2019 €QC Core and Well Led Quality Improvement Plan - COMPLIANCE ACTIONS

Provider

Nottinghamshire Healthcare NHS Foundation Trust

Service Adult Mental Health In-Patient Wards
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2 H H

1 [There must be enough |Staff shared concerns about _|Undertake an inpatient staffing review and act on the |Staf, patients and carers will 007719 Outcome of staffing review led 10 an increase staffing establishment from
staff on wards to ensure |staffing and problems securing ~findings. feedback that there are  of Nursing for local Revised to o boon dovolpod 207 5wte 1o 287.7 with a rolling programme of recruitment.
patients have access to |additional staff when needed | Commence rolling recruitment of suitably |mental health 30104120 Dcmmm Ty Cﬂ o .::31' A s of Nov 2019: Increase 2 Band 5s per ward to Band 6; Dec 2019: Increase in
leave and one to one |which impacted on patient care ~|Vacancy Tracker to be monitored via AMH Business ~|qualified, competent, skilled |services. e load posts crea pacity with 5.5 psychology ccepting positions and 3.5
session with their named |and staff morale. Meeting ced staff 8a shortisted psychology posts also moved to interview stage
nurse. deployed to meet paients 2020. Rolling recruitment for Band 3 and 5 n situ

needs and the requirements o Inpatient Registered Nurse Vacancy rate reduced to 13%. This is to be kept

of the service. e s managorment under review.

. Bty et oot e Notwithstanding that staffing continues to fluctuate, it s under active and

continuous management.
The Trust Staff Staffing Resource guide has been published
03/08/2020: The CQC re-Inspected between 19-29 July 2020 and their draft
report confirmed that the Trust had achieved compliance with this
standard. They had the right number of staff on shifts to meet patients
need.

2 |Physical health The CQC found the majority of | - Introduce aide memore of key physical obs Paiiess ghysial beath wilbe | General Manager |01/0719 |01/07/20 |01/0720 - The Rapid Tranquilisation training was moved into the Basic and Hospial Life Support training, recort e

staff knew post RT (0 be formulated. [ppriatly Sasessed o semesn. % 15 minoke.
carried out after rapid |to the rapid tranquilisation policy | 1 Deliver face to face p Rapid on mgaions i
tranquilisation in line with in relaion to the medication that | Tranquilisation training. estcare s troughout ther e on Rapid
trust policy and national |they used. Staff could not egistered Mental Nurses to read and sign they 7052, ety - A revised version of the Rapid Tranquilisation Policy was approved in January 2020. lihis standard was
guidance. however locate the physical |have read the Rapid Tranquilisation Policy. ond appropraely o dterocaton 01/0512020; Adiionalactons agroed for the delivery of NEWS? raining and NEWS2 o reportng GS082320: T GAG r-nspocted betweon 18.20 July 2020 and thelr report
health observations or a record | - Rapid Tranquilisation compliance checklistto be | patert pryscal et 0110612020 Improved audit results. lan to this standard.
/of patients refusing these jsent to all General Managers and Matrons to screen |, 2 NEWS2 ssscsarert whbe 17/07/2020: 86.6% compliant during Juns with a tolerance of 85%. had been made the physical
lobservations after rapid lagainst incident reporting [lenaty he deteiorsi pt following the use of rapid tranguilisation.
tranquillisation had been GMs plus Matrons requested to embed RT risks 0 ey e ars ey
iministered on Lucy Wade | checkist for T and assurance
Unit, Orchid ward and Rowan 1 |(includes physical obs momtormg) following IR1 and vy sont e ven T
wards. In these areas, CQC saw |to be demonsrated in | NEWS3 scoes w b corec an
nine instances where rapid Risk Management Teamo forward RT incidont [arere approte wheod on
iranquilsaton had been Rtist 0 matrons on aweekly [pocaltoncfth ik o it py
ut records did not Yo moritor R2s
contin ovidence tht il cump\eted by ward managers are ensuring physica

