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This evidence appendix provides the supporting evidence that enabled us to come to our judgements of the
quality of service provided by this trust. It is based on a combination of information provided to us by the
trust, nationally available data, what we found when we inspected, and information given to us from
patients, the public and other organisations. For a summary of our inspection findings, see the inspection
report for this trust.

Facts and data about this trust
The trust had 13 locations registered with the CQC (on 3 September 2019).
Registered location

Code

Local authority

Carlton Court

RMY13

Suffolk

Chatterton House

RMYWF

Norfolk

Fermoy Unit

RMYWA

Norfolk

Hellesdon Hospital

RMY01

Norfolk

Juilan Hospital

RMY02

Norfolk

Lothingland

RMYNP

Suffolk

Northgate Hospital

RMY03

Norfolk

Norvic (now called Northside)

RMY04

Norfolk

St Catherines

RMY55

Norfolk

St Clements Hospital

RMYMV

Suffolk

Walker Close

RMYMW

Suffolk

Wedgwood House

RMYNR

Suffolk

Woodlands

RMYNG

Suffolk
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The trust had 394 inpatient beds across 26 wards, 12 of which were children’s mental health beds.
The trust also had no acute outpatient clinics, community mental health clinics or community
physical health clinics per week.
Total number of inpatient beds

394

Total number of inpatient wards

26

Total number of day case beds

0

Total number of children's beds (MH setting)

12

Total number of children's beds (CHS setting)

0

Total number of acute outpatient clinics per week

0

Total number of community mental health clinics per week

0

Total number of community physical health clinics per week

0

The methodology of CQC provider information requests has changed, so some data from different
time periods is not always comparable. We only compare data where information has been
recorded consistently.

Is this organisation well-led?
Leadership
The trust board of directors consisted of six non-executive directors (NEDs) and seven executive
directors (ED’s). Two additional NED posts were being recruited to which would then bring the
total NEDs to eight.
Following our last inspection at the trust several key staff left the organisation. A new chair was
appointed and took up post in January 2019. The chief executive officer left, and the new chief
executive took up post in April 2019. A substantive director of nursing started in post December
2018. The chief operating officer was in post just prior to the 2018 inspection and an interim
director of HR has recently joined the executive team. The chief medical officer was still in post at
the time of this inspection but was retiring in November 2019. A replacement had been appointed
to this post and a period of transition had commenced.
The executive board had no black and minority ethnic (BME) background members and one (14%)
woman. The non-executive board had one (17%) BME background member and two (33%)
women.
The board had begun to form, and early indications were that the trust board had the appropriate
range of skills, knowledge and experience to perform its role. Board members modelled leadership
behaviours and demonstrated the values of the organisation. The board was unitary, and nonexecutive directors (NEDs) were beginning to provide the right level of challenge to the board.
There was a formal agreement with an external trust which forms part of the trusts ongoing plan
for future improvement.
The executive leadership team had begun to form but was still in its infancy. Work had begun to
ensure the non-executive directors and the board of governors provided the appropriate level of
challenge, but this needed further development. Medical, operational and corporate leadership
teams supported the directors. This included clinical directors, directors and associate directors.
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Medical, nursing and allied health professional roles had access to professional leadership
structures.
Recruitment files demonstrated all appointments to the board had been completed in line with fit
and proper person guidelines. More recent appointments demonstrated the improved involvement
of governors in recruitment and there had been efforts to involve people who use services in the
recruitment process more recently.
Appraisals had been completed for the non-executive directors (NEDS) with clear objectives set.
Newly appointed NEDS attended the NHS Improvement induction programme and links were
created with an external trust to provide mentorship.
Improvements had been made in creating stronger links with the board of governors so that they
contribute and inform the strategic decision making of the board. However, further work was
required to fully engage this essential group and ensure all views were listened to. Board
development days had been established and were taking place.
There had been further change to the leadership and management structure. The trust created
five care groups in September 2019, geographically located across Norfolk and Suffolk. Each care
group had a four-way management team comprising of a people participation lead, clinical
director, operational director and nurse lead. This was the first phase of the restructure and was in
the early days of implementation. The care groups had devolved autonomy and responsibility for
decision making and reported directly to the executive team. Phase two of the management
restructure was due to commence in November 2019.
There was a 6-month plan in place for each care group with a clear list of priorities and actions to
address.
The trust provided learning and development opportunities to staff, of all grades, through a
leadership and development programme. Staff had access to a variety of leadership courses
commensurate to their roles. Staff had access to and had undertaken leadership courses such as
Leading Myself, Leading My Organisation programmes focussed on emotionally intelligent and
resilient leadership training, Institute of Leadership and Management Levels 3 and 5, East of
England leadership training and access to the on-line Edward Jenner programme. Staff aspiring to
become directors were supported to complete the Nye Bevan programme. The trust also
supported the Stepping Up and Ready now programmes for Black, Asian and Ethnic Minority
(BAME) staff.
Following our inspection of 2018, we had raised significant concerns about the safety, culture and
leadership at the trust. We told the trust that they must urgently address concerns and meet
regulation. The leadership team prioritised addressing these concerns as key to improving the
quality of care. At this inspection, we found that progress had been made in all these areas
although all actions had not been fully addressed. Changes had begun to take effect; however,
further work was required to improve the leadership, culture and safety of services.

The board placed focus on visibility. The Chief Executive Officer (CEO) carried out 33 service
visits in the 6 months from April 2019 when he commenced in post. The Executive Directors
(ED’s) and Non-Executive Directors (NED’s) also visited services. In addition, joint EDs, NEDs and
governor service visits took place monthly. Feedback from services was largely positive, with
many staff noting an improvement in visibility, however, some failed to recall when they had been
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visited by senior leaders. Those that had seen the executive team described them as warm,
patient centred and approachable and told us this was in contrast to the previous board who many
staff felt had been distant and focussed on ticking boxes rather than truly working to improve the
quality of care.

Vision and strategy
The trusts values are: Positively, Respectfully, Together:
Positively:
Be proactive…Look for solutions, think creatively and focus on what we do
Take pride…Always do your best
Take responsibility… Plan ahead, be realistic and do what we say we will
Support people to set and achieve goals…And be the best they can
Recognise people…Their efforts and achievements and say thank you
Respectfully:
Value everyone…Acknowledge people’s unique experiences, skills and contributions
Step into other people’s shoes…Notice what’s actually happening
Take time to care…Be welcoming, friendly and support others
Be professional… Respect peoples time and be aware of our impact
Be effective… Focus on the purpose and keep it as simple as possible
Together:
Involve people…Make connections and learn from each other
Share…Knowledge, information and learning
Keep people updated…With timely, open and honest communication
Having two-way conversations…Listen and respond
Speak up…Seek, welcome and give feedback
There was no Vision identified on the trust website.
Staff knew the values of the organisation and demonstrated this in their day-to-day work. Staff
gave examples where they felt their teams reflected the values of the organisation in their work
with patients and carers. Managers and staff discussed the vision and values at interviews to
ensure the right people, with the right values, worked for the organisation. The trust embedded
values across the organisation; managers displayed values information in all the services we
visited.
The trust strategy for 2016 to 2021 was revisited in October 2018 and included three key strategic
priorities. These were:
• improving quality and achieving financial viability
• working as one trust
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• focussing on prevention, early intervention and promoting recovery
The new trust board had revisited this and had developed a draft people strategy which was
presented to the board in July 2019. The aim of this strategy was to support people to live their
hopes, dreams and aspirations and to be in the top quartile of mental health trusts for quality and
safety by 2023. The focus was on transforming the culture of the trust to enable continuous
improvement of services and service user experience. The drivers of the trust’s strategy were:
1. Engaging and inspiring staff
2. Co-production and partnerships
3. Alignment of governance and systems
4. Building improvement skills
5. Projects that address safety concerns and remodel services to ensure service users receive
the right care at the right time by the right person.
The strategy framework was developed to ensure delivery and set out arrangements for holding
the leadership team to account.
The strategy was underpinned by clinical, workforce and organisational development, service user
and carer, recovery, staff wellbeing, leadership, technology and estates strategies, and an
operational plan. Together, these set out more detailed objectives to meet this plan, as well as
arrangements to monitor progress. The trust confirmed that the ‘putting people first’ programme
had helped to inform the development of the strategies, and particularly the workforce and
organisational development and clinical strategies. The key aim was to facilitate cultural change
and to de-centralise decisions, enabling clinicians to take responsibility and accountability for care
delivery. The local care delivery groups had been tasked to work with their local teams to ensure
there was a shared understanding of the strategy and how individual teams had a role in its
delivery. The trust had not yet been successful in explaining these changes to all staff. We were
told by some staff that there remained a lack of understanding of why and how changes were
taking place, and some did not fully understand the new care group structure which had recently
been implemented. This was also confirmed when we spoke to staff side and trade union
representatives.
The trust quality improvement plan (QIP) had been revised and aligned to the new strategy.
Further development work was ongoing supported by NHS Improvement/England to develop the
reporting and monitoring aspects of the plan.
The trust co-production strategy was devised to encourage a move from a one-way process of
providing care to facilitating and enabling provision of support. The trust was committed to
ensuring co-production was at its core when reviewing and planning services so that quality
reviews drove improvement. This was very early in its implementation and we were not able to
measure if this had impacted positively on care delivery, although there were some positive early
stories emerging. The appointment of people participation leads was innovative and sent a strong
message that the trust aimed to move to true co-production, with the service user voice at the
centre of all decisions. However, service users and carer feedback more broadly felt that much
more work was to be done to ensure true co-production was embedded throughout the
organisation.
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The council of governors was involved with the two sustainability and transformation partnerships
(STP) and had supported the involvement of the service user voice. The wider system in Norfolk
and Suffolk had lost faith in the trust, (due to poor outcomes from previous inspections and poor
care delivery experienced by those using the service), and their ability to contribute positively to
the development of local services. This was noted as a key risk on the board assurance
framework (BAF). Further detail regarding stakeholder involvement can be found later in this
report. Leaders recognised this gap and worked to increase its’ participation in external forums,
including STP and alliance meetings, but also with third sector organisations such as Healthwatch.
Relationships with some of these groups required further development. Trust leaders were taking
stronger roles in partnership working. More recently the trust had been recognised as a key
partner, with the CEO now the Senior Responsible Officer (SRO) for the mental health forum of
the STP for Norfolk and Waveney and the Deputy SRO for Suffolk and North East Essex, the latter
now being an Integrated Care System (ICS) rather than STP.
Since the last inspection the Trust had implemented a new quality strategy to include quality
improvement (QI) as a core component within their strategic direction. One hundred and eightyseven staff had completed the three-day improvement leaders programme and were developing
initiatives within local teams designed to improve care, some of these initiatives had been
identified as important by the local service users. We saw some of these initiatives within the local
teams and noted increased efforts made to engage and listen to the service users voice. Staff
across services told us that they were involved in the planning and delivery of their own service.

Culture
We met with over 430 staff throughout this inspection. We found that overall morale had improved
since the last inspection and that people were beginning to express hope of real change that could
be sustained. However, this hope had not yet reached all staff and some still expressed concern
that change had not happened yet.
Senior leaders described work undertaken to promote a culture where the emphasis was on
‘people before process’. The aim was to empower staff to make a positive difference to service
users and be proud of where they work and who they work for. Staff were showing signs of
optimism and excitement, which had been reflected in the work that many have been involved in,
developing small quality improvement initiatives, aimed at making a real difference to service
users.
Concerns had been raised about organisational culture in the last four inspection reports, and the
2018 inspection report identified concerns that there was widespread low morale with staff feeling
‘done to’. Following the 2018 inspection, the trust leadership team undertook (and continued to
undertake) a range of engagement visits to services ensuring they were accessible to staff,
although some staff reported that were unaware of visits to their services. At this inspection staff
reported a sense of optimism and hope that real change was happening. More staff felt listened to,
felt they could influence change, felt supported and had good working relationships with their
managers. However, morale remained low in some services such as inpatient wards and some
community services at Bury St Edmunds, and some children and young people services in Suffolk.
In these services staff did not always feel listened to and expressed concern that care was not
improving at a pace they would like. This was supported by core service findings in these areas.
The trust freedom to speak up guardian was appointed in 2016 and had worked to encourage staff
to raise concerns. We saw that uptake was relatively low until around January 2019 and since
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then there had been an increase in activity. This was, in part, due to a change in how information
was captured. There were no formal measures in place to monitor the effectiveness of the role,
with the guardian describing measures as anecdotal and informal. There were no champions in
place within local services, and there were no current plans to review this. This impacted on how
much one person could achieve partly due to the geographical challenges. There was a NED who
the guardian met regularly with and a report was presented to the board monthly. The guardian
also met monthly with the CEO. The guardian submitted a report directly to the board however the
review of themes and trends was not formally considered, and shared learning did not happen.
We saw pockets of good practice where the handling of staff concerns had been managed with
compassion. Further work was required to ensure appropriate learning and action was taken as a
result. More staff told us that they could raise concerns without fear of retribution, although we
continued to see pockets of areas where this had not sufficiently improved.
Local teams were aware of the freedom to speak up role and remit and many staff could identify
who this was. The freedom to speak up guardian reported that in the two months of July and
August 2019 there were 18 cases recorded compared to nine in the same quarter in 2018. The
trust felt this was due to increased awareness of the role of the guardian and the increased
confidence of staff to use this mechanism. However, the cases reported still demonstrated
concerns about staff attitude and behaviour towards each other.
NHS trusts are required to be open and transparent with people who use services and other
'relevant persons' in relation to care and treatment and particularly when things go wrong. A policy
and guidance document was in place to underpin this. Incident systems captured duty of candour
considerations. Duty of candour had been included in trust induction training and training for
incident investigators. The board were sighted each month via the patient safety report on any
concerns where duty of candour considerations had been included. We saw improvement in
responding to serious incidents and the culture had moved away from defensive communications,
to more open and transparent discussions and a genuine desire to learn lessons.
Whilst improvements had been made since the previous inspection in relation to equality and
diversity, there remained work to do. The workforce and development strategy 2016 -2021
identified the requirement for leadership and development programmes as described earlier in the
report. These training programmes had been promoted through the BAME and other equality
networks. The trust told us that there are development programmes specific to BAME staff being
explored with BAME colleagues but had not yet been implemented. There were no BAME staff on
the executive board and one staff identified as BAME within the non-executive directors’ team.
There was one female executive and two female non-executives. The new draft strategy for
equality and diversity was under review and due to be presented to the board in November 2019.
The trust chair was the lead and the CEO were the executive sponsor. The trust was in the
process of developing the equality and diversity groups and networks, and each group had a
member of the executive team as chair. All executives were part of a reverse mentoring
programme aimed at improving diversity and inclusion by bridging the gap between populations
diverse in age, ethnicity, protected characteristics and gender. This was a new initiative yet to be
evaluated, driven, in part, by distressing accounts from staff who had not been treated with respect
by colleagues.
Trade union and staff side representatives, we met with expressed concern that the pace of
change was too fast with staff not always being informed and kept up to date with changes. They
expressed concern there was no formal change management policy in place, however the trust
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told us there was one which was reviewed in 2018 and not due for further review until January
2021. They told us there had been no formal consultation process about the changes. Discussion
had been more about information sharing than true consultation. An example of a lack of
consultation was provided to us, where a recent grievance was made about the lack of
consultation which was upheld. Following this, the group told us they felt there had been some
small changes and improvements. The representatives described a disconnect between the
executive team plans and ideas and the understanding of this by middle managers and frontline
staff. The representatives told us that they had been consulted on the development of the trust
strategy regarding vision, values and behaviours but felt it would have been more appropriate for
this to be staff driven. The group collectively felt the board had not been open and transparent
regarding the changes being driven within the organisation.
The trust launched a staff awards scheme with the inaugural awards called Putting People First
taking place in March 2019. This was positively received by staff who told us they appreciated
their work being recognised.
There were processes in place for managers to manage poor performance where necessary.
However, we saw that some processes were slow and lacked traction. For instance, although the
time for investigation had reduced from 160 days to 120 days, this still fell considerably longer
than the trust target of 90 days.
In April 2019, the trust had one issue around medical education and training categorised as
'changes falling behind' by the General Medical Council enhanced monitoring process, indicating
concerns with progress. When compared to previous information received in February 2018,
performance had declined from there having been no concern with progress.
A joint visit by the Deanery and GMC in February 2019 identified five key areas of concern form
which an action plan had been developed which was monitored monthly for progress. Concerns
ranged from a lack of IT to a poor culture of blame. Monthly junior doctor forums commenced in
March 2019 with senior medical leadership attendance to try and resolve issues locally and to
provide a forum where doctors could be listened to. Work had started to support and provide
doctors with a better training experience. Further work was required to truly provide an
environment for learning, create an open culture and improve on-call systems, but work had
begun. We were concerned that some medical staff still did not feel that their concerns were
listened to.
It was encouraging to see in the table below that safety culture in 2018 had improved from 2017,
however it remained one of the worst performing trusts in this aspect with a score of 6.2%. The
2018 survey results also scored as one of the worst trusts for staff engagement, safe environment
– bullying and harassment, quality of care, morale and immediate managers. Data identified this
as an improving picture, however, improvements were not enough and required further focus.
The trust had targeted specific areas from the staff survey results including staff engagement,
safety culture, bullying and harassment and quality of care as part of their drive to create an open
and transparent culture. Some early progress had been made but it was yet to be proven as
sustainable and required further work. During inspection, staff in some areas continued to tell us
there was a lack of engagement and pockets of bullying and harassment. We specifically told the
trust that services across Bury St Edmonds were of concern. We also saw that there was an
unhealthy culture in one of the central Norfolk teams which the leadership team had sight of this
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and was acting to address it. The trust board had sight of these concerns and had taken some
steps to address them, but these were not yet sufficiently embedded to create wholesale change.
The following illustration shows how this provider compares with other similar providers on ten key
themes from the 2018 NHS Staff Survey. Possible scores range from zero to ten – a higher score
indicates a better result.

The trust’s 2018 scores for the following themes were significantly higher (better) when compared
to the 2017 NHS Staff Survey:
•
•
•

Immediate managers
Safety culture
Staff engagement

The four largest ethnic minorities within the trust’s catchment population are: White: Other White
(3.6%), Asian/Asian British: Other Asian (0.5%), Asian/Asian British: Indian (0.5%) and White: Irish
(0.5%).
The Workforce Race Equality Standard (WRES) became compulsory for all NHS trusts in April
2015. Trusts have to show progress against nine measures of equality in the workforce.
The scores presented below are indicators relating to the comparative experiences of white and
black and minority ethnic (BME) staff, as required for the Workforce Race Equality Standard.
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Of the WRES indicators shown above, where we assessed for significant difference between the
findings for White and BME staff, the following showed a statistically significant difference in score
between White and BME staff:
1b. In 2018, BME candidates were significantly more likely than White candidates to hold
senior (band 8+) non-clinical roles (18.8% of BME staff compared to 7.6% of White
staff). This increased by 0.9% compared to the previous year, 2017.
2. In 2018, BME candidates were significantly less likely than White candidates to get jobs for
which they had been shortlisted (4.3% of BME staff compared to 8.8% of White staff). This
decreased by 7.1% compared to the previous year, 2017.
3. In 2018, BME staff were significantly more likely than White staff to be disciplined (2.7% of
BME staff compared to 0.8% of White staff) when compared to White staff. This increased
by 0.7% compared to the previous year, 2017. This indicator looks at that the relative
likelihood of staff entering the formal disciplinary process, as measured by the start of a
formal disciplinary investigation.
5. 45.4% of BME staff experienced harassment, bullying or abuse from patients, relatives and
the public in the past year (2018 NHS staff survey) which was significantly higher when
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compared to 33.9% of White staff. This had decreased by 9.0% as compared to the
previous year, 2017.
6. 59.6% of BME staff believed that the trust provided equal opportunities for career
progression and promotion (2018 NHS staff survey) which was significantly lower when
compared to 81.1% of White staff. This had decreased by 5.3% as compared to the
previous year, 2017.
7. 19.1% of BME staff experienced discrimination from a colleague or manager in the past
year (2018 NHS staff survey which was significantly lower when compared to 9.5% of
White staff. This had decreased by 0.1% as compared to the previous year, 2017.
8. There were no BME Voting Board Members at the trust, which was not significantly
different to the number expected, based on the overall percentage of BME staff.
There was a clear drive within the trust to ensure staff worked in an environment that was
supportive, valued them as individuals and was free from discrimination. The executive sponsor
was the CEO and all the trust board were part of a reverse mentoring programme. There were six
active staff network groups for: equality, BAME, LGBTQ+, spirituality and wellbeing, mental health
– wellbeing and disability but there was a lack of clear strategic direction evident from talking to
staff at the time of inspection, although activities were underway. The trust had identified this gap
and had set key priorities to take to the next board meeting in November 2019 which included a
zero-tolerance approach to discrimination within the parameters of a just and fair culture. The trust
identified in the September 2019 board meeting that black and minority ethnic staff and disabled
staff had reported greater levels of dissatisfaction with higher levels of harassment, bullying and
abuse from colleagues, managers and service users than their white counterparts. Training had
been identified for staff and plans were being developed to support the role of cultural
ambassadors to develop cultural competence. Targeted training for HR colleagues was planned to
roll out across the leadership and management teams. We were told the LGBTQ+ (lesbian, gay,
bisexual, transgender, queer) group was being refreshed. The trust recognised and supported
LGBTQ+ staff and provided rainbow badges, which staff could wear to demonstrate they could
express themselves in a non-judgemental environment and to show their support for LGBTQ+
colleagues. We spoke with some staff representing the networks who were enthusiastic and
hopeful of positive change moving forward. It was encouraging to hear of plans, but it is imperative
that these are put into action. Further work was required to tackle inequality and improve the
experience of people with protected characteristics, particularly neurodiversity (e.g. autistic
colleagues).
The Patient Friends and Family Test asks patients whether they would recommend the services
they have used based on their experiences of care and treatment.
The trust scored between 84% and 96% between June 2017 and May 2019
The data shows an upward shift since January 2019, which is an indication of change. The scores
indicate an improvement in positive feedback by patients using the trust. However, the wider
system feedback from key stakeholders did not always support this view.
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Friends & Family Test (FFT) Response Rate
2.0%
1.8%
1.6%
1.4%
1.2%
1.0%
0.8%
0.6%
0.4%
0.2%
0.0%

The below chart shows the breakdown of staff in post WTE in this core service from 1 May 2018 to
30 April 2019.

Figure 1
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Annual staffing metrics

Staff group

Annual average
establishment

Core service annual staffing metrics
(1 May 2018 – 30 April 2019)
Annual
bank
Annual
Annual
Annual
hours (%
vacancy
turnover
sickness
of
rate
rate
rate
available
hours)

Annual
agency
hours
(% of
available
hours)

Annual
“unfilled”
hours
(% of
available
hours)

All staff

4,406.1

9%

12%

5.0%

Qualified
nurses

1,408.8

15%

10%

5.3%

73,314
(3%)

106,467
(4%)

27,445
(1%)

Nursing
assistants

971.0

5%

10%

6.5%

341,392
(16%)

18,278
(1%)

57,144
(3%)

Medical staff

312.6

21%

13%

3.1%

000 (0%)

46,308
(75%)

18,365
(30%)

Allied Health
Professionals

619.6

2%

16%

4.7%

Figure 2

Monthly 'vacancy rates' over the last 12 months for all staff shows a shift from November 2018 to
April 2019. This could be an indicator of change (See figure 2).
September 2019 vacancy figures were 9.53% which equated to 407 posts. Medical staff vacancies
were 74 and nursing vacancies were 201. Although this was a small reduction from the previous
month it was a matter for ongoing concern. There had been a growth of 13% clinical support posts
which required filling. The trust had invested in recruitment and retention of staff and the figures in
the table demonstrated a small improvement in vacancy rates despite the creation of new posts. We
saw that recruitment campaigns had been undertaken and further plans were being developed.
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Leaders had begun to re-engage positively and establish relationships with local universities to
provide an improved experience for students. The trust had carried out student recruitment days to
encourage students to work for them. Improved preceptor arrangements had been implemented
recently to support new staff in post. Development programmes for Band 5 and 6 nurses had begun
aimed at encouraging staff development and retention. Further development programmes were
being developed for other clinical staff groups. The HR team were working with the newly developed
care groups to support their understanding of local workforce trends and patterns bespoke to their
geographical area focussing on skill mixing, succession planning and career development
pathways.
The trust had set their own target of reducing vacancy rates to 7.3% and had not yet achieved this
target.

Figure 3

Monthly 'sickness rates' over the last 12 months for all staff shows an upward trend from September
2018 to January 2019 (See figure 3). This could be an early indicator of deterioration.
The trust sickness rate in July 2019 was 5.05%. Information provided by the trust demonstrated a
month on month increase since May 2018 which was of concern. The trust had begun to explore
potential reasons, but action had lacked pace with a full plan yet to be developed. Leaders had
recently undertaken a review of staff wellbeing initiatives, however the findings of this had yet to be
presented. There was an active flu vaccination programme underway and HR business partners
were working with the newly developed care group leadership teams to provide key information so
that staff were proactively supported and managed. This was very early days and had yet to be
reviewed for effectiveness.
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Figure 4

Monthly 'agency hours' over the last 12 months for all staff shows a shift from November 2018 to
April 2019 (See figure 4). This could be an indicator of change.

Figure 5

Monthly 'vacancy rates' over the last 12 months for qualified nurses show a shift from November
2018 to April 2019 (See figure 5). This could be an indicator of change.
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Figure 6

Monthly 'sickness rates' over the last 12 months for qualified nurses are not stable and may be
subject to ongoing change.

Figure 7

Monthly 'agency hours' over the last 12 months for nursing assistants shows a shift from November
2018 to April 2019 (See figure 7). This could be an indicator of change.
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Figure 8

Monthly 'agency hours' over the last 12 months for medical staff shows a shift from November 2018
to April 2019 (see figure 8). This could be an indicator of change.

Vacancy rates for allied health professionals were within the lowest 25% nationally whilst in the
upper 25% for sickness and turnover.

Mandatory training
The compliance for mandatory and statutory training courses at 30 April 2019 was 90%. Of the
training courses listed 16 failed to achieve the trust target and of those, six failed to score above
75%.
The trust set a target of 90% for completion of mandatory and statutory training.
Training is reported on a rolling month on month basis, representing the compliance at the end of
the month.
The training compliance reported for this provider during this inspection was similar to the 91%
reported in the previous year.
Key:
Below CQC 75%

Met trust target
✓

Not met trust
target


Higher


No change
➔

Lower


Number
of eligible
staff

Number
of staff
trained

YTD
Compliance
(%)

Trust
Target
Met

Compliance
change when
compared to
previous year

Counter Fraud

4006

3976

99%

✓



Moving and Handling (Level 1)

4006

3957

99%

✓



Equality, Diversity and Human Rights (Level 1)

4006

3950

99%

✓



Safeguarding Adults Level 1

4005

3943

98%

✓



Safeguarding Children Level 1

4006

3939

98%

✓



Training Module
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Number
of eligible
staff

Number
of staff
trained

YTD
Compliance
(%)

Trust
Target
Met

Compliance
change when
compared to
previous year

Induction - Corporate

3984

3892

98%

✓



Mental Health Act

3247

3172

98%

✓



Smoking Cessation

994

963

97%

✓



Mental Capacity Act

3247

3136

97%

✓



Deprivation of Liberty Safeguards

2793

2697

97%

✓



Health, Safety and Welfare

4006

3845

96%

✓



Induction - Workplace

4006

3810

95%

✓



Alcohol Identification and Brief Advice

994

945

95%

✓



Preventing Radicalisation

4011

3755

94%

✓



Infection Control Non-Clinical

1637

1518

93%

✓



Suicide Prevention (eLearning)

4004

3708

93%

✓



Rapid Tranquilisation

1163

1070

92%

✓



Safeguarding Adults Level 3

3262

2925

90%

✓



Care Certificate

1325

1188

90%

✓



Clinical Update Day (Non-Medical)

2612

2282

87%





Meds Management

2471

2124

86%





Annual Security Refresher (Secure Services)

333

284

85%





PMA - Personal Safety

3261

2719

83%





Fire Training - eLearning

1167

951

81%





PMA - Physical Intervention

995

805

81%





Information Governance

4006

3218

80%





Infection Control Clinical

3176

2538

80%





Fire Training - Classroom

3942

3105

79%





Immediate Life Support

1065

824

77%





Clinical Update Day (Medical)

169

120

71%





Manual Handling - Clinical

995

699

70%





Basic Life Support

1712

1200

70%





Safeguarding Children Level 3

2307

1585

69%





Safeguarding Children Level 2

496

242

49%



n/a

70
87479

26
79111

37%
90%





✓

➔

Training Module

Competency Framework
Total

The trust’s target rate for appraisal compliance is 95%. At the end of last year (1 May 2017 to 30
April 2018), the overall appraisal rate for non-medical staff was 82%. This year so far, the overall
appraisal rate was 81% (as at 30 April 2019). All 15 core services failed to achieve the trust’s
appraisal target. The services with the lowest compliance were ‘Long stay/rehabilitation mental
health wards for working age adults’ with 73%, ‘Secure wards/Forensic inpatient’ with 74% and
‘Other’ with 76%.
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Total number of
permanent nonmedical staff
requiring an
appraisal

Total number of
permanent nonmedical staff
who have had an
appraisal

%
appraisals
(as at 30
April 2019)

% appraisals
(previous year 1
April 2018-31
March 2019)

304

241

79%

81%

92

80

87%

84%

297

258

87%

86%

281

245

87%

88%

33

24

73%

72%

317

254

80%

83%

130

105

81%

75%

333

284

85%

85%

29

22

76%

75%

69

51

74%

76%

41

34

83%

88%

430

359

83%

82%

Joint Clinical Resource

537

431

80%

79%

N/A - Corporate
MH - Wards for people with
learning disabilities or autism
Total

622

468

75%

80%

34

30

88%

70%

3549

2886

81%

82%

Core Service

MH - Acute wards for adults of
working age and psychiatric
intensive care units
MH - Community mental health
services for people with a learning
disability or autism
MH - Community-based mental
health services for adults of working
age.
MH - Community-based mental
health services for older people
MH - Long stay/rehabilitation
mental health wards for working
age adults
MH - Mental health crisis services
and health-based places of safety
MH - Specialist community mental
health services for children and
young people.
MH - Wards for older people with
mental health problems
Other
MH - Secure wards/Forensic
inpatient
MH - Child and adolescent mental
health wards
Other Specialist Services

The trust’s target rate for appraisal compliance is 95%. At the end of last year (1 May 2017 to 30
April 2018), the overall appraisal rate for medical staff was 65%. This year so far, the overall
appraisal rate was 72% (as at 30 April 2019). All 13 core services failed to achieve the trust’s
appraisal target. The services with the lowest compliance were ‘Corporate’ with 18%, ‘joint clinical
resource’ with 25% and ‘Child and adolescent mental health wards’ with 50%.
In September 2019, figures for all staff appraisal compliance had increased to 79% overall which
showed an improvement but remained below the trust target.
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Total number
of permanent
medical staff
requiring an
appraisal

Total number
of permanent
medical staff
who have had
an appraisal

%
appraisals
(as at 30
April 2019)

%
appraisals
(previous
year 30
April 2018)

13

12

92%

92%

6

4

67%

67%

17

17

100%

81%

25

21

84%

85%

13

10

77%

77%

10

10

100%

79%

2

2

100%

100%

2

1

50%

50%

Other Specialist Services

4

4

100%

80%

Joint Clinical Resource

20

5

25%

21%

N/A - Corporate

11

2

18%

18%

Grand Total

123

88

72%

65%

Core Service

MH - Acute wards for adults of working age and
psychiatric intensive care units
MH - Community mental health services for
people with a learning disability or autism
MH - Community-based mental health services
for adults of working age.
MH - Community-based mental health services
for older people
MH - Mental health crisis services and healthbased places of safety
MH - Specialist community mental health
services for children and young people.
MH - Wards for older people with mental health
problems
MH - Child and adolescent mental health wards

The trust was unable to provide this data, however provided some narrative to explain the reasons
for this:
“NSFT recognise the importance of clinical supervision as an integral and vital component of
support and professional development to help deliver the highest standard of safe and effective
patient care.
Employees are supported to receive 6 to 10 sessions yearly. However, necessities of a
professional body will supersede this requirement. It is jointly the responsibility of individuals and
their line managers to ensure that they receive access to professional supervision at the required
frequency.
We have adopted a QI approach to this with services in the first developing their supervision trees
and implementing local arrangements so that staff have access to clinical supervision. Records of
clinical supervision are held locally. We have explored a number of reporting processes. ESR has
no native clinical supervision reporting functionality. As an initial arrangement we are using the
monthly ‘pulse surveys’ (see evidence P121). From April 2019 an average of 80% of respondents
confirmed that they received regular clinical supervision over the last 12 months. This is reported
to operational action groups and performance meetings.
We have reviewed the data held in the teams and services and are proposing a consistent
recoding format as the next stage in the improvement cycle which will support Trust wide
reporting.”
In September 2019 management supervision rates had increased slightly in the month to 67%
from 65.2%. All supervisors received a fortnightly report highlighting performance and who was
Page 20

outstanding for supervision. However, it was clear that more work was required to improve the
reporting, quality and recording of supervision which could then be linked to meaningful outcomes.
We saw evidence of some staff wellbeing plans created and shared with the appropriate people.
Local teams had developed their own monitoring tools which provided information of improved
compliance.

Governance
The trust had begun to develop and embed structures, systems and processes to support the
delivery of its strategy including sub-board committees, divisional committees, team meetings and
senior managers. We were not assured there was an effective structure in place to evaluate the
success of these new structures.
Work had been undertaken to review and improve the governance framework for the trust based
who told us they based this on a number of underlying principles:
•

Governance is used as both an enabler, assisting the Trust in meeting its objectives, as
well as keeping the organisation safe.

•

Good governance depends on people and culture, underpinned by appropriate structures.

•

Governance activity will facilitate “ward to Board to ward” communication.

•

Governance activity recognises the context of the Trust and is flexible as things change.

•

Quality improvement methodology and principles will be used to develop the governance
framework, i.e. engaging people, making incremental changes, and evaluating their impact.

The framework aimed to consider and improve governance at five levels: team; locality, executive,
committee and board.
A board development programme had been set and work had commenced to implement the
recommendations from a review undertaken by an external audit organisation in 2019 which set
out seven key recommendations.
The trust had completed the review of board, board committee and executive committee functions
and reporting. The new structures and functioning had recently been implemented and needed
time to embed and enable evaluation of its success to take place.
The quality of board papers had significantly improved in September 2019 from previous papers
and contained appropriate information in a format which was easy to follow.
The council of governors’ structure and function had been reviewed and changes had been
approved at the July 2019 council of governors meeting and were being implemented though a
council improvement plan.
Care group governance structures were transformed and put into place at the beginning of
September 2019. The trust had recently implemented a quadrumvirate model of leadership in
North Norfolk and Norwich, Great Yarmouth and Waveney, West and South Norfolk, West Suffolk,
East Suffolk, children and younger people’s services in Norfolk and Suffolk and secure services.
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This model aimed to place the person using trust services at the centre of the decision making and
support planning process. The model planned to enable there to be local focus on support
provided which feeds in directly to the executive team and trust board by the team reporting
directly to the chief operating officer. It simplified roles and aimed to provide a consistent trust wide
model of operational management. It encouraged local decision making whilst also ensuring trust
wide compliance and assurance was available to the trust board. This was an improvement since
the last inspection as previously all decisions had been made centrally, creating a culture of ‘done
unto’, with staff being disempowered and disconnected from the trust vision and values.
The governance structure was not yet embedded within the new care groups. Not all local
managers could explain the new reporting structure for sharing information and escalating
concerns via the ward to board governance structure.
There was a mental health act (MHA) committee that were responsible for oversight of the
monitoring of the Mental Health Act. The medical director took over as MHA lead in 2018 from the
company secretary. The legal department led by the trust legal services manager, had assumed
overall responsibility in relation to the MHA. The trust had streamlined channels from ward to
board to improve communication. The MHA committee replaced the law forum and held their first
quarterly meeting in May 2019. The committee reported directly to the board on workstreams,
issues and risks. There was a need to clarify how the structure would identify with the new clinical
care groups. There was no clinical audit schedule for the MHA in the previous year which needed
rectifying. The one audit which was undertaken monthly was completed by the MHA
administrators which audited section papers, section 132 information, section 17 processes,
section 58 processes and the use of the independent mental health advocacy service. There was
no process in place to obtain feedback from people detained under the Mental Health Act or their
families. There lacked information relating to the use of the Mental Health Act around the BAME
community as this was not routinely recorded by teams. A review of the MHA Code of Practice
function has been undertaken by a partner trust and the trust was working on the outcomes of this
review.
There was a framework which set out the structure of ward/service, division and senior trust
meetings. However, we found that this was not always effectively used to share essential
information, such as learning from incidents and complaints across core services, or to take action
as needed.
The role of the people participation lead was new and not yet fully embedded. Not all of the leads
fully understood their roles and responsibilities which created some understandable anxiety. There
was an eagerness within this group to make a difference to patients but there was also a level of
uncertainty regarding their job role which was key to the success of the quadrumvirate care group
leadership teams.
The trust had a lead for physical health and a physical health strategy group. The new physical
health strategy for 2019 - 2022 had been published with the stated aim as ‘improving outcomes
through recognising the ‘whole person approach’ and ‘better integrated care.’ Three key areas
(prevent, promote and protect) had been identified to ensure improved physical health outcomes
for services users.
We found during inspection that within most services, patients’ physical health needs were
identified. At the ward’s patients had a physical healthcare check completed by the doctor on
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admission and their physical healthcare needs were being met. Physical health examinations and
assessments were usually documented by medical staff following the patients’ admission to the
ward. Ongoing monitoring of physical health problems was taking place. Following our inspection
in 2018, we identified concerns that staff did not always complete or record physical healthcare
checks in acute wards, and some community teams. At this inspection we continued to see a lack
of consistent documentation of physical health within community teams, but improvements had
been made within the acute wards. We also saw improvement in the recording of physical health
monitoring following rapid tranquilisation.
The trust was asked to comment on their targets for responding to complaints and current
performance against these targets for the last 12 months.

In Days

Current
Performance

What is your internal target for responding to* complaints?

3

28%

What is your target for completing a complaint?

30

28%

Not provided

Not provided

If you have a slightly longer target for complex complaints, please indicate
what that is here

* Responding to defined as initial contact made, not necessarily resolving issue but more than a confirmation of
receipt
**Completing defined as closing the complaint, having been resolved or decided no further action can be taken

Number of complaints resolved without formal process*** in the last 12
months
Number of complaints referred to the ombudsmen (PHSO) in the last 12
months

Total

Date range

250

01/05/2018 –
30/04/2019

1

01/05/2018 –
30/04/2019

**Without formal process defined as a complaint that has been resolved without a formal complaint being made. For
example, PALS resolved or via mediation/meetings/other actions

The trust had a clear timeframe for investigating and responding to complaints. Leaders set
specific timeframes for acknowledgements and final responses to be sent. The trust had a
dedicated team working to address and investigate complaints. The trust expected an initial
acknowledgement to be sent within three days, an investigator to be assigned within five working
days and investigation to take place within 30 days. The trust allocated ten days to assure the
quality of investigations and responses. If managers did not meet internal deadlines it was
expected they would contact the complainant and agree an extension, providing a rationale and
explanation for the delay. However, further work was required as the average response time was
41 days, which was 11 days outside of the trust KPI. Just 28% of all responses were completed
within the agreed timeframe.
The trust had rolled out complaints training to improve the quality of responses. It was
acknowledged that responses to complaints could be defensive in attitude and tone. Work was
underway to eradicate this with training a part of the improvement work. Early signs from review
indicated improvements were being made.
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There was not an effective system to record and review complaint outcomes and look at themes
and trends. We were told that this was an area the trust was aware of and intended to improve.
We saw plans to improve efficiency of the end to end complaint process, with plans to co-produce
responses and a new electronic system had been approved, aimed at improving the recording and
sharing of information in an effective and speedier manner. These initiatives were yet to be
implemented. The trust also confirmed there was a backlog of complaints. A key figure had left
post which had caused some delays. This post had now been recruited to and there was a plan to
address this backlog.
Between May 2016 and April 2017, there were 38.2 Mental Health Act complaints received by
CQC for every 1,000 detentions and community treatment orders (CTO’s).
This trust received 541 compliments during the last 12 months from 1 May 2018 to 30 April 2019.
This was higher than the 487 reported at the last inspection. ‘acute wards for adults of working age
and psychiatric intensive care units (PICUs)’ had the highest number of compliments with 32%,
followed by ‘community based mental health services for adults with 18% and ‘specialist
community mental health services for children and young people’ with 7%.
Norfolk and Suffolk NHS Foundation Trust has submitted details of three external reviews
commenced or published in the last 12 months (1 May 2018 to 30 April 2019).
The trust provided the following in regard to the outcomes of these reviews:
The key learning from SI 2017/29298 related to the management of the risk posed by ensuite
bathroom doors. Although tapered the hinge retained a ligature risk. The learning has led to
testing and now procurement for a reduced ligature ensuite saloon door. These are being installed
across the trust from July (with exception of older people's service and Mother and Baby Unit).
The report recommended work on handover of information between clinicians and governance of
environments through a technical group.
The key learning from 2017/20235 related to a lack of continuity in staff members seeing a service
user from the Crisis Resolution and Home Treatment team (numbers of different staff), quality and
of risk assessment and discharge arrangements. The trust will be building on the diagnostics from
the commissioned review undertaken by Newton Europe to formulate actions including the
numbers of staff seeing an individual.
The key learning from 2018/19266 related to the operational practice and clinical decision making
within CRT, the need to improve relationships with the acute hospital (co-location) and the
involvement of carers. Changes have been made in respect of; any downgrading of emergency
referrals is agreed by two clinicians, all emergency referrals are seen face to face, carers and
families to be involved with risk and care planning as standard. In this case the systems were not
the overriding features, individual clinical decision making was compromised, and action has been
taken to address this. There is still work to do on the culture within this particular team and the
relationship with acute colleagues including moving to full co-location this is supported through the
STP frameworks.
Actions included:
During this period the trust received four prevention of future deaths reports (date of PFD report).
Actions related to learning including audit to provide assurance that there is senior medical
involvement in discharges from inpatient services. (audit confirmed 96%); communication between
staff of information from families, carers and others reinforcing use of huddles, clear handovers
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and shared model of working; number of staff seen by the service user, especially during crisis
periods- using the Core Fidelity Scale to help benchmark and drive improvement; record keeping
is leading to learning session that reinforces professional accountability.
Due to the final report only recently being received for the only partially upheld complaint from the
PHSO, the trust is currently considering an action plan to address the findings of the investigation.
The trust is planning a thematic review and learning event of all PFD reports and findings from
Coroners Inquests.

Management of risk, issues and performance
The trust risk management strategy was under review and due to be ratified at the board meeting
in September 2019. However, this did not appear to have happened and we were unable to see a
timeframe for completion. The strategy was devised in response to a report commissioned by
NHSI/E and published in March 2019 which was highly critical of the governance arrangements in
place at that time. The external report identified many areas for improvement including that the
trust needed to improve how they identified risks, and ensured that risks were escalated and
managed effectively, with foresight and anticipation of issues as they emerged. Consequently, the
trust refreshed the board assurance framework (BAF) and mapped this to trust priorities and board
committees. This ensured the trust had clearer sight and better understanding of current and
emerging risks.
The BAF identified 10 potential risks to the trust’s strategic objectives as of September 2019. The
most significant risks related to not achieving compliance with CQC essential standards, not
gaining support for the QI programme, not learning from incidents and complaints, not making
progress in reducing waiting times and not achieving the required cost improvements. To address
these potential risks the trust had taken practical measures to improve, however, it was very early
in the improvement programme. Although there were signs of improvement there was still work to
be completed in ensuring the new organisational structure developed their own risk registers
which aligned to their business plans and new management structure. Not all key frontline staff
knew how risks were reported and acted upon from ward to board.
Each Monday morning the executive team hosted safety huddles with representatives from the
newly formed care group leadership teams. The executive team had oversight of safer staffing
levels, waits for assessment and treatment, downgrades and bed management processes in
addition to routine performance dashboards.
The chief operating officer and chief nurse had recently led a review of the trust admission and
discharge procedures to ensure effective and timely support and also the reduction of
inappropriate out of area placements.
Out of area placements had been a significant concern with there being a steady increase since
the last inspection until April 2019. It was unacceptable that local people were having to receive
care at a considerable distance away from their homes. Since April 2019, this had significantly
reduced, and figures recorded in September 2019 showed there were 19 patients receiving care
out of trust and 4 patients receiving care within the trust but not in the county where they lived. The
trust had reduced numbers by approaching this in several ways. Most recently a new 16 bedded
ward opened in September 2019 in Norfolk where the majority of the out of area patients resided.
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The trust had yet to evidence that improvements made were sustainable in the long term,
however, measures (in addition to extra beds) had been implemented to support sustainability.
At operational level we saw improvements had been implemented and embedded such as safety
huddles and walk arounds, both designed to test the temperature of the service and quickly
address any emerging risks. However, not all staff understood how risks would be escalated and
some teams confirmed there were no local team risk registers in place that aligned to the new care
groups.
Our last report in 2018 highlighted the need to make improvements in how risks were identified
and escalated, how serious incidents were reported, investigated and how learning was
subsequently shared across the trust. We have reported further in the report on progress made
against this action.
Leaders had expressed satisfaction that medicines management processes were effective. This
was not found to be the case during inspection. There continued to be a lack of oversight of
medicines management on wards and services. We saw gaps in records across the trust which
demonstrated that local audits were not effective in ensuring that staff followed systems to safely
administer, record and store medicines. The pharmacy team did not always feel their views were
captured or that there was a process to obtain feedback on their service. It was not yet clear how
medicine management and the pharmacy teams would align with the new care groups. We were
concerned that although leaders expressed confidence in the medicine management audits, we
found this was not always an accurate view. This was identified as a concern at the last
inspection.
The project to implement an electronic prescription and medicines administration system had been
delayed and was now scheduled to begin in 2020. The trust had identified the lack of information
systems to measure pharmacy workload and performance as a corporate risk.
The trust had signed up to the STOMP campaign (Stop Over Medication of People with learning
disabilities, autism or both). Pharmacy staff provided information and education to patients as
individuals or in group sessions as appropriate.
We reviewed the ten areas identified as of significant concern at the last inspection and we found:
•

There was an improved system for managing ligature risks with clear assessments in place
to mitigate risks which could not be removed. There was one clear exception which was
within the learning disability service where we found that staff had to manage the
environmental risks, posed by ligatures, by increasing observations of patients, Staff did
their best to work with patients in an environment which was not fit for purpose.

•

Medicine management remained a concern. We found gaps in recording of medication
which audit processes did not address. We highlighted concerns earlier in this report.

•

The quality of care plans had significantly improved and there was real evidence of
coproduction.

•

There had been improvement in the complaint process and evidence of more open and
transparent responses which was less defensive in language. However, response times
were not within KPI and there was a lack of structure for learning and sharing of lessons
from complaints between teams. There was a backlog of investigations due to a key
member of the team recently moving out of this post.
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•

Leaders had a better understanding of issues for people accessing services, and the length
of waiting lists. We had told the trust they needed to capture accurate information and
reduce waiting lists. We found that the trust had improved data although we saw that some
teams still had local lists in place. The trust has an access improvement director who
supported and monitored clinical harm review processes. Each clinical team had access to
their service user tracker list which detailed waiting times and breaches. Compliance was
reported in weekly meetings.

•

Waiting list and access to service remained a concern within the children and youth
services, and ADHD services where access to services was still slow. We saw some staff
held high caseloads in an effort to reduce the lists but there were insufficient resources to
meet demand. Waiting times for access to psychological therapy remained long, with
people waiting more than 6 months. There was a system to ensure patients waiting for
treatment were contacted regularly. We saw in place that there were meetings held twice
weekly to review patient’s wellbeing who were on the waiting list. Generally, this was
working well but we still found that some patients had not been contacted as per their plans.

•

Seclusion environments and seclusion practice – we found all rooms were clean and ready
to use and most contained the features recommended within the Mental Health Act Code of
Practice (CoP 26.109). Patients spoken with who had used seclusion told us that whilst
seclusion was a negative experience, they were all positive about the care they received
form staff. We reviewed 37 random sets of seclusion records relating to 31 patients
secluded between 01/07/2019 and 07/10/2019. We saw some good examples of care plans
which were highly individualised, with evidence of consideration to terminate seclusion at
the earliest opportunity. Reasons for seclusion were clearly documented and showed that
other interventions were used to prevent seclusion were possible. However, nurses did not
always complete an assessment if accompanied by a doctor. There were no independent
reviews if the seclusion was overnight. Staff did not always record the decision making
around termination of seclusion and where the RC or duty doctor was informed. Overall
there was a significant improvement in the use of seclusion with evidence of it being used
only as a last resort.

•

Staffing remained a challenge, however we saw a small decrease in vacancies despite an
increase in posts due to new posts being created. We also saw measures taken by the trust
described earlier in the report to continue to focus on this. However, further effort was
required to ensure staffing was improved in all areas, paying specific attention to known
areas of deficit, such as children’s and youth services.

•

Restrictive practice in acute services. The trust had undertaken a quality improvement
programme, steered by the Royal College of Psychiatrists, to reduce the incidents of
restrictive interventions and restraints. This was a considerable piece of work which
continues to have impact. The programme involved the patient voice who shared their
experiences with staff. Two wards were part of this project with evidence of a significant
reduction of restrictive interventions on both wards. Lark ward reduced restraints by 60%
and Waveney had reduced restraints by 70%. This success has been recognised by the
Royal College of Psychiatrists who are leading the national programme. Following on from
this success, other wards had expressed an interest in learning from this initiative, which is
evidence of the QI approach enthusing and engaging staff which in turn has had positive
outcomes for patients.
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•

The monitoring of patients’ physical healthcare following rapid tranquilisation had improved
with figures around the 89% mark for compliance in acute services. Children’s and learning
disability services compliance rates were lower at 60% and 50 % respectively. These were
small teams who did not use rapid tranquilisation often.

Historical data

Financial Metrics

Previous financial
year (2 years ago) (1
April 2017 – 31 March
2018)

Projections

Last financial year
(1 April 2018 – 31
March 2019)

This financial year
(1 April 2019 – 31
March 2020)
£249,702,000

Next financial year
(1 April 2020 – 31
March 2021)

Actual income

£227,211,000

£236,792,000

Actual surplus
(deficit)

£1,066,000

£2,235,000

Actual
costs/expenditure full

£226,145,000

£234,557,000

£249,502,000

£257,193,060

Planned budget or
(deficit)

-£1,100,000

£400,000

£200,000

£0

£200,000

£257,193,060
£0

Where cost improvements were taking place there were arrangements to consider the impact on
patient care. Managers monitored changes for potential impact on quality and sustainability.
The trust had necessary emergency and service continuity plans in place and most staff we spoke
with were aware of the trust’s emergency and contingency procedures. Staff told us that they knew
what to do in an emergency within their specific service.
The trust has submitted details of three serious case reviews commenced or published in the last
12 months. Information was missing in regard to the wards/teams and also any outstanding
actions.
Reference
Number

Core Service

Recommendations

Actions Taken

SCR U

CAMHS wards

Diagnostic
overshadowing/asking
about abuse

SAR AE

CAMHS wards

Unpublished - due in
Sept 2019

SAR AM

MH – community
LD and autism

Awareness of MCA
and self-neglect

Implementation of Medic
supervision and bespoke
delivered by the Named Dr.
Communication with partner
agencies, immediate action to
include ensuring all interested
parties are included in discharge
letters.
Inclusion in mandatory training,
both counties have a self-neglect
strategy which provides clear
guidance on level of risk and
actions required.

Outstanding
Actions

We analysed data about safety incidents from three sources: incidents reported by the trust to the
National Reporting and Learning System (NRLS) and to the Strategic Executive Information
System (STEIS) and serious incidents reported by staff to the trust’s own incident reporting
system. These three sources are not directly comparable because they use different definitions of
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severity and type and not all incidents are reported to all sources. For example, the NRLS does
not collect information about staff incidents, health and safety incidents or security incidents.
Between 1 May 2018 and 30 April 2019, the trust reported 179 serious incidents. The most common
type of incident was ‘apparent/actual/suspected self-inflicted harm meeting SI criteria’ with 134.
Seventy of these incidents occurred in ‘community based mental health services for adults of
working age’.
We reviewed the serious incidents reported by the trust to the Strategic Executive Information
System (STEIS) over the same reporting period. The number of the most severe incidents recorded
by the trust incident reporting system was comparable with STEIS with 179 reported.
Never events are serious incidents that are entirely preventable as guidance, or safety
recommendations providing strong systematic protective barriers, are available at a national level,
and should have been implemented by all healthcare providers. The trust reported no never events
during this reporting period.
The number of serious incidents reported during this inspection was similar to the 180 reported at
the last inspection.
A dedicated serious incident team managed the investigation process following a serious incident
being reported. In the period between May and July 2019, 58 deaths were reported of which 39
were subject to investigation. At the time of inspection there were 161 serious incidents open to
the team. There were 80 serious incident action plans outstanding, meaning that the
recommendations and actions had not been signed off as completed within the services they
related to.
The quality assurance committee and trust board had sight of serious incident data. The trust had
changed its approach to learning and managing serious incidents having listened to feedback from
families and staff. This was in the early stages of change; however, we queried the effectiveness
of systems to ensure learning took place. We saw similar themes and recommendations identified
from serious incident reports such as poor documentation in clinical records. The trust recognised
this and were proactively exploring ways to ensure learning takes place across teams. A new
serious incident scrutiny panel has been created to report to the quality committee and up to the
board.
The serious incident and mortality review group had been refreshed with changes made as to how
learning could be more effective, although it was not clear how this would happen or how
effectiveness would be measured. We were unable to assess the effectiveness of this due to it
being newly in place. The lack of effective systems to share learning and make improvements was
raised in previous inspections and had not yet been fully addressed.
The trusts suicide prevention lead worked closely with external groups including Public Health,
third sector providers and alongside bereaved families to improve trust response to those at risk of
suicide, their families and those staff working with them.
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Abuse/alleged abuse of adult
patient by third party

1

Apparent/actual/suspected
homicide meeting SI criteria

1

Apparent/actual/suspected selfinflicted harm meeting SI criteria

70

Confidential information
leak/information governance breach
meeting SI criteria
Disruptive/ aggressive/ violent
behaviour meeting SI criteria

1

1

1

4

1
14

13

6

Community health services for
children, young people &
families
CHS - Community health
services for adults
MH - Wards for people with
learning disabilities or
autism
Total

Wards for older people with
mental health problems
Community - based mental
health services of older people
Specialist community health
services for children and
young people

health wards
Acute wards for adults of
working age and psychiatric
intensive care units
Crisis services and healthbased places of safety

Community based mental
health services for adults of
working age
Forensic inpatient/secure
wards
mental
Child and adolescent

Type of incident reported

12

1
5

6

4

3

3
1

134

1
2

Environmental incident meeting SI
criteria

2

1
2

4

1

1

Pending review (a category must
be selected before incident is
closed)

11
1

1

1

2

Pressure ulcer meeting SI criteria

1

1

Slips/trips/falls meeting SI criteria

4

4

Sub-optimal care of the
deteriorating patient meeting SI
criteria

2

Unauthorised absence meeting SI
criteria
Total

74

13

3

32

19

2
16

14

13

11

6

4

4

1

1

179

Providers are encouraged to report patient safety incidents to the National Reporting and Learning
System (NRLS) at least once a month. The average time taken for the trust to report incidents to
NRLS was 72 days which means that it is considered not to be a consistent reporter.
The highest reporting categories of incidents reported to the NRLS for this trust for the period 1 May
2018 to 30 April 2019 were ‘Infrastructure (including staffing, facilities, environment)’, ‘self-harming
behaviour’ and ‘patient accident’. These three categories accounted for 5929 of the 9781 incidents
reported. Self-harming behaviour accounted for 83 of the 85 deaths reported.
Ninety eight percent of the total incidents reported were classed as no harm (80%) or low harm
(18%).
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Incident type

No harm

Low harm

Infrastructure (including
staffing, facilities, environment)

2620

2

Self-harming behaviour

1182

850

13

Patient accident

651

516

11

Disruptive, aggressive
behaviour (includes patient-topatient)

981

166

1147

Access, admission, transfer,
discharge (including missing
patient)

954

11

965

Medication

495

8

2

Implementation of care and
ongoing monitoring / review

354

34

46

Consent, communication,
confidentiality

247

1

Other

25

190

Documentation (including
electronic & paper records,
identification and drug charts)

149

Treatment, procedure

49

21

70

Patient abuse (by staff / third
party)

55

12

67

Medical device / equipment

23

Infection Control Incident

4

Clinical assessment (including
diagnosis, scans, tests,
assessments)

5

Total

7794

Moderate

Severe

Death

Total
2622

1

83

2129
1178

505
1

435
248

2

2

219
149

23
15

19
5

1826

74

2

85

9781

Organisations that report more incidents usually have a better and more effective safety culture
than trusts that report fewer incidents. A trust performing well would report a greater number of
incidents over time but fewer of them would be higher severity incidents (those involving moderate
or severe harm or death).
Norfolk and Suffolk NHS Foundation Trust reported fewer incidents from 1 May 2018 to 1 May 2019
compared with the previous 12 months. In both data periods, 98% of incidents were either ‘low’ and
‘no harm’. There were however 12 more deaths this period with 85.
1 May 2017 – 30 April 2018

1 May 2018 – 30 April 2019
(most recent)

No harm

7879

7794

Low

1877

1826

Moderate

75

74

Severe

3

2

Level of harm
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Level of harm
Death
Total incidents

1 May 2017 – 30 April 2018

1 May 2018 – 30 April 2019
(most recent)

73

85

9907

9781

The Chief Coroner’s Office publishes the local coroners Reports to Prevent Future Deaths which all
contain a summary of Schedule 5 recommendations, which had been made, by the local coroners
with the intention of learning lessons from the cause of death and preventing deaths.
In the last two years, there have been nine ‘prevention of future death’ reports sent to Norfolk and
Suffolk NHS Foundation Trust. Details of which can be found below:

1. Date of report: 8 December 2017
Regulation 28
Conclusion of inquest was medical cause of death: Unascertained and conclusion: Open
The Coroner’s concerns were:
1. Although there was evidence of good communication between the various organisation involved
with patient and attempts were ongoing to retain contact with the patient, there was no one
person taking overall responsibility for patient.
2. patient had originally been allocated a care co-ordinator but on this person leaving, no new care
co-ordinator was appointed.
3. The serious incident investigation recommended all service users receiving active treatment
should be allocated a lead care professional or a care co Ordinator and this action was to be
completed by 30 April 2017. At the time of the inquest this action had not been put in place and
the action plan was regarded as complete.
4. Evidence was heard that alternative measure has been taken within the various teams to
ameliorate the lack of sufficient care co-ordinators for service users, for instance using a teambased approach, but that such measures are not as effective as service users having a specific
individual appointed as a care co-ordinator.
2. Date of report: 14 November 2017
Regulation 28
Conclusion of inquest: 1a) drowning and conclusion: the patient was found drowned on the beach
at Gt Yarmouth, but the evidence does not fully explain whether the intended that the outcome be
fatal.
The Coroner’s concerns were:
1. patient was in mentally and physical ill health. Patient was placed at a nursing home to
manage their physical ill health as this was seen as the priority at the time of admission.
Staff at the home were not adequately equipped to deal with his mental ill health as his
physical health improved. This not only raises concerns with regard to the safety and wellbeing of the individual concerned, but also with regards to the staff involved in the patient’s
care. They were not trained in mental health individual and were required to deal with
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attempts at and threats of self-harm and suicide by the patient. There did not appear to be
home available where staff were adequately trained to deal with a person’s mental and
physical ill-health.
2. Records of staff were not always competed or fully completed. Staff are now provided with
laptops to aid flexibility with regards to record keeping. It is understood staff are now
required to complete their records by the end of each shift. Due to the volume of work, it is
not clear if members of staff are given sufficient time and space to see the service user and
then to wrote up their records during the same shift.
3. Due to the volume of work, some staff may be completing their records in their own time.
4. The Lorenzo computer system was brought in some years ago. It does not appear to be
fully operational and used to its full potential by all staff.
3. Date of report: 19 December 2018
Regulation 28
Conclusion: (2) Hanging (4) Suicide
The Coroner’s concerns were:
1. That following admission to Southgate Ward, the patient was seen by a number of different
staff members. It became evident that there was a culture of not recording
contemporaneous notes. This was very obvious with reference to recording presence or
absence of suicidal ideation.
2. There was an acceptance that patients could be discharged by very junior doctors without
prior reference to consultant or Senior colleagues even through the patient had been
admitted after being assessed by two Section 12 approved doctors and an approved mental
health professional who felt he needed a prolonged inpatient stay.
3. Communication between staff members was very information with no record kept of
important messages relayed. For example, the member of staff who held a one to one
meeting with Henry was not present at the ward where the patient’s case was discussed
but said she had verbally passed a message to the ward round nurse. This was normal
practice on this ward. There was no record of the message, or of it being passed or that it
was considered at the ward round.

4. Date of report: 13th November 2018
Regulation 28
Conclusion of inquest: the death as a result of suicide. Medical cause of death was hanging,
schizophrenia and depression.
The Coroner’s concerns were:
A failure of appropriate record keeping within Northgate ward.
A failure of verbal and written communication with Northgate ward.
The general high level of acuity and stress at Northgate ward on the 4th April 2017.
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Delay in noticing, reacting and reporting the patient was missing.
5. Date of report: 13 March 2019
Regulation 28
Conclusion of inquest: Suicide – 1(a) compression of the neck by a weight lifting bar
The Coroner’s concerns were:
1. The patient repeatedly speak about her concern about the number of people involved in her
care, particularly from the Crisis Resolution Home Treatment Team. It Is understood the
patient saw 25 plus members of the team in some 14 months. The evidence was that she
found it difficult to relate to so many people, having to repeat the difficulties they were
experiencing which they felt was adversely impacting on their mental health. It was not
clear from the evidence that this issue was addressed during the patient’s contact with the
service.
2. This issue is referred to in the serious incident investigation report, having been raised by
the patient’s family, but there is no definitive, timed action arising from it an no named
person responsible for any such action.
6. Date of report: 18 March 2019
Regulation 28
Conclusion of inquest: the patient took action to end her own life, evidence does not reveal
whether she intended to die. 1(a) Hypoxic Brain Injury, 1(b) Cardiac Arrest, 1(c) Hanging and (II)
Anorexia, Depression.
The Coroner’s concerns were:
1. Record keeping and Auditing of record keeping
a. Not all records were properly recorded on Lorenzo. Further, personal handwritten
notes were made of some meetings which were no often then reflected in the
electronic records. Some of these notes only came to light during the inquest
hearing. It is, of course, imperative that all staff recognise their obligations in respect
of keeping full and contemporaneous electronic records and that full disclosure of all
relevant documents is made in a timely fashion before the inquest commences. This
avoids potential delay in the inquest process and further distress to the family.
b. Some action has been taken by NSFT in this respect, not least in that the team is
now better resourced staff-wise. Further action has been and is being taken to
ensure staff appreciate the importance of full record keeping. An audit of the records
has been undertaken to ensure full compliance with record keeping requirements,
but this will only continue until 100% compliance has been achieved.
c. Concern remains in that staff do change over time and matters raised now do not
necessarily remain at the forefront of an individual’s mind, especially when under
time pressure. Good record keeping is an integral part of any good service and must
be second nature to all staff. It must be fully appreciated by all as “a vital component
in the management of risk”. Further, record keeping has been raised elsewhere as a
matter of concern with NSFT.
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d. I have concern that full record keeping, and disclosure requirements will not remain a
priority.
2. Communication with external agencies
a. An initial full, updating letter was sent to Ellie’s GP. However, no further updating
information was sent. A letter was written providing updating information, but this
was not sent. No further updating information was sent to the GP by telephone, letter
or email.
b. The evidence heard is that efforts were made to contact the school by telephone.
However, the school had no record of any such calls. There is no evidence of email
or written correspondence or further telephone calls in an effort to communicate with
the school.
c. It is accepted by the trust that sharing of relevant information is necessary. NSFT
has indicated it will “will staff of the importance of recording efforts to share
information/maintain communication”.
d. Sharing of information and communication with external agencies is a matter which
has been raised with NSFT on previous occasions. The importance of “recording
efforts to share information…” may not be sufficient to prevent future deaths. It is the
importance of sharing information and communicating with external agencies that
should be addressed here. Recording of information is dealt with at Point 1 above.
7. Date of report: 9 April 2019
Regulation 28
Conclusion of inquest: 1a Compression of neck structures
The Coroner’s concerns were:
At the inquest it was highlighted the following could have been done to try and prevent his death.
1. Daily visits from the mental health team
2. Involvement of the next of kin (his father)
3. Formal mental health act assessment
4. Involvement of the practice nurse
5. Use of corner house care facility
As of the 5th July 2019 the trust has not provided a response to the coroner’s concerns.
8. Date of report: 25 April 2019
Regulation 28
Conclusion of inquest: Suicide – 1(a) Bronchopneumonia, 1(b) Hypoxic brain injury, 1(c) Insulin
overdose
The Coroner’s concerns were:
It was heard in evidence that since the patient’s death the Norfolk and Suffolk Foundation Trust
have conducted a review of their treatment provision for individuals suffering from Borderline
Personality Disorder (BPD).
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As a result of this review the Norfolk and Suffolk Foundation Trust are planning to move the
Borderline Personality Disorder Service treatment in-house rather than using external providers
and will provide Dialectic Behavioural Therapy.
This change is currently in the planning stage and at the hearing I formally requested an update
when these plans are put into practice. The update is to include details the new policies and
procedures in place regarding clarity of communication of information given to those suffering with
BPD, the training and development of Norfolk and Suffolk Foundation Trust staff in relation to BPD
and the undertaking of formal risk assessment and the completion to the requisite documentation
in cases of those suffering with BPD.
During the hearing itself evidence was heard from an expert witness (DrX) about one of those
facets of those suffering from BPD which was not addressed by the NSFT plans.
Under the proposed new system, in order to access the Norfolk and Suffolk Foundation Trust
Borderline Personality Disorder service, those suffering from the condition would have to agree to
be transferred for treatment under the Norfolk and Suffolk Foundation Trust Integrated Delivery
Team for onward referral to the new bespoke service.
However, Dr X explained that the majority of individuals with a diagnosis with BPD will have had
significant previous contact with their mental health service providers.
The patient had had significant history of previous treatments over a number of years (including
cognitive behavioural therapy, cognitive analytical therapy, anti-depression medication and antipsychotic medication), none of which had proved effective.
Dr X confirmed that none of these treatments would have been likely to have had a positive
therapeutic effect, which in itself would compound the nature of BPD itself.
Dr X explained that the cycle of being offered ineffective treatment could enhance the loss of hope
and optimism which is a feature of BPD. Another facet of BPD was often an avoidant personality
making sufferers unwilling or unable to engage with new individuals or teams.
This being the case, I am concerned that the proposed requirement in the Norfolk and Suffolk
Foundation Trust plan (which will require a BPD suffer to agree to a transfer to an Integrated
Delivery Team before being placed onto the new service) may prevent some patients gaining the
access to the treatment they clearly need.
As of the 5th July 2019 the trust has not provided a response to the coroner’s concerns.
9. Date of report: 15 April 2019
Regulation 28
Conclusion: (1a) Hypoxic Brian Injury (1b) Asphyxia (1c) Hanging II Depression
The Coroner’s concerns were:
1. Evidence was heard that the patient’s care records were not reviewed prior to his being
seen, which would enable the patient’s full history and risks to be taken in account when
assessing him.
2. This is a matter which has been raised with the trust previously. Staff are expected to read
precious records relating to a service user, but this is not always happening.
3. This matter was not considered in the otherwise thorough investigation conducted by the
trust.
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As of the 5th July 2019 the trust has not provided a response to the coroner’s concerns.

