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COMNFIDENTIAL - Service review Countess of Chester Hospital NHS Foundation Trust
Executive Summary

The Royal College of Paediatrics and Child Health (RCPCH) was invited 1o review the
neonatal service at the Countess of Chester Hospital (COCH) following re-designalion
from level 2 Local Neonatal Unit (LNU) to level 1 Special Care Unit {(SCU) i July 2018
due to concerns about increasing neanatal morality A number of causes had been
postulated but there was no definitive explanation for the trend.

The Review team visited on 1-2 September and mel slalf and stakeholders including
obstetric, network and transport representatives. We wera not commissioned to
conduct detailed casenote reviews but given the circumstances we recommend that
this is initiated immediately proritising the deaths thal were considered unexpected

We found a cohesive and enthusiastic group of paediatricians and a nursing
compiement that 15 well led and supportive. There is good engagemeant with
Operational Delivery Network (ODN) colleagues Trainees are poasitive about their
expenence and the skills they acquire. Thera 15 scope for further development of nurses
towards specialist or nurse practiioner roles and greater invelvernent in medical
decision making Recent events have pul pressure an inter-team relationships but this
is being addressed and morala ramains reasonably rabust with generally good
professional communication between teams

There are however significant gaps in both medical and nursing rotas. Staffing is
sufficient for an SCU caring for infants from 32 weeks gestation. but not for provision of
longer term high dependency and some intensive care.  Before reinstatement of LNU
status statfing levels must improve and persennel issues must be resolved

The arrangements for investigating neonatal deaths must be strengthened. review
findings appear to be reported at several different meetings but it i= unclear at which the
resulling actions are monitored. Despite sound structures. there seems 1o ba
disconnection betweean the neonatal leadership and the Trust's governance and risk
management processes. Reviews highlighted examples of poor decision making

delays in seeking advice and delayed retrreval of infants 1o tertiary units.

The physical separation of the tertiary centres and lack of tight protocols for transfer to
them remains a risk as is the commissicner indecisian around integration of the three
network transport services. leaving an under-resourced singie climical transport team in
Cheshire and Merseyside.

Cur report makes recommendations for the unit's oparational practice, for Trust
managemeant and for the wider ODN, which mus! be addressed swiftly to enable the
umit o reopen as an LMU if that is the intention. In the internm il iz imporiant that the
shilis of existing staff caring for very sick infants are mamntained and that the Trust
continues o communicate affactively with patients” familias and the wider public about
fhe services available.

Invited. reviewsE&rcpeh. ac, uk Page 4 of 31
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1 Introduction

11 The RCPCH was approached in June 2016 by Mr lan Harvey, Medical Director
to conduct an invited review of the neonatal service al Countesa of Chester Hospital
NHS Foundation Trust ([COCH) The Review team comprised two paediatricians with
special interest in neonatology, plus a senior neonatal nurse manager and a lay
reviewer. The Trust provided a range of documents for review. and interviews with
relevant staff and cthers as listed at Appendix 2 took place on 1 and 2 September 2016
at the Trust. There were some additional conversalions by tetephone following the visit
and additional documentation received A summary feedback meeting was held with the
Chief Executive, Medical Director and Nursing Director at the end of the visit at which
the Review team set out some Immediate actions which were followed up by letter the
next working day. These and further recommendations are included in saction 5.

1.2 This report provides an independent critique of the service aganst agreed terms
of reference. taking inte account published policy, guidance and standards developed
by RCPCH, other professional bod:es and the Department of Health, together with the
objective operational expenence of the Review tleam drawing on and supporied by the
resources of the RCPCH, It is the property of COCH through the Medical Director and
remains confidential between the Trust and those appointed by the RCPCH to produce
the report. However the RCPCH encourages wider dissemination of this repar by the
Trust amongst those involved in and working with the service

13 The Review team would like to thank all participants for their hospitality and
engagement with the process, their openness, and thair time

. Terms of reference

21 The RCPCH will conduct a review of the COCH necnatal unit against standards
evidence and guidance to examine
= |3 the service provision compliant with current professional standards?
= Are staffing numbers and competencies appropriate for the acuity of the infanis
cared for?
« [Doees the unit have
clear and engaged leadership™
good team warking ?
1@ culture of safety and proactive risk assessment ?
sound governance processes’?
i@ pasitive relalionship with the reonatal network and ranspor service?
= To consider concerns about the Meonatal Unit with specific reference to:
Are thare any identifiable common faciors or failings that might in part. orin
whole, explain the apparent increase in martality in 2015 and 20167
= Are thera any areas of concam for which potential development would improve
oulcomes?

Invited reviews@rcpoh ac.uk Fage 5of 31
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3 Background and Context

31  The Countess of Chester Hospital MHS Foundation Trust (COCH) comprises a
G500-bed District General Hospital and a 64-bed :nfermediate care service at Ellesmere
Port. The Trust serves a local population of approximately 445 000 paople in and
around Western Cheshire. Ellesmere Port, Neston and North Wales. The Trust was
rated 'good’ by CQC in its latest inspection report. published June 2016, which
highlighted the accessibility and visibility of the executive team and the positive steps
they had taken to improve communication with staff at senior and Iocal level

32  The acute paediatric tearm comprises saven consultants including one with a
special interest in neonatology. Proposals had been approved at the time of the visit to
extend this team by two additional consultants {including neonatology and diabetes
interests) in order 1o comply with the RCPCH Facing the Future 2015° standards and
recruitment is under way.

33 Upuntlt 7" July 2016 neocnatal provision comprised a 20-cot Local Neonatal
Linit' {(LNU) caring for infants over 27 weeks™ gestation There were 3 Intensive Care

(1<) cots, 3 High Dependency (HD) cots. 10 Special Care (5C) and 4 transitional care
cots

34  Average occupancy between April 2014 and March 2015 indicated there was
overprovision of neonatal and high dependency cots (see table 1) Around 96% of
infants are inbern’ . with just over 3000 births a year in the matermity unit  The neonatal
unit cared for 406 infants in 2015/16 which represents 13% of deliveries (15% the
pravious year), a relatively high, but falling adrmission rate compared with the national
benchmark of around 10%

[1c 'HD Combined IC/HD | SC
COCH  51%  84% 57% _ |TS%
ODN average | 67% 87% 7% B1%

Table 1 - occupancy 2015-6 as % of available cots {ref netwerk activity capacity demand report)

315 The unitis a part of the Cheshire and Merseyside Neonatal Network, one of threa
withan the North West Neonatal Operational Delivery Network (ODN) Infants less than
27 weeks' gestation are transferred, ideally in utera, 1o the neonatal intensive cara unit
at eithar Liverpool Women's Hospital (LVWH) or Arrowa Park hospital (APH), with
neonates requinng surgery being cared for at Alder Hey Children s Hospital (AH)

36  The Cheshire and Mersey transport team is combined with the ‘cot bureau” that
co-ordinates availability of specialist cots across and bayond the nebwork, and 18 run as
a separate service cut of Liverpool Women's Hospital (LWH). It uses Tier 2 doctors
and Advanced Neonatal Nurse Practiticners (ANNPS) restarad from the Liverpool
rotation with consultant advice and support during working hours. In 2014 the ODN

" ROPCH ac ukdacingthebitune
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CONFICENTIAL - Service review Couniess of Chester Hospilal NHS Foundation Trust

developed a business case to combine the three tfranspor services inlo one centralised
dedicated team based at Liverpoal or Manchester, and a decision is awaited on this
fram NHS England Specialist Commissioners

Concerns raised

3.7 3ince June 2015 the paediatnc consultants have become concemed about a
higher than usual number of neona’al deaths on the unit. several of them baing
apparantly "unexplained” and ‘unexpected’ Mast of
these infants had post-mortem examinaticns, all cases had been reviewed by 1he
mariality and morbidity meeting (M&M) and one hac undergone a Root Cause Analysis
review, with some also being examined by obstetric secondary review, On 8" February
2016 a half day "high level thematic review of ten of the cases took place with the
imvalvement of the QDN chnical lead. A summary infernal raview of the nursing
observations, stathing and junior doctor rotas for the 12 hours before the deaths was
then conducted. No definite causal correlation was kKlentified between the various
cases, however a number of recommeandations (such as new UVC guidance) resulted
from the high level review.

