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Our findings
Overall summary of services at Royal Sussex County Hospital
Inspected but not rated –––
We carried out this unannounced focused follow up safety inspection of maternity services and main theatres at the
Royal Sussex County Hospital who are part of the University Hospitals Sussex NHS Foundation Trust on the 26th and
27th of April 2022 because, at our last inspection on the 26 September 2021 we issued a warning notice to make sure the
trust made improvements.
Summary of concerns from the warning notice:
• Lack of sufficient numbers of suitably trained staff to deliver safe services
• Unsafe storage and administration of medicines
• Unsecured and non-contemporaneous medical records
• Poor assessment and response to risk
• Poor governance processes
• Infection prevention and control standards were not consistently applied across some areas.
• The service did not have enough staff to care for patients and keep them safe.
• Staff did not have training in key skills.
• The service did not manage safety incidents well and did not always learn lessons from them.
We carried out this return inspection to review compliance to the warning notice issued on the maternity services and
main theatres
This inspection has not changed the ratings of the location and our rating of surgical services remains the same.
In addition we inspected the core service of urgent and emergency care following some information of concern. We
rated urgent and emergency care as requires improvement because:
• Not all staff had completed all the trust mandated training in key and essential skills. Not all staff received appraisals.
• The use of the environment did not always support keeping people safe. Patients were frequently accommodated in
non-clinical areas. The use of the environment did not always enable staff to protect the privacy and dignity of
patients. The environment of the short stay areas did not support effective care for patients accommodated there,
which included patients with mental health illnesses. The environment posed an infection risk as it could not be
cleaned effectively.
• The service was not able to plan and provide care in a way that met the needs of local people and the communities
served. The needs of patients in the local community with mental health conditions were not fully met. They were
accommodated for lengthy periods of time in an environment that did not fully meet their needs and by staff who
may not have the skills to care for the patient.
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• There were challenges in accessing the service. Poor patient flow throughout the hospital resulted in delays in
ambulance handovers. There was an increasing number of patients staying longer than four hours in the department
before leaving and an increasing number of patients in the department for over 12 hours after a decision to admit
them.
However,
• Staff assessed risks to patients, acted on them and kept good care records. They managed medicines well. The service
managed safety incidents well.
• Staff provided safe emergency care and treatment and gave patients enough to eat and drink, and gave them pain
relief when they needed it. Staff worked well together for the benefit of patients and key services were available seven
days a week.
• Staff could call for support from doctors and other disciplines and diagnostic services, including mental health
services, 24 hours a day, seven days a week. Consultant rotas were arranged so there was consultant cover in the
department 24 hours a day seven days a week
• Staff treated patients with compassion and kindness and helped them understand their conditions. They provided
emotional support to patients, families and carers.
• Staff felt respected, supported and valued by immediate leaders. They were focused on the needs of patients
receiving care.
• Staff were committed to continually learning and improving services. Staff expressed that their ideas were listened to
and acted upon.
• The service had collaborated with external NHS providers to support safe care and improvements to the service and
for patients. This included working with the local mental health NHS trust and the local ambulance NHS trust.
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Inspected but not rated –––
We carried out this unannounced focused follow up safety inspection of maternity services provided by the Royal Sussex
County Hospital who are part of the University Hospitals Sussex NHS Foundation Trust on the 26th of April 2022 because,
at our last inspection on the 26 September 2021 we issued a warning notice to make sure the trust made improvements.
Summary of concerns from the warning notice:
• Lack of sufficient numbers of suitably trained staff to deliver safe services
• Unsafe storage and administration of medicines
• Unsecured and non-contemporaneous medical records
• Poor assessment and response to risk
• Poor governance processes
We carried out this return inspection to review compliance to the warning notice issued on the maternity services. We
did not inspect any other core service. Although, we continue to monitor all other core services.
This inspection has not changed the ratings of the location overall and our rating of maternity services remains the
same.

Is the service safe?
Inspected but not rated –––
Mandatory training
The service provided mandatory training in key skills to all staff and ensured everyone completed it.
Staff received and kept up to date with their mandatory training. At the previous inspection staff told us that although
annual mandatory training was provided by the trust they could not attend because they were needed to work in clinical
areas of the department. The service had a target of 90 % staff attendance at mandatory training. Records showed that
average attendance for midwifery staff was 81.27% and for medical staff it was 70.28%. This was worse than the trust
target of 90%.
During this re-inspection records showed staff attendance at mandatory training was between 86% and 100%. Staff who
had not yet attended all the mandatory training courses had a date to attend and staff attendance rates for mandatory
training will be above the trust target of 90% by the end of May 2022. Staff told us that training was provided on the site
they worked at and they were released from clinical work commitments to attend the training.
Safeguarding
Staff understood how to protect women from abuse and the service worked well with other agencies to do so.
Staff had training on how to recognise and report abuse and they knew how to apply it.
4 Royal Sussex County Hospital Inspection report

Maternity (inpatient services)
Midwifery staff received training specific for their role on how to recognise and report abuse. At the previous inspection
the service had a training attendance target of 90%. Records showed 73.3% of nursing and midwifery staff had attended
safeguarding training specific for their role. This was worse than the trust target of 90%.
During this re-inspection records showed staff attendance at safeguarding training was between 86% and 100%. Staff
who had not yet attended all the safeguarding training courses had a date to attend and staff attendance rates for
mandatory training will be above the trust target of 90% by the end of May 2022. Staff told us that training was provided
on the site they worked at and they were released from clinical work commitments to attend the training.
Medical staff received training specific for their role on how to recognise and report abuse. At the previous inspection the
service had a training attendance target of 90%. Records showed 45.5% of medical staff had attended safeguarding
training specific for their role. This was much worse than the trust target of 90%.
During this re-inspection records showed staff attendance at safeguarding training was between 86% and 100%. Staff
who had not yet attended all the safeguarding training courses had a date to attend and staff attendance rates for
mandatory training will be above the trust target of 90% by the end of May 2022. Staff told us that training was provided
on the site they worked at and they were released from clinical work commitments to attend the training.
Staff followed the baby abduction policy but had not undertaken recent baby abduction drills. At the previous
inspection the trust had a baby abduction policy which was seven months overdue for review. During the previous
inspection staff told us they had not recently undertaken baby abduction drills. Records showed that 46% of midwives
had attended skills drills training in the 12 months before inspection. This was much worse than the training target of
90%.
During the re-inspection records showed medical staff attendance at drills training was 83% and midwife attendance at
skills drills training was 93%. Staff who had not yet attended skills drills training had a date to attend and staff
attendance rates for skills drills training will be above the trust target of 90% by the end of May 2022. The baby
abduction policy had been updated to include current national guidance.
Environment and equipment
The design, maintenance and use of facilities, premises and equipment kept people safe.
Staff did not always carry out daily safety checks of specialist equipment. At the previous inspection all clinical area’s
records showed that specialist equipment was not checked on a daily basis.
After the previous inspection the trust provided CQC with assurance all equipment was checked in line with trust policy.
During the re-inspection records showed that improvements had been made in daily and weekly checks of emergency
equipment. In the 12 weeks before inspection, all daily checks had been completed on the emergency equipment in all
areas but there were some weekly checks missing. On the labour ward almost half the days in the four weeks before the
re-inspection the resuscitaires on the labour ward had not been checked. On the day of the re-inspection the
resuscitaires on the labour ward had not been cleaned and were dusty. This meant that lifesaving equipment could have
been faulty or missing when it was needed. Staff did not have assurance that checks were being completed.
Assessing and responding to patient risk
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Staff completed and updated risk assessments for each woman and took action to remove or minimise risks but
did not always record the risk in the patient notes.
Staff used a nationally recognised tool to identify women at risk of deterioration and escalated them appropriately. At
the previous inspection staff in the maternity triage department told us they did not use a tool such as the Birmingham
symptom-specific obstetric triage system (BSOTS) but relied on their clinical experience to assess women attending the
department. As midwives with little clinical experience were staffing the triage department this was a significant risk for
women attending.
During the re-inspection we found a national maternity triage tool had been implemented and was being used to assess
all pregnant women attending the antenatal triage area who had concerns about their pregnancy. We reviewed five
clinical records of women who attended maternity triage for an assessment and found the triage tool had been used for
each attendance however the allocated priority of red, amber or green for each episode had not been recorded
consistently in the electronic patient record.
Implementation of the national maternity triage tool ensured women were reviewed by a doctor within the timeframe
needed according to the risk of the concern. The trust audited the use of the national tool monthly. Records showed
100% of women attending antenatal triage in the 12 weeks before the re-inspection had been risk assessed using the
tool.
Staffing
The service did not always have enough maternity staff with the right qualifications, skills, training and
experience to keep women safe from avoidable harm and to provide the right care and treatment. Managers
regularly reviewed and adjusted staffing levels, and gave bank and agency staff a full induction.
The service did have enough midwifery staff to keep women and babies safe. At the previous inspection all staff we
spoke with told us that low numbers of staff made them feel unsafe.
During the re-inspection staffing numbers had improved but on many shifts they did not have the planned number of
staff. Staff were less worried about low staffing and felt the numbers of staff on duty had improved safety. Women in
labour had one to one care from a midwife 98% of the time. The labour ward had a senior midwife who was not counted
in the staff numbers 98% of the time. Antenatal triage had a dedicated midwife 90% of the time and calls were diverted
to the labour ward at other times.
Managers calculated and reviewed the number and grade of staff needed for each shift in accordance with national
guidance. Each area had a rota of staff planned a month in advance and included midwives, nursery nurses and
midwifery care assistants.
The ward manager could adjust staffing levels daily according to the needs of women. The department had twice daily
staffing huddles at 9 am and 3pm with Matrons and discussed the staffing levels in one to one care for women in labour,
a supernumerary midwife and telephone triage dedicated midwife. Staff were allocated to areas according to need.
The service had reducing vacancy rates, turnover rates, sickness rates and use of bank nurses. Since the previous
inspection the trust had worked hard to recruit new staff and retain current staff. Twenty-one midwives had joined the
team and the trust projected that they would be fully staffed by October 2022. Current staff were paid enhanced bank
rates to cover shifts but did not feel any pressure to work extra shifts unless they wanted to.
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Records
Staff kept detailed records of women’s care and treatment. Records were clear, up to date, stored securely and
easily available to all staff providing care.
Women's notes were comprehensive, and all staff could access them easily. At the previous inspection the majority of
women’s notes were stored on an electronic patient record and the rest were paper notes. Each healthcare professional
who had contact with the women recorded their care in the electronic patient record.
Since the previous inspection all women’s notes were electronic and the WIFI had been upgraded so women’s electronic
patient records could be accessed anywhere in the hospital.
Records were stored securely. At the previous inspection in all clinical areas we visited the women had a secondary set
of paper notes which contained details of their inpatient care episode. These were stored in notes trollies with electronic
digital combination locks. All of the note’s trollies were unlocked on the day of inspection. This meant the notes could be
accessed by people without the authority to do so.
During the re-inspection there were less paper records as the electronic patient record was fully implemented. In each
area any paper record was stored in a locked notes trolley. This meant only authorised staff could access the paper
notes.
Medicines
The service used systems and processes to safely prescribe, administer, record and store medicines.
Staff generally stored and managed medicines and prescribing documents in line with the provider’s policy. At the
previous inspection there were gaps in the medicine fridge temperature checks and one gap in the controlled drug
checking record. During this re-inspection the checking records were fully completed.
Staff checked the ambient temperature of the clinical room where intravenous fluids and medicines were stored in line
with trust policy.
Incidents
The service managed safety incidents well. Managers shared lessons learned with the whole team and the wider
service.
Staff raised concerns, reported incidents and near misses in line with trust policy. At the previous inspection staff told us
they often did not have time during the shift to report incidents and only reported what they considered to be a serious
incident after their shift had finished. This meant all reportable incidents were not being regularly reported. Staff told us
they had been instructed to stop reporting low staffing as an incident as it was a known risk. Incidents were not
reviewed and closed in a timely way and there were 279 open incidents at the time of the last inspection. During the reinspection records showed there were no overdue serious investigations, 5 overdue low harm incident investigations
and 1 overdue moderate harm investigation. There were 31 open incidents.
During the re-inspection staff told us they reported incidents in line with the trust policy. In the six months before the reinspection the maternity staff reported 435 incidents of varying risk.
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Managers shared learning with their staff about never events that happened elsewhere. Staff received feedback from
investigation of incidents, both internal and external to the service. At the previous inspection staff told us that due to a
shortage of staff they had not been meeting to discuss learning from never events occurring elsewhere within the trust.
This meant staff did not have an opportunity to learn and change their practice or improve the service through learning.
Staff were aware of a system called ‘message of the week’. However, staff told us they were too busy to read this
message, and no one asked could recall a recent safety message that had been shared.
During this re-inspection we saw governance notice boards in all areas which included learning from incidents and
investigations. Staff told us that themes from learning following incidents were shared at the handover in between
shifts.
Learning from recent incidents was included an education session on day three of the mandatory training and included
investigations from previous year, along with learning and safety actions.

