NEWS) to monitor for patient
deterioration. Risk assessments associated with falls, pressure ulcers, VTE, catheter and urinary
infections were collated. The new nursing documentation supported the completion of these
records, as they were held together and were located near to the patient bedside.
During this inspection, we reviewed management arrangements for the care and treatment of
patients requiring non-invasive ventilation (NIV). The trust told us that level 2 NIV patients, were
cared for within the high dependency unit. However, those patients on long term NIV can be
managed on the respiratory wards
We asked if nursing staff working on the respiratory wards had received NIV training. We saw on
the two respiratory wards that we reviewed, 13 qualified nurses had received NIV training on one
ward and 10 on the other. This ensured all patients requiring non-invasive ventilation support were
supervised by the appropriately trained nurses.
Staff had access to mental health liaison Teams for patients with mental health needs and staff
able to make telephone referrals. Ward staff spoke positively about the support they received and
described positive team working.
Patient moves per admission
The trust managed the transfer of patients internally, through the ‘Internal transfer policy’. This
clarified the needs of patients transferred between wards or departments and the role and
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responsibilities of trust staff. The transfer of deteriorating patients or those requiring specialist care
from a different directorate was managed within the policy.
The transfer of patients between hospitals was defined within the ‘Intra-transfer between hospitals
policy’.
Nursing staff reported good responses from medical staff when a patient’s condition deteriorated.

Nurse staffing
The trust has reported their staffing numbers below for November 2017.
There were 34 less WTE staff in post (across the directorate) in November 2017 than the trust
planned, to provide safe and effective care. This number is not high when compared to other
similar trusts.
Ward/Site

WTE Staff

Number in post November 2017

ACUTE CARDIOLOGY NTH

25.65

23.07

ALCOHOL SPECIALIST
NURSES

2.01

2.00

ANTI COAGULATION

1.79

0.60

C.O.P.D UHNT

7.60

7.53

CARDIAC SERVICES UHNT

5.10

4.63

CARDIOLOGY DAY UNIT

10.20

8.69

CHEMOTHERAPY UHHP

0.00

0.00

CHEMOTHERAPY UNIT UHNT 13.58

12.98

DEMENTIA SPECIALIST
NURSES

0.00

1.00

EATING DISORDERS UNIT
UHNT

2.00

1.00

GASTROENTEROLOGY

0.02

0.00

HAEMATOLOGY DAY UNIT

7.21

9.41

MACMILLAN CANCER
SERVICE

2.03

5.00

MEDICINE MANAGEMENT
TEAM

8.42

8.72

ONCOLOGY SPECIALIST
NURSES

4.00

4.06

PARKINSON'S SPECIALIST
NURSES

1.00

0.00

REHAB DAY UNIT UHHP

2.58

1.86

REHAB DAY UNIT UHNT

5.37

7.59
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RESPIRATORY FUND

0.00

0.00

RESPIRATORY SPECIALIST
NURSES

2.00

0.00

RHEUMATOLOGY

6.18

5.48

SPECIALIST NURSES UHHP

1.30

0.00

WARD 24 RESPIRATORY NTH 33.43

32.79

WARD 25 RESPIRATORY NTH 33.60

30.92

WARD 26 GASTRO NTH

34.01

30.51

WARD 27 GASTRO UHNT

33.01

30.79

WARD 29 CARDIO, DIABETES
AND GEN MED
31.85

29.14

WARD 36 SHORT STAY UNIT 33.85

28.80

WARD 38 HAEMATOLOGY
ONCOLOGY

22.07

21.89

WARD 40 ACUTE ELDERLY
CARE

34.21

30.70

WARD 41

32.59

28.89

WARD 42 ELDERLY
REHABILITATION

39.29

34.26

Total

435.95

402.31

We saw senior ward matrons held three meetings each day, to monitor the care and staffing levels
across medicine. We were not assured however that these meetings provided adequate support to
staff on the wards when needed, as actions following meetings were not recorded. We reviewed
two wards, which appeared red on the electronic system, indicating priority. Red indicated that
either the skill mix of staff did not reflect the needs of patients on the wards or there was too many
or too few staff. We saw when reviewing both wards on the system, that additional support was
not arranged despite showing red.
A senior manager told us that the wards had been discussed at the earlier senior ward matrons
meetings but there was no recorded of the discussion and the action taken.
The second ward we reviewed had not entered the care levels of the patients onto the safe care
live tool and this had not been picked up by any of the senior ward matrons, during the two earlier
previous meetings that day.
Vacancy rates
Between August 2016 and July 2017, the trust reported a vacancy rate of 10.4% in medicine; this
was related to medical and dental staff. This number is not high when compared to other similar
trusts.
(Source: Routine Provider Information Request (RPIR) P17 Vacancies)
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Turnover rates
Between August 2016 and July 2017, the trust reported a turnover rate of 5% in medicine;


University Hospital of North Tees: 5%



University Hospital of Hartlepool: 5%



Cross site: 10%

(Source: Routine Provider Information Request (RPIR) P17 Turnover)
This number is not high when compared to other similar trusts.
Sickness rates
Between August 2016 and July 2017 the trust reported a sickness rate of 5% in medicine;


University Hospital of North Tees: 4%



University Hospital of Hartlepool: 3%



Cross site: 2%

(Source: Routine Provider Information Request (RPIR) P18 Sickness)
This number is not high when compared to other similar trusts.

Bank and agency staff usage
Between April 2016 and March 2017, the trust reported a bank and agency usage rate of 21% in
medicine;


For the trust total of 20,673 shifts over the 12 month period, qualified nurses were used as
bank staff to cover 29% of shifts.



In addition agency staff were used to cover 16% of shifts.



Overall there was a total 14% (2,996) of shifts not covered by nursing staff.

(Source: Routine Provider Information Request (RPIR) P19 Nursing – Bank and Agency)
We saw that medical wards were largely staffed to have nurse to patient ratios of 1:8, in line with
NICE staffing guidance. Information on planned versus actual staffing numbers was displayed at
the entrance to all ward areas and reported to the trust board. However, these ratio numbers did
not reflect the acuity levels of the patients on the wards, which was displayed separately through
the new piloted electronic system. At the time of inspection the staff rostering system did not link
with the electronic acuity system and there was no clear overview of ward ratios.
We manually reviewed the staffing rotas for two wards, which showed staff shortages were more
common during nightshift. For example, on one respiratory ward seven shifts were identified in
November as having one less registered nurse then was planned. Five shifts were identified in
October. On another ward, we saw the numbers of registered nurses planned during the night
were three but on several occasions, only two nurses were shown on the rota. On these
occasions, this equated to a 1:12 nurse to patient ratio. Senior ward staff told us that Health care
assistants were added to the skill mix to mitigate against the risk, when they were available.
The trust provided details of staffing for the respiratory wards for October 2017 and November
2017. Data from this, showed that in October 2017 for ward 24 for registered nurses there was a
monthly planned staff hours of 1482 hours and an actual staff hours of 1361.5 hours for the day.
20171116 900885 Post-inspection Evidence appendix template v3

Page 74

Data for the night for registered nurses showed planned staff hours of 1070.5 hours and an actual
of 852 hours. Care staff planned hours for ward 24 for October 2017 showed 1076.5 hours and
actual hours of 1299.8 hours for the day shift. The night shift for care staff showed a planned staff
monthly hours of 714 hours and actual monthly hours of 805 for ward 24 during October 2017.
We saw processes in place to disperse staff accordingly but decisions to move staff were not
recorded and when staff were moved this was not always shown on the electronic system. As the
system was new, senior managers acknowledged that there would be some degree of
development of the system to clearly show how staff had been moved across the medical
directorate but this was not evident at the time of inspection.
We saw the trust had developed an ‘enhanced care team’ to meet the needs of patients requiring
one to one care. We saw that staff from the team supported the core team of ward staff to assist
patients with specific needs such as wandering or agitation. The team had four staff vacancies at
the time of inspection but recruitment was underway to fill these vacancies.
Shortfalls in staffing were covered where possible by substantive staff working additional hours
through the internal nurse bank and two agreed nursing agencies.

Medical staffing
The trust has reported their staffing numbers below for November 2017. There were two medical
staff short across the directorate. This number is very low (and therefore good).
Ward/Site

WTE Staff

Number in post November 2017

CARDIOLOGY MEDICAL
STAFF

6.33

6.53

CLIN HAEM MEDICAL STAFF
UHNT
2.76

2.27

DIABETES MEDICAL STAFF

3.10

3.40

EATING DISORDERS UNIT
UHNT

1.00

1.00

ELDERLY CARE MED STAFF
UHHP
1.15

1.20

ELDERLY CARE MEDICAL
STAFF

8.97

6.99

GASTROENTEROLOGY

9.46

10.65

GEN MED MEDICAL STAFF
UHHP

1.00

1.00

MEDICINE CONSULTANTS
UHNT

0.00

0.10

RESPIRATORY MEDICAL
STAFF

9.53

8.15

RHEUMATOLOGY

0.00

0.00

RHEUMATOLOGY MEDICAL

1.95

2.10
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STAFF
WARD 41

0.00

0.00

Total

45.25

43.39

(Source: Routine Provider Information Return (RPIR) – P16 Total numbers – Planned vs actual
tab)
There was 24-hour consultant cover, seven day a week, as well as junior doctor availability. Outof-hours cover was provided at weekend and nights. Junior doctors reported good supervision and
support from senior doctors and consultants.
We saw multi-disciplinary team huddles, which were held twice a day on each ward. Medical staff
reported good communication and handover of patients and constructive dialogue between
nursing and medical professionals.
Vacancy rates
Between August 2016 and July 2017, the trust reported a vacancy rate of 10.4% in medicine;


University Hospital of North Tees: 10.4%

(Source: Routine Provider Information Request (RPIR) P17 Vacancies)
Turnover rates
Between August 2016 and July 2017, the trust reported a turnover rate of 13% in medicine;


University Hospital of North Tees: 31%



University Hospital of Hartlepool: 0%



Cross site: 0%

(Source: Routine Provider Information Request (RPIR) P18 Turnover)
This turnover rate is higher than other similar trusts nationally.
Sickness rates
Between August 2016 and July 2017 the trust reported a sickness rate of 5% in medicine;


University Hospital of North Tees: 0%



University Hospital of Hartlepool: 2%



Cross site: 0%

(Source: Routine Provider Information Request (RPIR) P18 Sickness)
Bank and locum staff usage
Between April 2016 and March 2017, the trust reported a bank and locum usage rate of 39% in
medicine;


Locum staff were used to cover 721 shifts over the 12 month period.

(Source: Routine Provider Information Request (RPIR) P21 Medical Locums)
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Staffing skill mix
Between 1 June 2017 and 30 June 2017, the proportion of consultant staff reported to be working
at the trust was lower than the England average and the proportion of junior (foundation year 1-2)
staff was higher.
Staffing skill mix for the 128 whole time equivalent staff working in Medicine at North Tees
and Hartlepool NHS Foundation Trust
This
Trust

England
average

Consultant

37%

42%

Middle career

2%

6%

Registrar Group 25%

29%

Junior

22%

36%

Source: NHS Digital - Workforce statistics (01/06/2017 - 30/06/2017)

Records
The trust had recently introduced new nursing documentation for patients. Nursing staff were
supported to write care plans specific to the needs of each patient. The new documentation was
being piloted at the time of inspection but we saw several completed records using the new style
documentation. New records commenced with a patient assessment, which lead to risk
assessments including nutritional, falls, pressure area care. We saw that assessment information
was completed regularly and were comprehensive. Medical records were stored separately.
There was a mixed reaction to the new documentation from ward staff. Most staff we spoke with
told us that they found the new documentation easy to navigate due to the colour coded sections.
Some staff told us they found the separation of medical notes confusing. Particularly when
handing over key information regarding the patient.
We reviewed 10 sets of nursing and medical records across the medical wards. We checked
nursing records in detail looking the care plans and risk assessments; these were completed
accurately and updated regularly.
The trust used a combination of electronic and paper records. Nursing records were integrated
care records and medical and nursing records were stored at the bottom of the patient’s beds, or
within the patient’s cubicle area. Medical notes were kept at the nurse’s station.
Nursing staff told us that quality of record keeping was emphasised within the trust, matrons, and
ward managers carried out weekly documentation audits on records in all wards. We saw that
records were consistent, fully completed and learning needs were addressed with relevant staff.
Common issues were shared with all staff at ward meetings, or through safety huddles.
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We found that patient records and risk assessments were completed appropriately. Pain scores
were reliably recorded, as were food and nutrition, falls risk assessments and cannula assessment
records.
The directorate also participated in documentation audits. We reviewed the audit results for a
respiratory ward from July to November 2017. Generally, improvement was noted across all areas.
Where low scores were reported, additional audits were completed for specific areas. For
example, body map completion and Braden risk assessments (pressure ulcer risk assessments).
Mental health liaison staff provided verbal feedback and documented the outcome of their
assessments and reviews in the patients’ medical records. Ward staff referred to this information
at their daily handovers and huddles.
Mental health liaison staff accessed information from the mental health trust care records to see if
patients were already known to mental health services. They shared relevant information with the
staff on the wards and to help ensure that patients with mental health problems continued to
receive appropriate treatment.

Medicines
Medicines and intravenous fluids were stored securely. Controlled drugs were appropriately stored
with access restricted to authorised staff. Keys were held by senior ward staff.
We reviewed the controlled drug’s records on medical wards and saw accurate records and
checks were completed in line with trust policy. Controlled drug checks were also done by the
ward manager and senior staff and overall stock monitored by pharmacy technicians.
We checked fridges for storing medicines and found these to be secure. Daily temperature records
were completed in accordance with national guidance and trust policy. Staff told us they reported
fridge temperatures which were outside the appropriate range.
Ward pharmacy cover was available Monday to Friday with an on call system at weekends. We
reviewed prescription charts and found none had gaps; we were assured medicines had been
given.
We saw medicines kardex audits were completed. Senior ward staff told us they were provided
with swift feedback and areas of action discussed.

Incidents
Never Events
Never Events are serious patient safety incidents that should not happen if healthcare providers
follow national guidance on how to prevent them. Each Never Event type has the potential to
cause serious patient harm or death but neither need have happened for an incident to be a Never
Event.
Between September 2016 and August 2017, the trust reported no incidents classified as never
events for Medicine.
(Source: NHS Improvement - STEIS (01/09/2016 - 31/08/2017)
We spoke with staff about the duty of candour. The duty of candour is a regulatory duty that
relates to openness and transparency and requires providers of health and social care services to
notify patients (or other relevant persons) of certain ‘notifiable safety incidents’ and provide
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reasonable support to that person. Staff were aware of the need to be open and honest. Senior
staff were responsible for the formal duty of candour process.
We reviewed the minutes from the ‘In Hospital and Emergency Care Patient Safety Group’ dated
November 2017, which showed the number of incidents reported per directorate, including serious
incidents which may have to potential for duty of candour.
Senior managers told us that mortality and morbidity meetings were held weekly with a centralised
mortality review session held twice weekly. We reviewed mortality reports for the trust and saw
evidence of discussion and lessons learnt.
Breakdown of serious incidents reported to STEIS
In accordance with the Serious Incident Framework 2015, the trust reported 21 serious incidents
(SIs) in medicine, which met the reporting criteria set by NHS England between September 2016
and August 2017.

Of these, the most common type of incident reported was:


Slips/trips/falls meeting SI criteria with nine (43% of total incidents).



Diagnostic incident including delay meeting SI criteria (including failure to act on test
results) with four (19% of total incidents).



Treatment delay meeting SI criteria with three (14% of total incidents).



Sub-optimal care of the deteriorating patient meeting SI criteria with two (10% of total
incidents).



All other categories with two (10% of total incidents).



Medication incident meeting SI criteria with one (5% of total incidents).

Site specific information can be found below:


University Hospital of North Tees: 19 incident(s)



University Hospital of Hartlepool: two incident(s)

(Source: Strategic Executive Information System (STEIS))
We reviewed the documentation of five serious incidents. We saw all incidents were subject to a
root cause analysis, improvement plans created and lessons learnt were shared with the relevant
ward or treatment environment.
All staff we spoke with were aware of how to report an incident and were clearly able to articulate
examples of incidents of things they would report. All wards displayed safety thermometers, which
provided an overview of safety issues pertaining to that ward.
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Safety thermometer
We saw the safety thermometer used to record the prevalence of patient harms and to provide
immediate information and analysis for frontline teams to monitor their performance in delivering
harm free care. Measurement at the frontline is intended to focus attention on patient harms and
their elimination.
Data collection took place one day each month – a suggested date for data collection was given
but wards can change this. Data must be submitted within 10 days of suggested data collection
date.
Data from the Patient Safety Thermometer showed that the trust reported 16 new pressure ulcers,
23 falls with harm and 22 new catheter urinary tract infections between August 2016 and August
2017 for medical services.
Prevalence rate (number of patients per 100 surveyed) of pressure ulcers at
North Tees and Hartlepool NHS Foundation Trust

Total
Pressure
ulcers
(16)

Total Falls
(23)

Total
CUTIs
(Catheter
associated
UTI)
(22)
(Source: Safety thermometer - Safety Thermometer)
Senior ward staff told us that the trust took a proactive approach to reporting incidents and felt that
over reporting demonstrated openness and a willingness to learn from mistakes. Incidents were
discussed in several ways. This included patient updates named ‘huddles’, staff handovers, ward
meetings and staff email.
Incident trends were reported and monitored through the Patient Safety and Quality Standards
meetings which were held quarterly. Serious incidents were discussed each week as required,
through the Safety Panel and learning shared with ward staff.
Senior ward staff told us that incidents relating to violence and aggression were on the increase
and often took staff away from treating the patients.
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Is the service effective?
Evidence-based care and treatment
The trust participated in clinical audits, both nationally and locally. These were facilitated by a trust
clinical effectiveness team and the medicine directorate were included in audits. There were
systems in place to manage audits and medicine had a lead for audits. We were told of a variety of
audits undertaken to assess effectiveness and compliance against guidelines such as the National
Health and Care Excellence guidelines (NICE). Audits were led by staff relevant to the area the
audit was being completed.
We were told during our inspection that the audit and clinical effectiveness committee had a
clinical audit effectiveness strategy which highlighted the priorities for audit. The service had
access to information for monitoring audit against national institute of care and clinical excellence
guidance and the clinical lead for medicine received a regular medicine report. The pharmacy
department led on trust prescribing audits. National audits were discussed at the audit and clinical
effectiveness committee meetings along with decisions around areas for improvement.
Evidence based care and treatment was in use throughout medicine, for example the national
early warning score charts were used across wards and incorporated sepsis management and
pain scores. Fluid balance charts were in place at the service and some places used it for
documenting input and output of fluids with patients.
There were daily huddles on the wards which occurred seven days a week. We saw a staff
handover which discussed patient needs and the patients they had on the ward. Handovers were
provided to the registered nurse caring for patients in their part of the ward.
Various assessments were used and completed for patients across the services, for example,
Braden scores for skin assessments, Malnutrition universal screening tool (MUST) charts, national
early warning scores, a five step model for pressure ulcer prevention and falls risk. The frailty team
if required could complete depression scales.
A mental health liaison team were available to request from wards to provide additional mental
health based care and seek advice. This was provided in conjunction with a local NHS trust. Staff
could request the mental health liaison team through a telephone referral.
We viewed seventeen policies and procedures during the inspection and found these to be in date
and accessible through the intranet. Previous inspections found issues with policies which were
overdue their review date.

