
 
 

1 

 

 
 

 

Defence Medical Services 

Cranwell Regional Rehabilitation Unit 

Inspection Report 

Regional Rehabilitation Unit 
Cranwell 
Sleaford 
Lincolnshire 
NG34 8HB 

Date of inspection visit 11 March 2020 
Date of publication: 7 May 2020 

 

 

 

 

 

 

This report describes our judgement of the quality of care at this service. It is based on a combination of 
what we found when we inspected, and information given to us from the provider and patients. 

 

 

 

 

Overall rating for this service Good ⚫ 

Are services safe? Good ⚫ 

Are services effective? Good ⚫ 

Are services caring? Good ⚫ 

Are services responsive to people’s needs? Good ⚫ 

Are services well-led? Good ⚫ 
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Letter from the Chief Inspector of Hospitals 

 

We carried out an announced comprehensive inspection at Cranwell Regional Rehabilitation Unit 
(RRU) on 11 March 2020.  
 
Defence Medical Service is not subject to the Health and Social Care Act 2008 and is not subject 
to the CQC’s enforcement powers. The CQC undertook this inspection as an independent body. 
We do not have a legal duty to rate but we have highlighted good practice and made 
recommendations on issues which the service could improve. 
 

Our key findings across all the areas we inspected were as follows: 

      
We found that this practice was safe in accordance with CQC's inspection framework 
 

• There was a system for reporting and recording significant events. 

• Essential systems, processes and practices were available to ensure patient safety. 

• Risks to patients who used services were assessed and their safety monitored and 
maintained. Staffing levels, skill mix and caseloads were planned and reviewed to ensure 
people received safe care and treatment at all times in line with relevant tools and guidance. 

• The unit had adequate arrangements to respond to emergencies and major incidents. 
 
However: 

• We were concerned that not all incidents were being reported in a way consistent with other 
RRUs. 

• Staff did not receive training in safeguarding vulnerable adults. 
 
We found that this practice was effective in accordance with CQC's inspection framework. 

 

• Patient’s needs were assessed and care and treatment was delivered in line with current 
legislation, standards and evidence-based guidance. 

• Staff had the right qualifications, skills, knowledge and experience to do their job when they 
started their employment, took on new responsibilities and updated them on a continual 
basis. 

• The information needed to plan and deliver care and treatment was available to relevant 
staff in a timely and accessible way through the unit’s patient record system and their 
intranet system. 

• Staff sought patients’ consent to care and treatment in line with legislation and guidance. 

Overall summary 

Summary of findings 
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• The service identified patients who may be in need of extra support and signposted them to 
relevant services. There were helpline and welfare phone numbers on display for patients in 
the waiting room. Staff talked to patients during appointments about other services, they 
could access to help them manage their condition and improve the outcome of 
rehabilitation. 

 
However: 

• There was a limited approach to monitoring and benchmarking the quality of the service and 
outcomes patients received following an episode of treatment. 
 

We found that this practice was caring in accordance with CQC's inspection framework. 
 

• Interactions we observed between staff and patients were friendly and caring. Staff were 
helpful and courteous and treated patients with respect. 

• Patients told us they felt involved in decision making about the care and treatment they 
received. They also told us they felt listened to and supported by staff and had sufficient 
time during initial assessment and ongoing consultations to make an informed decision 
about the choice of treatment available to them. We also saw that care plans were 
personalised. 

• Staff communicated with patients in a way that they would understand their care and 
treatment. Staff generally recognised when patients and relatives needed additional support 
to help them understand and be involved in their care and treatment. We saw staff talking to 
patients about their care and made time to ensure they understood what they were saying.     

 
We found that this practice was responsive in accordance with CQC's inspection 
framework. 
 

• The unit uses information about the needs of the Population at Risk (PAR) within the Area 
of Responsibility (AOR) to inform how services are planned and delivered. We found they 
had a plan, which enabled them to meet the needs of the PAR, particularly those with 
complex needs, long-term or career-limiting conditions. 

• Patients had timely access to initial assessment, diagnosis or urgent treatment in a way 
which suited them. 

• The unit had a system for handling concerns and complaints.    
 
 
We found that this practice was well-led in accordance with CQC's inspection framework.  
 

• There was a clear vision and a mission statement set out for the service, with quality and 
safety as the top priority. 

• The service had an overarching governance framework, which supported the delivery of the 
strategy and good quality care. This outlined the structures and procedures and ensured 
responsibilities were clear and that quality, performance and risks were understood and 
managed.   

• The management in the service demonstrated they had the experience, capacity and 
capability to run the service and ensure high quality care. They told us they prioritised safe, 
high quality and compassionate care. 

• Staff and patients were encouraged to provide feedback, and this was acted on to make 
improvements to the service. 

• There was a focus on continuous learning and improvement at all levels within the service. 
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We identified the following notable practice, which had a positive impact on patient 
experience: 

 

• We found strong leadership in the unit with the staff holding the OC in high regard. There 
was an extremely positive culture within the unit, and we noted that there was mutual 
respect between staff at all levels and a strong sense of team within the unit. 

• Patients gave excellent feedback about their experience and were fully involved in their 
care. We also noted that any patient or staff feedback was listened to and used to make 
improvements where possible. 

• We saw that staff in the unit were proactive in managing planned service disruption and put 
systems in place in anticipation of any disruption to ensure continuity of service delivery. 

• There was a comprehensive system for oversight of equipment maintenance which had 
been developed by the RTSA and was planned to be rolled out to other RRUs due to its 
success. 

• Processes and systems were followed well by staff. For example, medicines management 
was robust and record keeping was of a high standard. 

 
Recommendations for improvement 
We found the following areas where the service could make improvements: 
 

• The RRU should review its approach to adult safeguarding and consider the development of 
an adults safeguarding policy which details staff training requirements for adult safeguarding 
which are in line with current DMS recommendations. 

• Staff at the unit should ensure that all appropriate incidents are reported through the ASER 
system. Consideration should be given as to whether the unit’s reporting approach is 
consistent with other RRUs. 

• The RRU should consider security arrangements which may be a concern due to the 
sharing of the premises between the RRU and RAF Cranwell station swimming pool. There 
was no process for daily signing in and out of patients of the RRU. We did not see evidence 
of a security SOP nor that security was a concern highlighted on the unit’s risk register. 

• There was no optimum use of outcome data. Although patient outcome information was 
collected, results were not collated or analysed at a local level. This meant that the unit was 
unable to use information from outcomes in order to make improvements to the service. 

• There was a recognition that the building estates and facilities were not fit for purpose in all 
areas. Some areas were tired and in need of repair and despite this being raised, there was 
no definite plan for this to be addressed by the DMS. 

 
 
Professor Ted Baker 
Chief Inspector of Hospitals 
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Why we carried out this inspection 

The Care Quality Commission (CQC) carried out this inspection as one of a programme of 
inspections at the invitation of the Surgeon General in his role as the Defence Authority for 
healthcare and medical operational capability. Defence Medical Services (DMS) are not required 
to register with CQC under the Health and Social Care Act (2008) (Regulated Activities) 
Regulations 2014. Consequently, DMS services are not subject to inspection by CQC and CQC 
has no powers of enforcement. However, where CQC finds shortfalls in the quality of services 
during inspection, we will report them by making a recommendation for action to the Surgeon 
General’s office. 

Background to the service 

The Regional Rehabilitation Unit (RRU) is a defence regional facility which provides medical 
opinion and delivers treatment for patients with moderate musculoskeletal injuries. There are 13 
RRUs across the UK. RRUs deliver intermediate care and provide the main conduit to secondary 
care rehabilitation. Each RRU supports a number of identified primary care rehabilitation facilities 
(PCRFs). This support ranges from the receipt of referrals through to providing advice with regards 
to clinical governance and delivery.   
 
RRU Cranwell provides coordinated clinical management and intermediate rehabilitation to a tri-
service population within a defined geographical region - the Eastern region. The RRU shares its 
catchment area with RRU Colchester and RRU Honington. RRU Cranwell is a '30-bedded' RRU 
that provides rehabilitation to seven PCRFs and their satellite Units with a population at risk (PAR) 
of approximately 12,500. The population at risk comprises: RAF College Cranwell which is home 
to No 3 Flying Training School, one RAF Quick Reaction Alert (QRA) Station, No 1 Air Control 
Centre, Mobile Meteorological Unit, Royal Air Force Aerobatic Team (The Red Arrows), The Air 
Battlespace Training Centre, RAF A4 Force, No 16 Squadron and No 6 FTS, 7 Regiment Royal 
Logistic Corps and 2nd Battalion, Royal Anglian Regiment, Defence Animal Centre, and the 7th 
Infantry Brigade. They support the following PCRFs: 
 

• RAF Cranwell 

• RAF Wittering 

• RAF Coningsby 

• RAF Scampton 

• RAF Waddington 

• Kendrew Barracks- Cottesmore 

• Chetwynd Barracks - Chilwell 
 
This population provides significant challenges for rehabilitation. The area is a highly deployable 
region hence there is pressure to regain the required fitness levels following injury to enable 
military personnel to carry out their physically demanding military roles.  

Regional Rehabilitation Unit –    
Cranwell 
Detailed findings 
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RRU Cranwell takes its model of care from the Defence Medical Rehabilitation Plan in which 
clinical factors, service factors and local factors determine whether a patient can best be 
rehabilitated in a PCRF, RRU or Defence Medical Rehabilitation Centre (DMRC). 
The RRU has four main roles: 
 
1. Provision of specialist musculoskeletal opinion delivered by a Multidisciplinary Injury 
Assessment Clinic (MIAC). This includes a Sports and Exercise Medicine Doctor (SEM) and a 
physiotherapist and can include an ERI when required. Clinical assessment at the RRU is 
delivered through the MIAC.  
The role of the MIAC is to determine:  

• An accurate diagnosis.  

• The need for further investigation.  

• An appropriate treatment plan agreed with the patient.  

• The patient’s fitness for group-based exercise therapy.  

• The requirement for onward referral.  
 
The treatment plan may allow for patient management to be maintained at local level and preclude 
the need for secondary care or inpatient rehabilitation.  
 
The MIAC is a critical element of clinical assessment and planning in the defence medical 
rehabilitation programme (DMRP). The MIAC will identify patient requirements and allocate 
appropriate early treatment based on clinical need, operational issues and individual 
circumstances. All patients being referred to the RRU for the first time should be seen in a MIAC. 
This is to ensure that there is an appropriate clinical plan for the patient and that the patient’s case 
is being actively managed with interaction with relevant agencies. The MIAC clinicians are 
available to discuss individual cases prior to or after referral to MIAC.   