Is the service effective?
Inspected but not rated –––
Competent staff
The service made sure staff were competent for their roles. Managers did appraise staff’s work performance to
provide support and development.
Staff were experienced, qualified and had the right skills and knowledge to meet the needs of women. At the previous
inspection staff told us they had been unable to practice live drills, pool evacuation and Cardiotocography (CTG) training
recently as they were so short of staff. The service had a training attendance target of 90%. Records showed that 51% of
midwives had attended CTG training in the 12 months before inspection. Records showed that 46% of midwives had
attended skills drills training in the 12 months before inspection. This was much worse than the training target of 90%.
During this re-inspection records showed medical staff attendance at skills drills training was 83% and midwife
attendance at skills drills training was 93%. Staff who had not yet attended skills drills training had a date to attend and
staff attendance rates for skills drills training with be above the trust target of 90% by the end of May 2022. Staff told us
that training was provided on the site they worked at and they were released from clinical work commitments to attend
the training.
Managers gave all new staff a full induction tailored to their role before they started work. At the previous inspection
staff told us it was not always possible to complete a full supernumerary induction due to the shortage of staff. The
inspection team were given examples of staff of all grades who worked as part of the team before their induction
programme had been completed.
During this re-inspection newly recruited staff spoke positively about their induction and we observed a new member of
staff being orientated to the ward area and required tasks.
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Managers ensured staff attended team meetings or had access to full notes when they could not attend. At the previous
inspection when staff meetings took place, minutes were recorded and shared with staff who could not attend due to
staffing shortages.
During this re-inspection staff told us they received minutes of meetings via email and they were also displayed in the
staff room.
At the last inspection staff told us there were few opportunities to complete additional training.
Staff had the opportunity to discuss training needs with their line manager and were supported to develop their skills
and knowledge During this re-inspection staff told us they had received an appraisal and had a personal development
plan to complete additional training if needed. Records showed appraisal rates for midwives were 90% and for medical
staff 96%.

Is the service well-led?
Inspected but not rated –––
Leadership
Leaders had the necessary experience and capacity to lead effectively and abilities to run the service. They
managed the priorities and issues the service faced. They were visible and approachable.
Maternity was part of the Women and Children’s Division which covered the Royal Sussex County Hospital in Brighton
and the Princess Royal Hospital in Haywards Heath. The director of midwifery post was vacant at the time of inspection.
The head of midwifery was cross-site and covered both the Princess Royal Hospital site and the Royal Sussex County
Hospital site and in the absence of the director of midwifery post, reported directly to the Chief Nurse who represented
the service at trust board level and was the maternity safety champion for the trust. There was an inpatient matron and
a community matron, and a governance and safety lead who reported into the head of midwifery. Since the previous
inspection a director of midwifery had been recruited. They had recently joined the trust and had a leadership
responsibility for the Royal Sussex County Hospital and Princess Royal Hospital.
The Children and Women’s East Divisional Board met monthly. We reviewed the minutes of the meetings held between
June and September 2021. Records showed the meeting ran to a standard agenda but did not record attendance.
At the previous inspection staff told us they did not always feel supported during a shift. For example, they found some
managers were not approachable and were reluctant to raise concerns with them. They would either not raise a concern
or wait until an alternative manager was on duty. Staff told us their effort was not recognised or praised by managers.
During this re-inspection all staff were positive about the leaders and were happy to raise concerns openly with
managers.
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At the previous inspection staff starting leadership roles told us they felt unsupported and did not have a clear
development plan. They felt obliged to work clinically due to the shortage of midwives and were not able to focus on
their leadership objectives. During this re-inspection junior leaders told us the support provided by the trust had
enabled them to focus on their roles and develop their leadership skills. They felt supported and empowered to make
decisions and changes within their departments.
At the previous inspection staff told us they felt pressurised by the senior leaders to work extra shifts even though they
were exhausted, and this showed a lack of understanding of the current situation on the ward areas. Managers verbally
acknowledged that low staffing was a problem but did not have a plan to improve the situation. During this reinspection staff no longer felt this pressure and told us that staffing had improved.
During the re-inspection staff spoke positively about the changes the leadership team had made since the last
inspection. In particular there had been regular listening events and observable changes following the feedback given.
Culture
Staff felt respected, supported and valued by leaders. The staff were focused on the needs of patients receiving
care.
All staff we met during the re-inspection were welcoming, friendly and helpful. They felt pride in the peer support they
provided each other and having worked together to provide the best service they could to patients in their care.
At the previous inspection staff told us of incidents of bullying and intimidation amongst their colleagues. Staff had
raised concerns about the safety and culture of the service on multiple occasions and told us nothing had been done to
improve the situation. Staff who had worked for the service for many years were taking early retirement or seeking
employment elsewhere. Staff told us this unit ran on the loyalty and hard work of the staff and this was “coming to an
end”.
The trust assured CQC the leadership and support concerns were being reviewed and monitored.
During this re-inspection we met a happier and more motivated workforce. There was recognition that significant
improvements to the culture had occurred and they felt hopeful this would continue going forward. No staff reported
any bullying behaviour to us during the inspection.
Management of risk, issues and performance
Leaders and teams used systems accurately to manage performance effectively. They identified and escalated all
relevant risks and issues to take action to reduce their impact in a timely way.
The service had a women’s and children division specific risk register. The risk register included a description of each
risk, controls in place, and a summary of actions taken. The initial and current risk rating was included and any updates
since the previous review.
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Risks were discussed at the monthly maternity Quality and Safety Meeting and were measured against the risk reckoner
which was used by the trust to determine risk to patients, staff and the organisation. All recorded risks were reviewed by
the divisional leadership team and reported by exception through the governance meeting structure. At the previous
inspection staff told us not all risks were recorded as were often repeated or ongoing without resolution. During this reinspection we reviewed the current risk register and found it was reviewed and updated on a monthy basis.
Since the previous inspection the division had developed and implemented a comprehensive action plan to address the
concerns identified in the warning notice issued by the Care Quality Commission. They had worked with system partners
to make the improvements needed to the maternity service.
At the previous inspection we found a number of clinical guidelines were overdue for review. This meant staff did not
have access to the most up to date clinical information to care for their patients. During the re-inspection 78 guidelines
had been brought up to date with three remaining in the review process. This is a significant improvement.

Areas for improvement
MUSTS
Royal Sussex County Hospital Maternity
Action the trust MUST take to comply with its legal obligations
• The trust must ensure the maternity triage RAG ratings recorded in the electronic patient record. (Regulation 12 (1) (2)
(a, b))
• The trust must ensure regular checks on lifesaving equipment are undertaken. (Regulation 12: (2) (b, e)).
SHOULDS
Royal Sussex County Hospital Maternity
Action the trust SHOULD take to comply with its legal obligations
• The trust should ensure the temperature of clinical rooms where medicines and intravenous are stored is monitored
daily and remains under 25 degrees centigrade (Regulation 12)
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Inspected but not rated –––
The rating of the service went down. We rated it as requires improvement because:
• Patients requiring emergency surgery experienced delays and cancellations placing them at risk.
• Staff without the necessary skills, competence and training were caring for patients.
• The service did not always have enough nursing and support staff with the right skills, training and experience to keep
patients safe from avoidable harm and to provide the right care and treatment.
• Leaders operated governance processes throughout the service, but it was unclear how effective these were. There
was a lack of oversight of complications associated with delays or surgical cancellations.
• Not all staff felt respected, supported and valued. Not all staff felt the service had an open culture where they could
raise concerns without fear.
• Leaders understood the priorities and issues the service faced but were not always able to manage them. Not all staff
felt supported to develop their skills and take on more senior roles.
• The overall mandatory training compliance was below the trust target of 90%, for all staff groups.
However:
• Staff used control measures to protect patients, themselves and others from infection. All staff in theatres we
observed wore their PPE, including masks, correctly. We also saw all staff in clinical areas were bare below the elbow.
• Managers regularly reviewed staffing levels and skill mix. There had been a reduction in vacancy levels within the
department.
• The service had improved how they managed patient safety incidents. Staff recognised and reported incidents and
near misses. Managers investigated incidents and shared lessons

