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1. Introduction

In response to concerns raised at the Risk Summit on 29 August 2013, the Trust has worked with a wide range of people to develop
this Quality Improvement Programme.

The programme contains a comprehensive set of activities to address specific risks identified following an inspection by the Care
Quality Commission in July 2013, and a number of other related risks and issues of concern that have been raised by local
commissioners, local Healthwatch, NHS England and the Trust Development Authority. All these matters were discussed in depth at
the Risk Summit and at the inaugural meeting of the Oversight and Assurance Group held on 11" September 2013.

The aim of this document is to provide a single, consolidated and coordinated plan of action to address the risks and issues raised,
showing the timeframes for improvements to be made, how improvements will be measured, who is responsible for the respective
elements of the programme and how the Trust will be held accountable for delivery internally and externally of the overall
programme.

The programme has been developed from a number of concerns identified by stakeholders:-

Governance

Workforce and Leadership

Quality Strategy

Quality Assurance

Clinical and Operational Effectiveness;
Cultural Change

Transparency

External Regulation + Reviews

A programme management approach will be undertaken to deliver this programme and report on progress. A programme
management approach is already established within the Trust and is currently being used to manage delivery of the other service
improvements in our clinical divisions.
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Scope

A number of serious concerns were raised about the quality of the Adult Mental Health inpatient service at the Bradgate Unit by the
Care Quality Commission in their report following an inspection in July 2013. The Trust immediately initiated urgent work to address
the report findings including the implications of two warning notices issued to the Trust which related to discharge planning and care
planning.

While the Trust focused initially on these matters in July and August 2013, the Trust has since performed an intensive piece of work
in September and October to develop a medium term Quality Improvement Programme. While the focus for this has primarily been
for our Adult Mental Health service, the programme also recognises that high quality, safe services must be sustained across all our
clinical divisions.

The culture of quality improvement and quality assurance within the organisation clearly needs further development so that lessons
learnt from our Adult Mental Health service are fully embedded and readily transferred across other areas of the Trust. The
programme therefore includes how we will create a stronger platform for quality through our refreshed quality strategy and put in
place a much better system to alert the Trust from “ward to Board” to any future risks to deterioration in quality care across all our
services.

The Quality Improvement Programme therefore has a number of aims that apply across all our clinical services as illustrated in the
box on page 5 below.
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AIMS

Ensuring the most effective care is provided in a person centred manner

Service users (and wherever possible those that matter most to service users such as their
carers, family members, friends) are actively involved in the decisions regarding their care

Improving the safety, communication and service user involvement in the discharge process

Ensuring safe staffing levels and a skill mix that takes into account all the factors that affect
the intensity of care and support needed to address individual care plans

Improving the quality of physical health care on mental health wards

Improving the ease of developing and using care plans as well as embedding care plans
within the care process

Enhancing the skills of staff in the assessment and effective management of risk

Providing support and creating opportunities for staff to learn continuously from practice
(near misses, serious incident investigation recommendations, service users feedback) and
reduce clinical variability

Improving the patient experience, healing nature and safety of the environment

Ensuring treatment and recovery focuses on the wider determinants of health and wellbeing
(employment, housing, finances, social isolation etc.)

Care provided is able to accommodate the needs of the individuals with diverse needs and
backgrounds
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Principles for Improving

This Quality Improvement Programme has been designed to embed the following principles:

1)

2)

Rights - the programme is underpinned by the statutory requirements placed on all Trusts by the NHS Constitution and Duty of
Candour

Planning — the Trust has a clear, consolidated programme of work that collectively meets the needs of our service users, the
Trust and all stakeholders/agencies.

Service User and public participation — service users, their advocates and public representatives have played an important
role in developing this Quality Improvement Programme. Clinicians, directors and staff are working together on the “Quality
Improvement Programme Board” with these stakeholders and will continue to do so throughout the delivery of the programme,
and as “business as usual” within the Trust. In developing the improvement activities we have listened carefully to the views of
service users, their advocates, local voluntary sector organisations, county and city councillors, and our own democratically
elected shadow council of governors

Listening to the views of staff — the Trust is committed to improving staff experience and the levels of staff engagement and
staff satisfaction. There are a number of established ways in which the Trust seeks the views of staff including formal
consultative forums, the annual NHS staff survey and the Trust’'s local quarterly pulse surveys, staff support groups and the
Trust’'s various feedback mechanisms which have been further strengthened this year by adopting to the “speak out safely
campaign” which actively encourages staff to raise concerns about care quality. Staff views are also obtained through some of
the mechanisms established to improve patient experience including the ‘Changing your Experience for the Better’ programme
and Trust Board member visits to clinical areas. The Listening into Action (LiA) programme also brings staff together to share
their thoughts and ideas and make improvements together. The Trust has already captured a large range of staff views through
large engagement events, and is currently rolling out the programme to the first set of teams within the Trust and putting place
the quick wins that have been prioritised.
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5) Openness and transparency — all possible information and intelligence relating to the quality of the care provided to our patients
has been and will continue to be made available to our partners and stakeholders including our Shadow Council of Governors,
local Clinical Commissioning Groups, local Healthwatch, Patients’ Panel, Staffside representatives, the Care Quality Commission
(CQC), the General Medical Council (GMC), Health Education East of England (HEEOE), the NHS Trust Development Authority
(NTDA) and NHS England. The Trust continues to be open to expertise from outside of the Trust and welcomes this advice and
expertise. The Trust Board recognises its role in promoting this work and being held accountable. The Trust Board continues to
challenge itself and take on board feedback from all parties on the type, quantity and quality of information shared in the public
domain whether via our public meetings, website, newsletters, media, social media and other routes.

6) Cooperation between organisations — this programme has been built around strong cooperation between all of the different
organisations that make up the local health and care system, placing the interests of service users first at all times.

7) Leadership - this programme recognises the development needs of clinical and managerial leaders within the Trust and has
been designed so that improvements can be made in the management culture of the organisation from ward to Board, with the
Board promoting a leadership style built on service user centred values.
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2. Background

Context

On 30 July 2013 the Trust was served with two Warning Notices, in line with the CQC Enforcement Policy, against the Bradgate
Mental Health Unit registered location. In addition the unit was also judged as non-compliant with three Outcomes resulting in three
Compliance actions against Outcomes 7, 14 and 16.

Outcome 4  Care and welfare of people who Warning Notice
use services

Outcome 6  Cooperating with other Warning Notice
providers
Outcome 7 Safeguarding people who use Compliance Action

services from abuse
Outcome 14  Supporting workers Compliance Action

Outcome 16 Assessing and monitoring the Compliance Action
quality of service provision.

The inspection report was published on 20 August and is available on the CQC web site. The report and Enforcement notices were
shared at the Trust public Board meeting on Thursday 29 August 2013.