Information Management
The trust collected and used information and data to consider its performance. There were secure
systems in place for recording and accessing information.
The trust collected reliable data and analysed it. This was a significant improvement from the last
inspection. Most staff could find the data they needed, in easily accessible formats, to understand
performance, make decisions and improvements. The information systems were integrated and
secure. Staff submitted data or notifications to external organisations as required.
The trust board received an integrated performance report, which had been revised to ensure
clear information about key issues. There was a single source of data which was shared internally
and externally. Trust wide working groups brought together the reporting analysts to ensure
common definitions and standardised approaches.
The trust has worked to ensure quality, operational, workforce and risk dashboards were
published on a single site on the intranet which was accessible by all staff but required further
work to achieve this. The same dashboards were used for care groups, committees and board.
However, not all key staff during the inspection could access the data easily, so therefore were not
yet engaged with this process. The systems were evolving and although we saw improvements
these were not yet embedded in practice.
The trust had invested time and energy into improving information flow regarding access and
waiting times which had been a significant concern at our last inspection. There was a new waiting
time report which was published fortnightly. This showed waits as various stages of the patient
journey, including assessment, first treatment, second treatment and time since the last treatment.
This information was used at team level as a tool to track the patient journey. Whilst we saw that
some teams used this patient tracker better than other teams, it was early in the implementation.
However, with the correct measures in place this tool had potential to be an outstanding tracker to
monitor, assess and improve the patient experience.
The trust had a senior information risk owner (SIRO) and Caldicott guardian. The SIRO was
accountable for how the trust managed information risks and incidents. The trust had robust
information governance systems in place in line with best practice. Information was stored
securely both electronically and on paper. Staff obtained consent to share information and
followed process when applying this. We saw extra security initiatives to ensure data when shared
with staff was impossible to access without the appropriate passwords. Spreadsheets could only
be read when the appropriate password was added.
The trust had improved the functionality of the electronic records system and provided ongoing
support for staff to use it effectively. Leaders planned to review the electronic systems in 2020/21
and consider alternatives that would provide a smooth flow of information between appropriate
external organisations such as GP practices.
There had been no data security breaches in the previous 12 months.

Engagement
The trusts strategy was to be in the top quartile for staff engagement by 2023. Lack of
engagement with staff, patients, carers and other stakeholders was identified as a key risk within
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the board assurance framework. Leaders had begun to address this risk and had created a people
participation committee which linked with the quality assurance committee, overseen by a NED
and reported directly to the board. This committee held the board to account to ensure a
systematic approach to participation is embedded across the organisation. Leaders were visible
across most of the organisation with a programme of visits by ED’s, NED’s and governors in place.
There were a range of new initiatives in development and posts created to increase the voice of
patients and carers however these developments needed to be implemented. For instance, whilst
there was some evidence of service user groups these were few and there was no service user
group in Central Norfolk. The new care teams had a people participation lead as part of the
leadership of each group although this was a brand-new role and impact had yet to be
demonstrated. These appointments sent a key message that the trust intended to embed
coproduction within the organisation. Coproduction throughout the organisation needed to
continue at pace. It was unclear how the trust planned to measure success of their strategy other
than from improved feedback.
A family liaison worker had been appointed to work with families following a serious incident and
the senior leaders welcomed direct contact with those staff, patients and carers who wished to
meet with them.
As part of the inspection process we sought information from a wide number of stakeholders. We
received a range of feedback with common themes emerging that told us that whilst stakeholders
saw some early signs of trust improvement in performance and improved engagement with the
trust there was much work to be done. In Suffolk there continued to be grave concerns regarding
the care and treatment provided in that county, with specific focus on children and young people’s
services, staff attitude to some patients and lack of support available to patients in need.
We saw improved engagement with local stakeholders, although it was essential this was
developed further. Leaders needed to demonstrate they listened and acted upon feedback from
organisations such as Healthwatch who provide the trust with valuable patient and carer feedback.
The trust had acknowledged this was an area for improvement and leaders pledged that one of
their quality priorities for 2019/20 was ‘we will ensure that we seek and act on feedback from
patients and carers for the purposes of continually evaluating and improving services’. We saw
there was ongoing need for the trust to work towards this pledge.
During this inspection we met with the council of governors who provided a collectively written
statement whilst two board members wrote to us independently. There appeared to be a level of
disagreement and discord between some governors. Most governors were positive about the
changes implemented by the trust to date and felt that the direction of travel was appropriate.
However, there was a need to strengthen further relationships with NED’s as there was little
opportunity to work with them or observe them working. However, there was a minority of
governors who expressed concern that the trust was not yet safe or sufficiently well led with
improvements made to date insufficient to have assurance that care had significantly improved. It
is essential that all governors' views were heard, each voice valued, and concerns acted upon. A
minority of governors did not feel listened to; however, improvements had been made by the chair
in ensuring the governors had ways to raise concerns and receive information.
Most of the council of governors spoke positively about the quality improvement programmes and
felt that they had seen remarkable results with real positive impact on patients.
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During this inspection we heard from many service users and carers about their experience of
care. Most people we spoke with were positive about their, or their loved ones, care and treatment
and provided examples of when staff went that extra mile. However there remained a number of
people who were unhappy with the care they or their loved one had received. Comments ranged
from poor attitude of some staff, lack of access to services and a lack of information. Whilst we
have commented that the trust had made improvements, this feedback demonstrates leaders have
more work to do to continue to improve services. Some people still told us of poor communication
between teams. Inspectors saw one patient transfer to a ward where the receiving team had not
expected their arrival and had no knowledge of the patients care and treatment needs. This was
disappointing, and staff told us this had happened before on more than one occasion.
Local teams endeavoured to receive feedback from patients and family members to improve
services. The serious incident policy had been reviewed and strengthened to ensure the service
user or families had increased involvement. Leaders were developing staff to undertake small
local quality initiatives and it was encouraging to see that some teams were working in
coproduction to improve how they gather feedback and use the information to improve care.

Learning, continuous improvement and innovation
In October 2018 the trust commenced its strategy to embed Quality Improvement methodology as
a tool that services can use to respond to complex adaptive issues affecting service users, carers
and staff.
To support its adoption the trust decided to focus on five key areas:
1.Building capability and capacity - providing training to enable service users, carers and staff
have the knowledge to apply quality improvement to the complex issues they experience. Two
cohorts of training have been completed with 184 people becoming Improvement Leaders.
2.Engaging stakeholders - the trust was developing an introduction to quality improvement
learning session that will be available to all. The trust told us this would ‘go live’ starting December
2019.
3.Supporting programmes to completion - there are 36 active QI programmes. Each programme
received coaching support from the QI team.
4.Governance - the newly formed care groups were building QI into the structures of the
organisation enabling it to be a fundamental component in the way services were provided. An
example given was Norfolk Child, Family and Young People Care Group who were starting a QI
forum from November. Other Care Groups will follow.
5. Share and celebrate - a critical part of improvement was to share and celebrate learning
building knowledge about improved outcomes and use of QI. Local QI forums will be
supplemented by wider gatherings to celebrate the journeys of learning individual areas have
experienced
The trust used research and innovation to improve patient care. The trust participated in a wide
range of audits and accreditation schemes.
The trust was involved in 65 approved research projects during 2018-19 with 1800 people
recruited over the year. The trust was recognised as being in the top 15 highest mental health
organisations nationally for research recruitment.
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New national research grants totalling £680,00 were awarded in the areas of: young people’s
mental health, mental health diagnosis, nursing leadership, user involvement for people with
dementia.
The research team had three strategic actions they were focussing on to support continuous
learning, improvements and innovation:
• Maximising the use of resources
• Creating new resources to promote research
• Undertaking evaluation work to capture impact and value of research across the trust
The trust was registered as a stakeholder with the following NICE guidelines:
• Depression in adults: treatment and management, draft guidance was produced January 2019
• Rehabilitation in people with severe and enduring mental illness. Not expected until 2020.
• Quality Standard on Prevention of Suicide,
• Quality Standard on Coexisting severe mental illness and substance misuse
Trust internal processes for reviewing, analysing and recognising changes required in response to
NICE guidance had been reviewed and strengthened.
All trusts must comply with the NHS England ‘accessible information standards’ regarding access
to healthcare for people with a learning disability. The trust had a strategy in place and undertook
regular audit to assess whether services were appropriate for people with a learning disability.
NHS trusts can take part in accreditation schemes that recognise services’ compliance with
standards of best practice. Accreditation usually lasts for a fixed time, after which the service must
be reviewed.

The table below shows services across the trust awarded an accreditation and the relevant dates.
Accreditation scheme

Core service

Quality Network for Forensic
Mental Health Services
(CCQI)
Quality Network for Inpatient
CAMHS (QNIC)

Foxhall House, St Clements,
Ipswich, Low Secure Service
Child and
adolescent mental
health wards

Dragonfly Unit, Carlton Court

Wedgwood Unit, West Suffolk
Hospital, Bury St Edmunds &
Woodlands Unit, Ipswich
Hospital, Ipswich

ECT Accreditation Scheme
(ECTAS)
The Carers Trust has
presented NSFT with a gold
star for successfully achieving
the second stage of the
Triangle of Care.

Service accredited

Trustwide

Comments and Date of
accreditation / review
(assessment completed
May 2019 pending final
report)
(pending assessment end
of June 19)

(pending award of
accreditation on 26.06.19)

March 2018
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Evidence
Appendices
report sub
heading

RPM Metric/ Indicator

safe staffing

Vacancy rates (all
staff/qualified
nurses/medical staff/nurse
assistants/allied health
professionals) over the
past 12 months- RPIR/
trust data

safe staffing

Staff turnover (all staff/
qualified nurses/medical
staff/nurse assistants/
allied health professionals)
over the past 12 monthsRPIR/ trust data

safe staffing

Staff sickness rate (all
staff/ qualified
nurses/medical staff/nurse
assistants/ allied health
professionals) over the
past 12 months - RPIR/
trust data

safe staffing

Staff sickness rate (all
staff/nurses/medical
staff/nurse assistants)
over the past 12 months MH Insight (ESR)

safe staffing

safe staffing

Proportion of days sick in
the last 12 months nursing and midwifery
staff/medical & dental
staff/other clinical staff/
non- clinical staff - MH
Insight (ESR)
Bank and agency use
(qualified nurses/medical
staff/nurse assistants)
over the past 12 monthsRPIR/ trust data

Analytical
Checks 1

Interquartile
test for
national
comparison
against other
similar
services
Interquartile
test for
national
comparison
against other
similar
services
Interquartile
test for
national
comparison
against other
similar
services
Interquartile
test for
national
comparison
against other
similar
services

Non-random
or special
cause
variation
detected?
(yes/no) 1

Analytical
Checks 2

Non-random
or special
cause
variation
detected?
(yes/no) 2

Yes – all staff,
nurses, allied
health
professionals

run chart to
identify nonrandom variation

Yes -LQ allied
health
professionals

Yes – allied
health
professionals

run chart to
identify nonrandom variation

Yes – UQ
allied health
professionals

Yes – all staff,
nurses

run chart to
identify nonrandom variation

Yes – UQ
allied health
professionals

run chart to
identify nonrandom variation

N/A

No

Z scored for
national
comparison
against similar
services

No

-

Yes – all staff,
nurses
assistants

Mental health services
MH – Acute wards for adults of working age and psychiatric
intensive care units
Facts and data about this service
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Location site name

Ward name

Number of beds

Patient group (male,
female, mixed)

Ipswich Hospital Site
Ipswich Hospital Site
(Woodlands)

Lark Ward

10

Mixed

Avocet Ward

21

Mixed

Hellesdon Hospital

Thurne Ward

15

Mixed Gender

Hellesdon Hospital

Waveney Ward

20

Female

West Suffolk Hospital Site
(Wedgwood House)

Southgate Ward

16

Mixed

Northgate Hospital

Gt. Yarmouth and
Waveney Acute Service

20

Mixed

Hellesdon Hospital

Glaven Ward

20

Male

Hellesdon Hospital

Rollesby Ward

10

Mixed

Poppy Ward

21

Mixed

Northgate Ward

21

Mixed

16

Mixed

16

Mixed

Ipswich Hospital Site
(Woodlands)
West Suffolk Hospital Site
(Wedgwood House)
Queen Elizabeth Hospital
(Fermoy Unit)

Hellesdon Hospital

Churchill Ward (this ward
was closed in July 2019
and reopened as
Samphire Ward at
Chatterton) in July 2019
Yare ward opened in
September 2019.
This ward was not open
when the trust submitted
its routine provider
information request to
the CQC. Therefore,
data from this ward is not
included)

The methodology of CQC provider information requests has changed, so some data from different
time periods is not always comparable. We only compare data where information has been
recorded consistently.

Is the service safe?
Safe and clean care environments
Safety of the ward layout
Staff completed and regularly updated risk assessments of all ward areas and removed or
reduced any risks they identified.
The layout of the wards allowed staff to observe most parts of the wards. Staff used CCTV and
convex mirrors to aid observations. Where blind spots were identified they were mitigated by zonal
nursing and regular nursing observations.
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Staff knew where ligature anchor points were on the wards and mitigated the risks to keep patients
safe.
The Trust had addressed the environmental risks found at the last inspection, including replacing
all soap and hand towel dispensers and installing new bathroom doors with anti-ligature hinges on
all wards. However, we found one unidentified ligature risk in the seclusion room on Samphire
ward. We bought this to the attention of the ward manager who added this ligature point to the
ward ligature risk assessment with immediate effect.
There were ligature risks on 12 wards within this service.
Ward / unit name

Avocet
Ward/Woodlands

Briefly describe risk - one
sentence preferred
For Avocet the highest rated /
main risk will be the bedroom
areas (door, en-suite,
window). This is because they
have trap points by which a
ligature could be suspended
from

High level of risk?
Yes/ No

Summary of actions taken

Yes

With regards to mitigating factors,
we strive to understand our
service users and the risks that
they present really well in order
that our assessment of risk is as
good as possible. We will work
with those people to help identify
plans to help them remain safe,
which could include individual
safety plans, coping strategies,
use of activity and engagement or
potentially PRN / additional
observations where appropriate.
We support our staff to understand
the areas of the ward where there
may be increased risks and have
recently introduced a sticker
system for red / amber rooms to
help with this. Where reduced
ligature risk items are available
these have / are being put in place
(for example the dart valley sinks
in the bedrooms, continuous
hinges, reduced ligature door
handles, etc and plans to change
the en-suite doors across the
Trust and working closely with
Estates to identify where
alternative options may be
available. Another mitigating
factor is having team protected
time to enable shared learning
within the team as well as other
incidents / Alerts that have been
shared Trust-wide.
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Ward / unit name

Poppy
Ward/Woodlands

Lark
Ward/Woodlands

Northgate
Ward/Wedgwood

Southgate
Ward/Wedgwood

Yarmouth Acute
Service

Churchill
Ward/Fermoy Unit

Rollesby
Ward/Hellesdon
Hospital

Briefly describe risk - one
sentence preferred
Bedroom area including
windows. This is because the
windows are the original
britplas design which has an
internal closing mechanism
meaning that items can be
trapped creating a suspension
point.

Doors (bedroom). Windows
(bedrooms). Doors have
closure points by which an
item can be trapped creating
a suspension point. The
windows are the original
britplas design which has an
internal closing mechanism,
also offering a trap point.
King's fund beds which have
multiple ligature points

Bathroom- en suite bathroom
door- whilst using reduced
ligature hinges they retain a
point where suspension is
possible

Assisted bathroom. Has
points from which suspension
can occur
Bedroom windows. Holds
older form of window which
has potential for trapping of
items to create suspension.

En suite doors. Whilst using
reduced ligature hinges there
is the potential to create a
suspension point

High level of risk?
Yes/ No

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Summary of actions taken
For safety, hourly checks are
made for all service users and
those where there are additional
identified risks the use of
enhanced observations is applied.
In addition, there is the utilisation
of safety huddles and community
meetings to approach safety
culture on the ward, risk
assessment and levels of
observations reviewed, allocation
of bedroom.
Risk assessment reviewed daily or
more frequently as needed,
supported by the hourly checks of
all service users as a minimum,
and the ability to use enhanced
observations where indicated base
on assessment. This is in addition
to MDT reviews through
handovers, review meetings and
safety huddles.
Limited number in use and not
allocated to service users who are
assessed to be at risk of harm to
themselves.
En suite bathroom doors are due
to be replaced by safehinge
saloon doors with a programme
starting in July. Staff aware of the
risk and use hourly checks,
enhanced observations and MDT
assessment.
Access to the bathroom is
individually risk assessed by staff,
with monitoring when in use.
Ward is moving to new location in
July. Current mitigations involve
individual assessment of risk with
use of safety huddles, MDT
meetings. Actions include ability to
step up observations where risks
or concerns are identified.
Increased levels of observation
used where required. Intensive
support provided.
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Ward / unit name

Briefly describe risk - one
sentence preferred
Radiator valves

High level of risk?
Yes/ No

Glaven
Ward/Hellesdon
Hospital

Yes

Toilet vents hold small holes
which could be used as a
suspension point
Thurne
Ward/Hellesdon
Hospital

Waveney
Ward/Hellesdon
Hospital

Yes

Non-fixed furniture such as
chairs and tables

Yes

Summary of actions taken
Staff vigilance in monitoring for
changes to the environment and
any tampering with radiators. Staff
use risk assessment to assess
needs of the service user and
whether increase of observations
required from standard hourly
engagement check.
Staff assess service users for
consideration of risk and can use
hourly checks and increase these
where required. Communication
enhanced through the use of
safety huddles. For this particular
area, should there be short term
increased risks access can be
controlled.
Staff have the ability to add or
remove furniture based on risk
assessment and best interests of
the service user.

Staff had easy access to alarms and patients had easy access to nurse call systems.
Over the 12-month period from 1 May 2018 to 30 April 2019 there was one same sex
accommodation breach within this service.
The number of same sex accommodation breaches reported in this inspection was higher than the
none reported at the time of the last inspection.
During the inspection, we found one mixed sex accommodation breach on Yare ward. This ward
was a newly opened, mixed gender ward and did not have a female only lounge available for female
patients which is a requirement under the Mental Health Act Code of Practice 2008.
Maintenance, cleanliness and infection control
All wards were safe, clean well equipped, well furnished, well maintained and fit for purpose.
PLACE assessments aim to provide a clear message from patients on how the care environment
may be improved. They are undertaken by teams of local people alongside healthcare staff and
assess privacy and dignity, food, cleanliness, building maintenance and the suitability of the
environment for people with disabilities and dementia.

The sites which deliver acute wards for adults of working age and psychiatric intensive care units
within Norfolk and Suffolk NHS Foundation Trust were compared to other sites of the same type
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and the scores they received for ‘cleanliness’ and ‘condition, appearance, and maintenance’ were
found to be about the same as the England average.

Housekeeping staff made sure cleaning records were up-to-date and the premises were clean.
Staff followed the trust’s infection control policy, including handwashing.
Seclusion rooms
Seclusion rooms allowed clear observation and had two-way communication systems. All had toilet
facilities and a clock visible on the external wall. All suites contained the features recommended in
the Mental Health Act Code of Practice with the following exceptions: We found potential ligature
anchor points created by the padding around the door frames in the rooms on Poppy and Avocet
wards – these were on the ligature risk assessment for the wards and staff were aware of the risks
and mitigated these through observation. There was a potential hazard created by the panel behind
the ensuite sink on Poppy ward. This was reported at the time of the inspection and rectified
immediately.
Clinic room and equipment
Clinic rooms were clean and well equipped.
Staff had not completed daily and weekly checks of emergency equipment. We looked at the daily
check sheets, from June to October 2019, for the defibrillators on five wards. We found staff had
not signed daily check sheets for the defibrillator on all of these wards: We found eight missing
signatures on Glaven ward, two on Waveney ward and 11 on Southgate ward. On Thurne ward,
we found multiple missing signatures on the daily check sheets during June 2019, however staff
had completed daily checks from July 5 2019 onwards and no missing signatures were noted after
this date. On Northgate ward, staff had not completed checks on a daily basis until August 2019.
A new ward manager started at this time and staff had completed checks daily after this date.
We looked at the weekly check sheets for the emergency grab bags on the wards. We found staff
had not signed check sheets on a weekly basis on five wards. We found two missing signatures
on Thurne ward and eight missing signatures on Lark ward. We found multiple missing signatures
on Southgate and Northgate wards. On Poppy ward, staff had not completed any weekly checks in
August and one signature was missing in September. Emergency bags were not securely tagged
therefore the daily checks were essential to ensure the contents were correct and staff could be
assured that this equipment would be in full working order if needed during a medical emergency.
Fridge and room temperatures were recorded centrally on all wards except Yare Ward where the
electronic system had not yet been installed. This ward had taken no action to record ambient
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room temperatures to ensure medicines were being stored at the correct temperature and the
fridge temperature monitoring did not capture minimum and maximum temperature readings.

Safe staffing3
Staffing and retention remained a challenge for the trust and wards frequently worked with fewer
staff than planned. As of April 2019, there was a vacancy rate of 21% for registered nursing staff
and 11% for healthcare support workers. Figures were similar during inspection. Lark ward had
vacancies for eight registered nurses and had not had a ward manager in post since May 2019.
The modern matron was covering part of this role; however, this had an impact on the workload of
the other band 6 qualified nurses on the ward who were covering other ward manager duties.
Managers had closed two beds on Lark at the time of inspection and placed the ward on the risk
register. We observed two safety huddle meetings during the inspection and looked at records of
previous meetings. Staff raised short-staffing as a concern at these meetings and managers
discussed redeploying staff across wards in order to cover gaps caused by vacancy or sickness.
However, this was not possible on Samphire and Yarmouth wards which were the only acute
wards on site. On these wards, ward managers and the modern matrons would work on the wards
to cover when they were short-staffed. The trust booked long term bank and agency staff where
possible and these staff were familiar with the wards and patients.
The trust had a pro-active recruitment strategy and had put in place a number of initiatives to improve
staffing, including local recruitment drives, offering secondments and long-term placements, working
with nurse training providers and offering development opportunities for staff. There had been some
success in local recruitment, and there were newly qualified or appointed staff working on all wards.
Six wards were led by managers who had been in post for less than eight months. Managers told
us newly qualified staff were motivated, enthusiastic and understood the direction and changing
culture of the trust. However, they required additional support, training and supervision from more
experienced colleagues and this had an impact on workloads. Staff told us that they worked hard to
minimise the impact of short staffing on patients and most patients told us they had 1-1 time with
staff, and section 17 leave and activities were rarely cancelled. However, short-staffing had an
impact on staff wellbeing. During the inspection we spoke with 49 staff - 21 told us that wards were
often short-staffed or had a high reliance on newly-qualified, agency or bank staff. Staff described
difficulties in meeting the demands of their role and not being able to take breaks.
We also spoke to staff during focus groups held in July 2019. Staff we spoke with told us that they
were concerned about staffing and some staff were becoming burnt out. Staff who are burnt out and
3

9
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stressed may not be able to provide a high level of patient care due to exhaustion and compassion
fatigue.
Reducing absence is a priority area for the trust, however the trust had not met its target for
sickness absence of 4.79% in the last 12 months. Monthly sickness rates showed an upward trend
between May and September 2019 from 4.5% to 6.7%. Staff at the Wedgwood Unit were
particularly concerned about staffing and low staff morale and the sickness rates had increased for
Northgate and Southgate wards to 9.9% and 4.5% respectively when we visited the wards.
The trust had a 30% vacancy rate for medical staff as of April 2019. The trust used regular locum
doctors to cover vacancies and there was adequate medical cover day and night and a doctor could
attend the ward quickly in an emergency.
The below chart shows the breakdown of staff in post WTE in this core service from 1 May 2018 to
30 April 2019.

Figure 1

The below table covers staff fill rates for qualified nurses and care staff during March, April and May
2019.
Key:
> 125%

< 90%
Day
Nurses
(%)

Night
Care
staff
(%)

Nurses
(%)

Care
staff
(%)

Day
Nurses
(%)

March 2019
Avocet
Ward
Churchill
Ward

Night
Care
staff
(%)

Nurses
(%)

Care
staff
(%)

Day
Nurses
(%)

April 2019

Night
Care
staff
(%)

Nurses
(%)

Care
staff
(%)

May 2019

95.6

120.3

93.8

154.8

106.8

116.1

93.7

154.5

110.6

108.1

81.4

146.7

103.5

108.3

103.2

94.9

105.1

105.9

98.5

103.8

104.6

104.2

102.0

100.2
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Glaven
Ward
Lark
Ward
Northgate
Ward
Poppy
Ward
Rollesby
Ward
Southgate
Ward
Thurne
Ward
Waveney
Ward

96.8

124.9

69.4

198.4

87.8

122.2

83.4

167.4

89.3

124.0

84.0

153.9

137.8

109.8

103.3

104.0

159.7

93.7

115.1

111.2

139.8

95.3

92.8

113.3

105.6

107.9

90.3

111.7

99.9

113.5

96.7

106.8

97.2%

105.2

90.4

110.4

78.9

125.9

90.3

111.7

92.0

134.6

88.9

170.4

77.1

125.9

98.6

146.2

82.2

159.5

90.5

139.3

79.2

141.0

84.9

140.6

80.2

150.0

96.7

127.1

103.7

103.5

91.9

105.1

109.1

95.6

96.8

103.7

94.1

94.2

95.4

93.5

79.8

251.1

80.2

240.1

73.2

259.6

76.3

256.9

71.0

264.0

91.8

227.5

92.4

166.3

82.3

199.6

69.3

198.7

62.9

223.6

83.6

178.7

82.5

206.9

The trust has stated:
All NSFT Inpatient units use e-Rostering to roster to their agreed staffing levels, the individual
staffing levels are held within e-Rostering and are reviewed every six months or as required by the
Chief Nurse. A report is sent to Locality/Service Managers daily regarding the number of shifts
unfilled for their areas. There is also a daily report generated from e-Rostering to the Executive
Team giving information on the number of unfilled shifts each day for oversight that staffing levels
are achieved.
There is a general theme on four wards (Poppy, Rollesby, Thurne, Waveney) being under the 90%
fill threshold during the day and night for nurses and over the 125% fill threshold during the day
and night for care staff. Glaven ward had five instances out of six being under the 90% threshold
for nurses during the day and night. Four of the five wards with the highest number of breaches
had vacancy rates of 8% or higher. Thurne (9.5%) and Poppy wards (8%) also had high sickness
rates.
The trust provided commentary relating to these wards in a recent board paper.
‘Many rosters contain more than 20% of temporary nurses (either bank or agency). Many
temporary staff used are booked on a long-term basis to maintain consistency and stability in the
team to ensure safety is met. Currently there are 14 long-term agency placements throughout the
inpatient areas (Laurel Ward, Churchill Ward, Foxhall House, Rollesby, Poppy Ward, Northgate
Ward, Southgate Ward and Lark Ward). A number of our substantive staff are multi-post holders
therefore are known in the clinical areas and these are included in the percentages above.’
Rollesby Ward – ‘High amounts of annual leave in one week of April however this was pre-agreed
at interview. Two members of the RN Team are newly qualified therefore additional study time
assigned to attend the Nursing Academy. There is also a Physical Health Nurse as part of the RN
Team and is outside of the safer staffing numbers two shifts per week. High number of RN
vacancies with skill mixing to higher number of B6’s and
AP’s.’
Thurne Ward – ‘Both day and night fill-rates for Thurne were the lowest recorded over the past
year. One of the RN team is currently on maternity leave, another is the Physical Health Nurse
and is not counted as part of the staffing levels. Currently two episodes of long-term sickness and
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high annual leave levels in the last week of April however this was within tolerances when initially
agreed with more substantive staff in post.
The RN night fill rate has fallen for 3 consecutive months, from 106.4% in January, to 98.2% in
February, 80.2% in March and finally 76.3% in April. Rationale same as days above.’
Waveney Ward – ‘Both day and night fill-rates for Waveney were the lowest recorded over the
past year. One of the B6’s has taken a six-month career break with another RN currently not
working within the team environment. It is also to be noted that the Ward Manager was not present
on the ward due to attending coroners court at the end of April and one of the B6’s was not
included in the staffing numbers to manage the ward.
Commentary for nights is the same as days above.’
Annual staffing metrics
Core service annual staffing metrics
(1 May 2018 – 30 April 2019)

Staff group

All staff

Annual
Annual
Annual
Annual
average vacancy turnover sickness
establishment
rate
rate
rate

Annual
bank
hours (%
of
available
hours)

Annual
agency
hours
(% of
available
hours)

442.4

19%

10%

5.8%

179.5

28%

7%

4.9%

31,229 (14%)

213.4

13%

9%

7.0%

138,932 (51%) 6,937 (3%)

Medical staff

19.2

30%

7%

0.5%

Allied Health
Professionals

18.4

0%

37%

1.6%

Qualified
nurses
Nursing
assistants

0 (0%)

48,161
(22%)

11,176
(69%)

Annual
“unfilled”
hours
(% of
available
hours)

11,273 (5%)
24,307 (9%)
6,224 (38%)

The average vacancy rate for qualified nurses was in the highest 25% when compared to other
similar core services nationally.
Turnover rates for allied health professional are within the highest 25% when compared to other
similar trusts.
Sickness rates are within the lowest 25% for allied health professionals.
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Figure 2

Monthly 'vacancy rates' over the last 12 months for all staff shows a downward shift from November
2018 to April 2019 (See figure 2). The trust created new posts which contributed to this vacancy
rate.

Figure 3

Monthly 'turnover rates' over the last 12 months for all staff shows a downward trend from May 2018
to September 2018 (See figure 3).

Page 51

Figure 4

Monthly 'sickness rates' over the last 12 months for all staff shows an upward trend from May 2018
to September 2018 (See figure 4).

Figure 5

Monthly 'agency hours' over the last 12 months for all staff shows a reduction from November 2018
to April 2019 (See figure 5).
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Figure 6

Monthly 'vacancy rates' over the last 12 months for qualified nurses shows a decrease from
November 2018 to April 2019 (See figure 6).

Figure 7

Monthly 'turnover rates' over the last 12 months for qualified nurses, health visitors and midwives
shows an increase from November 2018 to April 2019 (See figure 7).

Figure 8

Monthly 'vacancy rates' over the last 12 months for nursing assistants are not stable and may be
subject to ongoing change (See figure 8).
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Figure 9

Monthly 'agency hours' over the last 12 months for nursing assistants are not stable and may be
subject to ongoing change (See figure 9).

Figure 10

Monthly 'bank hours' over the last 12 months for nursing assistants shows a downward trend from
July 2018 to November 2018 (See figure 10).
Mandatory training
Not all staff had completed and kept up-to-date with their mandatory training. Managers told us
that this was due to the number of new staff joining the trust who were still within their induction
period and that staff had been booked into training as appropriate.
The compliance for mandatory and statutory training courses at 30 April 2019 was 89%. Of the
training courses listed 18 failed to achieve the trust target and of those, five failed to score above
75%.
The trust set a target of 90% for completion of mandatory and statutory training.
Training is reported on a rolling month on month basis, representing the compliance at the end of
the month.
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The training compliance reported for this core service during this inspection was slightly lower than
the 93% reported in the previous year.
Key:

Below CQC 75%

Met trust target

✓

Not met trust
target

Higher

No change

Lower



➔




Number
of
eligible
staff

Number
of staff
trained

YTD
Compliance
(%)

Trust
Target
Met

Counter Fraud

384

379

99%

Moving and Handling (Level 1)
Equality, Diversity and Human Rights
(Level 1)

384

378

98%

✓
✓

384

376

98%

Mental Health Act

467

455

97%

Safeguarding Adults Level 1

384

374

97%

Smoking Cessation

336

324

96%

Safeguarding Children Level 1

384

369

96%

Induction - Corporate

384

367

96%

Health, Safety and Welfare

384

366

95%

Alcohol Identification and Brief Advice

336

318

95%

Deprivation of Liberty Safeguards

367

346

94%

Mental Capacity Act

467

440

94%

Suicide Prevention (eLearning)

384

359

93%

Rapid Tranquilisation

352

328

93%

Basic Life Support

12

11

92%

Preventing Radicalisation

384

349

91%

PMA - Personal Safety
Annual Security Refresher (Secure
Services)

469

417

89%

35

31

89%

Induction - Workplace

384

340

89%

Infection Control Non-Clinical

17

15

88%

Clinical Update Day (Non-Medical)

351

304

87%

Fire Training - eLearning

14

12

86%

Safeguarding Adults Level 3

472

404

86%

Infection Control Clinical

470

401

85%

Meds Management

347

294

85%

Care Certificate

285

232

81%

Immediate Life Support

350

284

81%

PMA - Physical Intervention

336

271

81%

Information Governance

384

303

79%

Fire Training - Classroom

378

272

72%

Manual Handling - Clinical

336

232

69%

Safeguarding Children Level 3

369

241

65%

Training Module

✓

Compliance
change when
compared to
previous year




✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
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Number
of
eligible
staff

Number
of staff
trained

YTD
Compliance
(%)

Trust
Target
Met

Clinical Update Day (Medical)

16

10

63%

Competency Framework
Total

6

1

10812

9603

17%
89%





Training Module

Compliance
change when
compared to
previous year




Assessing and managing risk to patients and staff
Assessment of patient risk
We reviewed 78 care records and saw that staff completed risk assessments for each patient on
admission using a recognised tool, and reviewed this regularly, including after any incident.
We saw evidence of patient involvement in risk assessments and discussions about what would
keep them safe.
Management of patient risk
Staff knew about any risks to each patient and acted to prevent or reduce risks. However, at the
time of the inspection, there had been a recent serious incident where staff had failed to recognise
the risk to the patient and had failed to keep him safe from harm.
Staff identified and responded to any changes in risks to, or posed by, patients. Staff met for daily
safety huddles. These were informal meetings where staff, including housekeeping staff where
relevant, met together to discuss ward or unit safety. These meetings included a discussion of
staffing, incidents, environmental risks and individual patient risk. Staff we spoke with told us these
meetings had a positive impact on safety on the wards.
Staff followed trust policies and procedures when they needed to search patients or their
bedrooms to keep them safe from harm.
Staff were not fully completing hourly observation sheets in line with Trust policy. We looked at the
hourly observation sheets for the two weeks prior to inspection on five wards. We found staff had
not fully completed observation sheets on four wards: On Avocet ward, we found two occasions
where observations had been completed but the observing staff member had not signed their
name, so managers could not ascertain from the sheets who completed observations during that
time. We also found two occasions where staff had not completed observations for one hour. On
Rollesby ward, we found two occasions where staff had not signed their name. On Samphire
ward, we found one occasion where staff had not completed observations for an hour. On
Northgate ward, we found 10 occasions where staff had not signed their name, and two occasions
where staff had not completed observations for one hour. Managers confirmed that the times
where staff had not completed observations coincided with shift handover times when less staff
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would be on the ward. The gaps were not picked up by the member of staff taking over
observations or the ward managers. There was a recent incident on Northgate ward where
observation sheets did not correlate with CCTV footage. We were not assured that managers had
sufficient oversight of patient observations to ensure patient safety, particularly during shift
handovers.
Staff were not sufficiently supported with implementing the trust smoke free policy. During the
inspection, we observed patients openly smoking in outside areas at the Hellesdon hospital site on
several occasions, including at the entrance to Glaven and Thurne wards. In Suffolk, we found
cigarette ends in the garden of Avocet ward. We found cigarettes in a patient bedroom in
Northgate ward, despite these being a contraband item. Senior staff acknowledged that staff were
not consistently applying the smoke free policy and there had been a number of incidents of
patients assaulting staff as they were distressed at not being able to smoke. Staff told us that
there was inconsistency in the way that managers implemented the policy, for instance on
Rollesby PICU, patients were allowed to vape on the wards whereas this was not permitted on
other wards. Some ward managers challenged patients smoking at the entrance to the wards at
Hellesdon hospital, but this meant that patients would move to other areas where staff were less
pro-active in asking patients not to smoke on the hospital grounds.

Use of restrictive interventions
Levels of restrictive interventions were reducing. The trust had introduced a promoting positive
practise strategy in February 2018 which set a three-year target to reduce the use of restrictive
interventions by 25%. As part of this strategy, staff removed blanket restrictions from wards if
possible. Staff had been empowered to take positive risks and a number of changes had taken
places on the wards, for example patients were able to have access to their own mobile phones
and make hot drinks during the day and night. Staff we spoke with were positive about these
changes and felt that it contributed to the wards becoming more therapeutic environments.
Informal patients could leave at will. We saw notices throughout the wards and on the exit doors
detailing informal patients’ rights.
Staff made every attempt to avoid using restraint by using de-escalation techniques, and
restrained patients only when these failed and when necessary to keep the patient or others safe.
Figures provided for the acute wards (except Yare and Samphire which were not open last year
and Lark which was only open for part of the year) showed that staff used restraint a total of 395
times between June and October 2019 which is a reduction from 515 between the same dates last
year. Staff on Yarmouth ward told us their goal was to reduce episodes of restraint by 40% which
they had achieved, and exceeded, and they were in the top ten services in the country for
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reducing seclusion. Staff on Lark had reduced their use of restrictive interventions by over 50%
since the ward re-opened.
The trust had made a change to the syllabus for prevention and management of violence and
aggression training, which placed more emphasis on using verbal de-escalation tools, techniques
and strategies to reduce incidents. The trust had also provided staff with training in human rights
and topics around trauma. Staff told us that the use of positive behaviour support plans had also
been instrumental in reducing the number of restraints.
Staff understood the Mental Capacity Act definition of restraint and worked within it.
Staff were not completing body maps after incidents of restraint. Managers told us that they did not
routinely use body maps and would only complete one if a patient had sustained an obvious injury.
However, without a body map staff would not have a record of whether a patient had been checked
for injuries and that none had been sustained.
This service had 1299 incidences of restraint (373 different service users) and 336 incidences of
seclusion between 1 June 2018 and 31 May 2019.
The below table focuses on the last 12 months’ worth of data: 1 June 2018 and 31 May 2019.
Ward
name
Avocet
Ward
Churchill
Ward
Glaven
Ward
Lark Ward
Northgate
Ward
Poppy
Ward
Rollesby
Ward
Southgate
Ward
Thurne
Ward
Waveney
Ward
Gt.
Yarmouth
and
Waveney
Acute
Service

Restraints

Patients
restrained

Of restraints,
incidents of prone
restraint

Of restraints,
incidences of
rapid
tranquilisation

Mechanical
restraint

51

83

38

14 (17%)

16 (19%)

3 (4%)

13

92

26

12 (13%)

25 (27%)

3 (3%)

3

71

23

12 (17%)

19 (27%)

0 (0%)

20

82

24

23 (28%)

22 (27%)

0 (0%)

12

54

19

3 (6%)

1 (2%)

0 (0%)

42

95

44

31 (33%)

24 (25%)

1 (1%)

102

214

50

55 (26%)

40 (19%)

2 (1%)

51

93

42

21 (23%)

9 (7%)

5 (5%)

10

181

24

58 (32%)

88 (10%)

9 (5%)

9

203

34

20 (10%)

56 (49%)

2 (1%)

23

131

49

62 (47%)

74 (28%)

9 (7%)

Seclusion
s
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Ward
name
Core
service
total

Seclusion
s

336

Restraints

Patients
restrained

Of restraints,
incidents of prone
restraint

Of restraints,
incidences of
rapid
tranquilisation

Mechanical
restraint

1299

373

311 (24%)

374 (29%)

34 (2.6%)

There were 311 incidences of prone restraint, which accounted for 24% of the restraint incidents.
Over the 12 months, incidences of restraint ranged from 68 to 178 per month. The number of
incidences of prone restraint (311) had decreased from the previous 12-month period (448).
Staff used rapid tranquilization infrequently on the acute and psychiatric intensive care units. The
use of as required (PRN) medicines was limited and on Yarmouth Ward staff had started to use
STAT (one off immediate) doses of medicines to manage behaviour rather than PRN medicines.
Where medicines were being used for rapid tranquilization (RT), they were prescribed in line with
trust policy and NICE guidance. Staff clearly recorded the monitoring of physical health post
administration and outcomes were well documented. However sometimes the physical health
monitoring forms weren’t fully completed in line with trust policy or uploaded onto the electronic
patient care record. There was no clear evidence of wards providing debriefs for staff or patients
following the use of rapid tranquilization as is recommended in NICE guidelines.
There were 374 incidences of rapid tranquilisation over the reporting period. Incidences resulting in
rapid tranquilisation for this service ranged from 12 to 66 over (1 June 2018 and 31 May 2019). The
number of incidences (374) had decreased from the previous 12-month period (422).
There have been 34 (2.6%) instances of mechanical restraint over the reporting period. The number
of incidences (34) had stayed the same as the number reported during the previous 12-month period
(34).
The trust has informed the CQC that:
“NSFT staff never use mechanical restraints of any kind…. The number of incidences of
mechanical restraints reported are due to other agencies deploying these techniques. For
example, the police will sometimes employ mechanical restraint when bringing service
users to Health Based Places of Safety, returning service users to in patient areas if they
have absconded, or if the police come to site to respond to an incident. Our staff will always
file a DATIX report when these incidences occur which explains why the numbers for these
type of restraints appear in our data”.
Staff recording of seclusion had improved since the last inspection. In most of the records we
looked at, when a patient was placed in seclusion staff kept clear records and followed best
practice guidelines. However, we found one incident when a patient secluded on Poppy ward for
over nine hours during a week day was not reviewed by the MDT or their responsible clinician. In
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Norfolk, staff did not record whether a patient’s carer/advocate had been informed which is a
requirement under the Mental Health Act Code of Practice. Staff did not always record the
decision making around termination of seclusion and whether the RC or duty doctor was informed.
This is a requirement under the Mental Health Act Code of Practice.
There had been 336 instances of seclusion over the reporting period. Over the 12 months,
incidences of seclusion ranged from 17 to 36 per month. The number of incidences (336) had
decreased from the previous 12-month period (394).
Staff followed best practice, including guidance in the Mental Capacity Act Code of Practice, if a
patient was put in long-term segregation.
There have been four instances of long-term segregation over the 12-month reporting period. The
number of incidences (four) decreased from the previous 12-month period (18).
The number of segregation incidences reported during this inspection was lower than the 15
reported at the time of the last inspection.

Safeguarding
Staff understood how to protect patients from abuse and the service worked well with other
agencies to do so. Staff had training on how to recognise and report abuse and knew how to apply
it.
Staff received training on how to recognise and report abuse, appropriate for their role.
Staff kept up-to-date with their safeguarding training. As of 30 April 2019, 97% of staff had
completed safeguarding level 1 training and 86% of staff had completed level 3 training.
Staff could give examples of how to protect patients from harassment and discrimination, including
those with protected characteristics under the Equality Act.
Staff knew how to recognise adults and children at risk of or suffering harm and worked with other
agencies to protect them.
Staff followed the trust’s policy to keep children visiting the ward safe.
Staff knew how to make a safeguarding referral and who to inform if they had concerns.
A safeguarding referral is a request from a member of the public or a professional to the local
authority or the police to intervene to support or protect a child or adult at risk from abuse.
Commonly recognised forms of abuse include: physical, emotional, financial, sexual, neglect and
institutional.
Each authority has their own guidelines as to how to investigate and progress a safeguarding
referral. Generally, if a concern is raised regarding a child or adult at risk, the organisation will
work to ensure the safety of the person and an assessment of the concerns will also be conducted
to determine whether an external referral to Children’s Services, Adult Services or the police
should take place.
Page 60

This core service made no safeguarding referrals between 1 May 2018 and 30 April 2019. The
number of safeguarding referrals reported during this inspection was lower than the 143 reported
The trust has submitted details of no serious case reviews commenced or published in the last 12
months (1 May 2018 and 30 April 2019) that relate to this service.

Staff access to essential information
Staff had easy access to clinical information and it was easy for them to maintain high quality
clinical records.
The trust used an electronic record system. All staff had access to the system and were able to
update and input new patient information in a timely manner.

Medicines management
Staff did not always follow systems and processes for safely prescribing, administering, recording
and storing medicines.
Staff did not always keep accurate records of medicines administered. We viewed 62 prescription
charts and there were multiple gaps in administration records on the prescription charts across all
acute services. We were not assured that medicines had been given to patients as prescribed.
There were multiple examples where medicines, both regular and PRN (when required), had been
given outside of the prescribed limits. Examples included antibiotics administered over the number
of days course stated on the prescription chart and PRN medicines for agitation given over the
maximum number of doses allowed in a day. In some cases, these over administrations breached
the requirements of the mental health act forms (T2/T3 forms) in place for the specific patients.
On Avocet Ward we found an error in the records of a controlled drug (prescription medicine that
is controlled under the Misuse of Drugs legislation). This was raised with the ward during our
inspection and subsequently investigated by the Trust and actions taken reported to the CQC
inspection team.
Staff reviewed patient’s medicines regularly and provided specific advice to patients and carers
about their medicines. Patient’s medicines were regularly reviewed at the multidisciplinary team
meeting (MDT). Patients and carers were involved in decisions about their medicines where
appropriate. The trust offered medicines education sessions on some wards where patients could
talk to pharmacy staff about their medicines. On wards where this wasn’t available patients could
request to speak to the pharmacist for help and advice.
Physical health was monitored regularly by the wards visited in accordance with NICE guidance.
There was a policy in place for the monitoring of any high dose anti-psychotic treatment. Where
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patients were prescribed medicines with stricter monitoring requirements the appropriate checks
had been completed.
Staff usually stored and managed all medicines and prescribing documents in line with the
provider’s policy. All medicines were stored securely in line with the provider’s policy and national
guidance. Access to medicines was limited to authorised staff only.

Track record on safety
At the time of inspection there was an ongoing, serious incident investigation on Northgate ward.
The serious incident resulted in a patient death. The trust is currently investigating this incident
and will provide a written serious incident report once the investigation is concluded.
Between 1 May 2018 and 30 April 2019 there were 14 serious incidents reported by this service.
Of the total number of incidents reported, the most common type of incident was
‘Apparent/actual/suspected self-inflicted harm meeting SI criteria’ with five. The two unexpected
deaths were instances of ‘Apparent/actual/suspected self-inflicted harm meeting SI criteria’.
We reviewed the serious incidents reported by the trust to the Strategic Executive Information
System (STEIS) over the same reporting period. The number of the most severe incidents
recorded by the trust incident reporting system was not comparable with STEIS with 13 reported.
There was one ‘Apparent/actual/suspected self-inflicted harm meeting SI criteria’ incident
difference between the two data sets with SIRI reporting one more than STEIS.
A ‘never event’ is classified as a wholly preventable serious incident that should not happen if the
available preventative measures are in place. This service reported no never events during this
reporting period.
The number of serious incidents reported during this inspection was lower than the 16 reported at
the last inspection.

Location

Glaven Ward
Waveney Ward
Rollesby Ward
Thurne Ward
Churchill Ward
Southgate Ward
Total

Disruptive/
aggressive/
violent
behaviour
meeting SI
criteria

Apparent/actual/
suspected selfinflicted harm
meeting SI
criteria

1
1

1

2

1
1
1
1

5

4

2

Pending
review

Sub-optimal
care of the
deteriorating
patient meeting
SI criteria

1

2

1

Total

1
2
2
3
1
3
13

Reporting incidents and learning from when things go wrong
Staff knew what incidents to report and how to report them.
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Staff raised concerns and reported incidents and near misses in line with trust/provider policy.
Staff understood the duty of candour. They were open and transparent and gave patients and
families a full explanation if and when things went wrong.
Managers debriefed and supported staff after any serious incident.
Managers investigated incidents thoroughly. Patients and their families were involved in these
investigations.
Staff received feedback from investigation of incidents, both internal and external to the service.
Staff met to discuss the feedback and look at improvements to patient care.
Staff learning from incidents had improved since the last inspection. Managers shared learning
with their staff about never events that happened elsewhere. At the time of the last inspection,
managers relied on e-mail to share learning from incidents, which staff did not always have time to
read. At this inspection, managers told us they shared information about incidents and learning in
a number of ways, including via e-mail, safety bulletins, at staff meetings and in safety huddles.
All the staff we spoke to on the acute wards across the trust were aware of the recent serious
incident on Northgate ward and the immediate lessons learnt from this incident.
The Chief Coroner’s Office publishes the local coroners Reports to Prevent Future Deaths which all
contain a summary of Schedule 5 recommendations, which had been made, by the local coroners
with the intention of learning lessons from the cause of death and preventing deaths.
In the last two years, there have been nine ‘prevention of future death’ reports sent to Norfolk and
Suffolk NHS Foundation Trust. None of these related to this service.

Is the service effective?
Assessment of needs and planning of care
Staff had made improvements to care planning since the last inspection. We reviewed 78 care
records and found that staff developed individual care plans through co-production with patients
and their carers. These were reviewed regularly through multidisciplinary discussion and updated
by staff as needed. Care plans reflected patients’ assessed needs, were personalised, holistic and
recovery-oriented.
Staff ensured that all patients regularly received on going physical health checks. Clinical staff
regularly monitored patients’ weight, pulse, blood pressure and temperature. If any issues were
identified staff were able to demonstrate the process of how they would escalate their concerns to
the relevant medical professional.
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Best practice in treatment and care
Staff provided a range of care and treatment interventions suitable for the patient group. The
interventions were those recommended by, and were delivered in line with, guidance from the
National Institute for Health and Care Excellence.
Staff ensured that patients had good access to physical healthcare, including access to specialists
when needed.
This service participated in 12 clinical audits as part of their clinical audit programme 2018 – 2019.
Audit name

Audit scope

Audit type

Date completed

Quarterly Report
April 2018
Monthly since July
18
and Weekly since
Jan 19

1823 - Rapid
Tranquillisation
- Recording
Physiological
Observations
Post
Administration

All Inpatient wards
where an incident of
Rapid Tranquillisation is
notified on Datix

Clinical Audit
of RT
Monitoring
Forms. First 4
hours post
administration
for safe
recording of
obs.

1810 –
Seclusion Completion of
documentation
and reviews Monthly
Heatmap and
weekly Audit

All Inpatient wards
where an incident of
Seclusion is notified on
Datix

Clinical Audit
of Seclusion
documentation
completed on
EPR.

Monthly since May
18
and Weekly since
Jan 19

Clinical Audit
of PBSPs on
EPR

Oct 18
Jan 19
Mar 19

Clinical.
Where
patients are
prescribed
valproate for
the treatment

Published Apr 18

1820 - Positive
Behaviour
Support Plans

1344b POMH
UK Audit
NSFT
Summary –
Valproate for

All Inpatient wards
where restrictive
interventions (restraint,
seclusion, rapid
tranquillisation) are
notified on Datix
Trustwide audit of
patients under the care
of both community
teams and inpatient
areas. From limited data
available, this includes

Key actions following the
audit
Audit frequency increased in
January to rapid cycle weekly
data to enable detailed and
current information to inform
practice change and learning
RT competency developed disseminated to clinical teams
June 2019, Sim-man training
to be initiated within PMA
training when Resuscitation
Lead commences in role. RRI
Lead has oversight of findings
and supports/facilitates teams
with actions for improvement
Audit frequency increased in
January to rapid cycle weekly
data to enable detailed and
current information to inform
practice change and learning
Seclusion competency
developed - disseminated to
clinical teams June 2019,
seclusion training to be
included within refreshed PMA
training. RRI lead has
oversight of findings and
supports/facilitates clinical
teams with actions for
improvement
Terms of reference for audit
reviewed - to audit individuals
as opposed to the number of
incidents, support plan training
to be included within refreshed
PMA training
Findings presented at Drug
and Therapeutics Committee
and Clinical Cabinet.
Summary of results circulated
within Trust through weekly
bulletin. Great focus on
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Audit name
bipolar
disorder

1518 POMHUK Rapid
Tranquillisation
16b re-audit

1813 – POMH
UK 18a
Clozapine

IPAC
IP
Environment
(Modified
Infection
Prevention
Society Tool)
(annually)
Hand Hygiene
/ Standard
Precautions
(Modified
Essential
Steps)
(quarterly)
Mattresses
(quarterly)
Commodes
(six monthly)
ECT (annually)

Audit scope
Glaven, Northgate,
Southgate and Great
Yarmouth Acute Service
wards and North
Locality, West Norfolk
Locality, Central Norfolk
community mental
health teams and Bury
South Integrated
Delivery Teams
Trustwide audit of
patients under the care
of inpatient areas. From
limited data available,
this includes Walker
Close, Foxhall, Julian,
Whitlingham, Churchill,
Carlton Court, Glaven,
Southgate, Thurne,
Waveney
Trustwide audit of
patients under the care
of both community
teams and inpatient
areas. From limited data
available, this includes
Ipswich IDT, Great
Yarmouth CMHT, Bury
South IDT, City 2 CMHT,
Central IDT, North West
Norfolk CMHT, North
East Norfolk CMHT,
South East Norfolk
CMHT

Audit type

Date completed

of bipolar
affective
disorder

Clinical.
Where intra
muscular
medication is
administered
for the
purposes of
rapid
tranquilisation

Clinical.
Where
clozapine is
prescribed

Published Oct 18

Findings presented at Drug
and Therapeutics Committee
and Clinical Cabinet.
Summary of results circulated
within Trust through weekly
bulletin.

Published Feb 19

Results to be presented at
next Drug and Therapeutics
Committee (July) and Clinical
Cabinet (June) for discussion.
Summary being developed for
inclusion on Trust bulletin for
wider circulation. Liaison with
local CCGs to ensure that
clozapine is present on SCR
utilising document produced
by POMH
Increased capacity of the
IPAC Team to provide
validation of the audits within a
new programme; with the
focus being Hand Hygiene
and Dress code (in 2019-20).

All Inpatient Wards
Clinical and
Environmental
including
Observations
of Practice
All sites with Clozapine
Clinics

Key actions following the
audit
valproate prescribing in
women of childbearing age
due to MHRA guidance being
issued.

May 2019 (upload
to intranet)
Reports completed
as indicated next to
each topic

Some away day sessions and
on Ward teaching completed
on HH, commode cleanliness,
dress code and general IPC
awareness.
Programme of mattress
replacement to ensure
cohesive standards of types of
mattress used in NSFT to
ensure standards met
including IPC and Fire
Retardant properties.
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Audit name

Audit scope

Audit type

Date completed

Community
Clozapine
Clinic Services
(Annually)

Key actions following the
audit
TOR of IPAC Committee
reviewed to seek wider
engagement of localities / care
groups for improved oversight
of the audit programme
2019 introduction of three Link
Practitioner network meetings
and an IPC Workbook to
support education and
engagement

1803i
Discharge
from Trust
Services Where patient
had an event
of overdose as
the prime
factor for
audited
admission
1803ii
Discharge
from Trust
Services assurance that
consultant or
senior doctor
was aware of
the discharge
and in
agreement
with it

1814 Mental
Capacity
Assessment

8 acute adult in-patient
wards across all
localities
GYAS, Churchill,
Southgate, Waveney,
Glaven, Thurne

Clinical

15/01/2019

Report presented to acute
services forum.
Trust-wide alert to all inpatient wards stating: "Teams
will respond with their
reflections, any good practice
and any plans they put in
place to develop team practice
in this area by 1st March
2019"

Where wards Managers have
not responded to the Alert these are being actively
chased by the Patient Safety
Officer.

All new patient
admissions during
September 2018 taken
from Abacus Daily
21 Inpatient wards
including:
Adult Acute and Older
Person's
Beach, Glaven, Reed,
Rollesby, Sandringham,
Thurne, Waveney,
GYAW, Dragonfly,
Churchill, Avocet,
Poppy, Walker, Willows,
Abbeygate, Northgate,
Southgate, SRRS,
Catton, Yare,
Whitlingham

Clinical Reaudit

Published Jan 2019

Wards where practice fell
below 95% (Rollesby, Thurne,
Churchill, Avocet, Willows,
SRRS, Catton) to discuss at
Governance Meetings and
action plans for next steps.
The MCA Lead for NSFT to
share and discuss the report
within the Mental health Law
forum and make
recommendations regarding
necessary guidance and
reviews.
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Audit name

Audit scope

Audit type

Date completed

1673 Physical
Health - Care
planning and
recording of
physical health
observations
for patients
with physical
health
conditions that
require
frequent
recording.
(Audit by
Physical
Health Nurses)

Glaven, Thurne,
Waveney, Beach,
Reed, Rose,
Sandringham,
Fernwood, Foxglove,
GYAS, Churchill,
Avocet, Lark, Poppy,
Willow, Abbeygate,
Northgate, Southgate,
Catton, Drayton,
Thorpe, Yare

Clinical

Published April 18

1821 Risk
Assessment
for Section 17
Leave

Glaven
Rollesby
Thurne
Waveney
Beach
Reed
Rose
Sandringham
Churchill
Dragonfly
GYAS
Laurel / Fernwood
Foxglove
Walker Close
Acle
Lark PICU
Avocet
Poppy

Clinical audit
of Detained
Patient
Weekly
Review
Checklists to
provide
assurance
against the
Quality
Account
figures of
2017/8 and
several Mental
Health Action
plans.

Published Aug 18

Key actions following the
audit
Audit required following SI
1052: ‘An audit to monitor the
use and compliance of these
forms in inpatient settings will
be carried out, which will
check care plans and use of
EWS forms’
Next Steps:
1. Audit taken to relevant
meetings to discuss findings
and next steps: Physical
Health Nurse Group, Physical
Health Strategy Group (27th
March) and at the Modern
Matrons General Meeting on
6th March
2. Agreement reached that all
Physical Health Nurses to lead
and complete an audit of 3
EWS forms randomly selected
from all patients on each ward.
This spot check audit will look
for full completion of both
sides of the form
3. A new subcategory to be
set up on Datix for the
recording of ‘Non-Compliance
with EWS (Early Warning
Score)’. This relates to the
monitoring and recording of
Physiological Observations
The Physical Health nurses
within each area will be
carrying out weekly checks
and reporting incidents where
non-compliances are found.
1) Where compliance fell
below 95% and/or Assurance
found to be Insufficient,
matrons and ward staff to
share this report to ensure that
the correct DWC forms are
completed.
2) Action Plans required to be
submitted to the Audit Team
within 6 weeks of publication
of this report.
3) The MHAA Team to check
that up to date DWC forms are
in place and being used.
4) The MHAA Team Liaise
with the Teams who have
amended the form so that we
can have one version that can
Page 67

Audit name

1611 Controlled
Drugs Audit
(completed by
Pharmacy
Dept)

Audit scope
Willows
SRRS
Northgate
Southgate
Abbeygate
Catton
Drayton
Thorpe
Foxhall House
Yare
Whitlingham
Wards: Dragonfly,
Beach, Rose, Reed,
Laurel, Foxglove,
Willows, Abbeygate,
Churchill, Glaven,
Rollesby, Thurne,
Waveney, Whitlingham,
Yare, Sandringham,
GYAS, Blakeney,
Drayton, Eaton, SRRS,
Foxhall, Northgate,
Southgate, Avocet, Lark,
Poppy, Walker Close

Audit type

Date completed

Clinical
Pharmacy

Published Aug
2018

Key actions following the
audit
be used by all wards.
5) Re-audit to be considered.

Ward staff informed and
required to rectify any practice
issues that fail to reach
compliancy.

Skilled staff to deliver care
The ward teams in Norfolk included, or had access to, the full range of specialists required to meet
the needs of patients on the wards. This included doctors, nurses, healthcare workers,
occupational therapists, activity co-ordinators and psychologists.
There were vacancies for psychology staff in Suffolk. The psychologist for the Woodlands unit left
in September 2019. The trust told us that this post had been recruited into and a new psychologist
was due to start at the end of October 2019. Patients on Lark psychiatric intensive care unit had
not had access to psychological therapies and support since February 2018. Patients at the
Wedgwood Unit had not had access to adequate psychological therapies since December 2018.
This had an impact on patients as they were not able to access psychological therapies in
accordance with National Institute for Clinical Excellence guidelines. Psychologists from other
teams had offered some support to staff, including a weekly formulation slot for staff on Lark ward.
Managers told us that a psychologist had been appointed for the Wedgwood unit and was due to
start working for the trust in November 2019.
The trust had a staff induction policy which all substantive, bank and agency staff were expected
to follow. Staff we spoke with told us they had received a corporate induction and comprehensive,
ward-based induction in line with the trust policy. Staff were supernumerary on the wards for two
weeks during their induction period and were expected to read key policies, learn about the ward
and shadow experienced staff before working independently on the wards.
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Managers identified the learning needs of staff and provided them with opportunities to develop
their skills and knowledge.
Ward managers used a range of systems to monitor staff performances. Where areas of
improvement or concern were identified managers took appropriate action in a timely manner. Two
managers we spoke with expressed frustration at how long disciplinary processes could take and
that they were not always kept updated as to the status of these investigations.
The trust’s target rate for appraisal compliance is 90%. At the end of last year (1 April 2018 and 31
March 2019), the overall appraisal rate for non-medical staff within this service was 81%. This year
so far, the overall appraisal rates was 79% (as at 30 April 2019). The wards with the lowest
appraisal rate at 30 April 2019 were SE Lark PICU Ward (38%), Central Adult Thurne Ward (48%)
and Central Adult Glaven Ward with an appraisal rate of 63%.
The rate of appraisal compliance for non-medical staff reported during this inspection was lower
than the 93% reported at the last inspection.
The appraisal rates for non-medical staff were lower than the trust target of 90% for seven wards .
Managers told us that this was due to a high number of new staff starting in the service who had
not yet been due an appraisal. The trust publishes a fortnightly appraisal report so that managers
are aware of who needs an appraisal on their team.

Total number
of permanent
non-medical
staff requiring
an appraisal

Total
number of
permanent
non-medical
staff who
have had an
appraisal

%
appraisals
(as at 30
April
2019)

%
appraisals
(previous
year 1
April 2018
- 31 March
2019)

Great Yarmouth and Waveney Adult Acute Ward

37

37

100%

97%

Southgate Ward

38

37

97%

100%

Churchill Ward

30

28

93%

94%

Rollesby Ward - PICU

21

19

90%

91%

Waveney Ward

25

21

84%

80%

Northgate Ward

32

24

75%

76%

Poppy Ward

30

21

70%

76%

Avocet Ward

38

26

68%

68%

Glaven Ward

24

15

63%

62%

Thurne Ward

21

10

48%

64%

Lark PICU Ward

8

3

38%

44%

304

241

79%

81%

3549

2886

81%

82%

Ward name

Core service total
Trust wide

The trust’s target rate for appraisal compliance is 90%. At the end of last year (1 April 2018 to 31
31 March 2019), the overall appraisal rate for medical staff within this service was 92%. This year
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so far, the overall appraisal rates this was 92% (as at 30 April 2019). The wards with the lowest
appraisal rate at 30 April 2019 was GYW Adult Acute Ward with 0% (however only one eligible
staff member).
The rate of appraisal compliance for medical staff reported during this inspection was higher than
the 91% reported at the last inspection.
Total
number of
permanent
medical
staff
requiring
an
appraisal

Total
number of
permanent
medical
staff who
have had
an
appraisal

%
appraisals
(as at 30
April
2019)

% appraisals
(previous year
1 April 2018 31 March
2019)

Southgate Ward

2

2

100%

100%

Poppy Ward

2

2

100%

100%

Glaven Ward

2

2

100%

100%

Rollesby Ward - PICU

1

1

100%

100%

Churchill Ward

1

1

100%

100%

Thurne Ward

1

1

100%

100%

Waveney Ward

1

1

100%

100%

Avocet Ward

2

2

100%

100%

Great Yarmouth and Waveney Adult Acute Ward

1

0

0%

0%

Core service total

13

12

92%

92%

Trust wide

123

88

72%

65%

Ward name

The trust has provided the following context regarding clinical supervision:
“NSFT recognise the importance of clinical supervision as an integral and vital component of
support and professional development to help deliver the highest standard of safe and effective
patient care.
Employees are supported to receive 6 to 10 sessions yearly. However, necessities of a
professional body will supersede this requirement. It is jointly the responsibility of individuals and
their line managers to ensure that they receive access to professional supervision at the required
frequency.
We have adopted a QI approach to this with services in the first developing their supervision trees
and implementing local arrangements so that staff have access to clinical supervision. Records of
clinical supervision are held locally. We have explored a number of reporting processes. ESR has
no native clinical supervision reporting functionality. As an initial arrangement we are using the
monthly ‘pulse surveys’ (see evidence P121). From April 2019 an average of 80% of respondents
confirmed that they received regular clinical supervision over the last 12 months. This is reported
to operational action groups and performance meetings.
We have reviewed the data held in the teams and services and are proposing a consistent
recoding format as the next stage in the improvement cycle which will support Trust wide
reporting.”
During the inspection, managers reported varying compliance rates for management and clinical
supervision across the wards. Managers had different ways of reporting of supervision and some
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classed various forms of other meetings as supervision, including reflective practice sessions,
safety huddles and team awaydays. In many of the care groups clinical supervision is included in
with management supervision. Therefore, it was difficult to assess whether ward managers were
meeting the trust targets for supervision and to compare with last year’s figures. The trust provided
figures for supervision compliance rates for the trust care groups (ward groupings by geographical
area) as of September 2019 which showed compliance rates for management supervision of
between 53.73% and 85.51%. North Norfolk and Norwich care group had the lowest compliance
rate of 53.73%.
All the staff we spoke with during the inspection told us they had received regular managerial and
clinical supervision in line with the trusts policy. The trust reported that 84% of staff said they had
regular management supervision in their Pulse survey carried out in September 2018.