Is the service safe?
Inspected but not rated –––
Mandatory Training
The service provided mandatory training in key skills to all staff. However, mandatory training levels were below
the trust target, for most staff groups.
At our last inspection we found that the service provided nine mandatory training modules, for staff. These included
manual handling, health and safety and life support. However, we found not all staff were compliant with the training.
On this inspection we found the overall training compliance had improved but was still below the trust target for
completion of mandatory training of 90%.
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Data for staff working in main theatres and recovery showed an overall compliance rate for the department of 81%.
Administration staff were 98% compliant; heath care support staff were 84% compliant; nursing and operating
department practitioners were 88% complaint and medical staff were 70% compliant.
We also found compliance with basic life support had improved, with an overall compliance rate of 76%, which was
below the trust target of 90%. Data showed that health care support staff were 65% compliant; nursing and operating
department practitioners were 70% compliant and medical staff were 92% compliant.
Staff told us they were not given protected time to complete their mandatory training. This was the same as the last
inspection.
Cleanliness, infection control and hygiene
Staff used control measures to protect patients, themselves and others from infection.
Staff followed infection control principles including the use of personal protective equipment (PPE). On our last
inspection we found that staff did not always follow infection control principles including the use of personal protective
equipment (PPE). In theatres we found, some staff were not bare below the elbows and some staff were not wearing face
masks correctly. We also found not all staff challenged colleagues who were non-compliant with infection prevention
and control principles.
On re-inspection we found that personal protective equipment was readily available for staff in clinical areas, to ensure
their safety when performing procedures. All staff in theatres we observed wore their PPE, including masks, correctly.
We also saw all staff in clinical areas were bare below the elbow. This meant staff were able to adequately ensure staff
and patient safety and reduce the risk of cross infection when staff performed procedures.
Staff told us, after our last inspection, they had been reminded the importance of adhering to infection prevention and
control principles.
Infection prevention and control training was part of the trusts statutory and mandatory training requirement for all
staff. Data supplied to us showed that the departments overall complaint was 90% for clinical staff and 100% for nonclinical staff with this training, which was equivalent or better than the trust target of 90%.
Assessing and responding to patient risk
Patients requiring surgery experienced delays and cancellations placing them at risk. Staff without the necessary
skills, competence and training were caring for patients.
Patients requiring emergency or trauma surgery that experienced delays were at risk of further complications.
At our last inspection we found patients requiring emergency or trauma surgery experienced delays to getting their
surgery. In addition, we found capacity and flow issues within the hospital. Patients requiring either a high dependency,
intensive care or a ward bed spent prolonged periods of time in recovery.
On this inspection, staff we spoke with told us that cancellations to surgery remained an issue. They felt there was a
reluctance to cancel elective surgery to undertake or prioritise emergency and trauma surgery. The trust told us that no
emergency surgery had been cancelled to meet an elective key performance indicator (KPI).
13

Royal Sussex County Hospital Inspection report

Surgery
We asked managers about cancellations of surgery, who told us this had not significantly improved and was on the risk
register for the department. They told us this was due to a variety of pressures the trust was experiencing which had an
impact on the capacity and flow into and out of the department. For example, winter pressure and the continued impact
of the COVID 19 pandemic. As well as, a surgical ward that had been changed to a ‘red’ ward, for patients who had tested
positive for COVID 19, which meant there was a reduction in the number of beds available to surgical patients. Managers
told us this was an improving picture and felt that the number of cancellations would be reduced as the impact of winter
pressures and pandemic reduced, and the surgical ward had now changed back to its original usage. In addition,
managers felt that the new critical care unit currently under construction, expected to have an impact on the flow.
Medical Staff told us that the delays in surgery had resulted in additional complications for patients which they would
not have experienced had they had their surgery sooner. They gave examples where had surgery had occurred outside of
recommended timeframes and resulted in complications, such as patients developing sepsis, or requiring life altering
surgeries. This meant that patients waiting for these surgeries were at potential risk of further complications. We were
not assured that the potential risks to patients was being monitored appropriately.
Data supplied showed, between October 2021 and March 2022, a total of 1,332 patients required general emergency or
emergency trauma surgery at the hospital. Of those, 954 required emergency surgery, and 378 were trauma surgery. For
those requiring emergency trauma surgery we saw they experienced a wait of between zero to 10 days for their surgery,
and for general emergency surgery the wait was between zero and 21 days.
During the same time period, out of the 954 patients requiring general emergency surgery, 180 patients had between
one and seven postponements for their surgery, and 32 had between one and four postponements for emergency
trauma surgery.
Managers told us the main reasons for cancellations were due to either staffing shortages or capacity and flow. This was
the same as our previous inspection.
On our last inspection, we found the department experienced issues with flow, which meant that some patients spent
prolonged periods of time in recovery whilst waiting for a bed on the ward or in critical care. We found that this meant
staff cared for patients without the required skills, knowledge and competence.
On this inspection, there were no patients that had spent the night in recovery waiting for beds elsewhere in the
hospital. All staff we spoke with told us this was unusual. The trust told us that patients who need a critical care bed,
were added to the Intensive Care Unit (ITU) bed request book if a bed was not available in critical care they can be cared
for in recovery by trained staff, supported by critical care staff and the outreach team until a bed becomes available.
Data showed between October 2021 and March 2022, a total of 261 patients spent three hours or longer waiting for
either a high dependency, intensive care or ward bed. Out of the 261 patients we saw, 165 were waiting for a bed on the
ward, 61 for a high dependency bed and 35 for an intensive care bed.
In addition, the trust told us, 188 patients across the same time period waited between one and two hours 59 mins in
recovery. We saw the majority (137) were waiting for a ward bed, with 30 waiting for a high dependency and 21 an
intensive care bed.
As well as patients spending prolonged periods of time in recovery following surgery, recovery was also used as an
escalation area for patients requiring a higher level of care.
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We looked at the ‘records for recovery patients needing ITU/HDU (High Dependency Unit)’. Between 1 April and 23 April
2022, there were 16 recovery patients needing either a high dependency or intensive care bed. Out of the 16 we saw one
required ventilation (mechanical support with breathing), and two required inotrope support (are medicines that
change the force of the heart's contractions). Between 1 March and 31 March 2022, 31 patients were in recovery who
required either a high dependency or intensive care bed. Out of the 31 we saw two patients required ventilation.
All except one member of staff we spoke on inspection told us they had not received additional training in caring for
patients who required high dependency or intensive care support. One member of staff had received training, as a result
of being redeployed to critical care during the pandemic. No staff told us when they care for these patients they were
supported by staff from critical care or from outreach.
Data supplied to us by the trust showed that 61% (17 out of 28) of recovery staff had completed the full recovery
competency training. They told us recovery competency training is a four to six-month programme and has a critical
care skills focus. The evidence supplied stated that two recovery competency training programmes take place a year and
that all new members of staff will have completed this training by September 2022. Six out of 28 (21%) of recovery staff
had completed a full critical care training programme. This meant patients were not always cared for by staff who had
the required skills, knowledge and competence.
The trust told us that two new standard operating procedures had been developed; ‘critical care full capacity policy’ and
‘standard process for critical care patients in recovery’. Staff we spoke with were aware of the new standard operating
procedure but felt that it was not always adhered to. We asked managers how the process was monitored or audited,
and they told us it is via the numbers of patients in recovery, which had not increased.
When we looked at the risk register, we saw that delays in patients leaving recovery leading to poor patient experience
was included. We did not see a risk entry for staff caring for patients without the required skills, knowledge and
competence.
At the last inspection we found that compliance with World Health Organisations (WHO) ‘5 Steps to safer surgery’
checklist in theatres was not being consistently audited to ensure compliance. Managers told us the process had been
reviewed, and is now included in their smart audit app, which allows for ‘real’ time compliance to be monitored. As part
of this process it was found that not all areas of the trust audited were the same, and a new approach to improve
consistency had been rolled out across the trust. We saw that WHO checklist not completed leading to potential harm to
patient, was entered onto the department risk register. We looked at the smart audit app data for four months and saw
that three elements of the check list had been audited. Previously, we were told compliance with the ‘debrief’ part of the
checklist was poor, but this was not included in the audit records supplied.
Nurse staffing
The service did not always have enough nursing and support staff with the right skills, training and experience to
keep patients safe from avoidable harm and to provide the right care and treatment. However, managers
regularly reviewed staffing levels and skill mix.
Theatres and recovery did not have enough nursing and support staff with the right qualifications, skills, training and
experience to keep patients safe from avoidable harm and to provide the right care and treatment. All staff in theatres
and recovery spoke of poor staffing and exhaustion. This was the same as our last inspection.
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Data showed within main theatres and recovery there was a vacancy of 5.74%, in March 2022. This was forecast to
reduce to 2.97% by the end of April 2022. The trust supplied data that showed they had recruited 26 new staff in the
department which meant there was only three vacancies outstanding. However, when we looked at the theatre meeting
minutes for 19 April 2022, it showed that 11 band six jobs were currently being advertised along with a rolling advert for
band fives.
In addition, the theatre meeting minutes show there has been some difficulty in covering shifts especially at night. Staff
told us they felt the department had been covering the night shift at the expense of the days, this had caused the
dilution of skill mix and experience to be diluted both day and night. Managers told us, they are working with staff to
ensure a fair and equitable distribution of shift coverage. A new ‘twilight’ shift had been introduced to manage theatre
lists that over run and two extra theatre teams for the busiest days.
Staff we spoke with told us the department sometimes felt unsafe due to staffing numbers, skill mix and the acuity of
patients, which was the same as the previous inspection. Staff also felt new members of staff were signed off sometimes
before being fully competent. Managers told us; they have had a ‘really good’ recruitment campaign but recognise this
may not have filtered through to staff on the floor at present. This is due to the new members of staff requiring training
and support and (some) are supernumerary, but this will not be ‘forever’.
On the last inspection we found operating lists went ahead when staffing was below national guidelines, such as the
Association of Perioperative Practice (AfPP). The trust told us that operating lists are monitored against AfPP guidelines.
Staffing is discussed at the 8am safety huddle. Managers confirmed that there is discussion around the running of lists
below the AfPP guidelines if it is safe to do so. If a decision was made to cancel this would be done in accordance with
trust policy.
Data supplied for November 2021 and April 2022 showed that operations had been staffed and run as planned for
emergency trauma operations ranged between 91.9% in March 2022 and 100% in November 2021 and February 2022.
For general emergency surgery we that showed that operations had been staffed and run as planned ranged between
68.1% in December 2021 and 93% in April 2022.
We saw that delayed emergency and cancelled elective surgery due to staffing was on the risk register. However, we did
not see a risk entry for cancellations or delays for emergency surgery.
Between 1 October 2021 and 29 April 2022 there were three incidents reported due to staff shortages in theatres and
recovery. This had improved from the previous inspection.
Incidents
The service had improved how they managed patient safety incidents. Staff recognised and reported incidents
and near misses. Managers investigated incidents and shared lessons learned with the whole team and the wider
service in. However, staff did not always report incidents and near missed in line with trust policy.
At our previous inspection we found the service did not manage patient safety incidents well. We found that managers
did not investigate incidents and therefore lessons learned were not shared with the while team and the wider service.
At this inspection we found the management of safety incidents had improved. Safety incidents were investigated, and
lessons learned shared.
16

Royal Sussex County Hospital Inspection report

Surgery
On our previous inspection we found that incidents were not always reviewed and investigated in a timely manner.
There was a backlog of 128 incidents within the service that had not been reviewed and investigated by managers. On
this re-inspection we found the number of incidents waiting to be investigated had improved. Currently, we found a
backlog of 18 incidents waiting to be reviewed. These have been categorised as either moderate (5) or low/no harm
incidents (13).
Staff received feedback from investigation of incidents, both internal and external to the service. On our re-inspection
we added the morning safety huddle. We saw this included a brief of ‘need to know’ information or incidents that may
have occurred, including those that had happened at other sites. Learning from the incidents were shared. We looked
the meeting minutes for main theatres and saw that incidents were discussed.
Staff knew what incidents to report and how to report them. Staff told us they knew how to raise concerns and incidents
and near misses in line with trust policy. However, some members of staff told us they did not always report incidents or
request follow up information about incidents they reported at they reported feeling worried or scared to do so. This
meant that a culture openness and honesty at all levels was not encouraged within the organisation.