An action plan was sent to the CQC on Wednesday 4 September 2013 and on Thursday 5 September 2013 and Friday 6 September
2013 requests were received for the provision of further information.

On Monday 9 September 2013 the CQC returned to the unit to review progress against the two Warning Notices.
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The population and communities we serve

The following characteristics summarise the population we serve.

A catchment population of approximately one million people living within the city of Leicester and the surrounding counties of
Leicestershire and Rutland.

In common with the national pattern, more boys are born than girls; however as women tend to live longer, the ratio of males
to females is approximately 50:50.

Our local catchment area falls within the boundaries of NHS Midlands and East, in which we play an active role in the
provision of specialist services on a wider regional basis.

We relate to three local authorities, seven district and borough councils, and three Clinical Commissioning Groups.

The City of Leicester and counties of Leicestershire and Rutland bring together a rich mix of urban, suburban and rural
districts, diverse in cultural heritage and ethnicity.

The total Leicester City population as at 2012 is 331,606 which represents an 18% increase since 2001.

Deprivation is a significant issue for many of our citizens. Almost half of our population is highly disadvantaged. Of the 152
local authority areas in the UK, Leicester has the 20th most deprived population, with almost half of these people living in the
fifth most deprived areas in England.

Rutland residents and the majority of the population in South Leicestershire have above average levels of affluence compared
to the rest of England. However, there are pockets of relative deprivation concentrated mainly in urban areas.

The majority of the population who live in Leicestershire County and Rutland are white British (91% and 97% respectively)!",
whilst Leicester City has a more diverse population than England overall, with approximately 50% from Black and minority
ethnic groups (BME). The majority of Leicester’'s BME population are South Asian, with 37% from Indian background.”

There are also a significant populations from other countries such as Eastern Europe, who also represent diversity, but are not
represented in BME statistics.

In addition, the population figures are not well established for other vulnerable groups such as asylum seekers and those with
protected characteristics under the equalities act, such as lesbian, gay, bi sexual and transgender people.

A large number of students live in Leicester, and therefore there is a youthful population with almost half aged under 29, and
that number is increasing. There is a higher proportion of people in the older adult categories in Leicestershire County and
Rutland.

2011 figures from Office for National Statistics
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e The populations of both the City and Counties are forecast to increase by 2015. There will be significant growth in the 0 — 14
age group and those of working age in Leicester City with lower, albeit significant growth, in the over 65s. This pattern is
counter to that seen in the Counties where the major growth is in the over 65 age groups.

Our commissioners
Our services are commissioned primarily by the three Clinical Commissioning Groups of Leicester, Leicestershire and Rutland,
authorised in 2012, these are:

o West Leicestershire

o East Leicestershire and Rutland

o Leicester City

o Some of the Trust’s services are also commissioned on a regional/national basis through specialist commissioning

The counties of Leicestershire and Rutland are generally more affluent and less ethnically diverse, with demography older than the
national average. There are approximately 680,000 people living mainly in suburban areas and market towns, with pockets of
deprivation and approximately 12% of people living in isolated rural villages.
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Area Map
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Health and Care Economy

We operate primarily within the health and social care economies of LLR and work with three corresponding local authorities and
seven district councils.

Local Authorities:
e Leicester City Council
e Leicestershire County Council
¢ Rutland County Council

District Councils:
e Blaby District Council
Charnwood Borough Council
Harborough District Council
Hinckley and Bosworth District Council
Melton Borough Council
North West Leicestershire District Council
Oadby and Wigston Borough Council

The Service User’s Perspective

The ability to listen to what matters to people who use and experience our services, and the views of those who matter most to them
(e.g. carers, friends, family) and to act on this feedback is the Trust's method of demonstrating its values being turned into action.
Demonstrating that we have listened and made changes also underpins our dedication to being an open and transparent
organisation.

The Friends and Family Test (FFT) is a national tool based on the commercial Net Promoter Score Test and is a tool used for
providing a simple, headline metric, which when combined with a follow up question and triangulated with other forms of feedback,
can be used across services to drive a culture of change, recognising and sharing good practice. The overall aim of the process is to
identify ways of improving the quality of care and experience of the service users (and those who matter most to them) using NHS
services in England
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The Trust is participating in a national pilot to roll out the FFT to other services outside of the acute sector, which is the main area of
NHS care where the test is currently formally applied and reported. We are feeding back our experience of using this test with our
service users in community and mental health services, and have been giving our views of how the test may need adapting in these
settings. As part of this we are also working with local commissioners and we have agreed that a further roll-out of the FFT across
priority services would provide useful information to the Trust in line with its plans to introduce the ‘Changing Your Experience for the
Better’ programme across all clinical areas. The FFT is used in that context as a baseline and improvement measurement, alongside
feedback data from the customer services team (from complaints, concerns and compliments) and through the Trust’s Staff Listening
into Action Engagement Programme, staff pulse surveys and the annual staff survey.

3. Governance

The Trust has a number of systems and processes in place to provide assurance to the Trust Board and other key stakeholders
about the governance of the organisation. These include a committee structure, a risk management system and strategy, a
comprehensive risk register and an escalation framework to ensure Trust Board members are aware of all risks to the successful
delivery of the organisations key strategic objectives.

In order to place focus on this programme of work a Quality Improvement Programme Board will be established within the Trust. This
will be chaired by the Chief Operating Officer, (or Medical Director and Chief Nurse in their absence), and will consist of
representatives from each of the divisions. Terms of reference and membership for the Quality Improvement Board are being
finalised by early November, and will be published on our website as soon as possible. The first meeting of the Quality Improvement
Programme Board will take place in November.

As part of the assurance process, the Quality Improvement Programme Board will develop a risk register to ensure where progress
is not being made as quickly as expected, mitigating actions are put in place.

The Quality Improvement Programme Board will be held to account by the Trust Board who will receive the minutes of the
Programme Board and the risk register on a monthly basis.

The Quality Improvement Programme Board will provide assurance to the Trust Board, on a monthly basis, regarding the delivery of
the programme, including highlighting any risks to delivery and the mitigating actions being taken to ameliorate those risks.
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The Quality Improvement Programme Board activities will also be considered by the Trust’'s existing Quality Assurance Committee
(http://www.leicspart.nhs.uk/Library/QAC_TOR.pdf

The Oversight and Assurance Group is external to the Trust and chaired by the NHS Trust Development Authority. The Oversight
and Assurance Group is set up for the period of time that the Trust’s position is escalated to the NHS Trust Development Authority
and will determine at which stage the Trust will be de-escalated with respect to the assurance achieved on the quality improvement
programme. The role of the Oversight and Assurance Group is therefore as follows:

e Approve the programme of work assure the delivery externally

e Determine (during November 2013) which specific actions from our programme are the ones that they wish to see achieved in
order that we can be de-escalated - following which the programme will continue to be assured by the Trust Board and its
local commissioners, e.g. as business as usual.

