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	Ein cyf / Our ref: 026/23/FOI 


	Dyddiad / Date: 15th May 2023


Further to your request for information dated 13th April 2023, I am pleased to provide the following response. 
Your request and our response:
Please can you provide:
1. Minutes of the MHLD CPG Senior Management Team dated April 14th 2014


[image: image1.emf]SMT Agenda  14.04.14_redacted.pdf


[image: image2.emf]SMT minutes 14 04  14_redacted.pdf


Please note that any information that is personal has been redacted under

Section 40 – Personal Information of the Freedom of Information Act.

2. Minutes of the MHLD CPG Senior Management Team dated April 19th May 2014


[image: image3.emf]SMT Agenda  19.05.14._redacted.pdf



 EMBED AcroExch.Document.DC  [image: image4.emf]Minutes 19 05  14_redacted.pdf



 EMBED AcroExch.Document.DC  [image: image5.emf]CPG Quality &  Safety Report draft_redacted.pdf


Please note that any information that is personal has been redacted under

Section 40 – Personal Information of the Freedom of Information Act.

3. Can you also provide a copy of the 2016 WAGDU Report discussed at our meeting 14/12/22.

Please find embedded below a copy of the final draft of the report you have requested. We have been unable to locate a final version of the report within the Health Board unfortunately, but the leads within the service who were employed during 2016 have confirmed that the contents are a true reflection of the published report. 

[image: image6.emf]Delivery Unit  2016_redacted.pdf


Please note that any information that is personal has been redacted under

Section 40 – Personal Information of the Freedom of Information Act.


We welcome correspondence through the medium of Welsh

Rydym yn croesawu gohebiaeth drwy gyfrwng y Gymraeg
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MENTAL HEALTH AND LEARNING DISABILITIES CLINICAL PROGRAMME GROUP 
 


SENIOR MANAGEMENT TEAM 
 


MEETING TO BE HELD VIA VIDEO CONFERENCE 
 


ON MONDAY, 19 MAY 2014 at 9.00 AM  
 


A G E N D A 
 


1. Apologies for absence 
 


2. Minutes of last meeting (14.04.14) 
 


SMT Mintes 
14.04.14.doc


 
 


3. Matters arising 
 


4. Quality and Safety Priorities – Governance 
 
Agree meeting structure – SMT/corporate Wednesdays 
 
Acute Care model  
 


5. Organisational Development 
 


Q&S report 
 


CPG QS Report draft 
v7 16 12 13.doc


 
 


6. Miscellaneous Imperatives 
 


 project - SUIs 
 


7. Any Other Business 
 


8. Date, place and time of next meeting – Monday, 02.6.14 2014 at 9.00 am – tbc 
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Clinical Programme Groups 
2013 – 14 Quality & Safety (Q&S) Monitoring  
Report  
 
  


 
  
Name of Committee: Quality and Safety Committee 
  
Subject: 2013 Quality and Safety Monitoring Report 


Mental Health and Learning Disabilities Clinical 
Programme Group 


  
Summary 
or 
Issues of Significance 
 


This paper provides a summary of the progress made to 
date by the Mental Health and Learning Disabilities 
Clinical Programme Group and provides assurances in 
response to specific questions posed by the Health 
Board’s Quality and Safety sub-committee.  The report 
also highlights the key quality and safety priorities and 
associated actions to be addressed by the CPG over the 
next 12 months. 


  
Strategic Theme / Priority / 
Values addressed by this 
paper 


 Making it Safe 
 Making it Better 
 Making it Sound 
 Making it Work 
 Making it Happen 
 One Wales - Bringing People and Services 


Together for North Wales. 
 The Mental Health (Wales) Measure 2010 
 The Mental Health Act 
 The Mental Capacity Act 
 BCU written control document – Investigation and 


Serious Incident Review Procedure (Q&S02). 
 BCU Risk Management Policy and Strategy 
 NPSA – National Framework for Reporting and 


Learning from Serious Incidents Requiring 
Investigation 


 Fundamentals of Care 
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 A Fit for Purpose MH & LD Clinical Programme 
Group  


  
Healthcare Standard 
addressed  


Process for addressing all Standards for Health Services 
in Wales are addressed within this document. 


  
Equality Impact Assessment  
(EqIA) 
 
 


No 
 
 


  
Recommendations: The Committee is requested to accept the report as a 


true reflection of the progress made to date and accepts 
the outlined priorities which will contribute to the Mental 
Health and Learning Disabilities cycle of business for 
2013/2014. 


  
Author(s)  


 
 


 
  
Presented by  


 
 


  
Date of report 13/12/2013 
  
Date of meeting 16/01/2014 
Name of CPG: 
 


Mental Health and Learning Disabilities Clinical 
Programme Group 
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1. Strategies and Plans 
 
 
The CPG has a number of planning priorities which have been identified for 
2013-2014.  These are identified as follows: 
 
1 – Acute Clinical Services Strategy 
 
This strategy requires the CPG to undertake a needs analysis to 
understand/manage increasing demands particularly in relation to suicide, crisis, 
and alcohol dependent patients.   
 
The CPG estate in terms of Ablett, Hergest is unfit for purpose and there are 
particular challenges in terms of Psychiatric Intensive Care, ECT and the 
increasing dementia demands. 
 
Nursing deployment within acute nursing is being reviewed in terms of skill mix 
and development.  Additionally, out of hours medical cover remains a challenge 
with interim plans in place to manage demand.  Liaison assessment services 
remain under pressure and require additional resource.   
 
Implementation of the Acute Care Operational Framework is underway and will 
be reviewed at regular intervals. 
 
2 – Assessment and Treatment Unit 
 
There is a requirement for the development of an Assessment and Treatment 
Unit on the Bryn y Neuadd site.  This forms part of the Welsh Government capital 
programme of works.  Prior to proceeding to OBC, a service model needs to be 
agreed by BCU and the CPG which will of course include revenue implications. 
 
3 – Low Secure and Rehabilitation Review and Reconfiguration 
 
This planning priority requires a needs analysis in terms of population and current 
demands; development of a model/vision for the service; commissioning pathway 
including clinical pathway, procurement and whole system funding; ensuring 
there is fit for purpose NHS provision taking into consideration quality and safety, 
workforce and performance; review of supported living schemes, taking into 
consideration s117 responsibilities, to include third sector provision. 
 
4 – Safe and sustainable Medium Secure Services.  
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The CPG is required to agree gatekeeping and pathway management, taking into 
consideration the All Wales Enhanced Medium Secure provision and the All 
Wales Learning Disability gatekeeping and Medium Secure provision.  A Project 
Board has been developed in relation to this priority. 
 
5 – Eating Disorder inpatient provision.   
 
Consideration to be given to development of a dedicated re-feeding medical 
provision and options for Tier 4 beds. 
 
6 – County Model and Estates rationalisation 
 
The CPG is working to develop and fully implement a County and Integration 
template for counties which will include workforce management, notional 
budgets, pooled budgets, leadership and governance arrangements.  Additionally 
the CPG  will progress the rationalisation and improvement of the community 
bases focussing in this current year on: 


 Hafod Las and Craig Hyfryd relocating to Cefni 
 Plas Brith relocating to Uned Meirion 
 Nant y Glyn and Roslin relocating to Bodnant 
 Hafod, Tim Dyffryn Clwyd and Trefeirian to relocate to a site to be 


confirmed 


7 – Develop and implement a fit for purpose model for Learning Disability 
Services across North Wales. 
 
This will involve a review of Learning Disability Services estate, undertaking a 
joint review of the Learning Disability facilities jointly with the Local Authority.   
Further exploration of resettlement opportunities in relation to Enhanced 
Community Residential services.  A review is to be undertaken of the current 
provision in Foelas (Bryn y Neuadd), and identifying future options for service 
provision. 
 
8 – Unified and Accessible Mental Health Records. 
 
The CPG will work towards the creation of a single Patient Administration System 
– electronic record which interfaces with those in the DGH.  In the interim the 
CPG is working towards an integrated case file which will be introduced across 
the CPG early 2014, this is already in place in parts of North Wales. 
 
9 – Improving Access to Psychological Therapies. 
 
The CPG will develop a model for North Wales which will improve reporting on 
psychological therapy and waiting times. 
 
10 – North Powys 
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The CPG will develop a delivery model for adult mental health and older person’s 
mental health services in partnership with Powys Health Board commissioners 
and SSST providers. 
 
Together for Mental Health is a 10-year strategy for improving the lives of 
people using mental health services, their carers and their families.  
At the heart of the Strategy is the Mental Health (Wales) Measure 2010, which 
places legal duties on Health Boards and Local Authorities to improve support for 
people with mental ill-health. The main themes of Together for Mental Health are: 


 Promoting mental wellbeing and, where possible, preventing mental health 
problems developing. 


 Establishing a new partnership with the public, centred on, Improving 
information on mental health, increasing service user and carer involvement 
in decisions around their care, changing attitudes to mental health by tackling 
stigma and discrimination, delivering a well designed, fully integrated network 
of care, this will be based on the recovery and enablement of service users in 
order to live as fulfilled and independent a life as possible, addressing the 
range of factors in people’s lives which can affect mental health and wellbeing 
through Care and Treatment Planning and joint-working across sectors, and 
identifying how we will implement the Strategy. 


The Strategy is focused around 6 high level outcomes and supported by a 
Delivery Plan. This sets out the actions the Welsh Government and partner 
organisations will undertake to make the Strategy’s vision a reality.  A new 
national Mental Health Partnership Board is overseeing delivery of the Strategy.  
The Together for Mental Health - Delivery Plan Monitoring (Reportable Actions) 
appears at Appendix 1. 


North Wales Collaborative 


A formal Mental Health collaborative meeting has been established across North 
Wales between the Health Board and the Local Authorities whose primary 
function is to oversee the ongoing implementation of the Mental Health Measure, 
but also reviews the integrated working across the services and was instrumental 
in developing the integrated county management model for adult mental health 
services as North Wales. 
 
It receives regular reports on the measure and also links in with the together for 
Mental Health Strategy. 
  
Safeguarding  
 
The CPG has invested in a Safeguarding Lead post to give direction, advice and 
support both at a Strategic and Operational level.  
 
Safeguarding Training 







 


7 
 


 


 
The Safeguarding Lead facilitates the delivery of safeguarding training to all staff 
within the CPG. This is delivered as a whole days training in one of the three 
sites on a monthly basis. The training includes CAADA DASH, PREVENT, 
MAPPA and POVA Level 3. Staff are also encouraged to complete the 
Safeguarding Children’s Level 2 E Learning package as mandatory. The training 
is evaluated and is proving to be enhancing staff knowledge and awareness in 
respect to identifying concerns, reporting and the safeguarding referral process 
which can only add to improving patient safety 
 
Current CPG training compliance (October 2013)  
 


 POVA Level 3 – 48% 
 CAADA DASH – 49% 
 Safeguarding Children Level 2 – 48% 


 
Reporting Framework 
 
The CPG have developed their Reporting Framework which has been approved 
by Corporate Safeguarding. This ensures the CPG has appropriate 
representation on the Corporate Safeguarding Groups and a feed back 
mechanism in place for the CPG to receive information and ensure full 
dissemination. 
 
A Safeguarding Children’s and Vulnerable Adults Group has been developed 
within the CPG and is chaired by the Safeguarding Lead. This group meets 
quarterly. 
 
Other Safeguarding Groups have been developed including a MAPPA 
Operational Group and an Adults Safeguarding Training Sub Group. 
 
CPG representation has also been identified for statutory meetings which include 
Local Safeguarding Children’s Boards and Adult Protection Boards and their sub 
groups. 
 
Protocols/Guidelines 
 
Safeguarding Protocols have been developed to ensure staff have clear 
guidance. They include: 
 


 Children Visiting Adult Mental Health Wards, The Exceptional Admission 
of Children under 18 to Adult Psychiatric Units  


  Supporting Children: Supporting Parents. A North Wales Protocol. 
Parents with severe mental health problems and/or substance misuse: A 
framework for safeguarding children 
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 Currently in draft – MAPPA Operational Protocol & Children Visiting 
Community Bases 


 
Quality and Safeguarding 
 
Safeguarding requires a strong quality and performance process to ensure 
outcomes are measured and high risk areas are managed appropriately. 
 
All Serious Untoward Incidents (SUIs) are reviewed by the CPG and the 
involvement of the Safeguarding Lead is required when safeguarding issues are 
identified. Recommendations are agreed and implemented as part of an action 
plan. The Safeguarding Lead also is involved in Adult Protection Reviews, Child 
Practice Reviews and Domestic Homicide Reviews and ensures good 
communication across the CPG in terms of lessons learned. 
 
The Safeguarding Lead is also involved in cases of allegations of  Professional 
Abuse and works closely with Workforce and the Senior Management Team 
within the CPG. 
 
 
2. Performance 
 
The CPG uses information in its decision making from a variety of sources 
including for example the Mental Health Measure data, intelligent targets data 
and Mental Health Act. It also has a programme to have all its services 
accredited where possible through the royal college of psychiatry accreditation 
service. 
 
The CPG would benefit from an electronic record system both at a direct clinical 
care level and to gather information on services (see planning). 
 
The CPG are actively working with the police on Section 136 issues and 
reviewing cases. 
 
The Risk Management Sub-committee reviews Serious Untoward Incidents 
(SUIs), formal and on the spot concerns and Datix reportable incidents in order to 
monitor trends, including restraint and violence and aggression. 
 
Accreditation for Inpatient Mental Health Services (AIMS) 
 
AIMS is a standard based accreditation based programme designed to improve 
the quality of care in inpatient mental health wards.  A number of areas within the 
CPG have become AIMS accredited or are working towards accreditation.  They 
are as follows: 
 
Audit Audit Title Overall Audit Programme Accreditation 
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Reg 
No 
 


Lead Lead Group Status 


06_263 Inpatient 
Accreditation - 
Clywedog / 
Dyfrdwy 
Wards - East 


  Adult Acute Accredited to 
2014 


 Mesen Fach, 
Bryn Y 
Neuadd 


  Learning 
Disabilities 


 


 Liaison 
Services  


 Adult Acute Accredited 2013 


 PICU 
Treweryn _ 
Taliesin 
Wards  


 Adult Acute Commenced May 
2013 


 
 
Anti Psychotic Prescribing Reduction 
 
We know that most antipsychotic prescribing for people with dementia is 
unnecessary and potentially harmful. The work that has been undertaken at Bryn 
Hesketh around anti psychotic reduction is therefore to be welcomed. It shows 
the recognition within this health board of the risks posed by such drugs to the 
health and well-being of people with dementia and the need for effective 
management. We intend to go further and during 2014 undertake a major 
program of research and audit related to anti psychotic prescribing in north 
Wales.  
 
Mental Health Act.  
 
The CPG produced a Mental Health Act Report (Appendix 2), a DoLS Report 
(Appendix 3), a MHA Statistical Report (Appendix 4), and the MHA Annual 
Report Final Version (Appendix 5). In order to provide assurance to the Health 
Board on the activities associated with the use of the Mental Health Act (MHA) 
1983 within the Health Board’s scope of responsibility between 1 April 2012 and 
31 March 2013, and to provide assurance to the Board that the CPG is working 
within the parameters of the MHA 1983 and MHA 1983 Code of Practice for 
Wales.   
 
The Betsi Cadwaladr University Local Health Board (BCULHB) has one Mental 
Health Act Manager, and two Mental Health Act Administrators (MHAA) based in 
east, central and west localities.  Hergest administrates the Mental Health Act for 
Ty Llywelyn Medium Secure Unit in Llanfairfechan and Learning Disability 
Services in Bryn y Neuadd.  Heddfan administrates the Mental Health Act for Fan 
Gorau EMI Unit, Newtown. 
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25% of patients receiving secondary care have been subject to the Mental Health 
Act 
 
The number of admissions under a section of the mental health act in Wales was 
1717, which equates in total to 15.3% of all formal admissions to both NHS 
(13.8%) and independent hospitals (1.5%) in Wales.  This figure of 1717 is 
actually an increase of 18.3% from the previous report of 2009-2010.  This 
compares to 269 formal admissions and 2172 informal admissions for BCULHB 
(11.02%), which is an increase of 2.49% from the previous report of 2009-2010. 
 


The police have powers under section 136 of the Mental Health Act 1983 to take 
individuals who are suffering from mental health issues in a public place to a 
place of safety for their protection, and so they can be medically assessed. 
Legislative codes of practice are clear that in all but “exceptional” circumstances, 
this should be in a hospital, or other health setting.  The CPG is actively working 
with the multi-agency Criminal Justice Liaison Group to ensure this happens, and 
performance to date is far more encouraging in the North than in the South of 
Wales. 


BCULHB had 290 Section 136’s out of a total of 674 for the whole of Wales 
(43%).  Whilst our numbers of Section 136’s had only increased by 2 in total, 
overall the whole of Wales had seen an increase of 14.5%. However of the 
Section 136’s assessed within BCULHB 62% were discharged which compares 
to 48% discharged for the whole of Wales.  This would suggest that whilst 
BCULHB still have a higher proportion of those discharged following assessment 
of Section 136, there is not the significant disproportionate figure as had 
previously been the case.   
 
BCULHB had 69 patients placed on a Community Treatment Order (CTO) during 
this period compared to 233 for all of Wales, which is 29% of the total; this is a 
10% increase from the previous year.  However, the overall number of CTOs in 
Wales had dropped by 28, (10%) of the overall total.  BCULHB had 27.5% of the 
recalls, (a decrease of 4.5%), and 28% of the revocations (increase of 4%) of the 
all Wales figure. 
 
Under 18’s admitted to Acute Adult Mental Health Wards 
 
The numbers of Under 18’s admitted to an acute adult mental health ward in the 
period of 1 October 2012 – 30 September 2013 has been a total of 7 (2 - Central; 
3 - East and 2 -  West).   
 
This shows a decrease of 3, for the same period in the previous year, which was 
10 (4 - Central; 4 - East and 2 - West).   
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The majority of all these admissions have been on an informal basis.  However, 
where it has required a formal admission, an appropriate placement has been 
sought within 4 days. 
 
Each admission is subjected to an exception report to the Welsh Government.  
 
Mental Health (Wales) Measure. 
 
The CPG monitors its use of the Mental Health Measure through the use of a 
single information system, production and dissemination of data on a weekly 
basis and a rigorous audit programme. 
 
 Key Performance Indicators in relation to the Measure appear at Appendix 6. 
 
The CPG uses various Sharepoint lists to capture quantitative and qualitative 
data about the service patients are receiving, this data is available across the 
entire BCU area, although through restricted access. 
 
Reports are produced on a weekly basis which details the CPG performance 
against a range of Welsh Government and organisational targets. The content of 
the report is discussed at a senior level each week and appropriate remedial 
action taken when required. 
 
The CPG has an ongoing MHM audit programme to ensure that individual patient 
care plans are of a high standard. It is expected that all patients subject to Part 2 
of the Mental Health Measure, will have a Care & Treatment Plan that meets the 
minimum criteria. The audit programme informs the CPG on progress against the 
target; weekly reports are produced and disseminated widely. 
 
