Improvement Plan for: CQC Warning Notice southern Health 254

NHS Foundation Trust

Version No: Date: Approved by: Produced by:
Final V1.0 27/05/2016 Chris Gordon, COO, Director of Patient Safety Louisa Felice - Head of Executive Affairs and Projects
Progress last updated: 26/08/2016 - TM MONITORED VIA CQC DELIVERY GROUP WEEKLY Julie Dawes, Director of Nursing & AHPs Tracey McKenzie - Head of Compliance
[Ref No [Requirement |CQC KEY Core Service, [ocation Theme [CQC actions required Regulation breached [How the regulation was not being met [Outcome or Improvement the action wil deliver once TWho s accountable for [Action/s to be taken How The W Month [Action Progress Progress - o include position statement, fisks, obstacles, _|How will you evidence that the completion of _[Intended Outcome.
Notice? lQuEsTIoN lcompleted ensuring the action s services will need to completing the action (b completed [the actions has led to the intended outcome  [Achieved
completed? method of review) |Green=Begun/On Track
e 100 Tite laarmmsyyyy |Amber= Risk of sippage
e & b Tie [ALL ACTION THAT Red=Overdue
HAVE
(CORRESPONDING
T WELLLED _|Provider /Trust _[Board Fisk Management _[Key fsks and actions (o miligate risks were not arving the |Reguiation 17 HSCA (RA) Regulations 2014 Good [Key risks and Board Tabout the management [T1 Central Quality Governance team (o be restructured to Gelver a Business Partner model (replicated from FR © osts [Felen Ludford 310872016 [August [Auqust 2016, Tracking examples of rsks being identiied and
|senior management team or the board agenda lgovernance driving the senior management team or the board [key risks and the delivery of the quality improvement agenda |Director of Nursing  [strengthen the links and accountability linesbetuween the central governance team and divisional quality structures. (Governance Team will be appointed into |Assocate Director of Qualty Consultation Phase one completed and appointments escalated
[This is a breach of Regulation 17 (2) (a) (b)Health [agenda \with clear sight o the mortalty improvement plan and CQC (submission of documents) Governance iness partner roles x3 and Head of
Jand Social Care Act 2008 (Regulated Activties) improvement plans [Human Resources Review of g
Regulations Department Ivear end against top organisational isks
2014 (Part 3)
offered. On target for these to start by end of August
Tear Ward rting and [iufie Dawes T fWard o Board Central Quality and |2016/17 reporting schedule will be agreed at Trust _[Paul Streat [3070672016 [lune
Director of Nursing (Governance Team Board IMCP Development Director |A review of reporting to Trust executive Group (TEG) completed
(submission of documents) with TEG should
Corporate Governance presented and accepted by them (Paul Streat)
Team
109/08/16 - ward to board quality reporting now in place on
Tableau - o be validated in September
(Clear accountabilty demarkation for the quaiity agenda Katrina Percy T be revised forming a Quality Team’ [ 3070672016 e [ne 2016
P y Chief Executive (Governance Team lcommunicated both internally and externally Director of Nursing (changes to portfolios agreed with Executives and NEDs in May
delivery between three clnical Executives to ensure (submission of documents) 2016, New Director of Nursing commenced in post 03/05/16,
delivery of quality chris Gordon
Director for Improvement & Director Structure has been published and communicated.
Safety
[Srengthening of Professional eadership and Quaity [1fe Dawes 1 Tand o new role - Dept of  Qualty,Mental Health and interim and [Mark Morgan interim Noverber Wy
fernance focus within the Mental Health and Learning |Director of Nursing  [Division - to Recruitment individuals in post Divisional Director Mental  (appointment Post agreed at Trust Executive Group. Interim appointment
Disabilty Division lappointment i recruited to Health and Learning 131/05/2016 made (Debra Moore) to provide professional leadership
Human Resources - Disabilities pending recruitment of a substantive individual
Business Partner for substantive:
[Mental Health and lappointment
Learning Disabilities 3011172016
Division
(Clear Ward to Board visbity of quaity performance Katrina Percy i porting framework to be T lysts [Ward ail of quaity p [lufe Dawes 3170772016 iy uly 2016
Chief Executive Board quality performance reporting and escalation of concerns, including otspot reporting reporting pirector of Nursing Trust-wide Quality & Satety Pack now available on Tableau
(submisison of documents) reported under the CQC key questions (Safe, Effective, Caring,
Responsive, Well-le). The pack allows you to view the Trust
| Quality and safety measures down to Directorate level by
for the last month and
the preceeding 12 months. Each measure can then be viewed in
more detail by referring to the individual Directorate Quality
