

SWYPFT CQC Inspection Core Service ‘Must Do’ action plan update
The following action plan details actions against all core service ‘Must Dos’ identified by the CQC as part of their recent inspection report.
The ‘current progress’ column is given a RAG rating as below:

BLUE
 - actions are complete

GREEN – The actions are completed or are on target to meet identified deadline

AMBER – The actions are delayed by a maximum of 1 month

RED – Actions have been delayed beyond 1 month or are unachievable 
As at 5th September all actions are rated as Green.  The first scheduled progress update from services is due w/c 12th September as agreed by EMT
TRUSTWIDE 
Quality report

	MUST DO
	Action
	Outcomes - How will we know when this action is complete
	Evidence to show how outcomes have been met
	Lead
	Completion date
	Progress report
	Current rating

	The trust must ensure that non-executive directors have checks with the disclosure and barring service
	The three new non-executive directors (NED’s) have had their Disclosure and Barring Service Checks completed and have been issued with their standard certificates, copies of which are held by Human Resources. 


	All NED’s will have Disclosure and Barring Checks undertaken before any offer of appointment.
Updated recruitment  checklist for NED’s

Up to date policy.
	Documented evidence in the NED personal folders that DBS checks have been satisfactorily undertaken. 

Review of system that has been implemented by Human Resources.
	Director of Corporate Development
	31st August 2016 


	COMPLETE - The recruitment checklist for NEDs has been updated to include the DBS checks and will be monitored by the Director of Corporate Development.
	


	MUST DO
	Action
	Outcomes

How will we know when this action is complete
	Evidence to show how outcomes have been met
	Lead
	Completion date
	Progress report
	Current rating

	The trust must ensure that Mental Health Act and Mental Capacity Act training is mandatory for specified members of staff and that this is monitored for effectiveness by senior management of the trust.
	1. In March 2016 Mental Health Act/Mental Capacity Act training was approved by the EMT as mandatory for all staff. 

2. In April 2016 a meeting was held with Learning and Development to agree reporting arrangements through the HR performance wall. 
3. The proposed MCA training plan (including Deprivation of Liberty Safeguards) was discussed with the Local Authorities in June 2016. A monthly training plan was agreed. Training flyers were completed. A review meeting has been planned for October 2016. 

4. We have undertaken a review of the e-learning programme for level 1 MCA training. 

During June 2016 we received confirmation from SCIE Head of Digital to confirm that we can adapt the SCIE’s e-learning programme. The adapted module was approved by SCIE in July 2016. 

5. We are developing training plans for MCA using core training guidance that was issued by NHS England. Training flyers are available and training information will be advertised in weekly bulletins during August and September 2016. 

6. E-learning packages are to be developed for the Mental Health Act. This training will interface with the MCA training. Training plans and dates have been put in place. 
7. There is an internal Trust Training plan for MHA/MCA for all registered staff and clinical support staff working within mental health services. Training dates are available and are advertised on the trust intranet.
8. Reporting compliance with the MHA/MCA training will be sent to the Trust Board and senior managers. Reporting compliance via performance wall will be sent to individual staff and managers on a monthly basis. These reporting structures will feed into the MHA Committee. 

9. A new MHA/MCA sub-group has been agreed and will report into the MHA Committee. 

10. The MHA/MCA training plan will be reviewed in October 2016. 

11. We will be looking at the continued implementation of the training plan including refresher dates in October 2016. 

12. There are plans to establish practical scenario based refresher training for all registered and support staff (clinical) by October 2016.
13. Plans have been developed to include mental capacity in the medics induction programme. This will include training on assessment of capacity and consent, best interests, advance decision-making, lasting power of attorney and DOLS.
	 MHA/MCA training is mandated by the Trust, reported through the HR performance wall and monitored by the Mental Health Act Committee
Training plans will be available and  monitored by Mental Health Act Committee

Staff attend training in accordance with identified need.

Staff will apply their  knowledge of MHA/ MCA in practice.

New MHA/MCA sub-group established


	HR performance wall

Training records

Observation of practice/ speak to staff

Speak with service users

Review of care records 

Information from CQC MHA visits (where available)
	Deputy Director of Nursing, Clinical Governance & Safety. 


	1 & 2 complete

3. 31st Oct 2016
4. Complete
5. 30th September 2016

6. Complete

8. Complete

9. /10 / 11 /12 & 13 31st Oct 2016


	1. Complete

2. Complete

4. Complete

6. Complete

8. Complete


	


	MUST DO
	Action
	Outcomes

How will we know when this action is complete
	Evidence of how outcomes have been met
	Lead
	Completion date
	Progress report
	Current rating

	The trust must ensure the 2015 MHA code of practice is implemented across all services of the trust
	As a trust wide approach we are taking the following actions: 

1. We are commissioning a MHA/MCA clinical reference group. 

2. All areas have removed outdated MHA Code of Practice information. 

3. We have sent reminders to staff that the MHA Code of Practice 2015 is available on the intranet. Information will also be provided in weekly bulletins during August and September 2016. BDU Deputy Directors will include the MHA Code of Practice as an agenda item within their respective BDU meetings. 

4. MHA Code of Practice training is now mandatory and training is in place. New doctors will attend induction training which now incorporates a dedicated MHA session. 

5. In February 2015 we developed a MHA Code of Practice policy action plan which had identified leads.
Following the visit this was sent to all identified leads for review and action. 

