Appendix 1

Follow-up on recommendations made following the unannounced inspection on 11 and 12 March 2015
No. Reference.
Recommendations
No of
Action Taken
times
(confirmed during this inspection)
stated
1
Section 5.3.1
It is recommended that
3
Inspectors reviewed the ward’s main office and patient
(e)
soundproofing work is
quiet room. Both rooms had been relocated since the
undertaken.
previous inspection. Inspectors assessed each room
and noted that they had been sound proofed. Patients
could use the quiet room to meet with relatives and
make telephone calls without being overheard. The
ward’s main office allowed staff to discuss patient
progress and make calls confidentially.
2
3
Section 5.3.3
It is recommended that the
A daily ward therapy dairy was retained for each
(f)
therapeutic programme
patient. The dairy evidenced the daily activities of each
available for patients is
patient Monday to Sunday morning, afternoon and
reviewed to ensure that
evening. The dairy detailed that patients participated in
patients on the ward have
art therapy, music, relaxation, hair and make- up
access to daily therapeutic
sessions, outings and film/takeaway food evenings.
activity.
The ward’s therapeutic programme was supported by
an occupational therapist (OT) and OT assistant. At the
time of the inspection the OP was off on long term
leave. Inspectors were informed that the OT assistant
continued to provide support and OT services remained
subject to ongoing review.
3
Section5.3.1(e) It is recommended that
3
Inspectors reviewed the ward’s environment against the
Trust address the
deficits identified as a result of the inspection completed
environmental issues and
1 and 2 March 2011.
modifications as outlined in
the report following the
• The ward had been redesigned and redecorated
March 1 and 2 2011 RQIA
to a good standard. The ward presented as airy,
inspection to include;
clean and well maintained;

Inspector's
Validation of
Compliance
Met

Met

Met
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•

austerity of the décor
within the ward;
• layout of the building
which does not facilitate
or enhance safe and
effective practice;
• broken sightlines - poor
visibility of bedroom
area from ward office
and day space;
• door locking systems cumbersome and
varied;
• daylight in the bedroom
area - no blackout
blinds or covers over
glass in fire door;
• shower room and fire
door difficult to open;
• no phone points in
dormitory area;
• no night lights in
dormitory area;
• noisy doors in the
dormitory area;
• staff cannot adjust the
ward temperature;
location of the seclusion
area - staff feel vulnerable
when in the area and
patients access it via the

•

•
•
•
•
•
•
•

•
•

The trust had made a number of changes to the
ward’s layout. These included relocating the
ward’s main office, the patient quiet room and the
activities room. Inspectors noted that the
relocation of the ward’s main office helped to
facilitate a safer and more effective environment
in which to support patients;
The new ward office provided staff with
appropriate sight lines to the main ward areas;
The trust had reviewed the ward’s door locking
systems. Systems had been reduced from three
to two;
Patients could control the light entering their bed
area through use of curtains;
The shower room and fire doors had been
adjusted. Both doors were easy to open;
A payphone had been relocated to the patients’
quiet room. Patients could access the quiet room
from the dormitory area;
Nightlights had been fitted above each patient’s
bed area;
The doors leading to the patients’ dormitory area
had been adjusted and sound damping had been
fitted. Inspectors noted that the doors operated
silently;
Inspectors were informed that staff could control
the temperature of the ward;
Due to building design the location of the ward’s
seclusion area remained unchanged. Inspectors
noted that the relocation of the ward’s main office
had resulted in staff being able to maintain a
direct line of sight to the seclusion area;
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•

day room - ward office is
too small.
4

5

Section 5.3.1
(c)

Section 5.3.1
(a)

It is recommended that the
Trust ensure that the policy
and procedure for staff to
follow in the event
procedure for staff for
responding to, recording
and reporting concerns
about actual or suspected
adult abuse is consistent
with regional guidance
‘Safeguarding Vulnerable
Adults – A Shared
Responsibility’ (2010).
It is recommended that the
ward manager reviews the
ward routine to ensure that
the routine for each patient
is based on individual
assessment and needs,
gives consideration to the
patient’s human rights and
is clearly documented
within the patients care
documentation.