Nutrition and hydration
Patient feedback regarding the food was generally positive and patients told us they had options to
choose from the ward menu. Two ward areas were trialling meals which were ready prepared
upon arrival to the ward and could be given to patients by the healthcare assistants upon arrival.
Food and drink could be requested by staff for patients in addition to standards meal times. There
were a variety of food options for patients for individual dietary requirements.
The malnutrition universal screening tool was used to identify whether patients were
malnourished, at risk of malnutrition or obese. Dieticians were available when requested by ward
areas. Staff told us assistance was provided to patients who required assistance when eating and
drinking.
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Records we viewed had the malnutrition universal screening tool completed.
We saw protected meal times were in place during patient’s mealtimes.

Pain relief
Pain scores were in use across the services and documented on the national early warning score
charts. The services did not use any particular pain assessment tool but would use the scoring
system of 0 – 10 for pain levels. Ward 36 (Short stay ward) staff were able to access tools such as
face scales to assist in assessing pain levels.
We spoke with three patients who told us that pain relief had been administered in a timely
manner.

Patient outcomes
The Endoscopy units across the trust were Joint Advisory Group accredited. This is an
accreditation for endoscopy units.
Action plans were created in response to audit findings. The service participated in sepsis audits
and submitted findings from these quarterly and locally reported on audit findings each month. The
infection, prevention and control team worked with departments on audits in relation to cleanliness
and infection prevention. There was an infection, prevention and control lead for audits.
Audit programmes across the trust were facilitated by the clinical effectiveness team. Regular
audit and clinical effectiveness meetings took place and each year the medicine directorate
presented their forward audit programme.
We were told during our inspection there was a quarterly sepsis audit and monthly commissioning
for quality and innovation measurement which considered national institute of health and care
excellence guidelines.
The trust had an antibiotic audit dashboard and the August 2017 dashboard included different
headings such as antimicrobial prescribing standards. Overall compliance for ward 25 for example
in August 2017 was 80% for the antimicrobial standard.
Relative risk of readmission
Trust level
Between June 2016 and May 2017, patients at the trust had a higher than expected risk of
readmission for elective admissions and a higher than expected risk of readmission for nonelective admissions when compared to the England average.
Elective admissions:


Patients in clinical oncology (previously radiotherapy) and clinical haematology had a
higher than expected risk of readmission for elective admissions.



Patients in general medicine had a lower than expected risk of readmission for elective
admissions.

Non-Elective admissions:


Patients in general medicine and stroke medicine had a higher than expected risk of
readmission for non-elective admissions.
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Patients in clinical oncology (previously radiotherapy) had a lower than expected risk of
readmission for non-elective admissions.

Elective Admissions – Trust Level

Non-Elective Admissions – Trust Level

Note: Ratio of observed to expected emergency readmissions multiplied by 100. A value below
100 is interpreted as a positive finding, as this means there were fewer observed readmissions
than expected. A value above 100 is represents the opposite. Top three specialties for specific
trust based on count of activity
(Source: HES - Readmissions (01/06/2016 - 31/05/2017))
University Hospital Of North Tees
Between June 2016 and May 2017, patients at University Hospital of North Tees had a higher than
expected risk of readmission for elective admissions and a higher than expected risk of
readmission for non-elective admissions when compared to the England average.
Elective admissions


Patients in clinical oncology (previously radiotherapy) and clinical haematology had a
higher than expected risk of readmission for elective admissions



Patients in general medicine had a lower than expected risk of readmission for elective
admissions

Non-Elective admissions


Patients in general medicine and stroke medicine had a higher than expected risk of
readmission for non-elective admissions



Patients in clinical oncology (previously radiotherapy) had a lower than expected risk of
readmission for non-elective admissions
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Elective Admissions - University Hospital Of North Tees

Non-Elective Admissions - University Hospital Of North Tees

Sentinel Stroke National Audit Programme (SSNAP)
The trust takes part in the quarterly Sentinel Stroke National Audit programme. On a scale of A-E,
where A is best, the trust achieved grade C in latest audit, December 2016 to March 2017.
The trust has improved its overall level moving from level D in April to June 2016 to a level C in
August to November 2016. There are metrics where the trust has scored the lowest for speech
and language therapy where it at a level E for the last three quarters.
Patient centred Performance
Oct-Dec
15

Jan-Mar
16

Apr-Jul
16

Aug-Nov
16

Dec 16 Mar 17

Domain 1: Scanning

D↑

E↓

D↑

C↑

A↑↑

Domain 2: Stroke unit

B

B

B

B

A↑

Domain 3: Thrombolysis

B

B

C↓

B↑

A↑

Domain 4: Specialist assessments

B

B

C↓

B↑

B

Domain 5: Occupational therapy

B↑

C↓

D↓

C↑

C

Domain 6: Physiotherapy

E↓

D↑

C↑

D↓

D

Domain 7: Speech and language therapy

E

D↑

E↓

E

E

Domain 8: Multi-disciplinary team working C

B↑

C↓

B↑

B

Domain 9: Standards by discharge

B

B

B

A↑

B↓

Domain 10: Discharge processes

C

C

C

C

D↓

Patient-centred Total Key Indicator Level

C↑

C

D↓

C↑

B↑

(Source: Royal College of Physicians London, SSNAP audit)
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Team centred Performance
Oct-Dec
15

Jan-Mar
16

Apr-Jul
16

Aug-Nov
16

Dec 16 Mar 17

Domain 1: Scanning

D↑

E↓

D↑

C↑

A↑↑

Domain 2: Stroke unit

B

B

B

B

A↑

Domain 3: Thrombolysis

B

B

C↓

B↑

A↑

Domain 4: Specialist assessments

B

B

C↓

B↑

B

Domain 5: Occupational therapy

B↑

C↓

D↓

C↑

C

Domain 6: Physiotherapy

E↓↓

D↑

C↑

D↓

C↑

Domain 7: Speech and language therapy

D↑

D

E↓

E

E

B↑

B

B

B

Domain 8: Multi-disciplinary team working C
Domain 9: Standards by discharge

B

B

B

A↑

B↓

Domain 10: Discharge processes

C

C

C

C

D↓

Team-centred Total Key Indicator Level

C

C

D↓

C↑

B↑

(Source: Royal College of Physicians London, SSNAP audit)
Overall scores
Overall Scores

Jan-Mar
16

Apr-Jul
16

Apr-Jul
16

Aug-Nov
16

Dec 16 -Mar
17

SSNAP level

D

D

D

C↑

C

Case ascertainment band

A

A

A

A

A

Audit compliance band

B

B

B

B

B

C

D↓

C↑

B↑

Combined Total Key Indicator level C↑

(Source: Royal College of Physicians London, SSNAP audit)
National Diabetes Inpatient Audit
The National Diabetes Inpatient Audit (NaDIA) measures the quality of diabetes care provided to
people with diabetes while they are admitted to hospital whatever the cause, and aims to support
quality improvement.
The audit attributes a quartile to each metric which represents how each value compares to the
England distribution for that audit year; quartile 1 means that the result is in the lowest 25 per cent,
whereas quartile 4 means that the result is in the highest 25 per cent for that audit year.
The 2016 National Diabetes Inpatient Audit identified 58 in-patients with diabetes at University
Hospital North Tees, 95.1% of patients with diabetes reported that they were satisfied or very
satisfied with the overall care of their diabetes while in hospital, which places this site in quartile
four.
(Source: NHS Digital)

20171116 900885 Post-inspection Evidence appendix template v3

Page 85

Myocardial Ischaemia National Audit Project (MINAP)
All hospitals in England that treat heart attack patients submit data to MINAP by hospital site (as
opposed to trust).
Between April 2014 and March 2015, 25.1% of nSTEMI patients were admitted to a cardiac unit or
ward at University Hospital North Tees and 85.2% were seen by a cardiologist or member of the
team compared to an England average of 55% and 95.1%. (nSTEMI is a non-ST-elevation
myocardial infarction. A myocardial infarction is the medical term for a heart attack).
The proportion of nSTEMI patients who were referred for or had angiography at University
Hospital North Tees was 95.2% compared to an England average of 79%.

2014/15

nSTEMI patients that were
nSTEMI patients seen by nSTEMI patients
referred for or had
a cardiologist or a
admitted to cardiac angiography (incl after
member of team
unit or ward
discharge)

University
Hospital Of
Hartlepool

()
No data

No data

No data (No data)

454

454

271 (271)

85.2%

25.1%

95.2% (No data)

England: overall 45500

45500

38099 (38099)

55%

79% (No data)

University
Hospital Of
North Tees

95.1%

(Source: National Institute for Cardiovascular Outcomes Research (NICOR))
Lung Cancer Audit
The trust participated in the 2016 Lung Cancer Audit and the proportion of patients seen by a
Cancer Nurse Specialist was 81%, which was worse the audit minimum standard of 90%. The
2015 figure was 95%.
The proportion of patients with histologically confirmed Non-Small Cell Lung Cancer (NSCLC)
receiving surgery was 26.5%; this was similar to the national level. The 2015 figure was 19%.
The proportion of fit patients with advanced (NSCLC) receiving chemotherapy was 67.2%; this
was similar to the national level. The 2015 figure was 58%.
The proportion of patients with Small Cell Lung Cancer (SCLC) receiving chemotherapy was
77.8%; this was similar to the national level. The 2015 figure was 85%.
The one year relative survival rate for the trust in 2016 was 41.7%
(Source: National Lung Cancer Audit)
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National Audit of Inpatient Falls
The trust had a multi-disciplinary working group for falls prevention where data on falls are
discussed at most or all the meetings.
The crude proportion of patients who had a vision assessment (if applicable) was 79.3%; this
similar to the national aspirational standard of 100%.
The crude proportion of patients who had a lying and standing blood pressure assessment (if
applicable) was 16.7%; this was worse than the national aspirational standard of 100%.
The crude proportion of patients assessed for the presence or absence of delirium (if applicable)
was 32%; this was worse than the national aspirational standard of 100%.
The crude proportion of patients with appropriate mobility aid in reach (if applicable) was 71%; this
was similar to the national aspirational standard of 100%.
(Source: Royal College of Physicians)

Competent staff
Staff had received training in addition to their mandatory training and some areas of further
training had become mandatory. Staff told us they received conflict resolution training every three
years. We were told some health care assistants had completed additional care certificates to
develop their knowledge. Staff told us there were registered nurses that were training as advanced
nurse practitioners.
We asked senior managers about appraisal rates and being below the trust target. Managers were
aware there were issues with appraisal rates and told us they were working through staff
appraisals to address the issue. We asked matrons about appraisals and were told where staff
had not had a recent appraisal they were booked in for one.
New registered nurses to the trust received two weeks preceptorship. Staff we spoke with told us
there was further opportunity to develop and learn. Senior staff told us that team days were used
for training.
Staff received mandatory training in dementia awareness and some staff received further
dementia training that provided awareness of the potential needs of people living with dementia.
However staff did not receive mandatory training about the needs of people with other mental
health conditions, learning disabilities or autism. There were mandatory workbooks for staff on
sepsis.
Clinical supervision was not fully embedded across the wards, however, senior managers told us
this process was ongoing and being established. There was inconsistency in how clinical
supervision was recorded by staff. We visited wards where matrons told us clinical supervision
was on the rota and would be completed every quarter.
An in-hospital care report from November 2017 showed that staff had training such as falls,
dementia training and sepsis training once only. Compliance for falls training for in hospital care
was 91% and above the target of 90%. Compliance for level one dementia training was 94%, for
dementia, level two was 87% and dementia level three was 87% compliance. These were above
the trust compliance target of 80%.
Ward 28 compliance rates for October 2017 for consent awareness was 97% and for dementia
level two and level three was 100%.
20171116 900885 Post-inspection Evidence appendix template v3

Page 87

Appraisal rates
Between April 2016 and July 2017, 12% of staff within medicine at the trust had received an
appraisal compared to a trust target of 95%. A split by staff group can be seen in the graph below:

Appraisal completion by staff

100%

actual
target

80%
60%
40%
0%

46%

29%

19%

18%

10%

10%

9%

NHS Infrastructure
Support Staff

Medical & Dental
Staff - Hospital

Qualified Healthcare
Scientists

Support to Scientific,
Therapeutic and
Nursing Staff

Qualified Nursing and
Health Visiting Staff

Support to Doctors ad
Nursing Staff

Other Qualified
Scientific,
Therapeutic,…

0%

Public Health and
Community Health
Services

20%

University Hospital of North Tees had a 10% appraisal completion rate, compared to last financial
year (April 2016 to March 2017) where the appraisal rate was 17%.
University Hospital of Hartlepool had a 25% appraisal completion rate, compared to last financial
year (April 2016 to March 2017) when the appraisal rate was 28%
(Source: Routine Provider Information Request (RPIR) P43 Appraisals)
However, a November 2017 in hospital care report showed appraisals at 64% compliance against
a target of 95%.

Multidisciplinary working
Staff described regular multi-disciplinary team working and daily huddles were attended by
clinicians, registered nurses, integrated discharge team, physiotherapists, occupational therapists
and pharmacists. Wards had access to an enhanced care team which could provide extra support
for complex patients and could be requested via a referral form to the team.
There was evidence of multi-disciplinary and interagency working with patients who had identified
mental health problems. The mental health liaison services consisted of a range of mental health
professionals that provided mental health support to children and adults of all ages.
The discharge team was made up of trust registered nurses and local authority social work staff
provided assistance in the discharge process and worked closely with wards for effective
discharge. The integrated discharge team worked in partnership with the patient flow team at the
trust.
Speciality specific multi-disciplinary team meetings took place, for example the gastroenterology
speciality held regular meetings. Staff could refer to the tissue viability nurses as needed and we
were told these were accessible.
Staff on the wards we visited were aware of who was responsible for the patients care on their
wards and some wards split the areas of the wards and staff were responsible for the patients in
their area. We asked staff and managers about discharge of patients and avoiding this late at night
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and were told this was avoided where possible and to assist this discharge was discussed at
morning huddles so they were aware who may be able to be discharged that day.
We found there to be clear links to the mental health teams and psychiatric liaison services across
medicine and staff told us these were accessible. The trust also had a dementia lead nurse who
could be accessed for advice.

Seven-day services
In line with best practice, ward staff referred patients with suspected mental health conditions to
mental health liaison services that operated 24 hours per day, seven days per week with patients
of all ages who required mental health support.
There was 24-hour consultant cover, seven days a week, as well as junior doctor availability. Outof-hours cover was provided at weekend and nights.
There was 24 hour access to x-ray services and other diagnostic services, seven days a week.
The enhanced care team provided a seven day service to wards. The integrated discharge team
were starting to provide their service on a Saturday and there was going to be seven day working
from December 2017.

Health promotion
We observed posters for drugs and alcohol team and there were antibiotic awareness leaflets
available on wards for patients and visitors. There were smoking cessation leaflets available on
wards.

Consent, Mental Capacity Act and Deprivation of Liberty Safeguards
The trust had an up to date Mental Capacity Act policy that supported staff to adhere to the legal
requirements of the Act. The hospital had an identified Mental Capacity Act lead that staff referred
to for additional support and advice.
Staff received mandatory training in consent awareness and safeguarding children and adults.
Staff told us that training about the mental capacity act was included in their safeguarding training.
Staff were aware of the trust mental capacity act policy and the forms they needed to complete
when patients were not able to give informed consent. Staff took account of advance decisions
and arrangements for lasting power of attorney and referred patients to an independent mental
capacity advocate when they were unbefriend. Wards had a “go to file” that staff referred to for
information about the Mental Capacity Act and Deprivation of Liberty Safeguards and knew who to
go to in the hospital for additional advice and support.
Staff sought consent from patients before they provided care and treatment and some understood
the need to complete decision specific mental capacity assessments for patients who lacked
capacity.
Staff completed applications for Deprivation of Liberty Safeguards for patients who lacked capacity
and would be at risk if they left the hospital. Staff said the hospital safeguarding lead had oversight
of the applications.
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We reviewed the documentation for mental capacity act assessments and Deprivation of Liberty
Safeguards and found staff did not always complete the required documentation fully or
consistently. This meant they were not always fully compliant with the requirements of the Act.
The hospital did not have an established mental health strategy or identified lead role for patients
with mental health needs.
Ward 26 had a DOLS process chart on display in the ward.
Mental Capacity Act and Deprivation of Liberty training completion
Deprivation of liberty training completion rates was not included as part of the training information
received. Staff told us training about the mental capacity act was included in their safeguarding
training.