The programme will be signed off and closed when all actions have been delivered and the Trust Board, in conjunction with key
stakeholders, have received adequate assurance that the programme has been completely delivered and the improvements are
sustainable.

However the Trust Board will adopt the Quality Improvement Programme approach and roll it out to other areas of the Trust. When
this happens, our progress will be very clear and transparent both in terms of the completion of the programme of work shown in this
document and the addition/roll out to other areas of our business, with regular reports via our public Trust Board meetings.

Also our engagement and communication about our Quality Improvement Programme will continue throughout the delivery of this
programme of work and into any extension into other areas of the Trust’s work. Therefore local scrutiny committees, local VCS
organisations, health and wellbeing boards, service user groups, our council of governors, and many others will continue to be
closely engaged in our progress and will continue to shape our future aspirations.
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Governance Structure

OVERSIGHT & ASSURANCE GROUP

TRUST BOARD

1

QUALITY IMPROVEMENT PROGRAMME BOARD

1

GOVERNANCE

WORKFORCE & LEADERSHIP

QUALITY STRATEGY

QUALITY ASSURANCE + CLINICAL &
OPERATIONAL EFFECTIVENESS

CULTURAL CHANGE & TRANSPARENCY

EXTERNAL REGULATION + REVIEWS
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4. Programme Baselines

1 Crisis Support (CRHT) Delivery of CRHT against operational framework 100% Action plan in place to | 01/02/2014 Chief
(by audit) establish baselines Operating
Officer
2 Crisis Support (CRHT) Adherence to the new CRHT shift handover 100% New initiative; 01/02/2014 Chief
protocol being implemented by January 2014 baseline to be Operating
established Officer
3 Crisis Support (CRHT) SitRep for CRHT implemented and achieving 80% New initiative; SitRep | 01/05/2014 Chief
tolerance levels across staffing metrics to be designed and Operating
implemented with Officer
Commissioners
4 Pre-Admission Transmission of complete care information with out | 100% New initiative; based | 01/02/2014 Chief
of area placement providers upon placement within on checklist Operating
24 hours implementation Officer
5 Pre-Admission Bed Occupancy level 85% 91.8% @ Sept 31/03/2014 Chief
2013 Operating
Officer
6 Pre-Admission Delayed Transfer of Care <7.5% 5.7% @ Sept 01/11/2014 Chief
2013 Operating
Officer
7 Pre-Admission Average Length of Stay 30 days 34.6 days @ Sept | 03/06/2014 Chief
2013 Operating
Officer
8 Pre-Admission Number of out of area placements <20 26 @ 17.10.13 30/03/2014 Chief
Operating
Officer
9 Admission Number of MDT assessment templates completed 100% New initiative; 01/05/2014 Medical
on admission (by audit) baseline to be Director
established
10 Admission Number of service users (and wherever possible 100% 71% @ Sept 2013 | 01/02/2014 Chief Nurse
those that matter most to service users such as
their carers, family members, friends) involved in
their care planning (by audit)
11 Admission Number of admissions seen by a senior doctor 100% New initiative; 01/03/2104 Medical
within 48 hours (by audit) baseline to be Director

established
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12 On-going care on the In- Adherence to service user leave protocols (by 100% Action plan in place to | 01/05/2014 Chief Nurse
patient Unit audit) establish baselines
13 On-going care on the In- Number of service users offered advocacy where 80% 'glew Ii_nitia:tivs: 31/12/2013 Chief Nurse
H H fat : H aseline 1o be
patient Unit clinically appropriate (by audit) established
14 On-going care on the In- Number of staff with current valid therapeutic 85% 90.1% @ Aug 01/12/2013 Director of
patient Unit observation of patients training 2013 HR & OD
15 On-going care on the In- Number of scheduled weekly ward rounds attended | 100% 100% @ 21/10/13 | 01/02/2014 Medical
patient Unit by nurse and doctor versus plan Director
16 On-going care on the In- Number of service users (and wherever possible 100% 71% @ Sept 2013 | 01/02/2014 Chief Nurse
patient Unit those that matter most to service users such as
their carers, family members, friends) involved in
their care planning (by audit)
17 Discharge Number of care plans reflecting discharge planning | 90% 59% @ Sept 2013 | 01/02/2014 Chief Nurse
(by audit)
18 Discharge Number of service users (and wherever possible 80% (set | 67% @ Dec 2012 | 01/11/2014 Chief Nurse
those that matter most to service users such as at 80% in
their carers, family members, friends) involved in recognition
L . of those
their discharge planning (by survey) peaple who
decline to be
involved)
19 Discharge Continuity of care from the same 80% New initiative; 01/04/2014 Chief
consultant/community worker baseline to be Operating
established Officer
20 Staffing 60:40 skill mix qualified / unqualified ratio achieved | 100% New initiative; 01/05/2014 Chief
on the Bradgate Unit recruitment trajectory Operating
in place Officer
21 Staffing 5/ 5/ 3 staffing levels achieved on the Bradgate 100% 100% @ 17/10/13 | 01/11/2013 Chief
Unit Operating
Officer
22 Physical Healthcare Number of care plans reflecting physical healthcare | 100% 90% @ Sept 2013 | 01/05/2014 Chief Nurse
needs where identified (by audit)
23 Physical Healthcare Number of physical healthcare assessments 100% 92% @ Sept 2013 | 01/05/2014 Chief Nurse

undertaken versus admissions (by audit)
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24 People with Personality Number of Bradgate Unit staff with current valid 80% Training commences | 01/11/2014 Medical
Disorder personality disorder training, against plan g‘o" 2013; baseline Director
ata captured from 1
cohort Nov 2013
25 Risk Assessment Complete risk assessment documentation present 100% 92% @ Sept 2013 | 01/03/2014 Chief Nurse
in care record for current episode of care
26 Risk Assessment Number of staff with current valid risk assessment 80% 92.1% @ Sept 01/05/2014 Chief Nurse
training 2013
27 Handover Adherence to In-patient handover protocol (by 100% New initiative; 01/01/2014 Chief Nurse
audit) baseline to be
established
28 | Continuous learning & staff Number of debriefing sessions versus number of 100% New initiative; 01/01/2014 Chief Nurse
support violent incidents and Serious Incidents reported baseline to be
established
29 Continuous learning & staff Attendance rate of MDT learning forums against 80% New initiative; 01/01/2014 Medical
support Terms of Reference baseline to be Director
established
30 Continuous learning & staff Number of MDT learning forums held versus plan 100% New initiative; 01/01/2014 Medical
support baseline to be Director
established
31 Improvement of the Adherence of staff to seclusion process and policy 100% Action planin place to | 01/05/2014 Medical
environment (by audit) establish baselines Director
32 Improvement of the Adherence of all seclusion environments to national | 100% Baseline will be set by | Dependent upon | Chief
environment standard environmental audit scale of work Operating
Officer
33 Improvement of the Number of ligature assessments undertaken in the | 100% All In-patient wards 01/12/2013 Chief
environment Bradgate Unit completed Non In-patient | Operating
areas Officer
34 Improvement of the Improvement in PLACE survey results 90% PLACE baselines Dependent upon | Chief
environment (Sept 2013): scale of work Operating
e Cleanliness: and 2014 Officer
87.37% PLACE
e Condition, assessments

appearance and
maintenance:
75.12%

e Privacy, dignity and
wellbeing: 81.96%

® Food and hydration:
84.79%
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Ref Theme Metric Target Baseline Timescale Lead

