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CQCKeY Core Servce Cocation Theme CQC actions required et Gutcome. Whos Tor Month Tisks, obstacis, i
[Notice? IQUESTION |completed |ensuring the action is |completing the action |be completed |the actions has led to the intended outcome
lcompleted? (Evidence and method ofreview) Begun/On Track
hiame &0 T aammsyyy iskofslippage
e & T rdue
WELLTED  [Frovder /Tt [Board a e [Reguiation 17 ¥ o7 a T z T Tron 3 Tetween the central Feten Lodiord ot Rt [Mar. [Fracking examples f sks beng enfied and
senior management team or the board agenda lovern rving the senior management team or the board ey isks an the delivery of the quality improvement agenda [Dirctor of Nursing |qovernance team and dvisonal qualiy structures il b appointed nto of Qualit New sructure redesigned and proposal sent toFinance for final fescalated
This s breach of Regulation 17 (2) (e)(bHealth [agenda with lear sight of the mortaity improvement lan and CQC (submision of documents) (Goverance costings.
|and Social Care Act 2008 (Regulated Activities) limprovement plans team  |Review of
Regulations underviay. 2- 4 week consutation required vear end against top orgarisational isks
2014 (Part 3)
(e Davies T2 Review of Ward to Board [2016/17 reporting schedule Wil be agreed &L Trust _[paul Streat o06/2006 e [War.
Director of Nursing Board [MCP Development Director Draft 2016/17 schedule developed awaiting NED and Executive
(submisson of documents) approval before publication
[Clear accountability demarkation for the quality agenda. Katrina Percy i “Quality Team" [Executive portfolio changes will be published and _[Julie Dawes. 30/06/2016 [lune My
delivery between three clinical Executves to ensure submision of documents) 2016. New Directorof Nursing commenced in post 03/05/16.
laccountabily for elivery of quality improvement plan. lchis Gordon
Director for mprovement &
|safety
Strengthening of Professional leadership and Quallty (e Dawes o interim Wiark Morgan nterim November May:
|Governance focus within the Mental Health and Learning Director of Nursing is recruited to individuals in post Divisional Director Mental  |appointment. [Post agreed at Trust Executive Group. Interim appointment
pisabiltyDivision Health and Learing 311052016 made (Debra Moore) to provide professionalleadership
Disabiites pending recruitment of a substantive individual
substantive
appointment
0/11/2016
[Clear Ward to Board visibility of quality performance Katrina Percy 1. cerns, [ Ward to. ‘of quality performance |lulie Dawes 31/07/2016 uly [May:
g hotspot’ reporting reporting Director of Nursing Team level hotspot Tableau reporting diretly to Trust
(submisison of documents) [Executive Group from April 2016.
mproved ik management across The orgamsation [l Davies Revised Policy Wil be publihed Felen Ludiord SU0e2006  [August [Mar.
pirector of Nursing (submision of documents) it New Director of Nursing reviewing the Risk Policy and Risk
|Governance | Appetite Statement with the Risk Manager
3 SR [Provder /Tt [Trustwide Emvronment i st must make SgTcant mproverment (o e safety[Regulation 17 ¥ o1 Fauta Anderson 21 The Trustwl capial T Paceat _[Pauliohmson o0t e ey e visits consstently show evidence of staff
and quaity of healthcare provided by ensuring governance [oovernance arrangements that identiied, prioitisec and oasi of clinial risk i Capital localuni evel for all works. Head of Estate Sevices Jaware of their units
T for example, (submision of documents) rfected capital bics for 16/17
ligature iss, fal from heigh e Dawes mitigaton n place
environment including ligature iss,fallsfrom height and ~[Requlations patients absconding pirctor of Nursing
iss from patients absconding 2014 (Part 3) [Exception eporting 10 Trust EXECUTve Group on a oty [Petla Anderson TIG and TSt p T Wil Pace [paullohnson Uosi2006  |May [Mar.
.‘ (submision of documents) Head of Estate Services
improvement programme o Trust Executive Group n May andithis s now a monthly
standing tem on the TEG agenda.
[Strategi Capital plans wil be n place improving the Pauta Anderson oo Tohmson owz Wi
itisati of in place Head of Estate Services
lenvironmental iks at te frontine.
mproved nterface between estates and cnical services _[Paul Anderson p E o Pau ohson o0/2016  [une ey
any time. TIG meeting [These wilnclue estate works timescales (a5 Head of Estate Services Ste-specigc work plans being developed to incude actions
lappropriate) aisng rom lgature sk assessments, it vist,safffeedback
(review of sharepoint ies) etc
Clear, Estates eam [Clear plans willbe Gsplayed Paul lohnson o200 [y
(Chief Finance Officer (site visits) Head of Estates Services
[Mark Morgan 2.6 The previous Trust d [Minutes of L roup. [Paul Johnson 28/02/2016 [February
place ofaserior with estates. The ead of
Qo)
- agreed by the Trust executive (submission of documents)
Diision - Ensure that operational Nicky Bennett
|Assocate Director of Nursing project manager - postersinplace on uni
|- Ensure that the NICE) |- Forensic Services
- Monitor and audit identiid igture works across the Trust
- ptake of ELearming T
- Monitor Trust
- Ensure that reporting
- Continually dentify areas for improvement
[mproved understanding of sk assessment and more iark Morgan (27 The Trust i Toor, New isk assessment tool Pau lohnson oow20ts [ Moy
|consistent risk scoring at the frontline and more robust risk Divisional Director (submission of documents) [Head of Estates Services [New assessment tool developed and launched in March/April
Imitigaton plans will b in place: Mental Health and
Learning Disabilies Nicky Bennett
Diision Nursing
- Forensic Services
(28 An anmual = etiead, for ensure [T = Tigature _[Paul lonson 00672016 [lune My,
Jand contrlsare in place tinuiy agreement as to the of 2016/17 annual programme being reported tis month
s accurate and of a high quality (submission of
Learning Disabilities |documents) [Nicky Bennett
Diision Nursing
- Forensic Services
(Clear paiy change and consistent implementation Viark Morgan g y Toensue New Ligature management policy Paul lohnson 00672016 [une
Diisional Diector (submission of documents) Head of Estates Services
[Mental Health and
Learning Disabilies Nicky Bennett
Diision o
- Forensic Services
[Named Tead wil coordinate al elements of gature Rk [Viark Morgan T Trost inical New manager inpost Nicky Bennett ovoaz00  [March oy
|assessment and mitigation Divisional Director Nursing| [Project manager commenced in role
Mental Health and - Forensic Services
Learning Disabilies
Diision
erson 21 improve Tepor actions, any, have not assessed [Paul ohnson 0/08/2016  [Rugust
[Chiet inance Officer dentifed isks Jand mitigated
g the risk of Mark Morgan [2.12 Install Ige fer the works, Pl Number [Paul Johnson 11/05/2016 May May:
area, ead of instalation completed mid May.
MentalHealth and (stevisi)
L
[T [Trustwide Must | SR [Provider /TSt [Trustwide Envronment The ety [i/a a [See actions n 2above
and quaity o healthcare provided by ensuring governance mitigation of risk and of appropriate escalation
Identification of themes and trends will be more robust. |Julie Dawes 3.1 The taff to idenitfy trends and |Annual [Helen Ludford 30/06/2016 [une
Director of Nursing Peer ldeivered
patient saety arsing from the physical environment |Goverance
lincluding ligature risks, falls from height and risks from |QID will receive assurance of team-level mitigation of risks |Julie Dawes 3.2 The Quality, |QID papers and minutes [Deputy Directors of Nursing: [31/07/2016 uly
patients absconding, associated with the environmen. Director of Nursing —[Quality & Safety Comittee. submission of documents) era Courtney
aula ull
Debra Moore
[Feams wilhave greater ablty t review teir own Paul Streat 33 Esting [A tearms vall Fave team performance dashboards in _[Simon Beaumont o [MardT ey
ince and understand how this is linked to their [MCP director place and Trust Board will have visibility of every Head of Information Information team presenting team level performance to Trust
lbjectives including those around patient sfety. teams performance: Execuive Group on a weekly bsisfrom April 2016, Programme.
(submision of documents) Jsaa Courtney the
Deputy Director of Nursing year.
land Qulity
|Julie Dawes 34 d rolled out across the Trust |Sara Courtney 31/12/2016 |December [May:
Director of Nursing i ] n organisatonal Development leads presented curtent
lincluding that linked to the management of environmental risks| programmes |and Quality programmes of support and a proposed ‘intensive support'
|Sandra Grant (submission of documents) [ package to Trust Executive group in April 2016
Director of Workforce
35 e Navigaton Maps, wil y Tprovement [Sara Courtney SUT2/2006  [pecember [War.
n Directorof Nursing [as talored meesures o the specfic team objectives ting|Depr s [Many teamswithin Learning Disailties, Mental Health,
|actions including those linked to environmental risks |all improvement actions. land Quality a
lchis Gordon single Improvement plan e a result o their Nav Map exercse
[c00, Director of atient (submision of documents) These are not standardised at present.
satety
4 SAFE. [Provider / Trust | Trust wide to the safety [Regulation 17 Ht od tt |Chris Gordon o time.
and quaity o healthcare provided by ensuring governance[govern: artangements to delver obust ncident lorganisation 1c00, Director of Ptient o audit scheduie for Q4
1 investigation Safety
future ris Inpatient deaths in AMH/LD will be investigated in a consistent |Chris Gordon 4.1 \dult Mental [Helen Ludford 30/06/2016 [June. (May:
reduction ar identified and acted upon. Regulations fashion 00, Diector of Patient Uiyyses data Al MH/LD inpatient deaths being reporte as SIRs Procedure
2014 (Part 3) Safety submision of documents) (Governance porting
updated to reflect this change.
a [Chrs Gordon @ T Felen Ludiord 00672016 [lune May:
regardiess (000, b Uiysses data |Assocate Director of Quality New process n place which ensures all RCAS go through
|of whether a SIRI or not |safety (submission of documents) |Governance corporate panel
Sl and incident policies bing updated to eflct this change
Mitigate risks inherent in IMA stage of process |Chris Gordon 14.3 IMA audit tool will Ri IMA audits undertaken and feedback provided to staff |Helen Ludford 31/05/2016 May May:
|COO, Director of Patient| (submission of documents) IMA audit tool amended to include cross check with Patient.
Safety [Goverance thly basis
for improvement 30/09/2016 [September May:
investigation nto deaths Medical Director |on review findings an recommendaions ecommendations vil b identied and implemented eview commissioned and investigator appointed. Work
(submision of documents) elen Ludford underviay tocontact famiies and set up intrviews
[Goverance
Tor: (&5 The Trustwil TrustPatient o o deserption 0062016 [une [Mar.
I [ Medical Director |and clear objectives Medical Director [post holder recruited and commenced in role. Final details of
al services ob
o [Chrs Gordon a5 5 [ert 0i05/2006  [May May:
lincidents |COO, Director of Patient| f ity | Pl
|afety (submission of documents) |Governance Ulysses. Template for sharing learning from corporate panels
va this system has been developed and agreed.
|Julie Dawes 47 [New strateg [Helen Ludford 30/08/2016 |August
Dirctor of Nursing (submision of documents)
[covermance