[and safety Packs or the individual Tableau report for that
measure (i Incidents analysis report)
improved isk management across the organisation (e Dawes 6 olicy ppe be published [Fefen Ludford [31/0872016 [August [uly 2016:
Director of Nursing Team - Risk Manager  (submission of documents) |Associate Director of Quality Director of Nursing reviewing the Risk Policy and Risk Appetite
Governance statement with the Risk Manager. External support rom RSM
in place to support this piece of work including Exec workshops.
28/08/16
Strategy and Poli
for consultation. Trust Risk Appetite Statement to be discussed
[at September Board Seminar.
g SAFE [Prowider/Trust [Trustwide |Environment [The trust must make SMant Improvement to the safety |Regulation 17 HSCA (RA) Regul 014 Good [The trust aid not [Capital planning process appropriately prioritising bids on the _[Paula Anderson 21 The Trust [ P Tramework Tmpact Estates [Quality impact and sk mitigation willbe i place at _[Paul Jonson [30/06/2016 [ne [1une 2016 Site visits consistently show evidence of staff
q jovernance tised and basis of cliical risk Chief Finance Officer  [Assessment and of bids. Capital bid need toinclude a Qualty local unt level for all works Head of Estate Services in place. aware of ligature risk: with their units
[Ths i a breach of Regulation 17 (2) a) (b)Health [mitigated risks to patient safety, for example, imp: nt andall quire aq inyear. (submission of documents) i ‘refected capital bids for 16/17 pprop and of mitigate isk.
risks to patient safety arising from the physical land Social Care Act 2008 (Regulated Activities) [ligature risks, fallfrom heights and isks from llulie Dawes place. d signed off by the|
lenvironment including ligature isks, fals from height and ~|Regulations patients absconding pirector of Nursing Trust Executive Group on 06/07/15.
risks from patients absconding 2014 (Part 3)
[Exception reporting to Trust Executive Group on amonthly _|Paula Anderson P P Estates [Monthly exception reporting to TG il be i place _[Paul fohnson 3170572016 Miay May 2016:
basis to allow for early escalation of delays in enrivonmental |Chief Finance Officer  [both TIG and This tothe (submission of documents) Head of Estate Services ad of
improvement programme o Trust Executive Group in May. This is now a monthly
standing tem on the Trust Executive Group's agenda.
[Strategic Capital plans vl be i place improving the Paula And B Estates [Conger term strategic plans for Capital planning wil be [Paul Jonson [31/0372017 Mar-17
prioritisation, risk assessment and risk management of Chief Finance Officer i place Head of Estate Services
t the frontiine
fa And 2.4 Each M/LD/OPNIH npatient unit will plan. tral[Estates [Environmental improverent plans will be in place. _|Paul Johnson 3070672016 e [June 2016
Chief Finance Officer  [sharepoint location in order that frontline staff plan at any time. Capital Head o
et repor TIG meeting. appropriate) for al MH/LD units which include actions arising from ligature
(review of sharepoint files) risk assessments,ste visits, staff feedback etc. These are
avalable on the wards and the master copies are held on a
(Clear, visble pians il be i place on each nit Paula Anderson [25 Estates team to produce and install standardised displays o capital plans for each site Estates Clear pians wil be dispiayed Paul Johnson 3170772016 iy [July 201
Chief Finance Officer (site visis) Head of Estates Services Display boards are now in place across all MH and LD sites
the site plan I
pl a
sharepoint ste which is accessible by al staff.
More robust ik identiication and isk mitigation wil e in _[Mark Morgan [2:6 The previous Task and Finisn ligature group terms of reference and purpose vall be Gandanew Trust Liga [Minutes of Ligature Management Group Paul Johnson (2870272016 [February May 2016:
place p and strength g the app Head of Terms of Reference have been amended, a new clinical co-chair
Mental Healthand  [of a senior clinical co-chair with estates. The ToR wilinclude the following elements:- Forum (QID) I Ne
Learning Disabiliies |- Act s an expert decision making group in refation to igature decisions (submission of documents) risk assessment template has been developed and a
Division for ligat t total agreed by the Trust executive INicky Bennett programme of support for teams to complete ths i place. All
- Ensure that the ligature management progr include risk assessment |Associate Director of Nursing| units have now been visited by Ligature project manager and
loperational mitigation and financial allocation - Forensic Services information posters are in place on the units.
- Develop a new risk I the clinical
- Ensure that the Trustis plant with idance from external 5
- Monitor and audit identified ligature works across the Trust