Is the service caring?
Compassionate care
Friends and Family test performance
The Friends and Family Test response rate for Medicine at the trust was 22% which was worse
than the England average of 25% between September 2016 and August 2017.
Friends and family Test – Response rate between 01/09/2016 and 31/08/2017 by site.
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April

ACU
EAU
SSU
W24
W25
W26
W27
W37
W40
W41
W42
W38
TOTAL

%+
92%
91%
100%
94%
100%
91%
90%
100%
90%
94%
60%
100%
92%

May
%0%
0%
0%
3%
0%
0%
5%
0%
0%
3%
0%
0%
1%

%+
100%
95%
100%
94%
100%
82%
86%
0%
90%
100%
50%
100%
83%

June
%0%
2%
0%
3%
0%
6%
0%
0%
0%
0%
0%
0%
1%

%+
75%
88%
100%
98%
92%
79%
90%
0%
0%
88%
90%
100%
75%

July
%17%
2%
0%
2%
8%
11%
5%
0%
0%
12%
0%
0%
5%

%+
92%
86%
100%
95%
100%
86%
92%
0%
100%
100%
100%
100%
88%

Aug
%8%
14%
0%
2%
0%
0%
8%
0%
0%
0%
0%
0%
3%

%+
90%
100%
100%
96%
92%
100%
77%
0%
0%
97%
100%
100%
79%

Sept
%10%
0%
0%
0%
0%
0%
8%
0%
0%
0%
0%
0%
2%

%+
100%
75%
95%
97%
100%
100%
95%
0%
0%
87%
88%
100%
78%

Total
%0%
25%
0%
0%
0%
0%
0%
0%
0%
3%
0%
0%
2%

%+
92%
89%
99%
96%
97%
90%
88%
100%
93%
94%
81%
100%
93%

%6%
7%
0%
2%
1%
3%
4%
0%
0%
3%
0%
0%
2%

The emergency assessment unit reports under emergency care so the overall percentage of
friends and family who would recommend the medical wards is 93.6%.
(Source: NHS England Friends and Family Test)
In addition, we received data from the trust, which showed between April to September 2017 the
directorate regularly received 100% scores from patients who said they would recommend the
service. The average response showed 93% of patients would recommend.
We spoke with 12 patients. All except one told us that the care and treatment they had received
was positive. One patient told us ‘The care that I have received on this ward had been excellent.
They have been the most attentive, caring and well-mannered people’.
We completed a close observation exercise on one specific ward. We observed the care and
treatment delivered to patients during the course of the morning. We saw staff were caring and
compassionate and interacted with patients in a cheerful and friendly manner.

Emotional support
There were rooms available where relatives could speak to staff or use if they were distressed.
One patient told us ‘They treat me lovely and speak to me kindly’,
The hospital chaplaincy service was available Monday to Friday, with an on-call service at
weekends and outside of usual working hours.
In addition, bereavement support officers were available Monday to Friday 8am to 4pm, which
supported families with practical arrangements following the loss of a friend or relative.
We saw a range of clinical nurse specialists across the medical wards. For example, the diabetes
and respiratory nurse specialists, who could provide a high level of emotional support and practical
advice.
We observed an incident, in which a patient became particularly distressed. Staff including
security personnel assisted the patient in a caring and compassionate manger, whilst reassuring
patients around them.
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Staff told us they maintained positive links with mental health services and liaison staff who visited
the ward regularly to see patients with mental health needs and give advice to staff on issues such
as managing challenging behaviour.

Understanding and involvement of patients and those close to them
All wards were extremely busy during our inspection. We saw staff took time to listen to the needs
of the patients and ensure explanations were given when providing care and treatment.
Several patients we spoke with were unsure about care plans or what they were. However,
patients were able to describe involvement in their care journey and felt involved in decision
making. One patient told us ‘They have explained everything that they are doing to me. If I ask a
question the nurses answer it’.
We saw staff were flexible to the needs of visitors and provided information when they visited. We
saw information leaflets across all wards, relating to specific information, for example, respiratory
conditions, stroke and dementia.
We saw that wards displayed ‘You said, we did’ posters to show actions taken from NHS Friends
and Family Test feedback. Wards had quiet rooms where relatives were taken to speak to staff in
private.
Patients were aware of their discharge arrangements and actions required prior to discharge. One
patient told is ‘I was fully involved in my plans for rehab’.

Is the service responsive?
Service delivery to meet the needs of local people
We asked senior managers about service planning and were told this was done in conjunction with
the business plan for the unit, consideration of the current trust strategy and considering which
areas of medicine they were going to develop services further.
Overall management worked with the speciality clinical leads within medicine to develop business
plans. These plans were then taken to trust board for review and the service worked with
commissioners to plan services.

Average length of stay
Trust Level
Between July 2016 and June 2017 the average length of stay for medical elective patients at the
trust was 0.7 days, which is lower than the England average of 4.2 days.
For medical non-elective patients, the average length of stay was 5.1 days, which is lower than the
England average of 6.6 days.
Average length of stay for elective specialties:


Average length of stay for elective patients in clinical haematology, clinical oncology
(previously radiotherapy) and general medicine are all lower than the England average.
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Average length of stay for non-elective specialties:


Average length of stay for non-elective patients in general medicine, stroke medicine and
clinical oncology (previously radiotherapy) are all lower than the England average.

Elective Average Length of Stay – Trust Level

Non-Elective Average Length of Stay – Trust Level

University Hospital Of North Tees
Between July 2016 and June 2017 the average length of stay for medical elective patients at
University Hospital of North Tees was 0.7 days, which is lower than England average of 4.2 days.
For medical non-elective patients, the average length of stay was 5.1 days, which is lower than
England average of 6.6 days.
Elective Average Length of Stay - University Hospital Of North Tees
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Non-Elective Average Length of Stay - University Hospital Of North Tees

(Source: Hospital Episode Statistics)

Meeting people’s individual needs
Staff could access and enhanced care team at the trust via a referral form. This allowed staff to
request further support for patients who required enhanced care during their stay on the wards.
Once the referral was received, the enhance care team would allocate a member of staff to the
patient on the ward. The enhanced care team was a seven day service.
Staff could access a trust dementia nurse specialist for further support and advice for patients
living with dementia. Some wards across medicine had link nurses for dementia. We were told
there was a trust learning disability nurse who could provide support if required.
A mental health liaison team were available to wards to assist with patients who have challenging
behaviours for example. Wards could make a telephone referral to these services.
Interpreter services were available on wards and we were told these were accessible. There were
posters on ward notice boards showing how to contact interpreter services for patients and carers.
There was no particular ongoing work for patients living with a learning disability, however staff we
spoke with told us they would speak with families about patient requirements and what the trust
need to do.
The trust provided the intentional rounding document and this included prompts such as pain,
personal care and position along with falls risks and skin care plans. Fluid balance and national
early warning scores reviewed was also included on the document. This meant staff checked
patients over an agreed frequency of time, such as hourly or two hourly depending on patient
needs to make sure they were safe and comfortable.
There were a number of leaflets with additional information on wards, for example, patient
experience leaflets.

Access and flow
Staff we spoke with told us patient movement between wards after 10pm was avoided if possible.
We found an instance during our inspection when this had happened, however staff were able to
describe the reasons around capacity and told us this was not common.
During our inspection the service did not have the resilience ward open, however, senior
managers told us this was ready to open as required and would be opened in stages during times
of high demand and capacity issues at the trust. A ward was open which had medical and surgical
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patients and we were told that the relevant consultant and on-call consultant was responsible for
review of these patients.
During our inspection, there were four medical boarders in the hospital. These were patients who
were under the care of a medical consultant, but were admitted into a bed outside of the medical
directorate, due to unavailability of a medical bed.
Discharge was planned early across the wards and discussion of patient care and discharge was
completed during the daily huddle, which occurred each morning. The discharge team attempted
to organise complex discharges as early as possible. The discharge team include a
multidisciplinary team including physiotherapists, occupational therapists, social care officers and
registered nurses. The discharge nurses attended ward huddles when they could and we were
told their role was to facilitate discharge from the wards. The team liaised with external
organisations as required to facilitate discharge. We were told staff could fast track patients for
discharge for patients who were deteriorating or who had a poor prognosis. The discharge team
worked with external organisations where required, during the discharge process and could refer
to other services.
During times of increased demand, some wards for example, the stroke wards could increase
capacity by adding beds to the ward.
Referral to treatment (percentage within 18 weeks) - admitted performance
The trust’s referral to treatment time (RTT) for admitted pathways for medicine has been
consistently above the England average for the entire reporting period from August 2016 to July
2017.
In August 2016 98% of this group of patients were treated within 18 weeks versus the England
average of 91% compared to July 2017 the number of patients is still above the England average
with 99% versus 89%.

(Source: NHS England)
Referral to treatment (percentage within 18 weeks) – by specialty
Three specialties were above the England average for admitted RTT (percentage within 18
weeks).
Specialty grouping

Result

England average

Rheumatology

100%

93.5%

Thoracic Medicine

100%

93.9%

Geriatric Medicine

100%

98.0%
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Learning from complaints and concerns
Matrons on the wards were responsible for investigating and responding to complaints. Staff we
spoke with could describe complaints that had been responded to and where they had changed
practice as a result, for example the ward drop in sessions were used to gather patient feedback
and as a result had considered changes to the meal times through feedback.
A ward 42 safely together board for October 2017 showed there had been 25 compliments and
one complaint on the ward. On ward 37, there was a poster for concerns about your care and
detailed who to contact.

Summary of complaints
Between July 2016 and June 2017, there were 71 complaints about medical care. The trust took
an average of 46 days to investigate and close complaints, this is not with their complaints policy,
which states complaints should be completed with 25 days or 40 days for more complex
complaints. The main complaint was about ‘all aspects of clinical treatment’.
(Source: Routine Provider Information Request (RPIR) P61 Complaints)

Is the service well-led?
Leadership
There were clear leadership structures across medicine. Each ward was managed by a deputy
matron and a matron. There were two senior clinical matrons that managed medicine overall and
had management responsibility for the areas. A clinical lead for inpatient hospital care was part of
the management structure for medicine.
Each speciality within medicine had its own clinical lead.
All staff we spoke with however told us that matrons and senior managers were visible,
accessible, and supportive. Senior managers told us that matrons’ being visible and accessible
was used as a way to understand the morale on the wards, a junior doctor’s forum was available
and senior managers told us that overall morale was good. The staff survey was also used as an
indicator of morale across medicine.

Vision and strategy
Senior managers we spoke with told us their aim of providing the best care to patients and working
collaboratively locally to provide services to patients whilst aligning with overall trust strategy.
We saw the vision and values of the trust on display on a number of wards visited. Staff were able
to tell us about the strategy and how they contributed towards it.

Culture
Overall, we found morale to be good across the services visited. Staff felt respected and valued
and told us of good teamwork in their teams.
Staff had a good relationship with staff from the mental health liaison services and valued their
accessibility and support. The provision of mental health advice and support was embedded
across all the wards.
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The trust provided a medicine safety dashboard which included information on friends and family
test results. For example, recent results for ward 24 for October 2017 showed that 95% of
respondents would recommend the services, on ward 25, 100% of respondents would recommend
the services and on ward 26, 91.43% of respondents would recommend the services. 100% of
respondents would recommend the service on ward 42 in October 2017 and on ward 41, 86.67%
of respondents would recommend the services.
There was a weekly health and wellbeing newsletter, which let all staff know when activities were
being held, such as no smoking support groups and exercise sessions.
All staff we spoke with told us there was a culture of openness and transparency and support to
speak out if something felt wrong.

Governance
Governance was embedded into the services operational management meetings; however there
was no specific medicine governance meeting; however, senior managers told us the weekly
patient safety meeting covered governance issues.
A variety of regular meetings in medicine enabled governance to be discussed and escalated
where necessary. Individual specialities within medicine had regular meetings. These speciality
meetings fed into the specialities lead meeting every three months. There was also a service line
meeting for the medicine directorate, which considered finance. There was a monthly meeting for
consultants at the trust, which considered performance, patient safety and other issues for
example. A senior level meeting for clinical directors and general managers took place each
month. Senior managers told us these meetings were effective.
In addition, the trust held patient safety groups for medicine every Monday to discuss issues and
patient safety risks. There was a trust wide patient safety group which met every Monday and the
clinical lead for medicine attended both of these meetings.
A matrons meeting took place monthly and included senior clinical matrons. This meeting was
used to share information with ward matrons and they would then take this to their wards and
share the information with ward staff.
The trust provided a medicine and elderly care report for clinical governance performance for
2017/2018 quarter one. This report showed complaints, incidents and risk register data.
The trust provided an in-hospital care directorate report from November 2017 which had patient
safety in the minutes and included incidents and the number of risks to the service for example.
This in-hospital care directorate report from November 2017 also included performance.
The medicine safety dashboard the trust provided to us showed quality and safety related
information such as complaints, pressure ulcers and falls. Minutes from the 13 November 2017
patient safety meeting for medicine and emergency care showed that compliments, complaints,
incidents and risks were part of the meeting.

Management of risk, issues and performance
The hospital had a good relationship with the local acute mental health trust and staff from the
mental health liaison services. The provision of mental health advice and support was embedded
across all the wards.
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A Monday morning patient safety panel meeting took place to discuss patient safety and this was
attended by matrons, clinical directors, senior clinical matrons and general managers. These
meetings considered agenda items such as compliments, complaints and incident reports.
The service had a risk register and we were told the trust patient safety team managed the risk
register and would notify staff when a risk required review. The risk register did not detail the date
the risk required review. Discussion of risk was carried out at the patient safety panel. Endoscopy
had its own monthly patient safety meeting.
We asked senior managers about the risks to the service and were told that falls and pressure
ulcers were the main current risks. Following a serious incident, we were told staff had been
retrained through work booklets and 76% of staff had completed this booklet and there had been
an increase in incident reports from pressure ulcers. Posters had also been displayed on wards.
Senior managers told us a booklet had been provided to staff on falls and managers told us they
had updated the falls policy.
Previous inspections found concerns with the risk register, we found during this inspection the
number of risks had reduced from 208 risks to 32 risks documented. Falls were documented on
the medicine risk register; however pressure ulcers were not documented on the risk register
provided by the trust.
We asked how senior managers managed performance across the medicine and were told that
speciality meetings were used to address performance, ward specific reports had been developed
to assist in performance monitoring and performance was also managed at the directorate
meeting and specialities lead meeting.
Wards visited had a ‘safely together ‘board on display which highlighted key quality information
regarding the ward for the month previously and included information such as falls, compliments,
complaints, pressure sore and hand hygiene.

Information management
Staff had access to the relevant information systems such as the incident reporting system and
policies available through the intranet. Information was shared with staff through newsletters on
wards, email and ward meetings. Areas visited had made the meetings as appropriate to their
area as possible, for example, some areas found newsletters were a more effective way of sharing
information with staff.
We saw proactive use of technology systems in pilot stage to improve the delivery and
implementation of care, such as safer care live.
We saw service performance measures in place, to drive improvement in the compliance figures
for staff information governance training.

Engagement
Senior staff told us they had held a registered nurse development day to increase staff
engagement and held a workshop for staff drop in to speak with senior managers.
To improve engagement with staff and facilitate sharing of information from senior staff, ward 42
had implemented a newsletter for staff on the ward and held once yearly team days which could
be used for clinical supervision.
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Matrons held drop in sessions for families and carers on a weekly basis and we were told this had
assisted in reducing complaints. This drop in sessions allowed senior staff to gain views on the
service and patient and family experiences.

Learning, continuous improvement and innovation
There were wards we visited during our inspection which had trialled improvements and
implemented new initiatives across the wards.
Some wards had trialled electronic observations and there was a planned trial for electronic
prescribing in early 2018.
The patient flow team and integrated discharge team told us of a trial with the discharge lounge
where they had aligned bed managers to work the discharge team and ambulance services.
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Maternity
Facts and data about this service
North Tees and Hartlepool NHS Foundation Trust has 54 Maternity beds, split across the
maternity unit at University Hospital of North Tees and the birth centre at University Hospital of
Hartlepool.
The midwifery led birth centre at University Hospital of Hartlepool has eight beds. The hospital
also has an antenatal day unit.
The maternity unit at University Hospital of North Tees has 28 beds across the ante/post-natal
wards and a delivery suite consisting of 18 beds, including HDU and two bereavement suites. The
hospital also has an antenatal day unit and outpatient services.
(Source: Trust Routine Provider Information Return (RPIR) – Acute sites)
Between April 2016 and March 2017 there were 2,915 deliveries at the trust.
A comparison between the number of births at the trust and the national totals during this time
period is shown below.

SOURCE: HES - Deliveries (01/04/2016 - 31/03/2017)
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A profile of all deliveries between July 2016 and June 2017 can be viewed below.

(Source: Hospital Episodes Statistics (HES) – Provided by CQC Outliers team)
The number of deliveries at the trust by quarter for the last two years can be seen in the graph
below.
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Is the service safe?
Mandatory training
Mandatory training completion rates
The trust set targets of between 20% and 100% for completion of mandatory training (module
dependent).
A breakdown of compliance for mandatory courses between April 2017 and July 2017 for
medical/dental staff in Maternity is shown below:
Please note – the trust supplied no data for medical staff under the core service of maternity for
University Hospital Hartlepool as they only have a midwifery led birth centre.
However for University Hospital North Tees medical staff for maternity are recorded under the
team of “obs and gynae – medical staff” which the trust have mapped to the core service of
gynaecology.

