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Mazars
Recommendation

Responsible Lead
Central Suoort Services

Board Leadership |1. 1.1a The Board wil dthe [ Anna Williams, Company NA Sara Courtney, Acting Chief30.06.16
E d . Nurse (112 & 1.1
i inalltypes of ane Pounds, Interim
the te Director of People and
i d th Communications (1.16)
The Trust needs s |1 /gh the Trust-wide (1128 1.1)
part of a wider mortality review advertised by i
process making better use of data avalable. have been
b d make full quality report.
L.1c Clinical leadership will adopt ' ¢ visits on by the Chief
properly dentified and inves Nurse. This will provi s their
relatives regarding improvement actvities and actions.
1.2a The Board wil lead i i ” i the Trust ‘Anna Williams, Company NA ulie Dawes, Acting Chief |29.02.16
Executive Officer (1.2&
mortality and the implementation of the Serious Incident and v &
120 Formal d t, Mortaity Fash | 1.26)
Report and the Mortality Process Audit Report.
The SIOAC will hear reports on a monthly basis, agenda coordinated by the Chair
The Chair wil report to the Board on a monthly basis
13aA hich, " Mary Kloer, Medical | 290216
char, the Divisional death (AMH) Director (132 and 1.3b)
4 d (13aand 1.30) Mayura Deshpande, Clincal Services
1.3b The meeting i supported by Terms of Reference and Director (specialised Services)
1.3¢ There s Divisional attendance. Sarah Constantine, Cinical Service
Director OMPH In Patients (East 1SD)
Peter Hockey, Cinical Services Director
(West 15D)
uanita Pascal, Clnical Services Director
(North 15D)
Lz Taylor, Associate Director of Nursing
(1.3¢ - all leads are responsible for
Divisional attendance)
1,42 Weekly flash’ Statos fat NA Julie Dawes, Acting Chief 311215
investigation inclusive of deaths - Executive Offcer (142,
1.4 The Flash report will (142& 1.4b) 1aba L4c)
igati Anna Williams, Company
level. Corporate Governance (1.4c)
Lac This will
153 Lead d Associate Paula Hull, Chier [3011.15
support investigators to achieve this. Director of Quality Governance (15D Nurse (1.5, 15b & 1.5¢)
150 (153,150 & 1.5¢) ohn Stag, Associate Director of
and: Nursing, LD TQ21
15¢ A0 be evidenced i the Carol Adcock, Assaciate Director of
Flash report Nursing,
Nicky Bennet, Associate Director of
Nursing, Specialised Services
Lz Taylor, Associate Director of
Nursing, Childrens and Families
(1.5a -all leads are responsible for
Divisional recruitment)
162 d e Paula ing 301115
Investigate serious incidents as part of thei job plans. Director of Quality Governance [I5D's Director AMH, LD & TQ21
16 163) I of Divisional
Nursing, LD TQ21 Director OMPH, East and
J Adcock, of
Nursing, AMH and Families

18/10/16

Nicky Bennet, Associate Director of

(1.62 & 1.6b - Divisional

Liz Taylor, Associate Director of
Nursing, Childrens and Families
(163 & 316b - al leads are responsible

responsitilty and
accountability for ensure
that investigator capacity

lgator capa
relevant Divisions and for escalation to
their Director when issues arise)

“fitfor
purpose’)

other Trusts.

(172)

Sara Courtney, Acting Chief | 30.06.16
Nurse (1.7)

Weekly Flash report in place

Intended Outcome Achieved

Engagement of al clinical staff at all
level

procedure.
Investigations and the involvement of

families.
Through positive

Compliance to the death reporting procedure.
(113)

(112)
External review of family involvement

o
Qualitatively monitored through the monthly 20%
audit. (1.1)

evidence the outcome will be achieved.

September
2016 (11b & 110)

families and loved ones were involved in investigations
they 1ba

peer review
tool (113, 11b & 1.1)

where is
110)

Thursday
morning (1.1¢]

the peer review
reports - focused question related to the death
reporting procedure to which individuals positively
describe the process. (1.13, 1.1b & 1.1¢)

301016

i the plan.

1208

10AC

Serious Incident and Mortality feature within the Board
papers and mintes and is clearly an improvement
priority for the Trust. (1.2 & 1.2b)

310716

That there is ©
monitor and challenge the activities of

v
monthiy.
04.08.

Minutes of the
scrutiny applied to ensuring that the changes within the
(13

the Divisional y Meeting:
e assurance that all deaths are
being investigated correctly.

13b&130)

Results of the qualitative monthiy audit willfeature as
standing agenda item and stimulate discussion which
will promote improvement. (1.3a & 1.3¢)

Key performanc or - that audit will show that in
95% of death reviews through IMA and the 48 hr panel
process the decision to investigate and at what level is
correct. (132 & 13¢)

310716

data for mortality, serious incident,
i is will

executive attention to 'hot spot areas with the

incident, sk and complaints by the executive team.
&140)

42,1

enable a real time'

assurance.

The

“hot spot’

compliance to process s not being

made or i slow. There i also an assurance of

director level resolution.

121.07.16 Flash report now fully embedded in
Tableau - real-time daily reporting
04,08.16 Outcome evidence obtained

eal with this. (1.4c)

310716

‘monthly and

2

Dashboard resuls supporting the Key Performance
Indicator of submission of a quaity investigation report

and through a process of support,
education and feedback increase the.

suppli

ed
A5 of 315t May the Trust reached a position of 87%

quality
Completion / submission of 2 quality
Trus

clearance of the historical Sl backiog.
June

practice

2016,
21.07.16 Compliant to 100% submitted within 60

month period. (1.52 & 1.5¢)

301116

‘monthly and

¥ report provided to SIOAC and the Flash

per

and through a process of support,
education and feedback increase the.

ol
Director escalation

quality
Completion / submission of 2 quality
investigation becomes standard Trust
practice.

ackiog.

capacity and this is now being monitored monthly.
21.07.16 Trajectory monitored on a weekly basis,
capacity in place to cover demand.

to reach
standard. (1.6a & 1.6b)

310716

The

Dashboard results supporting the Key Performance.
o iy

301116

that there i a clear understanding
between the Trust and the

guidance of ‘submission of
60 days'

Sustained for a 6 month period. (1.72)

Completion / submission o a quality
investigation becomes standard Trust
practice.

04.08.16

divisional, corporate and CCG closure panels; supplied

Commissioners

recorded observation (1.7a)