3B Further in-depth analysis by the neonatal lead in July 2016 examined activity
and acuity from June 2015 This included admissions per month, time between deaths
total care days per month, [T care days per month, birthweight and prematunty. This
was not a systematic review but concluded that there was higher activity and |ower
admission bithweight than average during the pencd corresponding fo the increase in
mortality. This was not however considered to have been significant enough ta explain
tha increase in mortality

3%  The MERRACE-LIK ra|:uz:rrl"F published in May 2016 provides histoncal analys:s of
neonatal martality and morbidity for births during 2014 and does not show the Trust as
an autlier for that period, which makes the recent prevalence more cunious. similarly
the evidence from the Mational Necnatal Audit Pragramme (NNAR) for 2014 indicates
the unit is parforming well against those of similar size

310 The Review team agreed that there were no obvious factors which linked the
deaths and that circumstiances in the unit ware not materally different fram those which
might be found in many other necnatal units within the UK.

311 Most of the consultanis had been on duly for af leasl ong of the deaths
Following reflaction both individually and in discussions the consultants noted that
saveral of the infants had collapsed unexpeciedly and had bean surpnsingly
unrasponsive (o resuscitation, despite the staff following standard protocols in each

" hittps: Mwww npeu.ox ac uk/mbrrace-ukirepony
hitpwear repeh ag wdlimpreving-hitd-heah/guaily improvemeni-and-clmical-acvditnationad-naonatal-
izchb: programme-nnag
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case One surviving infant was mentioned as having needed resuscitation for similar
collapses over three nights but subsequently recovered, although the Review team did
rot sea detalls of ‘near misses’ such as this The consultanis did not inihially consicer
that there ware any links between the episodes of collapse in the infants that died but
subsequently they began to note similanties  For example some of the infants displayed
a sudden motiling appeanng after a few minutes of resuscitation, usually starting on the
limbs, and on at least one occasion on the centri | abdomen and chest The consultants
had considered a number of possible causes for this appearance bul there remained no
definite explanation

312 Inrespense to this allegation and the high acuity and activity an the unit the
Medical Director, Nursing Director and Trust Board decided on 7" July lo reduce the
designation of the service o a Special Care Unit {SCU) caring for infanls fram a
minimum of 32 weeks gestation pending an external review by the RCPCH, and the
change appeared to have been handled sensitively and effectively by management with
good network and public engagament.

113  The staff within the umit had been naturally very distressed by each of the
neonatal deaths and were alzo affected by the actions thal had been aken in respanse
to the concerns subsequently identified. The RCPCH was invited 1o review the
investigations of each death and the wider service, including network support and
advice, protoceols and transfer arrangements. 1o provide a view on whether there were
any cantributory factors in the deaths or missed opportunities to take action that could
have prevented or mitigated them

Strategic Future

314 Interms of the strategic future of the unit, a ‘l.n’anguard"‘ projectis being
implemented for Cheshire and Mersey, and the STP® process is considenng a footprint
with links between Wirral and Cheshire, | 2 a longer term link for COCH with APH
rather than LWH. This may have implications on the current sfrong fetal medicine
service and cbstelrics in general which cares for a relatively high proportion of women
with high-risk pregnancies. However the obstetricians remarked that since the
termporary reconfiguration there had been minimal impact from their perspective. since
women were iraveliing to other units antenatally when a premature delivery was
anboipated

! Tne Venguard schema was announced in the NHES Five Year Foreand Vigw and [aunched i Janusry
2015 The West Cheshae Way ‘starting wall’ scheme 18 looking at befter inlegrated care for babies for
Latnes

* Sustainabiity and Transformabon Plan - developed across crganisatons and Sunched in Oclober 2014
fo set & blusprmt for mose megeated working,

Inwded reviewsErepch. ac uk Fage 8 of 1
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4  Findings

Recommendation: Conduct-a thorough oxternal, independent review of each
neonatal death between January 2015 and July 2016 to determine any factors
which could have changed the outcomes. Include abstetric and pathology /
postmortem Indicators, nursing care and pharmacy input

Recommendation: Ensure there are clear, swift and aquitable Trust processes for
invesligating allegations or concems which are followed by everyone

41  Is the service provision compliant with current professional standards?

N The team has sel-assessed againsl sereice stonckrds e a Locil Neaoatal Unif
Sl s AarecanhToiand g noese oo mmedical staffung evels e g
iccpmmadation for parents, support from the compumdy neanatal fmen oo posinatal

ferilesist s

411 MNeonatal careinthe UK benefits fram a range of clear and consistent service
standards developed by the British Association of Perinatal Medicine (BAPM) and
adepted by government through NICE Quality Standards. the Neonatal Toclkit and NHS
England's Specialised Commissioning specifications for neonatal care (EQ0S) and
necnatal iransport (EQT). These standards guidelines and specifications set out
expeciations for staffing {numbers and expenence), activity, transfer arrangements,
amvirgnment, governance and patient'parent/carer expenence

412 The designation as an LNU requires medical cover as follows
= Al least seven on-call consultants including at least one neonatal specialist
rcompliant)
= A Tier 2 rota shared with paediatrics with at least 8 staff {not compliant)
« ATier 1 rota separale from paediatrics with at [east 8 staff (not compliant)
Urits with a high proportien of intensive care should have enhancad staffing.

413 The consultants appeared confident about carmying cut necnatal care but they
are concerned thal they would lose skills if the status of the unit remalins at SCU. They
are able to actively cool infants for transfer, reaching the target 6 hours and the unit is
performing well against peers for the standards measured thraugh the NNAP
programmae

4.1 4 Nurse staffing levels are consansus based and calculated as follows
= one nursa 1o ong infant on intensive cangs
= one nurse o two infants on high dependency care
= one nurse o four infants on special cara
All nurses should have underiaken NLS
Compliance s monitored on a network basis through the Badger Nel relurns
Across the network nursa siaffing 15 27% below target at COCH it s 21% according to
arecent nebwork audit

Inviled reviews@rcpoh.ac.uk Fage 8 of 31
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4 1.5 The paediatrics team has sell-assessed against the 2015 "Facing the Future
slandards for acute paedmtrl:: care, and sialed compliance with ali standards except the
first — consultant presence at times of peak activity. There are ward rounds at Spm
weekdays and weekend mornings contributing 1o compliance with the 14-hour consult
review standard  There has been a “hot week' system since Z008-9, bul a single
consultant is insufficient to safely cover both the paediatne and necnatal wards. The
business case for additional consultants (see 3.2) will addrass this

416 Interms of environment the unit 1s well located, baing adjacent to the paediatrc
ward and maternity unit, but its design reflects its age. The racms are small, with cots
placed too close together, making nursing more of a chalienge, and lighting is
inadequate There is insufficient storage space resulting in many pieces of equipment
being slored in corridors. Direct visibility from one area to another is poor, and infants
are moved regularly to accommaodatle acuity — an extra risk in the system. There is a
£3m fundraising appeal towards rebuilding the unit adjacent to the current facilites. A
light, bright parents' suite was opened recently with suppon frem the Chester Childbirth
Trust

4 17 BAPM standards suggest that an annual report should be prepared for each
recnatal unit.  This provides an apportunity to bring together key issues and analysis
and put it to the attention of senior management and network / commissioners. No
such report had been produced for COCH due, presumably. to pressure of activity so
this valuable oppertunity for infiuence had been lost.