6. BDU’s were asked to review all operational procedures to ensure compliance with the MHA Code of Practice 2015. . 

7. We are planning a baseline audit of awareness of the current MHA Code of Practice. These audits will be carried out every 3-6 months and have already started. There will be an overall overview in 12 months’ time and this will be aligned to the training plan
	MHA/ MCA clinical reference group established.

Staff will apply their knowledge of MHA/ MCA in practice. 

Audit programme in place to monitor compliance with code of practice.
	Observation of practice/ speak to staff

Speak with service users

Review of care records 

Information from CQC MHA visits (where available)

Audit reports and action plans 


	Deputy Director of Nursing, Clinical Governance & Safety. 


	31st December 2016 


	
	


	MUST DO
	Action
	Outcomes

How will we know when this action is complete
	Evidence to show how outcomes have been met
	Lead
	Completion date
	Progress report
	Current rating

	The trust must ensure care records are up to date and accessible in order to deliver people’s care and treatment in a way that meets their needs and keeps them safe.
	The Trust has an improving clinical information working group and action plan. 

‘Multiple records’ as described , is one of the areas that the Trust has identified for action, with an ultimate aim of meeting the National target to have a paperless NHS by 2020. The aim is to ensure our clinical record keeping system RIO is the one place for storage of all clinical records. 

1. We will develop, by December 2016, a detailed action plan to outline our transition from paper to electronic records, which will include developing procedures for putting letters on the electronic system (and not on shared drives), guidance on document upload, store and forward processes. 

2. The systems we currently have in place for staff to access contemporary, accurate and comprehensive patient records will be reviewed with each core service to ensure we have a standard operating procedures to guide staff on how to access care records (RiO), which includes ensuring there is a log on the electronic record of where paper records are held and monitoring of, how contemporaneous the care records are. 

3. We will work with staff to develop the standard operating procedure and undertake a communication campaign to ensure trust staff are aware of the procedure to minimise risk to patient care

	Action plan will be formulated detailing the transition to a paper free NHS. 

Staff will have access to standard operating procedures to guide their  practice 

Staff will improve their clinical record keeping and data inputting entries.


	Action plan

Standard operating procedure

Review of care records

Speak with staff

Clinical record keeping audit

Incidents recorded as clinical record keeping issues on risk management system
	Director of Nursing, Clinical Governance & Safety & BDU District Directors


	Operating policy standard -31 October 2016 

Paperless NHS transition plan to be developed- 31 December 2016 

	
	


Mental Health Core Services

Inpatient wards - Adult & PICU
	MUST DO
	Action
	Outcomes

How will we know when this action is complete
	Evidence to show how outcomes have been met
	Lead
	Completion date
	Progress report
	Current rating

	The trust must ensure that staff are able to observe all areas of the ward on Trinity 2, Ashdale, Elmdale and Priory 2.

	Wakefield and Kirklees/Calderdale 

1.We are carrying out an environmental risk assessment to determine whether additional mirrors are needed to help line of sight. 

2. Where improvements are identified, we will liaise with the Estates department to install the mirrors in the areas identified. 


	Environment risk assessments complete.

Mirror fittings are in place as identified in the environmental audit.


	Check environmental risk assessment for issues relating to lines of sight, and actions to address any identified shortfalls.

Look at the risk management plan to improve lines of sight and check whether these are being followed in practice.

Observe the environment to see if the measures are sufficient in meeting any identified shortfalls.

Speak with staff.

Look at incident records in relation to self-harm and/or injury in relation to observation issues.


	Deputy District Directors (Calderdale, Kirklees, Barnsley & Wakefield) 


	Action complete 

 
	
	

	MUST DO
	Action
	Outcomes

How will we know when this action is complete
	Evidence to show how outcomes have been met
	Lead
	Completion date
	Progress report
	Current rating

	The trust must ensure high doses of medication are monitored
	We will work in partnership with the Pharmacy team to ensure, our policy: ‘Antipsychotics in clinical practice: Guidelines for safe and effective use in adults with schizophrenia and includes information on the early onset psychosis in adolescence’ is correctly practiced (includes guidance on high dose medication). This will include reinforcing good practices with staff from inpatient teams (Medics & Registered Nurses). 

Representatives from the BDU’s and pharmacy colleagues will develop a working group. This group will be led by the Lead Pharmacist and a Clinical Lead and will oversee adherence to policy and audit the compliance, be responsible for raising staff awareness provide additional guidance to support staff in the use of the updated policy
	The high dose medication monitoring form will be in the clinical records.


	Check a sample of care records to see if they include the high dose monitoring form (for service users on high dose medications).

Check the high dose monitoring records for content.

Speak with staff about their understanding of high dose medication monitoring and pharmacy support in delivering this.

Look at the working group minutes.

Look at findings from the high dose monitoring audit to check whether policies and guidance are being followed in practice; and to see if any shortfalls have been identified and are being addressed.


	Deputy District Directors (Calderdale, Kirklees Barnsley, and Wakefield) 

Chief Pharmacist
	30th  November 2016 


	
	

	MUST DO
	Action
	Outcomes

How will we know when this action is complete
	Evidence to show how outcomes have been met
	Lead
	Completion date
	Progress report
	Current rating

	The trust must ensure that staff receive appropriate supervision on all wards


	Staff Supervision 

1. The BDU’s will comply with the Trusts initiatives to centrally store supervision figures. A database was developed in 2016 (January-March) and is currently under pilot. This is a system that will enable supervisees, supervisors and managers to monitor and manage how supervision is accessed and captured, or where this is not happening across individuals and teams. 