Is the service well-led?
Inspected but not rated –––
Leadership
Leaders understood the priorities and issues the service faced but were not always able to manage them. Not all
staff felt supported to develop their skills and take on more senior roles.
The leadership of the perioperative directorate remained the same from the previous inspection. The directorate was led
by a chief of service, divisional director of operations and a divisional lead nurse (current post holder was interim). This
leadership style is called a triumvirate. Since our last inspection, the senior clinical theatre manager had returned to
post following secondment.
Leaders were passionate about the service and worked to try to deliver good outcomes for patients despite the
challenges the department faced. The trust told us, there was a plan to refresh the surgical leadership team, which will
start in July 2022. Other regulators are supporting leaders in theatres.
Staff views remained mixed regarding the visibility; how approachable trust leaders were. Some staff told us the local
senior leadership team were visible and approachable, but as a department they felt there was a disconnect between
the executives and frontline staff. They told us they did not see senior leaders such as the board of directors, so they
were unsure if their voices or feedback was heard at that level.
Not all staff felt supported to develop their skills or take on more senior roles. Most staff spoke highly of the clinical
educators in the department but expressed there was a lack of dedicated time to undertake learning. This was the same
as our previous inspection. Other staff told us they wanted to ‘act up’ into more senior roles, although they were
encouraged to this, it was ad hoc in response to staffing shortages rather than as part of a developmental role.
Culture
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Not all staff felt respected, supported and valued. Staff were focused on the needs of patients receiving care but
were not always able to deliver the level of care needed. Not all staff felt the service had an open culture where
they could raise concerns without fear.
At out last inspection we found there was a low morale within some groups in theatres and recovery. They did not
always recognise the leadership team as dealing with their concerns around these matters. Some staff told us they were
not able to speak up about concerns or issues without fear.
On this inspection, staff expressed similar concerns. They told us ‘not a lot’ had changed, and morale remained low. All
staff told us they were proud of their teams and their colleagues, and felt that when patients were in the department,
they all received ‘good’ care. However, all staff told us of the impact that patients having long waits for emergency
surgery, cancellations, staff shortages, dilution of skill mix and caring for patients for prolonged periods in recovery was
having on them and the morale.
Not all staff felt there was and open and honest culture across the whole of the department. Staff we spoke with were
candid throughout our inspection about the service and the areas they felt had improved and what had not. Not all staff
felt valued and respected. Some staff told us they were concerned about speaking with us, as this may reflect badly on
them. We saw that staff raised these concerns at the main theatres audit meeting dated 19 February 2022, however it
was unclear from the minutes what discussion or action had happened as a result of this.
They also told us they did not always raise concerns or ask for outcomes or follow ups to any they had raised due to
feeling worried or scared to do so.
Managers told us following the last inspection, they had undertaken a variety of measures to address the culture. These
included one to ones with staff and ‘listening’ events. For example, staff had expressed concerns around the fairness of
shift patterns, with some staff working shift patterns for reasons that may no longer apply. A listening event had been
held and they were working with staff to ensure a more fair and equitable pattern. This included developing a new rota
system, starting with healthcare assistants. They told us they had addressed certain members of staff’s behaviours but
know there is a perception that this had not taken place, due to confidentiality, they were not able to disclose what had
been done. In addition, they told us there an external review of culture had been commissioned.
Governance
Leaders operated governance processes throughout the service, but it was unclear how effective these were.
There was a lack of oversight complications associated with delays or cancellations of surgeries. Staff at all levels
were clear about their roles and accountabilities.
At our last inspection we found governance processes in the directorate were not always clear.
There was a process for monitoring patients waiting for surgery. There was a patient tracking list that monitored
patients daily who are waiting for surgery. The trust told us the patients experiencing the longest waits were in trauma,
ear, nose and throat, colorectal, ophthalmic and gynaecological surgery. The trust had a surgical senate which
prioritised patients according to capacity. Leaders told us patients could be moved to any of the three other sites within
the trust or outsourced to local private providers. The surgical senate reviewed patients a quarter ahead so currently the
senate was reviewing patients who will breach in quarter two. We were told that there were no patients waiting longer
than 104 weeks, unless by patient choice.
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There was a lack of oversight of complications associated with delays or cancellations of emergency surgery. We asked
managers where clinical harm reviews associated with cancellations of surgery were held and any concerns discussed.
They told us this would be within the specialty division governance or mortality and morbidity meetings.
However, medical staff we spoke with told us that the governance around clinical harm reviews was not robust, with
meetings often cancelled. As a result of the frequent cancellations they told us the meetings were not always well
attended. An example given that at a recent governance meeting there were over 20 clinical harm reviews to discuss, but
they had been told that they should pick only three. This meant there was a lack of oversight to identify if either a single
delay or a sequence of delays may have resulted in further complications to the patient.
We requested three mortality and morbidity meeting minutes for different surgical specialities. The trust gave us the
quality, safety and patient experience minutes for anaesthetics and ear, nose and throat and the clinical governance
minutes for trauma and orthopaedic meetings. All meeting minutes sent to us were dated March 2022. Clinical harm or
mortality and morbidity meetings allow clinicians to discuss patient deaths and other adverse events in an open
manner, review care standards and make changes if needed.
From review we found that the meeting minutes lacked detail and did not give managers and staff the ability to learn
from the service performance. We saw there was evidence of individual cases discussed along with outcomes and any
learning. However, we did not see discussion associated with cancellations, and potential complications associated with
this or delayed or postponed surgery. In addition, the meeting minutes lacked a record of attendees, therefore, it was
unclear how well attended the meeting were
We requested the last three minutes for main theatres. The trust gave us two minutes of main theatres audit meeting
dated 19 January and 16 February 2022, and theatre unit meeting minutes dated 19 April 2022. From review, we found
that the meeting minutes lacked detail and did not give managers and staff the ability to learn from the service
performance. For example, we saw that risks and incidents were discussed, however, it was unclear when some
concerns were raised what the outcome of the discussion was. This meant it was not clear how effective these minutes
were at keeping staff informed, especially those who were not able to attend the meetings. In addition, the meeting
minutes lacked a record of attendees, therefore, it was unclear how well attended the meeting were.
We looked at three quality, safety and patient experience minutes for anaesthetics for January, February and March
2022. We saw they all followed a similar agenda, with discussion around risks, and incidents and any learning identified,
or actions need had a person assigned to them. However, the meeting minutes lacked a record of attendees, therefore, it
was unclear how well attended the meeting were.