Name of course

Number
Number of
of staff eligible Trust
trained staff
Target Completion Met
(YTD)
(YTD)
(%)
(%)
(Yes/No)

Acute Kidney Injury

20

20

80%

100.0%

Yes

Blood Transfusion

20

20

80%

100%

Yes

BT Competence Assess - Prep and
Administer

2

2

80%

100%

Yes

BT Competence Assess - Venous Blood
Sample

18

19

80%

95%

Yes

Consent Awareness

20

20

95%

100%

Yes

Dementia Level 3

16

20

80%

80%

Yes

Fire

18

20

85%

90%

Yes

Health Record-Keeping

18

20

90%

90%

Yes

Investigating of Incidents, Complaints and 19
Claims

20

95%

95%

Yes

Medical Gases for Clinical Staff

18

20

90%

90%

Yes

Medicines Management

19

20

90%

95%

Yes

Patient Falls

18

20

90%

90%

Yes

Resuscitation

18

20

80%

90%

Yes

Safeguarding Children Level 2

2

2

100%

100%

Yes

Safeguarding Children Level 3

18

18

100%

100%

Yes

Scan4Safety

6

20

20%

30%

Yes
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Sepsis

20

20

80%

100%

Yes

Venous Thromboembolism (VTE)

19

20

95%

95%

Yes

Corporate Induction

19

20

100%

95%

No

Harassment and Bullying (inc Equality
and Diversity)

13

20

85%

65%

No

Infection Control (inc Hand Hygiene)

11

20

95%

55%

No

Information Governance

18

20

95%

90%

No

Local Induction

16

20

100%

80%

No

Moving and Handling Level 3 - Patient
Handling

13

20

85%

65%

No

Prevent Training

1

2

80%

50%

No

Safeguarding Adults Level 1

10

20

100%

50%

No

Violence and Aggression (Conflict
Resolution)

5

20

85%

25%

No

Waste Management

2

20

20%

10%

No

WRAP Training

12

18

80%

67%

No

Medical and dental staff at University Hospital North Tees working within maternity met the targets
for 18 of the 29 modules between April and July 2017. Modules with the lowest compliance levels
include waste management, violence and aggression (conflict resolution) and infection control
(including hand hygiene)
A breakdown of compliance for mandatory courses between April 2017 and July 2017 for
nursing/midwifery staff in Maternity is shown below:

Name of course

Number
Number of
of staff eligible Trust
trained staff
Target Completion Met
(YTD)
(YTD)
(%)
(%)
(Yes/No)

Acute Kidney Injury

95

112

80%

85%

Yes

Blood Transfusion

111

112

80%

99%

Yes

BT Competence Assess - Collection

64

73

80%

88%

Yes

BT Competence Assess - Prep and
Administer

63

72

80%

88%

Yes

BT Competence Assess - Venous Blood
Sample

96

112

80%

86%

Yes

Consent Awareness

108

112

95%

96%

Yes

Dementia Level 3

92

112

80%

82%

Yes
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Food Hygiene Training - Food Handling
Staff

98

112

80%

88%

Yes

Health Record-Keeping

107

112

90%

96%

Yes

Investigating of Incidents, Complaints and 109
Claims

112

95%

97%

Yes

Medical Gases for Clinical Staff

104

112

90%

93%

Yes

Medicines Management

110

112

90%

98%

Yes

Patient Falls

103

112

90%

92%

Yes

Sepsis

108

112

80%

96%

Yes

Corporate Induction

108

112

100%

96%

No

Fire

90

112

85%

80%

No

Harassment and Bullying (inc Equality
and Diversity)

35

112

85%

31%

No

Infection Control (inc Hand Hygiene)

57

112

95%

51%

No

Information Governance

90

112

95%

80%

No

Local Induction

95

112

100%

85%

No

Moving and Handling Level 3 - Patient
Handling

88

112

85%

79%

No

Resuscitation

67

112

80%

60%

No

Safeguarding Adults Level 1

93

112

100%

83%

No

Safeguarding Children Level 3

104

112

100%

93%

No

Scan4Safety

18

112

20%

16%

No

Venous Thromboembolism (VTE)

106

112

95%

95%

No

Violence and Aggression (Conflict
Resolution)

21

112

85%

19%

No

Waste Management

8

112

20%

7%

No

WRAP Training

88

112

80%

79%

No

Nursing and midwifery staff working within maternity met the targets for 14 of the 29 modules
between April and July 2017. Modules with the lowest compliance levels include waste
management, scan4safety, violence and aggression (conflict resolution) and resuscitation.
Nursing and midwifery staff working within maternity at University Hospital of North Tees had an
overall mandatory training compliance of 76% which is slightly better than the trust overall rate of
75%.
(Source: Routine Provider Information Request (RPIR) P40 – Statutory and Mandatory Training)
The maternity training team had a robust system to ensure midwifery and medical staff of all
grades attended mandatory obstetric training. Data observed during inspection found from
November 2017 showed staff had met the required completion rate.
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Name of course

Service
Target Completion Met
(%)
(%)
(Yes/No)

Cardiotocograph training

60%

67%

Yes

Antenatal screening

60%

65%

Yes

Antepartum Haemorrhage

60%

84%

Yes

Breastfeeding

60%

83%

Yes

Newborn resuscitation

60%

97%

Yes

Post-Partum Haemorrhage

60%

99%

Yes

Shoulder Dystocia

60%

97%

Yes

Sepsis

60%

99%

Yes

GROW

60%

98%

Yes

Breach

60%

88%

Yes

Cord prolapse

60%

90%

Yes

Eclampsia

60%

98%

Yes

Pool Evacuation

60%

85%

Yes

Perinatal Mental Health

60%

77%

Yes

Midwifery staff were required to attend four days to mandatory obstetric training every year,
maternity and healthcare assistants were required to attend three days; medical staff of all grades
were required to attend two days. Training was provided for community midwives in an alternative
location, which simulated a homebirth environment.
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Safeguarding
Safeguarding training completion rates
The trust set a target of 100% for completion of safeguarding training.
A breakdown of compliance for safeguarding courses between April 2017 and July 2017 for
medical/dental and nursing/midwifery staff in Maternity is shown below:

The trust met the 100% target for two of the three safeguarding modules for medical staff, but only
50% of eligible staff were compliant with level 1 adults safeguarding between April and July 2017.
Nursing and midwifery staff within maternity were not meeting the 100% standard for either of the
two applicable safeguarding training modules between April and July 2017.

University Hospital of North Tees nursing and midwifery staff had an 84% completion rate for level
1 adults training, and a 91% completion rate for level 3 children training, both of which were below
the trust target.
For community midwives who work cross site they achieved a 100% completion rate for both
safeguarding training modules.
(Source: Routine Provider Information Request (RPIR) P40 – Statutory and Mandatory Training)
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The service had a robust safeguarding children policy, community midwives had safeguarding
supervision three monthly after an initial monthly supervision for six months when newly
appointed.
There were specialist midwives to support for vulnerable women in particular those identified with
substance misuse, female genital mutilation and at risk of child sexual exploitation.
There was a robust pathway of support for women long standing mental health concerns and
those identified as high risk.

Cleanliness, infection control and hygiene
There were two cases of trust attributed Methicillin-Resistant Staphylococcus Aureus (MRSA)
(not bacteraemia) and no cases of trust attributed Clostridium difficile (C. difficile) between
November 2016 and October 2017 within the maternity unit.
Appropriate signage was on display regarding hand washing for staff and visitors, there was
adequate numbers of hand gel dispensers around the departments.
Observations during the inspection confirmed that all staff wore appropriate personal protective
equipment when necessary, and followed ‘bare below the elbow’ guidance, in line with national
good hygiene practice.
Data provided by the trust showed 51% of staff had completed infection prevention and control
training. However, on site we found training levels were above the trust-training target at 90%.
The CQC Survey of Women’s Experience of Maternity Services (2015) showed the service scored
‘about the same’ as other trusts for cleanliness, infection control and hygiene.
Data reviewed on ward boards showed the most recent hand hygiene audit; staff were identified to
have between 99% and 100% compliance of nursing, midwifery and medical staff on delivery suite
and wards.
Failsafe systems were in place to identify women for Hepatitis B and HIV at booking to ensure
care provided followed the correct care pathways. Data for October 2017 showed 100% of women
were screened for HIV and Hepatitis B.

Environment and equipment
There was adequate equipment on the wards to ensure safe care specifically, cardiotocography
(CTG) and resuscitation equipment. Staff confirmed they had enough equipment to meet patients’
needs.
The trust’s medical engineering department regularly checked maintenance of equipment and
records showed staff carried out equipment checks each day.
The delivery suite had 15 delivery rooms, all were en suite; there was a mix of en suite bath and
shower rooms. There was a two bedded room used for induction of labour. One room had a
birthing pool; there was an active labour area of four delivery rooms where women could use
specialist birthing equipment to keep active in labour.
There was a self-contained bereavement suite which had two ‘home from home’ rooms, and one
delivery room, there was also a store room for all equipment staff would need in the event of a
fetal death. The bereavement suite did not have its own access formal access; however, senior
staff informed us that plans were in place to install video access to the rear of delivery suite. This
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would mean families experiencing fetal loss did not have to access through the same entrance as
pregnant women and their families.
All delivery rooms had piped ENTONOX® (gas and oxygen) and other gases. The delivery suit
had a fetal blood analyser.
There were two obstetric theatres with direct access from delivery suite; one used mainly for
elective surgery and the other used for emergency cases, however, should two emergency
theatres be required both theatres could be used. Women were recovered in a separate recovery
area adjacent to delivery suite.
There were challenges with the layout of the delivery suite in complying with Health Building Note
09-02 – Maternity care facilities (2013). “The reception desk should be located to enable all visitors
entering or leaving the unit to be monitored,” this was not possible with the desk being located at
the end of the entrance corridor slightly to the right, so the entrance could not be seen from the
reception desk. The layout on the antenatal and postnatal ward (Ward 22) also made observing
people entering and leaving the ward difficult. This presented a challenge in adhering to the trust
policy on prevention and management of infant and child abduction, particularly in relation to
‘tailgating’. The policy stated, “staff should be vigilant to visitors and should prevent where possible
visitors enabling other people into the unit through non-manned security doors, this is called
tailgating.” Both the delivery suite and ward 22 had video call access and monitoring; staff had to
buzz patients and visitors onto the unit as needed and could observe who was entering the unit.
The trust ran a tailgating exercise in October 2016, which showed areas of good practice and
lessons learnt.
The service had made appropriate adjustments to ensure women with a disability had access to
suitable facilities. Specialist equipment for women with a high body mass index (BMI) was
available when required.
Ward 22 predominantly had bays of four beds with six side rooms; space between beds was
adequate and allowed for cots and chairs to be placed beside the beds.
The antenatal clinic had eight consultation rooms, all were set up identically (the clinic area was
shared with gynaecology). The clean and dirty utility were well organised with all equipment stored
off the floor
The day assessment unit (MAU) had limited space, there were no single consulting rooms, and
the rest of the assessment space had chairs and two were behind curtains. Patients waited for
their appointments in the antenatal clinic waiting area.
Staff we spoke with informed us they had enough equipment to meet the need of patients, these
included cardiotocograph machines (CTG) which monitor a fetal heart rate over a period of time.
Cardiac arrest trolleys were accessible in all areas. All quality control checks on equipment such
as cardiac arrest trolley’s, resuscitaires, blood glucose monitors and CTGs were present with no
gaps found.
We reviewed stock and store cupboards and found a number of items, which were past their use
by date. We raised this with senior staff in the clinical areas; all of the items were removed
immediately and were to be used for staff training.
The neonatal unit was situated close to ward 22, which was the floor above delivery suite. There
was direct lift access and staff were able to have priority access to the lift if this was required. Staff
we spoke with informed us that paediatric staff could attend emergencies quickly.
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Assessing and responding to patient risk
Midwifery staff identified women as high risk by using an early warning assessment tool known as
the Maternal Early Warning System (MEWS) to assess their health and wellbeing. This
assessment tool enabled staff to identify and respond with additional medical support if necessary.
We reviewed ten records and saw all contained appropriately completed MEWS tools. We also
reviewed internal audit data dated between October 2016 and October 2017; the service audited
10 MEWS records monthly on both delivery suite and ward 22 which showed good compliance
with the MEWS tool.
Arrangements were in place to ensure checks before, during and after surgical procedures in line
with best practice principles. This included completion in obstetric theatres of an adaptation of the
World Health Organisation (WHO) surgical safety checklist. An obstetric audit of the WHO
checklist for the period June/July 2017 (sample size of 30) showed good compliance with
completion. The standard for completing each section was 100%; we found compliance levels
between 93% and 97%. The audit results showed a significant improvement in compliance from
the previous audit in 2016.
There were clear processes in the event of maternal transfer by ambulance, transfer from
homebirth to hospital and transfers postnatally to another unit.
Risk assessment at antenatal booking was done for all women using trust guidance to determine
whether individuals were high or low risk. The trust had an antenatal screening specialist midwife
and there were fail-safes across all screening programmes. A failsafe is a back-up mechanism, in
addition to usual care, which ensures if something goes wrong in the screening pathway,
processes are in place to identify what is going wrong and what action follows to ensure a safe
outcome.

Midwifery and nurse staffing
Vacancy rates
Between August 2016 and July 2017, the trust reported an overall vacancy rate of 10.0% for
nursing/midwifery staff in Maternity;


University Hospital of North Tees: 12.2%



Cross site (includes student midwives, and community midwives East Durham): -20.2%
(Due to an over establishment)

(Source: Routine Provider Information Request (RPIR) P17 Vacancies)
Turnover rates
Between August 2016 and July 2017, the trust reported an average turnover rate of 0.9% for
nursing/midwifery staff in maternity;


University Hospital of North Tees: 0.9%

(Source: Routine Provider Information Request (RPIR) P18 Turnover)
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Sickness rates
Between July 2016 and June 2017, the trust reported an average sickness rate of 5.3% for
nursing/midwifery staff in Maternity;


University Hospital of North Tees: 5.2%



Cross site: 2.7%

(Source: Routine Provider Information Request (RPIR) P19 Sickness)
Bank and agency staff usage
Between April 2016 and March 2017 the trust reported a bank and agency usage rate of 21.5% for
nursing/midwifery staff in Maternity;


For the trust, a total of 2,520 shifts over the 12 month period, of which qualified nurses
were used as bank staff to cover 20% of shifts, as well as agency staff used to cover 1.5%
of shifts, overall there was a total 82.2% (2,072) of shifts not covered by nursing staff.

(Source: Routine Provider Information Request (RPIR) P20 Nursing – Bank and Agency)
Midwife to birth ratio
Between July 2016 and June 2017 the trust had a ratio of one midwife to every 24 women, which
is lower (therefore better) than the England average of one midwife to every 27 women.
(Source: CQC Insight)
However, at the time of our inspection there as a significant number of midwives on maternity
leave which brought the actual midwife to birth ratio up to 1:27 which is better than the safer
childbirth recommendation of 1:28.
The service monitored staffing on the delivery suite every three hours. This was done using a
recognised acuity tool. This meant the service could identify when 1:1 care in labour was
becoming difficult.
Community midwife caseloads were reported as 1:120, this is worse than the national
recommendations of 1:98. The service had commissioned a review of the community midwifery
caseloads.
There was rotation of midwifery staff around the service, this meant that staff were able to
maintain and update their clinical skills.

Medical staffing
(Source: Routine Provider Information Request (RPIR) – P16 Total numbers – Planned vs actual
tab)
Consultant obstetrician cover was provided on the labour ward from 8.00am to 10.00pm providing
98 hours cover each week; this was better than the recommendations of Safer Childbirth (2007).
Consultants were contactable out of hours and medical staff told us they felt happy to do this.
There was also on call cover provided by senior house officers and middle grade doctors for
obstetrics and gynaecology. Staff from all areas we visited told us they could always speak to a
doctor if advice or input was needed and if the situation required, doctors would attend the ward.
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Turnover rates
Between August 2016 and July 2017, the trust reported an average turnover rate of 1.3% for
medical staff working in obstetrics and gynaecology at University Hospital of North Tees.
(Source: Routine Provider Information Request (RPIR) P18 Turnover)
Sickness rates
Between July 2016 and June 2017, the trust reported an average sickness rate of 4.4% for
medical staff working in obstetrics and gynaecology at University Hospital of North Tees.
(Source: Routine Provider Information Request (RPIR) P19 Sickness)
Bank and locum staff usage
The total number of shifts was not provided in the data from the trust, however the data does show
that agency staff were used to cover 28 shifts between April 2016 and March 2017.
(Source: Routine Provider Information Request (RPIR) P21 Medical Locums)
Staffing skill mix
As of June 2017, the proportion of consultant staff reported to be working at the trust was slightly
higher than the England average and the proportion of junior (foundation year 1-2) staff was
similar to the England average.
This
Trust

England
average

Consultant

45%

41%

Middle career

7%

8%

Registrar Group 42%

44%

Junior

6%

7%

(Source: NHS Digital Workforce Statistics)

Records
The maternity service had developed its own modular set of notes. The women carried their
antenatal notes throughout pregnancy in line with National Institute for Health and Care
Excellence (NICE) Quality Standard (QS) statement 3.
The service had implemented a new electronic maternity records system since our previous
inspection. Staff reported it was easy to navigate and supported their care appropriately.
The notes reviewed were individualised, clear and concise and it was possible from reading them
to ascertain information regarding the woman’s journey through the maternity service. We found
all records were secured appropriately
We reviewed health care record audits and associated action plans. The service undertook
monthly audits of 10 records; data from April 2017 to September 2017 showed between 70% and
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93% compliance for records. The associated action plan identified actions taken and
improvements made.
The unit used the ‘fresh eyes’ approach; this was a system which required two members of staff to
review fetal heart tracings. In all of the labour records we reviewed we found evidence of fresh
eyes using a pre – printed evaluation sheet. However, in one of the records we found that fresh
eyes was not recorded on the CTG tracing, in line with NICE intrapartum care guidelines (updated
2017).

Medicines
An electronic medicines management system for medication was in use on the delivery suite. All
medicines were stored appropriately within locked cupboards and trolleys, drugs required to be
stored in a fridge were stored appropriately. Emergency medicines were stored in tamper proof
boxes behind a locked door.
All daily checks of controlled drugs were monitored electronically and were complete. We
observed notices to remind staff that drugs used for the delivery of the third stage of labour (the
placenta), were not to be stored in delivery rooms.
Medicines on ward 22 were stored appropriately; we found daily checks of controlled drugs were
complete with no gaps noted for the three months prior to our unannounced inspection.
We reviewed medicines management audits between November 2016 and September 2017. We
saw inconsistent compliance with completion depending on the clinical area, namely good
compliance was noted on delivery suite, however improvements were required on ward 22 and
maternity assessment unit. .

Incidents
Never Events
Never events are serious patient safety incidents that should not happen if healthcare providers
follow national guidance on how to prevent them. Each never event type has the potential to cause
serious patient harm or death but neither need have happened for an incident to be a never event.
Between September 2016 and August 2017, the trust reported no incidents which were classified
as never events for Maternity.
(Source: Strategic Executive Information System (STEIS))
Breakdown of serious incidents reported to STEIS
In accordance with the Serious Incident Framework 2015, the trust reported four serious incidents
(SIs) in Maternity which met the reporting criteria set by NHS England between September 2016
and August 2017.
The incident types reported were:


Two Maternity/Obstetric incidents meeting SI criteria: mother and baby (this include foetus,
neonate and infant)



One Maternity/Obstetric incident meeting SI criteria: baby only (this include foetus,
neonate and infant)



One Maternity/Obstetric incident meeting SI criteria: mother only
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All four serious incidents occurred at University Hospital of North Tees.
(Source: Strategic Executive Information System (STEIS))
Trust policies for reporting incidents, near misses and adverse events were effective in maternity
services. All staff we spoke with said they were encouraged to report incidents and were aware of
the process to do so. Staff reported incidents on the trust’s electronic incident-reporting system.
Staff told us they received feedback about incidents they had reported, with details of the
outcomes of any investigations.
We reviewed all four root cause analysis reports and associated actions plans. We found them to
be structured, and identified the root cause of the incident. Following incident investigations staff
told us of specific changes and improvement to practice.
The service used internal communication methods to inform staff of learning and changes to
practice (for example, the bimonthly obstetric newsletter “Risky Business”). Highlights were
posted on staff notice boards and staff toilets to increase awareness.
All staff we spoke with were able to discuss the principles of duty of candour and gave examples
of when it had been applied. We found evidence of discussions when reviewing root cause
analysis reports.