Green - On Track / Beeun

October

~stand



ress

Action Progre
Blue - Complete

Intended Outcome Achieved

Recommendation Responsible Lead
Mazars Recommendations Related Actions Central Suoport Services Resoonsible Lead Divisional Executive Accountabilty | inout Action Timescale __|Green - On Track / Begun Expected Outcome / Benefit Progress Update. actions has led to the intended outcome success
182 Training who v 1 and Incid of ting Chict 31.04.16 Trained Trustto Register of trained investigators for all Divisions who 30,1116
igatir Manager Nursing East IsD Nurse (1.83) meet the requirements of the 2016 | 21.07.16 C 7 i
training system. . Ja Hul, update to the Serious Incident places per annum, toal.  [everys . (1828 18b)
The will be a two day ‘face to face! course and meet the requirements of the 2016 Serious | Director of Quality Governance. | Nursing West 1S Framework NHS England incorporated in Compliance to the 60 day target via monitoring of the
! NHS England. (182) ofn Stag, Associate Director of the questions and answers document. Key Performance Indicator of submission of a quality
This training will include: Nursing, LD TQ21 Outcome - ncrease the quality of the investigation report within 60 working days. 90%
Al related SHFT policies Carol Adcock, Associate Director of investigations and comliance to the 60 achievement to be sustained over a 6 month period.
NPSA guidance tools on report writing in training Nursing, AMH day submission of a qualityreport (182 81.85)
d how Nicky Bennet, Associate Director of requirement.
Nursing, Specialsed Services
Requirement for reporting deaths n detention Lz Taylor, Associate Director of
ive of involving Nursing, Childrens and Far 8
Human Factors all Divisional ADoNs are responsible and!
Complaints management accountable for ensuring that registers
Ulysses system training are kept and capaciy isues are
Legal and inguest overview escalated)
1.8 A register is provided
and their is capacit
192 Quality of and incident | /A Sara Courtney, Acting Crief | 31,0116 Tne quality of the reports wil improve | Qualitycheckist uiised at all panel meetings used | Increase in quality with 85% of reports gaining 310716
air. i the report, The panels | Manager (1.92, 1.9b & 1.9¢) Nurse (192 & 1.9b) through a process i i < st hearing. (1.92) 311016
il utilse the the National grading tool. loaded on to
y ments the decision | demand. (1.9b)
1 asaresult included. This willn turn ensure that the| making at the Corporate panel. Policy and procedures changes resulting from serious
learnt, recommendations and actions, incidents (1.9¢)
timely way from which changes can be Please note timescale for outcome for action 1.9c,
made in practice, for example policy Policy and procedures changes resulting from serious
changes to prevent recurrence. incidents is 31.10.16
1102 Earh e Mary Kloer,  Medical  |310116 Increased involvement of familie in the | The death / ludes | The external 300616
i AVH Director (1102 & 1.10b) investigati i i Duty of Candour. 3009.16
luded The ag the death | (1.102) Mayura Deshpande, Clinical Services investigation s holisti involving the | on the 48 hr panel questionnaire related to this. | investigations.
i d Chris Woodfine, Head i opinions, i The IMA i 3010.16.
participation n the investigation. .
1.10b This wil (1.105) Director OMPH In Patients (East 1S0) omission of care the T tothe
of Patient Engagement and Experience. Peter Hockey, Clinical Services Director and learns from the events. The long improvement actions. (1.105)
(West 15D) term outcome i for SHFT to be. The Trust wilseff-monitor the inclusion of familes
Juanita Pascal, Clinical Services Director evidenced as a Trust who is open and where appropriate through monthly audit of 48hr panel
(North 15D) honest and keen to work in partnership this will rovide inernal evidence that the process is
Lz Taylor, Associate Director of Nursing with familes for service improvement 102 & 1.105)
Childrens and Famil and redesign.
Jennifer Dolman, Clnical Services Please note timescales - Internal review through audit
Director, LD (1.10a - all Divisional leads 300616
are responsible for the 48 hr panel External review through commissioned enquiry
which willinclude addressing family 300916
involverent) 3009.16
.11 dentify and deliver appropriate taining for all non clinica Trust Board members to ensure they | Anna Willams, Company NA Julle Dawes, Acting Chief |30.06.16 o to be 301016
are able o interpret mortaity data. Secretary and Head of Executive Offcer (1.112) the additional skills to interpret and evidenced in the Board minutes and resuting actions.
Corporate Governance (1.113) scrutinise mortality data which is (111)
presented to them. Scrutiny and
challenge willlead to improvement.
Board Leadership |2 e 210 Weekly flash” e status Tate NA Sara Courtney, Acting Chief | 31.12.15 v 3107.16
and Oversight | The report should: investigation inclusive of deaths - Nurse (2.12,21b & 2.10)
1l Geaths of people using a Mental Learning Disability service including | 2.1b The Flash report will (21282.10) data for mortality, serious incident, | executive atention to hot spot’ areas withthe | incident,rsk and complaints by the executive team.
service users of the socialcare sevice - TQ21. i ‘Anna Williams, Company i This wil isional di (212,210 & 210)
b many un i which areas. enable a real time' assurance The
< toCRand |level. Corporate Governance (2.1¢) of ot spot areas of concern where | or further
then onto SIRI. 23 This wil i deal with this. (2.16)
q “pending’
why. This would director level resolution. 121.07.16 AllFlash reports now embedded nto
e Tableau.
with the information 04.08.16 Outcome evidence obtained
.
jde ths. |
themes). This P g i
each quarter will be low and in
deaths.
223 The Board will the Trust ‘Anna Williams, Company WA Julie Dawes, Acting Chief | 29.02.16 place with " the  [3107.16
< ) will Executive Offcer (225, a minimum evider
mortality and the implementation of the Serious Incident and v & the plan. (2.22)
225 Formal - Serious Incic Mortality Flash [2.2¢) of d ch 04,08, Serious Incident and Mortality feature within Board sub-
Report and the Mortality Process Auit Report. Helen Ludford, Associate: NED Chair to report to the Board. committee papers (2.2b & 2.2¢)
2. e ) (Board sub- Serious Incident and Mortality feature within the Board
) Incident and (220) papers and minutes and s clearly an improvement
priority for the Trust, (2.22)
23 providea el ~ NA Sara Courtney, Acting Chief | 30,0116 v & | Detailed 300916
Nurse (2.33) serious and c report (232)
assurance. (23a) Lesley Stevens, Medical Board report for assurance.
Director (23a)
2.4.a Each Division wil all clements of the |l Giles, Performance Team | Paula Hull ing_| Mark Morgan, Divisional | 31.07.16 yand Divisional a ed 300916
v (243) 15D's Director AMH, L0 & 1021 serious i
John st of Divisional aspects for challenge and scrutiny as | the reports. Key focus for improvement. (2.43)
Nursing, LD TQ21 Director OMPH In Patients, pan 04/08/16
Carol Adcock, of Review. be I The system
Nursing, AMH Childrens and Families ! o
Nicky Bennet, Associate Director of | (2.4a - Each Divisional plans. meetings) and the Governance Business Partner s
included in the ToR's to ensure that the action is
Lz Taylor, Associate Director of their own Division) covered.
Nursing, Childrens and Famil
Divisional Leads are responsible for the
reporting which is associated with their
oPR)
Board Leadership |3. includi 3.1a Areview of ‘Anna Willams, Company Gina WinterBates, QG Business Partner | Sara Courtney, Acting Chef | 31.07.16 2015/16 3107.16
analysis d can be made. 7 | Secretary and Head of 2 Nurse (3.12) o

related to mortality and undertaking investigations.

<
Tracey Mckenzie, Head of
Compliance, Assurance and
Quality (3.13 -
responsibility)

Enzani Nyat
M

serious incident management.

2016/17.
2015/16 report on track to be published 30 June:
2016,

04.08.16 Combined Annual Report and Quality
Account published.

(3.12)

18/10/16

Green - On Track / Begun

October

~stand



Mazar
Recommendation

Board Leadership

Mazars Recommendations

4. There i clear national and

Related Actions

Responsible Lead
Central Support Services

Resoonsible Lead Divisional

Trust policy.

, Ulysses.

/ Lead 0 AMH

I
Monitoring
mortality and
unexpected
deaths / attrition

includes.
followed and templates being used.

5. Unexpected deaths should be defined more clearly.

the newly

Lead 10 AMH

| and Inci

Manager (4.13-jont

Georgie Townsend, Lead 10 Childrens
and Families and West ISD.

dolit.

governance team and audited through the IMA / mortality audit.