Review commenced

[Chris Gordon 5 Panel minutes. [Felen Ludford 30/08/2016 [August
[c00, Director of Patient (submission of documents) of Qualty
[safety |Governance
[Chris Gordon ilar Felen Ludford 3070672016 [August
1c00, Director of these. themes and causes. of Qualty
afety - 48hr panel chairs 1o be advised of new requirement |Governance
[Sandra Grant [a10The q ppor 3170372017 Mar17
Director of Workforce (submission of documents) |Organisational Development
[5[Trustwide Must | RESPONSIVE _[Prowider / Trust [Trustwide, e satety [/ Wa 1 e 3170772016 oy
Do land quality of healthcare provided by ensuring governance Medical Director place
[arrangements: identify,record and effectively action lobjectives (submission of documents)
lconcerns about patient safety raised by staff. P [lie Dawes “Back to the Floor Programme to be i place and frontine teams to_[Helen Ludford 310772016 Ty
g report
(submission of documents) |Governance
[A more engaged worklorce who feel supported o raise [Sandra Grant he eview report [Amanda smith 3070972016 [September
(submission of documents) Deputy Director of
lappropriately [Workforce
Emma Mckinney
|Assocate Director of
[Staff clear as to the escalation processes that are in place to__[Sandra Grant 3 taif Review report 3171072016 [Octaber
raise concerns about patient safety Deputy Director of
staffbrief Promotion of exisiting tostaff [Workforce
emma Mckinney
|Associate Director of
g e Must SAFE[Provder / Trust [Trustwide y Wa Seeactionins
Do Jand quality of healthcare provided by ensuring governance
arrangements: identify,record and effectively action
lconcerns raised by staff about their competence to carry
Jout their roles. improve staff engagement in the annual Training Needs [Sandra Grant .1 Ensure frontine staffare fully engaged in the Trusts inwhich o ff A [Bobby Moth 31/10/2016 [October
|Analysis process Director of Workforce the hosting of ™ (submission of documents) |Associate Director of
Leadership, Education and
elopment
[Sandra Grant [6:2 Conduct a starr i foel that traming Survey results [Amanda smith 30/09/2016 [September
(submission of documents) Deputy Director of
Jadress these. [Workforce
[Standardised approach to supervision (o support staff and [ 1ulle Dawes, T et E talt Paula Ful 300872016 September
! for, Director of Nursing . rsing
to be raised leffective land Quality
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Requirement _|CQC KEY Core Service Location [Theme CQC actions required Regulation breached How the regulation was not being _|Outcome or the action |Who is accountable for ensuring the _|Action/s to be taken How will completion of the action be evidenced [Who s responsible for completing the action Date action must be |Month last __|Action Progress Progress update on individual actions How will you evidence that the completion of the actions |Intended Outcome
Notice? QUESTION met will deliver once completed action is completed? completed action willbe  [Blue=Complete has led to the intended outcome (Achieved
(Evidence and method of review) completed  |Green= Begun/On Track Blue=Complete
ddimm/yyyy |Amber=Risk of slippage (Green=Begun/On Track
Red=Overdue |Amber= Risk of slippage
Red=Overdue
WARNING NOTICE ACTIONS 1-6 ARE PRESENTED ON A SEPARATE TAB
7 i SAEE |G based AMH Risk assessments [The trust must ensure that staff Regulation 12 HSCA (RA) _[There was not consistent use of risk [ 100% of risk assessments will be Mark Morgan, Director of Operations 7.1 Interim action: Update AMHT/CMHT SOP to imit the places on RIO where fisk information s _Revised SOP iz Durrant, Area Manager — Southampton AMH __ [30/06/2016 lune [Green Tncreased numbers of patients have a My Safety Plan in
Notice mental health services |community teams & care planning  [undertake risk forall 2014 Safe care processes. Crisis plans ~[completed. (Mental Heaith, Learning Disabiliies & [entered. (Risk Assessment module and the latest consultant etter only) Communications to staff about revised SOP/minutes of team place (trajectory to be determined by t&f group and
for adults of working (including capacity [patients that use the service and that ~[and treatment were not used consistently. Social Care) meeting discussions evidenced by RIO report or manual audit)
age. & consent) patients' care plans include the risks  [This is a breach of regulation Decreased numbers of patient safety (submission of documents)
that have been identified and the  |12(2)(2) Health and Social incidents where failures in risk Increased compliance with new training programme
actions required to manage these.  |Care Act 2008 (Regulated werea or (trajectory to be determined by t&f group and evidenced
[Actvites) Regulations 2014 cusative factor, 7.2 Task & Finish Group to: Report from Task and Finish group iz Durrant, Area Manager — Southampton AMH __|30/09/2016 September _|Green by LEaD reports)
(part3) - review the functionality of the existing RIO risk assessment tool and determine the improvements |(submission of document)
required Thematic reviews of AMH incidents will be carried out on a|
- determine how the new My Safety Plan’ (collaborative safety care plan) and crisis plans reflect 6 monthiy basis and will expect to see a reduction in the
the risk information and are incorporated onto RiO number of incidents where failings in risk management
- carry out a gap analysis of the risk assessment and risk care planning training currently available \were a causative or contributory factor.
and determine the improvements required
- establish trajectory of compliance for My Safety Plans being in place and new risk management
training being undertaken
7.3 Make the necessary changes to the risk module on RIO in association with Servelec to reflect |Updated risk assessment module on RIO Tony Goodwin, Senior Systems Manager [TBCatendSept16 [TBC [Green
the recommendations of the task and finish group (submission of document) (dependant on extent
of changes
recommended by
IT&F group)
7.4 Devise a risk management training package and establish a programme to roll this out in 2017 | New training materials and schedule for roll out (submission |Louise Hartland, Governance, Quality and 31/12/2016 December _|Green
that reflects the recommendations of the task and finish group of documents) Compliance Manager LEaD
6 [Requirement SAEE |G based AMH [Risk assessments [ The trust must ensure that staff follow |Regulation 12 HSCA (RA) __[There was no clear process for [A Tobust system and consistent Mark Morgan, Director of Operations 8.1 Interim action: Al multi-Gisciplinary team meetings o include discussion of patients who DNA © of team meeting [AMF Area Managers: 31/05/2016 May May 16 Corporate panels will monitor on an ongoing basis
INotice mental health services |community teams & care planning  |a consistent procedure for following  [Regulations 2014 Safe care ~|following up on patients who did not |procedure is in place applied 100% of  |(Mental Health, Learning Disabilities & |as a standard agenda item discussion Liz Durrant This is now a standing item on all MDT agendas |whether DNA management continues to be a contributory
for adults of working (including capacity |up on patients who do not attend their and treatment attend their appointments, even  [the time. Social Care) MDT agendas Karen Guy or causative factor in incidents
age. & consent) appointments, especially those This is a breach of regulation [when a person was identified as high (submission of documents) Graham Webb
identified as posing a high risk of harm [12(2)(@) Health and Social |risk of harm to themselves and/or  |Decreased numbers of patient safety Biannual audit of DNA management until practice is
to themselves and/or to others. Care Act 2008 (Regulated  [others. incidents where poor management of embedded
|Activities) Regulations 2014 DNA episodes was a contributory or 8.2 Administration of MDT meetings to be changed in order that discussions about patients who _|Audit of individual patient records who DNA as identified |AMH Area Managers: 31/07/2016 [uly |Green
(Part 3) causative factor. DNA and the plans that are agreed as a result are entered onto the individual patient's RiO record ~ |through Tableau report Liz Durrant
rather than in the MDT minutes (Submission of documents) Karen Guy
(Graham Webb
8.3 Revise the CMHT and AMHT Standard Operating Procedure to reflect the requirement for _|Revised SOP within AMHT and CMHT Karen Guy. Area Manager- CMHT / Liz Durrant, Area |30/06/2016 lune [Green Mayl6
teams to discuss people who DNA at the MDT meetings c to of | Manager- AMHT |AMHT SOPhas been updated. CMHT SOP is in progress
SOP amendments at team meetings
(submission of documents)
8.4 Complete the review of the current Clinical Disengagement Policy and make any necessary _|Revised (Version 6) SH CP 97 “Clinical Disengagement/ _|Area Heads of Nursing: 30/09/2016 September _|Green
improvements to it. The review process will include a Soton Learning network event which will  |Patients who DNA" policy available on Trust website- Carol Adcock
discuss learning from previous incidents associated with clinical di ission of documents) Nicky Duffin
Liz James
8.5 Launch revised Clinical Disengagement policy including headlining it at AMH Learning Network |C 10 staff and agenda of learning network _|Area Heads of Nursing: 31/10/2016 October [Green