Multi-disciplinary and interagency team work
Staff held regular multidisciplinary meetings to discuss patients and improve their care.
Staff made sure they shared clear information about patients and any changes in their care,
including during handover meetings.
Ward teams had effective working relationships with external teams and organisations.
Ward teams did not always have opportunities to meet with other teams in the organisation. There
was a lack of forums for staff to meet across the trust to offer peer support and share ideas,
learning and best practise

Adherence to the Mental Health Act and the Mental Health Act Code of
Practice
Staff understood their roles and responsibilities under the Mental Health Act 1983 and the Mental
Health Act Code of Practice and discharged these well. Managers made sure that staff could
explain patients’ rights to them.
Staff received and kept up-to-date with training on the Mental Health Act and the Mental Health
Act Code of Practice and could describe the Code of Practice guiding principles.
As of 30 November 2018, 80% of the workforce in this service had received training in the Mental
Health Act. The trust stated that this training is mandatory for all services for inpatient and all
community staff and renewed three years.
Staff had access to support and advice on implementing the Mental Health Act Code of Practice.
Staff knew who their Mental Health Act administrators were and when to ask them for support.
The service had clear, accessible, relevant and up-to-date policies and procedures that reflected
all relevant legislation and the Mental Health Act Code of Practice.
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Patients had easy access to information about independent mental health advocacy and patients
who lacked capacity were automatically referred to the service.
Staff explained to each patient their rights under the Mental Health Act in a way that they could
understand, repeated as necessary and recorded it clearly in the patient’s notes each time.
Staff made sure patients could take section 17 leave (permission to leave the hospital) when this
was agreed with the Responsible Clinician.
Staff requested an opinion from a Second Opinion Appointed Doctor (SOAD) when they needed
to.
Staff stored copies of patients’ detention papers and associated records correctly and staff could
access them when needed.
Informal patients knew that they could leave the ward freely and the service displayed posters to
tell them this.
Care plans included information about after-care services available for those patients who
qualified for it under section 117 of the Mental Health Act.
Managers and staff made sure the service applied the Mental Health Act correctly by completing
audits and discussing the findings.
As of 30 April 2019, 97% of the workforce in this service had received training in the Mental Health
Act. The trust stated that this training is ‘role specific’ for all services for inpatient and all
community staff and is only required ‘once’ as stated by the trust.
The training compliance reported during this inspection was the same as the 97% reported at the
last inspection.

Good practice in applying the Mental Capacity Act
Staff supported patients to make decisions about their care for themselves. They understood the
trust policy on the Mental Capacity Act 2005 and assessed and recorded capacity clearly for
patients who had impaired mental capacity.
As of 30 April 2019, 94% of the workforce in this service had received training in the Mental
Capacity Act. The trust stated that this training is ’role specific’ for all services for inpatient and all
community staff and is only required ‘once’ as stated by the trust.
The training compliance reported during this inspection was lower than the 98% reported at the
last inspection.
The trust told us that three Deprivation of Liberty Safeguard (DoLS) applications were made to the
Local Authority for this service between 1 May 2018 to 30 April 2019 relating to this core service.
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The number of DoLS applications made during this inspection was higher than the two reported at
the last inspection.

May
18
Standard
applications
made
Standard
applications
approved

Number of ‘Standard’ DoLS applications made by month
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
18
18
18
18
18
18
18
19
19

Mar
19

Apr
19

Total

1

0

0

0

0

1

0

0

1

0

0

0

3

0

0

0

0

0

0

0

0

0

0

0

0

0

Is the service caring?
Kindness, privacy, dignity, respect, compassion and support
Staff were discreet, respectful, and responsive when caring for patients. This was an improvement
from last year and we saw improvements in care planning and involvement in patients and carers.
Staff gave patients help, emotional support and advice when they needed it.
Staff supported patients to understand and manage their own care treatment or condition.
Staff directed patients to other services and supported them to access those services if they
needed help.
Patients said staff treated them well and behaved kindly.
Staff understood the individual needs of each patient.
Staff felt that they could raise concerns about disrespectful, discriminatory or abusive behaviour or
attitudes towards patients.
Staff followed policy to keep patient information confidential.
The sites which deliver acute wards for adults of working age and psychiatric intensive care units
within Norfolk and Suffolk NHS Foundation Trust were compared to other sites of the same type
and the scores they received for ‘privacy, dignity and wellbeing were found to be about the same
as the England average.

Involvement in care
Involvement of patients
Staff introduced patients to the ward and the services as part of their admission.
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Staff involved patients and gave them access to their care planning and risk assessments. Staff
spoken with told us they co-produced care and treatment plans with patients and their carers if
necessary. We reviewed 78 care and treatment records and saw that patients were involved in
planning of their care from admission. We saw goals had been set, which were achievable,
individualised and personal to their wishes.
Staff made sure patients understood their care and treatment and found ways to communicate
with patients who had communication difficulties.
Staff involved patients in decisions about the service, when appropriate.
Patients could give feedback on the service and their treatment and staff supported them to do
this. Community and mutual help meetings were held daily which followed a set agenda which
included activity preferences and any concerns regarding the service.
Staff supported patients to make advanced decisions on their care.
Involvement of families and carers
Staff involved families and carers appropriately and provided them with support when needed. We
spoke with 11 carers who told us they felt involved by the staff and their views were taken into
consideration.
Staff enabled families and carers to give feedback on the service they received. For example, via
surveys or during care reviews.
Staff provided carers with information about how to access a carer’s assessment and signposted
them to other community resources, as necessary. For instance, one carer told us that she had
been given help and information regarding her needs as she had a disability herself.

Is the service responsive?
Access and Discharge
Bed management
At the time of the inspection, all wards, except Lark ward had bed occupancy above 85%.
The trust provided information regarding average bed occupancies for 11 wards in this service
between 1 May 2018 to 30 April 2019.
Ten of the 11 wards within this service reported average bed occupancies above the minimum
benchmark of 85% over this period.
Ward name

Average bed occupancy (1 May 2018
- 30 April 2019)

Thurne Ward

106%
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Ward name

Average bed occupancy (1 May 2018
- 30 April 2019)

Churchill Ward
Glaven Ward
Waveney Ward
Northgate Ward
Yarmouth Ward
Avocet Ward
Rollesby Ward
Southgate Ward
Poppy Ward
Lark Ward

100%
99%
98%
98%
96%
91%
90%
89%
89%
73%

The trust provided information for average length of stay for the period 1 May 2018 to 30 April 2019.

Ward name
Yarmouth Ward
Avocet Ward
Churchill Ward
Glaven Ward
Lark Ward
Northgate Ward
Poppy Ward
Rollesby Ward
Southgate Ward
Thurne Ward
Waveney Ward

Ward name
Acute Yarmouth Ward
Avocet Ward
Churchill Ward
Glaven Ward
Lark Ward
Northgate Ward
Poppy Ward
Rollesby Ward
Southgate Ward
Thurne Ward
Waveney Ward

Average length of stay of current
patients - range in days (1 May 2018 30 April 2019)
26
60
34
55
65
42
28
50
38
68
30

16 - 47
48 - 132
21 - 55
40 - 94
14 - 150
41 - 64
19 - 62
10 - 127
21 - 57
69 - 104
30 - 45

Average length of stay of discharged
patients- range in days (1 May 2018 30 April 2019)
17
29
32
51
31
71
20
37
10
44
40

12 - 32
19 - 38
18 - 51
27 - 95
3 - 118
39 - 111
15 - 28
11 - 131
6 - 20
27 - 63
29 - 75

Staff did not always clearly communicate when patients were transferred between wards in
Suffolk. During the inspection, we observed an incident where a patient arrived at a ward without
staff expecting them and without a clear handover . Staff on this ward told us that this had
happened previously, and this could make it stressful for staff and difficult to be aware of the
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patient’s immediate needs particularly if they could not communicate clearly themselves. This
could have an impact on patients as they may have to repeat information to staff or not feel that
they are expected on the ward.
Staff in Suffolk told us that that inappropriate referrals had been made to the PICU and staff on
Lark told us they were concerned about the admission of patients with learning difficulties with
behavioural, rather than mental health, difficulties. The trust had acknowledged that there had
been instances of patients with learning difficulties inappropriately placed. Two staff members
raised concerns that decisions regarding admissions and transfers between wards were made by
bed managers rather than clinicians which had an impact on patient care. However, other staff told
us that clinician-led decision making had improved since the introduction of the new management
structure for the acute service.
The trust had a reducing number of out of area placements. As of October 2019, the trust had 19
out of area placements (excluding specialist placements).
The trust had developed a system-wide action plan and patient flow mobilisation group,
supported by clinical commissioning groups and NHS England to reduce the number of out of
area placements which had reached a high point in March 2019 - the trust reported 503 out of
area placements between May 2018 and April 2019 which was an increase since the last
inspection in 2018, where the trust reported 365 out of area placements between 1 June 2017
and 31 May 2018. The trust had made significant progress to reduce this number to 19 as of
October 2019. It was too early to say if this improvement was sustainable.
Yare ward, a new 16 bed mixed sex adult ward, opened in September 2019 to increase capacity in
Norfolk.
Four hundred and ninety six out of 503 out of area placements were due to capacity, while seven
placements related to specialist needs.
.Number of out of

Number due to

Number due to

area placements

specialist needs

capacity

503

7

496

Range of lengths

Number of

(completed

ongoing

placements)

placements

1 - 336

19

The planning of patient’s discharge did not always contribute to people staying out of hospital. This
was a concern at the last inspection. The total number of readmissions within 28 days between June
2018 and April 2019 had not changed significantly since the last inspection from 253 to 245
readmissions. The number of readmissions to any ward had decreased on four wards but had
increased on six wards. Between April and October 2019, there had been 114 readmissions.
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Managers told us they were addressing this and following a successful pilot period in November
2018, Red2Green methodology had been rolled out to all adult wards across the trust. Red2Green
is a visual management system to assist staff in tracking a patient’s journey and required staff to
discuss for every patient whether their inpatient stay is adding value to their care and to create an
action plan if not.
This service reported 245 readmissions within 28 days between 1 May 2018 to 30 April 2019. Of
the readmissions reported, 112 (46%) were readmissions to the same ward as discharge. The
average of days between discharge and readmission was 11 days. There were four instances
whereby patients were readmitted on the same day as being discharged but there were 18 patients
readmitted the day after being discharged. This is the same number of patients readmitted the day
after discharge during the same period last year,
At the time of the last inspection, for the period 1 June 2017 and 31 May 2018, there were a total of
253 readmissions within 28 days. Of these, 114 were readmissions to the same ward (45%) and the
average days between discharge and readmission was 11 days.

Ward name

Southgate
Ward
Poppy Ward

Number of
readmissions
(to any ward)
within 28
days

Number of
%
readmissions
readmissions
(to the same
to the same
ward) within
ward
28 days

Range of
days
between
discharge
and
readmission

Average days
between discharge
and readmission

46

30

65%

1 -28

12

0 - 28

10

0 -28

9

1 - 27

12

1 - 27

12

2 – 28

11

6 -14

11

1 - 27

11

1 – 25

13

1 – 28

12

0 - 28

11

42

18

Yarmouth Ward

44

16

Avocet Ward

26

19

Churchill Ward

21

14

Thurne Ward

16

4

Rollesby Ward

5

0

Waveney Ward

17

4

Glaven Ward

16

5

Northgate Ward
Core service
total

12

2

43%
36%
73%
67%
25%
0%
24%
31%
17%

245

112

46%

Discharge and transfers of care
Managers monitored the number of delayed discharges and knew which wards had the highest
numbers. The trust employed discharge co-ordinators to support patients.
Between 1 May 2018 to 30 April 2019 there were 1,873 discharges within this service. This amounts
to 81% of the total discharges from the trust overall (2,325).
Delayed discharges across the 12-month period ranged from five to 38.
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The proportion of delayed discharges reported during this inspection was lower than 76% reported
at the time of the last inspection.

Facilities that promote comfort, dignity and privacy
The design, layout, and furnishings of the ward supported patients’ treatment, privacy and dignity.
Each patient had their own bedroom, which they could personalise. However, patient bedrooms on
Glaven, Thurne and Yare wards were not ensuite. There were separate, communal facilities for
male and female patients on these wards.
Patients had a secure place to store personal possessions.
Staff used a full range of rooms and equipment to support treatment and care.
The service had quiet areas and a room where patients could meet with visitors in private.
The trust had provided a newly furnished sensory room for patients on Rollesby ward. Staff told us
that patients made good use of this room and it was helpful for patients who needed a quiet,
calming space when they were feeling distressed.
Patients could make phone calls in private and had access to their own mobile phones.
The service had an outside space that patients could access easily.
Patients could make their own hot drinks and snacks and were not dependent on staff.
The service offered a variety of good quality food.
The sites which deliver acute wards for adults of working age and psychiatric intensive care units
within Norfolk and Suffolk NHS Foundation Trust were compared to other sites of the same type
and the scores they received for ‘ward food’ were found to be about the same as the England
average.

Patients’ engagement with the wider community
Patients had access to opportunities for education and work, and staff supported patients to stay
in contact with families and carers.
Staff encouraged patients to develop and maintain relationships both in the service and the wider
community. The trust employed an activity coordinator to work on each ward. The role of the
activity coordinator was to support patients with activities particularly off the ward and to promote
community engagement. We spoke to one activity worker and they told us they encouraged
patients to participate in community groups and activities that they could continue attending after
discharge, for example singing groups, park runs and local health walks.

Meeting the needs of all people who use the service
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The service met the needs of all patients – including those with a protected characteristic. Staff
helped patients with communication, advocacy and cultural and spiritual support.
Wards and outside areas were wheelchair accessible. Staff could access information leaflets in a
variety of formats such as easy read. Staff could print leaflets in a different language for people
whose first language was not English. Staff also had access to interpreters to ease communication
with patients, as needed.
There was a variety of leaflets for patients and visitors. These included how to complain about the
service, what to expect during the patient’s admission to the ward, care planning, advocacy
information and patients’ rights.
The cooks prepared meals that met the dietary needs of the patients. For example, the cooks
prepared halal meat and vegetarian dishes to those who requested them. There were information
boards in the dining room detailing options available for breakfast, lunch and dinner.
The sites which deliver acute wards for adults of working age and psychiatric intensive care units
within Norfolk and Suffolk NHS Foundation Trust were compared to other sites of the same type
and the scores they received for ‘disability’ and dementia friendliness’ were found to be about the
same as the England average.

Listening to and learning from concerns and complaints
The service treated concerns and complaints seriously, investigated them and learned lessons
from the results, and shared these with the whole team and wider service.
Patients, relatives and carers knew how to complain or raise concerns.
The service clearly displayed information about how to raise a concern in patient areas.
Staff understood the policy on complaints and knew how to handle them.
Staff knew how to acknowledge complaints and patients received feedback from managers after
the investigation into their complaint.
Managers investigated complaints and identified themes.
This service received 103 complaints between 1 May 2018 to 30 April 2019, six of these were
upheld, 24 were partially upheld and 35 were not upheld. No complaints were referred to the
Ombudsman.
The number of complaints received was similar to the number reported at the last inspection which
was 101.
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Glaven Ward (HH)

5

Lark Ward PICU - AMH (East Suffolk)

2

Northgate Ward - AMH (West Suffolk)

5

Poppy Ward- AMH (East Suffolk)

9

Rollesby Ward PICU (HH)

8

South East Adult Community (Central)

12

Southgate Ward - AMH (West Suffolk)

6

Thurne Assessment Unit (HH)

3

Waveney Ward (HH)

2

1

2

2

1

1

6

2

1

1

2

1

1

(blank)

Withdrawn

12

Other

Churchill Ward, Fermoy Unit

Not upheld

10

Partially upheld

Avocet Ward - AMH (East Suffolk)

Fully upheld

Total
Complaints

Ward name

4

2
1

1

1

2

3

1

1

1

2

3

3

1

1

4

3

4

1

1

1

10

1

2

Yarmouth & Waveney Acute Services

21

4

11

Total

103

24

35

1

2

1

6

2

1
1

1

1

5
6

10

8

21

This service received 174 compliments during the last 12 months from 1 May 2018 to 30 April
2019 which accounted for 32% of all compliments received by the trust as a whole (541).

Is the service well led?
Leadership
Leaders had the skills and abilities to run the service. They understood the issues, priorities and
challenges the service faced and managed them. They were visible in the service and supported
staff to develop their skills and take on more senior roles.
The trust had introduced a new management structure across the acute wards. Staff we spoke
with knew who the leaders and senior managers were and were positive about the new structure.
They told us that managers were more visible in the service and had a better understanding of
local issues. Staff told us managers were approachable and they could raise any issues they
wanted to escalate.
Staff we spoke with were positive about the changes at board level within the trust. Most staff felt
that the senior leadership were listening to their concerns and were more visible They felt more
empowered to make changes and suggest ideas for improvement.
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However, some staff, at the Wedgwood Unit in particular, felt that managers did not recognise that
they were stressed and burnt out and that leaders did not understand their concerns, particularly
around staffing levels and feeling safe on the wards. Staff at the Wedgwood unit also expressed
concern about clinical decisions being over-ridden by managers. However, other staff in the trust
told us this had improved with the new management structure and decisions were being made by
clinicians as appropriate.

Vision and strategy
The service had a vision for what it wanted to achieve and a strategy to turn it into action,
developed with all relevant stakeholders. They were aligned to local plans and the wider health
economy. Managers made sure staff understood and knew how to apply them.
Staff we spoke with were aware of the organisation’s values and demonstrated these in their day
to day work. Staff told us that information about the trust values was available on the trust’s
intranet system and were regularly highlighted in meetings and training as well as being displayed
on all the wards.

Culture
Most of the staff we spoke with felt that the culture of the trust was improving. Staff felt more
listened to, more positive about working for the trust and that senior managers were more visible.
Staff told us they felt empowered to make changes and the new management structure was
working well.
Most staff felt respected, supported and valued. Staff morale was lower in the Wedgwood unit,
where staff were concerned about staffing levels and felt less safe on the wards and more burnt
out.
Staff we spoke with felt that the trust provided good opportunities for career development. The
trust offered a leadership and management programme for new leaders, a development
programme for band 6 staff and preceptorships for newly qualified staff. Staff we spoke with, who
were participating in these development programmes, told us they were being equipped with the
skills needed to be effective and responsive members of staff.
All the staff we spoke with were positive about the teamwork on the wards, and within their units,
and told us teams worked cohesively and supported each other well. Many staff told us that they
were proud to work for the trust and were hopeful and optimistic about the future. However, there
was a lack of opportunities for staff across Norfolk and Suffolk to meet together to share concerns
and best practise. The clinical team leaders at Hellesdon hospital had a regular meeting, however
this did not include managers from the wards in other parts of Norfolk, i.e. Samphire and Yarmouth
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wards. Staff told us they felt disconnected from other geographical areas of the trust and would
welcome more opportunities to meet together for shared learning and peer support.

Governance
Managers ensured there were structures, processes and systems of accountability for the
performance of the service. Staff at all levels were clear about their roles and accountabilities,
however staff told us they did not have regular opportunities to meet, discuss and learn from the
performance of the service across the trust.
The trust had a dashboard system in place to monitor mandatory training and ward performance.
Ward managers regularly reviewed the dashboard and requested training dates for training that
was due to expire.
Ward managers told us they felt they had good support from senior leaders and had autonomy to
make daily decisions in their role.

Management of risk, issues and performance
Managers did not have effective systems in place to identify, understand, monitor and reduce risks
relating to medicine management and checking of emergency equipment. We found issues with
medicine management and checking of emergency equipment on wards across the acute service.
Staff conducted monthly audits of prescription charts to ensure they were completed properly, and
medicines had been administered correctly. Due to the number of errors found we could not be
assured that the audit process was robust enough to capture and address any issues identified.
The Trust operated an incident reporting system on which staff could record any incidents and
medicine safety concerns. However, wards did not report on near miss incidents and they could
not demonstrate examples of good practice shared between wards on the Trust. Results from
audit work around medicines was not fed back to ward staff to help them understand areas of
good and poor practice.
Managers did not provide consistent support to staff to implement the trust smoke free policy. The
trust had attempted to address the significant concerns from the last inspection about patients
having access to lighters by allowing patients to keep tobacco products and lighters in small
lockers at the acute ward entrances and allowing patients to access these when they went on
unescorted leave with the understanding they would go off site to smoke. Patients were not
permitted to smoke during escorted leave on hospital grounds. However, staff told us that the ban
on smoking on the hospital grounds was not consistently upheld and managers were not
consistent in challenging patients who were openly smoking outside ward entrances or supporting
other staff to do so. During the inspection, we saw patients openly smoking outside wards on
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several occasions. Staff who did challenge patients had experienced verbal abuse and assaults
from patients who were distressed at not being able to smoke. Senior leaders told us they were
aware of these difficulties and intended to consult with staff and discuss with team leaders a plan
to manage the implementation more effectively.
Managers did not have effective systems in place to ensure staff were observing patients in
accordance with trust policy. We found staff had not fully completed observation sheets on four out
of the five wards that we checked. Managers had not identified or addressed these gaps with staff
members. There is a risk to patient safety and wellbeing if observations are not completed
correctly or if a manager cannot identify who has carried out patient observations at a particular
time.
Ward managers used a range of systems to monitor staff performances. Where areas of
improvement or concern were identified, managers took appropriate action in a timely manner.
Where areas of good performance were noted, this was praised and discussed during annual
appraisal and supervisions.
Staff were able to contribute to the risk register. If staff identified an area of risk through
environmental checks and audits, they were able to escalate this to ward managers, who would
ensure control measures were put in place to minimise the risk.
The service had a contingency plan in place for events such as severe adverse weather or power
failure.

Information management
The trust collected reliable information and analysed it to understand performance and to enable
staff to make decisions and improvements. The information systems were integrated and secure.
Staff made notifications to external bodies as needed. For example, raising safeguarding concerns
and submitting statutory notifications to the Care Quality Commission.

Engagement
The trust engaged well with patients, staff, equality groups, the public and local organisations to
plan and manage appropriate services. The trust collaborated with partner organisations to help
improve services for patients.
Staff, patients and carers had access to up to date information about the work of the provider and
the services they used. For example, through the intranet, bulletins and newsletters. The trust had
begun to use social media, such as twitter, to engage with the public.
Patients and carers had opportunities to give feedback on the service they received in a manner
that reflected their individual needs.
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Patients and carers were involved in decision making about changes to the service. For example,
at daily community meetings all patients were able to inform ward staff of their preferences and
what they wanted the ward to improve on.

Learning, continuous improvement and innovation
All staff were committed to continually improving services and had a good understanding of quality
improvement methods. Leaders encouraged innovation and participation in research. The trust
had introduced a quality improvement leadership programme for staff at all levels and as of
September 2019 had trained 200 staff. During the inspection, we spoke to nine members of staff
who had completed the training and they spoke with positivity and enthusiasm regarding some of
the projects they had developed, including reducing restrictive practises on their wards and
improving care planning.
NHS trusts are able to participate in a number of accreditation schemes whereby the services they
provide are reviewed and a decision is made whether or not to award the service with an
accreditation. A service will be accredited if they are able to demonstrate that they meet a certain
standard of best practice in the given area. An accreditation usually carries an end date (or review
date) whereby the service will need to be re-assessed in order to continue to be accredited.
There were no accreditations relating to this core service.
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MH – Wards for older people with mental health problems
Facts and data about this service

Location site name

Ward name

Number of beds

Patient group (male,
female, mixed)

Julian Hospital

Reed Ward

13

Female

Carlton Court

Foxglove Ward (closed
at the time of the
inspection)

11

Mixed

Carlton Court

Laurel Ward

11

Mixed

Julian Hospital

Beach Ward

13

Male

Julian Hospital

Rose Ward

13

Mixed

Julian Hospital

Sandringham Ward

15

Mixed

17 (10 Functional) (7
Organic)

Mixed

21

Mixed

West Suffolk Hospital Site
(Wedgwood House)
Ipswich Hospital Site
(Woodlands)

Abbeygate Ward
Willows Ward

The methodology of CQC provider information requests has changed, so some data from different
time periods is not always comparable. We only compare data where information has been
recorded consistently.

Is the service safe?
Safe and clean care environments
All wards were safe, generally clean, well equipped, well furnished, well maintained and fit for
purpose. However, we inspected the male corridor of Maple ward, Abbeygate and were struck by
an offensive odour emitting from a patient’s bedroom. The contract cleaning team had been
instructed not to clean if the patient was in his room. This had not been relayed to the nursing
team. We raised this with the ward manager, who arranged for a deep clean of the room. We
revisited the ward and there were no further concerns.
Safety of the ward layout
Staff could see patients in all parts of the wards. Staff supported general observation to monitor
patient interaction, risk and respond to patient needs. The layout of the wards allowed staff to
observe patients safely. There were blind spots within some areas of the hospital however, staff
mitigated the risks with mirrors and the use of floor walkers allowing clear lines of sight.
Over the 12-month period from 1 May 2018 to 30 April 2018 there was one same sex
accommodation breach within this service. At the time of our inspection the service had no same
sex breaches.
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The number of same sex accommodation breaches reported in this inspection was higher than the
nil reported at the time of the last inspection.
There were ligature risks on seven wards within this service. One ward had not had a ligature risk
assessment in the last 12 months, Foxglove ward as it was closed. All wards had an up to date
ligature risk assessment and ‘heat maps’ of high-risk areas displayed in the ward office.
Ward / unit
name

Willows
ward/Woodlands

Abbeygate
ward/Wedgwood

Reed Hammerton
Court
Rose Hammerton
Court
Sandringham
Julian Hospital
Laurel Carlton
Court

Beach
Hammerton
Court

Briefly describe risk one sentence preferred
Windows (bedroom). This
is because they use the
original britplas design
which has an internal
closing mechanism which
can create a point of
suspension.

High level of
risk? Yes/ No

Summary of actions taken

Yes

Level of risk within older persons is
assessed appropriate to presentation,
with the ability to adjust the level of
observations (from hourly checks to
enhanced observations).

Bedroom beds, which
have multiple points from
which to create a
suspension point.
Bathrooms. Contain
multiple points from which
suspension can occur.
Bathrooms. Contain
multiple points from which
suspension can occur.
Bathrooms. Contain
multiple points from which
suspension can occur.
Beds (king's). Contain
multiple points from which
suspension can be made.

Beds (king's). Contain
multiple points from which
suspension can be made.

Yes

Yes

These are required for physical health
care, but assessment made of clinical
risks and use of enhanced
observations available where
indicated.
Assessment of risks completed with
controlled access used where
required.

Yes

Controlled access where required by
staff

Yes

Controlled access where required by
staff

Yes

Yes

Monitor patient needs for use of beds
and assessment of potential risks.
Ability to use enhanced observations.
Level of risk and presentation within
older persons different however
placement of pts, observations and
floor walking in place. Review of risk
assessment and vulnerability is
flexible with daily and weekly MDT
review

Staff had easy access to alarms and patients had easy access to nurse call systems. Patients,
where appropriate had electronic access, via a wristband, to their bedrooms.
Maintenance, cleanliness and infection control
PLACE assessments aim to provide a clear message from patients on how the care environment
may be improved. They are undertaken by teams of local people alongside healthcare staff and
assess privacy and dignity, food, cleanliness, building maintenance and the suitability of the
environment for people with disabilities and dementia.
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The sites which deliver wards for older people with mental health problems within Norfolk and
Suffolk NHS Foundation Trust were compared to other sites of the same type and the scores they
received for ‘cleanliness’ and ‘condition, appearance, and maintenance’ were found to be about
the same as the England average.
Staff kept themselves, equipment and the premises clean. They used control measures to prevent
the spread of infection. Protective clothing such as aprons and gloves were available. Staff had
adequate hand washing facilities and hand gel on each ward.
Seclusion room (if present)
There were no seclusion rooms in this service.
Clinic room and equipment
Clinic rooms were fully equipped, with accessible resuscitation equipment and emergency drugs.
There were processes in place to check that drugs were in date and that staff maintained
equipment. Clean stickers were visible and in date, however some stickers were missing at
Abbeygate.

Safe staffing
The service had enough nursing and medical staff, who knew the patients and received basic
training to keep people safe from avoidable harm.
Managers had calculated the number and grade of nurses and nursing assistants required per
ward. We examined staffing rotas and found that the number of nurses and nursing assistants
matched this number on most of the shifts.
Each ward manager adjusted staffing levels daily as required, to meet patient needs
Staff reported that there had been an active, ongoing recruitment programme and that there were
fewer vacancies of all grades of staff, including nurses and therapists. This had led to a reduction
in the use of bank and agency staff.
The below chart shows the breakdown of staff in post WTE in this core service from 1 May 2018 to
30 April 2019.

Figure 2

The below table covers staff fill rates for qualified nurses and care staff during March, April and May
2019.
Key:
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> 125%

< 90%

Day
Nurses
(%)

Night

Care
staff
(%)

Nurses
(%)

Day

Care
staff
(%)

Nurses
(%)

March 2019

Night

Care
staff
(%)

Nurses
(%)

Day

Care
staff
(%)

Nurses
(%)

April 2019

Night

Care
staff
(%)

Nurses
(%)

Care
staff
(%)

May 2019

Abbeygate
Ward

88.0

95.8

95.2

95.4

91.1

90.0

94.2

93.1

91.8

86.9

92.5

108.5

Beach Ward

76.1

111.0

79.1

134.3

73.6

118.4

50.9

138.3

75.0

115.3

44.5

144.5

Laurel Ward

95.2

133.2

97.3

126.2

94.2

93.9

100.0

106.7

90.2

93.3

100.0

109.7

Reed Ward

90.9

100.0

90.3

103.4

77.8

113.6

110.0

105.1

102.9

97.4

151.6

101.8

Rose Ward

49.6

189.7

97.3

196.2

69.2

177.8

90.0

181.6

69.7

175.0

119.6

167.8

Sandringham
Ward

80.8

135.4

116.7

130.9

82.2

125.3

148.3

124.7

80.5

107.8

100.0

100.9

Willow Ward

99.8

130.0

102.4

160.8

110.9

139.6

106.4

205.9

104.7

163.0

105.1

200.4

Beach Ward – The registered day fill rate has varied between 73.6% and 76.1% and the night fill
rate was between 50.9% to 79.1% over the last three months. The night fill rate for care staff
varied between 134.3% to 144.5%. one of the B6 Rn’s had a long period of long-term sickness
episode returning in April being supported with a phased return and high amounts of study leave
across the RN team. Two posts filled however, not due to start with the team until September.
Reed Ward – In April 2019 the registered nurse day fill rate fell below 80% for only the third time
this year, this can be attributed to two members of the registered nurse team leaving in April.
Rose Ward has seen a 20% increase on day fill rates in April compared to March. Assistant
practitioners are being assigned to backfill RN shortfall and have improved temporary staffing fill
rates for RN’s. High number of vacancies within the team and a rolling advert for RN’s continues.

Annual staffing metrics

Staff group

Annual
average
establishment

Core service annual staffing metrics
(1 May 2018 – 30 April 2019)
Annual
bank
Annual
Annual
Annual
hours (%
vacancy turnover sickness
of
rate
rate
rate
available
hours)

Annual
Annual
agency “unfilled”
hours
hours
(% of
(% of
available available
hours)
hours)

All staff

299.7

10%

9%

7.1%

Qualified
nurses

104.8

20%

12%

7.0%

12,300
(9%)

12,116
(8%)

5,010
(3%)

Nursing
assistants

169.1

5%

7%

7.1%

104,066
(38%)

8,479
(3%)

15,609
(6%)

5.2

39%

47%

2.4%

0 (0%)

8,092
(87%)

1,168
(13%)

Medical staff
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Allied Health
Professionals

10.3

-18%

9%

9.7%

Vacancy

Figure 3

Monthly vacancy rates over the last 12 months for all staff shows an upward trend from May 2018
to September 2018 (see figure 2), this could be an indicator of change.

Figure 4

The monthly vacancy rates over the last 12 months for qualified nurses, health visitors and
midwives show an upward trend from May 2018 to September 2018 and from December 2018 to
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April 2019 (see figure 3), this could be an early indicator of deterioration.

Figure 5

Medical staff vacancy rates across the 12 months shows an upward trend from May 2018 to
January 2019 (see figure 4), this could be an early indicator of change.
Vacancy rates for allied health professional appear to be stable, however, the average vacancy
rate was in the lowest 25% when compared to other similar core services nationally.
Turnover
Turnover rates appear to be stable across all staff types, however, the annual turnover rate for
medical and dental staff was in the highest 25% when compared to other similar core services
nationally

Sickness

Figure 6

Monthly sickness rates over the last 12 months for allied health professionals shows a shift from
November 2018 to April 2019 (see figure 5), this could be an indicator of change. The average
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sickness rate for allied health professionals was in the highest 25% when compared to other
similar core services nationally.
Sickness rates for qualified nurses, health visitors and midwives across the 12 months appear to
be stable, however, when compared to similar core services nationally, they were reporting in the
highest 25%.
Bank hours

Figure 7

Monthly bank hours across all staff shows a downward trend from September 2018 to January
2019 (see figure 6), this could be an early indicator of improvement.

Agency hours

Figure 8
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Monthly agency hours over the last 12 months for nursing assistants shows a shift from November
2018 to April 2019 (see figure 7), this could be an indicator of change.

Figure 9

Monthly agency hours for medical staff over the last 12 months shows a shift from November 2018
to April 2019 (se figure 8), this could be an indicator of change.
Mandatory training
The compliance for mandatory and statutory training courses at 30 April 2019 was 92%. Of the
training courses listed 11 failed to achieve the trust target and of those, four failed to score above
75%.
The trust set a target of 90% for completion of mandatory and statutory training.
Training is reported on a rolling month on month basis, representing the compliance at the end of
the month.
The training compliance reported for this core service during this inspection was slightly lower than
the 93% reported in the previous year.
Managers kept track of staff and their mandatory training requirements. Staff received alerts, so
they knew when to update or complete training modules.
Where the mandatory training programme was not specifically targeted at staff working with older
people, ward managers gave additional and bespoke training for their staff as needed.
Key:

Below CQC 75%

Met trust target

✓

Training Module
Fire Training - eLearning

Not met trust
target

Higher

No change

Lower



➔




Number
of
eligible
staff
11

Number
of staff
trained

YTD
Compliance
(%)

Trust
Target
Met

11

100%

✓

Compliance
change when
compared to
previous year
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Training Module
Infection Control Non-Clinical
Counter Fraud
Moving and Handling (Level 1)
Safeguarding Adults Level 1
Deprivation of Liberty Safeguards
Mental Capacity Act
Safeguarding Children Level 1
Equality, Diversity and Human Rights
(Level 1)
Mental Health Act
Smoking Cessation
Alcohol Identification and Brief Advice
Induction - Workplace
Health, Safety and Welfare
Induction - Corporate
Preventing Radicalisation
Care Certificate
Suicide Prevention (eLearning)
Rapid Tranquilisation
Clinical Update Day (Non-Medical)
Safeguarding Adults Level 3
Meds Management
PMA - Personal Safety
Information Governance
Immediate Life Support
Infection Control Clinical
PMA - Physical Intervention
Fire Training - Classroom
Manual Handling – Clinical
Competency Framework
Safeguarding Children Level 3
Safeguarding Children Level 2
Clinical Update Day (Medical)
Total

Number
of
eligible
staff
10
269
269
269
257
374
269

Number
of staff
trained

YTD
Compliance
(%)

Trust
Target
Met

10
268
268
266
254
369
265

100%
100%
100%
99%
99%
99%
99%

✓
✓
✓
✓
✓
✓
✓

Compliance
change when
compared to
previous year








269

264

98%

✓



374
253
253
269
269
269
269
273
269
256
254
373
251
374
269
254
372
253
267
254
3
8
249
3
7935

367
247
246
260
260
260
259
261
256
243
241
350
226
335
234
218
317
210
208
193
2
4
120
1
7293

98%
98%
97%
97%
97%
97%
96%
96%
95%
95%
95%
94%
90%
90%
87%
86%
85%
83%
78%
76%
67%
50%
48%
33%
92%

✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓
✓











✓























n/a



Assessing and managing risk to patients and staff
Staff assessed and managed risks to patients and themselves well and followed best practice in
anticipating, de-escalating and managing challenging behaviour. We examined 34 care records.
Staff completed a risk assessment of every patient upon admission to the wards. These included
the patients historical and current risks. Nursing staff updated these regularly, including following
incidents. The trust used their own risk assessment tool. Staff used restraint and seclusion only
after attempts at de-escalation had failed. The ward staff participated in the provider’s restrictive
interventions reduction programme.
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Assessment of patient risk
Management of patient risk
Staff were aware of and dealt with any specific risk issues, such as falls or pressure ulcers.
Staff identified and responded to changing risks to, or posed by, patients.
Staff followed good policies and procedures for use of observation (including to minimise risk from
potential ligature points) and for searching patients or their bedrooms.
Staff applied blanket restrictions on patients’ freedom only when justified. Patients had access to
hot and cold drinks and snacks 24 hours a day.
Staff adhered to best practice in implementing a smoke-free policy.
Informal patients could leave at will and knew that. Posters were displayed on all ward entrances
and exits informing informal patients of their right to leave the ward.
Use of restrictive interventions
This service had 741 incidences of restraint (158 different service users) and 13 incidences of
seclusion between 1 June 2018 and 31 May 2019.
The below table focuses on the last 12 months’ worth of data: 1 June 2018 to 31 May 2019.

Ward name

Abbeygate
Ward
Beach Ward
Foxglove
Ward
Laurel Ward
Reed Ward
Rose Ward
Sandringham
Ward
Willows
Ward
Core
service total

Seclusions

Restraints

Patients
restrained

Of
restraints,
incidents
of prone
restraint

6

159

20

2 (1%)

0 (0%)

9 (6%)

1

161

36

0 (0%)

1 (1%)

2 (1%)

0

1

1

0 (0%)

0 (0%)

0 (0%)

0
1
0

62
67
66

10
30
15

1 (2%)
0 (0%)
0 (0%)

0 (0%)
1 (1%)
0 (0%)

1 (2%)
4 (6%)
0 (0%)

2

62

16

0 (0%)

0 (0%)

8 (13%)

3

163

30

2 (1%)

0 (0%)

12 (7%)

13

741

158

5 (1%)

2 (0.3%)

36 (5%)

Of restraints,
incidents of
mechanical
restraint

Of restraints,
incidences of
rapid
tranquilisation

There were five incidences of prone restraint, which accounted for 1% of the restraint incidents.
Over the 12 months, incidences of restraint ranged from 1 to 58 per month. The number of
incidences (741) had decreased from the previous 12-month period (958).
There were 36 incidences of rapid tranquilisation over the reporting period. Incidences resulting in
rapid tranquilisation for this service ranged from 1 to 25 per month over (1 June 2018 to 31 May
2019). The number of incidences (36) was similar to the previous 12-month period (35).
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There have been two instances of mechanical restraint over the reporting period. The number of
incidences (two) had increased from the number of incidences from the previous 12-month period
(none).
NB: The trust has informed the CQC that “NSFT staff never use mechanical restraints of any
kind…. The number of incidences of mechanical restraints reported are due to other agencies
deploying these techniques. For example, the police will sometimes employ mechanical restraint
when bringing service users to Health Based Places of Safety, returning service users to in patient
areas if they have absconded, or if the police come to site to respond to an incident. Our staff will
always file a DATIX report when these incidences occur which explains why the numbers for these
type of restraints appear in our data”.
The number of restraint incidences reported during this inspection was lower than the 961 reported
at the time of the last inspection.
There have been 13 instances of seclusion over the reporting period. Over the 12 months,
incidences of seclusion ranged from one to 20 per month. The number of incidences (13) had
increased from the previous 12-month period (10).
The number of seclusion incidences reported during this inspection was higher than the 11
reported at the time of the last inspection. We saw evidence that staff had completed the
appropriate seclusion documentation, when patients had been secluded in their bedroom and that
seclusion was used as a last resort when de-escalation had failed.
There have been no instances of long-term segregation over the 12-month reporting period. The
number of incidences (none) was the same as none reported in the previous 12-month period.
The number of segregation incidences reported during this inspection was the same as the none
reported at the time of the last inspection.

Safeguarding
Staff understood how to protect patients from abuse and the service worked well with other
agencies to do so. Staff had training on how to recognise and report abuse, and they knew how to
apply it.
A safeguarding referral is a request from a member of the public or a professional to the local
authority or the police to intervene to support or protect a child or adult at risk from abuse.
Commonly recognised forms of abuse include: physical, emotional, financial, sexual, neglect and
institutional.
Each authority has their own guidelines as to how to investigate and progress a safeguarding
referral. Generally, if a concern is raised regarding a child or adult at risk, the organisation will
work to ensure the safety of the person and an assessment of the concerns will also be conducted
to determine whether an external referral to Children’s Services, Adult Services or the police
should take place.
This core service made no safeguarding referrals between 1 May 2018 and 30 April 2019.
The trust has submitted details of three serious case reviews commenced or published in the last
12 months (1 May 2018 and 30 April 2019). However, they did not pertain to this core service.

Staff access to essential information
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Staff had easy access to clinical information and it was easy for them to maintain high quality
electronic clinical records.

Medicines management
•

The service used systems and processes to safely prescribe, administer, record and store
medicines. Staff regularly reviewed the effects of medications on each patient’s mental and
physical health. However, there were gaps in medicines administration records and clinic
room checks on Abbeygate ward which meant that medicines related policies were not
being followed.

•

We looked at 16 records where medication was administered covertly, we saw that staff
had assessed capacity and were able to locate evidence of best interest’s discussion in
narrative of patient notes, but not on the required form.

Track record on safety
Between 1 May 2018 and 30 April 2019 there were 12 serious incidents reported by this service. Of
the total number of incidents reported, the most common type of incident was
‘Apparent/actual/suspected self-inflicted harm meeting SI criteria’ with six. One of the unexpected
deaths were instances of apparent/actual/suspected self-inflicted harm meeting SI criteria.
We reviewed the serious incidents reported by the trust to the Strategic Executive Information
System (STEIS) over the same reporting period. The number of the most severe incidents recorded
by the trust incident reporting system was comparable with STEIS with 12 reported.
A ‘never event’ is classified as a wholly preventable serious incident that should not happen if the
available preventative measures are in place. This service reported no never events during this
reporting period.
The number of serious incidents reported during this inspection was higher than the two reported at
the last inspection.
Number of incidents reported
Type of
incident
reported (SIRI)
Willows Ward
Beach Ward
Reed Ward
Abbeygate
Ward
Rose Ward
Total

Apparent/actual/s
uspected selfinflicted harm
meeting SI criteria
3
2
1

Slips/trips/fall
s meeting SI
criteria

Abuse/alleged
abuse of adult
patient by third
party

1
1
1

Pressure ulcer
meeting SI
criteria
1

1

4

5
3
2
1

1
6

Total

1

1
1

12

Reporting incidents and learning from when things go wrong
All staff knew what incidents to report, and how to report them. Staff reported incidents as
expected, in line with Trust policy. Staff interviewed spoke about the importance of being open and
transparent with patients. Staff were aware of and demonstrated the duty of candour placed on
them to inform people who use the services of any incident affecting them.
Page 96

Staff received feedback from investigations of incidents, both internal and external to the service.
Staff relayed examples of learning, and were aware of when incidents were discussed, and in
what forum. Staff gave us examples of changes to practice following incidents specifically in the
way patients would be managed, for example ensuring certain patients were never in the same
space as each other following aggressive outbursts towards each other.
Systems in place for dissemination of information, included discussions at team meetings, during
reflective practice meetings, through emails and alerts which were sent out centrally to staff, and
during multi-disciplinary meetings.
Staff were supportive of one another following incidents. All staff we spoke with who had been
involved in an incident had received a de-brief and support from the trust wellbeing service.
The Chief Coroner’s Office publishes the local coroners Reports to Prevent Future Deaths which all
contain a summary of Schedule 5 recommendations, which had been made, by the local coroners
with the intention of learning lessons from the cause of death and preventing deaths.
In the last two years, there have been nine ‘prevention of future death’ reports sent to Norfolk and
Suffolk NHS Foundation Trust. However, none of these related to this service.

Is the service effective?
Assessment of needs and planning of care
Staff assessed the physical and mental health of all patients on admission. They developed
individual care plans which were reviewed regularly through multidisciplinary discussion and
updated as needed. Care plans reflected patients’ assessed needs, and were personalised,
holistic and recovery-oriented.

Best practice in treatment and care
Staff provided a range of treatment and care for patients based on national guidance and best
practice. They ensured that patients had good access to physical healthcare and supported them
to live healthier lives. Staff used recognised rating scales to assess and record severity and
outcomes. They also participated in clinical audit, benchmarking and quality improvement
initiatives, for example looking at the effectiveness of the handover process on Willows ward.

Skilled staff to deliver care
The ward teams included or had access to the full range of specialists required to meet the needs
of patients on the wards. Managers made sure they had staff with the range of skills needed to
provide high quality care. They supported staff with appraisals, supervision and opportunities to
update and further develop their skills. Managers provided an induction programme for all new
staff.
The trust’s target rate for appraisal compliance is 90%. At the end of last year (1 April 2018 and 31
March 2019), the overall appraisal rate for non-medical staff within this service was 85%. This year
so far, the overall appraisal rates was 85% (as at 30 April 2019). The wards with the lowest
appraisal rate at 30 April 2019 were SE Willows ward with an appraisal rate of 43%, and SW
Abbeygate Ward at 80%. We saw during inspection that the appraisal rate at the Willows had risen
to 85%.
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The rate of appraisal compliance for non-medical staff reported during this inspection was lower
than the 93% reported at the last inspection.
Total number of
permanent nonmedical staff
requiring an
appraisal

Total number of
permanent nonmedical staff
who have had
an appraisal

%
appraisals
(as at 30
April 2019)

% appraisals
(previous year 1
April 2018-31
March 2019)

Central OP Reed Ward 73714

38

38

100%

100%

Central OP Rose Ward 73713

55

54

98%

98%

Central OP Beach Ward 73711

42

41

98%

98%

Central OP Sandringham Ward 73712

44

42

95%

98%

GYW Older Peoples Laurel Ward 75712

48

45

94%

90%

SW Abbeygate Ward 62722

50

40

80%

81%

SE Willows Ward 61717

56

24

43%

38%

Core service total

333

284

85%

85%

Trust wide

3549

2886

81%

82%

Ward name

The trust’s target rate for appraisal compliance is 90%. At the end of last year (1 April 2018 to 31
March 2019), the overall appraisal rate for medical staff within this service was 100%. This year so
far, the overall appraisal rates this was 100% (as at 30 April 2019).
The rate of appraisal compliance for medical staff reported during this inspection was the same as
the 100% reported at the last inspection.

Ward name

SW Abbeygate Ward 62722

Core service total
Trust wide

Total number
of permanent
medical staff
requiring an
appraisal

Total number
of permanent
medical staff
who have had
an appraisal

%
appraisals
(as at 30
April 2019)

% appraisals
(previous year 1
April 2018-31
March 2019)

2

2

100%

2
123

2
88

100%
72%

100%
100%
65%

The trust was unable to provide this data, however have provided some narrative to explain the
reasons for this:
“NSFT recognise the importance of clinical supervision as an integral and vital component of
support and professional development to help deliver the highest standard of safe and effective
patient care.
Employees are supported to receive 6 to 10 sessions yearly. However, necessities of a
professional body will supersede this requirement. It is jointly the responsibility of individuals and
their line managers to ensure that they receive access to professional supervision at the required
frequency.
We have adopted a QI approach to this with services in the first developing their supervision trees
and implementing local arrangements so that staff have access to clinical supervision. Records of
clinical supervision are held locally. We have explored a number of reporting processes. ESR has
no native clinical supervision reporting functionality. As an initial arrangement we are using the
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monthly ‘pulse surveys’ (see evidence P121). From April 2019 an average of 80% of respondents
confirmed that they received regular clinical supervision over the last 12 months. This is reported
to operational action groups and performance meetings.
We have reviewed the data held in the teams and services and are proposing a consistent
recoding format as the next stage in the improvement cycle which will support Trust wide
reporting.”
At the time of inspection, we saw evidence showing that compliance rates for supervision ranged
from 87% to 92% across all wards in the service.

Multi-disciplinary and interagency team work
Staff from different disciplines worked together as a team to benefit patients. They supported each
other to make sure patients had no gaps in their care. The ward teams had effective working
relationships with other relevant teams within the organisation and with relevant services outside
the organisation.

Adherence to the Mental Health Act and the Mental Health Act Code of
Practice
Staff understood their roles and responsibilities under the Mental Health Act 1983 and the Mental
Health Act Code of Practice and discharged these well. Managers made sure that staff could
explain patients’ rights to them.
As of 30 April 2019, 98% of the workforce in this service had received training in the Mental Health
Act. The trust stated that this training is role specific for all services for inpatient and all community
staff and completed once only.
The training compliance reported during this inspection was the same as the 98% reported in the
previous year.

Good practice in applying the Mental Capacity Act
Medical staff told us that the trust had moved from using a combined capacity assessment and
best interests record, to stand alone versions. We reviewed 34 patient records and we saw
capacity assessment and best interest decision records relating to hospital admission and
treatment in all records.
We looked at 16 records where medication was administered covertly, we saw that staff had
assessed capacity and were able to locate evidence of best interest’s discussion in narrative of
patient notes, but not on the required form.
In five of the combined assessment forms staff had recorded capacity. However, it was unclear
what the decision was this capacity record related to.
As of 30 April 2019, 99% of the workforce in this service had received training in the Mental
Capacity Act. The trust stated that this training is role specific for all services for inpatient and all
community staff and completed only once.
The training compliance reported during this inspection was similar to the 98% reported in the
previous year.
The trust told us that 139 Deprivation of Liberty Safeguard (DoLS) applications were made to the
Local Authority for this service between 1 May 2018 to 30 April 2019.
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The greatest number of DoLS applications were made in June 2018 with 23.
The number of DoLS applications made during this inspection was lower than the 142 reported at
the last inspection.
May
18
Standard
applications
made
Standard
applications
approved

Number of ‘Standard’ DoLS applications made by month
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
18
18
18
18
18
18
18
19
19

Mar
19

Apr
19

Total

8

23

11

10

11

15

11

16

10

8

7

9

139

0

2

0

1

1

3

2

3

4

0

0

2

18

Is the service caring?
Kindness, privacy, dignity, respect, compassion and support
Staff treated patients with compassion and kindness. We observed positive interactions between
staff and patients. Staff were responsive to individual need during our inspection and knew the
patients well.
The sites which deliver wards for older people with mental health problems within Norfolk and
Suffolk NHS Foundation Trust were compared to other sites of the same type and the scores they
received for ‘privacy, dignity and wellbeing were found to be about the same as the England
average.

Involvement in care
Staff involved patients in care planning and risk assessment and actively sought their feedback on
the quality of care provided. They ensured that patients had easy access to independent
advocates.
Staff attitudes and behaviours when interacting with patients showed that they were discreet,
respectful and responsive, providing patients with help, emotional support and advice at the time
they needed it.
Staff supported patients to understand and manage their care, treatment or condition.
Staff directed patients to other services when appropriate and, if required, supported them to
access those services.
Patients said staff treated them well and behaved appropriately towards them.
Staff understood the individual needs of patients, including their personal, cultural, social and
religious needs.
Staff said they could raise concerns about disrespectful, discriminatory or abusive behaviour or
attitudes towards patients without fear of the consequences.
Staff maintained the confidentiality of information about patients.
Involvement of patients
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Staff treated patients with compassion and kindness. They respected patients’ privacy and dignity.
They understood the individual needs of patients and supported patients to understand and
manage their care, treatment or condition.
Involvement of families and carers
Staff informed and involved families and carers appropriately. We spoke with 14 carers who were
overwhelming positive about the care their loved one had received.
Staff enabled families and carers to give feedback on the service they received.
Staff provided carers with information about how to access a carer’s assessment.

Is the service responsive?
Access and discharge
Staff told us a bed was usually available when needed and that patients were not moved between
wards unless this was for their benefit. Discharge was rarely delayed for other than clinical
reasons. The service had dedicated bed managers allocated to each ward who liaised between
the ward and community services and providers. The service also participated in the “red to green”
initiative which aimed to facilitate safe and timely discharge from hospital.
Bed management
The trust provided information regarding average bed occupancies for eight wards in this service
between 1 May 2018 to 30 April 2019.
Two of the wards within this service reported average bed occupancies ranging above the minimum
benchmark of 85% over this period.
Ward name
Abbeygate Ward
Beach Ward
Foxglove Ward
Laurel Ward GYW
Reed Ward
Rose Ward
Sandringham Ward - Interim
Willow Ward

Average bed occupancy range (1
May 2018 – 30 April 2019)
(current inspection)
79% - 99%
76% - 99%
0% - 36%
70% - 100%
75% - 97%
89% - 100%
92% - 114%
76% - 95%

The trust provided information for average length of stay for the period 1 May 2018 to 30 April 2019.

Ward name
Abbeygate Ward
Beach Ward
Foxglove Ward

Average length of stay of patients
with leave (patients discharged in
month) - range in days (1 May 2018 –
30 April 2019)
58
154
33
94
0
0
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Average length of stay of patients
with leave (patients discharged in
month) - range in days (1 May 2018 –
30 April 2019)
177
798
32
233
106
362
45
188
46
113

Ward name
Laurel Ward GYW
Reed Ward
Rose Ward
Sandringham Ward - Interim
Willow Ward

Average length of stay of patients
with leave (current patients) - range in
days (1 May 2018 – 30 April 2019)
49
86
28
61
0
0
296
383
36
77
106
137
39
104
50
81

Ward name
Abbeygate Ward
Beach Ward
Foxglove Ward
Laurel Ward GYW
Reed Ward
Rose Ward
Sandringham Ward - Interim
Willow Ward

This service reported no out of area placements between 1 May 2018 to 30 April 2019. Staff told us
there had been several out of area placement in the six months prior to this inspection. Following
the inspection, the trust was able to show us that these figures had reduced and there was a plan
in place to continually monitor and review.
This service reported 27 readmissions within 28 days between 1 May 2018 to 30 April 2019. Twentythree of readmissions (85%) were readmissions to the same ward as discharge. The average of
days between discharge and readmission was 10 days. There were two instances whereby patients
were readmitted on the same day as being discharged and there were three where patients were
readmitted the day after being discharged.
At the time of the last inspection, for the period 1 June 2017 to 31 May 2018, there were a total of
20 readmissions within 28 days. Of these, 14 were readmissions to the same ward (70%) and the
average days between discharge and readmission was seven days.
Therefore, the number of readmissions within 28 days has increased between the two periods and
the average time between discharge and readmission has increased.

Ward name

Beach Ward
Reed Ward
Sandringham
Ward

6
1

6
1

100%
100%

Range of
days
between
discharge
and
readmission
1-20
21

10

7

70%

10-22

Number of
readmissions
(to any ward)
within 28
days

Number of
%
readmissions
readmissions
(to the same
to the same
ward) within
ward
28 days

Average days
between discharge
and readmission
7
21
16
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Ward name

Abbeygate
Ward
Willow Ward

Number of
readmissions
(to any ward)
within 28
days

Number of
%
readmissions
readmissions
(to the same
to the same
ward) within
ward
28 days

Range of
days
between
discharge
and
readmission

Average days
between discharge
and readmission

2

1

50%

6-11

8

8

8

100%

0-23

5

Discharge and transfers of care
Between 1 May 2018 to 30 April 2019 there were 405 discharges within this service. This amounts
to 17% of the total discharges from the trust overall (2325).
Delayed discharges across the 12-month period ranged from one to five per month.
The proportion of delayed discharges reported during this inspection (35%) was similar to the 34%
reported at the time of the last inspection.

Facilities that promote comfort, dignity and privacy
The design, layout, and furnishings of the ward generally supported patients’ treatment, privacy
and dignity. Each patient had their own bedroom which they could personalise with an en-suite
bathroom and could keep their personal belongings safe. There were quiet areas for privacy. The
food was of good quality and patients request hot drinks and snacks at any time.
The environment on Laurel ward, Abbeygate did not meet dementia friendly environment
guidance. The National Institute for Health and Care Excellence states “a safe well-designed living
space is a key part of providing good care for people living with a dementia and can help to
compensate for memory impairment and reasoning skills and can reduce stress levels. Services
should be aware of the value creating environments that enable people to participate in day to day
activities of daily living by utilising good signage and contrasting colours and of the benefits a
secure garden can offer”.
The sites which deliver wards for older people with mental health problems within Norfolk and
Suffolk NHS Foundation Trust were compared to other sites of the same type and the scores they
received for ‘ward food’ were found to be about the same as the England average.

Patients’ engagement with the wider community
Staff supported patients with activities outside the service, such as family relationships. If patients
wanted families or carers involved in their care, this was encouraged. Carers told us that they had
been invited to wards rounds, where appropriate.

Meeting the needs of all people who use the service
The service met the needs of all patients. Staff helped patients with communication, advocacy and
cultural and spiritual support.
Staff ensured that patients could obtain information on treatments, local services, patients’ rights
and how to complain.
The information provided was in a form accessible to the patient group.
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Staff were able to order information leaflets available in languages spoken by patients.
Managers ensured that staff and patients had easy access to interpreters and/or signers.
Patients had a choice of food to meet the dietary requirements of religious and ethnic groups.
The sites which deliver wards for older people with mental health problems within Norfolk and
Suffolk NHS Foundation Trust were compared to other sites of the same type and the scores they
received for ‘disability’ and dementia friendliness’ were found to be about the same as the England
average.

Listening to and learning from concerns and complaints
We saw thank you cards from patients and relatives during the inspection.
Patients and carers, we spoke with were aware of how to make a complaint, and who to approach
in the first instance.
Staff managing the complaint usually fed back the findings to the patient or carer. This could be
face to face, if the patient was on the ward, or through a letter to the carer.
Staff knew how to handle complaints appropriately, and knew how to escalate, where to record,
and who to report too.
Staff received feedback on the outcome of the investigation of complaints during team meetings,
emails and trust alerts. One example of learning from a complaint, resulted in the ward information
leaflet being updated.

Abbeygate (Westgate)
Ward - LL (West Sfk)
Beach Ward, Hammerton
Court (JH)
Foxglove Bungalow (CC)
Reed Ward, Hammerton
Court (JH)
Rose Ward, Hammerton
Court (JH)

1

1

1

1

1

Other

1

Not upheld

1

Partially
upheld

Fully upheld

Ward name

Total
Complaints

This service received 12 complaints between 1 May 2018 to 30 April 2019. One of these was
upheld, seven were partially upheld and three was not upheld. None were referred to the
Ombudsman.

1

4

3

1

Sandringham Ward (JH)

2

1

1

Willow Ward - LL (East
Sfk)

2

1

1

This service received 34 compliments during the last 12 months from 1 May 2018 to 20 April 2019
which accounted for 6% of all compliments received by the trust as a whole (541).
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Is the service well led?
Leadership
Leaders had the integrity, skills and abilities to run the service. They understood the issues,
priorities and challenges the service faced and managed them. They were visible in the service
and supported staff to develop their skills and take on more senior roles. Managers told us that the
newly introduced locality management structure enabled them to have a say in how the service
was developing.

Vision and Strategy
The service had a vision for what it wanted to achieve and a strategy to turn it into action.
Managers had developed the strategy with all relevant stakeholders. They were aligned to local
plans and the wider health economy. Managers made sure staff understood and knew how to
apply them.

Culture
Staff felt respected, supported and valued. They felt the service promoted equality and diversity
and provided opportunities for career development. Staff told us that they could raise concerns
without fear. Managers dealt with poor staff performance when needed.
Teams worked well together and where there were difficulties managers dealt with them
appropriately.
Staff appraisals included conversations about career opportunities.

Governance
Managers attended monthly quality meetings. Ward issues, such as incidents, safeguarding and
staffing concerns were discussed with other managers across the service.
Ward managers participated in daily meetings to review patient admissions, leave and discharges.
Wards had set agendas of what needed to be discussed at team level, in team meetings. This
included learning from incidents, ward issues, security and environmental issues, and
documentation.
Staff took minutes of meetings so that those who could not attend knew what was discussed.
Minutes were emailed to staff.
Staff undertook or participated in local clinical audits. The audits were sufficient to provide
assurance and staff acted on the results when needed.
Staff understood the arrangements for working with other teams, both within the provider and
external, to meet the needs of the patients.
Managers did not have oversight of contract cleaning schedules on Maple ward, Abbeygate to
ensure appropriate levels of cleanliness and infection control.
Managers did not ensure the environment on Laurel ward, Abbeygate met dementia friendly
environment guidance.
Managers did not ensure that staff recorded capacity and best interest decisions on the correct
document named in the trust policy.
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Leaders ensured there were structures, processes and systems of accountability for the
performance of the service. Staff at all levels were clear about their roles and accountabilities and
had regular opportunities to meet, discuss and learn from the performance of the service.

Management of risk, issues and performance
Leaders managed performance using systems to identify, understand, monitor, and reduce or
eliminate risks. They ensured risks were dealt with at the appropriate level. Clinical staff
contributed to decision-making on service changes to help avoid financial pressures compromising
the quality of care.
Staff maintained and had access to the risk register at ward or directorate level. Staff at ward level
could escalate concerns when required.
The service had plans for emergencies – for example, adverse weather or a flu outbreak. This was
contained within the trust business continuity policy.

Information Management
The service collected reliable information and analysed it to understand performance and to
enable staff to make decisions and improvements. The information systems were integrated and
secure.
Information governance systems included confidentiality of patient records.
Team managers had access to information to support them with their management role. This
included information on the performance of the service, staffing and patient care.
Information was in an accessible format, and was timely, accurate and identified areas for
improvement.
Staff made notifications to external bodies as needed.

Engagement
The service engaged well with patients, staff, equality groups, the public and local organisations to
plan and manage appropriate services. It collaborated with partner organisations to help improve
services for patients.
Patients and carers had opportunities to give feedback on the service they received in a manner
that reflected their individual needs.
Managers and staff had access to the feedback from patients, carers and staff and used it to
make improvements.
Patients and carers were involved in decision-making about changes to the service. For example,
planned improvements to the bathing facilities on Sandringham ward.
Patients and staff could meet with members of the provider’s senior leadership team to give
feedback.

Learning, continuous improvement and innovation
Managers supported staff to take part in research, when appropriate.
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Staff knew about quality improvement methods and described how they would apply them. Staff
on all wards had attended quality improvement sessions and gave us examples of how they were
starting to identify areas where they could use the improvement methods.
NHS trusts are able to participate in a number of accreditation schemes whereby the services they
provide are reviewed and a decision is made whether or not to award the service with an
accreditation. A service will be accredited if they are able to demonstrate that they meet a certain
standard of best practice in the given area. An accreditation usually carries an end date (or review
date) whereby the service will need to be re-assessed in order to continue to be accredited.
The trust provided services which have been awarded an accreditation together with the relevant
dates of accreditation. However, there was no information pertaining to this core service.
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Evidence
Appendices
report sub
heading

RPM Metric/ Indicator

safe staffing

Vacancy rates (all
staff/qualified
nurses/medical staff/nurse
assistants/allied health
professionals) over the
past 12 months- RPIR/
trust data

safe staffing

Staff turnover (all staff/
qualified nurses/medical
staff/nurse assistants/
allied health professionals)
over the past 12 monthsRPIR/ trust data

safe staffing

Staff sickness rate (all
staff/ qualified
nurses/medical staff/nurse
assistants/ allied health
professionals) over the
past 12 months - RPIR/
trust data

safe staffing

Bank and agency use
(qualified nurses/medical
staff/nurse assistants)
over the past 12 monthsRPIR/ trust data

Analytical
Checks 1

Interquartile
test for
national
comparison
against other
similar
services
Interquartile
test for
national
comparison
against other
similar
services
Interquartile
test for
national
comparison
against other
similar
services

-

Non-random
or special
cause
variation
detected?
(yes/no) 4

Analytical
Checks 2

Non-random
or special
cause
variation
detected?
(yes/no) 5

Yes – allied
health
professionals
(LQ)

run chart to
identify nonrandom variation

Yes – all staff,
qualified
nurses and
medical staff

Yes – medical
and dental
(UQ)

run chart to
identify nonrandom variation

No

Yes –
qualified
nurses and
allied health
professionals
(UQ)

run chart to
identify nonrandom variation

Yes – allied
health
professionals

run chart to
identify nonrandom variation

Yes – all staff
(bank), nursing
assistant
(agency),
medical
(agency)

-

Wards for people with a learning disability or autism
Facts and data about this service
Location site name

Ward name

Number of beds

Patient group (male, female,
mixed)

Walker Close

Bungalow 3

3

Male

Walker close

Bungalow 4

2

Female

The methodology of CQC provider information requests has changed, so some data from different
time periods is not always comparable. We only compare data where information has been
recorded consistently.