 
2. Provision of specialist podiatry assessment and bespoke orthotic provision when required. 
Currently the service hosts a Band 7 Podiatrist who provides services both within the RRU and 
peripatetically. The aim of the specialist podiatry service is to provide a clinical biomechanical 
podiatry service to all entitled service personnel within the RRU catchment area. The majority of 
patients with biomechanical problems are managed effectively within Primary Healthcare (PHC) at 
the PCRFs. Where this management is unsuccessful or a Podiatrist/Biomechanical specialist 
opinion is required, the RPS will provide a highly skilled and specialist lower limb biomechanical 
assessment and treatment, together with the provision of both off-the-shelf and custom-made 
orthotics from an MOD approved supplier as required. RRU Cranwell also holds “podysio” 
assessments where a physiotherapist is also present in the podiatry clinic. There is a Band 7 
physiotherapist who holds an ultrasound scanning qualification which can offer further specialist 
biomechanical assessment. RRU Cranwell provides a peripatetic USS clinic as well as the 
peripatetic podiatry clinics. Recognising that it is not always easy for patients to get to the RRU it 
has provided support to RAF Coningsby, Kendrew Barracks and RAF Waddington with both 
podiatry and USS clinics. This supports with adherence and compliance issues facing patients. 
 
3. Provision of intensive residential rehabilitation courses. This is for patients whose condition 
necessitates a period of intensive daily rehabilitation (such as post orthopaedic surgery), whose 
condition may be exacerbated by travel or who cannot effectively perform their role or find 
protected time whilst in full time employment. Patients may be admitted for three weeks for 
rehabilitation in ‘generals groups’ with other patients who have a range of differing injuries to the 
lower limb or spine. Upper quadrant rehabilitation is not provided at RRU Cranwell as these 
specialist rehabilitation groups are provided regionally. 
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4. Specialist outpatient injury assessment clinics (IACs) where treatment such as Extracorporeal 
Shockwave Therapy (ESWT) can be carried out. 
 
Onward referral to other specialised centres can be arranged after MIAC, for example for MRI 
scan, ultrasound diagnostic scan, or orthopaedic opinion via the electronic referral system (eRS). 
This list is not exhaustive and can also include referral to DMRC for specialist advice and 
treatment of tendon injuries. There are links with local hospitals to access orthopaedic care, 
including the fast track initiative, both surgically and for MRI delivery. On the doorstep is Stanford 
Hall which offers a range of specialist rehabilitation pathways. 
 
The service lead (OC) and Regional Trade Specialist Advisor (RTSA) provide a regional, 
professional point of contact, conducting liaison visits with the PCRFs within region, and providing 
support and guidance. The RTSA also provides exercise rehabilitation instructor (ERI) mentoring 
in the region to all civilian, military and locum ERIs. All new joiners in the region are invited to 
attend a day at RRU to meet personalities, be provided training on DMICP, shadow course and 
MIAC in order to ensure joined up care between PCRF and RRU.  
 
Access to the service is through referral from other services in the DMRP. Referrals into the RRU 
can come from two directions: 
a. From medical centres at PCRFs 
b. Directly from another RRU when seeking course provision at an alternate Unit. 
Most patients referred to the RRU will have already received rehabilitation at their local PCRF, and 
following rehabilitation at the RRU, will be discharged back to the PCRF. 
All patients referred receive an initial joint assessment by a doctor (a specialist GP trained in 
sports and exercise medicine) and a clinical specialist physiotherapist, in the Multidisciplinary 
Injury Assessment Clinic (MIAC) located at the RRU.  
 

 

Clinical Factors 

 • Moderate Injury 

• Requires intensive rehabilitation (daily) 

• Failure to respond to rehabilitation at PCRF level 

• Additional level of expertise 
 

Service Factors 
 

 • Unable to continue to work in any capacity 

• Unable to continue work in specialist role (infantry, aircrew, PTI). 

• Temporary MES awarded 
 

Local Factors 
 

 • No facility for local Rx available 

• Requires protected time for rehabilitation 
 

 
 
The RRU is staffed by a service lead (OC), second in command, clinical specialist physiotherapy 
lead, physiotherapists, MIAC doctors, regional trade specialist advisor (RTSA), exercise 
rehabilitation instructors (ERIs), a podiatrist and administrators.  

We carried out a comprehensive announced inspection of this service. RRU Cranwell has not 
been inspected by CQC previously.  

Our inspection team 

Rehabilitation Referral Guidelines 
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Our inspection team was led by a CQC inspector. The team included a further two inspectors, and 
two Defence Medical Services (DMS) Specialist Advisors in Rehabilitation.  

How we carried out this inspection 

Before visiting, we reviewed a range of information about the unit. We carried out an announced 
inspection on 11 March 2020. During the inspection, we: 
 

• Spoke with ten staff, including physiotherapists, exercise rehabilitation instructors (ERIs), 
administrators, and the service lead. 

• Spoke with patients who were on courses or receiving treatment on the day of the 
inspection. 

• Looked at information the service used to deliver care and treatment. 

• Reviewed patient notes 

• Reviewed policies, complaints and incident information. 
 
To get to the heart of patients’ experiences of care and treatment, we always ask the following five 
questions: 
 

• Is it safe? 

• Is it effective? 

• Is it caring? 

• Is it responsive to people’s needs? 

• Is it well-led? 

 
What people who use the unit say 
 

RRU Cranwell has its own patient feedback questionnaire which was collected at the end of each 
course. Asking a variety of questions, it includes the Friends and Family test and the mandated 
Defence Primary Healthcare Plan (DPHC) variants. Results from the 2019 patient satisfaction 
questionnaire (PSQ) showed that 100% of course participants completing the PSQ felt their 
individual needs had been considered, that they had been listened to, and treated with dignity and 
respect. In addition, 99.5% of course participants completing the PHQ would recommend the 
facility to family, friends or colleagues and felt they had been involved in decisions surrounding 
their care. 
 

As part of our inspection, we also spoke with individual patients and held a focus group with 
course participants. We spoke with four patients attending the MIAC, or for physiotherapy or 
podiatry appointments. We also held a focus group for 13 patients who were attending the 
residential course during the inspection. All patients were consistently positive about their 
experience at the RRU which reflected the outcomes of the patient satisfaction questionnaires 
completed by patients on finishing their rehabilitation at the RRU. Patients told us they were able 
to access the service easily and had been involved in the development of their goals and 
treatment plans. Patients told us instructors were very helpful, supportive, and approachable and 
described the RRU as being a very positive environment.  
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Are services safe? 

 

 Good ⚫ 

  

Our findings 
We found that this practice was safe in accordance with CQC's inspection framework 

The shortcomings did not have a significant impact on the safety and quality of clinical 
care 

Safe track record and learning  

 
There was a system for reporting and recording significant events. However, we were 
concerned that not all incidents were being reported in a way consistent with other RRUs.  
 

• There was a system available for staff to report significant events, incidents, near misses 
and concerns. RRU Cranwell had mechanisms for maintaining patient safety, through 
online tools, such as the ASER (Automated Significant Event Reporting) toolkit to report 
‘any unintended of unexpected incident which could have, or did, lead to harm for one or 
more patients receiving care'. However, there had been low numbers of incidents 
reported and we were not assured that all incidents had been reported.  From 2 October 
2018 to 29 October 2019, RRU Cranwell submitted five incidents to their incident register. 
All the incidents were graded as no harm, and three of the incidents were graded as near 
misses. The most common incident type related to clinical administration/ DMICP and 
Med IT with four incidents. The remaining incident related to documentation. (Source: 
RRU Cranwell SE register) 

• The service lead described the incident reporting process as a two-stage process where 
potential incidents identified by staff were discussed with the service lead first before 
being logged as an incident on the ASER system. The lead made a decision as to 
whether the potential incident was reportable. There was no specific guidance followed to 
make decisions on whether incidents were reportable. We were not assured that the 
reporting of incidents was consistent with the process used in other RRUs meaning that 
there may be potential under-reporting of incidents at Cranwell RRU. 

• Staff understood their responsibilities to raise concerns and record these and all staff had 
access to the ASER system to enable them to report incidents. Incidents reported were 
reviewed, investigated and closed by the service lead. Information about incidents and 
potential incidents was discussed at daily team meetings and any learning from incidents 
reported was shared at weekly team meetings. Incidents were a standing agenda item at 

clinical meetings.  

• RRU Cranwell maintained a log of all incidents and in addition, received ASER 
notifications from other RRUs and PCRFs to ensure wide distribution and information 
sharing. 

• The duty of candour relates to openness and transparency. It requires staff to be open, 
transparent and candid with patients when things go wrong and offer an apology to the 
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patient as soon as the incident had been identified, irrespective of who was to blame.  
There were no incidents reported which would have required the application of duty of 
candour to have been completed. Staff we spoke with had a good understanding of the 
duty of candour, and the unit lead was able to clearly describe how and when they would 
apply it. It was routine to apologise to patients for incidents such as delayed 
appointments, and a written apology in line with duty of candour principles, would be 
given to patients where something had gone wrong with their treatment which had the 
potential to cause harm or distress.   

 

Overview of safety systems and processes  

Essential systems, processes and practices were available to ensure patient safety. 
However, staff did not receive training in safeguarding vulnerable adults. 
 

• Staff received mandatory training in safety systems, processes and practices. Staff we 
spoke with confirmed that they were up to date with their mandatory training 
requirements. Training compliance was set at 100% for the RRUs. The training 
information as of 24 February 2020 showed that out of the 27 training courses, eligible 
staff were fully compliant for 26 out of the 27 courses. Mandatory training courses 
included, but were not limited to, basic life support, manual handling, fire safety 
awareness, healthcare governance and the management of information and defence 
information management systems. However, the training information for agency staff at 
the point of our inspection showed that only one out of three locum staff currently 
employed were compliant with their training requirements. There were currently four 
mandatory training modules which locum staff were required to complete onsite which 
included online data protection, workplace induction, defence information management 
passport, and data protection. All locum staff were, however, required to complete training 
in Basic Life Support, Automated External Defibrillator (AED), Manual Handling, 
Safeguarding of Vulnerable Adults and Safeguarding of Children through the military 
medical personnel agency before being allowed to start in post. 

• An overview of mandatory training compliance was stored electronically. The RTSA had a 
designated role to monitor mandatory training compliance at the RRU. Training updates 
were usually completed by staff in the allocated governance weeks written into the service 
delivery plan. 

• Arrangements for safeguarding reflected relevant legislation and local requirements. Staff 
within the service received safeguarding children level one or two training dependent on 
their interaction with children in line with the requirements of the intercollegiate guidance, 
Safeguarding children and young people - roles and competences for healthcare staff 
(2014). Compliance with safeguarding training for children level one and two was 100%. 

• The service had a safeguarding standard operating procedure (SOP) dated February 
2020, which provided guidance for both children’s and adults safeguarding processes. 
However, although there was a link to adults safeguarding e-learning through the local 
authority, the SOP did not set out adults safeguarding training requirements for staff. 
There was no mandatory requirement for staff to complete training in adults safeguarding. 
None of the staff at the RRU, except for the OC had completed safeguarding vulnerable 
adults training. Following our inspection, the safeguarding SOP was updated to include a 
requirement for all staff to complete online level two safeguarding adults training and this 
was added to the mandatory training requirement list for compliance monitoring. 

