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Purpose of the paper 

 
1. To report the findings of the re-inspection by the CQC in January, March and July 2017 of the 

Adult Community services, MHOA&D Inpatient services and Acute Services.  
 
 

 

 

 

Executive summary  

 
In September 2015, the Trust was subject to a comprehensive CQC inspection and was rated overall as 
'good'.   The ratings for the Adult Community Pathway, was ‘Good’ whilst a Requires Improvement rating 
for both MHOA&D and Acute Pathways. 
 
All three services were re-inspected in 2017 with ratings now being 'Good’ for MHOA&D and Requires 
Improvement for the Adult Community Pathway and Acute services. Overall the Trust has retained its 
CQC rating of Good. 
 
This report notes the CQC findings the areas that had improved in 2015 and highlights the areas now 
requiring improvement. 
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CQC re-inspection 2017 report  

 

1.0  Introduction 

As a part of the Chief Inspector of Hospitals (CIH) inspection regime the Trust was subject to a 
comprehensive Care Quality Inspection (CQC) during the week commencing 21st September 2015.  The 
overall Trust rating was 'good’, this included the rating for Adult Community services which was also rated 
‘Good’, with the individual domain ratings outlined below.  
 
CQC overall trust rating Jan 2016 
 

 
 
 
CQC Community based mental health services for adults of working age: Rating; Jan 2016 
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CQC inpaitient based mental health services for adults of working age: Rating; Jan 2016 
 
 

 
 
 
CQC inpaitient based mental health services for older adults : Rating; Jan 2016 
 

 
 
 
 

1.0 Re- Inspection Rating 

Following the re- inspection of the Acute services in January 2017, MHOA&D Services in March 2017 and 
the Adult Community Pathway in July 2017 the ratings for the Trust overall remained the same as outlined 
in table one above. However there were some slight changes in the three separate pathways outlined 
below. 
The overall ratings for each pathway are highlighted in the tables below: 
 
CQC Community based mental health services for adults of working age: Rating; July 2017 
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CQC inpatient based mental health services for adults of working age: Rating; May 2017 

 

 

CQC MHOA&D Inpatient Rating; June 2017 

 

 
 
3.0  Improvements since 2015 and Good practice identified 

 
The CQC highlighted the improvements made in each of the five domains; Safety, Effective, Caring, 
Responsive and Well led since 2015. These improvements are highlighted below by each pathway. 

 
Community Pathway 

Domain CQC Identified Improvements 

Safe  An improvement in the safe systems for transporting medicines, medical 
waste and sharps, with new bags and arrangements in place. 

 Trust had put in place a recruitment and retention strategy, there was a 
marked improvement in numbers of permanent staff recruited to these 
teams, although this continued to be a challenge. 

 Changes in care co-ordinators were now being monitored in the recovery 
teams. 

 Regular checks in place to ensure that most equipment was serviced, 
potable appliance tested, and calibrated as needed. 

 Improvement in compliance with the Lone working Policy and procedures to 
ensure staff safety. 

 The Team managers and senior managers within the clinical academic 
groups (CAGs) were aware of the main issues that we found during the 
inspection, and had plans in place to address some of them. 
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Effective  Staff made information available to patients on local advocacy groups. 

 Examples of good practice across the teams, including the Lambeth living 
well network hub which provided a single point of access for the public and 
professionals to all mental health referrals. Lewisham, neighbourhood 1 
promoting recovery team provided support for a group of patients with 
diabetes. 

 Staff used case discussion and formulation meetings to improve the quality 
of care and treatment for patients.  

 Staff feedback to their teams about successful interventions with patients. 
Staff received regular supervision and appraisal and had access to 
opportunities for further learning and development. 

 The trust offered patients the opportunity to participate in innovative 
treatments.  

 Patients were able to access a number of groups held within the community 
including a 'Hearing Voices Group’ that was co-facilitated by patients. 

 

Caring  Accessible, caring and respectful staff. 

 Patient and carer forums were available. 

 An involvement register which enabled patient participation in various tasks 
including recruitment. 