3 |Ensure that staff carry out|  The CQC found: all wards had | Matrons wil eview practice on the wards with ward | All wards check resuscitation | General Manager |15/07/19 |30/11/19 |03/10/19 (Green emergency zone boards have been fitled across the in-patient services. ‘Spot audits continue to show compliance in relation to checking of resuscitation
checks of resuscitation the right clinical and o All anaphylaxis adrenaline is stored correctly in clinics ~ward by ward training has been agreed for all equipment and that Adrenalin is stored appropriately in clinic cupboards, only
lequipment on all wards | resuscitation equipment practice. policy. Registered Nurses \embers with drug keys can a+L13ccess this.

safe to use bl Training s also included in Basic and higher Life Support training. 03/08/2020: The CQC re-inspected between 19-29 July 2020 and their draft
/and ensure adrenaline is |emergencies \Adrenaline wil be easily report confirmed that the Trust had achieved comliance with this
fitfor use and stored ina | On B2 ward the adrenaline accessible standard. d been made in "
place where thereis | was stored in a locked cupboard ore equipment in clinic rooms.
immediacy of access. [making it more difficult to access
in an emergency
On Lucy Wade and Orchid
ward, the adrenaline did not
have a tamper proof seal intact.
Records showed that staff
(checked emergency equipment
leach week on six o the eight
wards they visited.

4 [Blanket restrictions on | The CQC found there was a lack |Develop a process of oversight and review of all |Ifa ward needs to operate a |Medical Director | 15/07/19 |30/1 22108119: undertaken. All options Aregister of all from reviews undertaken has been created.
lone ward must be of clarty around why blanket | blanket restrictions applied on inpatient wards across |blanket restriction over and 3110172020 rr o deiing acorseof acton s some e patents state they uppor ha cunent is [Proposed atthe Quality and Risk
reviewed so that patients [rules were in place. This is a Trust. above that described in the (inked to linked o the Trusts sexual safety wor Mental Health meeting and next steps agreed.
areindividuallyrisk | mixed sexward. The female Code of Practice, tis will be Trust wide 24110/2019: Currently exploring the Nt rastictions in place across all inpatient services and communicating | Report and register of blanket resirictions across the Trust
lassessed for restrictions. | dormitory and bathrooms were done for the shortest work [proposed process of oversight with the Divisions. Process flow chart is under consultation 1o agree system to notfy new blanket
relating to accessing [locked meaning female patients reasonable time, must be Quality Review of identified ward where patient and staff views about the current arrangements were discussed _restrctions and review existing ones.
sleeping areas and |had to ask staff to access their based on risk and monitored and the various options to promote safety were explored 03/08/2020: The CQC re-inspected between 19-29 July 2020 and their draft
bedrooms. bed space or a shower room and reviewed through local Spreadsheets containing all blanket restrictions developed and are kept under review at directorate restrictive |report confirmed that the Trust had achieved compliance with this

Male patients could not access a governance arrangements. If practice meetings to ensure they either meet the requirements of the Code of Practice or are removed once the | standard. Governance processes included oversight of blanket
shower room without asking the blanket restriction needs fisk is no longer present. restrictions.
staf. o be in operation for a

prolonged period of time, this

will be registered and

monitored by the Mental

Health Legislation

Operational Group (LOG)

5 |Ensure that staff follow | GQG said comprehensive care pians | Physical Health Lead o link with the Quality Patienis'physical healfh wil be | Associate Director |16/07/19 |01/04/20 |01/04120 Weekly Physical Health clinics run on each ward across AMH and started WC 21st October 2019. + 197819 physical healthcare completion in pracice report went Live for Rio
physical health care the 36 care continuing with the existing QI |apPropriately assessed on of Nursing) Live Physical health tracker has been amended to identify each element of the Lester Tool, and record when all 6 |users to allow Clinical leads/ Ward Managers to identify what has been done
planning and complete 222125 21031 f e 3were o ooy i admssion. The caro s and ciements are completed and is sl utstanding for individual patiets. Ths should help mprove the
physical health have beon more hotstc and 5 more|Physical healthcare modules to be inciuded inthe |oaganc Sttt ST [Weekly meeting with Mental and Physical Health Matrons and ward managers o focus on individual ward timely delivery of physical healthcare interventions in practice.