1a - review
evidence)

) Lead I0 East 1SD

Ni Ccutt Lead [0 LD & TQ21

ponsible for assuring the

romationand mentorn of th sy
i procedure use in Divisions)

Executive Accountability

Sara Courtney, Acting Chie
Nurse (4.13)

Action Progress.
Blue - Complete
Input Action Timescale _| Green - On Track / Begun

310116

Thomas Williams, Ulysses

Mandy Slaney, Lead 10 AMH
L

process

(a.23)

The use.

report.
4. use within the

Investigating Officers.

Kay' J and Incident
Manager (4.25)

4 10 AMH
Georgie Townsend, Lead I0 Childrens
and Families and West It

Angela O Brien, Lead 10 East ISD

Nic Cicutt, Lead I0 LD & TQ21 (.23 -
al are responsible for assuring that
Divisional Investigation Officers are.
trained to use the system correctly)

Sara Courtney, Acting Chie
Nurse (422 & 4.2b)

310116

4.3 The Board

Thomas Wil

ms, Ulysses

Mandy Slaney, Lead 10 AMH
L

the death
investigation 101

512 the Clni

I Leadership of

Kay Wilkinson, S1 and Incident
Manager (4.3a - joint

4 10 AMH
Georgie Townsend, Lead I0 Childrens
and Familes and West sD

) Lead [0 East 1SD
Nic Cicutt, Lead [0 LD & TQ21

(4.3 -all are responsible for assuring
that thei respective Divisions use the
Ulysses ERCA for allinvestigation
report)

Sara Courtney, Acting Chief
Nurse (4.32)

each case. In particular, an't

porting.
what level

{ needs

setting,

(51b&510)

Mary Kioer,
AMH

Mayura Deshpande, Clincal Services
Director

, Ulysses.

5.1c Audit

on @ monthly basis.

1a)

Director OMPH In Patients (East 1SD)
Peter Hockey, Cinical Services Director
(West 15D)

uanita Pascal, Clnical Services Director

Liz Taylor, Associate Director of Nursing

(Childrens and Farniles)

Jennifer Dolman, Clnical Director (L0)
&5.1b-all are responsible for

assuring that thei respective Divisions

use the procedure appropriately an

have a member on the MWG )

Chief
Nurse (5.1, 5. toas 10

310116

311215

Monitoring

deaths / attrition

18/10/16

Mental

6.1 ALL Divisions Incl

be developed.

SiRis)

sorvice sars

Trusts Mental

maz provides a full picture of all deaths, themes, CIRs
incidents
. monitor causes of

and serious

report

release to see.

if the ICD 10 chapters show any trend
4

by using

acute provider

where the Trust has concerns raised with it about care in acute
settings

7. should include a GP as part of its membership.

Tevel

h

(6.13)

Mary Kioer,
(AMH)
Clinical

. Medical
Director (6.1a - for

Director (specialised Services)
Sarah Constantine, Cinical Service

leadership)
Chris Gordon, €00 and

Peter Hockey, Cinical Services Director
(West 1sD)

uanita Pascal, Clnical Services Director
(North 15D)

Liz Taylor, Associate Director of Nursing
(Childrens and Farniles)

Jennifer Dolman, Clinical Director (LD)
(6.13 - each lead responsible for the
meeting in ther Division)

(6.1a - for devising process
and supporting tools)

300116

6.2a Terms of

(6.22)

N/A

Chris Gordon, €00 and
Director of Patient Safety
(6.22)

300116

.32 Divisional y Meetings

 external

the Head of Patient Engagement and Experience.

(630)

(AMH)

. Medical
Director (633 & 6.3b - for

Director (Specialised Services)

Sarah Constantine, Clinical Service
Diectar OMPH I Patients (st 50)

Hockey, Cinical Services Director

(wm 150)
uanita pascal, Clnical Services Director
(North 15D)
sennifer Dolman, Clnical Services
Director (LD & TQ21)
Liz Taylore Assaciate Director of
g (chidrens & Familes
(63 each lead responsible for
the ama.\s in their Division)

leadership)

300116

Exvected Outcome / Benefit

Progress Undate

Intended Outcome Achieved

actions has led to the intended outcome

Audit of 1o the level of

undertaken

50% of mortalty

decision was correct.

Please note timescale for outcome for action Peer

receive the correct level of investigation.

KPI/ 95% target.

por
about the death reporting and serious incident
procedures and how to use them. (4.13)is 31.10.16

310816
311016

Qualiy investigations are produced

310116

Compliance to use of the standard system checked at

Al

practice changes are made to prevent
recurrence.

300316

Bi-annual
(42284.20)

System

Policy and
procedures changes resulting from serious incidents is
311016

310816
311016

Board assurance of the correct use of

310116

‘Audit of the compliance to the use of Ulysses and

Al

investigation processes. The outcome.
willlead investigation

300316

System
310516 A5

The procedure will enable all deaths to
b o

e generted through e ERCA bl o e
Ulysses Safeguard system.

010616
o

made as to whether an investigation is
required by senior clinicians. This will
provide assurance that al deaths which
igaion will be recognised
i1 be notified and.
mcluded e anst opprtuiy.

Auditresult 83%

review of
(43284.3b)

Compliance to the Wmadum will be monitored through

the weekly Flash report. .

Detail of the decision. mahng will be through monthly

audit of 20% of the reports. 5.1¢)
1OAC papers will demonstrate monitoring of

compliance to the procedure (5.1b)

300916

service

Al

2107.16 ¢

from SHET
scrutiny of the clinical model and care.
delivered.

be explored at the MWG,

(6.13)

Audit of these minutes will prove that there i a richness.
of clinical discussion occurring about causes of deaths
and improvements which could be made. 6.13)

Consistent approach to the review of
deaths through Mortality Meetings
across the Trust,

Standardised Terms of
place.

the minutes of the meetings which are shared through a
central SharePoint site which are auditable. (6.23)
Auditof these minutes willp there is a richness.
of clinical discussion occurring about causes of deaths

d improvements which could be made. (6.22)

deaths through Mortality Meetings
across the Trust managed by a Senior
Clinician with the skils to applied
scrutiny and challenge.

Non SHFT attendees should bring a
further aspect of check and challenge:
based on the external view point of the
wider health economy.

the minutes of the meetings which are shared through a
central SharePoint site which are auditable. (6.32)
Non SHFT attendees should be clearly auditable within
the minutes.(6.36)

Green - On Track / Begun

October

~stand



Mazar
Recommendation

Mazars Recommendations

Should be produced.

Related Actions

Responsible Lead
Central Support Services

Resoonsible Lead Divisional

Executive Accountability

6.4a Divisional oy Meetings

committee).

(6.42)

Mary Kloer,
AMH

Mayura Deshpande, Clinical Services
Direct

6.4b Themes.
indertak

“deep dive’

inical Sevice:

Quality (6.45)

. Ci
Director OMPH In Patients (East 1SD)
Peter Hockey, Clinical Services Director
(West 15D)
Juanita Pascal, Cinical Services Director
(North 15D)
Jennifer Dolman, Clnical Services
Director (LD & TQ21)
Liz Taylor, Associate Director of Nursing
(Childrens and Farniles)
(5.42 & 6.4b) - each lead responsible.
for the reporting and thematic analysis
in their Division)

. Medical
Director (6.42 & 6.4b)

Inut Action Timescale

311016

6.5 Data v

Informatics

, Ulysses
Systems Developer (6.52 - joint
responsibility)

Sara Courtney, Acting Chief

Paula Anderson, Chief
Finance Officer (6.52 - joint
accountability)

300116

6.6a All Divisions to use 'Hot Spots', ‘Learning Matters' a

Head of
Compliance, A and

 Lead 10 AMH
Lead 10 AMH

7. Atemplate for a

learning from family involvement.

team learning.