Is the service safe?
4 Sickness Benchmarking Turnover Benchmarking Vacancy Benchmarking
5

20190627 RMY Staffing Profile Analysis Tool.xlsx
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Safe and clean care environments
Safety of the ward layout
The wards known as bungalows 3 and 4 were not safe, well equipped, well furnished, well
maintained or fit for purpose. The environment was not homely, and the décor was tired and
dated.
The trust had made little attempt to remove or reduce the number of ligature points in bungalows 3
and 4. Although there was an up to date ligature risk assessment, the mitigation was that staff
supervised all patients always. While this was appropriate mitigation for most of the time for the
patients currently in residence, this mitigation did not encourage patients to develop confidence or
independence, and for more independent patients managing risk via enhanced supervision could
be restrictive.
Bedrooms had several ligature points and no clear lines of observation from the corridor. This
meant that staff had to physically enter the bedrooms to observe patients. The impact of this was
that patients could experience disturbed sleep, and the thought of staff walking into one’s bedroom
in the night could be unnerving for patients.
Staff carried personal alarms, and some had access to a radio. However, there were no nurse call
bells in any of the bedrooms or other rooms, to enable patients to summon help effectively in an
emergency.
Staff had erected the fence around the garden area of the bungalows the wrong way around with
the fence rails on the inside. This meant that patients could easily climb over the fence and
abscond or attempt to climb the fence and injure themselves.
Bungalow 3 was male only and bungalow 4 female only therefore, over the 12-month period from
1 May 2018 to 30 April 2019 there were no same sex accommodation breaches within this service.
There were ligature risks on both bungalows within this service. Both bungalows had a ligature risk
assessment in the last 12 months.
Ward / unit
name

Briefly describe risk - one
sentence preferred

Bungalow 3
Walker close

Bedroom windows. Use older
form of britplas window with
internal closure.

Bungalow 4
Walker Close

Bedroom windows. Use older
form of britplas window with
internal closure.

High level of risk?
Yes/ No

Summary of actions taken

Yes

Risk assessment of both historical
and current risks. Use of 1:1
observations and clinical
interventions

Yes

Risk assessment of both historical
and current risks. Use of 1:1
observations and clinical
interventions.

Maintenance, cleanliness and infection control
The bungalows were clean, and staff provided relevant and up to date cleaning records. However,
the decor and furnishings were tired and dated, and some of the windows and walls needed
maintenance work.
Two bedrooms in bungalow 4 and one in bungalow 3 did not meet fire regulation standards.
Managers had decommissioned these rooms during the year and staff were using these areas for
storage.
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Staff followed infection control policy, including handwashing.
PLACE assessments aim to provide a clear message from patients on how the care environment
may be improved. They are undertaken by teams of local people alongside healthcare staff and
assess privacy and dignity, food, cleanliness, building maintenance and the suitability of the
environment for people with disabilities and dementia.
There were no PLACE assessments for Walker Close.
Seclusion room (if present)
Although there were no designated seclusion rooms at the bungalows, we did find evidence
showing that staff had secluded patients in the quiet rooms. This had happened on two occasions
in a six-month period, and for the shortest possible time, 15 minutes and one hour ten minutes
respectfully. These rooms had suitable furniture for this purpose and staff kept correct and timely
records during the seclusion period. Ward staff participated in the provider’s restrictive
interventions reduction programme. Recording of incidents and the use of body maps had all
improved since our last inspection.
Clinic room and equipment
Clinic rooms were fully equipped, with accessible resuscitation equipment and emergency drugs
that staff checked regularly.
Staff checked, maintained, and cleaned equipment.

Safe staffing6
The service had enough nursing and medical staff, who knew the patients and received basic
training to keep people safe from avoidable harm. The service had enough nursing and support
staff to keep patients safe. Managers accurately calculated and reviewed the number and grade of
nurses, nursing assistants and healthcare assistants for each shift. They could adjust staffing
levels according to patient needs and use bank staff as required.
The below chart shows the breakdown of staff in post WTE in this core service from 1 May 2018 to
30 April 2019.

Figure 10
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The below table covers staff fill rates for qualified nurses and care staff during March, April and May
2019.
Key:
> 125%

< 90%

Day
Nurses
(%)

Care
staff
(%)

Night
Care
Nurses
staff
(%)
(%)

Day
Nurses
(%)

March 2019
Walker
close

89.8

93.2

77.2

Care
staff
(%)

Night
Care
Nurses
staff
(%)
(%)

Day
Nurses
(%)

April 2019
95.9

59.7

111.1

53.3

Care
staff
(%)

Night
Care
Nurses
staff
(%)
(%)

May 2019
129.5

52.0

107.3

53.3

126.9

The safer staffing report discussed at the board meeting highlighted the following:
Day registered nurse fill rates – Walker Close currently only has two beds filled in one of the
bungalows, therefore only assigning one RN to each shift
Registered nurse fill rates (nights) – registered nurse fill rates at night on Walker close fell below
80% on one other occasion in the past year in October 2018 with a fill rate of 66.2%. However, the
RN night fill rate of 53.3% was the lowest in the past year and a fall of 23.9% from March 2019.
The RN night fill rate of 53.3% was the second-lowest fill rate in this category in the trust.
Annual staffing metrics

Staff group

Annual average
establishment

Core service annual staffing metrics
(1 May 2018 – 30 April 2019)
Annual
bank
Annual
Annual
Annual
hours (%
vacancy
turnover
sickness
of
rate
rate
rate
available
hours)

Annual
agency
hours
(% of
available
hours)

Annual
“unfilled”
hours
(% of
available
hours)

All staff

41.2

21%

14%

8.9%

Qualified
nurses

11.7

42%

3%

11.5%

2,877
(16%)

3,357
(19%)

820 (5%)

Nursing
assistants

25.8

14%

19%

9.3%

7,367
(24%)

000 (0%)

1,070 (3%)

Medical staff

1.0

54%

0%

0.3%

000 (0%)

000 (0%)

248
(100%)

Allied Health
Professionals

1.6

-25%

0%

1.0%
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Vacancy

Figure 11

Monthly vacancy rates for all staff over the last 12 months are not stable and may be subject to
ongoing change (see figure 2).

Figure 12

Monthly vacancy rates for qualified nurses over the last 12 months are not stable and may be
subject to ongoing change (see figure 3). However, the average vacancy rates for qualified nurses
was in the highest 25% when compared to other similar core services nationally. Proposed service
changes had impacted on the services ability to retain staff. In addition, the average vacancy rates
for medical and dental staff were in the highest 25% and allied health professionals were in the
lowest 25% when compared to other similar core services nationally.
Turnover
The data for turnover rates over the last 12 months for all staff groups appear to be stable or not
enough data to determine whether there was a shift or trend in the data. However, when
benchmarking to other similar core services nationally ‘all staff’ and ‘nursing assistants’ were in the
highest 25%, whereas medical and dental and allied health professionals were in the lowest 25%.
Early 2019 the service had experienced high turnover of staff due to uncertainty about the impact
of proposed service changes. The impact of this had been an increase in the number of bank and
agency staff which had been destabilising for service. Staffing had now improved.
Sickness
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The data for sickness rates over the last 12 months for qualified nurses appears to be stable.
However, when benchmarking to other similar core services nationally ‘qualified nurses’ were in
the highest 25%. Managers explained they had experienced some long-term sickness and
because of the small of numbers of staff employed in the service the overall percentage effect
appeared to be significant. We saw evidence to show that managers supported staff who needed
time off for ill health.
Bank Hours

Figure 13

Monthly bank hours over the last 12 months for qualified nurses, health visitors and midwives
show a downward trend from December 2018 to April 2019 (see figure 4).

Figure 14

Monthly bank hours over the last 12 months for nursing assistants shows an upward trend from
June 2018 to October 2018 (see figure 5).
The ward manager could adjust staffing levels according to the needs of the patients.
Patients had regular one to one sessions with their named nurse.
Patients rarely had their escorted leave, or activities cancelled, even when the service was short
staffed.
The service had enough staff on each shift to carry out any physical interventions safely.
Page 113

Staff shared key information to keep patients safe when handing over their care to others.
Managers made sure all bank, agency and locum staff had a full induction and understood the
service before starting their shift.
Medical staff
We had been made aware that in early 2019 managers had taken the decision to close this
service for four weeks, as they did not have a suitably qualified responsible clinician. Managers
told us this decision was discussed at length with the trust board, medical and senior
multidisciplinary colleagues. Patients were transferred to other services and staff continued to
support them and their nursing colleagues in the new environments. Some staff took advantage of
this down time to refresh and update their training, while managers had opportunity to revise their
admission criteria to ensure that they only took priority patients who they could work with
effectively and safely within the limitations of their environment.
At this inspection we found the service did now have a responsible clinician supported by a new
junior doctor. Therefore, the service had enough daytime and night time medical cover and a
doctor available to go to the ward quickly in an emergency. Managers could call locums when they
needed additional medical cover.
Mandatory training
Staff had completed and kept up-to-date with their mandatory training. The mandatory training
programme was comprehensive and met the needs of patients and staff. Managers monitored
mandatory training and alerted staff when they needed to update their training.
The compliance for mandatory and statutory training courses at 30 April 2019 was 92%. Of the
training courses listed 12 failed to achieve the trust target and of those, two failed to score above
75%.
The trust set a target of 90% for completion of mandatory and statutory training.
Training is reported on a rolling month on month basis, representing the compliance at the end of
the month.
The training compliance reported for this core service during this inspection was higher than the
91% reported in the previous year.
Key:
Below CQC 75%

Met trust target
✓

Not met trust
target


Higher


No change
➔

Lower


Number
of eligible
staff

Number
of staff
trained

YTD
Compliance
(%)

Trust
Target
Met

Compliance
change when
compared to
previous year

Safeguarding Children Level 1

32

32

100%

✓



Moving and Handling (Level 1)

32

32

100%

✓



Infection Control Non-Clinical

2

2

100%

✓



Counter Fraud

32

32

100%

✓



Safeguarding Adults Level 1

32

32

100%

✓



Deprivation of Liberty Safeguards

28

28

100%

✓



Training Module
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Number
of eligible
staff

Number
of staff
trained

YTD
Compliance
(%)

Trust
Target
Met

Compliance
change when
compared to
previous year

Fire Training - eLearning

4

4

100%

✓



Equality, Diversity and Human Rights (Level 1)

32

32

100%

✓



Clinical Update Day (Medical)

1

1

100%

✓



Mental Capacity Act

28

28

100%

✓



Mental Health Act

28

28

100%

✓



Health, Safety and Welfare

32

31

97%

✓



Induction - Corporate

32

31

97%

✓



Preventing Radicalisation

32

31

97%

✓



PMA - Personal Safety

28

27

96%

✓



PMA - Physical Intervention

26

25

96%

✓



Care Certificate

21

20

95%

✓



Smoking Cessation

26

24

92%

✓



Induction - Workplace

32

29

91%

✓



Information Governance

32

29

91%

✓



Safeguarding Adults Level 3

28

25

89%





Rapid Tranquilisation

27

24

89%





Meds Management

26

23

88%





Alcohol Identification and Brief Advice

26

23

88%





Suicide Prevention (eLearning)

32

28

88%





Safeguarding Children Level 3

28

24

86%





Clinical Update Day (Non-Medical)

27

23

85%





Fire Training - Classroom

32

26

81%





Manual Handling - Clinical

26

20

77%





Infection Control Clinical

30

23

77%





Immediate Life Support

26

18

69%





Basic Life Support

2

1

50%





822

756

92%

✓



Training Module

Total

Assessing and managing risk to patients and staff
Assessment of patient risk
Staff assessed and managed risks to patients and themselves well. However, due to the high
number of ligatures in both bungalows the risk management strategy was that staff always
observe and supervise patients. This meant that the environment was not the least restrictive for
patients and patients could not develop confidence to support their independence and recovery.
Staff had the skills to develop and implement good positive behaviour support plans and followed
best practice in anticipating, de-escalating and managing challenging behaviour. As a result, they
used restraint and seclusion only after attempts at de-escalation had failed. The ward staff
participated in the provider’s restrictive interventions reduction programme.
Management of patient risk
Staff completed risk assessments for each patient on admission / arrival, using a recognised tool,
and reviewed this regularly, including after any incident. However, risk assessments were not easy
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to locate on the electronic patient record, as different staff tended to put information in different
places on the system. To overcome this problem staff downloaded summarised hard copies of the
risk assessment, this meant that key information could be missed. We discussed this with
managers who felt it may be a training issue.
Staff knew about any risks to each patient and acted to prevent or reduce risks. Staff identified and
responded to any changes in risks to, or posed by, patients.
Staff were not able to observe patients in all areas of the bungalows. Mitigation for this was that
patients should always be supervised or observed. While for many activities this was appropriate
action to meet the needs of the current patient group, it was overly restrictive, as patients would
not be able to use the garden independently, make drinks and would have to be escorted to the
toilet and bathroom regardless of their level of independence due to the risks the environment
posed.
Staff followed trust policies and procedures when they needed to search patients or their
bedrooms to keep them safe from harm.
Use of restrictive interventions
Staff participated in the provider’s restrictive interventions reduction programme, which met best
practice standards.
This service had 103 incidences of restraint (eight different service users) and six incidences of
seclusion between 1 June 2018 and 31 May 2019.
The below table focuses on the last 12 months’ worth of data: 1 June 2018 to 31 May 2019.

Seclusions

Restraints

Patients
restrained

Bungalow 3

0

30

5

2

Of restraint,
incidents of
mechanical
restraint
0

Bungalow 4
Core service
total

6

73

3

6

1

0

6

103

8

8 (8%)

1 (1%)

1 (1%)

Ward name

Of restraints,
incidents of
prone restraint

Of restraints,
incidences of
rapid
tranquilisation
1

Staff made every attempt to avoid using restraint by using de-escalation techniques and restrained
patients only when these failed and when necessary to keep the patient or others safe.
There were eight incidences of prone restraint, which accounted for 8% of the restraint incidents.
Over the 12 months, incidences of restraint ranged from one to two per month. The number of
incidences (eight) had decreased from the previous 12-month period (20).
There was one incident of rapid tranquilisation over the reporting period. The number of incidences
(one) was the same as the previous 12-month period (one).
There has been one instance of mechanical restraint over the reporting period. The number of
incidences (one) was the same as the number of incidences from the previous 12-month period
(one).
NB: The trust has informed the CQC that “NSFT staff never use mechanical restraints of any
kind…. The number of incidences of mechanical restraints reported are due to other agencies
deploying these techniques. For example, the police will sometimes employ mechanical restraint
when bringing service users to Health Based Places of Safety, returning service users to in patient
areas if they have absconded, or if the police come to site to respond to an incident. Our staff will
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always file a DATIX report when these incidences occur which explains why the numbers for these
types of restraints appear in our data”.
The number of restraint incidences reported during this inspection was lower than the 185 reported
in the previous year.
There had been six instances of seclusion over the reporting period. Over the 12 months, incidences
of seclusion ranged from one to three per month. This involved two different patients. The number
of incidences (six) had decreased from the previous 12-month period (49).
The number of seclusion incidences reported during this inspection was lower than the 46 reported
at the time of the last inspection.
Although the ward did not have designated seclusion rooms we found evidence to show that staff
had secluded patients in the quiet rooms. On each occasion seclusion had been for the shortest
possible time. Staff informed us that they only used seclusion for the safety of the patient and
others and on these six occasions they considered this preferable to transporting the patients to
the local acute or PICU wards which would be more distressing for the patient. These rooms had
suitable furniture for this purpose and staff kept correct and timely records during the seclusion
period and followed best practice guidelines.
Staff did not use segregation in this service. There have been no instances of long-term
segregation over the 12-month reporting period. The number of segregation incidences reported
during this inspection was the same as the none reported at the time of the last inspection.

Safeguarding
Staff understood how to protect patients from abuse and the service worked well with other
agencies to do so. Staff received training on how to recognise and report abuse, appropriate for
their role. Staff kept up-to-date with their safeguarding training. Staff could give clear examples of
how to protect patients from harassment and discrimination. Staff knew how to recognise adults
and children at risk of or suffering harm and worked with other agencies to protect them. Staff
followed clear procedures to keep children visiting the ward safe. The service used the greenlight
tool kit to guide them with assessing safeguarding risks, and safeguarding was not, and had not
been an issue in this core service.
A safeguarding referral is a request from a member of the public or a professional to the local
authority or the police to intervene to support or protect a child or adult at risk from abuse.
Commonly recognised forms of abuse include: physical, emotional, financial, sexual, neglect and
institutional.
Each authority has their own guidelines as to how to investigate and progress a safeguarding
referral. Generally, if a concern is raised regarding a child or adult at risk, the organisation will
work to ensure the safety of the person and an assessment of the concerns will also be conducted
to determine whether an external referral to Children’s Services, Adult Services or the police
should take place.
This core service made no safeguarding referrals between 1 May 2018 and 30 April 2019.
The trust has submitted details of no serious case reviews commenced or published in the last 12
months (1 May 2018 and 30 April 2019) that relate to this service.

Staff access to essential information
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Staff told us that while all clinical information was usually available on the electronic patient record,
clinical information was not always easy to find. Staff acknowledged that electronic information
was not always located in the correct place on the data base. To overcome this issue and in
addition to verbal handover from one staff member to another, some staff printed off hard copy
summaries of patient information, this meant that some key information could be missed. We
advised that this is an area of concern that managers should address.

Medicines management
While the service used systems and processes to record and store medicines, we found an error
where staff had given PRN medicines outside of the prescribed limits within a 24-hour period. This
had not been picked up by staff during their medicines checks and audits, we asked staff to
complete an incident form in line with trust policy.
Staff reviewed the effects of medicines on each patient’s physical health. Where medicines were
being used for rapid tranquilization (RT), they were prescribed in line with trust policy and National
Institute for Healthcare Excellence Guidance. We saw examples where nursing staff led the drive
to stop the prescribing of injections for management of agitation and aggression in favour of less
restrictive practices. However, in one bungalow we saw large numbers of medicines with a
sedative effect being used to manage the complex needs, where records showed staff
administering a variable dose when required (PRN) medicines to manage agitation and
aggression it was usually the lower does that was given.

Track record on safety
The service had a good track record on safety.
Between 1 May 2018 and 30 April 2019 there was one serious incident reported by this service, with
reason type being ‘disruptive/aggressive/violent behaviour meeting SI criteria.
We reviewed the serious incidents reported by the trust to the Strategic Information Executive
System (STEIS) over the same reporting period. The number of the most severe incidents recorded
by the trust incident reporting system was comparable with STEIS with one reported.
A ‘never event’ is classified as a wholly preventable serious incident that should not happen if the
available preventative measures are in place. This service did not report any never events during
this reporting period.
The number of serious incidents reported during this inspection was the same as the one reported
at the last inspection.
Number of incidents reported
Type of incident reported (SIRI)
Bungalow 3

Disruptive/ aggressive/ violent
behaviour meeting SI criteria

Total

1

1

Reporting incidents and learning from when things go wrong
The service managed patient safety incidents well. Staff recognised incidents and reported them
appropriately. Staff raised concerns and reported incidents and near misses in line with
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trust/provider policy. Staff reported serious incidents clearly and in line with trust policy. The
service had no never events on any wards.
Managers investigated incidents thoroughly. Patients and their families were involved in these
investigations.
Staff understood the duty of candour. They were open and transparent and gave patients and
families a full explanation when things went wrong.
Managers debriefed and supported staff after any serious incident. Staff received feedback from
investigation of incidents, both internal and external to the service. Staff met to discuss the
feedback and look at improvements to patient care.
Managers shared learning with their staff about never events that happened elsewhere. However,
lessons were not always shared from themes identified following a serious incident review from
other services.
Managers and staff were aware of the Learning from Deaths Mortality Review Programme.
Managers and staff supported the review process and changes made from any learning shared.
The Chief Coroner’s Office publishes the local coroners Reports to Prevent Future Deaths which
all contain a summary of Schedule 5 recommendations, which had been made, by the local
coroners with the intention of learning lessons from the cause of death and preventing deaths.
In the last two years, there have been nine ‘prevention of future death’ reports sent to Norfolk and
Suffolk NHS Foundation Trust. However, none of these related to this service.

Is the service effective?
Assessment of needs and planning of care
Staff assessed the physical and mental health of all patients on admission. They developed
individual care plans which staff reviewed regularly through multidisciplinary discussion and
updated as needed. Care plans reflected patients’ assessed needs, and were personalised,
holistic and recovery-oriented.
All patients had their physical health assessed soon after admission and regularly reviewed during
their time on the ward.
Positive behaviour support plans were present and supported by a comprehensive assessment.

Best practice in treatment and care
Staff provided a range of care and treatment suitable for the patients in the service. Staff delivered
care in line with best practice and national guidance from relevant bodies such as National
Institute for Healthcare Excellence.
Staff understood patients positive behavioural support plans and provided the identified care and
support recommended.
Staff identified patients’ physical health needs and recorded them in their care plans. Staff made
sure patients had access to physical health care, including specialists as required. Staff met
patients’ dietary needs and assessed those needing specialist care for nutrition and hydration.
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Staff helped patients live healthier lives by supporting them to take part in programmes or giving
advice. Staff used technology to support patients, including specialist communications aids when
required.
Staff used recognised rating scales to assess and record the severity of patients’ conditions and
care and treatment outcomes, including Health of the Nations Outcome scale for Learning
Disability, Malnutrition Universal Screening tool (MUST); Physiological and Early Warning Signs
(NEWS); and Stool record charts. Staff also participated in clinical audit, benchmarking and quality
improvement initiatives. Quality improvements included. Quality improvements include action
plans for establishing routine use of ECG, Transfer pathway; Skill mix and staff establishment.
Managers used results from audits to make improvements.
This service participated in 10 clinical audits as part of their clinical audit programme 2018 – 2019.
Audit name

Audit scope

1823 - Rapid
Tranquillisation Recording
Physiological
Observations Post
Administration

All Inpatient wards where
an incident of Rapid
Tranquillisation is notified
on Datix

1810 – Seclusion Completion of
documentation and
reviews - Monthly
Heatmap and
weekly Audit

All Inpatient wards where
an incident of Seclusion is
notified on Datix

1344b POMH UK
Audit NSFT
Summary –
Valproate for
bipolar disorder

1518 POMH-UK
Rapid
Tranquillisation 16b
re-audit

Trustwide audit of patients
under the care of both
community teams and
inpatient areas. From
limited data available, this
includes Glaven,
Northgate, Southgate and
Great Yarmouth Acute
Service wards and North
Locality, West Norfolk
Locality, Central Norfolk
community mental health
teams and Bury South
Integrated Delivery
Teams
Trustwide audit of patients
under the care of inpatient
areas. From limited data
available, this includes
Walker Close, Foxhall,

Date
completed
Quarterly
Report April
2018
Monthly
since July 18
and Weekly
since Jan 19

Monthly
since May 18
and Weekly
since Jan 19

Published
Apr 18

Published
Oct 18

Key actions following the audit
Audit frequency increased in January to rapid
cycle weekly data to enable detailed and current
information to inform practice change and
learning
RT competency developed - disseminated to
clinical teams June 2019, Sim-man training to
be initiated within PMA training when
Resuscitation Lead commences in role. RRI
Lead has oversight of findings and
supports/facilitates teams with actions for
improvement
Audit frequency increased in January to rapid
cycle weekly data to enable detailed and current
information to inform practice change and
learning
Seclusion competency developed disseminated to clinical teams June 2019,
seclusion training to be included within
refreshed PMA training. RRI lead has oversight
of findings and supports/facilitates clinical teams
with actions for improvement

Findings presented at Drug and Therapeutics
Committee and Clinical Cabinet. Summary of
results circulated within Trust through weekly
bulletin. Great focus on valproate prescribing in
women of childbearing age due to MHRA
guidance being issued.

Findings presented at Drug and Therapeutics
Committee and Clinical Cabinet. Summary of
results circulated within Trust through weekly
bulletin.
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Audit name

1813 – POMH UK
18a Clozapine

IPAC
IP
Environment
(Modified Infection
Prevention Society
Tool) (annually)
Hand Hygiene /
Standard
Precautions
(Modified Essential
Steps) (quarterly)
Mattresses
(quarterly)
Commodes (six
monthly)
ECT (annually)

Audit scope
Julian, Whitlingham,
Churchill, Carlton Court,
Glaven, Southgate,
Thurne, Waveney
Trustwide audit of patients
under the care of both
community teams and
inpatient areas. From
limited data available, this
includes Ipswich IDT,
Great Yarmouth CMHT,
Bury South IDT, City 2
CMHT, Central IDT, North
West Norfolk CMHT,
North East Norfolk CMHT,
South East Norfolk CMHT

Date
completed

Published
Feb 19

Results to be presented at next Drug and
Therapeutics Committee (July) and Clinical
Cabinet (June) for discussion. Summary being
developed for inclusion on Trust bulletin for
wider circulation. Liaison with local CCGs to
ensure that clozapine is present on SCR
utilising document produced by POMH

Increased capacity of the IPAC Team to provide
validation of the audits within a new programme;
with the focus being Hand Hygiene and Dress
code (in 2019-20).
All Inpatient Wards
May 2019
(upload to
intranet)
Reports
completed as
indicated
next to each
topic
All sites with Clozapine
Clinics

Some away day sessions and on Ward teaching
completed on HH, commode cleanliness, dress
code and general IPC awareness.
Programme of mattress replacement to ensure
cohesive standards of types of mattress used in
NSFT to ensure standards met including IPC
and Fire Retardant properties.
TOR of IPAC Committee reviewed to seek wider
engagement of localities / care groups for
improved oversight of the audit programme
2019 introduction of three Link Practitioner
network meetings and an IPC Workbook to
support education and engagement

Community
Clozapine Clinic
Services (Annually)

1814 Mental
Capacity
Assessment

Key actions following the audit

All new patient
admissions during
September 2018 taken
from Abacus Daily
21 Inpatient wards
including:
Adult Acute and Older
Person's
Beach, Glaven, Reed,
Rollesby, Sandringham,
Thurne, Waveney,
GYAW, Dragonfly,
Churchill, Avocet, Poppy,
Walker, Willows,
Abbeygate, Northgate,
Southgate, SRRS, Catton,
Yare, Whitlingham

Published
Jan 2019

Wards where practice fell below 95% (Rollesby,
Thurne, Churchill, Avocet, Willows, SRRS,
Catton) to discuss at Governance Meetings and
action plans for next steps. The MCA Lead for
NSFT to share and discuss the report within the
Mental health Law forum and make
recommendations regarding necessary
guidance and reviews.

Page 121

Audit name

Audit scope

1821 Risk
Assessment for
Section 17 Leave

Glaven
Rollesby
Thurne
Waveney
Beach
Reed
Rose
Sandringham
Churchill
Dragonfly
GYAS
Laurel / Fernwood
Foxglove
Walker Close
Acle
Lark PICU
Avocet
Poppy
Willows
SRRS
Northgate
Southgate
Abbeygate
Catton
Drayton
Thorpe
Foxhall House
Yare
Whitlingham

1611 - Controlled
Drugs Audit
(completed by
Pharmacy Dept)

Wards: Dragonfly, Beach,
Rose, Reed, Laurel,
Foxglove, Willows,
Abbeygate, Churchill,
Glaven, Rollesby, Thurne,
Waveney, Whitlingham,
Yare, Sandringham,
GYAS, Blakeney,
Drayton, Eaton, SRRS,
Foxhall, Northgate,
Southgate, Avocet, Lark,
Poppy, Walker Close

Date
completed

Key actions following the audit

Published
Aug 18

1) Where compliance fell below 95% and/or
Assurance found to be Insufficient, matrons and
ward staff to share this report to ensure that the
correct DWC forms are completed.
2) Action Plans required to be submitted to the
Audit Team within 6 weeks of publication of this
report.
3) The MHAA Team to check that up to date
DWC forms are in place and being used.
4) The MHAA Team Liaise with the Teams who
have amended the form so that we can have
one version that can be used by all wards.
5) Re-audit to be considered.

Published
Aug 2018

Ward staff informed and required to rectify any
practice issues that fail to reach compliancy.

Skilled staff to deliver care
The service had access to a full range of specialists to meet the needs of the patients on the ward.
Managers made sure staff had the right skills, qualifications and experience to meet the needs of
the patients in their care, including bank and agency staff. This included learning disability, autism
and positive behaviour support training.
Managers gave each new member of staff a full induction to the service before they started work.
Managers supported staff and permanent medical staff to develop through regular, constructive
appraisals of their work.
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The trust’s target rate for appraisal compliance is 90%. At the end of last year (1 April 2018 and 31
March 2019), the overall appraisal rate for non-medical staff within this service was 70%. This year
so far, the overall appraisal rates was 88% (as at 30 April 2019). The wards with the lowest
appraisal rate at 30 April 2019 was Suffolk LD Assessment & Treatment with an appraisal rate of
88%.
The rate of appraisal compliance for non-medical staff reported during this inspection was lower
than the 97% reported at the last inspection.

Ward name

Suffolk LD Assessment & Treatment
Core service total
Trust wide

Total number
of permanent
non-medical
staff requiring
an appraisal

Total number of
permanent nonmedical staff
who have had
an appraisal

%
appraisals
(as at 30
April
2019)

% appraisals
(previous
year 1 April
2018-31
March 2019)

34

30

88%

34
3549

30
2886

88%
81%

70%
70%
82%

The trust’s target rate for appraisal compliance is 90%. There were no medical staff required for
appraisals as at 30 April 2019.
The trust was unable to provide supervision data and provided the following narrative to explain
this. However, during our inspection the manager confirmed that 94% of staff had up to date
supervision in line with the providers policy.
“NSFT recognise the importance of clinical supervision as an integral and vital component of
support and professional development to help deliver the highest standard of safe and effective
patient care.
Employees are supported to receive 6 to 10 sessions yearly. However, necessities of a
professional body will supersede this requirement. It is jointly the responsibility of individuals and
their line managers to ensure that they receive access to professional supervision at the required
frequency.
We have adopted a QI approach to this with services in the first developing their supervision trees
and implementing local arrangements so that staff have access to clinical supervision. Records of
clinical supervision are held locally. We have explored a number of reporting processes. ESR has
no native clinical supervision reporting functionality. As an initial arrangement we are using the
monthly ‘pulse surveys’ (see evidence P121). From April 2019 an average of 80% of respondents
confirmed that they received regular clinical supervision over the last 12 months. This is reported
to operational action groups and performance meetings.
We have reviewed the data held in the teams and services and are proposing a consistent
recoding format as the next stage in the improvement cycle which will support Trust wide
reporting.”
Managers made sure staff attended regular team meetings or gave information from those they
could not attend.
Managers identified any training needs their staff had and gave them the time and opportunity to
develop their skills and knowledge. Managers made sure staff received any specialist training for
their role.
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Managers recognised poor performance, could identify the reasons and dealt with these.

Multi-disciplinary and interagency team work
Staff from different disciplines worked together as a team to benefit patients. They supported each
other to make sure patients had no gaps in their care. Staff held regular multidisciplinary meetings
to discuss patients and improve their care.
Staff made sure they shared clear information about patients and any changes in their care,
including during handover meetings.
The ward team had effective working relationships with staff from services that would provide
aftercare following the patient’s discharge and engaged with them early in the patient’s admission
to plan discharge.

Adherence to the Mental Health Act and the Mental Health Act Code of
Practice
Staff understood their roles and responsibilities under the Mental Health Act 1983 and the Mental
Health Act Code of Practice and discharged these well. Managers made sure that staff could
explain patients’ rights to them.
Staff received and kept up-to-date with training on the Mental Health Act and the Mental Health
Act Code of Practice and could describe the Code of Practice guiding principles.
As of 30 April 2019, 100% of the workforce in this service had received training in the Mental
Health Act. The trust stated that this training is role specific for all services for inpatient and all
community staff is completed once.
The training compliance reported during this inspection was the same as the 100% reported at the
last inspection.
Staff had access to support and advice on implementing the Mental Health Act and its Code of
Practice. Staff knew who their Mental Health Act administrators were and when to ask them for
support.
The service had clear, accessible, relevant and up-to-date policies and procedures that reflected
all relevant legislation and the Mental Health Act Code of Practice.
Patients had easy access to information about independent mental health advocacy and patients
who lacked capacity were automatically referred to the service.
Staff explained to each patient their rights under the Mental Health Act in a way that they could
understand, repeated and recorded it clearly in the patient’s notes each time.
Staff made sure patients could take section 17 leave (permission to leave the hospital) when this
was agreed with the Responsible Clinician.
Staff requested an opinion from a Second Opinion Appointed Doctor when they needed to.
Staff stored copies of patients’ detention papers and associated records correctly and staff could
access them when needed.
Informal patients knew that they could leave the ward freely and the service displayed posters to
tell them this.
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Care plans included information about after-care services available for those patients who
qualified for it under section 117 of the Mental Health Act.
Managers and staff made sure the service applied the Mental Health Act correctly by completing
audits and discussing the findings.

Good practice in applying the Mental Capacity Act
Staff supported patients to make decisions on their care for themselves. They understood the trust
policy on the Mental Capacity Act 2005 and assessed and recorded capacity clearly for patients
who might have impaired mental capacity.
Staff received and kept up-to-date with training in the Mental Capacity Act and had a good
understanding of at least the five principles.
As of 30 April 2019, 100% of the workforce in this service had received training in the Mental
Capacity Act. The trust stated that this training is role specific for all services for inpatient and all
community staff is completed once.
The training compliance reported during this inspection was the same as the 100% reported at the
last inspection.
The trust told us that six Deprivation of Liberty Safeguard (DoLS) applications were made to the
Local Authority for this service between 1 May 2018 to 30 April 2019.
The greatest number of DoLS applications were made in May 2018 with three.
The number of DoLS applications made during this inspection was lower than the nine reported at
the last inspection.

Standard
applications
made
Standard
applications
approved

Number of ‘Standard’ DoLS applications made by month
Jul
Aug Oct Nov
Dec Jan Feb
Mar Apr
18
18
18
18
18
19
19
19
19

May
18

Jun
18

3

0

0

1

0

0

1

0

0

0

0

0

0

0

0

0

0

0

0

0

May
19

Total

0

1

6

0

0

0

There was a clear policy on Mental Capacity Act and Deprivation of Liberty Safeguards, which
staff could describe and knew how to access. Staff knew where to get accurate advice on the
Mental Capacity Act and Deprivation of Liberty Safeguards.
Staff gave patients all possible support to make specific decisions for themselves before deciding
a patient did not have the capacity to do so. Staff assessed and recorded capacity to consent
clearly each time a patient needed to make an important decision.
When staff assessed patients as not having capacity, they made decisions in the best interest of
patients and considered the patient’s wishes, feelings, culture and history.
Staff made applications for a Deprivation of Liberty Safeguards order only when necessary and
monitored the progress of these applications.
The service monitored how well it followed the Mental Capacity Act and acted when they needed
to make changes to improve.
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Is the service caring?
Kindness, privacy, dignity, respect, compassion and support
Staff were discreet, respectful, and responsive when caring for patients. Staff gave patients help,
emotional support and advice when they needed it. Patients said staff treated them well and
behaved kindly.
Staff used appropriate communication methods to support patients to understand and manage
their own care treatment or condition. Staff directed patients to other services and supported them
to access those services if they needed help.
Staff understood and respected the individual needs of each patient.
Staff felt that they could raise concerns about disrespectful, discriminatory or abusive behaviour or
attitudes towards patients.
Staff followed policy to keep patient information confidential.
There were no Patient-Led Assessments of the Care Environment (PLACE) assessments for
Walker Close.

Involvement in care
Involvement of patients
Staff introduced patients to the ward and the services as part of their admission. Staff involved
patients and gave them access to their care planning and risk assessments, and made sure
patients understood their care and treatment and found ways to communicate with patients who
had communication difficulties.
Staff involved patients in decisions about the service, when appropriate. Patients could give
feedback on the service and their treatment and staff supported them to do this. Staff supported
patients to make advanced decisions on their care, when appropriate to do so.
Involvement of families and carers
Staff supported, informed and involved families or carers. Staff and managers were keen to
promote co production of work using the trusts participation leads.
Staff helped families to give feedback on the service through feedback cards, feedback forums
and an on line have your say web site.
Evidence produced during inspection showed that while managers at local level responded to
complaints in a timely manner, when complaints were escalated to senior manager level
responses were frequently delayed.
Staff gave carers information on how to find the carer’s assessment.

Is the service responsive?
Access and discharge
Staff planned and managed discharge for this complex patient group well. All the records we
reviewed showed discharge plans. Staff liaised well with services that would provide aftercare
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including Intensive home support, and adult social services, and were assertive in managing the
discharge care pathway. As a result, patients did not have excessive lengths of stay and discharge
was only delayed when suitable community placements could not be located. An example of this
was one delayed discharge for a very complex patient whose domestic situation had broken down.
This patient needed an intensive care package to remain safe and independent, but the patient
was reluctant to go into a care home or hospital environment. We saw how the Walkers Close
team were working with the local housing authority and adult social care to locate and convert two
flats into one dwelling for the patient, so the care needs could be met as well as the patients’
choice to remain in their community.

Bed management
The trust provided information regarding average bed occupancies for two wards in this service
between 1 May 2018 to 30 April 2019.
One of the wards within this service reported average bed occupancies ranging above the minimum
benchmark of 85% over this period.
Ward name
3 Walker Close Ward
4 Walker Close Ward

Average bed occupancy (1 May 2018
– 30 April 2019)
103%
82%

The trust provided information for average length of stay for the period 1 May 2018 to 30 April 2019.
Ward name
3 Walker Close Ward
4 Walker Close Ward

Ward name
3 Walker Close Ward
4 Walker Close Ward

Average length of stay of current
patients - range in days (1 May 2018 –
30 April 2019)
94
52 - 203
71
64 - 232
Average length of stay of discharged
patients- range in days (1 May 2018 –
30 April 2019)
108
8 - 222
151
82 - 290

This service reported no out of area placements between 1 May 2018 to 30 April 2019.
This service reported three readmissions within 28 days between 1 May 2018 to 30 April 2019. Two
of readmissions (67%) were readmissions to the same ward as discharge. The average of days
between discharge and readmission was 16 days. There were no instances whereby patients were
readmitted on the same day as being discharged and there were no where patients were readmitted
the day after being discharged.
At the time of the last inspection, for the period 1 June 2017 to 31 May 2018, there was one
readmission within 28 days. Of these, none were readmissions to the same ward and the average
days between discharge and readmission was one day.
Therefore, the number of readmissions within 28 days has increased between the two periods and
the average time between discharge and readmission has increased.
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Ward name

Number of
readmissions
(to any ward)
within 28
days

4 Walker
Close Ward

3

Number of
%
readmissions
readmissions
(to the same
to the same
ward) within
ward
28 days
2

Range of
days
between
discharge
and
readmission

Average days
between discharge
and readmission

10-24

16

67%

When patients went on leave there was always a bed available when they returned.
Patients moved between wards only when there were clear clinical reasons, or it was in the best
interest of the patient.
Discharge and transfers of care
Between 1 May 2018 to 30 April 2019 there were 14 discharges within this service. This amounts to
1% of the total discharges from the trust overall (2325).
There were five (36%) delayed discharges across the 12-month period. The only reasons for
delaying discharge from the service were clinical.
Staff carefully planned patients’ discharge and worked with care managers and coordinators to
make sure this went well. Staff did not move or discharge patients at night or very early in the
morning.
Staff supported patients when they were referred or transferred between services. The service
followed national standards for transfer.
However, the design of the buildings used for learning disability inpatient services, meant one
patient was cared for on an alternative ward which was not a ward that was designed to meet their
individual needs.

Facilities that promote comfort, dignity and privacy
The design and safety of the ward did not support patient’s treatment. Due to the high level of ligature
points, and that the services mitigation for this was always that staff accompany patients could not
develop enough confidence to achieve their optimum level of independence or effective independent
living skills.
Each patient had their own bedroom, which they could personalise. Patients had a secure place to
store personal possessions. Patients could make phone calls in private.
While staff had access to a range of rooms and equipment to support treatment and care, including
an outside garden area because of the high ligature risk patients could not access these spaces
independently.
The service had quiet areas and a room where patients could meet with visitors in private and had
considered and responded to the needs of patients with autism in the ward environment.
Patients were dependent on staff to make them hot drinks and snacks. Patients told us the food was
nice.
There were no Patient-Led Assessments of the Care Environment (PLACE) assessments for
Walker Close.
Page 128

Patients’ engagement with the wider community
Staff made sure patients had access to opportunities for education and work, where appropriate
and supported patients.
Staff helped patients to stay in contact with families and carers. Staff encouraged patients to
develop and maintain relationships both in the service and the wider community.

Meeting the needs of all people who use the service
The ward met the needs of all patients who used the service including those with protected
characteristics. Staff helped patients with communication and managers made sure staff and
patients could get help from interpreters or signers when needed. Staff made sure patients could
access information on treatment, local service, their rights and how to complain. The service had
information leaflets available in languages spoken by the patients and local community.
Staff supported patients to access advocacy, cultural and spiritual support, and the service
provided a variety of food to meet the dietary and cultural needs of individual patients.

Listening to and learning from concerns and complaints
The service treated concerns and complaints seriously, investigated them and learned lessons
from the results, and shared these with the whole team and wider service.
Patients, relatives and carers knew how to complain or raise concerns. The service clearly
displayed information about how to raise a concern in patient areas.
Staff understood the policy on complaints and knew how to handle them. Managers investigated
complaints and identified themes. Managers shared feedback from complaints with staff and
learning was used to improve the service.
Staff protected patients who raised concerns or complaints from discrimination and harassment.
Staff knew how to acknowledge complaints and patients received feedback from managers after
the investigation into their complaint.
This service received no complaints or compliments between 1 May 2018 to 30 April 2019.

Is the service well led?
Leadership
Leaders had the integrity, skills and abilities to run the service. They understood the issues,
priorities and challenges the service faced and managed them. They were visible in the service
and supported staff to develop their skills and take on more senior roles.

Vision and Strategy
The service had a vision for what it wanted to achieve and a strategy to turn it into action,
developed with all relevant stakeholders. They were aligned to local plans and the wider health
economy. Managers made sure staff understood and knew how to apply them.

Culture
Staff felt respected, supported and valued. They felt the service promoted equality and diversity
and provided opportunities for career development. They could raise concerns without fear.
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Governance
Leaders ensured there were structures, processes and systems of accountability for the
performance of the service. Staff at all levels were clear about their roles and accountabilities and
had regular opportunities to meet, discuss and learn from the performance of the service.

Management of risk, issues and performance
Leaders managed performance using systems to identify, understand, monitor, and reduce or
eliminate risks. They ensured risks were dealt with at the appropriate level. Clinical staff
contributed to decision-making on service changes to help avoid financial pressures compromising
the quality of care.

Information Management
The service collected reliable information and analysed it to understand performance and to
enable staff to make decisions and improvements. The information systems were integrated and
secure. However, staff in this service commented on the fact that care planning and risk
management information, while present, was difficult to locate on the electronic recording system.
We asked managers to address this issue.

Engagement
The service engaged well with patients, staff, equality groups, the public and local organisations to
plan and manage appropriate services. It collaborated with partner organisations to help improve
services for patients.

Learning, continuous improvement and innovation
All staff were committed to continually improving services and had a good understanding of quality
improvement methods. Leaders encouraged innovation and participation in research.
NHS trusts are able to participate in a number of accreditation schemes whereby the services they
provide are reviewed and a decision is made whether or not to award the service with an
accreditation. A service will be accredited if they are able to demonstrate that they meet a certain
standard of best practice in the given area. An accreditation usually carries an end date (or review
date) whereby the service will need to be re-assessed to continue to be accredited.
The trust provided services which have been awarded an accreditation together with the relevant
dates of accreditation. However, there was no information pertaining to this core service.

MH - Community-based mental health services for adults of
working age
Facts and data about this service
Location site name

Chatterton House

Ward name

Number of beds

Patient group (male,
female, mixed)

West Norfolk Adult
Community Mental
Health service

Not provided

Mixed
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Ward name

Number of beds

Patient group (male,
female, mixed)

Chatterton House

West Norfolk Adult
Community Mental
Health service

Not provided

Mixed

Northgate Hospital

Early Intervention

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Early Intervention

Not provided

Mixed

Eastern Recovery Team

Not provided

Mixed

Eastern Recovery Team

Not provided

Mixed

Eastern Recovery Team

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Location site name

The Conifers, Hellesdon Hospital
Mariner House (Hellesdon
Hospital)
Mariner House (Hellesdon
Hospital)
Mariner House (Hellesdon
Hospital)
Thurlow House (Chatterton
House)
Northgate Hospital
resource centre
Northgate Hospital
resource centre
Northgate Hospital
resource centre
Walker Close
Walker Close
Victoria House (Hellesdon
Hospital)
Victoria House (Hellesdon
Hospital)
Peddars Centre, Hellesdon
Hospital
Peddars Centre, Hellesdon
Hospital
The City Anchorage, Julian
Hospital
The City Anchorage, Julian
Hospital
The City Anchorage, Julian
Hospital
The City Anchorage, Julian
Hospital
The City Anchorage, Julian
Hospital

Long term treatment
team
Ipswich Integrated
Delivery Team (IDT)
Ipswich Integrated
Delivery Team (IDT)
Ipswich Integrated
Delivery Team (IDT)

Coastal Integrated
Delivery Team (IDT)
Coastal Integrated
Delivery Team (IDT)
Waveney Adult
Community Mental
Health Service
Waveney Adult
Community Mental
Health Service
North Norfolk Adult
Community Mental
Health Team
North Norfolk Adult
Community Mental
Health Team
Norwich Adult
Community Mental
Health Team
Norwich Adult
Community Mental
Health Team
Norwich Adult
Community Mental
Health Team
Norwich Adult
Community Mental
Health Team
Norwich Adult
Community Mental
Health Team
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Location site name
The City Anchorage, Julian
Hospital
The City Anchorage, Julian
Hospital
The City Anchorage, Julian
Hospital
The City Anchorage, Julian
Hospital
Gateway House (Hellesdon
Hospital)
Gateway House (Hellesdon
Hospital)
Weavers, Hellesdon Hospital
G Block, Hospital Road site
(Hellesdon Hospital)
G Block, Hospital Road site
(Hellesdon Hospital)
Newmarket Hospital (Hellesdon
Hospital)
Newmarket Hospital (Hellesdon
Hospital)
Haymills House (Hellesdon
Hospital)
Haymills House (Hellesdon
Hospital)
Haymills House (Hellesdon
Hospital)

Ward name
Norwich Adult
Community Mental
Health Team
Norwich Adult
Community Mental
Health Team
Norwich Adult
Community Mental
Health Team
Norwich Adult
Community Mental
Health Team
South Norfolk
Community Mental
Health Team
South Norfolk
Community Mental
Health Team
Single point of access
team (Central and West)
Bury South Integrated
Delivery Team (IDT)
Bury South Integrated
Delivery Team (IDT)
Bury North Integrated
Delivery Team (IDT)
Bury North Integrated
Delivery Team (IDT)
Central Integrated
Delivery Team (IDT)
Central Integrated
Delivery Team (IDT)
Central Integrated
Delivery Team (IDT)

Number of beds

Patient group (male,
female, mixed)

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

The methodology of CQC provider information requests has changed, so some data from different
time periods is not always comparable. We only compare data where information has been
recorded consistently.

Is the service safe?
Safe and clean environment
Staff completed and regularly updated thorough risk assessments of all areas and removed or
reduced any risks they identified. All locations visited had all rooms RAG rated (red, amber, green,
red being high risk) and used heat maps. However, the ligature risk assessment at Bury South IDT
did not capture all risks in each room. Environmental risk plans were not always printed in colour
so staff would not easily know which rooms were red, i.e. rated high risk.
All staff had personal alarms in working order to summon help in an emergency.
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The trust used an electronic clinic room temperature monitoring system. The trust system alerted
staff via email if there was a concern, and staff responded accordingly. Across most community
team’s clinic rooms, equipment was tested and in date. However, we found staff at North Norfolk
CMHT had not ensured medical equipment had been regularly checked or cleaned. North Norfolk
CMHT did not complete first aid box checks. Great Yarmouth CMHT had items out of date in the
first aid box, though replacements had been ordered before our visit. We found West Norfolk
CMHT stored cups and coffee in the clinic room. Waveney CMHT and North Norfolk CMHT did not
routinely change the code to the clinic room after staff had left therefore there was a risk of
unauthorised entry from previous staff.
All teams had access to necessary equipment for patients to have basic physical examinations.
However, at Bury North IDT there was no stethoscope or ECG machine, and the blood pressure
machine had not been calibrated. We informed staff about this.
Most areas were clean, well maintained, well-furnished and fit for purpose. However, at Bury
South IDT there were large cracks near the toilet sink. Staff made sure cleaning records were upto-date and the premises were clean.
Staff followed infection control guidelines, including handwashing.

Safe staffing7
The service had enough nursing and support staff to keep patients safe. Since the last inspection,
services in the adult community had continued to recruit to most grades and posts, with set start dates
if not yet in post. Those services who had a small amount of vacancies remaining had mitigated this by
then use of regular agency staff. Active recruitment was taking place for projected vacancies at all the
services we visited. New ways of recruiting were also being carried out for hard to recruit posts, such
as the psychology post at Bury South.
The below chart shows the breakdown of staff in post WTE in this core service from 1 May 2018 to
30 April 2019.

Figure 1
Annual staffing metrics
Core service annual staffing metrics
(1 May 2018 – 30 April 2019)
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Annual
vacancy
rate

Annual
turnover
rate

Annual
sickness
rate

Annual
bank
hours (%
of
available
hours)

Annual
agency
hours
(% of
available
hours)

Annual
“unfilled”
hours
(% of
available
hours)

Staff group

Annual average
establishment

All staff

434.0

4%

10%

6.0%

Qualified
nurses

203.9

10%

12%

6.1%

1,804
(<1%)

18,135
(4%)

375 (<1%)

Nursing
assistants

115.2

-6%

7%

8.4%

294 (<1%)

2,056
(1%)

144 (<1%)

Medical staff

34.3

18%

7%

1.4%

000 (0%)

Allied Health
Professionals

62.5

-4%

10%

3.7%

3,544
(62%)

2,136
(38%)

The average vacancy rate for all staff, nursing assistants and allied health professionals were in
the lowest 25% when compared to other similar core services nationally.
The average sickness rate for all staff and nursing assistants were in the highest 25% when
compared to other similar core services nationally.

Figure 2
Monthly 'vacancy rates' over the last 12 months for all staff are not stable and may be subject to
ongoing change (See figure 2).

Page 134

Figure 3

Monthly 'turnover rates' over the last 12 months for all staff shows an upward trend from August
2018 to December 2018 (See figure 3). This could be an indicator of deterioration. We found Ipswich
IDT had a high turnover of staff and poor staff retention. This was the same as our findings from our
previous inspection in November 2018.

Figure 4

Monthly 'sickness rates' over the last 12 months for all staff are not stable and may be subject to
ongoing change (See figure 4).
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Figure 5

Monthly 'vacancy rates' over the last 12 months for qualified nurses, health visitors and midwives
show a shift from November 2018 to April 2019 (See figure 5). This could be an indicator of change.

Figure 6

Monthly 'vacancy rates' over the last 12 months for nursing assistants are not stable and may be
subject to ongoing change (See figure 6).
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Figure 7

Monthly 'sickness rates' over the last 12 months for nursing assistants show a shift from November
2018 to April 2019 (See figure 7). This could be an indicator of change.

Figure 8

Monthly 'agency hours' over the last 12 months for nursing assistants are not stable and may be
subject to ongoing change (See figure 8).
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Figure 9

Monthly 'sickness rates' over the last 12 months for medical staff show a downward trend from
December 2018 to April 2019 (See figure 9). This could be an early indicator of improvement.

Figure 10

Monthly 'agency hours' over the last 12 months for medical staff show an upward trend from
December 2018 to April 2019 (See figure 10). This could be an early indicator of deterioration.
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Figure 11

Monthly 'vacancy rates' over the last 12 months for allied health professionals show a shift from
November 2018 to April 2019 (See figure 11). This could be an indicator of change.

Figure 12

Monthly 'sickness rates' over the last 12 months for allied health professionals show a shift from
November 2018 to April 2019 (See figure 12). This could be an indicator of change.
Managers made arrangements to cover staff sickness and absence. However, one carer of a
patient at Waveney CMHT told us cover wasn’t arranged for her relative when her care
coordinator went off sick so her relative missed her depot injection.
Managers supported staff who needed time off for ill health.
Managers limited their use of bank and agency staff and requested staff familiar with the service.
Managers made sure all bank and agency staff had a full induction and understood the service
before starting their shift.
Managers used a recognised tool to calculate safe staffing levels. The number and grade of staff
matched the provider’s staffing plan. However, across all the adult community services we visited
the staffing establishment had not kept pace with the number of referrals into the service. At South
Norfolk CMHT the staffing establishment was set for 750 open referrals, but the team had 1111
open referrals at the time of inspection. This impacted on the staffing establishment and the
number of staff the manager was able to employ. However, the manager had been able to take on
temporary staff to support permanent staff for short periods of time.
Most managers used a caseload management tool to support staff with their work. Staff told us
they discussed caseload management regularly in both managerial and clinical supervision. The
average caseload across the community teams was 23 to 40. However, at Norwich City CMHT
staff had very high caseloads which varied from 11 to 70 averaging 49. This had risen since our
November 2018 inspection. Managers had decided to have higher caseloads of patients to
mitigate the need for a waiting list. This was above the Royal college of Psychiatrists Accreditation
for Community Mental Health Services Standards for Adult Community Mental Health Services,
which say full-time care co-ordinators should have a caseload of no more than 35 (reduced prorata for part-time staff). Coastal IDT staff held caseloads averaging 23 patients which was the
lowest across all the services we visited. Staff at South Norfolk CMHT held caseloads averaging
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35. Staff told us the impact of this number of patients on their caseload meant that there was no
time to do any detailed or skills-based treatment that needed more than one contact every three to
four weeks. Managers told us caseload allocation was linked to complexity and level of risk.
The service could get support from a psychiatrist quickly when they needed to. All locations we
visited had access to a psychiatrist. Appointments were planned in advance and emergency
appointments were accommodated if patient risk had changed. Staff told us psychiatrists were
responsive to needs of patients. Managers could use locum psychiatrists if they required additional
support or to cover staff sickness or absence of medical staff. Staff told us they did not feel there
was enough psychiatrists which impacted on patients care and treatment.
Mandatory training
The trust set a target of 90% for completion of mandatory and statutory training.
The compliance for mandatory and statutory training courses at 30 April 2019 was 88%. Of the
training courses listed,14 failed to achieve the trust target and of those and six failed to score
above 75%.
Training is reported on a rolling month on month basis, representing the compliance at the end of
the month.
The training compliance reported for this core service during this inspection was lower than the
97% reported in the previous year.
The mandatory training programme was comprehensive and met the needs of patients and staff.
Managers monitored mandatory training and alerted staff when they needed to update their
training. However, we found some training modules were still below the trust target of 90% and the
national target of 75%.
Key:

Below CQC 75%

Met trust target

✓

Not met trust
target

Higher

No change

Lower



➔





Number
of
eligible
staff

Number
of staff
trained

YTD
Compliance
(%)

Trust
Target
Met

Compliance
change when
compared to
previous year

Counter Fraud

442

438

99%

✓



Induction - Corporate

432

428

99%

✓



Moving and Handling (Level 1)

442

437

99%

✓



Safeguarding Children Level 1

432

427

99%

✓



Safeguarding Adults Level 1
Equality, Diversity and Human Rights
(Level 1)

432

425

98%

✓



432

423

98%

✓



Mental Health Act

462

450

97%

✓



Mental Capacity Act

462

446

97%

✓



Induction - Workplace

442

421

95%

✓



Health, Safety and Welfare

442

420

95%

✓



Deprivation of Liberty Safeguards

406

385

95%

✓



Training Module
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Number
of
eligible
staff

Number
of staff
trained

YTD
Compliance
(%)

Trust
Target
Met

Compliance
change when
compared to
previous year

Preventing Radicalisation

443

411

93%

✓



Care Certificate

180

163

91%

✓



Infection Control Non-Clinical

21

19

90%



Suicide Prevention (eLearning)

432

381

88%

✓


Safeguarding Adults Level 3

465

409

88%





Rapid Tranquilisation

32

28

88%





Clinical Update Day (Non -Medical)

374

317

85%





Clinical Update Day (Medical)

32

25

78%





Meds Management

358

279

78%





PMA - Personal Safety

466

357

77%






Training Module



Fire Training - Classroom

427

321

75%



Infection Control Clinical

464

341

73%





Information Governance

432

313

72%





Safeguarding Children Level 3

411

284

69%





Basic Life Support

407

270

66%





Fire Training - eLearning

20

13

65%





Competency Framework
Total

10

5

50%
88%









9800

8636

Assessing and managing risk to patients and staff
Staff assessed and managed risks to patients and themselves well. They responded promptly to
sudden deterioration in a patient’s health. When necessary, staff worked with patients and their
families and carers to develop crisis plans. Staff monitored patients on waiting lists to detect and
respond to increases in level of risk. Staff followed good personal safety protocols.
Assessment of patient risk
Staff within the single point of access team for Suffolk localities or the access and assessment
team for Norfolk localities, screened new referrals and completed initial assessments and
reviewed patient’s historical clinical risks. Staff completed comprehensive risk assessments for
each patient, using the trusts recognised risk assessment tool.
We reviewed 57 care and treatment records during this inspection. Staff had not always updated
risk assessments routinely or after incidents at all teams; we found this in 20 out of 57 records
reviewed. We found out of date risk assessments at North Norfolk CMHT and Bury South IDT by
up to four years. We found three risk assessments dated from September 2015 to April 2018 in
North Norfolk CMHT and one risk assessment dated April 2017 in Bury South. We found one
patient who had been referred to Norwich City CMHT in January 2019 who did not have a risk
assessment or care plan present.
The trust had put in place a standard operating procedure for downgrading the risk rating of
referrals. A multidisciplinary approach was taken, and the referrer and the patient agreed that the
referral was not urgent and could be downgraded to routine. At the time of our inspection 3.6% of
people were downgraded from urgent to routine and figures showed a month on month reduction.
In August 2018, 24% of people were downgraded from urgent to routine so the number of patients
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downgraded has significantly decreased. This meant that were able staff to respond appropriately
to urgent referrals. Staff were managing referrals according to the level of urgency identified by the
referrer which was an improvement since our previous inspection.
Staff recognised when to develop and use crisis plans and advanced decisions according to
patient need. We found crisis plans in all services we visited that were developed with patients.
We found additional ‘pocket crisis plans’ at Norwich City CMHT.
Staff RAG rated patients by their level of risk and monitored this regularly.
Management of patient risk
At our inspection in November 2018 we had significant concerns about the management of patient
risk. At this inspection we saw significant improvement in this area.
Staff responded promptly to any sudden deterioration in a patient’s health. Staff looked for
changes in their level of risk and any sudden deterioration in health. Staff discussed increased risk
at the daily ‘Flexible Assertive Community Treatment’ meetings to decide the response required
for the patient whose risk increased. This provided stepped up care for those who needed it.
Patient risk was also discussed in weekly team meetings as a standing agenda item.
Staff continually monitored patients on waiting lists for changes in their level of risk and responded
when risk increased. Patients on the waiting list were advised of the duty worker system and
protocols for contact. Patients were rag rated by their level of risk and this was monitored
regularly. There were no high-risk patients on the waiting list. If a patient on the waiting list was
reviewed as high risk and needed to be stepped up a care coordinator was allocated, and the
patient was monitored in daily ‘Flexible Assertive Community Treatment’ meetings. This was a
significant improvement since our November 2018 inspection.
Staff followed clear personal safety protocols, including for lone working. Staff we spoke with told
us they understood and adhered to clear personal safety protocols within the community teams,
and the trust policy for lone working. Staff were clear on what action to take if concerned on a visit
and would carry out joint visits if needed.

Safeguarding
Staff understood how to protect patients from abuse and the service worked well with other
agencies to do so. Staff had training on how to recognise and report abuse, and they knew how to
apply it.
Most staff kept up to date with their safeguarding training. However, training figures provided at
the time of inspection showed that Safeguarding Adults Level 3 training at Norwich City CMHT
team 3 was 73%, at Waveney adult community team it was 70%, at Bury South IDT team it was
66% and at Ipswich IDT it was 33%. These were all below the trust target of 90% compliance and
our target of 75% compliance. We found Safeguarding Children Level 3 training at Waveney adult
community team and Bury North IDT it was 73%, at South Norfolk CMHT south east team it was
68%, at Ipswich IDT it was 67%, at Bury South IDT it was 59%, at Great Yarmouth CMHT and
North Norfolk north west team it was 53% and at Norwich City CMHT team 3 it was 50%. These
were all below the trust target of 90% compliance and national targets of 75% compliance.
Staff could give examples of how to protect patients from harassment and discrimination, including
those with protected characteristics under the Equality Act.
Staff knew how to make a safeguarding referral and who to inform if they had concerns.
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A safeguarding referral is a request from a member of the public or a professional to the local
authority or the police to intervene to support or protect a child or adult at risk from abuse.
Commonly recognised forms of abuse include physical, emotional, financial, sexual, neglect and
institutional.
Each authority has their own guidelines as to how to investigate and progress a safeguarding
referral. Generally, if a concern is raised regarding a child or adult at risk, the organisation will
work to ensure the safety of the person and an assessment of the concerns will also be conducted
to determine whether an external referral to Children’s Services, Adult Services or the police
should take place.
This core service made 220 safeguarding referrals between 1 May 2018 and 30 April 2019, of
which 220 concerned adults and none related to children. The number of safeguarding referrals
reported during this inspection was higher than the 89 reported at the last inspection.
Number of referrals
Adults

Children

Total referrals

220

0

220

The number of adult safeguarding referrals ranged from 11 to 33 per month. With the most being
reported in July 2018 with 33.
The trust has submitted details of no serious case reviews commenced or published in the last 12
months (1 May 2018 and 30 April 2019) that relate to this service.

Staff access to essential information
Patient records were stored securely. Patient notes were stored electronically on a trust wide
system which all staff could access. When patients transferred to a new team there were no
delays in staff accessing their records as they were already on the electronic system.

Medicines management
Staff followed systems and processes when safely prescribing, administering, recording and
storing medicines. However, staff at Great Yarmouth CMHT did not always sign medications in
and out when visiting patients in the community. At Bury South IDT we found staff were not
routinely carrying out medication stock checks and we found missing medications unaccounted
for. All IDT teams at the Bury South location used the clinic but there was no oversight of the clinic
room management. Although North Norfolk CMHT carried out medication stock checks, we found
a depot injection had expired in March 2018. At North Norfolk CMHT we did not find any spare
keys for medication cabinet. This meant that if the keys were to be misplaced, staff would not be
able to access medicines stored in the medication cabinet.
Staff reviewed patients' medicines regularly and provided specific advice to patients and carers
about their medicines.
Staff followed current national practice to check patients had the correct medicines.
The service had systems to ensure staff knew about safety alerts and incidents, so patients
received their medicines safely.
Decision making processes were in place to ensure people’s behaviour was not controlled by
excessive and inappropriate use of medicines.
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Staff at the adult mental health community services we visited offered physical health checks
according to National Institute for Health and Care Excellence guidance when prescribing
antipsychotic medications to patients for the first time. Staff we spoke with told us patients who
were prescribed antipsychotic medication were offered annual physical health checks to review
the effects of each patient’s medication on their physical health. However, the record keeping of
physical health checks was not adequate across all teams we visited. We reviewed 49 care
records in this area and found 30 did not have physical health assessments recorded and 25 had
no evidence of ongoing physical health monitoring.