• Some, but not all staff we spoke with, understood their responsibilities and adhered to 
safeguarding policies and procedures. Not all staff were able to give us examples of what 
they would raise as a safeguarding concern. Staff told us that the RRU lead was the first 
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point of contact for any safeguarding concerns they may have. There had been no 
safeguarding issues raised by staff at RRU Cranwell. 

• The RRU was supported with safeguarding concerns by the senior medical officer (SMO) 
at the local medical facility on site at RAF Cranwell or the SMO at the patient’s local 
PCRF. In addition, both locum doctors were trained to level three in safeguarding adults 
and children. This set up was common across the RRUs.  

• Systems, processes and practices kept patients safe. All staff were Disclosure and 
Barring Service (DBS) checked and their professional registration and expiry date was 
reviewed. This ensured all staff at the unit were safe and fit to practice at the unit. We saw 
that all staff had an up to date DBS check. This meant we were assured systems, 
processes and practices related to DBS checks kept patients safe. Information was held 
electronically and a check of the professional register or equivalent had been completed 
for all staff. 

• Chaperone posters were displayed around the RRU. We saw posters on notice boards in 
the gym, corridors, and in the clinic room highlighting the opportunity for patients to have 
a chaperone present for any appointments they attended. 

• The service had suitable equipment looked after this well to ensure the safety of staff and 
patients. There was a wide range of equipment to aid patient’s recovery and rehabilitation. 
Arrangements for the maintenance and use of equipment ensured patient safety. 
Equipment was used, maintained and serviced in line with manufacturers’ instructions. A 
comprehensive equipment database was maintained and held information as to when 
maintenance had taken place and when it was due for all equipment at the RRU.  

• The RTSA was the lead for equipment maintenance and had good oversight of this 
through the development of a comprehensive equipment database which enabled 
tracking of servicing requirements and evidence of compliance with this. The log showed 
that all equipment was in date for servicing, although some gym equipment was due for 
servicing on the day of inspection and the RTSA had been waiting for confirmation of a 
service date from the contractor. We saw that this was being chased and by the end of 
our inspection it was agreed that the equipment would be serviced the following day. 

• We looked at a variety of equipment and saw servicing stickers, which indicated 
equipment had been serviced in the last 12 months in line with manufacturer’s guidelines 
and the servicing log.  

• Issues with equipment were reported verbally to the RTSA on site. This resulted in the 
equipment being put out of use out of use and a request for a repair was booked. Any 
equipment that was not within its service date for any reason would also be put out of use 
until it had been serviced.  

• Electrical testing of equipment at the RRU was maintained to make sure it was safe for 
use. Stickers on electrical equipment identified these checks had taken place. 

• The RRU was on the ground floor and accessible. There was a gym for cardiovascular 
work, which contained a variety of equipment, free weights, weights machines, balance 
and proprioceptive equipment. The unit had a treatment room with cubicles in, a 
classroom area for presentations, a separate MIAC clinic room for assessment and 
treatment. There was also changing facilities, showers and accessible toilets.  

• The main entrance to the RRU led to the swimming pool area and a corridor to the 
administration office, gym and treatment area. The administration team were in an office a 
small distance from the main entrance, so could not see who was entering and exiting the 
building. There was no process for daily signing in and out of visitors to the RRU at the 
time of our inspection, which posed a potential security risk. However, following our 
inspection we were told that a visitors book had been implemented for any visitors) who 
were not patients) to sign in and out. For patients there was a daily reporting list held by 
the ERIs. In addition, all new patients had to report to the guard room in order to receive 
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the door code to the unit to enable them access. We did not see evidence of a security 
SOP nor that security was a concern highlighted on the unit’s risk register. 

• The unit’s building estates and facilities were not fit for purpose in all areas. Some of the 
unit facilities were tired and run down in places and required maintenance attention. 
Several requests had been made to the DMS for improvements to the building due to 
issues with leaking ceilings, burst pipes, heating failure and overcrowding. There was a 
potential long-term plan for a rebuild or relocation of the RRU but there was no confirmed 
date for this. In the interim, staff were making the best of the facilities available and using 
contingency plans where necessary to manage any issues. There was additional pressure 
on the RRU at the time of our inspection as there had been a need for the local PCRF to 
share the rehabilitation facilities with the RRU. This meant there were times when there 
was insufficient space and difficulty accessing equipment. Noise levels in the gymnasium 
were also an issue. Staff had tried to reduce the impact of sharing the facilities by making 
adjustments to timings of activities during the courses and using music to cover the noise 
of other groups of patients. 

• We noted that the MIAC room was small and offered limited space for staff to assess and 
treat patients. The room was also very warm, and the temperature could not be adjusted. 
Staff told us that the room got very hot in summer. although there was no room for a fixed 
air conditioning unit in the small room, there was a small portable air conditioning unit 
available. We were not, however, assured that the treatment room was fully fit for 
purpose. 

• An environmental and occupational health assessment of the regional rehabilitation 
facilities at RRU Cranwell was carried out on 19 February 2020. The findings of the 
environmental assessment identified priority level two recommendations which were 
required to mitigate a potential risk to health and/or to ensure compliance with service 
policy. There were two areas of concern identified relating to a leaking roof and 
overcrowding in the office areas. We saw that there was a plan in place to mitigate the 
risk of these as far as possible whilst a decision on a rebuild or relocation of the RRU was 
made.  

• Resuscitation equipment was available in the gym area which included an oxygen 
cylinder and an automated external defibrillator. Emergency drugs (adrenaline) in the form 
of an injectable pen device were stored in the fridge in the MIAC room in accordance with 
safe medicines management guidance. Resuscitation equipment was checked daily to 
ensure it was ready for use in an emergency and a log of this was kept, which we saw to 
be up to date. A further defibrillator device was available in the swimming pool area.  

• There were first aid kits in the gym area, crew room and treatment rooms. We saw that 
these had been checked on 5 March 2020 and all items were present and in date. There 
were also eye wash stations for use in the event of an eye injury. These contained eye 
wash solutions that we saw to be within their expiry date.  

• Standards of cleanliness and hygiene were maintained at the RRU. All areas we visited 
were visibly clean and tidy. Disposable curtains in the physiotherapy treatment area were 
changed within six months in line with guidance. Staff and patients cleaned equipment in 
between each patient use with disinfectant wipes. In addition, staff wiped down all 
equipment on a Friday afternoon after the classes had finished.  

• The unit had an infection control and prevention policy which was dated May 2019 and 
was in line with the Health and Social Care Act 2008: code of practice on the prevention 
and control of infections and the National Institute of Health and Care Excellence 
guidelines. All staff had signed to indicate they had read the policy. 

• Regular audit of the various components of infection prevention control (IPC) was key at 
RRU Cranwell. Several IPC audits had been performed over the previous 6 months which 
included generic environment, personal protective equipment (PPE), hand hygiene, 
handling and disposal of linen, and management of spillages audits. Compliance with 
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these audit standards was consistently good, being between 90% and above in all audits. 
For example, the last hand hygiene audit in October 2019 showed 97.7% compliance with 
applicable standards within the audit. The last generic environment IPC audit in June 
2019 demonstrated 91.5% compliance with applicable standards within the audit. 

• A member of staff at the RRU was the infection prevention and control (IPC) clinical lead 
for the unit and there was a nominated deputy. Staff could approach them to discuss any 
issues around infection prevention and control and they had responsibility for ensuring the 
IPC audits were completed.  

• There were handwashing sinks and/or alcohol-based hand sanitising gel within all areas 
we visited, and we saw there was soap and paper hand towels available next to the sinks. 
There were posters reminding staff of the correct technique for effective hand washing. 
Additionally, there were posters reinforcing the need for regular and effective hand 
washing in order to protect staff and patients from the spread of the COVID-19 virus 
which was a current global concern at the time of our inspection. However, we did not see 
any information prompting patients to follow hand hygiene procedures. 

• During our inspection, we saw all staff either washing their hands or using the hand 
sanitising gel correctly, in line with the ‘five moments of hand hygiene’ and National 
Institute for Health and Social Care Excellent (NICE) quality standard (QS) 61, statement 
three.  

• In the MIAC clinic we saw that disposable paper roll was used to cover the treatment 
couch and replaced between patients. The couch was wiped down with an antiseptic wipe 
between patients.  

• For invasive procedures such as injection therapy, all sterile items were placed on a clean 
trolley and appropriate aseptic techniques were used, including the use of gloves and 
single use sharps. Sharps were disposed of appropriately in sharps boxes. The sharps 
boxes were held in the clinic rooms and treatment areas. Sharps boxes were 
appropriately labelled, dated and signed. 

• Staff were seen to be appropriately dressed from an infection control perspective. Staff 
were bare below the elbow, free from jewellery, and any long hair was tied back.  

• There was a cleaning schedule to indicate which areas needed to be cleaned and what 
the frequency of cleaning each area should be. Cleaning was carried out by an external 
contractor. The schedule identified areas to be cleaned on a daily, weekly or monthly 
basis and there was a log to identify when cleaning tasks had been completed. 
Equipment on one side of the gym was moved each week in rotation, to allow the 
cleaners access to deep clean each area of the gym once a month. The only log available 
was for March 2020 but we saw that this was completed to the date of our inspection. 
However, we noted that the ventilation grills and high reach areas were dirty and dusty 
and did not appear to have been cleaned in line with the schedule. This was raised with 
the RTSA who planned to address the issues with the cleaners. The RTSA explained that 
there was a review of the cleaning contract underway to clarify what tasks were included 
in the contract.  

• The service used the defence medical information capability programme (DMICP) to store 
and access electronic patient records. This allowed staff to access patient records, in line 
with their role and the level of access they would require to view the information needed 
to treat the patient. 

• Patient records were organised, up to date and shared and stored appropriately. We 
reviewed 20 patient records for patients attending the MIAC, IAC, podiatry appointments 
and rehabilitation courses. We found records to be of a good standard. All records 
included referral information, patient assessments, consent and treatment plans which 
were all complete. Outcome measures were completed at the initial assessment and goal 
setting was clearly in line with treatment aims. 
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• The OC told us that record keeping audits were completed six-monthly. The latest audit 
results showed 100% compliance with all domains except one. 