Quality(5.62)

7.1a Creation and publication

demonstration of lessons learned and practice change.

the Clinical
7

23

Quality (712 & 7.16)

Georgie Townsend, Lead 10 Childrens
and Families and West ISD

Angela O Brien, Lead 10 East ISD

Nic Cicutt, Lead [0 LD & TQ21

(6.63 responsible for their allocated
Division)

NA

Lesley Stevens, Medical
Director
Sara Courtney, Acting Chief

(6.63 - joint accountabilty)

Sara Courtney, Acting Chief
Nurse (712 & 7.16)

310316

310316

eople over the age of

ing and Investigation

512
Mental Health (OPMH )

all Older Persons,
hair

process

Thomas Willams, Ulysses
1a)

Sarah Constantine, Clinical Services
Director, OPMH inpatients and East
Division.

Gina WinterBates, QG Business Partner,
0PMH (8.12)

Lesley Stevens, Medical
Director (8.1)

290216

Thematic reviews.

. The Trust, CCG and local authority should undertake a retrospective review of all Learni

place :
the quali P

oa

Tor and

ting Chief

ownership of the terms.

(9.12)

Mary Kioer,
AMH

Nurse (9.1)
Medical

b
<. the decision-making process for PEG insertion

. the hydration and nourishment of service users refusing to eat
. del.

staff and responses in ARE and on wards
1 the inclusion of carers and families in investigations
5. wating times for therapy services and community nursing.

. reporting and acting on safeguarding concerns.

investigation process over the last 2 years.

families in the

(9.16)

Director OMPH In Patients (East 1SD)
Peter Hockey, Cinical Services Director
(West 15D)

uanita Pascal, Clnical Services Director
(North 15D)

Jennifer Dolman, Clnical Services
Director (LD & TQ21)

Liz Taylor, Associate Director of Nursing
(Childrens and Farniles)

(912 &9.1b - responsible for Divisional
partcipation in thematic reviews)

29.02.16 (9.12)
310816 (9.12)
01.06.16 (9.1b)

10.The
fssues raised in this review, including;

management.
b

long term
g physical health

all deaths relating:

providers encompassing a review of referral processes

between agencies.

. Ajoint review with the CCG of recent cases of death relating to serlous eating disorders to

alcohol related deaths

self-referral processes.

10

ownership of the terms.

(10.1a)

Mary Kioer,
AMH

Clincal

ting Chief
Nurse (10.1a)
. Medical

Director, Specialised Services
sarah Constantine, Cinical Service
Director OMPH In Patients (East 1SD)
Peter Hockey, Cinical Services Director
(West 15D)

uanita Pascal, Clnical Services Director

Jennifer Dolman, Clnical Services
Director (LD & TQ21)

(10.1a - responsible for Divisional
participation in thematic reviews)

Director (10.13)

29.02.16 15t workshop
30.09.16 2nd workshop

1L The with reg.

1 v
be reviewed

fong-term
area for greater awareness from a number of cases we reviewed.

1
11.1¢ Attendance data recorded per service.
|

1114 Phy

Learning.

Bobby Moth,
of LEaD

Steve Coopey, Practice
Development lead (11.13, 11,16
and 11.1¢)

Carol Adcock, o
Nursing AMH (1113, 11.1b & 11,1¢)
Mary Kloer, Clinical Services Director
AMH (11,12, 11.1b & 11.1¢)

Kate Brooker, Assaciate Director AMH
(1113, 10.1b, 11.1c, &11.1d)

Johr

sional
Director AMH, LD & TQ21
Sara Courtney, Acting Chief
Nurse

ane Pound, Interim
Director of People and
112,

Director of
Nursing LD (1113, 11,16 & 11.1¢)

1116 & 11.1¢ - joint
accountability)

310716

18/10/16

aofs

Action Progress.
Blue - Complete
Green - On Track / Begun

Exvected Outcome / Benefit

Upward reporting of the mortalty

Intended Outcome Achieved

Progress Undate

actions has led to the intended outcome

provides a richness of information to

meeting.
3,08,

Working Group which are shared through  central

thematic

for further

300816

change -
resetat31.10.16

throughout the Trust.

discussion at the Mortality Meetings.

the minutes of the meetings including the Mortalty
Working Group which are shared through a central
SharePoint site which are auitable. (6.52)
Bi-annual of the minutes will ensure that thi
ed appropriately at the meetings to hig!
themes for further investigation. 6.53)

s being
ht

Evdence

should reduce the risk of potential
recurrence of the incident when the root|

Publications

Ist
121.07.16 Further check underway with the East ISD

related failing.

Reduction in themed oot causes which described a
SHET related failing over a 12 month period, data
provided by audit. (6.63)

op
inthe T

improvement actions can be easily
extracted.

121,07.16 Evidence of discussing thematic reviews at
the Mortality Meetings has not been obtained and

Trust. (7.12)

Reduction in incidents with identical root causes to be
evidenced by audit. (7.16)

04.08.16 Discussed at the MWG, thematic template

300616

| East 15D a
commenced a thematic review

130,08.16 Recovery plan for action 7.1a & 7.1b
submitted to SIOAC and action timescale approved
for change - reset at 31.10.16

2.6
identical root causes (7.16)

311216

311016
311216

ATOPMH i
inline with the SHFT procedures ant

panel.

defined by the 48 hour panel.

Monthiy IMA /
investigations

Geaths over a 12 month period evidence by audit and
thematic review. (8.12)

21,07.16 Evidence.

il be discussed at the MWG

30,0616 -
31,01.17 - Audit after 12 month working under the new
ess of reporting

04.08.16 ol
to be recirculated, East 1SD and West ISD have both
commenced a thematic review

30.08.16 Recovery plan for action 8.1a submitted to
SI0AC and action timescale approved for change -
resetat 31.10.16

proc

311016
310117

reviews are

providers of care to the cohort of
patients.

achieve.

s
reviews that are to be jointly commissioned and Terms.
of reference shared. (9.1a)

SHFT
enduiry into the experience of familie in the
investigation process over the last 2 years as this
has been deemed as extremely important for
guiding improvement activities

Results .1b)

reviews are.

providers of care to the cohort of
patients.

s
reviews that are to be jointly commissioned and Terms
of reference shared. (10.1a)

have staff who are
competentin

I

have been trained. {11.1b & 11.1c)

care needs of
users.
Reduction in the rate.

course. Alternatives are physical health speci
biect.

physical
heaith needs. (11.13)

Physical health

factorin i

inclusive
11168111

Loise Hartland LEaD.