35 Equality Documented consideration of Equality & Diversity 100% 87%@ Sept 2013 | 01/05/2014 Chief Nurse
patient needs in care plan

36 Equality Number of staff trained in Equality & Diversity 80% 96.1%@ Sept 01/11/2014 Director of
Training 2013 HR & OD
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Improving
the response,
efficiency and
quality of
assessment
and support
provided to
patients with
acute mental
health
problems

Governance

Crisis Support (CRHT)

Aim — enhanced level of crisis support

Mapped to Action Supporting Action Timescale
Keogh area of 1. Thematic analysis of Serious Incidents Chief Nurse 31/03/2014
improvement: within CRHT.

- Patient a. Implement the recommendations from

experience the thematic review of serious incidents
- Safety
- Workforce
- Clinical and

operational

effectiveness
- Leadership &

governance
S1 133782 actions 2 2. Office based co-ordinator on each shift to | Assess the quality of the allocation of cases by co- Chief 01/02/2014
and 3 commission ensure safe allocation of work and hand ordinators Operating
internal review of over between shifts Officer
ha.ndo.ver between a. Documented protocol for CRHT Develop a trajectory to |mprove.the allocation of cases 8hlef . 01/02/2014
shifts in AMH SPA and handover by co-ordinators to the appropriate level of staff/skill O?fﬁ:':rmg
:::::v;:;:’eegear:::):‘\of b. Initial role description for the co- mix (quallﬂed.or unqualified) — - -

ordinator Develop a trajectory for measuring improvements in Chief 01/02/2014

and Acute handover effectiveness Operating
Assessment and Officer

Home Treatment

Keogh area of
improvement:
- Clinical and
operational
effectiveness
- Leadership &
governance
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Keogh area of . Provide routine assurance information Implement a SitRep report for CRHT Chief 01/05/2014
improvement: against current service model/staffing. Operating
- Safety Officer
- Clinical and
operational
effectiveness
- Workforce
Keogh area of . Co-produce a longer term service model, An agreed new service model with commissioners
improvement: based on a more detailed diagnostic with
- Patient the CCG’s Implement new service model Chief 31/03/2014
experience Operating
- Safety Officer
- Workforce
- Clinical and
operational
effectiveness
- Leadership &
governance
Keogh area of . Refresh/agree between AMH and Medical 01/05/2014
improvement: commissioners the definitions of risk Director
- Patient levels and thresholds for CHRT assessment
experience within the agreed timeframes within the
- Safety triage process. (2hrs, 4 hrs, 72hrs — may
- Clinical and need to revisit these time spans especially
operational the 4-72hrs)

effectiveness
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CRHT Baselines

Metric

Target

Baseline

Timescale

Crisis Support (CRHT) Delivery of CRHT against operational framework 100% Action plan in 01/02/2014 Chief Operating
(by audit) place to Officer
establish
baselines
Crisis Support (CRHT) Adherence to the new CRHT shift handover 100% New initiative; 01/02/2014 Chief Operating
protocol being implemented by January 2014 szaeg'ﬁnsigébe Officer
Crisis Support (CRHT) SitRep for CRHT implemented and achieving 80% New initiative; 01/05/2014 Chief Operating
tolerance levels across staffing metrics SitRep to be Officer
designed and
implemented
with
Commissioners
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Improving the
quality of care
and patient
safety
throughout the
process of the
admission

Pre-admission
To ensure a speedy and well-co-ordinated process for admission
Mapped to Action Supporting Action Timescale
Keogh area of 1. Address the bed capacity position for Set a baseline and trajectory for sustainable occupancy Chief 31/12/2013
improvement: AMH patients levels underpinned by benchmarking data Operating
- Patient a. Review bed capacity/configuration and Officer
experience ward configuration to achieve Set baseline and trajectory for ALOS Chief 31/12/2013
- Safety sustainable occupancy levels ggﬁ:r:rtmg
- Clinical and b. Implement solutions by agreement with [~¢ " =0 trajectory for DTOC Chief 31/12/2013
operational commissioners Operating
effectiveness Officer
Set baseline and trajectory for reducing out of area Chief 31/12/2013
placements 82%::'”9
DN: Additional metrics will be developed in line with the
actions that come out of the review such as the availability and
uptake of alternatives to admissions such as step up and step
down beds/access to suitable housing solutions/crisis house
etc.
Keogh area of 2. Streamline admission and gate keeping to | Measure adherence to the admit time standard Chief 01/02/2014
improvement: avoid duplication Opgrating
- Patient a. Adhere to the assessment protocol Officer
experience b. Set a standard for the time between
- Safety agreement to admit and admission
- Clinical and taking place Measure the reduction in the duplication of Chief 01/02/2014
operational c. Checklist of core information to be assessments between different parts of the AMH team | Operating
effectiveness provided between admitting team and Officer
- Leadership & inpatient team including ‘out of area’
governance placements
Keogh area of 3. Ensure robust process in place for sharing | Set trajectory for the percentage completeness of Chief 01/02/2014
improvement: of information/contact with out of county | transmission of the information within 24 hours (with Operating
- Patient experience . . X o ) Officer
- Safety providers agreed valid exceptions) for admitting service users
- Clinical and within LLR and ‘out of area’
operational
effectiveness
- Leadership &

governance
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Pre-admission Baselines

Metric

Target

Baseline

Timescale

4 Pre-Admission Transmission of complete care information with out | 100% New initiative; 01/02/2014 Chief Operating
of area placement providers upon placement within based on Officer
checklist
24 hours implementation
5 Pre-Admission Bed Occupancy level 85% 91.8% @ 31/03/2014 Chief Operating
Sept 2013 Officer
6 Pre-Admission Delayed Transfer of Care <7.5% 5.7% @ Sept | 01/11/2014 Chief Operating
2013 Officer
7 Pre-Admission Average Length of Stay 30 days 34.6 days @ | 03/06/2014 Chief Operating
Sept 2013 Officer
8 Pre-Admission Number of out of area placements <20 26 @ 30/03/2014 Chief Operating
17.10.13 Officer
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Improving the
quality and
effective-ness
of clinical care
in the first 72
hours of
Inpatient stay

Admission
To ensure a thorough assessment and development of a good quality care plan
Mapped to \ Action Supporting Action Lead Timescale

Keogh area of 1. Develop a multi-disciplinary assessment Medical 01/02/2014
improvement: template and process Director
- Patient

experience
- Safety
- Clinical and

operational

effectiveness
- Leadership &

governance
The results of the 2. Those most important to the individual Measure adherence to admissions checklist in relation Medical 01/05/2014
AMH Inpatient (e.g. carer, family or friends) involvement to wherever possible those that matter most to service Director

Survey is being
presented on 28
October —action
plan will follow

Keogh area of

improvement:

- Patient
experience

- Safety

- Clinical and
operational
effectiveness

a.