The Mental Health (Wales) Measure made a number of important changes to the 
way people with mental health problems can access and receive services.  It 
deals with accessing and receiving care and treatment within primary and 
secondary mental health services.  It applies to everyone, of all ages, receiving 
care and treatment within these services in Wales on a voluntary basis.   
 
All four parts of the Measure were implemented in 2012: Local primary mental 
health support services; care and treatment planning and care co-ordination; self 
referral following discharge from services (up to 3 years); extension of provision 
of Independent Mental Health Advocates (IMHA) support to all inpatients in 
psychiatric hospitals. 
 
The Clinical Programme Group (CPG) is exploring ways of improving data quality 
so as to ensure they robustly capture treatment which commences at a time of 
first assessment.  The CPG strongly believe, supported by the knowledge from 
their team leaders, that the data presented shows a picture which under-
estimates the volume of treatments commenced within 28 days.  Additional work 
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is needed on the data capture process to demonstrate the true position in relation 
to treatment within 28 days. 
 
2013 Summary Performance report appears at Appendix 7 
 
Performance Management report appears at Appendix 8 
 
Quality and Patient Safety Data (CHKS) data appears at Appendix 9 
 
1000 Lives 
 
The CPG has three workstreams in relation to 1000 lives Intelligent Targets. 
 


 First Episode Psychosis 
 Eating Disorders 1000 Lives Intelligent Targets 
 Improving Dementia Care 


 
The 1000 Lives Intelligent Target for First Episode Psychosis (FEP) was 
given in two stages. The first, in 2010, was to: 
 


1. Identify a named lead officer for EIP/FEP services development, with 
responsibility for delivering local implementation of target 2 below.  


2. Undertake an audit to establish the duration of untreated psychosis (DUP) 
for its health community. 


 
The Second stage of the target (2012) is to:  
 


3. Establish a network of competent FEP practitioners, with designated time 
to receive training and offer interventions.  The practitioners to be situated 
in Health Board’s identified pilot sites, which are largely CMHT and 
CAMHS teams.   


4. Establish training in relevant interventions for all Early Intervention 
practitioners across Health Board sites. 


5. Establish a Health Board steering group for implementation of the target 
(with senior management, clinicians, service users and carers) 


6. Audit delivery of Psycho-Social Interventions (PSI’s) for Early Intervention. 
Simple audit criteria are advised ie that interventions are:-  


– delivered by a competent therapist 
– who has received appropriate training 
– who is receiving appropriate supervision regularly, and 
– the service user/ family has attended at least three consecutive 


sessions”. 
 


Current data demonstrates that: 
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1. Our success in identifying cases and assessing and recording DUP was 
initially high, with 100% of expected cases identified in 2011 (although 
DUP data was only available on 70% of them) 


2. There is a steady reduction in case identification and DUP data. In 2013 
30% of expected cases have been identified in the reporting period (this is 
a 9 month period) This means that DUP figures for this year are not 
reliable indicators of performance across the Health Board. 


3. For those cases which have been identified, there is a marked drop in 
DUP. This is more likely to reflect a sampling error than a true drop in DUP 
across this population in North Wales.  


 
 
A comprehensive EIP network was established in 2011, with nominated FEP 
leads from each CMHT and CAMHS service, plus CAMHS consultant 
psychiatrist. This network was trained in DUP assessment using national 
standard with Positive and Negative Syndrome Scale (PANSS) ratings. 
 
There are plans for re-launching the FEP target through the new organisational 
structure. County managers will be given responsibility for data collection in their 
area, and this will be delegated to the Single Point of Access (SPOA) teams. 
Missing data will be completed by the new mental health research officer.    
 
A training course in Cognitive Behavioural Therapy (CBT) for psychosis has been 
designed and delivered to those members of the FEP network without such 
training. A local steering group has convened, but is not yet established with 
representation from service users or carers. 
 
Our audit data in relation to this is incomplete, and does not yet give a reliable 
estimate of Psycho-Social Intervention (PSI) delivery across BCUHB. 
Nevertheless it is moderately encouraging that of 213 cases recorded, PSIs are 
reported as being delivered in 39% of cases.    


 
Planned activity over the next reporting period is as follows: 
 
 Engage county managers in data collection process. All FEP cases will be 


routinely identified in Single Point of Access (SPOA) meetings in county 
teams.    


 Develop FEP lead roles within new county team system. 
 Utilise a new research post to improve data quality. 
 Develop a research development group in Early Psychosis within the 


Mental Health Research Network Cymru. This will help to build an all 
Wales database, and to improve learning across the different Health 
Boards.  


 Upgrade the training programme in CBT for Psychosis, and embed it in a 
new postgraduate diploma course offering training in a suite of 
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psychological therapies. Eventually, to introduce Family Intervention 
training into this programme.   


 
Delivery of EIP care bundles based on clinical and patient outcomes (2013) 
 
Specialist Early Intervention in psychosis has been shown to deliver improved 
clinical outcomes and reduced service costs. As the EIP system in England has 
developed, the evidence for these benefits has become stronger, and this has 
encouraged the WAG to put forward EIP Intelligent Targets as part of the ‘1000 
lives’ programme.   
 
The EIP Intelligent Targets require health boards to collect data on all new cases 
of First Episode Psychosis. The 2010/11 Target required baseline data on the 
Duration of Untreated Psychosis (DUP). The much more ambitious 2012 Target 
requires data on provision of NICE recommended Psycho-social Interventions, 
for example, CBT and Family Intervention. It also requires the development of an 
active clinical service which can reduce DUPs and improve provision of PSIs.  
 
In BCUHB, some progress has been made in the absence of any investment. A 
clinical network has been established, with nominated local leads from most of 
the CMHT and CAMHS teams. Data has been collected on 204 cases to date, 
although for many of these, the data is not sufficient to calculate DUP. At present 
the indications are that: 
 


 Median DUP is reasonably stable at around 5 months 
 Around 15% of FEPs are given psychosocial interventions  
 There is considerable geographical variation in incidence,  
 Around 15% of cases are identified by CAMHS.    


 
In the last year the CPG has designed and run a new training programme in a 
NICE recommended psychosocial intervention – CBT for psychosis – in order to 
improve performance on the implementation aspect of the target. 10 mental 
health workers have completed this course under the CQFW framework. Plans 
are in place for developing this into a broader Master’s level programme in 
psychological therapies. The current challenge to successful implementation is 
that mental health workers face an increasing burden of administrative tasks 
under the Mental Health Measure, which reduce their capacity for time 
consuming, but effective psychosocial interventions.     
 
The Academic Board Annual research conference focussed on these issues by 
inviting the lead clinician from the IAPTG-SMI demonstration site to deliver the 
annual lecture. This has led to further collaboration with this leading national 
team, which will feed into ongoing training developments. 
 
The Eating Disorders 1000 Lives Intelligent Targets were launched nationally 
in mid Wales March 2012 by NLIAH.   These are aimed at driving forward service 
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quality improvements in services for people who have eating disorders, and have 
four main improvement intervention drivers detailed below.   The 1000 Lives 
Intelligent Targets initiative is the result of a collaboration between NLIAH, WAG, 
All Wales Eating Disorders Special Interest Group (EDSIG), and the All Wales 
Eating Disorder Clinical Network.   The main drivers directly relate to the WAG All 
Wales Eating Disorders Framework (2009) which outlines best practice 
recommendations for all health and mental health services providing care and 
treatment to people who have Eating Disorders in Wales. 
 
In the lead up to the Intelligent Targets launch the BCUHB ED Clinical Lead 
conducted the first Welsh Eating Disorder IT pilot audit in 2011, which was a 
small trial audit of secondary care mental health services in the Arfon area of 
Gwynedd.   This highlighted various gaps in services, reflecting a national 
picture. 
 
The North Wales Tier 3 Community Adult Eating Disorder Service (CAEDS) was 
set up in April 2010. 
(see http://howis.wales.nhs.uk/sitesplus/861/page/52745) This small community 
based specialist mental health service is working to steer service improvements, 
but measuring progress in other services is still at an early stage.    Attempts 
have been made to develop Eating Disorder Framework Implementation groups 
and a Management of Really Sick Patients with Anorexia (MARSIPAN) working 
group has been set up, but engagement outside of CAEDS involvement needs 
expanding. 
 
The Clinical Lead gave feedback at the 1000 lives Intelligent Targets NLIAH 
event on 30 September 2013 in Llandrindod Wells.  The conclusion of this event 
was that the improvements needed nationally in Eating Disorders services did not 
easily fit with the 1000 Lives Intelligent Targets methodology (eg run charts).   
This was an All Wales perspective.  
 


Planned activity over the next reporting period is as follows: 
  


- Attention to identified medical beds in Health Board.  Collaborative 
meeting 22 November 2013 re: Tier 4 Option Appraisals with 
WHSSC and All Wales Clinical Network. 


- Access to urgent local medical assessment and medical needs to 
be improved and the planning of these needs to be led by acute 
and community medics– this needs to encouraged and supported 
through the MARSIPAN group, and also the possibility of GPSI. 


- Education and training to new SPOA and primary care (CAEDS led) 
- Deliver training and supervision as per agreed training and 


supervision strategy for Tier 1 & 2 (CAEDS led) 
- Pilot secondary care audit n. 2  in willing site (encourage Tier 2 to 


take lead) 
- Report on Tier 3 outcome data and ongoing audit (CAEDS) 
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Improving Dementia Care – this collaborative aims to address historical 
deficiencies that have characterised dementia care in the UK. To bring this about 
it has established five key drivers that together describe the main areas of 
concern. Those drivers are: 
 


1. To improve memory assessment services. 
2. To improve care on general hospital wards. 
3. To improve community care (including in care homes). 
4. To increase support for care givers. 
5. To improve quality of care in NHS dementia in-patient units. 


 
The collaborative offers a range of interventions and care bundles that if 
implemented are regarded as likely to have a positive impact in each of these 
areas.  
 
For the MHLD CPG the greater attention is focussed upon drivers 1, 3, 4, 5 with 
a lesser focus on driver 2. 
 
Driver 1 - To improve memory assessment services 
 
Waiting times from referral to diagnosis have been subject to discussion 
throughout the life of these targets. The guidance is vague suggesting only 
‘within an agreed timeframe’. This was agreed within BCUHB as being 6 months 
and all memory services have experienced difficulty in achieving this.  
 
Additionally that 6 month timeframe has been questioned by WAG senior medical 
officer as too long. The waiting time within that 6 month period that causes 
concern is the time to assessment commencing and we have agreed with WAG-
SMO to reduce this and consequently to reduce the whole time frame to below 6 
months. Services in west and central are achieving better waiting times than the 
national standard as set by the memory services accreditation program. East 
remain an outlier and has an action plan in place, with weekly monitoring and 
quarterly reporting to WAG-SMO.   
 
Compliance with care bundle the interventions identify a four part care bundle: 
 


 Pre diagnostic counselling 
 Neuropsychological assessment 
 Brain scan 
 Physical health screen 


 
All services are experiencing variances and the narrative behind those reflects 
concerns about the blunt nature of compliance which can sometimes be at odds 
with good practice in an individual case. 
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We have received permission, and support, from Public Health Wales 
Improvement Unit to consider changing these intelligent targets to better meet 
local needs and circumstances. Whilst the memory services pursue national 
accreditation we suggest no changes be made to driver 1. 
 
Driver 2 to improve care on general hospital wards 
 
Whilst responsibility for this sits outside the MHLD CPG we have given 
considerable support to colleagues in the general hospitals to achieve 
compliance. In particular: 
 


 The consultant nurse for dementia has been heavily involved in 
developing and implementing an acute care dementia pathway that 
addresses all the set interventions. 


 ACOS-ops has taken responsibility for developing mental liaison services 
to the general hospitals. 


 
Driver 3 to improve community care 
 
This driver has a single focus upon reducing the inappropriate prescribing of 
antipsychotic medication. The Bannerjee report (DH 2009) suggested 
inappropriate prescribing in around two thirds of cases. Within the MHLD CPG 
there has been piloting of guidelines, training for carers and active reviews by 
consultant psychiatrists. This has led to a 30% reduction in prescribing. 
 
The Dementia Operational forum came into being this summer as the main 
dementia governance group for the health board. The forum is organising a 
widescale audit of antipsychotic use in primary and secondary care. 
 
Latest data shows that of the sample of cases recorded on share point 55% were 
prescribed an antipsychotic, all had this reviewed within three months and all had 
this discontinued within nine months. 
 
Driver 4 improved support for caregivers 
 
This driver aims for the carers of people with dementia to be involved in care 
planning and to have access to therapeutic or educational interventions.  
Throughout the life of this collaborative there have been local and national 
concerns.  
 
In September 2012 the National Core Group reported that services across Wales 
were ‘struggling’ to provide psychological interventions to carers. 
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Locally there were concerns about how best to capture record and present the 
data and an agreement made for CMHT managers to place random samples on 
SharePoint. 
 
Driver 5 to improve quality of care in NHS dementia in-patient units 
 
Across the units that the MHLD CPG has responsibility for there has been 
variability in achieving compliance with the care bundle. Over a 23 month period 
of data collection a mean compliance score of 72.43 has been achieved with a 
range from 43 to 96.  
 
Following discussion with PHW Improvement Unit we have permission to cease 
to work towards this care bundle. The preferred assessment model in future will 
be Dementia Care Mapping which is regarded as a gold standard observational 
method to assess patient well being. This has been undertaken on two of the in-
patient units, both achieving acceptable scores and both having a development 
plan in place. 
 
Planned activity over the next reporting period is as follows: 


 
Further collaboration with Public Health Wales Improvement Unit (who now have 
responsibility for the 1000 lives agenda) to consider making amendments to the 
drivers. From this will come an approved version that will be, in part, specific to 
the health board rather than nationally. We are advised that such an approach is 
concordant with the spirit of the 1000 lives agenda and shows maturity on the 
part of the health board.  
 
Introduction of dementia care mapping to be strengthened by training two 
additional members of staff in 2014. 
 
Piloting of a carers psychological intervention in Gwynedd with a proposal to roll 
this out in each locality.  
 
NICE guidelines 
 
NAAG group request information on adherence to any published national 
guidance (e.g. NICE). Much of this work is co-ordinated by the CPG Governance 
Office, with the role and function of the Clinical Effectiveness sub-group currently 
under review. 
 
The MH&LD CPG has a Medicines Management Group (MMG) which meets 
every 2 months and is chaired by a Consultant Psychiatrist, with support from the 
Mental Health Pharmacist. Additional representation is also from pharmacy, 
primary care and Programme groups. Membership has recently been enhanced 
by the addition of a new LD clinician, GP, matron and primary care & 
psychological therapies. The MMG regularly view an ongoing medicines 
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management workplan and savings plan to prioritise work and keep track of 
progress. The workplan is prioritized from a self analysis of medicines 
management standards produced by the DoH. Progress has been made against 
all these areas over 2012 and will continue into 2013/14. 
 
Work has been undertaken in relation to antipsychotic interactions with anti-
microbials prepared as part of the work on an interactions safety alert. This 
accompanies the alert and expands on the risk of interactions between 
antipsychotics and antimicrobials. 
 
Incidents reported to the MHRA, and it subsequently issued guidance on the risk 
of confusion between drugs with similar names. 
 
National Guidance Compliance Pro-forma appears at Appendix 11 
 
An  SBAR produced in relation to the management of Clozaril appears at 
Appendix 12. 


 
An SBAR produced in relation to Diabetes in Community Mental Health Services  
appears at Appendix 13. 
 
MEDICATION INFORMATION - The CPG has produced a newsletter Appendix 
14 in order to bring relevant information in a concise manner to staff across MH & 
LD and primary care.  
 
Clinical Audit 
 
The CPG has developed a process for dissemination of clinical audit findings. 
This consists of CPG Governance office distributing the proforma for audit leads 
to feedback on projects, highlighting any local discussion and necessary action. 
 
 
Engagement in national audit NCEPOD/initiatives is a priority as evidence by the 
CPG clinical audit programme.  The CPG has engaged in the following National 
Audit Initiatives. 
 
In November 2012 the MHLD CPG subscribed to the POMH UK and as a result 
have undertaken 2 prescribing audits (ADHD and Lithium) across BCUHB 
against NICE guidance. Analysis and reports from POMH UK are pending and 
when available will be presented to staff across BCUHB with an action plan for 
quality improvement. 
 
 An audit on memory drugs in dementia will be available shortly. 
 
National Audit of Schizophrenia. 
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National Audit of Psychological Therapies. 
 
All national audits included within CPG audit Programme. 
 
Clinical leads are identified for all national audit/NCEPOD initiatives. 
 
The CPG actively acts on findings/results from national audit/NCEPOD initiatives 
and findings, action plans and implications for practice are reported to CPG 
management teams and disseminated via CPG Governance Office. 
 
Deprivation of Liberty Safeguards (DOLS) and Mental Capacity Act (MCA) 
 
On 1st April 2009 new safeguards came into force to provide legal protection for 
those vulnerable people in care homes or in hospitals who are deprived of their 
liberty other than under the Mental Health Act 1983.  
 
The former 6 LHB’s in North Wales adopted a joint approach to discharging their 
statutory duties under the Act, and at that time Wrexham Local Health Board was 
the nominated Supervisory Body. 
 
From 1st October 2009 Betsi Cadwaladr University Health Board was required to 
act as both a Supervisory Body and Managing Authority for the Deprivation of 
Liberty Safeguards. 
 
The Health Board is responsible for ensuring a system and process is in place for 
the Supervisory Body and Managing Authority which provides safeguards for 
persons who lack the capacity to consent to care or treatment that is being 
provided, where that care or treatment includes the need to deprive the person of 
their liberty. This is in accordance with the Mental Capacity Act 2005, the Mental 
Capacity Act 2005 Deprivation of Liberty Safeguards Code of Practice and the 
Mental Capacity Act 2005 Code of Practice. 
 
The numbers below summarise the activity of requests for authorization from 5 
April 2013 – 1 October 2013. 
 
Summary   Requests  Withdrawn  Granted 
 
East    4   2   0 
Central   2   0   0 
West    1   0   0 
Out of County  8   1   5 
 
Patient and Carer Experience and Service User/Carer Involvement 
 
The Mental Health and Learning Disabilities CPG have recently undertaken the 
Picker Survey for all adult acute inpatient wards, including older persons’ 
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functional wards.  Appendix 15, 16, 17, 18, 19, 20, 21,22 and 23. The survey 
period commenced on 29.07.13 and concluded on 25.09.13.  The sample size 
was 1095 patients and there has been a 27.4% return rate which Picker report as 
being excellent.  Briefing papers were prepared in partnership with Unllais.  The 
CPG are have received the final report which is appended, and early in 2014 will 
be working with Picker to develop and implement actions for improvement.  
Unllais are also working actively within the CPG in relation to a discharge 
questionnaires, which are provided to all patients on discharge either from the 
acute inpatient units, or from the Home Treatment Team.  There is also the 
Welsh Government 'Your NHS Wales Experience’ Questionnaire (July 2013) 
which will focus on a patient's latest experience of healthcare.  The CPG are 
working with the corporate team to develop an implementation plan.  
 