Safety thermometer
The Maternity Safety Thermometer is used to record the prevalence of patient harms and to
provide immediate information and analysis for frontline teams to monitor their performance in
delivering harm free care. Measurement at the frontline is intended to focus attention on patient
harms and their elimination.
Data collection takes place one day each month – a suggested date for data collection is given but
the service can change this. Data must be submitted within 10 days of suggested data collection
date.
The graphs below identify the levels of harm free care for the maternity service.
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(Source: Safety thermometer - Safety Thermometer)
The graphs show mixed results for the perception of harm free care for the service; however,
women reported feeling safe 100% of the time between April and October 2016.

Is the service effective?
Evidence-based care and treatment
Medical and clinical staff reported having access to guidance, policies and procedures on the
hospital intranet.
We could see from our observations and through discussion with staff that care was in line with
the National Institute for Health and Care Excellence (NICE) Quality Standard 22. This quality
standard covered the antenatal care of all pregnant women up to 42 weeks of pregnancy, in all
settings that provided routine antenatal care, including primary, community and hospital-based
care.
The care of women who planned for or needed a caesarean section was seen to be managed in
line with NICE Quality Standard 32. For example we saw evidence of a discussion with a
consultant before an elective caesarean and a debrief session after a birth.
There was evidence to indicate NICE Quality Standard 37 guidance was being met. This included
the care and support that every woman, their baby and as appropriate, their partner and family
should expect to receive during the postnatal period. There were arrangements in place that
recognised women and babies with additional care needs and referred them to specialist services.
For example, there was provision for babies requiring an on-site special care baby unit (SCBU).
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Staff were consulted on guidelines and procedures, which were regularly reviewed and amended
to reflect changes in practice. Policies and procedures were available on the trust’s intranet and
were ratified by the obstetric group.
UNICEF baby friendly initiative is a global accreditation programme developed by UNICEF and the
World Health Organisation to promote breast-feeding and parent/infant relationships. The
maternity unit had been achieved full accredited since 2001; the service had been reassessed in
May 2017 and had been awarded full accreditation.
The unit was implementing the perinatal institute gestation related optimal weight (GROW), which
involved increased antenatal surveillance and recognition of fetal growth restriction. Antenatal care
pathways reflected the enhanced monitoring the project needed, resulting in increased antenatal
monitoring for all pregnant women.

Nutrition and hydration
Meals were provided on the in-patient areas by a menu ordering system. Meals were available for
different dietary requirements. On Ward 22 meals were served in the dayroom, but could then be
taken by women to their own room if that was preferred. Help was offered to those who could not
walk to the dayroom.
Patients who had recently given birth told us they were offered tea and toast and hot and cold
drinks were available 24 hours, seven days a week. A range of infant feeding formulae was
available for mothers choosing to bottle-feed their babies.
The unit had a breastfeeding initiation rate of between 43.8% and 50.4%; the trust had its own
target of 50% however, the England average is 81%. Breastfeeding support was provided in line
with the UNICEF BFI guidelines, and there were two a specialist midwives for infant feeding.
There were robust guidelines in place for the management of neonatal weight loss and jaundice.

Pain relief
Women received detailed information of the pain relief options available to them, this included
Entonox piped directly into all delivery rooms, and pharmacological methods such as
Diamorphine.
Anaesthetic cover was provide on the delivery suit 24 hours a day and included an epidural
service.
The service promoted normal birth as much as possible; there was active birthing equipment to
encourage women to be upright and mobile during labour.
There service promoted alternative therapies such as hypnobirthing, staff we spoke with informed
us that they had supported women using hypnobirthing techniques the weekend prior to our
unannounced inspection.
Women reported they received pain relief in a timely manner during their labour and on the
postnatal ward. We saw no documented evidence of a pain tool, however, we observed staff
asking women about their pain and giving prescribed pain relief when required.
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Patient outcomes
National Neonatal Audit Programme
In the 2016 National Neonatal Audit, University Hospital of North Tees performance was as
follows:
Do all babies of less than 32 weeks gestation have their temperature taken within an hour
of birth?
There were 44 babies born at <32 weeks included in this audit measure for this unit. 98% of these
babies had their temperature measured within an hour of birth. This was above the national
average, where 96% of eligible babies had their temperature measured within an hour of birth.
59% of the 44 babies in this unit who had their temperature measured within an hour of birth had a
temperature measurement between 36.5°C and 37.5°C, compared to 61% of babies nationally.
Are all mothers who deliver babies between 24 and 34 weeks gestation inclusive given any
dose of antenatal steroids?
There were 86 eligible mothers identified for inclusion in this audit measure for this unit. 85% of
these mothers were given a complete or incomplete course of antenatal steroids. This was below
the national average, where 86% of eligible mothers were given at least one dose of antenatal
steroids.
What proportion of babies < 33 weeks gestation at birth were receiving any of their own
mother’s milk at discharge to home from a neonatal unit?
In order to more confidently attribute feeding outcomes to this unit, only babies who had a final
neonatal discharge to ‘home’ at the end of their first episode of neonatal care are included in this
analysis. Babies who were transferred between neonatal units at any point were excluded.
There were 28 babies born at < 33 weeks who met the criteria for inclusion in this unit. 11% of
these babies were receiving mother’s milk exclusively, or as part of their feeding at the time of
their discharge from the neonatal unit.
This was below the national average, where 59% of eligible babies were receiving any mother’s
milk at the time of their discharge from neonatal care.
(Source: National Neonatal Audit Programme, Royal College of Physicians and Child Health)
Standardised Caesarean section rates and modes of delivery
Between July 2016 and June 2017 the total number of caesarean sections and the standardised
caesarean section rates for both elective and emergency sections were all similar to expected.
In relation to other modes of delivery between July 2016 and June 2017 the table below shows the
proportions of deliveries recorded by method in comparison to the England average:
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The trust had a slightly lower rate of caesarean sections and a higher rate of non-interventional
deliveries than the England average.
(Source: Hospital Episodes Statistics (HES) – provided by CQC Outliers team)
Maternity active outlier alerts
As of the 29th September 2017, the trust has no recorded Maternity outliers.
(Source: Hospital Evidence Statistics (HES) – provided by CQC Outliers team)
Maternal, Newborn and Infant Clinical Outcome Review Programme (MBRRACE Audit)
The trust took part in the 2017 MBRRACE audit and their stabilised and risk-adjusted extended
perinatal mortality rate (per 1,000 births) was 6.0, which was better than the national average of
6.4.
(Source: MBRRACE UK)
We reviewed data which showed between April and September 2017 the service had an induction
of labour rate between 35% and 43%.
Between April and September 2017 the unit reported that 2.8% of births at the unit experienced 3rd
and 4th degree tears. This was worse than the trust target of 2.4%, however, at the time of
inspection the service had introduced the Obstetric Anal Sphincter Injuries care bundle (OSAI) on
29 September 2017. This care bundle was designed to train staff and reduce the incident of 3 rd
and 4th degree tears
There were six unplanned maternal admissions to the intensive care unit (ITU) and two planned
admissions between April 2015 and June 2015.
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Competent staff
Appraisal rates
Between April 2017 and June 2017 66% of staff within Maternity services at the trust had received
an appraisal compared to a trust target of 95%.


Below data includes staff mapped to the core service of gynaecology in the RPIR, however
as they worked in the antenatal assessment unit or are obstetricians at UHNT they fall into
maternity services.

A split by staff group can be seen in the graph below:
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University Hospital of North Tees had a 67% appraisal completion rate, compared to the last
financial year (April 2016 to March 2017) where the appraisal rate was 72%.
Staff working cross site had a 75% appraisal completion rate year to date and for the last financial
year.
(Source: Routine Provider Information Request (RPIR) P43 Appraisals)
The training midwife who monitored staff training had a robust process for allocating staff training.
We reviewed the training programme for obstetrics, which was developed in partnership with the
patient safety team and reflected current themes and findings from investigation reports. Subjects
covered included, antenatal and new-born screening, and public health initiatives. The training
programme also included skills drills in subjects such as cord prolapse (including at home) and
breech delivery, shoulder dystocia, eclampsia and obstetric haemorrhage.
Newly qualified band 5 midwifery staff had a period of ‘preceptorship’, where they received
additional support and went through a programme of competencies. The first four weeks of this
programme were supernumerary (non-clinical). Staff reported the level of support and training was
“excellent” This included competencies that were signed off by preceptors, staff reported they
were fully supported in their transition to band 6 staff.
Healthcare support workers were required to attend training to support the delivery of services and
examples of subjects covered were the care of deteriorating patients and modified early obstetric
warning score (MEOWS), maternal observations, skills drills, breech births, eclampsia and
neonatal life support.
Staff confirmed they had an annual performance review or were expecting to have one. Staff we
spoke with informed us the review offered a chance to discuss their performance and development
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needs, this was a valuable and positive opportunity. Additional training needs documented and
staff reported they were able to access additional training as required.
Revalidation was part of appraisal process for medical staff and was coordinated within the
directorate. At the time of inspection, 100% of medical staff had a current appraisal.
The service was in the process of implementing a system of midwifery supervision. A-EQUIP is
an acronym for advocating for education and quality improvement. The A-EQUIP model is made
up of four distinct functions: normative, restorative, personal action for quality improvement and
education and development. Staff were undergoing training ready for the implementation of the
model in its entirety.
Medical staff had protected weekly teaching sessions and participated in clinical audits. They said
they had good ward-based teaching, were supported by the ward team and could approach their
seniors if they had concerns.

Multidisciplinary working
There was good multidisciplinary working. All staff, including those in different teams and services
for example consultant and nursing and midwifery worked collaboratively to ensure the best
possible care was provided to their patients.
Staff were involved in assessing, planning and delivering women’s care and treatment. The
service led regional and local multidisciplinary team networks in areas such as fetal medicine.
We observed communications with GPs summarising antenatal, intrapartum and postnatal care in
medical records. Staff confirmed there were systems in place to request support from other
specialties such as physicians, consultant microbiologists and pharmacy, however, we were told
that reviews were not always undertaken in a timely manner.
Midwives at the hospital and in the community worked closely with GPs and social care services
while dealing with safeguarding concerns or child protection risks.
The health visitors and the community midwife team worked together to identify and report
potential risks to hospital staff, risks were notified to health visitors, and community midwives had
access to pathways about vulnerable women.
The service worked closely with the Neonatal Intensive Care Unit and was part of the first wave of
trusts to take part in the NHS Improvement maternal and neonatal health safety collaborative. At
the time of inspection there was no transitional care provided on the postnatal ward, however, the
maternity unit and the SCBU were working together to develop plans.
There was a daily huddle on the labour ward with representatives from all of the clinical areas and
medical staff. The role of the meeting was to discuss any issues, which may impact the service
during the next 24 hours. Senior staff we spoke reported this was a very useful meeting which had
improved the understanding of the demands on each clinical service.

Seven-day services
Medical staff were available on the maternity unit ward 24 hours a day. Out of regular working
hours, there was always a consultant available on call. There was consultant presence on site 98
hours per week, which equated to 14 hours a day.
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Access to dedicated obstetric theatres and anaesthetic and theatre staff were available seven
days a week. There was also access to critical care facilities at the trust.
The maternity day assessment unit was open seven days a week; they took referrals from GPs,
and community midwives as well as self-referrals. The unit was open from 08.30 to 21.30 Monday
to Friday and 09.00 to 17.00 Saturday and Sunday.
The early pregnancy clinic was open from Monday to Friday, but not at weekends, over the
weekend women were given an appointment for the following week. Each day the service had
seven booked slots for ultrasound. If extra were needed we were told the ultrasound scanning
department could usually accommodate.
Community midwives provided a seven day service with antenatal clinics and all postnatal visits
took place either in the home or local authority children’s centre buildings. Community midwives
also held drop-in clinics on a weekend for women who were unable to attend during the working
week.

Health promotion
Women with additional health needs were identified during the booking appointment and referrals
made to specialists as required.
The service had implemented Babyclear, which was a co-ordinated approach to address maternal
smoking in the North East region, and carbon monoxide monitors were in use. The rate or women
smoking at booking between April 2017 and October 2017 was 15% to 27%, compared to the rate
of women smoking at delivery was 14% to 21%. This meant the interventions put in place were
reducing the numbers of women smoking during pregnancy.

Consent, Mental Capacity Act and Deprivation of Liberty Safeguards
Mental Capacity Act and Deprivation of Liberty training completion
(Source: Trust Provider Information Return P14/P49)
The women we spoke to all felt involved in their care and that they had been provided with
sufficient information to make informed choices.
Patient records showed revealed that verbal consent was obtained from the woman for vaginal
examinations, episiotomies and repair of the perineum whilst formal consent was sought for
procedures such as caesarean section and instrumental birth. This was supported by the internal
audit carried out within the service.
Midwifery staff were able to articulate how they would ensure consent and decision making met
the requirements of legislation such as Mental Capacity Act 2005 and the Children’s Act. There
was an overview chart to refer to.
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Is the service caring?
Compassionate care
Friends and Family test performance
Friends and family test performance (antenatal), North Tees and Hartlepool NHS
Foundation Trust

Between September 2016 and August 2017 the trust’s Maternity Friends and Family Test
(antenatal) performance (% recommended) was generally in line with the England Average.
June 2017 saw the trust fall below the England average with the lowest score throughout the
period of 87% compared to 96% for the England average. For the rest of the period, trust
performance ranged from 94% (February 2017) to 100% (October 2016, November 2016, January
2017, April 2017).
Friends and family test performance (birth), North Tees and Hartlepool NHS Foundation
Trust

Between September 2016 and August 2017 the trust’s Maternity Friends and Family Test (birth)
performance (% recommended) was generally in line with the England average, ranging from 92%
(May 2017) to 100% (July 2017).
October 2016 saw the trust score 0% however this was due to an insufficient number of responses
for that month so no percentage recommended was calculated.
The trust scored 100% percentage recommended for six of the months during the period
(September 2016, November 2016, December 2016, March 2017, June 2017 and July 2017).
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Friends and family test performance (postnatal ward), North Tees and Hartlepool NHS
Foundation Trust

Between September 2016 and August 2017 the trust’s Maternity Friends and Family Test
(postnatal ward) performance (% recommended) was generally in line with the England average,
ranging from 91% (February 2017) to 100% (November 2016, July 2017, July 2017).
October 2016 saw the trust score 0% however this was due to an insufficient number of responses
for that month so no percentage recommended was calculated.
Friends and family test performance (postnatal community), North Tees and Hartlepool
NHS Foundation Trust

Between July 2016 and June 2017 the trust’s Maternity Friends and Family Test (postnatal
community) performance (% recommended) was generally in line with the England average,
ranging from 89% (July 2016) to 100%.
The trust scored 100% percentage recommended for eight months during the period (August –
December 2016, January 2017, March 2017 and April 2017)
(Source: NHS England Friends and Family Test)
CQC Survey of women’s experiences of Maternity services 2015
The trust performed better than other trusts for four out of 16 questions in the CQC Maternity
survey 2015
Area

Question

RAG

Score

Labour and At the very start of your labour, did you feel that you were given
About the
birth
appropriate advice and support when you contacted a midwife or same
the hospital?

8.22

During your labour, were you able to move around and choose the About the
position that made you most comfortable?
same

8.02

If your partner or someone else close to you was involved in your About the
care during labour and birth, were they able to be involved as
same

9.46
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much as they wanted?
Did you have skin to skin contact (baby naked, directly on your
chest or tummy) with your baby shortly after the birth?

About the
same

8.97

Staff during Did the staff treating and examining you introduce themselves?
labour and
birth
Were you and/or your partner or a companion left alone by
midwives or doctors at a time when it worried you?

About the
same

9.39

About the
same

7.87

If you raised a concern during labour and birth, did you feel that it About the
was taken seriously?
same

8.88

Thinking about your care during labour and birth, were you spoken About the
to in a way you could understand?
same

9.51

If you used the call button how long did it usually take before you
got the help you needed?
Thinking about your care during labour and birth, were you
involved enough in decisions about your care?

About the
same

8.74

Thinking about your care during labour and birth, were you treated Best
9.64
with respect and dignity?
performing
trusts
Did you have confidence and trust in the staff caring for you during About the
your labour and birth?
same
Care in
hospital
after the
birth

9.19

Looking back, do you feel that the length of your stay in hospital
after the birth was appropriate?

Best
8.18
performing
trusts

Thinking about the care you received in hospital after the birth of
your baby, were you given the information or explanations you
needed?

About the
same

Thinking about your stay in hospital, how clean was the hospital
room or ward you were in?

Best
9.00
performing
trusts

Thinking about the care you received in hospital after the birth of
your baby, were you treated with kindness and understanding?

Best
8.48
performing
trusts

Thinking about your stay in hospital, how clean were the toilets
and bathrooms you used?

About the
same

7.79

5.93

In three of the four questions the trust performed better than the England average in related to
care in hospital after the birth.
For the remaining 12 questions the trust scored about the same as other trusts.
(Source: CQC Survey of Women’s Experiences of Maternity Services 2015)
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Emotional support
There was access to two British Association for Counselling and Psychotherapy (BACP)
accredited counsellors, who had a focus on pregnancy loss, termination and bereavement.
Women’s mental health was assessed at booking and referrals made if required (we saw evidence
in 100% of the records we reviewed). We were told that multidisciplinary plans were made for
delivery. There was support from the perinatal psychology team based in a neighbouring trust
when required and there was access to mother and baby spaces, however, these were limited.
Bereavement policies and procedures were in place to support parents in cases of stillbirth or
neonatal death; a specialist midwife who had an interest in bereavement supported this. Staff
discussed with us how they cared for women following bereavement. It was clear that women of all
stages in their pregnancy loss and their families were supported with compassion.
Staff provided care and support to parents, relatives and each other. Staff offered the chaplaincy
service to women to provide extra support. Bereavement services included a suite of a private
rooms and the use of ‘cold cots’ in order to keep the baby with the parents for as long as the
parents required. Parents were also able to take their baby home if they wished.
Evidence provided showed the service had taken part in multidisciplinary bereavement training in
September 2016, this included mortuary staff, hospital chaplains, midwifery staff and neonatal
staff. The bereavement service provided memory boxes for parents. Discharge and birth
summaries were sent to the GP and the community midwives were informed of the stillbirth.
Staff were committed to working in partnership with their patients, women we spoke with informed
us there were aware of what their treatment plan would depend on the progress of their
pregnancy, and this meant that women were aware of all treatment options for all eventualities.
Women we spoke with following labour told us that the midwives were friendly and supported them
which made them feel calm and cared for throughout the birth.