Track record on safety
Between 1 May 2018 and 30 April 2019 there were 74 serious incidents reported by this service.
Of the total number of incidents reported, the most common type of incident was
‘Apparent/actual/suspected self-inflicted harm meeting SI criteria’ with 70. The 68 unexpected
deaths were instances of ‘Apparent/actual/suspected self-inflicted harm meeting SI criteria’.
We reviewed the serious incidents reported by the trust to the Strategic Executive Information
System (STEIS) over the same reporting period. The number of the most severe incidents
recorded by the trust incident reporting system was comparable with STEIS with 74 reported.
There was one ‘Apparent/actual/suspected homicide meeting SI criteria’ incident difference
between the two data sets with STEIS reporting one more than SIRI.
A ‘never event’ is classified as a wholly preventable serious incident that should not happen if the
available preventative measures are in place. This service reported no never events during this
reporting period.
The number of serious incidents reported during this inspection was higher than the 22 reported at
the last inspection.
Number of incidents reported

Type of incident reported (SIRI)

GYW GY Adult Community
West Norfolk Adult CMHT
Suffolk AAT
Suffolk East Central Adult
City 1 Adult Community (Central)
CITY2 City 2 Adult Community
(Central)
CITY3 City 3 Adult Community
(Central)
Central Psych Liaison
Central CRHT
Central North Adult Comm
Suffolk East Psych Liaison
Suffolk East Central Enhanced
community

Apparent/
actual/
suspected
self-inflicted
harm meeting
SI criteria
6
5
3
4
3

Disruptive/
aggressive/
violent
behaviour
meeting SI
criteria

Abuse/alleg
ed abuse of
adult patient
by third
party

Apparent/actua
l/suspected
homicide
meeting SI
criteria

Total

1

6
5
4
4
3

3

3

3

3

3
3
3
3

3
3
3
3

3

3
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Number of incidents reported

Type of incident reported (SIRI)

GYW Waveney Adult Community
Central Youth Adult
Suffolk West Bury North Adult
Suffolk West Bury South Adult
Suffolk East Ipswich Adult
Wellbeing Central City
Wellbeing Central West
Central EI
Forensic North Community
GYW Youth Adult
Central South Adult Comm
GYW Adult Liaison JPUH
Trustwide Recovery College
West Norfolk CRHT
Suffolk West Psych Liaison
Suffolk West Bury South Enhanced
Community
Suffolk East Coastal Youth
Suffolk East Primary Mental Health
Workers
Forensic South Community
Central SPOA
Suffolk Wellbeing East
SWCEN South West Adult
Community (Central)
Wellbeing Central North
Wellbeing Great Yarmouth and
Waveney
Total

Apparent/
actual/
suspected
self-inflicted
harm meeting
SI criteria
2
2
2
2
2
2
2
1

Disruptive/
aggressive/
violent
behaviour
meeting SI
criteria

Abuse/alleg
ed abuse of
adult patient
by third
party

Apparent/actua
l/suspected
homicide
meeting SI
criteria

Total

1
1

2
2
2
2
2
2
2
1
1
1
1
1
1
1
1

1

1

1

1

1

1

1
1
1
1
1

1
1

1

1
1
1

1

1

1

1

1

1

70

2

1

1

74

Reporting incidents and learning from when things go wrong
Staff knew what incidents to report and how to report them. Staff raised concerns and reported
incidents and near misses in line with trust policy. Staff reported serious incidents clearly and in
line with trust policy. Staff understood the duty of candour. They were open and transparent and
gave patients and families a full explanation if and when things went wrong.
Managers debriefed and supported staff after any serious incident. Psychologists debriefed staff
after any serious incident if a more in depth debrief was required. Norfolk City CMHT also used the
Trauma Risk Incident Management team for specific in-depth long-term management and debrief
of staff who required this.
Managers investigated incidents thoroughly. Patients and their families were involved in these
investigations.
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Staff received feedback from investigation of incidents, both internal and external to the service.
Staff met to discuss the feedback and look at improvements to patient care. Lessons learned from
incidents were shared in business and governance meetings as a standing agenda item across all
teams.
There was evidence that changes had been made as a result of feedback. For example, recording
on patient notes when staff had tried to contact patients, but the patient had not answered the
phone. Another example we were given was staff writing information in the patients’ notes under
headings making them easier to read. However, there were similar themes that emerged from
some reports across the trust and there was no clear action regarding the sharing and learning
from this trust wide.
The Chief Coroner’s Office publishes the local coroners Reports to Prevent Future Deaths which all
contain a summary of Schedule 5 recommendations, which had been made, by the local coroners
with the intention of learning lessons from the cause of death and preventing deaths.
In the last two years, there have been nine ‘prevention of future death’ reports sent to Norfolk and
Suffolk NHS Foundation trust. Three of these related to this service details of which can be found
below.
Date of report: 8 December 2017
Regulation 28 [report to prevent future deaths]
Conclusion of inquest was medical cause of death: Unascertained and conclusion: Open
The Coroner’s concerns were:
5. Although there was evidence of good communication between the various organisation involved
with the patient and attempts were ongoing to retain contact with them, there was no one person
taking overall responsibility for the patient.
6. The patient had originally been allocated a care co-ordinator but on this person leaving, no new
care co-ordinator was appointed.
7. The serious incident investigation recommended all service users receiving active treatment
should be allocated a lead care professional or a care co Ordinator and this action was to be
completed by 30 April 2017. At the time of the inquest this action had not been put in place and
the action plan was regarded as complete.
8. Evidence was heard that alternative measures have been taken within the various teams to
ameliorate the lack of sufficient care co-ordinators for service users, for instance using a teambased approach, but that such measures are not as effective as service users having a specific
individual appointed as a care co-ordinator.
The trust has provided a response to the coroner’s concerns.
Date of report: 9 April 2019
Regulation 28 [report to prevent future deaths]
Conclusion of inquest: 1a Compression of neck structures
The Coroner’s concerns were:
At the inquest it was highlighted the following could have been done to try and prevent the
patient’s death.
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6. Daily visits from the mental health team
7. Involvement of the next of kin
8. Formal mental health act assessment
9. Involvement of the practice nurse
10. Use of corner house care facility
As of the 5th July 2019 the trust has not provided a response to the coroner’s concerns.
Date of report: 25 April 2019
Regulation 28 [report to prevent future deaths]
Conclusion of inquest: Suicide – 1(a) Bronchopneumonia, 1(b) Hypoxic brain injury, 1(c) Insulin
overdose
The Coroner’s concerns were:
It was heard in evidence that since the patient’s death the Norfolk and Suffolk Foundation Trust
have conducted a review of their treatment provision for individuals suffering from Borderline
Personality Disorder (BPD).
As a result of this review the Norfolk and Suffolk Foundation Trust are planning to move the
Borderline Personality Disorder Service treatment in-house rather than using external providers
and will provide Dialectic Behavioural Therapy.
This change is currently in the planning stage and at the hearing I formally requested an update
when these plans are put into practice. The update is to include details the new policies and
procedures in place regarding clarity of communication of information given to those suffering with
BPD, the training and development of Norfolk and Suffolk Foundation Trust staff in relation to BPD
and the undertaking of formal risk assessment and the completion to the requisite documentation
in cases of those suffering with BPD.
During the hearing itself evidence was heard from an expert witness about one of those facets of
those suffering from BPD which was not addressed by the NSFT plans.

Is the service effective?
Assessment of needs and planning of care
Staff assessed the mental health needs of all patients. They worked with patients and families and
carers to develop individual care plans and updated them as needed. Care plans reflected the
assessed needs, were personalised, holistic and recovery-oriented.
We reviewed 57 care and treatment records during this inspection. The inspection in November
2018 had highlighted concerns in this area. We noted that care and treatment record entries had
improved across the service since November 2018 and most patients had a combined care plan
and risk assessment. However, we found two patients at Norwich City CMHT and one patient at
North Norfolk CMHT did not have a care plan at all.
Staff at services providing antipsychotic medication clinics were conducting physical health checks
up to the first year on the medication prescribed. However, we found that the recording of physical
health was poor across most adult community teams. We reviewed 49 care records in this area
and found 30 did not have physical health assessments recorded and 25 had no evidence of
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ongoing physical health monitoring. At Waveney CMHT we saw evidence of staff recording
physical health checks on paper, but not transferring the information to their electronic system.

Best practice in treatment and care
Staff provided a range of care and treatment suitable for the patients in the service. This included
psychological therapies and interventions such as, cognitive behavioural therapy, cognitive
analytic therapy, trauma focussed therapy and emotional regulation work. These interventions
included those recommended by the National Institute for Health and Care Excellence guidance.
Some staff also provided eye movement desensitization and reprocessing (a psychotherapy
treatment originally designed to alleviate the distress associated with traumatic memories) with
patients.
Staff at Great Yarmouth and Waveney CMHTs had set up a day service for patients with
borderline personality disorder to provide support for patients’ emotional wellbeing. The day
service had its own team and manager.
There were waiting lists across all community sites we visited for the psychological therapies. For
example, North Norfolk had patients waiting six and a half weeks from referral to assessment for
psychological intervention. Coastal IDT had patients waiting four months for psychological
intervention. Norwich City CMHT teams had patients waiting five months from referral to
assessment for psychological intervention. South Norfolk had patients waiting five and half months
from referral to assessment for psychological intervention. Great Yarmouth and Waveney CMHTs
had patients waiting just under a one year for psychological intervention. Bury South IDT patients
waiting a one year for psychological intervention but were under recruited and actively recruiting
for more psychologists. All patients on waiting lists for psychological therapy were allocated to a
care coordinator and were being seen by other team members. Staff told us they did not feel there
was enough psychology staff which impacted on rising caseloads.
One patient said they were first referred to psychology 18 months ago and had their first
appointment booked for November 2019. They were originally told the wait would be six months.
Therapy groups were offered on various adult community sites and included mindfulness training
and an emotional regulation group. Patients could assess the recovery college and were able to
attend various courses, such as managing symptoms relating to personality disorder, anxiety and
depression as part of their treatment plan.
Staff made sure patients had support for their physical health needs, either from their GP or
community services. We saw evidence that the adult community teams had employed physical
health leads and champions to support with physical health checks. Physical health teams came in
to support patients on the severe mental illness register only. However, physical health checks
were not being recorded consistently in most adult community teams.
Staff supported patients to live healthier lives by supporting them to take part in programmes or
giving advice. There were good working links in the community with other agencies, so staff could
sign post to healthy living advice and support.
Staff used recognised rating scales to assess and record the severity of patient conditions and
care and treatment outcomes.
Staff took part in clinical audits, benchmarking and quality improvement initiatives. For example,
environmental audits, medication audits, caseload weighting, care programme approach and nonPage 148

care programme approach audits. Where audits highlighted concerns or areas for improvement
they were cascaded to team managers, who discussed recommendations in monthly business and
governance meetings, and made changes to practice accordingly.
This service participated four clinical audits as part of their clinical audit programme 2018 – 2019.
Audit
name

1801
(n)CPA
Documents

Audit scope
Beach
Reed
Rose
Sandringham
GYW Early Interventions
(13+)
NC North East Adult
Community
NC North West Adult
Community
GYW CAMHS
NC City 3
NC City 2
NC South East Adult
Community
SE Ipswich IDT CLL
Southgate
SRRS
CFYP Eating Disorders
(Gatehouse, Julian)
Glaven
Thorpe
Yare
GYAW Carlton Court OP
CMHT
GYAW Northgate OP
CMHT
GYAW St Catherines
GYAW Waveney Adult
LD
NC City 1
NC CRHT
SE Central IDT Youth
SE Ipswich IDT Child &
Family CONNECT
Abbeygate
SW Bury South IDT
Adult
SE Coastal IDT Eating
Disorders Adult
GYAW Crisis Support
12-18
GYAW DIST
GYAW Dragonfly Unit
GYAW Eastern
Recovery

Core service

Audit type

Date
completed

Key actions following the
audit

Teams implement action
plans at the point of audit
and submit these next
steps as part of
the completed audit
documentation.

Adult
Community,
Adult Wards,
CAMHS
Community,
CAMHS
Wards, Crisis
Community,
LD
Community,
Older People
Community,
Older People
Wards,
Rehabilitation
Wards,
Secure
Wards

Clinical audit
of electronic
patient
records
carried out
clinical staff
and
designated
others to
measure of
NCPA
documentati
on
compliancy
against trust
policy C98:
Care
Programme
Approach

Published
Sep 18

NSFT have hosted a Care
Planning Quality
Assurance Methodology
Workshop led by the CPA
Quality Compliance Group
(a sub group of the CPA
Mobilisation Group). Staff
and service users
discussed past and future
methods for improving and
measuring the quality of
n/CPA. Agreement was
reached that a main
objective should be to
provide co-produced
toolkits which help staff
improve practice and
measure the outcomes for
service users.
Compliance was important
and may be increasingly
provided by Informatics
metric data.
A Themes analysis and
report will be produced
from the Workshop to
inform decisions regarding
next steps.
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Audit
name

Audit scope

Core service

Audit type

Date
completed

Key actions following the
audit

GYAW GYAS
GYAW Laurel Ward
GYAW Waveney
CAMHS LD
NC Adult Community
South West
NC CFYP (80 St
Stephens)
NC CFYP (Under 14s
Mary Chapman)
NC DIST Community
NC PIMHS (Point one)
NC South DCLL
Waveney
NW CAMHS Community
(CFYP Minor 0-25 &
Intensive Support Team)
Churchill
NW DCLL (inc DIST)
NW Early Intervention
SE Avocet Ward
SE Central IDT Adult
SE Central IDT CLL
SE Central IDT
Enhanced EI
SE Coastal IDT Adult
SE Coastal IDT CLL
SE Coastal IDT Eating
Disorders Youth
SE Coastal IDT
Enhanced EI
SE Coastal IDT Youth
SE Ipswich IDT 0-14
Child & Family
SE Ipswich IDT
Enhanced
SE Ipswich IDT Youth
SE Suffolk CAMHS LD
SE Willows Ward
Catton
Drayton
Foxhall House
Whitlingham
SW Bury North IDT
Adult
SW Bury North IDT EI
SW Bury North IDT
Enhanced
SW Bury South IDT
Adult & Children ADHD
ND Pathway
SW Bury South IDT CLL
& MAT
SW Bury South IDT
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Audit
name

Audit scope

Core service

Audit type

Date
completed

Key actions following the
audit

Published
Aug 18

Audit required following SI
1279: ‘Audit of
administrator notes for
inclusion of event date and
time’. Report sent to the
Patient Safety and
Complaints practitioner for
action and next steps.

Enhanced-EI
SW DIST
Northgate
Rollesby
SE Central Coastal
Ipswich IDT ND LD
SE Ipswich IDT Adult
Poppy
WN CRHT
GYW Waveney Adcom
Thurne
GYW CRHT
SW Bury South IDT
Child & Family
SW Bury South IDT
Youth
SW Bury North IDT
Youth
Norfolk FCMHT
NC DCLL North
Suffolk FCMHT
SW Bury North IDT CLL
& MAT
1859: Audit
of
Administrat
or Notes
(Health
Records
Recording
Event Date
and Time)

Waveney Recovery
Team

819 Team
Meeting
References
in Patient
Notes
(RCA 719)

CN Central CFYPS
(Under 14's),,CN Child
and Adolescent Eating
Disorders, CN North
Older People's Services
Community Team, CN
DCLL Services, CN
80SS, CN City 2, CN
City 1, , CN City 2, CN
City 3, CN North West,
CN North East, CN
South East Adult, CN
South West Adult
GYAW CAMHS Team, ,
GYAW Community
Mental Health Team,
GYAW Memory
Treatment Service
Team, GYAW Early
Intervention Service,
GYAW Community
Eating Disorders

Adult
Community

Adult
Community
Older
Peoples
Wards
LD
Community
CAMHS
Community
Secure
Community
Crisis
Community

Clinical

Clinical

Published
Aug 2018

Audit required following
RCA 719
Clinical Teams were
chased by the NSFT Audit
Team for action plans.
However, the failure to
respond rate was high (33
teams had not submitted
an Action Plan by Jan
2019). In Jan 2019 teams
were no longer chased
following a decision by
Governance Manager; this
enabled teams to focus on
other clinical priorities.
One Criteria from this audit
has been included in the
2019/20 NSFT Clinical
Audit Schedule i.e. the
timeliness of data entries
has been commissioned by
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Audit
name

Audit scope
Service, GYAW LD
Youth & CAMHS, GYAW
GYW Youth Minor,
GYAW GYW Youth
Adult, GYAW Waveney
Adult LD service, GYAW
Great Yarmouth Adult
Community, GYAW
GY&W CRHT, GYAW
CCST, GYAW Waveney
Adult Community,
GYAW CMHT & MTS,
GYAW Dementia &
Intensive Support Team
WN Adult CMHT, WN
Older People's Service
CMHT , WN Dementia
Intensive Support Team
, WN CFYP - Minor and
Over 18's, WN EIS
ES Adult Autism
Diagnostic Service, ES
Youth Autism Diagnostic
Service, ES Connect
Suffolk, ES Dementia
Intensive Support Team,
ES Home Treatment
Team East Suffolk, ES
Ipswich IDT Adult , ES
Child & Family - East
Suffolk, ES Ipswich IDT
CLL, ES Ipswich IDT
Enhanced Community ,
ES Ipswich IDT
Neurodevelopmental
Disorders Team, ES
Ipswich IDT Youth, ES
LD CAMHS
WS Bury North IDT
Enhanced, WS Bury
North IDT Youth, , WS
Bury North IDT Adult,
WS Bury North IDT CLL,
WS Bury North IDT ED,
WS Bury South CLL,
WS Bury South ND, WS
Bury South Adult, WS
OP DIST West Suffolk,
WS Bury South
Enhanced, WS Bury
South Child and Family
Pathway, WS Bury
South Youth Pathway,
WS Bury South Children

Core service

Audit type

Date
completed

Key actions following the
audit
Information Manager
(Contracts, Performance
and Information). NSFT,
CSU and CCG’s to work
collaboratively to resolve
known issue with reporting
of timeliness of data input.
Therefore, this issue
continues to be a Red RAG
rated topic on the Audit
Schedule
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Audit
name

Audit scope

Core service

Audit type

Date
completed

Key actions following the
audit

ADHD, WS Bury South
Adult ADHD West
Suffolk
SS Forensic Community
Team North, SS Suffolk
Forensic Community
Team

1831 Record
Keeping
Wellbeing
Service
Audit

Wellbeing Service
Norfolk and Suffolk

Adult
Community
Older
Persons
Community

Clinical

Approved
June 2018

The initial data from the
audit was taken for
discussion at the quality
governance session on
10th April 2018. Staff were
divided into tables to
discuss the data and
consider issues and future
actions to improve record
keeping and other quality
improvement areas. At the
end of the session areas
requiring further action
were collected for further
development into an action
plan. The main themes
were:
1) Suitability of the audit
checklist for all teams in
Wellbeing Norfolk and
Suffolk
2) Risk assessment and
safety planning recording
3) Areas for improvement
and training: SMART goals,
impact on others, impact of
practical life problems,
contemporaneous
recording of notes,
clustering and use of
problem descriptor at
assessment
4) When and how to
include record keeping
audit routinely with staff
and how to gain assurance
it is happening
Based on the development
of the new record keeping
guidance it is proposed that
a training package is
developed on record
keeping that will form a part
of new starter’s induction
training and also will be
included as part of
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Audit
name

Audit scope

Core service

Audit type

Date
completed

Key actions following the
audit
Wellbeing specific
mandatory CPD package
that is being developed for
the service. In the interim it
is proposed that the service
launches the new guidance
and audit checklists to staff
via a webinar, business
meetings and the service
newsletters
Based on the audit finding
a particular area of
additional clinical training is
also recommended to help
staff identify SMART goals
at assessment with service
users. It is proposed that
this training is also
incorporated into new
starter’s induction training
and incorporated into the
Wellbeing specific
mandatory training. It is
also suggested that this
training is provided in the
first instance to all staff via
a recorded webinar

Skilled staff to deliver care
The service had access to a range of specialists to meet the needs of each patient. For example,
psychiatrists, psychologists, nurses, support workers, peer support workers, occupational
therapists and mental health social workers. Managers made sure staff had the right skills,
qualifications and experience to meet the needs of the patients in their care, including bank and
agency staff. However, one carer told us they do not feel staff have enough understanding or
training of autism and mental health.
Managers gave each new member of staff a full local induction to the service before they started
work. There was a trust wide induction which all staff would participate in on joining the trust.
Managers supported permanent and non-medical staff to develop through yearly, constructive
appraisals of their work. Managers told us some gaps in appraisal completion related to long term
sickness or new starters as the appraisal year ran from employment start dates.
The trust’s target rate for appraisal compliance is 90%. At the end of last year (1 April 2018 and 31
March 2019), the overall appraisal rate for non-medical staff within this service was 86%. This year
so far, the overall appraisal rates was 87% (as at 30 April 2019). The wards with the lowest
appraisal rate at 30 April 2019 were SW Bury South IDT Adult Team (54%), SE Ipswich IDT Adult
Team (70%) and West Adult Community with an appraisal rate of 73%.
The rate of appraisal compliance for non-medical staff reported during this inspection was similar
to the 88% reported at the last inspection.
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Total number
of permanent
non-medical
staff requiring
an appraisal

Total number
of permanent
non-medical
staff who
have had an
appraisal

%
appraisals
(as at 30
April 2019)

% appraisals
(previous year 1
April 2018 - 31
March 2019)

Central Adult LTT and Resolution Team

14

14

100%

100%

SW Bury North Enhanced Community

6

6

100%

100%

SE Coastal IDT Enhanced Community

16

16

100%

100%

West Adult PSW

2

2

100%

100%

Central Adult Community - North West

11

11

100%

100%

SE Central IDT Adult Team

8

8

100%

100%

CFYP West Early Intervention

7

7

100%

100%

SE Central IDT Enhanced Community

10

10

100%

100%

SE Ipswich IDT Enhanced Community

10

10

100%

91%

SE Section 75

3

3

100%

100%

Central Adult Community - South West

17

16

94%

89%

SW Bury North IDT Adult Team

11

10

91%

91%

Central Adult Community - South East

19

17

89%

86%

Central Adult Community - SPOA

9

8

89%

89%

SE Coastal IDT Adult Team

24

21

88%

85%

SW Bury South Enhanced Community

8

7

88%

89%

GYW Waveney Centre for Change S75

8

7

88%

71%

CFYP GYW Early Intervention

14

12

86%

86%

Central Adult Community - North East

19

16

84%

84%

Suffolk Wide EIP

5

4

80%

100%

GYW Gt Yarmouth Adult Community FACT

31

23

74%

74%

West Adult Community

22

16

73%

64%

SE Ipswich IDT Adult Team

10

7

70%

90%

SW Bury South IDT Adult Team

13

7

54%

53%

Core service total

297

258

87%

86%

Trust wide

3549

2886

81%

82%

Ward name

Managers supported permanent medical staff to develop through yearly, constructive appraisals of
their work.
The trust’s target rate for appraisal compliance is 90%. At the end of last year (1 April 2018 to 31
31 March 2019), the overall appraisal rate for medical staff within this service was 81%. This year
so far, the overall appraisal rates this was 100% (as at 30 April 2019).
The rate of appraisal compliance for medical staff reported during this inspection was higher than
the 94% reported at the last inspection.

Ward name

SW Bury North IDT Adult Team

Total
number of
permanent
medical
staff
requiring an
appraisal

Total
number of
permanent
medical
staff who
have had an
appraisal

%
appraisals
(as at 30
April 2019)

2

2

100%

% appraisals
(previous year
1 April 2018 31 March 2019)

100%
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Total
number of
permanent
medical
staff
requiring an
appraisal

Total
number of
permanent
medical
staff who
have had an
appraisal

%
appraisals
(as at 30
April 2019)

% appraisals
(previous year
1 April 2018 31 March 2019)

Central Adult Community - North West

2

2

100%

100%

GYW Gt Yarmouth Adult Community FACT

1

1

100%

100%

SW Bury South Enhanced Community

1

1

100%

50%

West Adult Community

2

2

100%

100%

SW Bury South IDT Adult Team

1

1

100%

100%

CFYP GYW Early Intervention

2

2

100%

100%

Central Adult Community - South East

1

1

100%

100%

Central Adult Community - North East

1

1

100%

100%

Central Adult Community - South West

2

2

100%

100%

SE Central IDT Adult Team

1

1

100%

50%

SE Central IDT Enhanced Community

1

1

100%

100%

Core service total

17

17

100%

81%

Trust wide

123

88

72%

65%

Ward name

Managers supported all staff through regular, constructive clinical supervision of their work.
The trust has provided the following context regarding clinical supervision:
“NSFT recognise the importance of clinical supervision as an integral and vital component of
support and professional development to help deliver the highest standard of safe and effective
patient care.
Employees are supported to receive 6 to 10 sessions yearly. However, necessities of a
professional body will supersede this requirement. It is jointly the responsibility of individuals and
their line managers to ensure that they receive access to professional supervision at the required
frequency.
We have adopted a QI approach to this with services in the first developing their supervision trees
and implementing local arrangements so that staff have access to clinical supervision. Records of
clinical supervision are held locally. We have explored a number of reporting processes. ESR has
no native clinical supervision reporting functionality. As an initial arrangement we are using the
monthly ‘pulse surveys’ (see evidence P121). From April 2019 an average of 80% of respondents
confirmed that they received regular clinical supervision over the last 12 months. This is reported
to operational action groups and performance meetings.
We have reviewed the data held in the teams and services and are proposing a consistent
recoding format as the next stage in the improvement cycle which will support Trust wide
reporting.”
Managers provided all staff with management supervision (meetings to discuss case
management, to reflect on and learn from practice, personal support and professional
development). Supervision rates provided by local managers ranged from 47% at Norwich City
team 3 to 95.2% in North Norfolk. The trust’s target rate for supervision compliance is 90%. South
Norfolk south east team supervision rate was 90%. The Long-Term Treatment team supervision
Page 156

rate was 86.7%. Norwich City team 1 supervision rate was 83.3%, Norwich City team 2
supervision rate was 70%. South Norfolk south west team supervision rate was 55%. West Norfolk
supervision rate was 53%. Coastal IDT held local supervision data which was a supervision rate of
96.4%. However, the trust held supervision data for Coastal IDT was 64.3%. The manager
showed us the spreadsheet this data had come from and the trust logged data from staff that had
left the service and moved to other services within the trust which had not yet been updated.
Managers told us some gaps in supervision completion related to long term sickness.
Managers identified any training needs their staff had and gave them the time and opportunity to
develop their skills and knowledge.
Managers made sure staff received any specialist training for their role.
Managers recognised poor performance, could identify the reasons and dealt with these.

Multi-disciplinary and interagency team work
Managers made sure staff attended regular structured team meetings and gave information to
those who could not attend. Staff held weekly multidisciplinary and interagency meetings to
manage the needs of patients and assessment of individual risks and to identify any need for
increased levels of support. All teams were using the ‘Flexible Assertive Community Treatment’
model for this. Staff made sure they shared clear information about patients and any changes in
their care during handover meetings. A range of specialists such as psychiatrists, psychologists,
nurses, support workers, occupational therapists and mental health social workers attended these
meetings as required.
Staff made sure they shared clear information about patients and any changes in their care,
including during transfer of care. We saw evidence of patients from other teams, such as the home
treatment team and inpatients being discussed in weekly meetings to ensure continuity of care
across patient transfers.
Staff had effective working relationships with other teams in the organisation. We saw evidence of
dual assessments carried out based on patients’ needs.
Staff had effective working relationships with external teams and organisations. Some community
services in Norfolk had mind employment advisors and in Suffolk employability staff embedded
within teams to support this need. These services provide patients with advice on housing, debt
management and benefits. Great Yarmouth and Waveney CMHTs had set up a recovery
information centre. The purpose of this centre was to sign post any patients or referrals to other
agencies if required for support with advice on housing, debt management, benefits and provides
peer support.

Adherence to the Mental Health Act and the Mental Health Act Code of
Practice
Staff understood their roles and responsibilities under the Mental Health Act 1983 and the Mental
Health Act Code of Practice.
Staff received and kept up to date with training on the Mental Health Act and the Mental Health Act
Code of Practice and could describe the Code of Practice guiding principles.
As of 30 April 2019, 97% of the workforce in this service had received training in the Mental Health
Act. The trust stated that this training is ‘role specific’ for all services for inpatient and all
community staff and is only required ‘once’ as stated by the trust.
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The training compliance reported during this inspection was the same as the 97% reported at the
last inspection.
Staff had access to support and advice on implementing the Mental Health Act and its Code of
Practice. Staff knew who their Mental Health Act administrators were and when to ask them for
support.
Staff followed clear, accessible, relevant and up-to-date policies and procedures that reflected all
relevant legislation and the Mental Health Act Code of Practice.
Patients had easy access to information about independent mental health advocacy. We saw
posters in communal areas of information in multiple languages about access to advocacy
services.
For patient’s subject to a Community Treatment Order, staff completed most statutory records
correctly and knew who to contact for advice if required. However, we found at Bury North on one
patients’ form CTO7 (section 20A – community treatment order: report extending the community
treatment period) the person who was consulted for a professional opinion was a consultant
psychiatrist. We asked the Mental Health Act administrators to take legal advice. They confirmed
the patient’s Community Treatment Order was invalid and the error was made on 25/10/2018. The
patient was not recalled during that time. The Mental Health Act administrators confirmed to us
that they completed an incident form regarding this.
Care plans clearly identified patients subject to the Mental Health Act and identified the Section
117 aftercare services they needed.

Good practice in applying the Mental Capacity Act
Staff received training in the Mental Capacity Act and had a good understanding of at least the five
principles.
As of 30 April 2019, 97% of the workforce in this service had received training in the Mental
Capacity Act. The trust stated that this training is ’role specific’ for all services for inpatient and all
community staff and is only required ‘once’ as stated by the trust.
The training compliance reported during this inspection was lower than the 97% reported at the
last inspection.
There was a clear policy on the Mental Capacity Act, which staff could describe and knew how to
access. Staff knew where to get accurate advice on Mental Capacity Act.
Staff gave patients all possible support to make specific decisions for themselves before deciding
a patient did not have the capacity to do so. We saw evidence that capacity was embedded within
staff practices across all community teams. Staff said they gave patients all possible support to
make specific decisions for themselves before deciding a patient did not have the capacity to do
so.
Staff assessed and recorded capacity to consent clearly each time a patient needed to make an
important decision.
When staff assessed patients as not having capacity, they made decisions in the best interest of
patients and considered the patient’s wishes, feelings, culture and history.

Is the service caring?
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Kindness, privacy, dignity, respect, compassion and support
Staff treated patients with compassion and kindness. They understood the individual needs of
patients and supported patients to understand and manage their care, treatment or condition.
Staff were discreet, respectful, and responsive when caring for patients. We observed and heard
staff treating patients with kindness, dignity and respect. Staff demonstrated commitment and
were caring towards patients. Patients we spoke with were complimentary about their care
coordinators. Patients said staff treated them well and behaved kindly. However, one patient said
that they felt staff were stretched and see’s staff were stressed and was aware of their increasing
caseloads. Two carers told us there were not enough staff and staff were stretched.
Staff gave patients help, emotional support and advice when they needed it. We spoke with 23
patients who spoke highly of their care coordinators in the service and said that they received
regular visits. One patient stated the service was lifesaving. However, three patients raised issues
around psychiatry input. One patient stated they had had six different psychiatrists in three years,
and this was due to change again. One patient said the process to see a psychiatrist was very
difficult. One patient said they had an eight month wait between psychiatry appointments.
Feedback received from one stakeholder prior to the inspection told us one patient said the
psychiatrist changed their medication without telling them. Three carers also told us that their
relative had difficulty accessing psychiatry. Two carers told us they felt their relative had not had
enough contact with psychiatrists.
Staff supported patients to understand and manage their own care treatment or condition. We saw
evidence of information given to patients to help them understand this, we saw medicine and
conditions advice in easy read formats for patients to understand. The trust used the green light
toolkit. This is a guide to auditing and improving mental health services so that it is effective in
supporting people with learning disabilities and/or autism.
Staff directed patients to other services and supported them to access those services if they
needed help. Patients said they could access the recovery college, and this was a valuable
resource for them, and it made a real difference to their lives.
Staff felt that they could raise concerns about disrespectful, discriminatory or abusive behaviour or
attitudes towards patients and staff.
Staff followed policy to keep patient information confidential.

Involvement in care
Staff involved patients in care planning and risk assessment and actively sought their feedback on
the quality of care provided. They ensured that patients had easy access to independent
advocates.
Involvement of patients
All patients we spoke with told us they felt involved in their care and care plans. Staff made sure
patients understood their care and treatment (and found ways to communicate with patients who
had communication difficulties). Staff were able to access interpreters and access information
leaflets in different languages if required.
Staff involved patients in decisions about the service, when appropriate. Most patients we spoke
with said they could give feedback on the service and their treatment and staff supported them to
do this. However, five patients told us they felt they did not have the opportunity to give feedback.
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Staff could support patients to make advanced decisions on their care if required. Staff made sure
patients could access advocacy services. We saw accessible posters in communal areas with
information in multiple languages on how to access advocacy services.
Involvement of families and carers
Staff supported, informed and involved families or carers. Each team had a carers lead. Staff
offered practical and emotional support to family’s and carers. Staff helped families to give
feedback on the service. Carers leads also attended and facilitated carers groups, forums and
carers events across both Norfolk and Suffolk. Carers leads told us they provide carers with a
voice making sure carers have their voices heard. Carers told us that the carers leads were very
supportive.
Staff gave carers information on how to find the carer’s assessment. In Suffolk carers leads carry
out carers assessments but in Norfolk carers leads signpost carers to the appropriate place to get
this done.
We spoke with 15 carers. Most carers said they felt in involved in the care provided and felt
communication was good. However, one carer told us that when their relatives care coordinator
was ill no one saw her relative and they missed their depot. One carer told us no one had been to
see their relative in three months and their relative was currently not allocated a care coordinator.
One carer told us their relative had been discharged without them knowing and no clear reason
why. Two carers told us staff do not understand autism and mental health and the implications this
had on their relative.

Is the service responsive?
Access and waiting times
The trust has identified the below services in the table as measured on ‘referral to initial assessment’
and ‘referral to treatment’. The service met the referral to assessment target in 20 of the 27 targets
listed. There was no target for six teams.
The service met the referral to treatment target for all of the 25 listed. Eight had no target specified.
Name of
hospital site or
location
G Block,
Hospital Road
site, Bury St
Edmunds
G Block,
Hospital Road
site, Bury St
Edmunds

Name of Team

Bury South
Adult West
Suffolk
Bury South
Enhanced
Community
West Suffolk

Hellesdon
Hospital,
Norwich

LTT Resi.
Comm Cent
Norfolk

Haymills House,
Stowmarket

Central Adult
East Suffolk

Please state
service type.
Community
Mental Health
Team Functional
Community
Mental Health
Team Functional
Community
Mental Health
Team Functional
Community
Mental Health

Days from referral to initial
assessment
Actual
Target
(median)

Days from referral to
treatment
Actual
Target
(median)

28

44.5

105

43.590

28

40.8

105

40.777

28

39.7

126

39.699

28

36.9

105

38.343
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Name of
hospital site or
location

Name of Team

Mariner House,
Ipswich

Ipswich Adult
East Suffolk

Mariner House,
Ipswich

Ipswich
Enhanced
Community
East Suffolk

80 St Stephens
Road, Norwich

Youth Adult
Cent Norfolk

Julian Hospital,
Norwich

City 3 Adult
Comm Cent
Norfolk

Haymills House,
Stowmarket

Central
Enhanced
Community
East Suffolk

Julian Hospital,
Norwich

City 1 Adult
Comm Cent
Norfolk

Thurlow House
(Chatterton
House), Kings
Lynn

Adult CMHT
West Nor

Newmarket
Hospital,
Newmarket

Bury North
Adult West
Suffolk

Newmarket
Hospital,
Newmarket

Bury North
Enhanced
Community
West Suffolk

Julian Hospital,
Norwich

City 2 Adult
Comm Cent
Norfolk

Gateway House
(Hellesdon
Hospital)

South West
Adult Comm
Cent Norfolk

Hellesdon
Hospital,
Norwich

North East
Adult Comm
Cent Norfolk

Please state
service type.
Team Functional
Community
Mental Health
Team Functional
Community
Mental Health
Team Functional
Community
Mental Health
Team Functional
Community
Mental Health
Team Functional
Community
Mental Health
Team Functional
Community
Mental Health
Team Functional
Community
Mental Health
Team Functional
Community
Mental Health
Team Functional
Community
Mental Health
Team Functional
Community
Mental Health
Team Functional

Days from referral to initial
assessment
Actual
Target
(median)

Days from referral to
treatment
Actual
Target
(median)

28

33.4

105

32.289

28

31.1

105

29.102

28

26.7

126

26.217

28

22.4

126

22.934

28

20.2

105

22.911

28

20.6

126

21.054

28

20.7

126

20.675

28

20

105

19.835

28

20.1

105

19.724

28

19.2

126

19.065

Community
Mental Health
Team Functional

28

17

126

17.532

Community
Mental Health
Team Functional

28

17.3

126

17.411
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Name of
hospital site or
location

Name of Team

Gateway House
(Hellesdon
Hospital)

South East
Adult Comm
Cent Norfolk

Thurlow House
(Chatterton
House), Kings
Lynn

CFYP Over
18s West
Norfolk

Hellesdon
Hospital,
Norwich

North West
Adult Comm
Cent Norfolk

Thurlow House
(Chatterton
House), Kings
Lynn

Early
Intervention
West Norfolk

Walker Close,
Ipswich

Coastal Adult
East Suffolk

Northgate
Hospital, Great
Yarmouth

Youth Adult
GYW

Walker Close,
Ipswich

Coastal
Enhanced
Community
East Suffolk

G Block,
Hospital Road
site, Bury St
Edmunds

Bury South EI
West Suffolk

80 St Stephens
Road, Norwich

Early
Intervention
Cent Norfolk

Northgate
Hospital, Great
Yarmouth

GY Adult
Community
GYW

Victoria House
28 Alexandra
Road Lowestoft
NR32 1PH

Waveney Adult
Community
GYW

Northgate
Hospital, Great
Yarmouth

Early
Intervention
GYW

Newmarket
Hospital,
Newmarket

Bury North EI
West Suffolk

Please state
service type.
Community
Mental Health
Team Functional
Community
Mental Health
Team Functional
Community
Mental Health
Team Functional
Early
Intervention
Team for
Psychosis
Community
Mental Health
Team Functional
Community
Mental Health
Team Functional
Community
Mental Health
Team Functional
Early
Intervention
Team for
Psychosis
Early
Intervention
Team for
Psychosis
Community
Mental Health
Team Functional
Community
Mental Health
Team Functional
Early
Intervention
Team for
Psychosis
Early
Intervention
Team for
Psychosis

Days from referral to initial
assessment
Actual
Target
(median)

Days from referral to
treatment
Actual
Target
(median)

28

16.9

126

17.193

28

17

126

17.044

28

15.3

126

15.968

N/A

14.9

N/A

15.929

28

14.7

105

15.293

28

15.7

126

15.250

28

10.4

105

13.440

N/A

11.6

N/A

11.554

N/A

11.1

N/A

11.463

28

8.5

126

8.599

28

6.6

126

6.848

N/A

5.4

N/A

5.994

N/A

4.9

N/A

4.931
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Name of
hospital site or
location

Name of Team

Haymills House,
Stowmarket

Central EI East
Suffolk

Mariner House,
Ipswich

Ipswich EI East
Suffolk

Walker Close,
Ipswich

Coastal EI
East Suffolk

Northgate
Hospital, Great
Yarmouth

Waveney
Integrated
Acute GYW

Please state
service type.
Early
Intervention
Team for
Psychosis
Early
Intervention
Team for
Psychosis
Early
Intervention
Team for
Psychosis
Crisis Resolution
Team/Home
Treatment
Service

Days from referral to initial
assessment
Actual
Target
(median)

Days from referral to
treatment
Actual
Target
(median)

28

2.9

N/A

4.582

28

6

N/A

4.264

N/A

3.4

N/A

3.378

0

0.2

126

0.219

The service had clear criteria to describe which patients they would offer services to and offered
patients a place on waiting lists.
The service usually met their target times from referral stage to assessment. The trust had set a
target for time from referral to triage of five days for urgent referrals and 28 days for routine
referrals. Staff saw urgent referrals quickly and most non-urgent referrals within the trust target
time.
We saw improved access to care and treatment in most of the adult community services we
visited. However, Bury South IDT enhanced pathway had not met the referral to treatment target.
Bury South IDT enhanced, and adult pathways had not met the referral to initial assessment target
or the referral to treatment target and this timeframe had got longer since we inspected in
November 2018. Although Ipswich IDT and the Long-Term Treatment teams had not met the
referral to initial assessment target or the referral to treatment target, the timeframe had improved
since we last inspected in November 2018.
From assessment to treatment the trust target was 18 weeks. At the time of inspection, there were
three people waiting greater than 18 weeks for treatment. This had significantly improved since
our last inspection where 224 people were waiting greater than 18 weeks. At the time of
inspection, we found 224 people had been waiting less than four weeks, 165 waiting five to eight
weeks, 133 waiting nine to 15 weeks, seven people waiting 16 to 18 weeks and three people
waiting 19 to 30 weeks.
The attention deficit hyperactivity disorder (ADHD) service was based at Waveney CMHT. Medics
based within this service diagnosed patients with ADHD, however, the waiting list for patients to be
seen was two years.
Adult community services used systems to help them monitor waiting lists and support patients
whilst on the waiting list. We saw waiting list coordinators in some services we visited and weekly
meetings were carried out across the trust to monitor waiting lists.
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There were waiting lists for the allocation of care coordinators at most of the adult community
services we inspected. For example, at Great Yarmouth and Waveney CMHTs there were 52
people, at North Norfolk CMHT there were 50 people, at South Norfolk there were 94 people. At
Bury South IDT there were 72 people on the adult pathway and 45 people on the enhanced
pathway awaiting assessment. At Ipswich IDT there were 86 people on the adult pathway and 86
people on the enhanced pathway awaiting treatment. However, Bury North IDT, Coastal IDT and
Norwich City CMHT they had no waiting lists except for patients waiting for psychology input, but
these patients were allocated a care coordinator.
All community teams we visited had different ways to process and assess referrals. In Coastal IDT
they managed this by the senior practitioners having no caseloads and so would screen and
contact all new referrals the same day. A short phone assessment to assess risk was carried out
and then they saw the patient within the trust targets before signposting to a more appropriate
service or allocating to a care coordinator. This resulted in lower case load numbers for staff in
Coastal IDT, allowing more time for staff to work proactively with patients. In addition, and since
implementing this way of working, the team had seen a reduction in patients being referred back
into the service.
We found there were waiting lists for psychological therapies across all community sites we
visited. For example, North Norfolk had patients waiting six and a half weeks from referral to
assessment for psychological intervention. Coastal IDT had patients waiting four months for
psychological intervention. Norwich City CMHT teams had patients waiting five months from
referral to assessment for psychological intervention. South Norfolk had patients waiting five and a
half months from referral to assessment for psychological intervention. Great Yarmouth and
Waveney CMHTs had patients waiting just under a one year for psychological intervention. Bury
South IDT patients waiting a one year for psychological intervention but were under recruited and
actively recruiting for more psychologists. All patients on waiting lists were allocated to a care
coordinator and were being seen by other team members. Staff told us they did not feel there was
enough psychology staff which impacted on rising caseloads.
Staff tried to contact people who did not attend appointments and offer support. Follow up calls
made to patients were recorded in care and treatment records. Staff completed welfare checks,
visit patient’s homes, and attempted to contact family members or carers. When required staff
contacted the police for help to locate the patient.
Patients had some flexibility and choice in the appointment times available.
Staff worked hard to avoid cancelling appointments and when they had to staff gave patients clear
explanations and offered new appointments as soon as possible.
Staff told us appointments ran on time and staff informed patients when they did not. Patients we
spoke with agreed with this and stated that if their care coordinator was ill they would receive a call
to inform them of this.
Staff supported patients when they were referred, transferred between services, or needed
physical health care. The service followed national standards for transfer. However, feedback
received from Healthwatch Suffolk prior to the inspection told us one patient said there was poor
communication between transferring teams and their information had not been passed on
accordingly.
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The facilities promote comfort, dignity and privacy
The design, layout, and furnishings of treatment rooms supported patients’ treatment, privacy and
dignity.
The service had a full range of rooms and equipment to support treatment and care. Staff had
access to clinic rooms across most of the services. Interview rooms had adequate soundproofing.
South Norfolk CMHT and North Norfolk CMHT had no clinic rooms. However, South Norfolk
CMHT had an equipment bag and did not administer medications and North Norfolk CMHT had a
medication cupboard.
Staff reported space was limited at some service locations. However, staff managed this by seeing
patients at home or rooms available within the community where possible.

Patients’ engagement with the wider community
The service met the needs of all patients – including those with a protected characteristic. Staff
helped patients with communication, advocacy and cultural and spiritual support. For example, in
South West Norfolk CMHT staff had supported a patient to apply for social care funding to enable
him to regularly access a spiritual retreat to meet their spiritual needs. Patients success stories
were part of all team’s agenda items at team meetings. We heard numerous incidents of staff
supporting patients with graded exposure to access public transport which had enabled patients to
transform their lives.
Staff made sure patients had access to opportunities for education and work. For example, the
recovery college enabling patients to develop skills and coping mechanisms for everyday life.
Embedded within teams we also saw staff from employability and mind employment advisors who
patients could see and access advice for housing, debt management, benefits and information
within the wider community.

Meeting the needs of all people who use the service
The service could support and make adjustments for people with disabilities, communication
needs or other specific needs. Staff made sure patients could access information on treatment,
local service, their rights and how to complain.
The service provided information in a variety of accessible formats so the patients could
understand more easily. The service had information leaflets available in languages spoken by the
patients and local community. Managers made sure staff and patients could get hold of
interpreters or signers when needed. Interpreting services were available over the phone and in
person depending on which was most convenient for the patient and situation.

Listening to and learning from concerns and complaints
The service treated concerns and complaints seriously, investigated them and learned lessons
from the results, and shared these with the whole team and wider service.
Patients, relatives and carers knew how to complain or raise concerns. We saw leaflets and
posters available in waiting areas and included the option for patients to make suggestions. Staff
understood the policy on complaints and knew how to handle them. Staff knew how to
acknowledge complaints and patients received feedback from managers after the investigation
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into their complaint. Managers investigated complaints and identified themes. However,
timeframes for responding to complaints were not always adhered to.

2

6

2

2

2

Adult (East Ipswich)

16

1

8

7

Adult (West Bury North)

11

5

3

2

Adult (West Bury South)

8

2

2

Adult Community (Gt Yarm)

15

6

4

Adult Community (Wav)

4

Adult Community MH Team (West Norfolk)

25

4

2

City 1 Adult Community (Central)

8

1

City 2 Adult Community (Central)

17

City 3 Adult Community (Central)

15

Eastern Recovery Team (was CST)

1

Enhanced Community (East Central)

1

Enhanced Community (East Coastal)

6

Enhanced Community (East Ipswich)

6

Enhanced Community (West Bury North)

8

1

Enhanced Community (West Bury South)

3

2

Long Term Treatment / Residential Support Team (Central)

2

1

North East Adult Community (Central)

6

North West Adult Community (Central)

10

1

Waveney Recovery Team

1

1

Youth Adult (Gt Yarm / Wav)

2

Youth Service (West Norfolk)

3

Youth Service Adult (Central)

15

2

7

Total

196

15

50

1

3

1

3
2

1

1

1

13

3

2

1

3

1

1

2

1

5

8

1

2

1

6

4

1

Referred to
Ombudsman

2

(blank)

2

Other

1

Ward name

Withdrawn

Adult (East Coastal)

Not upheld

7

Partially upheld

Adult (East Central)

Fully upheld

Total Complaints

This service received 196 complaints between 1 May 2018 to 30 April 2019. Fifteen of these were
upheld, 50 were partially upheld and 72 were not upheld. One was referred to the Ombudsman.

3

1

1

3

1

1
1
1

2

3
4

1

1

5

1

1
1

1
2

4

1

6

1

1

1
1

1

72

2

1

5

12

44

Staff protected patients who raised concerns or complaints from discrimination and harassment.
Patients received feedback from managers after the investigation into their complaint.
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Managers shared feedback from complaints with staff and learning was used to improve the
service. These were discussed in business and governance meetings. Staff discussed outcomes
at their monthly protected time meetings.
The service used compliments to learn, celebrate success and improve the quality of care.
This service received 96 compliments during the last 12 months from 1 May 2018 to 30 April 2019
which accounted for 18% of all compliments received by the trust as a whole (541).

Is the service well led?
Leadership
Local managers understood the service they managed and knew how their teams worked to
provide high quality care. We saw cohesive teams being well managed. However, we felt
managers at Norwich City CMHT had little oversight of allocation of incoming referrals. The
referral process within this team meant that the duty worker allocated patients to care
coordinators, not managers, as occurred in all the other community services we visited. In Norwich
City staff were aligned to the GP practices and new referrals were allocated to staff according to
GP surgery. This meant that some staff had much higher caseloads than their colleagues and
managers did not have oversight of the allocation process. The first chance staff were able to
officially address this with managers was in monthly caseload management meetings. In this team
some staff had caseloads above the maximum of 35 recommended by the Royal College of
Psychiatry. Seventeen out of 41 staff had caseloads higher than 41. Eleven out of 41 staff had
caseloads higher than 51. Caseloads across the whole of Norwich City CMHT varied from 11 to 70
averaging 49. Managers in this team had decided to have higher caseloads of patients to mitigate
the need for a waiting list. Managers were aware that staff did not feel comfortable with this
practice, however we did not hear how they intended to address the issue.
Managers at the Long-Term Treatment team decided to stop taking new referrals 12 months ago
because they were at capacity, the team was small in their number of staff and caseloads were 30
to 35 patients. This decision had impacted on caseloads of other community mental health teams
who were holding onto patients whose needs would be better met by the Long-Term Treatment
team. A main reason for the Long-Term Treatment team being at capacity was that GPs would not
accept patients on Clozapine or Depot medicines as GP’s were currently unable to prescribe or
administer these medicines. This meant that patients were unable to be moved on from the LongTerm Treatment team unless patients were transferred onto oral medication which would not
always be in the patient’s best interests. The trust was aware of this issue and looking at ways to
support GPs and primary care workers, so these patients could be referred back to primary care
services.
Patients and staff knew who their local managers were and could approach them in the service,
feeling they were supportive and visible. However, Suffolk staff reported a disconnect between
them and higher senior management. Some community service staff within Suffolk teams said that
they felt communication and visibility of higher senior management was poor.
Staff across all community adult services said a lot of things had changed and were continuing to
change but it was still too early to evaluate the effect of the changes. While some staff were
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familiar with the introduction of the new care group leads others felt information about the care
groups had not been cascaded effectively. They were not sure what impact the new groups or the
new leads would have on their future, their jobs and the services.

Vision and Strategy
Staff knew and understood the trust’s vision and values and could describe how they applied to
their work. Managers used the vision and values within the trust appraisal system.
Local managers had communicated the trust’s visions and values to staff within the services. For
example, we saw vision and values posters displayed at service we visited.

Culture
Staff told us they felt respected, supported and valued by their team colleagues and local
management. Within most of the sites we visited staff reported good morale and said they worked
well as a team. However, one site we visited staff reported concerns around low morale within the
team, although staff acknowledged it was improving.
Staff we spoke with enjoyed their role and were positive about the work they did with their patients.
Staff understood the whistle-blowing policy and knew how to access the speak up guardian.
However, one staff we spoke with told us they had raised concerns through a variety of channels
and not had a response.
Managers supported staff during their appraisals and discussed career progression and
development.
The trust had their own occupational health service staff were referred to.

Governance
Managers had a framework of items they must discuss at local business and governance
meetings. This included items such as learning from incidents and complaints. We saw posters in
each of the services we visited with five key learning points for that month that had been
discussed in business and governance meetings.
Staff undertook or participated in local clinical audits. Audit outcomes were discussed in business
and governance meetings if any learning came from the outcomes.
Staff understood the trust’s arrangements for working with community and external teams both
inside and outside the trust. We saw evidence of where section 75 agreements in Suffolk
supported the work of the staff and positively impacted on the care and treatment of patients.
Section 75 agreements were not in place in Norfolk.

Management of risk, issues and performance
Staff kept the trust risk register up to date and new how to escalate any concerns. All local
managers could identify their risks and could explain to us where their service was at in terms of
those risks. Local managers identified demand exceeding capacity as a risk on the trust risk
register in Norfolk community services. However, this issue also impacted on Suffolk community
services Managers told us the staffing establishment was based on a significantly lower number of
open referrals to their services than the number of open referrals they actually have. For example,
South Norfolk CMHT staffing establishment was set for 750 open referrals, but the team actually
had 1111 open referrals. The impact of this was high staff caseloads, not so much time to spend
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on providing services to patients and waiting lists. There were no local risk registers in place
across any of the adult community services we visited.

Information Management
Administration staff produced the operational performance dashboard monthly and completed
human resource and admin data compliance reports. This meant that the systems to collect
service and directorate data did not create extra work for frontline staff. Local managers could
access all this information to support them within their management role. We also found this in our
November 2018 inspection.
The service had clear plans for dealing with emergencies and staff understood these plans.
Managers stated that when cost improvements took place, they made sure that this did not
compromise patient care.
Staff had access to computer systems and the technology needed to perform their roles.
Information governance systems clearly stated the policy on the confidentiality of patient records.
All information was accessible, accurate and identified areas for improvement. Staff notified and
shared information with external organisations when necessary, seeking patient consent when
required to do so.

Engagement
Staff, patients and their carers could access up to date information about the services they used.
For example, information was available on the internet, bulletins, leaflets and newsletters were
also available. Information was available in various formats in CMHT waiting rooms. For example,
in Norwich City CMHT waiting area they had a television screen with information about team
members and their roles, who to go to with any questions or queries in reception, the services
within the building and a basic data analysis such as the average waiting time and number of
patients seen.
Patients and carers could give feedback about their care and in ways that reflected their individual
needs. However, managers felt this was not accessed as much as they would like and wanted to
make this more accessible for patients, such as smiley face buttons in reception. Managers used
the feedback from patients and carers to make improvements to the service. Managers and staff
involved patients and carers in decisions about changes to the local service.
Directorate leaders had improved their engagement with external stakeholders; however, further
efforts were needed to ensure all stakeholders views were considered.

Learning, continuous improvement and innovation
All staff were committed to continually improving services and had a good understanding of quality
improvement methods. Leaders encouraged innovation and participation in research.
Managers gave staff time and support to think about how to improve the service and innovative
ways of working. For example, at Norwich City CMHT they had put in place ‘pocket plans’ for all
patients which were pocket sized crisis plans made together with the patient which the patient
could carry with them at all times.
Managers supported staff to take part in research. The trust had introduced quality improvement
methodology which had showed early signs of implementation. Some staff had received training
about quality improvement methods. Staff were involved in quality improvement projects to
improve the service they provided to both patients and carers and we saw these across most adult
Page 169

community services. For example, Great Yarmouth and Waveney CMHTs were participating in
quality improvement projects around improving carer involvement. At North Norfolk CMHT and the
Long-Term Treatment team they were participating in projects around improving clozapine clinics
and supporting primary care. At Bury South IDT they were participating in a quality improvement
project around identifying and improving relationships with third sectors. Staff had completed a
data grab and found over 100 services in the area they could signpost patients to, prior to this data
grab they only knew of five services they could use.
Most of the adult community teams we visited were taking part in a pilot for a new Care Planning
Approach system. The pilot was for DIALOG+, a simple evidence-based intervention, to assess
satisfaction with quality of life, treatment and address concerns, while helping to pave the way to
good communication between service users and their clinicians. This was an easier process,
designed to drive improved compliance. Managers and staff we spoke with, all thought this was a
positive change and way of working, and the trust will be starting a phased introduction trust wide
in early 2020.
NHS trusts are able to participate in a number of accreditation schemes whereby the services they
provide are reviewed and a decision is made whether or not to award the service with an
accreditation. A service will be accredited if they are able to demonstrate that they meet a certain
standard of best practice in the given area. An accreditation usually carries an end date (or review
date) whereby the service will need to be re-assessed in order to continue to be accredited.
There were no accreditations relating to this core service.
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MH – Mental health crisis services and health-based places
of safety
Facts and data about this service
Location site name
East Suffolk Crisis Team
(Woodlands)
Mariner House (Hellesdon
Hospital)
Ipswich Hospital Site
Northgate Hospital
Fermoy Unit (moved to
Chatterton House July 19)
Weavers, Hellesdon Hospital
James Paget Hospital (Hellesdon
Hospital)
Ipswich Hospital Site
(Woodlands)
Queen Elizabeth Hospital
(Fermoy Unit)
Fermoy Unit (moved to Chatterton
House in July 2019)
Wedgwood
Northgate Hospital
Woodlands
Weavers, Hellesdon Hospital
Hellesdon Hospital
Norfolk and Norwich University
Hospital (Hellesdon Hospital)
West Suffolk Hospital Site
(Wedgwood House)
West Suffolk Crisis Team
(Wedgewood)
West Suffolk Hospital Site
(Wedgwood House)

Ward name

Number of beds

Patient group (male,
female, mixed)

Crisis Team

-

Mixed

-

mixed

-

Mixed

-

Mixed

-

Mixed

-

Mixed

-

Mixed

-

Mixed

-

Mixed

136 suite

1

Mixed

136 suite Wedgwood unit

1

Mixed

136 suite

1

Mixed

136 suite Woodlands unit

1

Mixed

Home Treatment

-

Mixed

136 suite

1

Mixed

Mental Health Acute
Liaison

-

Mixed

Home Treatment

-

Mixed

Crisis Team

-

Mixed

Mental Health Acute
Psychiatric Liaison

-

Mixed

Access and Assessment
(Suffolk)
Home Treatment Team
(East)
Crisis Resolution and
Home Treatment (East)
Crisis Resolution and
Home Treatment (west)
Crisis Team
Mental Health Acute
Liaison
Mental Health Acute
Liaison
Mental Health Acute
Liaison

The methodology of CQC trust information requests has changed, so some data from different
time periods is not always comparable. We only compare data where information has been
recorded consistently.
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Is the service safe?
Safe and clean environment
All clinical premises where patients received care were safe, clean, well equipped, well furnished,
well maintained and fit for purpose. The physical environment of the health-based places of safety
met the requirements of the Mental Health Act Code of Practice.
Staff carried out regular risk assessments of care environments. At the Woodlands in Ipswich the
ligature risk assessment did not include a coat hook in the toilet in the reception area, we raised
this with managers who removed the hook. Staff from the psychiatric liaison team saw patients in
designated rooms within local acute hospitals.
At each Norfolk and Suffolk trust site, staff were issued with alarms and there were sufficient staff
on site to respond to alarms. For example, we tested the response time at Hellesdon Hospital
crisis and home treatment team and found that 10 staff responded within 20 seconds to the alarm
being pulled in the patient waiting area.
Clinic rooms were well-equipped with the necessary equipment to carry out physical examinations.
For people receiving care from the crisis resolution home treatment teams, interventions were
often carried out at home or at the GP surgery. For patients requiring support in inpatient
environments, equipment could be provided or removed according to patient presentation and risk.
Equipment was in good working order and was regularly checked and calibrated. Cleaning
records were kept and demonstrated that the premises were cleaned regularly. Staff adhered to
infection control principles, including handwashing. Staff maintained equipment well and kept it
clean. Any ‘clean’ stickers were visible and in date.

Safe staffing
The trust had not ensured that sufficient numbers of suitably qualified staff were available in all
teams to meet the needs of people who used the service. In August 2019, there were 34
occasions in Norfolk where staff had not been able to assess patients within the four-hour
emergency target due to staffing levels. The trust had not ensured that sufficient numbers of
suitably qualified medical staff were available to meet the needs of people who used the service.
The below chart shows the breakdown of staff in post WTE in this core service from 1 May 2018 to
30 April 2019.
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Figure 1

Managers assured us teams had enough nursing staff and allied health professionals, who knew
the patients and received basic training to keep people safe from avoidable harm. Staff reported
that there had been an active, ongoing recruitment programme and that there were fewer
vacancies of both registered and non-registered staff. Since May 2019, all teams had increased
their staffing of registered health professionals such as nurses, nursing assistants, and allied
health professionals (social workers, occupational therapists, peer consultants and associate
mental health practitioners) with a view to facilitating a 24-hour all age crisis service. However, in
August 2019, there were 34 occasions in Norfolk where staff had not been able to assess patients
within the four-hour emergency target due to staffing levels. All patients in Suffolk had been
assessed within the timeframe during the month.
The trust had struggled to recruit and retain sufficient numbers of suitably qualified consultant
psychiatrists to support the crisis care pathway model. Staff told us they were unaware of who, or
how to contact psychiatrists who specialised in child and adolescent mental health (CAMHS) or
mental health services for older people (MHSOP) outside of the hours of nine in the morning until
five in the afternoon. The trust had recently reviewed its standard operating procedure for the
crisis care pathway and had successfully recruited consultant psychologists to implement and
evaluate the psychological aspects of the new crisis care pathway model which staff told us was
working well. However, there was no overarching medical lead for junior doctors working in the
crisis care pathway to access for support and supervision or in a mental health medical
emergency.
Staff at Woodlands House, Ipswich Hospital and at Wedgewood House, East Suffolk Hospital told
us that consultant medical cover was particularly lacking for patients under 13 years of age outside
of working hours. Staff told us that in order to keep children and young people safe, they often
assessed their mental health at accident and emergency departments, where they were supported
in their clinical assessment by acute hospital staff.
Annual staffing metrics
Core service annual staffing metrics
(1 May 2018 – 30 April 2019)
Annual
bank
hours (%
of
available
hours)

Annual
agency
hours
(% of
available
hours)

Annual
“unfilled”
hours
(% of
available
hours)

Staff group

Annual
average
establishment

Annual
vacancy
rate

Annual
turnover
rate

Annual
sickness
rate

All staff

386.4

14%

9%

5.3%

214.5

15%

7%

5.5%

9,715
(2%)

13,725 (3%)

4,424 (1%)

100.2

8%

9%

6.1%

8,191
(4%)

31 (<1%)

1,643 (1%)

Medical staff

17.6

24%

31%

5.7%

0 (0%)

5,888 (77%)

1,782 (23%)

Allied Health
Professionals

22.2

7%

19%

0.4%

Qualified
nurses
Nursing
assistants

The annual turnover rate for medical and dental staff and allied health professionals were in the
highest 25% when compared to other similar core services nationally.
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The average sickness rate for medical and dental staff was in the highest 25% when compared to
other similar core services nationally. The average sickness rate for allied health professionals
was in the lowest 25% when compared to other similar core services nationally.
.

Figure 2
Monthly 'vacancy rates' over the last 12 months for all staff shows a shift from November 2018 to
April 2019 (See figure 2). This could be an indicator of change.

Figure 3
Monthly 'sickness rates' over the last 12 months for all staff shows a shift from November 2018 to
April 2019 (See figure 3). This could be an indicator of change.
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Figure 4

Monthly 'bank hours' over the last 12 months for all staff showed an upward trend from December
2018 to April 2019 (See figure 4). This could be an early indicator of deterioration.

Figure 5

Monthly 'agency hours' over the last 12 months for all staff shows a shift from November 2018 to
April 2019 (See figure 5). This could be an indicator of change.
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Figure 6

Monthly 'vacancy rates' over the last 12 months for qualified nurses, health visitors and midwives
show a shift from November 2018 to April 2019 (See figure 6). This could be an indicator of
change.

Figure 7

Monthly 'turnover rates' over the last 12 months for qualified nurses, health visitors and midwives
show an upward trend from August 2018 to December 2018 (See figure 7). This could be an early
indicator of deterioration.
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Figure 8

Monthly 'sickness rates' over the last 12 months for qualified nurses, health visitors and midwives
show a shift from November 2018 to April 2019 (See figure 8). This could be an indicator of
change.

Figure 9

Monthly 'bank hours' over the last 12 months for qualified nurses, health visitors and midwives
show a shift from November 2018 to April 2019 (See figure 9). This could be an indicator of
change.
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Figure 10

Monthly 'agency hours' over the last 12 months for qualified nurses, health visitors and midwives
show a shift from November 2018 to April 2019 (See figure 10). This could be an indicator of
change.

Figure 11

Monthly 'vacancy rates' over the last 12 months for nursing assistants are not stable and may be
subject to ongoing change (See figure 11).
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Figure 12

Monthly 'bank hours' over the last 12 months for nursing assistants shows an upward trend from
December 2018 to April 2019 (See figure 12). This could be an early indicator of deterioration.

Figure 13

Monthly 'sickness rates' over the last 12 months for medical staff are not stable and may be
subject to ongoing change (See figure 13).
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Figure 14

Monthly 'agency hours' over the last 12 months for medical staff shows a shift from November
2018 to April 2019 (See figure 14). This could be an indicator of change.
Mandatory training
The figures provided in the table above relate to data captured up to the period of end June 2019.
Team managers displayed up to date information on training compliance for teams monthly, which
demonstrated that the trust had achieved the compliance target of 90%.
The compliance for mandatory and statutory training courses at 30 April 2019 was 89%. Of the
training courses listed 17 failed to achieve the trust target and of those, nine failed to score above
75%.
The trust set a target of 90% for completion of mandatory and statutory training.
Training is reported on a rolling month on month basis, representing the compliance at the end of
the month.
The training compliance reported for this core service during this inspection was the same as the
89% reported in the previous year.
Key:

Below CQC 75%

Met trust target

✓

Not met trust
target

Higher

No change

Lower



➔




Number
of
eligible
staff

Number
of staff
trained

YTD
Compliance
(%)

Trust
Target
Met

Compliance
change when
compared to
previous year

Moving and Handling (Level 1)

309

308

100%

✓



Counter Fraud

309

308

100%

✓



Induction - Corporate

305

304

100%

✓



Safeguarding Adults Level 1

309

307

99%

✓



Training Module
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Number
of
eligible
staff

Number
of staff
trained

YTD
Compliance
(%)

Trust
Target
Met

Compliance
change when
compared to
previous year

Safeguarding Children Level 1
Equality, Diversity and Human Rights
(Level 1)

309

307

99%

✓



309

307

99%

✓



Mental Health Act

305

301

99%

✓



Deprivation of Liberty Safeguards

273

269

99%

✓



Mental Capacity Act

305

300

98%

✓



Health, Safety and Welfare

309

300

97%

✓



Induction - Workplace

309

299

97%

✓



Preventing Radicalisation

313

301

96%

✓



Care Certificate

104

100

96%

✓



Smoking Cessation

118

112

95%

✓



Alcohol Identification and Brief Advice

118

111

94%

✓



Suicide Prevention (eLearning)

309

289

94%



Safeguarding Adults Level 3

310

284

92%

✓
✓

89%





88%





86%





Training Module

Rapid Tranquilisation
Meds Management

133
235

119
206
220



Clinical Update Day (Non - Medical)
Annual Security Refresher (Secure
Services)

257
6

5

83%

PMA - Personal Safety

309

239

77%





Infection Control Non-Clinical

44

34

77%





Information Governance

309

238

77%





Infection Control Clinical

309

237

77%





PMA - Physical Intervention

118

85

72%





Fire Training - Classroom

303

201

66%





Manual Handling – Clinical

118

78

66%





Fire Training - eLearning

31

20

65%





Safeguarding Children Level 3

278

178

64%





Immediate Life Support

126

79

63%





Clinical Update Day (Medical)

16

10

63%



Basic Life Support

147

88

60%






Competency Framework
Total

11

3





7373

6547

27%
89%



➔





Assessing and managing risk to patients and staff
Staff assessed and managed risks to patients and themselves. They responded promptly to
sudden deterioration in a patient’s health. When necessary, staff working in the mental health
crisis teams worked with patients and their families and carers to develop crisis plans. Staff
followed good personal safety protocols. Patients we spoke with during inspection told us they had
copies of their personalised safety plan and that staff supported them to manage risks safely.

