CQC Action Plan

Ref No:

Must Do Actions

Theme

Service

Improvement / Objective

Action Status
/ RAG Rating

Lead (Executive &

Local) Action Closed

Update following inspection Actions Required Deadline

MD1 - Page 8,51 The trust must ensure it immediately reviews

MD 11- Page 9

MD2 - Page 8
MD14 - Page 9

MD3 - Page 8

arrangements of dormitory accommodation
with a view to eliminating

this in line with national guidance. (Regulation
10(1)

The trust must ensure that patients are able to
summon for staff assistance effectively in all
wards, to include communal areas and
dormitories. (Regulation 12(1)).

The trust must ensure environmental risks are
identified and mitigated against including
checks of the communal

garden at Stewart House. (Regulation
15(1)(2)(a)(b))-

Dormitories - Estates

Call Systems - Estates

Environmental Risks /
Estates

Trust wide (Well Led)

Trust wide (Well Led)

Rehabilitation

The Trust will eliminate all dormitory
accommodation in line with National guidance

The Trust will ensure that patients have access
to call alarms to summon for staff assistance

The Trust will have environmental risk
assessments in place which includes communal
garden areas.

Richard
Wheeler/Richard
Brown

1. Review of dormitory accommodation reprovision 12/08/2021

plan to establish if timescales can be brought forward.

Update:

-The Trust reviewed its dormitory
accommodation reprovision plan immediately
post inspection. There is no potential for
acceleration of the existing planned timescale.
Agreed timeline for the programme of works is
to be concluded by 2023. There is a clear
governance process in place to ensure the
progress of the plan is kept under review at the
Estates and Medical Equipment Committee
(EMEC) and any risks are escalated through to
the Finance and Performance Committee (FPC).
Post inspection an action plan was developed
and shared with the CQC with further updates
sent on the 25/11/21. This plan detailed
actions taken to improve the dignity and
privacy of patients, improve storage and
laundry facilities. The two remaining actions
from the Dormitory action plan on
implementation of laundry facilities for Aston
and Ashby Ward and permanent storage for
the Bradgate Mental Health Unit and Willows
are aligned to the delivery of the dormitory
reprovision accommodation plan.

Closed

Richard Wheeler/
Richard Brown

Update: 1. Installation of new receivers 31/01/2022
-We immediately reviewed the current usage 2. Implementation of newly purchased wrist pits to

and access of personal safety call alarms across strengthen accessibility for all patients on every ward to
all acute wards against the CQC Brief Guide on  summon assistance if they are alone temporarily on the
'Call systems in mental health inpatient services ward based on individual clinical risk assessment. This
for patients/service users and visitors' (July gives full capacity for 100% usage if required.

2020).

-We have a communication plan in place for

ensuring ward staff are aware of process of

utilising existing wrist pits and Standard

Operating Procedure.

-we have strengthened risk assessment

processes.

-An action plan was developed immediately

and shared with the CQC post inspection with

updates provided tot he CQC on the 25/11/21.

-We have purchased additional wrist pits to

strengthen accessibility for all patients on every

ward to summon assistance.

-we reviewed current usage and access of

personal safety call alarms across all wards for

visitors.

-we have commissioned surveys on our

estates to ensure alarms can be used and

identify where upgrades are required.

Closed

1. A new 6 weekly Quality Round will be undertaken by Fiona Myers / Helen 31/01/2022

Ward Sister / Charge Nurse and Matron. Perfect

Update:

-The systematic checking of the garden was
placed on the daily Ward Environmental
Checklist.

- A weekly check of compliance is carried out
by the Ward Sister / Charge Nurse.

- Work immediately undertaken to tidy the area
and the Trust estates gardening team continue
to maintain the horticulture.

Closed



MD4 - Page 8

MDS - Page 8

MDE6 - Page 8

MD?7 - Page 8

MDS8 - Page 8

The trust must ensure there are effective
systems and processes in place to audit risk
assessments across the service

and action taken to address short falls in clinical
documentation. (Regulation 17(1)(2)(a))

Auditing system - Risk
Assessments

The trust must ensure there are effective
systems and processes in place to audit care
plans across the service and

action taken to address short falls in clinical
documentation. (Regulation 17(1)(2)(a)).