Understanding and involvement of patients and those close to them
Women were involved in their choice of birth, at booking and throughout the antenatal period
Women we spoke with said they had felt involved in their care; they understood the choices open
to them and were given options of where and when to have their baby safely.
We noted the rate of home births was low (below 1%); Records showed staff discussed birth
options at booking and during the antenatal period. Ward managers and consultant team were
involved in agreeing plans of care for women making choices outside of trust guidance, focusing
on supporting women’s choices of birth while ensuring they were making fully informed decisions.
Staff recognised and respected women’s needs, always considering their personal, cultural, social
needs into account. We spoke with three partners who identified they felt included in the care their
partner received throughout all aspects of her care.
Staff showed determination and creativity to overcome obstacles in delivering care and achieving
a positive and safe pregnancy and birth experience for women.
Women with learning disabilities were supported during their pregnancy and carers were able to
stay with them following delivery.
There were processes to ensure disposal of pregnancy remains were handled sensitively. Women
were provided with a choice of how they would like to dispose of pregnancy remains, following
pregnancy loss or termination of pregnancy.
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Is the service responsive?
Service delivery to meet the needs of local people
Bed Occupancy
Between Q4 2015/16 and Q1 2017/18 the bed occupancy levels for Maternity were consistently
lower than the England average, with the trust having 31.5% occupancy in Quarter 1 2017/18
compared to the England average of 58.9%
The chart below shows the occupancy levels compared to the England average over the period.

(Source: NHS England)
The service was aware of its risks and the need to ensure that services were planned and
delivered to meet the increasing demands of the local and wider community. For example, women
from the local population could elect for delivery at home, the midwifery led unit in the University
Hospital of Hartlepool or if required the consultant led unit in the University Hospital of North Tees.
However the majority of women chose to birth their baby in the consultant led unit.
The service had a maternity voices committee (previously known as the maternity services liaison
committee). The chair of maternity voices visits Delivery suite, antenatal postnatal ward and
neonatal unit to talk to new parents and grandparents on occasion about their experiences of the
services and seek views on improving services to feed into our MSLC/Maternity Voices meeting.
Service leads reported a collaborative approach to working with the local clinical commissioning
group (CCG), neighbouring maternity services and other regional networks. This meant the
service was able to plan services effectively for their population.
We were provided with evidence which showed the service used person-centred pathways of care
that involve other service providers, particularly for people with multiple and complex needs.
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Meeting people’s individual needs
There were three rooms which were used for bereaved mothers. There were two ‘home from
home’ rooms, which were en suite and one more clinical room should this be required. There was
a separate entrance meaning families did not have to walk through delivery suite to get to them.
However, this entrance was not part of the video surveillance, families were given the delivery
suite number, and staff would let them in, there service was planning to change this. Parents were
supported if they chose to take their baby home.
Midwifery staff described their role in supporting individuals who had learning disabilities. The
emphasis was around ensuring the individual/s concerned understood the provision of maternity
care. Next of kin and carers were involved and, where necessary, social services, to ensure the
best outcomes for parent/s and child.
Staff could explain how the translation service was accessed and used. In all areas we visited we
found information for patients about how to access translation services.
Staff were able to identify instances were reasonable adjustments were made which enabled
women living with a disability were able to access and use services on an equal basis. There was
a proactive approach to understanding the needs of different groups of women and their families,
which promoted equality, for example race religion and sexuality.
Midwives said they encouraged ‘normalisation’ about women’s experiences, providing a good
environment, as relaxed as possible, “with lots of information and informed choice.”
There was no formal provision on the postnatal ward for partners to stay as there was limited
space. However, were told of instances where young parents and those with a learning disability
were offered to have someone stay with them to give them support during the night. This would
either be on ward 22 or women could stay on the delivery suite.
Women carried their own paper records with them and had contact numbers for their midwives;
this included outside of normal working hours. Parent education classes were available in the
community setting and information relating to labour and birth was provided at antenatal
appointments.
The maternity services provided care for women in vulnerable situations; we were given examples
of how midwives would create a situation where they could speak to women alone if they had
concerns about domestic violence. There were specialist midwives in substance misuse and
safeguarding.
Bariatric equipment was available if required and wheelchair accessible rooms were available on
the delivery suite
We spoke with women and observed practice and found care was patient centred. Individual
needs were met and women felt listened to and actively participated in care decisions.
Multidisciplinary (MDT) working was evident and discharge meetings took place for complex
situations.
Private rooms were available in the early pregnancy unit and although space was limited in the
day assessment unit, staff had access to a counselling room and said they found ways to get
mums on their own if they had safeguarding concerns.
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Access and flow
Between November 2016 and October 2017 the service achieved 87% of bookings appointments
before 12 completed weeks.
Women received an assessment of their needs at their first appointment with the midwife. The
midwifery package included all antenatal appointments with midwives, ultrasound scans and all
routine blood tests as necessary. The midwives were available, on call, 24 hours a day for home
births as needed. Community midwives were on call for home births and delivery suit cover if it
was busy. The numbers on call would flex depending if there were an imminent home birth.
Women were able to access services and appointments in a way, which suited them for example
community midwives held drop in clinics at the weekend for working women. The maternity
assessment unit (MAU) was open 08.30 to 21.30 Monday to Friday and 09.00 to 17.00 Saturday
and Sunday, incorporated day assessment and triage. Women were referred by the community
midwife, GP, A&E or by self-referral. Evidence provided showed that the unit saw on average 600
women per month.
The service used a situation, background, assessment and recommendation (SBAR) tool to inform
staff where a women’s care or treatment needed to be prioritised. Staff were also able to review a
woman’s electronic maternity record and access test results remotely.
Information provided by the trust showed that the unit had closed to admissions between
November 2016 and October 2017 four times
The trust did not collect data on the percentage of women seen by a midwife within 30 minutes
and a consultant within 60 minutes during labour, however none of the women we spoke with
described any time when they were left unattended. The schedule for antenatal appointments was
in line with NICE Clinical Guideline 62.
We observed good flow through the departments if women needed transfer from one area to
another, and staff told us during times of increased activity services could be flexible to ensure
continuity of provision. For example in the maternity day assessment unit if capacity became an
issue, women could be seen in the delivery suite.
Both staff and women we spoke with reported appointments in the hospital and community were
accessible and easy to use.

Learning from complaints and concerns
Summary of complaints
Between July 2016 and June 2017 there were two complaints about Maternity. The trust took an
average of 41 days to investigate and close complaints, this is not in line with their complaints
policy, which states complaints should be completed with 25 days or 40 days for more complex
complaints. Both complaints related to ‘all aspects of clinical treatment’.
(Source: Provider Information Request P55)
There was a complaints policy and procedure which staff were aware of. Daily rounding was
observed in some. This was a form asking women about aspects of their care and staff said this
was often a way of identifying any concerns.
The number of complaints was displayed on ward information boards.
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Complaints were discussed at patient safety meetings; we reviewed minutes of these meetings
between October 2016 to October 2017 which evidenced discussions and lessons learnt. Actions
from these were shared with staff via various means such as newsletters or discussion at ward
meetings.
All staff we spoke with were able to provide examples of when practice had changed following the
result of a complaint.

Is the service well-led?
Leadership
The service was led by a clinical director, head of midwifery and children’s services, a general
manager and a divisional finance manager.
The service had recently appointed a deputy head of midwifery (DHOM); however, the DHOM was
also a department manager and was undertaking both roles. Additional capacity bad been created
for more band 7 cover to release time for the deputy head of midwifery role, however, at the time
of inspection this was very limited.
The next level was band seven clinical leads and the patient safety lead and education lead.
Staff told us they felt supported by their line managers, however, staff were unable to tell us who
the DHOM was (however, this was a very new role). Senior management were visible in clinical
areas. The clinical leadership team (ward managers and HOM) met daily to discuss issues within
the maternity department including staffing and flow of patients.
The service had recently appointed some new band 7 midwives; senior leads told us that band 6
midwives were encouraged to shadow experienced band 7 midwives if they were interested in the
posts. We were told that the new band 7 midwives were being supported in their role, and the
service was in the process of developing a competency framework.
Discussions with the senior management team demonstrated a team, which was patient, focused
and committed to improving services.
Staff we spoke with informed us the consultant body would take into account the views of all staff
in the care of women, we also observed midwives being consulted by medical staff during our
inspection.
We found good leadership in all clinical areas; however, we found some managers had a
perceived lack of autonomy to undertake improvement initiatives. However, this was not the case
for the more experienced managers who reported they were empowered by senior management
to undertake improvement initiative. We felt this might have been due to the inexperience of the
managers.

Vision and strategy
There was a vision and strategy for maternity services; all staff we spoke with were able to
articulate this.
Some areas had their own vision or ‘mission statement’ displayed on the wall and the clinical
services strategy model was visible in clinical areas. We were told staff worked collaboratively to
develop these.
All areas we visited were patient focussed; this was evident from speaking with staff and patients.
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Culture
We observed good team working, with medical staff and midwives working cooperatively and with
respect for each other’s roles. All staff spoke positively and were proud of the quality of care they
delivered. Staff reported they felt valued by their managers and senior leaders.
Each clinical area we visited had a file called “Glimpse of Brilliance”; this was a file, which had
positive feedback for all staff. Staff we spoke with found this to be a positive step for the service as
they were aware good feedback was celebrated.
Staff told us about the ‘open door’ policy at within the department. This meant they could raise a
concern or make comments directly with senior management, which demonstrated an open
culture within the organisation.
We spoke with newly qualified band 5 midwives and those who had just completed their
preceptorship. All staff we spoke with felt fully supported through the preceptorship programme
and senior staff were eager to support them through the process. Throughout our inspection, we
observed positive interactions and support from preceptors to band 5 midwives.
We also spoke with a number of student midwives who reported they were supported in their
learning and achieving their required number of deliveries. We were also provided with evidence
that lecturers from the university attended the service obstetric mandatory training. This meant the
service was working in partnership with the university.

Governance
There was an effective governance structure with in the maternity service. There were effective
structures, processes and systems of accountability which supported the delivery of the strategy
and good quality, sustainable services. These were regularly reviewed and improved by the
patient safety team. We observed this team had a visual presence on the unit during our
inspection.
The service held monthly patient safety meetings, which were open to all staff to attend; however,
we reviewed meeting minutes between October 2016 and October 2017 and found staff midwives
were unable to attend regularly. However, we found evidence that the information discussed in the
meetings was shared in ward areas.
All staff we spoke with had a clear understanding of their role in relation to good governance of the
service.

Management of risk, issues and performance
The obstetric risk register used a traffic light system of red, amber, green to highlight levels of
concern. Service leads and managers met quarterly to review the risk register. We reviewed
meeting minutes from September 2017, found each risk was discussed, and appropriate action
taken if the risk was no longer relevant. The register had 14 risks; one had a current risk level of
“moderate risk” and the remainder had a “low risk” level. We found there was clear alignment of
what staff had on their ‘worry list’ with what was on the risk register.
Performance and outcome data was reported and monitored through the performance dashboard.
The dashboard included targets and was red, amber and green rated; this meant patients and staff
could easily identify where performance was as expected. Any outliers (services lying outside the
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expected range of performance) were reviewed with the whole ward management team. We found
the dashboard was displayed in every clinical area we visited.
The service showed a focus on understanding and addressing the risks to patient care. The
patient safety team worked proactively with wards and managers and fed into the governance
processes to recognise and raise concerns and ensure safe practice. For example there were
weekly risk meetings, in which all reported incidents from the previous week were discussed and
action points documented. All staff we spoke with informed us they were supported following
adverse events and supported in an objective manner.
The service was part of the first wave of hospitals to implement the maternity neonatal health and
safety collaborative, this meant the service would have additional support to provide safe, reliable
and quality healthcare experience to all women.

Information management
All staff we spoke with had a holistic understanding of performance. Due to the implementation of
the maternity neonatal health and safety collaborative, there was a renewed focus on quality and
sustainability.
There were effective arrangements to ensure all notifications were submitted appropriately and in
a timely manner. The patient safety team and the appropriate managers reviewed all notifications
and provided feedback to staff. There were clear and robust service performance measures, which
were reported and monitored.
The service had recently implemented a new maternity data system, all staff we spoke with found
the system simple to use, however, it was reported that it took time to get used to.

Engagement
It was identified that getting mothers from the local area involved with service planning had been a
challenge, and work with this was ongoing. The service was working with regional partners in the
local maternity service (LMS) forums to engage with service users.
The trust had a maternity voices group (formerly the maternity services liaison committee) as
advocated in Better Births (2016). The maternity voices group had excellent representation at
board level and was committed to bringing together service users and providers.
Friends and family test was used in ward areas. We saw an example of how information provided
from patient feedback had been publically displayed to show what changes had been made to
improve patient experience.
There were no directorate specific results in the 2016 NHS staff survey results for staff
engagement. The national survey showed on a scale of 1-5, with 5 being highly engaged and 1
being poorly engaged, the trust scored 3.8. This score was the better than other similar trusts.
Staff reported they were active partners in the planning and delivery of services. We found the
multidisciplinary team central to the positive culture we observed, this included, reception staff,
and midwifery, medical and housekeeping staff.
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Learning, continuous improvement and innovation
The service supported staff to improve their knowledge of bereavement and supported to access
MDT training.
The proactive approach of the education team ensured training was appropriate for the role of
staff, for example undertaking homebirth simulation exercises in the hospital residence.
Additionally the team were active partners in trust wide training. The work of the team ensured
medical and midwifery staff were able to undertake training together.
There was effective participation in and learning from incidents and reviews, and learning was
shared effectively and used to make improvements.
The service was taking part in the maternal neonatal health and safety collaborative; this is an
NHS Improvement initiative with supports trusts to develop local skills and resources for
improvement, create local improvement plans, improve service quality and safety, measure
improvement data to show impact and join a local community of practice.
The service was in the process of training staff appropriately for the A-EQUIP midwifery
supervision model, with an ultimate aim to support midwifery staff going forward.
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Acute services

University Hospital of Hartlepool
Evidence appendix
University Hospital Of Hartlepool
Hartlepool
Cleveland
TS24 9AH

Date of inspection visit:
21 to 23 November 2017
Date of publication:
xxxx> 2017

Tel: 01429266654
www.nth.nhs.uk

Maternity
Facts and data about this service
North Tees and Hartlepool NHS Foundation Trust has 54 Maternity beds, split across the
maternity unit at University Hospital of North Tees and the birth centre at University Hospital of
Hartlepool.
The midwifery led birth centre at University Hospital of Hartlepool has eight beds. The hospital
also has an antenatal day unit.
The maternity unit at University Hospital of North Tees has 28 beds across the ante/post-natal
wards and a delivery suite consisting of 18 beds, including HDU and two bereavement suites. The
hospital also has an antenatal day unit and outpatient services.
(Source: Trust Routine Provider Information Return (RPIR) – Acute sites)
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Between April 2016 and March 2017 there were 2,915 deliveries at the trust.
A comparison between the number of births at the trust and the national totals during this time
period is shown below.

SOURCE: HES - Deliveries (01/04/2016 - 31/03/2017)
A profile of all deliveries between July 2016 and June 2017 can be viewed below.

(Source: Hospital Episodes Statistics (HES) – Provided by CQC Outliers team)
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The number of deliveries at the trust by quarter for the last two years can be seen in the graph
below.

Is the service safe?
Mandatory training
Mandatory training completion rates
The trust set targets of between 20% and 100% for completion of mandatory training (module
dependent).
A breakdown of compliance for mandatory courses between April 2017 and July 2017 for
medical/dental staff in Maternity is shown below:
Please note – the trust supplied no data for medical staff under the core service of maternity for
University Hospital Hartlepool as they only have a midwifery led birth centre.
However for University Hospital North Tees medical staff for maternity are recorded under the
team of “obs and gynae – medical staff” which the trust have mapped to the core service of
gynaecology.