 Patient experience data collected and used to improve the service. 
 

 

Responsive  Most patients knew how to make a complaint and staff responded to 
complaints appropriately. Shared learning was identified. 

 Flexible working with patients. 

 Information available in different formats. 

 Lambeth were aware of the over-representation of black people amongst 
their patient group and were seeking to promote better prevention, improved 
access to appropriate services and improved experience for black people. 

 

Well Led  Domain rated good because although the service had three domains that 
were rated as requires improvement, the team managers and senior 
managers within the clinical academic groups (CAGs) were aware of the 
issues that were found during the inspection. There were proactive plans in 
place to address them. 

 The CAG risk registers reflected the concerns identified during this 
inspection. 

 There were clear governance structures in place for each CAG overseeing 
community mental health services, and a wide range of quality improvement 
projects recently put in place encouraging staff to take a central role in 
improving services. 

 Despite high caseloads, staff morale was generally good, and staff felt well 
supported by their line managers and colleagues. 

 There was a strong emphasis on multi-disciplinary working leading to 
innovative projects between team members bringing different skills. 

 The trust was working closely with other agencies, including the police and 
social services, to address delays in Mental Health Act assessments. 

Table five: CQC Adult Community Pathway: Improvements since, 2015 

MHOA&D 

Domain CQC Identified Improvements 

Safe  An improvement in the standard of cleanliness, with 
no lasting odours. 
 

 An improvement in the level of detail recorded in risk 
assessments. 
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 All wheelchairs were intact and well maintained and appropriate 
hoisting equipment was available for staff. 

 Improved medicines management at these units, including 
dedicated trust pharmacy provision. 

 An improved recording to ensure patients’ food and fluid intake 
was monitored accurately. 
 

 

Effective  Dementia training was being provided both by distance learning 
and at ward level. Staff displayed a good understanding of 
meeting the needs of patients with dementia. The trust had also 
taken steps to recruit to vacancies across the wards, and 
improved staff cover of shifts. 
 

 Staff kept records of when detained patients’ rights were read to 
them and these were audited. We also found that staff offered 
patients copies of their leave forms. 
 

 

Caring  An improvement in the recording of patients’ and carers’ involvement in care 
Planning and assessments.  

 

Responsive  Observed that the vast majority of staff supported patients in a 
caring way, including at mealtimes. The meal experience had 
improved, and some patients were involved in setting tables. 

 Care was provided within gender specific areas. Staff closed 
observation windows when not in use, and further protected 
patient privacy by closing curtains fitted around them 

 The trust provided a service user and carer advisory group, which 
involved patients and carers with experience of the trust’s older 
adults’ services. 
 

  

Well Led  Staff were implementing a number of quality improvement initiatives, 
including Four Steps to Safety, a ‘this is me’ booklet that they prepared with 
patients to go with them when they left the ward and the electronic 
observations for health monitoring, EoBs. 
 

Table Six: CQC MHOA&D Inpatient CQC Identified Improvements since 2015 

 

Acute 

Domain     CQC Identified Improvements 

Safe  All required emergency equipment and medication was in place and in date. 
 

 All the wards had appropriate alarms available and they were in good working 
order. 

 

 Staff completed risk assessments and the assessments were regularly 
reviewed. The trust was rolling out a new risk assessment template, which was 
working well. 

 

 Staff escalated concerns about patients’ physical health promptly. 
 

 Staff recorded more detailed information that allowed the trust to accurately 
monitor how restraint was used. 

 

 Staff on Lambeth Triage understood the meaning of seclusion and if patients 
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were prevented from leaving their rooms for a period the seclusion policy was 
followed. 

 

 Acute wards and three of the four PICUs fridge temperatures were being 
regularly monitored and recorded. 

 

 Staff were mitigating environmental risk posed to patients by a staircase in the 
garden on ES1. 

 

Effective  Patients had their status under the Mental Health Act (MHA) recorded correctly. 
 

 Informal patients were now provided with accurate information about their 
rights. 

 

 Majority of staff had completed training in the MCA and understood how 
it applied in practice. 