Auditing system - Care
Plans

The trust must ensure at the Willows staff Seclusion Records
consistently apply and record appropriate
contemporaneous records for

seclusion. (Regulation 17(1)(2)(c)).

The trust must ensure that the privacy and
dignity is protected around the respectful
storage of patient’s clothes;

(Regulation 10(1)).

Storage - Privacy &
Dignity

EDI - Protected
Characteristics

The trust must ensure protected characteristic
needs are identified, care planned and actioned.
(Regulation 10(1)).

Rehabilitation

Rehabilitation

Rehabilitation

Rehabilitation

Rehabilitation

The Trust will have an effective system in place
where risk assessments are audited and
actioned to improve clinical documentation

The Trust will have an effective system in place
where care plans are audited and actioned to
improve clinical documentation

Documentation at the Willows will
demonstrate high standards of record keeping
in relation to seclusion

The Trust will have safe and respectful storage
facilities for patients clothes

Trust records will document / action and care
plan patients needs around protected
characteristics.

Update:

- A review of the current systems and processes
has been completed using the PDSA approach
as a quality improvement project 7th June 2021
- There is a process in place to review risk
assessments and care plans, the PDSA
identified further actions to achieve continued
improvement re: risk assessment and care
plans being updated following an incident.

Update:

- A review of the current systems and processes
has been completed using the PDSA approach
as a quality improvement project 7th June 2021
- There is a process in place to review risk
assessments and care plans, the PDSA
identified further actions to achieve continued
improvement re: risk assessment and care
plans being updated following an incident.

Update:

- All staff have been identified who have not
received local training on the seclusion policy
and they have been scheduled for training.

- the seclusion audit on AMAT is completed by
the Matron following every seclusion incident
to monitor the quality of care and record
keeping.

Update:

- Areview of all inpatient storage facilities was
undertaken

- The Trust invested in improving permanent
storage facilities for patients personal
belongings on the Rehabilitation wards, now
completed on Acacia and Sycamore.

-Access to plastic storage boxes/cupboards and
laundry bins made available.

- Patient lockers have been provided for
personal items that need to be stored securely
and items that may be considered a risk.

Update:

-The patients individual care plan was reviewed
and revised to encompass all of their individual
needs.

- The Rehabilitation wards welcome pack was
reviewed by the Trust Equality, Diversity and
inclusion group to include how the unit meets
patients protected characteristic needs.

- The Matron has worked with the lead at the
Community Knowledge Framework for LGBTQ
to acquire materials and signposting
information to local networks for inclusion in
patient resources at Stewart House.

Fiona Myers / Helen
Perfect

1. The peer review audit tool will be amended to
include questions on risk assessments.

2. Monthly audits will be carried out and the results
entered onto AMaT.

3. Results will be monitored at the service line Quality
and Safe Meeting.

1.A peer review care plan audit will be carried out
monthly.

2. The results will be entered onto AMaT.

3. Results will be monitored at the service line Quality
and Safe meeting.

Fiona Myers / Helen
Perfect

1. All staff who have not previously received the local
training will be trained by 31st January 2022

Fiona Myers / Helen
Perfect

1. Storage cupboards work to start on Cedar Ward in
December 2021

Fiona Myers / Helen
Perfect

Fiona Myers / Helen
Perfect

1. The peer care plan audit tool within the AMaT is
currently under review as part of the PDSA work. This
will also include questions on recognising and meeting
the equality and diversity needs of all patients. The tool
will be updated by 31st December 2021

31/01/2022
Closed
31/01/2022
Closed
31/01/2022-
revised date
28/2/22
t.iue o the Closed
impact of
Omicron Covid
28/02/2022
Closed
31/03/2022
Closed




MD?9 - Page 9

MD10 - Page 9

MD12 - Page 9

The trust must use patient feedback to make Food quality
improvements of the quality and variety of food
available. (Regulation 17(1)(2)(a)(e)).

The trust must ensure staff are up to date with  Mandatory Training -

mandatory training including Mental Health Act MHA
training. (Regulation

18(1)).

The trust must ensure that the privacy and Privacy & Dignity

dignity of patients is always maintained.
(Regulation 10(2)).

Rehabilitation / Estates The Trust will improve (according to patients)

Rehabilitation

Acute / PICU

the quality and variety of food choices on the
menus offered.