- Monitor the uptake of E-Learning Training and Assessment on Ligature Risk Care
- Monitor the quality Ligature Risk 1 the Trust
- Ensure that appropriate management information is available for reporting
- Continually dentify areas for improvement
improved understanding of sk assessment and more Mark Morgan 2.7 The Trust igature risk assessment from using ‘the Manchester Toor, to using industry agreed risk _[Estates [New risk assessment ool Paul Johnson 3070272016 [Apri May 2016;
lconsistent risk scoring at the frontiine and more robust risk ment (submission of documents) Head of Estates Services A new assessment tool has been developed and wias launched
Imitigation plans will be in place [Mental Health and in April 2016,
Learning Disabilities Nicky Bennett
Division |Associate Director of Nursing|
- Forensic Services
X ensure all sk Morgan ] T K e rolled out ppointed Project fead, Teadand _[Estates [AITVH/LD/OPMH inpatient units will have a igature _[Paul fohnson [30/0672016 [une [une 2016
Jand controls are in place linicallead for risk assessment . quality agreement as to the isks, isk assessment completed on the new papenwork that{Head of Estates Services [All MH/LD/OPMH inpatient units have a current ligature risk
[Mental Health and place. s accurate and of a high quaity (submission of assessment in place. As well s being available on the unit, they
Learning Disabilities  (This wil report into the Trust ligature management group. documents) INicky Bennett are allheld on a central SharePoint site which is accessible by
Division |Associate Director of Nursing| ward staff. The 2016/17 annual programme i also available on
- Forensic Services sharePoint and posters are in place within the units detailing
where they can find their ltest assessment.
[Clear policy change and consistent implementation [Mark Morgan [2.9The Ligature P Estates [New Ligature management policy Paul ohnson [30/06/2016 [une 1une 2016
Divisional Director (submission of documents) Head of Etates Services Ligature management policy updated and approved by QID
[Mental Health and 03/06/16. This is now available on fine along with other
Learning Disabilities INicky Bennett quidance for staff and the link to the SharePoint site
ivision |Associate Director of Nursing|
- Forensic Services
Named lead vall coordinate all elements of Ligature Risk Mark Morgan [2:10 Appoint a dedicated fullime Trust chinical IGature project manager Estates [New manager in post Nicky Bennett (0170372016 March
Jassessment and mitigation Divisional Director |Associate Director of Nursing|
[Mental Health and - Forensic Services
Learning Disabilities
Division
and d Z1Timprove The Al Estates [Alsecurity risks val be clearly identiied, assessed _[Paul jonson [30/0872016 [August
management and mitigation plans in place Chief Finance Officer ~ {from tions, if any, have not ntrol ol jand mitigated [Head of Estates Services. a24
Imanage any identified risks month period to audit ites with regards to security and this
forms part of the Health Safety and Security Assessment
(Guttering wil minimise the rik of patients accessing the roof _|Mark Morgan [2.12 Install ant-climb guttering at Melbury Lodge o reduce the risk of service users accessing the roof and garden fencing, During the _[estates [Guttering will be n place. Number of service Users _[Paul fohnson 11/05/2016 May May
s, security will be enhanced in the garden area, staffing  risk d admission successtully accessing the roof will reduce Head of Estates Services nstallation of anti-climb guttering completed mid May.
[Mental Healthand ~ [citeria will be reviewed (site visits)
Learing Disabilities
g SAFE [Prowder / Trust |Trustwide |Environment [The trust must make Sgnificant improvement to the safety [/a wa [See actions in 2 above Central Quality and Clearly auditable evidence of dentication and
q (Governance team mitigation of risk and of appropriate escalation
are effective in record (dentification of themes and trends will be more robust [lulie Dawes /3.1 The Trust approach to themalic review will be more systematic and robust, This will low for more meaningful Opportunities for _|Central Qualityand _[Annual Thematic Review schedule will be in place and. | Helen Ludford [30/06/2016 une [1une 2016
interim and long-term control measures to mitigate risks to Director of Nursing [staf to denitfy trends and tak toimplement eer review for 2016/17 willinclude  [Governance team delivered |Associate Director of Quality planned in as part of
patient safety arising from the physical environment thematic peer reviews over several sites. (submission of documents) Governance programme. Capacity set aside to add in additional ones as new
including ligature riks, fals from height and risks from themes emerge. Themati review terms of reference and
patients absconding report template in place.