 

 Staff assessed the physical health needs of patients well. Many physical health 
care plans were very detailed and provided clear guidance to staff on how best 
to support patients with long term conditions, such as diabetes.  

 Staff actively supported patients to stop smoking and provided good access to 
nicotine replacement therapy with a range of products available to patients. 
 

Caring  The majority of patients described staff as kind and caring. Staff interacted with 
patients in a respectful manner. They spent time with patients and offered 
practical and emotional support. Staff understood the individual needs of 
patients.  

 

 Quality of care plans had improved on the acute wards. Most patients had care 
plans in place that were holistic, patient centred and recovery orientated. 

 

Responsive  Staff kept viewing panels and exterior curtains closed, maintaining patients’ 
privacy and dignity. 

 

 Wards provided a range of activities to patients including access to the gym. 
 

 Rooms available for patients to meet privately with advocates. 
 

Well Led  Staff morale was generally good. Staff felt well supported by managers and 
colleagues. The trust and ward staff were committed to quality improvement 
and innovation. 

 

 Temporary staff completed a brief induction when working on a ward for the first 
time. 

 

 The trust had significantly reduced the number of patients being cared for in 
other hospitals, outside the local area, in the last 15 months. Most patients were 
on wards located in, or close to, their home boroughs. 

 

 Good working relationships between ward staff and home treatment teams 
supported the delivery of effective patient care through the acute care pathway 

 

Table Seven: CQC Acute CQC Identified Improvements since 2015 
 

4.0 Areas for Improvement  

The areas for improvement highlighted by the CQC are outlined in the following pages with subsequent 

progress by pathway
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4.1  Adult Community Pathway 

 

 

Number Must Action Progress 

1 Risk Assessments The trust must ensure that risk assessments and risk 
management plans are always completed and reviewed 
after changes in patients’ circumstances and risk events, 
and stored where other staff can find them easily. 

Psychosis CAG Risk assessment tool tested across three 
teams. SNAP Audit completed in December 2017 results 
feedback into pilot process. Risk Assessment Audit Tool 
guidance for teams developed and disseminated. Audit 
standards 10 cases per team will be undertaken this 
month.  
PMIC CAG – all team leaders completed SNAP audit 
training. Audits completed in November and December 
2017. Improvements noted in  the areas of liaison with 
service users and detailing historical risk events  

2 Care Plan The trust must ensure that each patient has a care plan, 
which is person-centred and includes information about how 
staff will support them. 

Work at trust level on the development of a new care plan 
for community services using QI methodology. Pilot of the 
tool in progress with feedback loop into the CAGs for 
implementation.  

3 MHA Assessments The trust must ensure that patients who require a Mental 
Health Act assessment are assessed without undue delay to 
ensure their safety and that of others. 

MHA Escalation protocol has been developed and 
circulated to relevant staff. Guidance developed for teams 
to record reason for the delay. Offering opportunities to 
review issues and create solutions / lessons learnt. 
Regular monitoring of reasons for delay within CAG /Trust 
forums. Regular Police liaison meeting discussion within 
SLaM. Delays regularly recorded on the incident reporting 
systems.  Routine meetings with AMHP service to clarify 
issues and generate solutions. Daily meetings / contact re 
bed state including at the weekends. These review 
anticipated discharges, delays to discharge and solutions 
to create flow.   

4 Croydon A&L 

assessment target  

The trust must ensure that patients referred to the Croydon 
assessment and liaison team, receive an assessment within 
trust target timescales. 

Two Quality improvement programmes (QI) are currently 

being implemented to ensure Croydon Duty system is 

robust and fit for purpose, streamlining the whole process 

with the aim of reducing waiting times for assessment.  

1. Development of a Croydon A&L duty system screening 

tool 

2. Review and clarification of referral criteria so that we will 
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only offer appropriate face to face assessments.  

3 Additional band 6 agency staff have been recruited (at 

risk) to increase numbers of assessment available in 

Croydon A&L. We are looking to recruit an additional band 

6 agency (at risk) by the end of January 2018.   