04.08.16 Input evidence request made for
information - meeting was held with ADoNs to
discuss e learning and shorter course options

Auditof
(11.13)

301116

Green - On Track / Begun

October
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Mazars Action Progress. Intended Outcome Achieved
Recommendation Responsible Lead Blue - Complete e
Theme Mazars Recommendations Related Actions Central Support Services Resoonsible Lead Divisional Executive Accountability | Inout Action Timescale | Green - On Track / Begun Exvected Outcome / Benefit Progress Undate actions has led to the intended outcome Green - On Track / Begun
12.7he reviews of th edin the Tud 123 the e ry K 311016 ¥ Thematic 301116
. Medical input and senior medical oversight role of i i Quality | Medical Director, Patient Safety | AMH (12.1a) Director (12.13) tobe created for quality improvement actvites at service level which
b.The role of the care co-ordinator and Safety Committee. and all Clinical Service Directors 12.1a submitted | will be documented in improvement plans.(12.1a)
< (121) plans. 10 SIOAC and nge-|
polypharmacy. he th expert opinion such as, pharmacist | reset at 311016
i lead . where necessary.
. Head of Mary Kioer, Mark M isional | 31.10.16. The of o and Thematic 301116
Compliance, Assuranceand | AMH Director AMH, LD & TQ21 thematic review in an open and circulated Trust-wide. for quality improvement potential for the-
Quality (12.2) 1 300816 1222,
Director, Specialised Services Nurse (12.2a - jointly i i i ivites dis
. ensuring P 31.08. 311016 (1222)
service users where necessary. This will
Peter Hockey, Ciinical Services Director | place and are shared) esultin dynamic service transformation
(West 1sD) which will improve outcomes for
Juanita Pascal, Clnical Services Director patients
(North 15D)
sennifer Dolman, Clnical Services
Director (LD & TQ21)
(12.22 - responsible for Divisional
tion in thematic reviews)
13. Aregular “This should B1a alloPMH " ., Chris Gordon, CODand | 30.06.16 ed chair for each
include a 3 perati i Director, OPMH Director of Patient Safety. inline with the SHFT procedures and | panel eaths over a 12 month period evidence by audit. (13.1a
staff 13.1b A 48 hour panel Clinical Chair (13.1a) Division (13.1b & 13.1¢) (13128 13.10) reasons &13.1b)
Identifying sudden physical deterioration including CPR. igation which i i isi it Lesley Stevens, Medical defined by the 48 hour panel. Physical .
the Ulysses system as per process Director (13.1c) health concerns willfeature as part of management of physical health will be seen over a year
13.1c Within the Terms i oration with be explored. the panel discussion. an evidenced by audit. (13.1c)

14.The E 14 polcy by [Kay 1 and ncident | /A Sara Courtney, Actng Chi | 30.03.16 s
Identifying Deaths | that: is i Manager (14.1a) Nurse (14.1a) NRLS will enable SHFT to accurate. not a data outlier. Please note NRLS data is published 6
oAl 1 benchmarking againstother Trusts months i arears therefore improvement cannot be
14.2a,14.2b) ‘within the sector to ascertain that. ‘measured until the April 2017 publication. (14.1a)
b regardiess improvements made through earning
prominence in the Trust’s reporting systems. (14.3a) from serious incidents has resulted in
(14.42) less harm being experienced by our

. patients.
management system map as expected to NALS and on to CQC. (14.53)

a2 ar and ncdent|W/A Sara Courtney, Acting Chief | 30.03.16 Tothe i [oroa17
investigation sign y the panel under Chair. ‘Manager (14.2a & 14.2b) Nurse (14.2a & 14.2b) NRLS will enable SHFT to accurate not a data outlier. . Please note NRLS data is published 6
i b " months i arears therefore improvement cannot be
panel. measured until the April 2017 publication. (14.2a &
14.20)
Tam i T pems Wy K ing Criet 314215 The outcome vl be that al reportable | 010616 Compliance o the procedure vl be monitored trough | 30.09.16
porting o Nurse (16,32 & 14.36) eaths 100 (1432)
what evel o investgation should be undertken and nvolvesfamilies Thomas Willams, Ulysses | Mayura Deshpande, Cinica Sevices Detalof thedecision making will e through monthly
Director fomiles are included in investigations auditof 20% ofthe repors. (14.36)
1430) Sarah Constantine,Clical serice where appropriate and their questions SIOAC papers will demonstrate monitoring of
Director OMPH I Patents (€ast5D) ansuered in an open and transparent complance to the procedure (14.3b)
Peter Hockey, Clinical Services Director manner.
(West50)
Juanita pascal, Clrical sevices Director
(North 150)
Jennifer Dolman, Cinic ervices
Director (LD &TQ21)
Liz Taylor, Associate Director of Nursing
(Childrens and Familes)
(1432 & 14,30 - responsibl ead for
theirown Divisions)
Ta4a The deatn Lotte Turnr, Risk Vi WA GhrisGordon, CO0and 311215 SHPTwil be compliant to providing_|0106.16 Compliance o he procedure vl be monitored through | 31.04.16
a Thomas Willams, Ulysses Oiector of Paient Safety y < 100%
developed and users to be educated. System Developer (14.4a - joint. (14.42) Detail of the decision making will be monitored through
responsibity) ecordingof reporting deaths and monthiy audit of 20 of thereport. (14.4a)
rocess which is compliant to the
national gudance
14, Fiona Richey, N/A Sara Courtney, Acting Chief | 30.03.16 Monitoring our accurate reporting to the | 01.06.16 Assurance that SHFT is managing the national NRLS 31.04.16
and Nurse (14.52) o accura the 18thof each uplift process corrctly demonstrat
Thomas Willams, Ulysses benchmarking aginst ther Trusts | caencar month. confirmation messages dirctl rom the NALS. (14.52)
cac. ‘System Developer (14.5a - joint. NRLS team
responsibiy) improvements made through earning | tas accurate
from srious ncidents has resuled in
less harm being experienced by our
patents.
Qualty of 15. The sei Trust. 15,12 Rewrite of SHFT i Koy i anincident | /A Sara Courtney, Actng Chi | 30.03.16 a E
Investigation Improvements are needed ir flowchart to provided guidance to staff. Manager (15.1a) Nurse (15.1a) ‘managing serious incidents will improve audits: mortality IMA monthly audit and the bi-annual SI
Reportng i i his compliance to reportng and the quality reportaudi.
n of the investigation. From the iformation ascertained via the peer review
investis i investgator. (15.52, 1 ) reports - focused queston related o the eath
b i off 1553, 1556, 15.5¢, 1559, reporting procedure and srious incdent management.
1560)
12,1526, 15.3a,15.3b, 1
15.43)
Onisiona! Lead ~ Pauia g ing Criet [ 301115 v monthly and | Dashboard resuts supporting the Key Performance | 3006.16
Investgation Oficers. Director of Qualty Governance [1SD's Nurse (15.22) o of deat
John Stagg, Associate Director of . (15.2a)
Narsing, LD 102 and through a process o support, | supplied to Board sub-comittees.
Carol Adcock,Associte Diector of eduction and feedback ncrezse the
Norsing, AMH qualty ofthe investigation reports.
Nicky Bennet, Associate Director of Completion / submission of a quality
Narsing,Specilised Services investgation becomes standrd Trust
Liz Taylor, Associate Director of practice.
Nursing, Chidrens and Familes

(15.2a - responsible for the Lead 10's
for their Divsion)
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Mazars Action Progress. Intended Outcome Achieved
Recommendation Responsible Lead Blue - Complete ne.
Mazars Recommendations Related Actions Central Support Services Resoonsible Lead Divisional Executive Accountability | Inout Action Timescale | Green - On Track / Begun Exvected Outcome / Benefit Progress Undate actions has led to the intended outcome Green - On Track / Begun

1 of have Helen Ludford, Associate. Mandy Slaney, Lead 10 AMH Sara Courtney, Acting Chief 301115 d ) 311216
annum. Lead 10 AMH Nurse (15.33,15.3b & provide quality reports which will prevent reoccurrence. This will be evidenced in a

1 onthea igation report [ (15.3a & 15.3b) Georgie Townsend, Lead 10 Childrens | 15.3¢) establish cause and themes for learning. reduction in the reoccurrence of themes over a 12

following Corporate Panel. and Families and West ISD. month period. (1532, 15.3b & 15.)