Additionally, North Powys Adult Mental Health have undertaken a four year 
participatory action research study; a collaboration facilitated within statutory 
mental health services by a mental health nurse manager working alongside six 
people whose identity moved beyond ‘service user’ to embracing that of co-
researcher over this period. The main focus of the study was that the six ‘service 
user’ researchers interviewed 31 people (Narratives) currently diagnosed with 
severe and enduring mental illness and receiving input from the statutory mental 
health services. (Appendix 24) 
 
Health Promotion/Improvement 
 
Motiv8 is an event for individuals, families and cares who have experience of 
mental health, substance misuse or have a learning disability. This event 
encourages people to think about healthy eating, physical health, raising self 
esteem and improving mental health. 250 service users attend annually. 
(Appendix 25) 
 
 
 
 
A process for evaluating patient experience linked to audit has been developed, 
however, there has been no formal evaluation of this process to date. An 
Evaluation of Patient Experience / Satisfaction Flow Chart appears at Appendix 
26. 
 
3. Workforce 
 
The CPG follow the BCUHB'S recruitment guidelines that include references, 
occupational health clearance.  At this point professional qualifications are 
checked and CRB clearance prior to commencing in any post. On appointment  
staff attend the BCUHB'S induction day. Local inductions are carried out and any 
training required would be checked. For workforce in post Annual appraisals are 
carried out that include training required to meet service and individual 
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need. There is a CPG supervision policy that sets standards and frequency for 
managerial supervision. Any performance issues or requirement for further 
training would be discussed in this forum and records kept.  


 
All study leave application forms are collated to ensure that staff are accessing 
appropriate training for their service area and professional development. 


 
In order to ensure that Registered Nurses are Registered with the NMC local 
systems are in place supported by checks each month with those at potential risk 
of lapse. On a monthly basis the Head of Regulation checks with Clinical Nurse 
Specialists and Non medical prescribers that they are up to date with their 
appraisal, supervision and CPD. 


 
A regular Regulation meeting is held to monitor any disciplinary investigations, 
grievances and NMC referrals to ensure they are being dealt with in an 
appropriate timely manner and professional standards are maintained. 


 
The CPG has an Educational and training group that meets monthly and reports 
to the CPG Workforce Standards Group and is chaired by the Head of 
Regulations. 


 
The CPG Supervision Policy appears at Appendix 27. 


 
A Mental Health Act training plan has been approved by the Statutory 
Compliance Committee which will recommend the following to the CPG Board: 
 
Category of Staff Level of training Frequency 
Admin, HCSW, newly 
qualified and new 
starters 


General awareness training.  
Standardised training programme 
provided by the Mental Health Act 
Administrators. 


Mandatory 
every 3 
years. 


Qualified nursing staff, 
Social Workers, 
Occupational 
Therapists, 
Psychology, medical 
staff. 


Intermediate Level. 
Standardised training programme 
provided by the Mental Health Act 
Administrators, and AMHP/Nursing staff 


Mandatory 
every 3 
years. 


Associate Managers 
and Independent 
Board Members. 


Intermediate Level. 
Use of outside speaker, possibly 
specialist Mental Health lawyer. Local 
associated professionals 


6 monthly 


 
Mental Health Act Administrators (MHAAs) are providing two levels of mandatory 
training across the BCU area – General Awareness and Intermediate 
(incorporating forensic).  Training is provided on a monthly rotating basis in 
central, east and west with the occasional ad hoc sessions being undertaken in 
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North Powys and South Gwynedd.  This training is a rolling programme and 
updated accordingly in line with case law and new legislation. 
 
Staff Experience 
 
Multi-Disciplinary Team (MDT) working is the bedrock on which mental health 
Learning disability and substance misuse services are delivered. 
 
Each team has dedicated MDT meetings which are minuted – this is further 
linked to the mental health measure and the introduction of the SPOA system 
across North Wales. 
 
There is an element of relationships in relation to MDT working that can be 
difficult to capture but can be monitored through the supervision arrangements. 
 
There is also a developing collaborative meeting for both mental health and 
learning disability services with senior representatives from each of the Local 
Authorities. 
 
This is further enhanced with the creation of a North Wales partnership board as 
required under the together for mental health strategy. 
 
The North Wales Criminal Justice liaison group has representation from all the 
main criminal justice agencies and is due to host a visit from Welsh government 
officials as it is seen as a model which works well. 
 
The CPG specifically uses service users in many of its developments and 
planning processes. 
 
All staff working on functional wards in Hergest, Ablett and Heddfan have 
received a staff satisfaction questionnaire which the CPG has commissioned 
through the Picker Institute.  Questionnaires have been distributed to staff via the 
Matrons and ward managers.  A second reminder will be sent to those staff who 
have not yet returned their responses.  Questionnaires have been produced 
bilingually in Welsh and English. 
 
The CPG is keen to obtain feedback from staff in order to help us improve and 
develop services in the future and to enable us to benchmark our provision 
against other NHS hospitals, but completing the questionnaire is not compulsory.  
Each questionnaire has a unique identifier.  This enables Picker to identify which 
staff have or have not returned their questionnaires.  However, this information is 
not available to the Health Board and therefore individual staff comments cannot 
be identified.  All information supplied will remain confidential.  Picker will provide 
an initial feedback report early in 2014. 
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BCUs Information Governance department have worked closely with Picker and 
are satisfied that the information held is secure and will only be used for this 
specific purpose.  Picker’s information security procedures exceed NHS security 
levels.  Once the project has finished, data will be disposed of, and a Certificate 
of Destruction provided. 
 
Copies of the staff questionnaire documentation, are appended at Appendix 28, 
29 and 30. 
 
Members of staff from the CPG were invited and encouraged to complete the 
BCU staff survey for 2013.  A total of 721 staff responded which was 16% of the 
BCU response rate.  A copy of the feedback slides appear at Appendix 31. 
 
Staffing costs and Sickness rates 


 
The following table details staffing costs during 2013. 


 


 
The CPG Dashboard relating to staffing appears at Appendix 32. 


 
Medical Staffing 
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The CPG has a process in place to ensure robust job planning is undertaken 
within agreed timescales.  There are currently 58 Consultant staff requiring job 
plans, report has not been included due to Personal identifiable information.   
 
The current position is as follows: 
42 completed 
5 vacant posts (some covered by locums) 
8 job planning dates arranged 
2 new starters 
1 with no date 
 
Compliance is monitored by the medicine and psychology workforce group. 


 
 
 
  
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Staffing levels 
 
The setting of and maintaining safe and therapeutic staffing levels require 
repeated and constant review. A recent Hospital Services in-patient staffing 
review for the MHLD CPG has highlighted a shortfall of 51.59 wte staff when the 
current in-patient staffing establishment is compared to the professional 
judgement model.  
 


Breakdown of Consultant Staff  
Joint Academics   2 
Consultants 50 
Locums/vacant posts/Resignations    5 
Total 58 
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The professional judgement model has been informed by a Mental Health and 
Learning Disability national bench marking tool (Hurst) and supplemented by 
specialist reviews for Psychiatric Intensive Care Services (PICU) and Medium 
Secure Services (MSU). The CPG also has a number of Delivery Unit and HIW 
reports indicating areas where staffing needs to be strengthened. 
 
Currently the MH/LD CPG is striving to manage the gap between required and 
existing staffing levels via increased overtime and bank usage, which is not 
sustainable or desirable over the longer term. MH/LD CPG in-patient services are 
projected to spend £998,000 on overtime (£514,000) and bank (£484,000) during 
2013/14. It is proposed to recruit additional 25 staff from within this projected 
cost. 
 
The staffing gap is currently too big to be exclusively managed by bank and 
overtime. The following risks exist if we do not deliver corrective action:- 
 


 Staff morale decreases  
 Staff work too many hours and become tired, impacting on performance 


and increasing sickness 
 Agreed staffing levels are not likely to be consistently delivered therefore 


impacting negatively on the patient experience  
 
In light of this the following has been agreed. 
 


1. To ensure patient safety it is proposed to recruit 14 band 5 nursing posts 
and 11 band 3 Health Care Support Worker posts, making a total of 25 
wte additional staff to ensure patient safety and assurance. 


2. The CPG will manage the remaining gap via a functioning bank and 
overtime. 


3. Efforts continue to strengthen bank capacity (minimum of 60 named staff, 
who currently do not work into in-patient services), so the remaining gap, 
sickness and 1:1 commitments can be in place. 


4. Plans to develop and deliver sustainable in-patient services are 
accelerated.    


 
 
The following Charts indicate the number of incidents relating to staffing issues 
recorded on DATIX. 
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1. Governance    
 
 
The CPG Governance Structure in relation to sub committees and sub groups 
appears at Appendix 33.  
 
The creation of the BCU brought about a convergence of legacy systems which 
required standardisation to ensure consistent practice across the Clinical 
Programme Group.  As a learning organisation, committed to Patient Safety, 
BCUHB has recognised the need to investigate and learn from serious incidents.  
The publication of the BCUHB Concerns Process (Complaints, Incidents and 
Claims) prompted the CPG to consider its processes.  This process formalises 
effective mechanisms for the investigation of incidents and near misses. This 
applies to all permanent and temporary staff and its aim is to identify and 
promote learning from safety incidents and to ensure remedial measures are put 
in place. Appendices 18 / 19 of the BCUHB Concerns Procedure (Complaints, 
Incidents and Claims) provide a list of incidents classed as “serious” and which 
should be reported to the Welsh Government’s Improving Patient Safety Team.   
 
Incidents are assessed in terms of their seriousness and the level of review 
required is determined by the CPG’s Serious Incident Scrutiny Panel, on receipt 
of the Investigating Officers initial report and in accordance with section 8.1.1 of 
the BCUHB Concerns Procedure. 
 
Standards for Health Services in Wales 
 
The CPG have been undertaking a focussed programme of work to re-align with 
the BCU annual programme of work for evidencing compliance against the 
Standards for Health Services. By the end of December 2013 – all Clinical 
Programmes, Inpatient Areas and Business Support have submitted information 
for collation and upload to the BCU Corporate Governance Sharepoint Portal. 
This will consist of narrative and sample evidence that will demonstrate 
compliance and provide assurance to both the CPG Management Structures and 
the BCU Quality and Safety Committee.  
 
The Standards for Health Service form a crucial part of evidencing service and 
operational quality and sound governance arrangements. CPG’s are required to 
evidence compliance against the 26 standards in a schedule directed by BCU, in 
accordance with the requirement of the Corporate Governance Department  to 
submit an organisational view on compliance and to make submissions for the 
Star Chamber process that assesses and evaluates the Organisations Quality 
Standards within a recognised framework. 
  
Clinical Programmes have been supported to evidence the standards for the year 
to date by the end of December. This workstream is directed and supported via 
the Deputy ACoS’s via the Community Operational Group / COG and Inpatient 
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Operational Group / IOG. Programme Managers and Modern Matrons have been 
provided with the background, schedule, action plan and necessary links to 
enable them to provide the narrative and supporting evidence required and with a 
view to ensure localised ownership of the SfHS and embedding within Clinical 
Structures as standard practice across MHLD. The Assistant Business Manager 
has been supporting and providing guidance as necessary and upon receipt of 
narrative and evidence is collating the submissions into a combined CPG view – 
ensuring that all Clinical and Geographical areas are represented.  
 
Adherence to the Action Plan will enable the CPG to re-align with the Programme 
of Work. The Action Plan details the Standards, Timescales for submission, and 
Leads responsible for submitting the information to the Assistant Business 
Manager. Programme Managers and Modern matrons have adopted a one on 
one approach in majority instance working alongside the Assistant Business 
Manager to ensure feedback is provided for their respective areas in line with the 
Action Plan.  
 
Crucially Clinical Programmes / Service Areas have been requested to highlight 
where areas for improvement exist and detail how such improvements will be 
achieved, supported and reviewed.  
 
From here on the same approach to organising the work stream via COG and 
IOG will oversee the completion of subsequent standards in line with the 
specified timescales, addressing Standards Monthly as per BCU Annual 
programme of Works, in a sustainable and timely manner. In order to ensure 
knowledge and awareness of the Standards are fully embedded at all levels 
across the CPG and meaningful to all staff, Programme Managers and Modern 
Matrons will be supported in establishing a communications process and 
localised Forums for Scrutiny and Self-Assessment within their respective Clinical 
and Geographical Areas. 
 
Currently The BCU Sharepoint Portal has been uploaded with narrative and 
evidence in respect of the following Standards 1,2,3,5,8,10,14,15,18,19,20,24 
and 26. Uploads for Standards 25,6,7 and 9 will be completed by 31.12.13. 
  
The Corporate Governance Department have been appraised of the 
arrangements and are satisfied with both the approach and timescales outline. 
 
Putting Things Right – Dealing with Concerns 
 
Concerns (1January 2013 to 30 November 2013)   


 
Formal Concerns 156 
Other Concerns 23 
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A detailed breakdown and analysis appears at Appendix 34, 35 which includes 
the CPG performance in relation to response time targets, together with trend 
analysis. 
 
The CPG has one formal concern pending where there is likely to be qualifying 
liability and an entitlement to redress. 


 
A detailed breakdown on lessons learned from Concerns and Incident appears at 
Appendix 36 
 
Learning points from reviews are discussed through both the matron and 
community operational groups to help ensure the spread of learning across. 
Specific issues are individually reported on and named individuals asked to 
supply information against agreed goals. 
 
Serious Untoward Incidents 
 
The CPG monitors all Serious Untoward Incidents via the CPG Risk 
Management Sub-Committee to establish initial facts of the incident and will 
consider how best to communicate lessons learned from serious incident reviews 
as well as complaints. 
 
The CPG acknowledges that it process requires review to ensure that service 
users and their carers, wherever possible, are involved in the review process and 
receive support and information during and after the review has concluded.  The 
CPG also needs to ensure that staff involved in any incident are supported and 
involved throughout, and that lessons learned are fed back to the teams in a 
timely manner. 
 
The CPG has a structured and robust serious incident review process which is 
currently under review.  In partnership with NLIAH the CPG trained over 50 staff 
in RCA methodologies which enables them to act as investigating officers and 
undertake concise reviews.  A further two day training event has recently been 
undertaken, whereby senior clinicians received a comprehensive package of 
tools to be utilised in their role as investigating officers.  Following this training 
session, a review of the CPG process is currently being undertaken and will be 
implemented early in 2014.  Lessons learned from all investigations are 
disseminated amongst staff and recommendations are monitored by the SMT. 
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Lessons Learned from SUIs 
 
1 
Record Keeping (Integrated case notes project/Wide dissemination of Good 
record keeping guidance / Corporate training sessions)   
 
2 
Lack of MDT working.  Mental Health Measure / SPOAA meetings 
 
3 
Placement of under 18's. Development of  Under 18 Admissions protocol and 
checklist / Monthly meetings with CAMHS 
 
4 
Sharing information with families issues – review process is underway taking into 
account good practice from other areas. 
 
Claims 
 
There are currently 28 active claims which vary in type from personal injury to 
staff or patient and clinical negligence. A further 6 claims have been concluded. 
Of these 2 were discontinued by the claimant, one was dismissed in court and 
the remainder were settled out of court. 
  
 


Subtype How 
Received? 


Description Opened 
date 


Current 
Stage 


Personal 
Injury - 
Staff 


Legal 
Representative 


Slipped on ice in car park on way into 
work 


24/05/2013 Letter 
Before 
Action 


Personal 
Injury - 
Staff 


Legal 
Representative 


Dementia patient without warning 
attacked member of staff punching her 
in the ribs resulting in fracture and 
visible deformity. 


10/09/2013 Letter 
Before 
Action 


Personal 
Injury - 
Staff 


Legal 
Representative 


Patient attacked HCSW causing cuts 
and bruising to face and head. 


05/12/2013 Letter 
Before 
Action 


Personal 
Injury - 
Staff 


Legal 
Representative 


Patient on ward attacked member of 
staff, injuries sustained - bruising to 
head, neck and thigh and severe 
anxiety. 


13/09/2013 Letter 
Before 
Action 


 
The majority of claims were from members of staff claiming for personal injury of 
which most were due to assaults by patients. 
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Lessons Learned Case Studies 
 
CASE STUDY 1: 
The claimant was referred to Psychiatric Services suffering from mood swings 
and panic attacks.  She was reviewed by various doctors, all of whom on each 
occasion failed to undertake a standard psychiatric assessment.  Eventually she 
was diagnosed with bipolar disorder.  Statements obtained from the relevant 
clinicians indicated that the claimant was not suffering from a significant 
psychiatric illness and she was treated appropriately with regard to her 
presenting symptoms.  The experts agreed that a differential diagnosis should 
have been considered.  Total cost of claim £175,000. 
 
As a result of this the following recommendations were agreed. 
 
That the CPG review its standards for assessment and diagnosis, acknowledging 
different professional perspectives on this subject.   
An audit is to be undertaken regarding the specific recording of assessments and 
diagnosis and staff are to receive training with regards to good record keeping. 
Identified failures: 


 To undertake any psychiatric assessment looking beyond her immediate 
presentation, mood swings and previous history of mood swings 


 To consider or diagnose that she was suffering from bipolar effective 
disorder 


 
The Health Board has subsequently introduced the Wales Mental Health 
Measure (MHM) which formalises the care and treatment plan for each patient 
and policies and audits are based around this measure.  The measure was 
introduced to provide assessment of a person’s mental health and, where 
appropriate, provide treatment for their mental ill health within primary care and to 
create statutory requirements around care and treatment planning and care co-
ordination for all persons receiving care and treatment within secondary health 
services.  As part of the implementation of the Mental Health (Wales) Measure 
regular compliance audits are undertaken and reported.  Progress and outcomes 
are input on to the Sharepoint tool for staff to access and compliance is 
discussed and minuted at the operational managers and modern matrons 
meetings.  This is also supported by the MHM Audit Lead.  Audits undertaken 
show an increase in compliance and audit activity has increased by 15%.  There 
are weekly community operational meetings and weekly modern matrons 
meeting for inpatient activity where the audit results are discussed and 
compliance is fed back to each individual member of staff. If any deficits in record 
keeping are identified bespoke training is provided to individual practitioners if 
required, areas of good practice are also fed back to staff via the Sharepoint 
system 


 Standardised psychiatric risk assessments were introduced in 2010 and 
have been fully implemented since June 2013 across the whole of the 
organisation to ensure consistency within the documentation 
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 The Mental Health Clinical Programme Group (CPG) has linked with the 
corporate medical records department to ensure there is a range of 
training for staff to link in to with regard to good record keeping.  A specific 
event has been arranged for all Mental Health and Learning Disability 
CPG Psychiatrists and medical staff members to attend and the training 
programme includes: 


 Record keeping 
 Record management policy 
 Rules of good record keeping 
 Alert system 


 This training has also been extended to wider staff groups and will take 
place over the forthcoming months on a CPG wide basis within the 
organisation 


 A Risk Assessment and Training Strategy has been developed and 
approved by the CPG Senior Management Team in December 2012.  
Entry level training is available to all registered clinicians with the aim of 
developing their skills in risk assessment, formulation and the 
development of risk management plans for a broad range of risk 
behaviours, to ensure that appropriate consideration is given to the 
individual and contextual factors which impact upon risk level. This should 
enable compliance with the Risk Assessment and Formulation aspects of 
the MHM.  Training is then cascaded from in-house trainers developing a 
pool of staff with significant expertise in training and risk assessment/ 
formulation 


 A Guidance on Good Record Keeping document was approved by the 
Assistant Medical Director in 2012 and every member of staff has received 
a copy 


 The Hergest Improvement Plan has been developed in the West region for 
learning lessons from incidents, which has three components: 


 Datix incident reporting 
 Inpatient survey – currently awaiting the report 
 Development of training sessions around lessons learned – 


currently 60 staff have undergone training, in small groups to 
generate discussion 


 The improvement plan has been viewed as very successful and staff 
feedback has been very positive, therefore this is to be rolled out across 
the CPG in the near future. 