fRecommendation; An annual report should be prepared for the unit which Is
dizsgeminated to the Board and Network stakeholders

4.2  Are staffing numbers and competencies appropriate for the acuity of the
infants cared for?

No. The paatialic sendce (including neonates] strgoles fo il ds Tie 2 (imdale gradp)
pasts and imedical stalfing nunbess are nadeguate for o Ter 2 LN atthocegh sufficient
fora Level 1 SCU. The repoted quaity of teaclng amd iy for doclors is, however
crnd across the. paedialig S

421 Although the unit s on-paper complant at consultant level, the high leve! of
activity of the paediatnc service means there are only two scheduled consultant ward
rounds per week on the neonatal unit, yet five on the paediatric wards. This would not
meet training requirements or RCPCH and BAPM guidance for a Local Neonatal Unit,
The appaintment of two further consullants (gee 3 2} in 2017 s an extremely positive

and forward thinking decision which will enable a dedicated consultant of the week for
the necnatal umit. These appointments should be in place before the network and unit
consider returning o Level 2 status®.

" Subsequently the Review leam ahs been adwised that only one appointment s besng recruitad.

Inwited. reviews@ropeh.ac. uk Page 10 of 31
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Recommendation: The two additional consultant appointments must be in place
before any consideration can be given to possible redasignation as a Lavel 2 LNU

422 The investigation reporis from the infant deaths showed a pattern of insufficient
senior cover and a reluctance to seek advice. The consultants reported visiting every
day, and being available on site Bam-2pm, perhaps by supervising work on the
postnatal ward and teaching. Given th & acuity of the unit {pre Tth July) there should
have been a greater level of consultant presence on (he ward

Recommendation: Strengthen procedures for involvement of mare senior advice
and develop guidelines for consultant availahility to the neonatal unit

423 AL Tier 2 the seven North West rotation training posts {across paedatrics and
negnates) are hard to fill. At the time of the visit there were 5 5 WTE with a long-term
locum. but there had been as few as 3 5 WTE on the rota and rarely a full complament
Slots are frequently coverad by locums who apparently vary in their capability. The
Review team heard that the machanisms for secunng locums s not clear, nor
monitored by the budget holder and the Trust has had to pay over the capped rates at
times to secure them. The oncall consultanis will occasionally cover Tier 2 gaps by
being resident, with colieagues usually willing to provide on-call support

4 24 The Review team was not aware of any strateqic plans to stabilise the Tier 2
rota, such as development of ANNPs or appointment of specially grade doctors, despite
an annual agency cost of around £125k. In one of the cases the
nurses had expressed concern about the capability of the locum registrar whose
agency had previously been advised not to affer the docter to the Trust again. The
nurses took steps to ensure the consultant was aware but it was nol clear to the Review
team that the locum recruitment process was sufficiently robust for such a situation not
le recur and no learning / action was documented for this case

Recommendation: All unfilled rota gaps (and transport problems) should be
recorded through DATIX and risk assessed at a senior committee such as the
Divisional Governance Committes

4.2 5 At Tier 1 there are nine WTE doctor across paediatrics and neonates, provding a
separate rota in each of the two areas between Sam-8pm weekdays and Sam-5pm
weekends, with one available overnight  The BAPM guidance slates that Tier 1 rolas
should be European Working Time Directive compliant and have a minimum of eight

staff who do not also cover general paediatrics so this staffing level |s insufficient for a
Lewel 2 LML

4 26 The Tier 1 doctors reported fealing well eupponted by nurses, particularly when
they ane called to gain expenence assisting at a bith  The madwives and neonatal
nurses can cannulate, and, 'know when to do things and know the patients weall
according o the junior doctors

Invited reviewsi@rcpeh ac uk Page 11 of 31
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4727 There are four (<3WTE) Advanced Paediatric Nurse Practitioners who cover 12
hour shifts in the assessment unit supporting the Tier 1 rota, and many of the maternily
team are rained to cover newborn examinations (NIPE) There are however no
ANNPs at etther Tier 1 or Tler 2 level. The neonatal netwark strongly supports
developmeant of these roles — thera are 15 at LWH, 4 at APH and several others within
ather LNUs, often practising as educators 1o maintain their skills

Recommendation: Develop a strategic plan for sustaliable recruitment (o the
Fier 2 rotas through development of nurse pracliioner or other roles and review
the protocol for locum assessment

428 There s a robust foundation training strategy, which includes some simulation
scenarios but it s considered to be better provided through direct teaching COCH has
received good feedback about the technical ability of trainges ~ and the opportunities 1o
develop experignce in decision making.

4 2.9 Medical handovers are lengthy but thorough and apparently provided a good
learning experience, evidenced by the GMC trainees survey  More formal teaching
sesswons take place on Wednesday and Thursday mornings. The Grand Round on
Wednesdays provides an apportunity for the hot week consultant to prepare a full
review of the cases to be discussed, including test reporis and social issues,

4210 Nurse staffing leveis are frequently less than the recommended levels. there
was a 21% shortfall in 2014-5. There are always two Band 6 and two Band 5 nurses on
zhift but these are often covered by long term agency staff. The CQC ndicated that
neonatal nurse staffing was of concern. requiring the Trust o

‘Ensure staffing levels are mamtained m accordance with national
professions! standards on the neonatal unit and paediatric ward”

bt the detail of what this meant was not available in the public domain and no other
concermns were raised in their report. The nurses on the unit were also supporting
transitional care in the maternity unit and administration of antibiofics for infants from
Cestrian Ward which depleted their avatlability for sick infants in the LNU

4 211 In terms of acuity, network data’ available to the team had indicated that COCH
has a significantly higher proportion of late gestation admissions (over 37 weaks) than
other local units - 10.73% compared with 5.69% average for the 22 units, and this had
heen raised for saveral years. The 2015-6 data available in October showaed the figure
kad fallen to 7 8%, lower than two other units in the region. A number of possible
reasons for the higher level had been suggested including the transitional cara
arrangements, differences in obstetric approach, refuctance 1o dizcharge. low
thresholds to transfer in or inexperienced medical stafl but the increasing trend towards
the network norm was commendable and monitoring should continue.

" ODM actiaty and demand data 1" January 2014-31" Mareh 2015
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4 212 The Network had concluded that too many IC days were occurring outside the
NICLIs than recommended in the BAPM 2014 standards There is a longer tarm
network plan to reduce the number of IC-cot-days i LNLUs.

42 13 Given that the unit will have been running for some months at Level 1 before
any reinstatement of the IC cots. the staff mu st be supported to maintain their intensive
care skills. This could be by temporary rotation to a Level 3 unit or simulation
scenaros. Given nurses attend larger tertiary centres when undertaking the ITU
specialist neonatal course as 'students’ this should be feasible but requires a robust yet
suppartive HR system to ensure honorary contracts and paperwark are in place,

Recommendation: The organisation should ensure maintenance of skills of
noonatal nursing and medical team to ensure that return to level two can be
safely managed. Rotation of staff to level three units should be explored

4.3 Does the unit have clear and engaged leadership and good team working 7
Yes, gangraihy ol Nnere werg S0mme arsas v ere Sonnrmmcolons cowled he
Wregihieezn

4 3.1 The Review team found extremely positive relationships amongst the various
teams that coninibute 1o the neonatal unit. The consultants appeared 1o be a cohesive
group who were proud of the unit and how well they worked logether. for example in
deveioping and agreaing chnical guidelines. The semnior nurses wera very strong as a
team and provided appropnate challenge to the medical staff and support to nursing
colleagues. The more junior nurses and doctors all spoke highly of the almosphere on
thie unit and the accessibility of other staff 1o assist with questions and clinical advice
The neonatal / paediatric team was reparted by other Trust staff ta have far fewer
problems than others™ and seem 1o get on well with each other and the nurses,