event event Carol Adcock
(submission of documents) Nicky Duffin
Liz James
g SAFE_|Child and adolescent _[Bluebird House Restrictive The trust must ensure that it follows _|Regulation 12 HSCA (RA) __In Bluebird House medical staff were [Trust will have a model of on-call cover_|Dr Lesiey Stevens, Medical Director _[.1 Interim action: Put plans in place to ensure Consultant Psychiatrist on-Call of senior registrar on-|Communications to Staft Dr Mayura Deshpande, Clinical Service Director (55) |31/05/2016 May May 16 Periodic audit of seclusion medical review untl practice is
INotice mental health wards. practice the Mental Health Act Code of Practice|Regulations 2014 Safe care [not able to attend young people’s  [that s able to meet the requirements of call undertake the initial medical review for new episodes of seclusion out of hoursif on-call trainee | Minutes of Trust SAFER group meetings Mary Kioer, Clinical Director (AMH) (Consultant psychiatrists, senior registrars on on-call rotaand ~ |embedded
(chapter 26, paragraph 26.128). This  [and treatment medical reviews, within one hour of [the MHA Code of Practice whilst being doctor s unavailable and that any breaches are reported on Ulysses as an incident. [Review of Ulysses incidents [lennifer Dolman, Clinical Director (LD) senior nurses made aware of expectation.
requires that the responsible clinician [This is a breach of Regulation|the commencement of seclusion, as ~|cost-effective and sustainable. (submission of documents)
or duty doctor (or equivalent) 12(2) (a) (b) Healthand  [they had other commitments;
undertakes the first medical review of [Social Care Act 2008
2 young person in seclusion within one |(Regulated Activities) 9.2 Carry out a review of all episodes of seclusion in AMH, specialised services and LD from Dec _|Review report Dr Mayura Deshpande, Clinical Service Director (55) |31/07/2016 uly |Green
hour of the commencement of [Reguiations 2014 (Part 3) 2015 - April 2016 to determine how many episodes of seclusion were not reviewed within the first |(Submission of documents) Mary Kloer, Clinical Director (AMH)
seclusion, if the seclusion was hour by the on-call doctors out of hours and thereby establish scale of the problem. John Stagg Associate Director of Nursing (LD)
authorised by an approved clinician
who is not a doctor or the professional
in charge of the ward.
9.3 Use results of audit to feed into Trust-wide review of junior medical on-call [Trust-wide review report Dr Mayura Deshpande, Clinical Service Director  |31/08/2016 [August [Green
(submission of documents)
10 [Requirement SAFE | Acute wards for adults |Allwards Environmental & |The trust must ensure that premises _|Regulation 12 HSCA (RA) _[There has been insufficient action | clear Understanding by frontime staff | Mark Morgan, Director of Operations _[See Action 2 (warning notice tab for Trust-wide actions which will include AMH services taft of ligature process
Notice of working age and equipment and equipment are sate. The provider |Regulations 2014 Safe care  |taken to identify and prioritise action [of the ligature, environmental and  ((Mental Heaith, Learning Disabilities & evident on peer visits and up to date unit-
psychiatric intensive must identify and prioritise action and treatment required to address environmental  |equipment related risks on each Social Care) 10.1 Develop a clear process for identifying and prioritising environmental risks across AMH Process document for AMH Nina Davies, Transformation Business Partner- 31/05/2016 May May 16 based environmental work plans in place
care units required to address environmental [ This was a breach of ligatures on the wards. inpatient unit and robust systems and services that includes the process for escalation and governance responsibilties. Minutes of AMH Environmental Meetings Mental Health Process in place across the division. AMH minutes available
risks on the wards, such as Regulation 12 (2) (b) (d) (6) processes for prioritising and managing (submission of documents) (Ongoing monitoring of incidents linked to ligature points
[management of ligature points. Health and Social Care Act these. or environment
2008 (Regulated Activities)
Regulations 2014 (Part 3)
1T [Requirement SAFE_|Acute wards for adults |Kingsley Ward, Melbury _[Environmental & [The trust must ensure i takes Regulation 12 HSCA (RA) _|Insufficient action had been taken | No incidents inked to AWOLS/falls from | Mark Morgan, Director of Operations _|See action 2 (warning notice tab) in refation to Trust-wide improvements in ligature/estates
INotice ofworkingage and ~ |Lodge equipment sufficient action to Regulations 2014 Safe care [and to manage the safety of patients [Melbury Lodge. (Mental Heath, Learning Disabilities & [managementand action 2.12 specifically i refation to the Melbury roof
psychiatric intensive [manage the safety of patients at and treatment at Kingsley ward. Statf could not Social Care)
care units ingsley ward, Melbury Lodge, This was a breach of clearly observe patients and patients |Reduction in the number of incidents 11.1 Domed mirrors to be installed on Kingsley Ward, Melbury Lodge to improve the sight fines _|Domed mirrors in situ Paul Johnson, Head of Estate Services 31/05/2016 May May16 Peer reviews and site visits
including ensuring staff can clearly  [Regulation 12 (2) (b) (d) (g) |could access the roof and climb out ~[linked to observations on the unit ome
observe patients to mitigate Health and Social Care Act  |of the wards garden. (site visit) Dome mirrors Installed on 16.5.16
° Regular review of incidents linked to the environment at
environmental risks 2008 (Regulated Activities) Mislnary Locye o identiy any emerging or uneesolved
Regulations 2014 (Part 3)  [The trust had not ensured security issues,
re in place to keep
Regulation 17 HSCA (RA)  |patients safe whilst receiving care, evidence of acton taken n response to patient safety
Regulations 2014 Good  |including, restrictive protection
‘ incidents related to the environment
governance required in relation to the Mental
This s a breach of regulation |Health Act 1983. Patients detained
17(1)(b) Health and Social  |under the Mental Health Act 1983
Care Act 2008 (Regulated  [have absconded from Kingsley ward
Activities) Regulations 2014 |via the fence and the roof. The most
(Part 3) recent abscond was 21 February
2016
12 |Requirement SAFE_|Acute wards for adults |Kingsley Ward, Melbury _|Environmental & [The trust must ensure that it protects |Regulation 10 HSCA (RA) | The trust had not ensured that Improved privacy and dignity for Mark Morgan, Director of Operations | 12.1 Vistamatic windows to be installed on all 25 bedroom doors, Resorce Room and Family Room|New doors installed Pal Johnson, Head of Estate Services 30/04/2016 [April Mayl6 Review of patient feedback from Melbury ward o ensure
Notice ofworkingage and ~ [Lodge lequipment patients' privacy and dignity in a safe 2014 Dignity privacy and dignity is patients on Kingsley Ward whilst stll ~ |(Mental Health, Learning Disabilities & (site visit) Vistamatic doors installed in April 2016 continued patient satisfaction around privacy and dignity
psychiatric intensive way on Kingsley ward. respect protected in a safe way on Kingsley  [allowing safe observations Social Care)
care units This s a breach of Regulation|ward.
10(2)(a) Health and Social
Care Act 2008 (Regulated
| Activities) Regulations 2014
(Part 3)
13 [Requirement SAFE_|Acute wards for adults |Hamtun PICU, Antelope _|Environmental & [The trust must ensure that the works |Regulation 12 HSCA (RA) | The seclusion room on Hamtun __[FIt for purpose seclusion room on Mark Morgan, Director of Operations _|L3.L Amend Hamtun seclusion room plans taking into account MHA Code of Practice and additional Revised seclusion fo0m plans/drawings Paul Jonnson, Head of Estate Services 31/05/2016 May [May16 /a - evidence of individual actions will provide the
Notice of workingage and ~ |House equipment on the seclusion room on Hamtun  |Regulations 2014 Safe care  [psychiatric intensive care unitis not ~ [Hampton ward that complies with MHA |(Mental Health, Learning Disabilities & [suggestions made by CQC (submission of documents) A number of different design options have been provided to | necessary assurance
psychiatric intensive psychiatric intensive care unitare  [and treatment fit for purpose. Code of Practice Standards Social Care) the Trust and these have been considered by the clinical team
care units completed so that the room i fit for  {This was a breach of resulting in a preferred design option being agreed.
purpose. Regulation 12 (2) (b) (d) (6)
Health and Social Care Act 13.2 PFI partners to provide costings for new design and issue tender Costings and tender paperwork 30/06/2016 une (Green [May16
2008 (Regulated Activities) (submission of documents) Anintrusive survey is being carried out on 01.06.16 following
Regulations 2014 (Part 3) the design option chosen by the clinical team. Following this,
the construction team will provide costs and timescales for the
clinical team to sign off on 10th June.
09/06/2016 30f5 FATempFolder\Appendix 1 CQC action plan FINAL xlsx