 Record keeping training for all staff has been undertaken and Guidance on 
Good Record Keeping issued to all staff 


 Documentation within the Mental Health CPG has been standardised and 
psychiatric risk assessments have been fully implemented since June 
2013, therefore all patients have a risk assessment completed 


 Record keeping audits are undertaken on a regular basis and outcomes 
monitored closely and the results are fed back to staff 


 Assurance has been gained that remedial action has been fully 
implemented following this incident and lessons have been learned 
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CASE STUDY 2: 
The Claimant was covering a weekend shift at the Imperia Project, Wrexham, as 
bank staff, due to staff shortages undertaking administrative work and only 
covering light relief work, due to a previous operation. 
 


 
 


 
 
The Claimant stated that the Health Board were at fault because there were 
failures to provide him with a suitable and safe place of work, particularly; 


 the client was allowed on the project, without any or any adequate risk 
assessment, having been completed, regarding his previous history of 
violent behaviour 


 there was a failure to warn the Claimant that the client, prior to this 
incident, had displayed violent behaviour, as he had already hit a care 
worker with a saucepan and a knife. 


 
The Claimant sustained injuries to his left shoulder and neck area, causing 
restrictive movement and an excessive amount of pain together with shock, 
trauma and anxiety. 
 
The Health Board accepted during the Pre-Action Period that there was a breach 
of duty, in so far as no adequate risk assessments had been completed and 
there was a failure to warn the Claimant of the previous incidents. The Health 
Board could not evidence that any induction training/information had been 
provided to the Claimant. 
 
Breach of duty was accepted in August 2010. 
 
Lessons Learnt 
Following from the issues arising out of this claim, one of our Modern Matrons 
has reminded all Managers the importance of ensuring that the standard of 
completion and storage of induction training records is adhered to and 
maintained.  In addition  has undertaken an audit to ensure that this is 
being adhered to. 


 
Hard copies of all care plans and risk assessments are also now kept in a locked 
cupboard in a central office.  One of the issues with this case, was that the 
Service User had destroyed the risk assessments.  An assessment was actually 
completed on the Client concerned, in conjunction with his form of placement and 
the complex needs service.  However, his care plan file was destroyed by him.  
The processes have changed to ensure that comprehensive risk assessments 
are now completed in conjunction with the Health Board’s key policies and copies 
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are kept on site and stored in a locked cabinet in a central office.  This will ensure 
availability of information to staff either through the clinical records,or through the 
documents held in the central office. 


 
In addition the Modern Matron has undertaken audit activity in relation to this 
area to ensure compliance and the completion and maintenance of risk 
assessments are now a standing Agenda item in all staff team meetings. 
 
Policy and Written Control Procedure Management. 


 
CPG Process for Approval.  The CPG approval processes have been adapted to 
facilitate prompt scrutiny and approval of documents in development. In addition 
to approval at the monthly CPG Business Meeting, approval can also be given 
via the weekly Senior Management Team Meeting  for key / time scaled Written 
Controlled Documents. All pre-approval checks are undertaken pre-meeting to 
ensure that BCU and CPG process has been fully satisfied. 
 
Improvements in Document Hosting and Communication 
Upon approval Documents are allocated a registered number, the review 
timescale logged and they are hosted on the MHLD CPG Sharepoint portal. In 
response to local and organisational feedback the CPG will be ensuring that 
access to approved MHLD WCD’s is optimised and access to such documents 
extended and improved. BCU Corporate Governance will also be hosting all 
approved MHLD WCD’s on the BCU Intranet under the Policies and Key 
Documents area. BCU Corporate Governance are establishing a hyperlink 
between the BCU Intranet Policies pages and the MHLD CPG Sharepoint Portal 
and this will be operational by December 20th 2013. In addition to hosting 
Approved Documents utilising the BCU Intranet pages will also ensure the CPG: 
 


 Standardise process in line with other CPG’s  
 Can access the live hosting area for documents under development, in 


approved draft status or out for consultation – reducing reliance on mass 
circulars by e.mail and mitigating risks as regards version control 


 Can access the most recent templates and guidance for WCD authors.  
 Can provide BCU Q+S Committee with assurance of key improvements 


and actions as regards Quality and Safety as MHLD CPG documents will 
be accessible to allied CPG’s and MHLD staff members without access to 
the MHLD Sharepoint Portal.  


These revised hosting arrangements will be communicated within the CPG via 
CPG Governance structure and CPG circulation lists and across the BCU via 
Corporate Governance communication processes supported by Corporate. 
 
 
Core WCD Workstreams 
 


1. Operational Protocols 
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Approved Draft Operational Protocols for both Acute Care and Community Adult 
MH Services are both due for review and amendment during December, with 
Consultation and Feedback undertaken in January and subject to scope of 
revision and further consultation required – an approval timescale has been set 
for February 2014. 


 
Programme Managers and Modern Matrons will be supported to develop Draft 
Operational Protocols for the remaining Service Areas before the end of the 
2013-14 Financial Year, for consultation and agreement via Multi-Agency forums 
and CPG Approval within Quarter 1 of 2014-15. This work is already progressing 
with the following documents available in Draft: 
 


 MH Forensic Community Operational Protocol  
 Rehabilitation MH Operational Protocol 


 
2. Forensic WCD’s Action Plan 


Forensic Inpatient and Community Services have revised their WCD action plan 
to ensure implementation timescales within 2013-14 financial year for Phase 1 
Core Documents. Phase 2 Thematic Documents will continue on immediately 
into Quarter 1 of 2014-15, with action plan to be updated and submitted to 
January Business Meeting / SMT for Information and assurance. 


 
Modern Matron and Assistant Business Manager have completed the Major 
Incident Protocol for the Ty Llewelyn Medium Secure Unit. This has been 
presented to the CPG SMT and is currently out for consultation with Partner 
Agencies to agree core roles and functions in the event of a Major Incident. This 
includes North Wales Police, Allied Emergency Services, Ministry of Justice. A 
Joint agreement on processes of transferring responsibility for the Unit in extreme 
cases must be agreed and signed up to by all agencies.   


 
3. Legacy Documents and Standardisation 


All Clinical Programmes via Programme Managers or Modern Matrons are being 
supported to identify WCD priorities for their respective areas in a phased 
approach as has proved optimal and manageable within Forensic Services. 
Rather than adopting an approach of standardising all legacy documents it has 
been acknowledges that a more efficient approach would be to identify and 
address overarching themes that represent each Clinical Programme / Service 
Areas core business and developing a succinct collection of new fit for purpose 
documents.  


 
4. CPG Responses and Actions arising from Serious Untoward Incidents  


Additional support will be directed at those WCD’s highlighted for development or 
revision in response to SUI’s. In line with enhanced approval and communication 
processes within the CPG, this will ensure prompt action is undertaken in 
response to Action Plans and Recommendations following Internal and External 
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Investigations of SUI’s. The scrutiny of this interface will remain with the CPG 
Risk Management Sub-Committee .  
 
 


 5. Please report any other issues deemed appropriate to 
highlight to the Q&S Committee. 


 
 
 
 
 
 
 
 


 


 
Hergest.  The Hergest Unit is a psychiatric hospital based on the Ysbyty 
Gwynedd site. Through 2011/12, a number of concerns have been raised by 
groups of staff and service user / carer organisations.  
 
Concerns relating to the Hospital Estate led to an environmental review of the 
unit in 2011 and changes were made to the reception, remedial action for ligature 
points and a new Section 136 suite. A visit by the Executive Nurse in 2011 also 
raised concerns. A series of serious untoward incidents through 2012, including 
critical comments from a coroner led to the CPG organising for an external 
review team (the team) including medical and nursing expertise to provide an 
opinion on the standards and working practices in the Hergest Unit. A report for 
the HB Quality Safety LOG was provided in September 2012 detailing the 
background to this process.  To bring about change and building on the themes 
the Health Board and CPG put in place the HIP. The work of the HIP began in 
February 2013 and for the last 8 months has been working to improve care 
experience, systems and controls, training and overall improved relations 
between staff, service users and management. In May 2013, the DSU carried out 
their review of the Hergest Unit and interviewed service users and carers, nursing 
and medical staff and reviewed the MDT records over a number of days. 
 
The Hergest Unit is currently subject to a Delivery Unit (DU) action plan and a 
HIW action plan and this is contained within a broader HIP. The HIP action plan 
now includes the recommendations that have arisen from the DU review, HIW 
inspection, 1000lives inspection and recommendations from an Environmental 
Review in 2011.  Hergest Improvement Programme Report appears at Appendix 
10. 
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Delivery and Support Unit.  The Delivery and Support Unit (DSU) have 
reviewed all three acute inpatient units, Hergest, Ablett and Heddfan during 
2013.  During their reviews they the DSU interviewed service users and carers, 
nursing and medical staff and reviewed the MDT records over a number of days.  
They provided informal feedback at the end of the reviews.  The Hergest report 
was received in September 2013 and the Ablett report in October 2013.  We 
await receipt of the Heddfan report.  The Hergest and Ablett reports appear at 
appendix Appendix 38 and 39, together with the DSU feedback slides from 
Heddfan – Appendix 42, 43.  There are/will be action plans to support each of 
these reports. 
 
Risk Assessment and Asking Difficult Questions.  The CPG has responded 
to the Welsh Government requirement for 50% of clinical staff to receive training 
in risk assessment.  Over the pat 12 months a team of 10 Asking Difficult 
Questions (ADQ) trainers have been providing a rolling programme of training 
with good compliance and further dates scheduled for 2014. The document to 
support this training appears at Appendix 37. 
 
Healthcare associated infections/Infection control  


 
The CPG has an infection control sub committee which is chaired by the ACoS 
Nursing and has a membership which includes all Modern Matrons.  Minutes of 
the most recent meeting in November 2013 appear at Appendix 40. 
 
A document detailing the CPG Management arrangements for the control of 
Clostridium Difficile appears at Appendix 41. 
 


MH & LD reported infections via 
sharepoint   
      
 MRSA C-Diff Viral Gastro Other  Minutes 
Jan 0 0 0 0  
Feb 2 0 1 0  
Mar 1 0 0 0  
Apr 0 0 5 0  
May 1 0 0 0  
Jun 3 0 0 0  
Jul 0 1 0 0 No infection reported in minutes of IC Meeting 


Aug 2 0 0 0 
One outbreak reported in minutes, not clear 
which infection 


Sep 3 0 0 0 None reported in minutes 
Oct 0 0 1 0 1 MRSA reported in minutes 
Nov 0 0 0 0  
Dec      
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Examples of issues covered are detailed below. 
Hand Hygiene 


 


Hand Hygiene Average Score, By Area
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Hand Hygiene Compliance, by Area


0


10


20


30


40


50


60


70


80


90


100


Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sept


C


E


W


 
 
 The performance of participating wards remains high, however compliance relating to 


data input / recording is variable. It is a requirement that Hand Hygiene data forms part of 
the All Wales Nursing Dashboard.       Target 100% 
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Mental Health & Learning Disability CPG  
Minutes of Senior Management Team Meeting held on Monday, 14th April 2014  


Via VC Bryn-y-Neuadd and Heddfan  
 


ATTENDANCE: 


1.  
  


2 Minutes of Meeting held on 17th January 2014  
 Minutes were accepted as a true and accurate account of the meeting  


3. Matters Arising   


3.2 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
3.3 
 
 
 


Interim Report – Update report 
 
Supervision of Band 6 – Expanded OOH nurses East and West. 
 


 set of agreed cost pressures, we can claim money once we start 
incurring costs.    asked if there Is there a legger. 
 
Band 7, Clinical Risk Manager post, (to include 3 In-patient Acute SUIs, 
training and risk assessments). – Not gone to VCG.   asked are they 
AMP?  if so there is a JD for AMP.   Specialist Nurse Band 7 in OOH 
Service. Need to get cost pressures sorted ASAP.   reported money is 
spent. 
 
AGREED -  to write an SBAR for next meeting.   to send Clinical 
Risk Manager JD to    
 
TMG – reported this meeting is not happening.  No commitments 
from trainees. 2 meetings already cancelled. Tomorrow’s meeting looking 
likely to be cancelled. AGREED – to write to  
 
 


 Update for Operational Group –  asked for update re 
Healthcare Standards in relation to scoring.  We are currently scoring 1 
(38%).   in discussion with Q&S Committee.   suggested 
small period of time for additional information to be gathered.   2 things 
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7.2 
 
4.10 
 
 
 
 
 
 
 
 
 
 
 


required,  
1. Ops Manager to supply detail 
2. Somebody to pick it up.   


 
 suggested  in Wrexham.   


 
AGREED – to meet with .  Need for reporting 
system from Operational Groups for next year.   to speak to  


 re timeline. 
 
CPG Website - Defer 
 
Heddfan Falls –  updated – CPG had 5 falls in Wrexham OPMHS over a 
period of time.   has completed a paper.  The 5 falls have also 
been identified as a risk (outlier) by  has asked Governance Team 
to complete Falls Chart.  , we need to be clear as to whether we have a 
problem with falls.  trying to get some evidence to send to Flynn Team 
and let them get guidance on whether we have a problem with falls or 
not.  
 
AGREED - to ask  to complete another paper.  to send 


 copy of falls paper for minutes. 
 
Quality and Safety Metrics –  has suggested CPG complete a 
metrics on staff attitude.     
 
AGREED -  and  to aim to get a paper by Thursday.   to make 
reference to CPC.   
 


 
 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 


 
 


4. Quality and Safety Priorities – Governance   


 Tawelfan Update –  presented a paper dated April 2014 and also 
update on Review of OPMH Services for SMT and CPG Board in May.  
First part about Tawelfan.  Ward remains closed and investigations into 
Tawelfan on-going together with Review with WOD investigation.  
Second part of paper re external review.  TOR agreed and attached (Flynn 
and Eley Associates).  The Flynn Eley Review taking place today and a   
Steering Group, supported by the CPG is in place to support. 
Recommendations made.    
 


 to add 2 more actions –  
 


1. We have an agency locum staff grade doctor who is not on our 
establishment looking after patients at Bryn Hesketh.  


2. We don’t have a pathway, we should have a pathway around 
admissions, we have a problem because we don’t have a 
pathway.  We should have a moratorium on Out of hour’s 
admissions, we have had a few problems.  Don’t know if we’ve 
told YGC, we need to get  to write short 
information paper.  Scheduled organic unscheduled care to go to 
Care of Elderly Wards, not agreed with YGC.   Every admission 
needs to be seen by a consultant.  asked for this paper to go to 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 







Minutes of SMT Meeting held on 14 th April 2014  
HGO/GR – 14th April 2014  


2 


 


CPG Board in May.    gave a cautionary note, CPG are so 
detached from this Review,  has tried to keep hold of it, 
offering his services and attend the Steering Groups.   
 


AGREED -  to discuss at Ops meeting today and ask for 
somebody to complete paper.  stated CPG to make sure all OPMH 
Staff are systematically briefed that this will be happening, copy of TOR 
from Flynn and Eley Associates.   Right people to attend 6 workshops in 
the forthcoming weeks.  to talk to  and  


 
 
Tawelfan – e e-mail from  re RCA transcript of handover.   
contacted  provided her with documents and they’ve come 
back stating very limited personal information (Level 1) requirement.  
Suggestion made CPGconsider sending a letter of apology to member of 
staff who is    Need to feed this into the review.   
 
AGREED - Discuss at Thursday’s WOD meeting.    to discuss with 
Andy to feedback into WOD meeting.  
 
Hergest Action Plan / Royal College of Psychiatrists report following visit 
to Hergest Update –  has paper submitted paper to CPG Board in April.  
Hergest Senior Nurse meeting continues to monitor plans an  has e -
mailed  over weekend to ask that the Hergest Operational Group 
monitors the updated plans.   not sure HOG does that  has prepared 
a paper for  to send to HIW outlining the improvements since 
they visited in December.  No reply from .    
 
AGREED - to send paper to  
 
DD Action Plan – Update on information received from HIW.   
Bristow slight delay in transcripts going interviewees.  More information 
requested from .  In terms of timescales, May - debrief with Review 
Team, May/June - drafting of the Report, June – Reviews Quality 
Assurance & Stakeholder Factual Accuracy checks,  June/July – debrief 
with HB/Stakeholders July – publication.   Will keep  updated.  
 
AGREED -   to set meeting up.  
 
Q&S Report –  – Got date now, also got template of report.  We did 
have draft report ready for January.  Really need to go through report 
again to update.  Meeting on 3rd July 2014.   suggested presentation.  


 - Say what we are doing and highlight risks.   to work with .   
 
Governance Structure – – Discussed at CPG Board on 9th April 2014. 
 
AGREED -  to distribute updated paper. 
 
Standards for Health Services in Wales –  – Discussed. 
 
Internal Audit Plan 14/15 – Document from  on document library.  


 
 
 
 
 
 
 


 
Ops Meeting 


 
 
 
 
 
 
 
 
WOD 


Meeting 
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Internal Audit plan for year.  Lot of work to be done.    
5. Organisational Development   


 Bryn-y-Neuadd – Site Operational Management –  – Interim 
management plan.  Need to get moving.   to discuss at Ops Group.  
 
Estates Issue –  – Ligature work carried out by  needs to 
come to SMT.   needs to understand that we are admitting patients 
into high risk areas.   to send doc to     All units across N Wales have 
ligature risks.  Chief of Staff needs to be aware that patients are being 
admitted to high risk areas.  Review on-going at present in Wrexham.     
 
AGREED -  to make list of priority Estate issues.    
 


 
Ops Group 


 
 
 
 
 
 
 


 


6. Miscellaneous Imperatives   


 Financial Report and Saving Schemes p11 –   
 
  asked  how quickly could we re-jig budgets to reflect local 
operational management teams?   indicated once staffing details 
received it shouldn’t take long.  
 
AGREED -  and need to go through with and bring back to 
SMT in near future.   
 