4 3 2 There were, however, some histoncal lssues around senior leveal decision making
Some nurses reported that external escalation was not always as timely as it could have
been, and nurses did not feel empowered to participate. Although the nurses work to a
relatively Iraditional model, they reported thal they will support escalation more
vigorously” depending upon which consultant or locurn 15 on duly. This is not
uncommon on a LNU but there should also be a process 1o ensure that any training
needs [dentified are addressed and that these training needs, until addressed. are
recognised as a systemic risk, Relationships are starting to improve although recent
ewvanis arcund the recenfiguration had damaged relationships betweon sanior Nursing
staff and the consultants and this may need active intervention o restore 1m5ling
working relationships

Racommendation: Establish a short term group to examine nursa invoelvemant in
decision making, guideline development and transport laison

Inated reviews@repch ac uk Page 13 of 31
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433 The Occupational Health (OH) team appeared to be proactve and all staff knew
whom to contact even if they chose nol to use the serice The OH leam mcludes
nussing and part time {1PA) medical support with a mental health nurse within the team
They offer staff support, counselling and debriefing and "drop in” 2-3 times a year to
departmeants, more often when they are advised of concerns as was the case with the
naonatal unit. Whilst patient deaths affect everyane. the neanatal nursing and medical
teams appeared to manage support within their own group rather than accessing OH
suppor

434  When an nfant has died the nurses repored that the notification and paperwors
arrangements run smaothly and effectively. allowing them mare time to spend with the
family. There s an encrypled distribution email template. a pack of guidehnes
explaining whal to do, close links with the paliiative care teams at LVWH and AH and
good resources from the Network

4 3.5 Faollowing an incident, there is a team debrief organised almost immediately to
reflect on the situation and provide support and learning.  Several staff stated they
would appreciate another debnef at a time when other unit staff who had cared for the
infant were able also to attend.

4 36 Thereis no specific paliiative care lead or bereavement support but there are
good links with SANDS®  Some staff have completed bereavement training and all can
zignpost parents (o good local voluntary groups

Recommendation; Include a unit-wide debrief for neonatal deaths on the unit io
include all grades of clinical staff who cared for the infant

437 Leadership at senior Trust level appeared to be somawhat remota frem the day
to day issues taking place in the unit. and represantation on key decision making
network groups was sometimes at vary fgh level with delays in feeding back to the
operational team The consuitants descnbed feeling that they are victims of our own
success | being ‘at arm’s length’ and not on the radar with respect to the execulive
team although there are links through the governance arrangements in terms of
reporting and incident managemeant,

Recommendation; There should be a Children's Champian on the Board. One
of the executive directors should have a specific remit to support the neonatal

nursing and medical team until the enguiry and subseguent management action
plan is completed

4 3 8 Nurses reported that although they often use agency colleagues on shifis they are
usually regular placements and know the unit and staff well  The ward nurses explained
that the unit is a very positive place to work with encouragement and opporiunities for
hands on expenence and support, Although the ward can be really busy, everyona

' Biiliirth and Meonatal Death Society
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wanis everyone to progress’. but the nurses felt that there had been a dip in morale
since the changes and information about the tlemporary reconfiguration had not been
shared, even with the Band 6 nurses who had o manage the enguiries from anxious
parents aver the weekend following the announcement  Mention of instaliing CCTV on
the unit without explanation had unsettled the nursing team further aithough the Ut
Manager had strived to reassure them.

438 Trainees reported the unit as being an excellent place to work with a positive leam
cultiure and smoath functioning compared with other locations they had experenced
The GMC survey results for paediatrics however indicated dissatisfachion with induchon
feedback and regional teaching. There is a good working leam and good ralaticnships
with nurses and doctars. Handovers are clear with good supervision and the consultant
apparently always calls the junior doctor on call at night before going to bed
Consultants were reported to be "hands on supportive’ and approachable

4.3 10 Since the temporary redesignation, staff reported feeling caimer and mare
confident and morale/sickness has improved. The pressure has reduced and the unitis
operating more in line with BAPM staffing standards  The consultants afso reported that
in the two months since the change infants have been sick but recovered as expected.

44 Does the unit have a culture of safety and proactive risk assessment and
sound governance processes?

Partly.  There are processes i place Bclicing struclurad goveinen iIeeings il
foarthack tosfaifwlnch were gokiowisdged s ety rhy s Thests rlil reld isvaler
yapear to be sufficient foln up” halwaen the neaiatal il obstotiics and the THlist sk
miarrageien| system o deal proactivedy willy the mereased Rl iaily

4 41 The Trust has a clear policy for reporting incidents which sets out the process
reporting and governance arrangements, Although the Trust divisional structure (since
2010) splits women's services and matemily (planned care) and children's senvices
([emergency care). there is a monthly Women's and Children s Care Governance Board
(WECCGB) chaired by a conslltant cbstetrician which considers all incidents, reports
research. publications, updated policies and causes for concermn. Attendance is not high
(in May 2016 only 7 out of 20 members attended) but when not quorate members cover
for each other. Minutes are circulated widely. This group feeds into a Cluality and
Safety and Patient Experience Committee and risk 135ues can also be considered by
the Corporate Director's group The Urgent Care Governance Board” also covers
neonatal services but does not explone issues in depth

442 The unitis proud of its safety arrangements, citing the '4 'F's checks before
intubation and the implementation of actions following the enquiry inte a neonatal death
in March 2014. The twice-daily handovers were described as being comprehensive
aithough the handover information was not seen by the Review team. There s a daily
“Safety Huddle' with the shift ieader. The neonatal lead emails a manthly Neonatal

" Eram January 20168 Linkil Movember 2015 this was the Uingent Care Drasonal Baoard
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Incidents one-page bnefing to all staff in the unit detailing any incidents learning and
updates, This was mentioned by several staff as being very useful and informative

Incident reporting

4.4 3 If an incident meets criteria a Sernous Incident panel |s established within two
days chaired by the Medical Director and Director of Nursing, An "SBAR' repor 15
prepared and the recommendations from the panel are reviewer at the Governance
Beard and Divisional meetings. There is a formal system of 'Level 2' Root Cause
Analysis for internal Trust reviews run by the Risk Manager but this is relatively new and
was used in only one of the index cases

444 The deaths are reviewed, using case notes, initially by the neonatal lead, senior
nurse and the quality facilitator and a report regarding any learning and actions required
s completed. Deaths and near misses which are not 51 are reviewed al the peninatal
Martality and Morbidity (M&M) panel which is chaired by the Fatal Medicing Consultant
and meets afound 5 imes a year. The meeting does not include the nsk midwife, or any
extarnal adwviser, The MEM death review report template has been updated and
improved since February 2016 following the necnatal death review and inciudes brief
findings and actionsfiearning arising from the incidents together with the names of those
present. Minutes from the M&M are circulated to all the paediatric consultants and
senior nurses on the neonatal unit for disseminatien, but responsibility for follow up of
findings and implementation of lessons learned is not clearly documented largely lying
with the neonatal lead

445 Two of the cluster of deaths were not reported; the current policy indicates that
not all deaths need 1o be submitted as DATIX if they are expected deaths” and in
2015-6 anly 10 of the 13 deaths were reported as incidents on the neonatal incidents
summary. The definilion of 'expected was nol available bul presumed to be that used
in-safeguarding /child death panals and it was not clear wha is responsible for DATIX
entry. Other areas in the hospital report well but the neanatal unit have for some time
apparently been less systematic in reporting

