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MONITORED VIA CQC DELIVERY GROUP WEEKLY

Ref No Requirement 
Notice?

CQC KEY 
QUESTION

Core Service Location Theme CQC actions required Regulation breached How the regulation was not being met Outcome or Improvement the action will deliver once 
completed

Who is  accountable for 
ensuring the action is 
completed? 

Name & Job Title

Action/s to be taken Which corporate 
services will need to 
provide support

ALL ACTIONS THAT 
HAVE A 
CORRESPONDING 
EXTERNAL ACTION WILL 

How will completion of the action be evidenced

(Evidence and method of review)

Who is responsible for 
completing the action 

Name & Job Title

Date action must 
be completed

dd/mm/yyyy

Month Action Progress
Blue=Complete
Green= Begun/On Track
Amber= Risk of slippage
Red=Overdue

Progress - to include position statement, risks, obstacles, 
action taken etc.

How will you evidence that the completion of 
the actions has led to the intended outcome

Intended Outcome 
Achieved
Blue=Complete
Green= Begun/On Track
Amber= Risk of slippage
Red=Overdue

Board clearly sighted on and assured about the management of 
key risks and the delivery of the quality improvement agenda 
with clear sight of the mortality improvement plan and CQC 
improvement plans

Julie Dawes
Director of Nursing

1.1 Central Quality Governance team to be restructured to deliver a Business Partner model (replicated from HR and Finance model) to 
strengthen the links and accountability lines  between the central governance team and divisional quality structures.

     

Central Quality and 
Governance Team

Human Resources 
Department

New business partner model will be in place and posts 
will be appointed into
(submission of documents)

Helen Ludford
Associate Director of Quality 
Governance

31/08/2016 August Red August 2016:
Consultation Phase one completed and appointments 
confirmed. Phase two - Business partner roles x3 and Head of 
Incident Management and Patient Safety have been advertised, 
interviews set for beginning of September. 
Interim roles for the above have been sought & appointments 
offered. On target for these to start by end of August
25/08/16 - Interim positions will not all be filled by end of Clear Ward to Board visibility of reporting and accountability Julie Dawes

Director of Nursing
1.2 Review of Ward to Board reporting on quality performance (Board and its sub-committees) Central Quality and 

Governance Team

Corporate Governance 
Team

2016/17 reporting schedule will be agreed at Trust 
Board 
(submission of documents)

Paul Streat
MCP Development Director 

30/06/2016 June Blue - unvalidated June 2016:
A review of reporting to Trust executive Group (TEG) completed 
with recommendations as to how TEG should be restructured 
presented and accepted by them (Paul Streat)

09/08/16 - ward to board quality reporting now in place on 
Tableau - to be validated in September

Clear accountability demarkation for the quality agenda 
between Executive portfolios and shared responsibility for 
delivery between three clinical Executives to ensure 
accountability for delivery of quality improvement plan.

Katrina Percy
Chief Executive

1.3 Executive Quality Portfolios to be revised and strengthened with the three Clinical Executives forming a 'Quality Team' Central Quality and 
Governance Team

Executive portfolio changes will be published and 
communicated both internally and externally 
(submission of documents)

Julie Dawes
Director of Nursing

Chris Gordon
Director for Improvement & 
Safety

30/06/2016 June Blue - Exec validated June 2016
Changes to portfolios agreed with Executives and NEDs in May 
2016. New Director of Nursing commenced in post 03/05/16. 
Specific responsibilities have been agreed and new Executive 
Director Structure has been published and communicated.

Strengthening of Professional leadership and Quality 
Governance focus within the Mental Health and Learning 
Disability Division

Julie Dawes
Director of Nursing

1.4 Establishment of and appointment to new role  - Deputy Director of Nursing and Quality,Mental Health and Learning Disabilities 
Division - to provide senior professional and governance leadership. Interim appointment to be made whilst the substantive 
appointment is recruited to 

Human Resources - 
Recruitment

Human Resources - 
Business Partner for 
Mental Health and 
Learning Disabilities 
Division 

Interim and then substantive appointments made and 
individuals in post

Mark Morgan
Divisional Director Mental 
Health and Learning 
Disabilities

Interim 
appointment 
31/05/2016

Substantive 
appointment 
30/11/2016

November Green May:
Post agreed at Trust Executive Group. Interim appointment 
made (Debra Moore) to provide professional leadership 
pending recruitment of a substantive individual 

Clear Ward to Board visibility of quality performance Katrina Percy
Chief Executive

1.5 New Divisional Quality Performance Reporting framework to be launched and embedded across the organisation to ensure Ward to 
Board quality performance reporting and escalation of concerns, including 'hotspot' reporting

IM+T - Business Analysts Ward to Board audit trail of quality performance 
reporting
(submisison of documents)

Julie Dawes
Director of Nursing

31/07/2016 July Blue - Exec validated July 2016
Trust-wide Quality & Safety Pack now available on Tableau 
reported under the CQC key questions (Safe, Effective, Caring, 
Responsive, Well-led). The pack allows you to view the Trust 
Quality and Safety measures down to Directorate level by 
specific measure for the last completed calendar 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.e Incidents analysis report)

Improved risk management across the organisation Julie Dawes
Director of Nursing

1.6 Risk Management Policy to be reviewed (including Risk Appetite Statement) Central Governance 
Team - Risk Manager

Revised Policy will be published
(submission of documents)

Helen Ludford
Associate Director of Quality 
Governance

31/08/2016 August Amber July 2016:
Director of Nursing reviewing the Risk Policy and Risk Appetite 
Statement with the Risk Manager. External support from RSM 
in place to support this piece of work including Exec workshops. 

28/08/16
Risk Management  Strategy and Policy revised and circulated 
for consultation. Trust Risk Appetite Statement to be discussed 
at September Board Seminar.

Capital planning process appropriately prioritising bids on the 
basis of clinical risk

Paula Anderson
Chief Finance Officer

Julie Dawes
Director of Nursing

2.1 The Trust will review and redesign the Trust Infrastructure Group (TIG) decision making framework to ensure Quality Impact 
Assessment and Risk mitigation is a core element of prioritisation of capital bids.  Capital bid applications will need to include  a Quality 
Impact Assessment and Risk Score and all new bids will require a quality impact assessment in year. 
 
  

Estates Quality impact and risk mitigation will be in place at 
local unit level for all works
(submission of documents)

Paul Johnson
Head of Estate Services

30/06/2016 June Blue - Exec validated June 2016:
New capital planning process in place. Clinical panel has review 
all 'rejected' capital bids for 16/17 to ensure appropriate 
mitigation was in place. This was overseen and signed off by the 
Trust Executive Group on 06/07/16.

Exception reporting to Trust Executive Group on a monthly 
basis to allow for early escalation of delays in enrivonmental 
improvement programme

Paula Anderson
Chief Finance Officer

2.2 New process to be designed and fully implemented to ensure delays to any estates work linked to patient safety are escalated to 
both TIG and Trust Executive Group. This will include a monthly 'capital status report' to the Trust Executive group 

Estates Monthly exception reporting to TEG will be in place
(submission of documents)

Paul Johnson
Head of Estate Services

31/05/2016 May Blue - Exec validated May 2016:
Head of Estates Services provided a monthly exception report 
to Trust Executive Group in May. This is now a monthly 
standing item on the Trust Executive Group's agenda.

Strategic Capital plans will be in place improving the 
prioritisation, risk assessment and risk management of 
environmental risks at the frontline

Paula Anderson
Chief Finance Officer

2.3 Develop a strategic 3 year capital programme to ensure appropriate short/medium/long term planning Estates Longer term strategic plans for Capital planning will be 
in place

Paul Johnson
Head of Estate Services

31/03/2017 Mar-17 Green

Improved interface between estates and clinical services Paula Anderson
Chief Finance Officer

2.4 Each MH/LD/OPMH  inpatient unit will have its own site-specific environmental and estate work plan. This will be held on a central 
sharepoint location in order that frontline staff can view the plan at any time. Capital prioritisation decisions will be formally shared in a 
set reporting framework with frontline clinical teams following every TIG meeting. 

Estates Environmental improvement plans will be in place. 
These will include estate works timescales (as 
appropriate).
(review of sharepoint files)

Paul Johnson
Head of Estate Services

30/06/2016 June Blue - Exec validated June 2016:
Site-specific environmental work plans have been developed 
fpr all MH/LD units which include actions arising from ligature 
risk assessments, site visits, staff feedback etc. These are 
available on the wards and the master copies are held on a 
central SharePoint site which is accessible by ward staff.

Clear, visible plans will be in place on each unit Paula Anderson
Chief Finance Officer

2.5 Estates team to produce and install standardised displays of capital plans for each site  Estates Clear plans will be displayed
(site visits)

Paul Johnson
Head of Estates Services

31/07/2016 July Blue - Exec validated July 2016
Display boards are now in place across all MH and LD sites 
which contain copies of the site plan & works programme. All 
plans and works programmes are stored and maintained via a 
SharePoint site which is accessible by all staff.  

More robust risk identification and risk mitigation will be in 
place 

Mark Morgan 
Divisional Director 
Mental Health and 
Learning Disabilities 
Division 

2.6 The previous Task and Finish ligature group terms of reference and purpose will be reviewed and a new Trust Ligature Management 
Group will be formed. Membership will be reviewed and strengthened with increased clinical membership, including the appointment 
of a senior clinical co-chair with estates. The ToR will include the following elements:-
- Act as an expert decision making group in relation to ligature decisions
- Prioritise capital expenditure for ligatures against the capital control total agreed by the Trust executive
- Ensure that there are processes in place to deliver the ligature management programme to include risk assessment and identification, 
operational mitigation and financial allocation
- Develop a new risk assessment tool which will help the clinical teams to assess comprehensively 
- Ensure that the Trust is fully compliant with accepted standards & guidance from external agencies (eg.NICE)
- 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 and completion of Ligature Risk Assessments across the Trust
- Ensure that appropriate management information is available for reporting
- Continually identify areas for improvement

Estates Minutes of Ligature Management Group
Reports to Quality Improvement and Development 
Forum (QID) 
(submission of documents)

Paul Johnson 
Head of Estates Services

Nicky Bennett 
Associate Director of Nursing 
- Forensic Services

28/02/2016 February Blue - Exec validated May 2016:
Terms of Reference have been amended, a new clinical co-chair 
is in place and a new meeting agenda has commenced. New 
risk assessment template has been developed and a 
programme of support for teams to complete this in place. All 
units have now been visited by Ligature project manager and 
information posters are in place on the units.

improved understanding of risk assessment and more 
consistent risk scoring at the frontline and more robust risk 
mitigation plans will be in place

Mark Morgan 
Divisional Director 
Mental Health and 
Learning Disabilities 
Division 

2.7 The Trust ligature risk assessment tool will be redesigned away from using 'the Manchester Tool', to using industry agreed risk 
assessment methodology (5x5)

Estates New risk assessment tool
(submission of documents)

Paul Johnson
Head of Estates Services

Nicky Bennett
Associate Director of Nursing 
- Forensic Services

30/04/2016 April Blue - Exec validated May 2016:
A new assessment tool has been developed and was launched 
in April 2016.

Triangulation of risk assessment will ensure all risks, mitigations 
and controls are in place 

Mark Morgan 
Divisional Director 
Mental Health and 
Learning Disabilities 
Division 

2.8 An annual ligature risk assessment programme will be rolled out to include the newly appointed Project lead, estates lead and 
clinical lead for the area undertaking a joint risk assessment to ensure continuity, quality and a collective  agreement as to the risks, 
mitigations and controls in place. 
This will report into the Trust ligature management group 

Estates All MH/LD/OPMH inpatient units will have a ligature 
risk assessment completed on the new paperwork that 
is accurate and of a high quality (submission of 
documents)

Paul Johnson 
Head of Estates Services

Nicky Bennett
Associate Director of Nursing 
- Forensic Services

30/06/2016 June Blue - Exec validated June 2016:
All MH/LD/OPMH inpatient units have a current ligature risk 
assessment in place. As well as being available on the unit, they 
are all held on a central SharePoint site which is accessible by 
ward staff. The 2016/17 annual programme is also available on 
SharePoint and posters are in place within the units detailing 
where they can find their latest assessment.

Clear policy change and consistent implementation Mark Morgan 
Divisional Director 
Mental Health and 
Learning Disabilities 
Division 

2.9 The Ligature Management Policy will be updated to ensure the new risk assessment process is clearly documented Estates New Ligature management policy
(submission of documents)

Paul Johnson
Head of Estates Services

Nicky Bennett
Associate Director of Nursing 
- Forensic Services

30/06/2016 June Blue - Exec validated June 2016:
Ligature management policy updated and approved by QID 
03/06/16. This is now available on line along with other 
guidance for staff and the link to the SharePoint site

Named lead will coordinate all elements of Ligature Risk 
assessment and mitigation

Mark Morgan 
Divisional Director 
Mental Health and 
Learning Disabilities 
Division 

2.10 Appoint a dedicated full time Trust clinical ligature project manager Estates New manager in post Nicky Bennett
Associate Director of Nursing 
- Forensic Services

01/03/2016 March Blue - Exec validated May 2016:
New project manager has been appointed and has commenced 
in role

All security risks will be clear to frontline teams and all will have 
management and mitigation plans in place

Paula Anderson
Chief Finance Officer

2.11 Improve the robustness of the Site-specific security management reviews. All new reviews will go back over recommendations 
from previous years’ reports to identify what actions, if any, have not been addressed and what management controls are in place to 
manage any identified risks 

Estates All security risks  will be clearly identified, assessed 
and mitigated 

Paul Johnson
Head of Estates Services

30/08/2016 August Blue - unvalidated July 2016:
The organisation has put in place a cyclical process over a 24 
month period to audit sites with regards to security and this 
forms part of the Health Safety and Security Assessment 
process.

Guttering will minimise the risk of patients accessing the roof Mark Morgan 
Divisional Director 
Mental Health and 
Learning Disabilities 
Division 

2.12 Install anti-climb guttering at Melbury Lodge  to reduce the risk of service users accessing the roof and garden fencing. During the 
undertaking of the works, security will be enhanced in the garden area, staffing levels will be increased, risk assessments and admission 
criteria will be reviewed.

estates Guttering will be in place. Number of service users 
successfully accessing the roof will reduce
(site visits)

Paul Johnson
Head of Estates Services

11/05/2016 May Blue - Exec validated May 2016:
Installation of anti-climb guttering completed mid May.

See actions in  2 above Central Quality and 
Governance team

Identification of themes and trends will be more robust Julie Dawes
Director of Nursing

3.1 The Trust approach to thematic review will be more systematic and robust. This will allow for more meaningful opportunities for 
staff to idenitfy trends and take appropriate action to implement control measures. Peer review schedule for 2016/17 will include 
thematic peer reviews over several sites.

Central Quality and 
Governance team

Annual Thematic Review schedule will be in place and 
delivered 
(submission of documents)

Helen Ludford
Associate Director of Quality 
Governance

30/06/2016 June Blue - Exec validated June 2016:
Thematic reviews now planned in as part of the clinical audit 
programme. Capacity set aside to add in additional ones as new 
themes emerge. Thematic review terms of reference and 
report template in place.

n/a

The trust must make significant improvement to the safety 
and quality of healthcare provided by ensuring governance 
arrangements are effective in identifying and prioritising 
risks to patient safety arising from the physical 
environment including ligature risks, falls from height and 
risks from patients absconding

Regulation 17 HSCA (RA) Regulations 2014 Good 
governance
This is a breach of Regulation 17 (2) (a) (b)Health 
and Social Care Act 2008 (Regulated Activities) 
Regulations
2014 (Part 3)

3 Trust wide Must 
Do

SAFE Provider / Trust Trust wide Environment

2 Enforcement 
Action

SAFE Provider / Trust Trust wide Environment

The trust must make significant improvement to the safety 
and quality of healthcare provided by ensuring governance 
arrangements: are effective in recording and implementing 
interim and long-term control measures to mitigate risks to 
patient safety arising from the physical environment 
including ligature risks, falls from height and risks from 
patients absconding.

Improvement Plan for: CQC Warning Notice
Version No:
Final V1.0
Progress last updated: 26/08/2016 - TM

Approved by:
Chris Gordon, COO, Director of Patient Safety
Julie Dawes,  Director of Nursing  & AHPs

Produced by: 
Louisa Felice - Head of Executive Affairs and Projects
Tracey McKenzie - Head of Compliance

Key risks and actions to mitigate risks were not 
driving the senior management team or the board 
agenda

Tracking examples of risks being identified and 
escalated

Review of Board and sub-committee agendas at 
year end against top organisational risks

Key risks and actions to mitigate risks were not driving the 
senior management team or the board agenda

Regulation 17 HSCA (RA) Regulations 2014 Good 
governance
This is a breach of Regulation 17 (2) (a) (b)Health 
and Social Care Act 2008 (Regulated Activities) 
Regulations
2014 (Part 3)

1 Enforcement 
Action

WELL-LED Provider / Trust Board Risk Management

The trust did not have effective governance 
arrangements that identified, prioritised and 
mitigated risks to patient safety, for example, 
ligature risks, fall from heights and risks from 
patients absconding

Site visits consistently show evidence of staff 
aware of ligature risks associated with their units 
and of measures in place to mitigate risk.

n/a Clearly auditable evidence of identification and 
mitigation of risk and of appropriate escalation



QID will receive assurance of team-level mitigation of risks 
associated with the environment.

Julie Dawes
Director of Nursing

3.2 The Quality, Improvement and Development Forum (QID) will receive assurance reports regarding  the mitigation of risks associated 
with the environment. This will allow for exception reporting to the Quality & Safety Committee.

QID papers and minutes
(submission of documents)

Deputy Directors of Nursing:
Sara Courtney
Paula Hull
Debra Moore

31/07/2016 July Red July 2016:
New reporting structures have been drafted and first meetings 
will take place in August to finalise TORs and membership. 
Environmental risks will be reported to the SAFE group by 
exception on a monthly basis

09/08/16 - Sara Courtney to develop framework by 16/08/16

Teams will have greater ability to review their own 
performance and understand how this is linked to their 
objectives including those around patient safety.

Paul Streat
MCP director

3.3 Existing team dashboards will be further enhanced to align them to the Trut's approach to team-level objective setting via the 
navigational maps. 

Human Resources - 
Organisational 
Development

Business Analysts

LEaD

All teams will have team performance dashboards in 
place and Trust Board will have visibility of every 
teams performance
(submission of documents)

Simon Beaumont
Head of Information

Sara Courtney
Deputy Director of Nursing 
and Quality

31/03/2017 Mar-17 Green May:
Information  team presenting team level performance to Trust 
Executive Group on a weekly basis from April 2016. Programme 
in place to roll out the planned improvements over the financial 
year.

Early intervention to provide support to struggling teams will 
mitigate the risk of significant deterioration in performance 
including that linked to the management of environmental risks

Julie Dawes
Director of Nursing

Sandra Grant
Director of Workforce

3.4 A systematic approach to providing 'intensive support' to frontline teams highlighted as having a reduced level/quality of delivery 
performance will be developed and rolled out across the Trust throughout 2016 . This will include a review of Practice Development 
roles and capacity

Human Resources - 
Organisational 
Development

Business Analysts

LEaD

Trust wide team performance will be supported with a 
systematic approach to 'intensive support' 
programmes
(submission of documents)

Sara Courtney 
Deputy Director of Nursing 
and Quality

31/12/2016 December Green May:
Organisational Development leads presented current 
programmes of support and a proposed 'intensive support' 
package to Trust Executive group in April 2016

Having a single, team level Improvement plan will enable teams 
to more accurately monitor and deliver required improvement 
actions including those linked to environmental risks

Julie Dawes
Director of Nursing

Chris Gordon
COO, Director of Patient 
Safety

3.5 Team Quality Improvement plans will be in place for every team across the Organisation by the end 2016  These will encompass all 
elements of the Navigation Maps, will include core measures as well as tailored measures to the specific team objectives

Central Quality and 
Governance team

Human Resources - 
Organisational 
Development 

Business Analysts

Every team will have its own team level  Improvement 
plan linked to its team Navigation Map, incorporating 
all improvement actions 

(submission of documents)

Sara Courtney 
Deputy Director of Nursing 
and Quality

31/12/2016 December Green May:
Many teams within Learning Disabilities, Mental Health, 
Childrens and the ISDs have already initiated the creation of a 
single  Improvement plan as a result of their Nav Map exercise. 
These are not standardised at present

New death reporting processes will be embedded across the 
organisation 

Chris Gordon
COO, Director of Patient 
Safety

The Trust will deliver the Mortality and SIRI action plan in full and to time. Central Quality and 
Governance team

Inpatient deaths in AMH/LD will be investigated in a consistent 
fashion

Chris Gordon
COO, Director of Patient 
Safety

4.1 Amend Mortality reporting process to ensure all Learning Disability and Adult Mental Health inpatient deaths  are reported as SIRIs 
and  undergo full Root Cause Analyisis investigation

Central Quality and 
Governance team

Updated policies and procedures
Ulysses data
(submission of documents)

Helen Ludford
Associate Director of Quality 
Governance

30/06/2016 June Blue - Exec validated June 2016:
All MH/LD inpatient deaths are now being reported as SIRIs. 
Procedure for Reporting and Investigating Deaths has been 
updated to reflect this change.

Ensure high quality of investigation and all opportunities for 
Organisational Learning are identified and actioned regardless 
of whether a SIRI or not

Chris Gordon
COO, Director of Patient 
Safety

4.2 All Root Cause Analysis Investigations that are not SIRIs (excluding pressure ulcers) will go through the same processes as SIRIs, (this 
may include a thematic review where appropriate), including corporate panel sign off

Central Quality and 
Governance team

Updated policies and procedures
Ulysses data
(submission of documents) 

Helen Ludford
Associate Director of Quality 
Governance

30/06/2016 June Blue - Exec validated June 2016:
New process is now in place which ensures all RCAs go through 
corporate panel. SIRI and incident policies have been updated 
to reflect this change

Mitigate risks inherent in IMA stage of process Chris Gordon
COO, Director of Patient 
Safety

4.3 IMA audit tool will be amended to ensure it includes adequate checks against RiO Central Quality and 
Governance team

IMA audits undertaken and feedback provided to staff
(submission of documents)

Helen Ludford
Associate Director of Quality 
Governance

31/05/2016 May Blue - Exec validated May 2016:
IMA audit tool has been amended to include cross check with 
Patient Notes. Audits now taking place on a monthly basis. 

Improved experience for family members/carers involved in 
investigations into deaths

Lesley Stevens
Medical Director

4.4 The Trust will commission an external review of the experiences of family members in the investigation process  to provide 
recommendations on how this can be improved. Action will be taken based on review findings and recommendations

Central Quality and 
Governance team

Review will be completed and clear improvement 
recommendations will be identified and implemented
(submission of documents)

External Reviewer

Helen Ludford
Associate Director of Quality 
Governance

30/09/2016 September Green May 2016:
Review commissioned and investigator appointed. Work 
underway to contact families and set up interviews 

A dedicated lead for Patient Experience will ensure maximum 
focus, coordination and improvement will be delivered across 
all services

Lesley Stevens
Medical Director

4.5 The Trust will appoint a Trust Patient Experience Lead Central Quality and 
Governance team

Postholder will be in place with clear job description 
and clear objectives

Lesley Stevens
Medical Director

30/06/2016 June Blue - Exec validated June 2016:
Post holder has been recruited and commenced in role. Job 
description and job plan are now in place

Chris Gordon
COO, Director of Patient 
Safety

4.6  CAS system to be used to disseminate learning from SIRIs where corporate panel has grade these as level 4 or 5 Communications

Central Governance and 
Quality team

Alert system will be in use and same day dissemination 
of learning from corporate panels will be evidenced
(submission of documents)

Helen Ludford
Associate Director of Quality 
Governance

30/05/2016 May Blue - Exec validated May 2016:
Internal alert procedure already in place via the CAS module on 
Ulysses which will now be utilised for these alerts. Template for 
sharing learning from corporate panels via this system has been 
developed and agreed and the first alert has been sent out.

Julie Dawes
Director of Nursing

 4.7 The Organisational learning strategy will be reviewed and updated New strategy
(submission of documents)

Helen Ludford
Associate Director of Quality 
Governance

30/08/2016 August Green June 2016:
Quality Improvement Strategy was approved by Board at the 
end of June 2016. The Organisational Learning Strategy is now 
being reviewed by the workstream to align with this.

Chris Gordon
COO, Director of Patient 
Safety

4.8 Where corporate panels grade incidents as 4 or 5, a follow-up panel structure will be put in place to gain assurance re completion of 
action plans. 

Panel minutes
(submission of documents)

Helen Ludford
Associate Director of Quality 
Governance

30/08/2016 August Blue - Exec validated June 2016:
First of these took place on 30 June 2016

Chris Gordon
COO, Director of Patient 
Safety

4.9 All SIRI investigation reports to include as standard a TOR which requires the investigator to determine whether any similar 
incidents have taken place within the team/unit in the preceeding 12 months and what action was taken as a result of these. This will 
allow for improved identification of themes and lead to improved actions to address the root causes.
 - 48hr panel chairs to be advised of new requirement
 - Commissioning manager training will include reference to this requirement

Investigation reports
(submission of documents)

Helen Ludford
Associate Director of Quality 
Governance

30/08/2016 August Amber June 2016:
This work is in progress as part of the on-going improvements 
to the SI reporting process
August 2016:
Processes in place but do not have sufficient evidence from 
each area to validate at present

Sandra Grant
Director of Workforce

4.10 The Trust will upskill frontline staff in quality improvement methodologies using the existing Team Viral programme to support this Human Resources - 
Organisational 
Development

Course content and Attendance logs 
(submission of documents)

John Monahan
Organisational Development 

31/03/2017 Mar-17 Green June 2016:
Plan in place to develop training day for Quality Ambassadors 
who will be appointed to teams as part of the implementation 
of the Quality Improvement Strategy in Q3 2016/17.

Improved medical leadership throughout the Organisation with 
standardised Role Descriptors and clear accountabilities and 
objectives 

Lesley Stevens
Medical Director

5.1 Medical Director will review Associate Medical Director appointments and Roles and clarify the role of the Clinical Director with 
Divisional Directors to ensure consistency

Human Resources - 
Medical Staffing

Standardised Role desciptors and job plans will be in 
place
(submission of documents)

Divisional Directors 31/07/2016 July Blue - Exec validated July 2016:
Clinical leadership role review approved in TEG.  Consultation 
required to implement changes, which include standard role 
descriptors.  Job plans in place for AMD’s.

Agreed to align job planning with Trust Nav Map process – 
process for roll out across all job planning in Trust to be agreed 
in Medical Professional Away Day in October 2016.

Improved senior leadership visibility at the frontline (including 
Executives and NEDs) and increased focus on Patient Safety 

Julie Dawes
Director of Nursing 

5.2 A structured leadership visibility programme will be introduced to include executive safety walkabouts, 'Back to the Floor' 
programme etc.

Central Quality and 
Governance team

Programme to be in place and frontline teams to 
report increased visibility of senior leaders
(submission of documents)

Helen Ludford
Associate Director of Quality 
Governance

31/07/2016 July Blue - Exec validated July 2016:
'Back to the Floor' visits being undertaken by senior nurses 
every Thursday with a scheduled call every 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 workforce who feel supported to raise 
concerns and are confident they will be dealt with 
appropriately

Sandra Grant
Director of Workforce

5.3 Undertake a review of the Trust's staff engagement strategy Review report 
(submission of documents)

Amanda Smith
Deputy Director of 
Workforce

Emma McKinney
Associate Director of 
communications

30/09/2016 September Green

Staff clear as to the escalation processes that are in place to 
raise concerns about patient safety

Sandra Grant
Director of Workforce

5.4 A review of staff feedback mechanisms will be undertaken to determine whether there are sufficient processes in place for staff to 
escalate matters beyond their line manager when these fall below the threshold that would require whistleblowing procedures to be 
followed. This will include a review of the methods through which feedback is collated and used when this is received at events such as 
staff briefings, staff survey etc. Promotion of exisiting/new mechanisms to be communicated to staff

Review report and communications
(submission of documents)

Amanda Smith
Deputy Director of 
Workforce

Emma McKinney
Associate Director of 
communications

31/10/2016 October Green

See action in 5 above Human Resources - 
Business Partners 

LEaD
Improve staff engagement in the annual Training Needs 
Analysis process

Sandra Grant
Director of Workforce

 6.1  Ensure frontline staff are fully engaged in the Trust's Training Needs Analysis process by reviewing current practice and identifying 
ways in which this can be improved. Consideration will be given to the hosting of open days by the LEaD department and a 
communications drive during the months when the TNA process is undertaken.

Human Resources - 
Business Partners 

LEaD

Staff engagement activities around TNA
(submission of documents)

Bobby Moth
Associate Director of 
Leadership, Education and 
Development

31/10/2016 October Green

Appraisal and revalidation process will be used to assess any 
skills and competency gaps and staff will be supported to 
address these. 

Sandra Grant
Director of Workforce

6.2 Conduct a staff survey to include a question that evaluates whether staff feel that their appraisal and/or revalidation process has 
adequately addressed their training needs

Survey results
(submission of documents)

Amanda Smith
Deputy Director of 
Workforce

30/09/2016 September Green

Standardised approach to supervision to support staff and 
provide a structured 'space' for concerns around competencies 
to be raised

Julie Dawes
Director of Nursing 

6.3 A review of  the current supervision policy and procedures to be undertaken to ensure they are fit for purpose and updated as 
necessary. This will include scoping the possibility of an electronic solution linked to the LEaD system to optimise supervision record 
keeping

Human Resources - 
Business Partners

LEaD

Staff supervision records will be in place and staff will 
report supervision has taken place and has been 
effective

Paula Hull
Deputy Director of Nursing 
and Quality

30/09/2016 September Green

6 Trust wide Must 
Do

Supporting staff n/a5 Trust wide Must 
Do

SAFE Provider / Trust Trust wide Supporting staff The trust must make significant improvement to the safety 
and quality of healthcare provided by ensuring governance 
arrangements: identify, record and effectively action 
concerns raised by staff about their competence to carry 
out their roles.

n/a

The trust must make significant improvement to the safety 
and quality of healthcare provided by ensuring governance 
arrangements: identify, record and effectively action 
concerns about patient safety raised by staff.

n/aRESPONSIVE Provider / Trust Trust wide

n/a

4 Enforcement 
Action

SAFE Provider / Trust Trust wide Investigations & 
learning

Regulation 17 HSCA (RA) Regulations 2014 Good 
governance
This is a breach of Regulation 17 (2) (a) (b)Health 
and Social Care Act 2008 (Regulated Activities) 
Regulations
2014 (Part 3)

The trust must make significant improvement to the safety 
and quality of healthcare provided by ensuring governance 
arrangements: are effective at delivering robust incident 
investigation to ensure opportunities for future risk 
reduction are identified and acted upon.

The trust did not have effective governance 
arrangements to deliver robust incident 
investigation 

Monitored through separate SIRI and Mortality Action Plan Internal audit of invetigation process to be added 
to audit schedule for Q4

Improve the culture of organisational learning from serious 
incidents



CQC Inspection Recommendations - January 2016
Date: 
27/05/2016 MONITORED VIA CQC DELIVERY GROUP WEEKLY

Approved by:
Chris Gordon, COO, Director of Patient Safety
Julie Dawes,  Director of Nursing  & AHPs

 Requirement 
Notice?

CQC KEY 
QUESTION

Core Service Location Theme CQC actions required Regulation breached How the regulation was not being 
met

Outcome or Improvement the action 
will deliver once completed

Who is  accountable for ensuring the 
action is completed? 

Action/s to be taken How will completion of the action be evidenced

(Evidence and method of review)

Who is responsible for completing the action Date action must be 
completed

Month last 
action will be 
completed

Action Progress
Blue=Complete
Green= Begun/On Track

Progress update on individual actions How will you evidence that the completion of the actions 
has led to the intended outcome

Intended Outcome 
Achieved
Blue=Complete

7.1 Interim action: Update AMHT/CMHT SOP to limit the places on RiO where risk information is 
entered. (Risk Assessment module and the latest consultant letter only)

Revised SOP
Communications to staff about revised SOP/minutes of team 
meeting discussions
(Submission of documents)

Liz Durrant, Area Manager – Southampton AMH 30/06/2016 June Blue - Exec validated August 2016
Validation visits have given assurance that processes are in 
place. Will continue to be monitored

7.2 Task & Finish Group to: 
- review the functionality of the existing RiO risk assessment tool and determine the improvements 
required
- determine how the new 'My Safety Plan' (collaborative safety care plan) and crisis plans reflect 
the risk information and are incorporated onto RiO
- carry out a gap analysis of the risk assessment and risk care planning training currently available 
and determine the improvements required
- establish trajectory of compliance for My Safety Plans being in place and new risk management  
training being undertaken

Report from Task and Finish group 
(Submission of document)

Liz Durrant, Area Manager – Southampton AMH 30/09/2016 September Green June 2016:
Task and finish group in place and work has commenced

7.3 Make the necessary changes to the risk module on RiO in association with Servelec to reflect 
the recommendations of the task and finish group

Updated risk assessment module on RiO  
(Submission of document)

Tony Goodwin, Senior Systems Manager TBC at end Sept 16 
(dependant on extent 
of changes 
recommended by 
T&F group)

TBC Green June 2016:
Dependant on outcome of above action

7.4  Devise a risk management training package and establish a programme to roll this out in 2017 
that reflects the recommendations of the task and finish group

New training materials and schedule for roll out (Submission 
of documents)

Louise Hartland, Governance, Quality and 
Compliance Manager LEaD

31/12/2016 December Green June 2016:
Dependant on outcome of above action

8.1  Interim action: All multi-disciplinary team meetings to include discussion of patients who DNA 
as a standard agenda item. 

Communications to staff/minutes of team meeting 
discussion
MDT agendas
(Submission of documents)

AMH Area Managers:
Liz Durrant
Karen Guy
Graham Webb

31/05/2016 May Blue - Exec validated May 2016:
This is now a standing item on all MDT agendas 

8.2 Administration of MDT meetings to be changed in order that discussions about patients who 
DNA and the plans that are agreed as a result are entered onto the individual patient's RiO record 
rather than in the MDT minutes

Audit of individual patient records who DNA as identified 
through Tableau report 
(Submission of documents)

AMH Area Managers:
Liz Durrant
Karen Guy
Graham Webb

31/07/2016 July Blue - Exec validated July 2016:
Audit completed and results discussed at AMH CQC meeting. 
This will contuine to be monitored and another audit will take 
place in November 2016

8.3  Revise the CMHT and AMHT Standard Operating Procedure to reflect the requirement for 
teams to discuss people who DNA at the MDT meetings

Revised SOP within AMHT and CMHT
Communication of SOP amendments to team/discussion of 
SOP amendments at team meetings
(Submission of documents)

Karen Guy. Area Manager- CMHT / Liz Durrant, Area 
Manager- AMHT

30/06/2016 June Blue - Exec validated June 2016:
SOPs have been updated and re-issued to staff as well as being 
published on the intranet.

8.4  Complete the review of the current Clinical Disengagement Policy and make any necessary 
improvements to it. The review process will include a Soton Learning network event which will 
discuss learning from previous incidents associated with clinical disengagement. 

Revised (Version 6) SH CP 97 "Clinical Disengagement / 
Patients who DNA" policy available on Trust website- 
(Submission of documents)

Area Heads of Nursing:
Carol Adcock
Nicky Duffin
Liz James

30/09/2016 September Green June 2016:
Review in progress

8.5 Launch revised Clinical Disengagement policy including headlining it at AMH Learning Network 
event

Communications to staff and agenda of learning network 
event
(Submission of documents)

Area Heads of Nursing:
Carol Adcock
Nicky Duffin
Liz James

31/10/2016 October Green

9.1 Interim action: Put plans in place to ensure Consultant Psychiatrist on-call or senior registrar on-
call undertake the initial medical review for new episodes of seclusion out of hours if on-call trainee 
doctor is unavailable and that any breaches are reported on Ulysses as an incident.

Communications to staff
Minutes of Trust SAFER group meetings 
Review of Ulysses incidents
(Submission of documents)

Dr Mayura Deshpande, Clinical Service Director (SS)
Mary Kloer, Clinical Director (AMH)
Jennifer Dolman, Clinical Director (LD)

31/05/2016 May Blue - Exec validated May 2016:
Consultant psychiatrists, senior registrars on on-call rota and 
senior nurses have been made aware of expectation and this is 
being monitored 

9.2 Carry out a review of all episodes of seclusion in AMH, specialised services and LD from Dec 
2015 - April 2016 to determine how many episodes of seclusion were not reviewed within the first 
hour by the on-call doctors out of hours and thereby establish scale of the problem. 

Review report 
(Submission of documents)

Dr Mayura Deshpande, Clinical Service Director (SS)
Mary Kloer, Clinical Director (AMH)
John Stagg,Associate Director of Nursing (LD)

31/07/2016 July Blue - Exec validated August 2016

Audit completed and results to be used to inform trust-wide 
review of junior medical on-call

9.3 Use results of audit to feed into Trust-wide review of junior medical on-call Trust-wide review report
(Submission of documents)

Dr Mayura Deshpande, Clinical Service Director 31/08/2016 August Red 19/08/16 - audit results not yet received - risk of slippage as 
this action is dependent on audit results

23/08/16 - audit results reviewed and non-compliance 
identified. Shows wider issue related to junior medical on-call 
which will not be addressed by end of August - action plan to 
address issued to be presented at CQC delivery group meeting 
on 30/08

See Action 2 (warning notice tab) for Trust-wide actions which will include AMH services

10.1 Develop a clear process for identifying and prioritising environmental risks across AMH 
services that includes the process for escalation and governance responsibilities. 

Environmental Process document for AMH
Minutes of AMH Environmental Meetings
(Submission of documents)

Nina Davies, Transformation Business Partner- 
Mental Health 

31/05/2016 May Blue - Exec validated May 2016:
Process flow developed and in place within AMH services

See action 2 (warning notice tab) in relation to Trust-wide improvements in ligature/estates 
management and  action 2.12 specifically in relation to the Melbury roof

11.1 Domed mirrors to be installed on Kingsley Ward, Melbury Lodge to improve the sight lines Domed mirrors in situ  
(site visit)

Paul Johnson, Head of Estate Services 31/05/2016 May Blue - Exec validated May 2016:
Dome mirrors were installed on 16.05.16

Peer reviews and site visits

Regular review of  incidents linked to the environment at 
Melbury Lodge to identify any emerging or unresolved 
issues.

Evidence of action taken in response to patient safety 
incidents related to the environment

12 Requirement 
Notice

SAFE Acute wards for adults 
of working age and 
psychiatric intensive 
care units

Kingsley Ward, Melbury 
Lodge

Environmental  & 
equipment

The trust must ensure that it protects 
patients’ privacy and dignity in a safe 
way on Kingsley ward.

Regulation 10 HSCA (RA) 
Regulations 2014 Dignity and 
respect
This is a breach of Regulation 
10(2)(a) Health and Social 
Care Act 2008 (Regulated 
Activities) Regulations 2014 
(Part 3)

The trust had not ensured that 
patients’ privacy and dignity is 
protected in a safe way on Kingsley 
ward.

Improved privacy and dignity for 
patients on Kingsley Ward whilst still 
allowing safe observations

Mark Morgan, Director of Operations 
(Mental Health, Learning Disabilities & 
Social Care)

12.1 Vistamatic windows to be installed on all 25 bedroom doors, Resource Room and Family Room New doors installed
(site visit)

Paul Johnson, Head of Estate Services 30/04/2016 April Blue - Exec validated May 2016:
Vistamatic doors were installed in April 2016

Review of patient feedback from Melbury ward to ensure 
continued patient satisfaction around privacy and dignity

13.1 Amend Hamtun seclusion room plans taking into account MHA Code of Practice and additional 
suggestions made by CQC

Revised seclusion room plans/drawings 
(submission of documents)

31/05/2016 May Blue - Exec validated May 2016:
A number of different design options have been provided to 
the Trust and these have been considered by the clinical team 
resulting in a preferred design option being agreed.  

13.2 PFI partners to provide costings for new design and issue tender Costings and tender paperwork 
(submission of documents)

30/06/2016 June Blue - Exec validated May 2016:
An intrusive survey was carried out on 01.06.16 following the 
design option chosen by the clinical team.  Following this, the 
construction team provided costs and timescales for the clinical 
team to sign off  

13.3 External contractor to carry out building works of new seclusion room Building works completed on new seclusion room 
(site visit)

31/10/2016 October Green June 2016:
Options arising from the survey/costing stage will dictate the 
programme length.  Building control will be required prior to 
commencing work (up to 4 week timeframe).  It has been 
agreed with the contractors that during this time materials will 
be ordered to allow commencement of building work 
immediately following building control sign off.   

13.4 Interim action:  Screen to be used as an interim measure, when  the seclusion room is in use, 
to protect privacy and dignity of patients

ward manager spot checks Liz Durrant, Area Manager – Southampton AMH 15/04/2016 April Blue - Exec validated May 2016:
Screen in place and being used for each seclusion episode

14.1 Medicines Management team to re-issue advice re action to be taken if outside of safe range. communications from Meds management team

(submission of documents)

Ewan Maule, Interim Chief Pharmacist 31/05/2016 May Blue - Exec validated June 2016:
New temperature monitoring tools, risk assessment and 
guidance issued to clinical teams across the trust following 
review and update by the interim Chief Pharmacist. In addition 
information has also been circulated to staff via the weekly 
staff bulletin and is available on the trust intranet site.

Adherence to the guidance is being reviewed as part of the 
weekly senior nurse 'Back to the Floor' visits and during Exec 
review visits.

14.2  Fridge temperature monitoring template to be reviewed and re-issued so as to assure 
standardisation across the trust

New template
(submission of documents)

Vanessa Lawrence, Pharmacy Lead 30/06/2016 June Red 09/08/16 - validation visits have identified that processes have 
not yet been embedded

14.3 Survey of the maximum  temperatures reached  in all inpatient dispensing rooms where 
medicines are stored to be carried out and solutions to be sought to ensure temperatures remain 
within the recommended limits (e.g. air conditioning installation)

THIS ACTION HAS BEEN SUPERSEDED. It was not felt to be sufficiently robust as described 
originally. Carrying out a survey of rooms using room temperature data collected over the last 6 
months is unlikely to give an accurate picture of maximum room temperatures. Instead, the new 
Interim Chief Pharmacist has suggested the development of a risk assessment tool that will 
highlight any temperature issues on an ongoing basis rather than as a one off exercise. The new 
action is as follows:

Develop a risk assessment tool for assessing the impact of temperature excursions over the 
established limit and circulate guidance for its use

Completed survey results and plans for remedial works
(submission of documents)

Paul Johnson, Head of Estate Services
Vanessa Lawrence, Pharmacy Lead

30/06/2016 June Red 09/08/16 - validation visits have identified that processes have 
not yet been embedded

See action 2 (warning notice tab) regarding Trust-wide improvements in ligature/estates 
management which will apply to Evenlode

15.1 Introduce immediate safeguards to ensure patient safety
- shortening of cables
- review of ligature risk assessments
- review and update patient risk plans
- increase night time observations

(Site visits)
Evidence was also reviewed by CQC at repeat visit in 
February 2016.

30/03/2016 March Blue - Exec validated May 2016:
All actions were taken following the initial CQC visit and 
evidence was provided to CQC during repeat visit in February 
2016 which demonstrated completion of specific issues 
highlighted.

15.2 Engage and consult effectively with the patient group around further changes being made to 
reduce the risk from ligature points.    

Minutes from patient engagement meetings,1-1 discussions 
documented in care notes 
(submission of documents)

31/05/2016 May Blue - Exec validated May 2016:
Patients have been involved and consulted with regarding the 
planned bedroom refurbishment works and this is discussed at 
their patient meetings.

15.3 Schedule of bedroom works to be completed by external contractors Bedroom works completed 
(site visits)

30/07/2016 July Red July 2016:
There is potential for a short delay in completing this action due 
to the estimated delivery date for the vent grilles and radiator 
covers being the first week in August. Estates are working with 
the contractors to try and bring this forward and CQC have 
been informed of the potential delay.
Develop a risk assessment tool for assessing the impact of 
temperature excursions over the established limit and circulate 
guidance for its use
Failed validation beacuse random sampling demnstrated lack of 
consistent application. 

15.4 Once structural bedroom works are completed, install new ligature-free beds and wardrobes. New furniture in place 
(site visits)

31/07/2016 July Blue - Exec validated 19/08/16
Beds and wardrobes now all installed

See action 2 (warning notice tab) in relation to Trust-wide improvements in ligature/estates 
management which will apply to The Ridgeway Centre

16.1 Address outstanding ligature points in garden as highlighted by CQC remedial works carried out 
(site visit)

Paul Johnson, Head of Estate Services 31/05/2016 May Blue - Exec validated May 2016:
Works to remove residual ligature risks identified in the garden 
have been completed.

17.1 Identify gaps in essential resuscitation equipment and purchase any necessary additional 
equipment

equipment in place 
(site visit)

31/05/2016 May Red May 2016:
Resuscitation bag now fully equipped and being checked as per 
policy. 

19/08/16
Validation visits and audit of emergency equipment has 
identified issues of inconsistent kit & out of date drugs across 
the trust. Updated guidance and checklists issued via an 
Internal Alert 17/08/16

17.2 Remove staff lockers currently within clinic room no unnecessary items in clinic room 
(site visit)

31/05/2016 May Blue - Exec validated May 2016:
Lockers have now been removed from the clinic room

17.3 Purchase clinic room treatment chair equipment in place 
(site visit)

30/06/2016 June Blue - Exec validated June 2016:
New treatment couch is in place

18.1 Review all staff training records to ensure compliance with statutory and mandatory training 
and seek staff views as to additional training they feel is required.

30/06/2016 June Blue - Exec validated June 16:
Staff have had two away days where they have identified some 
training needs over and above stat and man training which 
have been picked up with LEaD. As at the end of June 2016 all 
eligible staff either had completed PRISS training or were 
booked on the next available course. 

18.2 Liaise with LEaD to establish how best to meet identified training needs on an ongoing basis 
and ensure all staff are booked onto required courses. 

30/06/2016 June Blue - Exec validated June 16:
External specialist training has been sought via LEaD and staff 
are booked on to additional training as apprporiate to their 
role.

19.1 The protocol will be re-visited with all appropriate staff through discussion in team meetings. 
Reference to the protocol will be included in local induction checklists.

Staff to sign to evidence reading and understanding of 
bathing protocol 
Updated local induction checklists
(submission of documents)

Evenlode - Simon Tarrant, Forensic Services Manager

RWC - Paul Munday, Clinical Service Manager  

31/05/2016 May Blue - Exec validated

19.2 Posters to be created and placed in each  room with a bath Posters visible in each bathroom
(site visits)

Evenlode - Simon Tarrant, Forensic Services Manager

RWC - Paul Munday, Clinical Service Manager  

31/05/2016 May Blue - Exec validated

See action 3 (warning notice tab) re plans for team-based improvement plans that will apply across 
the organisation and action 4 (warning notice tab) re sharing learning  across the Trust. 

20.1  Add standing agenda item regarding learning from incidents to local quality and governance 
meetings.

Agendas and minutes of local quality and governance 
meetings
(submission of documents)

Evenlode -Simon Tarrant, Forensic Services Manager

RWC - Paul Munday, Clinical Service Manager  

30/06/2016 June Blue - Exec validated June 2016:
Local Quality Governance meetings (monthly) now include a 
standing agenda item on "Learning from Experience". 'You Said, 
We Did' posters are also being used and displayed on the 
wards.

Site visits and peer reviews consistently find  that staff are 
able to describe learning from incidents across the Trust

See action 5 (warning notice tab) for Trust-wide actions in relation  to the supervision process.

21.1 Roll out a programme of regular supervision in Evenlode and the Ridgeway Centre ensuring 
that by end June 2016, all clinical staff have had a clinical supervision session and there is a clear 
schedule for future supervision in place.                      

Supervision records  
(submission of documents)

Evenlode - Simon Tarrant, Forensic Services Manager

RWC - Paul Munday, Clinical Service Manager  

30/06/2016 June Blue - Exec validated June 2016:
Regular supervision dates have been set up for all staff. 
Supervision has taken place for all current clinical staff and 
supervision records are in staff personal files.

Site visits and peer reviews consistently find that 
supervision records on staff files  show 4-6 weekly 
supervision sessions

22.1 Install curtains in patient bedroom (RWC) Paul Munday, Clinical Service Manager  31/05/2016 May Blue - Exec validated May 2016:
Curtains have been purchased and fitted in the relevant 
bedroom.

22.2 Seek options (from various specialist resources / national standards) for door observation 
panels that do not compromise privacy and dignity (Evenlode)

Simon Tarrant, Forensic Services Manager 30/06/2016 June Blue - Exec validated June 2016:
Doors with integrated hinges and Vistamatic viewing panels 
have been sourced and ordered as part of programme of 
works.  Doors will also be fitted with integrated alarms.

23.1 Undertake a thematic peer review of the complete complaints management process involving 
staff and complainants to review the process in practice and make recommendations for 
improvements

Thematic peer review report with recommendations and 
SMART action plan which will be presented to QID
(submission of documents)

Tracey McKenzie - Head of Compliance 30/06/2016 June Blue - Exec validated June 2016:
Thematic review of the complaints and concerns pathway 
completed. Report findings have been presented to the 
Customer Services team and provisional action plan is in place. 
Task and finish group will be established in July 2016 to take 
forward the recommendations and support the revision of the 
policy and procedure.

23.2 Review complaint policy and procedure to ensure that they are aligned with national best 
practice guidance and incorporate recommendations from the thematic peer review

Revised policy and procedure available for staff on website & 
communicated via weekly bulletin and incorporated into 
relevant training
(submission of documents)

Cathy Lakin - Complaints Manager 31/07/2016 July Blue - Exec validated August 2016:
Updated policy and procedure approved and published on trust 
website. Communicated to staff via weekly staff bulletin

24 SHOULD RESPONSIVE Provider / Trust Trust wide Investigations & 
learning

The trust should continue to develop 
its complaints
reports to the board to contain more 
detailed  analysis and explanation so 
the board is provided with more 
robust information for assurance.

n/a n/a More informative Board sub-committee 
reports to present themes and assure 
Board that learning from complaints is 
being implemented

Helen Ludford - Associate Director 
Quality Governance

24.1  Enhance the reports submitted to Quality & Safety Committee and the  Exec Board Report to 
include: 
 - evidence of specific learning and service improvement as a result of complaints
 - case trend analysis related to areas, services and staff groups
- evaluation of quality of complaint response letters (6 monthly)

Revised reports to QSC & Board 
(submission of documents)

Cathy Lakin - Complaints Manager 30/06/2016 June Red July 2016:
Report presented to the Quality & Safety Committee meeting 
on 11 July 2016. Chair wanted further amendments and 
additions to the report.
August 2016:
Task and finish group is being set up to take forward the 
recommendations from the thematic review. Part of thier remit 
will be to develop a new report

Positive feedback from Board members that they are 
assured through reports they receive that service 
improvements are taking place as a result of complaints

See action 6 (warning notice tab) re Trust-wide plans relating to the supervision process

25.1 Supervision templates developed by LD and Specialised services to be reviewed and the most 
appropriate one circulated for interim use within AMH

Communication of template to staff/minutes of team 
meeting discussions
(submission of documents)

31/05/2016 May Blue - Exec validated May 2016:
Interim template has been circulated to teams and is in use.

25.2 AMH specific clinical supervision template to be designed Standardised template in use across all AMH teams
(site visits)

30/06/2016 June Blue - Exec validated June 2016:
New template developed and implemented

25.3 All Soton community staff to have had first supervision session and planned schedule of 
supervision sessions in place

Monthly supervision date reports reviewed by area 
managers monthly and submitted quarterly to AMH 
Performance and Assurance Board, evidenced in minutes
(submission of documents)

31/07/2016 July Blue - Exec validated July 2016:
Supervision dates being scheduled in. Discussed at AMH CQC 
meeting and Performance & assurance meeting

26.1 Consultant psychiatrists and ward managers to ensure that all patients have advanced 
statements

Audits of patient records
(submission of documents)

30/06/2016 June Blue - Exec validated June 2016:
Communication sent to consultants by clinical services director 
outlining expectations. Audit of records completed 
demonstrating compliance

26.2 Template of CPA meeting to be changed to ensure wishes of young people are formally 
captured 

New template
(submission of documents)

31/05/2016 May Blue - Exec validated May 2016:
New template developed and implemented

26.3 Additional staff to be trained in graphic facilitation so as to roll it out to all CPA meetings to 
help improve patients' understanding and involvement in treatment planning

Training records for graphic facilitation and CPA minutes
(submission of documents)

31/12/2016 December Green

27.1   Remind all clinical staff of the risks associated with using Rapid Tranquilisation intramuscular 
medication and the benefits of the Track and Trigger tool

Communications to staff
(submission of documents)

31/05/2016 May Blue - Exec validated May 2016:
Communication has been sent out to staff

27.2 Ensure reference to Track and Trigger Tool is included on local induction checklist for agency 
staff. 

Amended local induction checklist 
(submission of documents)

30/06/2016 June Blue - Exec validated June 2016:
Induction checklist has been updated and implemented

27.3 Carry out an audit of compliance with the Track and Trigger tool from March-May 2016 to 
determine scale of compliance issues and allow better targeted future interventions aimed at 
increasing compliance with its use.

Audit report
(submission of documents)

31/07/2016 July Blue - unvalidated August 2016:
Audit completed and data analysed

28.1 Develop a Trust position statement that sets out the principles staff should work to with 
regards to restrictive practice. This will sit above a suite of policy documents and protocols that 
address restraint, seclusion, rapid tranquillisation and relational security. 

Position statement
(submission of documents)

July Blue - Exec validated July 2016:
Position statement published in staff bulletin

28.2 Review the restrictive interventions policy, in line with the position statement and address any 
identified gaps

Revised restrictive interventions policy
(submission of documents)

July Red 19/08/16
Consultation on draft restrictive practice policy complete - 
comments being incorporated into document. Restrictive 
intervention suite of underpinning procedures  reviewed

28.3  Review the training programme, in line with the new restrictive interventions policy,  and 
produce a paper with recommendations for future training 

Recommendations paper presented to TEG
Minutes of TEG discussion
(submission of documents)

July Blue - unvalidated July 2016:
Review completed and paper being presented to TEG on 17th 
August

28.4 Implement the changes to the training programme and roll-out to relevant staff groups Revised training materials and roll-out schedule
(submission of documents)

Simon Johnson, Head of Essential Training Delivery TBC following 
outcome of 
recommendations 
paper

TBC Green

28.5 Ulysses to be updated and staff to record  the duration of each type of restraint as part of the 
incident reporting processes. Statistics from these incidents will be reviewed as part of the services 
governance arrangements and issues will be escalated via the SAFER forum.

Through regular reports to the Trust Quality Improvement 
and Development Forum.
Monthly review via local governance and Monthly review at 
Safer forum
(submission of documents)

Tom Williams, Risk Manager & Ulysses System 
Developer
Dr Mayura Deshpande, Clinical Service Director, 
Bluebird House & Chair of Safer Forum

31/07/2016 July Red July 2016
Functionality in Ulysses allows for up to 5 different forms of 
restraint to be recorded per episode along with the time of 
each restraint.
Failed validation because site visits evidenced inconsistent use 
of Ulysse.s Improvement plans in place. Further site visits to be 
carried out.

28 SHOULD SAFE n/a A clear restraint reduction strategy will 
be in place and there will be robust 
Trust systems for monitoring the 
numbers, positions and durations of 
restraints with the wishes of patients 
will be taken into account.

Dr Mayura Deshpande, Clinical Service Director, 
Bluebird House & Chair of Safer Forum

Debra Moore, Deputy Director of Nursing - MH/LD

Dr Lesley Stevens, Medical Director Monitoring of restraint by Safer Forum will show  restraint 
techniques being  used in accordance with Trust position 
statement and policy. Duration of restraint will be closely 
monitored with outlying trends investigated

The trust should ensure that there are 
suitable arrangements in place to 
ensure that all young people are 
involved in all aspects of planning their 
care and treatment in Bluebird House

n/a n/a Increased young persons' engagement 
in their care planning 

Nicky Bennett, Clinical Service Manager Dr Mayura Deshpande, Clinical Service Director, 
Bluebird House

Karen Dixon, Modern Matron

Consistent evidence at site visits, peer review and through 
audit of track and trigger tool being used post 
administration of rapid tranquilisation IM.

The trust should ensure that persons 
providing care or treatment to service 
users have the qualifications, 
competence, skills and experience to 
do so safely. The provider should 
ensure that they address the high 
levels of prone restraint and provide 
staff at Bluebird House with 
appropriate restraint training as 
agreed.

 Child and adolescent 
mental health wards.

Bluebird House Restrictive 
practice

31/07/2016

22 Requirement 
Notice

RESPONSIVE

Improved aftercare for patients 
receiving intramuscular rapid 
tranquilisation medication. 

26 SHOULD EFFECTIVE Child and adolescent 
mental health wards.

Bluebird House Involving patients Nicki Brown, Associate Director, 
Specialised Services

Dr Mayura Deshpande, Clinical Service Director, 
Bluebird House

Karen Dixon, Modern Matron

Consistent evidence at site visits, peer review and through 
patient feedback of involvement in care planning.