 An increase in consultant cover by 6 sessions within the 

A&L team (at risk). Completed three intensive waiting list 

“blitz” days to review and contact all patients on waiting 

list.  (August, October and November 2017). A review of 

the Trust target timescales for assessment is in progress 

and will be complete this by the end of January 2018. The 

waiting list has reduced from 1020 when the CQC 

inspection took place to the current 619 (January 5th 2018)  

 

 

 

4.2  MHOA&D Inpatient Pathway 

 

 

Number Must Action Progress 

1 Training The provider must ensure that all relevant staff complete training in 

mandatory areas including intermediate life support, basic life support, and 

fire safety. 

The MHOA&D&D CAG training completion is being 

regularly monitored and rates are improving. However 

new starters and renewals depending on course 

availability will affect performance figures this is 

normal fluctuation. Scrutiny at operational 

management meetings will ensure consistent accurate 

completion. 

Number Should Action  

1 PH 

Monitoring- 

Rapid Tranq 

The provider should ensure that accurate records are maintained of post dose 

vital sign monitoring after patients receive rapid tranquilisation. 

A Recent review in December 2017 of post rapid 

tranquilisation procedures has demonstrated an 

increase in the completion of correct post procedure 

monitoring. This work is ongoing led by the Modern 
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Matron to support staff to further develop competence. 

2 Sight line- 

Blind Spot 

The provider should ensure that records are maintained of blind spots on each 

ward, to ensure that new staff are aware of these risk areas. 

All blind spots that can be eliminated via estates based 

options such as; mirrors etc have been addressed. 

Those that cannot be eliminated have been clearly 

identified communicated to staff. All blind spots are on 

all ligature anchor point audits and are subject to 

regular review. 

3 Supervision The provider should ensure that all staff receive regular supervision sessions 

in line with the trust policy and that this is monitored effectively. 

Staff supervision rates are monitored regularly. Group 

supervision and individual supervision is being 

provided enabling staff to have a wider access to 

supervision. 

4 Privacy and 

Dignity 

The provider should ensure that staff provide patients with the option of having 

clinical observations carried out in a private area such as the 

ward clinic room or their bedroom. 

 Patients are offered a range of locations to have 

physical observation taken. Where patients decline or 

feel unable privacy screens are in use. Staff are 

starting to Datix issues pertaining to breaches privacy 

and dignity. Demonstrating the development of an 

open and transparent culture where issues need 

resolution and highlighting increased awareness of the 

importance of these issues. 

5 Informal 

Patients 

The provider should review the policy regarding ensuring that informal patients 

are given clear information about their right to leave each ward. 

This has been reviewed by the Trust. No changes 

made to the policy. 

6 Privacy and 

Dignity 

The provider should ensure that staff and patients are aware of how to ensure 

their privacy in the identified bathroom on Aubrey Lewis 1 ward, by 

closing the frosted windows. 

Window covers are being installed to enable patients 

to have the windows open for ventilation of odours. 

Whilst maintaining their privacy and dignity. 

7 Accessibility- 

Bathroom 

The provider should consider the addition of an accessible bathroom within the 

female patients’ area on Aubrey Lewis 1 ward. 

A reviewed had been conducted. It has found an 

assisted bath would not be appropriate, due to size 

and space avalible in the bathroom. However solutions 

of additional hand rails has been identified and are on 

order. 
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8 Living Skills The provider should ensure that patients have access to the laundry rooms on 

the wards, following a risk assessment, to ensure and they are supported 

to maintain their independent living skills. 

All wards completed risk assessment pertaining to 

access to laundry rooms by patients .Staff will offer the 

facility as per individual care plan.  

9 Food The provider should ensure that accessible menus are available to patients 

with dementia, and improve consistency in ensuring that patients have a 

choice of meals. 

The Trust is engaged in ongoing work with food 

provider and hotel services to develop a picture menu. 

However staff are consistently working to ensure 

patients’ are involved in their meal choices. 

10 Risk 

Register 

The provider should ensure that ward managers are made aware of the issues 

recorded on the clinical academic group risk register and further develop links 

between senior management and ward level. 