Pilot introduction of entry and exit
guestionnaires for service users (and
wherever possible those that matter
most to service users such as their
carers, family members, friends) to
test experience of care levels of
engagement (e.g. exit questionnaires
to assess — were your needs met?)
Admission checklist to capture specific
actions and data wherever possible
for those that matter most to service
users such as their carers, family
members, friends) engagement
Contact GP to advise patient admitted
and LPT to extract relevant patient
information from the GP within 24
hours (service user
summary/discussion where possible)

users such as their carers, family members, friends),
engagement and GP contact

The wards will complete a Triangle of Care self-
assessment in order to establish a baseline and
understand the potential gaps for the involvement and
communication with those most important to the
individual (e.g. carers, family or friends).

Following the self- assessment, actions will be identified
and support will be provided in order to address any
areas of weakness by the Trust’s Patient Experience
team.

€9
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Keogh area of . Seen by senior doctor within the first 48 Set baseline and trajectory to achieve 100% of Medical 01/03/2014
improvement: hours admissions being seen by a senior doctor within 48 Director
- Patient hours
experience
- Safety
- Clinical and
operational
effectiveness
Appleby action . Sharing information between community Medical 01/05/2014
plan action 9.1 - and Inpatient team Director
Access and a. Develop an operating protocol for
Community sharing information with community

Services Interface
Meeting to review
information
sharing

Keogh area of

improvement:

- Patient
experience

- Safety

- Clinical and
operational
effectiveness

- Leadership &
governance

services (inpatient and named nurse
and CPN regular contact)
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Admission baselines

Metric Target Baseline Timescale
9 Admission Number of MDT assessment templates completed 100% New initiative; 01/05/2014 Medical Director
on admission (by audit) baseline to be
established
10 Admission Number of service users (and wherever possible 100% 71% @ Sept | 01/02/2014 Chief Nurse
those that matter most to service users such as 2013
their carers, family members, friends) involved in
their care planning (by audit)
11 Admission Number of admissions seen by a senior doctor 100% New initiative; 01/03/2104 Medical Director
within 48 hours (by audit) basefine to be
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Ensuring the
most effective
care is
provided in a
person centred
manner.

Patient, and
wherever
possible, carers
/ family are
actively
involved in the
decisions
regarding their
care

On-going care on the Inpatient Unit

To improve the quality of inpatient care

Mapped to Action Supporting Action Timescale
CQC Action Plan - 1. Service user led care Measure service user, (and wherever possible those Chief Nurse 01/02/2014
Outcome 4, a. Demonstrate improvements in service | that matter most to service users such as their carers,
no. 2 user(and wherever possible those that | family members, friends) satisfaction and experience
Review of patient matter most to service users such as through;
involvement in care their carers, family members, friends) e the entry and exit questionnaires Chief Nurse 01/02/2014
plans involvement in care planning

e impact of VCS ward forums Chief Nurse | 01/02/2014

Keogh area of
improvement: e regular audit of care plans/discharge plans Chief Nurse | 01/02/2014
- Patient

experience
- Clinical and

operational

effectiveness
- Leadership &

governance
Quality Schedule 2. Redefine and monitor the daily ward Medical 01/02/2014
LR 2 reviews Director

Keogh area of

improvement:

- Patient
experience

- Safety

- Clinical and
operational
effectiveness

- Leadership &
governance

a. Review the process and template used
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development of prompt
cards for observation

Keogh area of

improvement:

- Patient experience

- Safety

- Workforce

- Clinical and
operational
effectiveness

therapeutic observation of service users

a. Review the therapeutic observation
policy

b. Ensure comprehensive training plans in
place

Keogh area of 3. One to one sessions for service users Medical 01/02/2014
improvement: a. Ensure service users are Director
- Patient e Seen weekly by a senior doctor

experience e Receive a 1:1 session with a junior
- Safety doctor
- Clinical and b.  Ensure service users

operational e Receive two 1:1 sessions per week

effectiveness with their named nurse
Appleby action 4. Review the provision of psychological Measure achievement of agreed levels of support Chief 31/03/2014
plan action 7.2 - therapy on the wards against a trajectory Operating
Review of clinical a. Define and agree the model of Officer
psychology psychological therapy we are aiming for
provision to wards across the inpatient areas and

benchmark

Keogh area of b. Consider models from elsewhere
improvement: Agree how much improvement can be
- Patient generated by improved nurse skill mix

experience on the wards and what represents
- Safety additional investment
- Clinical and

operational

effectiveness
Appleby action plan 5. Training and education for nursing staff Measure effectiveness through clinical supervision Medical 01/11/2014
action 6.1 - and health care workers in undertaking Director
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CQC (MHA) Ashby
Ward action plan,
action 4 Review of
recording section
132 including
access to IMHA

Keogh area of

improvement:

- Patient
experience

- Clinical and
operational
effectiveness

6. Improving access to Advocacy

a.

Implement standard service user
information boards in every ward, and
supplement with scrolling digital display

Measure how often we reiterate the information via
MHA processes for those detained and for informal
patients via Therapeutic Liaison Workers

Chief Nurse

01/11/2014

CQC (MHA) Ashby
Ward action plan,
action 5 pilot
revised section 17
form

Keogh area of

improvement:

- Patient
experience

- Safety

- Clinical and
operational
effectiveness

7. Service user leave

a.