Areas for improvement
Action the trust MUST take is necessary to comply with its legal obligations. Action a trust SHOULD take is because it was
not doing something required by a regulation but it would be disproportionate to find a breach of the regulation overall,
to prevent it failing to comply with legal requirements in future, or to improve services.
Action the service MUST take to improve:
The trust must monitor the risk of harm and outcomes for patients who experience cancellations of surgery. Regulation
12 (2) (a) (b)
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The service must ensure staff complete their mandatory training and each module meets their compliance targets.
Regulation 12 (2) (c)
The service must ensure that staff working in theatres and recovery have the qualifications, competence, skills and
experience to keep patients safe. Regulation 12 (2) (c)
The service must ensure that patients receive surgery when they need it and do not experience delays, placing patients
at risk of deterioration and harm. Regulation 12 (2) (a) and Regulation 12 (2) (b)
The service must ensure it improves flow in the hospital and theatres to reduce the time patients spend in the recovery
unit waiting for a bed in the hospital. Regulation 12 (1)
The service must ensure it has suitable facilities to care for patients requiring high dependency or intensive care.
Regulation 12 (2) (b)
The service must ensure that there is enough staff with the right skills, training and experience to keep patients safe
from avoidable harm and to provide the right care and treatment. Regulation 18 (1)
Action the service SHOULD take to improve:
The service should ensure it provides continuous professional development to all staff. Regulation 18 (2) (b)
The trust should monitor the governance processes of all surgical disciplines to ensure they are able to asses, monitor
and improve the quality and safety of the service. Regulation 17 (2) (a)
The service should ensure all parts of the with World Health Organisations (WHO) ‘5 Steps to safer surgery’ checklist
process are adhered and monitored to ensure compliance. Regulation 17 (2) (f)
There service should consider a staffing levels and skill mix review to ensure it is able to adapt and respond to the
changing needs and circumstances of the people using the service. Regulation 18 (1)
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Requires Improvement –––
Not all staff had completed all the trust mandated training in key and essential skills. Not all staff received appraisals.
The use of the environment did not always support keeping people safe. Patients were frequently accommodated in
non-clinical areas. The use of the environment did not always enable staff to protect the privacy and dignity of patients.
The environment of the short stay areas did not support effective care for patients accommodated there, which included
patients with mental health illnesses. The environment posed an infection risk as it could not be cleaned effectively.
The service was not able to plan and provide care in a way that met the needs of local people and the communities
served. The needs of patients in the local community with mental health conditions were not fully met. They were
accommodated for lengthy periods of time in an environment that did not fully meet their needs and by staff who may
not have the skills to care for the patient.
There were challenges in accessing the service. Poor patient flow throughout the hospital resulted in delays in
ambulance handovers. There was an increasing number of patients staying longer than four hours in the department
before leaving and an increasing number of patients in the department for over 12 hours after a decision to admit them.
However,
Staff assessed risks to patients, acted on them and kept good care records. They managed medicines well. The service
managed safety incidents well.
Staff provided safe emergency care and treatment and gave patients enough to eat and drink, and gave them pain relief
when they needed it. Staff worked well together for the benefit of patients and key services were available seven days a
week.
Staff could call for support from doctors and other disciplines and diagnostic services, including mental health services,
24 hours a day, seven days a week. Consultant rotas were arranged so there was consultant cover in the department 24
hours a day seven days a week
Staff treated patients with compassion and kindness and helped them understand their conditions. They provided
emotional support to patients, families and carers.
Staff felt respected, supported and valued by immediate leaders. They were focused on the needs of patients receiving
care.
Staff were committed to continually learning and improving services. Staff expressed that their ideas were listened to
and acted upon.
The service had collaborated with external NHS providers to support safe care and improvements to the service and for
patients. This included working with the local mental health NHS trust and the local ambulance NHS trust.
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Is the service safe?
Requires Improvement –––
Our rating of safe went down. We rated it as requires improvement.
Mandatory training
The service provided mandatory training in key skills. However, this did not include the highest level of life
support training and the service did not make sure everyone completed the required mandatory training.
Nursing staff were not up to date with their mandatory training. The trust set a target of 90% compliance with
mandatory training. Records showed this target was not met. For nursing staff across the emergency department, the
90% compliance rate had only been met for five of the ten required training topics.
Medical staff were not up to date with their mandatory training. Records showed the target of 90% compliance was not
met. For medical staff across the emergency department, the 90% compliance rate had only been met for one of the
thirteen required training topics.
The mandatory training did not fully meet the needs of patients and staff. Records showed that mandatory training
covered a wide range of essential safety topics. However, the training only included basic life support training. There was
no evidence provided to demonstrate staff had completed any higher levels of life support training. This was not in line
with national guidelines for example, the Royal College of Emergency Medicine (RCEM). Across all staff groups (nurses,
support staff and medical staff) overall compliance with completing adult basic life support training was 65% and
completion of paediatric basic life support training was 52%.
Managers monitored mandatory training and alerted staff when they needed to update their training. Managers knew
that staff completion of mandatory training did not meet the trust target. However, they said staff were now given time
to complete their mandatory training and staff confirmed this in conversations.
Safeguarding
Staff understood how to protect patients from abuse. However, not all staff had received training on how to
recognise and report abuse.
Not all nursing and medical staff completed training specific for their role on how to recognise and report abuse.
Records demonstrated that all nursing staff and medical staff were required to complete safeguarding adults' level 2
training and safeguarding children level 3 training, which met national guidance. However, records showed that only
83% of all staff required to complete level 2 adult safeguarding training had completed it. Records also showed that only
66% of all staff required to complete level 3 children's safeguarding training had completed it.
Staff could give some examples of how to protect patients from harassment and discrimination, including those with
protected characteristics under the Equality Act. Staff described caring for patients with protected characteristics and
how to keep them safe.
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Staff knew how to make a safeguarding referral and who to inform if they had concerns. Staff described what a
safeguarding concern was and how to make a referral. The service had a safeguarding lead based in the emergency
department for support and advice. Staff accessed safeguarding adult and children's policies on the trusts intranet to
give them guidance about safeguarding processes.
Cleanliness, infection control and hygiene
The service controlled infection risk. Staff used equipment and control measures to protect patients, themselves
and others from infection. However, due to overcrowding of the environment, staff experienced challenges with
cleaning the department.
All areas were clean and had suitable furnishings which were visibly clean and well-maintained. Cleaning staff were
visible in all areas.
Cleaning records were up-to-date and showed that all areas were cleaned regularly. Cleaning staff followed a set
schedule to ensure all areas of the environment were cleaned. Records showed most areas were cleaned according to
the schedule. However, staff did describe challenges with cleaning due to the regular overcrowding of the unit. They
described how they worked flexibly to clean areas as patients vacated them.
The emergency department was separated into red and green areas. This allowed for separation of patients who had
COVID-19 or had signs and symptoms of Covid-19 from other patients. As part of the segregation of the two areas, there
was a tarpaulin covering an opening in a wall in the entrance route to the ‘red’ area of the department. Staff said the
tarpaulin had been in place for nearly two years. It was not clear how this was effectively cleaned, and staff did not know
whether the use of the tarpaulin had been assessed for potential risk to safety of patients. Information provided by the
service did not demonstrate how effective cleaning of this tarpaulin had been considered. Since the inspection the
tarpaulin had been removed.
Staff followed infection control principles including the use of personal protective equipment (PPE). Staff were all bare
below the elbow and during the inspection all grades of staff cleaned their hands before and after patient interactions.
There were clinical handwashing sinks and posters reminding staff of the World Health Organisation’s guidance five
moments of hand hygiene.
Environment and equipment
The use of the environment did not always support keeping people safe. However, the design and maintenance of
facilities, premises and equipment supported safety of patients. Staff were trained to use equipment. Staff
managed clinical waste well.
The use of the environment did not always support safe care or treatment. Patients were commonly accommodated in
non-designated patient areas. The standard operating procedure for patients placed in the corridor detailed that, “the
holding of patients in areas not intended for patient care needs to be seen by the department and wider trust as an
extraordinary event rather than business as usual.” However, patients were routinely accommodated in non-designated
patient areas. In the majors area of the department, it was normal practice for patients to be accommodated on trolleys
in the corridor and in front of patient cubicles. On the day of inspection at 10.15am and 12 noon there were 12 patients
accommodated across the corridor and in front of patient cubicles. Data provided by the service showed that between
01 February and 16 April 2022, patients were accommodated in the corridor every day. There were only two days where
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there were periods when less than 11 patients were accommodated in the corridor. On 67 days of this period there were
over 18 patients accommodated in the corridor. Patients accommodated and cared for in non-designated patient areas
were at increased risk of poor care and avoidable harm. This was because it was difficult for staff to monitor patients
and to carry out clinical assessments and interventions.
Not all patients could reach call bells. Patients accommodated in escalation areas, such as the corridor in the major's
area, did not have access to call bells to request assistance. However, staff responded quickly to patients calling out for
assistance.
Staff carried out daily safety checks of specialist equipment. Records showed staff checked daily that emergency
equipment was available and in working order.
The service did not have suitable facilities to meet the needs of patients' families. There was one relative's room in an
adapted patient cubicle and was in the busy noisy area of the major's part of the department. Although staff had
decorated and furnished the room to make it comfortable for relatives, staff felt it was not in a suitable environment to
break bad news to relatives.
The service had enough suitable equipment to help them to safely care for patients. Staff could access all the equipment
they needed to provide care. Availability and servicing of the equipment was monitored and coordinated by a team of
equipment technicians. Staff said they completed training in the use of equipment.
Children routinely presented at the separate children's emergency department at the co-located Royal Alexandra
Children's Hospital. However, in the event of major trauma children were treatment in the resuscitation room in the
adult emergency department. This was because there was easier and prompt access to diagnostic imaging equipment,
such as CT scanners. There was equipment in the resuscitation room to safely provide treatment for children. The
children's emergency equipment was subject to the same daily safety checks as the adult equipment.
Staff disposed of clinical waste safely. Waste was separated and stored securely before being disposed of safely. Sharps
boxes were assembled, used and disposed of correctly.
Assessing and responding to patient risk
Staff completed risk assessments for each patient swiftly. They removed or minimised risks and updated the
assessments. Staff identified and quickly acted upon patients at risk of deterioration.
Staff used a nationally recognised tool to identify deteriorating patients and escalated them appropriately. Staff used
the National Early Warning Score (NEWS2) to identify patients at risk of deterioration. They completed scores correctly.
When a concerning score was calculated the patient was escalated for medical review.
Staff completed risk assessments for each patient on arrival using a recognised tool. Staff used a nationally recognised
tool to triage patients on presentation to the department. This enabled staff to direct patients to the most appropriate
area of the department to meet their treatment needs and supported prompt commencement of tests and treatment.
This also identified whether patients had any specific risk issues, such as possible sepsis. Records reviewed showed staff
followed national guidance in their assessment and management of these risks.
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The service had 24-hour access to mental health liaison and specialist mental health support. A mental health liaison
team located at the hospital but provided by a different NHS trust was available 24 hours, seven days a week to support
the care and treatment of patients with mental health illnesses. The trust also contracted security staff, who they said
had relevant training in conflict management and restraint techniques, to safely support patients demonstrating
challenging behaviours due to their mental health conditions.
Staff completed, or arranged, psychosocial assessments and risk assessments for patients thought to be at risk of selfharm or suicide. With the support and guidance of the mental health liaison team staff carried out assessments of
patients who presented as at risk of safe harm or suicide. The assessment set out clear guidance about the actions staff
needed to take, dependent on the presentation of the patient, to protect them from harm.
Shift changes and handovers included all necessary key information to keep patients safe. Staff used an electronic
handover process to ensure all staff had essential information about patients' conditions and treatments. The handover
process also included any other information that may affect the safety of patients. This included staffing issues, patient
flow and any equipment issues.
Nurse staffing
The service experienced challenges in ensuring there were enough nursing and support staff to keep patients safe
from avoidable harm and to provide the right care and treatment. Managers regularly reviewed staffing levels
and skill mix, and gave bank and agency staff a full induction.
The service experienced challenges in ensuring there were enough nursing and support staff to keep patients safe. Staff
said it had been normal for there to be gaps on staff rotas daily across the emergency department and that it was a
regular occurrence for staff to finish shifts late. However, following a successful recruitment programme, staff numbers
had improved. Staff said that whereas previously there had been up to 11 agency or bank nursing staff on each shift,
that number had now reduced to two or three.
To safely meet the needs of patients with mental health illness accommodated in the short stay areas of the department
the service requested agency registered mental health nurses. However, these shifts were not always filled, and the
emergency department nursing staff managed these patients with the support and guidance from the mental health
liaison team. This included, when needed, health care assistants with some additional training to carry out one to one
supervision of patients with mental health illnesses.
Managers calculated and reviewed the number and grade of nurses, nursing assistants and healthcare assistants needed
for each shift. The department manager could adjust staffing levels daily according to the needs of patients. Patient
acuity and staffing across the hospital was reviewed daily by senior leaders and the department. To support safe staffing
numbers, staff were moved from other areas of the trust to work in the department. For example, on the day of
inspection a member of staff from the paediatric emergency department and a member of staff from one of the trust's
other emergency departments had been moved to work in the department.
The service had reviewed nurse staffing levels against the Royal College of Emergency Medicine (RCEM) guidelines and
identified where they were not meeting the current guidelines. This included the number of agency nursing staff used
each shift, numbers of nurses working in the resuscitation room and lack of dedicated portering staff for the
department. At the time of the inspection the service was in discussion regarding a business case to increase the nursing
establishment to meet the RCEM guidelines.
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Managers made sure all bank and agency staff had a full induction and understood the service. During the inspection
staff described how they orientated temporary members of staff to ensure patients were kept safe.
The department did not employ registered children's nurses. Children routinely presented at the separate children's
emergency department at the co-located Royal Alexandra Children's Hospital. However, in the event of major trauma
children were treatment in the resuscitation room in the adult emergency department. In these circumstances staff from
the children's emergency department attended to provide the specialist children’s treatment.
Medical staffing
The service had enough medical staff with the right qualifications, skills, training and experience to keep patients
safe from avoidable harm and to provide the right care and treatment. Managers regularly reviewed staffing
levels and skill mix and gave locum staff a full induction.
The service had enough medical staff to keep patients safe. The department had consultant presence 24 hours a day,
which was better than the Royal College of Emergency Medicine guidelines. However, staff said that consultants
regularly had to back fill junior doctors' gaps on rotas to ensure medical staff matched the planned number.
Managers requested locums when they needed additional medical staff and locums had a full induction to the service
before they started work. However, staff expressed that locum medical staff were sometimes hard to source. They
expressed a concern that locum medical staff were paid more to work at emergency departments elsewhere in the trust.
This deterred them from working at Royal Sussex County Hospital.
The department did not employ paediatricians. In the event of major trauma when children were treatment in the
resuscitation room in the adult emergency department, paediatricians from the children's emergency department
attended to provide the specialist children’s medical treatment
Records
Staff kept detailed records of patients’ care and treatment. Records were clear, up-to-date, easily available to all
staff providing care, but not always stored securely.
Patient notes were comprehensive, and all staff could access them easily. Patient notes were mostly paper based and
completed thoroughly. To reduce risk of patients accommodated in the corridor receiving substandard care, the service
monitored completion of nursing records in this area every day. Patients’ paper records were held in notes trolleys.
Notes trolleys were always accessible to staff. Where patients’ records, such as test results and tracking how long the
patient was in the department were held electronically, computers were accessible to all staff working in the
department.
Records were not always stored securely. Electronic records could only be accessed by staff who were authorised to
access the trust computer system. Paper records were held in notes trolleys, these were not locked as staff needed to
access them frequently and was deemed to be less of a risk to patient safety than having the notes trolley locked.
However, the service had not formally assessed the risk of the notes trolley not being locked.
Medicines
The service used systems and processes to safely prescribe, administer, record and store medicines.
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Staff followed systems and processes to prescribe and administer medicines safely. They followed current national
practice to check patients had the correct medicines. Medicines records were complete and contained details on dose
and when patients received them.
Staff reviewed each patient’s medicines regularly. The department had a trial of pharmacy staff working in the
department. The pharmacy staff checked to ensure patients remained on medicines they were taking before admission
to hospital and time essential medicines were prescribed and administered appropriately.
Staff completed medicines records accurately and kept them up to date. Records detailed doses prescribed and
administered.
Staff stored and managed all medicines and prescribing documents safely. All medicines were stored safely in locked
cabinets.
A recently introduced electronic auditing tool showed that for February, March and April 2022 medicines were stored
securely and at the recommended temperatures.
Incidents
The service managed patient safety incidents well. Staff recognised and reported incidents and near misses and
reported them appropriately. Managers investigated incidents, but there was no structured approach to share
lessons learned with the whole team and the wider service. When things went wrong, staff apologised and gave
patients honest information and suitable support.
Staff knew what incidents to report and how to report them. Staff raised concerns and reported incidents and near
misses in line with trust policy via an electronic reporting system. Staff said they were encouraged to report incidents
and near misses.
The service had no never events in the department. However, managers had shared information and learning with their
staff about never events that happened elsewhere.
Staff understood the duty of candour. They said they gave patients and families a full explanation if things went wrong.
There was no structured process for learning from incidents to make improvements to patient care. Themes of the week
as result of incidents across the trust were shared by senior leaders. This was not done at a local level within the urgent
and emergency care services. Leaders of the department said they had identified there was an unstructured approach to
learning from incidents across the urgent and emergency services which needed to be improved. However, there was
some evidence of learning from incidents. A falls project was reviewing and acting to improve falls prevention and post
falls actions after identifying a theme of patient falls in the department.
Managers investigated incidents thoroughly. Patients and their families were involved in these investigations. A member
of the nurse leadership team reviewed all reported incidents, investigated those that were not serious incidents and,
following trust policy, referred serious incidents to the serious incident review group for investigation.
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Is the service effective?
Good –––
Our rating of effective remained the same. We rated it as good.
Evidence-based care and treatment
The service provided care and treatment based on national guidance and evidence-based practice. Managers
checked to make sure staff followed guidance. Staff protected the rights of patients subject to the Mental Health
Act 1983.
Staff followed up-to-date policies to plan and deliver high quality care according to best practice and national guidance.
Staff had quick access to laminated cards in the department that gave detail about treatment for all common
emergencies. The National Institute for Health and Care Excellence (NICE) and trust guidelines were available on the
trust intranet. Staff said guidance was easy to access, comprehensive and clear to follow.
Clinical practice reflected guidance and best practice. Key issues in patient care were handed over and acted upon.
Senior clinical staff gave clear direction and support to junior staff and ensured patients received care and treatment
based on national guidance.
Staff protected the rights of patients subject to the Mental Health Act 1983. The mental health liaison team supported
staff to protect the rights of patients detained under the Mental Health Act.
Nutrition and hydration
Staff gave patients enough food and drink to meet their needs.
Staff made sure patients had enough to eat and drink, including those with specialist nutrition and hydration needs.
Patients were regularly offered hot drinks and snacks. Volunteer staff had been recruited to support this service. They
checked with nursing staff which patients were not able to eat and drink, prior to serving drinks and snacks. Patients
said they were offered drinks and snacks. Patients accommodated in the short stay areas, were offered three hot meals a
day. Fresh water was available from water dispensers in all areas of the emergency department.
Pain relief
Staff assessed and monitored patients regularly to see if they were in pain, and gave pain relief in a timely way.
They supported those unable to communicate using suitable assessment tools and gave additional pain relief to
ease pain.
Staff assessed patients’ pain using a recognised tool and gave pain relief in line with individual needs and best practice.
Patients received pain relief soon after requesting it. Staff prescribed, administered and recorded pain relief accurately.
Staff monitored pain level of patients and recorded the information. Pain scores were recorded in most patient notes.
Staff used pictorial aids to assess the pain of patients who were not able to verbally communicate.
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Patient outcomes
Staff monitored the effectiveness of care and treatment. They used the findings to make improvements and
achieved good outcomes for patients.
The service participated in relevant national clinical audits. This included Royal College of Emergency Medicine audits
for infection prevention and control, consultant sign off, mental health self-harm and cognitive impairment in older
people and the Trauma Audit and Research Network audits
Outcomes for patients were positive, and mostly met expectations, such as national standards. Performance in the 2022
Trauma Audit and Research Network audit were mostly similar to other organisations. Median time from arrival to
receive a CT head scan for patients with a severe head injury was 42 minutes. This met the recommended time scale of
one hour. Between 1 January 2019 and 31 December 2021 90% of patients with cardiothoracic injuries were treated by a
consultant. This was in line with national guidance and better than the average national performance. The average time
for patients with severe injuries to limbs and pelvis to go to theatres (18 hours), was similar to the average national
performance.
Managers and staff carried out some repeated audits to check improvement over time. The service had introduced an
electronic auditing tool to assess the performance of the service. This was in its infancy and currently only audited
essential safety standards, but there was a plan to extend this audit tool. For the three months this tool had been used,
it showed 100% compliance with the essential minimum standards being assessed. This included auditing whether
emergency equipment was checked, medicine storage was safe and whether cleaning materials and substances
hazardous to health were stored correctly.
Competent staff
The service made sure staff were competent for their roles. Managers provided staff with support to develop.
However, managers did not always appraise staff’s work performance.
Staff were experienced, qualified and mostly had the right skills and knowledge to meet the needs of patients. Managers
gave all new staff a full induction tailored to their role before they started work. Staff said the trust induction
programme was detailed and comprehensive and provided all the information and support they needed to do their jobs.
Managers did not always support staff to develop through yearly, constructive appraisals of their work. The trust policy
required staff to receive yearly appraisals. At the time of inspection only 70% of the nursing staff had received an
appraisal in the last 12 months. However, leaders had a plan to ensure all staff had received an appraisal in the next
three months.
The practice educators supported the learning and development needs of staff. The service had three practice educators
who supported all staff with their development. Staff spoke positively about the support the practice educators gave
them with their development.
Managers identified any training needs their staff had and gave them the time and opportunity to develop their skills
and knowledge. Staff had the opportunity to discuss training needs with their line manager and were supported to
develop their skills and knowledge. However, leaders had recognised that staff had reduced access to learning and
development during the Covid-19 pandemic and were taking action to address that. Practice educators had an action
plan they were following to meet the training needs of staff.
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Staff received specialist training for their role. Nursing staff completed emergency care competency assessments.
However, staff compliance with competencies was not currently monitored. The service had identified this as a concern
and was reintroducing monitoring of staff compliance. Practice educators were rolling out a teaching programme for the
multidisciplinary team. Medical staff had dedicated time allocated to them for training. Some staff said they would
welcome additional training about meeting patients’ mental health needs as they did not feel fully equipped to care for
patients with mental health conditions accommodated in the department.
Managers recruited, trained and supported volunteers to support patients in the service. Volunteers working in the
department said they completed relevant training, which included training in essential safety topics and training
relevant to the support they gave to the department to patients.
Multidisciplinary working
Doctors, nurses and other healthcare professionals mostly worked together as a team to benefit patients. They
supported each other to provide good care.
Throughout the inspection we saw multidisciplinary team working in all areas. Clinical staff said nurses, doctors and
allied health professionals worked well together within medicine and felt part of the team.
Staff held regular and effective multidisciplinary meetings to discuss patients and improve their care. There were regular
multidisciplinary meetings during the day where doctors, nurses and allied health professionals discussed patient care
and treatment plans. Staff described effective working relationships with most services in the hospital. However, they
described challenges with general surgical teams' engagement with the department which sometimes resulted in delays
in patient reviews and plans for treatment.
Staff referred patients for mental health assessments when they showed signs of mental ill health or depression. The
mental health liaison service, provided by another NHS trust, was embedded into the working of the department. Staff
said the mental health liaison team was responsive and always available to support patients with mental ill health.
Seven-day services
Key services were available seven days a week to support timely patient care.
Staff could call for support from doctors and other disciplines and diagnostic services, including mental health services,
24 hours a day, seven days a week. Consultant rotas were arranged so there was consultant cover in the department 24
hours a day seven days a week. Out of hours interventional radiology was available for patients who presented with an
emergency. The trust provided diagnostic radiology such as scans or x-rays 24 hours a day, seven days a week.
Health Promotion
Staff gave patients practical support and advice to lead healthier lives.
The service had relevant information promoting healthy lifestyles. Leaflets about self-support for healthy lifestyles and
certain medical conditions and lifestyles were available for patients. Some staff were not sure if this information could
be provided in alternative languages.
Consent, Mental Capacity Act and Deprivation of Liberty safeguards
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Staff supported patients to make informed decisions about their care and treatment. They followed national
guidance to gain patients’ consent. They knew how to support patients who lacked capacity to make their own
decisions or were experiencing mental ill health. They used agreed personalised measures that limit patients'
liberty.
Staff gained consent from patients for their care and treatment in line with legislation and guidance. Staff made sure
patients consented to treatment based on all the information available. Staff clearly recorded consent in the patients’
records.
Staff understood how and when to assess whether a patient had the capacity to make decisions about their care. Staff
could clearly describe the correct process for establishing the capacity of patients to make decisions about their care.
Staff understood the use of Deprivation of Liberty Safeguards. Discussion with staff demonstrated they had a good
understanding about the use of Deprivation of Liberty Safeguards, and when and how they should apply for a
Deprivation of Liberty Safeguard for a patient.
Staff understood the relevant consent and decision-making requirements of legislation and guidance, including the
Mental Health Act, and they knew who to contact for advice. The mental health liaison team guided the emergency
department staff about consent and decision making for patients detained under the Mental Health Act.