446 Unhl early 2016 there was a Risk and Patlent Safety Lead bul ihe rale was re-
designed when she left the Trust (around the time of the CQC visil) and the post of Risk
Midwife was established and filled in May Children's’ risk was covered by a Risk
Facilitator from Lirgant Care but the Risk Midwife subsequently covered neonatal risk

4 47 Some of the deaths were reported on the Risk Register and the Review team
noled some were recorded with ‘green - low nzk of harm status

4 4 8 The review of deaths carried out by the (neonatal lead) consultants that, together
with two additional deaths, triggered the unit's reconfiguration in July 2016 did not use a
recogrsed RCA process nor did it invalve the governance leadirisk managaer The
staffing grid in particular was not validated. The Risk Manager has conducted a more
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systematc review of staffing on duty at the time of the deaths and the shift bafore but
this only includes clinical staff, not cleaners and others with access

449 The RCPCH review team recommends that the death | near miss reviews
process reguires further strengthening to invalve the nsk managemant tearm
sysiamaticaily and follow carporate process  All deaths should be raised as an 3l the
case reviewed promptly by paediatrician, risk midwife, neonatal nurse and obstefrician
and then either stood down or investigated formally,  Investigation could be internally or
with external input if there are serious concerns. There should be a clear forum for
ensuring recommendations are actioned The decsion to stand down a case should
also be formally reviewed at the Women's and Children's Governance Board or Quality
and Safety and Patent Experience Committes. and a machanism for informing the CCG
of all deaths (perhaps linked to the obstetnc reporting) should be dentified Thig
process including the involvement of an external acviser is in line with the
recommendations of the RCOG's 'Each Baby Counts’ report’

Recommendation: Strangthen the response o neenalal deallinear miss
investigations to normalise the reporting culture, include risk and governance
staff, involve a wider group including maternity and external scrutiny
demonstrate completion of actions and clarify senior management aversight

4 4 10 The paediatric and necnatal team has workad hard 1o build and review a large
number of practice and system guidelines Thay appear to be systematically updated by
the consultants, somatimes as a result of sifuations and incidents with a process
maonitored by the Divisional Governance meeting. Many of the clinical guidelines refiect
NICE guidance, reference APH or Alder Hey or are developed from policies in place at
LWH and this should be explicitly encouraged with those relating to stabilisation and
transfer clarifying network liaison and governance responsibilities lo mimimise nsk of
confusion at handover particularly in an emergency situation.  There was some
uncertainly over the engagement of nursing staff with guideline development, although
joint authorship was noted on some

Recommendation: All neonatal guidelines should be developed in canjunction
with the network and tertiary service for consistency of care in emergencies

Data, Activity and risk monitoring

4.4 11 Nurses complete a daily summary on Badger but use paper notes until
discharge. Concems were expressed that the different systems for care, incident and
death reparting do not communicate and data differs between them The Badger
neonatal system and the Medictech hospital system appear 1o have different
arrangements for recording and reporting details about term admissions, discharges
and Intant deaths, and the MBRRACE study requires different data again  This has
caused some lansion between neonatal and auditclin:cal governance staff which needs
o be resolved.

'See hiips (www roon org uk/eachbatoyoounts
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Recommendation: An agreed mechanism Tor data recording, management and
reporting across the IT systems including noting M&M case review reports and
CDOP notifications should be devised and implemented systematically

Guidelines for the investigation of newbom infants whe suffer a sudden and
unexpected postnatal collapse in the first waak of life (BAPM 2011)

Summary of recommendations

= Infants who suffer a sudden and unexpected cardicrespiratory coflapse within the first
week of life should be recognised as having an increased risk of congenital anomaly or
metablic disease as an underlying cause for their collapse

= All infants who suffer a sudden and unexpected cardicrespiratory coflapse within the
first week of life should undergo comprehensive investigation to determine the
underlying cause.

= Such an investigatory process will invalve interdisciplinary liaison to maximise
diagnostic yield whilst minimising unnecessary tests for the child.

« A detfailed history of the family and situational evenis is essential and should be
obtained by a senior member of madical staff

« All infants whao die from such collapse shouid be notified to @ CoronerfProcurator Fiscal
« All infants who die should undergo pest mortem performed by a perinatal pathologist

+ A detailed multi-professional case review should follow the investigation of any
unexpected infant death

4.4.12 The Review team was concerned that it was only when the data was formally
reviewed by the analyst did management realise how busy the unit was; this had not
bean raised as a risk since the neonatal team had just continued to work harder

4 4 13 Mot all of the cases underwent a post mortem despite this being recommendad in
BAPM 2011

Obstetric risk management

4.4.14 The obstetricians were confident in therr abibly to manage high nsk pregnancies
including twins and tnplets to later stages of gestation, and whera cols and appraopriate
safe staffing are available it is preferable for families 1o be able to stay locally following
delivery. The obstetrics team had expressed concern about four of the deaths,
particularly, which were discussed at the pernatal MEM meeting and found 1o have ne

" hintpweew bapm_org/publicatsons fdocumentsdpuidelines/SUPL gooklet o
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antenatal indicatars of concern. The Review team was however concemead at whether
there were sufficient staff for the LNU to care for tripiets, for example, albeit post 34
woeks

4.4.15 There are 5-15 stillbirths/year. and around 6 neonatal deaths a year are
discussed [ointly between obstetricians and paediatricians at the peninatal M&M. This
joint meeling sometimes includes a pathologist repres entative from the three based at
Alder Hey. The Risk Manager / Q| lead receives notes of the meeting but doas not
attend. The obstelricians were pleased to report 1o the Review team that there had been
na stillbirths since 15” October 2015

4.4.16 Obstetric investigations follow a pathway of first an obstetric primary review —
ooking at the data, then a secondary MDT review taking one case all the way through
pregnancy and delivery. The neonatal incident review group may ask the obstetric team
to conduct a second stage review. and they report together at the perinatal meeting

The templates used for the reviews are different and do not follow a corporate Rool
Cause Analysis approach at this stage.

4417 In the light of the increased number of stillbirths and necnatal deaths during
2015, the obstetricians established a panel to consider 15 cases which had all
undergone or were due multidisciplinary review  The panel invalved external
professional oversight and also monitored progress agamst actions. These included
recommendations on CTG interpretation, PROM management. delayed cord clamping,
DATIX for still births and advising pafients of the risks of shoulder dystocia. There was
a clear action plan which was followed up and dates of completion were reported,

4.4 18 Recently there has been neonatal unit attendance at the labour ward *huddie’
enabling sharing of concerns about patients antenatally Information including scans
and plans 15 also sent by letter to the neonatal lead. the GP and any others clinically
imvolved in case of unexpected delivery

Recommendation: The obstetric and pasdiatric incidant review processes should
follow similar, systematic methods as set out above

4.4.18 There is currently no nationally-agreed template or guidance on conducting
perinatal mortality and morbidity reviews in obstetrics and neonatology The perinatal
mortality ool being produced by the RCOG "Each Baby Counts programme ' and
ongoing findings from the MBRRACE"™ programme may assist

Sateguarding arrangements.

4.4 20 The Board fsad is the Director of Nursing who chairs the bi-monthly Safeguarding
Stralegy Board. The Named nurse and Doctor attend the LSCB and the Named Doclor
is atso the Designated Doctor for child deaths and attends the Child Death Overview

 see waw RCOG org.uk/eachbabycourits
- htlps Jiwedol mped oxac uimbirace-uk
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Panel The locality was reporied to have a high level of Domestic Abuse and
subslance misuse,

4 4 21 The Review team was impressed by the processes and links made by the Link
Health Visitor, who ensures engagement of families and suppoits professionals in
health and social care to work effectively together

Child death process.