• There was a medicines management policy JSP 950 9-2-1, dated January 2020, available 
for guidance for staff participating in the obtaining, storing, handling, prescribing, 
supplying and disposing of medicines. There was also a standard operating procedure for 
medicines management available at the RRU. We saw that this was dated January 2020. 
Under RRU roles and responsibilities, the Band 7 physiotherapist was the lead for 
medicine management. There was a regional pharmacist based at RAF Cranwell 
available for further medicines advice. Medicines held and used at RRU Cranwell were for 
joint injection therapy and anaphylaxis purposes. All medicines were held in the lockable 
fridge which had temperature monitoring and recording. Temperatures were recorded 
twice daily. Each administered medication was recorded in the RRU medicine stock 
control book, with the attending physiotherapist countersigning for checking the batch 
number and expiry date. They were also recorded in the DMICP consultation using the 
prescribing template.  A medicines management audit had been completed in February 
2020 to ensure that the RRU was adhering to their Medicines Management Policy – SOP 
12. The audit results showed that medicine management at the RRU was working well. 
For example, the fridge and room temperatures had been routinely recorded and there 
were no cases of the temperature going above 25 degrees centigrade (the maximum 
allowed for the drugs held). In addition, stock checks confirmed the correct stock and that 
no medicines were found to be out of date. The audit was planned to be repeated six-
monthly. We did a spot check of the medicines and found the fridge to be locked, the 
temperature routinely recorded, and all drugs to be in date. We observed an injection 
being performed and saw that staff checked and recorded the medicines used in line with 
the medicines management policy.  

Monitoring risks to patients 

Risks to patients who used services were assessed and their safety monitored and 
maintained. Staffing levels, skill mix and caseloads were planned and reviewed to ensure 
people received safe care and treatment at all times in line with relevant tools and 
guidance.  
 
As at February 2020, there was an establishment of 11.4 WTE staff at RRU Cranwell. A 
breakdown by team and role can be found below:  
 
Team Role WTE staff 

Multi-disciplinary Injury Assessment 

Clinic (MIAC) 

Doctors 0.6 

Physiotherapist 1.0 

Course Physiotherapist Physiotherapist 1.0 

Course Exercise Rehabilitation 

Instructor (ERI) 
ERI 

2.0 

Podiatry Podiatrist 0.8 

Admin Admin 2.0 

Senior Leadership 

Service lead (OC) 1.0 

Regional Trade Specialist 

Advisor (RTSA) 1.0 

Second in command (2IC) 1.0 

Total 10.4 

 
(Source: DMS provider information return – P7 Planned vs. actual) 



 
 

15 

 

 
From 1 March 2019 to 25 February 2020, there were no vacancies reported at RRU Cranwell. 
The OC was due to lose one member of staff for four months on deployment, although they 
expected to receive cover for this post. In addition, one of the locum doctors was due to take an 
enforced four week break in line with locum contract requirements. 
 
(Source: DMS provider information return – P8 Vacancies) 
 
From 1 March 2019 to 25 February 2020 December, the RRU reported two WTE leavers across 
the service (one WTE MIAC doctor and one WTE course ERI). This equated to a turnover rate of 
8.3% for each of the roles. The RRU stated that whilst there were leavers, posts were covered 
by locum staff whilst recruitment was taking place. 
 
(Source: DMS provider information return – P10 Turnover) 
 
From 1 March 2019 to 25 February 2020 the RRU reported 30 sickness days for administrative 
staff (one member of staff) and 44 sick days for clinical staff (one member of staff). This equated 
to a total sickness rate of 6.2% for the administrative member of staff and 18.2% for clinical 
member of staff. For all other members of the team, the RRU reported there were no sickness 
days. 
 
(Source: DMS provider information return – P9 Sickness) 
 
 

• Comprehensive risk assessments regarding service provision were carried out using a 
clear methodical approach and actions to mitigate any risks had been identified. They 
would be completed on the introduction of new equipment, following an incident or on 
identification of a risk by any member of staff. These documents were held electronically, 
and staff recorded on a checklist when they had read the risk assessments. We saw all 
staff had read all risk assessments.  

• Control of Substances Hazardous to Health (COSHH) regulations, requires employers to 
control substances that are hazardous to health. These can take many forms and include 
chemicals, mists, vapours, fumes, gases and asphyxiating gases and germs that cause 
diseases. We saw that COSHH substances were stored in a locked cupboard and had up 
to date risk assessments completed. The RTSA had lead responsibility for COSHH in the 
RRU but responsibility for COSHH items relating to the swimming pool were managed by 
the pool manager who was not part of the RRU. COSHH substances relating to the pool 
chemicals and testing kits were stored in a locked plant room. The pool water was 
checked three times a day by the pool maintenance teams. We saw evidence that these 
checks had been consistently completed three times a day and this was recorded. Staff 
followed SOPs for guidance which were kept within the plant room. The pool used an 
automated system for chemical testing and this enabled chemical levels to be adjusted 
automatically if they exceeded levels within the normal range. When the system could not 
make sufficient adjustment to keep the levels within normal range it would automatically 
shut down the pool pump and trigger an alert to staff. If the pool water was found to 
contain levels of chemicals higher than was required or bacteria, the pool would be shut 
whilst staff rectified the problem.  

• Pool sessions were run with a minimum of two members of staff to a maximum of 30 
patients; this was in line with the defence medical rehabilitation ratio. In addition, the 
service had lifeguard support provided by RAF Cranwell. This enabled the physio and the 
ERI to focus on teaching the classes. There were risk assessments and a standard 
operating procedure for the pool, which included all elements of risks to patients and staff. 
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This was in line with Health and safety in swimming pools (HSG 179), 2018, which states 
a risk assessment must be undertaken to determine the level of supervision required.  

• Lifeguard training was the responsibility of the pool manager who was employed by RAF 
Cranwell. This included staff practising regular pool evacuation to ensure they were able 
to respond to an emergency in a timely way. We saw that lifeguard training records were 
up to date. 

• In the event of the pool being unavailable for use, alternative rehabilitation to 
hydrotherapy were provided. The ERIs had completed a ‘BROGA’ course (a yoga-based 
fitness programme geared for men which combines yoga postures with functional fitness 
exercises) which was delivered if the pool was closed or unavailable for any reason.  

• The staff to patient ratio on the courses was determined to ensure the safety of patients. 
The ratio of staff to patients was two staff for 15 patients. Different components of the 
course were delivered by either the ERI or physiotherapist individually, or as a pair when 
required. Approach to treatment was based on the skills of staff and this also allowed time 
for staff to treat patients on a one to one basis when necessary.  

• Staff could identify and respond appropriately to patients whose health was at risk of 
deteriorating and managed changing risks to patients who used services. Staff had 
access to and automated external defibrillator at the unit and additional information and 
flow charts to advise them how to support a patient who was deteriorating from various 
conditions, including choking. All staff had completed training in  basic life support and 
anaphylaxis.  

• There had been an incident in the RRU when a patient stopped breathing and staff 
provided life support. Following the incident, a review of procedures resulted in the 
oxygen and defibrillator equipment being relocated to the gym from the MIAC office to 
enable ease of access to emergency equipment.  

Arrangements to deal with emergencies and major incidents 

The unit had adequate arrangements to respond to emergencies and major incidents. 
 

• Potential risks for the service were anticipated and planned for in advance. The RRU had 
a local business continuity plan dated December 2018 which was reviewed and updated 
in April 2019. The plan was updated after it needed to be implemented following an RRU 
heating failure. The update captured lessons learned information. The business continuity 
plan was specific to RRU Cranwell and identified the main threats and risks, and how a 
major incident, or loss of facilities or resources would be managed. The document 
provided guidance on alternative locations and outlined contingencies, including the 
required replacement plans, to ensure continuity either in the short, medium or long term 
how the service would continue to run in an emergency situation. The plan used a Red, 
Amber, Green rating was used to identify the impact of the loss of critical resources and 
facilities on the RRU’s critical outputs. All staff were required to sign a log on induction to 
say they had read and understood the business continuity plan document. 

• The unit had its most recent fire safety review completed in 2018 and was to be reviewed 
in 2023, in line with The Regulatory Reform (Fire Safety) Order 2005. 

• Weekly and monthly checks were carried out at the RRU by the fire safety representatives 
and recorded on the electronic workbook. We saw fire doors were closed around the unit 
and intumescent strips were intact on the door surrounds we checked. All fire 
extinguishers we saw had been checked within the last six months. One hundred percent 
of staff had completed fire safety training.  
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Are services effective? 
(for example, treatment is effective) 

Good ⚫ 

  

 

Our findings 
Effective needs assessment 

We found that this practice was effective in accordance with CQC's inspection framework 

 

• Patient’s needs were assessed and care and treatment was delivered in line with current 
legislation, standards and evidence-based guidance. Relevant and current evidence-
based guidance had been identified and developed for defence rehabilitation services 
and was used to direct how services, care and treatment were delivered. These 
guidelines determined the necessary assessments and treatments required for specific 
conditions.  

• Rehabilitation was delivered in line with evidence based practice guidance on treating 
musculoskeletal conditions and provided a holistic approach to rehabilitation. The course 
included a range of activities such as cardiovascular fitness, strength and conditioning, 
core stability, balance and specific individual exercises. The education sessions for the 
course were based on best practice guidance and had been written centrally. They 
covered sessions on nutrition, pain management and goal setting. These education 
sessions were regularly reviewed to ensure the content was user friendly and pitched at 
an appropriate level for patients. 

• Staff had access to best practice guidelines to inform the care and treatment they 
provided to patients. Staff followed assessment templates to ensure consistency and 
there were SOPs to follow for procedures such as extracorporeal shock wave therapy 
and injection therapy. Specific guidelines had been produced to cover a range of 
conditions seen at the clinic, for example, the management of lower limb tendinopathy 
and the management of low back pain. The documents contained flow charts identifying 
specific care pathways. Each document identified specific clinical features which may be 
found for different presenting conditions and identified the approach to management of 
the condition which needed to be taken by the RRU. The document also identified red 
flag (serious pathology) which would need immediate attention and escalation if identified. 
References to the guidelines and evidence which had been used to develop the 
documents was also identified within the document. 

• Policies were produced in line with and referenced national guidelines and evidence 
based, best practice. 

• Pain was assessed and managed according to each individual patient and patients felt 
their pain was managed well. Pain was assessed using a visual analogue scale (a 
straight-line scale from one to ten which could be used to rate their level of pain) when 
patients were assessed and in response to treatments so staff could monitor the effect of 
these on pain. Patients attending the course told us that staff were always checking on 
whether they had any pain. They would suggest adapting their exercises or alternative or 
additional treatments or referral to the doctor to manage any pain experienced. There 
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were information posters and booklets available from the pain society and the department 
of health, which supported patients to understand and manage pain. 

Management, monitoring and improving outcomes for people 

There was a limited approach to monitoring and benchmarking the quality of the service 
and outcomes patients received following an episode of treatment. Although the RRU 
collected various outcome information, this was sent to the national defence statistics 
department and was not routinely used locally to monitor and improve the service. 