QD wil receive assurance of team-level mitigation of risks |1ulie Dawes 3.2 The Quality, Improvement and rum (Q d QID papers and minutes [Depuity Directors of Nursing: [31/07/2016 auly uly 2016:
lassociated with the environment. Director of Nursing ~ [with This will allow for the Quality & Safety (submission of documents) sara Courtney New reporting structures have been drafted and first meetings
Paula Hull il take place in August to finalise TORs and membership.
Debra Moore environmental rsks will be reported to the SAFE group by
exception on amonthly basis
09/08/16 - Sara Courtney to develop framework by 16/08/16
[Teams will have greater ability to review their own Paul Streat [3:3 Existing team dashboards will e further enhanced to align them to the Trut's approach to the = A am [31/0372017 Mar-17 [Green [May:
Iperformance and understand how this islinked to their IMCP director navigational maps. (Organisational place and Trust Board will have visbilty of every  [Head of Information information team presenting team level performance to Trust
lobjectives including those around patient safety. L Executive Group on a weekly basis from April 2016, Programme
(submission of documents) sara Courtney in place to roll out the planned improvements over the financial
Business Analysts Deputy Director of Nursing year.
and Quality
Leap
[Early intervention o provide support to struggling teams will _[1uie Dawes 34 providing ipport i redu Trust wide team per pported [sU/1212016 December _[Green [May:
mitigate the risk of significant deterioration in performance  [Director of Nursing  [performance wil be developed and rolled out across the Trust throughout 2016 . This willinclude a review of Practice Development to pport P of Nursing (Organisational Development leads presented current
including that linked to the management of environmental risks| roles and capacity Development programmes and Quality d
sandra Grant (submission of documents) package to Trust Executive group in April 2016
Director of Workforce Business Analysts
LeaD
Having a single,team level Improvement pian will enable teams|Julie Dawes 35Team Q [ Y the O Every Improvement t 311272016 December _[Green My
to more accurately monitor and deliver required improvement [Director of Nursing  [elements of the Navigation Maps, will include core meastres as well as tailored measures to the specific team objectives (Governance team plan linked toits team Navigation Map, incorporating |Deputy Director of Nursing Many teams within Learning Disabilties, Mental Health,
Jactions including those finked to environmenta risks all improvement actions and Quality hildrens and the ISDs a
Chris Gordon Human Resources - single Improvement plan as a result of their Nav Map exercise.
C00, Director of Patient documents) These are not standardised at present
Safety Development
Business Analysts
[T SAFE  [Provider/Trust [Trustwide _[Investigations & | The trust must make significant improvement (o the safety |Regulation 17 FSCA (RA) Regulations 2014 Good | The trust did not have effective governance New death reporting processes will be embedded across the _|Chris Gordon, [The Trust will deliver the Mortality and SIRI action plan n full and to time. Central Quality and | Monitored through separate SIR| and Mortalty Action Plan Internal audit of ivetigation process (o be added
learning q larrangements to deliver robust incident lorganisation C00, Director of Patient (Governance team to audit schedule for Q4
e ident  [This is a breach of Regulation 17 (2) (a) (b)Health [investigation Safety
investigation to ensure opportunities for future risk Jand Social Care Act 2008 (Regulated Activites) AMH/LD will be Chris Gordon 41 Amend real ‘Adult Mental RIs |Central Quaiityand _|Updated policies and procedures [Helen Ludford [30/06/2016 [une:
reduction are identified and acted upon, Regulations fashion 00, Director of Patient[and undergo full Root Cause Analyisis investigation (Governance team Ulysses data |Associate Director of Quality g IRI
2014 (Part 3) Safety (submission of documents) Governance Investigating Deaths has b
u
[Ensure high quality of investigation and all opportunities for _[chris Gordon 42 ATRo0L C: thatare not g0 through (s Felen Ludford [30/0672016 une [ne 2016
if €00, Director o Patient may include a appropriate), off (Governance team Ulysses data |Associate Director of Quality New process is now in place which ensures all RCAS go through
lof whether a SRl or not safety (submission of documents) (Governance IRI P
to reflect this change
Miigate fisks inherent in IMA stage of process Chris Gordon 4.3 MA audit toensure it RO M Felen Ludford [31/0572016 May
C00, Director of Patient (Governance team (submission of documents) sociate Director of Quality IMA audit tool has been amended to include cross check with
Safety (Governance Patient Notes. Audits now taking place on a monthly basis.
[4.aThe Trust review of family members in th 0 provide,  clear improvement [30/0972016 [September May 2016:
investigations into deaths how P 0 (Governance team recommendations will be identified and implemented Review commissioned and investigator appointed. Work
(submission of documents) Helen Ludford underway to contact families and set up interviews
|Associate Director of Quality
(Governance
for P maxmum 4.5 The Trust will appoint a Trust Patient Experience Lead Central Quality and _[Postholder will be in place with clear job description _|Lesley Stevens [30/06/2016 e [une 2016
focus, coord d improvement will (Governance team [and clear objectives [Medical Director Post holder has been recruited and commenced in role. Job
al services description and job plan are now in place
P Chris Gordon 4.6 CAS system to be used panel has grade these as level 4 0r 5 Communications [Alert system will be in use and same day dissemination| Helen Ludford [30/0572016 May
incidents C00, Director of Patient of learning from corporate panels will be evidenced  |Associate Director of Quality dure already in place via
Safety documents) (Governance Ulysses which will now be utilsed for these alerts. Template for
Quality team
developed and agreed and the first alert has been sent out.
[iufie Dawes a7 Updated [New strate Felen Ludford [30/0872016 [August [1une 2016
Director of Nursing (submission of documents) |Associate Director of Quality |Quality Improvement trategy was approved by Board at the
(Governance lend of June 2016 The Organisational Learning Strateqy is now
being reviewed by the workstrear to align with this.
Chris Gordon 4 5, afollow-up panel putin place t [Panel minutes Felen Ludford [30/0872016 [August [une 2016
C00, Director of Patient action plans. (submission of documents) |Associate Director of Quality First of these took place on 30 dune 2016
Safety Governance
Chris Gordon 4.9 ATTSIRI investigation reports (o include as standard a TOR which requires the investigator to determine whether any similar Investigation reports Felen Ludford [30/0872016 [August ne 2016
00, Director of P in these. This will (submission of documents) |Associate Director of Quality [This work art of th
Safety allow for improved themes and lead to ed dress the root causes. overnance to the SI reporting process
- 48hr panel chairs to be advised of new requirement |August 2016:
training will to not
leach area to validate at present
Sandra Grant [4-10 e Trustwill upsKil frontine staff in quaity the existing Team to support - d Attendance 1ogs 3170372017 Mar-17 [une 2016
Director of Workforce: documents) (Organisational Development Plan in place to develop raining day for Quality Ambassadors
Development [who will be appointed to teams as part of the implementation
016/1
[5[Trustwide Must | RESPONSIVE _[Provider / Trust _[Trust wide pporting Th o the safety |/a w/a Teadersnip throughout the Org: 5.1 Medical Director wil @ clariy the role of the CI oD pi 31/0772016 0ty uly 2016:

0o q De: d cl d [Divisional Directors to ensure consistency [Medical Staffing place Clinical leadership role review approved in TEG. Consultation
Jarrangements: identiy, record and effectively action lobjectives (submission of documents) required to implement changes, which include standard role:
[concerns about patient safety raised by staf descriptors. Job plans in place for AMD's

[ Agreed to align job planning with Trust Nav Map process —
process for roll out across aljob planning in Trust to be agreed
in Medical Professional Away Day in October 2016.
P tth (including |ulie Dawes 5.2 Astructured P prog . "Back 1o the Floor Central Quality and [Programme to be in place and frontline teams to | elen Ludford [31/0772016 oty iy 2016:
[Executives and NED: afety  [Director of Nursing  [programme etc (Governance team report increased visibilty of senior leaders |Associate Director of Quality Back to the Floor visits being undertaken by senior nurses
(submission of documents) (Governance every Thursday with a scheduled callevery Thursday pm to
share feedback.
09/08/16 - paper on Exec visits presented to TEG 03/08/16 by
LF and approved - programme commencing 17/08/16
[A more engaged worklorce who feel supported to raise: Sandra Grant 5.3 Undertake a review of the Trusts staff engagement strategy [Review report [30/0972016 [September
lconcerns and are confident they will be dealt with Director of Workforce (submission of documents) Deputy Director of
lappropriately
Emma McKinney
|Associate Director of
[Staff clear as to the escalation processes that are in place to _[sandra Grant 5.4 A review of staff feedback Undertaken i for staff to evi rt 3171072016 [October [Green
raise concerns about patient safety Director of Workforce their " fall below the threshold that would require whistieblowing procedures to be (submission of documents) [Deputy Director of
llowed. This willinclude a review of the feedback s collated dat h [ Workforce
staffbriefings,staff survey etc. Promotion of exisiting/new mechanisms to be communicated to staff
Emma McKinney
|Associate Director of
6 [Trustwide Must SAFE [Provider / Trust | Trust wide [The o the safety |/a Wa [See action 5 above [Fuman Resources -