Establish a clearer protocol for escorting
and home leave

Measure leave cancellation rates and the reason for
cancellation

Chief Nurse

01/11/2014
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On-going care on the in-patient unit Baselines

Metric Target Baseline Timescale
12 On-going care on the In- Adherence to service user leave protocols (by 100% Action plan in 01/05/2014 Chief Nurse
patient Unit audit) place to
establish
baselines
13 On-going care on the In- Number of service users offered advocacy where 80% E‘:SVL:;E?EV& 31/12/2013 Chief Nurse
patient Unit clinically appropriate (by audit) cstablished
14 On-going care on the In- Number of staff with current valid therapeutic 85% 90.1% @ 01/12/2013 Director of HR &
patient Unit observation of patients training Aug 2013 oD
15 On-going care on the In- Number of scheduled weekly ward rounds attended | 100% 100% @ 01/02/2014 Medical Director
patient Unit by nurse and doctor versus plan 21/10/13
16 On-going care on the In- Number of service users (and wherever possible 100% 71% @ Sept | 01/02/2014 Chief Nurse
patient Unit those that matter most to service users such as 2013
their carers, family members, friends) involved in
their care planning (by audit)
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Discharge
To improve the safety, communication and patient involvement in the discharge process
Mapped to \ Action Supporting Action Lead Timescale
Improving the CQC Action Plan - 1. Improved discharge care plan Monitor the implementation and the professional Chief Nurse 01/02/2014
Outcome 6, no. 2 a. Further improve the discharge care effectiveness via an updated discharge tool and service
safety, (b) and (d) plan documentation user satisfaction exit questionnaires and GP satisfaction
communication | Discharge care plan b. Implement discharge care plan via GP feedback/survey
. and discharge documentation
qnd patient . planning meetings c. Set date for a pre-discharge meeting
involvement in at the 1° MDT and inform/invite
the discharge Keogh area of service user (and wherever possible
improvement: those that matter most to service
process users such as their carers, family
- Patient members, friends) community team
experience and relevant stakeholders. Discharge
- Safety care plan to be finalised in this
- Clinical and meeting
operational d. Establish a discharge communication
effectiveness protocol
- Leadership & e. Establish a revised discharge summary
governance by agreement with GPs and
implement the new process
€QC Action Plan - 2. Achieve much more detailed earlier Evidence of social work involvement in MDT meetings Chief Nurse 01/02/2014
:Z‘)‘t::)me 6,no.2(d), engagement with social workers on care
Pla'nning meetings, planning, risk assessment and discharge
liaison with social care planning with social care needs identified
manlfgers and social as early as possible.
workers .
a D_esgn n?w prot:ocol for county a.nd Evidence in care plans and discharge plans of social Chief Nurse 01/02/2014
Keogh area of city hospital sou.al workers covering work involvement and impact of actions taken
improvement: the Bradgate Unit
- Patient experience
- Safety
- Clinical and
operational
effectiveness
- Leadership &
governance

09
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Discharge Baselines

Metric Target Baseline Timescale
17 Discharge Number of care plans reflecting discharge planning | 90% 59% @ Sept | 01/02/2014 Chief Nurse
(by audit) 2013
18 Discharge Number of service users (and wherever possible 80% (Setat80% | 67% @ Dec | 01/11/2014 Chief Nurse
those that matter most to service users such as in recognition of 2012
their carers, family members, friends) involved in Z’Os? people who
L . lecline to be
their discharge planning (by survey) involved)
19 Discharge Continuity of care from the same 80% New initiative; 01/04/2014 Chief Operating
consultant/community worker 22?:;1%?2% be Officer

19
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Additional Specific Actions

Staffing
Mapped to Action Supporting Action Lead Timescale
Ensuring safe Keogh area of 1. Develop a phased approach and Recruitment plan Chief 01/05/2014
. improvement: implement a SitRep for AMH in Operating
S taff Ing level - Patient experience conjunction with commissioners with Officer
that takes - Safety agreed thresholds and triggers which
qgccount Of all - W.or.kforce incorporate acuity, s.taffing/skill mix and
J - Clinical and bed occupancy metrics
acuity factors operational
effectiveness a. SitRep commenced in the Bradgate
- Leadership & Unit August 2013;
governance i. Agreement to regularity of
reporting

ii. Agreement to metrics
iii. Agree the escalation actions that
will be taken by the Trust to
address any operational issues
arising from the SIT REP
b. Roll out SitRep to other parts of
AMH (e.g. CRHT)
c.  Move to a new skill mix of staff
(60/40 ratio)
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Keogh area of
improvement:

- Patient experience

- Safety

- Workforce

- Clinical and
operational
effectiveness

- Leadership &
governance

2. Roll-out SitRep to other inpatient areas in

other divisions

Early warning dashboard development for other
divisions

Staffing Baselines

Metric Baseline

Target

Chief

Officer

Timescale

Operating

01/05/2014

20 Staffing 60:40 skill mix qualified / unqualified ratio achieved | 100% New initiative; 01/05/2014 Chief Operating
on the Bradgate Unit recruitment Officer
trajectory in
place
21 Staffing 5/ 5/ 3 staffing levels achieved on the Bradgate 100% 100% @ 01/11/2013 Chief Operating
Unit 17/10/13 Officer
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Physical Health Care

Improving the
quality of
physical
health care
on mental
health wards

Mapped to Supporting Action Lead Timescale
Keogh area of Review the admission assessment Check compliance and quality of information through Medical 01/05/2014
improvement: protocol/proforma including the input of auditing the admission documents Director
- Patient experience senior medical staff in assessing and
- Safety meeting physical health needs
- Clinical and a. Review the proforma

operational b. Prepare a mandatory checklist for

effectiveness essential investigations
- Leadership &

governance
Wellbeing Strategy Use existing MDT proforma to discuss Check compliance through auditing undertaken by Medical 01/05/2014
audit action 2 physical health need and management Senior Matrons Director

Medical and Nursing
directors to consider
requirement for LPT
wellbeing co-
ordinator role

Keogh area of

improvement:

- Patient experience

- Safety

- Clinical and
operational
effectiveness

- Leadership &
governance

during weekly ward rounds
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Appleby action plan 3. Implement a training programme for Monitoring of training attendance Chief Nurse | 01/05/2014
action 5.1 - mental health nursing staff to include
recruitment of RGN specific physical health assessment needs,
Action 5.2 - skills and care delivery
introduction of Track a.  Recruit to the post of Physical Health
and Trigger Nurse
b.  Develop training package on physical
CQC Action Plan — health assessment and management;
Outcome 4, no. 3 facilitated by Physical Health Nurse
As above

Sl 132244 action plan
action 1 and 6 as
above.