for patients Trusts induction for all new starters needs throughaut ther me in performance against the above actions. ~ 217819 The Live report was launched with all Modern matrons for them to
when required ot continued fo monior blood  Tool to be completed for patients on admission lhospial Siaffwil consistertly Further work to develop a physical healthcare strategy is taking place. rollout to ward managers/clinical leads for use in practice.
throughout admission. |gkcose Ward rounds physical healthcare | monior and assess peoples 08101720 - 64.2% - Additional physical ining is being provided in practi
in some cases. Six tmes NEWS2 noeds. They wil respo 27102120 - 85.6% - Physical Health Matron working with the Quality Improvement lead to review
scores.had not been ful complted appropritel to any deteroration
o iy e oo fuly compet Rkl fei 12/03/20 - 87% current position. Live reports regarding physical observations received weekly
ot been dore. Th COC reporied NEWS? asaessments and other The national fhe fthe Lester tool is set at 60% by ward managers to review. Matrons having weekly meetings with Ward
phvsial eas moniorgforns Managers focussing on qualty issues.
includng - The national target against the required parameters of the 6 areas of the Lester
(demonstrated patiet involvement Urierea Seroanng (UST) wi 100l is 60%
|and this was an improvement on their ry completed and used 03/08/2020: The CQC re-inspected between 19-29 July 2020 and their draft
Jast nspecion. o identy the deterioraing
e e e it report confirmed that the Trust had achieved compliance with this
S safety i bo ssssssed and standard. Physical health care planning had improved.
controls to manage identied

/6 [The privacy and dignity | The CQC found on one ward that|A review of practice has taken place. The clinical | To provide a period of safety |General Manager |15/07/19 |30/11/19 |03/10/19 Live reports regarding physical observations received weekly by ward managers to review. Matrons are having  Clear statements needed:
of patients mustbe | male stafflooked through female [teams are to ensure that care is delivered inaway for people during a period of [ weekly meetings with Ward Managers focussing on quality issues. On respecting the dignity of patients under observation including gender of
protected when patient's door blinds when that protects peoples’ privacy and dignity and takes distress when they are at risk staff providing supervision and knocking on doors.

(observations are carried |completing safety observations ~|account of each individual’s background, needs and of harm to themselves, others On admission that male staff may observe both genders and vice versa.

out without informing them. On one | preferences. The teams will be supported to reflect on or both. To see the patient On providing patients an opportunity to state their preference and record this.
other ward the privacy blind of |why practice that veered away from the expected under observation as a Quality Improvement project looking at the qualiy of information provided to
patient's doors were left open, |standard occurred and lead the change required to | unique individual whose care patients on admission
including when patients were | meat people’s right to privacy. hould be delivered in a way Observation poster s in situ
/asleep in bed. Additionally, thattakes account of their Weekly audits of observation practice on one ward was shared with the CQC.
consideration had not been age, gender, sexual 03/08/2020: The CQC re-inspected between 19-20 July 2020 and their
/given to the support needs of orientation, ethnic group and th i
patients who had experience their social, cultural and standard. Patients told the CQC they felt respected, their privacy wa
past trauma religious background. respected, and staff understood theis
/A patient said that stafleft these personal, cultural, social and religious need
blinds open as a matter of
routine as it was easier for them

7 |Effective governance | The CQC found inconsistent | short-term task and finish group will use QI There will be consistent | General Manager |16/07/19 |30/11/18 |30/11/19 ‘Service managers with ward managers scoped and mapped the skills of administrative staff and the training _|Observation poster is i situ
structures must be in s: Risk supportlocally led changes. governance and operating ired. Draft agenda and Terms of Reference agreed.
place toensurethat  |and safety were not always well |Minutes for team meefings to be taken to Ward processes across sites. ‘Supervision procedure and templates reviewed. Monthly supervision figures are reviewed
- Supervision and team managed (having enough staff). managers meeting (1 from north, 1 from city) and Monthly ward meetings x2 to incorporate business and Quality and Risk Monthly meeling notes show improvenents
meetings take place | There were issues with bed |shared with operational managers for oversight. Standard agenda items and Terms of Reference to be agreed alongside training needs for chairing/minuting 03/08/2020: The CQC confirmed in their preliminary post inspection
 Learning from incidents availabilty of 1o be closely monitored. meetings. feedback that governance processes had improved.