The MHOA&D&D CAG convened a meeting with the 

ward managers and other senior clinical staff working 

in inpatient services. A discussion was held regarding 

the purpose and process of risk registers. The CAG 

are implementing a system for cascading information 

from the MHOA&D&D CAG risk register. 

11 Informal 

Patients 

The provider should ensure that informal patients on Hayworth ward are given 

clear information about their right to leave the ward in the posters on display. 

The correct information is in place. 

 

 

 

4.3 Acute Pathway 

 

Number Must Action Progress 

1 Staffing The Trust must continue to address the high number of 

nursing vacancies on some wards. 

The CAG Band 5 nursing Vacancy rates has reduced 

significantly in the last twelve months through the 

recruitment strategy and initiatives across the Trust and 

within the CAG. At the CAG’s lowest position it had 112wte 

Band 5 nursing vacancies across the inpatient and PICU 

services.  The CAG is now currently on track to reduced 

the number of vacancies to 18wte by November 2017 

which has been achieved. 

2 Safeguarding The Trust must ensure that all staff recognise potential abuse 

and report safeguarding concerns appropriately. 

The Safeguarding adult Thresholds Guidance for inpatient 

wards has been reviewed and formally agreed at the July 

trust SA committee and circulated to CAG SA leads on the 
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27th of July 2017. This is aimed at helping inpatient staff 

have a better awareness and understanding of when a 

clinical incident may also need to be considered as a 

possible safeguarding concern 

Monthly reporting and monitoring continues at the CAG 

governance exec. 

3 Ligatures The Trust must ensure that all ligature anchor point risks on 

the psychiatric intensive care wards are recorded on the ward 

ligature risk assessment and that staff are aware of the risks 

and how they are mitigated. 

The CAG has twenty wards including four PICU. All ligature 

audits for the 20 wards, including the 4 PICUs have been 

undertaken with the exception of 1 ward (ES2) who is 

currently undergoing a full refurbishment which includes 

ligature reduction work.  Each ward has copy of their risk 

assessment and plans for their mitigation which is review 

monthly at their governance meetings and quarterly at the 

CAG Governance.  

4 Restraint The Trust must develop clear plans to reduce the number of 

patients being restrained in the prone position and monitor 

the impact of actions taken. 

We continue to roll out and embed the 4 steps of safety 

programme on all our wards.  We have developed and 

finalised our reduction of violence and aggression strategy 

for the CAG and are rolling out in all the wards. We are 

now in a position to implement this strategy using some QI 

methodologies.  We have clear reporting structures in place 

with clear data for each ward and are now in a position to 

use data creatively to inform and change practise where 

there are gaps and escalate to the CAG governance exec 

monthly.  We continue to monitor PSTS training and 

compliance through our business and performance exec on 

a monthly basis. 



13 
 

5 Fire drills The Trust must ensure that information about fire safety 

procedures and evacuation is up to date on all wards. Fire 

drills must take place regularly. 

Number of 

Wards 

Required 

number of 

drills per 

ward over a 

12 month 

period ( 1 a 

quarter) 

Drills 

completed 

Percentage 

within 

timeframe 

target 

20 4 41 89% 
 

6 Supervision The Trust must ensure that all staff have regular managerial 

and clinical supervision. 

The Head of Nursing has created and continued to run 

various staff forums within the CAG which serves as a 

series of listening, providing guidance and support events 

to staff 

The Supervision rates are being monitored and group 

supervision and individual supervision is also being 

provided. This enables staff to have a wider access to 

supervision. 

7 Governance The Trust must ensure that governance processes are 

sufficiently robust so that they identify where improvements 

need to be made. 

The CAG Governance structure and process has now been 

reviewed. The CAG Governance Exec meetings continue 

once a month with various sub committees being 

developed to feed back into the CAG Governance Exec, 

which then feedback to the Trust Quality matters and 

Quality Sub Committee.   

 

Number SHOULD Action Progress 

1 PEST control The Trust should take all necessary steps to ensure effective 

pest control on the wards at Maudsley Hospital. 