Do q usiness Partners
larrangements: dentiy, record and effectively action
|concerns rised by staff about their competence to carry Leap
lout their roles. Improve staff engagement in the annual Training Needs Sandra Grant 6.1 Ensur fully engaged in the Trusts T ~[staff engagement activities around TNA [Bobby Moth [31/1072016 [October [Green

|Anaysis process Director of Workforce - |ways in which this can be improved. Consideration will be given to the hosting of open days by the LEAD department and a usiness Partners (submission of documents) |Associate Director of
the months when the TN Leadership, Education and
Leap
[Appraisal and revalidation process will be used to assess any _[sandra Grant 6.2 Conduct a staff survey to q that taff feel that their E Survey results [Amanda smith [30/0972016 [September _[Green:
skils and competency gaps and staff will be supported to  [Director of Workforce  [adequately addressed their training needs (submission of documents) Deputy Director of
Jaddress these. [Workforce
h taffand | Julie Dawes 6.3 A review of the y are fit for purp - taf b n place and staff wil_|Paula Hull [30/0972016 [September _[Green:
P “space’ for Director of Nursing  [necessary. This will P ¥ P Business Partners has lace and has bet P of Nursing
to be raised keeping effective and Quality
LeaD
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Action Plan for: Ravenswood House & Southfield following CQC inspection on 5th & 6th August 2015

Version No: 1 Date: 09/10/2015 Produced by: Nicki Brown (Associate Director Specialised Services - Mental Health) & Dr Amanda Taylor (Clinical Director - Specialised Services)
Current Risk/ Who is responsible  |Who'is accountable for [Action Progress
Priority [Action/s to be taken for completing the  [ensuring the actionis  [Date actionmust ~ PUe=comnete
tion completed? be completed mberRisk of sippage

issue Low, Med, (Outcome or Improvement the action  |How will completion of the action be. [Rod-over

No. [ What s the issue to be addressed? |ign [Number each action deliver once complete evidenced ame & ob Ttle ame & ob Tite aammryyyy ot Begun Notes/ Further information
Care plans did not accurately High 1.1 .Senior nursing team developed a  |1.1 Care plans will include 1.1 Audit of care plans will be Clinical Service Matrons [Care plan in place, letter sent to all staff. Audit
reflect individual observation safety care plan which encompasses |observation management plans to  [conducted on a monthly basis using|[Manager, Matrons, tool in development
levels and associated environmental sk as well as evidence that observations are being |an audit tool developed for the | Ward Managers
environmental risks. There was no observation care plans for those on reviewed and patient safety is being [service. Update 08.06.16: May 2016 audit complete.
audit to show adherence to the observations above a general maintained.
nursing process and to ensure requirement
[that this information and treatment| 1.2 Audit tool to audit all care plans to
plan was being care planned, be developed to monitor compliance
reviewed regularly and kept up to with care plan requirements.
date. 1.3 Formal letter sent to all staff

reminding them of their responsibilty in
relation to Observation and
Trust policy.

2 The understanding of the High 1.1 All registered staff to undertake 1.1 All staff will understand the 1.1 95% attendance to be [CWM, Matrons and |Trust MHA Update 08.06.16: 1.1 Some Trust training offered -
differences between seclusion training offered by the Trust . |difference between seclusion and de- [achieved. 12 [TrustMHA lepartment not available currently. 1.2 January seclusion audit
seclusion and de-escalation was 1.2 Seclusion paperwork to be reviewed [escalation and act accordingly 1.2 | Trust audit process for seclusion in |department. data from MHA June 2016. Division undertaking
not clear. In addition reviews and updated for ease of use and to Increased compliance with recording  [place and CWM to check audit.
whilst in seclusion were not enable staif understanding. of reviews as specified in policy. papenwork for each seclusion for 3
always undertaken in accordance
Iwith policy.