Requirement _|CQC KEY Core Service Location [Theme CQC actions required Regulation breached How the regulation was not being _|Outcome of Improvement the action |Who is accountable for ensuring the _|Action/s to be taken How will completion of the action be evidenced [Who s responsible for completing the action Date action must be |Month last __|Action Progress Progress update on individual actions How will you evidence that the completion of the actions |Intended Outcome
Notice? QUESTION met will deliver once completed action is completed? completed action will be has led to the intended outcome (Achieved
(Evidence and method of review) completed Blue=Complete
dd/mmiyyyy |Amber=Risk of slippage (Green= Begun/On Track
Red=Overdue |Amber= Risk of slippage
Red=Overdue
13.3 External contractor to carry out building works of new seclusion room Building works completed on new seclusion room [TBCafter 30/06 [TBC [Green Mayl6
(site visit) (dependant on (Options arising from the survey/costing stage will dictate the
costings and tender [programme length. Building control will be required prior to
process) commencing work (up to 4 week timeframe). It has been
agreed with the contractors (Bellrock) that during this time
materials will be ordered to allow commencement of building
Iwork immediately following building control sign off
13.4 Interim action: Screen to be Used as an interim measure, when the seclusion foom is in se, _|ward manager spot checks, Liz Durrant, Area Manager — Southampton AMH | 16/04/2016 [April Mayl6
o protect privacy and dignity of patients Screen being used for each seclusion episode
T4 [Requirement SAFE [Actte wards for adults |Elmieigh & Melbury Lodge _[Environmental & |The trust must ensure that staff at __[Regulation 12 HSCA (RA) __|Staff did not always check and record | Appropriate management of Dr Lesley Stevens, Medical Director | 14.1 Medicines Management team to re-issue advice re action to be taken if outside of safe range. |communications from Meds management team Ewan Male, Interim Chief Pharmacist 31/05/2016 May Mayl6 [Site visits and peer reviews consistently find evidence of
Notice of working age and lequipment Elmleigh and Kingsley ward at Melbury |Regulations 2014 Safe care ~[medicine fridge temperaturesat  [medication fridges Communication regarding the requirements and escalation  [fridge temperatures being managed appropriately
psychiatric intensive Lodge check and record medicine  |and treatment Elmleigh and on Kingsley ward at (submission of documents) process sent out to staff from the Medicines Management
care units fridge temperatures to ensure This was a breach of Melbury Lodge to ensure medicines Team
medicines are stored at the correct  Regulation 12 (2) (b) (d) (g) |were stored at the correct 14.2 Fridge temperature monitoring template to be reviewed and re-issued so as to assure New template Vanessa Lawrence, Pharmacy Lead 30/06/2016 [June
temperature. Health and Social Care Act  [temperature. standardisation across the trust (submission of documents)
2008 (Regulated Activities)
Regulations 2014 (Part 3)
14.3 Survey of the maximum temperatures reached in all inpatient dispensing rooms where Completed survey results and plans for remedial works _|Paul Johnson, Head of Estate Services 30/06/2016 lune [Green
medicines are stored to be carried out and solutions to be sought to ensure temperatures remain | (submission of documents) Vanessa Lawrence, Pharmacy Lead
within the recommended limits (e.g. air conditioning installation)
15 [Requirement SAFE | Wards for people with |Eveniode Environmental & |The trust must ensure that Regulation 12 HSCA (RA) _|The environmental fisks at Evenlode | safe environment wil be provided for |Mark Morgan, Director of Operations _|See action 2 (warning notice tab) regarding Trust-wide improvements in igature/estates
Notice learning disabilities lequipment environmental risks are addressed at ~|Regulations 2014 Safe care ~[must be addressed. Until the patients at Evenlode with remedial  [(Mental Health, Learning Disabilities & [management which will apply to Evenlode
and autism Evenlode and that appropriate and treatment necessary changes are made to make |estates works completed as appropriate|Social Care)
measures are implemented to This was a breach of the environment as safe as possible, [and residual risks managed through
effectively mitigate the risks to Regulation 12 (2) (d) Health [appropriate measures must be clinical risk management processes.
patients using the service. and Social Care Act 2008 [implemented immediately to
(Regulated Activities) mitigate effectively the risks to
Regulations 2014 (Part 3)  |people using the service. 15.1 Introduce immediate safeguards to ensure patient safety (Site visits) Linda Kent, Ward Manager 30/03/2016 March Mayl6 Peer reviews and site visits
- shortening of cables Evidence was also reviewed by CQC at repeat visit in Al actions taken following initial CQC visit and evidence
- review of ligature risk assessments February 2016, provided to CQC during repeat visit in February 2016 [Regular review of incidents linked to the environment at
- review and update patient risk plans Evenlode to identify any emerging or unresolved issues.
- increase night time observations
Evidence of action taken in response to patient safety
15.2 Engage and consult effectively with the patient group around further changes being made to_|Minutes from patient engagement meetings,1-1 discussions 31/05/2016 May Mayl6 incidents related to the environment
reduce the risk from ligature points. documented in care notes Patients have been involved and consulted with regarding the
(submission of documents) planned bedroom refurbishment works
15.3 Schedule of bedroom works to be completed by external contractors Bedroom works completed Paul Johnson, Head of Estate Services 30/07/2016 Ty Mayl6
(site visits) Programme of refurbishment of bedrooms underway. New
doors ordered with integrated hinges and vistamatic panels.
Integrated door alarm to be fitted.
15.4 Once structural bedroom works are completed, install new ligature-free beds and wardrobes. |New furniture in place 31/07/2016 uly [Green Mayl6
(site visits) \Wardrobes and beds ordered and of
bedrooms for installation.
16 [Requirement SAFE [Wards for people with | The Ridgeway Centre Environmental & [The trust must take action o address |Regulation 12 HSCA (RA) __|Known environmental rsks at the _|A safe environment wil be provided for |Mark Morgan, Director of Operations _|See action 2 (warning notice tab) in relation to Trust-wide improvements in ligature/estates Peer reviews and site visits
Notice learning disabilities lequipment the remaining environmental risks at ~|Regulations 2014 Safe care  [Ridgeway Centre had not been patients at The Ridgeway Centre with |(Mental Health, Learning Disabilities & -[management which will apply to The Ridgeway Centre
land autism the Ridgeway Centre. and treatment addressed. remedial estates works completed as  |Social Care) Regular review of incidents linked to the environment at
This was a breach of appropriate and residual risks managed 16.1 Address outstanding ligature points in garden as highlighted by CQC remedial works carried out Paul Johnson, Head of Estate Services 31/05/2016 May May16 Evenlode to identify any emerging or unresolved issues.