153 with Angela O Brien, Lead 10 East ISD

Nic Ccutt, Lead [0 LD & TQ21
(15.32 and 15.3¢ - responsible for their
own Division)

for v learning Helen Ludford, Associate Mandy Slaney, Lead 10 AMH Sara Courtney, Acting Chief |30.03.16 be supportet 3 Continued

Panels and updates to National guidance. Director of Quality Governance | Eileen Morton, Lead I0 AMH Nurse (15.4a) through clinical supervision sessions an which adhere to national standards proven by audit.

(15.42) Georgie Townsend, Lead 10 Childrens changes to National guidance will (15.42)
il cascade through the Trust this will

Angela O Brien, Lead 10 East ISD ensure that a high level of quaity is

Nic Cicutt, Lead [0 LD & TQ21 maintained and the Trust s recognised

(15.4a - responsible for their own as alearning organisation.

311216

Division)
1. report | Helen Ludford, Associate Mary Kioer, Clinical Services Director | Julie Dawes, Acting Chief | 31.12.15 That there. Continued 310316
i it AMH Executive Officer (15.53, i hedules and 1 i . [311216
o the findings of the investigation. (15,5, 15.5¢ & 15.50) Clincal 15.5c & 15.50) review and sign off of quality reports (15.5, 15.5b, 15.5¢ & 15.5¢)
15.5b The Divisional Panel will be Chaired by a Senior Clincian. Director, Specialised Services Mark Morgan, Divisional which in turn facilitates learning and
155c Sarah Constantine, Clincal Service | Director AMH, LD &TQ21 improvement by investigation reports Please note dates for measuring success are:
15.5dThere will b fixed Terms of Reference in place for both levels of panel. i (15.56) oin robust s sctons. e 31.03.16 production of monthly dashboard monitoring
Peter Hockey, Clinical Services Director | Divisional Director OMPH, complete process has executive tool
The panels will i i (West 1sD) 1SD's and Childrens and oversight to assure that it s maintained. 31.12.16 for 12 month audit
els will uanita Pascal, Clnical Services Director | Familes (15.5b)
document to judge quality compliance. (North 15D)
sennifer Dolman, Clnical Services
Director (LD & TQ21)
Liz Taylor, Associate Director of Nursing
(Childrens and Farniles)
(15.5b - responsible for their own
Division)
and | Kay Wikinson, Sl an incident | Mandy Slaney, Lead 10 AMH Chris Gordon, CO0and | 300316 Continued 300616
challenge. Thi isi ality o the Trust and Manager (15.63) Eileen Morton, Lead 10 AMH Director of Patient Safety. 210716 i . [311216
Georgie Townsend, Lead 10 Childrens [ (15.63) of quality | panel (15.63)
tion. Al Lead 10's and Families I

Angela O Brien, Lead 10 East ISD
Jane Bray, Lead 10 West IsD.

Nic Cicutt, Lead [0 LD & TQ21
(15.63 - responsible for their own
Division)

i 04,08,

30.06.16 production of monthly dashboard monitoring
external closure due to the panels concentrating of | tool
311216 for

be collected.

Timeliness of | 16. Reporting the by |16, 2 working days. Kay Wilkinson, S| and Incident | Mary Kloer, Cliical Services Director | Sara Courtney, Acting Chief |30.06.16. Prompt notification of SIs will aidthe | 31.05.16 Timescale calculation - percentage of SI' reported on to | 31.03.16
Investigations | the national guidance. I i and Incident | Manager AMH Nurse (16.1a) i i orting 300616
Team, Mandy Rogers, S Officer Mayura Deshpande, Clinical Services | Mark Morgan, Divisional investigation . This will lead to timely |21.07.16
1616 The s pport | Sam Clark, 1 Officer (16,1~ | Director, Specialised Services Director AMH, LD information beir i

Performance Indicator on the dashboard.

, Clinical Service | Gethin Hughes, (16.1) causes and an opportuntyfor earler | (16.10) Please note that the timescale for measuring success is:
Divisional Di i (1615) 310316

Peter Hockey, Cinical Services Director | In Patients, ISD's and e immediatepatent samyamm “ ms(ls 1b) (16.16) 3006.16

(West 1sD) ildrens and Families which require attenti

Juanita Pascal, Clnical Services Director |(16.16) 31% (5/15) wmpmmms he reporting onto

(North 15D) stets (16.1:
sennifer Do, Cicalsres 04.08.16 ws compliant to the mortality panels
Director (LD & TQ21) being held in 48 hours, should by 95%

Uiz Taylor, Aswuaxe Director of
Nursing, Childrens and Families
(16.1b - responsible for their Division)

Timeliness of | 17. There should 17,15 The SHFT o is no delay in | Kay Wilkinson, SI and Incident | Mary Kloer, Clinical Services Director | Sara Courtney, Acting Chief | 31.01.16 [That the judgement of the 48 hr panel to | 21.07.16 monthly. 300316
Investigations here gat 8 . Each death will | Manager (17.12) AMH Nurse (17.1a) investigate at death will not be percentage. 310816
any delay should have senior sign off. Mayura Deshpande, Clinical Services dependent on the Coroners findings | target. (17.1) investigation has only commenced after a Coroners
race on the el preserton. aéh 45 hou panlChar wil e e awar o s equrement. Director, Specialised Services whih maydelay an nvesigton ruling.(17.1a)
Sarah Constantine, Clinical Service causing a potential loss
Director OMPH In Patients (€ast 1SD) apporuni o eoming and. Please note that the timescale for measuring success is:
Peter Hockey, Clinical Services Director improvement due to time delays. 30.03.16 for dashboard monitoring
(West 15D) 31,08.16 for initial audit results
uanita Pascal, Clnical Services Director
(North 15D}
Jennifer Dolman, Clnical Services
Director (LD & TQ21)
Liz Taylor, Associate Director of
Nursing, Childrens and Families
(17.1a - responsible for their own
Division)
18 families In particul ts [181a of new. Ryan Thomas, Head of Incident | Mary Kloer, Clnical Services Director | Sara Courtney, Acting Chief [31.07.16 The external review into the quality of the experience of | 30.09.16
Families are needed in Nurse (18.1a) SHET b DuwMC inSIRl
& 3 which (this willbe | (18.12) Mayura Deshpande, Clinical Services be
12, 182, 18.5) by Trust poliey Director, Specialised Services ich il support an uteome that the | nvestgation proces overth 4t 2 years s tis | revewed by the Trst. There s an epecaton hathe
b process Sarah Constantine, Clinical Service report wil
assistance offered by local treatment teams (18.32, 18.4, 18.5) participate in the investigation) Diectar OMPH I Patients (st 50) be analysed and
cthe as p o oy Hockey, Cinical Services Director honesty as to any act or omission in required. (18.12)
identif d ion (18.1, 18.33, 18.3b) This is v (w t150) treatment. The FLO will ensure that the o be completed and reported by 30.09.16
Pl d also links to 17.1a) e of uanita pascal, Cinical Services Director families feel supported and that their
. explic and lived ones. (North 15D) voices are heard. Families will be
f e details for . sennifer Dolman, Clnical Services encouraged to be a participant in service|
been p ily. (18.92) i i Director (LD & TQ21) improvement to prevent recurrence of
8. working with b) h (18.1a - responsible for their own what act or omission in care their oved
h. where the other ports with Coroners. There should no lon investigati Division) one may have experienced.
investigations this should be made explict to families and the reasons il tis heard, run The further information which families
explained. (18.2a) it investigatic i is wil provide will assist the investigation and
i divisions in 18.63) /0. provide the trust
understanding of what went wrong.
1825 i i Ryan Thomas, Head of Incident | N/A Sara Courtney, Acting Chief | 31.07.16 That staff y 3 June 2016 The external 300916
famil alsobe. Nurse (18.23) partcipating. Du inSRI