27 SHOULD SAFE Child and adolescent 
mental health wards.

Bluebird House Restrictive 
practice

The trust should ensure that where 
rapid tranquilisation is used by 
intramuscular injection, young people 
in Bluebird House have their physical 
health observations monitored on the 
format within their care files.

n/a n/a

Supporting staff The trust should ensure that staff in all 
teams receive regular supervision and 
that this is used to support 
implementation of the improvement 
plan. Supervision should include a 
review of caseloads and monitoring of 
care records.

n/a n/a

Investigations & 
learning

The trust should review its policies 
relating to complaints to ensure they 
reflect current legislation, best 
practice, role and responsibilities and 
the management of local concerns. It 
should continue to improve the way it 
responds to complaints and ensure 
robust, consistent systems for sharing 
and learning from complaints across 
the trust.

n/a n/a Up to date policy and procedure which 
reflect best practice and National 
Guidance and lead to an improved 
complaints process reflected by 
feedback from complainants and staff.

100% of available staff have received 
supervision in the last 6 weeks.

23 SHOULD RESPONSIVE Provider / Trust Trust wide

25 SHOULD EFFECTIVE Community-based 
mental health services 
for adults of working 
age.

Southampton AMH 
community teams

Wards for people with 
learning disabilities 
and autism

Evenlode & The Ridgeway 
Centre

Environmental  & 
equipment

The trust must make the necessary 
improvements to the environment at 
both services in order to protect 
people’s dignity and privacy at all 
times.

Regulation 10 HSCA (RA) 
Regulations 2014 Dignity and 
respect
This is a breach of Regulation 
10(2)(a) Health and Social 
Care Act 2008 (Regulated 
Activities) Regulations 2014 
(Part 3)

The provider must make the 
necessary improvements to the 
environment at both services in 
order to protect people’s dignity and 
privacy at all times.

Julie Dawes, Director of Nursing  & 
AHPs

The trust had not analysed and 
responded to information gathered 
from internal reviews to take action 
to address issues where they were 
raised, or used information to make 
improvements and demonstrated 
they have been made. The trust had 
not monitored progress against plans 
to improve quality and safety.

Learning is shared.  Actions and 
recommendations have been 
considered and, where appropriate, 
applied not only within the team but 
across the service, the division or the 
entire Trust. 

100% of available staff have received 
supervision in the last 6 weeks.

Julie Dawes, Director of Nursing  & 
AHPs

Mark Morgan, Director of Operations 
(Mental Health, Learning Disabilities & 
Social Care)

Privacy and dignity will be maintained.

21 Requirement 
Notice

EFFECTIVE Wards for people with 
learning disabilities 
and autism

Evenlode & The Ridgeway 
Centre

Supporting staff The trust must ensure that staff at the 
Ridgeway Centre and Evenlode receive 
consistent and regular
supervision and senior management 
oversight.

Regulation 18 HSCA (RA) 
Regulations 2014 Staffing
This is a breach of Regulation 
18(2)(a) Health and Social 
Care Act 2008 (Regulated 
Activities) Regulations 2014 
(Part 3)

Staff did not receive appropriate on-
going supervision in their role.

20 Requirement 
Notice

SAFE Wards for people with 
learning disabilities 
and autism

Evenlode & The Ridgeway 
Centre

Investigations & 
learning

The trust must ensure that learning 
takes place following serious incidents.

Regulation 17 HSCA (RA) 
Regulations 2014 Good 
governance
This is a breach of Regulation 
17(2)(a)
Health and Social Care Act 
2008 (Regulated Activities) 
Regulations 2014 (Part 3)

Supporting staff The trust must ensure that its 
‘Protocol for the Safe
Bathing and showering of People with 
Epilepsy’ is embedded as swiftly as 
possible and that staff receive 
appropriate training to ensure 
understanding and consistency of 
practice.

n/a19 MUST SAFE Wards for people with 
learning disabilities 
and autism

Trust wide Mark Morgan, Director of Operations 
(Mental Health, Learning Disabilities & 
Social Care)

May 2016:
All staff have been signed to demonstrate they have read the 
protocol. Posters are in place in bathrooms to remind staff of 
the process

Bathing care plan audits 

Staff awareness demonstrated at peer review/site visits

n/a 100% compliance with ‘Protocol for the 
Safe Bathing and showering of People 
with Epilepsy’ for inpatients with 
epilepsy.

18 Requirement 
Notice

SAFE Wards for people with 
learning disabilities 
and autism

Evenlode Supporting staff The trust must ensure that staff at 
Evenlode receive appropriate and up 
to date specialist training to be able to 
carry out their jobs as safely and 
effectively as possible.

Regulation 12 HSCA (RA) 
Regulations 2014 Safe care 
and treatment
This was a breach of 
Regulation 12 (2) (d) Health 
and Social Care Act 2008 
(Regulated Activities) 
Regulations 2014 (Part 3)

The training, learning and 
development needs of staff had not 
been identified and actions taken to 
meet any gaps.

The trust must ensure that that the 
clinic room at Evenlode is fit for 
purpose and contains all appropriate 
essential equipment for resuscitation.

Regulation 12 HSCA (RA) 
Regulations 2014 Safe care 
and treatment
This was a breach of 
Regulation 12 (2) (d) Health 
and Social Care Act 2008 
(Regulated Activities) 
Regulations 2014 (Part 3)

The clinic room at Evenlode must be 
made fit for purpose and contain all 
appropriate essential equipment for 
resuscitation.

Safe fit for purpose clinic room facility

Mark Morgan, Director of Operations 
(Mental Health, Learning Disabilities & 
Social Care)

Simon Tarrant, Forensic Services Manager Report that provides assurance that staff have accessed all 
the training that they and their line manager agreed was 
required following individual training needs analysis

Staff feel properly trained to carry out 
their roles and supported in accessing 
this.

Training Records and 1:1/appraisal paperwork 
(site visit)

17 Requirement 
Notice

SAFE Wards for people with 
learning disabilities 
and autism

Evenlode Environmental  & 
equipment

Mark Morgan, Director of Operations 
(Mental Health, Learning Disabilities & 
Social Care)

Simon Tarrant, Forensic Services Manager Site visits and peer reviews consistently find  clinic room fit 
for purpose.
Failed validation because site visits evidenced inconsistent 
approach. Improvement plans in place. Further site visits 
to be carried out.

Peer reviews and site visits

Regular review of  incidents linked to the environment at 
Evenlode to identify any emerging or unresolved issues.

Evidence of action taken in response to patient safety 
incidents related to the environment

Paul Johnson, Head of Estate Services

16 Requirement 
Notice

SAFE Wards for people with 
learning disabilities 
and autism

The Ridgeway Centre Environmental  & 
equipment

The trust must take action to address 
the remaining environmental risks at 
the Ridgeway Centre.

Regulation 12 HSCA (RA) 
Regulations 2014 Safe care 
and treatment
This was a breach of 
Regulation 12 (2) (d) Health 
and Social Care Act 2008 
(Regulated Activities) 
Regulations 2014 (Part 3)

The trust must ensure that 
environmental risks are addressed at 
Evenlode and that appropriate 
measures are implemented to 
effectively mitigate the risks to 
patients using the service.

Regulation 12 HSCA (RA) 
Regulations 2014 Safe care 
and treatment
This was a breach of 
Regulation 12 (2) (d) Health 
and Social Care Act 2008 
(Regulated Activities) 
Regulations 2014 (Part 3)

The environmental risks at Evenlode 
must be addressed. Until the 
necessary changes are made to make 
the environment as safe as possible, 
appropriate measures must be 
implemented immediately to 
mitigate effectively the risks to 
people using the service.

A safe environment will be provided for 
patients at Evenlode with remedial 
estates works completed as appropriate 
and residual risks managed through 
clinical risk management processes.

Mark Morgan, Director of Operations 
(Mental Health, Learning Disabilities & 
Social Care)

Peer reviews and site visits

Regular review of  incidents linked to the environment at 
Evenlode to identify any emerging or unresolved issues.

Evidence of action taken in response to patient safety 
incidents related to the environment

Known environmental risks at the 
Ridgeway Centre had not been 
addressed.

A safe environment will be provided for 
patients at The Ridgeway Centre with 
remedial estates works completed as 
appropriate and residual risks managed 
through clinical risk management 
processes.

Appropriate management of  
medication fridges

15 Requirement 
Notice

SAFE Wards for people with 
learning disabilities 
and autism

Evenlode Environmental  & 
equipment

Mark Morgan, Director of Operations 
(Mental Health, Learning Disabilities & 
Social Care)

Simon Tarrant, Forensic Services Manager

14 Requirement 
Notice

SAFE Acute wards for adults 
of working age and 
psychiatric intensive 
care units

Elmleigh & Melbury Lodge Environmental  & 
equipment

The trust must ensure that staff at 
Elmleigh and Kingsley ward at Melbury 
Lodge check and record medicine 
fridge temperatures to ensure 
medicines are stored at the correct 
temperature.

Regulation 12 HSCA (RA) 
Regulations 2014 Safe care 
and treatment
This was a breach of 
Regulation 12 (2) (b) (d) (g) 
Health and Social Care Act 
2008 (Regulated Activities) 
Regulations 2014 (Part 3)

Staff did not always check and record 
medicine fridge temperatures at 
Elmleigh and on Kingsley ward at 
Melbury Lodge to ensure medicines 
were stored at the correct 
temperature.

The trust must ensure it takes 
sufficient action to
manage the safety of patients at 
Kingsley ward, Melbury Lodge, 
including ensuring staff can clearly
observe patients to mitigate 
environmental risks

Regulation 12 HSCA (RA) 
Regulations 2014 Safe care 
and treatment
This was a breach of 
Regulation 12 (2) (b) (d) (g) 
Health and Social Care Act 
2008 (Regulated Activities) 
Regulations 2014 (Part 3)

Regulation 17 HSCA (RA) 
Regulations 2014 Good 
governance

Insufficient action had been taken 
and to manage the safety of patients 
at Kingsley ward. Staff could not 
clearly observe patients and patients 
could access the roof and climb out 
of the wards garden.

The trust had not ensured security 
arrangements were in place to keep 
patients safe whilst receiving care, 
including, restrictive protection 
required in relation to the Mental 

No incidents linked to AWOLS/falls from  
Melbury Lodge.

Reduction in the number of incidents 
linked to observations on the unit

13 Requirement 
Notice

SAFE Acute wards for adults 
of working age and 
psychiatric intensive 
care units

Hamtun PICU, Antelope 
House

Environmental  & 
equipment

11 Requirement 
Notice

SAFE Acute wards for adults 
of working age and 
psychiatric intensive 
care units

Kingsley Ward, Melbury 
Lodge

Environmental  & 
equipment

The trust must ensure that the works 
on the seclusion room on Hamtun 
psychiatric intensive care unit are 
completed so that the room is fit for 
purpose.

Regulation 12 HSCA (RA) 
Regulations 2014 Safe care 
and treatment
This was a breach of 
Regulation 12 (2) (b) (d) (g) 
Health and Social Care Act 
2008 (Regulated Activities) 
Regulations 2014 (Part 3)

The seclusion room on Hamtun 
psychiatric intensive care unit is not 
fit for purpose.

Fit for purpose seclusion room on 
Hampton ward that complies with MHA 
Code of Practice Standards

Regulation 12 HSCA (RA) 
Regulations 2014 Safe care 
and treatment
This was a breach of 
Regulation 12 (2) (b) (d) (g) 
Health and Social Care Act 
2008 (Regulated Activities) 
Regulations 2014 (Part 3)

There has been insufficient action 
taken to identify and prioritise action 
required to address environmental 
ligatures on the wards.

A clear understanding by frontline staff  
of the ligature, environmental and 
equipment related risks on each 
inpatient unit and robust systems and 
processes for prioritising and managing 
these.

10 Requirement 
Notice

SAFE Acute wards for adults 
of working age and 
psychiatric intensive 
care units

All wards Environmental  & 
equipment

The trust must ensure that premises 
and equipment are safe. The provider 
must identify and prioritise action 
required to address environmental 
risks on the wards, such as 
management of ligature points.

The trust must ensure that staff follow 
a consistent procedure for following 
up on patients who do not attend their 
appointments, especially those 
identified as posing a high risk of harm 
to themselves and/or to others.

Regulation 12 HSCA (RA) 
Regulations 2014 Safe care 
and treatment
This is a breach of regulation 
12(2)(a) Health and Social 
Care Act 2008 (Regulated 
Activities) Regulations 2014 
(Part 3)

There was no clear process for 
following up on patients who did not 
attend their appointments, even 
when a person was identified as high 
risk of harm to themselves and/or 
others.

A robust system and consistent 
procedure is in place applied 100% of 
the time. 

Decreased numbers of patient safety 
incidents where poor management of 
DNA episodes was a contributory or 
causative factor.

8 Requirement 
Notice

SAFE Community-based 
mental health services 
for adults of working 
age.

The trust must ensure that it follows 
the Mental Health Act Code of Practice 
(chapter 26, paragraph 26.128). This 
requires that the responsible clinician 
or duty doctor (or equivalent) 
undertakes the first medical review of 
a young person in seclusion within one 
hour of the commencement of 
seclusion, if the seclusion was 
authorised by an approved clinician 
who is not a doctor or the professional 
in charge of the ward.

Regulation 12 HSCA (RA) 
Regulations 2014 Safe care 
and treatment
This is a breach of Regulation 
12 (2) (a) (b) Health and 
Social Care Act 2008 
(Regulated Activities) 
Regulations 2014 (Part 3)

In Bluebird House medical staff were 
not able to attend young people’s 
medical reviews, within one hour of 
the commencement of seclusion, as 
they had other commitments.

Trust will have a model of on-call cover 
that is able to meet the requirements of 
the MHA Code of Practice whilst being 
cost-effective and sustainable.

9 Requirement 
Notice

SAFE Child and adolescent 
mental health wards.

Bluebird House Restrictive 
practice

Southampton AMH 
community teams

Risk assessments 
& care planning 
(including capacity 
& consent)

Requirement 
Notice

7 Regulation 12 HSCA (RA) 
Regulations 2014 Safe care 
and treatment
This is a breach of regulation 
12(2)(a) Health and Social 
Care Act 2008 (Regulated 
Activities) Regulations 2014 
(Part 3)

The trust must ensure that staff 
undertake risk assessments for all 
patients that use the service and that 
patients’ care plans include the risks 
that have been identified and the 
actions required to manage these.

Risk assessments 
& care planning 
(including capacity 
& consent)

Southampton AMH 
community teams

Improvement Plan  for: 
Version No:
FINAL V1.0
Progress last updated: 19/08/2016 - TM

WARNING NOTICE ACTIONS 1-6 ARE PRESENTED ON A SEPARATE TAB
Mark Morgan, Director of Operations 
(Mental Health, Learning Disabilities & 
Social Care)

Increased numbers of patients have a 'My Safety Plan' in 
place (trajectory to be determined by t&f group and 
evidenced by RiO report or manual audit)

Increased compliance with new training programme  
(trajectory to be determined by t&f group and evidenced 
by LEaD reports)

Thematic reviews of AMH incidents will be carried out on a 
6 monthly basis and will expect to see a reduction in the 
number of incidents where failings in risk management 
were a causative or contributory factor. 

SAFE Community-based 
mental health services 
for adults of working 
age.

There was not consistent use of risk 
assessment processes. Crisis plans 
were not used consistently.

100% of risk assessments will be 
completed.

Decreased numbers of patient safety 
incidents where failures in risk 
management were a contributory or 
causative factor.

Produced by: 
Louisa Felice - Head of Executive Affairs and Projects
Tracey McKenzie - Head of Compliance

Corporate panels will monitor on an ongoing basis 
whether DNA management continues to be a contributory 
or causative factor in incidents

Biannual audit of DNA management until practice is 
embedded

Mark Morgan, Director of Operations 
(Mental Health, Learning Disabilities & 
Social Care)

Mark Morgan, Director of Operations 
(Mental Health, Learning Disabilities & 
Social Care)

Paul Johnson, Head of Estate Services n/a -  evidence of individual actions will provide the 
necessary assurance

Dr Lesley Stevens, Medical Director Site visits and peer reviews consistently find evidence of 
fridge temperatures being managed appropriately
Failed validation beacuse random sampling demonstrated 
lack of consistent application. Identified areas issued with 
improvement plan and to be folowed-up.

Dr Lesley Stevens, Medical Director Periodic audit of seclusion medical review until practice is 
embedded

Mark Morgan, Director of Operations 
(Mental Health, Learning Disabilities & 
Social Care)

Mark Morgan, Director of Operations 
(Mental Health, Learning Disabilities & 
Social Care)

Staff understanding of ligature management process 
evident on peer reviews/site visits and up to date unit-
based environmental work plans in place

Ongoing monitoring of incidents linked to ligature points 
or environment

Environmental modifications in place 
(Site visits)

Site visits, peer reviews and patient feedback consistently 
report privacy and dignity being managed appropriately at 
the two sites

Helen Ludford - Associate Director 
Quality Governance

Improved feedback from all staff involved in complaints 
process/response sign off and feedback from complainants 

Kate Brooker, Associate Director- MH

AMH Area Managers:
Liz Durrant
Karen Guy
Graham Webb

Site visits and peer reviews consistently find that staff feel 
supported and have clinical supervision in place



29 SHOULD EFFECTIVE Child and adolescent 
mental health wards.

Bluebird House Risk assessments 
& care planning 
(including capacity 
& consent)

The trust should ensure that suitable 
arrangements are in place to obtain 
the consent of patients in relation to 
the care and treatment provided in 
Moss and Steward wards in Bluebird 
House.

n/a n/a All clinicians who undertake therapeutic 
activities with patients will record the 
patients' consent in their electronic 
patient record.

Nicki Brown, Associate Director, 
Specialised Services

29.1  Staff to be trained in assessing and recording of capacity and consent as part of their local 
induction (open to all staff). 

Training records held by the Modern Matron
Audit of records
(submission of documents)

Karen Dixon, Modern Matron

Dr Mayura Deshpande, Clinical Service Director, 
Bluebird House

31/07/2016 July Blue - Exec validated July 2016:
Staff are trained in assessing and recording of capacity and 
consent as part of their local induction

Consistent evidence at site visits and peer reviews and 
through documentation audit of capacity to consent to 
treatment being recorded appropriately.

30.1 Design seclusion flow chart New flow-chart
(submission of documents)

30/06/2016 June Blue - Exec validated June 2016:
New flowchart in place at Bluebird House

30.2 Review Trust seclusion documentation to ensure it is as simple as it can be for staff to 
complete. 

Revised seclusion documentation
(submission of documents)

30/06/2016 June Blue - unvalidated June 2016:
Revised seclusion documentation in place at Bluebird House

30.3 Carry out a scoping exercise to look at the possibility of moving seclusion paperwork to RiO Feasibility paper
(submission of documents)

31/12/2016 December Green

31 SHOULD SAFE Child and adolescent 
mental health wards.

Bluebird House Restrictive 
practice

The trust should ensure that staff in 
Bluebird House continue to monitor 
the use of prone restraint  and there is 
senior oversight of this.

n/a n/a All episodes of  restraint recorded as 
per Trust policy

Dr Lesley Stevens, Medical Director See action 28 above.

32 SHOULD SAFE Child and adolescent 
mental health wards.

Bluebird House Environmental  & 
equipment

The trust should ensure that a medical 
emergency bag is available on all 
wards at Bluebird House. We noted 
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.

n/a n/a Medical emergency bags are available 
for use on each ward

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
(site visit)

Karen Dixon, Modern Matron 10/06/2016 June Blue - Exec validated June 2016:
New fully stocked emergency bag now in place

n/a -  evidence of individual actions will provide the 
necessary assurance

33 SHOULD EFFECTIVE Acute wards for adults 
of working age and 
psychiatric intensive 
care units

All wards Risk assessments 
& care planning 
(including capacity 
& consent)

The trust should ensure that it clearly 
documents the
decision-making behind judgements of 
a patient’s capacity to make a decision.

n/a n/a The inpatient's mental capacity to 
consent will have been recorded and 
staff will be able to see and monitor any 
changes.  

Kate Brooker, Associate Director- MH 33.1 The Ward round proforma which is copied to each patient's RiO record will be amended and 
standardised for all inpatient units to include the following:
- Does the person have the capacity to consent to treatment? Y/N, Why?
- Are there any other decisions that require capacity testing? Y/N/ Who will test/ When?
This is to be discussed and documented in all MDT meetings and the additional prompts around the 
capacity to consent will be contained within the MDT pro forma.

Compliance to be monitored as part of recordkeeping audits
(submission of documents)

AMH Area Managers:
Liz Durrant
Karen Guy
Graham Webb

30/06/2016 June Red May 2016:
New ward round proforma developed and implemented

09/08/16 - validation visit shows not yet fully embedded - 
return to red

Consistent evidence at site visits and peer reviews and 
through documentation audit of capacity to consent to 
treatment being recorded appropriately.
Failed validation because site visits evidenced inconsistent 
approach. Improvement plans in place. Further site visits 
to be carried out.

34 SHOULD CARING Acute wards for adults 
of working age and 
psychiatric intensive 
care units

All wards Involving patients The trust should ensure it clearly 
documents when patients have been 
involved in the development of their 
care plan.

n/a n/a The care plans will be completed in a 
person centred way with person’s view 
recorded

Kate Brooker, Associate Director- MH 34.1 Supervision template to be amended to include requirement for care plans to be reviewed. 
This will allow documentation around patient involvement to be picked up and discussed on an 
individual basis with staff. 

Documentation audits
Patient experience surveys 
(submission of documents)

Area Heads of Nursing:
Carol Adcock
Nicky Duffin
Liz James

31/07/2016 July Blue - Exec validated July 2016:
New supervision template designed and implemented. 
Implementation being monitored via patient and carer survey 
feedback and audit.

Documentation audits and spot checks at peer review and 
site visits consistently show evidence of patient 
involvement in developing care plans.

35 SHOULD SAFE Wards for people with 
learning disabilities 
and autism

Evenlode & The Ridgeway 
Centre

Supporting staff The trust should make every effort to 
ensure there are enough qualified 
nursing staff recruited to fully staff 
both services.

n/a n/a Full nursing establishment in place in 
order to provide safe services

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 
place to deliver any shortfall.
(submission of documents)

Evenlode - Simon Tarrant, Forensic Services Manager

RWC - Paul Munday, Clinical Service Manager  

31/05/2016 May Blue - Exec validated May 2016:
Both units are currently fully staffed as demonstrated by the 
safer staffing data

Ongoing monitoring of staffing levels and review of patient 
safety incidents to ensure there are no themes or trends 
that emerge relating to staffing levels.

36.1 Establish programme of patient meetings that include planned changes within service.     Patient Community Meeting Agenda
(submission of documents)

30/06/2016 June Blue - Exec validated

36.2 Extra-ordinary Meetings to be held if changes need to be made rapidly.  Minutes of Meetings with Patients
(submission of documents)

30/06/2016 June Blue - Exec validated

36.3 Meetings minuted and copies of minutes available for patients to access. Minutes of Meetings with Patients
(submission of documents)

30/06/2016 June Blue - Exec validated

37.1 OT to consult with Patient group to discuss and understand their needs and preferences 30/06/2016 June Blue - Exec validated

37.2 OT to develop activity programme that meets people's needs and wishes and is linked to their 
goal setting to promote discharge

30/06/2016 June Blue - Exec validated

38 SHOULD WELL-LED Wards for people with 
learning disabilities 
and autism

Evenlode Supporting staff The trust should consult openly with 
the staff at Evenlode about the long-
term future of the service. The trust 
should take steps to improve staff 
morale, to ensure all staff at the 
service feel fully supported and are 
able to share in the trust’s vision and 
values.

n/a n/a Staff kept informed of the future of 
Evenlode.                                              

Donna Schell, Strategic Change Lead 38.1 Ensure regular communications to the team either by letter, email or face to face to keep 
them up to date with future plans regarding the  Evenlode service.

Evidence of regular communication / meetings with the 
Team

Simon Tarrant, Forensic Services Manager 30/06/2016 June Blue - Exec validated June 2016:
Staff have had regular meetings and two awaydays where 
future plans have been discussed. They have also received 
more regular visits from senior managers and Execs where they 
are encouraged to ask questions or raise concerns.

Staff satisfaction with level of information being provided 
to them as evidenced  through site visits/peer review and 
from monitoring of complaints and other feedback from 
staff.

Simon Tarrant, Forensic Service 
Manager

Catherine Loadman / Michelle Dale June 2016:
Consultation with staff completed and new programme of 
activities has been developed

Patient satisfaction with activities on offer as evidenced  
through site visits/peer review and from monitoring of 
complaints and other feedback.

n/a Patients have range of activities that 
meets their needs and wishes.

Revised activity programme and evidence of patient 
engagement
(submission of documents)

n/a Patients are informed and consulted 
when any changes within the service 
are planned

Donna Schell, Strategic Change Lead Evenlode -Simon Tarrant, Forensic Services Manager

RWC - Paul Munday, Clinical Service Manager  

June 2016:
Regular patient meetings now in place which are minuted and 
copies available for patients. Patient noticeboard also displays 
information from these meetings

Patient satisfaction with level of information being 
provided about service change as evidenced at patient 
meetings and through monitoring of complaints and other 
feedback.

The trust should consult with patients 
and review the activities provided for 
them at both services, to make sure 
that the activities provided meet 
people’s needs and are in line with 

n/a

The trust should ensure it engages and 
consults effectively with patients 
whenever significant changes are to be 
made that will affect them or will 
impact on the service they receive.

n/a36 SHOULD CARING Wards for people with 
learning disabilities 
and autism

Evenlode & The Ridgeway 
Centre

Involving patients

37 SHOULD CARING Wards for people with 
learning disabilities 
and autism

Evenlode & The Ridgeway 
Centre

Involving patients

Nicki Brown, Associate Director, 
Specialised Services

Dr Mayura Deshpande, Clinical Service Director

Karen Dixon, Modern Matron

Seclusion paperwork consistently found to be compliant 
with MHA Code of practice on audit or peer review/site 
visit spot checks

30 SHOULD SAFE Child and adolescent 
mental health wards.

Bluebird House Restrictive 
practice

The trust should ensure that staff in 
Bluebird House always record the 
length of seclusion and the time when 
seclusion has ended.

n/a n/a All episodes of seclusion will be carried 
out in accordance with the Mental 
Health Act 1983 Code of Practice and 
Trust policy



Version No: 1 Date: 09/10/2015 Produced by: 

Issue 
No. What is the issue to be addressed?

Current Risk/ 
Priority 

Low,  Med, 
High

Action/s to be taken

Number each action
Outcome or Improvement the action 
will deliver once completed

How will completion of the action be 
evidenced

Who is responsible 
for completing the 
action 

Name & Job Title

Who is  accountable for 
ensuring the action is 
completed? 

Name & Job Title

Date action must 
be completed

dd/mm/yyyy

Action Progress
Blue=Complete
Green=Begun & On Track
Amber= Risk of slippage
Red=Overdue
Not Begun Notes/ Further information

Number 1 Care plans did not accurately 
reflect individual observation
levels and associated 
environmental risks. There was no 
audit to show adherence to the 
nursing process and to ensure 
that this information and treatment 
plan was being care planned, 
reviewed regularly and kept up to 
date.

High 1.1 .Senior nursing team developed a 
safety care plan which encompasses 
environmental risk as well as 
observation care plans for those on 
observations above a general 
requirement.
1.2 Audit tool to audit all care plans  to 
be developed to monitor compliance 
with care plan requirements.
1.3 Formal letter sent to all staff 
reminding them of their responsibility in 
relation to Observation and engagement 
Trust policy.

1.1 Care plans will include 
observation management plans to 
evidence that observations are being 
reviewed and patient safety is being 
maintained.

1.1 Audit of care plans will be 
conducted on a monthly basis using 
an audit tool developed for the 
service.

Clinical Service 
Manager, Matrons, 
Ward Managers

Matrons 30.11.2015 Red Care plan in place, letter sent to all staff.   Audit 
tool in development. 

Update 08.06.16: May 2016 audit complete.

2 The understanding of the 
differences between
seclusion and de-escalation was 
not clear. In addition reviews 
whilst in seclusion were not 
always undertaken in accordance 
with policy.

High  1.1 All registered staff to undertake 
seclusion training offered by the Trust .                                              
1.2 Seclusion paperwork to be reviewed 
and updated for ease of use and to 
enable staff understanding.

1.1 All staff will understand the 
difference between seclusion and de-
escalation and act accordingly 1.2 
Increased compliance with recording 
of reviews as specified in policy.

1.1 95% attendance to be 
achieved.                             1.2 
Trust audit process for seclusion in 
place and CWM to check 
paperwork for each seclusion for 3 
months.

CWM, Matrons and 
Trust MHA 
department.

Trust MHA 
department

20.11.2015 red Update 08.06.16: 1.1 Some Trust training offered - 
not available currently. 1.2 January seclusion audit - 
data from MHA June 2016. Division undertaking 
audit.

3 Nursing staff were not aware 
whether Flumazenil
medicine was stored on the 
premises at Southfield. At
both Ravenswood and Southfield, 
there was limited
knowledge for the use of 
Flumazenil by registered
nurses and whether it was stored 
on the premises or
not.

Low 1.1 All staff to be aware of location of 
Flumazenil, although this is included in 
rapid tranquilisation training.
1.2 All staff to be up to date with 
training.
1.3 Pharmacy to review stock status and 
advise of where this should be 
maintained.

All registered staff to be aware of 
location and use of Flumazenil - this is 
now stored in medicine cupboards 
and emergency bags.

1.1 MMC to review rapid 
tranquilisation training and ensure 
that core question relating to 
Flumazenil is included which will 
result in a pass or fail.                                    
1.2 Discussed in all staff meetings 
and medical meetings as well as 
relevant governance meetings 
evidenced by minutes.

Stephen Bleakley 
Trust Head 
Pharmacist, Team 
managers, lead 
pharmacist for 
Specialised

Clinical Director 30.11.2015 Blue Emails sent by Pharmacist to all staff, raised in 
relevant meetings, all staff informed of location of 
fluazenil across the Trust. Training issue raised 
with Chief Pharmacist. 

Update 08.06.16: Complete.

4 Remaining Ligature risk identified. Medium 1.1 safety improvements to the 
environment at Ravenswood have 
begun, are on schedule, and are due to 
finish in February 2016.             1.2 
Ligature risk assessments to be 
completed as required and any residual 
risks to be managed operationally.

Improved environmental safety. Ligature assessments will indicate 
areas that have improved and will 
be visible in future reviews.

Clinical Service 
Manager, Matron, 
CWM , Estates

Trust Estates 
Director, Clinical 
Director, Director of 
AMH , Associate 
Director Specialised

01.02.2016 Blue Some residual risks will remain due to the physical 
layout of the building and are unable to be 
remediated. This will require ongoing operational 
management. All areas have one area which can 
be used to manage individuals who are at high risk 
of self harm. 

Update 08.06.16: Complete.
5 In relation to Southfield there is a 

requirement to protect the privacy 
and dignity of all patients whilst in 
the seclusion suite and provide 
access to facilities.

Low 1.1 Same sex observation of individuals 
whilst in seclusion should be facilitated.                                
1.2 Access to facilities to be improved 
via a capital estates programme.

1.1 Increased privacy and dignity for 
patients.                                     1.2 
To undertake a review of the 
requirements for Southfield seclusion 
facility with estates services.

1.1 All CWM managers and staff 
advised of requirements for same 
sex observation.          1.2 
Refurbishment of existing seclusion 
facility.

Clinical Director/ 
Associate Director

Associate Director . 
Service Manager

01.04.2016 red Email sent to all CWM regarding use of same sex 
observation. Meeting date set for development of 
business case for Seclusion room review. 

Update 08.06.16: Building project meetings now 
underway.

7 All disciplines contribute to the 
treatment pathway of all patients’, 
however, in one set of records the 
social work department had not 
entered relevant information
onto the Trust RIO system.

High 1.1 Social work team to ensure that the 
requirement to enter safeguarding 
information onto RiO as well as 
maintaining secondary file information is 
understood and actioned by all team 
members.

1.1 Comprehensive electronic record 
of safeguarding concerns, actions and 
outcomes.

1.1 Review of RiO record for 
safeguarding inclusion.

Social Work Team 
Manager. Quality 
Assurance and 
Compliance Lead

Clinical 
Director/Service 
Manager

01.12.2015 red All social workers made aware of requirement via 
internal discussion. 

Update 08.06.16: Business, Performance & Quality 
Manager to review records for compliance June 
2016.

Action Plan for: Ravenswood House & Southfield following CQC inspection on 5th & 6th August 2015

Nicki Brown (Associate Director Specialised Services - Mental Health) & Dr Amanda Taylor (Clinical Director - Specialised Services)
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Action Progress
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Notes/ Further information

High 1.1
All estates adjustments will be completed as 

per specification
Patients safety is enhanced

Photographic evidence of completed 
works and inventory of all individual 

changes  

Nicola Stykuc-Dean 
(Senior Clinical Nurse) 

and Designated 
Responsible Clinician

Paul Munday (Clinical 
Service Manager)

30/11/2015 Green
Works programme underway, only remaining 

actions relate to the replacement of anti-
barricade doors

High 1.2

Patients will have a MDT risk assessment and 
MDT care plan stating where the 

environmental risks impact on their safety. 
Patients are kept safe whilst awaiting full 

environmental adjustments
MDT Care plans, Risk summaries and risk 
management summaries to be audited

Nicola Stykuc-Dean 
(Senior Clinical Nurse) 

and Designated 
Responsible Clinician

Paul Munday (Clinical 
Service Manager)

31/10/2015 Blue
Risk assessments in place to mitigate against 

temporary environmental risk

High 1.3 Risk factors will be reflected in support plans
Patients are kept safe whilst awaiting full 

environmental adjustments

Review of Support Plans and evidence of 
risk factors and mitigations being 

documented

Nicola Stykuc-Dean 
(Senior Clinical Nurse) 

and Designated 
Responsible Clinician

Paul Munday (Clinical 
Service Manager)

31/10/2015 Green

Medium 2.1
Statutory and mandatory training will be 

undertaken and maintained by all staff within 
regulatory standards

All staff knowledgeable and up to date with 
current practices to keep their service users, 

themselves and others safe

Data Warehouse LEaD reports identifying 
compliance with standard 

Nicola Stykuc-Dean 
(Senior Clinical Nurse)

Paul Munday (Clinical 
Service Manager)

31/12/2015 Green
Excludes staff on maternity leave, long term sick 

leave, new staff (3 Months) and on maternity 
leave . 

Medium 2.2
Localised training refreshers and E Learning 
training will be booked to enable timely and 

easy access

All staff knowledgeable and up to date with 
current practices to keep their service users, 

themselves and others safe

Programme of local training events and 
inventory of E Learning on offer by Trust

Paul Munday [Clinical 
Service Manager]

Lead Professionals 30/11/2015 Green
To be discussed at Team meeting on Tuesday 

13th October to determine feasibility and 
timescales

3 Use of physical restraint should be 
reviewed further, in order to clarify 

whether there are any patterns or trends 
in need of further analysis and 

subsequent response. Medium 3.1

The Trusts Quality and Safety Group [QSM] will 
review a report on the analysis of all incidents 
of restraint that have occurred in the past year 

against national standards and identify any 
required actions for improvement

Assurance that the use of restraint is in line 
with national standards

Report presented to QSM and learning 
recorded and circulated

Raj Attavar (Clinical 
Services Director) in 

consultation with 
Governance team and 

Director of Quality

Donna Schell (Head of 
Service)

28/02/2016 Green

The book for recording of controlled 
drugs should be maintained in a neat 

and precise manner, and replaced when 
worn and untidy so as to minimise risk of 

errors. Medium 4.1
A new Controlled Drugs [CD] record book will 
be ordered through the Trust Pharmacy and 

the existing version archived

Risks of Controlled Drug use will be 
minimised

New CD record book in place and 
maintained to good standard

Kabita Karki (Charge 
Nurse) & Juliet Wells 
(Senior Pharmacist)

Paul Munday (Clinical 
Service Manager)

30/09/2015 Blue

The provider should review the records 
and administration processes for 
medication to ensure they are as 
straightforward and effective as 

possible.
Medium 4.2

The operational process concerning medicines 
management will be reviewed and compliance 

with guidelines and policies ensured.

Risks of errors in medicines management 
minimised

Report provided by Pharmacist and 
Senior Nurse on outcome of review and 

corrective actions implemented by team.  
Routine practices monitored regularly by 

Charge Nurses

Juliet Well [Senior 
Pharmacist] and Nicola 

Stykuc-Dean (Senior 
Clinical Nurse) 

Paul Munday [Clinical 
Services Manager]

31/01/2016 Green

T3 forms, used for people who are given 
medication without having given their 
consent, should be kept tidy and filed 
with the corresponding prescription 

cards.
Medium 4.3

Drug cards will be checked that they accurately 
reflect prescribed medicines at weekly MDT 
meeting. T2 and T3 forms to be checked to 

ensure they are filed alongside respective drug 
cards. 

Risks of errors in medicines management 
minimised.  Procedures for administering 
medication without consent in line with 

regulatory and safe practices

Spot checks by Charge Nurses and 
Pharmacist.  Incident reports where 
agreed procedures have not been 

followed. Notes in Governance meeting 
reporting upon compliance 

Juliet Well [Senior 
Pharmacist] and Nicola 

Stykuc-Dean (Senior 
Clinical Nurse) 

Paul Munday [Clinical 
Services Manager]

30/11/2015 Green

Medium 5.1
Track and Trigger, Weight and Fluid Balance 

charts will be merged into one folder 

Safer streamlined communication amongst 
team resulting in minimising risks of 

continuity of care
Merged folder in use

Nicola Stykuc-Dean 
(Senior Clinical Nurse)

Paul Munday (clinical 
Service Manager)

31/10/2015 Green

Medium 5.2

Charts routinely will be reviewed by all 
incoming registered nurses during handover 

and changes communicated verbally by 
outgoing nurse in charge at handover meeting

Safer streamlined communication amongst 
team resulting in minimising risks of 

continuity of care

Handover audit and spot checks.  Nurse in 
charge supervision.

Nicola Stykuc-Dean 
(Senior Clinical Nurse)

Paul Munday (clinical 
Service Manager)

31/11/2015 Green

Medium 5.3 Charts will be reviewed In MDT meetings. 
Safer streamlined communication amongst 

team resulting in minimising risks of 
continuity of care

MDT standing agenda 
Nicola Stykuc-Dean 

(Senior Clinical Nurse)
Paul Munday (clinical 

Service Manager)
31/10/2015 Green

Medium 6.1
Process for routine auditing equipment will be 

reviewed Safely maintained equipment in use
Inventory of all medical equipment with 
clear indication of regular checks within 

agreed timeframes

Laura Hamer (Facilities 
& Estates Manager), 
Nicola Stykuc-Dean 

(Senior Clinical Nurse)

Paul Munday (clinical 
Service Manager)

31/10/2015 Green

Medium 6.2

All medical equipment will be reviewed and an 
inventory maintained to show a maintenance 

record
Safely maintained equipment in use All equipment checked and safe to use

Laura Hamer (Facilities 
& Estates Manager), 
Nicola Stykuc-Dean 

(Senior Clinical Nurse)

Paul Munday (clinical 
Service Manager)

30/11/2015 Green

7 Support plans should be clearly written 
in collaboration with patients and in 

formats which best suit each patient’s 
individual communication needs.

Medium 7.1

The Support Plan [SP] Document, alongside 
clear operational instructions for use will be 

reviewed in consultation with Service users and 
others and revised to ensure simplicity and 

ease of use

Service Users will better understand their 
needs and the care and support provided 

        Revised and agreed Support Plan 
template in use alongside clear operating 

instructions

Nicola Stykuc-Dean 
(Senior Clinical Nurse) 

and Beth Fuller [Speech 
and Language 

Therapist]

Paul Munday (clinical 
Service Manager)

31/01/2016 Green

4

5 Charts used for monitoring of physical 
observations should state clearly how 
frequently these recordings should be 
made so as to avoid unnecessary staff 

confusion.

6 The provider should ensure there is a 
clear process for auditing emergency 

equipment.

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

Donna Schell, Head of Service, Oxfordshire and Buckinghamshire Learning Disability

1 The environmental risks must be fully 
assessed and addressed. Until the 

necessary changes are made to make 
the environment as safe as possible, 

appropriate measures must be 
implemented immediately to mitigate 

effectively the risks to people using the 
service.

2 All front line staff should complete 
outstanding mandatory training to 

ensure they are up to date with current 
practice and best able to meet 

effectively the needs of people at the 
service.
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Date: 
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that action is 
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Division Theme CQC actions required Regulation How the regulation was not being met Action/s to be taken Which corporate 
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Month Action Progress
Blue=Complete
Green= Begun/On Track
Amber= Risk of slippage

Progress - to include position statement, risks, obstacles, action taken etc. Evidence of completion and assurance gained Evidence of independent 
review of assurance

EVIDENCE OF EMBEDDING

What routine quality assurance 
processes are in place to 

Quality Programme 
workstream

1 Acute Wards/PICU Elmleigh MH Staffing levels Ensure appropriate and safe staffing levels are 
consistently maintained

Regulation 22 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Staffing

The registered provider had not taken appropriate steps to 
ensure, that at all times, there were sufficient numbers of 
suitably qualified and skilled staff on duty at Elmleigh to 
safeguard the health, safety and welfare of people using the 
service.

A staffing uplift has been completed to ensure safe levels of staffing on the unit in line with recent 
configuration of services. Ongoing:
1.1 Continuing daily meetings to discuss staffing
1.2 Rota to be managed by Ward managers to address clinical skill mix
1.3 Ongoing advertisement of posts and actively pursuing recruitment of staff
1.4 Matron to ensure input into weekly safer staffing teleconference across the Trust to report 
staffing levels
1.5  AMHT Manager to report to monthly performance slot and Quality and Safety Meeting any 
issues regarding staffing levels

see External Action Plan Staff establishment fully recruited to. 
Minimum use of NHSP/Agency staff

Ward managers- Ben 
lihou, Holly Whiteley 

Naomi Edge Acute Care 
Pathway Manager

31/12/2014

Monthly 
performance slots 
ongoing

[0] COMPLETED Blue Progress to date:
COMPLETED

Safe staffing numbers
Establishment against vacancies;
Minutes of safer staffing forum
Report to Q&S meeting to evidence staffing 
numbers
Attendance at safer staffing teleconference
Weekly safer staffing returns
Peer Reviews

ONGOING ASSURANCE VIA WEEKLY AND 
MONTHLY PERFORMANCE REPORTING AT 
DPR AND DIVISIONAL QSM

STAFFING LEVELS WORKFORCE

2 Acute Wards/PICU Elmleigh MH Resus 
equipment

Ensure emergency equipment including resus 
equipment and  defibrillator is located on or close to 
the wards

Regulation 9 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Care and welfare of 
people who use
services

The registered person had not ensured that there
was sufficient emergency equipment available to
ensure the safety of people on the acute
admission wards at Elmleigh. There was one
emergency ‘grab’ bag (equipment used for
resuscitation and treating anaphylaxis) and one
automated external defibrillator in the unit which
was not easily accessible to the acute wards.
Consequently there was a risk to people’s health
and safety in an emergency.

2.1 The equipment has been moved to a central point within Elmleigh Unit
2.2 The Resus lead will ensure all policies on equipment are followed and up to date in line with 
recent Trust wide audit of equipment needs

LEaD Resuscitation 
Manager

Equipment has moved Emma Mallard Resus 
Lead

Susan Hampton Modern 
Matron

30/01/2015 [0] COMPLETED Blue Progress to date:
January 2015 Emma Mallard recently completed training and taking lead. COMPLETED

17/04/2015 Elmleigh Emma Mallard: moved emergency bag to the middle of the hospital 
and we have evidence that the checks are completed monthly as per policy. 

Email confirmation & blank copy of the 
equipment check forms received.

Recent resus audit
Evidence that monthly checks are completed in 
folder. 
Peer Reviews also review this.

ONGOING ASSURANCE VIA WEEKLY CHECKS, 
AUDITS & PEER REVIEWS. REPORTED TO 
DIVISIONAL QSM

RESUS TROLLEY CHECKS PATIENT SAFETY, 
REPORTING & 
LEARNING

3 Acute Wards/PICU Elmleigh MH Supporting staff Ensure high quality clinical supervision and 
performance appraisal be provided to staff at regular 
intervals and staff are supported

Regulation 23 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Supporting staff

At Elmleigh there was significant shortfalls in areas of training, 
inconsistent provision of supervision to staff and a poor 
records on the completion of staff appraisals when compared 
with other similar services within the trust.

3.1 Action plan in place to ensure any outstanding appraisal is completed
3.2 Supervision structure in place with additional Band 6 posts to be filled
3.3  Band 6 staff rotated onto nights to spread supervision to all staff throughout 24hours
3.4  Monthly supervision spreadsheet provided by Ward Managers to Modern Matron for sign off.

Divisional Associate 
Director of Nursing to 
support and oversee 
supervision 
arrangements across the 
Division 

All staff will have an up to date appraisal 
and ongoing regular supervision. 
Supervision structure will include checks 
on training/appraisal being up to date. 
Supervision record will be visible and 
shared with Modern Matron

Ben Lihou and Holly 
Whiteley -ward 
managers

Naomi Edge Acute Care 
Pathway Manager

30/04/2015 [0] COMPLETED Blue Progress to date:
2014/15 Appraisals completed, action tracker produced to monitor completion of 2015/16 
Appraisals. 
Supervision strategy in place for monthly managerial supervision and weekly clinical 
supervision (encompassing group supervision, reflective practice and skills training).
Band 6 nurse recruited to work permenant nights, and all other Band 6 staff working a 
rotation to cover the remaining night shifts.
Spreadsheet to monitor supervision in use.

Evidence of 14/ 15 appraisals being completed
Evidence that 15/16 appraisals have been 
completed
Monthly spreadsheet - updated and completed 
and actions from previous supervisions 
addressed and closed

ONGOING ASSURANCE VIA APR & DPR 
PERFORMANCE MONITORING AND 
MANAGER CHECKS. REPORTED TO DPR & 
DIVISIONAL QSM

SUPERVISION RECORDS
APPRAISAL COMPLIANCE ON 
LEaD WEBSITE

WORKFORCE

4 Acute Wards/PICU Elmleigh MH Training Address shortfalls in BLS and ILS training (shown on 
Sept14 dashboards)

Regulation 23 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Supporting staff

Significant numbers of staff on the
Elmleigh acute admissions wards and PICU had not received 
appropriate training or refresher training in  basic or 
intermediate life support. As a result there was a risk that staff 
would not be able to provide care and treatment to people 
that was safe and of an appropriate standard.

4.1 Organise training locally for ILS/BLS for staff at Elmleigh
4.2 LEaD and Elmleigh working on dates
4.3 Suitable premises identified
4.4  Area Lead Nurse to monitor all training compliance as Area Lead for Training.  
4.5 Ward Managers to report compliance at Monthly Performance Slot

LEaD Training records will show  in date 
training, this will be checked via 
supervision

Holly Whiteley and 
Ben Lihou ward 
managers

Naomi Edge ACP 
Manager and Nikki 
Duffin, Area Lead Nurse

29/05/2015 [0] COMPLETED Blue Progress to date
Update November 2015:
Compliance for BLS as of 24/11/15 is 100% (37/37). 

Compliance for ILS as of 24/11/15 is 71% (15/21). Of the 6 staff left to train: 4 have bookings 
in place; 1 is on long term sick and 1 remains to be booked.  

Note: there have been 24 new starters appointed to front-line clinical roles at Elmleigh in the 
last 12 months.

Compliance, DNA's and Bookings monitored via 
the LEaD Statutory & Mandatory Training 
Compliance Reports and Divisional Performance 
Review meetings. 

ONGOING ASSURANCE VIA MONTHLY 
PERFORMANCE REPORTING AT DPRs AND 
MONTHLY DIVISIONAL QSM

TRAINING COMPLIANCE WORKFORCE

5 Acute Wards/PICU Elmleigh MH Training Address shortfalls in PRISS training Regulation 23 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Supporting staff

Significant numbers of staff on the Elmleigh acute admissions 
wards and PICU had not received appropriate training or 
refresher training in how
to restrain people using the service. As a result there was a risk 
that staff would not be able to provide care and treatment to 
people that was safe and of an appropriate standard.

5.1 Organise local training for PRISS inc. sourcing venue
5.2 Work with LEaD to organise suitable dates
5.3 Area Lead Nurse to monitor all training compliance as Area Lead for Training 
5.4 Ward Managers to report compliance at Monthly Performance Slot

LEaD 4.1 Organise training locally for ILS/BLS 
for staff at Elmleigh
4.2 LEaD and Elmleigh working on dates
4.3 Suitable premises identified
4.4  Area Lead Nurse to monitor all 
training compliance as Area Lead for 
Training.  
4.5 Ward Managers to report compliance 
at Monthly Performance Slot

Ben Lihou and Holly 
Whiteley -ward 
managers

Naomi Edge ACP 
Manager, Nikki Duffin, 
Area Lead Nurse.

29/05/2015 [0] COMPLETED Blue Update November 2015:
Compliance for PRISS (4 day initial) as of 24th November 2015 is 93% (51/55). 4 staff left to 
train (new starters); all 4 booked to attend.

Compliance for PRISS Refresher as of 24th November 2015 is 80% (41/51). 10 staff left to 
train. 6 have bookings in place; 2 are on long term sick; 1 is pregnant and therefore exempt 
from training and PRISS response team. 1 remains to be booked.

Note: there have been 24 new starters appointed to front-line clinical roles at Elmleigh in the 
last 12 months.

Compliance, DNA's and Bookings monitored via 
the LEaD Statutory & Mandatory Training 
Compliance Reports and Divisional Performance 
Review meetings. 

ONGOING ASSURANCE VIA MONTHLY 
PERFORMANCE REPORTING AT DPRs AND 
MONTHLY DIVISIONAL QSM

TRAINING COMPLIANCE WORKFORCE

6 Acute Wards/PICU Elmleigh MH Ligature risks Ensure ligature risks identified for removal, are 
removed

Regulation 15 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Safety and 
suitability of premises

The registered provider had not ensured that people were 
protected against the risks associated with unsafe or unsuitable 
premises. At Elmleigh, essential work needed to remove 
ligature risks from people’s bedrooms had not been carried out 
in a timely manner.

6.1 Door stops were removed in November 2014 Estates department / 
Health and Safety Team

Ligature assessment completed. Action 
plan in place re work to be undertaken 
with time scales for completion. High risk 
areas identified will be reported to 
Modern Matron immediately

Ben Lihou and Holly 
Whiteley -ward 
managers

Naomi Edge ACP M 30/11/2015 [0] COMPLETED Blue Progress to date:
All door stops have been replaced and this action complete. Other anti-ligature risks at 
Elmleigh will form  part of the Anti-ligature task and finsh programme of works.

Peer review completed and results shared widely
Workshop completed - minutes from workshop 
available
Nicky Bennett leading for all AMH SSD services 
evidence of plan around this.
There has been a lack of planning around ligature 
priorities.  AMH SMT on 23.11.15 have identifed 
a process to ensure that ligature actions within 
CQC action plan are agreed with estates 
colleagues and a meeting arranged with Shelagh 
Kent.

ONGOING ASSURANCE VIA SAFETY CHECKS 
& PEER REVIEW

Ligature peer review ESTATES

7 Acute Wards/PICU Elmleigh MH Assessing & 
monitoring

Ensure systems in place to assess and monitor quality 
of service are effective in bringing about improvement

Regulation 10 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Assessing and 
monitoring the quality of
service providers

At Elmleigh although systems were in place to assess and 
identify poor performance and risks they were not always 
effective in bringing about improvements.

7.1 Quality and safety report to be shared with staff
7.2 Improvement plans to be shared via business meeting to all staff
7.3 Data warehouse to be used to plan improvements and shared during supervision with ward 
managers and team leads. 
7.4 Audit programme to be utilised to support overall quality and performance elements of the 
service

Corporate audit team Detailed action plan re improvement to 
pathway and service will be 
implemented and audit trail kept

Ben Lihou and Holly 
Whiteley -ward 
managers with 
support from ACPM 
and Modern Matron

ACPM Naomi Edge and 
Susan Hampton Modern 
Matron

01/05/2015 [0] COMPLETED Blue Progress to date 20.05.15
There is a planned fortnightly Quality and Safety meeting with ward managers and band 6 
staff where audit action plans will be managed and reviewed. The Care Navigators at 
Elmleigh will also do ongoing audit against service standards which will also feed into the 
Quality and Safety meeting. Evidence supplied

Copies of TOR, minutes, governance structure, 
process etc.

Q&S fortnightly meetings notes
Care navigator audit and feedback to Q&S
Local development plans

ONGOING ASSURANCE VIA REPORTS INTO 
QSM

AUDIT AGAINST SERVICE 
STANDARDS

GOVERNANCE

8 Acute Wards/PICU Antelope 
House

MH Seclusion Ensure seclusion facility complies with MHA CoP and 
allows continuous observation of people by staff.

Regulation 15 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Safety and 
suitability of premises

On Hamtum ward, at Antelope House, the design of the 
seclusion room did not allow continuous observation of the 
person inside by staff.

8.1 Undertake an option appraisal and agree a preferred option with capital funding to ensure 
seclusion room is fit for purpose. 
8.2 This will include consideration to fix the bed in a static position, and add mirrors within the 
room to where required to reduce blind spots.

Estates Inspection and sign off of room against 
standards within the Code of Practice

Needs to be re 
assigned

Liz Durrant AM 31/03/2016 10. MARCH16 Green Progress to date:
This action is being led by acute pathway manager and general manager once they have 
agreed what needs to be done a case for change needs to be submitted to the Trust 
infrastructure group for funding.
8.2  responsiblty for delivering this action is being led by the on site clinical team  who 
advised  bellrock 2 weeks ago of the requirement , mirrors and fixed bed being implemented 
by bellrock the approved Lift co in house estate service  and there is a 10 week lead time for 
the bed  

26/11/2015: Quote received from belrock negotiating how improvements can be made.

Part of estates works plan ESTATES

9 Acute Wards/PICU Parklands MH Same-sex 
accommodation

Ensure women do not have to walk past male 
bedrooms to use bathrooms and toilets

Regulation 9 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Care and welfare of 
people who use
services

At Parklands Hospital women had to walk past
male bedrooms to use bathrooms and toilets,
this is contrary to established guidance from the
Department of Health about gender separation
on mental health wards. Staff were not effectively
implementing and monitoring the use of
gendered facilities.

9.1 Review ward environment with Estates Project Manager to identify potential solution to 
existing single sex accommodation concerns.
9.2 Submit Case for Change documentation
9.3 Complete Works.
9.4 Ensure risk documentation is complete to address potential risks prior to works being 
completed.

Estates There will be adequate bathrooms and 
toilets on both male and female 
corridors ensuring compliance to  mixed 
sex guidance.

Nick Seargent, ACP 
Manager, Estates 
Project Manager

Graham Webb General 
Manager

31/03/2016 10. MARCH16 Green Progress to date:
CP 1 has been submitted to Capital Group for consideration as priority.  

CQC Requirement was for two rooms to be changed from a bathroom to a shower room.  
Clinical service has expanded the brief to include 9 rooms which is outside of the CQC 
requirement and not within the current financial funding source. Clinical manager (Nick 
Seargent) has been advised to write a case for change that needs to be submitted to the 
Trust infrastructure group to be considered for funding along with other capital bids. Estates 
are unable to progress the CQC work until  a decison has been made regards to the extent of 
the works and the available funding. In advance of a possible decison to fund this scheme 
Estate capital team are preparing the necessary specifications for tender in advance. Decison 
to proceed resides with clinical manager and Trust infrastructure group.
approved by Trust infrastructure group order placed materieals on order start on site january 
2016

26/11/2015: Quote received need an update on this and timeframes for completion.

Part of estates works plan ESTATES

10 Acute Wards/PICU All inspected MH MCA & consent Ensure there is sufficient & detailed recording of 
mental capacity and consent to treatment in people’s 
care records.

n/a n/a Capacity and Consent are part of the MDT template. Discussion about decision-specific 
assessments will be recorded in patients notes on RiO. All using the service to receive as a 
minimum a weekly capacity and consent to treatment assessment (based on individual decision-
specific matters), or when capacity changes or consent to treatment is withdrawn, these will 
either be incorporated into the Weekly Multidisciplinary Team meeting that is then recorded on 
RiO or added to RiO as required. 

This will include key actions:
10.1 the wards are to introduce a template as part of the supervision process to review capacity 
and consent, and this will be used with all staff.  
10.2 the assessment of capacity and consent will be reviewed in relation to decision specific 
matters and recorded as a minimum each ward round/ weekly and recorded on Rio. 

MCA team Implementation of a template, audit and 
review of notes

Acute Care Pathway 
Managers working 
with ward managers

Acute Care Pathway 
Managers/ Modern 
Matrons

30/04/2015 [0] COMPLETED Blue Progress to date:
Updated 24/4/15
East area - capacity and consent is part of the MDT template and is recorded on RIO. Have 
also put in a request to RIO to change the MDT care plan with capacity and consent as a 
section that MUST be completed for all ( a bit like the old gatekeeping care plan format) and 
this care plan will be reviewed at every MDT as a minimum.
Hawthorns 1 and 2 -  do have an MDT template that includes Capacity and consent. Will be 
added supervision template by next week.
Updated 27/4/15
10.1 The supervision template for Antelope House has been updated to reflect the need to 
review capacity and consent, and is now currently in service. A copy of the revised template 
is provided (provided by Brendan O'Reilly). 
10.2  Capacity and consent is captured in the weekly ward review, using the below template .  
This is now in use. 