/and complaints are | beds for newly admitted patients Proposed formalised structure of linking ward meetings to relevant directorate and divisional meetings agreed
recorded at ward level.  (and patients coming back from One ward involved in Ql in relation to sharing learning.
leave. There was inconsistent Draft meeting agendas and Terms of Reference agreed
levidence of ward team meetings Monthly supervision figures are meeting targets
happening and learning from New meeting structure has been launched with standard agendas and a focus on learning from incidents,
incidents and complaints was serious incidents, complaints and incidents to begin in December 2019
ot discussed. Supervision
compliance at Highbury hospital
‘averaged 52%. Standardised
practices were not in place on
H sites. Rowan 1 did not
8 |Risk assessments must | The CQC reported that risk To develop a Ql project plan Risks wil be identified early | General Manager [15007/19 |01/09/20 03/0812020: The CQC re-inspected betwe

(contain all relevant risk
information.

/assessments were presentin 31
of the 36 records seen. These

atadmission
/and were reviewed throughout
treatment, Thorough risk
/assessments and robust risk

re seen in

124 of 31 records. However, 23%
did not have a fully developed
plan for the management of
known risks.

2-day inpatient training incorporating: . Care
Planning, | Team working and boundaries and

Trauma Informed Care 2-day training being rolled
lout across the 3 seeded sites

To support this further, each ward is being allocated a
tand care plan buddylcoach. They will
be allocated to a specific area and will support the
Ward Manager to review all the risks assessments
/and associated documents for the patients, and to
offer enhanced support and leadership to all the.
nursing staff, and if required the wider MDT.

17107/20: Clinical Director to work with the MDT to
lensure care plans are central to the ward rounds.
Deep dive planned in August 2020 into the quality of
risk t

and assessed as 1o the best
‘way to manage or control
them and to reduce their
effect.

ward. To be led by the Head of Nursing for AMH from March 2020
12103120 y Improvement F

AMH to suppor

3 of the year,

separate

19-29 July 2020 and their draft
that the Trust had achieved i ith thi
standard. Staff formulated risk as
and current risks for patients.
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9 [Everylocation must [The CQC saw that good medication Staffin all clinical areas will work to [To prevent people from receiving [General Manager 15/07/19 [30/11/19  |30/11/19 ted ‘A copy of the memo has been obtained.

ply
The correct storage of
medication, Room

temperature monitoring,

Fridge temperature
monitoring, The safe.
storage of medication
when taken out into the
community.

storage.
/and dispensing at four Local Mental Health
Teams (LMHT) however, at one the CQC found
'some improperly stored medication which was
'subsequently disposed of. a fault with
temperature gauges that monitored fridge
temperatures and transportation of medication
did not follow best practice guidance with staff
into

standard operating procedures.
Remote fridge temperature.
monitoring will be implemented.,
\quidance, materials and training will
be provided to dlarify expectations, a
task and finish group to improve safe
storage of medicines in the
\community will be formed.

taking
their own bags.

internal Qualit First
Review to assess if improvements
have been sustained.

unsafe care and treatment and prevent
‘avoidable harm or risk of harm.

|Audits will show compliance with the
required standards

- A memo regarding the disposal of expired and unwants
d d tion of medicines has b

general managers.
- The installation of room temperature monitoring equipment has
been completed in all areas. The implementation of
programme is in progress and is being tested.

- Standard Operating Procedures for dealing with ambient room
temperatures has been agreed.

- Further meetings planned to review results of pilot for
transporting medicines in the community.

- Quality First Review scheduled in September 2020

senttoall

- The use of remote fridge temperature monitoring has been
approved and implemented
« Bags for the transportation of medicines provided.
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Provider

Core Service

Nottinghamshire Healthcare NHS Foundation Trust
CHILD AND ADOLESCENT MENTAL HEALTH WARDS

[ G] Positive impact of improvement found. It is embedded into practice and has been signed off by the appropriate forum.
=8| Improvement considered complete by action plan lead. Evidence of compliance and embeddedness is available.
Progressing to time, evidence of progress.
| A Delayed, with evidence of improvement and agreed actions to get back on track.
38 Cause for concern. No progress towards improvement completion. Needs evidence of action being taken to improve.