• Validated patient reported outcome measures (PROM) were used for all patients 
attending the RRU. However, the RRU did not provide any information on their use of 
Patient Reported Outcome Measures (PROMs) for the courses and clinics that they ran. 
All outcome data collected was entered into the patient’s electronic healthcare record and 
was collected centrally rather than locally at RRU level. Staff told us that as the 
information was collected centrally, there was some delay in data being received by the 
RRUs from Defence Statistics in the form of dashboard reports. This meant that the RRU 
did not routinely use the measures to identify areas for improvement in their own service 
or benchmark against other units. This was raised with the OC, who following our 
inspection told us they had emailed the lead military physio to review how best to get 
outcome measures from the electronic healthcare record to enable them to be used at 
unit level. In addition, retrospective audits were being completed to review PROMs data 
at a local level. 

• The RRU routinely used the MSK-HQ measure which is generic, single musculoskeletal 
outcome measure that can be used throughout the healthcare pathway and with patients 
with different musculoskeletal conditions. The OC told us that they had recently 
completed a pilot study of reviewing the MSK-HQ outcome scores. The pilot study 
reviewed patient data from six courses and showed that there was an overall 
improvement in the scores from the beginning to the end of the courses. 

• Objective measures were routinely used pre and post treatment to identify improvements 
which had been made to the individual patient’s condition following the course of 
treatment. These measures were patient specific to provide an objective measure 
associated with the patient’s injury. These objective measures included a range of 
functional activity tests. Although the measures were repeated at the beginning and end 
of each patient’s rehabilitation, there was no collation of these outcomes to evidence the 
unit’s overall performance. 

• Patients had their needs assessed, their care planned and delivered, and their care goals 
identified when they started treatment at the RRU. On the first day of the course, the 
patient would be assessed by the physio and ERI to identify their individual needs. On 
day two of the course, pre-course outcome measures would be completed, and goals set 
jointly between patients and staff. Goals set were specific, achievable, measurable and 
had at timeframe for completion. This enabled a treatment programme to be designed 
specifically to meet the individual needs of the patient.  

• Staff ensured treatment was reviewed and optimised for patients, by reviewing goals and 
objective measures at each treatment session. 

Effective staffing 

Staff had the right qualifications, skills, knowledge and experience to do their job when 
they started their employment, took on new responsibilities and on a continual basis.  

• A policy was in place for the statutory professional registration of healthcare professionals 
in the defence medical services (JSP 950 leaflet 5-1-5). This covered the requirement for 
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professional registration, confirmation of registration on and during appointment, and a list 
of registered healthcare professionals who could be employed by the Ministry of Defence. 

• Registered professionals were supported to meet the requirements of their professional 
registration. A register of staff professional registration was held which included HCPC 
and GMC PIN numbers. We saw that all registered professionals had current registration. 
Staff undertook a number of work-based activities including training and peer review. This 
ensured they met the requirements of their continuing professional development. RRU 
Cranwell actively supported CPD through several methods, including a regional in-service 
training programme, local in-service training, peer review as well as supporting team 
members requests for specific training needs sponsored through the post-graduate 
training committee. 

• The learning needs of staff were identified and a regional in-service training (RIST) was 
developed in response to these needs. Topics for in service training were decided 
between the clinical lead physiotherapist and the staff. Training sessions were held at the 
RRU and staff from the RRU attended the training along with staff from the wider military 
system including the PCRF and organisations who worked with them. 

• The Regional In-Service training (RIST) was offered biannually, approximately 6 months 
apart and involved members from the PCRF Rehabilitation teams from across the RRU 
catchment area. The programme was open to ERI's, Physiotherapists and Doctors within 
the regional PCRFs, as well as all clinicians at RRU Cranwell. To facilitate its occurrence, 
dates were planned in advance to ensure it was carried out. This multidisciplinary in-
service training enabled greater discussion about treatment of various conditions to 
optimise care and treatment for patients.  

• RRU Cranwell also held its own weekly in-service training programme, covering a diverse 
range of topics, usually with an MSK bias. Topics also included feedback from audit 
findings, product and equipment demonstration and use of the defibrillator. The 
programme was coordinated by the RTSA and clinical specialist physiotherapist.  

• A peer review process took place between exercise rehabilitation instructors (ERI), 
physiotherapy staff and the podiatrist which included all staff of different grades and 
disciplines. Peer review was regularly carried out within RRU Cranwell and external to the 
RRU, between colleagues from all professions. Staff were peer reviewed whilst delivering 
interventions such as course classes or one to one treatment. This provided an 
opportunity for staff to have their practice critically appraised to identify any areas which 
they needed to develop to ensure high quality care and treatment was provided for 
patients. The peer review programmes were co-ordinated by the RTSA and clinical 
specialist physiotherapist.  

• There was funding available to support access to group training coordinated by the 
DMRC, for example, ‘Know Pain’ by Stewart. Nominations for these courses went through 
the OC and several members of the region had received funding to attend these courses. 
Some staff had also self-funded training such as a PGC in Coaching and Mentoring, a 
PGC in MSK Ultrasound and an MSc in Health Informatics. 

• The learning needs of staff were identified through an appraisal system. At the time of the 
inspection, the RRU reported that appraisal dates varied depending on job role. All four 
military staff and all five civilian staff had received an appraisal in the last financial year. 
(Source: DMS provider information return – P17 Appraisals) 

• Staff were responsible for arranging their own appraisals. This was due to the different 
requirements for military and civilian staff regarding specific times of the year when these 
needed to be completed. The RTSA held a log of appraisal dates for all staff.  

• Newly appointed staff were part of a mandatory induction programme. The induction was 
overseen by the RTSA and ensured staff were familiar with the environment and their role 
and responsibilities on starting work at the unit. There was a competency booklet that 
was completed by staff during the induction process which was signed off to evidence 
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completion of induction activities. A new staff member we spoke with was completing 
their induction and told us they had received a comprehensive induction which had 
helped them become familiar with the environment and become part of the team quickly. 

Coordinating patient care and information sharing 

The information needed to plan and deliver care and treatment was available to relevant 
staff in a timely and accessible way through the unit’s patient record system and their 
intranet system.  

• All staff at the RRU, including those from different services were involved in assessing, 
planning and delivering patients care and treatment. Joint assessments allowed care and 
treatment to be optimised for patients due to the provision of a more co-ordinated 
approach to management of the patient’s condition. For example, physiotherapists and 
ERIs jointly carried out initial patient assessments developing treatment plans for patients 
attending the course, and the doctor and clinical lead physiotherapist held a joint MIAC 
clinic. There was also a joint clinic with the physiotherapist and podiatrist held at the unit, 
known as the ‘podysio’ service.  

• Staff had the information they needed to deliver effective care and treatment to patients. 
Each member of staff had access to the electronic records system which held a 
contemporaneous, multidisciplinary records of the care and treatment of individual 
patients at the unit. 

• Patients received clear information prior the course to fully inform them about the 
treatment they would receive and what was expected. This included information about the 
course programme, first day reporting instructions, and required clothing and equipment. 
Patients told us this information had been useful and informative. 

• RRU Cranwell actively engaged with local health providers. The RRU had close links with 
civilian consultants from the local hospitals to which patients from the RRU were referred  
to access orthopaedic care. In addition, the unit had a fast track agreement with an 
independent hospital. So, if a patient needed to be referred onto another service quickly, 
for example for an MRI scan or surgery, this could be done. Arrangements for developing 
the knowledge and skills with external services, part of the wider system managing 
military patients, enhanced the likelihood of patients experiencing better outcomes from 
their treatment. Discussions with civilian consultants were aligned to ensure they 
understood the operational needs and demands of individual roles and the impact their 
interventions had on patients. Staff from the hospitals had visited the RRU and had 
hosted a visit from RRU staff to them, in order to facilitate working relationships. In 
addition, there had been involvement by civilian consultants in the RRU’s in service 
training programme. However, there were no arrangements in place for regular formal 
meetings with these providers, although the OC told us adhoc meetings could be easily 
arranged if any issues or concerns about the working arrangements arose. Teams from 
the new Defence and National Rehabilitation Centre, Stanford Hall had visited RRU 
Cranwell and hosted visits to their facility to familiarise staff with the range of rehabilitation 
pathways offered there.  

• Information needed to deliver effective care and treatment was available and accessible 
to staff in a timely way. There were good relationships with local PCRFs which referred 
patients to the RRU. Patients referred to the RRU were sent with individual exercise 
programmes developed by their local PCRF meaning staff at the RRU knew what 
rehabilitation they had been receiving. Referrals to the RRU were made on a FMed 7 
form which provided full clinical details of each patient. Referrals lacking sufficient 
information were rejected and the referrer was contacted to discuss the reason for 
rejection, or to be asked to resubmit the referral with additional information if appropriate. 
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• Since the records system was a shared system, all previous health information and 
treatment approaches could be easily viewed by staff at the RRU. The clinical lead would 
always call the referrer if a discussion was required about a patient with a complex 
presentation and additional information was required.  

• Staff completed a handover following the course to transfer patients care back to the 
PCRF. This handover was completed electronically using the electronic records system. 
This included a summary of the patient’s condition, how they had progressed throughout 
the course and any outstanding goals and recommendations for further treatment. 
 

Consent to care and treatment 

Staff sought patients’ consent to care and treatment in line with legislation and guidance.  
 

• Staff understood relevant consent requirements and sought patients’ consent to care and 
treatment in line with legislation and guidance. 

• There was a consent policy. The policy included the consenting process and staff 
responsibilities regarding consent processes. The policy also outlined the rights of the 
patient in the consent process. 

• Consent for treatment was obtained electronically on the first appointment. Every patient 
who attended the RRU completed a consent form that asked them for consent to 
treatment and recording of data and the form was scanned onto the electronic health 
record. 

• Verbal consent was sought from patients at the start of treatment. We observed individual 
patient treatment sessions when patients provided verbal consent to their assessment 
and treatment. Of the patient’s records we reviewed, all of the patients had consented to 
their care and treatment at each treatment session. 

• Written consent was obtained for treatments which involved a level of risk. Patient 
records for patients which had undergone either shockwave therapy (electrotherapy 
treatment for soft tissue and bone conditions) or injection therapy contained a consent 
form identifying benefits, risks and contraindications of treatment. All consent forms were 
signed and dated by the individual receiving the treatment. However, audits of consent 
were not routinely completed by the unit. 

• Patients were supported to make decisions about consenting to care and treatment. We 
observed staff explaining the risks and benefits of injection therapy to patients which 
enabled patients to make an informed choice about their treatment.  

Supporting patients towards optimal function  

The service identified patients who may be in need of extra support and signposted them 
to relevant services. There were helpline and welfare phone numbers on display for 
patients in the waiting room. Staff talked to patients during appointments about other 
services, they could access to help them manage their condition and improve the 
outcome of rehabilitation. 
 