New Form to be implemented from the 1/5/15 to be the same for all areas 

Copy of supervision template and MD ward 
review document received.

Evidence that not only are the templates being 
used but that they are being fully completed
All units to review the way in which this is done- 
local BUG notes
MDT meeting notes

All service users  receive as a minimum a weekly 
capacity and consent to treatment assessment 
(based on individual decision-specific matters), or 
when capacity changes or consent to treatment 
is withdrawn, these will either be incorporated 
into the Weekly Multidisciplinary Team meeting 
that is then recorded on RiO or added to RiO as 
required. 

ONGOING ASSURANCE VIA AUDIT, 
MANAGER DOCUMENTATION CHECKS & 
PEER REVIEW REPORTED INTO DIVISIONAL 
QSM

WEEKLY CAPACITY & CONSENT 
REVIEWS

CAREPLANNING / 
RECORDKEEPING

11 Acute Wards/PICU All inspected MH Involving service 
users

Ensure people using the service are involved in 
discussions and decisions about their care and this is 
consistently recorded in their care records.

n/a n/a 11.1 To complete an action learning set to identify ideas and approaches that will strengthen 
involvement of service users in their care within inpatient units.
11.2 Hold a service user engagement event to help identify some solutions and ideas to 
supporting care planning processes in inpatient areas
11.3 Undertake quality improvement initiatives using PDSA to trial new ideas
11.4 Complete a piece of work to evaluate and progress the most effective solutions 

RIO team Two activities and a summary report, a 
number of PDSA cycles and an ongoing 
consistent audit and review process to 
measure the impact of quality 
improvements

Kate Sault- Trust Care 
Planning Lead 
working with the 
Acute Care Pathway 
Managers/ Service 
user groups

Needs to be re-assigned 30/06/2015 [0] COMPLETED Blue implementing Hope, Agency and Opportunity Care Plan 
Pilot implemented in May. Will be reviewed as part of PDSA cycle in July and then rolled out 
to other teams.

Need an update around this action as while pilot has been undertaken at Elmleigh PDSA did 
not take place or roll out to other units. Unclear if action learning set was undertaken and 
outcomes from this; service user event - unclear if this was undertaken.
All units involve service users in the development of their care plans,. 

Hawthorns 2 and Hawthorns 1 - Service users are given a copy of the weekly MDT meeting 
which details their care plan and this is signed and placed in the secondary file and the 

PDSA report 
Copy of spot audit k that this is occurring from all 
units. 

ONGOING ASSURANCE VIA AUDIT & PEER 
REVIEW REPORTED INTO DIVISIONAL QSM

AUDIT OF HOPE, AGENCY & 
OPPORTUNITY CARE PLAN

CAREPLANNING / 
RECORDKEEPING

12 Acute Wards/PICU All inspected MH Ligature risks Make clear plans or invest and improve maintenance 
in the existing buildings.

n/a n/a 12.1  Work with estates to complete environmental audits/PLACE and identify priority 
programmes to improve existing buildings and estates
12.2 Oversee via programme management an estates programme 
12.3 Identify key risks and mitigation via the risk register, reviewed at monthly Quality & Safety 
Meeting.

Estates department Completion of action plan. Rolling 
maintenance/repair plan in place. PLACE 
assessment taking place with good 
scores

ACPMs / Area 
Managers

Kate Brooker- Associate 
Director MH

30/09/2015 [0] COMPLETED Blue Progress to date:
This action was led by Tim Coupland who has supported the completion of a number of key 
tasks to improve the overall management of ligature risks and care within the Division. This 
includes:
Review of Ligature Priorities in AMH (working with Area Managers)
A peer review process to focus on further areas of learning and development
A review of procedures, training and practices including the introduction of a standardised 
ligature kit.
Process mapping key steps required to improve governance and oversight of key areas of 
ligature work
PLACE reviews are also completed
Work is now being progressed via AMH Board to identify and prioritise key priorities in line 
with available capital resource.

Quality report for Exec & QID
Risk Register entries
Peer review completed and results shared widely
Workshop completed - minutes from workshop 
available
Nicky Bennett leading for all AMH SSD services 
evidence of plan around this.
There has been a lack of planning around ligature 
priorities.  AMH SMT on 23.11.15 have identifed 
a process to ensure that ligature actions within 
CQC action plan are agreed with estates 
colleagues and a meeting arranged with Shelagh 
Kent.

ONGOING ASSURANCE VIA SAFETY CHECKS 
& PEER REVIEW REPORTED INTO 
DIVISIONAL QSM

Exec Team review/ Head 
of Compliance Review/ 
QID review

Peer review

ESTATES

13 Acute Wards/PICU Elmleigh MH Training Ensure staff are appropriately trained and actively 
support people to stop smoking

n/a n/a 13.1 Smoking cessation programme to be developed for all inpatient areas including:
-Smoking cessation training (May 2015) with Quit for Life trainer to start
-to agree link worker approach in each inpatient area to support stop smoking initiative 
-to undertake environmental review in each area to resolve practical challenges in supporting 
service users regarding smoking cessation 

LEaD
Quit for Life Team

Summary report and project plan, Local 
Training takes place. All environments 
smoke free

Acute Care Pathway 
Managers working 
with ward 
managers/service 
users

Will Smith ADON 01/01/2016 [0] COMPLETED Blue Progress to date:

Smoking cessation plan in place for MH units. Smoke-free 'go-live' date agreed as 9 March 
2016.

Plan include: Comms plan, staff training, development of guidance, care planning, transition 
planning and CQUIN 

06/04/16 - because the smoke free AMH date was not in tandem with the rest of the Trust 
it would not have worked as we share some buildings with OPMH, who aren’t going smoke 
free until October 2016 and it would also cause difficulties for patients transferring 
between services within the Trust,. Therefore Lesley Stevens, Medical Director agreed 
change to delay this. The next meeting will agree steps to go smoke free for the whole 
Trust. 

Copy of AMH plan.

Evidence of Smoking Cessation work to date in 
minutes of meeting
Included in Monthly Q&S part of the meeting 
from now on.

ONGOING ASSURANCE VIA DIVISIONAL QSM

WORKFORCE

14 Acute Wards/PICU Elmleigh MH Activities for 
patients

Ensure there are sufficient opportunities for physical 
exercise for people on PICU

n/a n/a 14.1 PICU decommissioned in November 2014 N/A N/A N/A N/A N/A [0] COMPLETED Blue Progress to date:
COMPLETED - PICU decommissioned in November 2014. 

Action will be considered in relation to other PICUs as part of activity of patient experience 
workstream.

While this action has been closed we should look at our other PICU units to ensure there are 
sufficient opportunities for patients to have physical exercise. 

ACTION FOR THIS UNIT COMPLETED AS PICU WAS 
DECOMMISSIONED.

TO BE PICKED UP VIA PATIENT EXPERIENCE 
WORKSTREAM FOR OTHER UNITS

PATIENT EXPERIENCE & 
ENGAGEMENT

15 Acute Wards/PICU Melbury MH Privacy & dignity Ensure bedroom doors provide sufficient privacy for 
people whilst enabling staff to maintain adequate 
observations

n/a n/a 15.1 Case for change  has been completed and submitted to replace doors with ones that allow 
adequate observation.  

Estates Doors will be replaced. ACP Manager, Estates 
Project Manager

Graham Webb General 
Manager

31/03/2016 [0] COMPLETED Blue Progress to date:
Case for change has been completed and submitted

Not seen as a priority by the estate readiness group when first raised and subsequentlynot 
progressed. Not identified on this years divisional priorities but estate have been working 
with the clinical teams to source a suitable alternative. New door fitted & testing blackout 
vista matic. If susccessful a request for capital will be submitted to TIG for prioritisation. 

Provisional approval by TIG final solution under discussion with site 

25/04/16 - email received from Estates 
confirming all doors had been fitted and works 
signed off on 6th April 2016

ESTATES

16 Acute Wards/PICU Melbury MH MCA & consent Ensure recording of people’s mental capacity is 
detailed & includes evidence underpinning the 
judgement

n/a n/a 16.1 Clinical staff will be reminded/supervised and supported in the requirement to meet CoP 
requirements in relation to recording of informed consent of mental capacity.
16.2 All clinical reviews will include consideration and documentation of capacity & consent 
within RiO.  (see ref 10)

MCA team Implementation of a template, audit and 
review of notes

ACP manager working 
with Ward Manager

Graham Webb General 
Manager

30/04/2015 [0] COMPLETED Blue Progress to date:
Updated 27/4/15
Dr's Powell and Shavren include an assessment of capacity and consent on their weekly MDT 
review meeting template and these will then be recorded weekly. For those not included in 
this weekly review, those DTOC for example they will be seen on a 1:1 basis and the 
assessing medic will use a template to record this assessment and the template will include 
an assessment of capacity and consent to ensure this is captured for those service users also. 
Sarah Leonard (ACPM) will complete a spot audit in May 2015 to ensure compliance with this

Templates on RiO
Local BUG notes
MDT meetings
Spot audits

ONGOING ASSURANCE VIA REPORTS INTO 
DIVISIONAL QSM

WEEKLY CAPACITY & CONSENT 
REVIEWS

CAREPLANNING / 
RECORDKEEPING

17 Acute Wards/PICU Melbury MH S132 rights Ensure explanations of people’s rights under S132 are 
consistently documented

n/a n/a 17.1 All staff to be reminded of the CoP.  It will be the responsibility of the admitting nurse that 
when the patient is read his/her rights that it is documented in the diary when this needs to be 
repeated.
17.2 Undertake reflective practice session for those staff where audits identify deficits in practice
17.3 Use clinical audit of notes to identify and spot manage any times where S132 is not explained

MHA team RiO entry. MHA audits ACP manager working 
with Ward Manager

Graham Webb General 
Manager

30/04/2015 [0] COMPLETED Blue Progress to date:
Updated 27/4/15
This was recorded as complete in February 2015, The MHA team now provide the ward staff 
with an updated daily list as to who needs to have their rights given. Charge nurse Keith 
Waite also carries out weekly checks. As of february 2015 the team have been tasked with 
completing incident forms for every breach

Daily lists 
Incident forms for breaches. 
Documentation audits

ONGOING ASSURANCE VIA REPORTS IN TO 
DIVISIONAL QSM

S132 RIGHTS DOCUMENTATION 
AUDITS, INCIDENT REPORTS 
BEING COMPLETED

CAREPLANNING / 
RECORDKEEPING

18 Acute Wards/PICU Melbury MH Ligature risks Ensure on-going & planned work to improve 
environment, in terms of removal of ligature risks, is 
completed

n/a n/a 18.1 The 2 bathrooms and shower rooms will be fitted with anti-ligature furniture, work is 
scheduled to commence 16/02/2015 

Estates Completion of works. Estates Estates 31/12/2015 [0] COMPLETED Blue Progress to date:
Bathroom, showers and toilets are ligature friendly final changes to the bathroom 
environment still outstanding and will be complete by end of June due to the lead time for 
delivery of items such as radiator covers.bathrooms complete including radiator cover 

Jan16 - completed

Ligature peer review
Ligature risk assessments
Photographic evidence of completed work .
Copy of analysis  completed by Joe Jackson.

ESTATES

19 Acute Wards/PICU Antelope 
House

MH S17 leave Ensure individual risk assessments are completed for 
people prior to going on S17 leave

n/a n/a 19.1  Ensure the policy and procedure including associated procedures relating to risk assessment 
adequately supports staff in clear methodical decision-making around S17 leave
19.2 Review using appreciative enquiry, approaches to risk assessing S17 leave and identify 
themes and perspectives that we can improve on through quality improvement approaches
19.3 Link quality improvement ideas to the development of new consistent tools and checklists to 
support safe S17 leave
19.4 Engage in AHSN Patient Safety Collaborative to share learning and pilot new ideas using 
improvement methodology 

MHA team Demonstration that the new 
approaches/ template is active on the 
wards integrated into MHA audits and 
care note reviews

Acute Care Pathway 
Managers/ Matrons

Needs to be re assigned 30/06/2015 [0] COMPLETED Blue Progress to date:
The section 17 leave policy has been revised to include a specific section (section 7) on risk 
assessment.  This pulls the relevant parts of SH CP 27 and 28 policies on risk management 
into the section 17 policy itself and reminds staff that the risk assessment of section 17 leave 
needs to be done in conjunction with the principles/practice outlined in those documents.

We already audit section 17 leave forms as part of the annual MHA audit programme so 
auditing the use of any new templates will be part of this.  In terms of devising a clinical risk 
assessment template for section 17 leave, sections 3 and 7 of the new policy should be 
helpful as they set out the Code of Practice and Trust policy requirements.

Copy of policy.
S17 leave a risk assessments
MHA audits

ONGOING ASSURANCE VIA MHA AUDITS AND 
REPORTS IN TO MHA COMMITTEE AND 
DIVISIONAL QSM

S17 LEAVE AUDITING CAREPLANNING / 
RECORDKEEPING

20 Acute Wards/PICU Antelope 
House

MH Restraint Ensure episodes of restraint are not carried out in 
‘face down’ position

n/a n/a 20.1 The Trust to integrate DH guidance into training and policies/procedures
20.2 Trust to employ a Consultant Practitioner for Patient Safety to lead and oversee the 
programme on driving down episodes of prone restraint
20.3 Trust to use its annual programme of work via the SAFER forum to support services to find 
other methods of least restrictive practice

Corporate governance in 
providing quality data

A marked reduction in prone restraint Consultant 
Practitioner for SAFER 
services (tbc)

Will Smith ADON 31/12/2015 [8] DECEMBER Red Progress to date:
Quality Account shows over 20% decline in use of prone restraint. We recently responded to 
a request to comment on restraint bench marking data (Rt Hon. Norman Lamb). Excluding 
Bluebird we are under the national average for prone restraint (0.23 restraints per 10 beds, 
national mean is 0.5  per 10beds.)
Current position for Bluebird House shows a marked reduction use of overall restraint and in 
particular prone restraint.
The launch and roll out of the SAFEWARDS programme
Development Peer Support Workers roles in our inpatient areas - underway working with 
Solent MIND
Compliance with 4day PRISS training as of 31/01/15 - MH = 98% and LD = 94% of target 
group
Compliance with 2day PRISS refresher training as of 31/12/14 - MH = 70% and LD = 89% of 
target group
Compliance with 3day PRISS OPMH training as of 31/12/14 = 88%
Compliance with 2day PRISS OPMH refresher training as of 31/12/14 = 79%
17/04/2015 The project plan is well described in the paper that is presented to QID on a bi 
annual basis. We have a bi-monthly report to QID now in the diary highlighting key issues and 
the latest report presented this week covers all the key plans and proposals for this year 
(2015/16)

QID report April 2015
APR and DPR reports 
Southampton Quality Improvement Plan
Bi monthly report to QID
 SAFER forum minutes

prone restraint still in use. Data shows there has 
been a reduction but further work is still 
required.

AUDIT OF RESTRAINT POLICY PATIENT SAFETY, 
REPORTING & 
LEARNING

21 Acute Wards/PICU Antelope 
House

MH observations Ensure enhanced observations of people are recorded n/a n/a 21.1 The observation recording sheets will be amended to allow more accurate recording of 
observations on all MH wards across the Trust
21.2 The observation training will be refined and revised where appropriate to ensure more 
accurate recording of MH observations 

Observations tools in place and utilised, 
training in place and implemented for all 
new starters

Acute Care Pathway 
Managers/ Matrons

Will Smith ADON 30/04/2015 [0] COMPLETED Blue Progress to date:
Updated 24/4/15
observation paperwork agreed
policy and training matrix has been updated, email matrons to say has training been 
implemented

Obs records and policy
Observation teleconference and workshop 
evidence
Training records

ONGOING ASSURANCE VIA REPORTS IN TO 
DIVISIONAL QSM

OBSERVATION TOOL CHECKS CAREPLANNING / 
RECORDKEEPING

22 Acute Wards/PICU Antelope 
House

MH Blanket 
restrictions

Ensure, on Hamtun, blanket restrictions in place in 
respect of two telephone calls a day, no baths after 
10.00pm and availability of snacks/drinks are 
reviewed to make sure individual needs are met.

n/a n/a 22.1 The ward is to remove all notices with regard to bathroom use. (completed)
22.2There will be no restriction of phone use. All patients will be able to use their mobile phones. 
Access to a telephone can also gained via the public pay phone on the ward, or staff mobile 
phones. (completed)
22.3 Care plan's will be implemented, where required, should the use of a mobile phone 
constitute a clinical risk 
22.4 A capital bid has been made for a drinks machine to allow patients to make drinks at any 
time they wish In the interim, a dedicated members of has the responsibility of providing drinks to 
patients. (Currently awaiting outcome)

E&FM No notices on show. 
A review of whether patients feel that 
this practice is permitted on the ward. 
A review of care plans for appropriate 
patients. 
Meeting minutes from the appropriate 
meeting, evidencing the discussion of 
this capital bid. 

Brendan O'Reilly - 
Area Lead Nurse

Joe Jackson
General Manager

30/04/2015 [0] COMPLETED Blue Progress to date:
22.1 & 22.2 have been completed
updated 27/4/15
22.1, 22.2, 22.3 : Evidence provided from Brendan O'Reilly to confirm that the actions have 
been completed on the ward. 
22.4 The capital bid has been approved, and most items have been delivered, bar 1 item 
(Welco kitchen units) prior installation commencing. 
26/11/2015: Check that no new blanket restrictions have been introduced and that training 
has been implemented

Minutes of team meetings
Training records

ONGOING ASSURANCE VIA REPORTS IN TO 
DIVISIONAL QSM

CHECKS TO ENSURE NO BLANKET 
RESTRICTIONS ARE IN PLACE

CAREPLANNING / 
RECORDKEEPING

23 Acute Wards/PICU Parklands MH Privacy & dignity Ensure where CCTV cameras are used in communal 
areas and on wards that people using the service are 
informed of this

n/a n/a 23.1 Place signage on the wards informing SU and visitors to make aware that CCTV is in use 
within the ward area
23.2 To include information regarding the use of CCTV is included in the Welcome Pack.
Note: A wider review is underway to ensure Trust wide guidance on use of CCTV reflects 
published CQC guidance

Estates Signage will be in place and evident on 
both Hawthorns 1 & Hawthorns 2.

ACP Manager, Ward 
Mangers and SU 
Involvement 
Manager.

ACP Manager 09/02/2015 [0] COMPLETED Blue Progress to date:
COMPLETED - Temporary signage in place and permanent signage on order. Additional action 
to review of Trust wide guidance to be actioned via Quality Programme as CQC guidance as 
only just been published
Updated 27/4/15
 Permanent signs are on order and will replace the existing ones put in place post inspection 
visit. Details about the use of CCTV has also been added to patient information given to 
patients on admission.

Permanent signs have been put in place in that 
any units which have CCTV. 

ONGOING ASSURANCE VIA REPORTS IN TO 
DIVISIONAL QSM

CHECKS THAT INFO IN USE OF 
CCTV HAS BEEN GIVEN TO 
PATIENTS

PATIENT EXPERIENCE & 
ENGAGEMENT

24 REMOVED BY CQC FOLLOWING FACTUAL ACCURACY CHANGES
25 Acute Wards/PICU Parklands MH Ligature risks Ensure environmental risk assessments are completed 

clearly, action taken to remove risks, and a record 
made of arrangements in place to manage or mitigate 
the risks.

n/a n/a 25.1 Complete environmental assessment in line with Trust policy, Including action taken to 
mitigate risk.
25.2 Identify works programme to address risks identified in environmental risk assessment. 
Note: See ref 12

Estates Completion of  corrective actions 
identified within environmental 
assessment

ACPM / Area 
Managers / Estates

Kate Brooker- Associate 
Director MH

31/03/2016 10. MARCH16 Green Progress to date:
Awaiting completion of environmental assessment.  CP1's have been submitted where 
environmental risk has already been identified.

Tim Coupland is leading on the Anti-ligature programme and this will include completeing 
new risk assessments. The Anti-ligature task and finish group will be responsible for 
developing a full risk assessed programme of works that will allow robust prioritisation 
dependant on the level of risk. Once this has been completed the Anti-ligature group will 
need to submit a case for change to the Trust Infrastructure group for capital funding. Estates 
will implement the works in conjunction with available funding released by the Trust 
infrastructure group
main ligature  point will be adressed within the P&D upgrdaes to bathrooms & showers 

Part of estates works plan Evidence that peer review 
has happened and has 
been shared widely;

 Workshop completed - minutes 
from workshop; Nicki Bennett 
leading for all AMH SSD services 
evidence of plan around this. 
There is a lack of planning around 
ligature priorities.  AMH SMT on 
23.11.15 have identifed a process 
to ensure that ligature actions 
within CQC action plan are 
agreed with estates colleagues 
and a meeting arranged with 
Shelagh Kent.

ESTATES

26 Acute Wards/PICU Parklands MH Infection control Ensure at Parklands Hospital the dirty utility facilities 
are not in the laundry room because of the risk of 
cross contamination.

n/a n/a 26.1 Consider option to create separate  dirty/clean utility - this might require removal of the 
macerator from laundry room preventing further use. Estates / Infection Control lead to visit ward 
and advise.

Estates / Infection 
Control

Macerator will no longer be in the 
laundry room.

Ward Manager ACP Manager 30/04/2015 [0] COMPLETED Blue Progress to date:
Currently working with Jacky Hunt Infection Control Nurse to arrange for the macerators 
removal
Updated 27/4/15
Vincent Alexander Ward manager accepted quote to remove bedpan macerator and slop 
hopper sluice sink from the laundry room on ward and to remove waste storage bins from 
laundry room in a newly fashioned cupboard (was telephone kiosk) to create a clean laundry 
room environment.
The Macerator has been removed from the PICU

Macerator has been removed

ONGOING IP&C CHECKS VIA AUDITS. ONGOING 
ENVIRONMENTAL CHECKS VIA PLACE REVIEWS

ESTATES

27 REMOVED BY CQC FOLLOWING FACTUAL ACCURACY CHANGES
28 REMOVED BY CQC FOLLOWING FACTUAL ACCURACY CHANGES
29 Community-based 

Mental Health Services 
for Adults of Working 
Age

All inspected MH Commissioning 
issue

Work with local commissioners of services to improve 
access to local acute psychiatric admission beds.

n/a n/a 29.1 Area Bed protocol has been developed to ensure that there is a more robust process for 
access and discharge from acute beds. Protocol has been shared with both Hampshire and Soton 
commissioners.
29.2 Undertake a broader review of bed provision into the medium to longer term to ensure 
sustainability and availability of beds within Hampshire.

see External Action Plan Improved access to local acute beds Area Managers Kate Brooker- Associate 
Director MH

30/06/2015 [0] COMPLETED Blue Progress to date:
Area protocol has been implemented, pathways and access to acute beds are not currently 
consistent across all 4 units. This is part of MH Service strategy for 15- 16

Have purchased additional beds - plans in place
Included in contract negotiations

Update 16/06/15 - discussed at contract monitoring meetings and engagement with 
commissioners continues - see external action plan for further details.

Internal actions completed

Minutes of contract monitoring meetings
'Perfect week' feedback
Bed modelling document

ONGOING ASSURANCE VIA DPR AND REPORTS 
IN TO DIVISIONAL QSM

PATIENT EXPERIENCE

30 Community-based 
Mental Health Services 
for Adults of Working 
Age

 Southampton 
CMHT

MH caseloads 
management

 Monitor the caseload to assess the impact of the 
proposed new staffing structure.

n/a n/a 30.1 Monitor the overall caseload size of the CTT, against the baseline of the old staffing 
structure. 
30.2 Monitor the size of individual practitioners' caseload three months after the appointment of 
the new staffing structure.  
30.3 Link work around caseloads to national work on caseload modelling for community mental 
health teams

1 & 2. Three months after the 
implementation of the new staffing 
structure, the caseload of the team and 
individuals will be compared with that of 
the baseline and reviewed at the 
Southampton Performance Meeting. 
Evidence will be found in the meeting 
minutes of this meeting. 

Marie Finn - 
Southampton CTT 
Team Manager

Joe Jackson
General Manager/Tim 
Coupland Associate 
Director of Nursing

30/06/2015 [0] COMPLETED Blue Progress to date:
Event taking place in April ISD-wide to challenge model of caseload management - to include 
MH

01/05/2015:
JS working with MF to provide the evidence of monitoring.

06-05-2015: 
Caseload review completed. 

caseload audit results

ONGOING ASSURANCE VIA AUDIT AND REPORTS 
IN TO DIVISIONAL QSM

CASELOAD AUDITS WORKFORCE

Action Plan for: 
Version No:
FINAL V1.0

Progress last updated: 28/03/2016 - TM

Approved by:
Trust Board - Quality & Safety Committee - 23/03/15
Commissioners - Strategic Oversight Group - 24/03/15 

Produced by: 
Tracey McKenzie - Head of Compliance / CQC Programme Manager



31 Community-based 
Mental Health Services 
for Adults of Working 
Age

Winchester & 
Andover CMHT

MH Estate 
maintenance / 
improvements

Winchester community team base was in poor repair 
in some places and staff were unclear about whether 
there were plans to move or improved facilities

n/a n/a 31.1 The premises has been highlighted as a priority within the local Estates Project Board and the 
Trust Estates Rationalisation Plan there are discussions around potential moves from the building 
to more suitable accommodation

Estates Estates rationalisation plan Service Manager / 
Estates Business 
Partner

Graham Webb General 
Manager

31/08/2015 [0] COMPLETED Blue Progress to date:
There are plans to move from Connaught House to Avalon House from September 15. This 
workstream is being delivered in conjunction with the Estate Rationalisation programme

IP&C update - Mandy Weldon confirmed all  Housekeeping staff have been reminded of the 
need to wear PPE when cleaning toilet areas in line with national guidance
Mops are washed at Melbury Lodge and transported in different buckets for clean and dirty 

COMPLETED

Cleaning checklists
Audits

ONGOING ASSURANCE VIA IP&C AUDIT 
PROGRAMME AND PLACE REVIEWS

ESTATES

32 Community-based 
Mental Health Services 
for Adults of Working 
Age

New Forest 
CMHT 

MH Estate 
maintenance / 
improvements

New Milton community team base was in poor repair 
in some places and staff were unclear about whether 
there were plans to move or improved facilities

n/a n/a 32.1 There are no current plans to move from the New Milton base, repairs and actions arising 
from this will be part of the Estates Project Group. Where appropriate capital bid applications will 
be submitted

Estates Estates rationalisation plan Service Manager / 
Estates Business 
Partner

Service Manager 31/08/2015 [0] COMPLETED Blue Progress to date:
Team are unlikley to move for 18months  so estates to visit and identify short term measures 

Shortfalls addressed pending team move - action closed

Evidence that Estates have visited and that the 
building is fit for purpose.

ONGOING ASSURANCE VIA REPORTS IN TO 
DIVISIONAL QSM

ESTATES

33 Crisis Service / S136 
Health Based Place of 
Safety

All inspected MH Operational 
procedures

AMHT service must have operational procedures 
which inform staff how to provide services which 
include risk assessment, care planning and sharing 
information and protect people using the service and 
staff

Regulation 23 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Supporting staff

The registered provider did not have suitable
arrangements in place in order to ensure that staff were 
appropriately supported in relation to their
responsibilities. Significant numbers of staff who
covered the Elmleigh health based place of safety had not 
received appropriate training or refresher training in how to 
restrain people using the service safely or basic or intermediate 
life support. As a result there was a risk that staff would not be 
able to provide care to people that was safe and of an 
appropriate standard.

33.1 The AMHT Service Manager and the AMHT Lead Consultant will draft an operational policy 
that is to include how to provide services, risk planning, care planning, and also cover how to 
protect people and staff using the services. 
33.2 The draft document will be submitted to the Southampton Area Integrated Governance and 
will be considered more widely across all Crisis Services for consistency checking and externally in 
terms of alignment with the Crisis Concordat Hampshire Action Plan.  Meeting for review, and 
onward progression.  

see External Action Plan 1. Minutes of the Southampton AIGM, 
and evidence of progression to the 
Divisional Service Board, and finally, 
evidence that the new policy is available 
to staff on the intranet, under policies. 

Emma Bekefi - 
Interim Team 
Manager, South 
AMHT

Joe Jackson General 
Manager

30/06/2015 [0] COMPLETED Blue Progress to date:
24/04/2015:
On track, to be brought to Southampton AIGM in May for consideration. 

18-6-2015: 
Approved at AIGM in Southampton virtually in April 2015, then approved at the AMH Service 
Board in May 2015. 

Copies of approvals and final document received
AMH service Board minutes
copy of SOP

ONGOING ASSURANCE VIA REPORTS IN TO 
DIVISIONAL QSM

CAREPLANNING / 
RECORDKEEPING

34 Crisis Service / S136 
Health Based Place of 
Safety

Elmleigh S136 
suite

MH Staffing levels Ensure there are sufficient appropriately trained staff 
available to provide care to S136 suite when in use, so 
that safe staffing levels on PICU and wards are not 
compromised and people put at risk of unsafe care

Regulation 22 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Staffing

The registered provider had not taken appropriate steps to 
ensure, that at all times, and there were sufficient numbers of 
suitably qualified staff in the Elmleigh place of safety, when in 
use. By using staff who were already part of the safe staffing 
complement in another clinical area and who may not have 
completed appropriate training in life support techniques and 
safe restraint there was a risk to the health, safety and welfare 
of people using the service.

34.1 A work programme is advanced to commission a new S136 POS service across the county in 
partnership with Medisec. This will include:
- Further work is being undertaken to match competencies with PRISS
-Staffing levels will not be compromised on the PICU wards once Medisec undertake observations 
within the s136 suites 
- Trust is compiling a training programme for NIC with regards to the delegation of responsibilities
- Trust is compiling a training package for Medisec and Trust staff in the Management of children 
in Crisis

Staffing of s136 suites does not 
compromise other units. Audit, incident 
reports

Nina Davies (Service 
Improvement Lead) 
working with Modern 
Matrons and Estates

Kate Brooker- Associate 
Director MH

31/04/2015 [0] COMPLETED Blue Progress to date:
Updated 24/4/15
completed and service in place, monitored under a governance and assurance group which 
meets monthly

s136 Governance Group Minutes
Letter from Medisec offering assurance on 
training and practice

ONGOING ASSURANCE VIA REPORTS IN TO 
DIVISIONAL QSM

WORKFORCE

35 Crisis Service / S136 
Health Based Place of 
Safety

Elmleigh S136 
suite

MH Training Ensure that staff working in or covering the S136 suite 
have up to date training in restraint, break away and 
de-escalation techniques and BLS/ILS

Regulation 23 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Supporting staff

The registered provider did not have suitable
arrangements in place in order to ensure that staff were 
appropriately supported in relation to their
responsibilities. Significant numbers of staff who
covered the Elmleigh health based place of safety had not 
received appropriate training or refresher training in how to 
restrain people using the service safely or basic or intermediate 
life support. As a result there was a risk that staff would not be 

35.1 A work programme is advanced to commission a new S136 POS service across the county in 
partnership with Medisec. This will include:
- All Medisec staff undertake restraint training 
- Further work is being undertaken to match competencies with PRISS
- All Medisec staff are trained in BLS/ILS
- Organise training locally for ILS/BLS for staff at Elmleigh.  

LEaD/ Medisec Training records will show  in date 
training, this will be checked via 
supervision

ward managers- Ben 
Lihou, Holly Whiteley 
. Nina Davies

Kate Brooker- Associate 
Director MH

30/04/2015 [0] COMPLETED Blue Progress to date:
Updated 24/4/15
training for ILS and Priss for Elmleigh is picked up in another action 415 which has completion 
date 29/05.  This action specifically relates to the use and function of the 136 Suite and is 
complete in terms of specific actions in 35.1.
Nina Davies is the project lead for development of 136 and Tim Coupland has taken oversight 
and will continue to.
Mainly complete. Actions around ILS and Priss is completed in action 415 which has 

S136 Governance Minutes
Contract monitoring schedule
Letter from Medisec around their training.

ONGOING ASSURANCE VIA REPORTS IN TO 
DIVISIONAL QSM

WORKFORCE

36 Crisis Service / S136 
Health Based Place of 
Safety

All inspected MH S136 policy Review S136 policy and consider how those detained 
under S136 are assessed in more timely manner by a 
doctor in the first instance.

n/a n/a 36.1 The Policy is being reviewed as part of the revised Code of Practice
36.2 The Trust will continue to undertake joint assessment between the Doctor and AMHP, as per 
the Royal College of Psychiatrists guidelines and best practice described within the CoP

see External action plan Multi-agency policy will be in place and 
signed off

Nina Davies (Service 
Improvement Lead) 
working with Modern 
Matrons and Estates

Kate Brooker- Associate 
Director MH

31/04/2015 [0] COMPLETED Blue Progress to date:
Update 24/4/15
Complete  - governance and oversight process in place and will be reviewing all standards 
related to the CoP via dashboard

Updated policy (SH CP 163).
Letter from Medisec offering assurance on 
training and practice

ONGOING ASSURANCE VIA REPORTS IN TO 
DIVISIONAL QSM

s136 Governance Group Minutes 
stored in Action 34 evidence 
folder on Sharepoint.

CAREPLANNING / 
RECORDKEEPING

37 Crisis Service / S136 
Health Based Place of 
Safety

All inspected MH S136 policy Ensure that AMHPs attend the S136 suite in a timely 
manner - ‘Assessment by the doctor and AMHP should 
begin as soon as possible after the arrival of the 
individual at the place of safety’.

n/a n/a 37.1 The Trust is working with the commissioners and Local Authority to improve partnership 
working and timely attendance of AMHP
37.2 We will develop a 136 dashboard to cover the key components of waiting times for both 
AMPH and medic response for those detained under section 136. Review of this dashboard will be 
completed by the 136 quality and governance group to identify the scale of the problem and to 
drive action to ensure medical and AMHP delays are minimised.

see External action plan Metrics/ S136 dashboard will be used at 
contract monitoring meetings to assess 
improvements in practice and 
responsiveness

Nina Davies (Service 
Improvement Lead) 
working with Modern 
Matrons and Estates

Kate Brooker- Associate 
Director MH

31/04/2015 [0] COMPLETED Blue Progress to date:
Updated 24/4/15
Complete

S136 dashboard
s136 policy reviewed March 2015
Letter from Medisec offering assurance on 
training and practice

ONGOING ASSURANCE VIA REPORTS IN TO 
DIVISIONAL QSM

Evidence that S136 dashboard is 
being completed and that 
contract monitoring process is in 
place

CAREPLANNING / 
RECORDKEEPING

38 Crisis Service / S136 
Health Based Place of 
Safety

All inspected MH Training Ensure all staff involved in implementation of S136 
receives necessary training

n/a n/a See ref 34 See ref 34 See ref 34 See ref 34 See ref 34 30/04/2015 [0] COMPLETED Blue Progress to date:
Updated 24/4/15
Complete - medisec now provide this service and have also received training in terms of 
provision to children

Letter from Medisec offering assurance on 
training and practice

ONGOING ASSURANCE VIA REPORTS IN TO 
DIVISIONAL QSM

WORKFORCE

39 Crisis Service / S136 
Health Based Place of 
Safety

All inspected MH Lone working Review lone working procedures, and ensure they 
adequately protect staff in the S136 suite and the 
hospital at home service.

n/a n/a 39.1 A work programme is advanced to commission a new S136 POS service across the county in 
partnership with Medisec. This will ensure:
-no lone working situations within the s136 suites, as each service user will be observed by 2 
members of Medisec staff
-Where exceptionally Lone Working procedure (SH NCP 24) is implemented it will include risk 
assessment/visit planning,  PRISS / conflict resolution training, issue of safety equipment, 
awareness of incident reporting procedures, checking  in with base to include a "safe" password 
or phrase if visit unsafe.

Implementation of new contracting 
arrangements for safe supportive cover 
of S136 units

Nina Davies (Service 
Improvement Lead) 
working with Modern 
Matrons and Estates/ 
working with AMHT 
Team Managers

Kate Brooker- Associate 
Director MH

30/04/2015 [0] COMPLETED Blue Progress to date:
Updated 24/4/15
Partially complete and not sure there is an agreed element around a safe password - Nina to 
progress this in terms of discussions with medisec

All medisec staff have been trained - confirmed in 
letter (November 2015) 
Pin alarms given to all staff  
Lone working process and protocols in place.

ONGOING ASSURANCE VIA REPORTS IN TO 
DIVISIONAL QSM

WORKFORCE

40 Long Stay / Rehab 
Mental Health Wards

All inspected MH Activities for 
patients

The programme of activities should be reviewed to 
ensure that people have access to enough activities to 
keep them occupied.

n/a n/a 40.1 The activities programme will be reviewed regularly to ensure that all people using the 
services will have a variety of activities to keep them occupied. Hollybank will continue to review 
activities every 3 months following the patient questionnaire.  The activities poster and the OT 
leaflet are already available in all patients packs.

Patient forums, patient feedback forms 
and staff meetings

Carol Barnard, Clinical 
Manager, Hollybank 
Alison Vasey, Ward 
manager, Forest 
Lodge

Carol Barnard, Clinical 
Manager, Hollybank 
Alison Vassey, Ward 
Manager, Forest Lodge

30/04/2015 [0] COMPLETED Blue Progress to date:
COMPLETED

Planning flipcharts
PLACE report
PLACE action plan

ONGOING ASSURANCE VIA PATIENT 
EXPERIENCE FEEDBACK AND REPORTS IN TO 
DIVISIONAL QSM

MONITORING PATIENT 
FEEDBACK REGARDING 
ACTIVITIES

PATIENT EXPERIENCE & 
ENGAGEMENT

41 Long Stay / Rehab 
Mental Health Wards

All inspected MH Patient access to 
care plan

People using the service should be supported to have 
access to a copy of their care plan.

n/a n/a 41.1 All people using the service will be given a copy of their care plan, if they do not want a copy, 
then it will be clearly documented on RIO as to why they declined.  The monthly care plan audit 
will continue to demonstrate compliance.

Documentation on RIO and patient 
feedback forms

Carol Barnard, Clinical 
Manager, Hollybank 
Alison Vassey, Ward 
manager, Forest 
Lodge

Carol Barnard, Clinical 
Manager, Hollybank 
Alison Vasey, Ward 
Manager, Forest Lodge

30/04/2015 [0] COMPLETED Blue Progress to date:
COMPLETED

care plan audit data

ONGOING ASSURANCE VIA AUDIT AND REPORTS 
IN TO DIVISIONAL QSM

MONTHLY CARE PLAN AUDIT CAREPLANNING / 
RECORDKEEPING

42 Long Stay / Rehab 
Mental Health Wards

All inspected MH Visability of 
senior staff

The trust should consider if staff working in these 
services could have more opportunities to meet 
senior staff.

n/a n/a 42.2 Area Manager and Service Managers to actively encourage visits to Rehab units to meet staff 
by creating opportunities and pulling together a programme of visits with the senior team

Visits documented in staff ward meetings Carol Barnard, Clinical 
Manager, Hollybank 
Alison Vasey, Ward 
manager, Forest 
Lodge

Carol Barnard, Clinical 
Manager, Hollybank 
Alison Vasey, Ward 
manager, Forest Lodge

30/04/2015 [0] COMPLETED Blue Progress to date:
Kate Brooker &  Mary Kloer visited the following units on the following dates and met with 
staff and Service users:

Forest Lodge Wed 4th March
Crowlin Friday 13th March
Hollybank Wed 25th March

Emails showing visits.

ONGOING ASSURANCE VIA PEER REVIEW AND 
REPORTS IN TO DIVISIONAL QSM

WORKFORCE

43 Long Stay / Rehab 
Mental Health Wards

Forest Lodge MH Ligature risks The findings from the ligature audit at Forest Lodge 
should be used to ensure a risk based plan of works is 
in place.

n/a n/a 43.1 Forest Lodge service manager and Southampton General Manager will review all outstanding 
work deemed urgent regarding ligature risk, and raise these at part of the Trust wide programme 
the work required will be prioritised in line with other divisional ligature work streams

Estates Evidence of Trust Wide Ligature 
programme 

Needs to be re 
assigned

Liz Durrant AM 31/03/2016 10. MARCH16 Green Progress to date:
The original CQC identified works have been completed. Further issues may be identified via 
the anti-ligature task and finish group 

Forest Lodge Ligature Ax
Peer review

ONGOING ASSURANCE VIA LIGATURE ASK & 
FINISH GROUP, TIG AND REPORTS IN TO 
DIVISIONAL QSM

Evidence that peer review 
has happened and has 
been shared widely;

 Workshop completed - minutes 
from workshop; Nicki Bennett 
leading for all AMH SSD services 
evidence of plan around this. 
There is a lack of planning 
around ligature priorities.  AMH 
SMT on 23.11.15 have identifed 
a process to ensure that ligature 
actions within CQC action plan 
are agreed with estates 
colleagues and a meeting 
arranged with Shelagh Kent.

ESTATES

44 MH Secure/Forensic All inspected MH Ligature risks Appropriate measures must be taken to mitigate and 
manage environmental ligature risks on wards at 
Ravenswood House and Southfield.

Regulation 15 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Safety and 
suitability of premises

The provider had not ensured that people who use the service 
were adequately protected against identified risks posed by 
unsafe or unsuitable premises in relation to environmental 
ligature risks.

44.1 All patients to have care plans specifically addressing risk of ligature.
44.2 These care plans must be reviewed regularly at times of change of ward or mental state. 
44.3 All rooms near the nursing office will have minimised ligatures.
44.4 Work to reduce ligatures across the whole unit. One ward to decant to enable work to be 
carried out safely.
44.5 review of location of parabolic mirrors
44.6 Development of a full business case for re-provision of Ravenswood                                                                                                                                                                                                                                                

see External Action Plan 44.1 Completed and audited on 07.11.14 
44.2 Audited 21.01.15
44.3 Work started 10.12.14. Completed 
on Ashurst , others underway. 
44.4 Work started February 9th 2015 and  
due to complete October 2015. 
44.5 Mirrors fitted 19.11.14

1. CSM, 2. CSM, MM 
3. Director of Estates 
4. Estates 5. Exec 
Team

Associate Director & CD 
& Director of estates

Some completed. 

Major work 
31/12/2015

44.6 
30/06/2015

[0] COMPLETED Blue Progress to date:
44.1 & 44.2 COMPLETED

Ligature risk poster in place at Ravenswood

Southfield still to be completed 
works underway in 4th ward 

Copies of works schedule and plans for Mary 
Graham ward
Peer review

13/05/16 - Ligature assessments discussed at 
local governance as well as training compliance.

ONGOING ASSURANCE VIA LIGATURE ASK & 
FINISH GROUP, TIG AND REPORTS IN TO 
DIVISIONAL QSM

LIGATURE RISK ASSESSMENT 
AUDITS

13/05/16 -  LIGATURE RISK 
ASSESSMENTS in place and 
operational mitigation in place 
for residual risks, care plans 
checked by CWM and registered 
staff as part of supervision - 
supervision notes available in 
service, training stats available 
for ligature training.

CAREPLANNING / 
RECORDKEEPING

45 MH Secure/Forensic All inspected MH Ligature risks Staff on wards at Ravenswood House and Southfield 
must ensure they are familiar with the procedure for 
checking and replacing ligature cutters.

Regulation 16 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Safety, availability 
and suitability of
equipment

The provider had not made suitable arrangements to protect 
people from the use of unsafe equipment as staff were not of 
aware of the procedure for replacing single use ligature cutters 
and single use ligature cutters had not been replaced once 
their seal had been broken.

45.1 All staff to complete ligature training using scenarios and ligature packs . Agency staff are 
included. E learning package to be developed . Scenarios are in place where there are particular 
concerns. Meeting held with training dept. 12.12.14 to look at resources available for training.
45.2 Standardised ligature pack agreed (16.12.14) 
45.3 All clinical staff have easy access to information of the ligature risks within their environment 
and how these are managed. 
45.4 Checking of ligature packs  and cutters to be  added to Security Checklist and reviewed on a 
daily basis 

45.1 LEaD 45.1 All staff have completed training  
and has been included in induction 
programme. Learning package to be 
developed
45.2  Pack introduced to all forensic 
services on 18.12.14
45.3  Posters have been placed in all 
ward offices  outlining ligatures and the 
need for assessments. Completed 
22.12.14 
45.4  Completed by November 2014.

1. LEaD  & ward 
managers 2. CSM & 
MM 3. MM

LEaD & CSM 30/06/2015 [0] COMPLETED Blue Progress to date:
Date of 30/06/15 confirmed by LEaD for development of e-learning package to support 
current learning/training in place

LEaD data run for training statistics and reviewed 
on a monthly basis.

13/05/16 - Via local governance within service, 
indivodual wards receive audit results which are 
discussed at team meetings.

ONGOING ASSURANCE VIA TRAINING DATA 
REPORTING IN TO DPR AND REPORTS IN TO 
DIVISIONAL QSM

DAILY SECURITY CHECKLIST 
COMPLETION
Available on site

13/05/16 - Ligature Care E-video 
and E-assessment introduced 
17/6/15.Training statistics 
available and checked monthly.

WORKFORCE

46 MH Secure/Forensic All inspected MH Incident 
reporting

The provider must record all incidents of restraint and 
seclusion in line with the Mental Health Act Code of 
Practice.

Regulation 11 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Safeguarding 
people who use services
from abuse

The provider did not have regard to relevant guidance in 
relation to the appropriate use of methods of control and 
restraint in that people were not being afforded the safeguards 
of the Mental Health Code of Practice when subject to restraint 
or seclusion.

46.1 Policy for Seclusion to be reviewed.
46.2 Trust wide review of restraint policy and procedures.

46.1 Policy updated and new policy 
produced.
46.2 Review of management of 
Aggression and Violence policy.

Siven 
Rungien/Mayura 
Despande/Nicki 
Duffin

Tim Coupland Associate 
Director of Nursing

46.1 completed
46.2 underway to 
complete 
30/04/2015

[0] COMPLETED Blue Progress to date:
46.1 COMPLETED
Seclusion policy will be reviewed again in March 2015 to incorporate the provisions within 
the revised MHA Code of Practice 46.2 complete - 
Updated 24/4/15
will be on website by end of month

Updated policy
Audit data

13/05/16 - All seclusion is recorded via Ulysses 
and may be an IMA -which is reviewed in 48 hr 
panels

ONGOING ASSURANCE VIA AUDITS AND 
REPORTS IN TO DIVISIONAL QSM

SECLUSION AUDITS PATIENT SAFETY, 
REPORTING & 
LEARNING

47 MH Secure/Forensic Southfield MH Seclusion All staff at Southfield must ensure they are familiar 
with the trust’s Seclusion and Segregation Policy as 
some patients at Southfield were not afforded the 
safeguards of the Mental Health Act Code of Practice 
when being "de-escalated" in the units seclusion area.

Regulation 9 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Care and welfare of 
people who use
services

The registered provider did not have suitable
arrangements in place to ensure the welfare and safety of 
young people.
The trust seclusion policy did not provide clear
information in relation to the use of seclusion of young people. 
The records relating to seclusion did not demonstrate that 
periods of seclusion were always managed safely.

47.1 Southfield have  used Trust wide seclusion documentation on every occasion the high care 
suite is used in accordance with the Code of Practice and the policy. Ward manager has been 
monitoring this.
47.2 Policy for Seclusion to be reviewed. 

47.1 Paperwork now in use and staff 
clear that any use of high care is 
regarded as seclusion. Use to be audited

Seclusion paperwork 
audited by MHA 
administration team/ 
Policy review: Siven 
Rungien/Mayura 
Despande

Tim Coupland Associate 
Director of Nursing

Completed . [0] COMPLETED RED Progress to date:
We now have better definitions of time out, seclusion and longer term segregation with 
associated practice guidance and consistent paperwork

Seclusion policy will be reviewed again in March 2015 to incorporate the provisions within 
the revised MHA Code of Practice 

We have also achieved a reduction (to date) of use of seclusion by 20%.

17/04/2015: QID Seclusion audit report and its appendix 2 attached, together with the 
composite audit report undertaken for all units with seclusion rooms and the specific data 
for Southfield.

Seclusion audit reports

13/05/16 - INCOMPLETE - Audit  March 2015  - 
requires repeat by MHA Team

ONGOING ASSURANCE VIA AUDITS AND 
REPORTS IN TO DIVISIONAL QSM

Operational mitigation 
sent to Commisioners - 
reports available.

SECLUSION AUDITS PATIENT SAFETY, 
REPORTING & 
LEARNING

48 MH Secure/Forensic All inspected MH Visability of 
senior staff

The majority of staff at ward level at Ravenswood 
House and Southfield did not feel that the forensic 
directorate leaders or senior trust managers were 
visible and approachable.

n/a n/a 48.1 All senior staff  are doing nursing shifts across the services. There is a regular patient and 
staff forum which is advertised.
48.2 The service management structures are being redesigned in accordance with the new 
divisional structures.
48.3 New Clinical Director for services to provide a more visible and effective leadership structure 

Once new structures confirmed, this will 
be communicated to all staff. CD started 
02.02.15. New CSD roles to be 
advertised.

Nicki Brown Associate 
director Specialised 
Services & Amanda 
Taylor CD

Nicki Brown Associate 
director Specialised 
Services & Amanda 
Taylor CD

30/04/2015 [0] COMPLETED RED Progress to date:
Updates 24/4/15
New CSD's to be appointed on April 29th
Matron appointed for southfield completed
proposal being reviewed for all specialised staff doing 6 shifts a year 

APPOINTED MATRON FOR SOUTHFIELD
OPEN FORUMS IN PLACE
STAFF MEETINGS IN PLACE.

13/05/16 - The majority of staff at ward level at 
Ravenswood House and Southfield did not feel 
that the forensic directorate leaders or senior 
trust managers were visible and approachable. 
Service governance review of structures - 
additional staff in post i.e Matron and CSD , 
however currently no CD and service has 
expanded

ONGOING ASSURANCE VIA DPR AND QSM 
REPORTING

Staff survey WORKFORCE

49 MH Secure/Forensic All inspected MH Governance 
structures

Whilst the provider had a governance structure in 
place they could not be confident about its efficacy as 
a significant number of staff were not familiar with it.

n/a n/a 49.1 Divisional Structures are being reorganised and the service structures will be redesigned to 
match these. This will be communicated to all staff.
49.2 The learning from incidents will be better embedded into the team meetings and teaching 
programmes 

This will be evidenced through meeting 
minutes

Nicki Brown Associate 
director Specialised 
Services & Amanda 
Taylor CD

Nicki Brown Associate 
director Specialised 
Services & Amanda 
Taylor CD

30/04/2015 [0] COMPLETED RED Progress to date:
Updated 24/4/15
New structure to be introduced in May 2015 - have a copy of the new structure

Copy of Structure
Minutes of team meetings

13/05/16 - Governance structure embedded 
within service  - currently under re-evaluation to 
maximise efficacy
Learning from incidents underway in all services - 
Service level LFI being reviewed and updated.
Hotspots available from local services with the 
exception of Leigh house , this will be in place by 
July 2016

ONGOING ASSURANCE VIA TEAM MEETINGS 
AND REPORTS IN TO QSM

GOVERNANCE

50 MH Secure/Forensic All inspected MH Safeguarding Some staff at Ravenswood House and Southfield were 
not familiar with safeguarding procedures or their 
responsibilities should they be concerned that a 
patient was at risk of abuse.

n/a n/a 50.1 All staff to complete safeguarding as part of mandatory training.
50.2 Junior medical staff also complete this and systems are in place for this to be monitored 
through the postgraduate education dept and the director of education. Junior Medical staff are 
not able to engage with other training unless this has been completed.
50.3 Run patient scenarios to test out learning in practice and record learning on team meeting 
notes

LEaD 50.1 Monitoring of training for all staff 
50.2 Through Post Grad dept
50.3 Team meeting notes

Rachel Coltart 
Performance lead 
Jane Hazelgrove 
Director of Education

Nicki Brown Associate 
director Specialised 
Services

50.1/50.2 
completed
50.3
30/04/2015

[0] COMPLETED Blue Progress to date:
17/04/2015: the summary:of 17 medical staff 1 staff member is non-compliant with 
Safeguarding Children Level 2 training. The y are all compliant with Safeguarding Adults Level 
2 training.
19/04/2015 update: 50.2 Junior medical staff unable to take study leave unless mandatory 
traing completed. Monitored by DME (email 22nd January). 
Updated 24/4/15 - 50.1 Check LeaD for figures
50.2 junior medical staff are unable to take study leave unelss madatory training 
iscompleted.  Monitred through the postgraduate education dept. they are signposted to this 
and all stat and mand training at 
- trust induction; - in follow up email from postgrad team
reiterated by tutors in local induction
Induction checklist which goes to all junior doctors includes 
-section 6; - training and development requirements
For trainees who are in the trust and rotating to a new post a reminder goes to them at each 
rotation
50.3 live examples avaliable as well as minutes of safeguarding meeting

Copy of training records

13/05/16 - Lead training matrix available - 
monitored via DPR
 
ONGOING ASSURANCE VIA TRAINING STATS TO 
DPR AND REPORTS TO DIVISIONAL QSM

PATIENT SAFETY, 
REPORTING & 
LEARNING

51 MH Secure/Forensic All inspected MH Staffing levels Staffing levels on some wards at Ravenswood House 
and Southfield meant that patients were not able to 
take Section 17 escorted leave.

n/a n/a 51.1 Staffing  is under review, recruitment is being reviewed by the Trust. There is a rolling 
programme of recruitment locally and an annual recruitment programme will be agreed. 
51.2 Appointed a member of workforce team to address this specifically for Specialised services.
51.3 Senior staff working in clinical roles to support safer staffing

see External Action Plan 51.1 Staffing levels in place to ensure 
patients can receive S17 leave
51.2 Staff member starts end Feb.
51.3 Completed

Nicky Bennet, Clinical 
Services Manager

Nicki Brown Associate 
director Specialised 
Services

30/04/2015 [0] COMPLETED red Progress to date:
Updated 24/4/15
Internal actions completed - further work will continue to maintain levels

STAFFING LEVELS CONSTANTLY UNDER REVIEW. 
BAND 5 STAFFING REMAIN AN ISSUE. CURRENTLY 
ON THE RISK REGISTER.

13/05/16 - This was a complete action in 2015,  
staffing has deteriorated therefore this action is 
now incomplete.
Recruitment strategy in place , daily review for 
all wards on a shift by shift basis , overseen by 
ADON and ADO as well as all CWM and 
Matrons.Ongoing recruitment in place and 
regular liasion with NHSP

ONGOING ASSURANCE VIA REPORTTING TO 
DPR AND QSM

Reports to commissioners STAFFING LEVELS

13/05/16 - Safer staff meetings 
at Trust level in place. acuity and 
dependency processes in place 
with regular service and trust 
wide review

WORKFORCE

52 Child and Adolescent 
Mental Health

All inspected MH Restraint There was no policy for the use of restraint and the 
lack of recording in relation to this did not 
demonstrate this was carried out appropriately.

Regulation 11 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Safeguarding 
people who use services
from abuse

The registered provider did not have suitable
arrangements in place to manage the restraint of young 
people.
There were no trust policies in relation to the restraint of 
young people. The records relating to restraint did not 
demonstrate that this was always managed appropriately.

52.1 Trust wide review of restraint policy and procedures. Reviewed policy completed and in place Nicki Duffin, Lead 
Nurse

Tim Coupland Associate 
Director of Nursing

30/04/2015 [0] COMPLETED Blue Progress to date:
Updated 24/4/15
seclusion policy reviewed again in March 2015 to incorporate the provisions within the 
revised MHA Code of Practice 46.2 complete
will be on website by end of month April 2015

Policy updated
Training data

ONGOING ASSURANCE VIA AUDIT AND REPORTS 
IN TO DIVISIONAL QSM

CQC inspection January 
2016 - action completed

AUDIT OF RESTRAINT POLICY PATIENT SAFETY, 
REPORTING & 
LEARNING

53 Child and Adolescent 
Mental Health

All inspected MH Seclusion The policy for seclusion did not comply with the Code 
of Practice: Mental Health Act 1983, and there was a 
lack of sufficient records to demonstrate this had 
been managed appropriately.

Regulation 9 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Care and welfare of 
people who use
services

The registered provider did not have suitable
arrangements in place to ensure the welfare and safety of 
young people.
The trust seclusion policy did not provide clear
information in relation to the use of seclusion of young people. 
The records relating to seclusion did not demonstrate that 
periods of seclusion were always managed safely.

53.1 Policy for Seclusion to be reviewed. Reviewed policy completed and in place Siven 
Rungien/Mayura 
Despande

Tim Coupland Associate 
Director of Nursing

Completed . [0] COMPLETED Blue Progress to date:
We now have better definitions of time out, seclusion and longer term segregation with 
associated practice guidance and consistent paperwork
Seclusion policy will be reviewed again in March 2015 to incorporate the provisions within 
the revised MHA Code of Practice 
We have also achieved a reduction (to date) of use of seclusion by 20%.

