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CQC report and 

‘special measures’

What does it mean?
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How we got to where we are…

May 2014

Ø Full CQC inspection – Requires improvement

June 2015

Ø CQC focussed inspection on urgent and emergency services –
Inadequate

April 2016 

Ø Full CQC inspection

June 2016

Ø Warning Notice - ‘significant improvement’ by 30 August

August 2016

Ø CQC publish report – Inadequate

Ø NHS Improvement put Trust in ‘Special Measures’
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Summary response to 

Warning Notice
Failure to ensure systems to assess, monitor and mitigate risks to 

patients are operating effectively

• Complete review of corporate governance systems and processes

• Complete review of corporate risk management, including 

• creation and implementation of Risk Committee

• re-drafting / re-scoring of existing risks

• thorough revision of risk management strategy (for approval by Board 

in September)

• presentation of revised risk register to Quality & Performance 

Committee of Board in July and August

• Allocation of executive responsibility for risk function to newly created 

Director of Clinical Governance role

• All Practice Group Directions (PGD) now reviewed, revised as required and 

up to date

• Plan in place to ensure PGDs managed in timely manner in future

• Plan to ensure fire risk assessments remain up to date now in place
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Summary response to 

Warning Notice
Failure to ensure systems to monitor and improve care, privacy and 
dignity of patients are operating effectively / to assess, monitor and 
improve patient treatment times
• ICT:  CIO appointed, three key areas of focus identified

o Improvement / extension of electronic patient records

o Alignment of IT resource to clinical and organisational priorities

o Addressing risks associated with IT infrastructure

• Performance management:  Director of Performance Management appointed

o Trust wide and Directorate (inc for ED) scorecards in use and under discussion at 
relevant meetings (eg, SMT, Quality & Performance Committee, Board)

§ Exception reports / action plans required for red items reported at Board

§ New format for Directorate Performance Review meetings from 19.09.16

o Ward scorecards produced for use from 19.09.16

o Subject specific (including Clinical Governance) scorecards drafted and under 
consideration

o Independent review of 18 week RTT position started 14 Sept

• Structure: Executive Portfolios redefined; responsibilities re-stated

PMO created and aligned to support of key Recovery Plan priorities
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Summary response to 

Warning Notice
Clinical governance failures across trust; learning from incidents, 
complaints etc

• Creation of, and appointment to, Director of Clinical Governance role

• Creation of Clinical Governance Directorate in hand, to include introduction of 
Clinical Governance Partners to ensure rigour and quality of clinical 
governance activity and sharing of information and lessons

• Planned overhaul of clinical governance function to include standardised terms 
of reference and standing agenda for directorate clinical governance meetings

Volume of patients in RSCH ED corridor area

• Reduction in use of corridor area:

• June 2016: 15% of all ED pts spent time in corridor, ave LoS: 52 mins

• July 2016:  14% of all ED pts spent time in corridor, ave LoS: 55 mins

• Aug 2016:    9% of all ED pts spent time in corridor, ave LoS: 45 mins

• NB: some deterioration in this performance during Sept 
acknowledged

• Standard Operating Procedure in place re: escalation if more than 5 patients 
in the corridor at any given time 
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Summary response to 

Warning Notice
Failure to assess and act on risks to safety in RSCH ED corridor
• NEWS score assessments of patients in corridor completed in 100% of 

audited records since mid-August (although 95% week ending 16.09.16)

• Patients in corridor limited to those with NEWS score of 4 or more 100% 
since mid-August)

• Mental health risk assessments completed in 100% audited records of 
patient  placed in corridor since mid-August

• All suitably experienced staff now trained in triage

• Emergency care checklists in place for patients placed in corridor; completed 
in majority of cases (100% of audited records since 17 August, apart from 
week ending 2 Sept (97%) and week ending 16 Sept (75%).  Dept returning 
immediately to methods in use during previous weeks    

• Average time to initial assessment reduced (acknowledged not at required 
standard)

• 43 mins in August 2016 

• 26 mins in September 2016

• PAT system introduced (although not 24/7)
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Summary response to 

Warning Notice
Failure to protect patients’ privacy and dignity in RSCH ED corridor 