The database will facilitate an audit of supervision to be planned and completed against the clear standard stipulated in the policy, including ensuring that where impromptu and a more informal style is accessed, this is supported by structured approaches with supervisors the supervisee holds a contract with. 

2. We will be reinforcing supervision standards in the Acute Service Line meetings. 

3. Implement updated supervision policy with staff supervision passport. 


	Staff supervision is accessed by all trust staff in line with the clinical supervision policy. 

Performance is reported through the HR performance wall. 


	Look at the Trust’s centralised supervision database to check if this captures all the relevant supervision information.

Look at supervision records within individual teams.

Speak with staff about their supervision.

Look at a sample of staff supervision passports within individual teams.


	Deputy District Directors (Calderdale, Kirklees, Barnsley & Wakefield) 


	31st October 2016 


	
	

	MUST DO
	Action
	Outcomes

How will we know when this action is complete
	Evidence to show how outcomes have been met
	Lead
	Completion date
	Progress report
	Current rating

	The trust must ensure that staffing levels, skill mix and how staff are deployed is appropriate on all wards.
	Staffing levels 

1. Ongoing work with the Trust’s Safer staffing Group to promote safer staffing through recruitment and retention with ongoing monitoring. 

2. Review of the wards Minimum staffing levels and monthly safer staffing reports
3. Locality meetings are being held to help in the management of acuity/pressures. 

4.We are using the RAG rated system to identify potential deficits so actions can be taken in a timely manner to address any issues.

5. Staffing resources including manpower are being used in a flexible manner to maintain patient safety at all times. 

6. Use of agency/bank when appropriate. 

We are implementing the use of Peripatetic Workers in some areas beginning in August 2016 and in all areas commencing September 2016. This will increase the BDUs ability in dealing with short-term acuity as well as longer-term absences.
	Each ward will have the required skill mix and staffing levels to meet clinical need.


	Look at staff duty rotas.

Speak with the manager/senior staff member about recruitment, vacancies, staff turnover and sickness levels.

Look at monthly staffing reports to see how any identified shortfalls are being properly addressed?

Speak with staff about the impact of Peripatetic workers.

Look at incident records in relation to staffing issues.

Look at section 17 leave records to see if any leave has had to be cancelled because of staffing issues.

Look at the activity programme and check whether this is being fully followed.

Speak to service users about such things as access to staff etc. 


	Deputy District Directors (Calderdale, Kirklees, Barnsley & Wakefield) 


	31st October 2016 


	
	

	MUST DO
	Action
	Outcomes

How will we know when this action is complete
	Evidence to show how outcomes have been met
	Lead
	Completion date
	Progress report
	Current rating

	The trust must ensure that consent to treatment and where appropriate, capacity assessments are completed and recorded appropriately.
	• Staff have been reminded about the consent to treatment and capacity assessment guidance and the need to record this appropriately.

• It has been reinforced to staff that information in relation to the MHA Code of Practice is available on the intranet and information about this will also be provided within weekly bulletins in August and September 2016.

• The MHA Code of Practice will be an agenda item within the respective BDU meetings.

• MHA and MCA training has now been made mandatory and is in place. New doctors will attend induction training that now includes a MHA session.

• Compliance with the MHA Code of Practice will be monitored through our governance systems (see Trust wide actions)
	Staff will apply their  knowledge of MHA/ MCA in practice. 


	Observation of practice/ speak to staff

Speak with service users

Review of care records 

Information from CQC MHA visits (where available)

Audit reports and action plans 


	Deputy District Directors (Calderdale, Kirklees, Barnsley & Wakefield)
	30th September 2016
	
	


Children & Adolescent Mental Health Services
	MUST DO
	Action
	Outcomes

How will we know when this action is complete
	Evidence to show how outcomes have been met
	Lead
	Completion date
	Progress report
	Current rating

	The trust must devise a proactive system for monitoring risks of young people waiting to be seen.

	We are taking the following actions in response to this regulation: 

1.Implementation of the case recording audit action plan 

2. Implementation of a robust RiO training programme for staff - incorporating guidance/support in completion of comprehensive and risk assessments. 

3. Implementation of a system of case review to proactively manage risk whilst children/young people and their families are waiting.
	Completed risk assessments in the clinical record.

Risk process/ procedure is available to assist staff to manage risk whilst people are on the waiting list.


	Look at care records to see if risk is being recorded in the appropriate place.

Check case recording audit action plan and adherence to this within practice.

Look at the risk procedure for managing people on the waiting list.

Speak with staff.
	District Director/ Deputy District Director CAMHS
	31 October 2016 


	
	


	MUST DO
	Action
	Outcomes

How will we know when this action is complete
	Evidence to show how outcomes have been met
	Lead
	Completion date
	Progress report
	Current rating

	The trust must take action to improve the overall waiting time for young people accessing treatment.

	Waiting times

Actions with regard to waiting times include; 

1.Development of shared data set - numbers waiting and average waiting time from referral to choice/initial assessment; numbers waiting and waiting times (0-3 months, 3-6 months, 6-9 months, 9-12 months and 12+ months) from referral to treatment.

2.Redesign of care pathways to improve process efficiency and service outcomes. This will include review of skill mix.

