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Quality & Safety
A1 01: Effective quality assurance and improvement will underpin
all we do.
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A1 01i:
Inability to provide high quality care due to failure to meet
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Improvement (segmentation rating).
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Failure to comply with CQC Regulatory Standards could affect the
Trust’s registration, negatively affect care delivery and require
additional funding to address.
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Failure to comply with the Health and Social Care Act 2008
(Regulated Activities) could leave the Trust at risk of enforcement
action by the CQC, with a potential financial and reputational
impact.
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Summary Report
1.

Purpose
For
approval

For
assurance

✓

✓

For collective
decision

To seek
input

To report
progress

For
Other
information (Please state)

To update and inform members of the Trust response to feedback from and actions taken
by CQC following the Well-led Inspection 2020.
2.

Summary
The Care Quality Commission (CQC) well-led inspection of Sheffield Health and Social
Care NHS Foundation Trust (the Trust) took place between 7th January 2020 and 5th
February 2020.
Following the inspection, the CQC wrote to the Trust requesting information about the
immediate actions taken in response to the interim feedback given. We responded on 10th
February 2020 with information over actions taken to date framed in the ‘You Said, We Did’
format.
On 11th February 2020 the CQC wrote to inform the Trust that they had serious concerns
with regards to the Psychiatric Decision Unit (PDU) providing care for young people aged
16-18 years (see Appendix 1). The CQC informed the Trust that it was considering whether
to use its powers pursuant to the urgent procedure (for suspension, imposition, variation or
removal of conditions of registration) under Section 31 of the Health and Social Care Act
2008. A response was required by 10am Thursday 13 th February 2020.
We responded on 12th February 2020 informing the CQC that the Trust had carefully
considered the concerns and taken immediate action to address them, including ceasing
provision of assessment and treatment for young people in this service, with immediate
effect. Copies of the letters informing relevant stakeholders of this decision were also
provided. The CQC confirmed that they were satisfied with this action and did not move to
use its urgent powers.
We received a Warning Notice under Section 29A of the Health and Social Care Act 2008
on 17th February 2020 (see Appendix 2).
This notice stated:
“This warning notice serves to notify you that the Care Quality Commission has formed the
view that the quality of health care provided by Sheffield Health and Social Care NHS
Foundation Trust for the regulated activities above requires significant improvement.”
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Four areas were identified as requiring significant improvement. Broadly, they can be
categorised as follows:
1. Staffing of the acute wards, particularly the imbalance of experienced and newly
qualified staff;
2. Compliance with mandatory training and supervision across the Trust;
3. Management of physical health needs and understanding of the side effects of
medications prescribed;
4. Ineffectiveness of systems within the Trust to identify and alert us to risks that
required mitigation and action.
The Notice served is of significant concern as it is a prerequisite that precedes further action
that can be taken by the CQC. Of particular concern is reference in the letter to Section
65D (2) as a potential outcome of non-compliance, as this would mean the appointment of a
trust special administrator.
Timescales have been allocated to comply with each action given. Actions 1 and 3 require
completion by 31 March 2020, Actions 2 and 4 require completion by 29 May 2020.
Although a response and action plan is not formally required, as compliance will be tested
through re-inspection, it is intended that we will provide CQC with our plans for our
response to this Notice. These will include details about how and where progress will be
monitored and the evidence/outcomes we will use to assure sustainability.
To support and oversee the completion of action plans, four working groups have been
established to address each of the areas of concern outlined above. An Executive Director
has been identified as the Chair, to oversee and coordinate each of these groups, and is
accountable to a Delivery Group chaired by the Chief Executive.
A description of the full governance arrangements for this work and how it will link from
Team to Board is attached as Appendix 3.
Nominated Executive Director leads are as below:
• Staffing and support for preceptor Nurses and compliance with Supervision Policy Chief Operating Officers, Andrea Wilson and Michelle Fearon
• Compliance with Mandatory Training – Dean Wilson, Director of Human Resources
• Physical Health needs of service users on our Wards – Liz Lightbown, Executive Director
for Nursing and Professions
• Systems and processes for effective governance - Phillip Easthope, Executive Director
of Finance
On 21st February 2020 the Trust received written feedback from the CQC of their
preliminary findings, highlighted to the executive team at the end of the Well-led inspection
week.
The Trust has taken seriously all concerns raised within the feedback from CQC and is
ensuring that any additional actions required are incorporated into the action plans
developed to date.
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Next Steps