The Trust will achieve mandatory training
compliance of above 85% in the number of
staff trained in the Mental Health Act

The Trust will maintain the privacy and dignity
of all patients

Update: 1. Across the Directorate the Matrons will collate Fiona Myers / Helen
-Estates and Facilities are reviewing the process feedback from all wards patient community meetings  Perfect / Richard
for managing patients feedback on meals and  regarding quality and choice of food to the Trust Brown

menus more productively. Nutrition Group Meeting to enhance availability of

- Atrends and themes report is being quality food choices with the external provider

submitted to the LPT Nutrition group meeting
to allow for discussion and monitoring of the
quality and choice of the food provided to
wards which is being included at the shared
service meeting with the external catering
provider to identify trends and themes of
feedback and improve the quality of service
received from the provider.

- the Rehabilitation wards have monthly
patient community meetings facilitating
feedback. the agenda has been amended to
include you said / we did responses.

- Updated posters, co-produced with service
users, have been developed to display on the

ward.

Update: 1. Ward sisters/Charge Nurses are implementing a plan Fiona Myers / Helen
- The Rehabilitation wards have reviewed to ensure staff that are out of date for all mandatory Perfect

mandatory training to support recovery of training including MHA training are scheduled

compliance since Covid-19 protected time to undertake mandatory and clinical

- The number and frequency of scheduled MHA training on the next ward roster in Jan 2022
training dates has been examined to ensure

that they meet the requirements of the number

of staff requiring training and additional

sessions can be provided.

Update: 1. Permanent signage on bedroom doors will be co- Fiona Myers / Michelle
- Estates and Facilities have implemented a designed with service user feedback and is in Churchard Smith
new system whereby the replacement/ hanging development. Permanent signage will be in place by
of curtains is prioritised as soon as the wards ~ 28th February 2022.

report an issue.

- A daily environmental checklist is carried out

on the wards which includes all curtains,

window and bed spaces, and the ward sisters

oversee the checking for compliance. Any

concerns are escalated to the Team manager /

Matron.

- Spot checks are routinely undertaken.

- All wards display temporary laminated signs

on patient bedrooms to remind staff to knock.

- A more permanent solution is in

development.

28/02/2022

31/03/2022-
revised date
28/2/22 due
to impact
of Omicron
Covid

28/02/2022

Closed

Closed

Closed



MD13 - Page 9

MD15- Page 9

MD16 - Page 9

MD17 - Page 9

Staff must ensure they routinely explain rights Acute / PICU
to informal patients, offer written information
and record this.

(Regulation 11(1)).

Patient Rights

The trust must ensure that all wards are Maintenance- Estates Acute / PICU
properly maintained with requests being
attended to in a timely way.

(Regulation 15(1)).

The trust must ensure that managers review Incident Review Acute / PICU
incidents in a timely way, in line with trust

policy. (Regulation 17(1)).

The trust must ensure the acute and psychiatric Acute / PICU
intensive care wards have consistent and

effective management of

contraband items — to include lighters.

(Regulation 17(1)(2)).

Checks Policy

Informal patients will be given information on
their rights and that this will be clearly
documented in the patients records

The trust will have an effective system in place
where wards report maintenance issues and
Facilities attend to the repairs in a timely
manner

Incidents will be reviewed as per Trust Policy

The acute wards for adults of working age and
psychiatric intensive care units will have an
effective process in place in relation to
managing items of contraband, including
lighters

Update:

- A new Bradgate Unit Welcome Pack, co-
produced with patients, available on all wards
which includes information for patients
wanting to leave the ward.

- Whilst the wards await full information packs
to be distributed, leaflets regarding informal
rights are available for patients on admission.

Update:

-A new environmental checklist has been
developed which is being used by ward teams
to identify repairs / maintenance requests in a
timely manner.

- The Ward sisters / charge nurses are
maintaining a spreadsheet of all maintenance
requests detailing job numbers for action with
the estates and Facilities team.

- A monthly estate meeting is now in place with
site facilities coordinator, manager and estates
link to review and escalate any outstanding
works to the Business and Performance
Meeting and Health and Safety Action group.

- Trust Board have approved a business case
and are investing in a facilities Management
Transformation Programme.