Is the service caring?
Good –––
Our rating of caring stayed the same. We rated it as good.
Compassionate care
Staff treated patients with compassion and kindness and took account of their individual needs. However, staff
could not always protect the dignity and privacy of patients.
Staff were responsive when caring for patients. Staff took time to interact with patients and those close to them in a
respectful and considerate way. We observed staff responded in a reasonable time to call bells or when called. Not all
patients had access to call bells, but those who we talked to said that staff came quickly when called. Patients informed
us that they felt staff were doing their best to help them, despite the pressures they were under.
Patients said staff treated them well and with kindness. Out of 18 patients,17 said they had experienced good care and
compassion during their time in the department, despite the long waiting times. Patients described the staff as being
patient, friendly, caring, and considerate to their needs and wishes. Members of staff were observed introducing
themselves by name, speaking with patients in a respectful manner and asking each patient if they needed a drink.
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Staff understood and respected the individual needs of each patient and showed understanding and a non-judgmental
attitude when caring for or discussing patients with mental health needs. Staff were observed giving sensitive one to
one care to patients needing additional support. One to one care was given to those with mental health needs,
dementia, and those with high falls risk. There were three side rooms available to patients who needed a quieter space.
Staff had access to a dementia box and fiddle blankets if needed to support patients with additional needs.
Patient’s privacy and dignity were not always respected. The design of the department meant that discussions between
the medical staff and patients were not always confidential and discreet. Other patients could see and hear discussions
between patients and the medical staff due to insufficient space within the department. Due to patients being treated
and waiting in the corridors of the department, their dignity was compromised.
Emotional support
Staff provided emotional support to patients, families and carers to minimise their distress.
Staff gave patients and those close to them help, emotional support and advice when they needed it. Out of 18
patients,17 told us they felt supported and fully informed about their treatment. They felt able to ask questions about
the care they were receiving.
Staff understood the emotional and social impact that a person’s care, treatment or condition had on their wellbeing
and on those close to them. Relatives called and booked a time to visit their relatives to support them. Staff made
allowances for patients with additional needs, who needed their relatives to accompany them for longer periods of time.
Volunteers helped with non-clinical roles. We observed a volunteer helping a patient to contact their relatives and
spending time with a patient who needed emotional support.
Staff undertook training on breaking bad news and demonstrated empathy when having difficult conversations. A
member of staff told us of training that she had received about delivering bad news. We observed members of staff
discussing bad news with a patient in a compassionate manner, giving time for the patient to ask questions and ensured
they were fully informed of all options.
Although staff supported patients who became distressed in an open environment, the design and layout of the
department meant that their privacy and dignity could not always be respected. During the inspection, one patient
became distressed and staff acted quickly to support them. Staff told us that the Mental Health room was not used very
often, as it was out of the way.
Understanding and involvement of patients and those close to them
Staff supported and involved patients, families and carers to understand their condition and make decisions
about their care and treatment.
Staff made sure patients and those close to them understood their care and treatment. All patients that we spoke to felt
involved in their treatment plans and were able to ask questions. Relatives told us that they felt involved and fully
informed in the treatment plans of their loved ones.
Staff talked to patients in a way they could understand, using communication aids where necessary. If required, a
translator service was used for patients who need it. Staff were able to give examples of occasions when this was used.
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Is the service responsive?
Requires Improvement –––
Our rating of responsive stayed stayed the same. We rated it as requires improvement.
Service delivery to meet the needs of local people
The service was not able to plan and provide care in a way that met the needs of local people and the
communities served. It also worked with others in the wider system and local organisations to plan care.
The planning and organisation of the service did not fully meet the needs of the local population. The needs of patients
in the local community with mental health conditions were not fully met. The local population had a known significant
number of people with mental health conditions. Due to the national shortage of mental health inpatient beds, patients
presenting to the emergency department with a mental health crisis frequently were accommodated in the short stay
area of the department for several days and in some cases for up to two or three weeks. Although some action had been
taken to meet the needs of these patients, such as the provision of a mental health liaison service and employment of
agency registered mental health nurses, the service was not planned to meet the ongoing needs of these patients.
The service had escalated their concerns and sought assistance from the integrated care system. They had escalated
that the emergency department was not the right place to meet the clinical needs of this patient group and that
challenges about lack of mental health inpatient beds could not be addressed by the acute trust.
However, there were some examples of the service acting to meet the needs of the local population. Patients arriving by
ambulance were triaged by emergency department staff to identify which area of the department they needed treating
in. Patients presenting to the emergency department independently were reviewed by a navigator nurse and directed to
the most appropriate service in the emergency department for their presenting condition. This included the use of the
recently opened urgent treatment centre where patients were seen and treated by either an emergency nurse
practitioner or a GP.
The short stay areas of the urgent and emergency care service accommodated mental health patients waiting for mental
health inpatients beds. Data provided by the trust showed that the average length of stay for these patients was 52
hours, though staff said some mental health patients experienced stays of up to three weeks.
There was a dedicated mental health room for the assessment of mental health patients. Staff said this room was
predominantly used as a place of safety (section 136 suite) for patients in a mental health crisis by the police using their
emergency powers under section 136 of the Mental Health Act when there was no other availability of section 136 suites.
Staff said this room was rarely used for assessment of other mental health patients, as it was felt it was too out of the
way and not always the best environment to assess a patient if they were not demonstrating harmful behaviours.
Staff could access emergency mental health support seven days a week for patients with mental health problems,
learning disabilities and dementia. There was a mental health liaison service provided by another NHS trust. Staff form
the team reviewed any mental health patients in the department daily. Staff had access to a dementia nurse and to a
learning disability liaison service to give support and guidance with the care of patients.
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Meeting people’s individual needs
Not all facilities and premises were appropriate for the services being delivered. Patients individual needs and
preferences were not fully considered and met. However, staff made some reasonable adjustments to help
patients access services. They coordinated care with other services and providers.
The environment did not allow staff to fully meet patients’ individual needs. There was one cubicle in the majors area
allocated for consultation with ‘corridor’ patients. Patients were wheeled in and out of this cubicle for consultations and
examinations. This cubicle was also the only cubicle available for patients to have personal care needs attended to. Staff
spoke about frequent occurrences when patients' personal needs could not be met, because the one cubicle allocated
for this purpose was occupied. Staff said this resulted in some patients being incontinent of urine or faeces.
The department was not designed to meet the needs of patients living with dementia. The environment throughout the
emergency department was not dementia friendly. However, staff did have access to the support of a dementia nurse
and access to equipment such as sensory blankets to offer meaningful activity and decrease agitation and anxiety levels
of patients living with dementia.
There was no natural daylight in the short stay areas. Staff expressed concern about mental health patients being
accommodated in this area. They expressed concern that the lack of daylight and the low ceilings which gave an
oppressive feeling to the unit did not help patients mental health. There were hand washing basins in the toilet areas,
but no shower facilities. The service said patients could access shower facilities on a neighbouring ward if they wished.
Staff supported patients living with mental health problems to receive care to meet their needs. Staff and patients had
access to a mental health liaison service that was provided by another NHS trust. Patients with mental health conditions
accommodated in the short stay areas whist waiting for a mental health in patient bed were reviewed daily by the
mental health liaison team. The management of their conditions was shared by the emergency department medical
staff and the mental health liaison team. Staff said a member of the team bought some activities, such art and craft
materials, and printed out activities such as sudoku and cross words to provide some activities for patients. However,
patients did not have access to radio or televisions in this area.
Staff understood and applied the policy on meeting the information and communication needs of patients with a
disability or sensory loss. Some staff gave examples where they had made reasonable adaptions in communicating with
patients who were lip readers. Staff removed their face mask so the patient could lip read and understand what was
being discussed with them.
The service did not have information leaflets available in languages spoken by the patients and local community.
Information leaflets for patients were only in English and staff were unsure how these could be provided in alternative
languages.
Managers made sure staff, and patients, loved ones and carers could get help from interpreters or signers when needed.
Staff could access translation services which included British Sign Language.
Access and flow
People were not always able to access care and treatment in a timely way and in the right setting.
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Facilities and premises did not meet the needs of the number of patients attending the department. Demand for
services frequently outstripped the availability of appropriate clinical spaces to assess, treat and care for patients.
Patients were frequently cared for in non-clinical spaces and there were regular occurrences of patients being held in
ambulances outside the department due to lack of capacity to accommodate them.
Patients experienced delays in accessing emergency services, but mostly received treatment within agreed timeframes
and national targets. There were regular occurrences of patients being held in ambulances outside the department due
to lack of capacity to accommodate them. Between April 2021 and March 2022, 9.4% of ambulance handovers at Royal
Sussex County Hospital took over 60 minutes and this was higher than at any other hospital attended by the local NHS
ambulance trust.
Patients frequently had to stay longer in the department than they needed to. The Department of Health’s standard for
emergency departments is that 95% of patients should be admitted, transferred or discharged within four hours of
arrival in the emergency department. Between February and May 2022, the department failed to meet this standard with
between 46% and 56% of patients spending less than four hours in the department. However, this was lower (better)
than the England average of 72% for this period.
Across all the trust’s emergency departments the trust’s monthly percentage of patients waiting more than four hours
from the decision to admit was getting worse (April 2021 less than 10%, March 2022 35%), but was below the England
average. The figure for patients waiting more than four hours from the decision to admit for Royal Sussex County
Hospital for the period February 2022 to May 2022 was between 46% and 56%.
Across all the trust’s emergency departments the number of patients waiting over 12 hours for admission after the
decision to admit had got worse. It had deteriorated from no patients in February 2021 to 772 patients waiting for over
12 hours in March 2022. We did not have figures for patient experience at Royal Sussex County Hospital. However, on the
day of inspection we identified a minimum of five patients who had waited more than 12 hours from the decision to
admit to being admitted. One patient had been waiting over 20 hours to be admitted.
There was a number of patients leaving the service before being seen for treatments. Across all the trust’s emergency
departments the number of patients leaving the department before being seen between April 2021 and March 2022
ranged from 4% to 7%. This was worse than the national average.
However, the service had acted to make some improvements to the flow of patients through the emergency
department. An urgent care treatment centre had recently been opened. Patients were triaged on arrival to the
department, and if their conditions were suitable, they were directed to the urgent treatment centre to be seen by either
a GP or an emergency nurse practitioner. On average, 31% of attendances at Royal Sussex County Hospital emergency
department were streamed to primary care, from mid-January to mid-May 2022. This was higher (better) than the
England average of 16.8%.
Learning from complaints and concerns
It was easy for people to give feedback and raise concerns about care received. The service treated concerns and
complaints seriously, investigated them and shared lessons learned with all staff.
Patients, relatives and carers knew how to complain or raise concerns. The hospital website gave clear directions abut
who to raise a concern or complaint. However, there was no information displayed in patient areas in the department.
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Staff understood the policy on complaints and knew how to handle them. Staff had access to the trust’s complaints
policy and process to prompt them to manage complaints.
Managers investigated complaints, identified themes and learning was used to improve the service. Staff described
themes form complaints, such as communication and pain management and described the actions being followed to
make improvements in these areas.