To progress the implementation of identified actions related to each of the identified work
streams and ensure timely, effective reporting of their completion and/or appropriate
escalation of any issues requiring immediate attention.
4

Required Actions

Board Members are asked to receive this report for discussion.
5

Monitoring Arrangements

The action plans will be monitored through:
• The CQC Delivery Group
• The Executive Directors Group
• The Senior Clinical Operations, Performance and Governance Meeting
• The Quality Assurance Committee
6

Contact Details

•

Dr Mike Hunter Executive Medical Director
Email: mike.hunter@shsc.nhs.uk
Marthie Farmer (PA)
Email: Marthie.farmer@shsc.nhs.uk
Telephone: 0114 226 4496

•

Andrea Wilson, Director of Quality
Telephone: 0114 2264248
Email: andrea.wilson@shsc.nhs.uk
Sue Dale (PA)
Direct line: 0114 2718642
SHSC: 0114 2716310

•

Julie Walton Interim Head of Care Standards
Telephone: 0114 271 8378
Email: Julie.walton@shsc.nhs.uk
Sue Dale (PA)
Direct line: 0114 2718642
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Care Quality Commission
Citygate
Gallowgate
Newcastle upon Tyne
NE1 4PA
Telephone: 03000 616161
Fax: 03000 616172
www.cqc.org.uk
BY EMAIL
For the attention of the Chief Executive
Clive Clarke
Sheffield Health and Social Care NHS Foundation Trust
Fulwood House
Old Fulwood Road
Sheffield
S10 3TH

11 February 2020
Our reference: MRR1-8214624558
Account number: TAH
URGENT – PLEASE RESPOND by 10am on 13 February 2020
Dear Clive Clarke
Possible Urgent Enforcement Action – Section 31 of the Health and Social Care
Act 2008
I am writing to notify you of serious concerns which have been identified during the
Care Quality Commission’s inspection of the trust between 7 January 2020 and 5
February 2020.
The trust admitted four young people to the psychiatric decision unit between 5 June
2019 and 9 October 2019.
1. Patient one was aged seventeen and began their stay on the psychiatric
decision unit on 5 June 2019 at 1:30am. Patient one left the unit on the 6th
June at 13:30pm. They remained on the unit for thirty-six hours, which meant
that they had stayed overnight. Patient one had line of sight observations in
place and did have a risk assessment undertaken on day of coming into the
unit. However, patient one remained overnight in shared accommodation with
three adult patients.
Patient two was aged sixteen and began their stay on 31 December 2019 at
06:15am and left the unit on 31 December at 17:45pm. They remained on the
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unit for thirteen and a half hours. This patient had a risk assessment in place
which indicated they should receive fifteen-minute observations whilst they
awaited an available child and adolescent mental health services bed. Patient
two remained on the unit in a shared room with two other adult patients.
Patient three was aged seventeen and began their stay on the unit on 27 June
2019 at 14:30pm. Patient three left the unit on 28th June at 19:20pm and
remained on the unit for twenty-seven hours. Patient three did not have a risk
assessment completed on arriving at the unit, and the most recent risk
assessment provided by the trust was a community risk assessment
undertaken two days prior. Patient three remained on the unit with three other
adults and there is no evidence that enhanced observations were in place.
Patient four was aged 17 and began their stay on the unit on 7 October 2019
at 18:30pm and left the unit on 9th October 2019 at 16:50pm. They remained
on the unit for forty-seven hours. This patient was offered one to one
observation but remained on the unit with six other adults and there was no
risk assessment completed until 9 October 2019.
2. The section of the risk assessments used by staff to indicate whether sexual
safety assessment had taken place and consideration given to safeguarding
concerns about the young person was blank on all four patient risk
assessments.
3. We have significant concerns about the safety of young people due to the
design and layout of this unit. Patients shared communal areas containing four
reclining chairs. Patients’ length of stay showed that communal areas were
used as sleeping areas. Patients had no method of separating themselves
from others to maintain safety, privacy and dignity. The trust has allowed
vulnerable young people and adults requiring clinical assessment for a period
of acute crisis to share sleeping areas.
There were no blinds or curtains to cover the glass panel doors that led to the
lounge and bedroom areas. The location of the male lounge meant that male
patients had to walk past the female lounge to get to the male toilet.
This means that patients will or may be exposed to the risk of harm, because the
required procedures and risk assessments are not in place to provide safe, private
and dignified care and treatment in this unit.
Action which the Commission is considering
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The Commission is currently considering whether to use its powers pursuant to the
urgent procedure (for suspension, or imposition or variation or removal of conditions
of registration) under Section 31 of the Health and Social Act 2008.
Section 31 allows the Commission to serve a Notice of Decision upon you if it has
reasonable cause to believe that, unless it acts any person will or may be exposed to
the risk of harm. Such a notice would suspend your registration for a period of time,
or impose, vary or remove conditions on your registration with immediate effect.
What you need to do - action plan (with timeframes)
The effect of using Section 31 powers is serious and immediate. When considering
the use of these powers, the Commission can offer the registered provider the
opportunity to put forward documentary evidence which may provide assurance that
the risks identified have already been removed or are immediately being removed.
You now have an opportunity to put forward documentary evidence to reassure us
that the risks have been removed or are immediately being removed.
The Commission therefore invites you to complete and send urgently an action plan,
setting out how either you have already addressed each of the concerns identified
above, or how you intend to address them immediately. As part of your action plan,
you should set out a specific time frame for implementing each action and who will be
doing it. You may include documentary evidence supporting any actions taken or
intended.
In light of the seriousness of the issues at hand, the Commission advise that you
should consider obtaining legal advice in relation to this matter.
You must submit your action plan by 10am on Thursday 13 February to
brian.cranna@cqc.org.uk, gemma.berry@cqc.org.uk and
honor.hamshaw@cqc.org.uk
Areas which your action plan must address
1. Ensure that young people are not cared for in the psychiatric decisions unit.
2. Ensure that risk assessments are in place relating to young people provided
with care and treatment and clear evidence of the awareness and mitigation of
safeguarding risks and implementation of observation plans to ensure safe
care is recorded.
3. Ensure the dignity and privacy of all patients is protected in line with guidance
on eliminating mixed sex accommodation.
What we will do with your action plan
We will consider the action plan and decide what enforcement response is required.
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If you have any questions about this letter, you can contact our National Customer
Service Centre using the details below:
Telephone: 03000 616161
Email:

brian.cranna@cqc.org.uk

Write to:

Care Quality Commission
Citygate
Gallowgate
Newcastle upon Tyne
NE1 4PA

If you contact us, please make sure you quote our reference number MRR18214624558 it may cause delay if you are not able to give it to us.

Yours sincerely
Brian Cranna
Head of Hospital Inspection
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CQC Representations
Citygate
Gallowgate
Newcastle upon Tyne
NE1 4PA
Telephone: 03000 616161
Fax: 03000 616171
www.cqc.org.uk
By Email
For the attention of the Chief Executive
Clive Clarke
Sheffield Health and Social Care NHS Foundation Trust
Fulwood House
Old Fulwood Road
Sheffield
South Yorkshire
S10 3TH
13 February 2020
Our reference: RGP1-8367445503
Account number: TAH
The Care Quality Commission
The Health and Social Care Act 2008

SECTION 29A WARNING NOTICE:
Provider: Sheffield Health and Social Care NHS Foundation Trust
Regulated activities:
Accommodation for persons who require nursing or personal care
Assessment or medical treatment for persons detained under the Mental Health
Act 1983
Diagnostic and screening procedures
Family planning
Maternity and midwifery services
Surgical procedures
Treatment of disease, disorder or injury

S29A Warning notice
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Dear Clive Clarke
This notice is served under Section 29A of the Health and Social Care Act 2008.
This warning notice serves to notify you that the Care Quality Commission
has formed the view that the quality of health care provided by Sheffield
Health and Social Care NHS Foundation Trust for the regulated activities
above requires significant improvement:
The Commission has formed its view on the basis of its findings in respect of the
healthcare being delivered in accordance with the above Regulated Activities at
the locations identified below.
Michael Carlisle Centre, 75 Osborne Road, Nether Edge, Sheffield, S11 9BF
The Longley Centre, Norwood Grange Drive, Sheffield, S5 7JT
Fulwood House, Old Fulwood Road, Sheffield, S10 3TH
The reasons for the Commission’s view that the quality of health care you
provide requires significant improvement are as follows:
1. The trust’s governance systems and processes have failed to ensure that
sufficient numbers of suitably qualified, competent, skilled and
experienced staff work within the acute mental health wards for working
age adults and the psychiatric intensive care unit.
2. The trust’s governance systems had failed to ensure that all staff received
the appropriate training and supervision as is necessary to enable them to
carry out the duties that they are employed to perform.
3. The trust has not ensured that patients’ physical health needs in relation to
the side effects of their medications were always managed safely and in
line with national guidance.
4. The trust did not have systems and processes in place which were
operated effectively to assess, monitor and mitigate the risks relating to
the health, safety and welfare of service users in receiving these services.
Why you need to make significant improvements:
1. The trust’s governance systems and processes have failed to ensure
that sufficient numbers of suitably qualified, competent, skilled and
experienced staff work within the acute mental health wards for
working age adults and the psychiatric intensive care unit.
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During our inspection of the acute mental health wards and psychiatric
intensive care unit from 7 to 9 January 2020, sixty percent of registered
nurses working in this service were preceptorship nurses. There were
occasions where preceptorship nurses were managing the shift.
We were concerned about the ability of newly qualified staff to manage the
complexity of the patient group and staff told us about a high number of
patients to staff assaults taking place. There had been 163 incidents of
violence towards staff in six months. Nine of these were categorised as
moderate and three categorised as ‘near misses’. Staff told us that they
felt unable to tackle risky behaviour, such as smoking due to the acuity of
patients. We observed patients holding cigarettes in their mouths, and a
strong smell of smoke was evident.
Significant improvement is required because there is a fire risk.
This requires significant improvement to ensure that the care and
treatment of service users is provided in a safe way and all practicable
steps are taken to manage and mitigate risk to service users and others.
You are required to make the significant improvements identified above
regarding the quality of healthcare by 31 March 2020.