• Patients were encouraged from the start to take ownership of their rehabilitation and 
promoted self-management from an early stage in the course. The course was designed 
to directly involve patients in setting short and long-term goals. Patients were supported 
to take responsibility for their rehabilitation with the view to ongoing self-management on 
completion of their course at the RRU in order to achieve their longer-term goal.  
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• Rehabilitation courses included education and information sessions to support patients in 
developing skills to help manage their own condition. For example, education about pain 
and pacing activities was delivered so patients could use these principles for their 
ongoing rehabilitation once they had left the course. Patients on the course told us that 
the education sessions were helpful and relevant. 

• Patients told us that staff at the RRU gave clear explanations to them about their injuries 
and how they would benefit from specific exercises. They told us staff monitored their 
exercise and altered them to suit their individual needs. 

• Patient goals were specific so they could achieve what was required from their treatment. 
Goals were often focused on work-based activities to make sure patients were physically 
fit to return to the high demands of their operational duties following their rehabilitation. 
Patients on the course told us that were involved in all discussions about their treatment 
and that goals were set jointly between patients and the RRU staff. 

• Information was available to support patients to manage their own health and wellbeing. 
In the corridors and crew room we saw that there were a range of information and advice 
posters displayed. These covered a range of issues such as sleep problems, persistent 
pain, posture, nutrition, mental health problems and stress management. There were 
other posters which signposted patients to other mechanisms of support, such as armed 
forces charities and suicide awareness helplines. 

 
 

 

Are services caring? 

Good ⚫ 

  

 

Our findings 

 

We found that this practice was caring in accordance with CQC's inspection framework 

Kindness, dignity, respect and compassion 

Interactions we observed between staff and patients were friendly and caring. Staff were 
helpful and courteous and treated patients with respect.    
 

• Patients were treated with compassion, staff discussed treatments with patients and were 
able to adapt individual treatments in response to patient feedback. Patients on the 
course told us that staff routinely asked if there had been any ill effects from the previous 
rehabilitation session and made amendments to their programme as required. 

• Staff were supportive in their approach to patients and motivated and empowered them to 
fully participate in activities to their own ability and drive their own rehabilitation. One 
patient told us how the course instructor had shared a personal story about a family 
member’s recovery from injury, which had been motivational for the group giving them 
encouragement to believe they could succeed. 



 
 

23 

 

• Patient’s personal, cultural, social and religious needs were understood and respected. 
Individual needs of patients and the occupational needs of their employment were 
considered when devising treatment plans 

• All interactions between staff and patients were appropriate and respectful. Staff built up 
a rapport with patients quickly and we observed friendly communication, with them 
engaging in day to day conversation.  

• Staff demonstrated a helpful supportive attitude towards patients. We observed staff 
interacting with patients and providing encouragement and praise during the sessions. 
During the gym and pool classes that we observed, we saw that course instructors 
displayed energy and enthusiasm to ensure patients were motivated to fully participate in 
the exercises. Instructors worked hard to engage all course patients in the exercises and 
created a positive and fun environment which encouraged patients to be involved to the 
maximum. 

• We saw staff taking the time to listen to patients’ concerns and dealing with them in a 
sensitive manner. Patients told us that staff were approachable and understanding  and 
made themselves available throughout the course for any patient who needed to speak 
with them privately. 

Care planning and involvement in decisions about care and treatment 

Patients told us they felt involved in decision making about the care and treatment they 
received. They also told us they felt listened to and supported by staff and had sufficient 
time during initial assessment and ongoing consultations to make an informed decision 
about the choice of treatment available to them. We also saw that care plans were 
personalised. 
 

• Staff were able to form close professional relationships with the patients due to the nature 
of their work. Over the course duration of three weeks, they were able to spend time 
talking to patients about their care, treatments goals and progress. Staff showed an 
encouraging, and supportive attitude towards patients.  

• Patients were encouraged to be active partners in their care. Patients on the course told 
us that they could discuss their treatment on a one to one basis with the course 
instructors at any time. 

• Staff communicated with patients to make sure they understood why they were doing 
specific exercises. We observed staff clearly demonstrate exercises to patients and take 
the time to explain the relevance of the exercise and how this would benefit the patient. 
Staff took the time to correct the technique used by patients to ensure that the exercises 
would have optimum impact on the patient. We saw that staff also demonstrated 
equipment to patients to make sure they fully understood how to use it safely.  

• There were opportunities for patients to ask questions and be involved in their care and 
treatment. This turn would help to facilitate patients to take control to manage their 
rehabilitation independently with guidance from the staff. 

• Each patient was assigned a physiotherapist and ERI for the duration of courses. Patients 
told us they appreciated this individual attention as they built a good rapport with staff and 
staff new their issues well. This enabled them to tailor care and treatment to their specific 
needs. 

Patient and family support to cope emotionally with care and treatment 

Staff communicated with patients in a way that they would understand their care and 
treatment. Staff generally recognised when patients and relatives needed additional 
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support to help them understand and be involved in their care and treatment. We saw 
staff talking to patients about their care and made time to ensure they understood what 
they were saying.  
 

• It was evident staff clearly understood the impact which patients care, treatment or 
condition had on their wellbeing. Patients told us staff were aware of the frustrations and 
anxiety they were feeling at not being fully fit and were supportive of this. Patients told us 
that staff recognised any frustration and anxiety they were feeling due to their injury and 
showed understanding and consideration for their wellbeing.  

• Staff supported patients to manage their emotional needs and understood how working in 
a high-pressured environment could affect engagement with rehabilitation and jeopardise 
their  ability to make a full recovery from injury.  

• Patients were encouraged to link with other course participants while they were 
completing their rehabilitation. Patients had the opportunity to stay in RRU 
accommodation on site, which provided them with the opportunity to socialise together 
during the course, during meal times, and in the evening. 

• Staff responded to patients who were experiencing pain quickly and effectively. Patients 
described how staff took reports of pain seriously and made adaptations to rehabilitation 
programmes or offered additional treatments in order to manage pain effectively. 

 
 

 

Are services responsive to  
people’s needs? 

Good ⚫ 

  

 

Our findings 

We found that this practice was responsive in accordance with CQC's inspection 
framework 

Responding to and meeting patients’ needs 

The unit uses information about the needs of the Population at Risk (PAR) within the Area 
of Responsibility (AOR) to inform how services are planned and delivered. We found they 
had a plan, which enabled them to meet the needs of the PAR, particularly those with 
complex needs, long-term or career-limiting conditions. 
 

• RRU Cranwell provided services to meet the needs of the military population and 
occupational needs of their employment within the geographical area of responsibility. 
The RRU provided a service to seven Primary Care Rehabilitation Facilities (PCRFs) 
within the region.  

• If a patient’s problem required a specialist musculoskeletal opinion, patients would be 
seen in a Multidisciplinary Injuries Assessment Clinic (MIAC). This included a Sports and 
Exercise Medicine Doctor (SEM) and a physiotherapist and could include an ERI when 
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required. Their role was to confirm diagnosis, arrange necessary investigations and offer 
a suitable management plan. The MIAC clinicians were available to discuss individual 
cases prior to or after referral to MIAC.  The MIAC offered one or more of: 
1) Management advice to PCRF 
2) Referral on for further investigations.  
3) Ultrasound guided injection.  
4) Referral on for intensive rehabilitation at the RRU.  
5) Referral on for secondary care opinion.  

• If the problem related to specific biomechanical issues of the foot, ankle or lower limb 
they would be reviewed by a band 7 podiatrist who could provide specialist podiatry 
assessment and bespoke orthotic provision. The podiatrist provided their services both 
within the RRU and peripatetically at some local PCRFs. The RRU also offered a joint 
podiatry and physiotherapy clinic known as ‘podysio’ where a physiotherapist with an 
ultrasound scan qualification could support assessment and diagnosis. 

• The MIAC ran for 24 hours over three days every week, led by locum doctors or an SEM 
GP with B7 Physiotherapist and ERI support. IACs were held over an additional two days 
a week for those patients with less complicated diagnoses, which were led by a Band 7 
Physiotherapist or Band 7 Podiatrist. 

• The podiatry service ran for 28 hours a week over three and a half days  

• Following the MIAC assessment, if more intensive rehabilitation was required, a referral 
would be made onto one of the three-week intensive rehabilitation courses. The RRU 
provided a mixed generals course (a course that provided general rehabilitation for a 
range of injuries including upper limb, lower limb and back injuries). Within the area of 
responsibility, the population at risk did not generate the need for specific courses. If 
patients required a specialist upper limb course, they would be referred to another RRU.  

• The RRU usually ran two courses concurrently with a one-week delay between the start 
of the two courses, meaning there was a two week overlap of the two courses.  

• Services were planned to take into account the holistic needs of different people including 
those in vulnerable circumstances. The RRU had close connections with the department 
of community mental health team (DCMH) at RAF Digby who could provide mental health 
support to patients suffering from anxiety and depression, for example. Referral was 
through the occupational health team which could be accessed through the medical 
centre at RAF Cranwell. This enabled the RRU to have a holistic understanding as to 
whether the patient was ready to return to work. In addition, there was the option to refer 
patients onto the Defence Medical Rehabilitation Centre (DMRC) for more specialist 
mental health support and rehabilitation. This enabled the RRU team to work closely with 
the chain of command involved with the individual to establish an appropriate strategy to 
return the patient to active duty when appropriate to do so.   

• If the RRU was unable to meet the needs of the patients through the courses, patients 
were referred on to ensure they received appropriate treatment. For example, patients 
could be referred onto specialist services within the military such as the DMRC, NHS 
orthopaedic services, or fast track referral for MRI scan or surgery, if this was in the best 
interests of the patient. 

• The RRU worked with the referring PCRFs to provide continuity of care for patients with 
regard to their exercise programmes. The RRU and PCRF used an electronic system 
(Rehab Guru), where the patients exercise programme could be shared between the 
services. This meant there was an increased responsibility from each of the services to 
provide a seamless, joined up service for patients, where all parties knew what was 
happening for the patient. The system also provided better governance, clinical and cost 
effectiveness, standardisation and patient satisfaction. It also helped to optimise the 
patient’s potential to progress with their rehabilitation and maintain rehabilitation gains 
made at the RRU once discharged back to the PCRF. 
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• Patients were provided with a course booklet, which provided information about anatomy, 
injury healing time and descriptions of the exercises. This included photographs to 
illustrate the exercises described. There was information on maintaining a healthy body 
weight and contact information for health promotion websites. There was space in the 
course booklet for patients to identify their goals and to record the numbers of each 
exercise they had completed.  

• Facilities and premises were suitable to meet the needs of the range of people who used 
the service. The RRU had a wide range of fitness, strength and conditioning equipment to 
meet the specific rehabilitation needs of the PAR. Patients we spoke with told us the 
equipment was generally in a good state of repair but that it was not the most modern 
equipment available and could do with being updated. Patients also said that facilities in 
the changing rooms would benefit from being updated and improved. Until recently there 
had not been any female changing rooms, and female patients had to use the poolside 
showers and changing facilities. A small new female changing area had recently been 
developed by dividing the male changing room facilities, although the shower was not 
operational at the time of our inspection.  