3. Implementation of agreed Future in Mind service development plans, specifically in relation to community eating disorder and earlier intervention services. 
	Performance report detailing waiting times for access to CAMHS services

Reduction in the waiting times for access to CAMHS services (to bring inline or perform better than national goals)


	Look at the data set in relation to waiting times and referral to treatment times.

Speak with staff about their understanding of the data.

Look at the changes to the care pathway design and impact from this.

Look at the data set for waiting times for treatment.


	District Director/ Deputy District Director CAMHS 


	31st December 2016 


	
	

	MUST DO
	Action
	Outcomes

How will we know when this action is complete
	Evidence to show how outcomes have been met
	Lead
	Completion date
	Progress report
	Current rating

	The trust must ensure audits are undertaken to ensure new systems and ways of working become embedded in practice and quality standards are being followed
	Audit

Actions with regard to audit include; 

1.Establish an annually reviewed CAMHS-wide audit programme

2.Implement the agreed action plan in relation to clinical record keeping 


	Clinical audit plan in place, with audit cycle being implemented and monitored.


	Look at the audit programme and monitoring systems

Speak with staff.


	District Director/ Deputy District Director CAMHS 


	31st  October 2016 


	
	


Community mental health services for adults
	MUST DO
	Action
	Outcomes

How will we know when this action is complete
	Evidence to show how outcomes have been met
	Lead
	Completion date
	Progress report
	Current rating

	The provider must ensure equitable and timely access to psychological therapies
	Trust wide 
There is a Trust wide approach to managing risks from the psychological therapies waiting list. This supports early identification of potential risk and provides an opportunity to advise people regarding potential waits for treatment and self-management strategies. Contact details are also provided should further advice be needed or presenting needs change. 

Kirklees Community Services-Adults of Working Age 
· Following our transformation process, the psychological therapy resource will be allocated to both the Enhanced and Core Pathways which will work with people with a psychotic and non-psychotic diagnosis according to complexity of need. 

· The APTS staff will work as integrated team members and be available for not only direct clinical work with both client groups, but indirect clinical consultation work to ensure care packages are psychologically informed. This will enhance the ability of other practitioners to deliver low level psychological interventions and also improve patients adherence to intervention once psychological intervention commences. 

· The Assertive Outreach teams will no longer exist as discrete teams but will be incorporated into the Enhanced Pathway where the Flexible Assertive Community Treatment function will provide intensified input where clinical need dictates. This will include psychological therapy and Psychological Therapy consultation where appropriate. 

· The trio will work closely with the psychology leads to develop a pathway that will adhere to the 18 week pathway where resources are available. 

Calderdale psychological services are not fully funded to deliver services. In this instance there are discussions with the commissioners for appropriate funding to deliver services. 

Barnsley Community Services-Adults of Working Age 
Within Barnsley additional capacity is being provided through the following actions: 

· An additional 3.5 therapy posts will be recruited bringing the total up to 14. Posts are currently out to advert and new staff are expected in post by November 2016. 

Efficiencies are being introduced: 

· Increased use of group interventions: A Behaviour Therapy skills group and a Mindfulness Based Cognitive Therapy group have been introduced. 

· Aligned pathways with IAPT to ensure those whose needs can be managed outside specialist services receive the appropriate care (from September 2016) 

· Managed Clinics (Lean principles) to replace clinician/admin led process (from September 2016) 

· An innovative 3-stage recovery pathway (stabilisation/treatment/recovery) aims to provide meaningful support to people waiting for therapy, including interventions to support stabilisation and to help people prepare for therapy 

Managing the backlog: 

We are confident that our plans can deliver productivity at a level that meets demand but we have a significant backlog to address. A proposed solution based on a non-recurrent resource is under discussion with the CCG. 

Wakefield Community Services- Adults of Working Age 
Wakefield has 100% of individuals assessed within 14 days and 100% receiving treatment within 18 weeks. 

	People accessing psychological therapies will not wait longer than 18 weeks (referral to treatment)


	Look at the data set for PT waiting times across the Trust

Look at the new care pathways and discuss the impact of these with Trios and staff.

Speak with staff about integrated working and impact from this.

Discuss and look at the risk assessment process for managing risk on the waiting list and its effectiveness.

Review any incidents relating to service users on the waiting list.

Commissioner arrangements with Calderdale to address shortfalls and their effectiveness.

Look at staff vacancies and recruitment into posts.
	Deputy Directors-Wakefield, Kirklees and Barnsley BDU’s 


	Kirklees-Team by team implementation until March 2017 

Barnsley-The additional capacity actions will be met by November 2016. The efficiency savings by September 2016. Unable to provide a timescale for the work around backlog until this has been discussed with CCG. 

Wakefield-Completed 


	
	


Forensic services
	MUST DO
	Action
	Outcomes

How will we know when this action is complete
	Evidence to show how outcomes have been met
	Lead
	Completion date
	Progress report
	Current rating

	The trust must ensure that staffing levels are appropriate to meet the needs of the patients.
	Safer Staffing: 

1. Ongoing work with the Trust’s Safer staffing Group to promote safer staffing through recruitment and retention with ongoing monitoring. 

2.Review of the wards Minimum staffing levels and monthly safer staffing reports 

3. Locality meetings are being held to help in the management of acuity/pressures. 

4. We are using the RAG rated system to identify potential deficits so actions can be taken in a timely manner to address any issues.