Update:

- The sign off of all incidents, to ensure closure
is undertaken within required timescales, is an
agenda item at the weekly directorate incident
review meeting and reviewed at the Incident
Oversight Group.

- The format of the AFPICU Incident Review
Meeting has been amended.

- A highlight report is to be presented at the
Directorate Quality and Safety meeting in
January 2022.

Update:

- We have improved compliance with checking
and searching training.

- The Quality Improvement project that focuses
on checking and searching patients has
commenced.

- A new checklist has been developed for the
wards to use which logs patients lighter use.

- The quality improvement starter has been
approved and the first audit on the use of
patients lighters is to be disseminated in
December 2021.

- Spot checks have been undertaken to ensure
compliance with Policy.

1. Immediately following inspection wards were
supplied with information leaflets for informal patients
as an interim measure until each ward is issued with
the new information pack, including leaflets and
posters, to be available by 31st December 2021.
Ward Sisters / Charge Nurses will sign to confirm
receipt of the information pack on distribution to the
ward.

2. Offering informal patients a rights leaflet will be
added to the admission check list, to confirm it has
been provided to the patient and enabling auditing of
the process. The first audit will be completed by
January 2022

1. The 6 weekly Matron / manager quality assurance
audit tool will include questions on checking that the
environment all checklists have been completed fully
and relevant actions addressed. The first cycle will be
completed by Jan 2022

1.All outstanding incidents for Acute and PICU Services
will be reviewed and will be signed off by the 31st Jan
2022

2. Incident management update training will be
provided to all ward sisters / charge nurses and
deputies to be completed by the 31st Jan 2022.

1. The 6 weekly Matron/ Manager quality assurance
audit tool will include questions on checking that
patients who smoke have a care plan in place, log the
equipment used for smoking and that the lighter
checklist is in use. The first cycle will be completed by
January 2022

Fiona Myers / Michelle
Churchard Smith

Fiona Myers / Michelle
Churchard Smith /
Richard Brown

Fiona Myers / Michelle
Churchard Smith

Fiona Myers / Michelle
Churchard Smith

31/01/2022

31/01/2022

31/01/2022
revised date
28/2/22 due
to impact
of Omicron
Covid

31/01/2022

Closed

Closed

Closed

Closed



MD18 - Page 9

MD19 - Page 9

MD20 - Page 9

MD21 - Page 9

The trust must ensure that all patients have
appropriate access to a range of psychological
therapies. (Regulation 18(1)).

Psychology Access

The trust must ensure that all clinical staff Mandatory Training -
receive training in the Mental Health Act which MHA

is updated regularly.

(Regulation 18(2)).

The trust must ensure that all clinical staff Mandatory Training -
receive training in the Mental Capacity Act MCA

which is updated regularly.

(Regulation 18 (2)).

The trust must ensure that all clinical staff are
trained in basic life support, and qualified
nurses undertake

intermediate life support training. (Regulation
18(2)).

Mandatory Training

Acute / PICU

Acute / PICU

Acute / PICU

Acute / PICU

Psychological therapy will be available to
patients who require it as part of their
treatment

The acute wards for adults of working age and
psychiatric intensive care units will achieve
compliance of 85% or above of staff trained in
the Mental Health Act

The acute wards for adults of working age and
psychiatric intensive care units will achieve
compliance of 85% or above of staff trained in
the Mental Capacity Act

The acute wards for adults of working age and
psychiatric intensive care units will achieve
compliance of 85 % or above for clinical staff in
BLS and 85% or above for Qualified Nurses in
ILS

Update:

- Since inspection a series of recruitment
exercises to therapy posts have been
undertaken.

- The vacancies in OT Support Worker posts
have been successfully recruited to,
recruitment will continue to support turnover.
- Recruitment to bank OT has been successful
and will be ongoing.

- The Band 8c lead psychology post has been
recruited into.

Update:

- Since inspection the Acute and PICU wards
have reviewed mandatory training to support
recovery of compliance since Covid-19.

- The number and frequency of scheduled MHA
training dates has been examined to ensure
that they meet the requirements of the number
of outstanding staff requiring training.

Update:

- Since inspection the Acute and PICU wards
have reviewed mandatory training to support
recovery of compliance since Covid-19.