• Four new assessment cubicles opened

• Three privacy screens purchased for use in corridor; three more on order

• Comfort rounds completed for 100% of audited records of patients placed in 
corridor since 17 August, apart from week ending 2 Sept (97%) and week 
ending 16 Sept (65%).  Returning immediately to methods in use during 
previous weeks)

Long waits for mental health patients in ED

• Significant engagement with CCG and Mental Health Trust, but limited impact 
on experience or outcomes for patients

• Royal Coll Emergency Medicine mental health audit completed 
August/September – improvements in all eight indicators since previous audit 

• Mental Health assessment of patients allocated to corridor completed in 100% 
of audited records from mid-August
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Summary response to 

Warning Notice
Failure to comply with RCEM guidelines re: Consultant cover at 
PRH
• Business case for increased senior presence at PRH agreed

• Given national shortage of ED consultants and existing local vacancies, alternative 
approach to provision of senior cover under development

• Additional SHO in place at PRH most evening shifts (currently locum provision, 
aiming for consistency and all shifts filled)

Failure of 4 hour ED access standard

• April 2016:     84.2%

• May 2016:     86.3%

• June 2016:    85.1%

• July 2016:      84.1%     

• Aug 2016:      81.27% (closure balcony beds at RSCH, reduced 
performance at PRH)   

• Sept 2016:      82.4% (86% week ending 16.09.16)
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Summary response to 

Warning Notice
High number of 12 hour breaches

• April 2106:    11

• May 2106:      4

• June 2106:     2

• July 2016:       0

• August 2016:  1

• Sept 2016:      1

Inappropriate use of recovery area at RSCH

• ICU Escalation Policy in force

• Inappropriate use of recovery area almost eliminated 

• Two incidents since policy introduced mid-July

• Each incidence of inappropriate use reported as an incident on Datix and 
discussed at SMT
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Summary response to 

Warning Notice
Failure to maintain full range of fire risk assessments

• 100% of fire risk assessments now complete

• Programme for maintaining compliance in place

• Action planning for identified issues underway

• Remediation of highest risk items underway, and complete in many areas

Failure to maintain required standards of fire safety practice

• Highest risk beds in Barry Building (“balcony beds”) closed

• Ski-sheets purchased and fitted to all beds

• Checking of fire exits part of all ward visits by SMT, Execs etc
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Summary response to 

Warning Notice
Failure to maintain patients’ privacy and dignity in Sussex Eye Hospital 

/ out-patient department

Lack of respect for patient confidentiality in Sussex Eye Hospital / out-

patient department

• Snellen charts removed from corridors and provided in appropriate 

manner in clinic rooms

• Building temperature reduced to obviate need for doors to be propped 

open in hot weather

• “Knock and wait” signs applied to clinic doors

• IG training amongst OPD staff increased from 63% in June to 83% 

(acknowledged still below required 95%, trajectory for full compliance in 

place)

• Lockable storage room provided to improve security of records
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Summary response to 

Warning Notice
Failure to act on risk assessments prior to allocating pts to Barry Building 

• Highest risk beds (“balcony beds”) closed

• Risk assessment process reviewed and revised

• Escalation Policy revised

• Full review of incidents associated with allocation to Barry wards – no harm 

identified

• Monthly review of all apparent incident of inappropriate allocation started 09.09.16

Failure to comply with hand hygiene standards

• Hand hygiene audit compliance now at 97% at RSCH site

• Apparent deterioration in performance at PRH (91% - 77%) under investigation

• No MRSA bacteraemia cases since 15.07.15, c. diff at annual trajectory +2
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Summary response to 

Warning Notice
Poor patient environment in Barry Building

• Highest risk beds (“balcony beds”) closed

• Works commenced on key wards to ameliorate layout etc

• Revisions to housekeeping and estates practice and governance completed

o Patient Environment Committee (agreed for establishment by end of Sept)

• Quality checks on housekeeping now unannounced

• Approach to calculating and publishing performance against national 

environment standard introduced

• Revised checklist for ward managers introduced

• Programme of 1000 hours of SMT visits to all areas per annum commenced –

areas of focus to include patient environment
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Summary response to 

Warning Notice
Failure to comply with NHS Protect required standards of security 

re: prescription pads 

• Now compliant

o Un-numbered prescription pads removed from use

o Warning to all staff issued jointly by Chief Medical Officer and Pharmacy Lead

• Numbered prescription pads now kept in safes in OPD when not in use

Failure to maintain safe levels of neuro-trained staffing in Neuro-ICU

• Safe level of service provision calculated in line with availability of neuro-trained, 

experienced staff

o service temporarily reduced to seven beds to match staffing

o capacity to increase only in line with increases in numbers of specialist trained 

staff (resumption of previous level expected around end of November)