Name of course

Number
of staff
trained
(YTD)

Number
of
eligible
staff
(YTD)

Trust
Target
(%)

Completion
(%)

Met
(Yes/No)

Acute Kidney Injury

20

20

80%

100.0%

Yes

Blood Transfusion

20

20

80%

100%

Yes

BT Competence Assess - Prep and
Administer

2

2

80%

100%

Yes

BT Competence Assess - Venous Blood
Sample

18

19

80%

95%

Yes
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Consent Awareness

20

20

95%

100%

Yes

Dementia Level 3

16

20

80%

80%

Yes

Fire

18

20

85%

90%

Yes

Health Record-Keeping

18

20

90%

90%

Yes

Investigating of Incidents, Complaints and
Claims

19

20

95%

95%

Yes

Medical Gases for Clinical Staff

18

20

90%

90%

Yes

Medicines Management

19

20

90%

95%

Yes

Patient Falls

18

20

90%

90%

Yes

Resuscitation

18

20

80%

90%

Yes

Safeguarding Children Level 2

2

2

100%

100%

Yes

Safeguarding Children Level 3

18

18

100%

100%

Yes

Scan4Safety

6

20

20%

30%

Yes

Sepsis

20

20

80%

100%

Yes

Venous Thromboembolism (VTE)

19

20

95%

95%

Yes

Corporate Induction

19

20

100%

95%

No

Harassment and Bullying (inc Equality and
Diversity)

13

20

85%

65%

No

Infection Control (inc Hand Hygiene)

11

20

95%

55%

No

Information Governance

18

20

95%

90%

No

Local Induction

16

20

100%

80%

No

Moving and Handling Level 3 - Patient
Handling

13

20

85%

65%

No

Prevent Training

1

2

80%

50%

No

Safeguarding Adults Level 1

10

20

100%

50%

No

Violence and Aggression (Conflict
Resolution)

5

20

85%

25%

No

Waste Management

2

20

20%

10%

No

WRAP Training

12

18

80%

67%

No

Medical and dental staff at University Hospital North Tees working within maternity met the targets
for 18 of the 29 modules between April and July 2017. Modules with the lowest compliance levels
include waste management, violence and aggression (conflict resolution) and infection control
(incl. hand hygiene)
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A breakdown of compliance for mandatory courses between April 2017 and July 2017 for
nursing/midwifery staff in Maternity is shown below:

Name of course

Number
of staff
trained
(YTD)

Number
of
eligible Trust
staff
Target
(YTD)
(%)

Completion
(%)

Met
(Yes/No)

Acute Kidney Injury

95

112

80%

85%

Yes

Blood Transfusion

111

112

80%

99%

Yes

BT Competence Assess - Collection

64

73

80%

88%

Yes

BT Competence Assess - Prep and
Administer

63

72

80%

88%

Yes

BT Competence Assess - Venous Blood
Sample

96

112

80%

86%

Yes

Consent Awareness

108

112

95%

96%

Yes

Dementia Level 3

92

112

80%

82%

Yes

Food Hygiene Training - Food Handling Staff

98

112

80%

88%

Yes

Health Record-Keeping

107

112

90%

96%

Yes

Investigating of Incidents, Complaints and
Claims

109

112

95%

97%

Yes

Medical Gases for Clinical Staff

104

112

90%

93%

Yes

Medicines Management

110

112

90%

98%

Yes

Patient Falls

103

112

90%

92%

Yes

Sepsis

108

112

80%

96%

Yes

Corporate Induction

108

112

100%

96%

No

Fire

90

112

85%

80%

No

Harassment and Bullying (inc Equality and
Diversity)

35

112

85%

31%

No

Infection Control (inc Hand Hygiene)

57

112

95%

51%

No

Information Governance

90

112

95%

80%

No

Local Induction

95

112

100%

85%

No

Moving and Handling Level 3 - Patient
Handling

88

112

85%

79%

No

Resuscitation

67

112

80%

60%

No

Safeguarding Adults Level 1

93

112

100%

83%

No

Safeguarding Children Level 3

104

112

100%

93%

No

Scan4Safety

18

112

20%

16%

No

Venous Thromboembolism (VTE)

106

112

95%

95%

No

Violence and Aggression (Conflict

21

112

85%

19%

No
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Resolution)
Waste Management

8

112

20%

7%

No

WRAP Training

88

112

80%

79%

No

Nursing and midwifery staff working within maternity met the targets for 14 of the 29 modules
between April and July 2017. Modules with the lowest compliance levels include waste
management, scan4safety, violence and aggression (conflict resolution) and resuscitation.
Nursing and midwifery staff working within maternity at University Hospital of North Tees had an
overall mandatory training compliance of 76% which is slightly better than the trust overall rate of
75%.
Nursing and midwifery staff working within maternity at University Hospital of Hartlepool had an
overall mandatory training compliance of 80% which is better than the trust overall rate of 75%.
(Source: Routine Provider Information Request (RPIR) P40 – Statutory and Mandatory Training)
The maternity training team had a robust system to ensure midwifery and medical staff of all
grades attended mandatory obstetric training. Data observed during inspection found from
November 2017 showed staff had met the required completion rate.

Name of course

Service
Target Completion Met
(%)
(%)
(Yes/No)

Cardiotocograph training

60%

67%

Yes

Antenatal screening

60%

65%

Yes

Antepartum Haemorrhage

60%

84%

Yes

Breastfeeding

60%

83%

Yes

Newborn resuscitation

60%

97%

Yes

Post-Partum Haemorrhage

60%

99%

Yes

Shoulder Dystocia

60%

97%

Yes

Sepsis

60%

99%

Yes

GROW

60%

98%

Yes

Breach

60%

88%

Yes

Cord prolapse

60%

90%

Yes

Eclampsia

60%

98%

Yes

Pool Evacuation

60%

85%

Yes

Perinatal Mental Health

60%

77%

Yes

Midwifery staff were required to attend four days to mandatory obstetric training every year,
maternity and healthcare assistants were required to attend three days. Medical staff of all grades
were required to attend two days. Training was provided for community midwives in an alternative
location, which simulated a homebirth environment.
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Safeguarding
Safeguarding training completion rates
The trust set a target of 100% for completion of safeguarding training.
A breakdown of compliance for safeguarding courses between April 2017 and July 2017 for
medical/dental and nursing/midwifery staff in Maternity is shown below:

The trust met the 100% target for two of the three safeguarding modules for medical staff, but only
50% of eligible staff were compliant with level 1 adults safeguarding between April and July 2017.
Nursing and midwifery staff within maternity were not meeting the 100% standard for either of the
two applicable safeguarding training modules between April and July 2017.

University Hospital of Hartlepool nursing and midwifery staff had a 69% completion rate for level 1
adults, which was below the trust target, but 100% completion rate for level 3 children which met
the trust target.
For community midwives who work cross site they achieved a 100% completion rate for both
safeguarding training modules.
(Source: Routine Provider Information Request (RPIR) P40 – Statutory and Mandatory Training)
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Safeguarding children level three was incorporated into the midwifery obstetric mandatory training
and therefore attendance figures were seen on inspection to be different than those reported by
the trust.
The service had a robust safeguarding children policy; community midwives had safeguarding
supervision three monthly after an initial monthly supervision for six months when newly
appointed.
There were specialist midwives to support for vulnerable women in particular those identified with
substance misuse, female genital mutilation and at risk of child sexual exploitation.
There was a robust pathway of support for women long standing mental health concerns and
those identified as high risk.

Cleanliness, infection control and hygiene
The birthing centre was not used on a daily basis; however, we found the unit to clean and able to
be opened immediately should a mother need to delivery there.
Appropriate signage was on display regarding hand washing for staff and visitors, there was
adequate numbers of hand gel dispensers around the department.
Observations during the inspection confirmed that all staff wore appropriate personal protective
equipment when necessary, and followed ‘bare below the elbow’ guidance, in line with national
good hygiene practice.
Data provided by the trust showed 51% of staff had completed infection prevention and control
training. However, on site we found training levels were above the trust-training target at 90%.
The CQC Survey of Women’s Experience of Maternity Services (2015) showed the service scored
‘about the same’ as other trusts for cleanliness, infection control and hygiene.
Failsafe systems were in place to identify women for Hepatitis B and HIV at booking to ensure
care provided followed the correct care pathways. Data for October 2017 showed 100% of women
were screened for HIV and Hepatitis B.

Environment and equipment
Access to the birthing centre was via a voice only intercom system. The reception desk was
located next to the entrance enabling compliance with Health Building Notice 09-02 – Maternity
care facilities 2013.
We observed the four delivery rooms had a range of birthing aids to facilitate normal birth. The unit
environment was decorated to a high standard, particularly the birthing pool room.
Best practice is for resuscitation trolleys to be checked daily (Royal Collage of Anaesthetics –
Resuscitation – Raising the Standard). We reviewed records from October 2017 to the day of our
visit and found all daily checks had been completed.
All stocks and equipment we checked were within use by date.
We checked equipment for evidence of portable appliance testing (PAT); this is the term used to
describe the examination of electrical appliances and equipment to ensure they are safe to use,
and should be done on an annual basis. We looked at all equipment in the areas we visited and all
had in date PAT.
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Assessing and responding to patient risk
The service has strict guidance to the staffing levels acceptable for women to deliver in the birthing
centre; if this was not achievable women were required to travel to the University Hospital of North
Tees to deliver. At this point, a member of the birth centre team may be on duty to care for her.
There were clear processes in the event of maternal transfer by ambulance, transfer from
homebirth to hospital and transfers postnatally to another unit.
Risk assessment at antenatal booking was done for all women using trust guidance to determine
whether individuals were high or low risk. The trust had an Antenatal Screening Specialist Midwife
and there were fail-safes across all screening programmes. A failsafe is a back-up mechanism, in
addition to usual care, which ensures if something goes wrong in the screening pathway,
processes are in place to identify what is going wrong and what action follows to ensure a safe
outcome.

Midwifery and nurse staffing
Vacancy rates
Between August 2016 and July 2017, the trust reported a vacancy rate of 10.0% for
nursing/midwifery staff in Maternity;


University Hospital of Hartlepool: 10.3%



Cross site (includes student midwives, and community midwives East Durham): -20.2%
(Due to an over establishment)

(Source: Routine Provider Information Request (RPIR) P17 Vacancies)
Turnover rates
Between August 2016 and July 2017, the trust reported an average turnover rate of 0.9% for
nursing/midwifery staff in maternity;


University Hospital of Hartlepool: 1.0%

(Source: Routine Provider Information Request (RPIR) P18 Turnover)
Sickness rates
Between July 2016 and June 2017, the trust reported an average sickness rate of 5.3% for
nursing/midwifery staff in Maternity;


University Hospital of Hartlepool: 7.0%



Cross site: 2.7%

(Source: Routine Provider Information Request (RPIR) P19 Sickness)
Bank and agency staff usage
Between April 2016 and March 2017 the trust reported a bank and agency usage rate of 21.5% for
nursing/midwifery staff in Maternity;


For the trust, a total of 2,520 shifts over the 12 month period, of which qualified nurses
were used as bank staff to cover 20% of shifts, as well as agency staff used to cover 1.5%
of shifts, overall there was a total 82.2% (2,072) of shifts not covered by nursing staff.

(Source: Routine Provider Information Request (RPIR) P20 Nursing – Bank and Agency)
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Midwife to birth ratio
Between July 2016 and June 2017 the trust had a ratio of one midwife to every 24 women, which
is lower than the England average of one midwife to every 27 women.
(Source: CQC Insight)
The birth centre should be staff to six registered midwives, however, at the time of inspection this
was reduced to three. Should a woman choose to deliver at the birth centre the second midwife
for delivery would be released from the University Hospital of North Tees site, however, this was
dependant on that activity levels on the consultant unit.
Birth centre staff supported community midwifery teams and the delivery suite during times of high
workload.

Records
The maternity service had developed its own modular set of notes. The women throughout
pregnancy in line with National Institute for Health and Care Excellence (NICE) Quality Standard
(QS) statement 3 carried the antenatal notes.
The service had implemented a new electronic maternity records system since our previous
inspection. Staff reported it was easy to navigate and supported their care appropriately.
The notes reviewed were individualised, clear and concise and it was possible from reading them
to ascertain information regarding the woman’s journey through the maternity service. We found
all records were secured appropriately
We reviewed health care record audits and associated action plans. The service undertook
monthly audits of 10 records, data between April 2017 and September 2017 showed between
good compliance for records at University Hospital of Hartlepool. The associated action plan
identified actions taken and improvements made.

Medicines
Medicines were stored in locked cupboards and we reviewed records which showed daily fridge
temperatures had been recorded. We found all drugs were appropriately stored and within date.
We reviewed medicines audit data but there was none specific to University Hospital Hartlepool.
Controlled drugs were not stored within the birthing unit due to it being closed for periods of time
when not in use. Controlled drugs could easily be accessed from another area within the hospital
when required.

Incidents
Never Events
Never events are serious patient safety incidents that should not happen if healthcare providers
follow national guidance on how to prevent them. Each never event type has the potential to cause
serious patient harm or death but neither need have happened for an incident to be a never event.
Between September 2016 and August 2017, the trust reported no incidents which were classified
as never events for Maternity.
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(Source: Strategic Executive Information System (STEIS))
Breakdown of serious incidents reported to STEIS
In accordance with the Serious Incident Framework 2015, the trust reported four serious incidents
(SIs) in Maternity which met the reporting criteria set by NHS England between September 2016
and August 2017.
The incident types reported were:


Two Maternity/Obstetric incidents meeting SI criteria: mother and baby (this include
foetus, neonate and infant)



One Maternity/Obstetric incident meeting SI criteria: baby only (this include foetus,
neonate and infant)



One Maternity/Obstetric incident meeting SI criteria: mother only

All four serious incidents occurred at University Hospital of North Tees.
(Source: Strategic Executive Information System (STEIS))
Trust policies for reporting incidents, near misses and adverse events were effective in maternity
services. All staff we spoke with said they were encouraged to report incidents and were aware of
the process to do so. Staff reported incidents on the trust’s electronic incident-reporting system.
Staff told us they received feedback about incidents they had reported, with details of the
outcomes of any investigations.
We reviewed all four root cause analysis reports and associated actions plans. We found them to
be structured, and identifying the root cause of the incident. Following incident investigations staff
told us of specific changes and improvement to practice.
The service used internal communication methods to inform staff of learning and changes to
practice (for example, the bimonthly obstetric newsletter “Risky Business”). Highlights were posted
on staff notice boards and staff toilets to increase awareness.
All staff we spoke with were able to discuss the principles of duty if candour and gave examples of
when it had been applied. We found evidence of discussions when reviewing root cause analysis
reports.
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Is the service effective?
Evidence-based care and treatment
Medical and clinical staff reported having access to guidance, policies and procedures on the
hospital intranet.
We could see from our observations and through discussion with staff that care was in line with
the National Institute for Health and Care Excellence (NICE) Quality Standard 22. This quality
standard covered the antenatal care of all pregnant women up to 42 weeks of pregnancy, in all
settings that provided routine antenatal care, including primary, community and hospital-based
care.
There was evidence to indicate NICE Quality Standard 37 guidance being met. This included the
care and support that every woman, their baby and as appropriate, their partner and family should
expect to receive during the postnatal period.
Staff were consulted on guidelines and procedures, which were regularly reviewed and amended
to reflect changes in practice. Policies and procedures were available on the trust’s intranet and
were ratified by the obstetric group.
UNICEF baby friendly initiative is a global accreditation programme developed by UNICEF and the
World Health Organisation to promote breast-feeding and parent/infant relationships. The
maternity unit had been reassessed in May 2017 and had been awarded full accreditation.
The unit was implementing the perinatal institute gestation related optimal weight (GROW), which
involved increased antenatal surveillance and recognition of fetal growth restriction. Antenatal care
pathways reflected the enhanced monitoring the project needed, resulting in increased antenatal
monitoring for all pregnant women

Nutrition and hydration
The service had a breastfeeding initiation rate of between 43.8% and 50.4%; the trust had its own
target of 50% however, the England average is 81%. Breastfeeding support was provided in line
with the UNICEF baby friendly initiative guidelines, and there were two a specialist midwives for
infant feeding.

Pain relief
Women received detailed information of the pain relief options available to them, this included
Entonox piped directly into all delivery rooms, and pharmacological methods such as
Diamorphine.
The service promoted normal birth as much as possible; there was active birthing equipment to
encourage women to be upright and mobile during labour.
There service promoted alternative therapies such as hypnobirthing, staff we spoke with informed
us that they had supported women using hypnobirthing techniques the weekend prior to our
unannounced inspection.
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Patient outcomes
National Neonatal Audit Programme
In the 2016 National Neonatal Audit, University Hospital of North Tees performance was as
follows:
Do all babies of less than 32 weeks gestation have their temperature taken within an hour
of birth?
There were 44 babies born at <32 weeks included in this audit measure for this unit. 98% of these
babies had their temperature measured within an hour of birth. This was above the national
average, where 96% of eligible babies had their temperature measured within an hour of birth.
59% of the 44 babies in this unit who had their temperature measured within an hour birth had a
temperature measurement between 36.5°C and 37.5°C, compared to 61% of babies nationally.
Are all mothers who deliver babies between 24 and 34 weeks gestation inclusive given any
dose of antenatal steroids?
There were 86 eligible mothers identified for inclusion in this audit measure for this unit. 85% of
these mothers were given a complete or incomplete course of antenatal steroids. This was below
the national average, where 86% of eligible mothers were given at least one dose of antenatal
steroids.
What proportion of babies < 33 weeks gestation at birth were receiving any of their own
mother’s milk at discharge to home from a neonatal unit?
In order to more confidently attribute feeding outcomes to this unit, only babies who had a final
neonatal discharge to ‘home’ at the end of their first episode of neonatal care are included in this
analysis. Babies who were transferred between neonatal units at any point are excluded.
There were 28 babies born at < 33 weeks who met the criteria for inclusion in this unit. 11% of
these babies were receiving mother’s milk exclusively, or as part of their feeding at the time of
their discharge from the neonatal unit.
This was below the national average, where 59% of eligible babies were receiving any mother’s
milk at the time of their discharge from neonatal care.
(Source: National Neonatal Audit Programme, Royal College of Physicians and Child Health)
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Standardised Caesarean section rates and modes of delivery
Between July 2016 and June 2017 the total number of caesarean sections and the standardised
caesarean section rates for both elective and emergency sections were all similar to expected.
In relation to other modes of delivery between July 2016 and June 2017 the table below shows the
proportions of deliveries recorded by method in comparison to the England average:

The trust had a slightly lower rate of caesarean sections and a higher rate of non-interventional
deliveries than the England average.
(Source: Hospital Episodes Statistics (HES) – provided by CQC Outliers team)
Maternity active outlier alerts
As of the 29th September 2017 the trust has no recorded Maternity outliers.
(Source: Hospital Evidence Statistics (HES) – provided by CQC Outliers team)
Maternal, Newborn and Infant Clinical Outcome Review Programme (MBRRACE Audit)
The trust took part in the 2017 MBRRACE audit and their stabilised and risk-adjusted extended
perinatal mortality rate (per 1,000 births) was 6.0 which was better than the national average of
6.4.
(Source: MBRRACE UK)
The birth centre had 100% normal vaginal delivery rate, which was better than the national
average of 60%.
Data was not available regarding the transfer rate of women to the University Hospital of North
Tees due to the limited number of births at the centre, the last birth being in April 2017.
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Competent staff
Appraisal rates
Between April 2017 and June 2017 66% of staff within Maternity services at the trust had received
an appraisal compared to a trust target of 95%.


Below data includes staff mapped to the core service of gynaecology in the RPIR, however
they as they work in the antenatal assessment unit or are obstetricians at UHNT they fall
into maternity services.