5. Staffing resources including manpower are being used in a flexible manner to maintain patient safety at all times.
6. Use of agency/bank when appropriate. 

7. There is a Trust Group for Safer Staffing which the Forensic Services attend. 

8. There is regular monitoring of safer staffing levels. 

9. There are Workforce Meetings for the Forensic Services which are held fortnightly. 

10. A Business Case is being developed to address deficits in the Women’s Service and improve the establishment to meet need.

11.Sickness / absence management is robust. 

12. There is an ongoing programme of over recruitment to offset ongoing fluctuations in establishment. 

13.The Forensic Service is currently managing through a process of workforce re-design with emergent band 2 opportunities and band 4 developments. 

14.Bank shifts are being paid at an enhanced level between the months of June and September to attract regular staff and reduce agency use. 

A reduction in agency use will ensure that access to patient records is available for the majority of staff in order to provide safe patient care. Electronic Clinical Record (RiO) training is being implemented for regular agency staff, to ensure they can more effectively meet patient need, than relying on supported access through regular staff.. 

15. A therapy services review is underway and this will help to maximise use of resources. 

16. A management and administration review is also underway to support the process. 

Improving communication and engagement with staff to ensure they are updated effectively of plans and how issues are being addressed.
	Each ward will have the required skill mix and staffing levels to meet clinical need and provide meaningful activity


	Look at staff duty rotas.

Speak with the manager/senior staff member about recruitment, vacancies, staff turnover and sickness levels.

Look at monthly staffing reports to see how any identified shortfalls are being properly addressed?

Speak with staff about the impact of Peripatetic workers.

Look at incident records in relation to staffing issues.

Look at section 17 leave records to see if any leave has had to be cancelled because of staffing issues.

Look at the activity programme and check whether this is being fully followed.

Speak to service users about such things as access to staff etc. 


	Deputy Director of Forensic Services 


	31st March 2017 


	
	


	MUST DO
	Action
	Outcomes

How will we know when this action is complete
	Evidence to show how outcomes have been met
	Lead
	Completion date
	Progress report
	Current rating

	The trust must ensure that the clinic room temperature is safe for the storage of medicines.

	This issue was specific in one of the 12 clinic rooms in relation to temperature recordings. This particular clinic is on a 6 bedded pre-discharge area and only contains the medicines for one service user as all others are self-medicating. All clinics are recording temperatures which are safe for the storage of medicines. (Risk Management of Medicines stored in Clinical Areas. Temperature Control Edition 1 2015. NHS Pharmaceutical Quality Assurance Committee 2015). It is recognised higher temperatures for one week consistently may reduce the expiry date by a two weeks. However all medicines are cycled quickly and tend to be used well in advance of the expiry date, therefore this is not a risk. 

We are continuing to maintain and look at ways of improving our existing standards around storage
of medications. We are looking at the following additional options in order to achieve this:

1. The use of a smaller fridge = reduced heat radiation. 

2. Air conditioning installation. 

Improved ventilation. 

3. Alternative storage arrangements for the medication. 

A review will be undertaken to assess the impact of adjustments to the current equipment and environment in August 2016. If lower temperatures cannot be achieved, the plan will be to progress towards identifying this as a priority in the minor capital programme process.

	Medicines will be stored at the correct temperature. 


	Look at the clinic room.

Look at medication storage arrangements.

Look at medication temperature check records.

Speak with staff.

Incident records relating to medication issues re: temperatures.

Has a fridge and cooling system being implemented and have these achieved the desired effect?

Look at alternative storage arrangements if these are being used.


	
	New fridge to be purchased-30 September 2016. 


	
	

	MUST DO
	Action
	Outcomes

How will we know when this action is complete
	Evidence to show how outcomes have been met
	Lead
	Completion date
	Progress report
	Current rating

	The trust must ensure that positive behaviour support plans or equivalent are implemented for all patients with learning disability or autism
	1. A template has been developed which all staff will use for development and completion of PBS plans. 

2. A briefing paper is being developed for staff , outlining what Positive Behaviour Support Plans are and their benefits to service users. 

3. All plans will be clearly labelled as PBS plans. 

The planned roll out of PBS plans will continue
	All people admitted to Forensic services with a learning disability will have  a PBS plan that has been completed in line with Trust policy. 


	Look at care records.

Speak with staff.

Look at the new template and check this is being used appropriately.
	Deputy Director of Forensic Services 


	31 October 2016 


	
	


	MUST DO
	Action
	Outcomes

How will we know when this action is complete
	Evidence to show how outcomes have been met
	Lead
	Completion date
	Progress report
	Current rating

	The trust must ensure that there are effective systems in place to record levels of staff training and supervision.

The trust must continue with plans to improve the consistency of Mental Health Act, Mental Capacity Act and immediate life support training.
	1. The Trust has made MHA, MCA and Life Support Training Mandatory for all staff. This will support staff to have up to date knowledge and skills in making sure the principles of the MHA Code of Practice are implemented within their daily care practices and this is recorded appropriately at all times. 

2. Achievement of training for the service will monitored in Forensic BDU monthly meetings and action implemented to ensure this is consistently achieved. 

3. The BDU will comply with the Trusts initiatives to centrally store supervision figures. A database was developed in 2016 (January-March) and is currently under pilot. This is a system that will enable supervisees, supervisors and managers to monitor and manage how supervision is accessed and captured, or where this is not happening across individuals and teams.