2

2

The ward office had been relocated. The new
office was large, airy and provided good sight
lines to the main ward areas.
Inspectors reviewed the referrals of two patients made
as a result of safeguarding concerns. Both referrals
had been completed in accordance to regional and trust
guidance. The ward’s designated officer had returned
the required documentation and provided the patient
and ward staff with appropriate support. Records also
evidenced that the ward’s multi-disciplinary team had
continued to review the patient’s progress and
safeguarding plan on a regular basis.
It was good to note that ward staff had taken
appropriate action to ensure that patients remained
safe.
Patient care records reviewed by inspectors evidenced
that each patient’s care and treatment programme was
based on their assessed needs. Assessments, risk
assessments and care plans were up to date and
regularly reviewed.
The activity schedule and nursing care progress records
evidenced that each patient’s routine was appropriate to
the patient’s assessed needs. Records detailed that
patients were involved in regular activities and received
occupational therapy and social work support as
required.
Patients who met with inspectors reported no concerns
regarding their ability to access staff and or ward based
activities. Patients explained that they could access the

Met

Met
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6

Section 5.3.1

7

Section
5.3.1(a)

8

Section
5.3.3(d)

It is recommended that the
Trust ensures that
Deprivation of Liberty
Safeguards (DOLS) –
Interim Guidance, as
outlined by the DHSSPSNI
in October 2010, is
implemented within Inver 1.

It is recommended that the
ward manager ensures that
care plans in relation to
actual or perceived
deprivation of liberty are
reviewed to ensure that an
explanation of deprivation
of liberty is included and
relevant to the plan of care
It is recommended that the
Trust review the
composition of and clinical
specialities available within
the multidisciplinary team

2

2

2

ward garden as required and they were given the
opportunity to go for walks.
Patient care plans reviewed by inspectors evidenced
that each patient’s rights had been considered and
discussed on a continuous basis. Care plans reflected
the reasons and rationale as to why each patient had
been admitted to the ward. It was good to note that
blanket restrictions used within the ward were reflected
in each patients care plan. For example the
requirement that the ward’s front entrance remained
locked was appropriate to each patient’s assessed
needs and to help ensure the safety and well- being of
patients.
Restrictive practices used within the ward were based
on each patient’s individually assessed needs. Records
reviewed by inspectors evidenced an accompanying
rationale as to why a restrictive practice was required.
Inspectors reviewed four sets of patient care records.
Records evidenced that patient care and treatment was
being provided in accordance to each patient’s
assessed need. This included the need for restrictive
practices. Patient care records evidenced that
restrictive practices had been applied in the patient’s
best interest and implemented in accordance to DOLS
guidelines.
Inspectors were informed that the trust had reviewed
the composition of the ward staff team. To address the
identified deficits the trust had commenced the process
of recruiting a consultant clinical psychologist to
oversee psychological interventions within the trust’s

Met

Met

Met
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and availability of
psychotherapeutic
interventions to ensure that
patients on the ward have
access to the full range of
evidence based
therapeutic interventions to
meet presenting needs.

9

Section
5.3.3(a)

10

Section
5.3.3(a)

11

Section
5.3.3(a)

acute mental health services. A senior manager
informed inspectors that it was hoped that the
consultant psychologist would be in post as soon as
possible.