A split by staff group can be seen in the graph below:

Appraisal completion by staff
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Health Visiting Nursing Staff
Staff

University Hospital of Hartlepool had a 61% appraisal completion rate, compared to the last
financial year (April 2016 to March 2017) where the appraisal rate was 47%.
Staff working cross site had a 75% appraisal completion rate year to date and for the last financial
year.
(Source: Routine Provider Information Request (RPIR) P43 Appraisals)
The training midwife monitored staff training had a robust process for allocating staff training.
We reviewed the training programme for obstetrics, which was developed in partnership with the
patient safety team and reflected current themes and findings from investigation reports. Subjects
covered included, antenatal and new-born screening, and public health initiatives. The training
programme also included skills drills in subjects such as cord prolapse (including at home) and
breech delivery, shoulder dystocia, eclampsia and obstetric haemorrhage.
Newly qualified band 5 midwifery staff had a period of ‘preceptorship’, where they received
additional support and went through a programme of competencies. The first four weeks of this
programme were supernumerary (non-clinical). Staff reported the level of support and training was
“excellent”. This included competencies that were signed off by preceptors, staff reported they
were fully supported in their transition to band 6 staff.
Healthcare support workers were required to attend training to support the delivery of services and
examples of subjects covered were the care of deteriorating patients and MEOWS, maternal
observations, skills drills, breech births, eclampsia and neonatal life support.
Staff confirmed they had an annual performance review or were expecting to have one. Staff we
spoke with informed us the review offered a chance to discuss their performance and development
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needs, this was a valuable and positive opportunity. Additional training needs documented and
staff reported they were able to access additional training as required.
The service was in the process of implementing a system of midwifery supervision. A-EQUIP is an
acronym for advocating for education and quality improvement. The A-EQUIP model is made up of
four distinct functions: normative, restorative, personal action for quality improvement and
education and development. Staff were undergoing training ready for the implementation of the
model in its entirety.

Multidisciplinary working
There was good multidisciplinary working. All staff, including those in different teams and services
for example consultant and nursing and midwifery worked collaboratively to ensure the best
possible care was provided to their patients.
Staff were involved in assessing, planning and delivering women’s care and treatment. The
service led regional and local multidisciplinary team networks in areas such as fetal medicine.
Midwives at the hospital and in the community worked closely with GPs and social care services
while dealing with safeguarding concerns or child protection risks.
The health visitors and the community midwife team worked together to identify and report
potential risks to hospital staff, risks were notified to health visitors, and community midwives had
access to pathways about vulnerable women.

Seven-day services
The maternity day assessment unit was open five days a week; they took referrals from GP’s,
community midwives as well as self-referrals. The unit was open 09.00 to 17.00 Monday to Friday.
Community midwives provide a seven day service with antenatal clinics and all postnatal visits
took place either in the home or local authority children’s centre buildings. Community midwives
also held drop-in clinics on a weekend for women who were unable to attend during the working
week.

Health promotion
Women with additional health needs were identified during the booking appointment and referrals
made to specialists as required.
Had implemented Babyclear, which is a co-ordinated approach to address maternal smoking in
the North East region, and carbon monoxide monitors were in use. The rate or women smoking at
booking between April 2017 and October 2017 was 15% to 27%, compared to the rate of women
smoking at delivery was 14% to 21%.
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Is the service caring?
Compassionate care
Friends and Family test performance
Friends and family test performance (antenatal), North Tees and Hartlepool NHS
Foundation Trust

Between September 2016 and August 2017 the trust’s Maternity Friends and Family Test
(antenatal) performance (% recommended) was generally in line with the England Average.
June 2017 saw the trust fall below the England average with the lowest score throughout the
period of 87% compared to 96% for the England average. For the rest of the period trust
performance has ranged from 94% (February 2017) to 100% (October 2016, November 2016,
January 2017, April 2017).
Friends and family test performance (birth), North Tees and Hartlepool NHS Foundation
Trust

Between September 2016 and August 2017 the trust’s Maternity Friends and Family Test (birth)
performance (% recommended) was generally in line with the England average, ranging from 92%
(May 2017) to 100% (July 2017).
October 2016 saw the trust score 0% however this was due to an insufficient number of responses
for that month so no percentage recommended was calculated.
The trust scored 100% percentage recommended for six of the months during the period
(September 2016, November 2016, December 2016, March 2017, June 2017 and July 2017).
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Friends and family test performance (postnatal ward), North Tees and Hartlepool NHS
Foundation Trust

Between September 2016 and August 2017 the trust’s Maternity Friends and Family Test
(postnatal ward) performance (% recommended) was generally in line with the England average,
ranging from 91% (February 2017) to 100% (November 2016, July 2017, July 2017).
October 2016 saw the trust score 0% however this was due to an insufficient number of responses
for that month so no percentage recommended was calculated.
Friends and family test performance (postnatal community), North Tees and Hartlepool
NHS Foundation Trust

Between July 2016 and June 2017 the trust’s Maternity Friends and Family Test (postnatal
community) performance (% recommended) was generally in line with the England average,
ranging from 89% (July 2016) to 100%.
The trust scored 100% percentage recommended for eight months during the period (August –
December 2016, January 2017, March 2017 and April 2017)
(Source: NHS England Friends and Family Test)
CQC Survey of women’s experiences of Maternity services 2015
The trust performed better than other trusts for four out of 16 questions in the CQC Maternity
survey 2015
Area

Question

RAG

Score

Labour and
birth

At the very start of your labour, did you feel that you were given
About the 8.22
appropriate advice and support when you contacted a midwife or the same
hospital?
During your labour, were you able to move around and choose the
position that made you most comfortable?

About the 8.02
same

If your partner or someone else close to you was involved in your
care during labour and birth, were they able to be involved as much
as they wanted?

About the 9.46
same
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Did you have skin to skin contact (baby naked, directly on your chest About the 8.97
or tummy) with your baby shortly after the birth?
same
Staff during
labour and
birth

Did the staff treating and examining you introduce themselves?

About the 9.39
same

Were you and/or your partner or a companion left alone by midwives About the 7.87
or doctors at a time when it worried you?
same
If you raised a concern during labour and birth, did you feel that it was About the 8.88
taken seriously?
same
Thinking about your care during labour and birth, were you spoken to About the 9.51
in a way you could understand?
same
If you used the call button how long did it usually take before you got
the help you needed?
Thinking about your care during labour and birth, were you involved
enough in decisions about your care?

About the 8.74
same

Thinking about your care during labour and birth, were you treated
with respect and dignity?

Best
9.64
performing
trusts

Did you have confidence and trust in the staff caring for you during
your labour and birth?

About the 9.19
same

Care in
Looking back, do you feel that the length of your stay in hospital after Best
8.18
hospital after the birth was appropriate?
performing
the birth
trusts
Thinking about the care you received in hospital after the birth of your About the 7.79
baby, were you given the information or explanations you needed?
same
Thinking about your stay in hospital, how clean was the hospital room Best
9.00
or ward you were in?
performing
trusts
Thinking about the care you received in hospital after the birth of your Best
8.48
baby, were you treated with kindness and understanding?
performing
trusts
Thinking about your stay in hospital, how clean were the toilets and
bathrooms you used?

About the 5.93
same

Three of the four questions the trust performed better than the England average in related to care
in hospital after the birth.
For the remaining 12 questions the trust scored about the same as other trusts.
(Source: CQC Survey of Women’s Experiences of Maternity Services 2015)

Emotional support
There was access to two British Association for Counselling and Psychotherapy (BACP)
accredited counsellors, who had a focus on pregnancy loss, termination and bereavement.
Women’s mental health was assessed at booking and referrals made if required (we saw evidence
in 100% of the records we reviewed). We were told that multidisciplinary plans were made for
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delivery. There was support from the perinatal psychology team based in a neighbouring trust
when required and there was access to mother and baby spaces, however, these were limited.
Bereavement policies and procedures were in place to support parents in cases of stillbirth or
neonatal death; a specialist midwife who had an interest in bereavement supported this. Staff
discussed with us how they cared for women following bereavement. It was clear that women of all
stages in their pregnancy loss and their families were supported with compassion.
We were provided with examples of where staff went over and above to support women following
still birth and infant loss. There was a strong, visible person-centred culture. Staff were highly
motivated and inspired to offer care that was kind. Relationships between people who use the
service, those close to them and staff were strong, caring and supportive. Staff highly valued these
relationships.
Staff were committed to working in partnership with their patients, women we spoke with informed
us there were aware of what their treatment plan would depend on the progress of their
pregnancy, and this meant that women were aware of all treatment options for all eventualities.
Women we spoke with following labour told us that the midwives were friendly and supported them
which made them feel calm and cared for throughout the birth.

Understanding and involvement of patients and those close to them
Women were involved in their choice of birth, at booking and throughout the antenatal period
Women we spoke with said they had felt involved in their care; they understood the choices open
to them and were given options of where and when to have their baby safely.
We noted the rate of home births was low (below 1%); records showed staff discussed birth
options at booking and during the antenatal period. Ward managers and consultant team were
involved in agreeing plans of care for women making choices outside of trust guidance, focusing
on supporting women’s choices of birth while ensuring they were making fully informed decisions.
Staff recognised and respected women’s needs, always considering their personal, cultural, social
needs into account.
Staff showed determination and creativity to overcome obstacles in delivering care and achieving
a positive and safe pregnancy and birth experience for women.
Women with learning disabilities were supported during their pregnancy and carers were able to
stay with them following delivery.
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Is the service responsive?
Service delivery to meet the needs of local people
Bed Occupancy
Between Q4 2015/16 and Q1 2017/18 the bed occupancy levels for Maternity were consistently
lower than the England average, with the trust having 31.5% occupancy in Quarter 1 2017/18
compared to the England average of 58.9%
The chart below shows the occupancy levels compared to the England average over the period.

(Source: NHS England)
The service was aware of its risks and the need to ensure that services were planned and
delivered to meet the increasing demands of the local and wider community. For example, women
from the local population could elect for delivery at home, the midwifery led unit in the University
Hospital of Hartlepool or if required the consultant led unit in the University Hospital of North Tees.
The service had a maternity voices committee (previously known as the maternity services liaison
committee). The chair of maternity voices visits Delivery suite, antenatal postnatal ward and
neonatal unit to talk to new parents and grandparents on occasion about their experiences of the
services and seek views on improving services to feed into our MSLC/Maternity Voices meeting.

Meeting people’s individual needs
The staff in the birthing centre team provided continuity for a cohort of women; however, due to
poor staffing levels in the team, women were unable to deliver at the birth centre.
Staff could explain how the translation service was accessed and used. In all areas we visited we
found information for patients about how to access translation services.
Midwives said they encouraged ‘normalisation’ about women’s experiences, providing a good
environment, as relaxed as possible, “with lots of information and informed choice”.
Partners were able to stay with mother and baby during their stay on the birth centre.
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Women carried their own paper records with them and had contact numbers for their midwives,
this included outside of normal working hours. Parent education classes were available in the
community setting and information relating to labour and birth was provided at antenatal
appointments.
The maternity services provided care for women in vulnerable situations; we were given examples
of how midwives would create a situation where they could speak to women alone if they had
concerns about domestic violence. There were specialist midwives in substance misuse and
safeguarding.
The rooms on the birth centre were large and all had en suite facilities; there was a birthing pool
available.
Private rooms were available in the early pregnancy unit and although space was limited in the
day assessment unit, staff had access to a counselling room and said they found ways to get
mums on their own if they had safeguarding concerns.

Access and flow
Between November 2016 and October 2017 the service achieved 87% of bookings appointments
before 12 completed weeks.
Women received an assessment of their needs at their first appointment with the midwife. The
midwifery package included all antenatal appointments with midwives, ultrasound scans and all
routine blood tests as necessary. The midwives were available, on call, 24 hours a day for home
births as needed. Community midwives were on call for home births and delivery suit cover if it
was busy. The numbers on call would flex depending if there were an imminent home birth.
The maternity assessment unit (MAU) was open 09.00 to 17.00 Monday to Friday. Women were
referred by the community midwife, GP or by self-referral. Evidence provided showed that the unit
saw on average 300 women per month.
Due to the number of vacant posts on birth centre midwifery team, a second midwife was to be
released from the delivery suite at University Hospital of North Tees. However, the availability of
the second midwife to be released is dependent on the work load on the unit. Therefore women
are required to travel through to the University Hospital of North Tees site.
All rooms in the Birth centre had portable telephones in them should the staff need to call for
additional support. This meant that the staff member did not need to leave the room.

Learning from complaints and concerns
Summary of complaints
Between July 2016 and June 2017 there were two complaints about Maternity. The trust took an
average of 41 days to investigate and close complaints, this is not in line with their complaints
policy, which states complaints should be completed with 25 days or 40 days for more complex
complaints. Both complaints related to ‘all aspects of clinical treatment’.
(Source: Provider Information Request P55)
There was a complaints policy and procedure which staff were aware of. Daily rounding was
observed in some. This was a form asking women about aspects of their care and staff said this
was often a way of identifying any concerns.
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The numbers of complaints were displayed on information boards.
Complaints were discussed at patient safety meetings; we reviewed minutes of these meetings
between October 2016 to October 2017 which evidenced discussions and lessons learnt. Actions
from these were shared with staff via various means such as newsletters or discussion at ward
meetings.
All staff we spoke with were able to provide examples of when practice had changed following the
result of a complaint.

Is the service well-led?
Leadership
The service was led by a clinical director, head of midwifery and children’s services, a general
manager and a divisional finance manager.
The service had recently appointed a deputy head of midwifery (DHOM); however, the DHOM was
also a department manager and was undertaking both roles. Additional capacity bad been created
for more band 7 cover to release time for the deputy head of midwifery role, however, at the time
of inspection this was very limited.
The next level was band seven clinical leads and the patient safety lead, education lead.
Staff told us they felt supported by their line managers, however, staff were unable to tell us who
the DHOM was (however, this was a very new role). Senior management were visible in clinical
areas. The clinical leadership team (ward managers and HOM) met daily to discuss issues within
the maternity department including staffing and flow of patients.
The service had recently appointed some new band 7 midwives; senior leads told us that band 6
midwives were encouraged to shadow experienced band 7 midwives if they were interested in the
posts. We were told that the new band 7 midwives were being supported in their role, and the
service was in the process of developing a competency framework.
Discussions with the senior management team demonstrated a team, which was patient, focused
and committed to improving services.
Staff we spoke with informed us the consultant body would take into account the views of all staff
in the care of women, we also observed midwives being asked for their opinions by medical staff
during our inspection.
Discussions with the senior management team demonstrated a team, which was patient, focused
and committed to improving services.
We found good leadership in all clinical areas; however, we found some managers had a
perceived lack of autonomy to undertake improvement initiatives.
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Vision and strategy
There was a vision and strategy for maternity services; all staff we spoke with were able to
articulate this.
Some areas had their own vision or ‘mission statement’ displayed on the wall and the clinical
services strategy model was visible in clinical areas.
All areas we visited were patient focussed; this was evident from speaking with staff and patients.

Culture
We observed good team working, with midwives working collaboratively and with respect for each
other’s roles. All staff spoke positively and was proud of the quality of care they delivered.
Staff told us about the ‘open door’ policy at within the department. This meant they could raise a
concern or make comments directly with senior management, which demonstrated an open
culture within the organisation.

Governance
There was an effective governance structure with in the maternity service; the patient safety team
led this. We observed this team had a visual presence on the unit during our inspection.
The service held monthly patient safety meetings, which were open to all staff to attend; however,
we reviewed meeting minutes between October 2016 and October 2017 and found staff midwives
were unable to attend regularly. However, we found evidence that the information discussed in
the meetings was shared in staff areas.
All staff we spoke with had a clear understanding of their role in relation to good governance of the
service.

Management of risk, issues and performance
The obstetric risk register used a traffic light system or red, amber, green to highlight levels of
concern. Service leads and managers met quarterly to review the risk register. We reviewed
meeting minutes from September 2017, found each risk was discussed, and appropriate action
taken if the risk was no longer relevant. The register had 14 risks; one had a current risk level of
“moderate risk” and the remainder had a “low risk” level. We found there was clear alignment of
what staff had on their ‘worry list’ with what was on the risk register. We observed the risk register
had no specific risks documented for the birth centre; however there were five cross site risks. We
found no risks documented about the sustainability and staffing of the birth centre specifically.
Performance and outcome data was reported service wide and monitored through the
performance dashboard. The dashboard included targets and was Red Amber Green rated, this
meant patients and staff could easily identify where performance was as expected. Any outliers
(services lying outside the expected range of performance) were reviewed with the whole ward
management team. We found the dashboard was displayed in every clinical area we visited.
The service showed a focus on understanding and addressing the risks to patient care. The
patient safety team worked proactively with wards and managers and fed into the governance
processes to recognise and raise concerns and ensure safe practice. For example there were
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weekly risk meetings, in which all reported incidents from the previous week were discussed and
action points documented.
The service was part of the first wave of hospitals to implement the maternity neonatal health and
safety collaborative, this meant the service would have additional support to provide safe, reliable
and quality healthcare experience to all women. Additionally be supported to create conditions for
continuous improvement.

Information management
All staff we spoke with had a holistic understanding of performance.
There were effective arrangements to ensure all notifications were submitted appropriately and in
a timely manner. The patient safety team and the appropriate managers reviewed all notifications
and provided feedback to staff.
The service had recently implemented a new maternity data system, all staff we spoke with found
the system simple to use, however, it was reported that it took time to get used to.

Engagement
It was identified that getting mothers from the local area involved with service planning had been a
challenge, and work with this was ongoing. The service was working with regional partners in the
local maternity service (LMS) forums to engage with service users.
The trust had a maternity voices group (formerly the maternity services liaison committee) as
advocated in Better Births (2016). The maternity voices group had excellent representation at
board level and was committed to bringing together service users and providers.
There were no directorate specific results in the 2016 NHS staff survey results for staff
engagement. The national survey showed on a scale of 1-5, with 5 being highly engaged and 1
being poorly engaged, the trust scored 3.82. This score was the better than other similar trusts.

Learning, continuous improvement and innovation
The proactive approach of the education team ensured training was appropriate for the role of
staff, for example undertaking homebirth simulation exercises in the hospital residence.
Additionally the team were active partners in trust wide training. The work of the team ensured
medical and midwifery staff were able to undertake training together.
The service supported staff to improve their knowledge of bereavement and supported to access
MDT training. We saw there was participation in and learning from incidents. Learning was shared
effectively and used to make improvements
The service was taking part in the maternal neonatal health and safety collaborative, this is an
NHS Improvement initiative with supports trusts to develop local skills and resources for
improvement, create local improvement plans, improve service quality and safety, measure
improvement data to show impact and join a local community of practice.
The service was in the process of training staff appropriately for the A-EQUIP midwifery
supervision model, with an ultimate aim to support midwifery staff going forward.
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