NHS

Nottinghamshire Healthcare

NHS Foundation Trust

patients on closed circuit television
cameras because the manager’s office
door on one ward was left open and staff
had not closed the office blinds on
another

have been sustained.

to T Qo Q 0w o
S £ s 2L
] i . i A=) Ya a %E
o
€ | Improvement Needed Context (IS taken.to EEEEDHD || CHEEs r.equ|red and ho‘.” ERIOLL Leads E g E Progress Comments / Resources Required / Evidence Evidence outcome required has been achieved
E cause of the issue/gap know it has been achieved = <
z s T €
10 |All staff must safeguard |The CQC said patient information was | The range of options to be considered |1 Staff will respect patient General Manager 15/07/19 |01/12/19  [31/12/19 White boards will have closure doors and staff aware to keep them closed. Fitting will be Screening ordered and received.
patient’s information so |not always kept secure even though which will enable staff to have quick confidentiality 31/01/20 completed by 30 October 2019. Other options remain under consideration such as fitting
that it cannot be seen by |blinds were fitted to assist this, they were |access to patient information but keep |1 Patient information will be kept (Division CCTV switched off on one ward when not required not visible from other two wards. monitors which will display a rolling reports detailing the
visitors to the ward or not always used. On Phoenix and this private from unauthorised people. |confidential. wide Privacy boards installed Division wide. core information required for each patient pulled from RIO.
other patients. Pegasus wards, CQC clearly saw Undertake an internal Quality First approach Quality First review to be undertaken during Septemeber 2020 Folding information boards installed division wide.
Review to assess if improvements taken)
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Nottinghamshire Healthcare NHS Foundation Trust

Community mental health services for people with a learning
disability or autism

LY | Progresssng b bema, avidence of progress

[G] Postive smgact of improvemant found. It is embedded into practice and has been signad off by the appeopaate fonm.
28 improvement conskdered complete by action plan lead. Evidence of compliance and embeddedness i available

LA | Delayed, with evdence of imprevement and agreed aclions 1o get back on fack
[l Cause for cencem. No progress towards improvemant complehion. Neads avidence of action baing taken to improve

NHS|

Nottinghamshire Healthcare
NHS Foundation Trust

provide patients and
carers with information
about how to raise a
concern or complaint.

staff, patients and carers we spoke with
did not know how to raise a concern or
how to complain about the service they
received. Staff reported they did not
routinely offer this information during
‘community contacts with patients.

patients. We will access resources from
*Speak-up’ who are experts in developing and
delivering accessible information and
resources that improve the lives of people with
learning disabilities and/or autism.
Undertake an internal Quality First Review to
assess if improvements have been sustained.
receive.

learning disability to complain when
they experience poor services from
the Trust. We must ensure that
accessible information is readily
available to patients and carers on
how to provide feedback and
complain about the services they

- This issue will be a standard agenda item on
all team meeting minutes

- We will explore alternative ways for patients
and carers to access the complaints procedure.
- Staffin all bases have ordered and received
leaflets for staff in their areas and these have
been issued to patients.