Seclusion audit

ONGOING ASSURANCE VIA AUDIT AND REPORTS 
IN TO DIVISIONAL QSM

CQC inspection January 
2016 - action completed

SECLUSION AUDITS CAREPLANNING / 
RECORDKEEPING

54 Child and Adolescent 
Mental Health

All inspected MH observations The management of young people nursed on close 
observations, and general observations were not 
robust or recorded appropriately to demonstrate that 
young people were appropriately monitored.

Regulation 9 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Care and welfare of 
people who use
services

The management of young people nursed on close 
observations, and general observations were not robust or 
recorded appropriately to demonstrate that young people 
were appropriately monitored.

54.1 New Trust observation documentation has been issued and is being consulted widely to 
incorporate into the observation policy

New observation tool/s in place and 
retained on the secondary file of a 
patient. 

Sarah Leonard, Acute 
Care Pathway 
Manager

Tim Coupland Associate 
Director of Nursing

30/04/2015 [0] COMPLETED Blue Progress to date:
Updated 24/4/15
observation paperwork agreed
policy and training matrix has been updated, email matrons to say has training been 
implemented

Induction training
Competency checklist
Evidenced in personal filed
Safety care plan

ONGOING ASSURANCE VIA TEAM MEETINGS 
AND REPORTS IN TO DIVISIONAL QSM

CQC inspection January 
2016 - action completed

OBSERVATION TOOL CHECKS CAREPLANNING / 
RECORDKEEPING

55 Child and Adolescent 
Mental Health

All inspected MH MCA & consent There was no evidence in relation to capacity 
assessment and consent in relation to the 
requirement of the Mental Capacity Act 2005 and 
Gillick Competencies/ Fraser Guidelines.

Regulation 18 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Consent to care and 
treatment

The registered provider did not have suitable
arrangements in place to obtain the consent of service users in 
relation to the care and treatment provided.
There were no trust policies in relation consent for
children and young people. The staff did not
demonstrate a clear understanding of their
responsibilities in relation to the Mental Capacity Act 2005 or 
Gillick Competencies which meant that capacity and consent 
for young people was not appropriately captured.

55.1 Leigh House has incorporated within the template for weekly clinical meetings the review of 
capacity and consent of patients.
55.2 SHFT to formulate specific training on capacity and competence assessments in young 
people.
55.3 Documentation of assessments of capacity/competence in patient records when medication 
is prescribed. NOTE all patients in Bluebird House subject to detention under the MHA 1983.

safeguarding team This is contained within the clinical 
meeting template which is on RiO for 
each patient. 
Training provision will be in place 

Responsible Clinicians 
& CSD for each 
service
Tim Coupland 
Associate Director of 
Nursing (training 
elements)

Nicki Brown Associate 
Director of Specialised 
Service/ 

30/04/2015 [0] COMPLETED Blue Progress to date:
Updated 28/4/15   
Capacity and consent has been added to the weekly ward round template and also to the 
medication agreement form for young people). Dr Mary Mitchell has also completed some in-
house training around DOLS and capacity for the nursing team and with the arrival of new 
nurses, more are booked in for the future.

LEaD Update November 2015:
Compliance, DNA's and Bookings for Safeguarding training  (incorpotaes MCA/ DOLS) 
continues to be monitored via LEaD Reports and DPR meetings. 

In-house training in MCA /DOLS has been provided and an information leaflet has been 
disseminated to all clinical staff. An information pack has been developed .

LEaD training data.
 Information pack

ONGOING ASSURANCE VIA AUDIT AND REPORTS 
IN TO DPR & QSM

CQC inspection January 
2016 - action completed

AUDIT OF CAPACITY AND 
CONSENT

CAREPLANNING / 
RECORDKEEPING

56 Child and Adolescent 
Mental Health

Leigh House MH Ligature risks Ligature risks within the environment were not always 
appropriately managed. In particular, the seclusion 
area at Leigh house had a number of ligature risks that 
had not been assessed or minimised to reduce risks to 
young people.

Regulation 15 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Safety and 
suitability of premises

The registered provider did not have suitable
arrangements in place to ensure that risks to young people 
within the environment were appropriately managed.
The seclusion area of Leigh House had a number of ligature 
risks that had not been assessed or minimised to reduce risks 
to young people.

56.1 Ligature Risk Assessment completed in October 2014 and an agreed action plan is in place to 
deal with the risks identified

Trust E&FM dept Ligature Risk Assessment documentation 
and Ligature Risk Action Plan. 

CSM, Modern Matron 
& Facilities Manager

Associate Director of 
Nursing, Associate 
Director of Specialised 
MH Services, Modern 
Matron

TBC, awaiting 
E&FM finalisation 
of works 
programme

[0] COMPLETED Blue Progress to date:
Note Assessment Completed and Action plan in place, however works programme still to be 
agreed
priority work identified and materials on order window has a 12 week lead in so due end 
January 2016

Operational management in place - evidenced in 
care plans. Further work to be completed

ONGOING ASSURANCE VIA LIGATURE TASK & 
FINISH GROUP AND REPORTS IN TO DIVISIONAL 
QSM

CQC inspection January 
2016 - action completed

AUDIT OF LIGATURE RISK 
ASSESSMENTS

ESTATES

57 Child and Adolescent 
Mental Health

Leigh House MH Staffing levels During the night at Leigh House there were three staff 
on duty, which did not take into account the 
dependency needs of the young people, or of the 
management of incidents during this time.

Regulation 22 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Staffing

The registered provider did not have suitable
arrangements in place to ensure that there were
sufficient numbers of suitably qualified and skilled staff on duty 
at all times.
At Leigh House there were three staff on duty during the night. 
Across the staff team not all staff employed were trained in the 
use of restraint. This meant that people’s needs could not be 
adequately met in the event of an incident.

57.1 Staffing has been reviewed and nurse staffing levels increased depending on  clinical need.
57.2 The increased staffing required will be made permanent in April 2015.

see External Action Plan Revised staffing levels in place Modern Matron & 
CSD

Nicki Brown Associate 
Director for Specialised 
Services

30/04/2015 [0] COMPLETED Blue Progress to date:
Updated 24/4/15
57.1 Staff recruitment ongoing but otherwise completed
Now have right staff levels. There are now four staff on night duty (as of April, 2015) two 
qualified and two HCSW. More staff will be brought in if required to meet dependency 
needs.

Staffing data

ONGOING ASSURNACE VIA WEEKLY 
STAFFING LEVEL MEETINGS, DPR AND 
DIVISIONAL QSM

CQC inspection January 
2016 - action completed

STAFFING LEVELS WORKFORCE

58 Child and Adolescent 
Mental Health

Leigh House MH Involving service 
users

The young people at Leigh House were not 
encouraged to be involved in the care planning or 
reviews about their care.

Regulation 17 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Respecting and 
involving people who
use services

The registered provider did not have suitable
arrangements in place to ensure that young people were 
involved in all aspects of planning their care and treatment.
Young people at Leigh House were not routinely involved in 
care planning or ward rounds, so were not promoted to be 
involved in decisions made about their care and treatment.

58.1  All young people now have a Collaborative Care Plan. 
58.2 Service users have drawn up a ward round feedback document and will be invited to attend

Care Plan on RiO  and young people are 
provided with their own copy of their 
Collaborative Care Plan. This is being 
monitored by the modern matron and 
OT through the governance meeting 

Responsible 
Clinicians, Clinical 
Ward Manager & 
Primary Nurses

Nicki Brown Associate 
Director for Specialised 
Services

01/01/2015 [0] COMPLETED Blue Progress to date:
Updated 24/4/15
patients are now invited to ward rounds and offerred opportunity to comment on care plans
Introduction of collaborated care plans and response prevention care plans. (See Audit of 
care plans, audit of relapse prevention and LH recovery report)

Audit reports

ONGOING ASSURANCE VIA AUDIT AND REPORTS 
IN TO DIVISIONAL QSM

CQC inspection January 
2016 - action completed

AUDIT OF CARE PLANS
AUDIT OF RELAPSE PREVENTION

CAREPLANNING / 
RECORDKEEPING

59 Child and Adolescent 
Mental Health

Leigh House MH service provision The majority of young people using the service of 
Leigh House felt that the service was planned around 
needs of the eating disorder specialism, and that 
those with mental health needs did not receive the 
same level of support for their needs.

n/a n/a 59.1The team are aware of the potential dynamics within the milieu and there is a system in place 
to consider and balance the differing diagnoses.  
59.2 The service will maintain close links with the commissioners to ensure the patient mix is 
correct on amonthly basis. 

59.1 
1.  Community Meeting Minutes  2. NYAS 
Annual report
59.2 This action will be reviewed as part 
of the bid for tier 3 services

Responsible 
Clinicians, CSD & 
Modern Matron  

CSD & Modern Matron 01/01/2015 [0] COMPLETED Blue Progress to date:
Updated 24/4/15
meeting held with commissoners and case managers to discuss case mix

We do have a specialist eating disorder programme within the general adolescent unit and at 
times due to lack of other referrals we have increases our eating disorder numbers beyond 
50% of bed usage. This will inevitably lead to a sense of this group dominating the service. 
We discuss this in the weekly business meeting, community meetings, with the advocacy 
service and attempt to readdress the clinical balance whenever possible.
HIGH PROPORTION OF INDIVIDUALS WITH ED.  WORK WITH ADVOCACY REGARDING 
INDIVIDUAL NEEDS ONGOING.

Meeting minutes
Student calendars

ONGOING ASSURNACE VIA REPORTS IN TO 
DIVISIONAL QSM

CQC inspection January 
2016 - action completed

PATIENT EXPERIENCE & 
ENGAGEMENT

60 Child and Adolescent 
Mental Health

All inspected MH Physical health Health checks were not carried out routinely. Some 
care plans around physical health checks were lacking, 
whilst others were generic for the young people.

n/a n/a LEIGH HOUSE
60.1 Ensure health checks are carried out routinely on admission, ongoing as part of the care of all 
patients, following prescribing of medication, at the time of discharge and at any other time as 
required.
60.2 Ensure all physical observation charts are taken to the MDT handover 5 days per week for 
review.
60.3  Establish an ECG monitoring for all patients on the Eating Programme, on prescribing of 
psychotropic medication and if otherwise indicated.
60.4 Establish a liaison service with the local paediatrician to review ECG results. BLUEBIRD 
HOUSE
60.5 Review Physical health care plans for all patients were reviewed and amended where 
required.
60.6 Ensure Physical health care plans for all patients are reviewed upon admission, at each CPA 
and whenever clinically indicated. 

Health checks all documented on RiO
Physical Observation Charts (held on 
secondary file).
ECG report (held on secondary file) 
Blood test results (on RiO) Physical 
health care plans in place
Compliance picked up via internal audit.

Admitting Doctor, 
Responsible 
Clinicians, Nurse 
Practitioners , CSD 
and Modern Matron

CSD 01/01/2015 [0] COMPLETED Blue Progress to date:
Updated 24/4/15
completed for BBH and Leigh House 
one of the clinicans at Leigh house has taken a lead on physcial health management
All young people have a physical assessment on admission. All young people have a 
nutritional care plan and are weighed regularly. Where a physical health issue is identified a 
young person will have a physical health care plan. The physical health folder containing the 
physical observations of young people is taken to the daily MDT handover and reviewed by 
medical staff.

Physical health care plan
Care plan audit data

ONGOING ASSURANCE VIA AUDIT AND REPORTS 
IN TO DIVISIONAL QSM

CQC inspection January 
2016 - action completed

AUDIT OF PHYSICAL HEALTH 
CHECKS

CAREPLANNING / 
RECORDKEEPING

61 Child and Adolescent 
Mental Health

All inspected MH transition to 
adult services

There was no trust transition policy to support young 
people transitioning into adult services, or clear care 
pathways for young people. The discharge of young 
people was not discussed or planned as part of the 
admission to the service.

n/a n/a 61.1 The Trust has a Transition Protocol in place; work is underway to review and identify areas 
for improvement (involving Tier 3 community CAMHS (Sussex Partnership NHS Foundation Trust), 
Tier 4 CAMHS, adult mental health and EIP services  (Southern Health NHS Foundation Trust)).  
BLUEBIRD
61.2  Potential discharge pathways are considered at the patient's first CPA, three months 
following admission, and this is evidenced in the CPA minutes.

Minutes from Multi-Agency Meetings
Evidence of consideration of discharge 
pathways in audit of CPA documentation, 
completed annually.

Associate Director of 
SS

Associate Director of SS 30/06/2015 [0] COMPLETED Blue Progress to date:
Updated 28/4/15
 1. Transition policy for young people presenting with psychotic symptoms (CAMHS to E.I.P. 
services) in place
2. Protocol for transition from CAMHS to Adults services
3. study day on transition between services

Policy & protocol
Study day info

ONGOING ASSURANCE VIA AUDIT AND REPORTS 
IN TO DIVISIONAL QSM

CQC inspection January 
2016 - action completed

CPA AUDIT CAREPLANNING / 
RECORDKEEPING

62 Child and Adolescent 
Mental Health

All inspected MH Visability of 
senior staff

The majority of staff we spoke with felt there was a 
lack of senior management input and understanding 
as to what happened in the services. Some felt 
empowered by this, though others said it made them 
feel disconnected from the trust senior management.

n/a n/a 62.1 To put in place a programme to ensure increased visibility and support of senior managers in 
the units and opportunities to meet with the staff team. 

Evidence of visits in diary's and 
supporting emails/minutes

Associate Director of 
SS

Associate Director of SS 31/05/2015 [0] COMPLETED Blue Progress to date:
Updated 28/4/15
Senior leadership programme in place to support visibility- evidenced by senior teams diary 
and programme of visits to service.

Copy of diaries
Minutes of team meetings

ONGOING ASSURANCE VIA TEAM MEETINGS 
AND REPORTS IN TO DIVISIONAL QSM

CQC inspection January 
2016 - action completed

WORKFORCE

63 Child and Adolescent 
Mental Health

All inspected MH feedback from 
people/staff

The staff we spoke with were not aware of any 
trustwide initiatives to seek feedback from young 
people/ other users of the services or staff.

n/a n/a 63.1 Ensure the Trust Patient Experience survey is shared with all staff by the organisation once it 
has been returned by the young person 
63.2  Ensure feedback from young people using the service is a standing item on the Integrated 
Governance meeting agenda, as is the monthly Voices 4 Choices meeting. 

Emailed completed Trust Experience 
Questionnaires 2. Integrated Governance 
Agenda and Minutes

Modern Matron CSM & CSD 30/04/2015 [0] COMPLETED Blue Progress to date:
Updated 28/4/15
The awareness of Trust feedback mechanism from young people and staff to the staff 
induction pack has been added to the induction pack for all nurses and HCSW’s. 

YOUNG PERSON'S FEEDBACK VIA ADVOCACY.  EXPLORING TABLET OPTIONS FOR FEEDBACK. 
REGULAR WARD MEETINGS.

Induction packs
Staff files
minutes of meetings

ONGOING ASSURANCE VIA TEAM MEETINGS, 
PATIENT EXPERIENCE DATA AND REPORTS IN TO 
DIVISIONAL QSM

CQC inspection January 
2016 - action completed

YOUNG PERSON'S FEEDBACK PATIENT EXPERIENCE & 
ENGAGEMENT

64 OPMH community All inspected ISDs social services 
input

Work with local authorities to ensure social services 
input is flexible, responsive and teams are facilitated 
to work closely to ensure best outcomes for patients 
& relatives.

n/a n/a 64.1 Integrated rapid response project currently underway
64.2 CMHTs to continue to be actively involved in the Better Care process 
64.3 To invite social services staff to health education opportunities
64.4 Via supervision ensure that referrals to social services are made in a timely manner
64.5 With colleagues in social services write a 2 sided sheet clearly stating eligibility for each other 
services
64.6 Offer hot desk facilities where possible  in each others bases
64.7 Exec work currently underway regarding integration with adult services 
ensure presence at ICT meetings

see External action plan ICT meetings. Also monitored through 
the ICT change project plan 

Sharon Harwood 
Sharon Osterfield                  
Matthew Sheehan                    
Angela O'Brien                    

Laura Rothery
Michelle Edwards Nicky 
Seargent

30/04/2015 [0] COMPLETED Blue Progress to date:
Linked to joint working with Solent programme 
Linked to ICT ways of working
 ICT monthly Steering group joint chaired by Michelle Edwards and HCC. 
Update 24/4/15
Within Southampton every cluster meet monthly to further integration on a local level 
(meeting includes SHFT/Adult services/Solent/GP's and then there is a over aching strategic 
group which oversees the work.  2 awaydays with adult services  have taken place
Within the West of Hampshire monthly/bimonthly ICT meetings take place locally to support 
integration; CQUINS completed with support from adult services - including rapid response 
CQUIN.

Minutes of meetings
Two-sided sheet with criteria

09/05/16 - Links re adult services in OPMH is 
still challenging in Southampton but this is being 
worked on

ONGOING ASSURANCE VIA TEAM MEETINGS 
AND REPORTS IN TO DIVISIONAL QSM

HCC SW attends/involved with 2x 
weekly virtual ward meeting and 
GP whiteboard meeting x1 
month. Evidenced by 
documentation on local drive.

Meetings with HCC

Meet with HCC staff at fortnightly 
practice ward meetings

WORKFORCE



65 OPMH community All inspected ISDs access to clinical 
psychology

Ensure patients have sufficient access to clinical 
psychology input if needs for talking therapies are too 
complex to be managed by IAPT.

n/a n/a 65.1 Undertake a review of Psychology resources across all CMHTs with a view to creating an 
appropriate workforce plan. Recruit to plan

Contracts                                  
HR

Appropriate levels of clinical psychology 
will be in place

Laura Rotherery 
Michelle Edwards                              
Nicky Seargent

Gethin Hughes                                     
Chris Ash

31/07/2015 [0] COMPLETED Blue Progress to date:                                   
Review Event planned for 17th April 2015
Contracting and Commissioning decision

East - Contract signed and vacant post has been approved to be recruited to - recruitment 
process in progress. 

North - Psychology service in place. 

Recruitment process

ONGOING ASSURANCE VIA TEAM MEETINGS 
AND REPORTS IN TO DIVISIONAL QSM

WORKFORCE

66 REMOVED BY CQC FOLLOWING FACTUAL ACCURACY CHANGES
67 OPMH community Fareham & 

Gosport OP 
CMHT

ISDs caseloads 
management

Systems in place to monitor caseloads need 
improvement to ensure the wellbeing of patients and 
staff

n/a n/a 67.1 Completed during inspection week nil complete Julie Edwards Michelle Edwards complete [0] COMPLETED Blue Progress to date:
Completed during the inspection

Review Event planned for 17th April 2015

09/05/16 - OPMH caseloads – teams are using tableau but continuous work needs to be 
done on those not seen in a year.  Most teams in the west have completed the discharging 
of the patients on yearly memory reviews; Southampton have only just got the go ahead 
from the commissioners to do the same.  However, in light of current incidents I think we 
need to ensure that the supervision in to caseload management is reviewed

Case load audit data

ONGOING ASSURANCE VIA AUDIT AND REPORTS 
IN TO DIVISIONAL QSM

CASELOAD AUDITS WORKFORCE

68 OPMH inpatients All inspected ISDs Same-sex 
accommodation

Ensure that guidelines provided by the DH for same 
sex accommodation and the MHA CoP regarding same 
sex accommodation are adhered to and where there 
are breaches, that there are mechanisms in place 
within the division and the trust to report them.

Regulation 9 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Care and welfare of 
people who use
services

The registered person had not taken proper steps to
ensure that each service user was protected against the
risks of receiving care or treatment that was
inappropriate or unsafe by means of planning the
delivery of care and treatment in such a way as to meet
the service user’s individual needs, ensure the welfare
and safety of the service user and reflect, where
appropriate, published research evidence and guidance
issued by appropriate professional and expert bodies as
to good practice in relation to such care and treatment
as they had not ensured that ligature risks were both
assessed and managed with plans for individuals and for the 
environment and they had not ensured that the
guidance on same sex accommodation, as detailed in
the Mental Health Act (1983) Code of Practice chapter
16.9
There were no escalation protocols in place to inform
senior managers when breaches took place. On
Daedalus and Dryad wards, separate male and female
toilets and bathrooms were not provided.

68.1 Ward manager and Modern Matron to ensure ward is compliant with same sex 
accommodation requirements.   
68.2 Any concerns to be escalated via ISD management team and appropriate actions agreed.                                                                                                                           
68.3 All breaches to be reported via Trust incident reporting system.

governance - Trust Policy 
to reflect escalation 
procedures

Ward managers checklist.   Incident data.                            
Completion of works as agreed.

Ward manager, 
Modern Matron.

Michelle Edwards complete [0] COMPLETED Blue Progress to date:
Completed escalation procedures put in place during the inspection week

Escalation process

ONGOING ASSURANCE VIA TEAM MEETINGS 
AND REPORTS IN TO DIVISIONAL QSM

PATIENT EXPERIENCE & 
ENGAGEMENT

69 OPMH inpatients All inspected ISDs Ligature risks Ensure that robust plans exist on each ward to 
manage identified ligature risks, and where people are 
at risk that risk management plans relating to ligatures 
are identified in individual risk assessments and care 
plans

Regulation 9 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Care and welfare of 
people who use
services

The registered person had not taken proper steps to
ensure that each service user was protected against the
risks of receiving care or treatment that was
inappropriate or unsafe by means of planning the
delivery of care and treatment in such a way as to meet
the service user’s individual needs, ensure the welfare
and safety of the service user and reflect, where
appropriate, published research evidence and guidance
issued by appropriate professional and expert bodies as
to good practice in relation to such care and treatment
as they had not ensured that ligature risks were both
assessed and managed with plans for individuals and for the 
environment and they had not ensured that the
guidance on same sex accommodation, as detailed in
the Mental Health Act (1983) Code of Practice chapter
16.9
There were no escalation protocols in place to inform
senior managers when breaches took place. On
Daedalus and Dryad wards, separate male and female
toilets and bathrooms were not provided.

69.1 All wards have an up to date Ligature risk assessment and action plan.                                                                                                                                                                        
69.2 All patients on and during admission to have up to date Risk assessment and care plan to 
support any risk identified.                                                                                                                                   
69.3 All individual patient risk to be reviewed in MDT ward round on a minimum weekly basis 
adhering to Ward round template.                                                                                                                       

nil Ward risk assessment file.         Ward 
Managers checklist (health and safety ) 
and Modern Matron Walkabout tool.                                           
Ward round template completion on 
RIO.

Ward Manager. 
Inpatient consultant.   

Tracey Eddy - Inpatient 
Clinical Director                                  
OPMH inpatient 
Matrons

30/04/2015 [0] COMPLETED Blue Progress to date:
All wards have updated their ligature risk assessments & action plans.  All patients where 
risks of suicide are prevalent have an up to date risk assessment and care plan. Discussed in 
ward round. There is still work to be done to improve the recording in the ward round and 
this will be continually monitored to ensure continued compliance

Walkaround data
Meeting minutes

ONGOING ASSURANCE VIA TEAM MEETINGS 
AND REPORTS IN TO DIVISIONAL QSM

WARD MANAGERS CHECKLIST 
AND MATRON WALKABOUT 
MONITORING

CAREPLANNING / 
RECORDKEEPING

71 LD community Ox/Bucks 
teams

LD Supporting staff The trust must ensure it supports staff working in the 
Oxfordshire and Buckinghamshire community services 
appropriately in order to facilitate them to perform 
their roles effectively

Regulation 23 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Supporting staff

The staff working in Oxfordshire and Buckinghamshire did not 
know the names of senior staff and many had not met those 
staff. Staff felt that the culture and approach of the trust was 
inflexible and top down and did not feel
valued. 

71.1  A scoping exercise/ survey will be completed for all staff across the  LD Division to ascertain 
what additional development and training staff need to be able to perform their job which is not 
currently provided through our training department.                                                                                                                                                                       
71.2  A scoping exercise/ survey will be completed for all staff across the LD Division to help 
ascertain what staff support staff need from the senior leadership team in order for staff to be 
able perform their roles effectively. 

A long term development plan will be 
implemented built from development 
needs analysis
A plan for staff engagement and support 
will be implemented as an ongoing piece 
of work.

John Stagg:ADON Jennifer Dolman:  
Clinical Director

30/06/2015 [0] COMPLETED red Progress to date:
The action will require project support from Rob Hutchings. Advice from the audit 
department to ensure the survey is built correctly and support from the communications 
team to access an appropriate survey mechanism e.g. Survey Monkey and to ensure that this 
is sent to every member of staff within the division.
28.05.15  
Survey Monkey was completed on 11th May and the information is being analysed now.  The 
survey covered non Stat and Mandatory training and development needs as well as 
communication and support across all staff at all bands and had a 45% return.  10 focus 
groups were undertaken across all areas and this information is to be analysed.  This action is 
on track.

10.01.16
A report was propvided to the Strategic Oversight Group 11.12.15 which provided 
ifnromation on additional training which has been provided to staff over and above statutory 
and mandatory training.  This report has been added to the evidence file.

01.03.16
The action could not be completed due to other pressures.  Staff forums have been 
implemented led by HR, Service Managers and Associate Directors.  Action plans are being 
undertaken as a result of staff feedback.

The survey is completed but technical difficulties 
are impeding analysis.  The date set to achieve 
this is 31.10.15

ONGOING ASSURANCE VIA REPORTS IN TO 
DIVISIONAL QSM

10.01.16
A report was propvided to 
the Strategic Oversight 
Group 11.12.15 which 
provided ifnromation on 
additional training which 
has been provided to staff 
over and above statutory 
and mandatory training.  
This report has been 
added to the evidence file.

Reported to LD QSM

SOG repot 11.12.15 lists all 
training across all topics above 
statutory and mandatory 
training which has occurred 
despite the delay in the report 
on the survey.

WORKFORCE

72 LD community All inspected LD MCA & consent The trust should ensure that capacity assessments can 
be located and accessed with ease in the electronic 
patient records. they should also ensure that best 
interest meetings are structured in line with the 
mental capacity Act and staff are trained to be able to 
implement this.

n/a n/a 72.1  The LD Service Specific Guidance finalised on 06.01.15 details the recording of capacity 
assessments.  This will be disseminated to all staff  and be available on the trust web site 
72.2 The LD Clinical Records Group (CRG) will devise a short presentation to be utilised by all 
teams during governance and business meetings and for supervision purposes which provides 
information on the recording of capacity assessments in both the EPR and secondary care records. 

IG & Records
Safeguarding Team
Technology 
Transformation Team

The LD Service Specific Guidance for RiO/ 
EPR will be available on the website
The LD Service Specific Guidance for RiO/ 
EPR disseminated through the LD CRG 
The training/ supervision slides will be 
disseminated to all teams

John Stagg:  ADON
Alistair Upton:  
Informatics Clinician

Jennifer Dolman:  
Clinical Director

30/05/2015 [0] COMPLETED Blue Progress to date: 28.05.15
SSG is in place and a final version is officially signed off.  The LD Clinical Records Group have 
completed the guidance for recording in RiO for use in team meetings and supervision.

Service Specific Guide
RiO guidance
Team meeting minutes

ONGOING ASSURANCE VIA TEAM MEETINGS 
AND REPORTS IN TO DIVISIONAL QSM

AUDIT OF CAPACITY AND 
CONSENT

CAREPLANNING / 
RECORDKEEPING

73 LD community All inspected LD waiting times The trust should review the referrals to the 
community learning disability teams that have 
breached target timescales to ensure people’s needs 
are met.

n/a n/a 73.1 The change to how RiO is used to record referrals was completed in January 2015. The 
second stage to implement the Team Process in Oxon & Bucks is now in the second stage which 
relies on Team Managers and Clinicians to follow the guidance for entering referrals, 
implementing the Service Specific Guidance and for Team Managers to run their case load and 
manage referrals and MDT plans on completion of core assessment process 28 days after referral.  
Once the first appointment is booked the waiting time stops.  

IG & Records
Technology 
Transformation Team

The Team Managers will report on the 
implementation of the Team Process and 
Service Specific Guidance through their 
reps to the LD Clinical Records Group and 
the County Governance Meetings.

Heads of Service John Stagg: ADON
Debbie Morrison: 
Divisional Director

31/05/2015 [0] COMPLETED Blue Progress to date: 28.05.15
Reported in LD CRG by Nicky MacDonald 21.04.15 that CTLDs are following the guidance in 
terms of new referrals and waiting times.  There had been a record of breaches in one Oxon 
team which was addressed by the HoS and the Team Manager.  The guidance, training for 
clinicains and process are in place.

Guidance document
Waiting times

ONGOING ASSURANCE VIA DPR AND REPORTS 
IN TO DIVISIONAL QSM

WAITING TIME MONITORING PATIENT EXPERIENCE & 
ENGAGEMENT

74 LD inpatients Ox/Bucks units LD learning from 
incidents

The trust must ensure that all staff are aware of 
incidents that have taken place in the service and 
where relevant in other parts of the trust and the 
learning from these incidents

Regulation 10 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Assessing and 
monitoring the quality of
service providers

The registered provider had not protected people at risk of 
inappropriate or unsafe care. There was not an effective 
system to ensure that all staff were aware of incidents either in 
their service or in other relevant services provided by the trust 
in order to reflect on this information and make changes to the 
treatment or care provided.

74.1  Quarterly report on incidents will be circulated to all teams services within the division. This 
will include analysis of incidents along with lessons learnt. This will be shared through Quality and 
Safety meetings and locality Governance meetings.                     
74.2  All chairs of County Governance Groups will add incident reporting and learning to the 
agenda for each governance meeting (Team & County meetings which will in turn be reported 
through the SPR)

Risk, Governance Agendas and minutes of County 
Governance Meetings and team 
meetings will provide the detail of 
incident reporting and analysis.

CSD                                   
Heads of Service

John Stagg:  ADON 30/06/2015 [0] COMPLETED Blue Progress to date:
email response: In progress. 
Process is: Learning is disseminated through QSM (It Shouldn’t Happen Here) which is then 
cascaded to county governance groups.  There is now a newsletter with main learning points 
generated from QSM as from April 2015.
28.05.15. 
Discussed within LD QSM in April 2015.  Templates for agendas, reports and minutes are to 
be standardised.  Incident themes, trends and analysis is reported regularly to QSM and this 
information is cascaded by the QSM reps from different counties and their CSDs to local 
governance groups.  

Examples of CouldITHappenHere
Newsletters
Minutes of meetings where discussed

ONGOING ASSURANCE VIA TEAM MEETINGS 
AND REPORTS IN TO DIVISIONAL QSM

REFRESH OF EVIDENCE TO 
ENSURE CONSITENCY AND THAT 
PROCESS IS BEING MET WILL BE 
DOCUMENTRED WITHIN THE 
EVIDENCE FILES

PEER REVIEW BRIEFING 
INCLUDES HOW LEARNING IS 
EMBEDDED

PATIENT SAFETY, 
REPORTING & 
LEARNING

75 LD inpatients All inspected LD Ligature risks The trust must ensure the environments where 
people are cared for are safe.

Regulation 15 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Safety and 
suitability of premises

The trust must assess and remove ligatures at the
Ridgeway Centre, complete the removal of ligatures at 
Evenlode, provide sufficient rooms with observation panels at 
the Ridgeway Centre, provide observation mirrors to improve 
the line of view at the Ridgeway Centre, ensure male service 
users can move around the building safely at the Ridgeway 
Centre and provide a secure external fence at Evenlode.

75.1. Environmental improvements to Evenlode will begin by March 2015.
75.2. A plan for reduction in ligature points, increase in observational mirrors and installation of 
anti-barricade doors will be submitted to the Trust Capital programme 
75.3  A plan for further Anti-Ligature reduction in the Evenlode environment will be submitted to 
the Trust Capital programme 
75.4  Individual risk assessments and safety plans will be put  in place for all patients in Evenlode 
and the Ridgeway Centre

1. Phase one will be completed and 
signed off
2. Case for Change will be submitted to 
the capital group
3. Case for change will be submitted to 
capital group
4. Rio Risk assessments/Audit

Heads of Service Divisional Director 31/05/2016 11. MAY16 red Progress to date:
16.10.15  Actions were undertaken to address outstanding environmental risk assessment 
and patient specific assessments.  The E&FM work has been undertaken or is in progress i.e. 
the remaining parabolic mirrors were installed in the outstanding locations and non-weight 
bearing curtain tracks have been replaced.  
Works to antibarricade doors complete 
Ligature Care Training in place June 2015. Staff trained to undertake environmental 
assessments in August 2015.  
Evenlode:  The service has prioritised the high Dependency Unit bedrooms. 

All ligature points have been reduced, observation mirrors installed and anti-barricaded 
doors have been fitted.  We have a unit ligature risk assessment and all patients have a plan 
where appropriate. 

Paper to LD QSM July 2015
Patient specific work info
Estates work info

ONGOING ASSURANCE VIA LIGATURE TASK & 
FINISH GROUP AND REPORTS IN TO DIVISIONAL 
QSM

RAISED AGAIN AT 2016 
INSPECTION

AUDIT OF LIGATURE RISK 
ASSESSMENTS

ESTATES

76 LD inpatients Ox/Bucks units LD Training The trust must ensure that all staff including support 
workers have training to enable them to meet the 
specific needs of people using the service.

Regulation 23 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Supporting staff

The provider had not ensured that staff had received 
appropriate training to enable them to deliver care and 
treatment to service users safely and to an appropriate 
standard.
The trust had not provided training, especially to
support workers on caring for people with a learning disability, 
autism awareness, communication skills, training on mental 
health including how to support people with a personality 
disorder.

See point 71

LEaD
76.1 A programme of training will initially commence in Oxfordshire and Buckinghamshire with 
initial topics to include Makaton and autism awareness. Programme will then roll out in 
Hampshire.
76.2  Programme of training to continue throughout 2015/16 and will include, although will not 
be limited to, training in mental health awareness, personality disorder and communication skills 
to meet identified needs. 
76.3 Programme of training will be informed by scoping exercise/survey referred to in section 71.

Audit department/ 
Communication Team

A long term development plan will be 
implemented built from development 
needs analysis
A plan for staff engagement and support 
will be implemented as an ongoing piece 
of work.

John Stagg:  ADON Jennifer Dolman:  
Clinical Director

31/05/2016 11. MAY16 red Progress to date: 14/12/15
• 76.1 A programme of training will initially commence in Oxfordshire and Buckinghamshire 
with initial topics to include Makaton and autism awareness. Programme will then roll out in 
Hampshire.
• 76.2  Programme of training to continue throughout 2015/16 and will include, although will 
not be limited to, training in mental health awareness, personality disorder and 
communication skills to meet identified needs. 
 76.3 Programme of training will be informed by scoping exercise/survey referred to in 
section 71.
76.1 & 76.2 – Programme of Training:  Training has been rolled out across all counties with 
support from Practice Educators. Training stats have been included in report to SOG

76.3:  The scoping exercise was undertaken utilising a Survey Monkey with approximately 
50% of staff responding.  Several Focus Groups were undertaken across all counties with 
approximately 100 staff taking part.  The overall progress with the analysis of data has been 
delayed due to difficulties with the data report and download from Survey Monkey.  A report 
is planned to be submitted to the LD Quality & Safety Meeting by February 2016 at the latest 
which is why there is a long lead time to complete by May 2016.
Training is included within the briefing for all Peer Review Teams.  Heads of service provide 
update and exception reporting to performance meetings which form part of the LD Service 
Board.
Progress will be monitored through the LD Quality & Safety Meeting and the LD Service 
Board through Area Performance Review reporting.

we have modified the Makaton training as the Trust does not currently run them.  We have 
since recruited a speech and language therapist who trains staff in house for individual 
patient’s  needs.

Survey results
Training records
Report to SOG

ONGOING ASSURANCE TRAINING REPORTS TO 
DPR AND REPORTS IN TO DIVISIONAL QSM

 01.03.16
The action could not be completed due to other 
pressures.  Staff forums have been implemented 
led by HR, Service Managers and Associate 
Directors.  Action plans are being undertaken as 
a result of staff feedback.  The information from 
focus groups will be added to information for 
the workforce review workstream.  However 
this information is now out of date.  The project 
did not complete as expected and the staff 
forums and feedback from these has supeceded 
the original project.

SOG report presented 
December 2015

RAISED AGAIN AT 2016 
INSPECTION

Reported to LD QSM

SOG repot 11.12.15 lists all 
training across all topics above 
statutory and mandatory 
training which has occurred 
despite the delay in the report 
on the survey.

WORKFORCE

77 LD inpatients Evenlode LD Supporting staff The trust must ensure it supports staff working in the 
Oxfordshire service Evenlode so they have regular line 
management input, understand the changes that are 
taking place and receive support in an appropriate 
style to facilitate them to perform their roles.

Regulation 23 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Supporting staff

The ward manager and staff team at Evenlode had not received 
regular interim line management support in the absence of 
their usual line manager.
The registered provider did not have suitable
arrangements in place to ensure that persons employed were 
appropriately supported to undertake their responsibilities 
effectively.

77.1 Completed - new management structure in place, regular supervision in place and regular 
visits and communication with Head of Service

Supervision records
Letters to staff
Feedback from staff 

Head of Service Jennifer Dolman:  
Clinical Director

01/04/2015 [0] COMPLETED Blue Progress to date:
COMPLETED

supervision log 
structure chart

ONGOING ASSURANCE VIA TEAM MEETINGS 
AND REPORTS IN TO DIVISIONAL QSM

REFRESH OF EVIDENCE TO 
ENSURE CONSITENCY AND THAT 
PROCESS IS BEING MET WILL BE 
DOCUMENTRED WITHIN THE 
EVIDENCE FILES

WORKFORCE

78 LD inpatients Westview/ 
Ashford

LD Resus 
equipment

The trust must ensure on Woodhaven that emergency 
resuscitation equipment is easily accessible across the 
two units

Regulation 16 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Safety, availability 
and suitability of
equipment

The provider had not ensured that equipment was
available in sufficient quantities in order to ensure the safety of 
service users.
The emergency resuscitation equipment on Woodhaven was 
kept in one unit and was not easily accessible if it was needed 
in the other unit.

 78.1 Resuscitation Officer to review arrangements at Westview/ Ashford as to suitability of 
arrangements by 30.04.15.

Completed.  The equipment is available in under 2 minutes even with traversing locked doors

LEaD A report will be made to the Divisional 
QSM  as to the suitability of 
arrangements and any actions 
implemented.

Simon Johnson Head of Service 30/04/2015 [0] COMPLETED Blue Progress to date:
COMPLETED
17/04/2015 email evidence of delivery of appropriate kit

21.04.15 There was a test of timings to obtain equipment and this was under two minutes.  
However the service has opted to obtain another resus bag and AED which means both 
wards have identical equipment. Evidence in place. 

Resus equipment checks
Minutes of team meetings

ONGOING ASSURANCE VIA TEAM MEETINGS 
AND REPORTS IN TO DIVISIONAL QSM

RESUS EQUIPMENT CHECKS

MANAGER QUALITY VISIT

13/05/16 - Cypress/Ashford - 
Weekly checks - reviewed by 
medical devices lead. Last 
reviewed on 09.05.16.

PATIENT SAFETY, 
REPORTING & 
LEARNING

79 LD inpatients LD S132 rights The trust should ensure that patients who are 
detained have their rights explained to them as 
frequently as needed and that this is recorded.

n/a n/a 79.1  Each patient is written to upon admission, outlining the details of their section and their 
rights (Complete)
79.2   Each patient is reminded of their rights every three months in line with Trust policy 
(Complete) 
79.3  A poster will be displayed on the ward asking patients if they understand their rights and to 
discuss with staff if they do not (28.04.2015)
79.4   The Trust’s MHA Administration team will be monitoring more closely the provision of MHA 
information as required.  In particular, this will include reporting each breach of the Trust’s 
s.132/130D standard on the Ulysses’ incident reporting system.
Draft Ulysses pro-forma for MHA Administrators to report s.132/130D breaches (Complete)

MHAA Dept. Incident forms
Posters in place
132 right monitoring board - Evenlode

Heads of Service                                          
John Stagg:  ADON

MHA Manager 01/05/2015 [0] COMPLETED Blue Progress to date: 21.04.15
On Track
There is evidence of reading of rights and the team will include diary of reading of rights and 
how this is done in a way which meets patient’s requirements and is therefore timely in 
accordance with patient needs.   Further evidence of patient records is being obtained.  

Update 20/05/15 - ACTION COMPLETED

Posters
Monitoring board
LD HotSpots Poster

ONGOING ASSURANCE VIA MHA AUDITS AND 
REPORTS IN TO DIVISIONAL QSM

S132 RIGHTS DOCUMENTATION 
AUDITS, INCIDENT REPORTS 
BEING COMPLETED

CAREPLANNING / 
RECORDKEEPING

80 LD inpatients Evenlode LD recordkeeping They should also ensure on Evenlode that the times of 
medical reviews are recorded.

n/a n/a 80.1 The time the medic is informed of the seclusion is now recorded in the seclusion 
documentation and the time of the medical review will also be recorded on RiO.

MHAA Paperwork in place Siven Rungien Tim Coupland Associate 
Director of Nursing

Complete [0] COMPLETED Blue Progress to date:
COMPLETED

Audit reports

ONGOING ASSURANCE VIA AUDIT AND REPORTS 
IN TO DIVISIONAL QSM

SECLUSION AUDITS CAREPLANNING / 
RECORDKEEPING

81 LD inpatients Evenlode LD Privacy & dignity The window in the seclusion room in Evenlode should 
also be reviewed to ensure people’s privacy is 
maintained.

n/a n/a 81.1 Film will be added to the window - complete E&FM  Film added to window Head of Service            Divisional Director Complete [0] COMPLETED Blue Progress to date:
Works completed under PFI

Film in place

ONGOING ASSURANCE VIA PATIENT 
EXPERIENCE FEEDBACK AND REPORTS IN TO 
DIVISIONAL QSM

ESTATES

82 LD inpatients Evenlode LD access to clinical 
psychology

The trust should review the levels of psychology input 
available at Evenlode to ensure there are sufficient 
numbers of staff available to support people with 
complex needs in individual clinical sessions.

n/a n/a 82.1 A review of the psychology service will be undertaken with the Consultant Psychologist and 
Head of Service 
82.2 A plan for any changes to the levels of psychology services will be implemented

The review will have been completed 
and any changes to the level of 
psychology implemented.

Head of Service          
Consultant Clinical 
Psychologist

Jennifer Dolman:  
Clinical Director

30/11/2015 [0] COMPLETED red Progress to date: 14/12/15
The options for psychological therapies have been reviewed.  An options paper was agreed 
by the Senior Management Team.  The following was agreed:
Employ 1 additional B6 Clinical Nurse Specialist to formalise the psycho-therapeutic input 
that is being provided within the service.  
This will provide significant contribution to the delivery and development of psychological 
therapies. The Clinical Nurse Specialist will provide a key link in the multidisciplinary team 
structure with the unit-based staff.
This post will help to ensure consistency in the communication of therapeutic interventions, 
which can help with translating the purposes of interventions into an individual’s care 
pathway, care-planning, risk management, care programme approach, and transition plans.
One Nurse trained in therapies will move into this post full time and their existing role is 
being recruited to now.
The progress will be monitored through Managers Visits and the Peer Review process.

01.03.16
This proposal is now on hold as the existing clinical psychologiat has left the service.  
Alternative psychology is being sourced.

Review Report
Options paper
SOG report

ONGOING ASSURANCE REPORTS IN TO 
DIVISIONAL QSM

MANAGER QUALITY VISIT

PEER REVIEW

WORKFORCE

83 LD inpatients Evenlode LD Patient access to 
care plan

The trust should explore how people using the service 
at Evenlode can have access to a more user-friendly 
copy of their care plan.

n/a n/a  83.1 The MDT at Evenlode will agree and implement a care plan format for use with patients 
(including consultation with the patient group) 

A care plan format agreed for use by 
patients will be available and utilised 
with patients.

Simon Tarrant Service 
Manager

Head of Service 31/07/2015 [0] COMPLETED red Progress to date: 14/12/15  
The Multi-disciplinary team have reviewed the process of care plans being more accessible to 
patients in a format which they can access more easily.  The patient group have in the past 
rejected ‘accessible’ information but patients do at times benefit from ‘easy read’ 
information.  The team have prepared a protocol which was finalised and authorised on 
Tuesday 17th November.  This protocol has been adopted and implemented with patients as 
deemed clinically appropriate.
The protocol will be communicated to the wider team and patients through the weekly 
patient meetings.  It will be kept under review and be available for any review visits.
All of the accessible and easy read care plans along with any protocols are being gathered 
into a library to be shared across all LD services.
The progress will be monitored through an audit of care planning which will be undertaken 
during the last quarter; Managers Visits and Peer Review process.

10.01.16
The Multi-disciplinary team have reviewed the process of care plans being more accessible 
to patients in a format which they can access more easily.  The patient group have in the 
past rejected ‘accessible’ information but patients do at times benefit from ‘easy read’ 
information.  The team have prepared a protocol which was finalised and authorised on 
Tuesday 17th November.  This protocol has been adopted and implemented with patients 
as deemed clinically appropriate.

01.03.16
The service has added the use of plans and evaluation of plans with patients to thier 
quality improvbement plan and this action is due to be completed 31.03.16.

Protocol designed to meet the individual needs 
of patients within this service.
Audit reports
Peer reviews
Minutes of meetings

ONGOING ASSURANCE VIA, AUDITS, PATIENT 
EXPERIENCE RESULTS AND REPORTS IN TO 
DIVISIONAL QSM

CAREPLANNING AUDIT

PATIENT FEEDBACK

MANAGER QUALITY VISIT

PEER REVIEW

CAREPLANNING / 
RECORDKEEPING

84 LD inpatients Evenlode LD Activities for 
patients

The trust should ensure that people using the service 
at Evenlode have sufficient activities available at the 
weekend.

n/a n/a 84.1 The activity programme for the weekend will be reviewed through the patient meetings and 
patients will be invited to suggest activities they wish to be arranged at the weekends.

Activities will be reviewed by patients 
through their patient meetings

Paul Tossi:  Service 
Manager

Head of Service Complete [0] COMPLETED Blue Progress to date: 21.04.15
There is evidence to support that community meetings have taken place and activities have 
been discussed.  The patients have a meeting on a Saturday morning at 10:00am to plan 
activities.  The evidence to support that these meetings are occurring is to be obtained by 
the team along with any evidence of samples of patient activities e.g. records of an activity.  
This also links to action 85.

Community meeting minutes
Peer reviews

ONGOING ASSURANCE VIA PATIENT 
EXPERIENCE RESULTS & REPORTS IN TO 
DIVISIONAL QSM

PATIENT FEEDBACK ON 
ACTIVITIES

To be included in Focussed Peer 
Review during 2015/ 2016.

PATIENT EXPERIENCE & 
ENGAGEMENT

85 LD inpatients Evenlode LD mealtimes The trust should ensure that people using the service 
at Evenlode are satisfied with the lunchtime 
arrangements where they are served a buffet lunch 
where people stand up to eat and cutlery is not 
available.

n/a n/a 85.1 Lunchtime arrangements will be discussed through patient meetings to review patient 
satisfaction and consider alternatives.                                                                                      

Lunchtime arrangements will be 
reviewed by patients through their 
patient meetings 

Paul Tossi:  Service 
Manager

Head of Service 31/05/2015 [0] COMPLETED Blue Progress to date: 28.05.15:  
The arrangements have been reviewed and agreed with patients.  This includes food at 
lunchtime and whether the patients wanted a sit down meal once per week.  This is 
evidenced within the community meeting minutes.

Community meeting minutes
Peer reviews

ONGOING ASSURANCE VIA PATIENT 
EXPERIENCE RESULTS & REPORTS IN TO 
DIVISIONAL QSM

PATIENT FEEDBACK ON MEALS

To be included in Focussed Peer 
Review during 2015/ 2016.

PATIENT EXPERIENCE & 
ENGAGEMENT

86 LD inpatients Ridgeway 
Centre

LD Recruitment 
checks

The trust should consider whether it is safe for staff to 
start working at the Ridgeway Centre prior to their 
disclosure and barring checks being in place.

n/a n/a 86.1   The Ridgeway Centre will document the risk management plan and how it will be monitored 
for all staff who commence work prior to DBS checks being returned to ensure the safety of 
patients, carers and staff.  
86.2 The risk management plans will be within the personal file of each member of staff and 
reviewed at each business meeting.  

Human Resources Risk assessments will be authorised by 
Head of Service and monitored by 
Clinical Services Manager

Paul Munday:  Clinical 
Nurse Manager

Head of Service 01/07/2015 [0] COMPLETED Blue The policy is followed through HR in terms of risk assessment but there is no evidence to 
date of the team reviewing risk assessments for staff at their business meeting.  This may be 
because risk assessments have been short lived and could be discontinued as DBS etc. came 
into place.

16.10.15.  Assurance is required that the senior Team review staff working with a risk 
assessment to ensure that this is being monitored correctly.

Risk assessments
Recruitment paperwork

ONGOING ASSURANCE VIA REPORTS IN TO 
DIVISIONAL QSM

MANAGER QUALITY VISIT 
undertaken during last quarter 
2015/16

WORKFORCE

87 LD inpatients Ridgeway 
Centre

LD Safeguarding The trust should record at the Ridgeway Centre what 
steps are taken to safeguard people who have been 
involved in a safeguarding alert to ensure that where 
needed a suitable protection plan is in place.

n/a n/a 87.1 . A Safeguarding lead will be in place within the Ridgeway Centre (complete)                87.2   A 
log of actions relating to safeguarding will be kept (complete)
87.3  Care plans and risk assessments will be updated on RiO to detail the protection plan.

SHFT Safeguarding Team Each patient who has a safeguarding 
alert or concern raised will have an 
agreed plan of care recorded on RiO 
which has a regular review and 
evaluation documented by the MDT.

Paul Munday:  Clinical 
Nurse Manager 

Head of Service 30/04/2015 [0] COMPLETED Blue Progress to date: 21.04.15
There has been good progress made by the team who have developed a method of tracking 
Adult safeguarding alerts.  There is evidence of a protection plan (care plan) and the team 
have developed their MDT records for each patient to show progress for the patient in terms 
of A&T.  The team are further defining these tools which will provide excellent evidence of 
the team’s ability to track Safeguarding alerts, review of risk assessments, protection plans 
and MDT reviews of safeguarding issues which will include any safeguarding strategy with 
the LA team.

MDT meeting minutes, 
Action plan
Case log of incidents for risk assessment 
Peer review

ONGOING ASSURANCE VIA REPORTS IN TO 
DIVISIONAL QSM

ADULT SAFEGUARDING AUDIT

To be included in Focussed Peer 
Review during 2015/ 2016.

PATIENT SAFETY, 
REPORTING & 
LEARNING

88 LD inpatients Ridgeway 
Centre

LD recordkeeping The trust should ensure that records of 
multidisciplinary meetings at the Ridgeway Centre 
contain a clear record of actions and the dates for 
these to be completed.

n/a n/a 88.1  Individual actions are recorded in the progress notes in RiO                                              88.2  A 
rolling action log will be kept for the MDT, with agreed targets for completion

None • RiO notes
. Rolling action list.

Paul Munday:  Clinical 
Nurse Manager

Head of Service 30/04/2015 [0] COMPLETED Blue Progress to date: 21.04.15
The process of MDT records and identification of actions has been devised.  This is 
progressing well and the team are refining the records to ensure that each patient MDT 
record has SMART actions and that actions are tracked and outcomed for each patient’s MDT 
meeting record.

MDT meeting notes
Rolling action log 
Audit reports
Peer review

ONGOING ASSURANCE VIA AUDITS AND 
REPORTS IN TO DIVISIONAL QSM

AUDIT OF MDT RECORDS

To be included in Focussed Peer 
Review during 2015/ 2016.

CAREPLANNING / 
RECORDKEEPING

89 LD inpatients Westview/ 
Ashford

LD Blanket 
restrictions

The trust should ensure on Woodhaven that blanket 
restrictions about the use of pens are kept under 
review.

n/a n/a 89.1 Pens will no longer be restricted across the service, but will be risk assessed on individual 
need 

Security Officer within 
E&FM

Contraband items list Gavin Tulk:  Senior 
Clinical Nurse

Head of Service 31/03/2015 [0] COMPLETED Blue Progress to date:
COMPLETED

Prohibited Items List expected witnin a low 
secure setting.

ONGOING ASSURANCE VIA PATIENT 
EXPERIENCE RESULTS AND REPORTS IN TO 
DIVISIONAL QSM

CHECKS TO ENSURE NO BLANKET 
RESTRICTIONS ARE IN PLACE 
AND THAT ANY ACTIVITY OR 
ACCESS TO A POTNETIALLY 
HAZARDOUS ITEM IS RISK 
ASSESSED FOR THE INDIVIDUAL 
PATIENT

CAREPLANNING / 
RECORDKEEPING

90 LD inpatients Westview/ 
Ashford

LD Seclusion The trust should ensure that when people are in 
seclusion on Woodhaven that they are medically 
reviewed at the correct time intervals. 

n/a n/a 90.1 A flow chart has been added to the Seclusion folder for Ashford and Westview, to ensure 
staff are reminded of the process.
 90.2 A review of all seclusions will be undertaken by the Ward Manager/Clinical Services 
Manager in conjunction with the MHA team as part of their annual programme

MHAA Dept:                       
Professional Lead/ ADON

The flow chart will be in place Gavin Tulk:  Senior 
Clinical Nurse

Head of Service Complete [0] COMPLETED red Progress to date:
COMPLETED

Seclusion paperwork
Audit reports

13/05/16 - Ashford / Cypress - Policy updated - 
copy from Bluebird plan. 
Issues remain with out of hours monitoring

ONGOING ASSURANCE VIA AUDITS AND  
REPORTS IN TO DIVISIONAL QSM

SECLUSION AUDITS.

Seclusion to be reviewed by the 
team in terms of continuing to 
meet requirements. 

CAREPLANNING / 
RECORDKEEPING

91 LD inpatients Westview/ 
Ashford

LD Privacy & dignity The trust should review the physical environment in 
the seclusion room located in the Ashford Unit in 
Woodhaven to ensure peoples privacy and dignity is 
maintained if they use the toilet. 

n/a n/a 91.1 Film will be added to the window in the seclusion room to protect the privacy and dignity of 
patients, whilst ensuring observations are able to safely take place - complete

E&FM Film will be in place Head of Service Paul Johnson E&FM Complete [0] COMPLETED Blue Progress to date:
COMPLETED

Film in place

ONGOING ASSURANCE VIA PATIENT 
EXPERIENCE FEEDBACK AND REPORTS IN TO 
DIVISIONAL QSM

PATIENT EXPERIENCE & 
ENGAGEMENT

92 LD inpatients Westview/ 
Ashford

LD record keeping  The trust should ensure on Woodhaven that care 
plans providing specific health related guidance such 
as how to support a person who has epilepsy are 
signed by the appropriate care professionals.

n/a n/a 92.1 Care plans are recorded on RiO - they are not signed by professionals but RiO automatically 
records the name of the person who has devised the care plan and who reviewed the care plan.  
92.2 Staff have received RiO training in December 2014.

None Each patient who has physical health 
care needs will have a corresponding 
care plan documented on RiO by 
31.03.15

Gavin Tulk:  Senior 
Clinical Nurse

Head of Service 31/03/2015 [0] COMPLETED Blue Progress to date:  21.04.15
Evidence file includes a clear care plan for a patient who has needs related to epilepsy.  The 
team have been asked to provide some other samples of care plans related t physical health 
care needs.  RiO provides a date and time stamp of the care plan being devised and 
reviewed/ changed along with the details of the person who has compiled the care plan.

Review: 30.10.15
All Epilepsy care plans are in place for patients who require them.
Assessments of physical health needs are in place for all patients.
Care plans to address physical health needs are in place for all patients
 These cannot be signed as they are electronic records but they are date/ timed stamped 
with the identity of the clinician clearly available within the EPR system.

Care plans
Audit reports

13/05/16 - Ashford / Cypress - All care plans 
updated in February 2016. Re audit of care plans 
May 2016

 
ONGOING ASSURANCE VIA AUDIT AND REPORTS 
IN TO DIVISIONAL QSM

16.10.15 An audit carried 
out in October identified 
that epilepsy care plans 
and the epilepsy toolkit for 
patients were not in place.

This needs to be checked 
and reviewed for 
compliance by 23.10.15

30.10.15 – Compliance 
check verified appropriate 
assessments and care 
plans are in place.

AUDIT OF PHYSICAL HEALTH 
CHECKS DUE BY END OF FEB 
2016

REVIEW OF MDT PROCESS AND 
INCLUDING MDT OVERSIGHT BY 
31.03.16

CAREPLANNING / 
RECORDKEEPING

Management Quality 
Review vists

Peer Reviews

93 LD inpatients Westview/ 
Ashford

LD engaging people The trust should try and hold regular community 
meetings on Woodhaven to support people using the 
service to be engaged in how the service is operating.

n/a n/a 93.1 Community meetings will be in place with minutes available. None The record of the community meetings 
will be available within a folder within 
Ashford and Westview.  

Gavin Tulk:  Senior 
Clinical Nurse

Head of Service 30/05/2015 [0] COMPLETED Blue Progress to date: 28.05.15:  
These meetings are occurring and there are copies of community meeting minutes available 
as evidence.

Minutes of meetings

13/05/16 - Ashford / Cypress - Regular 
community meetings in place - chaired by 
patients - minutes available on wards

ONGOING ASSURANCE VIA PATIENT 
EXPERIENCE FEEDBACK AND REPORTS IN TO 
DIVISIONAL QSM

Audit or review of patient 
engagement required.