• Neuro-surgery / ICU education strategy developed and out for consultation

• In-house training programme developed and in use
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Summary response to 

Warning Notice
Failure to meet 18 week RTT 95% standard

• 18 week trajectory developed and in use as indicator of improvements

o 16.09.16: performance 75.12% against trajectory of 72.35%

• Reduction in backlog of patients waiting more than 52 weeks

o 16.09.16:  7063 patients who have waited more than 52 weeks against plan 

of 9363

Failure to meet cancer 2ww standard – met since mid August

Failure to meet breast cancer 2ww standard – met since mid-August

Failure to meet lower GI cancer 2ww standard – met since mid-August

Failure to meet cancer 31 day wait standard – met since mid-August
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Summary response to 

Warning Notice
Failure to meet cancer 62 day wait standard

• Trajectory to deliver national standard (85%) in place

• Current deviation from trajectory (70.54% performance vs. 80.3% plan) to enable 

focus on longest waiters

High numbers of cancelled appointments

• 82,873 appts cancelled 2015/16

• Annual performance based on 19.09.16 data: 11,336 appointments cancelled

Poor performance in respect of cancelled operations not completed 

within 28 days national average 5% - last data at time of inspection: 15%

• August performance:  1 cancelled operation not completed within 28 days

• Sept performance:      0 cancelled operations not completed within 28 days
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CQC inspection

reports
Published 17 August

• One for each main registered location

o Princess Royal Hospital, Haywards Heath

o Royal Sussex County Hospital, including Sussex Eye Hospital, Royal 

Alexandra Children’s Hospital 

Focussed on the five standard CQC questions about any healthcare service:

• Is it safe?

• Is it caring?

• Is it effective?

• Is it responsive?

• Is it well-led?

Services grouped by usual CQC approach rather than BSUH service lines

Rated according to CQC standard scale

Inadequate
Requires 

improvement
Good Outstanding
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CQC report – how we rated

Overall

Princess Royal Hospital

Royal Sussex County Hospital73



CQC report – how we rated
PRH only Safe Effective Caring Responsive Well led Overall

Urgent & Emergency 

Servs
Inadequate

Requires 

Improvement
Good

Requires 

Improvement
Inadequate Inadequate

Medical care Requires 

Improvement

Requires 

Improvement
Good

Requires 

Improvement

Requires 

Improvement

Requires 

Improvement

Surgery
Good Good Good

Requires 

Improvement

Requires 

Improvement

Requires 

Improvement

Critical Care Requires 

Improvement

Requires 

Improvement
Good Good

Requires 

Improvement

Requires 

Improvement

Maternity and Gynae Requires 

Improvement

Requires 

Improvement
Good

Requires 

Improvement

Requires 

Improvement

Requires 

Improvement

End of Life care
Good

Requires 

Improvement
Good Good Good Good

Outpatients and 

diagnostics

Requires 

Improvement
Not rated Good

Requires 

Improvement

Requires 

Improvement

Requires 

Improvement

RSCH only Safe Effective Caring Responsive Well led Overall

Urgent & emergency 

Servs
Inadequate

Requires 

Improvement
Requires improvement Inadequate Inadequate Inadequate

Medical care
Inadequate

Requires 

Improvement
Good

Requires 

Improvement

Requires 

Improvement

Requires 

Improvement

Surgery
Good

Requires 

Improvement
Good

Requires 

Improvement

Requires 

Improvement

Requires 

Improvement

Critical Care
Inadequate

Requires 

Improvement
Good

Requires 

Improvement
Inadequate Inadequate

Maternity and Gynae Requires 

Improvement

Requires 

Improvement
Good

Requires 

Improvement

Requires 

Improvement

Requires 

Improvement

Children and Young 

People 
Good Outstanding Outstanding Good Good Outstanding

End of Life care Requires 

Improvement

Requires 

Improvement
Good Good Good Good

Outpatients and 

Diagnostics
Inadequate

Inspected but not 

rated

Requires   

improvement
Inadequate

Requires 

Improvement 
Inadequate
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CQC report – musts and shoulds
• 67 requirements attached to the three reports – combination of 