2. The trust’s governance systems had failed to ensure that all staff
received the appropriate training and supervision as is necessary to
enable them to carry out the duties that they are employed to
perform.
At our last inspection undertaken between July and October 2018, we told
the trust that it must ensure that effective systems and processes are in
place to monitor and manage staff access to clinical supervision. We
issued the trust with a requirement notice in relation to this. The trust’s
CQC action plan had stated that this action was completed but during this
inspection from 7 to 9 January 2020 we found that the trust were not
compliant with this requirement notice.
At this inspection, in the core service inspections carried out between 7
and 9 January 2020 and 14 and 15 January 2020 and the well led
inspection carried out 4 and 5 February 2020, we found there had been no
improvements made to ensure staff received suitable supervision.
Staff working in four out of the five core services inspected did not receive
regular clinical supervision. These core services were acute mental health
wards for working age adults and psychiatric intensive care units, wards
for older people with mental health problems, mental health crisis and
health-based places of safety and community mental health services for
adults of working age.
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There was a systemic issue across the trust that staff were not receiving
all the training required to enable them to fulfil their roles. We found that in
all the five core services inspected, a range of mandatory training
completion rates fell below the required standards.
Following our inspection of forensic services, completed 7 and 8 January
2020, data on mandatory training compliance showed the compliance rate
for immediate life support had reduced to 71%, respect level three was
76%, Deprivation of Liberty Safeguards level 2 was 50% and manual
handling people was 7%.
In the community mental health services for adults of working age
inspection that took place 8 and 9 January 2020, the following courses
had low compliance rates: safeguarding level two 73%, Mental Capacity
Act level two 73%, basic life support 70%, information governance 69%
and manual handling people 5%. Staff in this service had not received
training in the Mental Health Act.
In the acute mental health wards for adults of working age and psychiatric
intensive care unit inspected between 7 and 9 January 2020, training data
showed that Mental Capacity Act level two was 71%, Mental Health Act
was 71%, Deprivation of Liberty Safeguards level two was 67% and
manual handling people was 20%.
In the mental health crisis and health-based places of safety services
inspected 7 and 8 January 2020, clinical risk assessment was 74%, fire
safety was 73%, information governance was 72%, respect level one was
70%, respect level two was 68%, Deprivation of Liberty Safeguards level
two was 60%, Mental Health Act was 56% and manual handling people
was 14%.
In the wards for older people with mental health problems service
inspected 14 and 15 January 2020, immediate life support training was
69%, manual handling level one was 78% and manual handling people
level 2 was 36%. We were concerned about this due to the significant falls
risks presented by this patient group.
This requires significant improvement to ensure that staff are suitably
trained and supervised to carry out the duties they are employed to
perform.
You are required to make the significant improvements identified above
regarding the quality of healthcare by 29 May 2020.
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3. The trust has not ensured that patients’ physical health needs in
relation to the side effects of their medications were always managed
safely and in line with national guidance.
During our inspection of the acute wards and psychiatric intensive care
units between 7 and 9 January 2020 we were concerned about the
management of patients’ physical health. Particularly when using rapid
tranquilisation medications, Clozapine and during detoxification from
alcohol and opiates.
Three patients did not have the appropriate physical health monitoring in
place which included a patient’s observations while undergoing
detoxification from alcohol and opiates, the monitoring of a diabetic
patient’s blood glucose readings on Burbage ward, and the monitoring of
bowel activity for a patient with constipation who was prescribed Clozapine
on Stanage ward.
Staff, on Burbage ward, were unaware of the monitoring requirements
required when recording and observing a patient undertaking inpatient
detoxification. Appropriate training and guidance was not in place. This
was not in line with national guidance. This placed patients at risk because
the severity of their symptoms was not safely managed.
Staff did not always follow National Institute for Health and Care
Excellence guidance (NG10 1.4.45) when undertaking rapid tranquilisation
because they did not always complete the required level of physical
observations following its use. Thirteen records where patients had
received rapid tranquilisation did not evidence that appropriate physical
health observations had been completed. We reviewed the care records of
one patient in seclusion who had received high doses of rapid
tranquilisation and physical health monitoring was not consistent. Staff had
incident reported a dose outside recommended limits was administered in
error to this patient.
This was a concern at our previous inspection of this service and the trust
had failed to make required improvements in line with CQC requirements.
This requires significant improvement to ensure patients are protected
from adverse side effects of medications.
You are required to make the significant improvements identified above
regarding the quality of healthcare by 31 March 2020.
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4. The trust did not have systems and processes in place which were