4.4 22 When an unexpected paediatric death occurs the paediatrician on call contacts
the senior investigating officer on site. For neonates the Designated Declor for
Unexpected Child Dealth is notlied direclly and he is responsible for advising the Pan
Cheshire Child Death Overview Panel (CDOP) administration of all deaths, whethar
expected or unexpected. There 15 no automatic rapid response home visit but this is
considered, and a meeting to determine next steps is organised within 24 hours.

4.4 23 For the cluster of 13-14 deaths (1 excluded) being considered in this review, not
all has been reponed to the Pan-Cheshire CDOP. as some were resident in Wales and
therefore reported 1o the Welsh autharities

4 4 24 The COOP meets quarterly and has a remit 5 around learming inter-professional
lessons rather than individual case investigation of internal management The Form B
submissions wera reported to be very robust, and whera possible the CDOP will eniist
speciaiist advice,

4.4 25 The RCPCH Review team was concernad that the CDOP did not appear o be
alert o the cluster of necnatal deaths, and for af least some there should have been a
Rapid Respanse Meeting within 5 working days of nobfication If the cause of death is
nol clear than no death certificate can be written and the caze must be referred to the
coroner. Some CDOPs ask for a copy of the repont Irom M&Ms via the Clinical
Risk/Governance team to feed into their panel meelings

Recommendation: The COOP should consider whather its processes could have
dotected the cluster of deaths and initiated external review more swiftly

Definition of an unexpected death
Papge 35 Working Together to Safeguard Children 2015

12, Inthis guidance an unexpected death is defined as the death of an infant or child which was
not anticipated as a significant possibility for example, 24 hours before the death; or where
there was an unexpected collapse or incident leading to or precipitating the events which [ead
ta the death.

13. The designated paediatrician responsible for unexpected deaths in childhood should ke
consulted where professionals are uncertain about whether the death is unexpected. 1T in
| doubt, the processes for unexpected child deaths should be followed until the available

| evidence enables a different decision to be made.
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Parent involvement

4.4 28 The unit has an excellent relationship with families of current and past patients.
although the ‘Friends and Family' test has not yet been rolled out to the unit. The
neonatal unit participates in the FAB network based in Arrowe Park which supports
early discharge and provides 'gold standard care at home

Parents seemed to have accepted the change of status of the unit and there

ware reported 1o be no real difficulties with the arrangements for antenatal
transfers.

4.5 Does the unit have a positive relationship with the neonatal network and
transport service?

Y Mnks are good bul the ransport Seivice and wrihignenls o LWH am significantly
under resoureed  TIs delays lransfers and ncreages the visks iy infants ad the

argrety of chimcal siall. There are a anmbey of ways tha sedvae couid viork Dailor fiv
fmeemal investment. Aithotgh thera aro siratogie plhns baanig dovalopad for
reconfiguration of neonalal servicas acrmss Marsoy and Wirkal in tha langer term  hese
ified nat adversely affect corrent relatlonsiips ar indhvidual or covporain Belupaonts

4.5.1 All those the Review team spoke to told us that there are significant capacity
pressures on the Chashire and Merseys:ide Neonatal Transfer service, which contnbute
to delays in transferring infants out promptly. Advice available from the tertiary units
was sound and easy to access, but out of hours the transport team has no central
administrator and calls are directed straight to the diinicians on call who may be
undertaking a transfer at the tme. In effect there cot bureau service operate offica
hours only which appears to be in breach of the service level agreemeant which states

CMNNTS will provide a dedicated medical and nursing ransport team 24 howrs a day. 7
tays a week A co-localed perinatal col bureau wil operate 24 howrs a day. 7 days a
waek in order to idenlify a cot within the Cheshire & Merseyside Region

452 There were several reports that the doctors will wait too long before escalating
concerns about an infant, both from junior 1o consultant and also to the network and
when they do seek tertiary level advice. the transport team is not informed sufficiently
early fo be on 'standby’. Consequently when a decision to iransfer is made. there may
be further delay as the fransport crew and an appropnate vehicle are mobilised  If the
team is on another retneval or undertaking a ‘park and nde ' surgical engagement
then either the transfer must wait or ancther team mobilised from elsewhers in the
network. With the Cheshire and Mersey transport team having no oul of hours’
administrator to manage the col bureau function it is incumbent on the referning chnician
to iently and mobilise an altemative team Since the re designation of the unit there
were reports that the consultants can spend up to 4 hours trying fo find an available col

** this refers to a custom in which the ransfer team supparts 3 neonate wihilst undergoing surgery = this
can fie the leam up for up 1o 7 hours., Following the surgical review this anangoamans s being
owerhauled
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and refrieval team due to the increased demand for transfers. This 1s an unacceptable
waste of senior medical time, and should be raised as an incidert on DATIX  Other
services in the UK create a "conference call’ so those giving advice and those on the
transport team are aware of the status of infants which may requirs transfer

Recoemmendation: Ensure terfiary advice calls include an "early warning or
conference call to the transport team to enable better planning and deployment
of the crews

Recommendation: Arrange for central monitoring and management of transport
team enquiries out of hours acress tha natwork

4,53 Following the case review of a neonatal death in 2014 several changes were
made to the transport staffing arrangements. The service now deploys Tier 2 registrars
with consultant oversight during weekday daytime, with registrars and ANNPs from
LWH covering the service out of hours. There are serious gaps in cover anticipated as
Tier 2 rolas become increasingly hard to fill, general trainees have been withdrawn due
to inadequate training opportunities. and there are no gnd trainees and Chnical Fellows
cover the service

4.54 Quarterly reports indicated that no infants were transferred by other teams during
Z015-8, but inonly 77% of urgent requests in Q4 was the team mobifised within one
hour {target 95%), However the target of 3.5 hours to bedside was easily met with over
80% achieved. The fransport team uses the NW Ambulance service to provide the
emeargency vehicia and there s within ther protocols for emergency the consideration
that an infant in hospital is in a "place of safety’ and may therefere not be priortised at
busy times

455 An exception report is apparently prepared on infants whose care has not met
the cntena for transport and response time, due to availability either of personnal or
vehicle. This data supported a proposal submitted to NHS England in 2015 to combine
the three ambutance services and 4 hosts (including the pasdiatric retrieval service
NEWTS) into one service with two host units and network-agreed guidance and
protocols in order to meet the national specification for such services. Further evidence
for improving transport availability and streamlining pathways emerged from the
neonatal surgical peer review in April 2018 The business case is likely to have bean
consolidated within the STP and na decision has yai bean made

Recommendation: The NHSE/Network should sxpedite the decision on the whola-
natwork transport service and cenlraliso the administration oul of hours in Lthe

intarim
Antenatal transfers

455 Antenatal in-utero transfers out of COCH are usually arranged by midwives who
identify a cot (either through the cot bureau or direcily) and work with the consutiants 1o
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determing whether the obstetnc team 12 willing to accept the patient. Transfers can ba
as far as Bolton or Leeds which proves frustrating for the women (and for the
accompanying midwives who need to amrange a tax back) especially if they do not
deliver, and return again a few days later. There were reports that LWH can sometimes
close without warning. The problem is exacerbated singe the reconfiguration in July
women between 27-34 weeks’ gestation in potential labour need lo be redirected

4 56 All ning network units follow the same obstetric process for transfer in utero to
LWH, and almost alf units have a specialist in fatal medicing. who meels fwice a year
across the network, Antenatal counsetling by the neonatal lead was reported 1o be very
good and saves referring women to the tertiary cenfre.