3 [Nursing staff were notaware _|Low 1 All staff 10 be aware of location of _[All egistered Stalf (o be aware of TMMC to review rapid [Stephen Bleakiey _[Clinical Director 30.11.2015 Emails sent by Pharmacist (o all staff, raised in
whether Flumazenil Flumazenil, although this is included in  [location and use of Flumazenil - this is|tranquilisation training and ensure | Trust Head relevant meetings, all staff informed of location of
medicine was stored on the rapid tranquilisation training. now stored in medicine cupboards  [that core question relating to Pharmacist, Team fluazenil across the Trust. Training issue raised
premises at Southfield. At 1.2 Al staff to be up to date with land emergency bags. Flumazenil s included which will  |managers, lead with Chief Pharmacist.
both Ravenswood and Southfield, training resultin a pass or fail pharmacist for
there was limited 1.3 Pharmacy to review stock status and 1.2 Discussed in all staff meetings |Specialised Update 08.06.16: Complete.
knowledge for the use of advise of where this should be and medical meetings as well as
Flumazenil by registered maintained. relevant governance meetings
nurses and whether it was stored evidenced by minutes.
on the premises or

4 |Remaining Ligature risk identified. |Medium |11 safety improvements to the improved environmental saety. Ligature assessments will indicate _|Clinical Service | Trust Estates. Some residual risks wil lemain due (o the physical

environment at Ravenswood have areas that have improved and will - [Manager, Matron,  |Director, Clinical layout of the building and are unable to be
begun, are on schedule, and are due to be visible in future reviews. CWM , Estates Director, Director of remediated. This will require ongoing operational
finish in February 2016. 12 [AMH , Associate management. All areas have one area which can
Ligature risk assessments to be Director Specialised be used to manage individuals who are at high risk
completed as required and any residual of self harm.
isks to be managed operationally.

Update 08.06.16: Complete.

5 In relation to Southfield there is a |Low 1.1 Same sex observation of individuals |1.1 Increased privacy and dignity for [1.1 Al CWM managers and staff  |Clinical Director/ Associate Director . (01.04.2016
requirement to protect the privacy whilst in seclusion should be faciltated. |patients. 12 |advised of requirements for same |Associate Director ~[Service Manager
and dignity of all patients whilst in 1.2 Access to faciliies to be improved  [To undertake a review of the sex observation. 1.2 business case for Seclusion room review.

[the seclusion suite and provide via a capital estates programme. for Southfield seclusion of existing seclusion
access to facilties. facilty with estates services. facily. Update 08.06.16: Building project meetings now
underway.

7 |All disciplines contribute to the High 1.1 Social work team to ensure that the [1.1 Comprehensive electronic record [1.1 Review of RiO record for Social Work Team  |Clinical [All social workers made aware of requirement via
treatment pathway of all patients' o concens, actions inclusion. Manager. Qualty  |Director/Service interal discussion.
however, in one set of records the information onto RO as well as outcomes Assurance and ianager
social work department had not maintaining secondary file information is | Compliance Lead Update 08.06.16: Business, Performance & Quality|
entered relevant information understood and actioned by all team Manager to review records for compliance June
onto the Trust RIO system members. 2016