operated effectively to assess, monitor and mitigate the risks relating
to the health, safety and welfare of service users in receiving these
services.
During our inspections of five core services provided by the trust
undertaken between 7 and 9 January 2020, and between 14 and 15
January 2020 and during our well-led inspection of the trust between 4
and 5 February 2020, we were not assured that leaders were managing
the key issues and risks the trust faced. Leaders are removed from day to
day front line issues and risks. This was because the trust had not
identified and acted upon significant issues impacting on patient safety
within the crisis and emergency care network. Staff had been able to
undertake high risk practices, such as the use of mechanical restraint and
allowing shared accommodation between young people and adults,
without this being brought to the attention of senior leaders and executives
across the organisation.
For example, the trust admitted four young people to the psychiatric
decision unit between 5 June 2019 and 9 October 2019. This meant that
patients were exposed to the risk of harm, because the required
procedures and risk assessments are not in place to provide safe, private
and dignified care and treatment in this unit.
Patient one was aged seventeen and began their stay on the psychiatric
decision unit on 5 June 2019 at 1:30am. Patient one left the unit on the 6th
June at 13:30pm. They remained on the unit for thirty-six hours, which
meant that they had stayed overnight. Patient one had line of sight
observations in place and did have a risk assessment undertaken on day
of coming into the unit. However, patient one remained overnight in shared
accommodation with three adult patients.
Patient two was aged sixteen and began their stay on 31 December 2019
at 06:15am and left the unit on 31 December at 17:45pm. They remained
on the unit for thirteen and a half hours. This patient had a risk
assessment in place which indicated they should receive fifteen-minute
observations whilst they awaited an available child and adolescent mental
health services bed. Patient two remained on the unit in a shared room
with two other adult patients.
Patient three was aged seventeen and began their stay on the unit on 27
June 2019 at 14:30pm. Patient three left the unit on 28th June at 19:20pm
and remained on the unit for twenty-seven hours. Patient three did not
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have a risk assessment completed on arriving at the unit, and the most
recent risk assessment provided by the trust was a community risk
assessment undertaken two days prior. Patient three remained on the unit
with three other adults and there is no evidence that enhanced
observations were in place.
Patient four was aged 17 and began their stay on the unit on 7 October
2019 at 18:30pm and left the unit on 9th October 2019 at 16:50pm. They
remained on the unit for forty-seven hours. This patient was offered one to
one observation but remained on the unit with six other adults and there
was no risk assessment completed until 9 October 2019.
The section of the risk assessments used by staff to indicate whether
sexual safety assessment had taken place and consideration given to
safeguarding concerns about the young person was blank on all four
patient risk assessments.
The trust had not considered the risks to the safety of young people due to
the design and layout of this unit. Patients shared communal areas
containing four reclining chairs. Patients’ length of stay showed that
communal areas were used as sleeping areas. Patients had no method of
separating themselves from others to maintain safety, privacy and dignity.
The trust has allowed vulnerable young people and adults requiring clinical
assessment for a period of acute crisis to share sleeping areas.
There were no blinds or curtains to cover the glass panel doors that led to
the lounge and bedroom areas. The location of the male lounge meant
that male patients had to walk past the female lounge to get to the male
toilet.
Where the trust were aware of concerns, or where concerns had been
highlighted to the trust, actions taken did not mitigate risk to patients
For example, issues that were highlighted at the last inspection remained
a concern at this inspection, in areas such as supervision, and mandatory
training.
Physical healthcare remains an issue across the trust and the trust have
failed to implement a physical healthcare strategy and suitable and
sustainable pharmacy arrangements.
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The trust had not acted upon concerns highlighted by data which indicated
an increased risk. Data reviewed prior to the inspection of inpatient wards
for older people showed that the frequency of falls on both inpatient wards
had increased. In 2019, G1 ward had an average of 16 falls per month and
Dovedale ward had an average of three falls per month. Two recent falls
had resulted in patients sustaining serious injuries. The trust had not
responded to this risk and processes and systems in place had not been
reviewed to ensure that staff had the required training to manage and
mitigate this risk.
During our inspection of inpatient wards for older people we found
evidence that staff managed falls risks inconsistently. In five of the
fourteen records we reviewed, staff had completed risk assessments
which identified that the patients had specific risks such as high risk of
falls. Staff had not produced a risk management plan or care plan which
responded to identified risks. In two of the fourteen records, staff had not
updated falls risks assessments and risk management plans following
several incidents where the patients had fallen.
The trust had continued with the provision of inpatient accommodation
which was not private, dignified and fit for purpose, including dormitory
accommodation and some seclusion rooms.
This requires significant improvement because we were not assured that
systems in place allowed leaders to take action against risks, mitigate
them and make improvements.