 
 
 
 
 
 


 


7. Any Other Business  
 None. 


 
 


8. Date and Time of Next Meeting -  
 Monday, 28th April 2014 at 9.00 a.m. – venue to be confirmed. 


Whole meeting will be around Q&S Report.  
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1. CONTEXT 


Two enquiries have been undertaken in recent years into the quality of care provided to 
older people with a mental health problem within Welsh NHS hospitals.  The first, ‘the 
Andrews’ Review’, investigated the care provided to frail older people, many of whom had 
mental health problems, on general health wards in Abertawe Bro Morgannwg University 
Health Board (2014).  The second, ‘the Ockenden review’, investigated the quality of care 
provided on the Tawel Fan ward at Glan Clwyd Hospital in Betsi Cadwaladr University Health 
Board (2014). 
 
Both of the reviews were established in response to concerns raised by families about the 
quality of care provided to relatives on these wards.  Their findings led Welsh Government 
to seek assurance that the quality of care being provided to older people with mental health 
problems in Wales is of an acceptable standard. It arranged a series of spot checks to be 
carried out in approximately half of the older people’s mental health units in Wales.  The 
findings of these visits were published in a Welsh Government report (2014).  Health Boards 
were required to take immediate and longer term action in response to their individual spot 
check reports.  
 
In order to examine the extent to which improvements have been made the Delivery Unit 
(DU) was tasked to undertake an assurance review. It was to include every NHS specialist 
older people’s mental health unit in Wales, focussing on the delivery of progress against the 
spot check reports and the governance mechanisms in place to assure the quality of older 
people’s mental health services. 
 
An older persons’ mental health inpatient community of practice has been established to 
enable continuous improvement through sharing the learning from the spot checks across 
Health Boards and the findings and recommendations of the DU assurance review.  
 
2. APPROACH AND METHODOLOGY 


The DU terms of reference were shared with each Health Board in preparation for the 
review focussing upon the following: 


• The safeguarding of patients 
• The provision of quality care and treatment 
• The creation of a dementia and older person-friendly environment 
• The involvement of carers and families 
• Leadership and oversight  
• The learning of lessons from concerns 
• Workforce development 


Each Health Board provided the DU with background information and developed a 
programme of field visits in line with these terms of reference.  
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The field visits focused upon the following activities: 
 


 A formal semi-structured interview with the Health Board’s mental health leads 
 A visit to each ward and the completion of a ward audit  
 An audit of a sample of each ward’s in-patient records 
 Informal meetings with carers and relatives 
 Informal meetings with clinicians in the multi-disciplinary teams 
 Informal meetings with other stakeholders 
 Observation of nursing handovers 
 Observation of ward rounds 
 A review of progress against the Trusted to Care Spot Check recommendations 
 


The DU undertook field visits to Betsi Cadwaladr University Health Board between the 16th 
and 20th February 2016.  


 
3. PROFILE OF THE BETSI CADWALADR UNVIVERSITY HEALTH BOARD 


(BCUHB) OLDER PEOPLE’S IN-PATIENT SERVICE 


The BCUHB Older Person’s Mental Health Service is comprised of 5 in-patient wards provided 
in four sites (Appendix 3). In addition older people with a functional mental illness living in 
Gwynedd and Anglesey are admitted to the Hergest Unit at Ysbyty Gwynedd. This unit was 
therefore included within the review but was added whilst on site. As such it was not subject 
to as rigorous a review as the other units. The service comprises a mix of assessment and 
longer stay beds with the second lowest number of older peoples’ inpatient beds in Wales 
with 44.7 per 100,000 of its over 65 population (this number does not include the 16 beds 
used for older people at the Hergest unit).  


The service sits within the the Mental Health and Learning Disability Division and is led by a 
senior team comprised of The Director of Mental Health and Learning Disability, the Medical 
Director and the Mental Health and Learning Disability Director of Nursing. Each of the three 
localities has a locality manager and a matron. 


The Director of Nursing for Mental Health and Learning Disabilities has been delegated 
responsibility for quality and safety. 


4. KEY MESSAGES 


The age and casemix on functional older peoples wards including the Hergest Unit needs to 
be taken into consideration and urgent steps taken to mitigate potential safeguarding risks. 
The Health Board has undertaken significant planning and audit work in response to critical 
reviews. It demonstrates that the Health Board is identifying lessons but this does not 
appear to consistently translate into actions that improve service delivery . 
 
The management structure requires review and revision to ensure that it aligns with  the 
Health Board’s strategic intent and that operational oversight is effective. 
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Nurse and psychiatry vacancies need to be further addressed in order to reduce the  
reliance on bank nursing and locum psychiatrists. 
 
A number of initiatives such as dementia care mapping, Care to Talk and John’s Campaign 
need to be celebrated, rolled out and reenforced maximising their impact. These should 
continue to be supported by the excellent in house training programme recently introduced. 
A sense of optimism was evident within the service following recent appointments to key 
leadership roles within the Division. 
 
All staff felt confident that they would be able to raise concerns and if they did, they would 
be acted upon. 
 
5. RECOMMENDATIONS 


5.1 The Safeguarding of Patients 


 A strategic approach to the management of age and case mix on functional mental 
illness wards is required in order to mitigate potential safeguarding issues 


 The use of Psychiatric Intensive Caere Units PICU for older adults and in particular 
those with a dementia needs to be reviewed, either preventing such admissions or 
ensuring additional safeguards are in place where such an admission is unavoidable 


 The review of the local safeguarding policy addressing the requirements of the Social 
Services and Wellbeing (Wales) Act 2014 needs to be concluded and rolled out 
 


5.2 The provision of Quality Care and Treatment 


 Improve the quality of care and treatment planning, with an emphasis on ensuring 
that plans are outcome focussed, person-centred and developed in partnership with 
patients and their carers 


 The establishment of specific CTP reviews akin to the Decision support tool (DST) 
meetings currently held would enhance the use and quality of CTPs 


 Ensure that positive practice observed within a number of units is replicated in all 
units using matrons and locality managers to spread and adopt good practice 
examples in effective care and treatment planning 
 


5.3 The creation of a Dementia and Older Person friendly environment 


 Wards which admit patients with a functional mental illness should be included in 
dementia friendly initiatives. If Hergest continues to admit older people it should be 
included in this work 


 Wards that have driven initiatives to make environments more dementia friendly 
should continue these efforts and share this  good practice across the HB 


 The Health Board should continue its efforts to improve access to stimulation and 
activities on the wards through equitable access to OT and psychology who should 
oversee and guide these developments in partnership with nursing staff 


 Environmental reviews of dementia friendly and ligature free environments should 
continue as part of the Health Board’s continuous improvement programme. This 
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needs to  address the specific issues contained within this report’s findings on 
creating older people and dementia friendly environments 
 


5.4 The involvement of Carers and Families 


 Improve carer involvement in obtaining life history information and in the 
development of CTPs.The continued roll out of “Care to Talk” and the John’s 
Campaign will assist in achieving this outcome 


 Working in partnership with local authorities, the Health Board should increase the 
proportion of carers receiving a carer’s assessment in line with the requirements of 
the Social Services and Wellbeing (Wales) Act 2014 


 Ensure robust arrangements are in place for obtaining and acting on feedback from 
patients and carers, which would contribute to service improvement.  


 The Health Board should follow up and incorporate the concerns expressed by some 
carers about the suitability of Tegid ward as part of a strategic review of estates 
available for older people’s mental health at Ysbyty Glan Clwyd 
 


5.5 Leadership and Oversight 


 The work underway to revise the older people’s mental health organisational 
structure requires completion  . This needs to include clarification in the roles, 
responsibilities and accountabilities of the management of older people’s mental 
health services. 


 The newly established governance arrangements should be kept under review to 
ensure that they are delivering channels of communication throughout the 
organisation and translate strategic planning and actions into operational service  
delivery. 


 PADRs and the appraisal process should be used to develop staff and identify  and 
adress under performance. 


 Work needs to be taken forward, in partnership with stakeholders, to develop a 
Mental Health Strategy for North Wales based upon the Welsh Government Strategy 
“Together for Mental Health” and its delivery plan. This work needs to ensure that 
older people’s mental health services are adequately addressed within the strategy. 


 


5.6 Learning Lessons from Concerns 


A greater focus on the delivery of action plans is required, concentrating on the 
implementation of these plans, the evaluation of the outcomes achieved and ensuring 
sustainability. 
 


 The development of systems and processes that support the learning from patient 
safety incidents, claims and complaints, which leads to continuous improvement in 
care and services.  
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5.7 Workforce development 


 The workforce analysis undertaken using the Hurst benchmarking needs to be 
reconsidered with a clear strategy to tackle the nurse vacancies. 


 The nurse management structure needs to be reviewed in order to maximise the 
effectiveness of the available resource resource. 


 The development of robust workforce plans to ensure adequate and sustainable 
nursing and MDT staffing and skill mix for all wards 


 The Health Board should continue to support the recent training programme 
encouraging the delivery of excellent person centred dementia care  


 


6. FINDINGS 


The findings from the desk top review and ward visits have been informed by a number of 
health care standards, these are set out at appendix 4. 
 
6.1 The Safeguarding of Patients 


Older people’s mental health wards accommodate many of the most vulnerable members 
of our society, a significant proportion of whom lack the capacity to consent to admission or 
treatment. Ensuring that these people are adequately safeguarded is therefore critical. The 
implementation of relevant policies and procedures ensure that safeguarding duties are met 
and that good governance arrangements are in place to safeguard patients. 
 
6.1.1 Findings 


The Health Board has a procedure for safeguarding adults at risk which has been in 
operation since October 2009. The policy is identified as interim pending the enactment of 
the Social Services and Well-being Act 2014. The procedure cross-references relevant 
legislation and Health Board policy. 
 
The Divisional Safeguarding Group is responsible for oversight of Safeguarding within the 
Mental Health and Learning Disability Division. It is accountable to the Divisional Quality 
Safety and Experience Group and, through the Safeguarding and Protection of People at Risk 
Committee, to the corporate Quality and Safety Committee. The group has clear terms of 
reference which include; membership, its delegated authority under the Health Board 
standing orders, accountabilities and reporting requirements. Recent minutes of the 
Quality, Safety and Experience committee demonstrate the relationship of this group to 
wider safeguarding and learning lessons activity within the Health Board. A health and 
safety newsletter and a generic environmental ward risk assessment template provide wider 
approaches to minimise risk to patients, visitors and staff. 
 
In addition to its corporate safeguarding arrangements the Health Board has detailed 
incident recording and reporting processes (these are explored in greater depth in learning 
lessons from concerns at 4.6 below) and related policies designed to improve patient safety 
and the quality of care. 
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A covert administration of medicine’s clinical protocol was first operationalised in November 
2011. This is currently under review by the newly appointed safeguarding lead. It clarifies 
issues of capacity to consent, refusal of treatment and how and when to use covert 
medication including its use in extreme situations. It makes specific reference to Part 4 of 
the MHA 1983 consent to treatment regulations and includes reference to the Human 
Rights Act. It requires the audit and monitoring of the use of covert medication and provides 
a decision tree and pro forma to support this.  
 
Further safeguarding in relation to medicines is provided by a procedure for the use of 
photographic identification of patients aged 18 years and over. It includes a bilingual 
consent form and information leaflet for carers and service users. 
 
The Health Board has a therapeutic engagement and observation policy specifically for the 
mental health and learning disability service. This was first operationalised in March 2015 
and was due to be reviewed in March 2016. Its underpinning principles recognise the 
importance of observation as a safeguard but reinforces the importance that observation 
may provide as an opportunity to positively engage with patients in a therapeutic manner. It 
requires the patient to be informed that they are the subject of special observation and that 
their nearest relative or carer is notified. It makes reference to a number of relevant policy 
documents but does not reference the Mental Health Wales (2010) Measure despite the 
fact that observation may well be a formal part of treatment for inclusion in the CTP. It 
includes pro forma for monitoring and audit purposes. 
 
The Health Board policy on the use of restraint, operational since July 2011, is in the process 
of being reviewed by the safeguarding lead. It is very strongly cross referenced to local 
policies and procedures, to Welsh Government guidance and to relevant legislation.  
 
The policy addresses physical restraint to provide treatment without consent but does not 
specify invasive personal care as a treatment requiring some form of restraint. No audit 
information on the use of restraint was provided by the Health Board. 
 
A ‘risk of falls’ pathway is in use designed to safeguard patients from falls. It includes a 
patient outcome section to record the reduction in an individual’s tendency to fall and a 
bilingual leaflet on tips to reduce falls and how to reduce harm from patient falls. The 
review team saw evidence of the pathway in use. 
 
The Health Board has a procedure and guidance on protecting employees from violence and 
aggression. This was first operationalised in February 2011 and is due to be reviewed in April 
2018. This is a generic Health Board policy providing definitions and clarity that it is intended 
to protect service users, staff of the Health Board, members of the public, students, 
contractors and those on honorary contracts.  
 
The proportionate and appropriate use of the Mental Health Act 1983 (MHA) and the 
Mental Capacity Act 2005 (MCA) provide legal safeguards to detained and informal patients. 
The use of this legislation was therefore considered within the assurance review. 
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The case note audit examined 56 sets of notes where consideration for the use of the MHA 
was applicable. On all but one ward 100% of relevant cases had been considered for the use 
of the MHA.  The exception was Hergest where 60% of cases were considered. Of the 26 
case notes where consideration in the use of the DOLS was relevant, on Bryn Hesketh and 
Cemlyn wards, 100% had been considered for DOLS, with 80% on Tegid, 50% on Hydref. 
Data were missing for Gwanwyn and Hergest wards.  
 
The Health Board has extant MCA and DOLS policies which reference related legislation and 
other Health Board policies. These are clearly corporate policies intended for the entire 
workforce. These policies are currently under review. The DOLS guidance for managing 
authorities does not reference recent case law (the Cheshire West judgement), it is assumed 
that this will be addressed in the current review. The guidance provides detailed 
information for staff on how to proceed where an authorisation is required, provides 
information leaflets which are bilingual, pro forma to be used and standard letters. 
 
The review team identified that the age and case mix on a number of wards has the 
potential to impact adversely on patient safety. The wards concerned were the functional 
older people’s wards and the Hergest adult working age acute unit. Pressure on bed 
availability is leading to people with an organic mental health problem being admitted to 
the older adult functional wards. Pressure on adult working age acute beds is also leading to 
younger people being admitted to these wards. In North West Wales the absence of 
functional older people’s beds has led to older people with a functional mental illness and 
some with a dementia to be admitted to the Hergest unit. Data provided to the review team 
demonstrated that the Hergest Unit has had an approximate 50:50 adult to older adult mix 
over its two wards. The wards provide gender specific but not age specific care hence older 
adults and younger adults are co-located across both wards. Older people are also on 
occasions admitted to the Hergest PICU which was considered by the review team to be an 
unsuitable environment.  
 


 
 


 
 
6.1.2  Degree of Assurance 
 
The review team were assured by the processes adopted by the Health Board and some 
observations of practice that safeguarding arrangements are sufficiently robust. Local 
policies are additional to the national safeguarding procedures. They are tailored for local 
implementation and augmented by additional policies on restraint and medication for use 
within mental health and learning disability services. The revised governance arrangements 
provide a clear line from the specialist safeguarding arrangements to the board level Quality 
and Safety Committee. These have only recently been introduced therefore their virtue is 
yet to be fully tested. Specific safeguarding concerns were identified as a result of age and 
case mix on functional mental health wards. These were included in the verbal feedback at 
the conclusion of the DU visit. The DU was informed that immediate action was taken on 
Tegid ward to address them. 
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6.1.3  Further Action Required 


 A strategic approach to the management of age and case mix on functional mental 
illness wards is required in order to mitigate potential safeguarding issues. 


 The use of Psychiatric Intensive Care Units PICU for older adults and in particular 
those with a dementia needs to be reviewed, either preventing such admissions or 
ensuring additional safeguards are in place where such an admission is unavoidable. 


 The review of the local safeguarding policy addressing the requirements of the Social 
Services and Wellbeing (Wales) Act 2014 needs to be concluded and rolled out. 


 
6.2  The Provision of Quality Care and Treatment 


Quality care and treatment is underpinned by comprehensive assessment and care 
planning, grounded in models of person-centred dementia care and/or recovery.  Quality 
care and treatment is reliant on the contribution of the entire multi-disciplinary team 
working in partnership to deliver the best possible outcomes for individuals across all of the 
8 areas of life.  Mental health practitioners working with older people are required not only 
to ensure positive mental health outcomes but to ensure that any physical health needs of 
people are met. 
 
6.2.1 Findings 
 
The audit of a sample of case notes demonstrated only limited compliance with a number of 
aspects of holistic care and treatment planning and the use of statutory CTPs on the older 
people’s mental health wards.  
 
Of note is the fact that the two wards on the Wrexham Maelor site, Gwanwyn and Hydref 
consistently demonstrated better quality care and treatment planning, risk assessment and 
risk management planning than the other sites across North Wales. A small number of 
particularly well produced CTPs were identified on these wards. Tegid ward also had higher 
levels of compliance with CTP requirements in a number of key areas including, specifying 
outcomes, goals and interventions and care coordinator involvement in MDTs, reviews, and 
discharge visits. 
 
In the case notes audited 85% of care and treatment plans (CTPs) specified interventions. 
This ranged from 60% on Hergest to 100% on Gwanwyn with Tegid and Bryn Hesketh 
scoring 82% and Cemlyn 83%. 50% of CTPs included individualised plans for person centred 
activities. This ranged from none on Hergest to 75% on Gwanwyn with 36% on Tegid 50% 
Cemlyn and 55% on Hydref and Bryn Hesketh. 
 
Where CTPs are developed, they are not routinely used during ward rounds and MDT 
meetings. They are not therefore directly informing care and treatment, being used to 
record review outcomes or to vary the treatment and care planned. There was some 
evidence of the 8 areas of life being considered in these meetings, but CTPs are not used as 
the fundamental statutory document driving the provision of care and treatment. 
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Risk assessment practice is variable across the wards. 84% of people had a risk assessment 
on admission which had been reviewed during the previous 12 months where applicable. 
This ranged from 73% on Tegid and Bryn Hesketh to 100% on Hergest and Hydref with 83% 
on Cemlyn and Gwanwyn. Gwanwyn and Hydref performed consistently better than other 
wards in terms of the application of risk assessments. This would suggest more 
comprehensive and higher quality risk assessment practice in these two wards. Risk 
assessment is not as robust in the other wards. 
 
68% of case notes audited included a risk management plan. This varied from 40% on 
Hergest to 91% on Hydref with 64% on Tegid and Bryn Hesketh, 58% on Cemlyn and 75% on 
Gwanwyn. Of these on average 65% had considered the risks that had been identified in the 
risk assessment. This ranged from 40% on Hergest to 91% on Hydref with 55% on Tegid and 
Bryn Hesketh, 58% on Cemlyn and 75% on Gwanwyn. The number of risk management plans 
which included positive behaviour strategies was low at 34% ranging from 17% on Cemlyn 
to 64% on Hydref with 18% on Bryn Hesketh, 27% on Tegid, 40% on Hergest and 45% on 
Gwanwyn. 
 
Assessment of the risk of falls was generally good, 82% on Tegid, Hydref and Bryn Hesketh, 
100% on Cemlyn and Gwanwyn and 60% on Hergest. The low score on Hergest may be in 
part due to the fact that 50% of patients on Hergest are of working age. 
  