Keogh area of

improvement:

- Patient experience

- Safety

- Workforce

- Clinical and
operational
effectiveness

- Leadership &
governance

Physical health care Baselines

Metric Target Baseline Timescale
22 Physical Healthcare Number of care plans reflecting physical healthcare | 100% 90% @ Sept | 01/05/2014 Chief Nurse
needs where identified (by audit) 2013
23 Physical Healthcare Number of physical healthcare assessments 100% 92% @ Sept | 01/05/2014 Chief Nurse
undertaken versus admissions (by audit) 2013
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People with Personality Disorder

Mapped to Action Supporting Action
Improving the | Appleby action 1. Implement rolling programme of training Personality Disorder audits of care plans for evidence
. plan action 7.1 - of improvements to quality of the care plan for people
skills OfSthf progress with with Personality Disorder; measure also via exit survey

in managing personality with service users
. disorder care

people W.Ith pathway

personality

disorder Keogh area of

improvement:

- Patient
experience

- Safety

- Workforce

- Clinical and
operational
effectiveness

- Leadership &
governance

Lead
Medical
Director

Timescale
01/11/2014

Keogh area of 2. Strengthen the existing reflective practice Staff satisfaction with the sessions every 6 months and

improvement: groups to have a greater focus on case studies | monitor levels of attendance

- Safety and lessons learned

- Clinical and
operational
effectiveness

- Leadership &
governance

Medical
Director

01/11/2014
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24

Keogh area of

improvement:

- Safety

- Clinical and
operational
effectiveness

- Leadership &
governance

People with Personality
Disorder

3. Strengthen the complex case reviews to focus
on lessons learned and changes to practice

People with Personality

Metric

Number of Bradgate Unit staff with current valid 80% Training 01/11/2014

personality disorder training, against plan

Staff satisfaction with the sessions every 6 months and
monitor levels of attendance

Disorder Baselines

Medical
Director

Target Baseline Timescale

commences Nov
2013; baseline
data captured
from 1% cohort
Nov 2013

01/11/2014

Medical Director
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Care Plans

Mapped to Supporting Action Lead Timescale

Improving the
ease of
developing
and using
care plans as
well as
embedding
care plans
within the
care process

Keogh area of

improvement:

- Patient
experience

- Safety

- Clinical and
operational
effectiveness

- Leadership &
governance

1. Review the care plan format to improve
documentation and streamline for ease of use

Test the effectiveness of the new format via staff
feedback and patient feedback

Chief Nurse

01/02/2014

Keogh area of

improvement:

- Patient
experience

- Safety

- Workforce

- Clinical and
operational
effectiveness

- Leadership &
governance

2. Provide bespoke training and development
via supervision to individuals to improve the
quality of care planning

Chief Nurse

01/02/2014

Keogh area of

improvement:

- Patient
experience

- Safety

- Clinical and
operational
effectiveness

- Leadership &
governance

3. On-going monitoring of care plans using the
existing audit and cycle identified for all
Bradgate unit care plans

Chief Nurse

01/02/2014
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Enhancing the
skills of staff in
the assessment
and effective
management of
risk

Mapped to
Appleby action
plan action 10.1
Integritas
training

CQC Action Plan
— Outcome 14,
no. 3 (e) and

Outcome 16, no.

1(c)
As above

Keogh area of

improvement:

- Patient
experience

- Safety

- Workforce

- Clinical and
operational
effectiveness

- Leadership &
governance

Risk Assessment

1. Deliver an enhanced MDT interactive risk
management training programme (this
complements the existing mandatory
rolling programme ref the Morgan risk
tool)

Supporting Action

Timescale

Regularity of sessions and attendance levels Chief Nurse 01/05/2014
The implementation of the agreed risk management Chief Nurse | 01/05/2014
approaches into supervision

Measure effectiveness also via sampling supervision Chief Nurse | 01/05/2014
notes

Measure also via evidence from MDT reviews and use Chief Nurse 01/05/2014
of risk assessment

Measure via the routine risk assessment audits via care | Chief Nurse 01/05/2014

plans
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Risk assessment Baselines

Metric

Target Baseline

Timescale

Keogh area of 2. Enhance clinical leadership to risk Measure the effectiveness of the agreed risk Medical 01/05/2014
improvement: management training through named management approach via supervision Director
- Patient individuals
experience Names individuals identified and evidence through Medical 01/05/2014
- Safety their job plans to be able to conduct the role Director
- Workforce
- Clinical and
operational
effectiveness
- Leadership &
governance
Keogh area of 3. Review and strengthen the peer review Medical 01/05/2014
improvement: approach for consultant’s practice; ensure Director
- Patient there is a systematic approach across
experience AMH with clear standards including risk
- Safety management
- Workforce a. ldentify, agree and implement
- Clinical and appropriate audit tool
operational
effectiveness
- Leadership &
governance

Risk Assessment Complete risk assessment documentation present 92% @ Sept | 01/03/2014 Chief Nurse
in care record for current episode of care 2013
26 Risk Assessment Number of staff with current valid risk assessment 80% 92.1% @ 01/05/2014 Chief Nurse
training Sept 2013
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Hand Over
Mapped to Supporting Action Lead Timescale
Checking and Appleby action |1. Harmonise, review and improve the Chief Nurse | 01/01/2014
. plan action 2.2 - protocol which includes all aspects of
searchin g review of handover (e.g. ward to ward handovers;
procedure to be handover policy shift to shift, internal/external; daily
review) with clear diagrams/flow charts
clear and Keogh area of to assist staff to follow systematic
consistent. Guided improvement: processes
with intelligence - Patient a. Implement training programme
. experience
on risk posed by - Safety
the patient - Clinical and
operational
effectiveness
- Leadership &
governance

Hand Over Baselines

Metric Target Baseline Timescale

Handover Adherence to In-patient handover protocol (by New initiative; 01/01/2014 Chief Nurse
audit) baseline to be

established

L.



Adult Mental Health QIP - V18 24.10.13

Providing support
and create
opportunities for
staff to learn
continuously from
practice (near
misses, S/
investigation
recommendations,
patient feedback)
and reduce clinical
variability

Embedding a system for continuous learning & Staff support

Mapped to
Keogh area of
improvement:
- Safety
- Workforce
- Clinical and

operational

effectiveness
- Leadership &
governance

Action
1. Review and strengthen the policy for
staff support, including for violence,
aggression and Serious Incidents

Supporting Action

Lead
Chief Nurse

Timescale
01/01/2014

Keogh area of

improvement:

- Workforce

- Clinical and
operational
effectiveness

- Leadership &
governance

2. Identify and provide additional training
for specific staff who can lead debriefing
sessions

Include database of key people and their training, the
number of sessions they have led, along with feedback
from staff who have attended those sessions

Chief Nurse

01/01/2014

Keogh area of

improvement:

- Patient
experience

- Safety

- Workforce

- Clinical and
operational
effectiveness

- Leadership &
governance

3. Develop a MDT forum for reviewing
lessons learned ref. professional practice

Measure resulting changes in practice and other
actions taken

Medical
Director

01/01/2014
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Continuous learning & staff
support

Keogh area of 4. Utilise all available data such as staff
improvement: feedback, service user experience,
professional practice and Serious
- Patient Incident thematic review to implement
experience new mechanisms for disseminating
- Safety lessons learned
- Workforce a. Develop and implement ward level
- Clinical and scorecards
operational b. Develop and implement early
effectiveness warning data sets
- Leadership &
governance

Continuous learning & staff support Baselines

Metric

Number of debriefing sessions versus number of
violent incidents and Serious Incidents reported

Target
100%

Baseline

New initiative;
baseline to be

Timescale

01/01/2014

Medical
Director

01/05/2014

Chief Nurse

support

baseline to be
established

established
29 Continuous learning & staff Attendance rate of MDT learning forums against 80% New initiative; 01/01/2014 Medical Director
support Terms of Reference baseline to be
established
30 Continuous learning & staff Number of MDT learning forums held versus plan 100% New initiative; 01/01/2014 Medical Director
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Improving the

patient experience,
healing nature and

safety of
environment

Mapped to

Appleby action
plan action 8.1 -
review of ligature
risk assessments

CQC Action Plan
— Outcome 16,

no. 3 (f) (g)

€QC (MHA)

Ashby Ward
action plan,
action 7

Improvement of the Environment

Action

1. Ward environment

a.