Regulation 12 (2) (d) Health through clinical risk management (site visit) Work to remove residual ligature risks identified in garden have
and Social Care Act 2008 processes been undertaken Evidence of action taken in response to patient safety
(Regulated Activities) incidents related to the environment
Regulations 2014 (Part 3)
17 |Requirement SAFE | Wards for people with |Eveniode Environmental & [The trust must ensure that that the _|Regulation 12 HSCA (RA) __|The clinic room at Evenlode must be_[Safe ft for purpose clinic room faciity | Mark Morgan, Director of Operations | 17.1 Identify gaps in essential resuscitation equipment and purchase any necessary additional __[equipment in place [inda Kent, Ward Manager 31/05/2016 May Mayl6 [Site visits and peer reviews consistently find clinic room fit
Notice learning disabilities equipment clinic room at Evenlode is fit for Regulations 2014 Safe care ~made fit for purpose and contain all (Mental Health, Learning Disabilities & [equipment (site visit) Resus bag now equipped s per policy. for purpose
and autism [purpose and contains all appropriate [and treatment appropriate essential equipment for Social Care)
essential equipment for resuscitation. {This was a breach of resuscitation. 17.2 Remove staff lockers currently within clinic room N unnecessary items in clinic room 31/05/2016 May May16
Regulation 12 (2) (d) Health (site visit) Lockers removed from clinic room
and Social Care Act 2008 17.3 Purchase clinic room treatment chair equipment in place 30/06/2016 une (Green May16
(Regulated Activities) (site visit) Treatment chair ordered
18 |Requirement SAFE | Wards for people with |Eveniode [Supporting staff | The trust must ensure that staff at___|Regulation 12 HSCA (RA) | The training, learning and Stal feel properly trained to carry out_|Mark Morgan, Director of Operations _|18.1 Review all Staff training records to ensure compliance with statutory and mandatory training | Training Records and 1:1/appraisal paperwork [inda Kent, Ward Manager 30/06/2016 une [Green Mayl6 [Report that provides assurance that staff have accessed all
Notice earning disabilities Evenlode receive appropriate and up 2014 Safe care needs of staff had not their roles and supported in accessing ~|(Mental Health, Learning Disabilities & ~[and seek staff views as to additional training they feel s required. (site visit) Staff have had 2x away days where they identified some the training that they and their line manager agreed was
and autism to date specialist training to be able to [and treatment been identified and actions taken to ~|this. Social Care) training needs over and above stat and man training, required following individual training needs analysis
carry out their jobs as safely and This was a breach of meet any gaps, stat and Man compliance is being monitored on a olling basis
effectively as possible. Regulation 12 (2) (d) Health through divisional performance meetings
and Social Care Act 2008 Additional training needs analysis to be undertaken
(Regulated Activities)
Regulations 2014 (Part 3) 18.2 Liaise with LED to establish how best to meet identified training needs on an ongoing basis 30/06/2016 lune [Green Mayl6
and ensure all staff are booked onto required courses. External specialist training in forensic risk assessment and
general update in forensic practice has been organised.
19 |MUST SAFE | Wards for people with |Trust wide [Supporting staff | The trust must ensure that its n/a n/a 100% compliance with ‘Protocol for the |Mark Morgan, Director of Operations _|19.1 The protocol will be re-visited with all appropriate staff through discussion i team meetings. | Staff to sign to evidence reading and understanding of Evenlode - Linda Kent, Ward Manager 31/05/2016 May Mayl6 Bathing care plan audits
learning disabilities “Protocol for the Safe Safe Bathing and showering of People  [(Mental Heaith, Learning Disabilities & [Reference to the protocol will be included in local induction checklists. bathing protocol Evenlode - 100% of currently available statff have signed to say
and autism Bathing and showering of People with with Epilepsy’ for inpatients with Social Care) Updated local induction checklists RWC - Paul Munday, Clinical Service Manager have read. staff awareness demonstrated at peer review/site visits
Epilepsy is epilepsy. (submission of documents)
lembedded as swiftly as possible and [RWC - 100% of staff currently available to work have received
that staff receive appropriate training and signed for in respect of receiving the protocol.
to ensure understanding and
consistency of practice. 19.2 Posters to be created and placed in each foom with a bath Posters visible in each bathroom Evenlode - Linda Kent, Ward Manager 31/05/2016 May Local induction checklist for LD inpatient services has been
(site visits) lamended to add reference to Bathing protocol
RWC - Paul Munday, Clinical Service Manager
Posters created and in place
[0 [Requirement SAFE | Wards for people with |Eveniode & The Ridgeway _|Investigations & _|The trust must ensure that leaming _|Regulation 17 HSCA (RA) _|Th trust had not analysed and Cearning s shared. Actions and IUlie Dawes, Director of Nursing & __[See action 3 (warning notice tab) re plans for team-based improvement plans that wil apply across
Notice learning disabilities ~ |Centre learning takes place Regulations 2014 Good  |responded to information gathered |recommendations have been AHPs the organisation and action 4 (warning notice tab) re sharing learning across the Trust
and autism following serious incidents governance from internal reviews to take action ~[considered and, where appropriate,
1:‘5 is a breach of Regulation|to address issues where they were |applied not only within the team but [20.1 Add standing agenda item regarding learning from incidents to local quality and governance _|Agendas and minutes of local quality and governance Evenlode - Linda Kent, Ward Manager 30/06/2016 une [Green May16 Site visits and peer reviews consistently find that staff are
2)(a) raised, or used information to make [across the service, the division or the
ealth and SocialCare Act_[improvements and demonstrated | ntire Trust meetings. meetings Local Qualty Governance meetings (morthy) nowinclude . able to desribe earning rom incidents across the Trust
2008 (Regulated Activiies) |they have been made. The trus had (submission of documents) RWC - Paul Munday, Clinical Service Manager standing agenda item "Learning from Experience
Regulations 2014 (Part 3) _|not monitored progress against plans
21 |Requirement EFFECTIVE _|Wards for people with |Evenlode & The Ridgeway _[SUpporting staff | The trust must ensure that staff at the |Regulation 18 HSCA (RA) _|Staff did not receive appropriate on- | 100% of available staff have received _|Julie Dawes, Director of Nursing & __|See action 5 (warning notice tab) for Trust-wide actions in relation o the Supervision process
Notice learning disabilities ~ |Centre Ridgeway Centre and Evenlode receive 2014 Staffing in their role. supervision in the last 6 weeks. HPs
and autism consistent and regular This s a breach of Regulation) 21.1 Roll out a programme of regular supervision in Evenlode and the Ridgeway Centre ensuring | Supervision records Evenlode - Linda Kent, Ward Manager 30/06/2016 une [Green Mayl6 [Site visits and peer reviews consistently find that
