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Key Themes

Network Governance Measures

The South West London and Surrey Trauma Network (SWL & STN) was formed in April 2010.
The overall population of the network is 2.6 million.

The South West London and Surrey Trauma Network (SWL&STN) is made up from the Major
Trauma Centre (MTC) at St George's Hospital, with seven Trauma Units (TUs) and is served by
two ambulance and two air ambulance services. There are three Trauma Units in London which
are Kingston, Croydon University and St Helier Hospitals and four in Surrey which are, East
Surrey, Royal Surrey, Frimley Park and St Peter's Hospitals.

The configuration of the network was clearly described within the documentation with all TU,
MTC and ambulances listed. The peer review team was impressed with the clinical leadership
and engagement across the network in particularly the engagement from multiple stakeholders.
The Network Clinical Lead is from one of the TUs which the review team thought was a strength
of the Network and fostered a better MTC, TU relationship.

The reviewers saw evidence of robust and clear governance structures in place with Terms of
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Reference and meeting arrangements being provided as evidence to demonstrate this. The

Network has both a network board and a clinical advisory group (CAG). The Network Board is
responsible for reviewing the network's risk register and compliance against the transfer of care
protocol. The CAG is responsible for ratifying new policies protocols and clinical pathways.

The network has started to develop some management guidelines and protocols but the
reviewers would encourage further work on these. Formal referral and transfer practices appear
robust from the described pathways.

There was a clear named lead for rehabilitation and a list of rehabilitation services provided
across the Network. All of which are supported by a directory of service for rehabilitation. In
discussion it was apparent that there is a directory which is maintained by members of the team.

Whilst the reviewers saw an emergency plan for the MTC, there was no evidence provided of a
network wide plan should there be a major incident with mass casualties. Instead they rely on
the individual trusts policy and preparedness. However the network do evidence a high level
communication flow chart, detailed action and plan, for any occasion should an incident is
raised.

The Network demonstrated a robust policy for the transfer of teleradiology 24 hours a day,
seven days per week. The Network team did discuss with the reviewers their concerns around
the speed of image transfer on occasions.

The reviewers saw limited evidence of a network audit of Trauma Audit and Research Network
(TARN) eligible patients although the network discuss this regularly. This means that any issues
are difficult to identify, raise and discuss further. Particularly those patients with an Injury
Severity Score (ISS) of greater than 15 that stay in the TU's rather than be transferred to the
MTC. The reviewers were concerned about the high number of patients that are wholly
managed in the TU without evidence of audit of practice in terms of quality TARN data and/or
data audit. This should be systematically reviewed and the outcomes audited to ensure patient
care is not compromised and is of the same standard at that of the MTC.

The network has agreed a transfer of care protocol and this has been adopted by all the units.
This protocol promotes the repatriation of suitable patients to maintain patient flows into the
MTC. It details that patients should be transferred back to the TUs within 48 hours of notification
of any such suitable patient.

There was no evidence provided of a network wide patient experience exercise or any patient
feedback for the whole network that could be used to implement any actions for improvement.

The Network actively involves their pre-hospital care providers in their Network Board and other
activities and provides them with feedback. However, the reviewers did not see any evidence
that an audit of pre hospital care had been carried out, although there was evidence that some
discussion takes place through the Network Board Meetings.

The work programme seems robust and engaged with all involved.
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Good Practice

Good Practice/Significant Achievements

Good governance.

Clinical engagement and leadership from across the Network including TUs and pre-hospital
providers.

Concerns and Recommendations

Immediate Risks Identified?

Not Identified

Immediate Risks

Immediate Risks Resolved?

Not Applicable

Immediate Risks Resolution

Serious Concerns Identified?

Identified

Serious Concerns

There is no clear process in place which determines which patients should remain in the
Trauma Units and which are transferred to the Major Trauma Centre. This is particularly
relevant for patients with ISS greater than 15 who might be elderly and have head injuries. In
addition, there was no evidence of an audit of the outcomes of those patients with an ISS
greater than 15 who remained in the Trauma Units and therefore did not benefit from the
specialist knowledge, care, expertise and rehabilitation of the major trauma team available at
the MTC.

Serious Concerns Resolved?
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Resolved

Serious Concerns Resolution

Network Response since Review

We were already aware of this patient group through from our TARN reports and have looked at
the case mix. They represent largely elderly patients who have fallen less than two meters and
have sustained a head or rib injury. This is why this group of patients has formed a key element
of our network five-year strategy. Also we have a robust governance log, which does not contain
any issues relating to these types of cases.

When the network undertook its own performance reviews all TUs were required to give a
presentation of all ISS>15 kept at the TU to show that a clinical review of these cases had been
undertaken looking at good practice and patient safety. However the Network Clinical Advisory
Group met in April to review the concern. The commitment and recommendations given are:

To strengthen our data and validation process. This is already evident by
the recent improvement in our TARN data completeness figures.
All TU's to undertake regular, multidisciplinary panel, minuted review of all ISS>15 cases that
are not transferred to the MTC. These minutes will form part of any further network
QA/Performance reviews.
Network guidelines. We will produce a network guideline as a template to ensure this
information is recorded consistently across the network
Network governance /peer review. Each TU will present their cases at a network forum to
provide a peer review discussions and any learning.

Concerns

No details given in the network configuration around Local Emergency Hospitals (LEHs) or
Minor Injuries Units (MIUs) and therefore involvement in any discussion.

There was no evidence of any referral guidelines for rehabilitation across network, the reviewers
only saw evidence of a list of providers and what referral form to use.

There are a number of network trauma management guidelines that are not yet in place and
therefore have yet to be adopted in the TUs.

There was no evidence of an audit of pre hospital phase of trauma.

There was no evidence of a network wide major incident/mass casualty plan.