Is the service well-led?
Good –––
Our rating of well-led stayed the same We rated it as good.
Leadership
Leaders had the skills and abilities to run the service. They understood and managed the priorities and issues the
service faced. They were visible and approachable in the service for patients and staff. They supported staff to
develop their skills and take on more senior roles.
The emergency department was part of the acute floor directorate which was led by multi professional triumvirate
which included an operational manager, medical consultant and directorate lead nurse.
Department staff said they were well supported by their immediate managers who understood and managed issues the
department faced. We observed good leadership in the department with leaders giving clear directions and support to
junior colleagues However, staff expressed that trust senior leaders did not always fully understand the challenges,
issues and risks to the service.
Staff were encouraged and supported to develop their skills and take on more senior roles. The trust had leadership
programmes and the department supported staff to develop. This included band 7 staff development by taking on
rotating lead roles for sepsis, recruitment, incidents and governance and safeguarding.
Vision and Strategy
Staff did not have confidence in how the trust vision and strategy supported the development of the emergency
department.
The trust had vision of excellent care, every time, with the overarching purpose of the patient being first. This was
supported by the trust's values and strategic themes. Staff across the emergency department knew about the vison and
strategy. However, they felt it was remote to the current experience for patient's receiving care and treatment in the
department. They demonstrated in their conversation their commitment to the vision but expressed frustration at not
being able to deliver the vision. They expressed a lack of belief, considering the challenges experienced by the
emergency department, that trust leaders were demonstrating their commitment to the vision.
Culture
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Staff felt respected, supported and valued by their immediate leaders. Staff were focused on the needs of
patients receiving care. The service provided opportunities for career development.
Staff felt valued and supported by their immediate managers and spoke highly of their jobs. They said there was good
teamwork and peer support. Several staff said engagement and communication was the best they had experienced in
their careers. Staff gave examples where their immediate leaders positively considered their wellbeing.
The service provided opportunities for career development. All staff spoke highly of the educational team. Senior nurses
were given opportunity to develop by taking on lead roles such as recruitment and governance.
Staff and their leaders were focused on the needs of patients receiving care. This was demonstrated by the service
carrying out additional tests, such as blood tests when patients were initially triaged from ambulances, to reduce risk of
harm to patients from delays of accessing the service and the use of volunteers to ensure patients received food and
drinks. However, some staff felt the senior leadership of the trust did not fully understand the challenges the
department faced daily.
Some staff expressed emergency department staff across all the trusts emergency departments were not treated
equally by the trust. This related to inequity of locum staff payments across the trust’s emergency departments.
Governance
Leaders operated effective governance processes, throughout the service and with partner organisations. Staff at
all levels were clear about their roles and accountabilities and had regular opportunities to meet, discuss and
learn from the performance of the service.
There were governance structures within the trust with representation from all disciplines. The acute floor meetings fed
into the medicine division meetings which followed the trust wide governance structure to report to the executive
board. Meeting records evidenced collaboration with the NHS ambulance trust with monitoring, managing and reducing
ambulance waiting times at the hospital.
There was a clear governance structure within the acute floor. Monthly meetings took place at all levels to discuss key
risk and performance issues. Meeting minutes for the acute floor directorate meetings showed them to run to a set
agenda and were clearly recorded. Actions could be tracked, and an action log showed they had been completed.
However, not all meetings were recorded. Essential messages from these meetings were conveyed to staff through email
correspondence.
Management of risk, issues and performance
Leaders and teams used systems to manage performance effectively. They identified and escalated relevant risks
and issues and identified actions to reduce their impact. They had plans to cope with unexpected events.
Risks were recorded at department, division and trust level. Most staff identified their top risks as the negative impact on
wellbeing confidentiality and dignity the environment had on the patients. Review of the department's risk register
echoed staff view of risks. The top risks recorded concerned the practice of corridor care, staffing and assault/aggression
to staff.
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Staff used an electronic auditing programme to monitor minimum safety standards and compliance with trust policy,
such as medicine management, safe storage of records, equipment and cleaning processes and equipment. Records
provided by the service for the months of March and April 2022 showed the department had scored 100% in all areas
assessed. However, the service did not provide any information about how they used audit results to improve outcomes
for people using the service.
The service had business continuity plans, which included action cards for staff to follow in the event of situations such
as loss of power, lack of staff and failure of equipment.
Information Management
The service collected reliable data and analysed it. Staff could find the data they needed, in easily accessible
formats, to understand performance, make decisions and improvements. The information systems were
integrated and secure. Data or notifications were consistently submitted to external organisations as required.
The service collected, analysed, managed and used information to support its activities, using secure electronic systems
with security safeguards. The trust’s website provided annual quality performance reports and board reports which
included data about performance. This gave patients and members of the public a range of information about the safety
and governance of the hospital. Senior leaders had confidence that data was accurate and reliable.
The department had computer terminals to allow staff to access electronic records, test results and trust policies and
procedures. All staff had individual log on passwords and all terminals were locked when not in use.
Engagement
Leaders and staff actively and openly engaged with patients, staff, equality groups, the public and local
organisations to plan and manage services. They collaborated with partner organisations to help improve
services for patients.
Leaders encouraged staff to share ideas for improvement. Staff said they were encouraged to suggest ideas for
improvement, and they would be actioned where practicable.
The service had collaborated with external NHS providers to support safe care and improvements to the service and for
patients. This included working with the local mental health NHS trust and the local ambulance NHS trust.
There was no forum currently that the service used to formally engage with patients, equality groups or public and local
organisations.
Learning, continuous improvement and innovation
All staff were committed to continually learning and improving services. Leaders encouraged innovation and
participation in research.
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Staff were committed to continually learning and improving services. Staff expressed that their ideas were listened to
and acted upon where practicable. This included a simple laminated card located next to telephones giving the detail
staff needed to share when making an emergency call for a deteriorating patient. Areas for improvement were identified
from incidents and issues, such as a falls project and the development of a bespoke nursing document for the short stay
areas to address nutrition, hydration and skin integrity for patients who were accommodated over 24 hours.