It is recommended that the
Trust ensure storage area
for patient property is
enhanced so that patients
can view their belongings
while staff are accessing
them.
It is recommended that the
Trust review the
geographical location of
patient property and
clothing in relation to the
sleeping area on the ward

2

It is recommended that the
Trust consider the
provision of a locked facility
on the ward for patients to
independently securely

2

2

At ward level it was good to note that occupational
therapy staff continued to provide one to one and group
sessions on a daily basis Monday to Friday. Inspectors
also noted that a number of ward staff had completed
wellness recovery action plan (WRAP) training.
Inspectors were informed that, where appropriate,
patients had been offered the opportunity to complete a
WRAP programme.
Patients could access their own wardrobe and drawer
space located beside their bed area. Patients could
also request that staff retain items for them in a
personal drawer retained in a locked room within the
main ward area. Patients could access their locked
drawer upon request to staff.
The Trust had fitted new cupboard and drawers within
each patient’s sleeping area. Patients could store their
clothing and personal items directly opposite their
sleeping area. Personal items and items assessed as
being restricted were retained in a personal locked
drawer. This drawer could be accessed by staff upon
request.
Each patient could access their own wardrobe and
drawers. These could be locked by the patient
providing this had been assessed as appropriate in
accordance to the patient’s assessed needs.

Met

Met

Met
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12

Section
5.3.3(d)

13

Section
5.3.1(c)

14

Section
5.3.1(c)

store their personal
belongings.
It is recommended that the
ward manager ensures that
all staff working on the
ward undertake all
mandatory training
appropriate to their role.

It is recommended that the
Trust enhance the fenced
outdoor area in Inver 1 to
ensure that patient privacy
and dignity is not
compromised
It is recommended that the
Trust reviews the use of
locked doors within the
Inver ward. In
circumstances were it is
necessary to lock internal
doors patient’s care plans
should record the rationale
for this and evidence
ongoing review.

2

2

1

Inspectors reviewed the nursing training records and
staff training protocols for all staff working on the ward.
Nursing records evidenced that staff had completed
their required mandatory training and the need for
refresher training was being continually monitored.
Inspectors’ evidenced that nursing staff requiring
refresher training had been identified and a retraining
date had been organised.
The training records for medical staff, social work staff
the occupational therapist and allied health
professionals visiting the ward were retained by the staff
members’ professional manager. These records were
monitored by the ward’s senior management team.
The trust had installed hedging to one side of the ward’s
garden area. This enabled patients to access privacy
as required.

The trust had reviewed the use of locked doors within
the ward. It was positive to note that the ward’s internal
doors leading to the garden remained open on a
continuous basis between 8.00am and 11.00pm.
Where an internal door was locked the need for this
was reflected in the ward’s environmental assessment
and in patient care records.

Met

Met

Met
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15

Section
5.3.1(c)

It is recommended that the
multi-disciplinary team
ensures that the use of
restrictive practises in
relation to patients’
personal property is
recorded in the patient’s
care plan. This should
include a rationale as to
why the restriction is
necessary and detail how
the restriction will be
monitored and reviewed.

1

16

Section 5.3.1
(e)

It is recommended that the
Trust install a sink in the
ward’s occupational
therapy room.

1

17

Section 5.3.1
(a)

It is recommended that the
multi-disciplinary team
(MDT) ensures that patient
discharge plans clearly
document the care and
treatment goals and future
plans.

1

The use of restrictive practices was reviewed on a daily
basis by the nursing staff and on a weekly basis by the
ward’s multi-disciplinary team. Inspectors noted that
patients retained a number of personal items in their
bedside wardrobe and drawer. Patients could also use
a personal locked drawer to store items such as
makeup/ drinks and other items. Patients who met with
inspectors reflected that items were stored in their
locked drawer by consent. Patients reported no
concerns in being able to access their locked drawer as
required.
Inspectors were also informed that personal drawers
were not accessed without the patient being present.
A new activity room had been located at the end of the
patient’s dormitory area. The room could be accessed
by patients as required. The room had originally been
used as a side room. Subsequently, it contained a sink.
Inspectors noted the room was bright, well maintained
and contained enough space to support the patients
admitted to the ward.
Patient care records reviewed by inspectors evidenced
that the MDT reviewed each patient’s progress on a
weekly basis. This included consideration regarding a
patient’s early discharge/ medically fit for discharge and
weather the patient was ready for trail leave.

Met

Met

Met