PATIENT EXPERIENCE & 
ENGAGEMENT

94 LD inpatients Westview/ 
Ashford

LD Equipment  The trust should ensure the oven on the Ashford unit 
Woodhaven is replaced so that people can develop 
their skills in preparing food.

n/a n/a 94.1 Service users will have access to cooking facilities to develop their skills E&FM People will have access to cooking 
facilities 

Paul Johnson E&FM Head of Service 31/08/2015 [0] COMPLETED Blue Progress to date:
Patients do have access to cooking facilities but a new 'Belkin cooker' has been ordered.  
Date allows for lead time for order and electrical checks

28.05.15:  
There are 2 cookers available for patients to cook food during OT session etc.

Cookers in situ and in use

13/05/16 - Ashford / Cypress - Second oven in 
place in OT

ONGOING ASSURANCE VIA PATIENT 
EXPERIENCE FEEDBACK AND REPORTS IN TO 
DIVISIONAL QSM

Not required ESTATES

95 Community inpatients All inspected ISDs medicines 
management

the trust must ensure that controlled medicines are 
safely stored in accordance with legislation, trust 
polices and national guidance.

Regulation 13 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Management of 
medicines

Controlled medicines were not always stored securely in 
accordance with the trust’s own policies and procedures.
Controlled medicines were not always stored in a
manner that ensured patients were protected from the risks of 
administration of incorrect doses.

95.1 Estates have actioned the cupboards                                                                                                                                                                     
95.2 Sites to be audited to check compliance
95.3 During matrons walkaround weekly checks are checked

Estates complete Sarah Olley 
Sharon Osterfield                  
Matthew Sheehan                              
Fran Campbell              

Laura Rothery
Michelle Edwards                
Nicky Seargent

complete [0] COMPLETED Blue Progress to date:
COMPLETED

Updated 24/4/15
Lymington has been reviewed and have risk assessmens in place as can not secure to solid 
wall.  Feel risk is mitigated as far as possible and on risk register

Patient  governance meeting minutes
Medicines management reports 

ONGOING ASSURANCE VIA AUDIT AND REPORTS 
IN TO DIVISIONAL QSM 

CONTROLLED DRUGS AUDITS MEDICINES 
MANAGEMENT

96 Community inpatients All inspected ISDs medicines 
management

The trust must ensure that it has accurate assurance 
that medicines are stored at a temperature that 
ensures their effectiveness.

Regulation 13 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Management of 
medicines

Monitoring of drug fridge temperatures did not provide 
assurance that medicines were stored at a temperature that 
ensured their effectiveness.

96.1 Immediate action taken to ensure consistent use of the thermometers.
96.2 To develop and launch a SOP and record form for fridge temperatures.  
- Form to support staff to identify when temperatures are not within normal range.  
 - To audit implementation and effectiveness of form in 6 months                                                                             
- To include escalation procedure
96.3 Ensure this measure is on ward checklists.                                                                                      

Estates                                   
Medicines Safety 
Committee

temperature monitoring in place and 
issues addressed if a concern

Ward Managers Inpatient Matrons complete [0] COMPLETED Blue Progress to date:
Completed on the week of the inspection

- Locked fridge, daily temperature recorded and checked

Ward manager weekly and matron monthly 
checks.
Fridge temperature charts

ONGOING ASSURANCE VIA AUDIT AND REPORTS 
IN TO DIVISIONAL QSM

WARD MANAGERS CHECKLIST 
AND MATRON WALKABOUT 
MONITORING

MEDICINES 
MANAGEMENT



97 Community inpatients All inspected ISDs medicines 
management

The trust must ensure FP10 prescription pads are 
securely managed in accordance with trust policies 
and national guidance.

Regulation 13 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Management of 
medicines

FP10 prescription pads were not managed securely.
There was no audit trail to ensure that FP10 prescription pads 
were being used appropriately and safely.

97.1 Ensure all FP10 orders are coordinated by named individuals who are lead for the division. 
97.2 All received FP10 orders are logged inclusive of serial numbers 
97.3 Ensure all FP10s are returned if staff member leaves or no longer requires FP10 
97.4 Ensure that clinicians store FP10s in accordance with medicines management policy 
97.5 Ensure that all medications prescribed on FP10 by NMP are recorded in accordance with 
medicines management policy 
97.6 All staff administering medication to have access to adrenaline for treatment of anaphylaxis 
97.7 Controlled drugs storage and transportation in accordance with medicines management 
policy
(All the actions above will be supported by staff briefings/awareness)

Medicines Management 
Committee

To audit implementation and 
effectiveness of the SOP in 3 months

storage will be compliant with Trust 
guidance

Clinical Service 
Directors

Chief Pharmacist SOPs in place 
30/04/2015

Audit tool 
developed and 
rolled out by 
01/06/2015

[0] COMPLETED Blue Progress to date:
Trust wide policy in relation to FP10s to be developed
 Inplace for monitoing of FP10 via record book. 
24/4 Awaiting TRUST medicine management guidance

Progress 29/05/15
New SOPs in place and available to staff on trust website. Audit conducted on the usage of 
FP10s and action plan being developed to look at reducing the use of FP10s across the trust - 
action being picked up as part of CIP workplan and will be monitored via the Medicines 
Management Quality Programme Workstream

FP10s stored correctly, logged with serial numbers, administering staff have access to 
adrenaline

SOPs
Papers to QID & QSC
Medicince management work plan

ONGOING ASSURANCE VIA AUDIT AND REPORTS 
IN TO DIVISIONAL QSM

FP10 AUDITING MEDICINES 
MANAGEMENT

98 Community inpatients All inspected ISDs Never events The trust should ensure staff are aware of the 
descriptors for Never Events that relate to their area 
of working.

n/a n/a 98.1 Locality Governance meetings to cover this in their next agenda - this can then be 
disseminated

Governance minutes of locality governance meetings Matrons Helen Ludford                            
SIRI team

30/04/2015 [0] COMPLETED Blue Progress to date:15/04/2015 
Example minutes of ISD E Locality meetings showing Never Events and Incident discussion, 
learning and sharing. 
ISD W Shared at inpatient governance meeting 

 Minutes showing Never Events and Incident 
discussion, learning and sharing. 

ONGOING ASSURANCE VIA TEAM MEETINGS 
AND REPORTS IN TO DIVISIONAL QSM

PATIENT SAFETY, 
REPORTING & 
LEARNING

99 Community inpatients Sultan / Rowan ISDs MCA & consent The trust should ensure that the Mental Capacity Act 
2005 is followed where the environment and locked 
doors could restrict patient’s movement in and out of 
the wards/buildings.

n/a n/a 99.1 OPMH wards posters need to be in place in community inpatient wards  explaining that 
although the doors are locked they are free to leave. Rowan already has poster in place. 

nil posters will be clearly displayed Ward Managers Inpatient Ward Matrons 16/02/2015 [0] COMPLETED Blue Progress to date:
COMPLETED

Posters in place

ONGOING ASSURANCE VIA PATIENT 
EXPERIENCE RESULTS AND REPORTS IN TO 
DIVISIONAL QSM

CAREPLANNING / 
RECORDKEEPING

100 Community inpatients All inspected ISDs recordkeeping The trust should ensure that where required food and 
fluid monitoring charts are fully completed.

n/a n/a 100.1 Ward Managers checklist and Matron Walkabout - OPMH template to be shared with 
community inpatient matrons                                                                                                                           
100.2 As part of a handover SOP that is being developed it will be incorporate as part of daily bed 
side handover
100.3 To audit the SOP

Audit improvement in documentation audit 
results

Ward Managers Inpatient Matrons 30/04/2015 [0] COMPLETED Blue Progress to date:
COMPLETED

Update 24/4/15
When a patient is identified as needing food/fluid monitoring, sheets are in place and 
discussed at handover using SBAR
New Matrons walk around tool is being piloted and will audit food and fluid charts

Weekly ward manager and monthly matron 
checks
Audits

ONGOING ASSURANCE VIA AUDIT AND REPORTS 
IN TO DIVISIONAL QSM

MATRON WALKAROUND - 
AUDIT OF FOOD & FLUID 
CHARTS

Fluid and food and intentional 
rounding charts up to date , 
some mention of these at 
handover verbally. All on 
handover sheet

CAREPLANNING / 
RECORDKEEPING

101 Community inpatients LNFH ISDs LNFH theatres The trust should ensure there is better 
communication between the surgeons and Lymington 
New Forest Hospital theatre team, to reduce risk of 
sudden cancellation of day surgery lists.

n/a n/a 101.1 There is a policy in place, the division needs to ensure through SPR that when cancellations 
take place outside policy we raise formally with the surgeon and provider.
101.2 We are now collecting performance data around cancellations and the impact on patients 
which will be monitored via SPR

Contract team monitored via SPR Sarah Olley Laura Rothery complete [0] COMPLETED Blue Progress to date:
COMPLETED

Copy of policy
Performance data

ONGOING ASSURANCE VIA DPR AND REPORTS 
IN TO DIVISIONAL QSM

WORKFORCE

102 Community inpatients LNFH ISDs LNFH theatres The trust should develop processes to effectively 
monitor outcomes for patients undergoing day 
surgery at Lymington New Forest Hospital.

n/a n/a 102.1 To continue with the shared governance meeting with LNFH and UHS which enables two 
way communication in relation to sharing best practice and issues concerned. 
102.2 The appointment of the Clinical Director based at LNFH has improved communication into 
safety issues directly.
102.3 Develop outcome measures for day surgery 

Governance Team Monitoring through SPR Nimesh Patel Clinical 
lead 

Peter Hockey 01/06/2015 [0] COMPLETED Blue Progress to date:
Clinical service lead for surgery is providing information on Mortality and Mobility 
information that is discussed at UHS to be shared at Lymington New Forest Hospital. 
Commencing June 2015. 
Further work is in progress with UHS to strengthen closer ways of working across the sites to 
ensure maximum safety for patients.

reports and minutes of meetings
Time patient spends in each phase recorded on 
eCamis. 
Pt satisfaction questionnaires

ONGOING ASSURANCE VIA DPR AND REPORTS 
IN TO DIVISIONAL QSM

AUDITING OF PATIENT 
OUTCOMES

PATIENT SAFETY, 
REPORTING & 
LEARNING

103 Community inpatients LNFH ISDs LNFH theatres The trust should ensure that anaesthetists document 
their checks of anaesthetic machines prior to surgery.

n/a n/a 103.1 Theatre staff to ensure anaethetist comply with equipment checks 
103.2 To audit in 3 months

Clinical Audit Audit checklist in place Claire Bycroft Nimesh Patel Complete [0] COMPLETED Blue Progress to date:
COMPLETED

Updated 24/4/15
an audit has been completed  February 2015 as part of their day surgical documentation 
audit, with action plan for further progress planned reaudit in May

Copy of audit report

ONGOING ASSURANCE VIA AUDIT AND REPORTS 
IN TO DIVISIONAL QSM

AUDITING OF ANAESTHETIC 
EQUIPMENT CHECKS

WORKFORCE

104 Community inpatients LNFH ISDs LNFH theatres The trust should ensure pre-operative assessment 
processes are streamlined so patients only have to 
visit Lymington New Forest Hospital on one occasion.

n/a n/a 104.1 Review of nursing staff with recuritment of a pre-operative nurse - this is part of a larger 
project around processes related to theatres
104.2 Review underway in relation to day surgery - to improve patient experience due to 
streamlining  

Patient feedback Ann Catteau Sarah Olley 01/06/2015 [0] COMPLETED Blue Progress to date:
Recruitment completed and staff in post, staff employed have previous experience of pre 
assessment and streamlining of services is underway. Work will continue to embed processes
9/10 patients attend once for preop assessment, based on clinical need

Continued review as part of embedding new 
ways of working

ONGOING ASSURANCE VIA PATIENT 
EXPERIENCE RESULTS AND REPORTS IN TO 
DIVISIONAL QSM

SURGICAL PATIENT FEEDBACK PATIENT EXPERIENCE & 
ENGAGEMENT

105 Children All inspected CHILDREN transition to 
adult services

The trust should develop a transition process for 
transfers from child to adult services.

n/a n/a 105.1 newly commissioned 16-19 service in School Nursing Specification- project to raise 
awareness of SN service to colleges and children in this age group and signpost to health services 
(Project in progress)
105.2 Children in Care Service up to age 25 - Health are part of partnership approach to 
supporting care leavers transition to adult health services - also with transfer from area to area - 
maintaining health continuity (This is in place now with an APP and memory stick to 'hold' health 
records with care leaver as data controller')
105.3  Special School Nurses- Work in partnership with Health team Paediatrician   to develop 
health transition for children with Disabilities/Physical and or Learning (This is in place now) going 
forward needs commissioner clarity
105.4 Family Nurse Partnership - transition of young parents into adult services- new project as 
newly commissioned                                                                                                                                                               
105.5 Develop guidance within Trust  for transition of children (In progress)

1&2 =  
Comms/Information 
Data analysis

3 = LD 

4=Comms/ Information 
Data analysis

1) 16-18 year olds are aware of SN 
service and know where to go for health 
advice demonstrated on user experience 
survey
2)At last health assessment age 17 CIC 
are empowered to upload and control 
their records and the CIC nurse ensures 
there is a smooth transition for their 
future health 
appointments/immunisations. That CIC 
know how to access health advice from 
their Nurse after leaving care-25
3) Children with disabilities  and their 
families have a clear plan of how health 
is transferring to adult services *
4) Young parents under 19 with health 
needs have a plan to transfer to adult 
services will use app and memory card to 
store health records and appointments 
at last contact- programme supports 
transition
5) Guideline on intranet

1) Ginny Taylor 
Operational Service 
Lead
2) Caz Maclean AD 
Safeguarding
3) Ginny Taylor 
4) Liz Taylor AD 
Nursing Children
5)Liz Taylor AD 
Nursing Children

Nicky Adamson- Young 
Director Children's 
Division and 
Safeguarding

1) Service spec runs 
from August 15 - 
March 16
2) In place now
3)In place now
4)New service 
starts March 15 
Young parent 
transfer from 
service in 2-3 years
5) April 2015

10. MARCH16 Blue Progress to date:
1) work commenced with colleges & Young people exploring how they want info i.e websites 
leaflets etc This contract does not start until August 2015
2) App and credit card memory stick  to form health passport live.
3)Pathway sits in special schools with paeditrician who are not SHFT staff - our staff 
contribute. We are waiting for this service to be tendered with clearer guidance re pathways
Update - 30/04/15 - Evidence of transition planning in Children in Care team  in the health 
records and we will annually audit  health care plans and assessments /records for evidence 
of transition planning, access to services, young people’s experience and outcomes.
CIC nurses link with Care Ambassadors who work with HCC as care leavers and represent 
views of Children in Care. Captured at  ‘Better outcomes conference’.
Special School Nursing transition care plans are led by the Local Authority and through this 
guidelines and associated training we will make our health contributing more explicit.
School Nursing 16-18  years - this service starts in August and we will undertake annual audit 
of 16-18 year old with regards to transition  as above
FNP as above
We have developed  a workstream to support transition which will include audit and 
monitoring effectives and client experience
04/10/15 - we have developed the guidance for children who transition to adult services. We 
are due to audit this annually in last quarter and have a task and finish group starting now to 
explore if we can improve guidance, what it means to our different services and to develop 
an audit across the different children’s services. 

Transition to adult services policy now in place

05/05/16 - updated received and filed

ONGOING ASSURANCE VIA AUDIT AND REPORTS 
IN TO DIVISIONAL QSM

AUDIT OF TRANSITION TO 
ADULT SERVICES POLICY

CAREPLANNING / 
RECORDKEEPING

106 Community adults All inspected ISDs Staffing levels The trust must take action to ensure sufficient 
numbers of suitably qualified staff in all community 
teams and ensure safe caseload levels.

Regulation 22 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Staffing

People who use community health services and others were 
not protected against the risks associated with insufficient 
numbers of suitably qualified, skilled and experienced persons 
employed for the purposes of carrying on the regulated 
activity:
• Vacancies and low staffing levels in some community teams 
was impacting on quality of patient care.
• There were delays in recruitment to fill vacancies.
• Waiting times for therapy services were affected by 
availability of therapy staff.

106.1 Maintain safer staffing programme for inpatients and ICT via weekly calls with HOP. 
106.2  Daily recording of team status via SITREP.                                                                                   3. 
106.3 Explore Cassandra and identify pilot site.
106.4 Ensure all vacancies and absence are loaded onto NHSP platform 
106.5 Access other agencies in discussion with LGM/Duty Manager/HOP 
106.6 Recruitment to be processed via panel and ensure risks are articulated to delays in 
recruitment. 
106.7 Ensure all staff members are engaged and aware of consultation process and capture 
feedback/impact upon quality of care. 
106.8 Escalate to ICT lead any gaps in staffing daily to enable local redeployment                                          
106.9 Monthly meeting with finance to review skill mix and budget
106.10 Work is currently underway reviewing the core service provision and the amount of 
uncomissioned work the staff do - this will then be shared with comissioners
safer staffing policy - rosters 12 weeks in advance; this is checked at the safer staffing calls
106.11 twlight review currently under way looking at shift patterns to ensure planned work is 
completed in core hours

see External Action Plan Trends and reduction in grievances, 
clinical incidences, sickness particularly 
stress related, complaints, finanical costs 
associated with agency provision and 
increases with recruitment and retention

Community Matrons Area Matrons 30/05/2015 [0] COMPLETED Blue Progress to date: 1. Weekly calls in place for safer staffing 2. SITREP completed by all clinical 
teams daily where applicable. 3 NHSP platform populated where anticipated long term 
absence 3. Accessing off framework agencies with appropriate checks 5. Recruitment 
currently held due to budget alignment. Monitoring of vacancies via ISD panel in place.  6. 
Consultation closed, extensive work conducted with all clinical teams by ICT clinical leads 7. 
Ongoing. NOT COMPLETE - Daily SITREP for ICT not rolled out to North as part of TRUST 
project.
Update 24/4/15
-Rostas completed 12/52 in advance &NHSP shifts to cover vacancy requested.
-Senior staff meet weekly to discuss staffing across district.                                        
 -Senior staff to review rostas monthly across the District to plan the workforce and to 
ensure safe staff levels.  
-twice weekly safe staff teleconference to discuss and highlight areas of concern , chair to 
agree actions ensure safe staffing and escalate safety concerns accordingly.
-Recruitment requests are submitted in timely manner through recruitment panel.
-Staff skill mix to be reviewed in teams across the District to ensure safety and an equitable 
skill mix within teams.
-Twilight review and report completed and recommendations concerning core service of 8 to 
8 implemented with twilight hours only being from 8 -11pm
- Cassandra pilot starting first November 2015
- draft escalation process for community team
29/05/15 - all internal actions completed and now to be embedded

Evidence of reduced sickness & increased recruitment in performance reports

daily sit rep
rostas
staff meeting minutes
safer staffing call notes
recrutiment panel records
twilight paper

09/05/16 - Community staffing – this continues 
to be monitored, still have staffing issues on 
some days but have better processes in place for 
monitoring this – weekly staffing call and 
community team doing acuity and dependence 
tool

ONGOING ASSURANCE VIA TEAM MEETINGS 
AND REPORTS IN TO DIVISIONAL QSM

STAFFING LEVELS WORKFORCE

107 Community adults Therapy ISDs waiting times The trust must take action to ensure sufficient 
numbers of suitably qualified staff and reduce the 
waiting time for therapy assessment and treatment in 
those community teams where waiting times are 
excessive.

Regulation 22 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Staffing

People who use community health services and others were 
not protected against the risks associated with insufficient 
numbers of suitably qualified, skilled and experienced persons 
employed for the purposes of carrying on the regulated 
activity:
• Vacancies and low staffing levels in some community teams 
was impacting on quality of patient care.
• There were delays in recruitment to fill vacancies.
• Waiting times for therapy services were affected by 
availability of therapy staff.

107.1  To review how therapy manage referrals - standardised approach to be embedded
107.2  To implement a change in process on how therapy book appointments, using admin to 
support and releasing clinical time - audit the amount of clinical time this releases
107.3 To review therapy service spec with Commissioners
107.4  Increase use of clinics for therapy requirements
107.5 Therapy staffing gap analysis undertaken highlighting areas of vacancy and staff turnover. 
Recruitment paperwork developed and submitted to panel and recruitment underway withn 
budget.                                                                                                                         
107.6 Best practice sharing of between sites and from other organisations  

see External Action Plan Reduction in therapy waiting times. 
Reduction in vacancies and improved 
morale   

Therapy team leaders Area Matrons 30/04/2015 [0] COMPLETED Blue Progress to date:
SE Off framework agencies used where available in accordance with safer staffing pack. 
Recruitment in progress but some held until budget alignment. Rotational positions 
approved by panel in lieu of Solent gaps. North - Processes in place to recruit staff using ISD 
recruitment panel.  1/4 No patients waiting over 18 weeks. Work underway with CCG as part 
of 2015/16 contract to review specification of Therpies and match resoruce to demand - due 
to be compelted within 6 mths.
Service spec being reviewed as part of  ICT change process 
Andover District- Triage process inplace and priority for referrals clearly stated; triage by a 
clinican.  Use data warehouse to monitor; therapy levels currently being reviewed as there 
are current gaps where we are waiting for new staff to start.
Winchester District - Each ICT has a process in place to triage patients referred for therapy 
services. The service manages their waiting lists with the aid of data warehouse. Requests for 
recruitment are actioned promptly through the recruitment process. Therapy provision will 
be reviewed within the workforce planning in the development of ICT. Therapy provision is 
managed as a district at times when provision is lacking in other areas of the district  Work 
currently progressing with RiO team to see how this process can be slicker. Eastleigh/Romsey 
District - As Winchester
29/05/15
107.1 Winchester District Therapists have now undertaken training and is implementing a 
new application on RIO for managing AHP waits. The pathway was designed by the therapy 
staff.  It enables a paperless system and an immediate way of managing the waiting list 
through RAG rating.
107.2 Winchester District has a therapy room within the New Avalon site we are working 
with other services to scope for equipment to enable the room to start to be used. Evidence 
of reduction in therapy waits and vacancies

Governance minutes for shared learning
Datawarehouse

ONGOING ASSURANCE VIA TEAM MEETINGS 
AND REPORTS IN TO DIVISIONAL QSM

WAITING TIME MONITORING PATIENT EXPERIENCE & 
ENGAGEMENT

108 Community adults All inspected ISDs medicines 
management

The trust must take action to ensure that medicines 
and prescription (FP10) pads are safely managed.

Regulation 13 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Management of 
medicines

Controlled medicines were not always stored securely in 
accordance with the trust’s own policies and procedures.
Controlled medicines were not always stored in a
manner that ensured patients were protected from the risks of 
administration of incorrect doses.
Monitoring of drug fridge temperatures did not provide 
assurance that medicines were stored at a temperature that 
ensured their effectiveness.
FP10 prescription pads were not managed securely.
There was no audit trail to ensure that FP10 prescription pads 
were being used appropriately and safely.
In some community bases there were expired medicines 
available for use. Medication ordering was not dated and no 
routine stock checks undertaken.

as 97 above as 97 above as 97 above as 97 above as 97 above as 97 above [0] COMPLETED Blue Progress to date:
1&2 In situ for F/G and SE 3 Completed as part of exit interview paperwork and procedure 4. 
Needs to be revisited as part of governance meeting 5. Expectation is laid out in medicines 
management policy and to be reiterated in governance meeting 6. Non registered staff have 
access to prefilled pens and registered staff have ampoultes available to use. 7. Staff aware 
of controlled drugs and transportation policy, including exceptions  

Progress 29/05/15
New SOPs in place and available to staff on trust website. Audit conducted on the usage of 
FP10s and action plan being developed to look at reducing the use of FP10s across the trust - 
action being picked up as part of CIP workplan and will be monitored via the Medicines 
Management Quality Programme Workstream
FP10s stored correctly, logged with serial numbers, administering staff have access to 
adrenaline

SOPs
papers to QID & QSC
medicince management work plan

ONGOING ASSURANCE VIA AUDIT AND REPORTS 
IN TO DIVISIONAL QSM

FP10 AUDITING MEDICINES 
MANAGEMENT

109 Community adults All inspected ISDs medicines 
management

The trust must take action to ensure medication is 
available and relevant staff are trained in procedures 
when and where it may be required in a foreseeable 
emergency.

n/a n/a 109.1 Ensure all staff responsible for administration of medicines have access to adrenaline and 
issue is recorded in a log held by team lead. 
109.2 Ensure training for BLS and anaphylaxis is available for all community staff 
109.3 Monitor compliance of statutory and mandatory training via service performance reviews 
and record actions to be taken within management supervision 
109.4 Demonstrate completion of clinical competencies for staff members in the treatment of 
anaphylaxis 
109.5 Ensure that NMP complete portfolio of evidence

Medicines Management 
109.6 Across the Hampshire health economy all adrenaline pre-filled pens (Epi-pen, Jext and 
Emerade) are made on the medicines formulary and available at our supplying pharmacies. 
109.7 The medicines policy (MCAPP) will include a statement on the requirement for nursing staff 
to carry adrenaline when administering higher risk medicines e.g. vaccine, IV iron preparations.  

LEAD, Medicines 
Management,   
Governance HR

Clinical audit                                                 
Training records

Community Matrons 
Pharmacists                                 
Clinical Trainers

Chief Pharmacist 30/04/2015 [0] COMPLETED Blue Progress to date:
1. Logs to be reviewed in May 15. 2 Compliance is monitored monthly through workforce 
reports, DPR and 1:1s for team leads 3. Ongoing 4. Self assessment competencies available 
following formal training sessions 5. Outstanding and not progressed
Update 24/4/15 - Epi-pens have been ordered
Staff are not allowed on LBR training/other training unless Madatory training is up to date
As part of PDR process training is reviewed
training levels reviewed as part of APR/SPR
29/05/15 - 109.1 Epipens for Winchester District have now been ordered as per instructions 
awaiting order and dispensing to all staff members however in interim ampules of adrenaline 
are available as usual.
109.2  All staff in Winchester District have or are booked onto BLS.  There are 2 members of 
staff on LTS and 1 on Mat Leave that cannot complete training until they have returned to 
work.
LEaD Update November 2015: BLS and ILS training which incorporates management of 
anaphylaxis is provided as part of the Statutory and Mandatory Training programme. 
Compliance, DNA's and Bookings monitored via the LEaD Statutory & Mandatory Training 
Compliance Reports and Divisional Performance Review meetings. 

Training records

ONGOING ASSURANCE VIA AUDIT, DPR AND 
REPORTS IN TO DIVISIONAL QSM

MEDICINES 
MANAGEMENT

110 Community adults All inspected ISDs medicines 
management

The trust must take action to ensure that when staff 
are administering medicines a risk assessment has 
been undertaken and if required appropriate 
arrangements are in place for the management of 
anaphylactic shock.

n/a n/a 110.1 Completion of risk assessment in process for administration of medication under the 
guidance of a Patient Group Directive specific to specialist nursing respiratory and for 
immunisations within ICTs 
110.2 Ensure annual completion of medicines management risk assessment in association with 
Pharmacy Leads 
110.3 Ensure all staff administering immunisations have adrenaline with them and are in date for 
BLS

Medicines Management 
110.4 Across the Hampshire health economy all adrenaline pre-filled pens (Epi-pen, Jext and 
Emerade) are available on the medicines formulary and available at our supplying pharmacies.
110.5 The medicines policy (MCAPP) will include a statement on the requirement for nursing staff 
to carry adrenaline when administering higher risk medicines e.g. vaccine, IV iron preparations.  

Community Matron            
Chief Pharmacist

Clinical audit                                                 
Training records

Community Matrons 
Pharmacists                                 
Clinical Trainers

Chief Pharmacist 30/04/2015 [0] COMPLETED Blue Progress to date:
1. PGD for respiratory reviewed in November 14 and ICT immunisation PGD due for review 
and update by teams in September 15 2. Next due July 15 3. BLS compliance monitored 
through workforce reports, DPR, 1:1 and PDRs. All registered staff have access to adrenaline 
in ampoules

PGDs
training records

ONGOING ASSURANCE VIA TRAINING REPORTS, 
DPR AND REPORTS IN TO DIVISIONAL QSM

MEDICINES 
MANAGEMENT

111 Community adults All inspected ISDs Equipment The trust should take action to ensure timely ordering 
and provision of specialised equipment. This is so that 
patients who require items such as mattresses, 
cushions or similar equipment which are to be used to 
prevent harm such as pressure ulcers receive the 
equipment in time to protect their health and welfare.

n/a n/a 111.1  Identify the  equipment delays reported through Ulysses (Completed 12/3/15). In 2014-  
37 reports related to equipment supply from equipment store and 11 relate to wheelchair service 
provision. Thematic review being undertaken and will be shared with HCC at planned meeting                                                                                                                                                              
111.2  Ensure that all patients who are in receipt of care receive an assessment of risk in relation 
to development of pressure ulcers on admission and at weekly intervals thereafter if indicated, as 
well as on changes to condition  (Matrons walkabout tool/Quality Assessment tool and twice 
yearly Pressure Ulcer audit all pick up exclusions to this regulation and report it to Divisions)                                                                                                                                                                              
111.3 All staff able to access CEQuip training as part of induction as well as the electronic ordering 
system 
111.4  Promote reporting of delays (and near misses) in provision of equipment through Ulysses 
as soon as they become apparent.  
111.5 Ensure that delivery and provision of equipment is an integral part of handover of care and 
utilise admin resource to expedite delivery and audit annually 
111.6  Once breadth and scale of issues are properly known, review whether there are any issues 
with contract delivery and discuss with HCC if appropriate. 
111.7 If there are no issues with delivery of current contract but the terms of the contract are no 
longer suitable for the changes in activity level/new models of commissioned care, negotiations 
to commence with commissioners for support                                         

see External Action Plan Audit results 
Ulysses reporting and evidence within 
RCAs 2.                                     Contracting 
monitoring minutes/annual contract                     
Legal claims                                  
Complaints and concerns 

Patrick Carroll                                 
Susanna Preedy

Michelle Edwards                     
Laura Rotherey                                 
Nicky Seargent

30/04/2015 [0] COMPLETED Blue Updated 24/4/15
- review of incidents has been completed
-teams encouraged to continue report delays via incident reporting
- therapy representation from West Area attends professionals meeting, nurse has also been 
identified, IS matrons aware of who attends so that information can be fed in and reported 
out
- teams currently identifying training needs for PINS
- position paper produced

29/05/15
111.4  No reports of equipment delays, staff aware of the need to report this.
111 All teams in district are applying the handover tool for PU where equipment is discussed 
and actioned.
PU audit just completed by teams awaiting results

Meetings with HCC/SHFT discuss quality/contractual issues
Virtual ward meetings /IC meeting include MH and HCC
MDT identifies equipment needs, ordered on daily basis. Evidence: timely equipment on 
patient notes

Auditr results
Incident review
minutes of meetings

ONGOING ASSURANCE VIA AUDIT AND REPORTS 
IN TO DIVISIONAL QSM

06/01/16
We are proactively 
monitoring equipment 
supply and the potential 
risks of HES no longer 
purchasing walking aids 
(Trust Risk 808). We would 
expect exception reporting 
and use of the Incident 
Process were equipment 
to be delayed, to date we 
haven’t had any 
equipment delays flagged 
to me for senior follow-up. 
We continue to monitor 
walking aid stock levels 
but they appear to be 
holding steady and we 
haven’t had notification of 
this generating equipment 
delays.

PRESSURE ULCER AUDIT
EQUIPMENT REVIEWS

ALSO SEE INDEPENDENT REVIEW 
COLUMN

PATIENT EXPERIENCE

112 Community adults All inspected ISDs recordkeeping The trust should take action to ensure timely 
completion of patient records. Electronic patient 
record systems were found to be unreliable or difficult 
to use in the community setting.  The trust should 
review and mitigate against the effects of this on 
patient safety, information governance and staff 
welfare.

n/a n/a 112.1 Ensure all staff aware of expectation detailed in SOP
112.2 Check all staff are aware/have ROVER downloaded 
112.3  Check all staff have Vodafone/3G in rural areas
112.4 Monitor compliance at management supervision and through service performance reviews 
112.5 Ensure all admin  staff have access to data warehouse in order to ensure reports can be 
shared weekly with clinicians and exceptions are escalated to team lead
112.6  basis teams are audited on unoutcomed and unvalidated notes
112.7 Forums that have tested Open Rio, user groups which are prioritising the improvements to 
the system - those that are considered high risk for patient safety are actioned first
112.8 Allocate enough time for record entry as paart of the patient visit 

Information analyst team 
HR 
Occupational Health
RiO / IT

Data warehouse reports. Service 
performance reviews. Management 
supervision notes. Staff members able to 
access ROVER. Review of risk and 
incidents. Review of time that clinical 
information is being uploaded by staff. 
Review of exit interviews and stress 
assessment questionnaires

Community Matrons Area Matrons 30/06/2015 [0] COMPLETED Blue Progress to date:
1. Staff made aware at induction and by exception of SOP and expectation 2 Staff aware of 
ROVER and poor receivers have loaded on laptops 3 3G authorised by line manager for use 4. 
Ongoing 5 Completed

SOP
ROVER downloaded
regular supervision
admin have access to data warehouse

ONGOING ASSURANCE VIA AUDIT AND REPORTS 
IN TO DIVISIONAL QSM

RECORDKEEPING AUDITS CAREPLANNING / 
RECORDKEEPING

113 Community adults All inspected ISDs Resus 
equipment

The trust should take action to ensure relevant 
emergency resuscitation is regularly checked and 
available use, including in premises not belonging the 
trust but where services are provided.

Regulation 9 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Care and welfare of 
people who use
services

In some teams there was a lack of clarity among staff about 
resuscitation procedures and equipment use.

113.1 Ensure all staff carry a pocket mask - and review on matrons walkaround
113.2 Review all sites to see what emergency equipment is required and suitable
113.3 When using sites that are not trust sites, clearly assess if appropriate equipment is avaliable 
or if we should ensure we have our own, and what that needs to be

Resus committtee Staff knowledge and access to 
equipment. Staff questionning. Resus 
check log

All Staff Inpatient and Area 
Matrons

30/04/2015 [0] COMPLETED Blue Progress to date:
17/04/2015 (Resus Lead email) current policy (and practice) would support "chest 
compression only" cpr in the community, therefore we do not expect community staff to 
routinely carry a pocket mask, as this could delay the commencement of cpr. MH N/A (email)
Chase to be assessed jointly with Basingstoke Hospital in order to review resus requirements 
and arrangements. 
LEaD Update November 2015
BLS and ILS training is provided as part of the Statutory and Mandatory Training programme. 
Compliance, DNA's and Bookings monitored via the LEaD Statutory & Mandatory Training 
Compliance Reports and Divisional Performance Review meetings. 

Policy
Resus trolley checks

09/05/16 - Resus has improved but Julia would 
like it acknowledged that it would still help to 
have standardised equipment for resus

ONGOING ASSURANCE VIA AUDIT AND REPORTS 
IN TO DIVISIONAL QSM

RESUS TROLLEY CHECKS PATIENT SAFETY, 
REPORTING & 
LEARNING

114 EOL All inspected ISDs Staffing levels The trust must improve the numbers of suitably 
qualified, skilled and experienced staff to provide end 
of life care.

Regulation 22 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Staffing

People who use services and others were not protected against 
the risks associated with insufficient numbers of staff in the 
specialist palliative care team and some community teams 
providing end of life care.

114.1 Maintain safer staffing programme for inpatients and ICT via weekly calls with HOP. 
114.2 Daily recording of team status via SITREP. 3. Explore Cassandra and identify pilot site.
114.3 Ensure all vacancies and absence are loaded onto NHSP platform 
114.4 Access other agencies in discussion with LGM/Duty Manager/HOP 
114.5 Recruitment to be processed via panel and ensure risks are articulated as to delays
114.6 Ensure all staff members are engaged and aware of consultation process and capture 
feedback/impact upon quality of care. 
114.7  Escalate to ICT lead any gaps in staffing daily to enable local redeployment 
114 8  Secure funding for specialist palliative care team via CCG 
114.9 Develop plan of sustainable educational delivery with SPC team leading to a quarterly 
conference with focussed themes. 
114.10 Structured teaching sessions to be scheduled at handovers/virtual ward meetings with 
ICTs delivered by SPC team. 
114.11 Maintain locality end of life steering group and ensure that strategic information is shared 
with EOL leads 
114.12 Identify EOL champions in all clinical areas in order to act as a key resource for workforce 
114.13 Promote reflection and learning through GSF and ICT meetings across disciplines
End of Life Education group 
To determine training requirements and complete training gap analysis.  Additional funding may 
be required to commission specialist training to meet identified needs.
(TNA completed but now expanded to included identification of all acquired staff learning realte 
dto EOL - this audit will be complete and reported at EOL Steering Group in April 2015)            

see External Action Plan Trends and reduction in  clinical 
incidences, sickness particularly stress 
related, complaints, finanical costs 
associated with at risk contracts and 
increases with recruitment and 
retention. Maintenance of established 
partnership arrangements with the 
Rowans Hospice. Reporting and trends 
on PPOC in data warehouse. Completion 
of IMAs and recording of clinical 
incidences on Ulysees

All staff  ICT Leads 30/05/2015 [0] COMPLETED Blue Progress to date:                                                                    

12/10/2015 114.1-3 Safer staffing principles are in place for the team. Support for newly 
appointed team lead has been arranged in how to escalate and address staffing issues. 114.5-
8 Newly appointed Band 7 team lead in post. All vacancies filled and team over recruited to 
support safe staffing levels. 114.9 Training gap analysis undertaken across trust which has led 
to development of an EOL education strategy and framework. This identifies a wide range 
portfolio of education available from national elearning, local provision and internal training. 
Framework will guide staff as to the requirement for training and suggested levels at which 
different staff should train in order to achieve competence for their role. 114.11-12 EOL 
Divisional champion sin place in all areas except OPMH/OPMH community. 114.13 Reflection 
is undertaken in GSF meetings and recorded.         
Nurse in charge attends safer staffing tues/thurs.
specialist palliative nurses recruited                                                             

End of Life Education Group minutes
End of Life Training Report July 2015
End of Life Education Summary November 2015.

ONGOING ASSURANCE VIA TRAINING 
REPORTS AND REPORTS IN TO DIVISIONAL 
QSM

WORKFORCE

115 EOL All inspected ISDs DNACPR The trust must improve the overall recording of 
information and decision making on Do Not Attempt 
Cardio Pulmonary Resuscitation (DNACPR) forms.

Regulation 20 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Records

Do Not Attempt Cardio Pulmonary Resuscitation
(DNACPR) forms were not always completed correctly.
Information about the basis for decisions for DNACPR, 
involvement of the patient and family and mental capacity 
assessments were not always documented.

115.1 Ensure that documentation is included within admission packs for community inpatients. 
115.2 Ensure that GPs and all medical staff are prompted to lead on completion of DNACPR within 
community inpatients. 
115.3 Matrons for inpatient wards are to facilitate review of clinical documentation in line with 
LNFH indicators. 
115.4 Specialist nurses with ability to complete DNACPR are to conduct documentation audit in 
accordance with LNFH indicators. 
115.5 Re-designed EOL template on RiO (OpenRiO) to ensure that DNACPR is recorded as 
completed. 
115.6 New DNACPR and EoL alerts are due to start when OpenRiO goes live June 15. 

Clinical audit team Audit Gina Winter-Bates                                                        
Rachel Wilkins

Della Warren 01/06/2015 [0] COMPLETED Blue Progress to date
2. GPs are actively prompted by staff to consider as part of EOL pathway 4. Outstanding 5 In 
progress 6 In progress
29/05/15
uDNACPR policy reviewed and updated to align with unified Hampshire Policy. This will allow 
registered nurses to make DNACPR decisions  which will improve compliance and will align 
the trust with practices of other local trusts. Audit tool developed and trust-wide audit due 
to be completed during June 2015 as part of the annual audit programme                         
12/10/2015 115.1-5 Audit undertaken and reported through Resus committee and QID. 
(SJohnson leads on this) 115.5 changes to RiO have yet to agreed by Change control board 
but workig group in progress to ensure changes are put in place. 

EOL document in admission pack
DNACPR audit report
DNACPR template on RiO

ONGOING ASSURANCE VIA AUDIT AND REPORTS 
IN TO DIVISIONAL QSM

DNACPR AUDIT CAREPLANNING / 
RECORDKEEPING

116 EOL All inspected ISDs EOL pathway The trust should fully develop and implement an 
evidence based end of life pathway.

n/a n/a Via end of life strategy group

116.1 Continue to provide feedback on APoC and for locality steering group to develop an action 
tracker document with relevant information and sharing with strategic EOL group 
116.2 Ensure that programme of learning is implemented to accompany launch 
116.3 Develop programme of evaluation inclusive of staff and user feedback 
116.4 APoC to be rolled out fully when available as a pre-populated document from HHR 
116.5 EoL template on RiO and GP systems will strongly support the earlier stages of the pathway 
not just for EoL but for Chronic Conditions management as well 

Specialist Pathway Lead 
Communications 
Pastoral services Clinical 
audit team

Development of information sharing 
based upon HHR and completion of a 
document which supports EOL care 
pathway which is constructed by the use 
of evidence based tools.

S Johnson Della Warren 01/06/2015 [0] COMPLETED red Progress to date:
29/05/15 - team actions completed. Full roll-out dependent on upgrades to reporting 
systems.
Task & Finish group convened with 4 month target to complete care planning tool which will 
go on to HHR and be used in CCTs/CHs. 5 Outstanding as not finalised delayed due to 
commissioning / Open RiO and System 1 discussions being held in region. Once APOC/Care 
plan document completed this will be uploaded to HHR and aim for compatibility with RiO & 
System 1 - target date to complete this stage is SEPTEMBER 2015
25/06/15 - EoL strategy & implementation plan drafted and out for consultation to cover 
delivery of team actions                                                                                       12/10/2015 EOL 
strategy in final draft but requires alignment to National Ambitions for EOL care. This will be 
undertaken when new EOL lead identified in Oct 2015. 116.1 Community care planning tool 
about to be launched with comms support and education focused on personalised care 
planning for achieving the priorities of care rather than a standardised document. 116.2 
Priorities of care are woven into EOL educaiton strategy and framework and will be included 
in existing internal education identified in the EOL education framework 

EoL draft strategy and implementation plan
EOL template on RiO. 
Whiteboard with EOL patients
EOL template on RiO and GP systems for EOL and 
chronic conditions

09/05/16 - Draft strategy is currently being 
written in line with priorities of care and CCG 
direction – they are aiming for completion in 
2/12

ONGOING ASSURANCE VIA AUDIT AND REPORTS 
IN TO DIVISIONAL QSM

END OF LIFE CARE AUDIT PATIENT EXPERIENCE & 
ENGAGEMENT

117 EOL All inspected ISDs learning from 
incidents

The trust should improve the processes for reporting 
and learning from incidents, accidents, near misses, 
complaints and safeguarding concerns.

n/a n/a 117.1 Ensure learning is shared at team meetings from complaints and concerns. 
117.2 Share wider learning through business and governance meetings held by LGM and ICT 
clinical leads 
117.3Promote debriefing with MDT where safeguarding or challenging EOL cases occur. 
117.4 Share patient stories through quality and safety report through CQRM and SHFT quality 
committee. 
117.5 Maintain MDT and clinical reflection amongst specailist palliative care team 
117.6 Promote clinical discussion and reflection at ICT meetings in order to maximise learning 
opportunities 
117.7 Completion of IMAs with ICT clinical leads 
117.8 Encourage teams to report all clinical incidences which impact upon staff/ patient or family 
experience 
117.9 Establish LOOC group in order to share learning 

Business lead 
Governance Complaints 
and PALS

Minutes of business and governance 
meetings Completion of IMAs and 
learning identified as part of the process 
ICT team meeting minutes and patient 
care plans Establishment of LOOC group 
MDT / safeguarding meeting minutes 
and CQRM narrative

Gina Winter-Bates                                                        
Rachel Wilkins

Della Warren 30/04/2015 [0] COMPLETED Blue Progress to date:
24/04/2015 Evidence log provided for each action point. 
1 Feedback given at team meetings following complaints, including with external 
commissioned providers 2. Evidenced through minutes of governance meetings eg pressure 
ulcers and MIU safeguarding 3. Debrief facilitated with childrens services and SPC held in 
October 14, inclusive of ICT 4. Shared routinely with CCG at 6 monthly specialist nurse 
reports, quarterly quality and safety report and CQRM. 5. Weekly caseload review 
multidisciplinary in nature as well as specific 1:1 paid supervision, additional sessions offered 
if challenging issues 6 Evidenced on RIO and careplanning documentation at point of 
admission and discussion 7 Embedded in practice 8Evidenced on Ulysees and includes OOH 
contract discussions if issues arise within external stakeholder provision ie 111 9 Outstanding 
and not progressed

SPR & governance minutes

ONGOING ASSURANCE VIA DPR AND REPORTS 
IN TO DIVISIONAL QSM

PATIENT SAFETY, 
REPORTING & 
LEARNING

118 EOL All inspected ISDs Equipment The trust should improve the timeliness of the 
provision of equipment to patients receiving end of 
life care at home.

n/a n/a As 111 above see External Action Plan As 111 above As 111 above As 111 above As 111 above [0] COMPLETED Blue As action 111 12/10/2015 118: Met with Hampshire equipment store and reviewed SLA. 
Timeframes for equipment supply clarified and met with high proportion of requests. HES 
leads attended and invited to EOL steering group. Equipment leads identified in East ISd and 
West ISD. All concerns to be escalated through local governace fora to these leads who 
attend the quarterly Client relations meetings. All clinilca leads for EOL disseminated 
information to teams and gave advice about reporting any equipment issues related to EOL 
or TVS through the internal Ullyses system with cc to Equipment lead. 

Equipment reviews
Minutes of meetings

ONGOING ASSURANCE VIA REPORTS IN TO 
DIVISIONAL QSM

EQUIPMENT REVIEWS PATIENT EXPERIENCE

119 Urgent care (MIU) All inspected ISDs medicines 
management

The trust must ensure that appropriate arrangements 
are in place to support the administration of 
appropriate medicines to meet the needs of patients

Regulation 13 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Management of 
medicines

Patients attending Petersfield MIU were not being
provided with medicines to meet their needs.

The Patient Group Directions were either not
authorised by the trust or agreed by staff and so were not valid 
for use.

119.1 External review currently taking place of of MIU services
119.2 PGDs in place

Patient Group Directions 
Forum (Chaired by Gina 
Winter-Bates)

completed during inspection MIU Team Lead Gina WinterBates completed during 
inspection week

[0] COMPLETED Blue Progress to date:
completed during inspection week

PGDs in place
staff prescribers

ONGOING ASSURANCE VIA AUDIT AND REPORTS 
IN TO DIVISIONAL QSM

MEDICINES MANAGEMENT 
AUDITS - PGDs

MEDICINES 
MANAGEMENT

120 Urgent care (MIU) All inspected ISDs medicines 
management

The trust must ensure that Patient Group Directions 
are authorised by the trust are agreed by staff and are 
aligned to the medicines stocked in the MIUs.

Regulation 13 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Management of 
medicines

The Patient Group Directions were either not
authorised by the trust or agreed by staff and so were not valid 
for use.

120.1 PGD review has been completed and all PGDs are now up to date.
120.2 Encouraging practitioners to complete their NMP courses

Patient Group Directions 
Forum (Chaired by Gina 
Winter-Bates)

completed during inspection MIU Team Lead Gina WinterBates completed during 
inspection week

[0] COMPLETED Blue Progress to date:
completed during inspection week

09/05/16 - MIU PGD’s are due to be updated in August 2016

PGDs in place
staff prescribers

ONGOING ASSURANCE VIA AUDIT AND REPORTS 
IN TO DIVISIONAL QSM

MEDICINES MANAGEMENT 
AUDITS - PGDs

MEDICINES 
MANAGEMENT

121 Urgent care (MIU) All inspected ISDs medicines 
management

The trust must improve the management of FP10s 
and ensure an audit trail for safe and appropriate use.

Regulation 13 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Management of 
medicines

FP10 prescription pads were not managed securely.
There was no audit trail to ensure that FP10 prescription pads 
were being used appropriately and safely.

Actions as above - 108 and 97 Actions as above - 108 
and 97

Actions as above - 108 and 97 MIU Team Lead                       
MIU Pharmacists

Chief Pharmacist in place [0] COMPLETED Blue Progress to date:
COMPLETED

FP10 audits

ONGOING ASSURANCE VIA AUDIT AND REPORTS 
IN TO DIVISIONAL QSM

FP10 AUDITING MEDICINES 
MANAGEMENT

122 Urgent care (MIU) LNFH MIU ISDs medicines 
management

The trust must review the storage and security of 
medicines held in the Lymington MIU.

Regulation 13 HSCA 2008 (Regulated 
Activities)
Regulations 2010 Management of 
medicines

The cupboards for storage of medicines at Lymington MIU did 
not comply with the trust’s own policies and procedures.

122.1 This will form part of the external review Medicines management 
& E&FM

All schemes in the action plan related to 
this property will be signed off as 
complete through CIG/CMF and minuted 
in accordance with the Capital Approval 
Process.

Chief Pharmicist
Tracy England - PFI 
contracts manager - 
carrying out any work 
required  

Chief Pharmicist
Tracy England - PFI 
contracts manager - 
carrying out any work 
required  

As early as practical 
within 2015/16 
financial year, 
following approval 
of the capital 
programme.

[0] COMPLETED Blue Progress to date:
All internal actions identified have been completed.
26/11/2015
External review has been completed and report received. All drug cupboards have been risk 
assessed but they can't be placed onto a concrete wall as there aren't any concrete walls for 
them to go on. Report accepted this predicament. This action has been closed off, enter on 
to the risk register as a low risk (and a very low risk at that) and will be managed 
appropriately.

Audit reports

ONGOING ASSURANCE VIA AUDIT AND REPORTS 
IN TO DIVISIONAL QSM

CONTROLLED DRUGS AUDITS MEDICINES 
MANAGEMENT

123 Urgent care (MIU) All inspected ISDs Operational 
procedures

The trust should ensure that up to date treatment 
protocols that reflect NICE and evidence based 
practice guidance are in place and used by staff in 
MIUs

n/a n/a 123.1 External review underway - will determine models of care
123.2 All treatment protocols to be updated and maintained by ENP's in accordance with current 
best practice.

see External Action Plan Completed review and implementation 
of new model of care if applicable
Revised treatment protocols in place and 
being used.

MIU Team Leads MIU Matrons                             
Clinical Services 
Directors

in place [0] COMPLETED Blue Progress to date:
COMPLETED
Updated 24/4/15
The staff all have access to the NICE guidance website and follow the pathways

treatment protocols referenced to NICE
audits

ONGOING ASSURANCE VIA AUDIT AND REPORTS 
IN TO DIVISIONAL QSM

AUDIT OF MIU PRACTICES GOVERNANCE



124 Urgent care (MIU) All inspected ISDs Operational 
procedures

The trust should consider developing the use of 
technology and telemedicine to support the delivery 
of effective clinical care.

n/a n/a 124.1 Included in the Trust wide MIU review and redesign. Recommendations to be taken 
forward with Commissioners 

ICT Consideration will be included as part of 
the MIU review and redesign

Inpatient Matrons Sara Courtney and Paula 
Hull

review completes 
end Feb 15. 
Redesign workshop 
planned March 15

[0] COMPLETED Blue Progress to date:
All internal actions identified have been completed.
External review commenced Jan 15.
17/04/2015 
This is part of the MIU review and away day with the CCG – which will be arranged once the 
external review report has been received
26/11/2015
LNFH MIU - external report accepts that the system used at LNFH MIU is fit for purpose. 
There may be other better suited systems however we are currently under contract for the 
system we currently use. LNFH MIU continue to explore options but consider this action 
closed for them.

Review report
Action plan

ONGOING ASSURANCE VIA AUDIT AND REPORTS 
IN TO DIVISIONAL QSM

PATIENT SAFETY / 
LEARNING

125 Urgent care (MIU) Petersfield MIU ISDs service provision The trust should consider how X-ray services and 
fracture clinics can become more assessable to 
patients attending Lymington and Petersfield MIU’s.

n/a n/a 125.1 X-ray services at Petersfield currently provided by PHT who do not operate for the whole 
time that MIU is open                                                                                                                                        
125.2 MIU external review to recommend model of care - including diagnostic support to units                 
125.3 Contracting negotiations to take forward review recommendations

see External Action Plan CCG commissioning required for hours of 
radiology to be increased at Petersfield 
MIU. To be included in the Trust wide 
MIU review and redesign

Inpatient Matrons Michelle Edwards                          
Faye Prestleton

28/02/2016 10. MARCH16 Green Progress to date:
All internal actions identified have been completed.
External review commenced Jan 15.

17/04/2015 
This is part of the MIU review and away day with the CCG – which will be arranged once the 
external review report has been received

26/11/2015
LNFH MIU - external review concludes there is no problem accessing Xray from LNFH MIU 
and that this action is more specific to Petersfield. LNFH Fracture Clinic has been reviewed 
and a new SOP to streamline and improve efficiency will be in place by Feb 16.

Review report
Action plan

ONGOING ASSURANCE VIA AUDIT AND REPORTS 
IN TO DIVISIONAL QSM

PATIENT SAFETY, 
REPORTING & 
LEARNING

126 Urgent care (MIU) All inspected ISDs Training The trust should ensure that MIU staff have 
opportunities for training and development to 
enhance their clinical practice

n/a n/a 126.1 To ensure use of LBR training includes all staff
126.2 To ensure staff development is discussed at Appraisals                        

LEaD IPR documentation                                          
training records                                                   
revalidation records for RNs from 
December 15

MIU Team Leads Inpatient Matrons 01/06/2015 [0] COMPLETED Blue Progress to date: 29/05/15
All appraisals are booked in line with the annual plan.
Staff have completed some formal training and an in house training programme is now in 
place
LEaD Update
LBR/CPPD Spread Sheet provides evidence that staff from the MIU's have accessed external 
educational activities in 15/16.  

Appraisal plan
appraisal documents
TNAs
LBR/CPPD Monitoring Spread Sheet

ONGOING ASSURANCE VIA DPR AND REPORTS 
IN TO DIVISIONAL QSM

WORKFORCE

127 Urgent care (MIU) All inspected ISDs service provision The trust should ensure that MIUs are able to support 
the needs of patients in vulnerable circumstances.

n/a n/a 127.1 Ensure Level 3 Safeguarding training remains up to date; prevent training is ongoing to 
achieve compliance
127.2 All staff to receive Dementia awarness training. Need to ensure that when MIU at 
Petersfield is refurbished/relocated that Dementia friendly  areas are incorporated
127.3 Develop easy read leaflets for patients with learning disabilities / dementia to aid 
understanding of the service provided. 

OPMH Training records                                       
environmental audits/place audits

MIU Team Leads Inpatient Matrons 01/06/2015 [0] COMPLETED Blue Progress to date: 17/04/2015 127.1 Dates booked for all staff to attend PREVENT and 
Safeguarding Level 3 training (last one being 30/06/15) 

Also specific Safeguarding action plan for the department (ISD E) that the team are working 
with Debbie McGregor on delivering

Training booking list
Training stats
Information sheets

ONGOING ASSURANCE VIA AUDIT AND REPORTS 
IN TO DIVISIONAL QSM

Thematic peer review 
completed and actions to 
be addressed via the 
Safeguarding quality 
programme workstream

SAFEGUARDING ADULTS & 
CHILDREN AUDITS

PATIENT SAFETY, 
REPORTING & 
LEARNING

128 Urgent care (MIU) All inspected ISDs service provision The trust should work with staff, patients and partner 
organisations to develop a service strategy and vision 
for the MIU’s based on assessment of needs of the 
local population and health economy.

n/a n/a 128.1 Regular meetings with CCG to discuss service level agreements and ensure we are 
addressing needs
128.2 Delivery of the external review recommendations

see External Action Plan consideration will be included as part of 
the MIU review and redesign

Inpatient matrons Sara Courtney and Paula 
Hull

TBC [0] COMPLETED Blue Progress to date:
All internal actions identified have been completed.
review commenced Jan 15
17/04/2015  ISD E The external review has been undertaken. The away day session will be 
booked for Petersfield once the report has been received. CCG will be invited to ensure 
commissioning matches patient pathways and the redesign is co-designed. Our intention is 
also to invite patients to this event.

Working with commissioners around the future provision of the service

External review has been completed 

ONGOING ASSURANCE VIA REPORTS IN TO 
DIVISIONAL QSM

Assurance gained from 
SOG that they are satisfied 
the action is completed - 
Jan16

PATIENT SAFETY, 
REPORTING & 
LEARNING

129 Urgent care (MIU) Petersfield MIU ISDs Safeguarding The trust should consider how Petersfield MIU can 
access electronic systems of other emergency 
departments and accesses the child at risk register.

n/a n/a 129.2 Awaiting outcome of Trust Safeguarding visit although Safeguarding team were satisfied 
that sufficient systems were in place to safeguard children despite not having access to at risk 
register

consideration will be included as part of 
the MIU review and redesign

Inpatient matron for 
Petersfield and 
Lymington Hospitals

Sara Courtney and Paula 
Hull

TBC [0] COMPLETED Blue Progress to date:
All internal actions identified have been completed.
External review commenced Jan 15

16/04/2015: This action is tied up in the MIU review and redesign, Report to be received. 