- The number and frequency of scheduled MHA
training dates has been examined to ensure
that they meet the requirements of the number
of outstanding staff requiring training.

- MCA training is available on U Learn.

Update:

- Since inspection the Acute and PICU wards
have reviewed mandatory training to support
recovery of compliance since Covid-19.

- The number and frequency of scheduled MHA
training dates has been examined to ensure
that they meet the requirements of the number
of outstanding staff requiring training.

- Basic and ILS training within Covid secure
guidelines has been restored.

1. Following successful recruitment to the lead post the Fiona Myers / Michelle  28/02/2022
remaining psychology posts and vacancies will be Churchard Smith

advertised by the end of December 2021

2. Any vacant occupational therapy posts will be re-

advertised by the end of December 2021.

Fiona Myers / Michelle 3%/63/2622—

1. Ward Sisters / Charge Nurses will implement a plan

to ensure staff out of date for all mandatory training ~ Churchard Smith revised
including MHA/MCA and life support training will be deadline
scheduled protected time to undertake mandatory and 28/2/22

clinical training on the next ward roster in January 2022 due to impact
of

Omicron Covid

1. Ward Sisters / Charge Nurses will implement a plan

Fiona Myers / Michelle ~ 33/63/2022-

to ensure staff that are out of date for all mandatory Churchard Smith revised
training including MHA/MCA and life support training deadline
are scheduled protected time to undertake mandatory 28/2/22

and clinical training on the next ward roster in January due to impact
2022 of Omicron
Covid

Fiona Myers / Michelle = 3%/64/2022-

1. Ward Sisters / Charge Nurses will implement a plan

to ensure staff that are out of date for all mandatory Churchard Smith revised
training including MHA/MCA and life support training deadline
are scheduled protected time to undertake mandatory 28/2/22 due to
and clinical training on the next ward roster in January impact of
2022 Omicron Covid

Closed

Closed

Closed

Closed



MD22 - Page 9

MD23 - Page 9

MD24 - Page 9

MD25 -
reinspection Feb
2022

The trust must ensure that all staff follow NICE
guidance regarding the use of rapid
tranquilisation and monitor side

effects and the service user's pulse, blood
pressure, respiratory rate, temperature, level of
hydration and level of

consciousness at least every hour until there are
no further concerns about their physical health
status. To protect

patients from the risks of over sedation and
possible loss of consciousness. (Regulation
12(2)(f)).

Rapid Tranquilisation -
NICE guidance

Learning Disabilities

The Trust must ensure that all staff are trained
in basic life support and intermediate life
support. (Regulationl 8(2)(a)).

Mandatory Training Learning Disabilities

Clinical Record
keeping audits

The trust must ensure there are effective
systems and processes to monitor the quality of
clinical records, in

particular seclusion records, physical health
monitoring post rapid tranquilisation
(Regulation 17(2)(b)).

Learning Disabilities

Testing of patient Acute / PICU

alarms

The Trust must ensure that staff carry out
regular testing of patient wrist worn alarms and
fixed room alarms and that this is recorded as
per Trust policy. Regulation 12(1)(2).

The Trust will adhere to NICE guidance in
monitoring the physical health of each patient
receiving rapid tranquilisation.

Update:

- Records demonstrate compliance in training,
100% of all available Registered Nurses have
completed the ulearn training on rapid
tranquilisation.

- 5 episodes of rapid tranquilisation were
reviewed by the ward manager and unit
matron. Documented care provided evidenced
all care had been delivered as per the policy
and NICE guidance.

- Guidance on how to monitor side effects and
complete the template on SystmOne has been
implemented and shared with the team and a
laminated flow chart is on display.

- There are clear systems in place for
monitoring and reviewing records.

- There is a clear system in place to identify
clinical staff who require an update on their
return to work.

- Pharmacy are providing a daily and weekly
summary report to the Charge Nurse on the use
of rapid tranquilisation, which is reviewed by
the Matron.

- Following each administration the Charge
Nurse and Matron are reviewing practice and
documentation of the event.

04.04.22- Rapid tranq : 86.20% (13/15) 2 staff
unavailable

The wards for people with learning disability or Update:

autism will achieve compliance of 85% or - Since inspection, the Unit has reviewed

above for clinical staff in BLS and trained nurses mandatory training to support recovery of
inILS compliance since Covid-19 by means of a
designated member of staff who monitors staff
training.