Activity and outcomes

457 COCH is the busiest non-NICU in the CEM network with 4800 cot-days (3773
179% of which were SC/TC days). Analysis by the network of cot numbers and actity
in its annual report had identified COCH as an outlier with over-provision of IC cots and
under-provision of SC cots. A paper presentad 1o the Network beard based on data
from 1* January 2014-31* March 2015 souaht to parmanently re-designate I1C cols to
match demand for financial and sustainability reasons, Before the temparary change in
July, around 96% of infants cared for iIn COCH were inborn. keeping families lecal

458 The network Clinical Effectiveness Group meets bimonthly, chaired by the
Metwork clinical lead and with representation from nursing and medical l@ads from sach
unit  Since January 2016 units have been asked to submit to the group a summary of
incidents and leamning points for noting, and a review of martabty takes place (cross
checked against Badger to prompt reports). In May this included two unexplainad
deaths at ather units where infants had suddenly collapsed. It was not clear what aclion
the CEG takes beyond noting the incidents - the minutes did notf recaord progress on
completion of action points

4.5 9 The Network's “table top’ review in January of a death in October 2015 was
reported to have triggered improved data collection across ather units. and another
death in December 2015 also exposed jnadequate liaisan between COCH dinicians
and the fransport team. There appears to be no formal mechanism or process for joint
MEM review across the network for infanis whao have been transferred batweaen unils,
and no mechanism to trigger closure of a unit when It has reached capacity

Recommendation: Clarify between network and commissionars the arrangaments
for multi-site investigations and timely implemantation ol actions

Recommendation: The network should develop a palicy for temporary closuro of
a unit to admissions due o capacity concerns

4 510 The COCH leam warks naturally wilh Arrowe Park NICU and is considenng
working more closely logether (sead 14). Where neonates may requira surgery (e.g.
swollen abdomen) there is some confusion about tha protocol with some cliniczans
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contacting the surgical team at Alder Hey immediately, and others talking through the
situation with the neonatologists in LWH or Arrowe Park first. These pathways were
explored in a surgical review in April 2016 which made six recommendations for senvice
providers and five for the network including a communication improvement plan and a
single surgical model to reduce confusion and delays.

4.6  Are there any identifiable common factors or failings that might in part or
in whole explain the apparent increase in mortality in 2015 and 20167

461 The Review leam considered carefully the varicus pieces of evidence and the
overview prowided of the cases in question The unit took 11%
of network admissions but experienced 13% of the deaths in 2015. The consultants had
explored a number of factors themselves but not in a systematic way nor following
sound governance and root cause analysis processes, and the involvement of the
natwork clinical governance group had been relatively superisory, working an the
summaries of cases rather than examining each in detal

4 6.2 A number of recommendations have been included in this repor which draw cut
areas of non-compliance with standards or where practice might be improved. To
SUMMArise,

+ Staffing levels are inadequate; when mapped to the actual achvity and acuity of 2
LNU under the BAPM standards, both from a nursing and a medical perspective

« Escalation of concerns to fertiary units for advice or franspor was sometimes.
delayed and network agreement to encourage a lower threshaold for escalation
and discussian is required

+ Most of the infants had undergone a Post Mortem from one of the three perinatal
pathologists at Akder Hay bul these did not include systematic tests for
toxicology, blood efectrolytes or blood sugar since the infants died In hospital

« Inorder to thoroughly examine the issues detailed case reviews of all the deaths
(prioritising the unexpected deaths) should be conducted by an independeant
expert. . The personnel issues cannot be resolved formally until this is
completed

4.7 Are there any areas of concern for which potential development would
improve outcomes?

These are set out in the sections above
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5 Recommendations

Immediate — COCH

a) Ensure there are clear, swift and equilable processes for investigating
allegations or concerns which are followed by everyone {4.0)

b} Conduct a thorough external, indepandent review of each unexpected noconatal
death between January 2015 and July 2016 to determine any factors which could
have changed the cutcomes. Include obstetric and pathelogy /postmortem
indicators, nursing care and pharmacy input (4.0)

¢} All unfilled rota gaps and transport problems should be recorded through
DATIX and risk assessed at a senior comimitles such as the Divisional
Govarnance Committea (4.2.4)

d) Strengthen the response to neonatal deathinear miss investigations to
narmalise the reporting culture,
include risk and governance staif.
involve a wider group including maternity and external scrutiny
demonstrate completion of actions
clarify senior management oversight, (4.4.9)

£} The obstetric and paediatric incident review processes should follow similar,
sysiematic methods as set out above {4.4.18)

fi Strengthen procedures for invalvement of more senjor advice and develop
guidetines for consultant availability to the neonatal unit (4.2.2)

Staffing - COCH

q} The two additional consultant appointments must be in place hefore any
consideration ¢an be given to possible redesignation as a Level 2 LNU (4.2.1)

h) The organisation should ensure maintenance of skills of neonatal nursing and
medical team to ensure that return to leval two can be safely managed. Rolation
of staff to level three units should be explored (4.2.13)

i} Develop a strategic plan for sustalnable recruitment to the Tier 2 rotas through
development of nurse practitioner or other roles and review the protocol for
locum assessment (4.2.7)

k} Establish a short term group to examine nurse involvement in decision making,
guideline development and transport liaison (4.3.2)

Chther - COCH

I} There should be a "Children’s Champion on the Board, One of the executive
directors should have a specific remit to support the neonatal nursing and
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medical team until the enquiry and subsequent managemeant action plan is
completed (4.3.7)

m} An annual report should be prepared for the unit which Is disseminated to the
Board and Network stakeholders {4.1.7)

n} Include a unit-wide debrief for neonatal deaths on the unit ta include all grades
of clinical staff who cared for the infant (4,3.8)

o) An agreed mechanism for data recording, management and reporting across
the IT systems including noting M&M case review reparts and COOP notifications
should be devised and implemented systernaticably {4,4.11)}

p) All neonatal guidelines should be developed in conjunction with the network
and tertiary service for consistency of care in emergencies (4.4,10)

Metwork and others

q) Arrange for central monitoring and managemeant of transpor! team enquiries
out of hours across the network {4.5.2)

r} Ensure tertiary advice calls include an "early warning’ or conference call ta the
transport team to enable better planning and deployment of the crows (4.5.2)

5} The NHSE/Network to expedile the decision on the whole-network transport
service and centralise tha administration aut of hours in the interim (4.5.4}

t) The CDOP should consider whether ils processes could have detected (he
cluster of deaths and initiated external review more swiftly (4.4.25)

u} Clarify between network and commissloners the arrangements for mulli-sile
investigations and timely implementation of actions (4.5.9)

v} The Network should develop a policy for temporary closure of a unit to
admissions due to capacity concerns (4.5.9)
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Appendix 1 The Review team

Dr David Milligan MB BS MD BA DCH MRCP FRCPH was a consultant paediatrician
and necnatologist at the Rayal Victana Infirmary and Great Morth Children’s Hozpital In
Newcastle for thirty years until his retirement in 2013, He was worklorce officer for the
RCPCH from 1923-7 and chaired the RCPCH programme directors’ forum frem 2003-6
He has been a network lead and has published research on workforce issues. He has
been a member of (non-RCPCH) invitad review leams. He was a member of the
National Service Framework Implementation group and of the Neonatal Task Force. He
has been a paediatnc assessor for the National Clinical Advisory Servce since 2005
and conducted several peer reviews for CQC and the RCFCH.