• There were information boards around the RRU, which contained a variety of information, 
for staff and patients and in response to patient feedback. We saw information on how to 
make a complaint, accessing mental health support and general well-being advice, which 
included details of a number of ways to contact other agencies. We saw ‘you said, we did’ 
posters, staff roles posters with photographs of each staff member and fitness test 
requirements for each of the armed forces.  

• Where patient’s needs were not being met, this was identified and used to inform how 
services were planned and developed. Staff completed reflective practice at team 
meetings in response to any issues raised. The OC told us that following feedback, they 
had made amendments to the transfer of care document used on discharge of patients 
back to the PCRF in order to improve communication between the RRU and PCRFs. 
Feedback from patients resulted in changes to how the service was planned, developed 
and delivered.  For example, patients on the course running during the inspection told us 
they had feedback that one pool class was very rushed and that the format was changed 
for the next session to give more time for each exercise.  

Access to the service 

The unit provided assessment and treatment services between 9am and 5pm from 
Monday to Friday 
 

• Patients had timely access to initial assessment, diagnosis or urgent treatment in a way 
which suited them. In the reporting year 2019 there were 911 referrals to the RRU. 541 
referrals were to the MIAC service, 71 for IAC services, 273 referrals for podiatry, and 23 
referrals for admission for residential rehabilitation.  

• The target for accessing MIAC services within 20 working days of referral is 85%. From 
quarter two 2018/19 to quarter three 2019/20, RRU Cranwell met or exceeded the target 
in three of the five quarters where data was available. Data demonstrated RRU RAF 
Cranwell had performed better in three of the five quarters where data was available and 
worse in two quarters, when compared to other RRUs in this time period. In the most 
recent quarter (quarter three 2019/20), 95% of patients who were referred to RRU 
Cranwell were offered a MIAC/IAC appointment within 20 working days. This was much 
better when compared to other RRUs in this time period. There was no data available for 
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any of the RRUs in quarter three 2018/19 as the dashboards were being reconfigured. 

 
 

(Sources: Defence Rehabilitation Dashboard Q2 2018/19 and Provider Information Pack - RRU 
Cranwell) 
 

• The target for accessing an RRU course was for 90% of patients to be offered a course 
starting within 40 working days of the MIAC appointment. From quarter two 2018/19 to 
quarter three 2019/20, RRU Cranwell failed to meet the target in three of the five reported 
quarters where data was available, but generally performed better than the RRU average. 
However, in the most recent quarter (quarter three 2019/20), only 50% of patients at RRU 
Cranwell were offered an RRU course within 40 working days of MIAC appointment which 
was worse than the RRU average. The OC raised concerns about the accuracy of the 
quarter three (2019/20) data and explained that they had raised this with Defence 
Statistics and that the data was under review. RRU data for the same period showed that 
66% of patients were offered a course within 40 working days of their MIAC appointment. 
There was no data available for any of the RRUs in quarter three 2018/19 as the 
dashboards were being reconfigured.  
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(Sources: Defence Rehabilitation Dashboard Q2 2018/19 and Provider Information Pack - RRU 
Cranwell) 

 

• The target for accessing a podiatrist is for 85% of patients to be offered an appointment 
within 20 working days of a referral to the Regional Podiatry Service. From quarter two 
2018/19 to quarter three 2019/20, RRU Cranwell met the target and performed better 
than the RRU average in all quarters where data was available. In the most recent 
quarter (quarter three 2019/20), 100% of patients at RRU Cranwell were offered an 
appointment within 20 working days of a referral to the Regional Podiatry Service, which 
was much better than the RRU average. There was no data available for any of the RRUs 
in quarter three 2018/19 as the dashboards were being reconfigured. 
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(Sources: Defence Rehabilitation Dashboard Q2 2018/19 and Provider Information Pack - RRU 
Cranwell) 

 

• The target for short-notice cancellation rates (cancellations with notice of less than one 
working day) for MIAC services, RRU courses and podiatry services is 5% or less. 

• From quarter two 2018/19 to quarter three 2019/20 the MIAC short notice cancellation 
rate at RRU Cranwell ranged from 4% and 7%. The cancellation rate was higher than the 
5% target in three of the five quarters where data was available and was lower than or 
similar to the RRU average in each of the last four quarters. There was no data available 
for any of the RRUs in quarter three 2018/19 as the dashboards were being reconfigured. 

 
(Sources: Defence Rehabilitation Dashboard Q2 2018/19 and Provider Information Pack - RRU 
Cranwell) 
 

 

• From quarter two 2018/19 to quarter three 2019/20 the RRU course short notice 
cancellation rate at RRU Cranwell was lower than the 5% target in all quarters where data 
was available and was lower than the RRU average in each of the last three quarters. 
across most of the period. There was no data available for any of the RRUs in quarter 
three 2018/19 as the dashboards were being reconfigured.  
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(Sources: Defence Rehabilitation Dashboard Q2 2018/19 and Provider Information Pack - RRU 
Cranwell) 

 
 

• The podiatry appointment short notice cancellation rate at RRU Cranwell was worse than 
the target in all five quarters of available data from quarter two 2018/19 to quarter three 
2019/20. In the most recent quarter, 7% of podiatry appointments at RRU Cranwell were 
cancelled at short notice. This was better than the RRU average of 10%. There was no 
data available for any of the RRUs in quarter three 2018/19 as the dashboards were 
being reconfigured.  
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(Sources: Defence Rehabilitation Dashboard Q2 2018/19 and Provider Information Pack - RRU 
Cranwell) 

 

• Referrals into the RRU came from two sources: from medical centres via the Defence 
Medical Information Capability Programme (DMICP), or directly from another RRU when 
seeking course provision at an alternate unit. Referrals were received electronically using 
the specified pathway initiated by the primary care unit. Electronic referrals were 
monitored throughout the day by the administration team and were triaged on the same 
day by four staff trained to do so at the RRU.  

• The service prioritised care and treatment for patients with the most urgent need. 
Referrals were classed as urgent and routine and triaged by the clinical lead 
physiotherapist. Referrals were allocated according to clinical and/or military needs. 
Referrals would be classed as urgent of the information identified red flags (symptoms 
indicating a more serious pathology) or if the patient was due to be deployed. The lead 
clinician would let the referrer know the outcome of the decision and would telephone a 
referrer when the referrals was inappropriate or there was an unusual clinical 
presentation. Staff told us the communication between themselves and the PCRFs was 
good and they would discuss any queries about referrals openly.  

• Patients had access to care and treatment at a time to suit them. The RRU operated 
between normal working hours Monday to Friday. The administration team oversaw the 
appointment system. Patients were allocated an initial appointment and information would 
be sent to the patient and referring unit. If this was not convenient, the appointment could 
be altered to suit the needs of the patient. Patients were given a choice of dates and time 
in line with availability to access the courses or follow up appointments. Patients were 
able to book follow up appointments or book onto courses following their initial 
appointment, so they were clear when they were next attending. This also ensured there 
was no delay between the initial appointment and patients starting on a course or 
attending a follow up appointment.  

• The administration team kept a spreadsheet of all referrals and the length of time a 
patient had been waiting. They could anticipate any interruptions to service, for example, 
a doctor not being available for a period of time and would flex their appointment 
availability to ensure patients received treatment at the right time. 

• The service demonstrated a pro-active approach to managing any planned or anticipated 
service disruptions. For example, there was planned work to the swimming pool which 
would make it inaccessible to patients for two weeks, so a plan had been put in place. 
The plan included rescheduling of course start dates and pre-loading the courses before 
and after with additional patient numbers to minimise disruption. 

• There was a clear process for patients who did not attend appointments. For patients who 
did not attend, the appropriate professionals were informed at the RRU and the referring 
PCRF and this was recorded in the patient’s records. There was a period of 30 days 
when the referring clinician could investigate whether or not the patient required an 
appointment. If the RRU had no further contact, they would be discharged and the 
referring RRU informed. This was in line with the ‘failure to attend’ standard operating 
procedure, dated September 2019. 

• Patients had access to fast track diagnostic imaging for identifying and monitoring 
diseases or injuries, if required, at a local private hospital. 

• Services were planned to take account of the needs of different patients. All reasonable 
efforts and adjustments were made to enable patients to receive their care or treatment. 
The unit was fully accessible for all patients as the RRU was on the ground floor and 
accessible. There was an equality and diversity policy for the RRU, which outlined the 
requirements to treat all job applicants, staff, patients, or any other person fairly. The 
policy covered the requirements based on protected characteristics (race, age, sex, 
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sexual orientation, marital status, disability) and any other characteristic defined. All staff 
at the RRU had completed equality and diversity training. 

• There was an RRU wide translation service that would be accessed through the medical 
centre.  

 

Listening and learning from concerns and complaints 

The unit had a system for handling concerns and complaints.    

• There was a designated responsible person who handled all complaints in the unit. The 

complaints policy and procedures were in line with recognised guidance and DMS 

processes.  

• Concerns and complaints were listened and responded to and used to improve the quality 

of care. There was a policy available to provide guidance for staff about complaints made 

about healthcare services provided by the defence (JSP 950 leaflet 1-2-10). This covered 

how the complaint was to be dealt with, including the stage of communication and 

investigation. The policy stated informal verbal complaints would initially be dealt with 

locally with the aim of an initial response within two working days. The complaints 

investigation should then be completed within 15 working days and the medical 

complaints manager should meet the complainant within five working days of the 

investigation being finished. A decision letter to the complainant should then be sent 

within another five working days of the meeting.  

• The OC told us that all concerns raised were investigated by the OC and RTSA. Initially a 
conversation was held to gain more information about the concerns raised and to attempt 
to reach a local resolution where possible. Where local resolution was not possible, 
concerns were progressed to written complaints which were handled in line with the 
complaints policy.  

• The RRU reported they had not received any complaints since the current OC has been 
in post (two years). (Source: Provider Information Pack - RRU Cranwell) 

• Information was available to support patients in making a complaint if they felt the need to 
do so. We saw that compliments, concerns, and complaints posters were widely 
displayed across the unit. Posters detailed the procedure for patients to make a complaint 
in the RRU and provided the contact details for the OC.  

• Any letters or emails of compliments were scanned into the RRU Governance workbook. 
The unit had a record of 20 compliments within the workbook. Any compliments received 
were shared with the team.  
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Are services well-led? 
(for example, are they well-managed and do senior 
leaders listen, learn and take appropriate action) 

Good ⚫ 

  

 

Our findings 

 

We found that this practice was well-led in accordance with CQC's inspection framework 

Vision and strategy 

• There was a clear vision and a mission statement set out for the service, with quality and 
safety as the top priority. The overarching mission statement for the RRU was "to sustain 
and improve operational effectiveness of armed forces personnel by provision of high 
quality, targeted rehabilitation, accelerating return to duty". There was a vision to 
‘rehabilitate, re-educate and reintegrate' patients. This was supported by a set of values 
which included ‘caring, compassionate treatment promoting re-education, rehabilitation 
and reintegration’. The RRU team had been involved in developing the vision and values 
and it was clear from speaking to staff and their interaction with patients, they had a clear 
understanding of the importance of providing high quality, personalised rehabilitation to 
patients.  