Assessment of patient risk
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We reviewed 84 care records across this core service, for patients who accessed support from the
crisis, home treatment, psychiatric liaison team or health-based places of safety in the 136 suites.
Staff did a risk assessment of every patient at initial triage or assessment and updated it regularly,
including after any incident. Staff used a range of recognised assessment tools depending on
which part of the service patients accessed. For example, we observed staff in the crisis
resolution home treatment team in west Suffolk using the describe, identify, choose, explain, share
(DICES) risk assessment to formulate and contextualise individual patient presentation and risk.
Managers at the same team had developed an electronic dashboard which showed them when
patients had accessed the service, when referral to treatment targets had not been met and the
reason for these. This allowed managers to support their teams to mitigate the risks to patients.
18 of the 84 care records reviewed were of patients using health-based places of safety across the
trust. For ten patients who had used the 136 suites at West Suffolk Hospital and Northgate
Hospital there was a lack of contemporaneous records on the electronic recording system for
patients who had used the 136 suites. In addition, running records lacked detail to describe how
risks had been mitigated for patients who had presented in crisis but were then subsequently
discharged from 136 suites. For example, records did not demonstrate if the patient had been
referred on to another agency or discharged home. For patients who had left the service there was
no evidence that individualised personal safety plans had been given to patients.

Safeguarding
Staff understood how to protect patients from abuse and the service worked well with other
agencies to do so. Staff had training on how to recognise and report abuse, and they knew how to
apply it.
A safeguarding referral is a request from a member of the public or a professional to the local
authority or the police to intervene to support or protect a child or adult at risk from abuse.
Commonly recognised forms of abuse include: physical, emotional, financial, sexual, neglect and
institutional.
Each authority has their own guidelines as to how to investigate and progress a safeguarding
referral. Generally, if a concern is raised regarding a child or adult at risk, the organisation will
work to ensure the safety of the person and an assessment of the concerns will also be conducted
to determine whether an external referral to Children’s Services, Adult Services or the police
should take place.
This core service made no safeguarding referrals between 1 May 2018 and 30 April 2019. The
number of safeguarding referrals reported during this inspection was lower than the 39 reported at
the last inspection.
Staff were trained in safeguarding, knew how to make a safeguarding alert, and did so when
appropriate. Staff could give examples of how to protect patients from harassment and
discrimination, including those with protected characteristics under the Equality Act.
Staff knew how to identify adults and children at risk of, or suffering, significant harm. That
included working in partnership with other agencies. For example, making a safeguarding referral.
The trust has submitted details of no serious case reviews commenced or published in the last 12
months (1 May 2018 and 30 April 2019) that relate to this service.
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Staff access to essential information
Staff used electronic and paper patient records, or a combination of the two. That included when
patients moved between teams. However, we found significant gaps in relation to record keeping
within the 136 suites. We reviewed 18 care records of patients using health-based places of
safety. For 10 patients who had used the 136 suites at Ipswich hospital and Northgate Hospital
there was a lack of contemporaneous records on the electronic recording system for patients who
had used the 136 suites. We found records had not been uploaded in a timely manner in West
Suffolk, which meant information may not be available if a patient re-presented at one of the other
trust services. We also found there was a significant delay in setting up electronic records at all
which meant that there was a lack of contemporaneous recording in clinical records. We raised
this with the trust who took immediate action to resolve the concern.

Medicines management
The trust’s approach to audits to monitor prescribing, administration and compliance with
medicines policies was inconsistent. Staff at the Central Norfolk crisis resolution home treatment
team carried out a weekly audit of the treatment charts. They ensured discrepancies were
corrected and published a summary of the audit for team learning. Staff at the Northgate Hospital
crisis resolution home treatment team were involved in a quality improvement project to improve
the completion of treatment charts. However, at both the East Suffolk and West Suffolk crisis and
home treatment teams there were gaps in the records of medicines delivered to patients, showing
that the audit process was not effective. The East Suffolk crisis and home treatment teams
developed a local guideline which had not been formally approved and did not include enough
detail to guide staff. The pharmacy service was available Monday to Friday. Out of hours there
were arrangements in place to obtain medicines, but no access to advice from a member of the
pharmacy team.
Patients medicines were reviewed regularly although access to pharmacist input varied between
the teams. The trust subscribed to a medicines information website which could be accessed
directly by patients and allowed staff to print leaflets in different formats including easy read and
large print. The Central Norfolk crisis resolution home team employed an advanced nurse
practitioner and non-medical prescribers in addition to medical staff. They were supported in their
roles through forums and conferences organised by the non-medical prescribing lead.
In the Woodlands centre there were two sets of keys to the clinic room, one for use by the East
Suffolk crisis and home treatment teams and one for access to the emergency cupboard by other
staff out of hours. Neither set were secured so that they were accessible to authorised staff only.
In all other areas, medicines were stored securely in line with trust’s policy and national guidance
and access was limited to authorised staff. In Great Yarmouth crisis resolution home treatment
team, medicines for return to the pharmacy were stored securely but records did not demonstrate
a full audit trail.
Medicines reconciliation, the process of accurately listing patient’s current medicines, was carried
out by staff on admission. However, staff did not follow consistent processes to ensure that the
information was always accessible to the pharmacy team. As required medicines were supplied in
limited quantities and reviewed regularly including on discharge. Care records demonstrated that
patients prescribed medicines which required physical health monitoring had the relevant tests.
The trust operated an incident reporting system on which staff could record any incidents and
medicine safety concerns. Changes made as a result included an improvement in the recording of
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medicines for disposal in West Suffolk crisis and home treatment team. At the crisis resolution
home treatment team at Northgate Hospital, the process for administering depot injections had
been updated to prevent duplication. However, not all staff we spoke with were aware of good
practice developed in other areas of the trust.

Track record on safety
Between 1 May 2018 and 30 April 2019 there were 13 serious incidents reported by this service.
Of the total number of incidents reported, the most common type of incident was
‘Apparent/actual/suspected self-inflicted harm meeting SI criteria’ with 12. The 12 unexpected
deaths were instances of ‘Apparent/actual/suspected self-inflicted harm meeting SI criteria’.
We reviewed the serious incidents reported by the trust to the Strategic Executive Information
System (STEIS) over the same reporting period. The number of the most severe incidents
recorded by the trust incident reporting system is comparable with STEIS with 13 reported.
A ‘never event’ is classified as a wholly preventable serious incident that should not happen if the
available preventative measures are in place. This service did not report any never events during
this reporting period.
The number of serious incidents reported during this inspection was higher than the none reported
at the last inspection.
Number of incidents reported
Type of incident reported (SIRI)
Central Psych Liaison
Central Home Treatment & InReach
Central CRHT
Central BMDFT
West Norfolk CRHT
West Norfolk MH Liaison
Suffolk East Psych Liaison
Suffolk West Psych Liaison
Total

Apparent/actual/suspected
self-inflicted harm meeting
SI criteria
3
1
3
1
1
1
1
1

Apparent/actual/suspected
homicide meeting SI
criteria

1

3
1
3
1
1
1
1
2

12

1

12

Total

Reporting incidents and learning from when things go wrong
Staff managed patient safety incidents well. Staff recognised incidents and reported them
appropriately. Managers investigated incidents and shared lessons learned with the whole team.
When things went wrong, staff apologised and gave patients honest information and suitable
support.
We reviewed five incident reports. Staff told us they knew what incidents to report and how to report
them. Staff reported all incidents that should be reported. Staff understood the duty of candour. They
were open and transparent, and explained to patients and families a full explanation if or when
something went wrong. This provided clear actions for improvement which teams were
implementing. Actions included; staff attended weekly pop up learning forums and were involved in
weekly care plan audits. The trust issued communication bulletins, teams analysed care programme
approach toolkit findings and undertook safety huddles with the community teams to share patient
safety issues. In addition to this, staff were encouraged to attend daily reflective practice team
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meetings. This demonstrated an improvement from the last inspection where we had raised
concerns about incident reporting and sharing lessons learned.
Staff received feedback from investigation of incidents both internal and external to the service. Staff
met to discuss that feedback. We reviewed team meeting minutes which showed that learning from
incidents was discussed. Managers also displayed hot topic boards in each home treatment team
office to remind staff which policies to consult when dealing with incidents.
Staff were debriefed and received support after a serious incident. Staff told us that serious incidents
were discussed both in individual and group supervision.
However, we did not always see evidence of sharing lessons from incidents in other core services.
The Chief Coroner’s Office publishes the local coroners Reports to Prevent Future Deaths which
all contain a summary of Schedule 5 recommendations, which had been made, by the local
coroners with the intention of learning lessons from the cause of death and preventing deaths.
In the last two years, there have been nine ‘prevention of future death’ reports sent to Norfolk and
Suffolk NHS Foundation trust. Four of these related to this service, details of which can be found
below.
1. – Date of report: 19 December 2018.
Regulation 28
Conclusion: (2) Hanging (4) Suicide
The Coroner’s concerns were:
10. That following admission to Southgate Ward the patient was seen by a number of different
staff members. It became evident that there was a culture of not recording
contemporaneous notes. This was very obvious with reference to recording presence or
absence of suicidal ideation.
11. There was an acceptance that patients could be discharged by very junior doctors without
prior reference to consultant or Senior colleagues even though the patient had been
admitted after being assessed by two Section 12 approved doctors and an approved mental
health professional who felt he needed a prolonged inpatient stay.
12. Communication between staff members was very limited information with no record kept of
important messages relayed. For example, the member of staff who held a one to one
meeting with the patient was not present at the ward where the patient’s case was
discussed but said she had verbally passed a message to the ward round nurse. This was
normal practice on this ward. There was no record of the message, or of it being passed or
that it was considered at the ward round.
2. Date of report: 13th November 2018
Regulation 28
Conclusion of inquest: the death as a result of suicide. Medical cause of death was hanging,
schizophrenia and depression.
The Coroner’s concerns were:
A failure of appropriate record keeping within Northgate ward.
A failure of verbal and written communication with Northgate ward.
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The general high level of acuity and stress at Northgate ward on the 4 th April 2017.
Delay in noticing, reacting and reporting the patient was missing.

3. Date of report: 13 March 2019
Regulation 28
Conclusion of inquest: Suicide – 1(a) compression of the new by a weight lifting bar
The Coroner’s concerns were:
3. The patient repeatedly spoke about her concern about the number of people involved in her
care, particularly from the Crisis Resolution Home Treatment Team. It Is understood the
patient saw 25 plus members of the team in some 14 months. The evidence was that she
found it difficult to relate to so many people, having to repeat the difficulties she was
experiencing which she felt was adversely impacting on her mental health. It was not clear
from the evidence that this issue was addressed during the patient’s contact with the
service.
4. This issue is referred to in the serious incident investigation report, having been raised by
the patient’s family, but there is no definitive, timed action arising from it an no named
person responsible for any such action.
4. Date of report: 15 April 2019
Regulation 28
Conclusion: (1a) Hypoxic Brian Injury (1b) Asphyxia (1c) Hanging II Depression
The Coroner’s concerns were:
4. Evidence was heard that the patient’s care records were not reviewed prior to his being
seen, which would enable the patient’s full history and risks to be taken in account when
assessing him.
5. This is a matter which has been raised with the trust previously. Staff are expected to read
previous records relating to a service user, but this is not always happening.
6. This matter was not considered in the otherwise thorough investigation conducted by the
trust.
As of the 5th July 2019 the trust has not provided a response to the coroner’s concerns.

Is the service effective?
Assessment of needs and planning of care
We reviewed 84 care records across this core service, for people who accessed support from the
crisis, home treatment, psychiatric liaison team or health-based places of safety. We found the
quality of care records had improved since our last inspection. However, 18 of these care records
related to patients using health-based places of safety. For 10 of these patients who had used the
136 suites at West Suffolk Hospital and Northgate Hospital there was a lack of contemporaneous
records on the electronic recording system.
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Staff assessed the mental health needs of all patients. Staff working for the mental health crisis
teams worked with patients and families and carers to develop individual care plans and updated
them when needed. Care plans reflected the assessed needs, were personalised, holistic and
recovery-oriented.
Staff completed a comprehensive mental health assessment for each patient. Staff ensured that
any necessary assessment of the patient’s physical health had been undertaken (this might have
been undertaken by the GP) and they were aware of and recorded any physical health problems.
Staff developed care plans that met the patients’ needs identified during assessment. Care plans
were personalised, holistic and recovery-oriented. Staff updated care plans when necessary, with
most care plans updated within 24 hours of patient contact.

Best practice in treatment and care
Staff working for the mental health crisis teams used recognised rating scales to assess and
record severity and outcomes. Staff working for the crisis teams and in the health-based places of
safety participated in clinical audit, benchmarking and quality improvement initiatives.
Staff used recognised rating scales to assess and record severity and outcomes. They also
participated in clinical audit, benchmarking and quality improvement initiatives.
This service participated in two clinical audits as part of their clinical audit programme 2018 –
2019.
Audit
name

Audit scope

Core service

Audit type

1801
(n)CPA
Documents

Beach
Reed
Rose
Sandringham
GYW Early Interventions (13+)
NC North East Adult
Community
NC North West Adult
Community
GYW CAMHS
NC City 3
NC City 2
NC South East Adult
Community
SE Ipswich IDT CLL
Southgate
SRRS
CFYP Eating Disorders
(Gatehouse, Julian)
Glaven
Thorpe
Yare
GYAW Carlton Court OP
CMHT
GYAW Northgate OP CMHT
GYAW St Caths
GYAW Waveney Adult LD
NC City 1
NC CRHT

Adult
Community,
Adult Wards,
CAMHS
Community,
CAMHS
Wards, Crisis
Community,
LD
Community,
Older People
Community,
Older People
Wards,
Rehabilitation
Wards,
Secure
Wards

Clinical audit
of electronic
patient
records
carried out
clinical staff
and
designated
others to
measure of
NCPA
documentation
compliancy
against trust
policy C98:
Care
Programme
Approach

Date
completed

Published
Sep 18

Key actions
following the audit
Teams implement
action plans at the
point of audit and
submit these next
steps as part of
the completed audit
documentation.
NSFT have hosted
a Care Planning
Quality Assurance
Methodology
Workshop led by the
CPA Quality
Compliance Group
(a sub group of the
CPA Mobilisation
Group). Staff and
service users
discussed past and
future methods for
improving and
measuring the
quality of n/CPA.
Agreement was
reached that a main
objective should be
to provide coproduced toolkits
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Audit
name

Audit scope
SE Central IDT Youth
SE Ipswich IDT Child & Family
CONNECT
Abbeygate
SW Bury South IDT Adult
SE Coastal IDT Eating
Disorders Adult
GYAW Crisis Support 12-18
GYAW DIST
GYAW Dragonfly Unit
GYAW Eastern Recovery
GYAW GYAS
GYAW Laurel Ward
GYAW Waveney CAMHS LD
NC Adult Community South
West
NC CFYP (80 St Stephens)
NC CFYP (Under 14s Mary
Chapman)
NC DIST Community
NC PIMHS (Point one)
NC South DCLL
Waveney
NW CAMHS Community
(CFYP Minor 0-25 & Intensive
Support Team)
Churchill
NW DCLL (inc DIST)
NW Early Intervention
SE Avocet Ward
SE Central IDT Adult
SE Central IDT CLL
SE Central IDT Enhanced EI
SE Coastal IDT Adult
SE Coastal IDT CLL
SE Coastal IDT Eating
Disorders Youth
SE Coastal IDT Enhanced EI
SE Coastal IDT Youth
SE Ipswich IDT 0-14 Child &
Family
SE Ipswich IDT Enhanced
SE Ipswich IDT Youth
SE Suffolk CAMHS LD
SE Willows Ward
Catton
Drayton
Foxhall House
Whitlingham
SW Bury North IDT Adult
SW Bury North IDT EI
SW Bury North IDT Enhanced
SW Bury South IDT Adult &
Children ADHD ND Pathway

Core service

Audit type

Date
completed

Key actions
following the audit
which help staff
improve practice
and measure the
outcomes for
service users.
Compliance was
important and may
be increasingly
provided by
Informatics metric
data.
A Themes analysis
and report will be
produced from the
Workshop to inform
decisions regarding
next steps.
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Audit
name

1819
Team
Meeting
References
in Patient
Notes
(RCA 719)

Audit scope
SW Bury South IDT CLL &
MAT
SW Bury South IDT EnhancedEI
SW DIST
Northgate
Rollesby
SE Central Coastal Ipswich
IDT ND LD
SE Ipswich IDT Adult
Poppy
WN CRHT
GYW Waveney Adcom
Thurne
GYW CRHT
SW Bury South IDT Child &
Family
SW Bury South IDT Youth
SW Bury North IDT Youth
Norfolk FCMHT
NC DCLL North
Suffolk FCMHT
SW Bury North IDT CLL &
MAT
CN Central CFYPS (Under
14's),,CN Child and Adolescent
Eating Disorders, CN North
Older People's Services
Community Team, CN DCLL
Services, CN 80SS, CN City 2,
CN City 1, , CN City 2, CN City
3, CN North West, CN North
East, CN South East Adult, CN
South West Adult
GYAW CAMHS Team, ,
GYAW Community Mental
Health Team, GYAW Memory
Treatment Service Team,
GYAW Early Intervention
Service, GYAW Community
Eating Disorders Service,
GYAW LD Youth & CAMHS,
GYAW GYW Youth Minor,
GYAW GYW Youth Adult,
GYAW Waveney Adult LD
service, GYAW Great
Yarmouth Adult Community,
GYAW GY&W CRHT, GYAW
CCST, GYAW Waveney Adult
Community, GYAW CMHT &
MTS, GYAW Dementia &
Intensive Support Team
WN Adult CMHT, WN Older
People's Service CMHT , WN

Core service

Adult
Community
Older
Peoples
Wards
LD
Community
CAMHS
Community
Secure
Community
Crisis
Community

Audit type

Clinical

Date
completed

Published
Aug 2018

Key actions
following the audit

Audit required
following RCA 719
Clinical Teams were
chased by the NSFT
Audit Team for
action plans.
However, the failure
to respond rate was
high (33 teams had
not submitted an
Action Plan by Jan
2019). In Jan 2019
teams were no
longer chased
following a decision
by Governance
Manager; this
enabled teams to
focus on other
clinical priorities.
One Criteria from
this audit has been
included in the
2019/20 NSFT
Clinical Audit
Schedule i.e. the
timeliness of data
entries has been
commissioned by
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Audit
name

Audit scope
Dementia Intensive Support
Team , WN CFYP - Minor and
Over 18's, WN EIS
ES Adult Autism Diagnostic
Service, ES Youth Autism
Diagnostic Service, ES
Connect Suffolk, ES Dementia
Intensive Support Team, ES
Home Treatment Team East
Suffolk, ES Ipswich IDT Adult ,
ES Child & Family - East
Suffolk, ES Ipswich IDT CLL,
ES Ipswich IDT Enhanced
Community , ES Ipswich IDT
Neurodevelopmental Disorders
Team, ES Ipswich IDT Youth,
ES LD CAMHS
WS Bury North IDT Enhanced,
WS Bury North IDT Youth, ,
WS Bury North IDT Adult, WS
Bury North IDT CLL, WS Bury
North IDT ED, WS Bury South
CLL, WS Bury South ND, WS
Bury South Adult, WS OP
DIST West Suffolk, WS Bury
South Enhanced, WS Bury
South Child and Family
Pathway, WS Bury South
Youth Pathway, WS Bury
South Children ADHD, WS
Bury South Adult ADHD West
Suffolk
SS Forensic Community Team
North, SS Suffolk Forensic
Community Team

Core service

Audit type

Date
completed

Key actions
following the audit
Information
Manager (Contracts,
Performance and
Information). NSFT,
CSU and CCG’s to
work collaboratively
to resolve known
issue with reporting
of timeliness of data
input. Therefore,
this issue continues
to be a Red RAG
rated topic on the
Audit Schedule

Staff provided a range of care and treatment interventions suitable for the patient group. The
interventions offered were those recommended by and were delivered in line with National
Institute for Health and Care Excellence guidance. These included medication and psychological
therapies including mentalisation based therapy for people who experienced traits of personality
disorder. When needed, staff also provided support for employment, housing and benefits, and
interventions that enabled patients to acquire living skills.
Staff ensured that patients’ physical healthcare needs were being met, including their need for an
annual health check. If the GP was responsible for that, staff communicated with the GP practice
to assure themselves that it was done. Staff supported patients to live healthier lives for example,
through participation in smoking cessation schemes, acting on healthy eating advice, managing
cardiovascular risks, screening for cancer, dealing with issues relating to substance misuse. Staff
used recognised rating scales and other approaches to rate severity and to monitor outcomes
such as the Health of the Nation Outcome Scales.
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Skilled staff to deliver care
The mental health crisis teams included or had access to the full range of specialist staff required
to meet the needs of patients under their care. Managers made sure that staff had the range of
skills needed to provide high quality care. They supported staff with appraisals, supervision and
opportunities to update and further develop their skills. Managers provided an induction
programme for new staff. Teams included nurses, occupational therapists, clinical psychologists,
social workers, peer support consultants, consultant psychiatrists, associate practitioners and
administrators.
The trust’s target rate for appraisal compliance was 90%. At the end of last year (1 April 2018 and
31 March 2019), the overall appraisal rate for non-medical staff within this service was 83%. This
year so far, the overall appraisal rates was 80% (as at 30 April 2019). The teams with the lowest
appraisal rate at 30 April 2019 were Suffolk West (SW) Home Treatment Team (25%), SW
Psychiatric Liaison Team (29%) and SW Crisis Response Team with an appraisal rate of 33%.
The rate of appraisal compliance for non-medical staff reported during this inspection was lower
than the 93% reported at the last inspection.
At this inspection we saw evidence that this had improved, and teams were now meeting the trust
target.
Total number
of permanent
non-medical
staff
requiring an
appraisal

Total number
of permanent
non-medical
staff who
have had an
appraisal

%
appraisals
(as at 30
April 2019)

% appraisals
(previous year 1
April 2018 - 31
March 2019)

West Norfolk S136 Suite

4

4

100%

100%

GYW Liaison Psychiatry

8

8

100%

100%

Central Adult S136 Suite

6

6

100%

100%

Central Adult Home Treatment

34

33

97%

94%

West Adult CRHT

26

25

96%

96%

SE Home Treatment Team
Central Adult Bed Management & Discharge
Facilitation Team
Central Adult Assessment BMDFT

23

22

96%

88%

13

12

92%

91%

12

11

92%

88%

Access & Assessment

23

21

91%

96%

West Liaison Psychiatry

8

7

88%

88%

Central Adult CRHT

30

26

87%

100%

GYW Adult CRHT

23

19

83%

86%

SE Crisis Response Team

11

9

82%

82%

Central Adult Liaison Psychiatry

38

29

76%

71%

SE Psychiatric Liaison Team

19

10

53%

68%

Suffolk Crisis

2

1

50%

50%

SW Crisis Response Team

18

6

33%

65%

SW Psychiatric Liaison Team

7

2

29%

14%

SW Home Treatment Team

12

3

25%

43%

Core service total

317

254

80%

83%

Trust wide

3549

2886

81%

82%

Ward name
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The trust’s target rate for appraisal compliance is 90%. At the end of last year (1 April 2018 to 31
31 March 2019), the overall appraisal rate for medical staff within this service was 77%. This year
so far, the overall appraisal rates this was 77% (as at 30 April 2019). The teams with the lowest
appraisal rate at 30 April 2019 was Central Adult Home Treatment with 0% (however only one
eligible staff member), Access & Assessment and Central Adult Liaison Psychiatry (50%).
The rate of appraisal compliance for medical staff reported during this inspection was higher than
the 80% reported at the last inspection.
Total number
of permanent
medical staff
requiring an
appraisal

Total number
of permanent
medical staff
who have had
an appraisal

% appraisals
(as at 30
April 2019)

% appraisals
(previous year 1
April 2018 - 31
March 2019)

GYW Adult CRHT

1

1

100%

100%

SW Home Treatment Team

1

1

100%

100%

West Adult CRHT

1

1

100%

100%

SE Home Treatment Team

4

4

100%

75%

SE Psychiatric Liaison Team

1

1

100%

100%

Central Adult Liaison Psychiatry

2

1

50%

100%

Access & Assessment

2

1

50%

50%

Central Adult Home Treatment
Core service total

1

0

0%

13
123

10
88

77%
72%

0%
77%

Ward name

Trust wide

65%

The trust has provided the following context regarding clinical supervision:
“NSFT recognise the importance of clinical supervision as an integral and vital component of
support and professional development to help deliver the highest standard of safe and effective
patient care.
Employees are supported to receive 6 to 10 sessions yearly. However, necessities of a
professional body will supersede this requirement. It is jointly the responsibility of individuals and
their line managers to ensure that they receive access to professional supervision at the required
frequency.
We have adopted a QI approach to this with services in the first developing their supervision trees
and implementing local arrangements so that staff have access to clinical supervision. Records of
clinical supervision are held locally. We have explored a number of reporting processes. ESR has
no native clinical supervision reporting functionality. As an initial arrangement we are using the
monthly ‘pulse surveys’ (see evidence P121). From April 2019 an average of 80% of respondents
confirmed that they received regular clinical supervision over the last 12 months. This is reported
to operational action groups and performance meetings.
We have reviewed the data held in the teams and services and are proposing a consistent
recoding format as the next stage in the improvement cycle which will support Trust wide
reporting.”
The trust had adopted a model of continual reflective practice which reflected the National Institute
for Health and Care Excellence (NICE) guidance as they were using mentalisation based therapy
(MBT).
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Multi-disciplinary and interagency team work
Staff from different disciplines worked together as a team to benefit patients. They supported each
other to make sure patients had no gaps in their care. The teams had effective working
relationships with other relevant teams within the organisation and with relevant services outside
the organisation. Staff held regular and effective multidisciplinary team meetings and shared
information about patients at effective handover meetings. The service had effective working
relationships, including good handovers, with other teams within the organisation for example,
crisis and home treatment team to community or inpatient services. The service also had good
working links and effective handovers with external organisations.

Adherence to the Mental Health Act and the Mental Health Act Code of
Practice
Staff understood their roles and responsibilities under the Mental Health Act 1983 and the Mental
Health Act Code of Practice.
As of 30 April 2019, 99% of the workforce in this service had received training in the Mental Health
Act. The trust stated that this training is ‘role specific’ for all services for inpatient and all
community staff and is only required ‘once’ as stated by the trust.
The training compliance reported during this inspection was higher than the 98% reported at the
last inspection.
Staff had easy access to administrative support and legal advice on implementation of the Mental
Health Act and its Code of Practice. Staff knew who their Mental Health Act administrators were.
The trust had relevant policies and procedures that reflected the most recent guidance. Staff had
easy access to local Mental Health Act policies and procedures and to the Mental Health Act
(1983) Code of Practice.
When the team worked with patients who were detained under the Mental Health Act or subject to
a Community Treatment Order, staff explained to patients their rights in a way that they could
understand, repeated it as required, and recorded that they had done this. However, there was not
always evidence that rights had been provided when under detention within the 136 suites.
Patients had access to information about independent mental health advocacy (IMHA) services.
Staff had completed Community Treatment Order paperwork correctly and it was up to date and
stored appropriately. Care plans referred to identified Section 117 aftercare services to be
provided for those who had been subject to section 3 or equivalent Part 3 powers authorising
admission to hospital for treatment. Staff conducted regular audits to ensure that the Act was
being applied correctly and there was evidence of learning from the audits.

Good practice in applying the Mental Capacity Act
Staff supported patients to make decisions on their care for themselves. They understood the trust
policy on the Mental Capacity Act 2005 and assessed and recorded capacity clearly for patients
who might have impaired mental capacity.
For patients who had impaired mental capacity, staff assessed and recorded capacity to consent
appropriately. They did this on a decision-specific basis with regard to significant decisions.
We saw evidence in care records that when patients lacked capacity, staff made decisions in their
best interests, recognising the importance of the person’s wishes, feelings, culture and history.
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The trust had arrangements to monitor adherence to the Mental Capacity Act. Staff audited the
application of the Mental Capacity Act and acted on any learning that resulted from them.
As of 30 April 2019, 98% of the workforce in this service had received training in the Mental
Capacity Act. The trust stated that this training is ’role specific’ for all services for inpatient and all
community staff and is only required ‘once’ as stated by the trust.
The training compliance reported during this inspection was higher than the 97% reported at the
last inspection.

Is the service caring?
Kindness, privacy, dignity, respect, compassion and support
Staff treated patients with compassion and kindness. They understood the individual needs of
patients and supported patients to understand and manage their care, treatment or condition.
Staff were passionate about delivering good quality care. Staff attitudes and behaviours when
interacting with patients showed that they were discreet, respectful and responsive. We observed
staff providing patients with help, emotional support and advice at the time they needed it.
We spoke with 18 patients. Patients said staff treated them well and behaved appropriately
towards them. Patients told us staff supported them to understand and manage their care, and
treatment. Staff directed patients to other services when appropriate and, if required, supported
them to access those services.
Staff understood the individual needs of patients, including their personal, cultural, social and
religious needs. Staff said they could raise concerns about disrespectful, discriminatory or abusive
behaviour or attitudes towards patients without fear of the consequences.
Involvement in care
Involvement of patients
Staff in the mental health crisis teams involved patients in care planning and risk assessment and
actively sought their feedback on the quality of care provided. They ensured that patients had easy
access to advocates when needed.
Care plans demonstrated improvement from the last inspection. The trust had made a clear
commitment that staff would work collaboratively with patients and carers in safety planning.
Patients told us that staff involved them in care planning and risk assessment and Care
Programme Approach reviews. Patients we spoke with had access to a copy of their care plan and
felt involved in their care. Staff communicated with patients so that they understood their care and
treatment, including finding effective ways to communicate with patients with communication
difficulties. Staff involved patients when appropriate in decisions about the service for example, in
the recruitment of staff. The trust enabled patients to give feedback on the service they received
via the recovery college and the peer consultant in addition to using the friends and family test.
Staff at the West Suffolk crisis resolution home treatment team at showed us a patient experience
survey that had been developed for their service.
Involvement of families and carers
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Staff informed and involved families and carers appropriately and provided them with support
when needed. Staff enabled families and carers to give feedback on the service they received via
surveys and carers groups. Carers were provided with information about how to access a carer’s
assessment.

Is the service responsive?
Access and waiting times
The mental health crisis service was available 24-hours a day. The referral criteria for the mental
health crisis teams did not exclude patients who would have benefitted from care. Staff assessed
and treated people and where there was a delay this was managed and investigated. There was
an improved system for monitoring and responding to breaches. Staff followed up people who
missed appointments. The service had clear criteria for which patients would be offered a service.
The criteria did not exclude patients who needed treatment and would benefit from it.
Since the inspection in 2018 the trust had developed an action plan to address the concerns
raised in our last report. The trust had drawn up a revised standard operating procedure for crisis
pathway which aimed to reduce the previous inconsistencies in care delivery across the trust with
regard to access to treatment and waiting times. Staff told us they were pleased that the trust had
revised the policy which allowed them to prioritise face to face assessments in all areas of the
trust. Previously patients in Norfolk had received initial assessments by telephone contact. In
Suffolk four-hour emergency assessments were completed face to face, following a one-hour
requirement for telephone triage. Staff told us that across the trust all patients now received a
triage assessment within one hour of referral, which could either be face to face or over the
telephone followed by a face to face assessment within the four-hour referral to assessment
target. However, the new standard operating procedure had not been ratified at the time of our
inspection leaving room for the reoccurrence of inconsistent service delivery between Norfolk and
Suffolk services.
The trust had a target for time from referral to triage/assessment and from assessment to
treatment. For patients seen in accident and emergency or by the psychiatric liaison team the
target was one hour from referral to assessment in most of the hospitals. Plans were in progress
to ensure that in psychiatric liaison teams skilled staff would be available to assess patients
immediately 24 hours a day, seven days a week, as this was not the case at the time of inspection
in Suffolk.
For patients referred to the crisis resolution and home treatment teams there was a target of four
hours. Not all patients were seen within the four-hour target for referral to assessment particularly
in Norfolk. Throughout 2019, the trust had not met its own target for referral to assessment of
95%. In September 2019, the trust had met the target in just 73% of cases. In August 2019, there
were 34 occasions in Norfolk where staff had not been able to assess patients within the four-hour
emergency target due to staffing levels.
Where breaches occurred, we saw that managers had scrutiny of these. Each team leader had
access to locally devised dashboards which staff updated. These dashboards communicated the
reason for the breach and how staff had communicated with the patient and the referrer. Staff also
recorded the measures they had taken to support patients with their mental health safety and
wellbeing.
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The mental health crisis service phone line was not available to people who weren’t currently
using services. The trust had a contract for Norfolk to refer patients to MIND which we were told
would extend to Waveney from December 2019. The trust was working with both Suffolk and
Norfolk STP’s to operationalise 24/7 crisis support for all the population by April 2020, not just
those who are known to secondary care services. At the time of inspection there were no crisis
point for unknown patients in Suffolk other than to attend Accident and Emergency or to call
111. For people known to services, the mental health crisis service was available 24-hours a day
and was easy to access. This was raised in previous inspections.
The team responded promptly and adequately when known patients telephoned the service. The
team tried to engage with people who found it difficult or were reluctant to engage with mental
health services. The team tried to make follow-up contact with people who did not attend
appointments.
Where possible, staff offered patients flexibility in the times of appointments. Staff cancelled
appointments only when necessary and when they did, they explained why and helped patients to
access treatment as soon as possible. Appointments usually ran on time and patients and carers
were kept informed when they did not.
The health-based place of safety was not always available when needed in West Suffolk. This was
due to the suite being used for seclusion or as an additional bed when the acute wards were full.

The facilities promote comfort, dignity and privacy
The design, layout, and furnishings of treatment rooms supported patients’ treatment, privacy and
dignity. The service had a range of rooms and equipment to support treatment and care. For
example, enough chairs in the waiting area and therapy rooms. Interview rooms had adequate
soundproofing.

Patients’ engagement with the wider community
Staff supported patients with activities outside the service, such as work, education and family
relationships. When appropriate, staff ensured that patients had access to education and work
opportunities. Staff supported patients to maintain contact with their families and carers. Patients
were encouraged to develop and maintain relationships with people that mattered to them, both
within the services and the wider community.

Meeting the needs of all people who use the service
The service met the needs of all patients – including those with a protected characteristic. Staff
helped patients with communication, advocacy and cultural and spiritual support. The service
made adjustments for disabled patients by ensuring disabled people’s access to premises and by
meeting patients’ specific communication needs.
Staff ensured that patients could obtain information on treatments, local services and patients’
rights. Main reception areas in crisis and home treatment teams were well stocked with
information leaflets which was an improvement from last year. However, the 136 suites in Bury St
Edmonds and Ipswich did not have information readily available. The information provided was in
a form accessible to the particular patient group for example, in easy-read form for people with a
learning disability.
Staff made information leaflets available in languages spoken by patients. For example, we saw in
some 136 suites that Mental Health Act information was available in a range of languages suitable
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to the local population.
Managers ensured that staff and patients had easy access to interpreters and or signers.

A&E Liaison Team (Adult)

4

Adult Liaison (JPUH) (Gt Yarm / Wav)

1

Crisis Resolution & Home Treatment Team (West Norfolk)

4

2

Crisis Resolution / Home Treatment (Central Cluster)

1

1

Crisis Response Team (East Suffolk)

2

Crisis Response Team (West Suffolk)

3

Home Treatment & InReach

7

Home Treatment Team (East Suffolk)

3

1

Home Treatment Team (West Suffolk)

3

2

MH Liaison Team (West Norfolk)

3

2

Psychiatric Liaison Team (East Suffolk)

4

1

Psychiatric Liaison Team (West Suffolk)

2

1

Single Point of Access / AAT (Inc. AFI) (Gt Yarm / Wav)

1

Suffolk Access & Assessment Team

30

12

6

6

4

2

Total

68

12

11

19

9

17

Referred to
Ombudsman

(blank)

Other

Not upheld

Partially upheld

Fully upheld

Ward name

Total Complaints

This service received 68 complaints between 1 May 2018 to 30 April 2019. Twelve of these were
upheld, 11 were partially upheld and 19 was not upheld. None were referred to the Ombudsman.

4
1

1

2

1
1

1

1
7

1

1

1
1
2

1
1

1

0

This service received 29 compliments during the last 12 months from 1 May 2018 to 30 April 2019
which accounted for 5% of all compliments received by the trust as a whole (541).
Patients we spoke with knew how to complain or raise concerns. When patients complained or
raised concerns, they received feedback. Staff protected patients who raised concerns or
complaints from discrimination and harassment. Staff knew how to handle complaints
appropriately. Staff received feedback on the outcome of investigation of complaints and acted on
the findings. We found that not all complaints were responded to within the required timeframe.

Is the service well led?
Leadership
Leaders had the integrity, skills and abilities to run the service. They understood the issues,
priorities and challenges the service faced and managed them. They were visible in the service
and supported staff to develop their skills and take on more senior roles. Leaders had the skills,
knowledge and experience to perform their roles. Leaders had a good understanding of the
services they managed. They could explain clearly how the teams were working to provide high
quality care. Leaders were visible in the service and approachable for patients and staff.
Leadership development opportunities were available, including opportunities for staff below team
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manager level. However, staff did not know how the care group model had been devised and
implemented in local teams. Staff remained uncertain about what these changes would mean for
them and the service.

Vision and Strategy
The service had a vision for what it wanted to achieve and a strategy to turn it into action,
developed with all relevant stakeholders. They were aligned to local plans and the wider health
economy. Managers made sure staff understood and knew how to apply them. Staff knew and
understood the trust’s vision and values and how they were applied in the work of their team. The
trust’s senior leadership team had successfully communicated the trust’s vision and values to the
frontline staff in this service. Some staff had the opportunity to contribute to discussions about the
strategy for their service, although this did not extend to the introduction of the care group model.
Staff told us about how they had been consulted with in the review of the current standard
operating procedure for the crisis care pathway. Staff told us their views were included in ongoing
plans to develop the service and that they felt listened to. Staff could explain how they were
working to deliver high quality care within the budgets available.
We conducted focus groups in the months leading up to inspection. Some staff told us that they
were unclear about the overarching trust strategy for improvement and did not feel involved in the
decisions about changes to service delivery. At this inspection, we saw improvements in staff
inclusion, however the trust needed to continue to develop communication across all staff groups.

Culture
Staff told us they felt respected, supported and valued. They felt the service promoted equality and
diversity and provided opportunities for career development. They could raise concerns without
fear. However, managers in Norwich told us that while staff morale had improved it was not yet
good, and that a positive culture was not fully embedded across the service.
Managers dealt with poor staff performance when needed. Teams worked well together and where
there were difficulties managers dealt with them appropriately. Staff appraisals were based around
the trust vision and values and included conversations about career development and how it could
be supported.
Managers told us there had been active recruitment programme which had increased the numbers
of registered and non-registered staff. For example, Woodlands crisis team was now fully
recruited, having previously had 50% vacancies. Managers told us sickness and absence rates
were similar to the trust target. Staff had access to support for their own physical and emotional
health needs through an occupational health service. The trust recognised staff success within the
service, and staff told us this was fed back to them in team meetings.

Governance
Leaders ensured there were structures, processes and systems of accountability for the
performance of the service. Staff at all levels were clear about their roles and accountabilities and
had regular opportunities to meet, discuss and learn from the performance of the service. This was
an improvement from the last inspection.
However, our findings from the other key questions demonstrated that while governance
processes had improved they had not yet fully ensured that performance and risk were managed
well. Not all of the previous areas of concern had been addressed. Staffing levels were not
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sufficient in all areas. Some Norfolk crisis teams were not meeting the target to see people within
four hours. Medication management required further work.
Staff were trained and supervised regularly. Patients were assessed and treated well.
Management of referrals and waiting times had improved. For example, managers had developed
an electronic dashboard which showed them when patients had accessed the service, when
referral to treatment targets had not been met and the reason for these. This allowed managers to
support their teams to mitigate the risks to patients. Incidents were reported, investigated and
learned from.
There was a clear framework of what must be discussed at a ward, team or directorate level.
Team meetings ensured that essential information, such as learning from incidents and
complaints, was shared and discussed. Staff had implemented recommendations from reviews of
deaths, incidents, complaints and safeguarding alerts at core service level. This was an
improvement from the last inspection.
Staff undertook or participated in clinical audits. For example, audits of care records and risk
assessments. The audits were sufficient to provide assurance and staff acted on the results when
needed. Managers had developed the outcomes of audits and created specific assurance plans
for each team mapped to CQC key lines of enquiry to embed improvement methodology within
teams.
Staff understood arrangements for working with other teams, both within the trust and externally,
to meet the needs of the patients. Staff had developed relationships and worked better with nonstatutory organisations such as homeless charities and community interest companies to support
patients with food and housing needs. This was the beginning of the journey of improvement in
this area with further work planned.

Management of, issues and performance
Leaders managed performance using systems to identify, understand, monitor, and reduce or
eliminate risks. They ensured risks were dealt with at the appropriate level. Clinical staff
contributed to decision-making on service changes to help avoid financial pressures compromising
the quality of care. However, the corporate risk register did not reflect the concerns that we found
regarding staffing levels, missed targets, record keeping and medication management.
Staff said they were getting regular monthly managerial and clinical supervision in line with trust
policy. This was in addition to weekly reflective practice meetings aimed at supporting teams to
formulate the risks for particularly vulnerable patients. Managers supported teams to prioritise
safety huddles and weekly leadership meetings.
There had been a pilot to trial supporting newly qualified staff with group supervision. As part of
our on-going engagement and monitoring of this trust, we spoke to staff in focus groups prior to
inspection. Staff told us that although the majority of staff felt supported, some staff said they had
to be proactive to get the support they needed.

Information Management
The service collected reliable information and analysed it to understand performance and to
enable staff to make decisions and improvements. The information systems were integrated and
secure.
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The service used systems to collect data from wards and directorates that were not overburdensome for frontline staff. Staff had access to the equipment and improved information
technology needed to do their work. The information technology infrastructure, including the
telephone system, worked well and helped to improve the quality of care. In Suffolk, there was one
single number that known patients and referrers telephoned to access crisis care pathway support.
If teams were busy or unavailable this number directed through to 111 the NHS England helpline.
In Norfolk, known patients telephoned their local team directly and lines were open 24 hours per
day.
Information governance systems included confidentiality of patient records. For example, the trust
held patient records on a separate system to other NHS trusts like the system used by GP
surgeries and acute hospital trusts, but also had access to the general practice system to access
information about the patient’s physical healthcare status. Managers had access to information to
support them with their management role. This included information on the performance of the
service, staffing and patient care.
Information was in an accessible format, available for managers via the trust intranet, was timely,
accurate and identified areas for improvement. Each reception area had a full range of leaflets
detailing support available to patients locally and nationally. This included information for patient’s
families, friends and carers about local support groups.

Engagement
The service had improved how they engaged with patients and staff. Further work was required to
engage equality groups, the public and local organisations to plan and manage appropriate
services. The trust had begun to collaborate with partner organisations to help improve services
for patients. Staff, patients and carers had access to up-to-date information about the work of the
trust and the services they used. Information was available on the trust website, in leaflets and on
information boards in each patient waiting area.
Some stakeholders had identified negative feedback from some patients regarding
responsiveness and attitude of some staff. Whilst it was evident that work had been undertaken to
address the culture of the organisation, this was evidence that more work was required.
Multi-agency arrangements to agree and monitor the governance of the mental health crisis
service and the health-based places of safety were in place. Managers of the service worked
actively with partner agencies (including the police, ambulance service, primary care and local
acute medical services). We saw that the relationship between some of the stakeholders such as
the police, needed developing. Further work was required in some areas to ensure that people in
the area received help when they experienced a mental health crisis particularly when accessing
the health-based places of safety.
The trust employed a peer recovery consultant and ran a recovery college with the dual purpose of
promoting patient’s recovery and improving outcomes for people who used the service. Patients
and staff could meet with members of the trust’s senior leadership team and governors to give
feedback. The trust recognised further work was required to truly move to a model of coproduction, but there was evidence of increased involvement.

Learning, continuous improvement and innovation
All staff were committed to continually improving services and had a good understanding of quality
improvement methods. Leaders encouraged innovation and participation in research. Staff were
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given the time and support to consider opportunities for improvements and innovation and this led
to changes. Staff had opportunities to participate in research. Staff used quality improvement
methods and knew how to apply them, for example staff responsible for the 136 suites had
developed their own patient tracking assurance spreadsheet which prompted staff to ensure
adherence to the Mental Health Act (1983) Code of Practice. Another initiative meant that an
activity box had been created to provide sensory activities to support patients when in the 136
suite. Staff participated in national audits relevant to the service and learned from them. The
teams participated in accreditation schemes relevant to the service and learned from it.
NHS trusts are able to participate in a number of accreditation schemes whereby the services they
provide are reviewed and a decision is made whether or not to award the service with an
accreditation. A service will be accredited if they are able to demonstrate that they meet a certain
standard of best practice in the given area. An accreditation usually carries an end date (or review
date) whereby the service will need to be re-assessed in order to continue to be accredited.
However, there were no accreditations relating to this core service.

Page 201

MH – Specialist community mental health services for
children and young people
Facts and data about this service
Location site name
Newmarket Hospital (Hellesdon
Hospital)
Mary Chapman House
Mary Chapman House
Mary Chapman House
Mary Chapman House
Mary Chapman House
Haymills House (Hellesdon
Hospital)
Mariner House (Hellesdon
Hospital)
80 St Stephens Road
80 St Stephens Road
Walker Close
Thurlow House (Chatterton)

Thurlow House (Chatterton)

Thurlow House (Chatterton)

Thurlow House (Chatterton)

Thurlow House (Chatterton)
Mariner House (Hellesdon
Hospital)
G Block, Hospital Road site
(Hellesdon Hospital)
Northgate Hospital

Ward name
Bury North Integrated
Delivery Team (IDT)
Child and family team
(under 14 years)
Child and family team
(under 14 years)
Child and family team
(under 14 years)
Child and family team
(under 14 years)
Child and family team
(under 14 years)
Central Integrated
Delivery Team (IDT)
Ipswich Integrated
Delivery Team (IDT)
Central Norfolk Youth
Service
Early Intervention
Coastal Integrated
Delivery Team (IDT)
West Norfolk Child,
Family and young
Person Service
West Norfolk Child,
Family and young
Person Service
West Norfolk Child,
Family and young
Person Service
West Norfolk Child,
Family and young
Person Service
West Norfolk Child,
Family and young
Person Service
Ipswich Integrated
Delivery Team (IDT)
Bury South Integrated
Delivery Team (IDT)
Gt Yarmouth and
Waveney child and
adolescent mental health
team

Number of beds

Patient group
(male, female,
mixed)

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed
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Location site name

Northgate Hospital

Northgate Hospital

Ward name
Gt Yarmouth and
Waveney child and
adolescent mental health
team
Gt Yarmouth and
Waveney child and
adolescent mental health
team

Number of beds

Patient group
(male, female,
mixed)

Not provided

Mixed

Not provided

Mixed

The methodology of CQC provider information requests has changed, so some data from different
time periods is not always comparable. We only compare data where information has been
recorded consistently.
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Is the service safe?
Safe and clean environment
The trust did not always ensure that clinical premises, where patients received care, were safe,
clean, well equipped, well furnished, well maintained and fit for purpose.
Staff at South Bury, Ickworth Lodge and Walker Close were not completing weekly checks of their
defibrillator as per the trust standard. This posed a risk it may not work in an emergency. Staff
records at Walker Close showed their blood pressure monitoring machine was not checked since
2017 and North Bury had not checked their machine in August 2019. Staff records at Mary
Chapman House showed their weighing scales were not checked since June 2018.
Staff’s risk assessments of the care environment did not fully capture all potential ligature risks in
South Bury, Silverwood and West Norfolk. The trust had assessments of public access interview
rooms and toilets using a ‘red, amber, green,’ traffic light system to highlight areas of higher risk
and supervision. However, not all plans were printed in colour, for example, at South Bury and
Walker Close which meant staff may not know which areas to monitor. We had identified
improvements were needed in this area at our 2018 inspection. The environmental assessment of
Mary Chapman House was out of date. Staff said patients were supervised by adults, but we
witnessed during the inspection an occasion where a patient was left on their own, unsupervised
by an adult.
Those sites with clinic rooms that were checked, did not have cleaning rotas showing the
frequency of cleaning except at Mary Chapman House. We had identified this as a risk from our
2018 inspection. Walker Close treatment centre did not have a system to show regular toy
cleaning. Staff at Ickworth Lodge had to take “dress up” clothing home to wash as they did not
have access to a washing machine. The Mary Chapman House infection prevention control review
undertaken in March 2019 showed staff had not completed 18 of the 25 actions and there was no
date for this to be completed by.
Interview rooms were fitted with alarms and there were staff on site to respond to alarms. The trust
had given staff information for lone working to help keep them safe.

Safe staffing8
The trust had not ensured, since identified at our last inspection in 2018, that there were adequate
staff available to meet the needs of the children and young person service and reduce the patient
waiting lists for triage, assessment and treatment. Forty of 60 staff (67%) and nine of 20 managers
(45%) we spoke with told us of staffing problems in their teams. Fourteen of 45 carers (31%) and
four of 19 patients (21%) raised concerns about staffing. Eleven of 19 teams we visited reported
staffing vacancies. The trust still had staffing identified on their latest risk register for five teams;
the emotional wellbeing hub, South Bury, Ipswich youth, Great Yarmouth and Waveney crisis and
West Norfolk teams.
Trust data sent post inspection for September 2019 showed the following vacancies included:

8

•

Emotional Wellbeing Hub 45%

•

Suffolk West 0 to 14, 30%

20190627 RMY Staffing Profile Analysis Tool.xlsx ; Sickness Benchmarking Turnover Benchmarking Vacancy Benchmarking
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•

West Norfolk 0 to 14, 27%

•

Suffolk East 0 to 14, 22%

•

Ipswich Youth 19%

•

Great Yarmouth and Waveney Crisis 15%

•

Great Yarmouth and Waveney 0 to 14, 12%

•

West Norfolk Youth 12%

•

Coastal Youth 11%

•

Bury South Youth 5%

•

Bury North Youth 3 %

•

Suffolk ADHD under 18 years 2%

(Of these teams eight were in Suffolk).
Whilst the trust had taken some action to reduce risks for staffing these were not fully effective.
Some managers said they did not have a budget for agency staff, others said they did but could
not find staff with the right skills. Staff said they had struggled to recruit to vacant posts due to the
trust’s reputation or the geographical area.
Examples of where the trust had taken action to address shortfalls included the use of agency staff
by some teams. The Emotional Wellbeing Hub has recruited two additional band seven staff since
July 2019 and some teams had managed to recruit to some vacant posts since our last inspection.
Norfolk teams recruited additional band four assistant practitioners to help with clearing
assessment backlogs.
The trust had added the West Suffolk attention deficit hyperactivity disorder team (ADHD) to the
risk register due to insufficient funding for the service. The trust had paid some staff to work
additional hours on Saturdays, for example at South Bury and East ADHD team. South Bury team
struggled to recruit to a band five staff post so instead employed a band four post. The ADHD west
team had increased the number of doctor hours used. Managers had systems in place to regularly
assess and manage the size of the individual staff caseloads.
Managers gave examples of staff sickness and turnover, but most could not provide latest overall
percentages. Therefore, we have been unable to compare data to the national NHS average and
make a judgement about this.
The below chart shows the breakdown of staff in post WTE in this core service from 1 May 2018 to
30 April 2019.
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Figure 1

Annual staffing metrics
Core service annual staffing metrics
(1 May 2018 – 30 April 2019)
Annual
bank
hours (%
Annual
Annual
Annual
of
vacancy turnover sickness available
rate
rate
rate
hours)

Annual
agency
hours
(% of
available
hours)

Annual
“unfilled”
hours
(% of
available
hours)

Staff group

Annual
average
establishment

All staff

281.9

4%

14%

3.9%

Qualified nurses

100.9

15%

10%

5.1%

46 (<1%)

293 (<1%)

64 (<1%)

Nursing
assistants

42.8

-7%

23%

4.4%

0 (0%)

0 (0%)

0 (0%)

Medical staff

23.3

18%

15%

1.2%

0 (0%)

6,184 (82%)

1,959 (26%)

Allied Health
Professionals

107.2

-6%

19%

2.5%

The annual turnover rate for nursing assistants and allied health professionals were in the highest
25% when compared to other similar core services nationally.

Page 206

Figure 2
Monthly 'vacancy rates' over the last 12 months for all staff shows a shift from November 2018 to
April 2019 (See figure 2). This could be an indicator of change.

Figure 3
Monthly 'vacancy rates' over the last 12 months for qualified nurses show a shift from November
2018 to April 2019 (See figure 3). This could be an indicator of change.

Figure 4
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Monthly 'vacancy rates' over the last 12 months for nursing assistants shows a shift from
November 2018 to April 2019 (See figure 4). This could be an indicator of change.

Figure 5

Monthly 'vacancy rates' over the last 12 months for allied health professionals shows a shift from
November 2018 to April 2019 (See figure 5). This could be an indicator of change.

Figure 6
Monthly 'sickness rates' over the last 12 months for qualified nurses show a shift from November
2018 to April 2019 (See figure 6). This could be an indicator of change.
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Figure 7

Monthly 'agency hours' over the last 12 months for medical staff are not stable and may be subject
to ongoing change (See figure 7).
Mandatory training
The compliance for mandatory and statutory training courses at 30 April 2019 was 87%. Of the
training courses listed 13 failed to achieve the trust target and of those, eight failed to score above
75%.
The trust set a target of 90% for completion of mandatory and statutory training.
Training is reported on a rolling month on month basis, representing the compliance at the end of
the month.
The training compliance reported for this core service during this inspection was the same as the
87% reported in the previous year.
Key:

Below CQC 75%

Met trust target

✓

Not met trust
target

Higher

No change

Lower



➔




Number
of
eligible
staff

Number
of staff
trained

YTD
Compliance
(%)

Trust
Target
Met

Compliance
change when
compared to
previous year

Counter Fraud

303

301

99%

✓



Safeguarding Children Level 1

303

300

99%

✓



Safeguarding Adults Level 1

303

298

98%

✓



Moving and Handling (Level 1)
Equality, Diversity and Human Rights
(Level 1)

303

296

98%

✓



303

296

98%

Induction - Corporate

304

292

96%

✓



Mental Health Act

306

292

95%

✓



Training Module

✓
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Number
of
eligible
staff

Number
of staff
trained

YTD
Compliance
(%)

Trust
Target
Met

Compliance
change when
compared to
previous year

Deprivation of Liberty Safeguards

290

273

94%

✓



Mental Capacity Act

306

287

94%

✓



Health, Safety and Welfare

303

283

93%

✓



Induction - Workplace

302

278

92%

✓

Suicide Prevention (eLearning)

303

277

91%

✓




Infection Control Non-Clinical

11

10

91%

✓



Clinical Update Day (Medical)

21

19

90%



Preventing Radicalisation

303

273

90%

✓
✓

86%






Training Module

Safeguarding Adults Level 3

306

263



Rapid Tranquilisation

21

18

86%



Meds Management

241

196

81%





Clinical Update Day (Non-Medical)

272

218

80%





Infection Control Clinical

307

233

76%





Information Governance

303

224

74%





PMA - Personal Safety

307

221

72%





Fire Training - eLearning

7

5

71%





Care Certificate

66

46

70%





Safeguarding Children Level 3

291

201

69%



Fire Training - Classroom

296

199

67%






Basic Life Support

289

188

65%





Competency Framework
Total

15

1





6685

5788

7%
87%



➔

Where managers gave us data on site (we did not get data for seven teams) we saw teams
achieved 75% or above compliance with mandatory training. Ipswich staff and West Norfolk staff
said there was limited training provided locally to them and they had difficulties accessing
classroom training as they had to travel a long way for it.

Assessing and managing risk to patients and staff
Assessment of patient risk
We reviewed 73 patient care and treatment records across eleven teams.
The trust had not fully addressed actions from our 2018 inspection, as staff had not fully
completed or updated comprehensive risk assessments for 28 patients (39%). Additionally, North
Bury youth team staff had not completed risk assessments, however, had recorded risks in case
notes. We saw examples where staff had used DICES; a nationally recognised risk assessment
tool.
The trust had made improvements since our 2018 inspection as staff had developed crisis plans or
a ‘safety plan’ for all but four patients (5%). Often these plans were detailed in letters to patients
and carers giving telephone numbers of who to call in a crisis. Staff told us these would be tailored
to individual patients’ needs, but this was not always evident in the records.
Management of patient risk
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The trust had still not ensured there was a consistent approach for assessment and follow up of
patients on waiting lists, despite them having identified a process for this. Staff in Norfolk and
Suffolk still had different systems for assessing and monitoring risks for patient awaiting
assessment. We saw examples where Suffolk staff used a traffic light system to identify high,
medium and low risk for patients waiting for assessment and treatment, whereas Norfolk staff
solely used this system for patients waiting for treatment and were looking to move way from this.
Where staff had assessed patients as high risk (red) we saw they were being allocated quickly for
assessment or treatment. We still found team variations on how often staff would contact low risk
‘green’ patients as some staff considered it should be once a month and some one to two months
(the trust’s protocol was four weekly contact). We found five examples where staff were not
following up patients as per the trust expectation, which was not individualised or agreed with the
patient. The trust sent us information following the inspection stating the RAG rating is only used
at the assessment appointment and Suffolk staff were not using this process. Records did not
always detail how often staff should make contact to check on the patients’ welfare or detail when
and why their risk rating was changed. Teams had different ways in which they managed follow up
calls, for example, Central Suffolk youth team had a clear system for duty staff to follow when the
last call was made and when the next call was due.
Teams had systems for following up when patients did not attend face to face appointments. Most
teams offered another appointment and then if they did not attend, they would discharge the
patient and write to the referrer and patient to confirm this (unless they were identified as a high
risk). Central Suffolk team visited patients to check on them.
Patients in crisis under 18 years living in Norfolk could access a service Monday to Friday 08:00 to
20:00 hours and at weekends from 09:00 to 13:00 hours. Patients living in Suffolk could not
access the same service as teams were not commissioned to provide this. If a referrer identified
the patient was in crisis and needed an assessment within four hours, then they could directly
contact the separate adult crisis team. Staff informed us that the trust had a consultation exercise
in Suffolk to look at an ‘Under 18s crisis pilot model’ and the level of need for this service. In
Suffolk there was a CAMHS consultant rota for out of hours: Monday to Fridays 17.00 to 09.00
hours; weekends and bank holidays 09.00 to 09.00 hours, mostly for telephone consultation.
Patients under 18 years would need to travel to an acute hospital and be seen by the psychiatric
liaison service.

Safeguarding
The trust did not always take action to protect patients from abuse. We learnt of two examples of
staff in Norfolk and Suffolk not following the trust safeguarding policy which managers were
alerted to.
The trust had four areas where staff saw patients over and under 18 years, where patients had to
use the same waiting area. For example, at satellite clinics Haverhill and Sudbury and North Bury
and Central Norfolk youth teams. This could pose risks to patients. We requested the trust risk
assessment for these, but they were not made available.
We saw examples where staff did report safeguarding issues. The trust sent data for the period of
July to September 2019 following the on-site inspection which showed staff had made 52
safeguarding referrals. Staff believed the data sent to us (below) was incorrect and they had
raised more concerns than reported. However, managers across teams did not keep a log of
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safeguarding referrals made to evidence this and instead this was kept by the central trust
safeguarding team. West Norfolk teams did keep an incident list so as to be able to monitor
incidents and themes for their service. They had ensured they routinely discussed safeguarding in
staff supervision. Teams had identified safeguarding champions. Central Suffolk youth team had
arranged regular staff ‘drops in’ with the trust safeguarding team.
Safeguarding referrals9 (Internal use only - Remove before publication)
A safeguarding referral is a request from a member of the public or a professional to the local
authority or the police to intervene to support or protect a child or adult at risk from abuse.
Commonly recognised forms of abuse include: physical, emotional, financial, sexual, neglect and
institutional.
Each authority has their own guidelines as to how to investigate and progress a safeguarding
referral. Generally, if a concern is raised regarding a child or adult at risk, the organisation will
work to ensure the safety of the person and an assessment of the concerns will also be conducted
to determine whether an external referral to Children’s Services, Adult Services or the police
should take place.
This core service made five safeguarding referrals between 1 May 2018 and 30 April 2019, of
which five concerned adults and none related to children. The number of safeguarding referrals
reported during this inspection was lower than the six adults and the 166 child referrals reported at
the last inspection.
Number of referrals
Adults
5

Children
0

Total referrals
5

The trust has submitted details of no serious case reviews commenced or published in the last 12
months (1 May 2018 and 30 April 2019) that relate to this service.

Staff access to essential information
The trust electronic patient record systems did not have a specific location to review the patients’
journey in one place, which meant staff needed to read multiple records, letters and clinical notes
to understand the patient story. For example, it was difficult to track the referrals from teams to
Central Suffolk youth team. However, the trust had introduced a combined assessment to improve
this and was in the process of being implemented.
Most staff said the trust’s electronic patient record systems was appropriate for their work. Staff at
the emotional wellbeing hub in Suffolk used five different electronic patient records as they were a
multi-agency service. Suffolk teams often had social care staff in their teams and they also could
access social care records.
The new Central Norfolk Crisis team manager was looking to set up a shared electronic record
folder, so staff could have easier access to shared records such as team meeting minutes.

Medicines management

9

Safeguarding Referrals
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We have not specifically reported on medicines management as staff were sharing clinics with
other teams. We have reported on this in other community core service report sections.
Teams managed limited amounts of medication for patients. Where we found examples of this, the
service used systems and processes to safely prescribe, administer, record and store medicines.
We found examples where staff reviewed the effects of lithium medication on patients’ mental and
physical health. Some teams for example in Norfolk had identified nurse prescribers.

Track record on safety
Between 1 May 2018 and 30 April 2019 there were four serious incidents reported by this service.
All incidents were categorised as ‘Apparent/actual/suspected self-inflicted harm meeting SI
criteria’. Three were unexpected deaths.
We reviewed the serious incidents reported by the trust to the Strategic Executive Information
System (STEIS) over the same reporting period. The number of the most severe incidents
recorded by the trust incident reporting system was comparable with STEIS with four reported.
A ‘never event’ is classified as a wholly preventable serious incident that should not happen if the
available preventative measures are in place. This service reported no never events during this
reporting period.
The number of serious incidents reported during this inspection was higher than the zero reported
at the last inspection.
Number of incidents reported
Type of incident reported (SIRI)
GYW Early Intervention
Central CFYP IST
West Norfolk CFYP Over 18s
Suffolk West Bury South Youth
Total

Apparent/actual/suspected self-inflicted harm
meeting SI criteria
1
1
1
1
4

Total
1
1
1
1
4

Reporting incidents and learning from when things go wrong
The majority of staff said they discussed feedback and improvements to patient care in protected
time team meetings. However, team meetings varied in how much detail was shared with staff, for
example, Ipswich 0-14 team had limited details. Some staff had difficulty giving examples of
actions taken following incidents for example at Central Norfolk youth and Great Yarmouth 0-14
teams. The trust’s patient safety team sent out newsletters to staff about improvements and we
saw teams had ‘5 key learning points’ posters. The trust had systems to debrief and support staff
after any serious incident, for example from their traumatic incident management team.
The Chief Coroner’s Office publishes the local coroners Reports to Prevent Future Deaths which all
contain a summary of Schedule 5 recommendations, which had been made, by the local coroners
with the intention of learning lessons from the cause of death and preventing deaths.
In the last two years, there have been nine ‘prevention of future death’ reports sent to Norfolk and
Suffolk NHS Foundation Trust. However, none of these related to this service.
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Is the service effective?
Assessment of needs and planning of care
We checked 73 patients’ care and treatment records. The trust had a trusted assessor scheme
which meant that community teams would accept the assessment by another trust team and the
patient did not keep having to repeat their story to professionals. Staff were now using a combined
assessment tool which held details of assessment including risk assessment. Staff held post
assessment discussion and multi-disciplinary review meetings which included managers. This
meant there was senior staff oversight. Norfolk staff said a telephone call might count as an initial
assessment and patients may then be referred for a face to face extended assessment. Staff
would complete an emergency assessment face to face. Several staff referred to improving the
quality through using a nationally recognised ‘five P’s and plan formulations’ as a way of helping
patients understand their current difficulties. However, staff had not fully completed 15
assessments and care plans (21%). We had difficulties finding assessment information for patients
who had been receiving treatment since before 2018. Care records across teams did not always
implicitly link to care plans.
Most assessments and care plans did not capture patients’ physical health nor was there always
clear reference in assessments or care plans to how staff had considered GP information. For
example we found details of patients’ physical health issues for 20 patients (27%). We saw that a
physical health team manager was visiting teams to help improve this. The trust had a target for
staff to complete physical health training by March 2020.