There is a pest control plan in place on the Maudsley site 

with quarterly reviews of ward incidents relating to pest 

control and actions escalated to Estates and Facilities. 

Since the inspection in January 2017 there have been no 

reported incidents of pest control 

2 MCA mandatory The Trust should ensure that staff continue to increase their 

completion of mandatory training, including Mental Capacity 

Mandatory training compliance is reviewed monthly at the 

Business and Performance Exec and escalations and plans 
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training Act 2005 training. agreed to close any gaps. Supervision is being used to 

address poor compliance with mandatory training.  Mental 

Capacity Act training remains an on-going mandatory 

training requirement for the CAG 

3 AWOL POWELL The Trust should consider why the number of detained 

patients leaving without authorisation on Powell ward is much 

higher than other acute wards, with a view to reducing this 

number. In addition the trust should review the safety and 

security of the garden fence on Johnson ward to prevent 

patients going absent without authorisation. 

In assessing the security of the Johnson garden with the 

WM and E&F the anti - climb metal fence above the brick 

wall was identified as not being of sufficient height and 

robustness to prevent someone who was determined to 

abscond from the garden. In consultation with contractors it 

was suggested to increase the height of the whole length 

by 2 feet with anti-climb ledge at the top of the fence. This 

would not weaken the fence and structure would be 

reinforced. The work was commissioned and completed in 

July 2017 and it is noted that there have been no awols 

over the Johnson garden fence since this action. 

4 Seclusion 

Johnson/EDEN 

The Trust should ensure that the seclusion rooms on 

Johnson and Eden PICUs are repaired promptly. 

The above action has been completed and the ward will 

continue to monitor and escalate any further damage to 

Estates and Facilities. 

5 Croydon PICU 

Leave 

The Trust should review the practice of limiting all patients on 

Croydon PICU to a maximum of 30 minutes of leave at any 

one time and ensure that the granting of leave is based on an 

individual assessment of risk. 

Action has been completed. 

6 PICU care plans The Trust should ensure that patient care plans on the PICUs 

are individualised and goal orientated. 

The CAG has now fully implemented the new care plans 

and subsequently continue to roll out training and teaching 

sessions for all staff.  Weekly training sessions on the 

wards and the PICU has been established since May 2017. 

Care planning and risk assessments groups and weekly 

audits are now in place across all our wards and monitoring 

and reporting is done via various ward forums and monthly 

at the CAG Quality subcommittee. 

7 LD training The Trust should ensure that planned training in learning 

disabilities and autism is made available to all staff on acute 

There are now Learning Disability leads for each ward who 

have gone through specific commissioned LD training with 
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wards and PICUs. London Southbank University (LSBU).  

LD training has been commission and it now mandatory to 

all inpatient staff and the trust training department is now in 

the position to start delivery this training to ward staff.  

8 Clare ward 

weekend leave 

The Trust should ensure that any patients transferred to Clare 

ward at the weekend are not unnecessarily restricted to the 

ward. 

Action has been completed and policy adapted to reflect. 

9 Confidential 

patient 

information 

The Trust should ensure that confidential patient information 

is not visible to other patients and visitors to the wards. 

Actions completed, all wards now have confidential boards 

or a system in place to make their existing patients board 

confidential  

10 Hot and cold 

drinks 

The Trust should ensure that patients know that they can 

have a hot or cold drink when they want one, including at 

night. 

Posters are available on all wards as a reminder to patients 

and staff. It is being discussed weekly with patients in ward 

community meetings and has action has been included in 

patients’ welcome parks on the wards. 

11 Storage locks The Trust should review the possibility of providing more 

accessible lockable storage for patients. 

Lockable storage cupboards for patients is currently been 

sought by the trust E&F team. 

13 Ladywell ward 

temperatures 

The Trust should ensure that ward temperatures at the 

Ladywell Unit are comfortable for patients and staff. 

There is an agreed plan in place to change all the windows 

on the ladywell site to address this issue. Portable cooling 

and heating provision has been install on the wards to 

manage the situation currently while the window work  is 

being carried out. 

 

 