PLACE results are available for each
inpatient area — recommendations to
be actioned

Cleaning schedule to be reviewed
with manager of Domestic Services to
ensure that cleaning requirements
are met

2. Ward environment — patient safety

a.

Review Ligature assessment policy

b. Ligature risk assessment — review to

be completed for each ward using
new tool from Ligature Risk Policy
(approved March 2013)

NB: the ligature risk assessment
review referred to here will be
completed across Bradgate by end of
October with report to QAC.
Refurbishment of bathrooms to the 4
old wards to remove already
identified ligature risks (already in
13/14 Capital programme and
awaiting commencement date of
work)

Structural solutions to minimise
patients with high risk absconding —
SALTO system, additional CCTV,
intercoms and additional security
doors to be installed throughout the
Bradgate site including Glenvale area

Supporting Action
FM metrics in the Interserve contract
PLACE action plan implementation

Chief
Operating
Officer

Timescale
01/05/2014

Staff satisfaction with environment

Chief
Operating
Officer

01/05/2014

Chief
Operating
Officer

Chief
Operating
Officer

30/11/2013

30/11/2013

V.
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CQC Action Plan
— Outcome 7, no.
1(d) (e)

Review of
seclusion rooms
and resulting
building work

1(g)
Review of

Seclusion Good
Practice Group

Keogh area of

improvement:

- Patient
experience

- Safety

- Clinical and
operational
effectiveness

- Leadership &
governance

— Capital works approved and work
has commenced

e. Review of current fencing — business
case to be developed following
recommendations

3. Seclusion

a. Review of all seclusion rooms to
ensure fit for purpose

b. Costs to be obtained for air
conditioning to seclusion rooms

c. Seclusion Group — this group is to be

chaired by a clinician and purpose of
the group will be to ensure that
seclusion practice is monitored and
that best practice is being adhered to
as per the seclusion policy — this
group is already in place and a lead
clinician has been identified as Chair -
the Chair of the Seclusion Group will
write the annual seclusion report
which is submitted to the SCQG

Feedback on the seclusion room changes from staff
and service users

Chief
Operating
Officer

Chief
Operating
Officer

31/12/2013

01/05/2014

Evidence of improvements to privacy and dignity
including those relating to single sex accommodation
arrangements

Chief
Operating
Officer

01/05/2014

Gl
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Improvement of the
environment

Improvement of the environment Baselines

Metric

Adherence of staff to seclusion process and policy
(by audit)

Target
100%

Baseline

Action plan in
place to
establish
baselines

Timescale
01/05/2014

Medical Director

32

Improvement of the
environment

Adherence of all seclusion environments to national
standard

100%

Baseline will be
set by
environmental
audit

Dependent upon
scale of work

Chief Operating
Officer

33

Improvement of the
environment

Number of ligature assessments undertaken in the
Bradgate Unit

100%

All In-patient
wards
completed

01/12/2013
Non In-patient
areas

Chief Operating
Officer

34

Improvement of the
environment

Improvement in PLACE survey results

90%

PLACE

baselines (Sept

2013):

e Cleanliness:
87.37%

e Condition,
appearance
and

maintenance:

75.12%

¢ Privacy,
dignity and
wellbeing:
81.96%

® Food and
hydration:
84.79%

Dependent upon
scale of work
and 2014
PLACE
assessments

Chief Operating
Officer
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Equality

Meeting the needs of individuals with Diverse needs
Mapped to Action Supporting Action Lead Timescale

Outcome 14, no. 1

(a)

€QC (MHA)
Thornton Ward
action 6 staff to
ensure use of
interpreters

Keogh area of

improvement:

- Patient experience

- Workforce

- Clinical and
operational
effectiveness

access to language and communication
support to enable service user
communication, including translation
services

Care prow’ded is CQC Action Plan - To improve overall staff awareness of Director of 01/11/2014
Outcome 14, no. 1 the needs of service users by revising HR & OD
able to (b) (d) the equality and diversity training so
accommodate that this has a focus on the assessment
the needs Of the !(eogh area of of the pro.tected characterisfics and .
improvement: how care is planned and delivered with
individuals with - Patient these in mind
diverse needs and | experience
- Workforce
backgrounds - Clinical and
operational
effectiveness
- Leadership &
governance
CQC Action Plan - Ensure appropriate provision and Chief Nurse 01/05/2014
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Equality Baselines

Metric

Target

Baseline

Timescale

35 Equality Documented consideration of Equality & Diversity 100% 87%@ Sept | 01/05/2014 Chief Nurse
patient needs in care plan 2013

36 Equality Number of staff trained in Equality & Diversity 80% 96.1%@ 01/11/2014 Director of HR &
Training Sept 2013 oD

8.



Adult Mental Health QIP - V18 24.10.13

Effective governance

Supporting effective governance of the Trust

Ensuring the
adequacy of Ward
to Board
mechanisms to
support effective
governance of the
Trust

Mapped to Action Supporting Action Timescale
Keogh area of Establish a Board Assurance and Chief Nurse 31/12/2013
improvement: Escalation Framework that describes
- Clinical and the effective ward to board reporting

operational mechanisms to ensure effective
effectiveness governance of the Trust
- Leadership &
governance
Keogh area of Review the organisational risk Chief Nurse | 31/12/2013
improvement: management strategy to ensure there
- Clinical and is effective ward to board reporting
operational and management of risks across the
effectiveness Trust
- Leadership &
governance
Keogh area of Implement the priority areas from the | Board Analysis of Francis Report Chief February
improvement: Trust’s analysis of the Francis Report Executive 2013
- Patient Officer
experience Thematic actions agreed in Q2 June 2013
- Safety
- Workforce Progress report in Q3 (October Board Report) October
- Clinical and 2013
operational
effectiveness Annual Review Q4 February
- Leadership & 2014
governance

6.
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