Discussion with the patient and or their carers on the risks and benefits of antipsychotic 
medication was also low at only 19%. This ranged from 0% on Tegid to 42% on Gwanwyn 
with 9% on Cemlyn, 10% Hydref, 18% on Bryn Hesketh and 33% on Hergest. Within CTPs 
only 8% of applicable records included an individualised plan in relation to antipsychotic 
medication, ranging from 0% on Tegid and Hergest to 17% on Gwanwyn with 8% on Cemlyn 
and 9% on Hydref and Bryn Hesketh. 
 
Patient and carer involvement is not fully developed. Family involvement in the holistic 
assessment was 52%, ranging from 27% on Tegid to 73% on Gwanwyn and Cemlyn with 30% 
on Hydref, 33% on Hergest and 60% on Bryn Hesketh. The number of CTPs signed by the 
patient or carer was low, with the exception of the Wrexham Maelor units, with an average 
of 21% ranging from 0% on Bryn Hesketh, Cemlyn and Hergest to 55% on Hydref, 18% on 
Tegid and 45% on Gwanwyn. A record of consent to share information scores were also low. 
The average was 29%, ranging from 0% on Bryn Hesketh, Cemlyn and Hergest to 73% on 
Hydref, 10% on Tegid and 67% on Gwanwyn. 
 
Whilst compliance with holistic are and treatment planning in statutory CTPs was poor 
evidence of holistic assessment within the case notes demonstrated significantly better 
performance than compliance within  CTPs. Assessment of mental state and mental capacity 
was high at 90% and 92% respectively. Consideration of the use of the MHA and the DoLS 
was also high at 96% and 85% respectively. Scores were also high for addressing physical 
health needs and physical assessment at 89% and 87% respectively. Areas that scored less 
well included life history at only 33%, the need for assistance and in maintaining skills 48% 
and environmental factors 48%. Once again Gwanwyn and Hydref wards demonstrated the 
most holistic assessment processes.  
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Care coordination was predominantly provided by nurses. The review found from the case 
notes audited that all cases identified the care coordinator as either a CPN or an inpatient 
nurse. The only exception where a nurse was not specified as the care co-ordinator the 
profession of the care coordinator had not been identified.  
 
An issue raised on a number of wards was the impact of consultant cover arrangements. 
This varied from four consultants providing input to a ward to as many as nine. This has 
significant implications on the manner in which ward rounds are conducted and the ability 
to have multidisciplinary input to these meetings. Each consultant ward round usually lasts 
for half a day. This places significant pressure on the wards to accommodate these meetings 
and reduces the ability for a range of disciplines to attend.  
 
Concerns were also raised about the distance of travel that some staff have to make to 
attend ward rounds where patients are placed at significant distance from their home. This 
impacts upon some staff’s ability to attend the ward, to participate in care and treatment 
planning and in developing discharge arrangements. 
Delays in decision-making for continuing healthcare and funded nursing care together with 
the implications of choice policy can lead to increased length of stay and delayed transfers 
of care. During the field visit the review team had the opportunity to observe clinicians 
engaging with patients. The care observed by the review team was good, staff interacted 
positively with patients and demonstrated consideration of their needs. 
  
6.2.2  Degree of Assurance  
 
The review team was only partially assured of compliance with care and treatment planning 
processes. Whilst most patients had a CTP, the quality of these was variable. They lack 
specificity in outcomes and person centeredness and are not routinely used as a key 
document in the delivery and review of patient care and treatment. However, evidence 
within the case notes and from observations of care demonstrated that holistic assessments 
are frequently carried out and that care is person centred. Performance fluctuated between 
geographical sites and in the specific aspects of care. Performance in person centred 
planning was markedly better in the two wards on the Wrexham Maelor site. Consideration 
is given to people’s mental state, their mental capacity and physical health needs. A matter 
of particular concern is the failure to engage service users and carers in the use of 
psychotropic medication. There was evidence of good use of life histories with a number of 
positive initiatives to fully utilise these in the delivery of care. Whilst there is room for 
improvement in assessment processes it is the failure to adequately record these 
assessments using the statutory CTP form that requires action. 
 
6.2.3 Further Action Required 


 Improve the quality of care and treatment planning, with an emphasis on ensuring 
that plans are outcome focussed, person-centred and developed in partnership with 
patients and their carers 


 The establishment of specific CTP reviews akin to the Decision support tool (DST) 
meetings currently held would enhance the use and quality of CTPs 
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 Ensure that positive practice observed within a number of units is replicated in all 
units using matrons and locality managers to spread and adopt good practice 
examples in effective care and treatment planning 


 
6.3 The Creation of a Dementia and Older-Person Friendly Environment 


The provision of a suitable physical environment and the availability of stimulating activities 
are of critical importance in the provision of a dementia and older person friendly 
environment. The review therefore included an analysis of the ward environment, the use 
of evidence-based tools to audit the environment and an analysis of the availability of 
activity input on each of the wards.  
 
6.3.1 Findings 


It was evident during the review that people with cognitive impairment are frequently 
admitted to wards for people with a functional mental illness. This is due to the level of 
demand for organic mental health beds and an increasing number of patients with a mixed 
presentation of both functional and organic mental health problems. All older people’s 
wards should therefore focus on providing a dementia friendly environment. Whilst there 
was evidence that functional mental health wards have taken steps to make them dementia 
friendly this was limited especially on the Hergest unit. 
 
The Kings Fund audit was undertaken on Bryn Hesketh ward approximately one year ago 
and is undertaken on a quarterly basis on Gwanwyn ward but is not being utilised on any of 
the other wards. 
 
The ward environments within the health board vary significantly. Some are relatively new, 
purpose-built units whilst other estate is older, of poorer quality and not designed for older 
people’s mental health care. 
 
The modern purpose-built units provide a more dementia friendly environment than the 
older estate. However, in some of the older estate staff are making considerable effort to 
provide an appropriate environment.  
 
Two wards posed particular concerns; the Hergest adult acute unit which admits older 
people from Gwynedd and Anglesey and Tegid ward which admits people from Conwy and 
Denbighshire. Both of these are wards for people with a functional mental illness.  
 
Whilst Tegid ward is established for older people, the Hergest unit is a working age adult 
acute facility. Hergest has three wards, one male, one female and a psychiatric intensive 
care unit (PICU). There is no allocated mental health unit for older people with a functional 
mental illness in North West Wales and as a result Hergest routinely admits older people. 
The ward is for working age adults with a functional mental illness, and no steps have been 
taken to make the ward environments dementia friendly despite the fact that people with a 
dementia are admitted to these wards. The PICU is considered an inappropriate 
environment to admit older people with a mental health problem due to the nature of the 
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physical environment and the needs of other younger patients admitted there. Nevertheless 
such admissions do occur.  
 
Specific environmental issues include: 
 
Hergest, as a unit for people with a functional mental illness requires an urgent review of 
ligature risks. There are no anti-ligature door closures on the ward and anti-ligature 
windows do not close properly. 
 
Tegid ward does not appear fit for purpose. The whole ward is very short of space with a 
small day room and dining area. Wheelchair access is particularly challenging within the 
ward making access to bedrooms and bathrooms particularly difficult.  
 
Very little consideration has been given to creating a dementia friendly environment and 
some of the anti-ligature work is inconsistent. An example noted was an anti-ligature door 
handle directly above which was a punch lock with a protruding knob which could form a 
ligature point. On the day of the visit one of the toilets was out of order and had been for 
several weeks this had been escalated but had not lead to a repair being made.  The loss of 
this toilet meant that women were having to use a bathroom adjacent to male bedrooms 
potentially compromising their dignity. The ward’s outside space has no boundary fence 
creating an absconding risk and a risk of vulnerability to patients from people coming onto 
the hospital grounds. The ward management reported that they did not feel involved in any 
dementia friendly initiatives but would wish to be in the future. 
 
Bryn Hesketh provides a good basic environment with the ability for people to wander 
without dead ends. Ward staff have created a homely and dementia friendly environment 
and have a clear vision for further improvements. There is a carer engagement project in 
place to transform the current nursing station into a quiet sitting area. If this is achieved this 
will considerably enhance the ward environment. There are transitions in some of the 
flooring. Bedroom doors would benefit from personally recognisable pictures to enhance 
orientation where people have lost the ability to recognise words or numbers. Many of the 
bedroom doors were locked and the balance of freedom of access with possible room 
disruption would benefit from review. 
 
Cemlyn is a spacious ward with a modern feel but a stark environment with poor access to 
outside space. There is room for people to wander but with dead ends. Colour schemes to 
identify different areas within the ward and to highlight toilet doors etc. have been used. 
Pictures on the walls, including a tree created by the patients, provides a more homely 
environment. The ward could be further improved by using individual pictures on bedroom 
doors and creating a contrast between floor and walls. The flooring has some marked 
transitions and is shiny and could therefore be perceived as being wet. There is only one 
shower and one bath for 16 patients, this leads to delays in patients access to the shower. In 
one room the windows have been fitted with a film which means that patients cannot see 
out. The day room could be arranged more informally and the ward manager would like to 
create an open fire scene. 
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Gwanwyn ward is a modern, light building with room for people to wander. However there 
are still shadowy areas and the fire doors detract from the freedom of movement. These 
doors could be left open with the use of automatic magnet release systems linked to the fire 
alarm. Temperature control is reported to be difficult due to the underfloor heating system. 
There are marked transitions in the flooring. In the bathrooms some of the wall coverings 
are coming away from the walls which could be an infection control hazard. The walls in the 
bedroom corridors could be less stark. The risk assessments for both the dementia friendly 
environment and anti-ligature practice need review particularly with respect to anti-ligature 
sinks and toilet flush systems. Many of the anti-ligature door handles may be difficult to 
recognise for people with dementia. The overall signage needs improvement including 
directional signage and the use of pictures as well as words. Signs should be mounted at 
about waist height. The day area is poorly designed as it is within the main ward 
thoroughfare.  
 
Hydref ward is a bright, modern building with comprehensive anti-ligature considerations 
and provision of therapeutic areas including access to outside space. As a functional unit it is 
not decorated to reflect a dementia friendly environment but people with cognitive 
challenges are admitted to the ward. The flooring has marked transitions between different 
areas. The overall ward design seems good with the exception of the day sitting area which 
is also used as a thoroughfare. The ward design allows people to wander around without 
coming to dead ends. However, this is hampered by the fire doors being permanently 
closed. There is good use of glass walls to enhance natural light but this can sometimes 
prove a challenge to staff in maintaining the dignity of patients who have removed their 
clothing due to a line of sight through this glass wall from other parts of the unit. The ward 
has a clinical feel and more could be done to create a homely environment. 
 
Whilst ward staff are making considerable efforts to improve the environment they 
described the estates department as frequently slow to respond. It was reported that since 
the appointment of the matron on Gwanwyn ward the estates response to that ward has 
improved. 
 
The review team also considered the availability of activities and therapeutic approaches on 
the wards. A lack of stimulation and activities on a number of wards has been raised by 
carers in the past but some had commented that that access to activities has improved 
recently. On Bryn Hesketh ward considerable dementia person centred activity was 
available with a programme spanning the week. Staff are working to embed this practice, 
using opportunities for meaningful engagement whenever possible including in the delivery 
of personal care. On Cemlyn ward activities are limited with a music therapist attending on 
Thursdays and a pet therapist on Tuesdays. 
 
The availability of activities on the Wrexham Maelor site was better than on the other sites 
with group and individual activities and the use of the Pool Activity Level (PAL) in evidence. 
There is an activity programme but this can be flexible dependent on individual patient 
needs. Occupational therapy provides the lead for this work. In the past OT provision was 
specific to working age adult wards and the older adult wards. However, in recent years, 
due to a temporary reduction in workforce, the services were merged. There was a strong 
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sense from staff that the service would be enhanced if the OT and activity capacity were 
once again split and made specific to adult and older adult wards. 
 
On the wards for people with a functional mental illness there was less emphasis on 
activities and insufficient access to psychological interventions. However, the ward manager 
on Hydref ward is aiming to have more staff trained in psychological therapies by the end of 
the year and intends to introduce mood diaries. Staff said there is insufficient access to 
psychological therapies but some staff are CBT and Solution Focused therapy trained. 
Nursing staff on Tegid ward use a CBT approach and a psychologist attends the ward on a 
regular basis but activities are limited. The availability of activities is also limited on the 
Hergest unit. 
 
A number of quality improvement programs were in evidence on the wards. These were 
better developed in some wards than others. Dementia care mapping is routinely being 
used on all of the wards for people with an organic mental health problem. This appears to 
be having a significant impact on the culture of these wards and in improving the dementia 
friendly environment and care planning. 
 
6.3.2 Degree of Assurance 


The review team was assured that on the wards providing care to people with an organic 
mental illness that significant steps had been taken to make the environment dementia 
friendly. The use of dementia care mapping and its degree of spread within the organisation 
was to be commended. The wards providing care to people with a predominantly functional 
mental illness need to focus on creating more dementia friendly environments as people 
with a dementia are regularly admitted to these wards. 
 
Whilst there is evidence that access to activities, including failure free activities, has 
improved there is further progress to be made this should be led by OT and psychology 
services using activity co-ordinators or similar to deliver programmes. 
 
6.3.3 Further Action Required 


 Wards which admit patients with a functional mental illness should be included in 
dementia friendly initiatives. If Hergest continues to admit older people it should be 
included in this work 


 Wards that have driven initiatives to make environments more dementia friendly 
should continue these efforts and share this good practice across the HB 


 The Health Board should continue its efforts to improve access to stimulation and 
activities on the wards through equitable access to OT and psychology who should 
oversee and guide these developments in partnership with nursing staff 


 Environmental reviews of dementia friendly and ligature free environments should 
continue as part of the Health Board’s continuous improvement programme. This 
needs to address the specific issues contained within this report’s findings on 
creating older people and dementia friendly environments 
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6.4   The Involvement of Carers and Families 


The views and experiences of patients, their carers, friends and family are central to 
informing both the delivery of individual patient care and in the development of services 
that impact on patient and carer experience.  This is particularly true for older people with 
mental health problems who may well have had longstanding care from a relative in their 
own home prior to admission to hospital. 
 
6.4.1 Findings 


The review team witnessed family members and carers being engaged by ward staff. The 
case note audit identified ongoing carer and family involvement ranging from 70% on Tegid 
ward to 100% on Gwanwyn, Hydref and Cemlyn and 89% on Bryn Hesketh. The three 
applicable case notes reviewed on the Hergest unit showed no evidence of ongoing 
involvement of carers or family.  
 
The carers interviewed were satisfied with the care provided which was considered to be 
good. Some carers described their relatives’ care as excellent. One stated that general care 
has been very good, that their relative was always clean and well fed and efforts were made 
to understand him. Some commented that that their relative was in a safe place and that 
they were able to leave them knowing that they would be well looked after. Carers did 
express concerns about the quality of facilities that their relatives will move to once 
discharged from an NHS facility.  
 
Concerns were also raised about the quality of care in other parts of the health care system, 
in particular the suitability of the environment, the management of dementia and the 
involvement of carers on general medical wards.  
 
Carers felt that efforts to make the environment on the older people’s mental health wards 
dementia specific were evident. However, some concerns were raised about the suitability 
of some estate.  
 
Tegid ward raised Particular concerns for carers. Carers in both of the meetings in Conwy 
and Denbighshire raised concerns about the “mothballing” of the adjacent ward on the 
Ablett unit. They believed that if upgraded, this ward would provide a more appropriate 
space for dementia care; with greater access to communal areas; greater suitability for 
people requiring wheelchair access and greater space for activities and seeing visitors. 
Relatives of patients currently occupying a shared room described having to leave the ward 
to discuss personal matters due to a lack of private space to meet their relative. 
 
Carers stated that they would feel able to raise concerns. Some had done so and stated that 
they had received a good response. One had raised an issue of a breakdown in 
communication. She raised the matter with ward staff, it was rectified and she received an 
apology. A couple discussed not having been fully involved in the planning of a relatives care 
at the point of admission. They believe that this may have been because the relative 
withheld consent for their full involvement. When they raised the matter they felt they had 
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been more positively engaged within the planning process whilst matters of confidentiality 
were maintained from the patient’s perspective.  
 
Visiting hours were generally considered to be flexible and carers felt that their needs were 
accommodated. There was evidence of some carers being encouraged to visit at mealtimes 
to support their relative with eating and drinking.  


 
. The visiting 


hours on the Health Board website appear more rigid than those experienced by carers. 
 
Carers support was appreciated. A number commented that carers felt that their needs had 
been met by ward staff who were sympathetic, supportive and caring. Some provided 
examples of being involved in ward rounds and multidisciplinary planning meetings which 
they valued.  
 
Specific reference was made to the support provided to carers during end-of-life care within 
the units. One example on Bryn Hesketh ward was cited, where the ward manager went to 
extensive lengths to ensure that hospice care was provided in an environment that would 
be suitable to the patient and accessible to the carer. The John’s campaign which aims to 
enable support and continuous involvement of carers is implemented within the HB. An 
example of good practice is on Cemlyn ward where a room is designated and specifically 
equipped to enable carers to stay overnight where required. 
 
Carers stated they had been involved in providing information about their relative for use in 
“This is Me” and other life story work in order to enhance individualised care. The case note 
audit identified that of those cases reviewed 77% identified that a family history was taken. 
This ranged from 60% on the Hergest unit to 83% on Cemlyn with Tegid and Bryn Hesketh 
demonstrating 82% and Gwanwyn 75%. Of the 55 applicable cases in the case note audit 
33% (n=18) demonstrated that a life history had been taken. This ranged from 0% on Tegid 
ward to 58% on Cemlyn and Gwanwyn wards with 27% in Bryn Hesketh 10% on Hydref with 
no data available on Hergest.  
 
The ward environments that allowed patients to wander, to access garden areas and 
provide private space to meet with their relative were particularly appreciated. The Ablett 
unit has a “carers’ corner” providing tea and coffee etc. and a place to meet which was 
highly valued by carers. 
 
Several approaches to gather patient and carer satisfaction are being used by the HB. An 
appreciative enquiry approach called “Care to Talk” is being rolled out across the HB this 
provides a conversational framework to elicit carer and service user views throughout a 
person’s hospital admission it is in its early days of implementation. It uses a pro forma 
which is designed to trigger a dialogue between ward staff, the patient and their family 
using a structured approach and addressing a number of fields. It is clearly linked to care 
and treatment planning and provides space for people to record their views and for the 
record to be signed and dated.  
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“This is Me”, my dementia software and the John’s campaign are also being used but less 
systematically than dementia care mapping. Training is being provided to enhance and re-
launch some of these approaches in an attempt to embed and improve their use on all 
wards. Hafal have been involved in supporting the use of “care to talk”. 
 
A carer satisfaction survey is being undertaken by the HB, survey forms are sent to carers on 
a monthly basis and the results are compiled into periodic reviews. Work is also being 
undertaken by a subgroup of the Quality and Safety Executive seeking to improve the health 
board’s understanding of patient experience using patient stories. Hafal has been 
commissioned to improve patient involvement. 
 