supervision and senior management  |18(2)(a) Health and Social that by end June 2016, al clinical staff have had a clinical supervision session and there isa clear  |(submission of documents) Evenlode - Dates booked for staff to receive supervisionin  |supervision records on staff files show 4-6 weekly
oversight Care Act 2008 (Regulated schedule for future supervision in place. RWC - Paul Munday, Clinical Service Manager May. Supervision data to be collated weekly supervision sessions
[ Activities) Regulations 2014
(Part3) RWC - Supervision database available.
[2Z[Requirement RESPONSIVE _|Wards for people with |Eveniode & The Ridgeway _|Environmental & [The trust must make the necessary _|Regulation 10 HSCA (RA) _[The provider must make the Privacy and dignity il be maintained. |Mark Morgan, Director of Operations _|22.1 Install curtains in patient bedroom (RWC) Environmental modifications in place Paul Munday, Clinical Service Manager 31/05/2016 May Mayl6 [Site visits, peer reviews and patient feedback consistently
Notice learning disabilities ~ |Centre lequipment tothe at 2014 Dignity tothe (Mental Health, Learning Disabilities & (site visits) Curtains purchased and fitted i relevant bedroom. report privacy and dignity being managed appropriately at
land autism both services in order to protect respect environment at both services in Social Care) the two sites
people's dignity and privacy atall  {This is a breach of Regulation|order to protect people’s dignity and
times. 10(2)(a) Health and Social  |privacy at all times
Care Act 2008 (Regulated
[Actvites) Regulations 2014 [22:2 Seek options (from various specialist resources / national standards) for door observation Linda Kent, Ward Manager 30/06/2016 lune lGreen May16
(part3) panels that do not compromise privacy and dignity (Evenlode) Doors with integrated hinges and Vistamatic viewing panels
have been identified as part of programme of works. Doors will
be fitted with integrated alarms. Estates negotiating alarm
fitting with
&5 [sroud RESPONSIVE _|Provider / Trust Trust wide Investigations & _|The trust should review its policies _|/a n/a Up to date policy and procedure which |Helen Ludford - Associate Director _|23.1 Undertake a thematic peer review of the complete complaints management process involving | Thematic peer review report with recommendations and __|Tracey McKenzie - Head of Compliance 30/06/2016 Tune [Green Mayl6 Tmproved feedback from all staf involved in complaints
learning relating to complaints to ensure they reflect best practice and National Quality Governance staff and complainants to review the process in practice and make recommendations for SMART action plan which will be presented to QID Working group established, thematic review TOR agreed, process/response sign off and feedback from complainants
reflect current legislation, best Guidance and lead to an improved improvements (submission of documents) review in progress and on target for draft report to be written
practice, role and responsibilties and complaints process reflected by by mid June.
the management of local concerns. It feedback from complainants and staff. 23.2 Review complaint policy and procedure to ensure that they are aligned with national best _|Revised policy and procedure available for staff on website & |Cathy Lakin - Complaints Manager 31/07/2016 Ty [Green Mayl6
should continue to improve the way it practice guidance and incorporate recommendations from the thematic peer review communicated via weekly bulletin and incorporated into Initial review of policy against national guidance completed
responds to complaints and ensure relevant training Further review to take place following peer review
robust, consistent systems for sharing (submission of documents)
and learning from complaints across
the trust.
24 [sHoUD RESPONSIVE __|Provider / Trust Trustwide Investigations & _| The trust should continue to Gevelop |n/a n/a More informative Board sub-committee |Helen Ludford - Associate Director |24.1 Enhance the reports submitted to Quality & Safety Committee and the Exec Board Report to_|Revised reports to QSC & Board Cathy Lakin - Complaints Manager 30/06/2016 une [Green Positive feedback from Board members that they are
learning its complaints reports to present themes and assure |Quality Governance include: (submission of documents) assured through reports they receive that service
reports to the board to contain more Board that learning from complaints is - evidence of specific learning and service improvement as a result of complaints improvements are taking place as a result of complaints
detailed analysis and explanation so being implemented - case trend analysis related to areas, services and staff groups
the board is provided with more - evaluation of quality of complaint response letters (6 monthly)
robust information for assurance,
25 |sHOUD EFFECTIVE |G based AMH Supporting staff _|The trust should ensure that staff in all | /a n/a T00% of available Stalf have received _|Kate Brooker, Associate Director- MH _[See action 6 (warming notice tab) re Trust-wide plans relating to the supervision process
mental health services |community teams teams receive regular supervision and supervision in the last 6 weeks.
for adults of working that this is used to support
ane imnlementation of the imnrovement
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Requirement  |CQC KEY [Core Service Location [Theme [CQC actions required Regulation breached How the regulation was not being _|Outcome or Improvement the action |Who s accountable for ensuring the _|Action/s to be taken How will completion of the action be evidenced [Who is responsible for completing the action Date action mustbe [Monthlast _ |Action Progress Progress update on individual actions How will you evidence that the completion of the actions |Intended Outcome
Notice? IQUESTION met will deliver once completed action is completed? completed actionwillbe ~ [Blue=Complete has led to the intended outcome [Achieved
(Evidence and method of review) completed Green= Begun/On Track Blue=Complete
dd/mm/yyyy |Amber= Risk of slippage (Green= Begun/On Track
Red=Overdue |Amber= Risk of slippage
Red=Overdue
[~ plan SUPENISIM‘sh;‘]ld include a 25.1 Supervision templates developed by LD and Specialised services to be reviewed and the most [Communication of template to staff/minutes of team [AMH Area Managers: 31/05/2016 May May16 Site visits and peer reviews consistently find that staff feel
review of caseloads and monitoring of appropriate one circulated for interim use within AMH meeting discussions Liz Durrant Interim template has been circulated to teams supported and have clinical supervision in place
care records, (submission of documents) Karen Guy
(Graham Webb
25.2 AMH specific clinical supervision template to be designed Standardised template in use across all AMH teams 30/06/2016 lune (Green
(site visits)
253 Allsoton community staff to have had first supervision session and planned schedule of [Monthly supervision date reports reviewed by area 31/07/2016 [uly [Green
supervision sessions in place managers monthly and submitted quarterly to AMH
Performance and Assurance Board, evidenced in minutes
(submission of documents)