Best practice in treatment and care
Staff provided a range of treatment and care for patients based on national guidance and best
practice. Patients gave examples where staff had supported them to live healthier lives. Most staff
said they used or were planning to use the ‘THRIVE’ integrated, person-centred and needs-led
approach which conceptualises need in five categories or needs based groups: ‘Thriving, Getting
advice, Getting help, Getting more help and Getting risk support’. The treatment pathways were
•

Anxiety

•

Low mood

•

Emotional regulation

•

Trauma-including post-traumatic stress disorder and complex trauma

•

Obsessive compulsive disorder

Staff aimed to provide ‘stage 1’ interventions: time limited four to eight sessions and designed to
offer stabilisation techniques, psychoeducation and gain further understanding of the patient’s
difficulties. It also assessed willingness and readiness to engage from both the patient and their
carers. ‘Stage 2’ interventions are longer term and may include individual or family therapy and
case management. Examples are: Individual therapy/interventions; cognitive behavioural therapy,
play therapy, art therapy, psychology, eye movement desensitization and reprocessing,
occupational therapy, mentalization based treatment and family therapy.
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Staff used recognised rating scales to assess and record severity and outcomes such as Routine
Outcome Measures (ROMS): Strengths and difficulties questionnaire – completed by the
parent/carer and child if appropriate; Revised young people’s anxiety and depression scale
(RCADS); The experience of service questionnaire (ESQ) and The goal based outcome (GBO)
measure.
Local audits10 (Internal use only - Remove before publication)
This service participated in two clinical audits as part of their clinical audit programme 2018 –
2019.
Audit
name

1801
(n)CPA
Documents

10

Audit scope
Beach
Reed
Rose
Sandringham
GYW Early Interventions
(13+)
NC North East Adult
Community
NC North West Adult
Community
GYW CAMHS
NC City 3
NC City 2
NC South East Adult
Community
SE Ipswich IDT CLL
Southgate
SRRS
CFYP Eating Disorders
(Gatehouse, Julian)
Glaven
Thorpe
Yare
GYAW Carlton Court OP
CMHT
GYAW Northgate OP
CMHT
GYAW St Caths
GYAW Waveney Adult
LD
NC City 1
NC CRHT
SE Central IDT Youth
SE Ipswich IDT Child &
Family CONNECT
Abbeygate
SW Bury South IDT
Adult
SE Coastal IDT Eating
Disorders Adult
GYAW Crisis Support

Core service

Audit type

Date
completed

Key actions following the
audit

Teams implement action
plans at the point of audit
and submit these next
steps as part of
the completed audit
documentation.

Adult
Community,
Adult Wards,
CAMHS
Community,
CAMHS
Wards, Crisis
Community,
LD
Community,
Older People
Community,
Older People
Wards,
Rehabilitation
Wards,
Secure
Wards

Clinical audit
of electronic
patient
records
carried out
clinical staff
and
designated
others to
measure of
NCPA
documentati
on
compliancy
against trust
policy C98:
Care
Programme
Approach

Published
Sep 18

NSFT have hosted a Care
Planning Quality
Assurance Methodology
Workshop led by the CPA
Quality Compliance Group
(a sub group of the CPA
Mobilisation Group). Staff
and service users
discussed past and future
methods for improving and
measuring the quality of
n/CPA. Agreement was
reached that a main
objective should be to
provide co-produced
toolkits which help staff
improve practice and
measure the outcomes for
service users.
Compliance was important
and may be increasingly
provided by Informatics
metric data.
A Themes analysis and
report will be produced
from the Workshop to
inform decisions regarding
next steps.

Audits
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Audit
name

Audit scope

Core service

Audit type

Date
completed

Key actions following the
audit

12-18
GYAW DIST
GYAW Dragonfly Unit
GYAW Eastern
Recovery
GYAW GYAS
GYAW Laurel Ward
GYAW Waveney
CAMHS LD
NC Adult Community
South West
NC CFYP (80 St
Stephens)
NC CFYP (Under 14s
Mary Chapman)
NC DIST Community
NC PIMHS (Point one)
NC South DCLL
Waveney
NW CAMHS Community
(CFYP Minor 0-25 &
Intensive Support Team)
Churchill
NW DCLL (inc DIST)
NW Early Intervention
SE Avocet Ward
SE Central IDT Adult
SE Central IDT CLL
SE Central IDT
Enhanced EI
SE Coastal IDT Adult
SE Coastal IDT CLL
SE Coastal IDT Eating
Disorders Youth
SE Coastal IDT
Enhanced EI
SE Coastal IDT Youth
SE Ipswich IDT 0-14
Child & Family
SE Ipswich IDT
Enhanced
SE Ipswich IDT Youth
SE Suffolk CAMHS LD
SE Willows Ward
Catton
Drayton
Foxhall House
Whitlingham
SW Bury North IDT
Adult
SW Bury North IDT EI
SW Bury North IDT
Enhanced
SW Bury South IDT
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Audit
name

819 Team
Meeting
References
in Patient
Notes
(RCA 719)

Audit scope
Adult & Children ADHD
ND Pathway
SW Bury South IDT CLL
& MAT
SW Bury South IDT
Enhanced-EI
SW DIST
Northgate
Rollesby
SE Central Coastal
Ipswich IDT ND LD
SE Ipswich IDT Adult
Poppy
WN CRHT
GYW Waveney Adcom
Thurne
GYW CRHT
SW Bury South IDT
Child & Family
SW Bury South IDT
Youth
SW Bury North IDT
Youth
Norfolk FCMHT
NC DCLL North
Suffolk FCMHT
SW Bury North IDT CLL
& MAT
CN Central CFYPS
(Under 14's),,CN Child
and Adolescent Eating
Disorders, CN North
Older People's Services
Community Team, CN
DCLL Services, CN
80SS, CN City 2, CN
City 1, , CN City 2, CN
City 3, CN North West,
CN North East, CN
South East Adult, CN
South West Adult
GYAW CAMHS Team, ,
GYAW Community
Mental Health Team,
GYAW Memory
Treatment Service
Team, GYAW Early
Intervention Service,
GYAW Community
Eating Disorders
Service, GYAW LD
Youth & CAMHS, GYAW
GYW Youth Minor,
GYAW GYW Youth

Core service

Adult
Community
Older
Peoples
Wards
LD
Community
CAMHS
Community
Secure
Community
Crisis
Community

Audit type

Clinical

Date
completed

Published
Aug 2018

Key actions following the
audit

Audit required following
RCA 719
Clinical Teams were
chased by the NSFT Audit
Team for action plans.
However, the failure to
respond rate was high (33
teams had not submitted
an Action Plan by Jan
2019). In Jan 2019 teams
were no longer chased
following a decision by
Governance Manager; this
enabled teams to focus on
other clinical priorities.
One Criteria from this audit
has been included in the
2019/20 NSFT Clinical
Audit Schedule i.e. the
timeliness of data entries
has been commissioned by
Information Manager
(Contracts, Performance
and Information). NSFT,
CSU and CCG’s to work
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Audit
name

Audit scope
Adult, GYAW Waveney
Adult LD service, GYAW
Great Yarmouth Adult
Community, GYAW
GY&W CRHT, GYAW
CCST, GYAW Waveney
Adult Community,
GYAW CMHT & MTS,
GYAW Dementia &
Intensive Support Team
WN Adult CMHT, WN
Older People's Service
CMHT , WN Dementia
Intensive Support Team
, WN CFYP - Minor and
Over 18's, WN EIS
ES Adult Autism
Diagnostic Service, ES
Youth Autism Diagnostic
Service, ES Connect
Suffolk, ES Dementia
Intensive Support Team,
ES Home Treatment
Team East Suffolk, ES
Ipswich IDT Adult , ES
Child & Family - East
Suffolk, ES Ipswich IDT
CLL, ES Ipswich IDT
Enhanced Community ,
ES Ipswich IDT
Neurodevelopmental
Disorders Team, ES
Ipswich IDT Youth, ES
LD CAMHS
WS Bury North IDT
Enhanced, WS Bury
North IDT Youth, , WS
Bury North IDT Adult,
WS Bury North IDT CLL,
WS Bury North IDT ED,
WS Bury South CLL,
WS Bury South ND, WS
Bury South Adult, WS
OP DIST West Suffolk,
WS Bury South
Enhanced, WS Bury
South Child and Family
Pathway, WS Bury
South Youth Pathway,
WS Bury South Children
ADHD, WS Bury South
Adult ADHD West
Suffolk
SS Forensic Community

Core service

Audit type

Date
completed

Key actions following the
audit
collaboratively to resolve
known issue with reporting
of timeliness of data input.
Therefore, this issue
continues to be a Red RAG
rated topic on the Audit
Schedule
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Audit
name

Audit scope

Core service

Audit type

Date
completed

Key actions following the
audit

Team North, SS Suffolk
Forensic Community
Team

Skilled staff to deliver care
The trust’s target rate for appraisal compliance is 90%. At the end of last year (1 April 2018 and 31
March 2019), the overall appraisal rate for non-medical staff within this service was 75%. This year
so far, the overall appraisal rates was 81% (as at 30 April 2019) which was an improvement. The
wards with the lowest appraisal rate at 30 April 2019 were CFYP GYW Contracts (50%), SE
Ipswich IDT Youth Team (50%) and CFYP GYW Youth with an appraisal rate of 55%.
The trust rate of appraisal compliance for non-medical staff reported during this inspection was
lower than the 94% reported at the last inspection.
Total number of
permanent nonmedical staff
requiring an
appraisal

Total number of
permanent nonmedical staff
who have had an
appraisal

%
appraisals
(as at 30
April 2019)

% appraisals
(previous year 1
April 2018 - 31
March 2019)

CFYP West CAMHS Community

8

8

100%

100%

CFYP West LTP ED

1

1

100%

100%

CFYP West Eating Disorders

2

2

100%

100%

SW Bury North IDT Youth Team

9

9

100%

100%

CFYP GYW LTP Crisis

5

5

100%

100%

SE Coastal IDT Youth Team

7

7

100%

100%

SE Central IDT Youth Team

10

9

90%

70%

CFYP West Youth

9

8

89%

90%

SW Bury South IDT C&F Team

9

8

89%

90%

SW Bury South IDT Youth Team

7

6

86%

64%

CFYP GYW CAMHS Community

17

14

82%

58%

CFYP West LTP Crisis

5

4

80%

80%

SE Ipswich IDT C&F Team

9

7

78%

90%

CFYP GYW Youth

20

11

55%

57%

SE Ipswich IDT Youth Team

8

4

50%

50%

CFYP GYW Contracts

4

2

50%

33%

Core service total

130

105

81%

75%

Trust wide

3549

2886

81%

82%

Ward name

The trust’s target rate for appraisal compliance is 90%. At the end of last year (1 April 2018 to 31
31 March 2019), the overall appraisal rate for medical staff within this service was 79%. This year
so far, the overall appraisal rates this was 100% (as at 30 April 2019).
The rate of appraisal compliance for medical staff reported during this inspection was higher than
the 83% reported at the last inspection.
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Total number
of permanent
medical staff
requiring an
appraisal

Total number
of permanent
medical staff
who have had
an appraisal

% appraisals
(as at 30
April 2019)

% appraisals
(previous year 1
April 2018 - 31
March 2019)

SE Coastal IDT Youth Team

1

1

100%

100%

CFYP GYW Youth

1

1

100%

100%

CFYP GYW CAMHS Community

2

2

100%

100%

SE Central IDT Youth Team

2

2

100%

67%

CFYP West CAMHS Community

1

1

100%

100%

SE Ipswich IDT Youth Team

1

1

100%

100%

SW Bury South IDT C&F Team

1

1

100%

50%

SW Bury North IDT Youth Team
Core service total

1

1

100%

10
123

10
88

100%
72%

100%
79%

Ward name

Trust wide

65%

The trust has provided the following context regarding clinical supervision:
“NSFT recognise the importance of clinical supervision as an integral and vital component of
support and professional development to help deliver the highest standard of safe and effective
patient care.
Employees are supported to receive 6 to 10 sessions yearly. However, necessities of a
professional body will supersede this requirement. It is jointly the responsibility of individuals and
their line managers to ensure that they receive access to professional supervision at the required
frequency.
We have adopted a QI approach to this with services in the first developing their supervision trees
and implementing local arrangements so that staff have access to clinical supervision. Records of
clinical supervision are held locally. We have explored a number of reporting processes. ESR has
no native clinical supervision reporting functionality. As an initial arrangement we are using the
monthly ‘pulse surveys’ (see evidence P121). From April 2019 an average of 80% of respondents
confirmed that they received regular clinical supervision over the last 12 months. This is reported
to operational action groups and performance meetings.
We have reviewed the data held in the teams and services and are proposing a consistent
recoding format as the next stage in the improvement cycle which will support Trust wide
reporting.”

Multi-disciplinary and interagency team work
Adherence to the Mental Health Act and the Mental Health Act Code of
Practice
Staff understood their roles and responsibilities under the Mental Health Act 1983 and the Mental
Health Act Code of Practice. Several teams had approved mental health practitioners, for example
South Bury, Great Yarmouth and Waveney and Central Norfolk teams.
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As of 30 April 2019, 95% of the workforce in this service had received training in the Mental Health
Act. The trust stated that this training is ‘role specific’ for all services for inpatient and all
community staff and is only required ‘once’ as stated by the trust.
The training compliance reported during this inspection was higher than the 94% reported at the
last inspection.

Good practice in applying the Mental Capacity Act
Staff supported patients to make decisions on their care for themselves. They understood the trust
policy on the Mental Capacity Act 2005 and assessed and recorded capacity clearly for patients
who might have impaired mental capacity. However, we found three examples where staff had
incorrectly completed the capacity assessment in the combined assessment indicating the patient
lacked capacity when they did not.
As of 30 April 2019, 94% of the workforce in this service had received training in the Mental
Capacity Act. The trust stated that this training is ’role specific’ for all services for inpatient and all
community staff and is only required ‘once’ as stated by the trust.
The training compliance reported during this inspection was higher than the 90% reported at the
last inspection.
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Is the service caring?
Kindness, privacy, dignity, respect, compassion and support
Seventeen of 19 patients (89%) and 35 of 44 carers (78%) gave positive feedback about how
caring staff were, often citing individual staff. They said staff were responsive and supported
patients to manage their mental health. Examples included Ipswich 0 to 14 years team sent
patients appointment with photograph descriptions on which was helpful for patients with autism.
However, thirteen of 19 patients (68%) and 21 of 45 (47%) carers gave negative feedback about
the support provided. Feedback themes included a lack of support when they contacted teams for
help during a crisis, a lack of information or communication.
Involvement of patients
From a review of 73 care records, we saw that staff involved patients in care planning and risk
assessment. Youth managers said they involved patients in interviews for new staff.
Involvement of families and carers
Staff informed and involved families and carers appropriately and supported or signposted for
carers assessments. Suffolk teams displayed carer network information. The emotional wellbeing
hub had a peer support worker whose role was to contact families to give support, offer
appointments and share information about community resources.
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Is the service responsive?
Access and waiting times
The trust had targets for assessing patients in an ‘emergency’ within four hours; a target for seeing
‘urgent’ patients within seven days and ‘routine ‘within 28 days. The trust does not have a
commissioned target for treatment but has adopted the target of 18 weeks (126 days).
The trust had not fully ensured since our 2018 inspection that patients were receiving the service
they needed in a timely way. Whilst we saw the trust had reduced some waiting lists, we still found
many patients were waiting longer than expected for triage, assessment and treatment,
particularly in Central Norfolk and Suffolk. Trust data as of 21 October 2019 showed there were
421 patients awaiting assessment. Central Norfolk youth team had one patient waiting for an
‘urgent’ appointment 105 days. In the last year, the longest wait was 392 days at South Bury 0-14
team. The same trust data showed there were 223 patients waiting for treatment (This figure is
much lower than our 2018 inspection when it was 636 and lower than our 2017 inspection with
735). Two patients had been waiting since February 2019. Central Norfolk youth team had the
highest number of patients waiting for treatment with 70. Trust data for April to September 2019
sent post inspection showed 16 occasions where the trust had breached their commissioned
targets. The highest was the emotional wellbeing hub (single point of access) Suffolk with five
occasions and the next team was Youth (East Ipswich) with three occasions.
Staff could not always respond as quickly as they wanted to patient referrals due to workload
pressure and lack of resources. Several staff said they had to carry out duty assessments in
addition to their workload as there was not protected time. Twenty two out of 80 staff and
managers (28%), two other professionals and feedback from three stakeholders was that there
were challenges with access to services and long waiting times, particularly in Suffolk. The trust
executive team told us they had identified a ‘hotspot’ at West Norfolk youth team regarding access
to assessment /treatment targets and we noted the team had identified (since November 2018)
long waits on the trust risk register. Fifteen of 44 carers (34%) and one patient raised concerns
about the length of time it took to get treatment.
The emotional wellbeing hub was the single point of access to Suffolk services. Our onsite findings
were that staff had reduced their waiting list backlog for telephone triage from 1100 (CQC
inspection in April 2019) to 389. (Note: since our 2018 inspection, this was only a decrease by five
patients within the CAMH teams where the total was 394 patients waiting). Of these, 39% of
referrals had been seen within the trust’s target of 10 working days which was an increase on the
previous month and approximately 150 patients had waited over 10 days. One patient was waiting
73 days.
The trust had allocated the Suffolk under 18 years ADHD team money for some additional
resources to tackle a two-year long waiting list backlog. On site findings identified 87 patients
waiting for an initial assessment, 23 patients were booked for a nursing assessment and 100
patients were waiting for diagnosis. Forty of these were waiting over 56 weeks.
Staff said that the trust was not monitoring waiting lists for psychological therapies (for example if
a patient already had a care coordinator). They were developing their own lists and systems for
monitoring and we saw examples of this. The trust stated they were not currently able to report
from their systems what type of treatment is being waited for. However, they were trialling a way to
capture this information.
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The trust had a service in Suffolk for 11 to 18-year olds with autism (ADYSS). There were long
delays for referral to assessment with an eight-month delay. Assessments could take time as
information is sought from a variety of sources such as observing the patient participating in
activities, meeting with carers/family, attending school/college, visiting the patient at home.
The trust had developed some systems to improve the patient journey and reduce waits. Whilst
they had criteria to describe which patients they would offer services to, several staff across teams
said that they often got inappropriate referrals which had impacted on their resources as they
needed time to screen them before signposting to another service. This included inappropriate
referrals received from the emotional wellbeing hub. Staff from other teams (such as Central
Suffolk youth) had been asked to give clinical supervision to hub staff to help reduce this.
Several teams had reviewed their assessment processes and had identified a specified amount of
assessment appointments each month. West Norfolk crisis team offered a duty cover system for
all team’s referrals. Teams had a minimum of weekly referral meetings to screen patients for their
service. In Norfolk, teams offered an initial telephone assessment appointment before determining
if a face to face appointment was required to help speed up the process. Staff said breaches of
trust targets might occur if a patient wanted a different appointment time or did not attend
appointments offered, or if they were not available when staff tried to telephone them.
The trust had implemented a weekly ‘service user tracker list’ meeting and system to monitor how
patients were progressing in their treatment. However not all managers and staff understood the
purpose and process. For example some staff thought it monitored ‘red’ rated high risk patients’
others thought it tracked other patients including those waiting for a long time. Minutes seen
showed evidence of tracking reasons for delays but did not give clear information to staff about the
remit. The trust sent us the terms of reference which identified the meeting was created as a
centralised forum to track, monitor and plan the care pathway for patients who were approaching
the maximum waiting time or had exceeded nationally and locally agreed timescales for
assessment and treatment. The meeting provided the opportunity for the exchange of information,
discussion, and problem solving regarding operational, governance and risk issues relating to
waiting times and access. West Norfolk teams had a ‘patient flow’ meeting with other agencies
and primary mental health teams to help improve referrals and assessment process and
signposting to other services.
Staff did not report any difficulties with managing patients’ transitions between teams. However,
four of 44 carers (9%) said they had not been given information about the transition process.
The trust has identified the below services in the table as measured on ‘referral to initial assessment’
and ‘referral to treatment’. The service met the referral to assessment target in 13 of the 17 targets
listed. There was no target for one team.
The service met the referral to treatment target for all 18 targets listed.
Days from referral to initial
assessment

Name of
hospital site or
location

Name of Team

Mariner House,
Ipswich

Ipswich Child
and Family
East Suffolk

Please state
service type.

Community
Mental Health
Team Functional

Days from referral to
treatment

Target

Actual
(median)

Target

Actual
(median)

28

79.5

105

81.511
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Name of
hospital site or
location

Days from referral to initial
assessment
Name of Team

G Block,
Hospital Road
site, Bury St
Edmunds
G Block,
Hospital Road
site, Bury St
Edmunds
James Paget
Hospital,
Gorleston

Bury South
Child and
Family West
Suffolk

Mariner House,
Ipswich

Ipswich Youth
East Suffolk

Northgate
Hospital, Great
Yarmouth

Youth Minor
GYW

Northgate
Hospital, Great
Yarmouth

CAMHS
Silverwood
GYW

80 St Stephens
Road, Norwich

Youth Minor
Cent Norfolk

Mary Chapman
House, Norwich

South CAMHS
Cent Norfolk

Mary Chapman
House, Norwich

North CAMHS
Cent Norfolk

Haymills House,
Stowmarket

Central Youth
East Suffolk

Meridian House,
Lowestoft

CAMHS
Meridian GYW

Thurlow House
(Chatterton
House), Kings
Lynn
Walker Close,
Ipswich

Bury South
Youth West
Suffolk
CYP Psych
GYW

CFYP Minor
West Norfolk
Coastal Youth
East Suffolk

Please state
service type.

Community
Mental Health
Team Functional
Community
Mental Health
Team Functional
Psychological
Therapy Service
(non IAPT)
Community
Mental Health
Team Functional
Community
Mental Health
Team Functional
Community
Mental Health
Team Functional
Community
Mental Health
Team Functional
Community
Mental Health
Team Functional
Community
Mental Health
Team Functional
Community
Mental Health
Team Functional
Community
Mental Health
Team Functional
Community
Mental Health
Team –
Functional
Community
Mental Health

Days from referral to
treatment

Target

Actual
(median)

Target

Actual
(median)

28

35.1

105

35.360

28

33.1

105

33.751

N/A

31.6

84

31.776

28

28.4

105

26.975

28

27.2

84

26.620

28

20.2

84

20.555

28

19.6

84

18.716

28

18.4

84

18.137

28

18.1

84

17.825

28

15.7

105

15.978

28

14

84

15.102

28

14.7

84

13.958

28

12.7

105

13.095

Page 225

Name of
hospital site or
location

Days from referral to initial
assessment
Name of Team

Please state
service type.

Days from referral to
treatment

Target

Actual
(median)

Target

Actual
(median)

28

7.1

105

6.861

28

5.3

84

3.187

28

1.7

84

1.775

28

2.3

84

0.782

Team Functional
Newmarket
Hospital,
Newmarket

Bury North
Youth West
Suffolk

80 St Stephens
Road, Norwich

CFYP IST
Cent Norfolk

Northgate
Hospital, Great
Yarmouth

Youth Com
Crisis Support
GYW

Thurlow House
(Chatterton
House), Kings
Lynn

CFYP IST
West Norfolk

Community
Mental Health
Team Functional
Community
Mental Health
Team Functional
Community
Mental Health
Team Functional
Community
Mental Health
Team Functional

The facilities promote comfort, dignity and privacy
The service had a range of rooms and equipment to support treatment and care (for example, a
clinic room to examine patients, enough chairs in the waiting area, therapy rooms). However, staff
across sites particularly at Ipswich youth and West Norfolk teams told us there were not enough
rooms for staff to work in or see patients in, which they identified to the trust on their risk register in
November 2018. They told us there were plans to move the teams, including for South Bury team,
but there was not identified dates. Some Suffolk teams had staff ‘hot desking’ arrangements.
Several teams had tried to make more child friendly environments to help children and young
people feel more at ease. There was a notable difference between child interview and group
rooms compared to youth areas which were often sparse and usually shared (particularly in
Suffolk) with adults and older people. For example, South Bury teams used Ickworth Lodge and
the art therapy room had a wall for patients to throw paint at cloth/paper backgrounds. There were
lots of toys, puppets and dressing up clothes. Great Yarmouth and Waveney teams used
Silverwood which had more bright colourful chairs and cartoon characters on walls. Central
Norfolk youth and crisis team had a less formal waiting area. Some teams had displayed ‘trees of
hope ‘with inspirational quotes such as at Walker Close treatment centre. However, Ickworth
Lodge did not have arrangements for staff to weigh patients in private as the scales were in a
corridor near the toilets. They had fitted a curtain to try and give some privacy. Staff had assessed
interview rooms to identify those that had adequate soundproofing.
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Patients’ engagement with the wider community
When appropriate, staff ensured that patients had access to education and work opportunities.
The trust had information about their recovery college and timetable for youths.
Staff supported patients to maintain contact with their families and carers.
Patients were encouraged to develop and maintain relationships with people that mattered to
them, both within the services and the wider community. We saw staff liaised with a range of
community services including voluntary/charities and social care. We saw that staff arranged
appointments to meet patients as relevant at patients place of education or in community cafes.
Meeting the needs of all people who use the service
The trust had not ensured that information was easily available about how they met the needs of
patients, carers and those with diverse needs. Most teams did not have information leaflets
available to give to patients or carers about their service and directed them to information on the
internet. The exception was Central Suffolk youth team who sent out an assessment information
pack to patients and Norfolk crisis teams. The trust website gave basic information about the
services. It was more aimed at professionals or carers and did not use children or young people
friendly language or imagery. Staff offered to communicate with patients using technology such as
using mobile phone ‘texts’ about appointments.
Through speaking with staff and reviewing patients’ records there was limited information about
how staff met the needs of patients with a protected characteristic. Staff gave some examples of
how they helped patients with communication, advocacy and cultural and spiritual support. West
Norfolk team had displayed a Norfolk Black history events leaflet ‘Young gifted and black’, which
included information about a trust event 4 October 2019. Ipswich staff gave examples of
supporting asylum seekers and had leaflets in different languages. Central Norfolk crisis team had
identified a medication leaflet was not available in French and were trying to resolve this. The trust
had staff leaflets about NHS rainbow badges ‘a way for staff to show this is an open, nonjudgemental and inclusive place for people that identify as LGBT+’, although we saw few
examples of staff wearing these. Some Suffolk staff gave examples of supporting transgender
patients, although we saw an error made where a letter was addressed to the patient’s birth name
rather than their preferred name. Central Suffolk youth team was involved in the ‘leaving care’
Suffolk strategy and met with social care teams to help support complex cases where young
people were leaving care. They also sent patients an ‘about you’ leaflet, for patients to complete
which included protected characteristics information.
The trust had involved patients and staff in the development of Kingfisher ward their mother and
baby unit. Coastal youth psychologists were involved in a pilot offering additional support in
schools.
This service received 51 complaints between 1 May 2018 to 30 April 2019. Five of these were
upheld, 16 were partially upheld and 16 was not upheld. None were referred to the Ombudsman.
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CAMHS - Meridian House, Lowestoft

2

CAMHS, Mary Chapman House

1

Child & Family (Central)

1

1

Children & Families (East Ipswich)

3

2

Children & Families (West Bury South)

4

Early Help Pathway (Central)

2

North CAMHS (Central)

3

1

South CAMHS (Central)

1

1

Youth (East Central)

3

Youth (East Coastal)

6

Youth (East Ipswich)

Referred to
Ombudsman

Withdrawn

(blank)

Other

Not upheld

Partially upheld

Fully upheld

Total Complaints

Ward name

1

1
1

1

1
2

1
1

1
2

2

1
1

2

3

5

2

2

1

Youth (West Bury North)

4

1

1

1

Youth (West Bury South)

7

Youth Community Crisis Support (Gt Yarm / Wav)

1

Youth Intensive Support Team (Central)

1

1

Youth Minor (Gt Yarm / Wav)

1

1

Youth Service Minor (Central)

6

Total

51

1

1

3

3

1

5

2

2

1

1

16

16

1

12

1

0

We saw examples of managers responding to complaints about their service. For example senior
managers carers in Great Yarmouth and Waveney after feedback. However, staff at Ipswich youth
did not record informal complaints and there was no evidence of how these were resolved. We
could not find evidence of a patient/carer complaint being dealt with. Not all responses were
completed in a timely manner.
The trust had displayed information across teams such as ‘Have your say’ leaflets and posters and
‘help us to help you’ complaints leaflets. However, few managers had access to this feedback and
said it went to the trust’s central team. This meant we could not see if feedback was acted upon.
This service received 61 compliments during the last 12 months from 1 May 2018 to 30 April 2019
which accounted for 11% of all compliments received by the trust as a whole (541).
Staff showed us examples of ‘thank you’ cards patients and carers had sent them, and the trust
sent staff a compliments bulletin with details of positive feedback.

Is the service well led?
Leadership
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The trust had not ensured effective leadership of this core service in a timely manner to fully
address risks identified at previous inspections. Fourteen of 20 managers we met across teams
were new in post. It was apparent they had not been developed and upskilled to take on their new
responsibilities. For example they did not all have easy access to key information about their team
performance to show us when we visited. Some staff in teams did not know what was happening
in the trust, particularly in Suffolk. They knew the executive team had changed but said they were
not visible or accessible and they still considered they were “disconnected”. They said there were
lots of emails about changes with limited face to face contact. However, we understood there were
several ‘road shows’ for staff to attend and give feedback about proposed changes. There was a
lack of clarity in Suffolk teams about who was leading the under 18 years ADHD team. However,
most staff told us their immediate line managers were approachable and accessible.
Since the last inspection, there were changes in the executive team and the trust had restructured
their senior management teams. They now had two care groups for children families and young
people services across the trust to give clearer accountability and oversight of this core service.
Each care group was designed to have a people participation lead, service director, lead nurse
lead psychologist and clinical director. On site we met the Norfolk care group team who were
enthusiastic about the new model and changes that were being made. They had visited teams to
inform them about their role and gain staff feedback. Staff told us Suffolk posts were still being
recruited to.
The majority of staff were aware of the senior management changes and said they were hopeful it
would bring positive change. Some Suffolk staff spoke positively about having a “buddy” trust to
support them and share good practice. We were told they had the opportunity to visit the service
and look at how they managed their waiting lists and had adopted some of their approaches such
as having assessment clinics and senior staff oversight. Suffolk teams were more positive now
that they were separate to the integrated delivery teams and had their own leadership. There were
opportunities for ‘reverse mentoring’ of senior staff to help them understand front line staff
experiences, for example a black and minority ethic youth staff member was mentoring the chief
executive. Norfolk team had started ‘leadership’ meetings where senior staff met to review issues
for their team.

Vision and Strategy
The service has a shared vision under the heading of FLOURISH: ‘Family, Learning. Opportunity,
Understood, Resilience, Individual, Safe/secure and Healthy’. Managers made sure staff
understood and knew how to apply them. Teams had away days and opportunities to review
these.

Culture
The culture of children and young people’s services had changed since our 2018 inspection as
staff told us their morale was improving. A lot of staff said it was “early days” but said they were
hopeful that there were meaningful changes taking place and things were getting better. They said
they had a better oversight of the risks for their teams and waiting times were reducing. Most staff
said teams worked well together and where there were difficulties their immediate managers dealt
with them appropriately and they felt supported. They were proud of the care they gave despite
the challenges they had. Staff wellbeing survey results were reviewed in team away days in
Norfolk. Most staff said they felt able to raise concerns without fear of retribution. They knew how
to use the whistle-blowing process and about the role of the Speak Up Guardian. The provider
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recognised staff success within the service, for example, through staff awards such as ‘Time to
shine’. Central Suffolk youth team had a medal they had made which they awarded to colleagues
for achievements. However, most staff told us they felt under pressure to do more without much
additional resources. Several staff spoke of how negative media coverage about the trust had
affected them and had affected their morale at times and that often patients and carers would refer
to this. Staff gave us examples of complaints/grievances they had made to the trust. Some said
they had limited feedback from this.

Governance
Leaders had not ensured that structures, processes and systems of accountability for the
performance of the service were developed and embedded. Staff at all levels were not clear about
their roles and accountabilities. Suffolk staff said they had less opportunities to network compared
to Norfolk but there were plans to change this. We observed a sample of team meetings and
checked various meeting minutes. We found a variation in quality. For example, there were often
set agenda headings but there was limited information recorded which did not always capture staff
actions, decisions making and risk assessment, for example at South Bury and Ipswich. However,
managers had started to meet with peers from other teams to discuss and learn from the
performance of the service. For example, Norfolk had set up ‘steering groups’ for crisis, 0-14 and
youth team managers. Norfolk care group had drafted a governance structure to share and gain
information about teams’ performance. We observed that staff were able to raise and discuss
issues they had in meetings and meetings had structure.

Management of risk, issues and performance
The trust had not ensured all their new team managers had easy access to performance systems
to identify, understand, monitor, and reduce or eliminate risks, for example in Ipswich and South
Bury teams. Whilst the trust was introducing new structures and systems, these were not fully
embedded. Few managers had access to the risk register to show us risks for their team that they
had identified to the trust (those seen were at Great Yarmouth and Waveney and West Norfolk
teams). However, several Norfolk managers referred to receiving regular performance reports for
line management supervision, training and appraisal sent to them. We saw templates used for
staff supervision where managers could use the data and the ‘patient journey’ individual caseload
monitoring system to identify areas for improvement. Central Suffolk team had started ‘lock down’
days giving protected bi-monthly staff time to meet and catch up on paperwork. Trust information
post inspection identified that Key Performance Indicators (KPIs) were monitored through the
Performance Accountability Review Meeting (PARM).
Most managers had copies of care programme approach audits highlighting any actions required.
Some managers referred to the trust’ Clinical harm review monitoring risks to patients from long
waits for assessment or treatment. The trust sent us a copy of their ‘Strategic Harm Review
Agenda Suffolk’ which showed they were monitoring referral to assessment 28-day breaches and
referral to treatment 18-week breaches. Their August agenda showed they had scheduled to
review those for the ADHD service. The trust sent us a copy of their ‘Quality and Safety Follow Up
Visit Schedule - Waiting List Management’ which identified where they had visited or planned visits
to team managers. The trust had improved the quality of their risk registers with more identification
of the service risks since our 2018 inspection.

Information Management
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We saw in board of directors’ papers 19 September 2019 that senior managers were monitoring
the progress of teams as they had identified that ‘Improvement is required across …..Children,
families and young peoples’ services in Norfolk and Suffolk’. There was reference to performance
for those starting treatment being above target for over 18-year olds at 98% whilst performance for
under 18-year olds was 94%.
Managers had not always work closely with other local healthcare services and organisations
(schools, public health, local authority, voluntary and independent sector) to ensure that there was
an integrated local system that met the needs of children and young people living in the area, as
we received concerns from three stakeholders.
There were some local protocols for joint working between agencies involved in the care of
children and young people.

Engagement
Team managers were not able to show at frontline level that they engaged well with patients, staff,
equality groups, the public and local organisations to plan and manage appropriate services. They
told us the trust central engagement team led on this. We learnt there was a Suffolk event in
September 2019 engaging carers, with limited attendance and success. Great Yarmouth and
Waveney teams had displayed a poster for Northgate mental health and wellbeing open day 29
October 2019. They had an ‘Experience of service’ questionnaire and feedback from parents had
made some changes to seating, and the radio at the offices. Some therapists gave patients
questionnaires after groups to evaluate their effectiveness but there was limited information about
how this was used to develop the service. The trust was beginning to make some changes to
improve engagement, as they were recruiting new patient participation leads and we saw a
participation worker attended Great Yarmouth and Waveney youth team meeting to introduce
themselves.

Learning, continuous improvement and innovation
North Bury team was involved with the University of East Anglia in DECRYPT (Delivery of
Cognitive Therapy for Young People after Trauma), a randomised controlled trial aimed at
supporting children and young people aged eight to 17 years who have developed post-traumatic
stress disorder) as a result of exposure to multiple traumas.
The trust was involved in a research programme; brief education supported treatment (BEST) for
adolescent borderline personality disorder November 2018 to March 2021. Teams had assurance
plans where they had identified achievements and progress they wanted to make.
NHS trusts are able to participate in a number of accreditation schemes whereby the services they
provide are reviewed and a decision is made whether or not to award the service with an
accreditation. A service will be accredited if they are able to demonstrate that they meet a certain
standard of best practice in the given area. An accreditation usually carries an end date (or review
date) whereby the service will need to be re-assessed in order to continue to be accredited.
There were no accreditations relating to this core service.
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MH – Community-based mental health services for older
people
Facts and data about this service
Team name

Number of clinics

Patient group
(male, female,
mixed)

Bury South Integrated Delivery Team
(IDT)

Not provided

Mixed

Bury North Integrated Delivery Team (IDT)

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Location site name
G Block, Hospital Road
site (Hellesdon
Hospital)
Newmarket Hospital
(Hellesdon Hospital)
Ipswich Hospital Site
(Woodlands)
Ipswich Hospital Site
(Woodlands)
Carlton Court
Julian Hospital
Julian Hospital

East Suffolk Dementia Intensive Support
(DIST)
East Suffolk Dementia Intensive Support
(DIST)
Gt. Yarmouth and Waveney Dementia and
Intensive Support Team
Central Norfolk Intensive Older Peoples
Service
Central Norfolk Intensive Older Peoples
Service

Mariner House
(Hellesdon Hospital)

Ipswich Integrated Delivery Team (IDT)

Not provided

Mixed

Walker Close

Coastal Integrated Delivery Team (IDT)

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Central Integrated Delivery Team (IDT)

Not provided

Mixed

West Suffolk DIST

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Not provided

Mixed

Julian Hospital
Gateway House
(Hellesdon Hospital)
Northgate Hospital
resource centre
Carlton Court
Haymills House
(Hellesdon Hospital)
G Block (Hellesdon
Hospital)
Chatterton House
Chatterton House
Northgate Hospital

Central Norfolk (North) Dementia and
Complexity in later life (D/CLL)
Central Norfolk (south) Dementia and
Complexity in later life (D/CLL)
Gt. Yarmouth and Waveney Older
People's Services
Gt. Yarmouth and Waveney Older
People's Services

West Norfolk Dementia and Complexity in
later life (D/CLL)
West Norfolk Dementia intensive support
(DIST)
Great Yarmouth Older People's
Community Team with MTS

The methodology of CQC provider information requests has changed, so some data from different
time periods is not always comparable. We only compare data where information has been
recorded consistently.

Is the service safe?
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Safe and clean environment
All clinical premises where patients received care were safe, clean, well equipped, well furnished,
well maintained and fit for purpose.
Staff held most appointments in patients’ homes although in some location’s patients visited
provider premises to attend clinics and appointments.
Staff completed and regularly updated thorough environmental risk assessments of all areas
where patients were seen on the provider’s premises and removed or reduced any risks they
identified.
All interview rooms had alarms fitted or staff had personal alarms where patients were seen on the
provider’s premises. Staff were available to respond in the event of an incident or emergency.
All areas were clean, well maintained, well-furnished and fit for purpose.
Staff made sure cleaning records were up-to-date and the premises were clean.
Staff followed always infection control guidelines, including handwashing. Staff visiting patients in
their homes carried hand sanitising gel to maintain infection control measures.
Staff made sure equipment was well maintained, clean and in working order. However, there was
no system in place across the service to log when staff had checked medical equipment was
working correctly. We found blood pressure monitoring machines in two teams that were overdue
testing and calibration checks. This was raised with staff at the time and the machines taken out of
use until the checks were completed.

Safe staffing 11
The service had enough staff, who knew the patients and received basic training to keep them
safe from avoidable harm. The number of patients on the caseload of the teams, and of individual
members of staff, was not too high to prevent staff from giving each patient the time they needed.
The service had enough nursing and support staff to keep patients safe. Vacancy levels were low
for nursing staff across all locations we visited, and recruitment was in process where teams had a
vacancy.
The service had enough medical staff and could use locums where they needed additional support
or to cover a vacancy.
The below chart shows the breakdown of staff in post WTE in this core service from 1 May 2018 to
30 April 2019.

11 RMY Staffing Profile Analysis Tool Sickness Benchmarking Turnover Benchmarking Vacancy Benchmarking
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Figure 15

Annual staffing metrics
Core service annual staffing metrics
(1 May 2018 – 30 April 2019)
Annual
Annual
Annual
Annual bank hours agency hours
turnover sickness
(% of
(% of
rate
rate
available
available
hours)
hours)

Annual
“unfilled”
hours
(% of available
hours)

Annual
average
establishment

Annual
vacancy
rate

All staff

283.4

7%

9%

5.3%

Qualified
nurses

154.4

8%

13%

4.6%

163 (<1%)

2,957 (1%)

008 (<1%)

Nursing
assistants

65.1

7%

5%

5.7%

150 (<1%)

000 (0%)

000 (0%)

Medical staff

25.7

6%

0%

8.5%

000 (0%)

3,528 (65%)

2,048 (38%)

Allied Health
Professionals

29.2

1%

8%

11.8%

Staff group

The following information and charts highlight specific staffing areas where there is noteworthy
evidence that may prompt further investigation on site
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Vacancy

Figure 16

Monthly vacancy rates for allied health professionals over the last 12 months shows a shift from
October 2018 to April 2019 (see figure 2), this could be an indicator of change.
The trust had actively increased the number of allied health professionals over the six months prior
to our inspection as part of the action plan following the previous inspection to a vacancy rate of
1%.
Turnover
The annual turnover rates for medical staff was in the lowest 25% when compared to other similar
core services nationally.
Sickness

Figure 17

Monthly sickness rates for all staff across the 12 months shows a shift from September 2018 to
April 2019 (see figure 3), this could be an indicator of change. Sickness rates across for qualified
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nurses, over the 12 months are not stable and maybe subject to change, however, they were in
the lowest 25% when compared to other similar core services nationally.

Figure 18

Monthly sickness rates over the last 12 months for nursing assistants shows a downward trend
from June 2018 to October 2018 and from December 2018 to April 2019 (see figure 4), this could
be an indicator of improvement.

Figure 19

Monthly sickness rates over the 12 months for medical staff shows a downward trend from
October 2018 to February 2019 (see figure 5), this could be an early indicator of improvement.
However, when comparing the average sickness rates to other similar core services nationally,
they were in the highest 25%.
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Figure 20

Monthly sickness rates over the 12 months for allied health professionals shows an upward trend
from June 2018 to October 2018 (see figure 6), this could be an indicator of deterioration. In
addition, the average sickness rates when compared to other similar core services nationally
placed allied health professionals in the highest 25%.
The service had some episodes of long-term sickness throughout the year but at the time of
inspection had lower sickness rates than the previous year.
Mandatory training
The compliance for mandatory and statutory training courses at 30 April 2019 was 92%. Of the
training courses listed 11 failed to achieve the trust target and of those, three failed to score above
75%.
The trust set a target of 90% for completion of mandatory and statutory training.
Training is reported on a rolling month by month basis, representing the compliance at the end of
each month.
The training compliance reported for this core service during this inspection was lower than the
94% reported in the previous year.
Key:
Below CQC 75%

Met trust target

✓

Not met trust
target



Higher

No change

Lower



➔



Number
of eligible
staff

Number
of staff
trained

YTD
Compliance
(%)

Trust
Target
Met

Compliance
change
when
compared to
previous
year

Fire Training - eLearning

6

6

100%

✓



Smoking Cessation

7

7

100%

✓

n/a

Infection Control Non-Clinical

8

8

100%

✓



Alcohol Identification and Brief Advice

7

7

100%

✓

n/a

Training Module
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Number
of eligible
staff

Number
of staff
trained

YTD
Compliance
(%)

Trust
Target
Met

Compliance
change
when
compared to
previous
year

7

7

100%

✓

n/a

Equality, Diversity and Human Rights (Level 1)

286

285

100%

✓



Safeguarding Adults Level 1

286

285

100%

✓



Counter Fraud

286

285

100%

✓



Safeguarding Children Level 1

286

284

99%

✓



Moving and Handling (Level 1)

286

284

99%

✓



Induction - Corporate

286

283

99%

✓



Deprivation of Liberty Safeguards

278

275

99%

✓



Health, Safety and Welfare

286

282

99%

✓



Induction - Workplace

286

282

99%

✓



Mental Capacity Act

315

309

98%

✓



Mental Health Act

315

309

98%

✓



Preventing Radicalisation

286

278

97%

✓



Care Certificate

102

99

97%

✓



Suicide Prevention (eLearning)

286

274

96%

✓



Safeguarding Adults Level 3

325

308

95%

✓



Meds Management

229

209

91%

✓



Rapid Tranquilisation

34

31

91%

✓



Clinical Update Day (Non-Medical)

251

228

91%

✓



Immediate Life Support

8

7

88%





PMA - Personal Safety

318

278

87%





Infection Control Clinical

322

279

87%





Information Governance

286

247

86%





7

6

86%



n/a

Basic Life Support

270

220

81%





Fire Training - Classroom

284

225

79%





Clinical Update Day (Medical)

27

21

78%





Competency Framework

10

7

70%





Safeguarding Children Level 3

52

34

65%





Safeguarding Children Level 2

237

116

49%



n/a

Total

6565

6065

92%

✓



Training Module

PMA - Physical Intervention

Manual Handling - Clinical

The mandatory training programme was comprehensive and met the needs of patients and staff.
Managers monitored mandatory training and alerted staff when they needed to update their
training. Training courses were a mixture of e-learning or classroom-based sessions. Access to
classroom sessions had been limited due to the location of sessions run however the trust had
implemented additional sessions in a number of locations in the six months prior to the inspection
which had increased access and attendance at training sessions.

Assessing and managing risk to patients and staff
Staff assessed and managed risks to patients and themselves well. They responded promptly to
sudden deterioration in a patient’s health. When necessary, staff worked with patients and their
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families and carers to develop crisis plans. Staff monitored patients on waiting lists to detect and
respond to increases in level of risk. Staff followed good personal safety protocols.
Assessment of patient risk
Staff completed risk assessments for each patient at first assessment, using a recognised tool,
and reviewed this regularly, including after any incident. We reviewed 83 care records and found
that patients had a thorough assessment of risk completed, and that these were reviewed and
updated when risk levels changed. Staff also completed a crisis plan for all patients that identified
how to respond to increased risk and who to contact in the event of a crisis occurring.
Management of patient risk
Staff responded promptly to any sudden deterioration in a patient’s health. Staff used a red, amber
or green rating to identify patient risk levels. All red rated patients were discussed in the daily
handover meeting to discuss any changes in their risks or needs. Patients with higher risks and
needs were seen more regularly and sometimes daily by staff. Patients with lower risks were seen
on a weekly basis but their risk levels were reviewed so that contact could be increased if needed.
Patients whose needs meant they may required admission to an inpatient ward were seen by the
Intensive Support Teams or Intensive Older People’s Service to reduce the likelihood of requiring
an inpatient admission.
Staff followed clear personal safety protocols, including for lone working. Staff appointment diaries
were shared within the teams and staff called or emailed in to the duty workers to let them know
when they had arrived at and left each appointment.

Safeguarding
Staff understood how to protect patients from abuse and the service worked well with other
agencies to do so. Staff had training on how to recognise and report abuse, and they knew how to
apply it.
Staff received training on how to recognise and report abuse, appropriate for their role.
Staff kept up-to-date with their safeguarding training with 100% of staff having completed level 1
Safeguarding Adults training and 95% having completed level 3 training.
Staff knew how to recognise adults and children at risk of or suffering harm and worked with other
agencies to protect them. Staff we spoke with all understood how to recognise signs that patients
may be at risk of harm and how to report that. Staff could give examples of incidents that had
raised concerns where they had acted to ensure the safety of patients.
Staff could give examples of how to protect patients from harassment and discrimination, including
those with protected characteristics under the Equality Act.
A safeguarding referral is a request from a member of the public or a professional to the local
authority or the police to intervene to support or protect a child or adult at risk from abuse.
Commonly recognised forms of abuse include: physical, emotional, financial, sexual, neglect and
institutional.
Each authority has their own guidelines as to how to investigate and progress a safeguarding
referral. Generally, if a concern is raised regarding a child or adult at risk, the organisation will
work to ensure the safety of the person and an assessment of the concerns will also be conducted
to determine whether an external referral to Children’s Services, Adult Services or the police
should take place.
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This core service made 44 safeguarding referrals between 1 May 2018 and 30 April 2019, of
which 44 concerned adults and no children. The number of safeguarding referrals reported during
this inspection was higher than the 33 reported at the last inspection.
Adults
44

Number of referrals
Children
0

Total referrals
44

The number of adult safeguarding referrals in month ranged from two to eight per month.
The trust has submitted details of three serious case reviews commenced or published in the last
12 months (1 May 2018 and 30 April 2019). However, they do not that relate to this service.

Staff access to essential information
Staff kept detailed records of patients’ care and treatment. Records were clear, up-to-date and
easily available to all staff providing care.
Patient notes were comprehensive, and all staff could access them easily. The trust used an
electronic patient record system that all staff had access to, including guest logins for any bank or
agency staff.
When patients transferred to a new team, there were no delays in staff accessing their records as
the same system was used across all teams.

Medicines management
The service used systems and processes to safely prescribe, administer, record and store
medicines. Staff regularly reviewed the effects of medications on each patient’s mental and
physical health.
Staff followed systems and processes when safely prescribing, administering, recording and
storing medicines.
Staff reviewed patients' medicines regularly and provided specific advice to patients and carers
about their medicines.
Staff stored and managed medicines and prescribing documents in line with the provider’s policy.
Staff followed current national practice to check patients had the correct medicines.
The service had systems to ensure staff knew about safety alerts and incidents, so patients
received their medicines safely.
Staff reviewed the effects of each patient’s medication on their physical health according to
National Institute for Health and Care Excellence guidance. Where this was completed by the
patient’s GP, staff liaised with the GP to ensure they were aware of any deterioration in patient
health.

Track record on safety
The service had a good track record on safety.
Between 1 May 2018 and 30 April 2019 there were six serious incidents reported by this service. Of
the total number of incidents reported, the most common type of incident was
‘apparent/actual/suspected self-inflicted harm meeting SI criteria’ with five.
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We reviewed the serious incidents reported by the trust to the Strategic Executive Information
System (STEIS) over the same reporting period. The number of the most severe incidents recorded
by the trust incident reporting system was comparable with STEIS with six reported.
A ‘never event’ is classified as a wholly preventable serious incident that should not happen if the
available preventative measures are in place. This service reported no never events during this
reporting period.
The number of serious incidents reported during this inspection was higher than the two reported at
the last inspection.
Number of incidents reported
Type of incident reported (SIRI)
Central South DCLL
Central DIST Community
Central North DCLL
Suffolk East Later Life Acute

Apparent/actual/suspected self-inflicted harm
meeting SI criteria
1
1
1
1

Total
1
1
1
1

West Norfolk DCLL DIST

2

2

Total

6

6

Reporting incidents and learning from when things go wrong
The service managed patient safety incidents well. Staff recognised incidents and reported them
appropriately. Managers investigated incidents and shared lessons learned with the whole team
and the wider service. When things went wrong, staff apologised and gave patients honest
information and suitable support.
Staff knew what incidents to report and how to report them.
Staff raised concerns and reported incidents and near misses in line with trust/provider policy.
Staff reported serious incidents clearly and in line with trust policy.
The service had no never events.
Staff understood the duty of candour. They were open and transparent and gave patients and
families a full explanation when something went wrong.
Managers debriefed and supported staff after any serious incident
Managers investigated incidents thoroughly. Patients and their families were involved in these
investigations where appropriate.
Staff received feedback from investigation of incidents, both internal and external to the service.
Staff met to discuss the feedback and look at improvements to patient care.
There was evidence that changes had been made as a result of feedback.
The Chief Coroner’s Office publishes the local coroners Reports to Prevent Future Deaths which all
contain a summary of Schedule 5 recommendations, which had been made, by the local coroners
with the intention of learning lessons from the cause of death and preventing deaths.
In the last two years, there have been nine ‘prevention of future death’ reports sent to Norfolk and
Suffolk NHS Foundation Trust. None of these related to this service.
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Is the service effective?
Assessment of needs and planning of care
Staff assessed the mental health needs of all patients. They worked with patients and families and
carers to develop individual care plans and updated them as needed. Care plans reflected the
assessed needs, were personalised, holistic and recovery-oriented.
Staff completed a comprehensive mental health assessment of each patient. We reviewed 83 care
records and found that staff had completed a comprehensive assessment with each patient.
Staff made sure that patients had a full physical health assessment and knew about any physical
health problems. Staff liaised with patients’ GP’s to ensure their physical health was monitored
and any problems treated. Staff requested a health screen including blood tests and
electrocardiogram tests were completed prior to referral to rule out any physical health causes of
change in behaviour.
Staff conducted observations of patients’ physical health including checks of blood pressure, pulse
and temperature during appointments to monitor the possible side effects of prescribed
medications.
Staff developed a comprehensive care plan for each patient that met their mental and physical
health needs. We reviewed 83 care plans and found that staff completed care plans with patients
or carers that were personalised, holistic and recovery focussed.
Staff regularly reviewed and updated care plans when patients' needs changed.

Best practice in treatment and care
Staff provided a range of treatment and care for patients based on national guidance and best
practice. They ensured that patients had good access to physical healthcare and supported them
to live healthier lives. Staff used recognised rating scales to assess and record severity and
outcomes. They also participated in clinical audit, benchmarking and quality improvement
initiatives.
Staff provided a range of care and treatment suitable for the patients in the service. This included
memory assessments and medication, cognitive stimulation therapy, mindfulness and one-to-one
sessions. Staff also offered acceptance and commitment therapy groups for carers of patients.
Staff delivered care in line with best practice and national guidance from the National Institute for
Health and Care Excellence. This included medication to improve memory and cognitive skills,
promoting independence and involving patients in their care.
Staff made sure patients had support for their physical health needs, either from their GP or
community services. Staff liaised with GP surgeries to ensure patients were supported with their
physical health needs.
Staff supported patients to live healthier lives by supporting them to take part in programmes or
giving advice. Staff encouraged patients to keep active where possible, keep within recommended
limits for alcohol intake and reduce smoking.
Staff used recognised rating scales to assess and record the severity of patient conditions and
care and treatment outcomes.
Staff took part in clinical audits, benchmarking and quality improvement initiatives.
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Managers used results from audits to make improvements, such as the standardisation and quality
improvement of care plans.
This service participated in four clinical audits as part of their clinical audit programme 2018 –
2019.
Audit name

1344b
POMH UK
Audit NSFT
Summary –
Valproate for
bipolar
disorder

1813 –
POMH UK
18a
Clozapine

1801 (n)CPA
Documents

Audit scope
Trustwide audit of patients
under the care of both
community teams and inpatient
areas. From limited data
available, this includes Glaven,
Northgate, Southgate and Great
Yarmouth Acute Service wards
and North Locality, West Norfolk
Locality, Central Norfolk
community mental health teams
and Bury South Integrated
Delivery Teams
Trustwide audit of patients
under the care of both
community teams and inpatient
areas. From limited data
available, this includes Ipswich
IDT, Great Yarmouth CMHT,
Bury South IDT, City 2 CMHT,
Central IDT, North West Norfolk
CMHT, North East Norfolk
CMHT, South East Norfolk
CMHT
SE Ipswich IDT CLL
SE Central IDT Youth
SE Ipswich IDT Child & Family
SW Bury South IDT Adult
NC DIST Community
NC South DCLL
NW DCLL (inc DIST)
SE Central IDT Adult
SE Central IDT CLL
SE Central IDT Enhanced EI
SE Coastal IDT Adult
SE Coastal IDT CLL
SE Coastal IDT Enhanced EI
SE Coastal IDT Youth
SE Ipswich IDT 0-14 Child &
Family
SE Ipswich IDT Enhanced
SE Ipswich IDT Youth
SW Bury North IDT Adult
SW Bury North IDT EI
SW Bury North IDT Enhanced
SW Bury South IDT Adult & SW
Bury South IDT CLL & MAT
SW Bury South IDT EnhancedEI

Audit type

Clinical.
Where
patients are
prescribed
valproate for
the treatment
of bipolar
affective
disorder

Clinical.
Where
clozapine is
prescribed

Clinical audit
of electronic
patient
records
carried out
clinical staff
and
designated
others to
measure of
NCPA
documentation
compliancy
against trust
policy C98:
Care
Programme
Approach

Date
completed

Published
Apr 18

Published
Feb 19

Key actions following the
audit
Findings presented at Drug and
Therapeutics Committee and
Clinical Cabinet. Summary of
results circulated within Trust
through weekly bulletin. Great
focus on valproate prescribing
in women of childbearing age
due to MHRA guidance being
issued.

Results to be presented at next
Drug and Therapeutics
Committee (July) and Clinical
Cabinet (June) for discussion.
Summary being developed for
inclusion on Trust bulletin for
wider circulation. Liaison with
local CCGs to ensure that
clozapine is present on SCR
utilising document produced by
POMH
Teams implement action plans
at the point of audit and submit
these next steps as part of
the completed audit
documentation.

Published
Sep 18

NSFT have hosted a Care
Planning Quality Assurance
Methodology Workshop led by
the CPA Quality Compliance
Group (a sub group of the CPA
Mobilisation Group). Staff and
service users discussed past
and future methods for
improving and measuring the
quality of n/CPA. Agreement
was reached that a main
objective should be to provide
co-produced toolkits which help
staff improve practice and
measure the outcomes for
service users. Compliance
was important and may be
increasingly provided by
Informatics metric data.
A Themes analysis and report
will be produced from the
Workshop to inform decisions
regarding next steps.
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Audit name

Audit scope

Audit type

Date
completed

Key actions following the
audit

SW DIST
SE Central Coastal Ipswich IDT
ND SE Ipswich IDT Adult
SW Bury South IDT Child &
Family
SW Bury South IDT Youth
SW Bury North IDT Youth
Norfolk FCMHT
NC DCLL North
SW Bury North IDT CLL & MAT

1831 Record
Keeping
Wellbeing
Service
Audit

Wellbeing Service Norfolk and
Suffolk

Clinical

Approved
June 2018

The initial data from the audit
was taken for discussion at the
quality governance session on
10th April 2018. Staff were
divided into tables to discuss
the data and consider issues
and future actions to improve
record keeping and other quality
improvement areas. At the end
of the session areas requiring
further action were collected for
further development into an
action plan. The main themes
were:
1) Suitability of the audit
checklist for all teams in
Wellbeing Norfolk and Suffolk
2) Risk assessment and safety
planning recording
3) Areas for improvement and
training: SMART goals, impact
on others, impact of practical life
problems, contemporaneous
recording of notes, clustering
and use of problem descriptor at
assessment
4) When and how to include
record keeping audit routinely
with staff and how to gain
assurance it is happening
Based on the development of
the new record keeping
guidance it is proposed that a
training package is developed
on record keeping that will form
a part of new starter’s induction
training and also will be
included as part of Wellbeing
specific mandatory CPD
package that is being developed
for the service. In the interim it
is proposed that the service
launches the new guidance and
audit checklists to staff via a
webinar, business meetings and
the service newsletters
Based on the audit finding a
particular area of additional
clinical training is also
recommended to help staff
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Audit name

Audit scope

Audit type

Date
completed

Key actions following the
audit
identify SMART goals at
assessment with service users.
It is proposed that this training is
also incorporated into new
starter’s induction training and
incorporated into the Wellbeing
specific mandatory training. It is
also suggested that this training
is provided in the first instance
to all staff via a recorded
webinar

Skilled staff to deliver care
The teams included or had access to the full range of specialists required to meet the needs of
patients under their care. Managers made sure that staff had the range of skills needed to provide
high quality care. They supported staff with appraisals, supervision and opportunities to update
and further develop their skills. Managers provided an induction programme for new staff.
The service had access to a full range of specialists to meet the needs of the patients. The trust
had actively tried to recruit psychologists and occupational therapists into teams across the
service. Teams that did not have a psychologist in post had access to psychological input from
other services, and psychology staff had trained team practitioners in delivering psychologically
informed work with patients who suffered with anxiety or depression.
Managers made sure staff had the right skills, qualifications and experience to meet the needs of
the patients in their care, including bank and agency staff.
Managers gave each new member of staff a full induction to the service before they started work.
Managers supported staff through regular, constructive appraisals of their work. At the time of
inspection appraisal rates had increased across teams we visited, and we saw that where
appraisal rates had not met the trust target this was due to staff absence.
The trust’s target rate for appraisal compliance is 90%. At the end of last year (1 April 2018 and 31
March 2019), the overall appraisal rate for non-medical staff within this service was 88%. This year
so far, the overall appraisal rates was 87% (as at 30 April 2019). The wards with the lowest
appraisal rate at 30 April 2019 were GYW OP DIST with an appraisal rate of 53%, SW Bury North
IDT CLL Team with an appraisal rate of 67% and Central OP Community – North Memory
Treatment and Review Team at 75%.
The rate of appraisal compliance for non-medical staff reported during this inspection was lower
than the 95% reported at the last inspection.
Total number
of permanent
non-medical
staff requiring
an appraisal

Total number
of permanent
non-medical
staff who
have had an
appraisal

% appraisals
(as at 30 April
2019)

% appraisals
(previous year 1
April 2018-31
March 2019)

SE DIST

16

16

100%

100%

SE Coastal IDT CLL Team

12

12

100%

100%

Central OP ALT to Admission

8

8

100%

100%

West OP Community

15

15

100%

100%

Ward name
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Total number
of permanent
non-medical
staff requiring
an appraisal

Total number
of permanent
non-medical
staff who
have had an
appraisal

% appraisals
(as at 30 April
2019)

% appraisals
(previous year 1
April 2018-31
March 2019)

West OP DIST

14

14

100%

100%

GYW OP Community

32

31

97%

93%

GYW Op In-reach/Outreach

13

12

92%

n/a

SW DIST

13

12

92%

92%

SE Central IDT CLL Team

10

9

90%

91%

SW Bury South IDT CLL Team

9

8

89%

88%

SE Community Memory Assessment

18

16

89%

81%

Central OP - Memory Matters

36

31

86%

89%

SE Ipswich IDT CLL Team

6

5

83%

88%

Central OP Community - South
Central OP Community - North Memory
Treatment and Review
SW Bury North IDT CLL Team

23

19

83%

83%

28

21

75%

82%

9

6

67%

70%

GYW OP DIST

19

10

53%

65%

Core service total

281

245

87%

88%

Trust wide

3549

2886

81%

82%

Ward name

The trust’s target rate for appraisal compliance is 90%. At the end of last year (1 April 2018 to 31
March 2019), the overall appraisal rate for medical staff within this service was 85%. This year so
far, the overall appraisal rates this was 84% (as at 30 April 2019). The wards with the lowest
appraisal rate at 30 April 2019 were SE Coastal IDT CLL Team with an appraisal rate of 0% (albeit
one person was eligible), SW Bury South IDT CLL Team with an appraisal rate of 50% and SW
Bury North IDT CLL Team at 50%.
The rate of appraisal compliance for medical staff reported during this inspection was lower than
the 86% reported at the last inspection.
Total number
of permanent
medical staff
requiring an
appraisal

Total number
of permanent
medical staff
who have had
an appraisal

% appraisals
(as at 30 April
2019)

% appraisals
(previous year 1
April 2018 -31
March 2019)

GYW OP DIST

1

1

100%

100%

GYW OP Community

2

2

100%

100%

SE Ipswich IDT CLL Team

2

2

100%

100%

West OP Community

2

2

100%

100%

Central OP Community - South

6

6

100%

100%

SE Central IDT CLL Team
Central OP Community - North
Memory Treatment and Review
SW Bury North IDT CLL Team

2

2

100%

100%

5

4

80%

100%

2

1

50%

50%

SW Bury South IDT CLL Team

2

1

50%

50%

SE Coastal IDT CLL Team

1

0

0%

0%

Ward name
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Ward name

Total number
of permanent
medical staff
requiring an
appraisal

Total number
of permanent
medical staff
who have had
an appraisal

% appraisals
(as at 30 April
2019)

% appraisals
(previous year 1
April 2018 -31
March 2019)

SE Community Memory
Assessment
Core service total

0

0

n/a

0%

25

21

84%

85%

Trust wide

123

88

72%

65%

Managers supported non-medical staff through regular, constructive clinical supervision of their
work. We reviewed supervision data at the locations visited and saw that managers provided staff
with management supervision and that staff had access to clinical supervision in line with Trust
policy. Staff we spoke with confirmed that they received both management and clinical supervision
to support them and improve clinical practice.
The trust was unable to provide this data, however have provided some narrative to explain the
reasons for this:
“NSFT recognise the importance of clinical supervision as an integral and vital component of
support and professional development to help deliver the highest standard of safe and effective
patient care.
Employees are supported to receive 6 to 10 sessions yearly. However, necessities of a
professional body will supersede this requirement. It is jointly the responsibility of individuals and
their line managers to ensure that they receive access to professional supervision at the required
frequency.
We have adopted a QI approach to this with services in the first developing their supervision trees
and implementing local arrangements so that staff have access to clinical supervision. Records of
clinical supervision are held locally. We have explored a number of reporting processes. ESR has
no native clinical supervision reporting functionality. As an initial arrangement we are using the
monthly ‘pulse surveys’ (see evidence P121). From April 2019 an average of 80% of respondents
confirmed that they received regular clinical supervision over the last 12 months. This is reported
to operational action groups and performance meetings.
We have reviewed the data held in the teams and services and are proposing a consistent
recoding format as the next stage in the improvement cycle which will support Trust wide
reporting.”
Managers made sure staff attended regular team meetings or gave information from those they
could not attend.
Managers identified any training needs their staff had and gave them the time and opportunity to
develop their skills and knowledge.
Managers made sure staff received specialist training for their role. Specialist training was mainly
delivered in house such as psychologically informed therapies, but staff gave examples of where
they had attended external training including dementia and palliative care.
Managers recognised poor performance, could identify the reasons and dealt with these. We saw
examples of where managers had used the Trust performance management process to support
staff who were experiencing difficulties in their work.
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Multi-disciplinary and interagency team work
Staff from different disciplines worked together as a team to benefit patients. They supported each
other to make sure patients had no gaps in their care. The team(s) had effective working
relationships with other relevant teams within the organisation and with relevant services outside
the organisation.
Staff held regular multidisciplinary meetings to discuss patients and improve their care. Teams
held a multidisciplinary meeting each morning to allocate newly referred patients to a named
keyworker, discuss higher risk patients and raise any emerging concerns about patients that may
change their risk.
Staff made sure they shared clear information about patients and any changes in their care,
including during transfer of care. Staff recorded discussions from the morning multidisciplinary
meeting on the electronic patient record so that all staff were aware of any changes.
Staff had effective working relationships with other teams in the organisation. Teams shared
information across their locality through the monthly clinical governance meeting.
Staff had effective working relationships with external teams and organisations. Teams had
proactively engaged with local GP surgeries to ensure good communication and improve the
quality of referrals into the service. Teams liaised with social services regarding patients’ needs for
home care and residential placements where required.