The Safeguarding team inspected the unit after the CQC inspection and were happy with 
current state. The post review away day will review additional ICT requirements  re Cedar 
unit

Working with commissioners around the future provision of the service

External review has been completed 

ONGOING ASSURANCE VIA REPORTS IN TO 
DIVISIONAL QSM

Assurance gained from 
SOG that they are satisfied 
the action is completed - 
Jan16

PATIENT SAFETY, 
REPORTING & 
LEARNING

27a
NEW

 Community-based 
Mental Health Services 
for Adults of Working 
Age

Winchester & 
Andover CMHT

MH Infection control Consider following infection control best practice to 
have a sink in the clinic room.

n/a n/a 27.1 Work with estates project management team to identify options.  When complete identify 
whether capital bid application would be required.  If required install a clinical hand wash sink into 
the clinic room Winchester CMHT noting this will lead to a fully service wide review of CMHT clinic 
facilities.

Estates Adequate provision of hand washing 
facilities within the CMHT base.

Site Manager Graham Webb General 
Manager

11/06/2015 [0] COMPLETED Blue Progress to date:
Consideration should be given to the estates rationalisation programme which has identified 
that the CMHT base may be closing in the near future.

Update from Graham Webb email 1/06
Quotes for the work has been obtained costs to be taken from the NW budget . There may 
be a delay in the Andover work starting as we need permission from HCC in the first instance 
as it is their building

Clinical staff continue to use effective hand hygiene practices utilising alcohol gel whilst the 
decision is being finalised. IP&C agreed provision is adequate for the service provided.

26/11/2015: Move to Avalon House for Winchester base. Andover quote has been received 
but not actioned to date due to building being owned by HCC any changes need to be agreed - 
to be followed up in Estates rationalisation meeting.

IP&C visits
IP&C audit reports

ONGOING ASSURANCE VIA AUDITS AND 
REPORTS IN TO DIVISIONAL QSM

ESTATES

70 * OPMH inpatients Dryad Ward ISDs MCA & consent Improvement in understanding on Dryad of interplay 
between the MHA and MCA to ensure that people are 
protected from risk of unauthorised deprivations of 
liberty.

n/a n/a 70.1 Ward Manager/Modern Matron to ensure team training compliance with MHA and MCA.         
70.2 Ward manager to check with team/ individual understanding and action appropriately.                  
70.3 Modern matron/service manager to review MHA administration cover to ensure appropriate 
support is available for periods of Annual leave/unexpected leave.     
70.4 Weekly MHA administrators spreadsheet to be implemented

LEaD LEaD data.                                              
Team meeting minutes.               Clinical 
supervision records.     Weekly MHA 
spreadsheet available to MDT.

Ward Manager. Karen 
Scott. Modern 
Matron Toni 
Scammell. OPMH 
Inpatient Service 
Manager.  Kathy 
Jackson.           MHA 
administrator.

Tracey Eddy - Inpatient 
Clinical Director                                  
OPMH inpatient 
Matrons

30/04/2015 [0] COMPLETED Blue Progress to date:
Ward staff completed training in appropriate aspects of MHA and MCA recognising that 
training will be ongoing for new starters & refresher training. Weekly spreadsheet now 
available and mental health act administrator cover being arranged for when current post 
holder on leave. Operational line management of mental health act administrator has been 
rectified, ward manager on Daedalus ward now line managing post holder.

Update November 2015
Mental Capacity Act is covered in Safeguarding Adults Level 2 training. The compliance for 
this subject for Dryad ward as of 23/11/15 is 90% (27/30). The 3 staff left to train are new 
starters although one has  left (awaiting ESR update). 

Compliance for Mental Health Act training for Dryad Ward as of 23/11/15 is 60% (7/11). The 
4 staff left to train are new starters although one has left (awaiting ESR update). All new 
starters will be booked to attend training. Compliance, DNA's and Bookings monitored via 
the LEaD Statutory & Mandatory Training Compliance Reports and Divisional Performance 
Review meetings. 

Training records

ONGOING ASSURANCE VIA AUDIT, DPR AND 
REPORTS IN TO DIVISIONAL QSM

CAREPLANNING / 
RECORDKEEPING

70a * OPMH inpatients All inspected ISDs Staffing levels Ensure that recruitment continues so that staffing 
levels and stability of staff teams can be embedded.

n/a n/a 70a.1 All wards have agreed staffing establishments. 
70a.2 Ward manager and modern matron review  each vacancies and agree skill mix is 
appropriate. 
70a.3 Administrator has been allocated to process all vacancy applications to fortnightly ISD 
panel. 
70a.4 There are difficult geographical area's to recruit to, these have ongoing additional recruiting 
process.

Vacancy fill data. Ward Manager. 
Modern Matron. 
Recruitment 
administrator. ISD 
panel.

Tracey Eddy - Inpatient 
Clinical Director                                  
OPMH inpatient 
Matrons

30/04/2015 [0] COMPLETED Blue Progress to date:
All current vacancies are in process.

Update 280415 - Some success with recruitment. Rolling adverts continue. OPMH Inpatients 
participating in recruitment initiatives. One administrator coordinating recruitment for five 
OPMH Wards. Bank & Agency fill rates being monitored weekly via flash reports, conference 
calls & trust wide meetings.

Staffing figures

ONGOING ASSURANCE VIA DPR, SAFER 
STAFFING MEETINGS AND REPORTS IN TO 
DIVISIONAL QSM

STAFFING LEVELS WORKFORCE

70b * OPMH inpatients All inspected ISDs learning from 
incidents

Ensure that relevant learning from the Mental Health 
division is not lost and the specialism within older 
people’s mental health is retained on a ward level and 
that teams are aware of their responsibilities under 
the Mental Health Act.

n/a n/a 70b.1 Modern matron's to coninue to link with MH division PAG. Inpatient staff to continue to 
meet training requirements for mental health.

LEaD Mental health PAG minutes. LEAD data Ward manager. 
Modern Matron. 
Team members.

Tracey Eddy - Inpatient 
Clinical Director                                  
OPMH inpatient 
Matrons

30/04/2015 [0] COMPLETED Blue Progress to date:
OPMH Inpatients Modern Matron attending MH PAG for the East Division. All mental health 
staff complete relevant mental health training.

LEaD Update November 2015
All electronic training records are automatically populated with statutory and mandatory 
training requirements and compliance position (green/in-date; amber/due to expire; red/non-
compliant).

The target groups for the statutory and mandatory topics are determined via an annual Trust-
wide risk management Training Needs Analysis (TNA). The TNA ensures that the Statutory 
and Mandatory training provision meets legislative requirements and reflects emergent 
themes from national and local risk analysis. Amendments to requirements are made in-year 
as a response to changes in legislation and/or local/national risk analysis. 

This process ensures that topics pertaining to mental health are included as statutory and 
mandatory training requirements for OPMH services.

Training records

ONGOING ASSURANCE VIA AUDIT, DPR AND 
REPORTS IN TO DIVISIONAL QSM

PATIENT SAFETY, 
REPORTING & 
LEARNING

70c OPMH inpatients All inspected ISDs Safeguarding Ensure that there are systems in place to report and 
follow up safeguarding alerts which are raised with 
the local authority to ensure that learning from alerts 
and referrals can be brought back into the service.

n/a n/a Divisional Safeguarding lead Kathy Jackson to ensure regular lisiaon with corporate Safeguarding 
team to improve communication from the clinical teams through to safeguarding panels

Safguarding Lead in place and regular meetings in 
place

Kathy Jackson Sara Courtney 01/04/2015 [0] COMPLETED Blue Progress to date:
Divisional lead in place who meets a minimum of monthly with the named nurse for 
safeguarding. Lead attends Trustwide safeguarding forum. Structures being developed in East 
Division. Named nurse for safeguarding or representative will attend the OPMH Inpatients 
Operational/Patient Safety/Governance meeting on a monthly basis.

minutes of meetings
safeguarding records

ONGOING ASSURANCE VIA AUDIT, 
SAFEGUARDING COMMITTEE AND REPORTS IN 
TO DIVISIONAL QSM

ADULT SAFEGUARDING AUDIT PATIENT SAFETY, 
REPORTING & 
LEARNING

70d REMOVED BY CQC FOLLOWING FACTUAL ACCURACY CHANGES

Total = 129
Blue 112 COMPLETED 120
Green 5

Ref. No. Key Amber 0
CQC 'Must Do' Actions Red 12

Not begun 0
CQC 'Should Do' Actions 129



CQC inspection Oct 14 - External Actions
Date: 
25/03/15 

Ref No Core Service Sites within 
core service 
that action is 
relevant to

Theme CQC actions required Action/s to be taken

Number each action. 

Which external 
stakeholder will need to 
provide support

How will completion of the action be 
evidenced

Who is responsible 
for completing the 
action 

Name & Job Title

Who is  accountable for 
ensuring the action is 
completed? 

Name & Job Title

Date action must 
be completed

dd/mm/yyyy

Action Progress
Blue=Complete
Green=Begun & On 
Track
Amber= Risk of 
slippage
Red=Overdue
Not Begun

Progress - to include position statement, risks, 
obstacles, action taken etc.

Key- Progress update outstanding: 

Evidence of completion and 
assurance gained

1 Acute Wards/PICU Elmleigh Staffing levels ensure appropriate and safe staffing levels are 
consistently maintained

Safer Staffing requirements are an ongoing part of contract negotiations and not yet agreed. An 
update will be provided to CQC once the contract negotiation process is completed. 

West Hampshire CCG Staff establishment fully recruited to. 
Minimum use of NHSP/Agency staff

Lesley Stevens, 
Director of Mental 
Health and LD

Inger Hebden,
Director of 
Commissioning, Long 
term conditions & 
Community 

Mark Brooks, Chief 
Finance Director

Heather Hauschild, 
Chief Officer

31/03/2015 Blue Progress to date
Negotiations with both CCG and NHS England 
commissioners achieved significant levels of 
investment in safer staffing as well as re-investment 
of the national tariff deflator.  These two together 
provided a significant proportion of the additional 
cost associated with safer staffing. 

 Evidence is contained in finance 
scxhedules of 15/16 contracts.

29  Community-based 
Mental Health Services 
for Adults of Working 
Age

All inspected Commissioning 
issue

Work with local commissioners of services to improve 
access to local acute psychiatric admission beds.

Internal action 29.2 will be more effective with engagement from commissioners and sign up to 
this action has been agreed with the CCG. (Undertake a broader review of bed provision into the 
medium to longer term to ensure sustainability and availability of beds within Hampshire.)

West Hampshire CCG Improved access to local acute beds Kate Brooker, 
Associate Director 
Mental Health

Inger Hebden,
Director of 
Commissioning, Long 
term conditions & 
Community 

Lesley Stevens, Director 
of Mental Health and LD

Heather Hauschild, 
Chief Officer

30/06/2015 Blue Progress to date:
Last two months of minutes from the contract 
monitoring meetings highlight the section around 
ECRs as evidence that this is discussed with the 
commissioners regularly and that we are engaging 
with them around this. 

Perfect week feedback shared with commissioners at 
the CRM meeting.

AMH bed modelling spreadsheet in place which 
shows how we are looking at longer term reducing 
our OOA acute and PICU beds. This is what we talk 
about at each of the contract review meetings.

Actions completed - now being monitored as part of 
quality processes

Copy of minutes of contract 
monitoring meetings, 'perfect 
week' feedback and bed 
modelling document received 

33 Crisis Service / S136 
Health Based Place of 
Safety

All inspected Operational 
procedures

AMHT service must have operational procedures 
which inform staff how to provide services which 
include risk assessment, care planning and sharing 
information and protect people using the service and 
staff

See internal action 33.2. This internal action will be aligned to the crisis concordat action plan to 
enusure a system-wide approach to delivery.  A copy of the crisis concordat  action plan will be 
provided to CQC under separate cover when it is finalised later this month.

Crisis Concordat multi 
agency working group

 Minutes of the Southampton AIGM, 
and evidence of progression to the 
Divisional Service Board, and finally, 
evidence that the new policy is 
available to staff on the intranet, 
under policies. 

Joe Jackson General 
Manager

Crisis concordat 
group

Lesley Stevens, Director 
of Mental Health and LD

Crisis concordat chair

tbc when fully 
aligned to crisis 
concordat action 
plan

Blue Progress to date:
24/04/2015:
On track, to be brought to Southampton AIGM in May 
for consideration. 

18-6-2015: 
Approved at AIGM in Southampton virtually in April 
2015, then approved at the AMH Service Board in 
May 2015. 
Internal actions all completed

Copies of approvals and final 
document received

36 Crisis Service / S136 
Health Based Place of 
Safety

All inspected S136 policy review S136 policy and consider how those detained 
under S136 are assessed in more timely manner by a 
doctor in the first instance.

See internal action 36.1. This will need to be supported by the Crisis Concordat working group. 
The action is reflected in the Crisis Concordat action plan which commissioners are signed up to. A 
copy of the crisis concordat  action plan will be provided to CQC under separate cover when it is 
finalised later this month.

Crisis Concordat multi 
agency working group

Multi-agency policy will be in place and 
signed off

Tim Coupland 
Associate Director of 
Nursing

Crisis concordat 
group

Lesley Stevens, Director 
of Mental Health and LD

Crisis concordat chair

tbc when fully 
aligned to crisis 
concordat action 
plan

Blue Progress to date:
Internal actions all completed

37 Crisis Service / S136 
Health Based Place of 
Safety

All inspected S136 policy ensure that AMHPs attend the S136 suite in a timely 
manner - ‘Assessment by the doctor and AMHP should 
begin as soon as possible after the arrival of the 
individual at the place of safety’.

See internal action 37.1. This will need to be supported by the Crisis Concordat working group. 
The action is reflected in the Crisis Concordat action plan which commissioners are signed up to. A 
copy of the crisis concordat  action plan will be provided to CQC under separate cover when it is 
finalised later this month.

Crisis Concordat multi 
agency working group

Metrics/ S136 dashboard will be used 
at contract monitoring meetings to 
assess improvements in practice and 
responsiveness

Tim Coupland 
Associate Director of 
Nursing

Crisis concordat 
group

Lesley Stevens, Director 
of Mental Health and LD

Crisis concordat chair

tbc when fully 
aligned to crisis 
concordat action 
plan

Blue Progress to date:
Internal actions all completed

44 MH Secure/Forensic All inspected Ligature risks appropriate measures must be taken to mitigate and 
manage environmental ligature risks on wards at 
Ravenswood House and Southfield.

Commissioners to  consider business case for re-provision of Ravenswood and to support the 
Trust with activity surrounding re-provision such as consultations.

NHS England Agreed plan for the long term re-
provision of Ravenswood

Nicki Brown - Head of 
Forensic Services

Louise Doughty, Head 
of Mental Health, 
Programme of Care 
Lead

Lesley Stevens, Director 
of Mental Health and LD

Mark Satchell

30/06/2015 and 
beyond

Green Progress to date:
Redesign process has commenced. Outline business 
case to be presented to the Board on 20th July.

51 MH Secure/Forensic All inspected Staffing levels Staffing levels on some wards at Ravenswood House 
and Southfield meant that patients were not able to 
take Section 17 escorted leave.

See action 1 above Ravenswood & Southfield:
Daily staff meetings in place across Ravenswood and 
Southfield (embedded below for evidence).  We 
continue to use NHSP as required and utilise senior 
nurse support; ie Modern Matrons, Clinical Ward 
Managers and the Clinical Service Manager 
completing shifts. Workforce Strategy in place 
(embedded below) with an ongoing recruitment 
drive.  
There is one Band 5 commencing employment on 
Lyndhurst Ward – Ravenswood.   A further 2 Band 5’s 
have been offered a position at Ravenswood.
Specialised Services are attending recruitment drive 
in Ireland on 28th and 29th June 2015.
There are currently 7 HCSW going through the 
employment process, all due to start in the next few 
weeks. This leaves the services with 4 HCSW 
vacancies of which there are interviews this Friday 
19th June 2015.

57 Child and Adolescent 
Mental Health

Leigh House Staffing levels During the night at Leigh House there were three staff 
on duty, which did not take into account the 
dependency needs of the young people, or of the 
management of incidents during this time.

See action 1 above There are now four staff on night duty (as of April, 
2015) two qualified and two HCSW. More staff will be 
brought in if required to meet dependency needs.

64 OPMH community All inspected social services 
input

work with local authorities to ensure social services 
input is flexible, responsive and teams are facilitated 
to work closely to ensure best outcomes for patients 
& relatives.

Working with Hampshire County Council to consider opportunities for integrated working - joint 
meetings have taken place to facilitate commencement of pilot

Hampshire County 
Council

ICT meetings. Also monitored through 
the ICT change project plan 

Various as per 
internal action

tbc

Chris Gordon, Chief 
Operating Officer.

Gill Duncan, Director of 
Adult Services

30/04/2015 Blue Progress to date:
Linked to joint working with Solent programme 
Linked to ICT ways of working
 ICT monthly Steering group joint chaired by Michelle 
Edwards and HCC. 

Update 24/4/15
Within Southampton every cluster meet monthly to 
further integration on a local level (meeting includes 
SHFT/Adult services/Solent/GP's and then there is a 
over aching strategic group which oversees the work.  
2 awaydays with adult services present have taken 
place
Within the West of Hampshire monthly/bimonthly 
ICT meetings take place locally to support integration; 
CQUINS completed with support from adult services - 
including rapid response CQUIN.

Actions completed and now being monitored

Minutes of meetings

2 sided sheet with criteria

106 Community adults All inspected Staffing levels  The trust must take action to ensure sufficient 
numbers of suitably qualified staff in all community 
teams and ensure safe caseload levels.

Trust to collate and provide data to CCGs on specific teams which are at greatest risk of delivering 
unsafe care as a result of staffing issues.

CCG input then required to agree short/medium term remedy. One of two solutions – does 
establishment need funding boost or will establishment remain as current but with revised spec 
of services to be delivered. 

Additional piece of work to be addressed via Oversight Group for longer term plans –strategic 
discussion around future workforce planning and development of tools to assist with this.

All Hampshire CCGs Trends and reduction in grievances, 
clinical incidences, sickness particularly 
stress related, complaints, finanical 
costs associated with agency provision 
and increases with recruitment and 
retention

Paula Hull, Associate 
Director of Nursing

CCG Heads of 
commissioning

Della Warren, Director 
of Nursing and AHP

CCG Chief Officers

31/05/2015

31/07/2015 (or 
within 2 months of 
provion of data by 
Trust if earlier)

30/09/2015

Blue All internal actions completed within timescales

107 Community adults Therapy waiting times The trust must take action to ensure sufficient 
numbers of suitably qualified staff and reduce the 
waiting time for therapy assessment and treatment in 
those community teams where waiting times are 
excessive.

South East
The CCG has identified recurrent and non recurrent investment to support a maximum waiting 
time of 2 weeks for Urgent and 4 weeks for Routine (this is for primary care therapy) 

South East and West
A joint CCG and Trust review will be undertaken in 6 months to review the balance of activity to 
deliver the new waiting times in light of changes to the AQP model. (primary care therapy)                  

West   
The review of therapy waits will be undertaken as part of the wider review of community staffing 
(see 106 above)

SE Hampshire CCG

SE Hampshire CCG
West Hampshire CCG

West Hampshire CCG

Reduction in therapy waiting times. 
Reduction in vacancies and improved 
morale   

Juanita Pascual - 
Clinical Director

CCG Director of 
commissioning/ Head 
of commissioning

Della Warren, Director 
of Nursing and AHP

CCG Chief Officers

31/07/2015

30/10/2015

(as for 106)

Blue Work underway with CCG as part of 2015/16 contract 
to review specification of Therpies and match 
resoruce to demand - due to be compelted within 6 
months.

111 Community adults All inspected Equipment The trust should take action to ensure timely ordering 
and provision of specialised equipment. This is so that 
patients who require items such as mattresses, 
cushions or similar equipment which are to be used to 
prevent harm such as pressure ulcers receive the 
equipment in time to protect their health and welfare.

Equipment service is provided by Hampshire County Council. It is not currently clear what the 
extent of the issue is and this action is being approached in two ways. 

1) Interim actions taken to address immediate issue (see internal action plan)
2) Thematic review undertaken by  SHFT  with support of HCC to understand breadth and scale of 
any quality or contractual issues. This will be discussed with HCC at agreed meeting. Regular 
operational meeting to be attend by SHFT with HCC to ensure contractual and operational issues 
are picked up in a timely manner and to offer pro-active rather than re-active resolution of issues.

Hampshire County 
Council

If the review determines 
that the exisiting 
contract can no longer 
meet the demands of 
the changes in activity 
levels or contracted 
models of care,  CCGs 
will subsequently need 
to be involved in 
remedial plans.

Audit results 
Ulysses reporting and evidence within 
RCAs 2.                                     
Contracting monitoring 
minutes/annual contract                     
Legal claims                                  
Complaints and concerns 

Gina Winterbates
Head of Specialist 
Nursing

Karen Ashton, 
Strategic 
Commissioning 
Director for Joint 
Commissioning

Della Warren, Director 
of Nursing and AHP

Gill Duncan, Chief 
Officer

30/04/2015 Blue SHFT staff now attending HES user group. Internal 
review completed and results shared.

Review report
Minutes of meeting

114 EOL All inspected Staffing levels The trust must improve the numbers of suitably 
qualified, skilled and experienced staff to provide end 
of life care.

Specialist Palliative Care Team 
The Trust and CCG have agreed recurrent funding for 2 additional nurse specialist posts.

The CCG is conducting a whole system review of all specialist palliative care provision               The 
baseline review of EOL provision has been undertaken and will be a piece of work for the next 6 
months at least.

Integrated care teams staffing
See 106 above

SE Hampshire CCG

All Hampshire CCGs

Increased staff recruited to specilaist 
palliative care team

Paula Hull, Associate 
Director of Nursing

Alex Berry, Chief 
Commissioning 
Officer

(As 106)

Gethin Hughes, Director 
of Integrated Services

Richard Samuel, Chief 
Officer

01/02/2015

30/09/2015

Green 1.SPC establishment dependent on CCG 
commissioning model 2. 

118 EOL All inspected Equipment  The trust should improve the timeliness of the 
provision of equipment to patients receiving end of 
life care at home.

as 111 above

123 Urgent care (MIU) All inspected Operational 
procedures

the trust should ensure that up to date treatment 
protocols that reflect NICE and evidence based 
practice guidance are in place and used by staff in 
MIUs

South East 
Review of MIU model will be carried out as part of wider 'Urgent and Emergency Care Strategy'. 
This is due to go out for consultation in april with a 6 month timeframe for completion

West
A review of the LNFH MIU commenced as part of the Building on success review in 2013. There is 
an independent clinical review ongoing which concludes in April 2015.

SE Hampshire CCG

West Hampshire CCG

Completed review and 
implementation of new model of care 
if applicable

Peter Hockey (West), 
Sara Courtney (SE)

CCG Director of 
commissioning/ Head 
of commissioning

Della Warren, Director 
of Nursing and AHP

CCG Chief Officers

30/09/2015

30/04/2015

Blue External review completed and report findings being 
considered

125 Urgent care (MIU) Petersfield MIU service provision The trust should consider how X-ray services and 
fracture clinics can become more assessable to 
patients attending Lymington and Petersfield MIU’s.

as 123 above

128 Urgent care (MIU) All inspected service provision  The trust should work with staff, patients and partner 
organisations to develop a service strategy and vision 
for the MIU’s based on assessment of needs of the 
local population and health economy.

as 123 above

Action Plan for: 
Version No:
FINAL V1.0

Progress last updated: 01/07/15 - TM

Approved by:
Trust Board - Quality & Safety Committee - 23/03/15
Commissioners - Strategic Oversight Group - 24/03/15 

Produced by: 
Tracey McKenzie - Head of Compliance / CQC Programme Manager



CQC MHA inspections from July 2014 to date

Date Visit ref. Service Site Domain Issue THEME CoP Ref: Action we will take How we will know it is achieved Date when action 
will be completed

Name of responsible 
manager

Internal Comments from PAS Progress update Evidence of Completion Action Progress
Blue=Complete
Green= Begun/On Track
Amber= Risk of slippage
Red=Overdue

1: Consent to 
Treatment

We found that Dryad ward door was locked but there was no information near the door to let 
informal patients know how they can leave the ward. Nor was this explained in the “Welcome to 
Dryad ward” book given to patients on admission.
The Code of Practice 2.45 states:
“......patients should be made aware of their legal position and rights. Local policies and 
arrangements about movement around the hospital and its grounds must be clearly explained to 
the patients concerned. Failure to do so could lead to a patient mistakenly believing that they are 
not allowed freedom of movement which could result in an unlawful deprivation of their liberty.”

Locked door policy not recorded Following the visit the following actions have been taken:
• We have a notice by the door requesting patients who wish to leave the ward speak to the nurses.
• Our ‘Welcome to Dryad’ ward booklet is being updated.  In the meantime, a copy of the notice will be included in the 
booklet to ensure that informal patients are informed of how they can leave the ward.
• The Trust is has also produced an ‘Informal Patient’ information leaflet.  The leaflet is currently being reviewed by the Trust 
governance process.  Once confirmed, Dryad will be able to give this to patients and have them available on the ward.
• We also have regular conversations in the community meetings, explaining people are free to go out. Furthermore, 
relatives are also encouraged to assist in recovery programmes. 

As noted above, an information notice is now on display and a copy of the 
notice is now included in the current version of the ‘Welcome to Dryad’ 
booklet.

08/08/2014 Sue Rynn, Senior Nurse, 
Dryad

none Completed

DOLS none

none

2: Consent to 
treatment

There was no evidence of patient views being recorded in regard to all of their care plans. Patient involvement in 
care planning

CoP: 1.4 Named nurse will create care plans with the input from the patient  / carer.
A choice care plan will be introduced – to ensure patients views / requests  are ascertained.

Patients will be given a copy of their care plans.
All patients if able will sign to confirm they are aware and happy with 
content of care plans. 
The care plans will be updated weekly.
Ward manager will check via the ward manager weekly check list that this 
has been completed. 
Care plans reviewed with patient prior to ward and recorded on nursing 
ward round template.

01/08/2014 Sarah Baines none

2: Consent to 
treatment

Record keeping in regard to the administration of covert medication was not comprehensive, and 
was not in line with Trust policy.

Covert medication CoP: 23.40-41 All staff made aware of trust policy.
All staff completed medication competency framework and a copy is available in their personal file.
Documentation of discussion with MDT / family is recorded on Rio.
Copy of  covert administration agreement document is kept in the medicine card at the front of the prescription chart.
Named nurse reminded that all care plans reviewed weekly and  need to be reflective of care required and provided – 
obsolete care plans need to be closed down on the RiO system. 

Ward manager will check weekly via the ward managers check list.
Modern matron walk about tool will confirm this.
Ward round MDT will review this weekly.

18/08/2014 Sarah Baines none

S132 rights

2: Consent to 
treatment

There was limited evidence of patient involvement in care planning. For some patients involvement 
was clearly recorded, for others it was not. Daily progress notes were minimal and did not relate to 
planned care.

The Code of Practice (CoP) paragraph 1.5 states:
“Patients must be given the opportunity to be involved, as far as is practicable in the 
circumstances, in planning, developing and reviewing their own treatment and care to help ensure 
that it is delivered in a way that is as appropriate and effective for them as possible”

Patient involvement in 
care planning

Chapter 1 1.     Introduce & implement outcome-focused care-planning
2. Implement a minimum 3-weekly collaborative review of progress towards outcomes (to coincide with date of MDT review) 
between named practitioner & resident
3. Implement care-plan focused MDT Review Meetings
4. Facilitate briefing/training session(s) for staff & residents about switching to outcome-focused care-planning
5. Provide tools to assist outcome-focused care-planning

1.     Care, treatment, safety & discharge plans will be outcome-focused
2. Care, treatment, safety & discharge plans will be reviewed collaboratively 
between named practitioner & resident a minimum of once every 3-weeks 
to establish progress towards outcomes, to ensure relevance & to 
update/amend detail as required.
3. MDT Review Meetings will be care-plan focused
4. All staff & residents will have attended briefing/training session(s) about 
switching to outcome-focused care-planning
5. Provide tools to assist outcome-focused care-planning

1. 03/10/2014
2. 03/10/2014
3. 29/08/2014
4. 19/09/2014
5. 19/09/2014

Alison Vasey none ACTION COMPLETED MINI AUDIT COMPLETED JULY 2016 TO 
DEMONSTRATE COMPLIANCE

COMPLETED

2: Consent to 
treatment

We reviewed progress notes and multidisciplinary team meeting notes. There were prompts to 
consider capacity to consent to treatment. These were not always completed. There was evidence 
of considerations of capacity to consent to treatment in the periodic discussions of section 132 
rights, but there was limited evidence of this being considered in regard to medication regimes

Capacity and consent Chapter 23 Capacity to consent to treatment & consent to treatment will be assessed & recorded as required and at every MDT Review 
Meeting – residents are reviewed every 3 weeks in rotation, therefore capacity to consent & consent will be reviewed every 
3 weeks.

Record of assessment of capacity to consent & consent to treatment will be 
evidenced in the validated MDT Review Meeting minutes in the RiO 
Progress Notes for each resident.

26/09/2014 Alison Vasey none ACTION COMPLETED MINI AUDIT COMPLETED JULY 2016 TO 
DEMONSTRATE COMPLIANCE

COMPLETED

2: Purpose, Respect, 
Participation, Least 
Restriction

We were told that there had been times when staffing levels were insufficient to enable patients to 
have their escorted leave. The least restriction principle (paragraph 1.3) of the Code of Practice 
(CoP) states:
“People taking action without a patient’s consent must attempt to keep to a minimum the 
restrictions they impose on the patient’s liberty, having regard to the purpose for which the 
restrictions are imposed”.

Staffing levels MHS: 17
CoP: 1.3

·  Ongoing recruitment
• Explore strategies that may attract staff to RWH and develop an annual recruitment plan (to be completed by 31.03.2015).
• Increase the number of senior staff to encourage retention
• Service users are always encouraged to book their leave in advance in order for adequate plans to be made, staff adjusting 
their shifts to facilitate leave

Substantive staffing levels will increase ongoing Paul Gallagher none ONGOING COMPLETED

2: Consent to 
treatment

There was insufficient evidence record of discussions with patients regarding their consent to 
treatment.  We did not see sufficient evidence of patients being fully informed of the effects or 
side effects of medication.  

The CoP paragraph 23.31 states:
"Consent is the voluntary and continuing permission of a patient to be given a particular treatment 
based on a sufficient knowledge of the purpose, nature, likely effects and risks of that treatment, 
including the likelihood of its success and any alternatives to it.  Permission given under any unfair 
or undue pressure is not consent".

Capacity and consent MHS: 58
CoP: 1.3

Doctors at RWH meet weekly, this will be added to their agenda on a rolling basis 1.    The MHA Audit tool (for section 58) will be amended to allow for 
auditing of patient interaction and discussion of effects/side-effects of 
medication. 

2. Minutes from Doctors weekly meeting

1. 19/12/2014
2. 16/12/2014

Siven Rungien (MHA 
Manager)
Dr Amanda Taylor 
(Clinical Service 
Director)

none completed Section 58 tool has been amended to require RC's to 
evidence discussion of side effects of medication.  
Document is available on-line.

COMPLETED

Patient A Patient A stated that he would like to be visited by his family in private. He also wanted a firmer 
mattress and security cameras to be fitted in the ward to prevent bullying and false allegations.

Patient feedback n/a n/a n/a n/a n/a •  Patient A’s family have never visited, but if he were to receive visitors in the unit a risk 
assessment would be carried out.  It would consider history and current presentation 
also if there had ever been a risk to others.  Most patients on Meon Valley ward receive 
unsupervised visits.
•  Patient A now has a new mattress.
•  The issue of security cameras is discussed periodically.  It is discussed in the service 
user forum and patient reference group.  The consensus from the patients is that they 
do not want cameras in all areas of the unit.  This is reviewed periodically.

Patient F Patient F was not aware of the chaplaincy service provided on the ward. He also stated that there 
were times messages were not being passed on to the patients on the ward such as when bingo 
and football were taking place. He did state he was happy with the care and felt involved.

Patient feedback n/a n/a n/a n/a n/a • The chaplaincy service is advertised around the unit.  There is information on the ward 
about how to contact the chaplain.
• We have a photo of the chaplain with the photos of other staff on the ward.
• We will invite the chaplain to attend the ward to promote his service
• Information is given to patients by their service user rep at a weekly meeting held on a 
Monday morning.  Minutes are produced by the rep.
 If there are last minute changes staff usually write this up on a whiteboard in the main 
lounge area of the ward.

Patient G Patient G spoke of concerns regarding staff shortages which resulted in things not being done and 
in turn feeling that pressures were being put on patients indirectly

Patient feedback n/a n/a n/a n/a n/a  •  There are staff shortages and these are addressed above.
•  MIND advocates attend the patients weekly meeting on a monthly basis so are 
available to discuss complaints or issues.

2: Control and 
Security

The procedures contained in the seclusion policy were not always followed and that the seclusion 
policy/procedures did not meet the requirements of the Code of Practice (CoP). 
We examined one set of seclusion documents and found that the review time scales as laid out in 
the CoP were not followed. In addition, the requirements for medical input into the reviewing 
process were not met at the four hour review and at the eight hour review. 
We looked at the ‘Seclusion and Longer-Term Segregation Policy’ which had not long been issued. 
It did not reflect the requirements of the CoP and at times did not embrace the principles of 
seclusion.
Paragraph 8.6.2 stated arrangements for reviewing the use of seclusion. It stated that doctors 
needed to be involved at the review at four hours and at eight hours. This did not happen with the 
case we reviewed. 
We were advised by members of the senior management team during our comprehensive 
inspection that the seclusion policy and procedures would be reviewed in response to our 
feedback.

Seclusion CoP: 15 During the October 2014 CQC inspection, Seclusion was one of the key themes identified and a comprehensive action plan 
has been developed to improve the Trust’s use of this form of intervention.  Relevant actions from that Action Plan include:
1. Auditing 6 months’ worth of Seclusion documentation to identify both procedural and substantive issues with our 
Seclusion practice;
2. The drafting of a Seclusion Quick Reference Guide including new forms;
3. Design and develop a bespoke Seclusion training package.

1.    Completed audit with key headlines and issues reported back to the 
Seclusion Task and Finish Group and governance committees;
2. Quick Reference guide and documentation approved and issued to 
support implementation of the policy.
3. An E-learning module will be developed and made available through the 
Learning and Education Development team.

1. 19/12/2014
2. 22/12/2014
3. 21/02/2015

Seclusion T&F 
Group/Siven Rungien 
MHA Manager

none COMPLETED All work completed through Seclusion Task and Finish 
Group see e.g. previous reports and evidence 
submitted to QiD and seclusion policy.

COMPLETED

2: Control and 
Security

That patients were being restrained and that the policy relating to seclusion, “Management of 
Violence and Aggression Procedure” did not contain enough detail to provide guidance to staff on 
the use of restraint.
The CoP paragraph 15.21 states:
“Hospital policies and the management of disturbed behaviour should include clear written policies 
on the use of restraint and physical intervention”.
The procedure at appendix 4 introduced a patient feedback form. We could not see any of these 
forms for any of the restraint episodes that we reviewed.

Restraint CoP: 15 The Trust will:
1. Appoint a lead for Patient Safety to coordinate a review of our policy relating to restraint: this will include specific 
guidance on its use.
2. Ensure that the broader policy and procedural review currently being undertaken by the Trust aligns with the national 
programme on minimising restrictive practices in clinical settings: a fully revised SMART plan for the programme associated 
with this will be put in place.

1. A Patient Safety Lead will have been appointed and the policy review 
completed.
2. The revised SMART programme will be drafted and implemented from 
27.02.2015

1. 31/03/2015
2. 27/02/2015

Dr Mayura Deshpande none

2: Consent to 
treatment

Capacity and consent issues were considered when patients were first admitted to Bluebird House. 
However, we could not find evidence of on-going consideration of capacity and consent. Capacity is 
likely to change with this group of patients and should be regularly considered.

Capacity and consent CoP: 23 Consent and Capacity to be assessed at weekly ward round and in addition when required. Documentation on RiO by Responsible Clinicians each week and when 
required. This will be audited three monthly and reported to the service 
governance meeting.  

31/12/20014 Dr Mayura Deshpande none

Patient involvement in 
care planning

2: Admission to the 
ward

There was no consistent evidence that patients were regularly informed of their rights under 
section 132. Not all patients were informed of their rights on the day of their dentation on the 
ward and it was not evident why this was not practicable. 

S132 rights NMHAS: 132
CoP: Chapter 2

1. Staff will attempt to give patients their rights' under Section 132 on the day of their admission, 7-10 days after their 
admission and at 3 monthly periods after that, as per Trust policy.
2. A monitoring section be added to the Visual Control Board in the Nursing office for 132 rights. For each patient the date 
their rights should next be attempted will be recorded on the Visual Control Board and this will be checked daily by the Nurse 
in Charge.

To support our teams with providing patients with their s.132/130D rights, 
and also to support Trust-wide compliance with our internal standard, the 
Trust’s MHA Administration team will be monitoring more closely the 
provision of MHA information as required.  In particular, this will include 
reporting each breach of the Trust’s s.132/130D standard on the Ulysses’ 
incident reporting system.  The purpose of this is to help identify any 
particular problems with the provision of MHA rights but also to support 
MHA governance by ensuring that performance around key parts of the Act 
are reported back through the Trust’s MHA governance structure.  This will 
be discussed at and implemented following the next bi-monthly MHA 
Administrators’ Forum on 10th December 2014.  In relation to Evenlode, a 
new Oxford-based MHA Administrator has been recruited and is due to 
start from mid-January 2015.  This will also help support the unit with its 
MHA compliance.

1. MHA 
Administrators' 
meeting: discuss 
S132/130D 
assurance - 
10/12/2014
2. Draft Ulysses 
proforma for MHA 
Administrators to 
reports. 132/130D 
breaches - 
19/12/2014

Liz Durrant - Head of 
Forensic Services / Siven 
Rungien - MHA Manager

none completed Discussed at Administrators away Day April 2015.  
Evidence inlcudes Ulyssess incidents raised and  
minutes of subsequent MHA Administrator meetings

1. Completed 

2: Admission to the 
ward

Staff were unable to locate any leaflets about the IMHA service and there was no information 
about this within the welcome pack. 

IMHA service MHSA: 130
CoP: Chapter 2

1. Patients received personal information about their seclusion and their rights upon admission.  This includes information 
abou the IMHA service.
2. Patients will all be given copies of the IMHA leaflet.
3. The IMHA leaflets will be included in future welcome packs.

Leaflets will be in the welcome packs and clients will have copies of the 
IMHA service leaflet.

? Liz Durrant - Head of 
Forensic Services

none COMPLETED

2: Leave of absence Patients required section 17 leave to access occupational therapy facilities in an area outside the 
hospital directed by the Secretary of State. Patients and staff were concerned that this resulted in 
delays and less time under taking activities.

The section 17 leave forms did not consistently record who had been given copies.

S17 leave MHAS: 17
CoP: Chapters 1 
& 21

1. Patients no longer have to sign in and out when they take section 17 leave within the secure perimeter of Oxford Clinic, 
but staff do have to sign them in and out in accordance with the Mental Health Act, as per discussions with the Ministry of 
Justice.
2. The section 17 leave forms will be updated to include a record of who copies of the section 17 leave form have been 
shared with.

1. Complete
2. New forms will be in place

1. 01/12/2014
2. 05/01/2015

Liz Durrant - Head of 
Forensic Services

In addition to the actions identified by the Evenlode team, the corporate MHA team will 
also be in the process of reviewing the Trust’s section 17 policy, which has recently 
come up for review.  The revised policy is due to be completed within the next 6 months 
(May 2015), if not sooner, and will include the changes suggested by the team: Siven 
Rungien, MHA Manager.

Revised  form included in section 17 policy. COMPLETED

2: Control and 
Security

We could not ascertain from the seclusion record what time a doctor was contacted following the 
seclusion of a patient. We found in one record that the doctor arrived four hours and 20 minutes 
after the time the patient was secluded. 

Seclusion CoP: Chapter 
15

1. The seclusion paperwork will include a space for the time of the call to the Duty Doctgor to be recorded.
2. The Seclusion folder on the ward will include prompts to staff, reminding them of the steps to take if the Duty Doctor does 
not respond immediately.
3. A flow chart regarding the seclusion process will be included in the Seclusion folder.

New paperwork will be in place 05/01/2015 Liz Durrant - Head of 
Forensic Services

During the October 2014 CQC inspection, Seclusion was one of the key themes 
identified and a comprehensive action plan has been developed to improve the Trust’s 
use of this form of intervention.  Amongst other things, the Trust is developing a Quick 
Reference Guide and reviewing the Seclusion paperwork as part of the Action Plan.  
These will be completed by the 22nd December 2014: Siven Rungien, MHA Manager.

Seclusion policy COMPLETED

2: Control and 
Security

The window in the seclusion room did not afford any privacy for the patient unless the blind was 
pulled down.

Some ward staff were concerned about this suitability of PRISS as a system of behaviour 
management and restraint for their patient groups. These concerns were present on our last visit.

Seclusion CoP: Chapter 1 
and 15

1. Film will be added to the window to prevent people being able to look into the window from outside.
2. Staff have raised their concerns regarding PRISS with the Head of Services and the Associate Director of Leadership, 
Education and Development.  Meetings have taken place to discuss concerns and they are being reviewed by the Leadership, 
Education and Development services adn will continue to be reviewed through on-going meetings.
3. We are awaiting a start date from the contractor.  Work is predicted to be undertaken by June 2015.  Patients are 
currently supported to access outside space.

1. Film will be added to the window.
2. Complete.
3. The roof roll out work will be completed.

1. 31/03/2015
3. 01/06/2015

Liz Durrant - Head of 
Forensic Services

none

2: Consent to 
treatment

Regular assessments of capacity to consent to treatment were undertaken prior to treatment 
authorised under a T2. We found no evidence of assessments at the time of admission.

Capacity and consent MHAS: 58
CoP: Chapters 
23 and 24

For clients who are prescribed medication on admission, or who are taking medication on admission, an assessment of their 
capacity to consent to take medication will be undertaken by the admitting Doctor.

This will form part of the admission process/ 05/01/2015 Liz Durrant - Head of 
Forensic Services

The Trust is currently updating its non-statutory documentation for consent to 
treatment.  This will include providing space for Clinicians to record and evidence the 
patient’s consent and his/her capacity to do so,  The documentation is currently being 
reviewed by the Trust’s Mental Health Act Committee(MHAC) and will be available 
(subject to feedback) at the latest from 28th January 2015 (the next MHAC meeting) – 
Siven Rungien, MHA Manager

The non-statutory documentation  has been amended 
and is available on-line.

COMPLETED

2: Other Areas There were a number of ligatures throughout the ward.

The window in the high dependency rooms did not afford any privacy for the patient when the 
bedroom light was on at night. 

The MHA documentation for patients was not up loaded on to RiO. This was noted at our visit in 
November 2012. 

Chapter 1 1. Each patient on the ward will have a risk assessement to assess the risk of being cared for in an environment with some 
ligature points.  These will include mitigating actions to manage the risk.
2. Environmental work to reduce the number of ligatures on the ward is dependent upon having vacant rooms to safetly 
begin the work in.  It is predicted this work will commence when the next patient is discharged, in January 2015.
3. Film will be added to the seclusion windows.  The windoes in the HDU rooms already have frosting and film in place.  We 
have discussed with patients and they are happy with the current frosting and do not wish for it to be changed.
4. It is not Trust policy to upload MHA documentation to RiO.  This information is stored in the patient files on the ward and 
the MHA office.  Staff can access this information either through the folder on the ward or through the MHA office.

1. Each patient will have a risk assessment in place regarding ligatures on 
the ward.
2. Planned environmental works to reduce ligatures will be completed.
3. Film will be added to the windows.

1. 01/02/2015
2. 01/04/2015
3. 01/04/2015

Liz Durrant - Head of 
Forensic Services

There is a wider ligature review plan in place developed from a commissioned review of 
ligature care in the summer 2014.  This plan is Trust-wide and identifies a number of 
actions to strengthen ligature care and support across all our in-patient services in which 
we support those with mental health and learning disability needs.

Patient A Patient A told us that staff had explained his rights but that his situation was complicated and he 
did not think he understood these. He said he did not think he had received anything in writing.

n/a Please can the trust confirm that this patient’s particular situation will be explained to patient A again and that he also 
receives the information in writing.

n/a n/a n/a Patient A’s section is complicated. The staff offer to give him his rights three monthly 
and the Consultant Psychiatrist regularly explains his section to him. Patient A has had 
his section and his rights explained in writing. 

Patient E Patient E told us that had been advised by staff that an application for his leave would be made to 
the Ministry of Justice two months after admission to the ward. He said he was subsequently told 
an application could not been made until six months after admission.

He said he had also been told he needed to have two psychology appointments before leave could 
be applied for. He said he was then told he needed three appointments. He said he did not 
understand this and had received no apology. He said he did not know when leave would be 
applied for. Patient B said he would like this explained and put in writing.

n/a Please can the trust confirm that they have explained when leave will be able applied for, the rationale for the time scale, 
and that this has been put in writing for the patient.

n/a n/a n/a Patient E’s leave has been applied for. Leave is applied for depending on an assessment 
of each person’s needs, presentation and risks. In order for us to assess this we need to 
go through an assessment process, which includes engaging in therapeutic process to 
help us understand individual needs. No time limits were given to this process, however, 
suggested time-frames were discussed.

2: Consent to 
treatment

Decisions about detention were made at the last minute with detentions being allowed to lapse 
and without recourse to specialist advice, except for referral to the local authority for a DoLS 
assessment, which may have taken several days to occur.
Advice in one case regarding legal detention was given by an Approved Mental Health Professional 
(AMHP) and not acted upon. Restrictive practices were used on an informal patient.
Decisions regarding detention were not accurately recorded in patient progress notes, which were 
completed by a team member not present during the decision making.
There was a plan to increase RCN over RMN staff. RGNs will have no powers under the MHA and 
will have no guaranteed understanding of its use.
When the MHA administrator was not present, there were errors made in practice regarding the 
MHA.

MHAS: 2 1. Nursing and medical staff to be updated on aspects of care which may constitute an objection to care and therefore 
render DOLs inappropriate.  This will address issues such as one to one nursing observation and the use of covert medication.
2. Clinical service director Dr Brown to update consultant colleagues and CMHTs about frameworks for admission and 
assessment of patients in hospital.  In addition consultant medical staff who act as Responsible clinician when normal ward 
consultant/EC on leave to be provided with an update on these issues.
3. Appropriate legal framwork to be discussed in each multidisciplinary ward round.
4. Trust will ensure continuing robust cover arrangements when Mental Health Administrator is on leave.

1. Issues relating to MCA/Mental Health Act discussed and documented in 
ward meeting, handovers and supervision to escalate  discussion throught 
ward nursing team.
2. 'At a glance' board in nursing office updated with changes to patients 
legal status immediately after changes are made.  Care plans on RIO and 
paper notes updated - staff advised not to cut and paste onto RIO - Ward 
manager to check weekly.                                                               
3. Training has been put in place for MHS and MCA ward manager to check 
weekly on staff training records.
4. Consultants (and acting RCs) have received update from Dr Martin Brown 
(Consultant Old Age Psychiatrist) about MHAct and DOLs relevant to 
inpatient admissions and management.
5. Appropriate legal status is reviewed weekly in ward rounds, confirmed by 
audit.
6. MHA cover arrangements coordinated both locally and with the 
corporate MHA team.

1. 30/12/2014
2. 31/10/2014
3. 31/10/2014
4. 31/01/2015
5. 31.10.2014
6. MHA cover 
arrangements 
discussed at Trust 
MHA 
Administrators' 
meeting 
10/12/2014

Phil Ward and Dr Martin 
Brown

none 1.

2.

3.

4.

2: Consent to 
treatment

Blanket restrictions were in place regarding patients having their own possessions and amenities. CoP: 1.3 The Trust will ensure that there are no blanket restrictions relating to patients’ access to basic amenities and their 
possessions.  We will ensure the following: 
• Patients are assessed on an individual basis regarding the capability of making their own drinks and maintaining safety care 
plan to be entered re this on RIO
• Patients are assessed on an individual basis the capability of maintaining safety with toiletries due to the risk of 
inappropriate use of fluids and sharps
• Care planning – patients are assessed on an individual basis if they have the capacity to make decisions about their care. 
When patients are considered to lack capacity this will be discussed with NOK and recorded on RIO and paper copies offered 
and signed by NOK using the best interests principle

1. Discuss with named nurses to add into the patient choice care plan that 
patients have been assessed re the safety of making their own drinks.
2. Discuss with names nurses to add into the patient choice care plan that 
patients have been assessed re the safety of storage of toiletries and 
sharps.
3. Care plans discussed with named nurse in supervision and checked by 
ward manager

31/10/2014 Phil Ward  none

2: Consent to 
treatment

The sleeping and bathing arrangements on Daedalus did not meet the CoP. CoP: 16.9 1. Individual rooms and 4 bay bedrooms have been allocated to single sex accommodation together with same sex 
bathrooms;
2. Toilet are allocated as male / female;
3. An annual mixed sex compliance audit will be undertaken in view of the layout and configuration of this unit.

1. Allocation of appropriate beds by sex:
2. Annual audit developed and conducted.

1. 31/10/2014
2. 31/08/2015

Phil Ward none 1. completed

2: Purpose, Respect, 
Participation, Least 
Restriction

We were informed that care plans were given to relatives/carers but this could not be evidenced. CoP: Chapter 1 1. Care planning awareness is part of the carers meeting agenda.
2. Nursing staff to ensure this is recorded on RIO when care plan is shared with relatives.

1. Discussion with relatives/carers at 'have your say about your stay' 
meeting.
2. Ward Manager and Charge Nurse conducting weekly checks as part of 
the ward managers checklist.

16/12/2014 Cathy Roberts, Ward 
Manager

none

01/08/2014 32298 AMH Forest Lodge

07/10/2014 32891 Specialised Meon Valley 
Ward, 
Ravenswood

08/10/2014 32888 OPMH Daedalus Ward, 
Gosport War 

Mermorial

09/10/2014 32893 OPMH Elmwood Ward, 
Parklands

07/10/2014 32892 Specialised Hill Ward, Bluebird

07/10/2014 & 
09/10/2014

32889 LD Evenlode

OPMH Dryad and 
Daedalus Ward

2: Purpose, Respect, 
Participation, Least 
Restriction

Sarah Baines noneA lack of evidence that section 132 rights are being discussed with patient beyond on initial 
detention.
The CoP states at paragraph 2.24:
“Those with responsibility for patient care should ensure that patients are reminded from time to 
time of their rights and the effects of the Act. It may be necessary to convey the same information 
on a number of different occasions or in different formats and to check regularly that the patient 
has fully understood it. Information given to a patient who is unwell may need to be repeated 
when their condition has improved.”
Paragraph 2.25 states:
“A fresh explanation of the patient’s rights should be considered in particular where:
• the patient is considering applying to the Tribunal, or when the patient becomes eligible again to 
apply to the Tribunal;
• the patient requests the hospital managers to consider discharging then;
• the rules in the Act about their treatment change (for example, because three months have 
passed since they were first given medication, or because they have regained capacity to consent 
to treatment;
• any significant change in their treatment is being considered;
• there is to be a Care Programme Approach review (or its equivalent);
• renewal of their detention or extension of ther SCT is being considered; or
• a decision is taken to renew their detention or to extend their SCT.”
We were told that the lack of qualified staff is impacting on this activity. Whilst the trust uses a pro 
forma to records that initial rights have been discussed we would like assurance that the trust 
monitors the practice of discussing 132 rights and has plans to address wider or specific issues that 
are impacting on best practice in this regard.
The CoP at paragraph 2.44 states:
“The formal duty to ensure that detained and SCT patients and their nearest relatives have been 
informed about their legal situation and rights falls to the hospital managers. In practice it would 
usually be more appropriate for professionals working with the patient to provide them with the 
information. In order to fulfil their statutory duties hospital managers should have policies in place 
to ensure that:
• the correct information is given to patients and their nearest relatives;
• information is given in accordance with the requirements of the legislation, at a suitable time and 
in an accessible format, where appropriate with the aid of assistive technologies and interpretive 
and advocacy services;
• people who give the information have received sufficient training and guidance;
• a record is kept of the information given, including how, when, where and by who it was given, 
and an assessment made of how well the information was understood by the recipient; and
• a regular check is made that information has been properly given to each patient and understood 
by them.”

MHAS: 132
CoP: 2.24, 2.25 
& 2.44

All staff have to ensure MHA training is up to date.
Filing and admin process on ward updated and reviewed with qualified nursing team.

Training records complete.
Spot check audit to ensure compliance by clinical ward manager and 
modern matron  

30/09/20142: Consent to 
treatment

Liz Durrant - Head of 
Forensic Services

none completed Patient meeting agendas and minutes
Activity timetable
OT actions

COMPLETEDCommunity meetings only took place on a monthly basis. The meetings were run, and minutes, 
were taken by staff. The notes of the meetings and actions taken were not prominently displayed. 
We did not see evidence that proposed weekly meetings had not commenced at that the time of 
our visit.
We found evidence of patient involvement in care planning and the development of behaviour 
protection and management plans. This involvement was not reflected in the care plans on RiO. 
We were informed that ward staff were struggling to reconcile the requirements of the electronic 
case records system with enabling, and reflecting, involvement of the patient group in care 
planning.
Patients informed us that there was not enough to do at weekends.
Your action statement should address:
How the trust will enhance patient involvement in the day-to-day running of the ward and ensure 
compliance with the participation principle in the CoP.
How the trust will ensure there is evidence of compliance with the respect and participation 
principles of the CoP and paragraph 1.5 which states:
“Patients must be given the opportunity to be involved, as far as is practicable in the 
circumstances, in the planning, developing and reviewing of their own treatment and care to help 
ensure that it is delivered in a way that is as appropriate and effective for them as possible.”
How the trust will ensure patient involvement is reflected in the care plan documentation and that 
patient involvement is compatible with recording requirements.
How the trust will ensure compliance with the participation principle in the CoP and address 
concerns from patients about insufficient activities at weekends.

Chapter 1 1. Fortnightly community meetings are in place on the ward.
2. Service user involvement meetings are in place.
3. The recording of minutes from the patient meetings will be reviewed with patients through the community meetings.
4. All care plans have been reviewed with patients to ensure their views are appropriately captured and reflection in the care 
plan. 
5. Staff will record when the patient has declined to sign their care plan.
6. The activity programme for the weekend will be reviewed through the patient meetings and patients will be invitied to 
suggest activities they wish to be arranged at the weekends.  The Ward Manager will responsible for ensuring that these 
meetings take place.

1. Every two months all care plans will be reviewed as part of a quality 
audit. Any care plans which are not signed and do not represent the views 
of the clients will be brought to the attention of the ward manager.
2. Minutes of fortnightly patient meetings will be available and the format 
reviewed with patients
3. Weekend activities will remain a standing agenda item on the patients 
meeting to ensure patients have the opportunity to feedback on changes 
made. 

1. 01/03/2015
2. 05/01/2015
3. 05/01/2015

Action Plan for: 
Progress last updated: 21/08/16 - 
TM

Produced by: 
Tracey McKenzie - Head of Compliance

18/07/2014 32184 OPMH Beechwood Ward, 
Parklands

1. 11/08/2014

2. 11/09/2014

Sue Kewell, Head of 
Safeguarding Adults

1: Consent to 
treatment

That an application for urgent authorisation for DoLS had been made but an assessment had not 
yet been undertaken by the local authority assessor. We were informed that the assessor had 
stated that the urgent authorisation should remain in place despite the expiry of the seven day 
timescale until they were in a position to carry out the assessment but we were unable to verify 
this statement.

Nor were we able to follow the decision-making process for making this application.

not recorded Strategically we have taken robust action around embedding DoLS and the changes introducing the new acid test post the 19 
March Supreme Court judgement. 
• It is noted the ward confirm they completed the right assessments and documentation and this is being checked by the 
professional lead
• MCA/DOLS training and development for staff of the process and documentation which was already in place has been 
reviewed and is being rolled out across the Trust including Daedalus ward (date to be arranged)
• We keep in regular contact with DoLS administrators in Hampshire County Council (HCC) local authority as they made it 
clear from 19 March they would have a back log due to the resources needed to conduct all the assessments for DoLS 
applications following the Supreme Court judgement. This delay is now down to 2 weeks we are informed.
• We have agreement that all wards will receive an email from HCC notifying the ward of any delay in carrying out 
assessment following an application for a Standard Authorisation (the ward confirm this is on file).
• New guidance has been developed and is to be distributed to ensure that staff are reviewing the levels of 
restrication/deprivation especially where the local authority has not been able to conduct a timely assessment.
• MCA and DoLS Resources has been distributed to all areas and available on the staff intranet to ensure the proper 
documentation is completed.
• Trust Executive leadership for MCA/DOLS in place 
• DoLS Strategic action plan already developed and approved by Trust Board
• A new DoLS tracker has been developed and is to be collated centrally by the Safeguarding Adults team to enable 
monitoring of DoLS applications on a daily basis
• All teams will be asked to copy all DoLS documentation to a central Safeguarding Adult email address to enable the 
Safeguarding Adults team to monitor the quality of DoLS applications

1. MCA/DOLS audit being conducted in August 2014

2. Audit of the DoLS applications and RIO records for evidence of proper 
documentation of the decision making processes

16/07/2014 31579



2: Consent to 
treatment

That in one case a section 62 urgent authorisation, which appeared to meet the criteria for its use, 
had been used because the three month rule had passed.  We were informed this was an 
oversight.