- Monthly training compliance reports are being
reviewed by the Team Manager and Charge
Nurse and immediate actions being taken to
ensure improved compliance.

- There is now a process in place for the Charge
Nurse and staff member designated to focus on
training, are notifying staff when their training
is due and supporting them to ensure they are
booked on and compliant.

Update:

- Following each episode of rapid
tranquilisation use, care records are being
reviewed by the Charge Nurse.

- In addition the Unit Matron is carrying out
monthly reviews of all episodes of rapid
tranquilisation administration and seclusion to
quality check practice, documentation and
adherence to policy and NICE guidance.

The wards for people with learning disability or
autism will have an effective system in place
where clinical records are audited and actioned
to improve the quality of clinical
documentation.

The testing of patient wrist worn alarms will be
completed and recorded daily as per the
Patient and Visitor Safety Alarm Guidelines.

Update:

- The Nurse in Charge allocates a responsible
member of staff on a daily basis to complete
the daily environmental checklist which
Fixed room alarms will be tested and recorded includes the checking of patient wrist worn
daily as per the Patient and Visitor Safety Alarm alarms.

Guidelines.

1. All remaining clinical staff who require an update on  Helen Thompson /
the use of rapid tranquilisation will complete the ulearn Zayad Saumtally /
module on their return to work. Francine Bailey

1. The outstanding members of available staff will be Helen Thompson /
booked onto Immediate Life Support training, thisisin Zayad Saumtally /
progress with a completion date by the end of Francine Bailey
December 2021.

2. 3 available staff members will be booked onto Basic

Life support training and will be completed by end of

December 2021

Helen Thompson /
Zayad Saumtally /
Francine Bailey

1. Monthly auditing of individualised patient records
will be carried out to review all care, including physical
health monitoring, and will be reviewed at service
meetings to ensure sustained compliance

1. The Patient and Visitor Safety Alarm Guidelines will
be reviewed and updated by 30/05/22.

2. The core daily environmental checklist will be
amended by the 30/06/22 to include the testing of
fixed and personal safety alarms.

3. All wards will map fixed alarm points and display by
30/05/22.

4. The patient safety alarm Learning Board will be
updated and disseminated to wards by 30/06/22.

Churchard Smith

Jane Martin

Fiona Myers / Michelle 30/05/22

31/01/2022

Closed
31/01/2022

Closed
31/01/2022

Closed

30/06/22

30/05/22

30/06/22




MD26 -
reinspection Feb
2022

MD27 -
reinspection Feb
2022

The Trust must ensure that risk assessments for  Risk assessments for
wrist worn alarms are uploaded into the patient alarms
electronic patient care record as per Trust

policy. Regulation 12(1)(2).

The Trust must ensure that for each patient who Care Plans for patient
wears a wrist worn alarm a care plan is in place alarms

forits’ use in the

electronic patient record, as per Trust policy.

Regulation 12(1)(2).

Acute / PICU

Acute / PICU

Completed patient risk assessments for the use
of wrist worn alarms will be uploaded onto
SystmOne as per trust Policy.

SystmOne will document an up to date care
plan for each patient risk assessed for the use
of a wrist worn alarm.

1. The risk assessment template will be available on
SystmOne to document directly into by 30/09/22

2. In the interim the paper risk assessment tool will be
amended by the 30/06/22 to document a weekly
update.

3. The Patient and Visitor Safety Alarm Guidelines will
reflect that in the interim the paper risk assessments
will be located in the 'patient handover information
folder' and uploaded onto SystmOne on discharge
30/06/22

1. The Patient and Visitor Safety Alarm Guidelines will
be amended to reflect for patients needing a personal
safety alarm their care needs will be documented in the
collaborative care plan 30/06/22.

2. Ward Sisters will communicate via the updated
learning Board to all Qualified Nursing staff that it is
their responsibility to document within the
collaborative care plan if a patient has a personal safety
alarm 08/07/22

Fiona Myers / Michelle 30/09/22
Churchard Smith

Jane Martin 30/06/22

30/06/22

Fiona Myers / Michelle 30/06/22
Churchard Smith

Jane Martin

08/07/22