You are required to make the significant improvements identified above
regarding the quality of healthcare by 29 May 2020.

Please note: If you fail to comply with the above requirement and thereby
fail to make significant improvement to the quality of the health care you
provide within the given timescale(s) we will decide what further action to
take against you. Possible action includes:
Requiring Monitor, now known as NHS England and NHS Improvement, to
make an order under Section 65D (2) of the National Health Service Act
2006 (appointment of trust special administrator).
We will notify the public that you have been served this warning notice by
including a reference to it in the inspection report. We may also publish a
summary more widely unless there is a good reason not to.
You can make representations where you think the notice has been served
wrongly. This could be because you think the notice contains an error, is based
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on inaccurate facts, that it should not have been served, or is an unreasonable
response. You may also make representations if you consider the notice should
not be published more widely.
Any representations should be made to us in writing within 10 working days of
the date this notice was served on you. To do this, please complete the form on
our website at: www.cqc.org.uk/warningnoticerepresentations and email it to:
HSCA_Representations@cqc.org.uk
If you are unable to send us your representations by email, please send them in
writing to the address below. Please make it clear that you are making
representations and make sure that you include the reference number:
RGP1-8367445503
If you have any questions about this notice, you can contact our National
Customer Service Centre using the details below:
Telephone: 03000 616161
Email:

HSCA_Representations@cqc.org.uk

Write to:

CQC Representations
Citygate
Gallowgate
Newcastle upon Tyne
NE1 4PA

If you contact us, please make sure you quote our reference number INS26134206081 as it may cause delay if you are not able to give it to us.
Yours sincerely

Brian Cranna
Head of Hospital Inspection
Delegated Authority
cc.
NHS England
NHS Improvement
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