MHAS: 58
CoP: 24.12

To ensure legal status is highlighted and closely monitored by Nursing and medical staff in collaboration with the Mental 
Health Act administrator

1. To action information received on spreadshee from MHA Administrator
2. To discuss all relevant upcoming changes in Mental Health Act status in 
weekly ward round

11/12/2014 Cathy Roberts, Ward 
Manager

In addition to the actions identified re the use of s.62, the Trust is also (re)developing its 
MHA ‘dashboard’ and is currently agreeing the MHA KPIs that will be reported back to 
the Trust’s MHA Committee and the Executive.  The use of s.62 is currently one of the 
proposed KPIs and it is envisaged that a working dashboard will be available from the 
end of January 2015: Siven Rungien, MHA Manager

2: Purpose, Respect, 
Participation, Least 
Restriction

The care plans did not evidence the patients’ voice. The care plans were task focused and based on 
staff interactions with patients. There was no evidence of proactively asking the patients for their 
input into the care plans. We did not find evidence of discharge planning from the clinical records. 
There was no evidence of patients being given a copy of their care plans though they did receive a 
letter after the multi-disciplinary meeting which informed patients what actions would be taken 
following the meeting.

Chapter 1 Through a process of supervision, involvement of the patients in construction of the care plans will be reviewed. We will 
work with the staff to explain how they can proactively involve the patients in writing of the care plans and capturing the 
views of the patients within the care plans.  

1. Discussion with staff will be recorded within the Supervision records for 
individual staff members
2. An audit of care plans will be undertaken to ensure that the change is 
embedded in practice.  Audit results will be reviewed at the PICU 
Leadership Group and minuted.

1. Jan 2015
2. End Feb 2015

1. Hamtun Ward 
Manager
2. Acute Care Pathway 
Manager

none These actions have not been on the Area CQC Action 
tracker. The temas have not been asked for upddates 
until not. Some of these actions will need to be 
implemented

2: Purpose, Respect, 
Participation, Least 
Restriction

There was evidence of blanket rules being applied on the ward particularly in relation to the rules 
in the kitchen and access to hot drinks.

There was no evidence of therapeutic or diversional activity being undertaken with patients during 
our visit.

MHAS: 58
CoP: Chapter  1

1. The blanket rules around accessing drinks have ceased (including access to caffinated drinks in the evenings). The patients 
can request any hot drink at any time during the 24 hour period. Where this is not clinincally appropriate for a particular 
patient, based on their clinical presentation, this will be assessed on the individual basis and care plan within RiO.
2. The ward activity programme is being reviewed to provide a wide range of both structured and  unstructured activities to 
be delivered during each shift, including evenings and weekends.

1.1 The sign in the kitched advising non-availability of caffeinated drinks in 
the evening has been removed with immediate effect.
1.2 An allocated member of staff is now identified on the Shift Planner and 
responsible for drinks and meals during each shift.  To be checked during 
the spot checks of the ward.
1.3 The staff will review the care plans during the Supervision to ensure 
that any individual's restrictions are appropriate and recorded within the 
Care Plan section of RiO.
2.1 Feedback on the activity programme to be sought during the ward 
community meetings, discussed at the PICU Leadership group and fed back 
to the patients via 'You Said, We Did' board.

1.3 January 2015 
2.1 January 2015 

1.3 Ward Manager
2.1 Ward Manager

none These actions have not been on the Area CQC Action 
tracker. The temas have not been asked for upddates 
until not. Some of these actions will need to be 
implemented

1.1 Complete
1.2 Complete

2: Leave of absence Section 17 leave forms were in date, and signed. The forms did not evidence that patients or other 
interested parties had received a copy of the form. There was inconsistency in the recording of risk 
assessments before section 17 leave was undertaken.

MHAS: 17
CoP: 21

1. 1. Staff to record the risk assessment of the patient’s suitability to commence section 17 leave on RiO, prior to completing 
the Section 17 Leave Log form at the point of patient leaving the ward
1.2 2. Section 17 Leave Log form to indicate that a copy has been offered to the patient and/or carer or other party, where 
appropriate.     

1. And 2. The revised process is to be communicated with the staff in the 
Team meeting and minutes circulated to all. 
2. And 2. Rio and Section 17 Leave Log will be reviewed as part of Quality 
Assurance Tool, until the process in embedded in practice. Results to the 
shared at the PICU Leadership group.

December 2014
January 2015 

1. Ward Manager
2. Acute Care Pathway 
Manager

none These actions have not been on the Area CQC Action 
tracker. The temas have not been asked for upddates 
until not. Some of these actions will need to be 
implemented

2: Consent to 
treatment

During our previous visits to the ward in March 2012 and October 2013 concerns were raised 
regarding consent or refusal of medical treatment or admission and the capacity of the patient to 
make the decision. The RiO notes we reviewed during this visit evidenced that capacity was 
decided in the multi-disciplinary team meeting and if patients did not attend the meeting it was 
recorded that capacity could not be assessed.

Chapter 23 1. 1. Where any patient chooses not to attend the medical review, the Doctor will still assess and document the patient’s 
capacity and consent to medical treatment

1. 1. Patient’s capacity and consent to medical treatment will be assessed 
and recorded within RiO. This reviewed by the MDT on a weekly basis. 

Dec-14 Acute Care Pathway 
Manager

none These actions have not been on the Area CQC Action 
tracker. The temas have not been asked for upddates 
until not. Some of these actions will need to be 
implemented

2: Control and 
Security

The seclusion records were scrutinised for three patients and compared with the RiO notes. We 
found inconsistencies between the two sets of records. 

The RiO notes were for short periods of times about an hour long on average. One seclusion 
session was used for de-escalation. The seclusion notes did not evidence when the doctor was 
contacted and when they arrived but the forms were signed by the doctor. For one patient, the RiO 
notes recorded that restraint had been used but gave no detail provided of the restraint. The 
seclusion notes for this incident did not indicate that restraint had been used. One record 
evidenced that restraint was used on another occasion for five minutes but did not include other 
details. Within one set of notes examined we found that the section 136 suite had been used for 
seclusion.

Chapter 15 1. Nurse in Charge to document within the seclusion paperwork the time and specifics of any interventions and/or requests 
for any other Professional’s involvement.
2. Charge Nurses will be responsible for monitoring and review of all documentation during episodes of seclusion to be in line 
with the Seclusion Policy, as well as undertaking the patient debrief to monitor patient experience. 
3. Other professionals to record in full, at the time, the details of their intervention in relation to the service user in seclusion

1. Responsibilities of the Nurse In Charge regarding to the seclusion 
paperwork to be clarified within the Team meeting and documented within 
the minutes.
2. Responsibilities of the Charge Nurses to be confirmed in the Band 6 
meeting and documented within the minutes.
3. Charge Nurse review of the paperwork following the termination of 
seclusion and action any issues relating to the seclusion paperwork directly 
with the individual. The themes of the seclusion paperwork review to be 
discussed at the PICU Leadership Group until the process in embedded in 
practice.

1. December 2014
2. December 2014
3.January 2015

1.Ward Manager
2.Acute Care Pathway 
Manager
3.Acute Care Pathway 
Manager

none These actions have not been on the Area CQC Action 
tracker. The temas have not been asked for upddates 
until not. Some of these actions will need to be 
implemented

2: Purpose, Respect, 
Participation, Least 
Restriction

Care plans did not reflect patient involvement and were not all recently updated, despite changes 
in patient presentation

1.5 • A Band 5-6 meeting has been held to address the care planning and joint working with patients on their care plans. 
• A discussion has been held with the Nurse who had not kept care plans up to date:  further supervision will be provided to 
help support them in their role.
• Care plans to be discussed on a regular basis with our patients during 1-2-1 with their primary nurse or other nursing staff 
should the need arise. 

At the Band 5-6 meeting (with minutes taken and disseminated), it was 
agreed:
• Weekly audit to take place at regular intervals to ensure that care plans 
are accurate and of a good standard.  
• Care plans will be made with the patient and for the patient to aid their 
recovery. 
• All band 5 and 6 nurses have been informed of the standards that need to 
be met.

26/01/2015 Jenny Walsh When looking through the care plans following the inspection a member of staff was 
identified and further support and supervision has been given.

We have an admissions audit which I have attached 
which is carried out at regular intervals.
Our supervision has a random case notes audit 
included on it to enable notes, risk assessment and 
care plans to be checked for suitability and quality. 

COPY OF AUDITS AND SUPERVISION TEMPLATE 
SUBMITTED

COMPLETED

2: Purpose, Respect, 
Participation, Least 
Restriction

A lack of OT had been identified as an impediment to the best care possible, but the resource had 
not yet been allocated to fund this.

1.5 2014/15 New money was been made available by NHS England to the Mother and Baby Unit’s budget for a number of posts 
including an OT post but was nonrecurring and we were unable to recruit to a temporary post. We will use 2015/16 money 
to recruit an O.T. into a substantive post if we are awarded a similar amount.

OT to be employed for the MBU 01/05/2015 Jenny Walsh none The mother and baby unit has got a full time OT 
employed now which has helped meet the needs of 
the patients regarding activities and leave.

IN POST COMPLETED

2: Control and 
Security

A newly admitted patient had used attempted hanging as a mode of self-harm prior to admission. 
This was noted in her risk assessment but was not addressed specifically in her care plan.

15.3 1. Band 5-6 meeting held to address the care planning from admission ensuring all risks known are care planned as well as 
documented in the risk assessment.
2. Risk care plan to be added to the admission pathway.

The Band 5-6 meeting (with minutes taken and disseminated) agreed:
• Audit to take place at regular intervals to ensure that care plans are 
accurate and of a good standard. Care plans will reflect current risks and 
previously known risks. 

26/01/2015 Jenny Walsh Regarding the CQC finding on this matter, we accept that the risk was yet to be recorded 
on the patient’s care plan; however, in the short time that the patient had been on the 
ward, staff were aware of the risk as it had been recorded in both the risk assessment 
and the nursing handover sheet.  

We have an admissions audit which I have attached 
which is carried out at regular intervals.
Our supervision has a random case notes audit 
included on it to enable notes, risk assessment and 
care plans to be checked for suitability and quality. 

COPY OF AUDITS AND SUPERVISION TEMPLATE 
SUBMITTED

COMPLETED

2: Purpose, Respect, 
Participation, Least 
Restriction

There was limited therapeutic activity on the ward and, on the day of our visit, concerns about 
staffing were impeding on patient care both in terms of staff availability to engage and in terms of 
the amount of time we observed that the qualified staff spent trying to arrange for qualified cover 
for the afternoon.

1.6 Therapeutic activity: 
• Ensure there is an on ward activities timetable available for all patients and an off ward activities timetable. 
• Ensure there are allocated members of staff (band 3) that hold a lead role in ensuring that activities occur within the star 
wards framework.
• Patients to book leave at the community meeting on a Monday morning which is placed in ward diary so staffing can be 
planned.  This encourages engagement and personal responsibility and recovery regarding their daily activities.
• Patients not attending meeting to book leave at least 24hrs in advance
Staffing: 
• Programme of recruitment to fill staff vacancies. Staffing levels are reviewed weekly including reviews of sickness and 
vacancies as well as the progress of recruitment 
• Employ a workforce business manager to support recruitment process who will explore strategies that may attract staff to 
RWH e.g. travel scheme, financial incentive and will attend national university nursing careers fairs

1. Full complement of staff.
2. Employed workspace business manager.
3. Review the band 3 staff roles through supervision. Appraisal and 
feedback from patients via the patient reference group.
4. Availability of timetable shoing activities that patients can engage with.  
Measure attendance rates and review patient feedback.

Review 31/03/15 Paul Gallagher, Modern 
Matron

none

2: Purpose, Respect, 
Participation, Least 
Restriction

Ward staff did not facilitate patients’ rights to meet with us in private, despite being requested to 
do so. When we discussed our role and patient rights under the CoP the ward staff did not 
demonstrate an awareness of these rights. We observed a lack of senior support for the ward team 
on the day of our visit, and a lack of awareness of our role, and our concerns, from the staff who 
were available to assist us.

2.21 1. Deliver teaching sessions about CoP and what is expected.
2. Have information readily available for patients about the role of the Commission and of their right to meet visitors 
appointed by the Commission in private.
3. CQC is a compulsory topic to be discussed at every staff meeting.
4. Take the topic to patient's weekly community meetings.x
5. Put posters up informing patients of their rights.

1. Teaching and information will be delivered through staff and team 
supervision and monitored through supervision notes
2. Patients will have have access to information in a format that they 
understand and posters on the ward explaining updates to the CoP
3. Review this with patient reference group monthly and recorded in 
minutes

Mar-15 Clare Mounce none

2: Purpose, Respect, 
Participation, Least 
Restriction

Patients were concerned about forthcoming blanket restrictions on smoking and a recent ban on 
takeaway food. They were aware of the rationales for this but those we spoke to were not aware 
of how and where to negotiate how such bans were being put in place.

1.5 • Weekly ward based community meetings 
• Unit wide, monthly patient reference groups 
• Weekly smoking cessation meetings 
• Progress reviews 
• Weekly 1:1 with primary nurse
• On-site advocacy service
• Canteen menu to include ‘takeout’ nights

Patient reference group held monthly and minutes available.
Open patient forum held every 2-3 months.  These meetings were 
increased prior to the smoking ban.
Posters on ward and communal areas advertising advocay.

Ongoing

Review 31.03.2015

Clinical Ward Managers 
and Nicola Bennett

none

1: Consent to 
Treatment

Written information about IMHAs was not available in an accessible format for the patient group. 20.12 1. An accessible ‘easy read’ document will be created and displayed on the ward.
2. A small service user led group will meet to identify how we can improve communication around IMHA information- 
actions will be agreed and implemented following direct feedback from service users, staff and carers (where appropriate).
3. Liaison with the IMHA service will be completed to explore how information and accessibility can be improved

The document will be available on the ward for patients who require the 
information in an accessible format.
Feedback from service users and the IMHA service will be collated and 
inform developments in practice- where appropriate and action plan will be 
developed following feedback. Wider learning will be shared across the 
division.

31/05/2015 Liz Durrant none Completed
A consultation process was held with the two patients 
able to engage.
The accessible information has been forwarded to the 
IMHA service. We will continue to work with the 
service to support them to improve their accessible 
information

copy of poster COMPLETED

1: Consent to 
Treatment

The unit is an exemplar in terms of how restrictive intervention use is undertaken and scrutinised. 1.6 1. The MDT will share good practice and achievements with the Mental Health, Learning Disability and Social Care division 
through:
• Presenting at Divisional Conferences and forums
• Presenting at the ‘Safer’ forum (forum to look at reducing restrictive practice)
• Contributing to revised Trust policy regarding reducing restrictive practice
• Sharing the model for Psychological input to the ward with the wider Division and exploring the practical application of the 
model in other areas

This action will be on-going, but the MDT will have attended these 
meetings.

10/07/2015 Liz Durrant none Completed.
Simon Tarrant has met with the author of the 
‘reducing restrictive practice’ to contribute to the 
policy.
Booked to attend Divisional conference later in the 
year

To present to other parts of the Trust on 8th and 10th 
July 2015.

COMPLETED

1: Consent to 
Treatment

Records did not reflect attempts to discuss Section 132 rights with a newly admitted patient. 2.44 1. Staff will be reminded, through supervision of the need to attempt 132 rights and record any attempts where the patient 
was unable to receive their rights.
2. The date of the last attempted rights and the date people’s rights are next due will be displayed in the ward for all staff to 
check. 
3. Staff who do not meet this requirement will be actively supported in improving their practice

The MHA administrators will complete an incident form if people’s rights 
have not been attempted in line with policy. This will be managed locally 
and reported via the MHA Committee. 

31/05/2015 Liz Durrant none Complete
- The MHA Administrators have a standard paragraph 
to use for drafting s132 incident reports
- Further training on incident reporting was provided 
to the administrators at their away day on 22.04.2015
White board checked on 24.04.15 and all information 
found to be in place.
132 rights are on the nursing KPI that is completed 
each month.
The PSR being drafted for the ward will include 132 
Rights

COMPLETED

2: Leave of absence The use of section 17 leave and section 19 transfer of one patient to the local General Hospital 
appeared to be muddled and it was difficult to track. This could have resulted in a lack of clarity 
regarding clinical responsibility and confusion around their MHA status. 

MHAS: 17 & 19
CoP: Chapters 
21 & 30

1. To refer report and actions required to Clinical Service Director to highlight with Consultant team the process for 
transferring client care to an alternative service provider in compliance with the act and Trust policies.  This process includes 
the notification of the local MHA administration team of scheduled transfers.
2. Local MHA administration team to monitor the transfer to ensure the correct internal procedures are followed and legal 
paperwork is in place.

Minutes of team meetings.
Audit review of section forms - April 2015

30/04/2015 Dr Tracey Eddy, CSD
Leanne Atkinson, MHA 
Administrator

none

2: Leave of absence That the form used to authorise section 17 leave appeared to be generic and not specific to 
individual patients. The parameters of leave and any conditions were not defined in any of the 
section 17 leave forms scrutinised. 

MHAS: 17
CoP: 21

1. To refer CQC report to MHA Corporate Management Team to review Section 17 leave format – a discussion will be tabled 
at the next MHA committee to identify how we can strengthen the personalisation elements.
2. To review CQC report and PAS actions to ensure Section 17 leave requirements are clear and specific to individual patient 
needs.  This will be reviewed at the following meetings: Clinical Service Director Consultant Meeting, Western Community 
Hospital Senior Site Meeting, OPMH Ward Managers’ Operational Meeting, and Berrywood Clinical Team Meeting.

• Ward Team Meeting minutes - 16/03/15
• Audit review of section 17 forms – by end of April 2015.
• Minutes of Senior Site Meeting – scheduled for 02/04/15.
• Minutes of Ward Managers’ Operational Meeting - 19/03/15.

30/04/2015 Dr Tracey Eddy, CSD
Sharon Craffock, 
Modern Matron

Note; a standardised section17 leave form is used for all detained patients to cover 
emergency situations as per previous recommendations of CQC inspector. Each patient 
then has personalised section 17 forms as required.

2: Admission to the 
ward

That section 132 rights were given to patients on admission and repeated if not understood. We 
did not see evidence that rights information was repeated regularly after the initial period. 

MHAS: 132
CoP: 2.24-26

1. To meet with clinical team and reiterate the process for ensuring patients’ 132 rights are given in accordance with the 
Code of Practice.
2. Ensure staff are up-to-date with Mental Health Act training programme – Receipt & Scrutiny and Refresher sessions.
3. To continue to remind and monitor via the unit weekly MHA Status Spreadsheet which is taken to ward rounds. This 
document lists the ‘due dates’ for patients’ section 132 information in accordance with the Code of Practice.  Any breaches 
will be reported via the incident report system as per recent MHA Corporate Team guidance.
4. For MDT to review the patient in ward round to ensure 132 rights are given in accordance with the Code of Practice.

• Improved compliance via Audit.  Shortfalls in practice will be actioned 
with individuals via clinical supervision, LEAD and performance 
management as required
• Weekly MHA Status Spreadsheet – breaches will be highlighted
• Minutes of Staff Meeting - 16/03/15
• Incident reporting system for all breaches.

30/04/2015 Karen Bagg, Ward 
Manager

none

2: Purpose, Respect, 
Participation, Least 
Restriction

That community meetings were no longer being held regularly. 1 1. The Ward Manager will ensure weekly Thursday “Have a say about your stay” meetings take place and are advertised to 
service users on ward notice boards.
2. The CQC monitoring report will be discussed with the ward team to ensure awareness and actions required for 
compliance.

• Ward Team Meeting minutes
• “Have a say about your stay” Meeting minutes
• Ward Manager weekly checklist.

19/03/2015 Karen Bagg, Ward 
Manager

The patients and staff had requested to the Ward Manager to try this on a weekend 
however this has proved less succesful and the Thursday meetings have been reinstated. 
It is expected that senior staff members facilitate the meetings.

Patient B Was concerned that her eye needed stiches and was worried that she would no long qualify for 
treatment for her eye on the NHS.

n/a n/a n/a n/a n/a Reviewed, no clinical concerns.

Patient D Was unhappy that she had sat in her room all morning waiting to be called for ward round only to 
be told that they had "run out of time". It was noted that the ward round discussion went ahead in 
her absence. The staff nurse informed us that ward round ran into "protected lunch time" and the 
patient had to have her lunch. We were informed that the patient had been told this, but it was not 
her understanding.

n/a n/a n/a n/a n/a Team reminded that they should ensure patients’ attendance at the ward round if the 
patient has requested this.

Patient E Wanted eye drops which had been refused by the ward doctor. n/a n/a n/a n/a n/a Reviewed, no clinical concerns.

2: Purpose, Respect, 
Participation, Least 
Restriction

Patient feedback about the quality of the IMHA service was not entirely positive. There was no 
evidence that the quality of IMHA provision was monitored or patient feedback gathered in this 
regard. The IMHA service was reactive rather than proactive on the ward, in that advocates came 
by appointment only. 

20.12 • Clinical ward manager and modern matron to liaise with the service user rep and gather any feedback on the IMHA service 
and feedback directly to the IMHA service if any concerns have been raised.
• IMHA posters to be displayed on ward areas
• Primary nurses to discuss the IMHA service in 1 to 1’s 
• MDT to discuss in progress reviews and CPA’s
• Staff meetings to discuss IMHA service and capture issues relating to the quality of the service for feedback to the IMHA 
service
• Clinical ward manager to identify any training needs for staff re: IMHA services
• Clinical ward manager and modern matron to speak directly with IMHA service to enquire if a committed day could be 
given to Southfield.
• The Division to work with HCC to ascertain how quality review and standards for the service can be measured

• Clinical ward manager and modern matron to have spoken to service user 
rep and gathered feedback about IMHA services
• Posters will be displayed on ward areas
• RIO will confirm IMHA has been discussed in 1 to 1;s with primary nurses
• RIO will confirm IMHA has been discussed in CPA’s and progress reviews
• Clinical ward manager to have training sessions booked covering IMHA 
topic
• Clinical manager and modern matron will have spoken to IMHA services 
and provide written feedback to the Division
• The Division will have notes of a meeting with the IMHA service and HCC 
to discuss quality standards

30/06/2015 Nicky Bennett none

2: Purpose, Respect, 
Participation, Least 
Restriction

Patients voiced dissatisfaction not only with some of the rules of the unit but how the rationale for 
those rules was articulated, particularly in relation to the differentiation between this low secure 
setting and their previous experiences in high and medium secure. They said that they did not have 
sufficient means of voicing their views in a way that elicited a response.

1.2 • Service user forum every 3 months to capture feedback from Service Users
• Service user rep attends the unit management meeting and the minutes are shared with the service user rep who then 
takes back to the ward community meetings.
• There are community meetings on each ward every 2 weeks chaired by the service user rep
• Community meetings attended by either the ward manager or modern matron, to allow discussion about any potential 
changes around policies and procedures.
• The service user rep will make policies and procedures a standard of the agenda to discuss at community meetings
• The unit will have a clear understanding and protocol of how it promotes least restrictive practice in line with Section 7.8 of 
SHFT’s Restrictive Practice Policy which explicitly states that:
“All Mental Health and Learning Disability inpatient units need to have a local policy position, annual plans and supporting 
protocols that aim to minimise the use of restrictive interventions”.

• The 3 monthly forums will be happening
• Minutes from meetings shared with all service users
• Clinical ward manager and modern matron will be attending the 
community meeting with relevant information
• Service user rep will have made policies and procedures a standard item 
on his agenda for community meetings.
• A local protocol will be in place with clear statements relating to 
restrictive practices

30/07/2015 Nicky Bennett none

2: Consent to 
treatment

Whilst it is not our role to review treatment decisions or undertake capacity assessments, we were 
concerned by the choice to treat one patient as having capacity to consent, as of a T2 record of 
August 2014, where that treatment was for several high dose and therefore high risk medications, 
and where the patient did not appear able to engage in a conversation with us about ‘the purpose, 
nature, likely effects and risks of that treatment, including the likelihood of its success and any 
alternatives to it.’(Code of Practice, 23.31) We accept that the patient was well known to the 
service and that capacity may fluctuate.

23.3 The following system will be put in place to scrutinise capacity decisions where a Second Opinion is not requested: 
• The RCs will document their contemporaneous capacity assessment of the patient using the relevant Trust non-statutory 
assessment forms: copies of these forms will be attached to the relevant T2 certificate, included in both the Master Legal File 
and copy legal files, and a corresponding entry made in RiO. 
• For patients that do have capacity to consent the RC will complete the relevant T2 certificate as required.
• Capacity decisions where a Second Opinion is not requested will be referred to MDTs and Ward Rounds to ensure a 
structured discussion and recording of this will be undertaken.

• Copies of assessments will be attached to T2 certificates, stored in the 
master legal files and copy legal files, and a corresponding entry made on 
RiO.
• T2 certificates will be issued.
• Discussion at MDT/WR will be documented on RiO.

31/05/2015 Simon Hill, Consultant 
Psychiatrist

The Trust Clinical Directors and Clinical Service Directors will be sent an e-mail outlining 
the actions above for sharing with the Trust in-patient consultants.

2: Admission to the 
ward

That although we had been informed that section 132 rights were given on detention, repeated if 
not understood, and then repeated at three monthly intervals, we did not see evidence of this 
occurring in the records scrutinised.

MHAS: 132
CoP: 30.2, 2.24 
& 2.25

That although we had been informed that section 132 rights were given on detention, repeated if not understood, and then 
repeated at three monthly intervals, we did not see evidence of this occurring in the records scrutinised.

1. Named nurses will ensure that each service user has a separate care plan that relates to their Mental Health Act status and 
incorporates their section 132 rights as they evolve during their admission.
2. A system will be in place to ensure week day daily updates from the MHA administrator advising when section 132 rights 
are due is provided to the Nurse in Charge who will ensure they are given to said patients.
3. To share learning and best practice relating to improvements on providing Section 132 rights across the service via the 
MHA team
4. To table a discussion on the agenda of the MHA committee to discuss how we may improve across all our services that 
provision of S132 right to patient.

The ward manager supported by an experienced senior staff nurse on a 
fortnightly basis will carry out a review of notes, including the giving of 
Section 132 rights, to ensure that the relevant MHA status, care plan 
distribution and information giving process standards are being adhered to. 
If standards are not met improvements will be implemented that are 
agreed following discussion between the nursing team and the service user. 
A review checklist will be provided on request.

01/06/2015 Helen Moss, Ward 
Manager

none Update 28/6/16 – Nursing staff using a template for 
admission process that will assist in highlighting  when 
132’s are completed and if not why not. The 
admission checklist has also been improved and made 
clearer with direction regarding completing 132’s. 

Copy of checklist submitted COMPLETED

2: Purpose, Respect, 
Participation, Least 
Restriction

That there was only one bathroom for 17 ladies and that, should a female patient wish to have a 
shower, it was necessary for nursing staff to escort her to the male corridor.
In addition the ladies’ lounge is being used as a TV room.

1 That there was only one bathroom for 17 ladies and that, should a female patient wish to have a shower, it was necessary for 
nursing staff to escort her to the male corridor.
1. A capital bid has been submitted to provide appropriate female Shower room facilities.
2. The date this work will be scheduled is under review by the Estates team but it will be completed by the end of March 
2016.
In addition the ladies’ lounge is being used as a TV room.
1. The glazing to the female lounge was completed the day after the inspection.
2. A new television has been delivered and is awaiting fitting, until then the Art room television is available and the room is 
temporarily being used as a female only TV room.

1. The capital works will have been completed and the shower room to be 
fully operational for use by female patients.  Female patients that wish to 
use the shower will continue to be escorted.
2. The female lounge will be back in use by female patients. .
3. The television is now available but we are awaiting wall mountings to be 
fitted.

1. 31/03/2016
2. 01/05/2015  
3. 01/05/2015

Helen Moss, Ward 
Manager
Nick Sargeant, ACP 
Manager

none Update 28.6.16 
- 1 - There are now 2 shower rooms and a bathroom 
and a separate toilet in addition to 1 bedroom with 
ensuite shower and toilet. These are now available to 
the 15 female rooms (16 is swing room allocated to a 
female) and there is no need for them to pass any 
male rooms to access these facilities. 
- 2 – Female lounge available for females only and 
there is a TV which is now wall mounted. 
- 3 – Separate to that there is a wall mounted TV in 
the art room available to use for males and females. 

COMPLETED

Patient G Patient told up that she had had a Tribunal during previous sections but would like one in this 
period.

n/a n/a n/a n/a n/a Hawthorns Response: The patient did apply for a tribunal but she was discharged from 
section before the tribunal took place.

04/03/2015 33663 LD Ridgeway Centre 2: Purpose, Respect, 
Participation, Least 
Restriction

It was possible to see into patients' bedrooms from the courtyard. Guiding 
Principles

Film will be added to patients’ bedrooms to ensure privacy and dignity is maintained. This will still enable light into patient’s 
bedrooms to promote a therapeutic environment, whilst protecting people’s privacy and dignity. Patients will still be able to 
see out of the window.

Film will have been added to all affected patient bedrooms and the work 
will have been approved by the Clinical Services Manager.

30/06/2015 Liz Durrant, Head of 
Service

none evidenced in 2016 inspection report COMPLETED

2: Purpose, Respect, 
Participation, Least 
Restriction

That there was still some inconsistency in the quality of patient care plans. Care plans were still on 
the whole generic and not personalised; that there was limited evidence of patient involvement in 
the development of care plans; that there was no evidence of discharge planning and there was no 
evidence of patient views regarding their treatment. 
We are aware that staff on Elmleigh,female ward recognise the current care plans do not 
incorporate patient views and goals and that they are about to change the way they undertake 
care planning, which should address the concerns raised above.

1 & 24 1. PROMS Care Plans have been introduced for each patient. At the point of admission, and regularly throughout the patients 
stay in hospital, a Patient Reported Outcome Measure (PROM) is completed with the individual, based on the Trust’s Hope, 
Agency and Opportunity themes. The results of the PROM formulate a care plan; see attached 1 – PROMS Care Plan.
2. MDT Management Plans have been implemented for every patient on the unit. These management plans are discussed 
and formulated at MDT, the patient’s view being added at the Patient Review. The plans are all individualised for each 
patient.

Ongoing, internal monitoring via the local Quality and Safety meeting.  The 
fortnightly meetings are attended by the acute care pathway managers, 
ward managers and ward teams: prior to these meetings an audit of the 
PROMS care plan will be undertaken and the discussion and actions 
evidenced the meeting minutes.

on-going Ben Lihou none Ongoing, internal monitoring via the local Quality and 
Safety meeting.  The fortnightly meetings are 
attended by the acute care pathway managers, ward 
managers and ward teams: prior to these meetings an 
audit of the PROMS care plan will be undertaken and 
the discussion and actions evidenced the meeting 
minutes.

Minutes submitted as evidence as well as example 
MDT records

COMPLETED

2: Leave of absence That not all patients whose files we looked at had evidence that their mental state was risk 
assessed and recorded before they went on section 17 leave.

MHSA: 17
CoP: Chapter 
27

Prior to leave, all patients have an assessment of their mental state and risk using the template developed by staff, see 
attached 2 ‘Leave Forms’.

Ongoing, internal monitoring via the local Quality and Safety meeting.  The 
fortnightly meetings are attended by the Acute Care Pathway Managers, 
Ward Managers and ward teams: prior to these meetings an audit of the 
Leave Forms will be undertaken and the discussion and actions evidenced 
the meeting minutes.

on-going Ben Lihou none All patients are having an assessment of their mental 
state and risk prior to leave, evidenced by RiO 
progress note entries.

Example RiO progress notes submitted COMPLETED

Patient B Patient B told us that there was not enough food provided on the ward and that she had lost 
weight as a consequence of this.

n/a n/a n/a n/a n/a This seems to be a single complaint: the ward has received no further complaints in 
discussion with patients.  The ward also offers weekly weight monitoring: any patient 
weight loss would be addressed at this point.

Patient B Patient B told us that she was unhappy that the main garden was never open. n/a n/a n/a n/a n/a Two of the Elmleigh gardens have lockable doors due to their low fences and the risk of 
absconding.  These are locked only when the locked door policy is ‘on’ i.e. there is a 
patient on the ward who presents such a risk.  In those circumstances, patients may 
access those gardens by asking staff (as per the locked door policy) or visiting the third 
Elmleigh garden which does not have a door.

Patient C Patient C told us that she had not been given her rights since she had been admitted to the ward. n/a n/a n/a n/a n/a This is being managed through our Band 4 'Care Navigators' and the new 'Monicare' 
system to monitor the delivery of Section 132 rights.

2: Consent to 
treatment

A patient was prescribed medication without the recommendations of two SOADs, although it had 
not been administered out with those recommendations. 

Chapter 25 The Ward Manager has discussed this issue with the Ward Consultant: medication was not above the SOAD 
recommendations as a plan was in place not to administer oral medication if intramuscular medication was administered so 
the dose would not exceed the recommendation. All medication is to be reviewed in each ward round and the doses of 
medication checked against the T4 form.

Evidence will be in the weekly ward round summary which is available in 
the patients electronic record (RIO) Implemented on 3.08.15.

31/07/2015 but 
weekly ongoing in 
each ward round

Katrina Cassey, Dr Clyde none

2: Purpose, Respect, 
Participation, Least 
Restriction

The ward remit had changed as it was accepting younger patients with functional not organic 
mental illness. The décor and the activities on the ward were not wholly reflective of this change, 
to the extent that some patients preferred to absent themselves from the ward environment.

Chapter 1 • The Occupational Therapist will review the Activity Programme available to patients. 
• The Ward Manager & Occupational Therapist will liaise with the patients on the ward to allow them to help redesign an 
activities programme which reflects their needs and wants but that also has a positive clinical outcome. 
• The Ward Manager and Modern Matron will review the ward décor and ensure it is suitable for the current client group 
whilst maintaining a safe and non-discriminatory environment. Further work may require Estates support to update décor.

1. The Occupational Therapist will document the discussions she has with 
patients about activities on the ward using the ‘Have a Say about Your Stay’ 
Meeting. These minutes are available on the ward notice board for all 
patients, staff & carers to view. .The activity programme will be developed 
to reflect the present client group and will be displayed on the notice 
board. The Modern Matron Assessment Tool will evidence that a review 
has taken place and will reflect any changes that are made to the ward 
décor or facilities.
2. Environmental changes will be made – with Estates support if required

1. 31/08/2015
2. 31/03/2016

Judy Wallas none

2: Tribunals & 
Hearings

Section 132 rights were not always being revisited regularly following attempted discussions in 
which the patient had not understood those rights.

Chapter 4 A clear documented communication will be sent to all registered nurses to ensure they work within CoP guidance;
All qualified staff will be reminded of their responsibilities of discussing with patients their Section 132 rights;
The Ward manager will ensure all qualified staff are in date with their Mental Health Act training and will liaise with the 
Mental Health Act Administrator to ensure support is in place for staff to ensure compliance.

The discussions with registered staff will be evidenced in the team meeting 
minutes.
Ward Sister Emily Minchell will check compliance with this on a weekly 
basis.
Case notes will be reviewed on an ongoing basis as part of regular audits to 
ensure 132 rights are provided within the prescribed intervals

14/08/2015 Katrina Cassey  none

2: Control and 
Security

Record keeping regarding seclusion was not to a good standard. It did not reflect professional 
record keeping standards. This observation has previously been made  at our last visit and at the 
comprehensive inspection visit in October 2014. There  was no evidence that the provider had 
undertaken all of the actions in the previous provider action statement.

Chapter 26 1. Make staff aware of requirements of the MHA Code of Practice 2015 and the SHFT Seclusion and Long Term Segregation 
Policy by discussing policy and requirements in ward supervision;
2. Obtain feedback from staff on how seclusion care pathway documents may be improved;
3. Undertake modifications of the seclusion care pathway documents if indicated and pilot this;
4. Ensure that seclusion care pathway documents are being completed in accordance with Trust policy by completing internal 
audit in Nov 2015 as part of the current MHA team audit programme;
5. Training in understanding requirements of revised Code of Practice for Bluebird House staff by Siven Rungien, Corporate 
MHA team.

Programme of weekly check of seclusion documentation, to start after 
revised documentation and training are in place.

1. 31/08/2015
2. 31/08/2015
3. 31/08/2015
4. 30/11/2015
5. 30/09/2015

Karen Dixon, Modern 
Matron and Dr Mayura 
Deshpande, CSD

none

2: Purpose, Respect, 
Participation, Least 
Restriction

There was evidently a restrictive interventions reduction programme in place in the trust, as 
evidenced by the restrictive interventions policy but staff were not aware of the trust expectations 
regarding reducing restrictive interventions as set out in recent policies.

Chapter 1 1. Bluebird House will develop a clear position statement consistent with Section 7.8 of the Trust’s Restrictive Intervention 
Policy which states that “All Mental Health and Learning Disability inpatient units need to have a local position, annual plans 
and supporting protocols that aim to minimise the use of restrictive interventions as well as ensuring that when they are 
used it is in a safe and ethically acceptable manner”
2. Ensure that patients’ care plans are reviewed following incidents or use of restrictive interventions consistent with section 
8 of the aforementioned policy.

1.Position statement in place and communicated with staff
2.Through internal audit in Oct 2015

1. 30/10/2015
2. 31/07/2015

Karen Dixon, Modern 
Matron and Dr Mayura 
Deshpande, CSD

Karen Dixon, Modern Matron and Dr Mayura Deshpande, CSD

2: Purpose, Respect, 
Participation, Least 
Restriction

At our last visit we raised concern regarding the lack of use of advance statements.
At this visit we found one example of an advance statement in the patient notes, from October 
2013.

Chapter 1 1. Review the use and application of Advance Statements across the unit
2. Develop a plan to roll out the use of advance statements as part of core assessment and care planning practice: a pilot is 
currently being undertaken on Stewart Ward regarding advance statements and the CPA – the findings from this will be 
rolled out across the other units of Bluebird House.

1.Through evidence of discussions with staff and patient meetings.
2.Through clear agreed processes in place to support the development of 
advance statements.

1. 30/09/2015
2. 31/12/2015

Karen Dixon, Modern 
Matron and Dr Mayura 
Deshpande, CSD

none

26/06/2015 34411 OPMH Stefano Olivieri 
Unit, Melbury 

Lodge

34550 Specialised Moss Ward, 
Bluebird

17/07/2015

26/02/2015 33662 AMH Hawthorns 2, 
Parklands

26/05/2015 34257 AMH Female Ward, 
Elmleigh

Specialised Oak Ward, 
Southfield 

13/01/2015 33455 Specialised Ashurst Ward, 
Ravenswood 

House

30/01/2015 33609 LD Willow Ward, Tom 
Rudd Unit

32887 AMH Hamtun Ward, 
Antelope House

09/10/2014

08/01/2015 33454 AMH Mother & Baby 
Unit, Melbury 

Lodge

09/02/2015 33661 OPMH Berrywood Ward, 
Western 

Community 
Hospital

25/02/2015 33803

3470105/08/2015 LD Ridgeway Centre Paul Munday, Clinical 
Service Manager in 
collaboration with 
named members of the 
MDT

noneThe support plans we reviewed were not all up to date, for example they did not reflect the 
patients’ current legal status. There was limited evidence of their being easy read or collaboratively 
written. 

Chapter 1 1. All Support Plans have now been updated to reflect patients’ current legal status.  A weekly assurance check set up to 
ensure that Support Plans are up to date with patients’ current legal status. The start date of the assurance checks is 11 
September 2015.  
2. A Support Plan Working Group (SPWG) will be convened to monitor the use of support plans and ensure they reflect 
current evidence-based practice. At the initial meeting Terms of Reference will be agreed.  The SPWG to monitor the 
implementation of the following actions:
a) The Support Plan [SP] Document, alongside a new Standard Operating Procedure [SOP]to be reviewed and issued for 
consultation to all relevant parties The SOP to detail how the Support Plans are reviewed and updated.  Final version of SP 
and SOP to be introduced by end of October 2015. 
b) A complete random-sample audit of Support Plans to be conducted and reported upon by close of February 2016 to 
assure the service that the new Standard Operating Procedure has been embedded as agreed. 

1. A weekly assurance check of support plans completed and fed back as a 
standing agenda item to the Locality Quality Governance Meeting [LQGM] 
on a monthly basis. First feedback will be on 1 October 2015.
2. SPWG will feed back via a weekly Outcome Monitoring Meeting which 
commences on 14 September 2015.
a. The SPWG and terms of reference agreed and meeting dates scheduled 
by the 14th September 2015. Revised and authorised Support Plan and 
Standard Operating Procedure implemented by 31 October 2015
b. A report on the random sampling of support plans by designated 
members of the senior management team will be available and show that 
the new standards are being progressively adopted and reported to the 

1. 01/10/2015
2a. 31/10/2015
2b. 28/02/2016
2c. 01/01/2016
2d. 02/11/2015

2: Purpose, Respect, 
Participation, Least 
Restriction

Dr Mayura Deshpande, 
CSD

nonePatients remembered having discussions with their doctor about their medication,
including some of the possible side effects. Records showed that a patient had reported such side 
effects in ward round but there was no evidence of their incidence being routinely monitored by 
ward staff. We also saw that a decision regarding the use of clozapine had taken place as part of a 
discussion with a patient during a seclusion review. We acknowledge that the Code of Practice 
does state
that:
26.133 Medical reviews provide the opportunity to evaluate and amend
seclusion care plans, as appropriate (see paragraph 26.147). They should be carried out in person 
and should include, where appropriate:
• a review of the patient’s physical and psychiatric health
• an assessment of adverse effects of medication
• a review of the observations required
• a reassessment of medication prescribed…’
We were concerned in these instances that an important decision about medication had been 
made whilst the patient was under duress (in seclusion) and that there was no evidence of a 
response to reporting of side effects of medication by another patient in ward round. Whilst the 
documentation reflected legally permissible practice regarding consent to treatment, these actions 
did not reflect the guiding principle of empowerment and involvement.

26.133 1. Responsible Clinicians to review their practice of obtaining consent from patients, of enhancing patient participation in 
planning care and treatment.
2. Responsible Clinicians and ward managers to encourage patients to access services of Independent Mental Health Act 
Advocates (IMHAs)
3. Review availability and use of written information and online resources regarding medication and their side-effects 
4. Clearly document all conversations with patients regarding care and treatment planning.

Through records of patient discussions on RiO and internal audit of clear 
improvements on all actions Sept 2015.

30/10/20152: Consent to 
treatment



2: Purpose, Respect, 
Participation, Least 
Restriction

Not all care plans reflected patient involvement. 1.7 • Ensure that weekly feedback on care and treatment completed by patients is consistently fed back into weekly MDT 
meeting and patients are given the opportunity to discuss their feedback as part of weekly clinical review.
• Band 6 nurses will regularly attend MDT meetings to provide senior nurse input into discussions and review care plans in 
place.

Evidence from MDT meeting documentation Jan-16 Ward Manager none Trinity actions have been closed by CQRM already and 
the trust should already have that information 

This form part of the 2016 Complaince action plan- 
see that action plan for evidence, including the 
Supervision form and monitoring of patient 
involvement

COMPLETED

2: Control and 
Security

A patient had recently self-harmed with a razor during one to one observations. Her risk 
assessment and care plan had not been modified at the time of our visit.

Chapter 26 As part of completion of managers’ actions on Ulysses incident reporting forms, senior nurses will check risk assessments 
have been updated to record the incident.

Evidence from incident form documentation Dec-15 Ward Manager none
Trinity actions have been closed by CQRM already and 
the trust should already have that information 

COMPLETED

04/09/2015 34799 OPMH Beaulieu Ward, 
Western 
Community Hosp

2: Consent to 
treatment

The administration of covert medication was not always reflected in patient care plans and 
instances of covert administration were not always recorded in patient records.

24 1. All staff aware of SHFT policy for administering medication, the use of covert medication and be up to date with the 
relevant training. 
2. All staff will dispense according to this policy.
3. All patients will have a capacity assessment to consent to treatment. This will be recorded in the electronic patient record.  
4. All patients will have a care plan to address medication use and the use of covert medication, recorded in the electronic 
patient record. 
5. Decisions regarding assessment for covert medication and/or its discontinuance will be recorded in the patient records 
and the ward round templates. These decisions will be discussed at the weekly Multi-Disciplinary Team (MDT) meetings. 
6. All patients to have a care plan covering the treatment under the Mental Health Act or Mental Capacity Act – where there 
are any doubts regarding adherence to good practice and legislation, advice will be sought from senior clinicians, the Trust 
consultant leads for the MHA and MCA, and the Trust’s legal department as appropriate.

1. Daily handovers reports.
2. Discussion at weekly staff meetings. 
3. Weekly ward managers’ check list tool. 
4. Evidence from training records that all staff are compliant with training.
5. Decisions about covert medication recorded on patient records and ward 
round templates. Minutes from weekly MDT meetings. 
6. Review of ward managers check list tools at monthly OPMH governance 
meetings.

1. 16/10/2015
2. 16/10/2015
3. 16/10/2015
4. 16/10/2015
5. 16/10/2015
6. 04/11/2015

Lyn Seymour, Ward 
Manager and Sharon 
Craddock, Modern 
Matron

none

2: Consent to 
treatment

That there was no evidence of the responsible clinician recording their assessment of the patients’ 
capacity to consent to treatment for mental disorder on three of the four files we looked at. 

MHAS: 58
CoP: 24

Written information about the requirements for capacity assessments as set out in the Code of Practice will be cascaded to 
all Clinical Directors/Clinical Service Directors for onward cascading to all doctors. This information will also be specifically 
discussed and added to the AC/S12 approval training organised by the Trust.

1) Email with written guidance sent to relevant staff.
2) Relevant material included on the AC/s.12 approval training. 
3) MHA Audit undertaken to verify that record of assessments are being 
completed.

1. 01/02/2016
2. 01/02/2016
3. 01/05/2016

Dr Sarah Constantine, 
Trust Medical Lead for 
MHA

none All patients have capacity statement recorded on their 
progress notes at the point of admission, and on their 
MDT care plan at least weekly.

PART FOR 2016 ACTION PLAN - REFER TO THAT FOR 
EVIDENCE

COMPLETED

2: Admission to the 
ward

That there was no AMHP report, either full or outline, on file for patient A. 14.93 1) The relevant AMHP lead will be contacted to raise this concern;
2) If required, a process will be agreed between the Trust and the relevant AMPH service to ensure that outstanding AMPH 
reports are provided.
3) MHA Audit completed to verify that AMHP are being obtained.

1) Email to AMHP raising issue (and reply received) – 19 January 15
2) Process set up for Trust MHA administrators outlining who to contact 
and the information to be provided in the event of delayed AMHP reports.
3) MHA audit completed.

1. 21/01/2016
2. 28/02/2016
3. 01/05/2016

Siven Rungien, MHA 
Manager

none Email discussion with Portsmouth AMHP lead 
confirming named person to be contacted if AMHP 
reports are missing.  MHA admin teams to contact 
named person if report unavailable.

COMPLETED

2: Admission to the 
ward

That on one of the medical recommendations for patient B the doctor had dated the form 2016 
instead of 2015.

MHAS: 3
CoP: 35

1) E-mail sent to Ward Manager and MHA Administration team re 
importance of accurate scrutiny;
2) Supervision with Trust MHA Administration team.

1. 28/01/2016
2. 03/02/2016

Siven Rungien, MHA 
Manager

As per its MHA delegations policy, the Trust hospital managers have formally delegated 
their receipt and scrutiny duties to the relevant officers.  A reminder has been sent to 
the nursing and MHA administration teams reminding them to be diligent when 
scrutinising forms. 

Visit with ward manager has taken place and 
supervision provided to team in February 2016.

MHA Administrators to start providing Receipt & 
Scrutiny training for ward staff from July 2016.

COMPLETED

Patient A Patient A told us that he had given an insurance claim form to staff to be signed and dated 
approximately three months ago that they had subsequently lost. He stated that staff were not 
willing to do anything about this.

n/a n/a n/a n/a n/a There is no record that this insurance claim form was submitted to staff, and no one has 
a recollection that the form was seen. Patient A has discussed this issue with both the 
Ward Manager and Acute Care Pathway Manager on a number of occasions and at 
length, however there remains no record and another copy of the form has not been 
submitted by the patient.

Patient A Patient A told us that he had been interfered with during the night on at least three occasions, and 
that this could have only have been by staff. He was very distressed by this and wanted it brought 
to the manager’s attention.

n/a n/a n/a n/a n/a The Ward Manager has acknowledged Patient A’s concerns, and has discussed it with 
Patient A; however there is no evidence that anything improper has occurred. Patient A 
has a paranoid element to his presentation, and it is felt that this complaint may relate 
to his mental state, as thoughts of this nature have diminished with ongoing treatment.

Patient A Patient A stated he wanted to have some section 17 leave to enable him to get a haircut. n/a n/a n/a n/a n/a Patient A's leave has been facilitated for him to have a haircut.

Patient C Patient C wants to know why it had taken over three days of asking before staff helped him clear 
up vomit in his bedroom.

n/a n/a n/a n/a n/a Bedrooms are cleaned daily by domestic staff; there is no record of vomit being left in 
his room.

Patient C Patient C wants to know why after two months of asking he has still not been referred to a 
specialist eye doctor and to a dermatologist.

n/a n/a n/a n/a n/a Patient’s physical health is closely monitored by nursing and medical staff; any urgent 
referrals to specialities will be made whilst the patient is in hospital. Patient C has since 
been discharged.

Patient C Patient C stated that he is a vegetarian and there is often a problem with him getting food as often 
by the time he gets to the counter the vegetarian option has all gone.

n/a n/a n/a n/a n/a Discussed in ward Business Meetings to ensure that staff are keeping meal options for 
patients with dietary needs back for them. This complaint has not been repeated. Also, 
the food service is being replaced to allow for more choice and better access to meals 
for patients with special dietary requirements. Patient C has now been discharged from 
hospital.

Patient C Patient C told us that he wanted a key to his bedroom so that he could lock it. n/a n/a n/a n/a n/a All bedrooms at Elmleigh have a key-card access system.  Patient C was given a key-
caard to his room, although he has since been discharged from hospital.

Patient D Patient D wanted to raise that lunch was oftern 15-20 minutes late and that he thought having 
dinner at 5pm was too early.

n/a n/a n/a n/a n/a The current provision is a hot-line service from Ravenswood House; therefore meals can 
be delayed by traffic. This system is being replaced, food will be delivered frozen to 
Elmleigh, and regenerated on-site, allowing more choice and reliability in service. 
Patient D has now been discharged from hospital.

Patient E Patient E told us that she had written several complaints to PALS and to the hospital managers but 
that she had not received a formal response from either.

n/a n/a n/a n/a n/a Patient E met with the Hospital Managers on a frequent basis to review their concerns. 
Patient E has subsequently been discharged from hospital.

Patient E Patient E wanted us to raise with managers that at her recent tribunal the doctor, nurse and care 
co-ordinator had all sat and told lies about her to the tribunal and that the reports they had written 
were full of lies.

n/a n/a n/a n/a n/a Patient E has very restricted insight into her mental state; she has had the opportunity 
to discuss her concerns with staff. Patient E has subsequently been discharged from 
hospital.

14/01/2016 35471 Specialised Beech Ward, 
Southfield

2: Admission to the 
ward

There was no AMHP report, either full or outline, on file for patient B. 14.93 1. Supervision will be provided to the MHA Administration team to address the importance of obtaining AMHP outline 
reports as per the Code of Practice.
2. A named person at the relevant local authority will be identified to support a joint process between the Trust and the 
authority to ensure that such reports are obtained.
3. An MHA audit will take place in three months’ time to monitor whether the reports are being provided.

1. Supervision will be held with relevant MHA administration team.
2. The local authority will be contacted and a process set up to for obtaining 
missing AMHP reports.
3. An MHA audit of AMHP reports will be completed.

1. 12/02/2016
2. 29/02/2016
3. 31/05/2016

Siven Rungien, MHA 
Manager

none Partially complete Supervision provided to team, email discussion with 
Southampton AMHP lead.  Audit to be undertaken.

09/08/16 - audit report received

COMPLETED

09/02/2016 35472 Specialised Cedar Ward, 
Southfield

2: Leave of absence That it was not clear whether or not patients had been given a copy of their section 17
 leave form. Some patients told us they were sometimes given a copy.

MHAS: 17
CoP: Chapter 
27

1) The MHA Manager will meet with the ward manager to discuss the requirements of the section 17 leave policy and forms. 1) Meeting between MHA Manager and Cedar ward manager;
2) Audit in three months’ time to verify compliance with policy as outlined 
below.

1. 08/04/2016
2. 31/07/2016

Siven Rungien, MHA 
Manager

Our Section 17 policy requires that copies of the forms are given to patients.  To support 
this, the forms are produced in triplicate: the yellow copies are specifically for patients.  
Staff are required to tick on the master form that a patients has been given a copy.

Partially Complete Discussion with ward manager has taken place.  Audit 
to be undertaken

09/08/16 - audit report received

COMPLETED

2: Purpose, Respect, 
Participation, Least 
Restriction

Patient views were not evidenced in the care plans that we looked at. This was a concern we raised 
with you on our last visit.

Chapter 1 Whilst service users are always involved in their care planning where their mental health wellbeing supports this, the 
following actions are to ensure that there is consistency for how this will be evidenced:
1. Named Nurses or the admitting nurse will ensure that care plans will continue to be written with the service user or 
following discussions with the service user.
2. Care plans and their reviews will be offered to the service users on a weekly basis and the service users will be supported 
in completing a weekly feedback form that will be used as part of their weekly MDT review. (These paper copies will also be 
filed in the individual’s secondary file). 
3. Service users will also continue to be provided with a copy of the outcomes from their weekly MDT review in conjunction 
with their feedback form (point 2 above). This will also enable them to have a better understanding of their treatment and 
intervention plans and to be supported to seek clarification as required.
4. Named nurses will seek to ensure that all service users sign their care plans and retain a copy of the care plan if they so 
wish and a copy will also be filed in the patient’s secondary folder.
5. Nurses are now using the RiO domain for Care Plan Distribution to record when care plans are shared with service users, 
including if this has not been possible and the reasons why, to ensure consistency in evidencing the participation principles. 
Prior to this, staff were only collecting service user signatures on the paper copies.

• All service users will have a copy of their care plan which will be identified 
in the Care Plan Distribution field in the RiO domain.
• Where this is not possible, the reasons will be recorded in this domain to 
ensure clear evidence and consistency in the participation principles.
• All service users will have a record on RiO of care plan distribution on a 
weekly basis.
• The ward manager supported by an experienced senior staff nurse  will 
carry out an audit every fortnight  to ensure that the relevant MHA and 
care plan distribution and information giving  process is being adhered too 
and this will also ensure  any unmet criteria’s are actioned by  the nursing 
team working alongside the service user. 

Audit will 
commence on 
31/05/2016

Vincent Alexander, 
Ward Manager

none Audit completed and embedded COPY OF AUDIT COMPLETED

2: Consent to 
treatment

On three of the files we examined we could find no evidence of the responsible clinician recording 
their assessment of their patient’s capacity to consent at first administration of treatment for 
mental disorder.

MHAS: 58
CoP: Chapter 
24

Written information about the requirements for capacity assessments as set out in the Code of Practice will be cascaded to 
all Clinical Directors/Clinical Service Directors for onward cascading to all doctors. This information will also be specifically 
discussed and added to the AC/S12 approval training organised by the Trust.

1) Email with written guidance sent to relevant staff.
2) Relevant material included on the AC/s.12 approval training. 
3) MHA Audit undertaken to verify that record of assessments are being 
completed.

1. 30/04/2016
2. action completed 
from CQC visit to 
other Trust site
3. 31/07/2016

Dr Sarah Constantine, 
Trust Medical Lead for 
MHA

none

Patient A Patient A told us that she wanted the ward staff to contact the housing officer for her to sort out 
her accommodation needs.

n/a Patient A was transferred to the acute admission ward approximately nine days after this most recent inspection visit. 
Following a recent Professional’s meeting held on the 21/04/16 the multi-disciplinary team agreed that an appropriate 
placement that accepts those patients detained under the Mental Health Act will be required so to support this patient’s 
ongoing complex needs. The arrangements to source a suitable placement is currently ongoing and the patient will be kept 
informed of its progress. 

When all relevant assessments by potential external providers are 
concluded and the patient too is also satisfied with the options made 
available to them.

none

Patient F Patient F told us that she was not getting any section 17 leave. This was because her care plan had 
been designed to support her on the ward whilst waiting for transfer to an acute bed. She told us 
that although she had been told she was ready to move to an acute bed, there was considerable 
difficulty in finding her a bed due to previous risks.
We discussed this with both the ward manger and the consultant psychiatrist and are aware of the 
difficulties they are having in moving this patient on from the PICU.
Please update us with progress made in identifying an appropriate bed for this patient, so that 
section 17 leave can be facilitated for her as soon as clinically appropriate.

n/a Since this most recent CQC inspection to the PICU patient F has had their escorted Section 17 leave instated after a period of 
ongoing risk assessment and the patient has had a total of fourteen separate episodes of Section 17 leave taken so far.
However due to the high risk behaviour posed to self and others when previously cared for on an acute ward, Patient A in 
consultation with the ward multi-disciplinary team is in agreement that their ongoing care for the purpose of continuity will 
continue to be provided by this team whilst awaiting the outcome following assessments already carried out by two external 
care providers for longer term placement in the community. 