In the past the Health Board has provided little organised carer support. It has however 
recently commenced carers groups with initial work taking place during the review team’s 
visit. The third sector provide service users and carers support, Unllais holds an older 
people’s patients and carers forum. Details of the meetings held in September and October 
2015 were provided to the review team together with feedback from the Ablett patient’s 
forum. These fora provide an opportunity for carers to provide feedback on their experience 
and the experience of their family member. The feedback written and oral was largely 
positive and some was extremely positive. 
 
In the case note audit there was very little evidence of carers receiving an assessment of 
their own needs. Of the 7 patient notes identifying the patient as having been discharged to 
their own home,  


 
 
Specific reference was made by carers to a lack of support from local authority social 
services. Some relatives said they had been offered initial contact by telephone but that 
contact had been inconsistent. 
 
A number of strategic approaches to addressing carer’s involvement have been undertaken 
within the HB. A North Wales carer’s information and consultation strategy spanning 2013-
2016 was developed through a partnership of the Health Board, local authorities and third 
sector organisations. There was evidence that a number of the strategic aims had been 
implemented such as the provision of carer information leaflets and Carers fora. However 
the number of carers assessments evidenced on the sampled case files illustrates that 
further work is required to fully embed the strategy in practice. The health board has a 
corporate North Wales Carers Strategy Group and in April 2016 the group received a Carers 
Measure performance report spanning April 2015 to March 2016. A survey of carers was 
undertaken by public health Wales in collaboration with the HB seeking to gather 
information on the profile of carers in North Wales and the level of involvement they have 
in the provision of care.  
 
6.4.2 Degree of Assurance 


The review team were assured that the Health Board was taking some steps to actively 
engage carers and that carers were satisfied with the quality of care provided to their 
relatives or friends. A number of initiatives have been used regularly and routinely to 
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engage carers and elicit their views. However,  communication with carers could be 
improved ensuring that it is of a consistently high standard most notably ensuring that 
carers and families are involved in decision making about their relatives care and informed 
of any significant changes to their plan or their condition . The number of carer’s 
assessments was low and steps should be taken, in partnership with local authority 
colleagues, to improve the frequency of these assessments. 
 
6.4.3  Further Action Required 


 Action is required to ensure that communication with carers is of a consistently high 
standard including their engagement in the formulation of care and treatment plans. 
The continued roll out of “Care to Talk” and the John’s Campaign will assist in 
achieving this outcome 


 The Health Board should ensure the concerns expressed by some carers about the 
suitability of Tegid ward as part of a strategic review of estates available for older 
people’s mental health at Ysbyty Glan Clwyd 


 Working with local authorities the Health Board should increase the proportion of 
carers receiving a carer’s assessment in line with the requirements of the Social 
Services and Wellbeing (Wales) Act 2014 


 The Health Board should seek to enhance carer support in partnership with the third 
sector. With continued support for the recently established carer groups 


 
6.5   Leadership and Oversight 


A robust governance framework underpins the provision of a safe and effective service.  It 
provides; a focus on effective leadership with clear lines of accountability; internal 
performance management arrangements with effective systems, controls and scrutiny; a 
focus on continuous service improvement and driving up standards. 
 
6.5.1 Findings 


The leadership and oversight of mental health services in the HB   has been the subject of 
significant concern for some time in part leading to the HB being placed under special 
measures. A number of key strategic leadership roles have been filled on an interim basis 
and there is a heavy reliance on locum consultant psychiatry. 
 
Strategic and clinical leadership has been impacted on by a number of key senior 
management and leadership vacancies not being recruited. There is no North Wales 
strategy setting out how the Health Board and its partners will deliver the requirements of 
“Together for Mental Health”. Comments made by some stakeholders interviewed reflected 
a view that partnership arrangements are underdeveloped, including the mental health 
partnership board arrangements required by the national mental health strategy. 
 
It was reported in one stakeholder meeting that the reliance on locum psychiatry posts is 
having a negative impact on prescribing practice, admissions and length of stay.  
The clarity of nursing leadership has been raised as a particular issue. The Health Board has 
significant capacity in senior nursing posts particularly at band 8A. However, clarity in the 
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roles and responsibilities of locality managers and modern matrons is not clear. This has the 
potential to adversely affect the strategic, operational and clinical leadership of the older 
people’s mental health wards. There were occasions when this was evident to the review 
team during its visit. 
 
There are a number of highly experienced ward managers, matrons and locality managers in 
post, some of whom provided a clear vision of how they wish to take their services forward. 
However, there was also evidence that some of this leadership has lacked direction and 
clarity. 
 
The Health Board has, in the past, lacked well-established governance arrangements 
ensuring a clear line of sight from the Health Board to the older people’s mental health 
wards. However, a coherent governance framework with a particular focus on mortality and 
untoward incidents is now in place, providing greater scrutiny of a number of critical issues 
affecting the older people’s mental health inpatient service. 
 
The recent appointment of the Mental Health and Learning Disabilities Nurse Director and 
the imminent commencement of the newly appointed Mental Health Director on a 
permanent basis has been welcomed by staff. These appointments have generated an air of 
greater confidence and tangible improvements in the leadership, vision and direction of the 
service. 
 
The recent improvements have the potential to drive improvement and address the 
challenges that the review team identified. However, these are relatively recent changes 
which will need continued scrutiny by the senior management team and the board to 
ensure continuous improvement. 
 
Those staff interviewed by the review team said that they would feel able to raise issues of 
concern with the Nurse Director, matrons or locality managers. A number of staff reported a 
positive reporting culture.  This included medical staff ward managers, matrons and other 
staff working on the wards. It was stated by  that clinical issues are dealt 
with very rapidly but that resource related issues have not received such a speedy response. 
Some staff reported that the level of scrutiny and criticism of some aspects of the service 
has led to a culture of blame and some staff feel bruised by the criticism. 
 
The presence of locality managers, modern matrons and ward managers within the 
structure provides capacity for robust strategic and operational management if this capacity 
is harnessed in a clear, coherent and efficient structure. There was some evidence that this 
is working, with examples of good leadership at the two units within the Wrexham Maelor 
site and examples of good leadership on some of the other sites. However, this was not 
evident on all sites.  
 
In North West Wales the  covers both Cemlyn ward and the Hergest unit. 
Due in part to staff vacancies on Cemlyn this is not currently working, with the  
almost exclusively based in Anglesey. It was explained that when the  is not covering 
Hergest the  does. This was suggestive of a lack of clarity between strategic, 
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clinical and operational responsibilities. An accountability algorithm was provided in 
advance of the visit. There was no evidence that the structure suggested by this document is 
routinely operating in practice.   
 
On Tegid ward the staff did not feel that there is continuous control of admissions to the 
ward by the ward’s management. It was stated that frequently the decisions is taken on the 
working age adult ward with little or no involvement of the Tegid Ward Management. This 
appeared to adversely affect morale and to undermine ward leadership. It was also stated 
that there is no time for quality improvement initiatives as most of the management time is 
spent on administrative functions. 
 
Leadership initiatives were in evidence and were perceived to be making a positive impact 
across the HB however a number were recent initiatives. These included regular quality and 
safety audits, a falls management program, a wellness action plan and on Hydref ward hotel 
folders. Cemlyn ward is planning to seek Accreditation for Inpatient Mental Health Services 
(AIMS) in the near future. 
 
6.5.2 Degree of assurance 


The review team was only partially assured of the leadership and oversight of the older 
people’s mental health service. The service has been under internal and external scrutiny for 
a significant period. Whilst the Health Board has analysed the areas requiring improvement 
and planned to bring about change, the lack of a stable senior management team, clear 
strategic vision and historically weak governance arrangements have hindered progress and 
pace of change. Recent substantive appointments to senior leadership roles and a renewed 
focus on governance are seeking to enhance confidence within the older people’s mental 
health service. However, further work on the organisational structure is required to achieve 
the maximum capacity from the resource available in the service. 
 
6.5.3 Further Action Required 


 Improve carer involvement in obtaining life history information and in the 
development of CTPs. The continued roll out of “Care to Talk” and the John’s 
Campaign will assist in achieving this outcome 


 Working in partnership with local authorities, the Health Board should increase the 
proportion of carers receiving a carer’s assessment in line with the requirements of 
the Social Services and Wellbeing (Wales) Act 2014 


 Ensure robust arrangements are in place for obtaining and acting on feedback from 
patients and carers, which would contribute to service improvement 


 The Health Board should follow up and incorporate the concerns expressed by some 
carers about the suitability of Tegid ward as part of a strategic review of estates 
available for older people’s mental health at Ysbyty Glan Clwyd 
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6.6   Learning Lessons from Concerns 


The Welsh Government Putting Things Right Guidance (2013) describe concerns as any 
complaint, claim or patient safety incident.  Having an integrated and proactive approach to 
investigating and learning lessons from concerns plays a significant role in improving patient 
safety and experience. 
 
6.6.1 Findings 


In response to concerns the Health Board has undertaken significant planning work and 
prepared a number of formal plans. A trusted to care action plan has been produced for 
each of the wards where there were spot checks and these have been updated periodically 
together with learning from trusted to care reports. The review team were not provided 
with a copy of the HBs risk register. It was not possible to explore the degree to which issues 
identified by review and audit work become incorporated into the risk register and 
escalated through this process. 
 
As part of its special measures response the Health Board undertook a 100 day review 
seeking to drive improvements within a specified time scale. This included the 
establishment of a detailed environmental plan spanning all mental health estate. It seeks to 
prioritise action across the estate including any programmes that require capital allocations 
to complete them. The plan is comprehensive but does not set dates for completion and 
only a small number of issues identified appear to have priority attached. Some estates 
issues raised in “Trusted to Care” reviews are not included within the plan. Some of those 
included are not costed or prioritised. The plans do not therefore address all of the issues 
identified and the lack of timescales does not provide assurance that the issues are being 
tackled with pace or priority. 
 
The Health Board has taken some proactive steps to improve learning lessons from concerns 
including the establishment of a quality and safety audit encompassing a small sample of 
patient notes, observations of the ward environment and discussion with staff on duty. The 
review team was provided with the audit’s blank pro forma together with the results based 
on returns for October-November 2015.  
 
The audit covers the older adult wards but does not therefore include the Hergest unit the 
application of the audit should be reviewed to ensure that the Hergest unit becomes 
incorporated. It provides a comprehensive analysis addressing MDT input to care planning 
for the physical health needs of patients, safe care, the competencies and training records 
of nursing staff medicine management, the completion and quality of risk assessments, their 
currency and whether they reflect the needs of the patient.  
 
The October to November 2015 audit report demonstrated largely green scores but with 
some amber and red scores in its RAG rating. The report provides a summary of issues 
identified specifying the findings and actions required for each ward. 
 
What was not clear from the report is variance from previous performance and a formal 
report of the response that has been made by each ward to the report’s analysis. 
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Nevertheless it provides a useful method for analysing performance, identifying where 
improvements are required and provides useful management information to ward 
managers, matrons and locality managers as well as senior management within the division. 
Senior nurses can view their own scores by theme standard and individual audit questions 
through the health and care standards monitoring system at any time.  
 
A weekly reporting mechanism completed by ward staff captures individual incidents 
assigning a reference number and classification, recording its date and location and a 
description of the incident. The nature of incidents recorded on the spreadsheet provided to 
the review team was extremely variable including access to equipment, security breaches, 
communication failures and patient risk issues. It was not clear whether the report is 
populated from Datix, how the report has been scrutinised and whether any action has 
been taken. The recently introduced governance arrangements address incidents identified 
on a weekly basis with specific attention paid to patient mortality including Datix data but 
incorporating the analysis of other deaths within the service that may not be captured 
within Datix.  The Directorate is using a daily escalation support tool which includes staffing 
issues, management and the Datix system. The support tool suggests that anything reported 
through Datix is brought to the attention of the ward management, the governance and 
safeguarding teams. Where issues are not resolved locally these should be escalated 
through the management structure to the Director of Mental Health and Learning Disability. 
It was not possible during the review to test the degree to which the daily reporting tool is 
being used. It is important to note that the HB must ensure that intelligence and data 
gathered are being used systematically to ensure that changes are made to mitigate risk. 
 
A copy of an analysis of Datix reports covering all older age mental health services was 
provided to the review team. The report aggregated serious untoward incidents specifying 
those reportable to Welsh Government, the total number of incidents reported on Datix, 
the themes of these reports and the number and themes of complaints received by ward. It 
also received integrated governance reports for July 2015, October 2015, December 2015 
and May 2016. These reports provide a trend analysis of concerns, compliments made of 
the service, information on the closing of concerns and overdue closures. The October and 
December reports include spotlight and lessons learned sections which identify key areas of 
concern and areas for improvement providing a useful snapshot of the state of concerns 
within the Directorate. The Health Board did not provide the review team with a risk 
register. It was therefore not possible to triangulate the themes identified through Datix and 
audit work against our observations and the Risk Log. 
 
A Health Board project team has undertaken analysis of the use of antipsychotic medication 
within older adult mental health services. The analysis identifies a number of key findings 
and makes recommendations to the Health Board for implementation including keeping 
these matters under consideration in the longer term.  
 
An analysis of valid CTPs was summarised in a briefing paper dated November 2015. The 
report compares actual performance against Welsh Government target performance and 
recommends remedial action. Unfortunately the report provided does not appear to include 
older people’s mental health inpatient services but if repeated should do so. 
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A falls management initiative has been rolled out engaging all older people’s wards. This 
work is led by the consultant nurse for older age mental health and the clinical nurse 
specialist. It serves to embed the falls pathway includes training, data collection and 
analysis. Systems are in place to ensure the findings of this work are fed back to ward 
management and ward staff. It has good engagement and is having a positive impact on 
reducing falls. 
 
The Health Board has a “safe haven” system which allows staff to input issues of concerns 
that they wish to raise in addition to those appropriate for Datix and outside the usual 
information flow within the escalation support tool. It involves the use of a bespoke IT 
system and has been widely promoted within the mental health service. 
 
6.6.2  Degree of assurance 


The review team was not assured that the HB has a robust mechanism for implementing the 
lessons learnt from concerns. A number of reviews have been undertaken and there was 
evidence of regular audit work ongoing. Newly developed systems and processes for the 
management of untoward incidents and environmental risks were being established and 
detailed action plans have been produced. However the sharing of the lessons identified 
and the management of the actions to completion was not evident. The current  focus is  on 
processes  and in order to drive service improvement  the HB needs to focus on  the  
outcomes  from  the systems and processes they have developed to ensure the learning is 
being actioned to  improve  service delivery and patient safety.    
 
6.6.3 Further Action Required 


 A greater focus on the delivery of action plans is required, concentrating on the 
implementation of these plans, the evaluation of the outcomes achieved and 
ensuring sustainability 


 The development of systems and processes that support the learning from patient 
safety incidents, claims and complaints, which leads to continuous improvement in 
care and services 
 


6.7   Workforce Development 


Quality care and treatment of older people in mental health wards can only be achieved by 
having a skilled and competent workforce to deliver this care.  Mental health service models 
should shape the planning of the future workforce requirements both in terms of numbers 
and skills. 
 
6.7.1 Findings 


The medical cover provided to the wards is largely good. The service is structured around 
consultants providing patch base community cover reaching into the wards. Most of the 
wards have additional dedicated medical cover provided by staff grade psychiatrists or a 
junior clinical fellow. Each consultant usually attends the ward for half a day per week to 
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cover their ward round. Nursing staff reported consultants being available in addition to 
ward rounds where required.  
 
A number of wards, particularly the functional mental health wards, reported cover by a 
high number of psychiatrists. Whilst these arrangements enable continuity of care between 
the community and the hospital they do lead to a significant amount of ward time being 
dedicated to ward rounds and a reduced potential for them to be attended by the full MDT. 
 
Provision for medical liaison and shared care differs in the units. In some wards cover is 
provided by GP sessions whilst other units receive support from the general hospital sites. 
These liaison arrangements were generally perceived as good. Frequently the initial 
response is via telephone support with doctors attending the wards only where required. 
On the Wrexham Maelor site the response from physicians was said to be slow. Bryn 
Hesketh previously received GP input but this is being lost which staff are concerned about. 
They would like to see a ward Consultant introduced in lieu of this cover. 
 
Out of hours psychiatry is provided by an on-call consultant. Physical health care being 
provided by a combination of general hospital duty cover and on some sites by out of hours 
GP provision. The acute intervention team was described as providing a good service. 
 
The nursing complement on the wards at the time of the visit was generally acceptable with 
3 wte registered nurses on every ward with the exception of Hergest which had 2 registered 
nurses. Hergest, Tegid and Hydref Wards had 3 wte unregistered nurses whilst Gwanwyn 
had 4, Cemlyn 6 and Bryn Hesketh 5. Whilst the nursing complement was good the rate of 
vacancies is high at 37.7 wte. During the visit six of the staff on duty were bank or agency 
staff. There were 11.3 wte nursing staff on sickness absence and . Over 
half the total vacancies 20 out of the 37.7 were in North West Wales with 16 vacancies on 
Cemlyn Ward and 4 on Hergest. Half of the vacancies on Cemlyn Ward are qualified posts 
including one band 7 and 1 band 6.  The wards were 45% staffed excluding agency (48% 
including agency) on the day of the visit, ranging from 32% at Cemlyn to 67% at Tegid (34% 
Cemlyn, 67% Tegid including agency). 
 
Registered nursing cover was low at night with many units running with only 1 registered 
nurse on duty. No wards reported difficulties in “staffing up” where this was required. All 
wards have access to senior nursing on-call out of hours with a number having access to the 
bronze senior nurse. Long days are frequently used covering 7:45 am to 8:25 pm. Staff are 
rotated across days and nights, it was commented that some that staff like to work the long 
shift pattern. 
 
The Health Board has undertaken a review of its staffing establishment, drawing together 
key data on the existing workforce and in particular the current nursing establishment. It 
addresses issues of case mix, staff shortages and the shortfall between the estimated 
required staffing complement and the staffing currently in place. The analysis has used the 
Hurst benchmark to inform its workforce assumptions. It addresses the use of bank and 
agency staffing and the financial risks associated with workforce. It makes a series of 
recommendations to be considered by the senior management team in order to address 
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mental health workforce issues. The report highlights disparities in the different areas of 
North Wales in the availability of staffing on the wards identifying the particular problems 
faced by services in North West Wales.   
 
All of the units described arrangements for managers and band 6 nurses to cover evenings 
and weekends providing senior nursing oversight of these periods. Ward managers stated 
they were confident in the quality of care throughout the day and night and at weekends. 
 
Psychology cover on the wards was variable and usually required a referral. Some sites have 
psychology based on the wards covering multiple locations. As a result the availability of 
routine psychological therapeutic interventions and their availability to inform care is 
limited. There was extremely limited access to psychology within ward rounds. There is no 
psychology service available out of hours.  
 