Quality First review to be undertaken during
September 2020

E: B2 52 82
H 58 g 28 82
.E \mprovement Neaded e | Action to be taken to address the cause of the| Outcome required and how you will . 3 3 2 g& | Progress Comments / Resources Required / | Evidence outcome required has
& issuelgap know it has been achieved - £ 5 & Evidence been achieved
2 H s
11 |Staff must routinely | Except for residential and care home | Complaint materials will be reviewed with | We want to encourage people with a |General Manager |15/07/19 |31/10/19 |28/1/19 03/10/2019: Easy read leaflets for Easy lead leaflets amended and
clients/carers have been produced. distributed
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12 [Staff must follow y : Learn from g place at Basselaw | - Staff will follow safe medicine |Ann Wright (GM) 150719 [31/1019 [31/12/19 FP10 procedure circulated to CRHT service managers and Team | nvestigation into FP10 handing taken (o Trust Medicines
Hospital management policies and procedures. |Supported by Michelle 31101120 Leaders for dissemination to al team members. Audit of (Oversight Group (TMOG). There s a Trust policy on FP10
policies and procedures, |22 vas not periodcaly changed. The key to access | syandard Operating Procedure for $136 suite Audit of medicine management in all Malone (Clinical [compliance to be undertaken by Matron before reviewing progress which all local procedures must be aligned with.
G clinical areas. Director) rating
FP10s and review policyand | A pilot to test bags for the JoHill Operational 03112119 - Re audit of storage to be completed at Highbury site.
recaived their medcines or other racord o recaipt not | procedure. transportation of medicines is taking  Managers) | Audits show compliance with standards.
made. The sharing oflearming a font e staflevel v . Undertake an intenal Quality First Review 10 assess if |place. and Matt Elswood |Quality First reviews scheduled for September 2020
[mat roullr have (Chief Pharmacist)
lgo0d systems inplace when staff delvered medication
they stored it correcty and patients signed 1o say they
had received their medication
13 |Places of safety must be_n the Cassidy suite the trust had made number | steel Goor frame and improved soundproofing is The premises where care and Ann Wright (General | 15/07/19 _|04/01/20 [One of the Goors at the Cassidy suite has been improved two are _|Environmental improvements have been completed by
safe and secure. of environmental improvements, further work to | required at the Cassidy suite. There are arrangements for treatment are delivered will be suitable Manager 01104120 due to be completed at the beginning of November 2019 with all  estates and facilies.
fita steel door frame was delayed due to COVID- staff to follow to miligate the risk of this. The Jasmine |for the intended purpose and properly |Chris Ashwell tems required on order.
19 and access to the required materials. suite should display a clock to meet requirements should | maintained. (Associate Director) is bout
the room b used for seclusion. il meeting the timescale for action. 29/11/19 Update Capital bid for
Undertake an internal Quality First Review to assess if (Operational Managers) sound proofing approved 28/11/19. Instruction to be given to
improvements have been sustained. Estates for the work to be completed this financial year.
08101120 - Works required at late stage design, out to tender by 17
January 2020. Planned completion date estimated end of March
2020 given the lead time on the new door sets and security
frames.
10/03/20 - Timescale changed due to delay caused by awaiting
structural arrangement drawing for new steel door frames, on
receipt of these doors can be ordered and installed in 6-8 weeks.
Quality First reviews scheduled for September 2020
14 [Staffing levels mustbe | The CQC found that the there ing there onthe [Staff, pafients and carers will feedback Ann Wright (GV) 50719 3101120 (01101120 [+ Linked to AVHIP - improvement 1 in the AN in-patient section. [Estabiished staffing is appropriate for need. Al staff are MVA
safe when using must be three staff o use physical restraint. In | Cassidy suite during the inspection, the CQC were notthat there are suffcient numbers of |Jo Hill + Astafing review has been complet rained.
restraint. the Cassidy suite this would be hard to follow i assured that this number of staff would always be quickly sutably qualified, competent, skilled (Operational Managers) Recruitment programme s in place
staff were either deployed elsewhere or if available for the purposes of applying physical restraint |and experienced staff deployed to Development of a safe staffing oversight policy.
requests for extra staff were needed from the | where needed in line with Trust policy. Actions o address |meet patients needs and the dentify any gaps in staff confidence and training
ths are linked to improvement 1 (AMH - Inpatient) requirements of the service. Revised Standard Operating procedure for staffing n the
internal Quality First Review to assess if | The staffing rvices
have suites will be determined by taking into Effective job planning and deployment to ensure right staffing, in
the presenting needs of the patient right place at the right time.
and other factors. There will however ‘Al staff MVA trained.
be three staff quickly available 1o use QualityFirst reviews scheduled for September 2020
restrict safely if needed.
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Nottinghamshire Healthcare NHS Foundation Trust
Forensic In-patient Wards
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