4. The database will facilitate an audit of supervision to be planned and completed against the clear standard stipulated in the policy, including ensuring that where impromptu and a more informal style is accessed, this is supported by structured approaches with supervisors the supervisee holds a contract with.
	MHA/MCA  & ILS training is mandated by the Trust, reported through the HR performance wall and monitored by Forensic service line.

Staff attend training in accordance with identified need.

Staff will apply their  knowledge of MHA/ MCA & ILS in practice 

	HR performance wall

Training records

Observation of practice/ speak to staff

Speak with service users

Review of care records 

Information from CQC MHA visits (where available)

Look at the Trust’s centralised supervision database to check if this captures all the relevant supervision information.

Look at supervision records within individual teams.

Speak with staff about their supervision.

Look at a sample of staff supervision passports within individual teams.


	Deputy Director of Forensic Services 


	MCA/MHA / ILS training - completed

Monitoring of training in BDU monthly meetings 

30th September  2016

Clinical supervision central recording – 30th October 2016
	
	


Community services for people with learning disability or autism
	MUST DO
	Action
	Outcomes

How will we know when this action is complete
	Evidence to show how outcomes have been met
	Lead
	Completion date
	Progress report
	Current rating

	The provider must ensure timely access to psychological therapies.
	Access to Psychological therapies action we will take are:- 
Reducing waiting times for Autism Assessments – Trust wide 

1.Review existing clinical pathways for diagnosis of Autism Spectrum Conditions (ASC) across the Trust and align to most recent professional and clinical practice guidance for efficient diagnostic procedures. (Apply a tiered approach: Screening, Interview, Observation, MDT discussion). 

2. Conduct skills analysis of the learning disability MDTs with a view to broadening responsibility for autism diagnosis to the whole clinical MDT rather than solely with clinical psychology services. 

3. Establish a robust, multi-disciplinary, ASC diagnostic assessment clinic drawing on clinical resources from across the whole Trust (rather than solely within localities). 

Reducing waiting times for Psychological Therapies in Wakefield community team 

4. More robust application of the eligibility criteria for accessing specialist psychological services for adults with learning disabilities is being adhered to. 

5.The existing waiting list is being reviewed and triaged by the Wakefield Psychology Team to ensure appropriateness of cases currently waiting for services. 

6.The caseloads of Postgraduate Psychologists in Clinical Training working in the Wakefield psychology service will be increased in line with other departments in the Trust. This work will continue to be overseen by a qualified clinical psychologist with appropriate supervision training and skills. 

7. Recruitment of a new full-time Assistant Psychologist to the Wakefield community team is underway. This will assist greatly in increasing the number of available assessment sessions provided by the service and in turn release some capacity in qualified clinician time to offer increased sessions of psychological therapy.

	People accessing psychological therapies will not wait longer than 18 weeks (referral to treatment)


	Look at the data set for PT waiting times across the Trust

Look at the new care pathways and discuss the impact of these with Trios and staff.

Speak with staff about integrated working and impact from this.

Discuss and look at the risk assessment process for managing risk on the waiting list and its effectiveness.

Review any incidents relating to service users on the waiting list.

Commissioner arrangements with Calderdale to address shortfalls and their effectiveness.

Look at staff vacancies and recruitment into posts.
	District Director of Specialist Services 


	31 December 2016 


	
	

	MUST DO
	Action
	Outcomes

How will we know when this action is complete
	Evidence to show how outcomes have been met
	Lead
	Completion date
	Progress report
	Current rating

	The provider must ensure systems and processes are in place to monitor the quality and safety of services integrated with local authority services.

	All Learning Disability staff in integrated teams will come back under the line management of SWYPFT and record on RiO by end of December 2016 to enable more effective information to be provided against KPI’s
	Key performance data will be collected by all LD community teams and monitored through BDU systems 
	Look at the KPI’s within integrated teams.

Speak to staff.
	District Director for specialist services
	31st  December 2016 


	
	


Long stay rehabilitation services
	MUST DO
	Action
	Outcomes

How will we know when this action is complete
	Evidence to show how outcomes have been met
	Lead
	Completion date
	Progress report
	Current rating

	The trust must ensure that risk assessments are completed on admission and updated at regular intervals in addition to being updated following incidents and changes in presentation.


	Risk assessment

1. Individual risk assessments will be undertaken as part of the care planning approach, regular care reviews, and MDT meetings and discussed with staff within their individual supervision sessions. 

2. Risk assessments will be developed in a person centred way to meet the patient’s individual needs as required. 

3. Risk assessments will be updated as individual’s circumstance change.

	All people admitted to Enfield Down will have risk assessments that have been completed in line with the Trusts policy. 


	Care records

Speak with staff

Speak with service users

MDT review records

Risk assessment available in care record. 

Case track a person who is due to be discharged.

Speak with staff to check understanding of Trust policy and how they implement in practice.


	Deputy District Director - Calderdale & Kirklees
	Completed 


	
	

	MUST DO
	Action
	Outcomes

How will we know when this action is complete
	Evidence to show how outcomes have been met
	Lead
	Completion date
	Progress report
	Current rating

	The trust must ensure that patients who are prescribed high dose antipsychotic medication are subject to physical health monitoring including electrocardiograms in line with national guidance.