(18.23) investigations wil provide information which will be
by the procedure documents and the reviewed by the Trust. There is an expectation that the
oo who cotactable throughdtls Trust has improved in this area however the report will
supplied on the documents be analysed and improvement actions applied as
required. (18.2a)

o be completed and reported by 30.09.16

‘The monthly DoC audit will supply information as to the
quality of the recording of DoC related actvites on the
Ulysses system. (18.22)
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Recommendation Responsible Lead
m Mazars Recommendations Related Actions Central Support Services Resoonsible Lead Divisional Executive Accountability_| Inout Action Timescale
include e  Lead 10 AMH Sara Courtney, Acting Chief 311016
el " Lead 10 AMH 3b)
howtoinvolve (1832 and 18.30) Georgie Townsend, Lead 0 Childrens
them, fon wit . and Families
report to them. Angela O Brien, Lead 10 East ISD
1836 Theres a o Jane Bray, Lead 10 West 1sD.
Nic Cicutt, Lead [0 LD & TQ21
18, i (18.33 and 18.3b)
families investigations, they would ike addressing
This role wil
panels and
ficers. | \dded 04 311046)
Candour are | Ryan Thomas, Head of Incident | N/A Sara Courtney, Acting Chief | 31.03.16
patients / staff / next of in. Management and Patient Safety Nurse (18.4a and 18.4b)
(18.4)
1853 The Associate | N/A Lesley Stevens, Medical | 310316
documents in Direct Director (18.5)
3 parties and process |Chris Woodfine, Head of Patient
followed. ngagement and Experience
(18.53 - joint responsibility)
op » " v . Ulysses. NA Sara Courtney, Acting Chief | 30.06.16
(18.52) Nurse (18.62)
Auditof be used e
or This wil be reported
back to the different divisions as a performance check.
1872 Data from 0(CaC) | Ryan Thomas, Head of Incident | N/A Sara Courtney, Acting Chief | 310316
QRM process. families in Nurse (18.7a)
(1872)
18 Lesley Stevens, Medical |31.05.16
families in SIR! investigations over a 2 year period. (18.83 - commissioner) Director (18.8)
Helen Ludford, Associate
 families, i inSIRI
Sigati . The review will provide
excellence standard of engagement.
o user | Paula Hul, of of Chief [ 311016
will contain rsing Nurse (1823 )
place. This keeping (18.92) Paula Hull, Deputy Director of Nursing.
an emergency. Simon Beaumont, Head of  [15D's
detail John st of
monitoring) Nursing, L0 TQ21
Carol Adcock, Assaciate Director of
\ therelis 3 i ge Nursing, AMH
i of Nicky Bennet, Associate Director of
be Nursing, Specialised Services
topose Liz Taylor, Associate Director of
their specific questions. Nursing, Childrens and Families
New action as of 04.08.16
18.10 Following the receipt of the external appreciative enquiry into the current qualityof the Paula Hall, Deputy Director of | N/A Lesley Stevens, Medical | 301116
experience of the involvement of familles in SIRl investigations over a 2 year period the Trust will: Nursing Director (18.10a & 18.10b)
18.10a Create a task and finish group to review the reportin detail and focusing on continuing Mayura Deshpande, Associate ane Pound (18.10¢)
Medical Director - Patient
from the cohort of families involved safety
18.10b Re- d i Chris Woodfine, Head of Patient
necessary Engagement and Experience
18.10¢ Review the Trust-wide training v 2 Bobby Moth, Direct
and to whom in the workforce £aD
Farmily Liaison Officer
New action added 28.08.16
18/10/16 7of8
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Action Progre:
Blue - Complete
reen - On Track / Begun

Intended Outcome Achieved

The external review into the quality of the experience of

Duty of ¢ inSIRl

s be

investigations are conduct in an open

el supported and that their
voices are heard

investigations

Trust i
Trust has improved in this area however the report will
be analysed and improvement actions applied as
required.

To be completed and reported by 30.09.16. (18.3b)
The corporate panel process ensures that the DoC has
been achieved where possible for each individual case
and this is recorded on the panel checkist. (18.3b)

Green - On Track / Begun

300916

the

The external review into the qualty of the experience of
Duty of ¢

this effect explain what the DoCs and

appropriate and they wish to be.

launch in the
04.08.16

s be

Trust
Trust has improved in ths area however the report will
be analysis and improvement actions aplied as
required.

To be completed and reported by 30.09.16 (18.42)

The monthly DoC audit will supply information as to the
quality of the recording of DoC related actvites on the
Ulysses system. (18.4a)

Internal thematic review of Serious Incidents will prove
that families have been included in 100% of
investigations where appropriate and they wish to be
involved (18 4a)

300916

Evidence.

and

sioac.
evidence of

To be overseen by the patient engagement and
i 18.5)

minutes,
04.08.16 - Evidence outcome remains red as lay
person s yet to attend 3 x MWG but willjoin the
meeting o 02.09.16 following DBS and reference
checks

30.08.16 Recovery plan for action 18.5a submitted
0 SI0AC and action timescale approved for change |
reset at 31.11.16 to allow for 3 sets of minutes
following the meetings.

301116

the
investigations and to what evel, There
feel supported, able to ask questions and|
that they are receiving honest and open

ing. and
support this. (18.63)
The Corporate Panel checklist will ensure that the
correct level of engagement where appropriate has,
taken place and that this is documented on a case by
case basis for serious incidents. There is an expectation
that the Trust will achieve 100% compliance
undertaking DoC requirements as per Regulation 20
CQC and that this i clearly documented.
Internal thematic review of Serious Incidents will prove
that families have been included in 100% of
investigations where appropriate and they wish to be
involved (18.62)

‘Assurance for CCGs that SHFT is fulfling

4
correctly therefore has robust
information to support that conversation|
and the appropriate level
correspondence has been sent to patient|
and families. The Trust has

and honest and said sorry for and acts or|
omissions n s care which has led to
patient harm.

being undertak
support this

The Corporate Panel checklist will ensure that the

cor here appropriate has
taken place and that this is documented on a case by
case basis for serious incidents. There is an expectation
that the Trust will achieve 100% compliance
undertaking DoC requirements as per Regulation 20
CQC and that this i clearly documented and reported
externally to commissioners. (18.7a)

an external

investigations reviewed.

The external
Duty of Candour and the involvement of families in SIRI

gat be
reviewed by the Trust. There is an expectation that the
Trust has improved in ths area however the report will
be analysed and improvement actions applied as

required.
To be completed and reported by 31.10.16 (18.83)

detais should be avalable and a sharing
agreementin place. This enables early
contact with family members to support
involvement in any investigation.
Families wilfeel involved and that they.
have a voice.

04.08.16 next of
Kin details for some patient / service users.

line of
recorded next of kin details which can be improved

through a targeted unit based communications and
monitoring supported by the record keeping group.