|Action Plan for: Ridgeway Centre following CQC inspection on 5th August 2015

Action Progress

Version Nor 1 Date: 09/10/2015 Produced by: (Name & JobTitle) Donna Schell, Head of Service, Ofordshire and Buckinghamshire Learning Disabity
corent :ywsk/ Whos responsible for “é:ls’\;f\:;:::':;?: 17 | pate ation mustbe
Issue No. | Whatis theissue o be addressedt? RetNo Action/s to be taken Outcome or Improvement the action will fheactonbe completed? completed
_— deliver once complete evidence
Ay Name & bt I agimmiyy
T | The environmental risks must b fully
assessed and addressed. Unti the Nicol Sykue-Dean
necessary changes are made to make
the environment as safe as possible, High 1 per specification entory ofalindickal | ™ gng pesignatea Service Manager) o0t
appropriate meastres must be G Responsidle Clinician
o
effectively the isks o people sing the
senvice. Patients will have a MDT rik assessment and Nicola Stykuc-Dean
igh » o 9 safe whist awaiting fll | MDT Cae plans, isksummaries and ri | (Senor Clical Nurse) | Paul Munday (lnical | 011000
environmental isks impact on their safey. ge
Responsiole
Nicola tykuc-Dean
Review of Support Plans and evidence of
High 13| Riskfactorswill e reflected in supportplans | *21ENtS are kept sae whist awaitng ull | i 25 ang mitigations being | (610" Clinical Nurse) |- paul Munday (Clncal | /7015
environmental adjustments and Designated Service Manager)
documented
Responsibe Cnican
7 A Tont ne Saf should complete
outstanding mandatory training to s e
ensure they are up to date with current 2 i
practice and best able to meet Medium 21 d compliance with standard (senior Clnical Nurse) | Service Manager) L2
effectively the needs of people at the
senvice
Alstt P Programme paul
Medium 22 service users, tlocal s Lead Professionals /1172015
Pl Al inventory of Learning on offer by Trust |~ Service Manager]
3 e o physical estraint should be
reviewed futher, inorder to clarify
[atieieriners are ey peems o ey The Trusts Quaity and Safety Group [QSM] will Raj Attavar (Clinical
(DG BT L e review a report on the analysi of llincidents Services Director) in
subsequent response. Medium 31 |otreaam it s e o sty SSEGe Ut the o et s | Reortpreseted o Qs and e | “CoNS U | domasctel eadol |y
against ational standards and identify any Governance team and
veauired actons forimprovement Dirctor of Qualty
4| The bookfor ecording of controled
drugs should be maintained in a neat
and precise manner, and replaced when
worn and untidy o s to minimise risk o
ertors, ] and
Medium a1 be ordered through the Trust harmacy and Nurse) & uliet Wels 30/00/2015
the existing version archived! minimised (TR A (senor Pharmagisty | 5°7i¢ Menger)
The provider should review the records
and administration processes for Repor proicedby Phamasstand. |y
medication to ensure they are as The operational process concerning medicnes Senior Nurse on outcome of review and
straightforward and effective as Megium a2 1 medine g i 31012016
possibe. with guidelnes and policies ensured Routine practices moritored regularly by
Clincal Nurse)
Charge Nurses
T3 Torms Used for people who are gven.
medication without having given their e )
consent,should be kept ticy and fled et el [Senior
i the corresponding prescription refiect prescribed medicines at weeky MOT | o procedures for administering | oot 1€ | pharmacist]and Nicola | Paul Munday [Clnical
okt Medium a3 meeting. T2.and T3 formsto be checked to b 30/11/2015
cards, with StykucDean (Senior | Services Manager]
followed. Notes in Governance meeting
regulatory and safe practices Clincal Nurse)
cards reporting upon compliance
5 onitoring of physical
observations should state clearlyhow | Medium 51 UEECTRET ‘team resulting in minimising risks of Merged folderin use liools Syt peso |eliiupcayciga 31/10/2015
charts will be merged into one folder ; (Senior Clncal Nurse) | Service Manager)
frequents continuityof care
made 50 85 fo dvoid unnecessary staff Charts routinely will b reviewed by all
confusion. aer
incoming regstered nurses during handover checks. Nurse Paul Munday
Medum 52 311172015
charge supervision (Senior Clncal Nurse) | Service Manager)
continuity of care
outgoing nurse in charge at handover meeting
Saferstreamlined communication amongst -
Medium s S T standing asend NiolatykucDean | Paul Munday (@inical | 5,00
(senior Cinical Nurse) | Service Manager)
continuityof care
| The provider should ensure there s & P———
clear process or auditing emergency Process for routine auditing equipment will be Inventory ofal medical equipment with | ‘2" ltes
& Estates Manager), | - Paul Munday (clinical
equipment. Medium 61 reviewed Safely maintained equipment inuse | cear ndicaton of reqular checks within 31/10/2015
Nicola Stykuc-Dean Service Manager)
agreed timeframes
(Senior Clinical Nurse)
Al medical equipment will be reviewed and an Laura Hamer (Facilties
y & Estates Manager), | Paul Munday (cinical
Medium 62 cdlod inuse | Alecuipment checked andsafeouse | (EE AT, | P Funey T 071172015
(Senior Clincal Nurse)
7 [ Support plans should be dleary writen The Support Plan [57] Document, alongside Nicola Styxue Dean
in collaboration vith patients and in cear operational nstructions for use willbe: nderstand thei 4 Plan | (Senfor e Nurse) [ i
formats which best suit each patient's | Medium 71 [reviewed and| e template in e speech| g o ) 31/01/2016
individual communication neecs. others and revised to ensure smpliity and instructions and Language oe
use Therapist]

Notes/ Further information

Works programme underway, only remaining
actions relate to the replacement of anti-
barricade doors

Risk assessments in place to mitigate against
temporary environmental risk

[Excludes staff on maternity leave, long term sick|
leave, new staff (3 Months) and on maternity.
leave.

o be discussed at Team meeting on Tuesday
13th October to determine feasibiity and
timescales
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Quality Improvement Plan for Priorities in Quality Account 2016/17 m
Quality Account 2016/17 (targets to be achieved by 31.03.2017) Southern Health
NHS Foundation Trust
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