• There was a specific strategy and operational guidance for the defence medical 
rehabilitation programme (DMRP), which had been developed centrally. This contained 
detail on how the local services fitted into the overall strategy and operational framework. 
The document provided a detailed account of how services ran, what services were 
included, care pathways, all treatment referral clinical guidelines and facilities. 

• The overall strategy of the DMRP was to maximise the number of service personnel who 
were medically fit for role. The RRU had a local developmental business plan to support 
achievement of the central strategy. The direction of the local plan was led by defence 
primary healthcare (DPHC) but originated at unit level to shape the aspirations of the 
RRU over the forthcoming year. The RRU’s business plan identified a set of objectives 
and a clinical strategy to deliver the RRU’s vision. Five priorities had been identified in the 
business plan for the period of 2020- 2021 which aligned with the DMRP strategy. 
Examples of these priorities were timely MDT assessment and treatment, evaluation of 
clinical effectiveness and optimisation of clinical delivery through development of staff and 
services provided at the RRU. We saw that objectives set had associated actions, a 
named responsible person, target date for achievement and progress monitoring. 

Governance arrangements 

 
The service had an overarching governance framework, which supported the delivery of 
the strategy and good quality care. This outlined the structures and procedures and 
ensured responsibilities were clear and that quality, performance and risks were 
understood and managed.   
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• There was an effective governance framework to ensure quality, performance and risk 
were understood and managed. There was an overarching ministry of defence (MOD) 
corporate governance policy (JSP 525). This covered the structure of MOD governance, 
governance principle, roles and responsibilities, governance control processes and risk 
management processes. The policy was not specific to the RRU but provided context and 
guidance about how MOD governance processes worked.  

• Governance arrangements at RRU Cranwell were systematic and reflected best practice. 
We saw the unit had a comprehensive governance documentation and oversight system, 
which was referred to as the workbook. All staff could access the workbook and all staff 
were aware of the governance system through weekly team meetings and monthly 
governance meetings. 

• We reviewed the governance workbook which included the risk register, quality 
improvement programme actions and progress, mandatory training compliance, 
professional registrations, complaints, incidents, standard operating procedures and 
meeting minutes. 

• There was a common assurance framework (e-CAF) assessment which was a live 
document used to support the delivery of good quality care. The self-assessment e-CAF 
framework was based on eight domains. These included safety, clinical and cost 
effectiveness, governance, patient experience, accessible and responsive care, care 
environment and amenities, public health, and occupational health. We were unable to 
look at the RRU’s e-CAF at the time of inspection because of a system wide issue with 
the updating and maintenance of the eCAF.  

• There were systems and processes to identify, manage and mitigate risks associated with 
the unit. RRU Cranwell maintained a comprehensive register of all risks that could affect 
the RRU and its staff and patients. The risk register was reviewed regularly by the unit 
leads. All staff could add a risk to the register. The risk was rated for likelihood of impact 
and probability it would occur. Management plans and mitigating actions had been 
identified to manage the risk. A responsible person had also been designated to oversee 
and manage the risks.  Each risk was reviewed to check the likelihood of it happening 
was kept a low as possible. Staff we spoke with were engaged with the risk management 
process, the risk register and told us they were involved in discussions about solutions. 
This was in line with the RRU’s risk management standard operating procedure. 

• There were 15 active risks identified on the RRU risk register which all had a description 
of the identified risk, a risk rating, actions to mitigate the risk, timeframe and date in which 
the risk required a review. Each risk was RAG rated to give a severity score and an 
associated risk control approach. We saw that there were two risks rated high, and four 
rated medium, with the rest being rated low or no risk. Six risks related to infrastructure, 
four to personnel, two to clinical services, two to safeguarding and one to confidentiality. 
Risks that were no longer applicable were retired from the risk register.  

• There was a systematic programme of clinical and internal audit used to monitor quality 
and identify areas for improvement. An audit log was maintained which identified which 
audits were to be completed, how often, when they needed to be reviewed and who was 
responsible for the audit. There was an audit plan for the year which set out a timetable 
for audits such as record keeping, infection prevention control, medicines management, 
access time and injection therapy. 

• The service was provided with a quarterly dashboard, which detailed performance 
information on a number of key performance indicators. This included referral numbers, 
time taken to offer an appointment, numbers of patients who failed to attend or cancelled 
appointments, waiting times, and clinical outcomes. Each indicator was shown next to the 
average performance across the other RRU’s. This meant an overall comparison could 
be made to benchmark how well the unit was performing. The service actively reviewed 
information on the dashboard and if it did not appear to reflect the service, they would do 
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a review in more detail. The administrative team reviewed the dashboard for any 
discrepancies in performance data compared with the data held locally at the RRU. This 
meant that the team could investigate any discrepancies identified and be responsive to 
any errors found and ensure that performance data was accurate and reliable.  

• There were clear arrangements providing good oversight of safety, quality and risk at the 
RRU. There was a monthly team meeting at which all aspects of areas related to 
governance were discussed, which included safety and quality issues such as incidents, 
training, risks, infection prevention control, equipment updates staffing and patient 
feedback. We saw minutes of meetings which indicated this was occurring regularly. Staff 
told us they felt these meetings were a whole team affair and everyone was engaged and 
participated in discussions. 

• The RRU had a daily morning meeting, where staffing was reviewed alongside any 
immediate issues of concern and a plan of what everyone was doing for the day was 
discussed.  

• Staff were clear about their roles and understood what they were accountable for, 
including any additional roles and responsibilities they held. For example, all staff at the 
unit had secondary lead role in areas such as clinical governance, complaints, infection, 
prevention control and equipment care. Staff with nominated secondary lead roles had 
time allocated to fulfil these roles. 

 

Leadership and culture 

 
The management in the service demonstrated they had the experience, capacity and 
capability to run the service and ensure high quality care. They told us they prioritised 
safe, high quality and compassionate care.  

• Leaders had the skills, knowledge and experience to carry out their roles effectively.  Staff 
spoke very highly of the leadership from the service lead and how they were supported 
and empowered to develop their knowledge and skills. 

• The management in the service demonstrated they had the experience, capacity and 
capability to run the service and ensure high quality care. They told us they prioritised 
safe, high quality and compassionate care.  

• Staff spoke very highly of the leadership from the service lead and how they were 
supported and empowered to develop their knowledge and skills. 

• Leadership and culture at the unit reflected the vision and values of the DMS and were 
driving a wider systems approach to improve the quality of care for patients in the area. 
Leaders and staff demonstrated how committed they were working to improve the quality 
of care by developing the knowledge and skills of the local PCRFs and supporting them 
to evolve. The regional in-service training events enabled staff to get support from their 
peers and the clinical lead at the RRU with the aim of optimising care and treatment for 
patients.  

• There was a culture of strong team working both internally between RRU staff and 
externally with other organisations to ensure the best care and treatment was provided for 
patients. Staff supported each other on a daily basis and worked together to provide high 
quality care for patients.  

• Staff told us of the supportive relationships in the RRU and of the opportunities they had 
as a team to review the care and treatment being provided to individual patients. Staff 
also worked closely with external providers of care for military staff, including consultants 
and radiologists from a local hospital. External staff regularly attended regional in-service 
training led by the RRU. This provided external staff with the opportunity to better 
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understand the military requirements following the outcome of surgery and medical 
intervention to enable military personnel to get back to full operational activity. This 
enabled better team working due to all clinicians having a better understanding of the 
expectations of military requirements 

• Staff felt respected and valued and leaders encouraged supportive relationships between 
staff. Staff felt they could raise any worries or concerns and that these were always 
listened to and acted on. All staff at the unit, along with the service lead spoke of an 
open-door policy.  

• Leaders were visible and approachable, and staff were confident to speak up and raise 
concerns if required. The service had a military hierarchy of staff who delivered the 
services. Despite this, all staff felt confident and safe to speak openly about any concerns 
they had. There was a whole team ethos of ‘equal voice’ regardless of rank. 

• Patients we spoke with told us that all staff were approachable and supportive. They 
commented that the OC of the unit was very visible and checked in with course 
participants regularly. Patients told us they would feel comfortable to approach the OC 
with any concerns. 

• Communication within the RRU was good, both informal and formally through team 
meetings. Leaders supported staff development with regular appraisals and staff 
supported on another with peer reviews and in-service training. 

• Staff told us about social events and team buildings events, which were well attended.  
They also told us of the relaxed working environment and the supportive working 
relationships they had with each other. 

 

Seeking and acting on feedback from patients and staff  

• RRU Cranwell had its own patient feedback questionnaire which was collected at the end 
of each course to gather views and experiences of patients following their rehabilitation. 
This asked a variety of questions and included the Friends and Family test and the 
mandated DPHC variants. Questions were focused on meeting individual needs, 
confidentiality, dignity and respect, feeling listened to and involved, convenience of 
appointments and whether patients would recommend the service to family and friends. 
The latest results of the patient satisfaction questionnaire from 2019 showed high levels 
of satisfaction. Feedback collected was used to adapt and develop the way services were 
delivered. The service was able to provide examples of when they had acted on patient 
feedback to make improvements.  

• Staff were encouraged to give feedback and discuss any concerns or issues with 
colleagues and management. There was an open-door policy and staff felt comfortable to 
raise any issues or concerns with the service lead. They felt they were always listened to 
and well supported. 

• Staff felt actively engaged with the planning and delivery of the service and shaping of the 
culture. The service lead encouraged staff to bring forward ideas for service development 
and improvement and supported them to implement them.  

• The culture at the unit was developed around providing a personalised patient focussed 
service to meet the needs of each individual, in a timeframe which met their military 
operational requirements. 

 

Continuous improvement 
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There was a focus on continuous learning and improvement at all levels within the 
service.  
 

• The service had a business and service development plan for improvement which set out 
objectives and a clinical strategy. Priorities were identified as timely assessment, optimal 
service delivery and clinical effectiveness. The strategy, objectives and clinical delivery 
identified actions, responsibilities, target dates and progress.  

• The service carried out regional assurance visits. There was a regional advisory visit 
timetable led by the RTSA where the unit visited other sites to offer advice on a biannual 
arrangement. There was also a programme of peer review to other RRUs. This 
maintained a focus on continuous learning and improvement at all levels within the 
service. 

• There was a commitment to ongoing learning by all staff and there were examples of staff 
completing post graduate learning and training in order to enhance their knowledge and 
skills. 

• The service had representatives on various clinical advisory groups and working groups. 
 

 
 