Areas for improvement
MUSTS
Royal Sussex County Hospital Urgent and Emergency Care
The trust must ensure that action is taken to improve the environment of the emergency department to ensure it is
suitable for its use and protects patients' privacy and dignity. (Regulation 15)
The trust must ensure that all areas of the department can be cleaned effectively. (Regulation 12)
The trust must ensure that staff complete appropriate lifesaving training. (Regulation 12)
The trust must ensure that staff complete required safeguarding training. (Regulation 12)
The trust must ensure all patients are cared for in designated patient areas. (Regulation 12)
The trust must make sure patients with mental health illnesses accommodated in the emergency department receive
care and treatment from staff who have the relevant skills and experience. (Regulation 12)
SHOULDS
Royal Sussex County Hospital Emergency and Urgent Care
The trust should ensure that staff compliance with mandatory training meets the trust target. (Regulation 12(2)
The trust should ensure that completion of staff appraisals meets the trust target. (Regulation 18(2)
The trust should ensure the practice of open notes trolleys in the department does not pose a risk to patient
confidentiality. (Regulation 17)
The trust should consider improving the environment to meet the needs of people living with dementia.
The trust should consider introducing a structured approach to share learning form incidents.
The trust should consider improving the facilities for relatives.
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Our inspection team
The team that inspected the service comprised of three CQC lead inspectors and three specialist advisors. The
inspection team was overseen by Carolyn Jenkinson Head of Hospital Inspection.
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This section is primarily information for the provider

Requirement notices
Action we have told the provider to take
The table below shows the legal requirements that were not being met. The provider must send CQC a report that says
what action they are going to take to meet these requirements.

Regulated activity
Treatment of disease, disorder or injury

Regulated activity
Surgical procedures

Regulated activity
Surgical procedures

Regulated activity
Treatment of disease, disorder or injury

Regulated activity
Maternity and midwifery services
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Regulation
Regulation 12 HSCA (RA) Regulations 2014 Safe care and
treatment

Regulation
Regulation 12 HSCA (RA) Regulations 2014 Safe care and
treatment

Regulation
Regulation 18 HSCA (RA) Regulations 2014 Staffing

Regulation
Regulation 15 HSCA (RA) Regulations 2014 Premises and
equipment

Regulation
Regulation 12 HSCA (RA) Regulations 2014 Safe care and
treatment

This section is primarily information for the provider

Enforcement actions
Action we have told the provider to take
The table below shows the legal requirements that were not being met. The provider must send CQC a report that says
what action they are going to take to meet these requirements.

Regulated activity
Surgical procedures
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Regulation
S12 Notice of Decision to impose a condition of
registration