Occupational Therapy (OT) provision was most robust on the Hergest unit with 3 wte OTs 
and 2 wte activity nurses covering 3 wards. Elsewhere cover is more limited. On the 
Wrexham Maelor site there is dedicated OT provision covering the older adult and working 
age adult wards supported by 2 wte activity assistants. Provision on this site was previously 
separately provided to the older age and the working age adult wards. There was a strong 
sense from nursing and OT staff that a return to the previous arrangement would be 
preferable. Provision on the other sites covers both inpatient wards and the community, 
allowing less dedicated time to the wards. This is reducing the potential for the 
enhancement of stimulating activities on the wards. The recent introduction of activity 
coordinators was viewed favourably and was said to be making a difference to the 
availability of activities on the wards. OT is not available out of hours. 
 
Chiropody is available by referral but there can be a significant wait. Likewise Dietetics and 
Speech and Language Therapy services are available by referral. This is provided on 
occasions by a visit to the ward but more frequently via telephone support. Access to these 
resources was variable across North Wales.  
 
On some wards physiotherapy provides dedicated time on a sessional basis. On the 
Wrexham Maelor site access is by referral to the community team which can lead to long 
delays. In the settings where physiotherapy is providing dedicated sessions these were 
described as having reduced over time. Physiotherapy is supporting the falls initiative on the 
wards. Overall there was a sense that increased physiotherapy input is warranted. 
 
None of the wards has dedicated pharmacy cover, but all have some form of sessional 
provision from pharmacy. This varied from daily to once per week. All pharmacy cover was 
said to challenge prescribing where necessary but attendance at multidisciplinary team 
meetings and ward rounds is needs led, or on request, with no routine pharmacy input. 
Duties include stock checks, restocking, medication chart reviews, and antipsychotic 
monitoring. These functions are generally carried out in all wards but there were a small 
number of exceptions. Support was generally described as good. On call pharmacy is 
available on all sites out of hours. 
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Social work cover on the wards was generally described as poor due to delays in the 
allocation of a social worker and their availability to attend the ward for meetings and other 
purposes. Delays in allocation can hamper discharge planning. The move towards 
genericism from specialist mental health social work was described as reducing the level of 
understanding of older age mental health. No concerns were raised in relation to the 
availability of approved mental health professionals by day or out of hours. Out of hours 
cover is via the emergency duty social work team. 
 
Independent mental health advocacy and independent mental capacity advocacy was 
described as providing a good and quick response. 
 
Administrative support is provided on all sites by dedicated ward clerks with the exception 
of the two units on the Wrexham Maelor site where receptionists provide some 
administrative support. 
 
Housekeeping was largely provided by a single wte housekeeper. Most sites were satisfied 
with the cleaning and laundry support provided. However, on Tegid ward domestic support 
was described as a problem, being inadequate and that the ward is not clean enough. The 
relationship between the ward management and hotel services did not seem to be very 
positive. Bryn Hesketh described catering as poor, with a limited menu choice and 
restrictions due to the kitchen being based in Colwyn Bay. 
 
Volunteering is under developed on all wards. Some support is provided by Hafal and a pet 
therapy initiative provides support to some wards. 
 
Other services provided to the wards included palliative care and tissue viability these were 
generally described as good. 
 
The Health Board has had a procedure for supervision within the mental health and learning 
disabilities division since 2013. The procedure covers managerial and clinical supervision 
and sets core supervision standards to be used. It also has specific clinical supervision 
guidance introduced in January 2015. It reaffirms standards to be used in supervision and 
provides a contract for clinical supervision to be signed by the supervisee and the supervisor 
together with a pro forma for recording clinical supervision sessions. 
 
Evidence was provided of steps that have been taken to ensure relevant training has been 
undertaken.  Boards demonstrating and enabling the monitoring of compliance with 
mandatory and statutory training by individual ward staff were in place on many of the 
wards. Records were provided detailing compliance with dementia awareness training 
among relevant staff this was also included in a report to the QSE. On a number of wards it 
was remarked that it can be challenging to release staff to undertake training including 
mandatory training due to pressures arising from staff shortages. The Health Board senior 
managers recognised this challenge. The training recently provided by the Clinical Nurse 
Specialist and the consultant nurse seemed particularly good in content for Dementia Care, 
including covering Malignant Social Psychology and Positive Person work. 
 







 


 


 


28 


6.7.2   Degree of assurance 


The review team was only partially assured of the Health Board’s development of its 
workforce. Some areas, particularly in North West Wales, have high vacancy rates. As a 
consequence whilst the staffing complement is considered appropriate vacancies in some 
areas are leading to high use of bank staff. These vacancies appear to be impacting upon 
morale and reduce the ability to support the enhancement of the nursing workforce 
through training and development opportunities. Likewise the high numbers of locum 
psychiatry posts, a number of which are long term locums, may be hampering clinical 
leadership within the organisation. Other disciplines, such as psychology and OT, are also 
underdeveloped which is reducing the quality of the older person’s inpatient service not 
least in terms of its ability to provide a stimulation and activity. The lack of a clear structure 
within nurse management is also reducing the potential for leadership and clear lines of 
accountability. 
 
6.7.3 Further Action Required 


 The workforce analysis undertaken using the Hurst benchmarking needs to be 
reconsidered with a clear strategy to tackle the nurse vacancies 


 The nurse management structure needs to be reviewed in order to maximise the 
effectiveness of the available resource 


 The development of robust workforce plans to ensure adequate and sustainable 
nursing and MDT staffing and skill mix for all wards 


 The Health Board should continue to support the recent training programme 
encouraging the delivery of excellent person centred dementia care  


 
7. OTHER FINDINGS 


7.1 Actions following Mental Health Trusted to Care Spot Checks 


Three of the older people’s mental health wards in the HB were subject to trusted to care 
spot checks. The health board was advised of a number of immediate and short to medium 
term actions (Appendix Four). Each of the three wards have action plans in place. These 
have been regularly updated and new versions produced demonstrating action taken to 
remedy issues of concern. Many of the actions are rated green with some amber remaining 
in the most recent updates. Significant action has been undertaken into concerns about the 
availability of resuscitation equipment. However a long standing issue on Gwanwyn Ward 
with the swipe card system has not been fully resolved. This was evident during the visit. 
Whilst this has been raised within the action plan it does not feature on the 100 day review 
estates plan. Concerns were raised in relation to the prominence of information for patients 
and carers on access to Independent Mental Health Advocacy (IMHA) and Independent 
mental capacity advocacy (IMCA) services on a number of wards - steps have been taken to 
rectify this issue since the spot check action plan was formulated. 
 
Amber scores that remain were largely relating to workforce estates and CTP issues. There 
was evidence during the visit that work is underway to address these issues. 
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In addition to the action plans staff external to the wards were undertaking learning from 
“Trusted to Care” spot check visits. These reviews were broader in spread than the issues 
identified in the action plans using a generic template based upon the wider “Trusted to 
Care” recommendations. The outcome of these internal spot checks was provided to ward 
management to address.   
 
8. GOOD PRACTICE POINTS 


 Dementia care mapping 
 Falls and quality and safety audits 
 John’s campaign 
 Focused Dementia training on communication 


 


The Delivery Unit would like to extend thanks to the Betsi Cadwaladr 
University Health Board staff for their co-operation and contributions during 


the review 


AUTHORS: 


18th July 2016  
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APPENDIX 2 – PROFILE OF BETSI CADWALADR UNIVERSITY HEALTH BOARD OLDER PEOPLES MENTAL HEALTH INPATIENT WARDS  
  


Ward Hospital  Type of Ward Gender No of 
beds 


Registered 
Nurses 


wte 


HCSW 
wte Shift Patterns Visiting Hours 


Gwanwyn Wrexham 
Maelor 


Organic Mixed 13 3 4 Long Days / Earlies / 
Lates / Nights 


Open visiting  protected 
meal times although 
families are encouraged 
to attend to assist with 
meals if they so wish 


Hydref  Wrexham 
Maelor 


Functional Mixed 14 3 3 Long 
days/earlies/lates/nights 


Open visiting  protected 
meal times although 
families are encouraged 
to attend to assist with 
meals if they so wish 


Tegid Ysbyty 
Glan Clwyd 


Functional Mixed 10 3 3 No set shifts but staff 
tend to work 7.30 am - 
20.00 pm 


Weekdays 4pm - 5pm 
and 6.30pm - 7.30pm 
Weekends 
2pm - 4.20 pm and 
6.30pm - 7.30pm 


Bryn 
Hesketh 


Colwyn Bay 
Community 
Hospital 


Organic Mixed 16 3 5 No set shifts but staff 
tend to work 7.30 am - 
20.00 pm 


Open 


Cemlyn Ysbyty 
Cefni 


Organic Mixed 16 3 6 Early / Late 12hours 
however some staff 
work short shifts 
   
   


Visiting hours are 
flexible and if needed 
families will help out at 
mealtimes especially if 
their relative is reluctant 
to eat. Also some 
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families live out of area 
or work late so we try to 
accommodate all.  


Hergest Ysbyty 
Gwyneth 


Functional Adult 
(admitting older 
people with a mental 
illness) 


Gender 
specific 
with older 
age 
patients 
separated 
across two 
adult wards 
with 
separation 
by gender 
not age. 


16 2 3 No Data No data 
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APPENDIX 3: TRUSTED TO CARE SPOT CHECK ACTIONS 
 


Ward Immediate Actions Short to Medium Term Actions 
Cemlyn Ward, 
Cefni Ward 


The improving Care and Treatment Planning; Ensuring that 
patients were informed of their right to mental health and 
mental capacity advocacy; The provision of Pharmacy 
support; The storage and administration of medication; and 
The provision of resuscitation equipment 


Ward and patient areas need to be painted. 
Review of occupational therapy support for daily activities. 
Review patient advocacy under Part 4 of Mental Health measure. 


Tegid Ward, 
Ablett Unit, 
Ysbyty Glan 
Clwyd 


The development of Care and Treatment Plans; Ensuring 
that patients were informed of their right to mental health 
and mental capacity advocacy; 


The storage of medication; The provision of resuscitation 
equipment; and Repairing the out of order toilet and 
installing a shower curtain. 


Review seating in patient lounge and dining room and handrails on steps in garden. 
Review to address ward staffing attitudes and the skill mix. 
Review staff development, supervision, Personal Development Records and 
continuing professional development. 
Review staffing to support meaningful activities for the patients and ward 
administration 
Deprivation of Liberty safeguards, Mental Health Act and Mental Capacity Act training 
needs to be more readily available. 
A system that that ensures referral to IMHA needs to be introduced. 
Ensure the covert administration of medication policy is available and understood 


Gwanwyn Ward, 
Wrexham Maelor 
Hospital 


"The provision of doctor/Consultant support; The provision 
of occupational therapy support and the provision of daily, 
meaningful activities; 


The Health Board should consider an independent review of the service to look at the 
issues raised in this spot check in more depth, including staffing across all disciplines. 


An action plan with timeframes must be put in place to cover the following areas of 
concern: Bedroom areas all in very poor state. Movement sensors need to be fit for 
purpose. The one bedroom that had an overpowering smell of stale urine should be 
deep cleaned. Communal area needs to be dementia friendly (signage, sensory 
equipment) Swipe card access to Resuscitation Trolley problems resolved. Medication 
management including the prescribing of as required medication should be reviewed. 
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APPENDIX 4: STANDARDS CONSIDERED 
 


Review Focus Standards Considered 
THE SAFEGUARDING 
OF PATIENTS 


Health services promote and protect the welfare and safety of children and adults who become vulnerable at any time. (HCS Standard 2.7) 


People receive medication for the right reason, the right medication at the right dose and at the right time. (HCS 2.6) 


THE PROVISION OF 
QUALITY CARE AND 
TREATMENT 


Care, treatment and decision making should reflect best practice based on evidence to ensure that people receive the right care and support to 
meet their individual needs. (HCS 3.1) 
 
Good record keeping is essential to ensure that people receive effective and safe care.  Health services must ensure that all records are maintained 
in accordance with legislation and clinical standards guidance. (HCS 3.5) 
 
Full discussion with patient and/or carers about possible benefits and risks of any proposed treatment with anti-psychotic medication (1000 lives 
Intelligent Target) 
 
Care provision must respect people's choices in how they care for themselves as maintaining independence improves quality of life and maximises 
physical and emotional well-being. (HCS 6.1) 
Assess for capacity for major decisions, and where person lacks capacity, follow 'best interests' process. (1000 lives Intelligent Target) 
 
Physical health screen (examination and target interventions).  (1000 lives Intelligent Target) 
 
Assess needs for assistance and maintaining skills with meals, toileting, self-care etc. and ensure built into care plan and care provided accordingly. 
(1000 lives Intelligent Target) 
 
People's experience of health care is one where everyone is treated with dignity, respect, compassion and kindness which recognises and 
addresses individual physical, psychological, social, cultural, language and spiritual needs. (HCS 4.1) 


THE CREATION OF A 
DEMENTIA AND 
OLDER-PERSON 


On admission, assess environmental needs - safety, stimulation, need for single room etc (1000 lives Intelligent Target) 
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FRIENDLY 
ENVIRONMENT 


A range of appropriate meaningful, failure free activities to be available, including physical exercise.  Frequency and enjoyment to be rated. (1000 
lives Intelligent Target) 


THE INVOLVEMENT 
OF CARERS AND 
FAMILIES 


On admission, carers are asked to share information on the patient's current strengths and needs. (RCP OP-AIMS 22.7) 
 
Carers witness staff caring for patients in a meaningful, person-centred way (RCP OP-AIMS 22.11) 
 
Involvement of family members and other supporters to the unit to be encouraged. (1000 lives Intelligent Target) 
 
For all patients admitted, check history with family/other supporters (1000 lives Intelligent Target) 
  
If the patient has a diagnosis of dementia when being discharged: all carers offered Carers Assessment. (1000 lives Intelligent Target) 


LEADERSHIP AND 
OVERSIGHT 


Services engage in activities to continuously improve by developing and implementing innovative ways of delivering care. This includes supporting 
research and ensuring that it enhances the efficiency and effectiveness of services. (HCS 3.3) 
 
Managers audit the implementation of policies and procedures relating to the ward/unit and provide feedback to the MDT staff (RCP OP-AIMS 
U1.4) 


EARNING LESSONS 
FROM CONCERNS 


People who receive care, and their families, must be empowered to describe their experiences to those who provided their care so there is a clear 
understanding of what is working well and what is not, and they must receive an open and honest response.  Health services should be shaped by 
and meet the needs of the people served and demonstrate that they act on and learn from feedback. (HCS 6.3) 
 
People's health, safety and welfare are actively promoted and protected.  Risks are identified, monitored and where possible, reduced or 
prevented. (HCS 2.1) 
 
The outcomes of any Concerns (complaint, claim, patient safety incident) investigation must be used to maximise opportunities for learning and 
quality improvement. This should be a key element in the overall attempt to reduce adverse events and avoidable harm to patients, service users, 
carers and staff. (Regulation 49, Putting Things Right) 
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WORKFORCE 
DEVELOPMENT 


Health services should ensure that there are enough staff with the right knowledge and skills available at the right time to meet need. (HCS 7.1) 
 
The ward/unit has an agreed minimum staffing level across all shifts which is met. There is capacity to increase nursing levels according to clinical 
need. (RCP OP-AIMS U2.1 & 2.11) 
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Mental Health & Learning Disability CPG  
Minutes of Senior Management Team Meeting held on Monday, 19th May 2014  


Face to Face Ablett Unit 
 
Present:  
 
Apologies:   
 
2 Minutes of the last meeting  
 Minutes of the meeting held on 14th April were accepted as a 


true and accurate account of that meeting 
 


3 Matters arising  
3.1 
 
 
 
3.2 
 
 
3.3 
 
 
3.4 
 
 
3.5 
 
 
3.6 
 
 
 
3.7 
 
 
3.8 


 3.2 Band 7 Clinical Risk Manager post –  has a plan for 
progression.  work through JD with  
Justification for Q & S post,  to arrange. 
 
4. Q & S priorities –  compiling paper today for HB 
tomorrow. Full Q & S on agenda 
 
Tawel Fan – reopening plan? Need to have the plan for the 
next meeting,  to provide.  
 
HIW arrived in Hergest Unit last week for an unannounced 
visit to review progress since last visit in December 2013. 
 


 action plan – request from HIW for more information,  
and  have data to collate  
 
Internal Audit Plan 14/15 – to be agendered for next meeting. 


 and  to look at plan.  noted the need to prioritise 
who is doing what 
 
Interim clinical structure, Scheme of Delegation and 
Supervision arrangements to be discussed in Ops today.  
 
Estates issues and estates strategy group met last week  
listing priorities by next week. Identified some priorities than 
can be moved forward 


 
 


 
 
 
 
 


 
 
 
 
 
 


 
 
 


 


4 Quality and Safety Priorities – Governance  
4.1 
 
 
 


Agree meeting structure – SMT/corporate Wednesdays 
SMT and the governance meeting structure, agree to carry 
with for the time being. Need TOR.  
SMT agenda need structure – funded pressures, check 


 
 
 
 







 


 


 
 
 
 
 
 
4.2 
 
 
 
 
 
 
 
4.3 


headings check progress weekly of projects, titles into 
minutes of SMT, then under title of savings. Lunch time on 
Monday, therefore pre-meet for Operational meeting 12noon 
– 2pm.  


 PICKER feedback 
 
Corporate Wednesday -  
Board every 2nd Wednesday. Planning 4th Wednesday with 
HOPs, to include strategy work. Q & A agree membership. 
Need performance management of the governance process. 
Need content for HCS for next year.  and  
Agree meeting structure –  meeting chairs of all 
groups.  
 
Acute Care model  


 talked to the group, comments received from staff.  
 to look at SUI themes with  today. 


 


 
 
 
 
 


 
 
 
 
 
 


 


5 Organisational Development  


CPG QS Report draft 
v7 16 12 13.doc  


Q&S report draft  has a copy for  
 to update report 


 


 


6 Miscellaneous Imperatives  
  project – SUIs 


 invited to Operational group to discuss.  to 
write to  To invite to future SMT 
 


 


7 Any Other Business  
 None to discuss  
8 Next meeting to be 12noon on 2nd June   
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MENTAL HEALTH AND LEARNING DISABILITIES CLINICAL PROGRAMME GROUP 
 


SENIOR MANAGEMENT TEAM 
 


MEETING TO BE HELD F2F IN BRYN Y NEUADD 
 


ON MONDAY, 14 APRIL 2014 at 11.30 AM  
 


A G E N D A 
 


1. Apologies for absence 
 


2. Minutes of last meeting (14.03.14) 
 


Minutes 14.03.14


 
 


3. Matters arising 
 


4. Quality and Safety Priorities – Governance 
 
Tawelfan update -  
 
Hergest Action Plan update -  


 
Royal College of Psychiatrists report following visit to Hergest update -  
 
DD action plan – current timescales -  
 
Q&S report – template and actions -  
 
Governance Structure -  
 
Standards for Health Services in Wales –  
 
Internal Audit Plan 14/15 -  
 


5. Organisational Development 
 


Bryn y Neuadd – site operational management -  
 


6. Miscellaneous Imperatives 
 


Financial report and savings schemes p11 -  
 


7. Any Other Business 
 


8. Date, place and time of next meeting – Monday, 28 April 2014 at 9.00 am – venue tbc 