|26 [sHouD Child and adolescent _|BIuebird House, Involving patients | The trust should ensure that there are [n/a n/a Increased young persons' engagement |Nicki Brown, Associate Director, 26.1 Consultant psychiatrists and ward managers to ensure that all patients have advanced [AUdits of patient records Dr Mayura Deshpande, Clinical Service Director,  |30/06/2016 une [Green May16 Consistent evidence at site visits, peer review and through

mental health wards; suitable arrangements in place to in their care planning Specialised Services statements (submission of documents) Bluebird House Communication sent to consultants by clinical services director |patient feedback of involvement in care planning
ensure that all young people are loutlining expectations
involved in all aspects of planning their 26.2 Template of CPA meeting to be changed to ensure wishes of young people are formally New template Karen Dixon, Modern Matron 31/05/2016 May May16
care and treatment in Bluebird House captured of documents) New template in use
26.3 Additional staff to be trained in graphic facilitation so s to roll it out to all CPA meetings o [Training records for graphic facilitation and CPA minutes 31/12/2016 December (Green
help improve patients' understanding and involvement in treatment planning (submission of documents)
27 [sHOUD Child and adolescent _|BIuebird House, Restrictive The trust should ensure that where | n/a. n/a Improved aftercare for patients [Nicky Bennett, Clinical Service Manager |27.1_Remind all cinical staff of the risks associated with Using Rapid tostaff [Dr Mayura Deshpande, Clinical Service Director,  |31/05/2016 May May16 Consistent evidence at site visits, peer review and through
mental health wards; practice rapid tranquilisation is used by receiving intramuscular rapid medication and the benefits of the Track and Trigger tool (submission of documents) Bluebird House Communication has been sent out to staff audit of track and trigger tool being used post
intramuscular injection, young people tranquilisation medication. of rapid ™
in Bluebird House have their physical 27.2 Ensure reference to Track and Trigger Tool is included on local induction checklist for agency _|Amended local induction checklist Karen Dixon, Modern Matron 30/06/2016 lune (Green
health observations monitored on the staf, (submission of documents)
format within their care files.
27.3 Carry out an audit of compliance with the Track and Trigger tool from March-May 2016t |Audit report 31/07/2016 [uly [Green
determine scale of compliance issues and allow better targeted future aimed at of documents)
increasing compliance with its use.
[8[sHoud Child and adolescent _|Bluebird House, Restrictive The trust should ensure that persons n/a [A clear restraint reduction strategy will |Dr Lesley Stevens, Medical Director | 28.1 Develop a Trust position statement that sets out the principles staff should work to with Position statement Dr Mayura Deshpande, Clinical Service Director,  |31/07/2016 [uly [Green Monitoring of restraint by Safer Forum will show restraint
mental health wards; practice providing care or treatment to service be in place and there will be robust regards to restrictive practice. This willsit above a suite of policy documents and protocols that | (submission of documents) Bluebird House & Chair of Safer Forum techniques being used in accordance with Trust position
users have the qualifications, Trust systems for monitoring the address restraint, seclusion, rapid tranqillisation and relational security. statement and policy. Duration of restraint will be closely
competence, skills and experience to numbers, positions and durations of Debra Moore, Deputy Director of Nursing - MH/LD [monitored with outlying trends investigated
do so safely. The provider should restraints with the wishes of patients 28.2 Review the restrictive interventions policy, in ine with the position statement and address any [Revised restrictive interventions policy [Green
ensure that they address the high will be taken into account. {dentified gaps (submission of documents)
levels of prone restraint and provide
staf at Bluebird House with
appropriate restraint training as
agreed. [28:3 Review the training programme, in line with the new restrictive policy, and paper presented to TEG [Green
produce a paper with recommendations for future training Minutes of TEG discussion
(submission of documents)
28.4 Implement the changes to the training programme and roll-out to relevant staff groups Revised training materials and roll-out schedule Simon Johnson, Head of Essential Training Delivery | TBC following TBC [Green
(submission of documents) outcome of
recommendations
paper
285 Ulysses to be updated and staff to record the duration of each type of restraint as part of the | Through regular reports to the Trust Quality Improvement _[Tom Williams, Risk Manager & Ulysses System 31/07/2016 [uly Green
incident reporting processes. Statistics from these incidents will be reviewed as part of the services [and Development Forum. Developer
governance arrangements and issues will be escalated via the SAFER forum. [Monthly review via local governance and Monthly review at |Dr Mayura Deshpande, Clinical Service Director,
Safer forum Bluebird House & Chair of Safer Forum
of documents)
SHOULD Child and adolescent _|Bluebird House, [Risk assessments | The trust should ensure that suitable |n/a n/a [All linicians who undertake therapeutic | Nicki Brown, Associate Director, 291 Staff to be trained in assessing and recording of capacity and consent as part of their local [ Training records held by the Modern Matron Karen Dixon, Modern Matron 31/07/2016 [uly [Green Consistent evidence at site visits and peer reviews and
mental health wards; & care planning  [arrangements are in place to obtain activities with patients will record the  [Specialised Services induction (open to all staff). Audit of records through documentation audit of capacity to consent to
(including capacity |the consent of patients in relation to patients' consent in their electronic (submission of documents) Dr Mayura Deshpande, Clinical Service Director, treatment being recorded appropriately.
& consent) the care and treatment provided in patient record. Bluebird House
Moss and Steward wards in Bluebird
House.
[0 [sHoud (Child and adolescent _|Bluebird House Restrictive The trust should ensure that staff in _|n/a, n/a [Allepisodes of seclusion will be carried |Nicki Brown, Associate Director, 30.1 Design seclusion flow chart New flow-chart Dr Mayura Deshpande, Clinical Service Director 30/06/2016 une [Green Seclusion paperwork consistently found to be compliant
mental health wards; practice Bluebird House always record the out in accordance with the Mental  [Specialised Services (submission of documents) with MHA Code of practice on audit or peer review/site
length of seclusion and the time when Health Act 1983 Code of Practice and Karen Dixon, Modern Matron visit spot checks
seclusion has ended. (Trust policy 30.2 Review Trust seclusion documentation to ensure it is as simple as it can be for staff to Revised seclusion documentation 30/06/2016 une Green
complete. (submission of documents)
30.3 Carry out a scoping exercise to look at the possibility of moving seclusion paperwork to RIO _|Feasibility paper 31/12/2016 December [Green
(submission of documents)