The unit will ensure that Patient F continues to receive their Section 17 
leave as expected.
When all relevant assessments by potential external providers are 
concluded and the patient is successfully transferred to a placement in the 
community that is also acceptable to them.

none

2. Care, support and 
treatment in 
hospital

That there was mixed evidence of patient views being recorded in their care plans, and not all the 
patients we spoke to were aware they had a care plan.

CoP Ref: 
Chapter 1

A task and finish group has been established to explore why some service users views being recorded in their care plans.  This 
group which includes a representative from the Recovery College, and a lead nurse, will develop in house training to support 
to the ward team in developing their skills and confidence in this area. 

The new Adult Mental Health supervision template has been implemented which includes a review of the quality of case 
notes and a mini audit, part of which involves a review of care plans to ensure they are collaboratively written 

1. The task and finish group will report back to the Kingsley Quality, 
Development and Improvement Project Board and progress will be 
recorded via this group 
2. Completion of regular supervision 

1. 31.12. 2016

2. Already 
completed and 
ongoing. 

Lou Salmon, Ward 
Manager

2. Leaving hospital 1) That there was no evidence of discharge planning in patient care plans.
2) That there did not appear to be a sufficient management plan for those patients who were 
discharged on long term section 17 leave whilst waiting for the community teams to decide 
whether to place them on to a CTO (please see above).

CoP Ref: 
Chapters19 and 
33

Currently each service user on leave from the unit, both informal and under section are discussed in the morning meeting 
held each week day morning, part of this discussion includes a review of the current plan.

Each service user on leave is also discussed in the weekly conference call between the inpatient and Community Mental 
Health Teams to ensure a joined up approach.

The unit is introducing a Care Navigator Role, both in the ward environment and within the Acute Mental Health Team. This 
role will include the coordination and documentation of discharge planning  

A meeting has been arranged for the Unit Manager, Ward Manager and Consultant to discuss a management plan, the care 
and management of this group of patients  And to look at how this is recorded in future

1. Documentation of the relevant meetings

2. Care Navigator’s will be in position within the unit and a care plan will be 
available

3. Meeting minutes 

1. Completed and 
ongoing on a daily 
or weekly basis

2. 31.12.2016

3. 31.07. 2016

Joe Jackson, Acute Care 
Pathway Manager

Domain 2
Care, support and 
treatment in 
hospital

We did not find evidence of the Responsible Clinician (RC) making a record of the patient’s capacity 
to consent to treatment for two of the patients whose records we reviewed. Use had not been 
made of the Mental Capacity Act proforma on the electronic record system nor could we see 
reference in the patient’s progress notes

CoP Ref: 24.41, 
13.21

1.  This action was discussed at the Mental Health Act Committee on 15.06.2016.
2. A Ward Round capacity tool will be drafted.
3. A capacity assessment section will be added to the multi-disciplinary team documentation
4. A clinical audit will be conducted to monitor whether capacity assessments are being appropriately recorded.

1. Minutes of the meeting
2. The Ward Round capacity tool will be drafted.
3. A section for discussing capacity and treatment will be added to the multi-
disciplinary documents.
4. An audit will be undertaken

1. 15.06.2016
2. 30.07.2016
3. 30.07.2016
4. 30.10.2016

Dr Sarah Constantine, 
Trust Medical Lead for 
MHA

Domain 2
Leaving hospital

We did find a unit leave care plan dated 9 January 2016 which referred to Evenlode ward and 
hadn’t been updated following the move. We also found an out of date section 17 leave form in 
the leave folder that hadn’t been removed or scored through regarding a patient who had had his 
leave rescinded. The ward manager assured us that staff were aware this patient did not have 
leave and showed us an MDT review of leave form which staff would complete during the MDT 
meeting as a summary of decisions made. The information was in the form of a column with ticks 
and crosses regarding leave that was allowed. This may leave room for error in completing these 
columns for patients, this was fed back to the ward manager.

Section 17 1. The section 17 leave form was scored through following the CQC visit;
2. At the next staff meeting on 30.06.2016, discussion will take place regarding the use of section 17 leave forms and the 
need to score through old forms.  This will also be picked up in the individual monthly trained nurses’ supervision.  This will 
include ensuring that they are up to date with MHA training;
3. The correct use of section 17 forms will be monitored through the Ravenswood ‘Night Checklist’.  The ‘Night Checklist’ is a 
daily form used to check and confirm that key tasks are completed on the ward.  This will be monitored by the audit lead for 
Mary Graham;
4. Staff will be asked to check that the MDT forms correspond with the current section 17 leave. This will be monitored 
through ward round.

1. The form has been crossed through.
2. Minutes from the Staff meeting and supervision.
3. Completion of the ‘Night’ Checklist’.
4. Minutes from Ward Round.

Actions 1 
Completed
Actions 2-4 
31.07.2016

Louise Pead, Ward 
Manager

The CQC report refers to Evenlode, but should actually refer to Evergreen Ward.

Domain 2
Protecting patients' 
rights and 
autonomy

There was a smoking ban for patients in the unit. Several patients talked of finding this difficult 
particularly if they did not have section 17 leave on which they could smoke. Patients did highlight 
that some staff would come back from their breaks smelling of smoke and that there were still wall 
ashtrays fixed to the wall in the garden.
The garden area was in need of cleaning and maintaining. There was a rusty barbeque in the 
garden.

CoP Ref: 1.13 1. The ashtrays have been removed from the wall.
2. The barbeque has been removed and will be replaced by a new one.
3. Once a month, the Occupational Therapy team and a paid service user will tend to the garden.  This will include employing 
a further service user.  If additional support is required, the Ravenswood Facilities Manager will review the contract the Trust 
holds with an external services provider to include garden maintenance.
4. The Facilities supervisor is currently procuring appropriate replacement garden furniture.

n/a Actions 1-3 
31.07.2016
Action 4 31.08.2016

Louise Pead, Ward 
Manager

Patient D Patient D expressed longstanding concerns about the impact of anti-psychotic medication on his 
sexual functioning and previous weight gain. Patient D was also concerned about his future 
accommodation and wanted to see a social worker.
These issues were fed back to the ward manager at the visit.

n/a Patient D has spoken to his responsible clinician regarding his concerns about anti-psychotic medication.  Patient D has 
started dialectal behaviour therapy and attending psychosis group to support him with his care.  Physical observations show 
patient has not gained any weight.  A section 117 review will be held with a view to obtaining a discharge date back to 
prison.

n/a Completed Louise Pead, Ward 
Manager

Care, support and 
treatment in 
hospital

That there was mixed evidence of patient views recorded in care plans, and that one patient felt 
that although she had a variety of care plans they were not being implemented.

CoP Ref: 
Chapter 1

Domain 2
Leaving hospital

That there was no evidence of discharge planning in patient care plans. CoP Ref: 
Chapters 19 & 
33

2. Protecting 
patients' rights and 
autonomy

There were two areas in which there were insufficient provisions in place to ensure that patients 
were treated with respect and that their privacy, safety and dignity were promoted. These were as 
follows:
• The observation panels on patients’ bedroom doors could not be closed from inside by patients. 
Patients told us that this compromised their privacy and dignity.
• Patients said that some staff members spoke to them disrespectfully and in a manner that was 
not appropriate for patients on an adult ward.

CoP Ref: 
Chapters 1 and 
8

1. We have discussed the following options with current patients and asked what their preference would be:
� Nursing staff to open observation panels at midnight and close again at 6am, allowing undisturbed observations through 
the night.
� Observations windows opened on each nightly check, which can cause noise and disturbance to patients sleep
� Nursing staff to enter the room to do observational checks 

Their response was for nursing staff to open observation panels at midnight and close again at 6am, allowing undisturbed 
observations through the night.
� We have requested another appraisal for the observations windows from estates, requisition number 215058, and will 
review their findings.
2.
� This will be raised in general staff meetings and individual supervision;
�  Nurse in charge to monitor daily and act accordingly.  This will be escalated to the management team if there are further 
occurrences;
�  Staff training re respect and dignity to others will be organised;
� This will be monitored in daily diary and individual meetings with named nurse

1.        
� Staff will get feedback from patients during daily diary 3 times per week, 
using feedback forms;
� Patients will feel safe at in their rooms.

2.      
� We will receive no other adverse comments from patients.

30/07/2016 Carol Barnard, Clinical 
Manager

The reasons why observations windows are left open at night is because of the noise 
and disruption that it can cause being opened and closed during the night. We have 
previously discussed this with estates and they reported that because of the age of the 
building, all doors would have to be replaced. We will be reviewing this again.

2. Protecting 
patients' rights and 
autonomy

Staff were not aware of the difference between the roles of an IMHA and IMCA.
It was not clear whether qualifying patients who lacked capacity were automatically referred to an 
IMHA, in line with Code of Practice guidance.
There was no engagement and communication protocol in place between the trust and the IMHA 
provider. This could assist the IMHA provider to offer better support to patients as a protocol could 
outline the circumstances and events, like tribunals, that would require a ward to inform the IMHA 
provider that their support might be required

MHA section: 
130D
CoP Ref: 
Chapters 1 and 
6

� Ensure all staff are aware of the difference between IMHA and IMCA.  This will be discussed in staff meetings, supervisions 
and information/ training sessions
� Ensure there are leaflets are available on the unit
� Locally we have very strong connections with MIND who visits the unit weekly.
� To discuss with area lead nurse re trust provisions for IMHA

� Staff awareness will improve
� All patients will continue to have access with local IMHA

30/07/2016 Carol Barnard, Clinical 
Manager

Our provision  that exists with  MIND IMHA service will continue

2. Care, support and 
treatment in 
hospital

Two out of four care plans scrutinised did not record patients’ views in their own words, so it was 
not possible to ascertain the extent to which patients had been meaningfully involved in the 
planning of their care.

CoP Ref: 
Chapter 1

� Monthly care plan audit to ensure that all care plans have patients’ views clearly documented.
� If patient declines to comment, to ensure that this is clearly documented on care plan.

� Monthly audits will indicate this
� All patients will be fully involved in their plan of care

30/07/2016 Carol Barnard, Clinical 
Manager

none

2. Care, support and 
treatment in 
hospital

Three T2 certificates did not contain references to BNF dose limits.
A patient’s prescription chart contained a note to state that they were receiving a cumulative dose 
of anti-psychotic medication above the BNF limit but this was not authorised on the patient’s T2 
certificate.

MHA section: 
58
CoP Ref: 
Chapter 25

� Consultant to review her practice on T2 and check all current patients prescriptions;
� To contact local Mental Health Act team to review their practice as audit carried out shortly prior to CQC audit and did not 
pick these issues;
� Mental Health Act Manager to review matter in supervision with Deputy Mental Health Manager and Elmleigh MHA 
Administration team and review audit documentation used to complete audit at Hollybank to establish why this error was 
missed.

� The unit will be concordant to Mental Health Act Code of Practice 2015. 30/07/2016 Carol Barnard, Clinical 
Manager

none

2. Assessment, 
transport and 
admission to 
hospital

Copies of DoLS authorisations were not kept on file or uploaded onto RiO, so that they were not 
readily available for staff when assessing changes in a patient’s circumstances or mental state.

CoP Ref: 
Chapter 13

� If DOLs paperwork received this will be uploaded to RIO � All necessary paperwork will be uploaded to RIO 30/07/2016 Carol Barnard, Clinical 
Manager

Referral to DOLs completed by phone from consultant and clearly documented on RIO 
progress notes – no other paperwork received at time of report.

Patient A Three patients were concerned that none of the television sets had a remote control. We raised 
this with staff who told us that the main remote control was kept in the office, as a large number of 
remotes had been lost. Patients did not seem aware of this.
Please inform us of the action that you will take to resolve this situation.

n/a � New remote controls for televisions have now been bought � There will be remote controls for all televisions for patient to use 30/06/2016 Carol Barnard, Clinical 
Manager

none

2. Care, support and 
treatment in 
hospital

There were insufficient provisions in place to ensure that patients received treatment in a safe and 
therapeutic environment and with the least restriction possible. These were as follows:
• An environmental ligature risk had not been addressed in a timely manner.
• The records of a restrictive intervention did not record whether it had been carried out in line 
with Code of Practice guidelines.

CoP Ref: 
Chapter 26

Outstanding work completed at the time of CQC inspection. Whilst this work was undertaken the mitigation is via the 
environmental risk assessment and patient care plans, not the ceiling tile that was replaced. 
Facilities site manager to visit Lyndhurst ward each week to follow up any outstanding estates and maintenance work.
Ward staff reminded via email on the 5th July and in the staff meeting on the 24th June about the procedure for reporting 
maintenance work required.
Staff reminded about the document available in the nursing office for reporting of maintenance work that is required, that is 
checked by the ward administrator and facilities site manager.
Ward staff reminded via email and in staff meeting about the correct completion of the ward environmental checks on a 
Sunday night, so that actions are included, instead of just observations. Ward Manager will check this document each 
Monday for identified issues.

I will meet with the Facilities site manager each week to discuss and plan 
the completion of any outstanding maintenance work required. 

5th July 2016 Clayton Bowen none

2. Care, support and 
treatment in 
hospital

Some care plans contained insufficient records of patients’ views in their own words.
Some patients said that they had not been offered copies of their care plans.

CoP Ref: 
Chapters 1 and 
34

All primary nurses highlighted to via email on the 5th July and in staff meeting, and in individual 1:1 supervision that their 
care plans require patient’s views in their own words added to their nursing care plans.
All Primary nurses highlighted to via email, staff meetings and in 1:1 supervision that their patients should be offered copies 
of their care plans, and if declined then an entry made in the patients progress notes.
Charge nurses will ensure that they review nursing care plans when undertaking 1:1 supervision with Primary nurses to 
ensure the above actions have been taken.

Charge nurses will confirm with the Ward manager that nursing care plans 
document patient’s views in their own words, and that patients are offered 
copies of their care plans.

19th July 2016 Clayton Bowen none

2. Care, support and 
treatment in 
hospital

There were two T3 certificates with a prescription chart. The superseded certificate had not been 
cancelled so it was not clear which certificate was current.

MHA section: 
58
CoP Ref: 
Chapter 25

The superseded certificate was removed at CQC inspection for filing.
All nursing staff were communicated with via email on the 5th July, and in staff meeting to ensure that when undertaking T2 
and T3 audits on a Thursday night duty, to ensure that there is only one certificate in place and that it is the most up-to-date 
version and any others are filed accordingly.

Ward lead for mental health act documents will ensure that the ward 
weekly audit has been completed.
There will only be the most up-to-date T2 or T3 document with prescription 
charts when audits are completed.

5th July 2016 Clayton Bowen none

2. Care, support and 
treatment in 
hospital

Patients’ concerns about changes in the quality of the food had not been fully addressed. CoP Ref: 
Chapter 1

Concerns escalated to the Facilities site supervisor and Modern Matron about the quality of food for patients in an email on 
the 5th July 2016. 

I will receive assurance from the Facilities site manager and Modern 
Matron that the concerns raised by patients about the changes in the 
quality of food have been fully addressed fully.

5th July 2016 Clayton Bowen. none

2. Professional 
responsibilities

There was a lack of clarity about the procedures for reporting weekly environmental checks. This is 
does not accord with the efficiency and equity principle to The Code of Practice.

CoP Ref: 
Chapter 1

Ward staff reminded via email on the 5th July and in staff meetings about correct completion of the ward environmental 
checklist completed on a Sunday night duty, so that actions are taken and documented, instead of just staff observations.

The Ward manager will review the ward environmental checklist on a 
Monday to ensure correct completion of the document and that any 
outstanding issues can be addressed in a timely manner.

5th July 2016 Clayton Bowen. none

Domain 2
Protecting patients' 
rights and 
autonomy

Patients who had difficulty with reading were not offered information in a format which would aid 
communication and understanding.

MHA section: 
132
CoP Ref: 
Chapter 4

1. When patients are read their section 132 rights there is a tick box option “C” that states “does the patient require an easy 
read leaflet”. Clinical Ward Manager to ensure all primary nurses are asking this question when reading their 132 rights. 

2. Clinical Ward Manager to email all staff to inform them that the easy read leaflets are available on the Ravenswood House 
shared electronic drive, and that advice can be sought by our in-house MHA administrators 

Email sent to staff re easy read leaflets.

Clinical Ward Manager to audit section 132 rights.

20.08.2017 Clare Mounce, Clinical 
Ward Manager

none

Domain 2
Protecting patients' 
rights and 
autonomy

There were insufficient records kept of community meetings, which enable patients to express 
their views and make suggestions for improvements in the day-to-day running of the ward.

CoP Ref: 
Chapter 1

The patient representative for Malcolm Faulk Ward now gives a hard copy of the weekly community meeting minutes to the 
Clinical Ward Manager every week and a file has been produced to store these minutes.

This file has been in place since January 2016 and is meeting the guidance 
in paragraph 1.10 of the Code of Practice, which states, “Patients should be 
enabled to participate in decision-making as far as they are capable of doing 
so”.

Completed Clare Mounce, Clinical 
Ward Manager

Clinical ward manager is attempting to retrieve any minutes of meetings that have taken 
place before January 2016.

Domain 2
Protecting patients' 
rights and 
autonomy

We could not find records of statements of advance decisions made by patients or any evidence 
that patients were encouraged to make such statements.

CoP Ref: 
Chapter 1

1. All primary nurses highlighted to this matter via i) email on the 21st July, ii) in a staff meeting 22nd July, and iii) in 
individual 1:1 supervision.   All informed that patients must have care plans that have recorded a statement of advance 
decisions made by the patients, or evidence that the patient has been encouraged to make such statements.

2. Charge nurses will ensure that they review nursing care plans when undertaking 1:1 supervision with Primary nurses to 
ensure the above actions have been taken.

Charge nurses will confirm with the Ward Manager that a nursing care plan 
for patents advance decision is in place.

An audit  of care plans will take place to ensure the above is in place 

21.08.2016 Clare Mounce, Clinical 
Ward Manager

none

Domain 2
Care, support and 
treatment in 
hospital

Some care plans contained insufficient records of patients’ views in their own words. CoP Ref: 
Chapter 1

1. All primary nurses highlighted to this matter via i) email on the 21st July, ii) in a staff meeting 22nd July, and iii) in 
individual 1:1 supervision.   Primary nurses informed that care plans require patient’s views in their own words and that 
these should be added to their nursing care plans.

2. Charge nurses will ensure that they review nursing care plans when undertaking 1:1 supervision with Primary nurses to 
ensure the above actions have been taken.

Charge nurses will confirm with the Ward manager that nursing care plans 
document patient’s views in their own words, and that patients are offered 
copies of their care plans.

20.08.2016 Clare Mounce, Clinical 
Ward Manager

none

Domain 2
Care, support and 
treatment in 
hospital

There was insufficient evidence to show that the dietary needs of a patient on a halal diet were 
understood.

CoP Ref: 
Chapter 1

Concerns escalated to the Facilities site supervisor and service manager on the 20th July 2016 about the insufficient evidence 
that dietary needs of a patient on a halal diet were understood.

The Clinical Ward Manager has received assurance from the Facilities site 
manager that the concerns raised by a patient have been addressed fully.

completed Clare Mounce, Clinical 
Ward Manager

none

Domain 2
Care, support and 
treatment in 
hospital

Seclusion records showed some deficits in the recording of the procedures for the safe use of 
restrictive interventions.

CoP Ref: 
Chapter 26

1. Clinical Ward Manager to ensure all staff attend the Trust’s seclusion training;

2. Charge nurses to ensure this is an agenda for managerial supervisions;

3. Clinical ward manager to ensure regular audits of the paperwork are carried out.

All staff will have attended training
Supervision records will evidence a discussion and learning has been 
addressed
Audit of paperwork will evidence that the above need has been met 

20.09.2016 Clare Mounce, Clinical 
Ward Manager

none

06/04/2016 35931 AMH Kingsley Ward, 
Melbury Lodge

15/03/2016 33380 AMH Hawthorns 1 PICU, 
Parklands 

03/09/2015 34798 AMH Trinity Ward, 
Antelope House

23/11/2015 35336 AMH Male Ward, 
Elmleigh

There was a lack of scrutiny and proactive management of recent referrals to the local authority 
under the MCA following a discharge from the MHA. There was a lack of awareness of trust 
practice regarding notifications to the CQC. Patient records did not clearly and consistently reflect 
patients’ legal status.

Chapter 13 1. All clinical practitioners to have reacquainted themselves with the details of the Trust’s Mental Capacity Act Policy and 
Procedures. A reflective practice session to be scheduled in October 2015 by the local MCA Lead.
2. The Mental Capacity Act Lead [MCL] to issue a directive to all clinical professions and MDT members on the policy and 
procedure for CQC notifications and their recording.
3. The MCL to ensure that CQC notifications are being completed when urgent authorisations have reached the 7 day 
deadline 
4. The Deprivation of Liberties [DoLS] application log to be implemented and monitored at  Clinical Team Meetings (CTM); 
[end of September 2015]
5. The MCL to report to the local governance meeting on any evidence of  authorisation-delays and their explanations.  The 
MCL to advise upon any necessary corrective action. [end of September 2015]
6. A directive to all clinical staff within the service refreshing them on the accurate recording of a service users legal status. 
[end of September 2015]
7. Designated Charge nurses and Senior Clinical Nurse to randomly audit service users’ electronic patient record to provide 
assurance that records of legal status are being made [end of November 2015]. 
8. Development of a MCA Rights’ Form to ensure that rights are explained to service users in an appropriate, regular and 
timely manner.
9. Speech and Language Therapy practitioners to review current easy read documentation regarding legal status for carers 
and staff and provide a selection of easy read versions that can be provided by the MDT to patients, and their family and 
carers. (end of November 2015)

1. All clinical practitioners to sign to confirm that they have read and 
understood the Trust’s Mental Capacity Act Policy and Procedures. This to 
be demonstrated at the LQGM on 1 October 2015. Attendance at the 
reflective practice session to be confirmed to the LQGM on 2 November 
2015. 
 2. Evidence of the directive and scope of delivery to be produced to the 
LQGM on 1 October 2015
3. MCL to confirm monthly to the LQGM the details of authorisations 
referred during the past calendar month.
4. Evidence that the DoLS Application log has been reviewed at CTM 
meetings and outcomes recorded and minutes will detail discussion and 
outcomes.
5. Evidence from LQGM minutes showing monitoring and actions in relation 
to revised procedure.
6. Evidence of the accurate recording directive and scope of delivery to be 
produced to the LQGM on 1 October 2015
7. A report on the outcome of random sampling audits to be made available 
to the LQGM monthly. This will include confirmation that CQC notifications 
have been included in patients’ files and that the MCA Right’s form is being 
completed appropriately.
8. Evidence of implementation of the MCA Rights’ Form to be made 
available to the LQGM by 1 October 2015.
9. Evidence that the Patient Involvement Lead and the Carers’ Involvement 
Lead have reviewed the implementation of revised easy read versions of 
documentation and have reported outcome to local governance meeting. 

1. 2/11/2015
2. 1/10/2015
3. 31/12/15
4. 31/12/15
5. 31/12/15
6. 31/01/16
7. 2/11/2015
8. 1/10/2015
9. 28/2/2016

2: Admission to the 
ward

Paul Munday, Clinical 
Service Manager in 
collaboration with 
named members of the 
MDT

none

assure the service that the new Standard Operating Procedure has been embedded as agreed. 
c) The SPWG to assure themselves through service user consultation and related evidence that Support Plans are easy-read 
and written collaboratively with service users. The outcome of this consultation to be embedded into the SOP. . 
d) The SPWG to provide guidance on how the MDT shall support the patient to be involved in and make decisions about their 
care; to review the Patient Involvement section of the MDT electronic Care Plan; to assure themselves that the MDT 
electronic care plan will be completed at Clinical Team Meetings (CTMs) for all new admissions; to assure themselves that 
the MDT Care Plan is reviewed for all existing service users by the end of October 2015.  

the new standards are being progressively adopted and reported to the 
LQGM on 1 February 2016.
c. The SPWG to provide report to the LQGM as to content and themes of 
service user feedback. 
d. The LQGM of 2 November 2015 will receive assurance from the local 
management team that all existing service users have had their patient 
involvement section of the MDT electronic Care Plan reviewed by the 
clinical team. A report on the review of MDT care plans by senior 
management team will show that the Patient involvement section of the 
MDT Care Plan has been expanded upon and individually reflects the level 
of support needed by the service user

Mary Graham - 
Ravenswood

Specialised3597013/04/2016

Malcolm Faulk 
Ward, 

Ravenswood 

Specialised3596909/06/2016

03/05/2016 36130 AMH Kingsley Ward – 
female corridor - 
Melbury Lodge

24/05/2016 36149 AMH Hollybank

03/06/2016 36172 Specialised Lyndhurst Ward, 
Ravenswood 



Domain 2
Leaving hospital

Multiple treatment certificates were attached to the prescription charts of two patients. The 
superseded certificates had not been cancelled so it was not clear which certificate was current.

MHA section: 
58
CoP Ref: 
Chapter 25

1. The superseded certificate was removed at CQC inspection for filing.

2. All nursing staff were communicated with via email on the 20th July, and in staff meeting to ensure that when undertaking 
T2 and T3 audits on a Thursday night duty, to ensure that there is only one certificate in place and that it is the most up-to-
date version and any others are filed accordingly.

Ward lead for mental health act documents will ensure that the ward 
weekly audit has been completed.
There will only be the most up-to-date T2 or T3 document with prescription 
charts when audits are completed.

completed Clare Mounce, Clinical 
Ward Manager

none

Domain 2
Leaving hospital

Superseded leave forms were not always cancelled or removed from patients’ leave folders, so 
there was a danger of mistakes being made when leave was being utilised by patients.

MHA section: 
17
CoP Ref: 
Chapter 27

The superseded certificate was removed at CQC inspection for filing.
All nursing staff were communicated with via email on the 20th July 2016, to ensure that when undertaking Section 17 leave 
audits on a Thursday night duty, to ensure that there is only one Section17 leave form in place and that it is the most up-to-
date version and any others are filed accordingly.

Only one form will be in place at one time completed Clare Mounce, Clinical 
Ward Manager

none

Domain 2
Leaving hospital

We were told that staffing deficits on the ward sometimes made the facilitation of leave difficult. MHA section: 
17
CoP Ref: 
Chapter 27

1. All efforts are being made to recruit into vacant posts and we have workforce business manager employed managing this 
process.

2. All vacant shifts are given to NHSP 12 weeks ahead of shifts

3. Overtime is offered to substantive staff to fill vacant shifts 

Vacant posts will become filed on-going Clare Mounce, Clinical 
Ward Manager

none

Patient B Patient B told us that he had been racially abused by another patient. We raised this with staff at 
our feedback meeting, who said that the matter would be investigated.

n/a This incident has been reported to the police and the police are taking matters further and are charging the other patient 
with racial abuse. This is going through the criminal process currently. 
The 2 patients are currently being nursed separately  

n/a On-going Clare Mounce, Clinical 
Ward Manager

none

Domain 2
Protecting patients' 
rights and 
autonomy

One patient had not had capacity to consent to treatment assessed by the responsible clinician 
since her admission three weeks ago.
Formal assessments of capacity to consent to treatment were present but not recent.

CoP Ref: 25.76 In line with the Code of Practice, Forest Lodge will ensure all patients’ capacity to consent to treatment is reviewed by the RC 
on admission, and as part of ward review. The following will be recorded in each ward review pro-forma:

- Does the person have the capacity to consent to treatment? Y/N, Why?
- Are there any other decisions that require capacity testing? Y/N/ Who will test/ When?

The Unit Manager/ Charge Nurses will monitor all review templates to 
ensure that Capacity to consent to treatment is valid and in date.

01/09/2016 Sandra Walter, Unit 
Manager

none

Domain 2
Care, support and 
treatment in 
hospital

That patient involvement in care planning was ‘a work in progress’. This was a concern raised at 
our last visit. We saw some patient personal files and some evidence of shared care planning, but 
this was not consistent.

CoP Ref: Ch 1 1. All primary nurses (named nurses) will collaboratively involve their patients in this process ensuring that this is 
documented in the care plan. In situations where the patient refuses to be involved, this should also be clearly documented 
and the care plan will be formulated as a Multi-Disciplinary Team Decision. 

2. All Care Plans will be reviewed as part of the Monthly Supervision Process.

Regular Audit by Unit Manager/ Charge Nurses. 01/10/2016 Sandra Walter, Unit 
Manager

none

Domain 2
Care, support and 
treatment in 
hospital

There was a difference of opinion between patients and the unit manager regarding house rules 
about cooking, drinks and TV watching.

CoP Ref: 
Chapter 1

House Rules will be discussed at the next community meetings and patient feedback will be sought on all rules. Agreement 
will then be reached on House rules and posters of the agreed rules will be displayed in each house

Minutes of unit meeting available for all staff on department drive 
(computerised records)
All house rules visible on notice boards, updated and corrected 

01/10/2016 Sandra Walter, Unit 
Manager

none

Domain 2
Protecting patients' 
rights and 
autonomy

Information about how to contact the IMHA service was present but not legible in each house. Two 
patients with whom we spoke said they were not aware of the IMHA role and requested to be 
referred.

CoP Ref: 6.15 1. The information on IMHA visible on notice boards will be updated by Charge Nurses ensuring that it is clear and legible.
2. All staff will be reminded of the need to discuss IMHA with patients they are named nurse for in staff 
meeting/communication book

IMHA services visible on noticeboards

Evidence of staff meeting minutes

01/10/2016 Sandra Walter, Unit 
Manager

none

Domain 2
Protecting patients' 
rights and 
autonomy

We did not see evidence of carer involvement. A number of patients at Forest Lodge did not have 
nearest relatives, according to their detention papers. Others had limited contact with family 
members.

CoP Ref: 1.11 1. The patient’s Family Members will be contacted by the primary nurses / associate nurses (if permission to share is given) 
inviting them to attend Reviews and planned CPA meeting. 

2. A carer’s lead will be identified for Forest Lodge who will lead on ensuring staff have the appropriate tools to support 
carers

Lead will be in place

Staff will be reminded in staff meeting

01/11/2016 Sandra Walter, Unit 
Manager

none

22/06/2016 OPMH Beechward Ward, 
Parklands

AWAITING REPORT

04/07/2016 OPMH Daedalus and 
Dryad Wards, 

GWMH

AWAITING REPORT

Forest LodgeAMH3619715/06/2016
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Action Progress Q1 Action Progress Q2 Action Progress Q3 Action Progress Q4 Progress with achieving required improvement Who is responsible for 
completing the action

Who is  accountable for 
ensuring the action is 
completed

Blue=Complete
Green= Begun/on track
Amber=Risk of slippage
Red=Overdue

1.1 Develop and embed a decision making process regarding criteria 
for investigations.

 Report re decision making process  from Ulysses.
(submission of documents)

31.07.16
31.10.16
31.01.17
31.03.17

1.2 Improve the quality of investigations into serious incidents (SI). Monitoring of quality of SI investigations submitted to corporate panel 
and outcomes from panels.
(submission of documents)

31.07.16
31.10.16
31.01.17
31.03.17

1.3 Improve the training of the incident investigators. Training programme and numbers of staff attending.
(training programme and training figures)

31.07.16
31.10.16
31.01.17
31.03.17

1.4 Establish and embed mortality review meetings to ensure 'every 
death counts'.

Minutes of Trust and divisional mortality  meetings are audited.
(audit results)

30.06.16
 31.12.16

1.5 Ensure Board oversight of all serious incidents and the associated 
learning.

Qualitative review of Board papers.
(submission of documents)

30.06.16
 31.12.16

1.6 Evidence of use of a framework for cross organisational learning 
which is formalised and discussed at all team meetings.

Audit of organisational learning process with reduction in recurrent 
themes achieved.
(submission of documents)

31.07.16
31.10.16
31.01.17
31.03.17

1.1 Develop and implement process to gather VTE risk assessment 
data on daily basis in Community Hospitals with monthly reporting.

New process in place and used by wards.
(submission of document)

31.07.16

1.2 Review data on VTE risk assessments being completed on 
admission and take actions to address any shortfalls in performance.

Additional actions implemented to address any shortfalls in 
performance.
(submission of document)

30.09.16
 31.12.16
 31.03.17

1.3 Continued training of junior doctors in use of VTE forms and 
assessment.

VTE assessment forms and guidance included in junior doctor training 
programme.
(submission of documents)

30.06.16
30.09.16
 31.12.16
 31.03.17

14  Audit VTE risk assessment and monitoring practices in CHs and 
take action to address any shortfalls in practice.

Clinical audit results and action plan in place.
(audit results and action plan/s)

31.12.16

1.1 Embed new process of 48 hour panel system as part of the 
National Serious Incident Framework with notification system to 
commissioners developed.

Panel and notification system in place.
(submission of documents)

30.04.16

1.2 Review numbers of grade 2, 3, 4 pressure ulcers on admission to 
our services or acquired whilst in our care. Comparison with previous 
year/quarters figures.

Monthly and Quarterly reporting to Clinical Quality Review Meetings 
(CQRM) and reporting to Quality Improvement and Development 
Forum (QID). Monitored at monthly Divisional Performance Reviews 
(DPR).
(submission of documents)

31.07.16
31.10.16
31.01.17
31.03.17

1.3  Review and share themes and lessons learnt from reviewing 
grade 2, 3 ,4 pressure ulcers.

Reduction in numbers of pressure ulcers with quarterly reporting to 
Clinical Quality Review Meetings,  reporting to Quality Improvement 
and Development Forum and 'hotspot themes' shared with teams. 
(submission of documents)

31.07.16
31.10.16
31.01.17
31.03.17

1.4 Continue to provide intensive support from Tissue Viablity team 
to those clinical teams with the highest numbers of reported pressure 
ulcers. 

Clinical teams with high numbers of pressure ulcers maintain 
no/reduced numbers over 3-6 months.
(data submitted)

31.07.16
31.10.16
31.01.17
31.03.17

1.5 Changes made or proposed as a result of individual pressure 
ulcers or themes eg training, clinical practice

Changes are embedded in practice and included in quarterly reporting 
to CQRM and reporting to QID.
(submission of documents)

31.07.16
31.10.16
31.01.17
31.03.17

1.1 Annual ligature assessment programme which ensures that all 
areas have a completed risk assessment and a clear plan within their 
service which identiifes all ligature risks, an operational mitigation 
plan and a programme of works.

The LMG will monitor ligature assessment programme and escalate 
risks as appropriate.
(submission of document)

31.07.16
31.10.16
31.01.17
31.03.17

1.2 Clear trust wide management plan for all identified ligature risks. The LMG will monitor progress of all ligature risks on risk registers and 
escalate as appropriate.
(submission of document)

31.07.16
31.10.16
31.01.17
31.03.17

1.3 A 3 year rolling captital investment programme for ligatures. The B & E ligature management group will operationally manage 
investment programme and provide assurance to LMG.
(submission of document)

31.07.16
31.10.16
31.01.17
31.03.17

1.4 Ligature management information will be clearly displayed and 
understood by all staff within the relevant service.

The LMG will monitor ligature assessment programme and escalate 
any slippage in programme.
(submission of document)

31.07.16
31.10.16
31.01.17
31.03.17

1.5 The Ligature Management Group (LMG) will oversee the ligature 
management work programme.

The LMG will monitor ligature assessment programme and escalate 
risks/slippage as appropriate.
(submission of document)

31.07.16
31.10.16
31.01.17
31.03.17

2.1 To complete a gap analysis of current training provided on care 
planning. 

Gap analysis completed and presented to workstream meeting.
(submission of document)

 31.07.2016

Quality Account 2016/17
Quality Improvement Plan for Priorities in Quality Account 2016/17

(targets to be achieved by 31.03.2017)

What is the aim of the 
priority?

Why is this important? What is our ambition?                              
(This is the measure included in the 
Quality Account) 

Data source for 
indicator and 
baseline measure (if 
available)

Standard national 
definition for data (if 
available)

National 
benchmarking data 
source
 (if available)

Action/s to be taken 

Whilst individual actions may be completed, a 
number of these will need 'bedding in' before the 
required improvement is seen. This column provides 
progress updates on achieving the actual 
improvements rather than completion of individual 
actions.

Blue= improvement achieved
Green=improved position maintained over 3m
Amber = improvement partially achieved or not yet 
achieved but on track 
Red= overdue/risk of slippage

1. IMPROVING PATIENT SAFETY 

1.1 To develop a framework to share learning from serious incidents leading to a reduction in recurrent themes

How will completion of the action be evidenced
(evidence and method of review)

Action Timescale Progress update on individual actions Evidence of the achievement of the required 
improvement

Blue=Complete
Green= Begun/on track
Amber=Risk of slippage
Red=Overdue

Blue=Complete
Green= Begun/on track
Amber=Risk of slippage
Red=Overdue

Blue=Complete
Green= Begun/on track
Amber=Risk of slippage
Red=Overdue

New process in place to capture VTE risk 
assessment data in Community Hospitals.

90% of inpatients have a VTE risk assessment 
completed.

Giles Durward, Consultant 
Lymington New Forest Hospital

supported by Divisional Clinical 
Directors

Progress to be monitored by the 
Quality Programme Workstream 
for Patient Safety.

Dr Chris Gordon, Director of 
Performance, Quality and 
Patient Safety, Chief Operating 
Officer

1.3 To reduce the number of pressure ulcers

Themes from Serious Incident Investigations will 
be discussed at divisional level and shared with 
the wider clinical group. 

Improvements to care delivery/patient pathways 
can be linked to thematic evidence.

There is a reduction in recurrent themes from 
serious incidents.

Helen Ludford, Associate 
Director of Quality Governance

Progress to be monitored by the 
Quality Programme Workstream 
for Governance

Julie Dawes, Director of Nursing 
& AHPs

1.2 Inpatients in Community Hospitals will have a venous thromboembolism (VTE)assessment on admission 
1.2 
To complete a risk 
assessment for venous 
thromboembolism in  
inpatients on admission 
to Community Hospitals. 

Venous Thromboembolism (VTE) is a 
serious, potentially fatal medical 
condition. A person is more at risk of 
developing a blood clot if they can't 
move around very much or are unwell. 
Therefore anyone in hospital is more 
susceptible to VTE and should have this 
risk assessed with appropriate 
treatment given.

We are repeating this indicator from 
2015/16 with a focus on the 
completion of the risk assessment  as 
clinical audits showed this was not 
always fully completed although 
patients received appropriate 
treatment. 

90% of inpatients have a risk 
assessment for VTE completed on 
admission. 

1.1 
To improve patient care 
through sharing learning 
from investigations into 
serious incidents and 
deaths across the Trust.

It is important we learn from 
investigating serious incidents and 
share that learning so that similar 
incidents are not repeated.

In 2015/16 recurrent themes in serious 
incident investigations were identified.

The independent review of deaths of 
people with a learning disability or 
mental health problem in contact with 
Southern Health NHS Foundation Trust 
April 2011 to March 2015 
recommended improvements to the 
review and investigation of deaths 
process.

In 2016/17 we want to develop a 
framework to share learning across the 
organisation and reduce recurrent 
themes in serious incidents.

Development and use of a framework 
to share learning across the  
organisation leading to a reduction in 
recurrent themes.

Annual ligature management programme actions 
are completed within timescales.

Nicky Bennett, Associate 
Director for Specialised Services

Progress to be monitored by the 
Ligature Management Group 
and QID

Mark Morgan, Divisioanl 
Director Mental Health & 
Learning Disabilities diviison.

2. IMPROVING CLINICAL OUTCOMES

A reduction in pressure ulcers reported on StEIS 
comparing April 1st 2016 to March 31st 2017.

Reduced variation between teams in the numbers 
of reported pressure ulcers by 31st March 2017.

Caryn Carr, Lead Nurse Tissue 
Viability Team

supported by Heads of Nursing, 
AHPs and Quality in ISDs

Progress to be monitored by the 
Quality Programme Workstream 
for Patient Safety.

Julie Dawes, Director of Nursing 
& AHPs

1.4 Implement robust governance processes to effectively identify, manage and reduce ligature risks in all our inpatient units

1.4 To implement robust 
governance processes to 
effectively identify, 
manage and reduce 
ligature risks in all 
inpatient units.

Some patients within our services have 
complex mental health needs and we 
need to ensure that our care 
environments are the safest possible 
environments for them.

We need to provide care in settings 
where ligature risks are identified and 
action taken to mitigate these risks with 
appropriate remedial work undertaken 
within individual services and across the 
Trust as a whole.

Recent CQC inspections found that 
governance processes to identify, 
manage and reduce ligature risks were 
not suffciently robust and identified 
clear improvements to be made. We 
have therefore chosen to include this as 
a new indicator for 2016/17.

To implement the annual ligature 
assessment programme which will 
ensure that all inpatient areas complete 
a risk assessment and have a clear plan 
within their services which identifies all 
ligature risks with an accompanying 
operatioanl mitigation plan and a 
programme of works.

1.3
To share and implement 
learning across the Trust 
to reduce pressure 
ulcers.

Pressure ulcers can be painful,  increase 
the risk of associated infection and 
seriously affect the quality of life for a 
patient.

In 2015/16 focused actions led to the 
successful reduction in the numbers of 
avoidable grade 3 and 4 pressure ulcers 
by over 30%.  However these continue 
to be the most commonly reported  
serious patient safety incident in our 
community services.

We are therefore prioritising this 
indicator again in 2016/17.

There is new national guidance in the 
reporting of pressure ulcers based on 
actual harm rather than grade or 
whether avoidable/unavoidable. The 
ambition therefore reflects this change. 

A reduction in pressure ulcers reported 
onto StEIS based on the new reporting 
guidance month by month from April 
2016 to March 2017.

2.1 To embed care planning frameworks in our clinical services

2.1 
to embed effective care 
planning frameworks  in 
our clinical services.

A first step in our care for patients is to 
complate an assessment of all their 
needs and then to work in partnership 
to develop a care plan that is centred 
on their needs and has goals that are 

Clinical services implement care 
planning frameworks using care plans 
developed with patients that are 
relevant to their needs and reflect their 
goals.

Paula Hull, acting Director of 
Nursing and all Associate 
Directors of Nursing

Dr Chris Gordon, Director of 
Performance, Quality and 
Patient Safety, Chief Operating 
Officer  



2.2 To develop a training pathway for care planning based on gap 
analysis

Training pathway developed and shared across organisation.
(submission of document)

31.07.2016

2.3 Quarterly audit of holistic assessment, care planning and progress 
notes to be carried out.

Audit results will be analysed and actions to address shortfalls 
implemented with improvemtns seen over time.
(audit results submitted)

31.07.16
31.10.16
31.01.17
31.03.17

2.4 To monitor the quality of care plans, identify themes and agree 
changes required via quarterly triangulation of information from 
variety of sources, including peer review, SIRIs, Quality Assessment 
Tool, clinical audit, incidents.

triangulation data is presented and discussed within workstream 
meeting with themes identified and actions for change agreed.
(minuts submitted)

31.07.16
31.10.16
31.01.17
31.03.17

2.5 To review progress made to change practice based on 
triangulation information.

Changes to practice are identified in the quarterly triangulation data.
(submission of document)

31.07.16
31.10.16
31.01.17
31.03.17

2.1  Review physical health clinical audit results January 2016  with 
analysis of why some areas of physical health assessment are not 
completed and action plan developed to address shortfalls 

Action plan based on clinical audit results for physical health 
assessments in place and shared with teams. 
(submission of action plan)

30.06.16

2.3 Update on progress against delivery of action plan based on 
results of clinical audits.

Progress on delivery of action plan is submitted to Clinical Quality 
Review Meeting (Q1-02 Physical Health Assessment )
(submission of report)

30.09.16

2.4 Re-audit physical health assessments and care plans for inpatients 
in Q3 2016/17.

Progress on delivery of action plan is submitted to Clinical Quality 
Review Meeting (Q1-02 Physical Health Assessment )
(submission of report)

 31.12.16

2.5 Report on results of clinical audit completed in Q3 including 
reasons for any underachievement or low progress particularly in 
assessment or care planning. Report to include update against the 
action plan and a revised plan if necessary to address any addiitonal 
concerns.

Report submitted to Clinical Quality Review Meeting (Q1-02 Physical 
Health Assessments).
(submission of report)

31.03.17

2.6 Report on initiatives undertaken since the last audit to improve 
physical health assessments. The report will include any deaths 
identiifed during mortality reviews where  the lack of physical health 
assessments and care plans may have contributed to a death.

Report submitted to Clinical Quality Review Meeting (Q1-02 Physical 
Health Assessments).
(submission of report)

31.03.17

2.7 Review the content of the five day physical health course which 
LEaD provide and ensure that there is the correct percentages of staff 
attending from each service.  

Course content and learning outcomes which will be reviewed. 
Attendance data per service. 
(submission of document)  30.06. 16

1.1 Baseline audit completed for risk assessments and risk 
management plans in patients records.

Audit results and report shared with services.
(audit results and report)

31.07.16

1.2 Action plan based on results of above audit to developed to 
address required improvements.

Action plan is shared with teams and implemented. 
(submission of action plan)

31.08.16

1.3 Root cause analysis will support identification of the reasons for 
standards not being met.

SIRI and incident investigations to identify root causes.
(submission of documents)

30.09.16

1.4 Progress against the plan will be monitored by re-audit of of 
identified areas and may include 'deep dives' or spot check audits. 

Service leads to monitor plan and evaluate improvements.
(submission of documents) 31.10.16

31.01.17
31.03.17

1.5 MH Task and finish group to review functionality on RiO for risk 
assessment tool, determine how new 'My Safety Plan' and crisis plans 
are incorporated onto RiO together with a trajectory for their use. 

Report from MH Task and Finish Group.
(submission of report)

30.09.16

1.6 Devise a risk management training package and establish a 
programme to roll out in 2017 based on recommendations of MH 
task and finish group. 

Report from MH Task and Finish Group.
(training materils and roll out programme)

31.12.16

3.1 Review complaints process framework and timelines with aim to 
shorten time taken to process complaints. 

Complaints Policy and Procedures reviewed.
(submission of documents)

31.07.16

3.2 Quarterly Investigation Officer (IO)  training bookable via LEaD will 
develop/refresh skills of IO in completion of complaints process and 
final letter writing.

Training figures included in quarterly Complaints Report submitted to 
Quality Improvement and Development Forum.
(submission of document)

31.07.16
31.10.16
31.01.17
31.03.17

3.3 Performance information on meeting final response timeframes is 
shared monthly with divisions and reviewed at Divisional 
Performance Reviews.

Performance on meeting final response timeframes is included in 
quarterly Complaints Report submitted to Quality Improvement and 
Development Forum and monitored at monthly Divisional 
Performance Reviews. 
(submission of documents)

31.07.16
31.10.16
31.01.17
31.03.17

3.4 Review of customer service modules launched December 1st and 
impact on final response timeframes being met 

Quarter One complaints report submitted to Quality Improvement 
and Development Forum  to include review of  new modules.
(submission of documents)

31.08.16

3.5 Review standards and complete gap anaylsis of the  'Assurance of 
good complaints handling for acute and community care - a toolkit for 
commisioners ' NHSE 30 November 2015 with action plan developed 
to meet gaps.

Review completed and action plan to address gaps developed.
(submission of document)

31.07.16

3.6 Customer experience team to review delivery of action plan and 
take further actions as required to meet standards.

Delivery of action plan monitored via quarterly reporting to Quality 
Improvement and Development Forum and via monthly Divisional 
Performance Review.
(submission of document)

31.07.16
31.10.16
31.01.17
31.03.17

3.1 Each division to develop and share  a work plan to involve patients 
and carers in the development of services based on their business 
plans.

Quarter One report on development of workplan submitted to the 
Patient Experience and Engagement Workstream and progress 
monitored at Divisional Performance Review.
(submission of document)

31.07.16

3.2 Each division to review progress against delivery of the workplan, 
taking action where appropriate to ensure plan is on track.

Quarter Two report on development of workplan submitted to the 
Patient Experience and Engagement Workstream and progress 
monitored at Divisional Performance Review.
(submission of document)

31.10.16

3.3 Each division to review progress against delivery of the workplan, 
taking action where appropriate to ensure plan is on track.

Quarter Three report on development of workplan submitted to the 
Patient Experience and Engagement Workstream and progress 
monitored at Divisional Performance Review.
(submission of document)

31.01.17

3.4  Each division to review progress against delivery of the workplan, 
taking action where appropriate to ensure plan is on track.

Quarter Four report on development of workplan submitted to the 
Patient Experience and Engagement Workstream and progress 
monitored at Divisional Performance Review.
(submission of document)

31.03.17

3.1 Review incidents of restraint and seclusion in 2015/16 and 
identify any learning  and whether there was involvement of 
bank/agency staff

Quarter One report (Maximising De-escalation Practice)  submitted to 
Clinical Quality Review Meeting.
(submission of document)

31.07.16

3.2 Develop action/management plan to reduce restrictive practices
Plan submitted to Clinical Quality Review Meeting.
(submission of document)

31.07.16

3.3 Audit sample of restrictive practices in quarter one including 
qualitative analysis of patient experience of restraint and seclusion

Clinical audit 
(audit results)

30.09.16

3.4 Develop quality improvement plan based on audit findings 
including actions required to improve patient experience

Quarter three report (Maximising De-escalation Practice) submitted to 
Clinical Quality Review Meeting.
(submission of document)

31.01.17

3.5 Review incidents of restraint and seclusion since quarter one and 
identify any learning; involvemnt of bank/agency staff and 
improvements made following audit

Quarter four report (Maximising De-escalation Practice) submitted to 
Clinical Quality Review Meeting.
(submission of document)

31.03.17

on their needs and has goals that are 
important to them.

Evidence demonstrates effective care 
planning ensures better continuity of 
care, clinical outcomes, patient safety 
and experience. 

Clinical audit results in 2015/16 showed 
improvements in care planning are not 
yet fully established.

This indicator therefore builds on the 
work started in 2015/16 and looks to 
embed use across clinical services. 

goals.

Quarterly audit results of holistic assessment, 
care planning and progress notes will identify 
themes and required changes to practice.

Progress to be monitored by the 
Quality Programme Workstream 
-  Care Planning and Record 
Keeping 

2.2 The physical health needs of inpatients in Learning Disability and Mental Health services are appropriately assessed, monitored and treated with action taken if there is any detrioration in physical health

2.2
The physical health 
needs of patients in 
Learning Disability and 
Mental health  services 
are appropriately 
assessed, monitored and 
treated with action 
taken if there is any 
deterioration in physical 
health. 

Patients with mental health needs or 
learning disabilities may also have 
physical health needs. If these are not 
appropriately assessed and treated 
with action taken to address any 
deterioration in physical health,  it may 
lead to  premature death.

Clinical audit results in 2015/16  and 
the Independent review into deaths 
published in Decemebr 2015 (see 1.1)  
found improvements could be made in 
the physical health assessment and care 
planning for these groups of patients.

 This indicator builds on the 2015/16 
priority to monitor the physical health 
of patients and act on any deterioration 
but is specifically focused on patients 
seen by our mental health and learning 
disabilities services. 

All inpatients in Mental Health or 
Learning Disability units will have a 
physical health assessment completed 
and a corresponding care plan.

All inpatients have a physical health assessment.

All inpatients have an appropriate  physical health 
care plan in place.

Compliance rates for the 5 day course will meet 
those stipulated for each area

Mary Kloer Clinical Director 
MH/Carol Adcock, Associate 
Director of Nursing

Jennifer Dolman Clinical Director 
LD 
      
Sara Courtney, Deputy Director 
of Nursing & AHPs (Training 
element)

                                                                             
Progress monitored by the 
Quality Programme Workstream 
for Patient Safety

Julie Dawes, Director of Nursing 
& AHPs

2.3 Risk assessments and appropriate risk management plans are in place for all community and inpatients in MH, Specialised, OPMH, & LD services

2.3
Risk assessments and 
appropriate risk 
management plans are 
in place for all 
community and 
inaptients in MH, 
Specialised, OPMH & LD 
services.

Effective and updated risk assessments 
and corresponding risk management 
plans are key to ensuring that patients 
do not come to harm and are able to 
benefit maximally from the support 
offered by clinical services. 

Investigations into serious incidents 
duirng 2015/16 found that risk 
assessments and risk management 
plans were not always fully 
documented. 

This is a new indicator for 2016/17 
which aims to ensure risk aessments 
and risk mangement plans are in place 
for patients in MH, Specialised, OPMH 
and LD services.

All patients in these services will have 
an updated risk assessment and 
appropriate risk management plan in 
their health records.

All patients in these services have an updated risk 
assessment and appropriate risk management 
plan in their health records.

90% of final responses are sent within the 
mutually agreed timeframes.

90% of standards met in 'Assurance of good 
complaints handling for acute and community 
care - a toolkit for commisioners ' NHSE 30 
November 2015

Cathy Lakin, Customer 
Experience Team Manager 

Progress to be monitored by the 
Quality Programme Workstream 
Patient Experience and 
Enagagement

Helen Ludford, Associate 
Director of Quality Governance

3.2 To  involve patients and carers in the development of services

Liz Durrant, Area Manager 
Southampton AMH

John Stagg, Associate Director of 
Nursing, AHPs and Quality LD,

Nicky Bennett, Associate 
Director of Nursing Specialised 
Services, 

Paula Hull, Deputy Director of 
Nursing & AHPs  OPMH

Sara Courtney, Deputy Director 
of Nursing & AHPs  OPMH
Progress monitored by the 
Quality Programme Workstream 
for Record Keeping and Care 
Planning.

Dr Chris Gordon, Director of 
Performance, Quality and 
Safety, Chief Operating Officer

3. IMPROVING PATIENT EXPERIENCE

3.1 Our complaints process provides satisfaction to the complainant
3.1
 Our complaints process 
provides satisfaction to 
the complainant.

Patient experience is extremely 
important to the Trust; receiving 
complaints shows we haven't got 
something right for the patient or their 
carers.

We have made improvements in 
2015/16 in meeting the agreed 
timeframes to send final response 
letters to complainants with overall 
88% successfully sent during the year.

However, this target is not yet 
consistently met in all services and  
therefore we are repeating the same 
indicator for 2016/17. We are also 
working towards achieving standards in 
good complaints handling - a toolkit for 
commissioners  November 2015. 

90% of final responses are sent within 
the mutually agreed timeframes.

90% of standards met in 'Assurance of 
good complaints handling for acute and 
community care - a toolkit for 
commisioners ' (NHSE 30 November 
2015).

Strategy in place and implemented.                            

reduction in number of incidents of restraint 
resulting in moderate or above harm to patient 
compared to 2015/16 baseline 

reduction in number of incidents of seclusion 
resulting in moderate or above harm to patient 
compared to 2015/16 baseline

Improved staff awareness of patient experience 
of restrictive practices

Mary Kloer, Clinical Director MH
Carol Adcock, Associate Director 
of Nursing MH

Progress monitored by the Safer 
Forum and Quality Programme 
Workstraem Patient Experience 
and Engagement 

Dr Mayura Deshpande, 
Associate Medical Director 
(Quality) , Patient Safety

targets and outcomes in divisional work plans are 
met within agreed timeframes

Chris Woodfine, Interim Head of 
Patient Experience and 
Enagagement 

Progress monitored by the 
Quality Programme Workstream 
Patient Experience and 
Engagement.

Dr Lesley Stevens, Medical 
Director and Chair of Patient 
Experience and Engagement 
Workstream

3.3 To have a strategy to reduce restrictive practices in adult mental health services

3.3
To develop and  
implement a reducing 
restrictive practice 
strategy in our adult 
mental health services.

We want to provide  environments for 
patients where they feel safe and 
supported and where use of restrictive 
practices such as restraint are 
minimised. One of the highest 
categories in patient safety incident 
reporting on Ulysses is assault, abuse 
and threat to staff. 

We want to build on existing actions 
and  continue to work collaboratively 
with patients to reduce restrictive 
practices and improve patient 
experience and so are repeatin ga 
similar indicator this year.

We are undertaking a specifc 
minimising restrictive practices project 
with the national IMROC team and a 

A restrictive practice strategy will be 
developed and be implemented.

3.2
Clinical services develop 
and implement work 
plans to involve patients 
and carers in the 
development of services.

We put patients at the heart of 
everything we do and want to involve 
them and their carers in the 
development of services so that these 
best meet their needs.

In 2015/16 we focused on the 
involvement of patients in the design of 
specific services following feedback 
from the CQC inspection in 2014.  

In 2016/17 we want to build on this 
work and make sure that patients and 
their carers are involved  in the 
development of services across the 
whole Trust. 

Targets and outcomes in divisional 
work plans are met within agreed 
timeframes.



3.6 To engage in the project led by IMROC and Merseycare to reduce 
restrictive practices. Workshops with both patients and staff will help 
develop restrictive practices strategy.

Project review and development of restrictive practices strategy.
(submission of document)

31.12.16with the national IMROC team and a 
national leading Trust in 2016/17. 



Blue - Exec validated
Blue - unvalidated
Green
Amber
Red
not begun