Dr Graham Stewart BSc MBChB FRCPCH FRCP(Glasgow) has been a consultant
paediatrician with a special Interest in neonatolegy in the West of Scotland since 1954
He has over fifteen years' experience inclinical leadership and management posts
Graham has extensive experience in strategy and service redesign having (amongst
other posis) been a member of the NHS Greater Glasgow Child Health Stralegy Group
for seven years and a member of the Scottsh Expert group en Acute Maternity
services. Graham is Honorary Senior Lecturer in Developmental Medicing at Glasgow
Umiversity and a Senior Examiner at RCPCH

As clinical director in RHSC Yorkhill, Graham supported servicas in change, using
organisational development to help teams move forward. He has been involved in
several service redesign and reconfiguration projects including merging of paediatric
and maternity units. In 2011 Graham led his Board's review team looking at the
childrer's services of Western Isles Health Board and the consequeant report was
favourably received and he participated in and led a number of RCPCH Invited
Raviews,

in 2014 Graham became medical advisor to the New Children's Hosmtal project board
contributing to the successful opening of the Royal Hospital for Children in Glasgow in
June 2015

Alex Mancini is a senior neonatal nurse with over 25 years experience working across
a range of neonatal units. She has been recently appointed as the Pan Londen Lead
Nurse for Neonatal Palliative Care. focusing on devetopsng the training and education of
z1aff across the Londen region and the development of services. Prior ta his, Alex was
the Matron and Lead Murse for Neanatal Complex, Palliative & Bereavement Care at
Chelsea and Westminster Hospital providing practical and emational support for temilies
and staff. and has been instrumental in developing local and national guidelines,
including robust complex and palliative care pathways

Alex has wide experience in development of standards and guidelines and has been a
member of national working parties in Palliative care, as well as many years of
management expernence in a range of senior nursing / Matron roles. Her education
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work has included significant expenence in teaching stalf, particutarly around supporing
colleagues and families who are caring for neonates with complex comorbidities

Alex 15 an invited expert member of the Riverside Research Ethics Committee and the
Clinical Ethics Advisary Group at Guys and 5t Thomas's in London and sits on the
ICPCN's (International Children’s Palliative Care Network) Expert Advisory Group  She
is & chnical advisor to the Ombudsman and has reviewed a rage of cases and serv ces
through that role. For the last five years, Alex has haiped develop and organise the
National Meonatal Palliative and End of Lite Cara conference and she 15 a facilitator for
Child Bereavement UK (CBUK)'s national educational workshops, Alex is an invited
guest lecturer at Kings College, London and Londan South Bank Universities. and is
currantly completing her MSc in Complex and Falliative Care for Neonates, Childran
and Young People at Coventry University and has publisned several papers.

Claire McLaughlan is an independent consultant with a particular intarest in
performance management and the remediation. reskiliing and rehabilitation of
healthcare professionals. As a former Associate Director of tha National Clinical
Assessment Service, Claire developed the NCAS Back on Track services for denfists.
doctors and pharmacists in difficulty  Ower the last 8 years Claire has warked with
nearty three hundred crganisations and pracliioness to ‘'make a differance’ bafore
ireparable damage was done to patients and the public praclitioners, and
organisations. Claire trained as an inlensive care nurse {althaugh is no longer
registered), and is also a non-practising barnster Before joining NCAS Claire was
Head of Fitness to Practise at the Nursing and Midwifery Counci!

Sue Eardiey joined RCPCH as Head of Health Policy in January 2011 and now leads
the Invited Reviews programme for the College.  Sue originally frained as an engineer
Iproject manager in the oil and gas industry but changed career when the first of her
three children amived. Sue spent 13 years as a non-exacutive and then Chaieman of an
acute hospital trust in south London, alongside a range of valuntary activilies including
national and local involvement in user representalion and as a Council member of the
NHS Confederation. Sue led groups contributing both management and user input to
the DH England Matermity National Service Framework and chaired har local MSLC for
four years, Before jpining the RCPCH Sue spent six years full time heading up the
Children and matemity strategy ieam at the Healthcare Commission and then CQOC,
overseaing strategy, design and delvery of all inspections and reviews in Enoland of
maternety, child health and safeguarding.

Additional support was provided by Dr Nicolas Wilson, consultant nesnatalogist from
Whipps Cross hospital, London
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Appendix 2 Information sources and reference documents

A2 1 The foliowing groups of staff were interviewed during the review on 1% and 2™
September 2018

« Board level Directors including the Chief Executive

« Consultant and Trainee Paediatricians

« Service management, business performance and occupational health slaff
« Transport, network and deanery representatives

+ Safeguarding Children representatives

« Murses. Nurse Practitioners and Neonatal nurses

s« Clnical Services Manager

« Chinical Governance and risk management represeniatives
« (Obstetnes and Gynaecology consultants

s  Midwives

« Parent representatives

A.2.2 The following standards apply to or are referenced in the review

Categories of Care (BAPM 2011) sets out the definitions of intensive, high dependency,
special and transitional care for neonates

specialist Neonatal Care Quality Standard (NICE 2011) addresses care provided for
babies in need of specialist neonatal services including transfer senvices, Specialist
neonatal services are those delivering special. high dependency, intansive or surgical
care to babies. Compliance will be measured by collection of data against the MNaunalal
Mational Quahty Dashboards

Service standards for hospitals prowiding neonatal care 3rd edition (BAPM August 2010)
defines medical and nursing staffing levels and links closely with the NICE and DH
documents and Quality Standard and Tooikit

Toolkit for High Quality Neonatal Services (DH 2009) includes eight principles for high
quality neonatal services and a framework 10 assist commissioners. The principles
cover the major areas of activity within the neonatal care pathway and aim to provige
standardization in neonatal care:

The BLISS Baby Charter and Family Centred Care (BLISS 2015) provides a framework
for units to examine key aspects of their service provision and to help staff make family
centrad care a reality

Senvice Specifications for neonatal ertical care ana transpor! for England set oul the
requirement for services commissioned by NHS England and cover intensive high
dependency and special care.

ARRRACE UK study (May 2016) reports on perinatal mortality and maorbidity
across the UK
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Service standards for haspitals providing neonatal care 3rd edition [BAPM August 2010)
defines medical and nursing staffing levels and links closely with the NICE ana DH
documents and Quality Standard and Tookkit

| aelkil for High Guality Meanatal Services (OH 2009) includes eight principles for high
quality neonalal services and a framework fo assist commissionars The principlas
over the major areas of activity within the necnatal care pathway and aim 1o pravide
standardization in neonatal care:

[f1e BLISS Baby Chartar and Audit Too! (BLISS 2012) provides a framework for units to

examine key aspects of their service provision and o help staff make family centred
cara a reality

Servica Specifications for neonatal colical caie and ansport for England set out the
requirement for services commissioned by NHS England and cover intensive high
dependency and special care.

e WEHBALE-UK study (May 2018) reports on perinatal mortality and marbidity
across the UK

AZ 3 Documents were provided by the Trust relating to the following areas

Cheshire and Mersey Neonatal transport service performance data
Neonatal network reports and strategic plans

Service aoverview and leam struciures

Staffing details, job plans, rotas and training records

Deanery trainee survey reports

List of departmental policies and protocels mcluding incident reparting
Details of neonatal death reviews - M&M, RCA and tabletop reviews
Activity data

Risk register and incident summarnes

Invited revsews@ropch ac uk Page 30 of 31



CONFIDENTIAL - Service review Countess of Chester Hospilal NHS Foundation Trust
Appendix 3 - List of Abbreviations

AH — Alder Hey Children’s Hospital

AMNP - Advanced Neonatal Murse Practiioner
APH - Arrowe Park Hospital

BAFM - Bntish Association of Perinatal Medicine
BLISS - Charity for neonatal services and familles
CCG — Clinical Commissioning Group

COOP - Child Death Overview Pansl

COCH - Countess of Chester Hospital

COC - Care Quality Commission

HO{U} = High Dependancy {Umil)

|C = Intensive Care

LMU = Local Neonatal Unit

LWH — Liverpool Wemean's Hospital

MBM — Morbidity and Mortality (meeting)

NHSFT - NHS Foundation Trust

NICE — Mational Institute for Health and Care excellence
NICL- Neonatal Intensive Care Linit

NMNAP — Neonatal Audit Programme administered by the RCPCH
OON — Operational Dalivery Network

0&G - Obstetrics and Gynaecology

SC{U) - Special Care (Unit)

STP - Sustainability and Transformation Plan
WTE — Whale Time Equivalent
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