311016

(That the family members and next of kin
are involved, were possible, in the care
of their loved ones and are faciltated to
be involved in an investigations which

appropriate manner.

28.09.16 New action added to address the,

The quantative research undertaken within the first

be repeated to evidence
improvement. (18.10)

The involvement of families and next of kin wil continue|
to be checked and challenged at divisional and
corporate panels. (18.10)

That staff are able to follow policy and procedures fully
understanding the content and application in practice
(18.10b and 18.10¢)

300917

October ~stand



Exvected Outcome / Benefit Progress Undate

Intended Outcome Achieved

actions has led to the intended outcome

Green - On Track / Begun

protocol

investigation

04.08.16 (19.1a) Audit has not yet been completed.
andis featuring as part of the thematic review to be
published 30.09.16 although the evidence outcome.
is red the thematic review is underway and
provide a more detail review than a pure audit.
(19.15) Example of a multi-agency investigation has
been sourced.

30.08.16 Recovery plan for action 19.1a submitted
t0 SI0AC and action timescale approved for change -
reset at 30.09.16 as the audit will complete at this
time

the cc it wil
investigation It not i
engage. and will be able to document this through audit. (19.12)

That all deaths of those under detention | Flag'for

J
Framework.

stipulating that each death in detention has been

and 20.1b)

(201

g’ for
g and
Framework.

stipulating that each death in detention has been

(21.10)

have been trained. (21.2b)

311216
300916

course. Alternatives are physical health specialist
bject.

health needs. (21.22)

discuss e learning and shorter course options

30,09.16 for 51 Q2 audit

cal health
inclusive Audit of
2120 (21.23)
Hartland LEaD.
04.08.16
i DoNsto [31.12. audit and training records

E
competentin of the MH inpatient units.

have been trained.

311216
300916

\DoNs.

users. 04.08.16 Input evidence request made - verbal
MH units are advertsi

physical

health needs.
sical

reduction in the rate of physical health | RN

management featuring as  contributory
factor in Sl investigation reports.

Audit of
(21.32)

30.09.16 for 51 Q2 audit

Please note the timescales for measuring success are:
31.12.16 for Q3 audit and training records

physical health care which willlead to
better standards being delivered.

Tableau

v
information and incidents is easily

skiled doctors and nurses. (21.43)

90% to be achieved through clinical audit of physical
health needs to provide assurance that the Trustis
providing the correct level of physical health care by

High quality correct data which informs the Mortality

311216

300916

accessible through the Tableau system
or use within the Mortalty Meetings.

Mortality Meeting minutes. (22.12)

This i to ensure that al deaths are know to the Trust

and that the procedure is applied with the otcome

being that all deaths which need to be investigated are
is will be evidenced through the

High quality correct data which informs the Mortality

300916

for discussion. 4

to the Trust

Q21 caseload by

Recommendation Responsible Lead
Theme Mazars Recommendations Related Actions Central Support Services __| Resoonsible Lead ivisional Exccutive Accountabilty | input Action Timescale
Multiagency |19.The CCGs, Acute Auth . A Sara Courtney, Acting Chief 30.06.16
working create dent i Nurse (19.12)
then ther organisation between (19.10)
shoud revew or investigae the cicumstances ofa death a1 be cleary define
his group s being lead by the CCG.
i S there process of
Deaths in 20.The lstof all Headof | Mary Kloer, Mark Morgan, Divisional |30.06.16
i deaths Mental Health Act. nformatics A Director AMH, 1D & TQ21
inpatient deaths p bythe theds , Ulysses Divisional
the system i a-|oirector In atients
Incidents. 3 's and chil
v 1 and ncident and Fam
20,16 SHET will fllow the in | Manager (20.16) (20,12 3nd 20.1b - each responsible for |(20.1a.and 20.1b - each
custody. their own Divisions) accountabl for thir own
Divisions)
Deaths in 21, Al deaths of service sers indetention should be investigated, whether expected or not. 21,12 The death o »senvice Resoci Mary Ki Mark Morgan, Divisonal | 300316,
gardiess of i Framework 2015, A flag. Director A Director AMH, LD & TQ21
24/7 nature of been ficssues addressed inthe | trigger a invest v Chair. Thi " ay 1 and Inident clical Oiisional
Terms of Reference for these investgations should include: SHFT Death thataldeaths dand | Manager (21.13) Diector In Patents,
P investgated asa Serious Incdert. ine, i
behaviour presents; Director OMPH I Patients (€ast D) | Families
b that de Terms but il nclude a 211 i3
. Oiisions) fortheir own Divisions)
acute symptoms and that these are made n an nformed or patiens. ohy
manner; o be sought,
. ; This
e o ohy:
Terms of ins,
bc.donde.
21 the five day Bobby Moth, Carol Adeock, Wark Morgan, Bvsional | 310716
ing of Lead Nrsing AVH (2112 and 21.1b) Diretor AWK, LD & TQ21
Steve Coopey, Practce Mary Kioe, Clncal Services Director | Sara Courtney, Acting Chief
2126 Attendance data recorded per service. Development lead (21,13 and | AMH (2110 and 21.16) Nurse
Kate Brooker, Associat Director AMH | Jane Pound, Interim
(21.13 and 21.16) Directorof People and
Kathy Jackson, Head of Nursing Communications (21.1a
Inpatient (OPMH) and 21-oint
accountabiliy)
15 the.[Liz Skeats, HR Business Partner | Carol Adcock, Assocate Director of | Mark Morgan, Divisonal | 310716,
staffng component. (H Divison) Nursing AMH Diretor AWK, 1D & TQ21
Kerry Salmon, HR Business | Mary Kloer, Clnial Services Director | Sara Courtney, Actng Chief
Partner (15D's) A Nurse
Jane Pound, Interim Director o | Kate Brooker, Associate Director AMH (2133 - oint
People and ) lnical
Senvices Director
Kathy ackson, Head of Nursing
Inpatients (OPMH)
(21.33 - responsibl for own Divisons)
2145 Adlnical 2016/17 Tealth needs of . i Adeock, o Divisional [311116
MedicalDirector, Patient afety | Nursing AVIH Director AMH, LD & TQ21
Mary Ki
Helen Algr, Clinical Audt | AVIH
Faciitator Kate Brooker, Associate Director AMH | (21.4a- joint
(1. sennifer
Director LD
10 stage, Associate Director of
Nursing LD
(21.42-responsivl for own Divisions)
information | 22.The d Ui capureall 2212 the Ulysses Headol WA sara Courtney, Actng Chie | 30.03.16
management | deaths of Older People Mental system. The content of tis repor Informatics
Thomas Willams, Ulysses Paula Anderson, Chief
 have died Finance Offcer
(22.12-joint responsi (2212 joint
accountabily)
nformation | 23. place inTa21 at Tazt Head of | CarolCleary, Heatl o Service TQ2L | Mark Morgan, Divisional | 3006.16
management Ta21 be. by al parties nformatics (23.12) Jennifer Dolman, Cinical Service Director AMH, 1D & TQ21
incorporated into v Ta21 ] Diretor (D & TQ21) Paula Anderson, Chief
reporting and investigaton purposes. e i
21 (2312 joint
(23,12 joint responsility) accountabilty)
1810716 8ofs

social
care providers.
04.08.16 Discussed at MWG process now in place

and
being.

Mortality Meeting minutes. (23.1a

investigated. This will be evidenced through the
(2312)

October ~stand