“must” and “should” directions
• Trust approaching all requirements in same way

• Wide variety in detail and scope, eg:
• Review and improve major incident storage facilities and replenish stock

• Review analgesia authorisation for Band 5 nursing staff (PGD)

• Ensure that patients’ dignity, respect and confidentiality are maintained at 

all times in all areas and wards

• Ensure that there are sufficient numbers of staff with the right 

competencies, knowledge, qualifications, skills and experience to meet the 

needs of patients using the service at all times

• Evidence of underlying rationale for musts and shoulds set out 

in report
• Each item of evidence also being treated as a requirement
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CQC report – “outstanding practice”
• Children’s services rated as ‘outstanding’ overall

• Royal Sussex County Hospital ‘outstanding practice’

• The sensory centre in The Alex children’s hospital 

• The virtual fracture clinic 

• Outstanding service and dedicated staff on the Stroke Unit 

(Donald Hall and Solomon wards)

• The children’s ED was innovative and well led

• Princess Royal Hospital ‘outstanding practice’

• Excellent support to stroke patients

• Reconfigured fracture neck of femur pathway

• Staff were caring and compassionate to patients’ 

needs and patients and relatives said they received 

good care and felt well looked after
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CQC report – consequences

A guide to special measures – Monitor/CQC/TDA, 2015

• If CQC makes finding of inadequate re: “well led?” and one or more 

other key question, CQC will normally recommend to NHSI that the 

trust is placed in special measures

• NHSI considers CQC’s evidence, plus other relevant evidence, 

including information from other stakeholders and its own regulatory 

activity

• On the basis of the full range of information, NHSI will make a 

decision whether the trust or foundation trust will be placed in 

special measures.
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What now?

Special measures – usual response

• NHSI gives Trust additional support in making the necessary 

improvements 

• Improvement Director identified and senior staff from NHSI 

deployed

• Integrated recovery plan developed

• Review of the Trust Board takes place
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BSUH response to Warning Notice  
• Review of the Trust Board undertaken 

• Revision of Trust corporate governance completed

• Action plan developed and implemented to address priority areas 

identified in Notice

• now substantially delivered

BSUH response to special measures
• Integrated recovery plan developed

• Approved by Trust Board, CQC and NHSI last week

• Reporting framework agreed  
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BSUH recovery programme structure 

1 

Board

Trust Programme Board

Quality and 

Safety

CMO and 

Dir Clin Gov

Clinical Services 

Transformation
Workforce 

and 

Leadership

Dir HR/OD

Financial 

Improvement   

Programme

CFO

1 2 3 4
Core 

transformation 

programmes

Key enablers

Governance and Structure

Interim Chief Executive 

Communications Development

Interim Chief Executive, Acting Director of Comms

Strategy, Transformation and BSUH Improvement Academy

Director of Strategy

5

Performance Management and Performance Improvement

Chief Operating Officer, Director of Performance Management 

6

7

9

Internal STP

COO Dir Strat

Information Technology

Chief Operating Officer
8
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Recovery / improvement programme
Quality & Safety Improvement Programme

• Not a “CQC action plan” – phase one of a continuous programme 

of improvement

• Seven projects currently, focussed on CQC requirements, but to 

be supplemented by Trust projects once CQC concerns resolved

• Monthly highlight reports to Trust board, CQC, NHSI, and others

• Focus on delivery of required improvements, not just completion 

of identified actions

• Regular review of whether planned actions are delivering the 

required improvements, and revision of plans as required
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What now?

CQC unannounced inspection in near future

• Focus on what we have achieved since April

• Review of how our Quality & Safety Improvement Programme is 

helping us give better care and meet national standards

Maintaining momentum vital
• Support from our patients, their carers/families, colleagues in 

Healthwatch and other friends of the Trust much appreciated 
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What now?
Some improvements can be addressed immediately 

with the help from our staff

Other requirements need input from our stakeholders:

• Clinical Commissioning Groups

• NHS England

• NHS Improvement 

• Other healthcare providers 

• Sussex Partnerships NHS FT

• Sussex Community NHS FT

• Social care providers 

• Brighton & Hove City Council

• ESCC

• WSCC
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Questions or feedback?84
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