	 Physical health monitoring

Senior staff nurses will undertake a weekly medicine management review so that physical monitoring takes place and appropriate actions can be taken as needed to address any concerns within a timely manner. 

A member of staff is to receive specialised training in relation to electrocardiograms
	All people admitted to Enfield Down will have physical health checks that have been completed in line with the Trusts policy. 


	Speak with staff to check understanding of Trust policy and how they implement in practice.

Look at weekly medicine management review records.

Speak with staff member with responsibility for electrocardiograms 

CQC mental health act visits. 


	Deputy District Director - Calderdale & Kirklees
	Completed 


	
	


	MUST DO
	Action
	Outcomes

How will we know when this action is complete
	Evidence to show how outcomes have been met
	Lead
	Completion date
	Progress report
	Current rating

	The trust must ensure that patients have regular multidisciplinary review meetings to ensure timely and appropriate review of care and treatment.
	The Community Service Manager has nominated an identified Care co-coordinator for all in-patients at Enfield Down. This person will attend all MDT meetings and be responsible for co-ordinating all patients’ CPA reviews

Confirmed the availability of medical staff to attend the MDT meetings or make alternative arrangements if there are difficulties with this to ensure there is medical input into the meetings
	MDT reviews occur weekly at Enfield Down. These must include a member of medical staff.


	MDT review records.

Care records.

Speak with staff.

Speak with service users.
	Deputy District Director - Calderdale & Kirklees
	Completed 


	
	

	MUST DO
	Action
	Outcomes

How will we know when this action is complete
	Evidence to show how outcomes have been met
	Lead
	Completion date
	Progress report
	Current rating

	The trust must ensure that appropriate leadership is in place to ensure that governance structures in place to monitor and improve the service.
	Leadership of clinical services have been reviewed within the band 6 and band 7 roles and responsibilities.

Bands 6 and 7 have taken on individual responsibilities for the 7 pillars of governance and the day to day responsibility for a defined group of service users. 

We have appointed a full-time Practice Governance Coach who has now commenced in post
	A robust system for governance is in place within Enfield Down that the Director of Nursing and Trust Board are assured by.

A practice Governance Coach is in post..
	Look at governance structures for the service.

Speak with manager.

Speak with staff.

Look at what quality assurance systems are in place to monitor quality and safety.
	Deputy District Director - Calderdale & Kirklees
	Completed 


	
	

	MUST DO
	Action
	Outcomes

How will we know when this action is complete
	Evidence to show how outcomes have been met
	Lead
	Completion date
	Progress report
	Current rating

	The trust must ensure all staff receive training in the MHA and MCA.
	1. In March 2016 Mental Health Act/Mental Capacity Act training was approved by the EMT as mandatory for all staff. 

2. In April 2016 a meeting was held with Learning and Development to agree reporting arrangements through the HR performance wall. 
3. The proposed MCA training plan (including Deprivation of Liberty Safeguards) was discussed with the Local Authorities in June 2016. A monthly training plan was agreed. Training flyers were completed. A review meeting has been planned for October 2016. 

4. We have undertaken a review of the e-learning programme for level 1 MCA training. 

During June 2016 we received confirmation from SCIE Head of Digital to confirm that we can adapt the SCIE’s e-learning programme. The adapted module was approved by SCIE in July 2016. 

5. We are developing training plans for MCA using core training guidance that was issued by NHS England. Training flyers are available and training information will be advertised in weekly bulletins during August and September 2016. 

6. E-learning packages are to be developed for the Mental Health Act. This training will interface with the MCA training. Training plans and dates have been put in place. 
7. There is an internal Trust Training plan for MHA/MCA for all registered staff and clinical support staff working within mental health services. Training dates are available and are advertised on the trust intranet.
8. Reporting compliance with the MHA/MCA training will be sent to the Trust Board and senior managers. Reporting compliance via performance wall will be sent to individual staff and managers on a monthly basis. These reporting structures will feed into the MHA Committee. 

9. A new MHA/MCA sub-group has been agreed and will report into the MHA Committee. 

10. The MHA/MCA training plan will be reviewed in October 2016. 

11. We will be looking at the continued implementation of the training plan including refresher dates in October 2016. 

12. There are plans to establish practical scenario based refresher training for all registered and support staff (clinical) by October 2016.
13. Plans have been developed to include mental capacity in the medics induction programme. This will include training on assessment of capacity and consent, best interests, advance decision-making, lasting power of attorney and DOLS.
	MHA/MCA training is mandated by the Trust, reported through the HR performance wall and monitored by the Mental Health Act Committee
Training plans will be available and  monitored by Mental Health Act Committee

Staff attend training in accordance with identified need.

Staff will apply their  knowledge of MHA/ MCA in practice.

New MHA/MCA sub-group established


	HR performance wall

Training records

Observation of practice/ speak to staff

Speak with service users

Review of care records 

Information from CQC MHA visits (where available)
	
	
	
	

	MUST DO
	Action
	Outcomes

How will we know when this action is complete
	Evidence to show how outcomes have been met
	Lead
	Completion date
	Progress report
	Current rating

	The trust must ensure T2 certificates are completed accurately and reviewed for errors.
	1.We have developed a written process and guidance for staff to follow to ensure T2 forms are completed accurately. 

2.This guidance will be on display in prominent places so the information is easy to access. 