Adherence to the Mental Health Act and the Mental Health Act Code of
Practice
Staff understood their roles and responsibilities under the Mental Health Act 1983 and the Mental
Health Act Code of Practice.
Staff received and kept up-to-date with training on the Mental Health Act and the Mental Health
Act Code of Practice and could describe the Code of Practice guiding principles.
As of 30 April 2019, 98% of the workforce in this service had received training in the Mental Health
Act. The trust stated that this training is role specific for all services for inpatient and all community
staff and completed once only.
The training compliance reported during this inspection was the same as the 98% reported in the
previous year.
Staff had access to support and advice on implementing the Mental Health Act and its Code of
Practice. Staff knew who their Mental Health Act administrators were and when to ask them for
support.
The service had clear, accessible, relevant and up-to-date policies and procedures that reflected
all relevant legislation and the Mental Health Act Code of Practice.
Patients had easy access to information about independent mental health advocacy. The Trust
employed independent mental health advocacy services for both Norfolk and Suffolk. Information
about advocacy services were displayed at each location we visited, however, not all staff could
name the service for their area, so we could not be assured that they were informing patients of
the service regularly.
Staff explained to each patient their rights under the Mental Health Act in a way that they could
understand, repeated as necessary and recorded it clearly in the patient’s notes each time.
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Care plans clearly identified patients subject to the Mental Health Act and identified the Section
117 aftercare services they needed.

Good practice in applying the Mental Capacity Act
Staff supported patients to make decisions on their care for themselves. They understood the trust
policy on the Mental Capacity Act 2005 and assessed and recorded capacity clearly for patients
who might have impaired mental capacity.
Staff received and were consistently up-to-date with training in the Mental Capacity Act and had a
good understanding of the five principles.
As of 30 April 2019, 98% of the workforce in this service had received training in the Mental
Capacity Act. The trust stated that this training is role specific for all services for inpatient and all
community staff and completed only once.
The training compliance reported during this inspection was similar to the 98% reported in the
previous year.
There was a clear policy on the Mental Capacity Act, which staff could describe and knew how to
access. Staff we spoke with had a clear understanding of the Mental Capacity Act and how it
related to their day to day work.
Staff gave patients all possible support to make specific decisions for themselves before deciding
a patient did not have the capacity to do so.
Staff assessed and recorded capacity to consent clearly each time a patient needed to make an
important decision.
When staff assessed patients as not having capacity, they made decisions in the best interest of
patients and considered the patient’s wishes, feelings, culture and history. Care records evidenced
that where patients lacked capacity to make a decision their carer was involved in giving their
views and opinions, and these were taken into consideration in the decision-making process.
The service monitored how well it followed the Mental Capacity Act and made changes to practice
when necessary.

Is the service caring?
Kindness, privacy, dignity, respect, compassion and support
Staff treated patients with compassion and kindness. They understood the individual needs of
patients and supported patients to understand and manage their care, treatment or condition.
We observed 13 interactions between staff and patients and saw that staff were discreet,
respectful, and responsive when caring for patients. Staff had a good knowledge of the patients
they were working with and understood and respected the individual needs of each patient.
Patients had a good rapport and were pleased to see staff at each appointment and we saw that
staff had built trusting, respectful relationships with patients.
Staff gave patients help, emotional support and advice when they needed it. We saw examples of
where staff had gone the extra mile to support patients, for example staff taking time out of their
day to be available to support patients at appointments where they needed additional support.

Page 249

Staff supported patients to understand and manage their own care treatment or condition. Staff
worked closely with patients and carers to understand and accept their diagnosis.
Staff directed patients to other services and supported them to access those services if they
needed help. Staff worked closely with supporting services such as home carers to ensure
patients’ needs were met.
Patients said staff treated them well and behaved kindly. We spoke with 16 patients who all told us
that staff were caring and compassionate. Patients told us how staff had been invaluable in
supporting them and had been a lifeline for them during times of crisis.
Staff felt that they could raise concerns about disrespectful, discriminatory or abusive behaviour or
attitudes towards patients and staff.
Staff followed policy to keep patient information confidential.

Involvement in care
Staff involved patients in care planning and risk assessment and actively sought their feedback on
the quality of care provided. They ensured that patients had easy access to independent
advocates. Staff informed and involved families and carers appropriately.
Involvement of patients
Staff involved patients and gave them access to their care plans. We reviewed 83 care records
and saw that patient and carer views were recorded in care plans and that a copy had been
offered to the patient in all cases.
Staff made sure patients understood their care and treatment (and found ways to communicate
with patients who had communication difficulties).
Staff involved patients in decisions about the service, when appropriate.
Patients could give feedback on the service and their treatment and staff supported them to do
this. Staff provided each patient with a feedback questionnaire during appointments giving them
the opportunity to raise any concerns or complaints. Response rates had been low across the
service, so staff had recently introduced a new procedure to call a selection of patients or carers
monthly to ask for feedback.
Staff supported patients to make advanced decisions on their care. We saw that advance
decisions were recorded in care records.
Involvement of families and carers
Staff supported, informed and involved families or carers. We spoke with 25 carers who all spoke
positively about the service and staff. Carers told us they could not ask for a better service and did
not identify any areas for improvement.
Staff offered carers ‘Acceptance and Commitment Therapy’ group sessions to help support them
and reduce distress following dementia diagnosis. Staff also signposted carers to local support
groups.
Carers told us that they were fully involved and updated of any changes. Carers told us they felt
less isolated as they knew they could call staff and quickly receive a response offering advice or
support.
Staff helped families to give feedback on the service.
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Staff gave carers information on how to find the carer’s assessment. Carers told us that they had
been supported by staff to complete carer’s assessments including helping the fill out paperwork.
We saw in care records that all carers had been offered an assessment where appropriate.

Is the service responsive?
Access and waiting times
The service was easy to access. Its referral criteria did not exclude patients who would have
benefitted from care. Staff assessed and treated patients who required urgent care promptly and
patients who did not require urgent care did not wait too long to start treatment. Staff followed up
patients who missed appointments.
The service had clear criteria to describe which patients they would offer services to and offered
patients a place on waiting lists. Teams accepted referrals from patients of all ages diagnosed with
dementia or suspected dementia, and patients with functional mental health conditions and
additional or complex needs. The Intensive Support teams and Intensive Older People’s service
accepted referrals for patient over the age of 65 if they had additional health needs.
The service met trust target times for seeing patients from referral to assessment and assessment
to treatment, in those services where targets were set. Teams discussed new referrals in the daily
multidisciplinary meeting and allocated them to a practitioner within the team. New referrals were
assessed within the timescales and we saw that routine referrals were often assessed within a
week. Urgent referrals needing to be seen within four hours were taken by the Intensive Support
Teams and Intensive Older Peoples Service. These teams often conducted initial contact by
telephone to ascertain the urgency which was followed by a visit where the need was urgent.
Records we viewed showed that only referrals that had been sent as urgent in error had been
downgraded to a routine referral, and that in these cases the decision was agreed by the
multidisciplinary team.
The trust has identified the below services in the table as measured on ‘referral to initial assessment’
and ‘referral to treatment’.
The service met the referral to assessment target in 10 of the 13 of the targets listed (13 teams did
not have a specified target).
The service met the referral to treatment target in all of the targets listed.
Days from referral to
initial assessment
Name of hospital
site or location

Julian Hospital,
Norwich
Newmarket
Hospital,
Newmarket
G Block, Hospital
Road site, Bury St
Edmunds

Name of Team

North OP
Memory
Assessment
Cent Nor
Bury North OP
MATS West
Suf
Bury South OP
MATS West
Suf

Please state
service type.

Days from referral to
treatment

Target

Actual
(median)

Target

Actual
(median)

A17 - Memory
Services/Clinic

N/A

75.527

126

75.819

A17 - Memory
Services/Clinic

N/A

64.963

105

64.878

A17 - Memory
Services/Clinic

N/A

46.824

105

46.774
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Days from referral to
initial assessment
Name of hospital
site or location

Name of Team

Please state
service type.

Days from referral to
treatment

Target

Actual
(median)

Target

Actual
(median)

Mariner House,
Ipswich

Ipswich OP
East Suf

A06 - Community
Mental Health
Team Functional

28

45.669

105

45.669

Carlton Court St
Peters Road
Carlton Colville
NR33 8AG

Waveney OP
Mem Treat
GYW

A17 - Memory
Services/Clinic

N/A

38.865

126

38.831

Bury South OP
West Suf

A06 - Community
Mental Health
Team Functional

28

36.786

105

36.481

OP MATS
West Nor

A17 - Memory
Services/Clinic

N/A

34.307

126

34.307

GY OP Mem
Treat GYW
South OP
Memory
Assessment
Cent Nor
South OP
Memory
Treatment and
Review Cent
Nor
North OP
Memory
Treatment and
Review Cent
Nor

A17 - Memory
Services/Clinic

N/A

34.198

126

34.198

A17 - Memory
Services/Clinic

N/A

34.172

126

34.159

A17 - Memory
Services/Clinic

N/A

32.795

126

32.795

A17 - Memory
Services/Clinic

N/A

32.322

126

32.046

28

31.222

105

31.222

28

27.686

126

28.174

28

27.415

105

27.240

28

26.537

126

26.537

28

26.075

126

26.396

G Block, Hospital
Road site, Bury St
Edmunds
Thurlow House
(Chatterton House),
Kings Lynn
Northgate Hospital,
Great Yarmouth
Julian Hospital,
Norwich

Gateway House
(Hellesdon
Hospital)

Julian Hospital,
Norwich

Walker Close,
Ipswich

Coastal OP
East Suf

Carlton Court,
Carlton Colville

OP CMHT
Carlton Court
GYW

Newmarket
Hospital,
Newmarket

Bury North OP
West Suf

Thurlow House
(Chatterton House),
Kings Lynn
Gateway House
(Hellesdon
Hospital)

OP CMHT
West Nor
South OP Cent
Nor

A06 - Community
Mental Health
Team Functional
A06 - Community
Mental Health
Team Functional
A06 - Community
Mental Health
Team Functional
A06 - Community
Mental Health
Team Functional
A06 - Community
Mental Health
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Days from referral to
initial assessment
Name of hospital
site or location

Name of Team

Target

Actual
(median)

Target

Actual
(median)

28

24.849

126

25.172

28

25.777

105

24.031

28

23.567

126

23.827

28

20.389

126

20.958

28

8.876

126

7.189

28

4.572

126

4.705

N/A

4.511

126

4.574

N/A

2.838

105

2.946

OP DIST GYW

A07 - Community
Mental Health
Team - Organic

N/A

1.804

126

1.937

OP DIST East
Suf

A07 - Community
Mental Health
Team - Organic

N/A

1.549

105

1.793

Julian Hospital,
Norwich

IOPS MA Cent
Nor

Haymills House,
Stowmarket

Central OP
East Suf

Northgate Hospital,
Great Yarmouth

OP CMHT
Northgate
GYW

Julian Hospital,
Norwich

North OP Cent
Nor

Norfolk and
Norwich University
Hospital, Norwich

IOPS NNUH
Cent Nor

Julian Hospital,
Norwich

IOPS
Community
Cent Nor

Thurlow House
(Chatterton House),
Kings Lynn
Hospital Road Site
- Hospital Road
IP33 3NR
Carlton Court St
Peters Road
Carlton Colville
NR33 8AG
Ipswich Hospital
Site (Woodlands)

Please state
service type.

Days from referral to
treatment

OP DIST West
Nor
OP DIST West
Suf

Team Functional
A17 - Memory
Services/Clinic
A06 - Community
Mental Health
Team Functional
A06 - Community
Mental Health
Team Functional
A06 - Community
Mental Health
Team Functional
A07 - Community
Mental Health
Team - Organic
A17 - Memory
Services/Clinic
A07 - Community
Mental Health
Team - Organic
A07 - Community
Mental Health
Team - Organic

Staff tried to engage with people who found it difficult, or were reluctant, to seek support from
mental health services. Where patients were reluctant to engage staff could offer to hold
appointments jointly with the patient’s GP. Patients could bring a carer, family member or friend
with them to appointments where required.
Staff tried to contact people who did not attend appointments and offer support.
Patients had some flexibility and choice in the appointment times available. We saw that staff
offered patients choice in scheduling their next appointment and were flexible where patients
needed to change their appointment time.
Staff worked hard to avoid cancelling appointments and when they had to, they gave patients clear
explanations and offered new appointments as soon as possible. Appointments ran on time and
staff informed patients when they did not.
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Staff supported patients when they were referred, transferred between services, or needed
physical health care. Staff liaised with adult mental health services to ease transitions between
services and worked closely with inpatient services to accept referrals from patients being
discharged from inpatient wards.

The facilities promote comfort, dignity and privacy
The design, layout, and furnishings of treatment rooms supported patients’ treatment, privacy and
dignity.
Appointments were mainly held in patients’ homes but in the locations where patients could be
seen on site interview rooms were clean, well-furnished and private.

Patients’ engagement with the wider community
The service met the needs of all patients – including those with a protected characteristic. Staff
helped patients with communication, advocacy and cultural and spiritual support.
The service could support and make adjustments for people with disabilities, communication
needs or other specific needs. Where patients visited a service location this was accessible to
people using a wheelchair or with reduced mobility.
Staff made sure patients could access information on treatment, local service, their rights and how
to complain.
The service had information leaflets available in languages spoken by the patients and local
community.
Managers made sure staff and patients could get hold of interpreters or signers when needed. The
Trust used a translation service that staff were able to use whenever required.
Meeting the needs of all people who use the service
Patients, relatives and carers we spoke with were not generally aware of how to make a formal
complaint about the service. However, they told us that they would feel confident to raise issues
informally with staff and that they could find out how to raise a formal complaint if needed.
Information on how to contact the Trust patient advice and liaison service was widely advertised in
leaflets and posters across all locations.
The service received a low number of complaints in the year prior to inspection.
Staff understood the policy on complaints and knew how to handle them.
Staff knew how to acknowledge complaints and patients received feedback from managers after
the investigation into their complaint. We saw examples where the Trust had followed their duty of
candour and apologised to patients and carers following a complaint.
Managers shared feedback from complaints with staff and learning was used to improve the
service. We saw an example of this where staff had improved contact with family members
following a complaint.
This service received 15 complaint between 1 May 2018 to 30 April 2019. Six of these were
upheld, one was partially upheld and three was not upheld. None were referred to the
Ombudsman.
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Intensive Older Peoples Service - Community (Central)

3

1

DCLL South Central CMHT

2

1

Community Memory Assessment Service (East Sfk)

1

1

Complexity in Later Life (West Bury North)

1

Complexity in Later Life (West Bury South)

1

DCLL (West Nfk)

1

DCLL North Central CMHT

1

Dementia Intensive Support Team (DIST) (GT Yarm / Wav)

1

Memory Clinic (Gt Yarm)

1

1

1

Withdrawn

1

Reason blank

Partially upheld

2

Other

Fully upheld

3

Not upheld

Total Complaints

Complexity in Later Life (East Coastal)

Ward name

1

1
1
1
1
1
1

This service received 34 compliments during the last 12 months from 1 May 2018 to 30 April 2019
which accounted for 6% of all compliments received by the trust (541).

Is the service well led?
Leadership
Leaders had the integrity, skills and abilities to run the service. They understood the issues,
priorities and challenges the service faced and managed them. They were visible in the service
and supported staff to develop their skills and take on more senior roles.
Leaders had the skills, knowledge and experience to perform their roles. Leaders who were new in
post or acting up had access to the systems and information required to perform their roles.
Leaders had a good understanding of the service they managed and how their teams worked to
deliver high quality care.
Leaders were based in and visible within their service and staff told us they felt supported by team
leaders.
The trust had recently implemented a change in management structure and introduced five
separate care groups across Norfolk and Suffolk, with each care group having four lead roles.
Most staff we spoke with felt that this was a positive change and whilst still in early stages, had
improved team autonomy and communication. However, the introduction of care groups was likely
to impact on some team sizes and locations covered. This had not been communicated clearly or
fully to the teams affected and as a result staff felt unsure about the future of their service and their
job roles.
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Vision and strategy
The service had a vision for what it wanted to achieve and a strategy to turn it into action,
developed with all relevant stakeholders. They were aligned to local plans and the wider health
economy. Managers made sure staff understood and knew how to apply them.
Staff we spoke with all knew and understood the trust’s vision of ‘working together for better
mental health’ and values of ‘positively, respectfully, together’ and staff demonstrated these values
in their daily work.
The senior leadership team had communicated the trust’s vision and values to staff at all levels of
the service.

Culture
Staff felt respected, supported and valued. They felt the service promoted equality and diversity
and provided opportunities for career development. They could raise concerns without fear.
Staff told us that they felt supported and valued by their colleagues and team leaders. Most staff
felt that there was increased communication and visibility from senior managers and the executive
team, however this was not reflected across all teams with some staff still feeling disconnected
from the wider trust.
Staff told us that the division between Norfolk and Suffolk services had reduced, partly due to the
new care groups and partly due to training and events being held across both counties.
Staff understood the whistleblowing policy and were aware of the speak up guardian and what
their role entailed. Most staff felt that they could raise concerns without fear of reprisal and staff felt
any concerns raised were dealt with more efficiently due to the reduced number of management
levels and increased autonomy for team leaders.
Staff told us that there was opportunity to develop and progress in their careers, and leadership
training and development was available. We saw examples of where staff members had been
supported to train as associate practitioners, and nursing staff train as non-medical prescribers.

Governance
Leaders ensured there were structures, processes and systems of accountability for the
performance of the service. Staff at all levels were clear about their roles and accountabilities and
had regular opportunities to meet, discuss and learn from the performance of the service.
Leaders ensured there were structures, processes and systems of accountability for the
performance of the service. Leaders had access to electronic systems that evidenced their service
compliance with targets, quality and performance, training and appraisals. Information could be
viewed as team wide or by individual staff member so that any concerns or non-compliance could
be raised in supervision.
Teams held business meetings to discuss risks, incidents, performance and quality. Leaders
attended monthly governance meetings for each locality where information from business
meetings was reported and information could be shared across teams. Any matters arising from
the governance meeting such as learning from incidents or safety bulletins were then fed back to
teams at the next business meeting.
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Management of risk, issues and performance
Leaders managed performance using systems to identify, understand, monitor, and reduce or
eliminate risks. They ensured risks were dealt with at the appropriate level. Clinical staff
contributed to decision-making on service changes to help avoid financial pressures compromising
the quality of care.
The trust had a risk register in place for the core service and staff ensured that it was kept up to
date. Staff could escalate concerns to be added to the risk register through the monthly
governance meeting.
Staff concerns matched those on the service risk register.

Information management
Staff engaged actively in local and national quality improvement activities.
Staff had access to equipment and technology to support them to do their work. The electronic
record system and systems to collect data were easy to use and did not create extra work for
frontline staff.
Team leaders had access to information needed to support them.

Engagement
The service engaged well with patients, staff, equality groups, the public and local organisations to
plan and manage appropriate services. It collaborated with partner organisations to help improve
services for patients.
Staff, patients and carers could access information about the service through information leaflets
and via the trust website.
Patients and carers could give feedback about the service through the leaflet provided at
appointments. Each care group area had recently appointed a patient participation lead to improve
engagement with patients and carers.

Learning, continuous improvement and innovation
All staff were committed to continually improving services and had a good understanding of quality
improvement methods. Leaders encouraged innovation and participation in research.
Each team had recently completed a ‘Quality assurance plan’ that identified ways to improve the
service and was reviewed at team business meetings.
NHS trusts are able to participate in a number of accreditation schemes whereby the services they
provide are reviewed and a decision is made whether or not to award the service with an
accreditation. A service will be accredited if they are able to demonstrate that they meet a certain
standard of best practice in the given area. An accreditation usually carries an end date (or review
date) whereby the service will need to be re-assessed in order to continue to be accredited.
The trust provided a list services which have been awarded an accreditation together with the
relevant dates of accreditation. However, there was no information pertaining to this core service.
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MH – Community mental health services for people with a
learning disability or autism
Facts and data about this service
Location site name
Walker Close
Lothingland
Mariner House (Hellesdon
Hospital)
Walker Close
Lothingland
Haymills House
(Hellesdon Hospital)

Team name

Patient group (male,
female, mixed)

Coastal Integrated Delivery Team (IDT) Neuro
development team, Adult Attention Deficit Hyperactivity
Disorder (ADHD) service.
Waveney child and adolescent mental health (CAMHS)
Learning Disability Service Waveney
Ipswich Integrated Delivery Team (IDT) Adult and
CAMHS Learning Disability services.
Intensive support
team

Mixed
Mixed
Mixed
mixed

Waveney Adult Learning Disability Service

Mixed

Central Integrated Delivery Team (IDT) Neuro
Development team, Autism diagnostic service.

Mixed

Is the service safe?
Safe and clean environment
Staff completed and regularly updated thorough risk assessments of all areas and removed or
reduced any risks they identified. Services had visual safety floor plans that were risk rated with
identified actions to manage and mitigate risks.
Services that saw patients on site had alarms in interview rooms and staff available to respond.
Staff had access to personal sound alarms.
Where services had clinic rooms there was the necessary equipment for patients to have thorough
physical examinations.
All areas were clean, well maintained, well-furnished and fit for purpose. However, the decor was
worn and tired looking at the Waveney learning disability service for adults and young people and
required an update.
Staff made sure cleaning records were up-to-date and the premises were clean.
Staff followed infection control guidelines, including handwashing.
Staff made sure equipment was well maintained, clean and in working order.

Safe staffing
The services had enough nursing and support staff to keep patients safe except for the attention
deficit hyperactivity disorder (ADHD) adult service where the staffing establishment struggled to
meet patient needs and ensure safe care and treatment. The ADHD service had one qualified
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nurse managing a caseload of up to 175 patients and a waiting list of 120 patients for over a year.
Staff told us that high caseloads were due to short staffing and problems with general
practitioner’s meeting their ‘shared care’ agreements. Managers had recently put forward several
proposals to the senior management team to address the minimal staffing establishment.
The services had low vacancy rates.
Managers used a recognised tool to calculate safe staffing levels.
Managers assessed the size of the caseloads of individual staff regularly and helped staff manage
caseloads. However, although the caseloads were reviewed this did not apply to the attention
deficit hyperactivity disorder adult service.
Managers made arrangements to cover staff sickness and absence.
Managers limited their use of bank and agency staff and requested staff familiar with the service.
Managers made sure all bank and agency staff had a full induction and understood the service
before starting their shift.
The core service had enough medical staff. Managers could use locums when they needed
additional support or to cover staff sickness or absence. Managers made sure all locum staff had a
full induction and understood the service.
The below chart shows the breakdown of staff in post WTE in this core service from 1 May 2018 to
30 April 2019.

Figure 21

Annual staffing metrics

Staff group

All staff

Annual
average
establishment

122.1

Core service annual staffing metrics
(1 May 2018 – 30 April 2019)
Annual
bank
Annual
Annual
Annual
hours (%
vacancy
turnover sickness
of
rate
rate
rate
available
hours)
11

8
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6.1

Annual
agency
hours
(% of
available
hours)

Annual
“unfilled”
hours
(% of
available
hours)

Staff group

Annual
average
establishment

Core service annual staffing metrics
(1 May 2018 – 30 April 2019)
Annual
bank
Annual
Annual
Annual
hours (%
vacancy
turnover sickness
of
rate
rate
rate
available
hours)

Annual
agency
hours
(% of
available
hours)

Annual
“unfilled”
hours
(% of
available
hours)

Qualified
nurses

51.9

12

8

6.0

000 (0%)

000 (0%)

000 (0%)

Nursing
assistants

26.0

6

10

6.8

008
(<1%)

176 (<1%)

064 (<1%)

Medical staff

6.1

24

7

1.0

000 (0%)

432 (44%)

544 (56%)

Allied Health
Professionals

29.9

13

8

6.5

Vacancy
Vacancy rates for medical staff across the 12 months are not stable and maybe subject to change.
However, when benchmarking to other similar core services, medical staff were in the highest 25%
nationally.
The service had low turnover rates. Teams were well established, and staff remained within teams
for long periods of time.
Sickness

Figure 22

Monthly sickness rates over the last 12 months for all staff shows a shift from October 2018 to
April 2019 (see figure 2), this could be an indicator of change. In addition, when benchmarking to
other similar core services this staff group was in the highest 25% nationally.
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Figure 23

Monthly sickness rates over the last 12 months for qualified nurses, health visitors and midwives
shows a shift from October 2018 to April 2019 (see figure 3), this could be an indicator of change,

Figure 24

Monthly sickness rates for allied health professionals shows a shift from November 2018 to April
2019 (See figure 4), this could be an indicator of change, In addition when benchmarking to other
similar core services, allied health professionals were in the highest 25% nationally.
Sickness rates for nursing assistants across the 12 months are not stable and maybe subject to
change. However, when benchmarking to other similar core services, nursing assistants were in
the highest 25% nationally.
Managers supported staff who needed time off for ill health. The sickness rates requested from the
provider between April 2019 and September 2019 showed long term sickness for one staff
member in three teams due to physical health problems. Sickness rates for the Central IDT youth
autism team showed a rise in sickness levels between April 2019 and September 2019, ranging
between 10 percent to 11 percent per month. The Suffolk child and adolescent mental health
learning disability service showed a rise in sickness level rates between April 2019 and September
2019 ranging from 10 to 14 percent indicative of long-term sickness. The Ipswich IDT adult team
showed an increase in sickness levels for September 2019 only, at 12 percent. However, this is
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not reflective of the learning disability service overall where sickness levels were at low levels for
the rest of the teams.
Mandatory training
The compliance for mandatory and statutory training courses at 30 April 2019 was 91%. Of the
training courses listed 11 failed to achieve the trust target and of those, two failed to score above
75%.
The trust set a target of 90% for completion of mandatory and statutory training.
Training is reported on a rolling month by month basis, representing the compliance at the end of
each month.
The training compliance reported for this core service during this inspection was similar to the 91%
reported in the previous year.
Overall, data requested from the provider for September 2019, showed that staff in the seven
learning disability services had undertaken mandatory training at a range between 87 percent to
96 percent that the trust had set as mandatory.
Key:

Below CQC 75%

Met trust target
✓

Not met trust
target


Training Module

Higher


No change
➔

Lower


Number
of eligible
staff

Number
of staff
trained

YTD
Compliance
(%)

Trust
Target
Met

Infection Control Non-Clinical

16

16

100%

✓

Compliance
change
when
compared to
previous
year


Care Certificate

31

31

100%

✓



Moving and Handling (Level 1)

114

113

99%

✓



Safeguarding Adults Level 1

114

113

99%

✓



Mental Health Act

108

107

99%

✓



Safeguarding Children Level 1

114

112

98%

✓



Equality, Diversity and Human Rights (Level 1)

114

112

98%

✓



Induction - Corporate

114

112

98%

✓



Counter Fraud

114

111

97%

✓



Safeguarding Adults Level 3

109

105

96%

✓



Mental Capacity Act

108

104

96%

✓



Deprivation of Liberty Safeguards

101

97

96%

✓



Health, Safety and Welfare

114

109

96%

✓



Induction - Workplace

114

108

95%

✓



Preventing Radicalisation

114

107

94%

✓



Suicide Prevention (eLearning)

114

105

92%

✓



Fire Training - eLearning

11

10

91%

✓



Clinical Update Day (Non-Medical)

93

82

88%





Rapid Tranquilisation

8

7

88%
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Training Module

Number
of eligible
staff

Number
of staff
trained

YTD
Compliance
(%)

Trust
Target
Met

Meds Management

82

68

83%



Compliance
change
when
compared to
previous
year


Information Governance

114

94

82%





PMA - Personal Safety

108

88

81%





Infection Control Clinical

108

88

81%





Safeguarding Children Level 3

101

82

81%





Fire Training - Classroom

111

86

77%





Basic Life Support

100

75

75%





8

5

63%





1
2458

0
2247

0%
91%





Clinical Update Day (Medical)
Competency Framework
Total



The mandatory training programme was comprehensive and met the needs of patients and staff.
Managers monitored mandatory training and alerted staff when they needed to update their training.

Assessing and managing risk to patients and staff
Assessment of patient risk
Staff completed risk assessments for each patient on assessment and updated these when
necessary. We reviewed 25 care records and found staff had completed individualised risk
assessments for patients which were updated regularly, including after any incident.
Staff used a recognised risk assessment tool.
Staff recognised when to develop and use crisis plans and advanced decisions according to
patient need.
Management of patient risk
Staff identified and recorded risks following incidents on the individual patient risk assessment
form within the electronic system.
Staff monitored patients on waiting lists and risk assessed all referrals regularly. Staff prioritised
urgent referrals in daily meetings and saw patients quickly if considered as high risk. Staff at the
adult Waveney team used the Referrals Allocations Duty Administration Risk (RADAR) tool to
review and manage risks. The child and adolescent mental health (CAMHS) Waveney team used
the allocation of risk criteria assessment scoring sheet to assess the levels of risk and their
subsequent action to manage the risk.
Staff developed crisis plans for patients.
Staff followed lone working practices according to policy.

Safeguarding
Staff received training on how to recognise and report abuse, appropriate for their role.
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Staff we spoke with on inspection showed detailed knowledge of safeguarding and described how
they identified and made a safeguarding referral. Managers and staff reported a good relationship
with the local authority safeguarding teams.
Staff showed us an example of a safeguarding concern they had raised relating to a patient who
had hurt their hand and which the patient’s family had complained about. Staff had raised this as a
safeguarding alert and ensured that this patient was prioritised for treatment with the acute
hospital.
Staff kept up-to-date with their safeguarding training.
Staff could give examples of how to protect patients from harassment and discrimination, including
those with protected characteristics under the Equality Act.
Staff could identify when a patient was subject to restrictive practices and worked with other
agencies to reduce these.
Staff knew how to recognise adults and children at risk of or suffering harm and worked with other
agencies to protect them.
Staff knew how to make a safeguarding referral and who to inform if they had concerns.
A safeguarding referral is a request from a member of the public or a professional to the local
authority or the police to intervene to support or protect a child or adult at risk from abuse.
Commonly recognised forms of abuse include: physical, emotional, financial, sexual, neglect and
institutional.
Each authority has their own guidelines as to how to investigate and progress a safeguarding
referral. Generally, if a concern is raised regarding a child or adult at risk, the organisation will
work to ensure the safety of the person and an assessment of the concerns will also be conducted
to determine whether an external referral to Children’s Services, Adult Services or the police
should take place.
This core service made one safeguarding referral between 1 May 2018 and 30 April 2019, of
which one concerned an adult and no children. The number of safeguarding referrals reported
during this inspection was lower than the 26 adult and 10 child safeguarding referrals reported at
the last inspection.
Adults
1

Number of referrals
Children
0

Total referrals
1

The adult safeguarding referral occurred in June 2018.
The trust has submitted details of three serious case reviews commenced or published in the last
12 months (1 May 2018 and 30 April 2019), one of those reviews relate to this service.
Reference
Number
SAR AM

Team/Ward/Unit

Recommendations Actions Taken

Not provided

Awareness of MCA
and self-neglect
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Inclusion in mandatory
training, both counties
have a self-neglect
strategy which provides
clear guidance on level of
risk and actions required.

Outstanding
Actions
Not provided

Staff access to essential information
Patient notes were comprehensive, and all staff could access them easily.
When patients transferred to a new team, there were no delays in staff accessing their records.
Records were stored securely.

Medicines management
We reviewed eight prescription charts. Services did not keep medication on site except for where
there were clinical rooms and where patients attended for or received depot medication by
injection. The majority of patients were receiving oral medication prescribed by their GP.
Staff followed systems and processes when safely prescribing, administering, recording and
storing medicines.
Staff reviewed patients' medicines regularly and provided specific advice to patients and carers
about their medicines.
Staff stored and managed medicines and prescribing documents in line with the provider’s policy.
Staff followed current national practice to check patients had the correct medicines.
The service had systems to ensure staff knew about safety alerts and incidents, so patients
received their medicines safely.
Decision making processes were in place to ensure people’s behaviour was not controlled by
excessive and inappropriate use of medicines.
The service worked towards achieving the aims of STOMP (Stop Over Medicating People with a
learning disability).
Staff reviewed the effects of each patient’s medication on their physical health according to NICE
guidance.

Track record on safety
Between 1 May 2018 and 30 April 2019 there were no serious incidents reported by this service.
A ‘never event’ is classified as a wholly preventable serious incident that should not happen if the
available preventative measures are in place. This service reported no never events during this
reporting period.
The number of serious incidents reported during this inspection was the same as the none reported
at the last inspection.

Reporting incidents and learning from when things go wrong
Staff knew what incidents to report and how to report them.
Staff reported all incidents that they should report.
Staff reported serious incidents clearly and in line with trust policy.
The service had no never events.
Staff understood the duty of candour. They were open and transparent, and gave patients and
families a full explanation if and when things went wrong.
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Managers debriefed and supported staff after any serious incident.
Staff provided examples where incidents were reviewed, and effective action was taken to reduce
the risk of further incidents.
Managers investigated incidents thoroughly.
Staff received feedback from investigation of incidents, both internal and external to the service.
Staff received safety bulletins with information about any safety incidents. Managers attended
business meetings and received feedback about any safety issues to cascade learning to the
teams in team meetings.
Staff met to discuss the feedback and look at improvements to patient care.
There was evidence that changes had been made as a result of feedback. Patients had fed back
to staff about the lack of allocated disabled parking at the Waveney site which, as a result, was
then provided.
The Chief Coroner’s Office publishes the local coroners Reports to Prevent Future Deaths which all
contain a summary of Schedule 5 recommendations, which had been made, by the local coroners
with the intention of learning lessons from the cause of death and preventing deaths.
In the last two years, there have been nine ‘prevention of future death’ reports sent to Norfolk and
Suffolk NHS Foundation Trust. None of these related to this service.

Is the service effective?
Assessment of needs and planning of care
Staff completed a comprehensive mental health assessment of each patient. Staff sometimes
required several appointments with patients to complete comprehensive assessments. Staff
sought information from a variety of sources such as schools, colleges, families and home visits to
complete assessments that were holistic and provided the most information from many
perspectives concerning the patient.
Staff made sure that patients had a full physical health assessment and knew about any physical
health problems.
We reviewed 25 care records. Staff developed a comprehensive care plan for each patient that
met the mental and physical health needs.
Positive behaviour support plans were present for patients that required them and supported by a
comprehensive assessment.
Staff regularly reviewed and updated care plans and positive behaviour support plans if applicable,
when patients' needs changed.
Care plans were personalised, holistic and recovery-orientated.

Best practice in treatment and care
Staff provided a range of care and treatment suitable for the patients in the service.
Staff delivered care in line with best practice and national guidance (from relevant bodies eg
NICE).
Staff understood patients positive behavioural support plans and provided or supported others to
provide the identified care and support.
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Staff made sure patients had support for their physical health needs, either from their GP or
community services. Services had liaison staff who attended general practitioner surgeries to
ensure that all patients had access to yearly physical health checks and to support general
practice surgeries in making their services learning disability friendly. Liaison staff also had good
links with the local general hospital to ensure that any physical health interventions were managed
effectively. Staff told us of examples where liaison nurses had worked closely with the general
hospital to enable patients to have several physical health investigations at once under general
anaesthetic due to the complexities of their presentation. Staff also gave examples of their liaison
with the general hospital to support patient to have blood tests and other physical health
investigations. Staff provided psychoeducation to general practice and general hospital staff so
that patients with a learning disability could be best understood and supported with their physical
health.
Staff supported patients to live healthier lives by supporting them to take part in programmes or
giving advice. Staff at the adult Waveney service provided a walking group. Patients at the
Waveney child and adolescent mental health service held a welly boot project for patients which
was a sensory gardening project and staff at the central integrated development team for young
people and autism produced a ‘taking care of your health’ sheet which was due to be distributed
across young people’s services.
Staff told us of an example where they had supported a young person with a learning disability
with their physical health. Staff used feedback from a young person’s mother who advised that
mimicking the young person’s behaviour developed their trust. Staff mimicked the young person’s
behaviour over several weeks and was able to complete a physical health check.
Staff used recognised rating scales to assess and record the severity of patient conditions and
care and treatment outcomes. Staff used the Connors comprehensive rating scale at the attention
deficit hyperactivity disorder service. Staff used the autism diagnostic observation schedule
(ADOS) if young people were able to engage in the assessment and the adolescent sensory
profile to assess sensory sensitivity behaviour. Staff also completed IQ testing for patients with a
learning disorder to assess their level of intellectual ability.
Staff took part in clinical audits, benchmarking and quality improvement initiatives. The trust had
recently completed the Green Light Toolkit which is a self-audit assessment that offers guidance
on making service improvements to responding more effectively to people with learning disabilities
and/or autism who use their services.
Managers used results from audits to make improvements. The trust devised an action plan from
the greenlight toolkit and have an on-going ‘making it happen’ strategy oversight group (MIHSOG)
who met four times a year to review and monitor the implementation of the current plan. The green
light plan focuses on five pathways based upon standards in the Green Light Toolkit. Each
pathway outlines how the trust is going to improve mental health services for people with a
learning disability and autism. The pathways include accessibility of services, working in
partnership, keeping safe, better health and wellbeing and strategic direction. The trust reviewed
and analysed this data over time to continue to improve service delivery.
Staff participated in the stopping the over medication of people with a learning disability or autism
project (STOMP) to monitor, review and stop over prescribing of psychotropic medication to
patients with a learning disability.
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This service participated in two clinical audits as part of their clinical audit programme 2018 –
2019.
Audit name

1801 (n)CPA
Documents

1819 Team
Meeting
References in
Patient Notes
(RCA 719)

Audit scope
SE Ipswich IDT CLL
Southgate
LD
SE Central IDT Youth
SE Ipswich IDT Child &
SW Bury South IDT
Adult
CAMHS LD
SE Central IDT Adult
SE Central IDT CLL
SE Central IDT SE
Coastal IDT Adult
SE Coastal IDT CLL
SE Coastal IDT SE SE
Ipswich IDT Enhanced
SE Suffolk CAMHS LD
SW Bury North IDT
Adult
SW Bury North IDT EI
SW Bury North IDT
SW Bury South IDT SW
Bury South IDT Ipswich
IDT ND LD
SE Ipswich IDT Adult
SW Bury North IDT CLL
& MAT
WN Intensive Support
Team , ES Intensive
Support Team, IDT
Adult , ES Child &
Family - East Suffolk,
ES Ipswich IDT CLL, ES
Ipswich IDT Enhanced
Community , ES Ipswich
IDT
Neurodevelopmental
Disorders Team, ES
Ipswich IDT Youth, ES
LD CAMHS
WS Bury North IDT
Enhanced, WS Bury
North IDT Youth, , WS
Bury North IDT Adult,
WS Bury North IDT CLL,
WS Bury North IDT ED,
WS Bury South CLL,
WS Bury South ND, WS
Bury South Adult, WS
OP DIST West Suffolk,
WS Bury South
Enhanced, WS Bury

Audit type

Date
completed

Key actions following the audit
Teams implement action plans at
the point of audit and submit
these next steps as part of
the completed audit
documentation.

Clinical audit of
electronic patient
records carried
out clinical staff
and designated
others to measure
of NCPA
documentation
compliancy
against trust policy
C98: Care
Programme
Approach

Published
Sep 18

NSFT have hosted a Care
Planning Quality Assurance
Methodology Workshop led by the
CPA Quality Compliance Group
(a sub group of the CPA
Mobilisation Group). Staff and
service users discussed past and
future methods for improving and
measuring the quality of n/CPA.
Agreement was reached that a
main objective should be to
provide co-produced toolkits
which help staff improve practice
and measure the outcomes for
service users. Compliance was
important and may be
increasingly provided by
Informatics metric data.
A Themes analysis and report will
be produced from the Workshop
to inform decisions regarding next
steps.
Audit required following RCA 719
Clinical Teams were chased by
the NSFT Audit Team for action
plans. However, the failure to
respond rate was high (33 teams
had not submitted an Action Plan
by Jan 2019). In Jan 2019 teams
were no longer chased following a
decision by Governance
Manager; this enabled teams to
focus on other clinical priorities.

Published
Aug 2018

Clinical
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One Criteria from this audit has
been included in the 2019/20
NSFT Clinical Audit Schedule i.e.
the timeliness of data entries has
been commissioned by
Information Manager (Contracts,
Performance and Information).
NSFT, CSU and CCG’s to work
collaboratively to resolve known
issue with reporting of timeliness
of data input. Therefore, this
issue continues to be a Red RAG
rated topic on the Audit Schedule

Audit name

Audit scope

Audit type

Date
completed

Key actions following the audit

South Child and Family
Pathway, WS Bury
South Youth Pathway,
WS Bury South Children
ADHD, WS Bury South
Adult ADHD West Suff

Skilled staff to deliver care
The service had access to specialists to meet the needs of the patients. The service had a speech
and language specialist available and dysphagia assessments were accessed through primary
care for learning disability services in Suffolk. Services in Waveney were commissioned by Great
Yarmouth and Waveney Clinical Commissioning Group (CCG) for Hertfordshire Partnership NHS
Foundation Trust to provide Speech and Language Therapy including access to dysphagia
assessments until 18th October 2019. The CCG was seeking a new provider and in the interim, the
trust accessed provision for emergency dysphasia response through the Emergency Department
at the local general Hospital.
Managers ensured staff had the right skills, qualifications and experience to meet the needs of the
patients in their care, including bank and agency staff. This included learning disability, autism and
positive behaviour support training.
Managers gave each new member of staff a full induction to the service before they started work.
Managers supported staff through regular, constructive appraisals of their work.
The trust’s target rate for appraisal compliance is 90%. At the end of last year (1 April2018 and 31
March 2019), the overall appraisal rate for non-medical staff within this service was 84%. This year
so far, the overall appraisal rates was 87% (as at 30 April 2019). The wards with the lowest
appraisal rate at 30 April 2019 were Suffolk LD CAMHS with an appraisal rate of 73%, SW Bury
South INT ND Team with an appraisal rate of 79% and LD Intensive Support at Home Team at
85%.
The rate of appraisal compliance for non-medical staff reported during this inspection was lower
than the 96% reported at the last inspection.
Total number
of permanent
non-medical
staff
requiring an
appraisal

Total
number of
permanent
non-medical
staff who
have had an
appraisal

%
appraisals
(as at 30
April 2019)

%
appraisals
(previous
year 1 April
2018-31
March 2019)

Suffolk Adult Autism Diagnosis Service 61558

5

5

100%

100%

Suffolk Child Autism Diagnosis Service 61257

8

8

100%

100%

SW Suffolk Wide Children's ADHD 62272

3

3

100%

100%

SE Community LD 61645

26

24

92%

86%

LD Intensive Support at Home Team 63651

20

17

85%

83%

SW Bury South IDT ND Team 62675

19

15

79%

74%

Suffolk LD CAMHS 61242

11

8

73%

75%

Ward name
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Ward name

Core service total
Trust wide

Total number
of permanent
non-medical
staff
requiring an
appraisal

Total
number of
permanent
non-medical
staff who
have had an
appraisal

%
appraisals
(as at 30
April 2019)

%
appraisals
(previous
year 1 April
2018-31
March 2019)

92

80

87%

84%

3549

2886

81%

82%

The trust’s target rate for appraisal compliance is 90%. At the end of last year (1 April 2018 to 31
March 2019), the overall appraisal rate for medical staff within this service was 67%. This year so
far, the overall appraisal rates this was 67% (as at 30 April 2019). The wards with the lowest
appraisal rate at 30 April 2019 were Suffolk LD CAMHS with an appraisal rate of 0% (albeit only
one person was eligible) and SW Bury South IDT ND Team with an appraisal rate of 67%.
Managers supported permanent non-medical staff to develop through yearly, constructive
appraisals of their work. During our inspection, managers were able to provide data that showed
that staff had yearly appraisals.
The rate of appraisal compliance for medical staff reported during this inspection was the same as
the 67% reported at the last inspection.
Total
number of
permanent
medical
staff
requiring an
appraisal

Total
number of
permanent
medical
staff who
have had an
appraisal

Suffolk Child Autism Diagnosis Service 61257

1

1

100%

100%

SE Community LD 61645

1

1

100%

100%

SW Bury South IDT ND Team 62675

3

2

67%

100%

Suffolk LD CAMHS 61242

1

0

0%

0%

SE Coastal IDT ND Team 61635

0

0

n/a

0%

6
123

4
88

67%
72%

67%
65%

Ward name

Core service total
Trust wide

%
% appraisals
appraisals
(previous year
(as at 30
1 April 2018-31
April
March 2019)
2019)

Managers supported permanent medical staff to develop through yearly, constructive appraisals of
their work.
The trust was unable to provide this data, however have provided some narrative to explain the
reasons for this:
“NSFT recognise the importance of clinical supervision as an integral and vital component of
support and professional development to help deliver the highest standard of safe and effective
patient care.
Employees are supported to receive 6 to 10 sessions yearly. However, necessities of a
professional body will supersede this requirement. It is jointly the responsibility of individuals and
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their line managers to ensure that they receive access to professional supervision at the required
frequency.
We have adopted a QI approach to this with services in the first developing their supervision trees
and implementing local arrangements so that staff have access to clinical supervision. Records of
clinical supervision are held locally. We have explored a number of reporting processes. ESR has
no native clinical supervision reporting functionality. As an initial arrangement we are using the
monthly ‘pulse surveys’ (see evidence P121). From April 2019 an average of 80% of respondents
confirmed that they received regular clinical supervision over the last 12 months. This is reported
to operational action groups and performance meetings.
We have reviewed the data held in the teams and services and are proposing a consistent
recoding format as the next stage in the improvement cycle which will support Trust wide
reporting.”
Managers supported non-medical staff through regular, constructive clinical supervision of their
work. Although supervision was generally above 75% per month between July 2019 and
September 2019 for five out of seven learning disability teams, the Waveney adult team and the
Ipswich adult learning disability teams did not achieve supervision rates above 75 percent for their
staff between July 2019 and September 2019.
Managers supported medical staff through regular, constructive clinical supervision of their work.
Managers made sure staff attended regular team meetings or gave information from those they
could not attend.
Managers identified any training needs their staff had and gave them the time and opportunity to
develop their skills and knowledge.
Managers made sure staff received any specialist training for their role. Staff received level one to
three e-learning training in learning disabilities and autism training. Staff also received training in
positive behavioural support plans.
Managers recognised poor performance, could identify the reasons and dealt with these.

Multi-disciplinary and interagency team work
Staff held regular multidisciplinary meetings to discuss patients and improve their care.
Staff made sure they shared clear information about patients and any changes in their care,
including during transfer of care.
Staff had effective working relationships with other teams in the organisation.
Staff had effective working relationships with external teams and organisations. Liaison staff
worked closely with general practitioner surgeries and the general hospital. Managers said they
had a good working relationship with social care and had regular attendance by social workers at
their team meetings. Teams worked well when managing patient transitions between services.
Staff supported and participated in care and treatment reviews.

Adherence to the Mental Health Act and the Mental Health Act Code of
Practice
Staff received and kept up-to-date with training on the Mental Health Act and the Mental Health
Act Code of Practice and could describe the Code of Practice guiding principles.
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As of 30 April 2019, 99% of the workforce in this service had received training in the Mental Health
Act. The trust stated that this training is role specific for all services for inpatient and all community
staff and completed once.
The training compliance reported during this inspection the same as the 99% reported in the
previous year.
Staff had access to support and advice on implementing the Mental Health Act and its Code of
Practice.
Staff knew who their Mental Health Act administrators were and when to ask them for support.
Staff followed clear, accessible, relevant and up-to-date policies and procedures that reflected all
relevant legislation and the Mental Health Act Code of Practice.
Patients had easy access to information about independent mental health advocacy.
Staff explained to patients their rights under the Mental Health Act in a way that they could
understand, repeated as necessary and recorded it clearly in the patient’s notes each time. Staff
used information in easy read formats if this was required.
For patients’ subject to a Community Treatment Order, staff completed all statutory records
correctly.

Good practice in applying the Mental Capacity Act
Staff received and kept up-to-date with training in the Mental Capacity Act and had a good
understanding of at least the five principles.
As of 30 April 2019, 96% of the workforce in this service had received training in the Mental
Capacity Act. The trust stated that this training is role specific for all services for inpatient and all
community staff and completed once.
The training compliance reported during this inspection was the same as the 96% reported in the
previous year
There was a clear policy on the Mental Capacity Act, which staff could describe and knew how to
access.
Staff knew where to get accurate advice on Mental Capacity Act.
Staff gave patients all possible support to make specific decisions for themselves before deciding
a patient did not have the capacity to do so.
Staff assessed and recorded capacity to consent clearly each time a patient needed to make an
important decision.
When staff assessed patients as not having capacity, they made decisions in the best interest of
patients and considered the patient’s wishes, feelings, culture and history.
The service monitored how well it followed the Mental Capacity Act and made changes to practice
when necessary.
Staff audited how they applied the Mental Capacity Act and identified and acted when they needed
to make changes to improve.
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Staff understood how to support children under 16 wishing to make their own decisions and
applied the Gillick competency principles when necessary.
Staff knew how to apply the Mental Capacity Act to patients aged 16 and 18 and where to get
information and support on this.

Is the service caring?
Kindness, privacy, dignity, respect, compassion and support
Staff were discreet, respectful, and responsive when caring for patients.
Staff gave patients help, emotional support and advice when they needed it.
Staff used appropriate communication methods to support patients to understand and manage
their own care treatment or condition. Staff used easy read leaflets, information and had access to
easy read pictures to use with patients. Staff used social stories (short stories depicting a social
situation) to support patients in preparing for situations they may encounter or events and
appointments they would be attending.
Staff directed patients to other services and supported them to access those services if they
needed help. Staff signposted patients to other services and sent information to patients prior to
their assessments with options of services available within the community that patients could
access for further support.
We spoke with ten patients who said staff treated them well and behaved kindly.
Staff understood and respected the individual needs of each patient.
Staff felt that they could raise concerns about disrespectful, discriminatory or abusive behaviour or
attitudes towards patients and staff.
Staff followed policy to keep patient information confidential.

Involvement in care
Involvement of patients
Staff involved patients in care planning and risk assessments by supporting patients to participate
in care programme reviews, meetings and having access to their care plans.
Staff made sure patients understood their care and treatment and found ways to communicate
with patients who had communication difficulties by using easy read information and social stories.
Staff involved patients in decisions about the service, when appropriate.
Patients could give feedback on the service and their treatment and staff supported them to do
this. Patients attended patient forum meetings at the Waveney adult learning disability service
where feedback from patients was sought.
Staff supported patients to make advanced decisions on their care.
Staff made sure patients could access advocacy services and the information available to access
these services was in easy read formats.
Involvement of families and carers
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Staff supported, informed and involved families or carers through meetings with staff and provided
them with support when needed.
We spoke with seven carers who were positive about the care and treatment their relatives had
received. We observed one home visit where the carer was very positive about the support they
had received from the Waveney child and adolescent mental health service. We attended and
observed the service user forum held at the Waveney adult learning disability service where we
spoke with patients and carers. Feedback was positive from those we spoke with who said that
staff were supportive, and kind and a few patients said they could not function without the support
they received from the staff. We spoke with one carer at the adult attention deficit hyperactivity
disorder service who had originally raised a complaint about the length of time it took for their
relative to access the service. The carer said that since they had been seen by the service, the
support and input they received from the nurse at the service had been profound and had saved
their marriage.
Staff helped families to give feedback on the service. Carers were able to provide feedback about
the service through the friends and family test which is available on the trust’s website.
The trust used the ‘triangle of care’ approach which is a therapeutic alliance between patients,
carers and staff that promotes safety, supports recovery and sustains wellbeing. The trust joined
the scheme in 2014 and received their second gold star in November 2018.
Staff gave carers information on how to find the carer’s assessment.

Is the service responsive?
Access and waiting times
The service had clear criteria to describe which patients they would offer services to and offered
patients a place on waiting lists.
The service did not meet the trust’s target time of 12 weeks from referral to assessment. Patients
were waiting for up to eight months for an assessment by the autism child and adolescent mental
health team and up to nine months for an assessment by the autism adult team. Patients were
waiting for over 12 months for an assessment by the attention deficit hyperactivity disorder adult
team who had just one nurse managing a caseload of 175 patients and a waiting list of 120
patients waiting over a year. Data requested from the provider between April 2019 and September
2019 showed that patients were waiting for an assessment by the adult ADHD service for 150
days in September 2019. Despite asking the provider for further information relating to the average
waiting times in days for patients waiting for an assessment by the adult and young person’s
autism team at Central IDT, the trust was unable to provide this data.
Data requested from the provider showed the average length of assessment to treatment times,
between April 2019 and September 2019, ranged between 15 to 33 days for most of the services.
This data was unavailable for the autism diagnostic team at Central IDT.
The admission avoidance integrated service team were available 24 hours a day, seven days a
week. Staff prevented patients from being admitted to hospital by supporting them at home in the
community. Staff also worked with patients in hospital to support them with their discharge home.
Staff provided crisis intervention work with patients when required. The team included a full multidisciplinary team.
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The trust has identified the below services in the table as measured on ‘referral to initial assessment’
and ‘referral to treatment’.
The service met the referral to assessment target in six of the 13 targets listed.
The service met the referral to treatment target in 11 of the 13 targets listed.
Days from referral to initial
assessment
Name of hospital site or
location

Name of Team

Mariner House, Ipswich

Days from referral to
treatment

Assessment
Target

Actual
Assessment
(median)

Treatment
Target

Actual
Treatment
(median)

Children ADHD
East Suf

28

139.993

105

139.993

G Block, Hospital Road
site, Bury St Edmunds

Children ADHD
West Suf

28

132.965

105

132.965

Haymills House,
Stowmarket

Adult ADHD East
Suf

28

98.665

105

101.511

80 St Stephens Road,
Norwich

NDD Adult Cent
Nor

28

69.804

126

76.713

G Block, Hospital Road
site, Bury St Edmunds

Adult ADHD West
Suf

28

60.608

105

60.608

80 St Stephens Road,
Norwich

NDD Minor Cent
Nor

28

38.762

84

43.211

G Block, Hospital Road
site, Bury St Edmunds

Bury South
Neurodevelopment
al West Suf

28

39.367

105

40.627

G Block, Hospital Road
site, Bury St Edmunds

LD Intensive
Support West Suf

28

25.983

105

25.983

Airey Close, Oulton

LD MDT GYW

28

18.583

126

18.939

Mariner House, Ipswich

CYP LD SUF

28

16.086

105

17.084

Airey Close, Oulton

CFYP Community
LD GYW

28

12.791

126

12.959

Walker Close, Ipswich

LD Intensive
Support East Suf

28

4.368

105

4.453

Walker Close, Ipswich

Coastal
Neurodevelopment
al East Suf

28

2.882

105

2.882

Staff saw urgent referrals quickly. All teams reviewed any urgent referrals daily and held a weekly
meeting where all urgent referrals were reviewed and prioritised.
Staff tried to engage with people who found it difficult, or were reluctant, to seek support from
mental health services. Staff met with patients at their homes if they could not tolerate attending
clinic appointments. Staff also provided transport for some patients who did not have their own
transport to attend appointments.
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Staff tried to contact people who did not attend appointments and offer support.
Patients had some flexibility and choice in the appointment times available.
Patients were phoned and sent letters whilst they remained on waiting lists
Staff at the adult attention deficit hyperactivity disorder service set up an email account so that
patients could contact them if they had any questions or advice.
Staff worked hard to avoid cancelling appointments and when they had to they gave patients clear
explanations and offered new appointments as soon as possible.
Appointments ran on time and staff informed patients when they did not.
The service used systems to help them monitor waiting lists/support patients.
Staff supported patients when they were referred, transferred between services, or needed
physical health care.
Staff at the learning disability adult and young people’s services held regular transition meetings to
enable the smooth transfer of patient care to adult services. Staff supported patients to transition
to adult services gradually.
Staff supported patients to complete the strengths and difficulty questionnaire to support with goal
setting towards discharge.
The service followed national standards for transfer.

The facilities promote comfort, dignity and privacy
The service had a full range of rooms and equipment to support treatment and care.
Interview rooms in the service had sound proofing to protect privacy and confidentiality.
Staff at the Waveney child and adolescent mental health service made adjustments for people
with sensory needs by provided a ‘reasonable adjustments’ box which included fiddle tools for
patients to use and noise cancelling headphones to reduce noise levels.
The service had considered and responded to the needs of patients with autism in the
environment.
Staff told us that the entrance doors at the Waveney site for both young people and adults were
heavy and that some patients struggled to open these when entering the building. Staff had raised
this with managers who were due to replace the doors.
Patients attended a separate bungalow for adult and young people’s services at the Waveney site.

Patients’ engagement with the wider community
Staff at the Waveney learning disabilities service for adults held a walking group for patients to
encourage exercise but also social engagement. Staff would ensure patients were able to attend
by providing transport to patients who were unable to get to the location for the walk.
Staff at the Waveney child and adolescent mental health service held a welly boot project for
patients enabling them to access the community and participate in a sensory gardening project.
Meeting the needs of all people who use the service
The service could support and make adjustments for people with disabilities, communication
needs or other specific needs.
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Staff made sure patients could access information on treatment, local service, their rights and how
to complain.
The service provided information in a variety of accessible formats, so the patients could
understand more easily.
Staff held an easy read group to ensure accessible information was available throughout the
organisation. The green light team appointed a green light support worker who acted as an expert
by experience to support the easy read group, deliver easy read training and drive the work of the
accessible information standard compliance within the green light improvement plan.
Staff provided easy read information which included pictures as well as large wording. Staff had
access to a bank of pictures to use if they needed to create and tailor information to the needs of
patients. For example, one member of staff developed an information leaflet based on a patient’s
diet and eating habits obtained from information from the patient’s food diary. The patient’s leaflet
was personalised to include psycheoducation on a healthy diet.
Services used bespoke social stories and flashcard programmes online to support in developing
social stories. Staff used social stories to support patients with developing skills, to prepare them
with events they may be attending or situations they may be encountering. Staff at Waveney child
and adolescent mental health service showed us examples of bespoke social stories they had
developed and used with patients.
The service had information leaflets available in languages spoken by the patients and local
community.
Managers made sure staff and patients could get hold of interpreters or signers when needed.

ADHD Adult (Central)

1

1

Adult ADHD Team (Nch & Wav)

2

1

Adult Autism Diagnosis Service (Sfk)

3

1

Children ADHD Team (East Sfk)

1

1

Children ADHD Team (West Sfk)

1

Community Adult LD (Gt Yarm/Wav)

2

Development Disorders/ADHD (Gt Yarm/Wav)

1

LD Intensive Support for Home (West)

1

Neuro Developmental Disorders Minors (Central)

3

2

Neuro-development (Comm Tm) (West Bury South)

2

1

Youth Autism Diagnosis Service (Sfk)

5
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Other

Not upheld

Partially upheld

Ward name

Fully upheld

Total Complaints

This service received 22 complaints between 1 May 2018 to 30 April 2019. Four of these were
upheld, six were partially upheld and four were not upheld. None were referred to the
Ombudsman.

1

2
1
1
1

1
1
1

1
4

1

1

Fully upheld

Partially upheld

Not upheld

Other

Total

Total Complaints

Ward name

22

4

6

4

8

Patients, relatives and carers knew how to complain or raise concerns.
Staff understood the policy on complaints and knew how to handle them.
Managers investigated complaints and identified themes.
Staff knew how to acknowledge complaints and patients received feedback from managers after
the investigation into their complaint.
This service received 15 compliments during the last 12 months from 1 May 2018 to 30 April 2019
which accounted for 3% of all compliments received by the trust as a whole (541).
The service used compliments to learn, celebrate success and improve the quality of care.

Is the service well led?
Leadership
Leaders had the integrity, skills and abilities to run the service.
Leaders understood the issues, priorities and challenges the service faced and managed them.
Leaders were visible in the service and supported staff to develop their skills and take on more
senior roles.
Leadership development opportunities were available. Managers were able to access courses to
enhance their professional development, including leadership courses to develop knowledge and
skills.
Since the last inspection, the trust had restructured the senior managers into five care groups for
community services across the trust and there were now four care group leads for each
community core service. These leads comprised of a people participation lead, service director,
lead nurse and clinical director. Staff were positive about the introduction of the new service line
leads but said they were still new to their posts and that they had not seen much change yet.

Vision and Strategy
The trust vision and values were ’working together for better mental health, positively, respectfully
and together’. Staff knew and understood the trust vision and values and how they were applied in
the work of their team.
The trust senior leadership team had successfully communicated the vision and values to the
frontline staff in this service. All staff were passionate, caring, focused on putting patients first and
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patient recovery. The values were visible throughout the services we visited and were visually
available on all leaflets and information we saw.
Staff had the opportunity to contribute to discussions about the strategy for their service, especially
where the service was changing. For example, staff contributed to the recent proposals to improve
and develop the attention deficit hyperactivity disorder pathway.
Leaders had a clear oversight of budgets and could explain how they were working to deliver high
quality care within the budgets available.

Culture
Staff felt respected and supported by leaders. Staff told us how they could raise any issues with
their line managers who were highly visible. Staff could raise concerns without fear of retribution.
Staff understood the whistle-blowing policy and who the speak up guardian was.
Staff we spoke with felt positive and passionate about their roles and the client group they were
supporting. Staff felt valued by the immediate leaders within the service. Staff felt proud about
working for the trust and their teams.
Staff reported that the provider promoted equality and diversity in its day-to-day work.
Staff had access to support for their own physical and emotional health needs through an
occupational health service. Leaders addressed sickness and absence appropriately and
supported staff to return to work.
The trust recognised staff success and innovation. The trust had recently used the Greenlight
Toolkit where a plan was developed to improve services for people with a learning disability and
autism. Staff greenlight champions received an innovation award for their work in improving
mental healthcare for patients with a learning disability and autism.

Governance
Governance policies, procedures and protocols were embedded within the core service and were
regularly reviewed.
Team meetings, handovers and joint meetings had a clear framework of what must be discussed.
This ensured that essential information, such as learning from incidents and complaints, was
shared and discussed and learning was disseminated to staff. Leaders provided regular
supervision to their staff except for two of the teams out of the seven learning disability services.
However, supervision levels had improved since the last inspection.
Staff were aware of lessons learnt and changes in practice across the trust. Staff told us they
would get updates via team meetings and the trust intranet.
Staff worked together internally and externally to ensure that the needs of the patients were met.
Staff carried out weekly, monthly and quarterly internal and external audits. These covered all
aspects of service. Leaders followed up on any actions from audits with staff as needed.

Management of risk, issues and performance
Staff could escalate concerns when required. Staff were able to submit items to the risk register.
The services had contingency plans in place for emergencies, for example, adverse weather
conditions or a flu outbreak.

Information Management
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All teams visited used effective and robust systems to collect data from wards and directorates.
The service collected reliable information and analysed it to understand performance and to
enable staff to make decisions and improvements.
Staff had access to the equipment and information technology needed to carry out their roles. The
information technology infrastructure was sufficient for staff to do their jobs.
Staff were aware of the need for patient confidentiality. Patient records could only be accessed
with staff identity and a password.
Team managers had access to information to support them within their role. This included
information on the performance of the service, staffing and patient care.
Staff made notifications to external bodies as needed.

Engagement
Staff, patients and carers had access to up-to-date information about the work of the provider and
the services they used – for example, through the intranet, bulletins, and newsletters.
Regular updates were provided to staff.
Patients and carers had opportunities to give feedback on the service they received in a manner
that reflected their individual needs. Staff encouraged all patients to give immediate feedback
about their experience of the service.
Managers and staff had access to feedback from patients, carers and staff and used it to make
improvements. We saw information related to feedback displayed at some locations.
Patients and carers involved in decision-making about changes to the service. Collaboration
between staff, carers and patients was clear and service development involved the participation of
patients. For example, we attended the service user forum group at Waveney adult learning
disability services where we observed staff seeking feedback from patients and carers about the
service.

Learning, continuous improvement and innovation
NHS trusts are able to participate in a number of accreditation schemes whereby the services they
provide are reviewed and a decision is made whether or not to award the service with an
accreditation. A service will be accredited if they are able to demonstrate that they meet a certain
standard of best practice in the given area. An accreditation usually carries an end date (or review
date) whereby the service will need to be re-assessed in order to continue to be accredited.
The trust provided a list services which have been awarded an accreditation together with the
relevant dates of accreditation. However, there was no information pertaining to this core service.
The trust had recently completed the Green Light Toolkit to enable them to make service
improvements for people with learning disabilities and/or autism who use their services. The trust
devised an action plan from this and have an on-going making it happen strategy oversight group
(MIHSOG) who meet four times a year to review and monitor the implementation of the current
plan.
Staff and patients had opportunities to participate in research. The trust had two research projects
on-going to include people with a learning disability. Patients were encouraged to participate in the
research for genetic links to anxiety and depression and autism conditions in adulthood which
involved learning about the lives of adults on the autism spectrum and their relatives.
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