31 [sHOUD Child and adolescent _|Bluebird House, Restrictive The trust should ensure that staff in | n/a. n/a [All episodes of restraint recordedas _|Dr Lesley Stevens, Medical Director | See action 28 above.
mental health wards; practice Bluebird House continue to monitor per Trust policy

the use of prone restraint and there is
senior oversight of this.

[z [sHoud Child and adolescent _|Bluebird House, Environmental & | The trust should ensure that a medical |n/a n/a Medical emergency bags are available _|Nicky Bennett, Clinical Service Manager |32.1 New emergency bags to be ordered and placed on each ward. Emergency bags in situ on each ward Karen Dixon, Modern Matron 10/06/2016 lune [Green May16 n/a - evidence of individual actions will provide the
mental health wards; lequipment emergency bag s available on all for use on each ward (site visit) New bags have been ordered and are due for delivery necessary assurance

wards at Bluebird House. We noted beginning June
the wards were spread out and it

would take staff in the region of five

minutes to go to Hill ward where the

bag was kept, potentially putting

young people at risk.

[ [sHoud EFFECTIVE [Acute wards for adults [Allwards [Risk assessments | The trust should ensure that it clearly |n/a n/a [The inpatient's mental capacity to Kate Brooker, Associate Director- MH _[33.1 The Ward round proforma which is copied to each patient's RO record will be amended and _|Compliance to be monitored as part of recordkeeping audits [AMH Area Managers: 30/06/2016 une [Green May16 Consistent evidence at site visits and peer reviews and
of working age and & care planning  [documents the consent will have been recorded and standardised for all inpatient units to include the following: (submission of documents) Liz Durrant The pilot to be implemented within the AMH Wards by end of ~{through documentation audit of capacity to consent to
psychiatric intensive (including capacity |decision-making behind judgements of staff will be able to see and monitor any - Does the person have the capacity to consent to treatment? Y/N, Why? Karen Guy May, with embedding and evaluation period during June 2016. [treatment being recorded appropriately.
care units & consent)  patient’s capacity to make a decision changes. - Are there any other decisions that require capacity testing? Y/N/ Who will test/ When? (Graham Webb

This is to be discussed and in all MDT d the additional ts d the
capacity to consent will be contained within the MDT pro forma.

34 [sHOUD CARING [Acute wards for adults |Allwards Involving patients | The trust should ensure it clearly n/a n/a The care plans will be completed ina _|Kate Brooker, Associate Director- MH __[34.1 Supervision template to be amended to include requirement for care plans to be reviewed. | Documentation audits [Area Heads of Nursing: 31/07/2016 [uly [Green Documentation audits and spot checks at peer review and
of working age and documents when patients have been person centred way with person's view This will allow documentation around patient involvement to be picked up and discussed onan |Patient experience surveys Carol Adcock site visits consistently show evidence of patient
psychiatric intensive involved in the development of their recorded individual basis with staff. (submission of documents) Nicky Duffin involvement in developing care plans.
care units care plan. Liz James

[ [sroud SAFE [Wards for people with |Evenlode & The Ridgeway _|Supporting staff _[The trust should make every effort to_|n/a n/a Full nursing establishment in place in_[Simon Tarrant 35.1 Ensure staff establishment is met with Trust recruitment processes being followed Budget and staffing in post reflect WTE. Recruitment drive in |Evenlode - Linda Kent, Ward Manager 31/05/2016 May May16 (Ongoing monitoring of staffing levels and review of patient|
learning disabilties  |Centre ensure there are enough qualified order to provide safe services place to deliver any shortfall. Evenlode - All posts filled, no current need for recruitment.  [safety incidents to ensure there are no themes or trends
and autism nursing staff recruited to fuly staff (submission of documents) [RWC - Paul Munday, Clinical Service Manager that emerge relating to staffing levels.

both services. RWC - as all statf are at risk pending divestment of service from
SHET, recruitment will not o ahead. Safe services will be
maintained through a balance of number of admissions, use of
INHS P staff (incl agency) together with consideration of
remaining numbers of substantive staff. This wil be reviewed
on a weekly basis.

[ [sHoud CARING _[Wards for people with [Evenlode & The Ridgeway _[Involving patients |The trust should ensure it engages and |n/a n/a Patients are informed and consulted _|Donna Schell, Strategic Change Lead _[36.1 Establish programme of patient meetings that include planned changes within service. Patient Community Meeting Agenda Evenlode - Linda Kent, Ward Manager 30/06/2016 une Patient satisfaction with level of information being
learning disabilties  |Centre consults effectively with patients lwhen any changes within the service of documents) provided about service change as evidenced at patient
and autism whenever significant changes are to be are planned 36.2 Extra-ordinary Meetings to be held if changes need to be made rapidly. Minutes of Meetings with Patients RWC - Paul Munday, Clinical Service Manager 30/06/2016 lune Green meetings and through monitoring of complaints and other

made that will affect them or will (submission of documents) feedback.
impact on the service they receive. 36.3 Meetings minuted and copies of minutes available for patients to access. Minutes of Meetings with Patients 30/06/2016 [June [Green
(submission of documents)

37 [sHoUD CARING | Wards for people with |Evenlode & The Ridgeway _|Involving patients | The trust should consult with patients [n/a n/a Patients have range of activities that _|Simon Tarrant, Forensic Service 37.1 0T to consult with Patient group to discuss and understand their needs and preferences Revised activity programme and evidence of patient Catherine Loadman / Michelle Dale 30/06/2016 une [Green Patient satisfaction with activities on offer s evidenced
learning disabilities  |Centre and review the activities provided for meets their needs and wishes. Manager engagement through site visits/peer review and from monitoring of
and autism them at both services, to make sure (submission of documents) complaints and other feedback.

that the activities provided meet 37.2 OT to develop activity programme that meets people’s needs and wishes and is linked to their 30/06/2016 June’ Green
people’s needs and are in line with goal setting to promote discharge
their wishes
SHOULD WELL-LED _|Wards for people with |Eveniode Supporting staff | The trust should consult openly with [n/a n/a Staff kept informed of the future of _|Donna Schell, Strategic Change Lead _[38.1 Ensure regular communications to the team either by letter, email o face to face to keep | Evidence of regular communication / meetings with the _|Simon Tarrant, Forensic Services Manager 30/06/2016 lune [Green May16 Staff satisfaction with level of information being provided
learning disabilities the staff at Evenlode about the long- Evenlode. them up to date with future plans regarding the Evenlode service. Team Updates provided to team at Away Days (April) to them as evidenced through site visits/peer review and
and autism term future of the service. The trust from monitoring of complaints and other feedback from
should take steps to improve staff staff.
morale, to ensure all staff at the
service feel fully supported and are
able to share in the trust's vision and
values.
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