Remind staff to prompt medical staff to check for accuracy when completing forms so that information is clear and easy to understand.
	Staff will apply their  knowledge of MHA Code of  Practice 
	Observation of practice/ speak to staff

Speak with service users

Review of care records 

Information from CQC MHA visits (where available)

Audit reports and action plans 


	Deputy District Director - Calderdale & Kirklees
	Completed 


	
	

	MUST DO
	Action
	Outcomes

How will we know when this action is complete
	Evidence to show how outcomes have been met
	Lead
	Completion date
	Progress report
	Current rating

	The Trust must ensure there is adequate space in the clinic room to carry out physical health examinations and care.
	Empty bedroom identified and will be converted to clinic room that will have space for examinations
	Clinic room space to be available.
	Look at clinic room.

Speak with staff

Speak with service users.

Care records 
	Deputy District Director – Calderdale & Kirklees
	31st August 2016
	
	


Inpatient wards for older people
	MUST DO
	Action
	Outcomes

How will we know when this action is complete
	Evidence to show how outcomes have been met
	Lead
	Completion date
	Progress report
	Current rating

	The trust must ensure that there are clear lines of sight on (The Poplars, Ward 19 and Chantry Unit).
	We intend to improve the observation of patients on our Older Persons inpatient units by Improving the lines of sight 

Trust wide the following action will be taken: 

1. We have carried out an environmental risk assessment to determine whether additional mirrors are needed to help line of sight. 

2. Ward risk assessments have been reviewed to include consideration and mitigation of environmental factors impacting on service user risk. 

3. Areas for mirrors to be located have been identified. 

4. A plan is in place to have mirrors fitted by September 2016.
	Environment risk assessments complete.

Mirror fittings are in place as identified in the environmental audit.


	Check environmental risk assessment for issues relating to lines of sight, and actions to address any identified shortfalls.

Look at the risk management plan to improve lines of sight and check whether these are being followed in practice.

Observe the environment to see if the measures are sufficient in meeting any identified shortfalls.

Speak with staff.

Look at incident records in relation to self-harm and/or injury in relation to observation issues.


	Deputy Directors of Calderdale, Kirklees and Wakefield
	30th  September 2016 


	
	

	MUST DO
	Action
	Outcomes

How will we know when this action is complete
	Evidence to show how outcomes have been met
	Lead
	Completion date
	Progress report
	Current rating

	The trust must review the door handles on ward 19 to ensure the safety of the patients
	We will reduce the ligature risk by replacing bedroom door handles. A Trust wide review has been completed and a preferred safer product agreed.
	All doors will have ‘ligature free’ furniture 
	Look at the updated ligature risk assessment to see if it meets the Trust’s policy.

Where shortfalls/changes have been identified and/or made, check whether these are effective in maximising service users’ safety.

Look around the environment.

Speak with staff about their understanding of the changes made and changes to their practice through this.

Look at incident records in relation to ligature points, self-harm attempts, near misses etc.


	Deputy District Director (Calderdale & Kirklees) & Head of Estates.
	31st  October 2016 


	
	


Community mental health services for older people
	MUST DO
	Action
	Outcomes

How will we know when this action is complete
	Evidence to show how outcomes have been met
	Lead
	Completion date
	Progress report
	Current rating

	The trust must ensure they reduce the waiting times from referral to treatment
	Within our CQC report it was noted that Barnsley and Kirklees Outreach Team were meeting their referral to treatment time targets. This information was accurate. However, the referral time figures for North Kirklees CMHT and Ossett CMHT were inaccurate. The referral to treatment time for North Kirklees CMHT was 69 days and Ossett CMHT 53 days. 

Therefore all of our teams were meeting the 18 week target. 

This was explained within our Factual Accuracy Comments following receipt of our draft report, where we said that the data we had supplied had been miscalculated. This change was not accepted. 

Because of the above we do believe we are not in breach of the HSCA Regulations 2014 in relation to this specific matter and will strive to continue to maintain and improve our existing standards. As was explained within the CQC report, we continue to respond to risk in a timely manner to make sure our service users receive a safe and responsive service to meet their personalised needs.

	People accessing psychological therapies will not wait longer than 18 weeks (referral to treatment)


	Look at the data set for PT waiting times across the Trust

Look at the new care pathways and discuss the impact of these with Trios and staff.

Speak with staff about integrated working and impact from this.

Discuss and look at the risk assessment process for managing risk on the waiting list and its effectiveness.

Review any incidents relating to service users on the waiting list.

Look at staff vacancies and recruitment into posts.
	Deputy District Directors (Calderdale& Kirklees, Barnsley & Wakefield)
	Completed
	
	

	MUST DO
	Action
	Outcomes

How will we know when this action is complete
	Evidence to show how outcomes have been met
	Lead
	Completion date
	Progress report
	Current rating

	The trust must ensure there is access to crisis services for older people.
	Calderdale & Kirklees BDU - Kirklees OPS have a team call Kirklees Outreach team who provide an intensive home based treatment model between the hours of 8am & 8pm, 7 days a week. Outside of these hours an all age crisis response is provided by the AWA IHBTT.                                  

Calderdale OPS CMHT have dedicated staff who provide an intensive home based treatment model up to 8pm during the week and up to 5pm at weekends. Outside of the hours an all age crisis response is provided by the AWA IHBTT.
	
	
	Deputy District Directors (Calderdale& Kirklees, Barnsley & Wakefield)
	Completed
	
	





7th September 2016
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