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It should be noted that this inspection report should not be regarded as a comprehensive 
review of all strengths and areas for improvement that exist in the service.  The findings 
reported on are those which came to the attention of RQIA during the course of this 
inspection.  The findings contained within this report do not exempt the service provider from 
their responsibility for maintaining compliance with legislation, standards and best practice. 
 

1.0 What we look for 
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4.0 Inspection summary 
 

2.0 Profile of service  
 

3.0 Service details 

 
 
 
 
Dorsy ward is a ten bedded mixed gender assessment and treatment inpatient unit for patients 
with a learning disability.  On the days of the inspection there were nine patients on the ward; 
five patients were detained in accordance with the Mental Health (Northern Ireland) Order 1986.  
Four patients were receiving continuous support from staff. This included one patient who 
required continuous support from two nursing staff.  Inspectors noted that six of the nine 
patients admitted to the ward were experiencing a delay in their discharge.  Inspectors were 
advised that limited appropriate community resources was a factor in each patient’s delayed 
discharge. 
 
The multi-disciplinary team (MDT) consisted of nursing, psychiatry, medical, occupational 
therapy, behaviour support and psychology.  An independent advocacy service was also 
available for patients by referral.  
 
 
 
 

Responsible person: Stephen McNally 
 

Ward Manager: Geraldine Dinsmore 

Category of care: Assessment and 
Treatment 
 

Number of beds:  
10 

Person in charge at the time of inspection: Geraldine Dinsmore 
 

 
 
 
 
 
An unannounced follow-up inspection took place over two days on 25 – 26 July 2017.  
 
The inspection identified 11 areas for improvement identified from the previous unannounced 
inspection completed on 14 – 15 March 2017.   Inspectors assessed seven of these areas as 
four of the areas had timelines for completion beyond the dates on which the inspection took 
place.  Areas for improvement in relation to psychology and behaviour services, care 
documentation and the ward’s model of care were reviewed but not rated.  The area for 
improvement with regard to the ward’s seclusion room (area no 7 section 6.1) was met despite 
having a completion timeline of 15 September 2017.   
 
The ward’s previous provider compliance plan (completed as a result of findings from the 
inspection 14 – 15 March 2017) detailed that the Trust had until the 15 September 2017 to 
address these three areas for improvement.  Subsequently, these three areas for improvement 
will be followed up at a future inspection and will remain as being stated for the second time. 
 
Inspection findings evidenced six of the eight areas for improvement rated by inspectors had 
been met.  Two areas had been partially met.  
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Inspectors noted that the ward had made good progress in addressing all the areas for 
improvement identified as a result of the previous inspection.  Patient risk assessments and 
management plans were completed in accordance to Promoting Quality Care Standards (PQC. 
2010).  However, one patient’s comprehensive risk assessment had not been reviewed in 
accordance to the required guidance.  Inspectors noted that the comprehensive risk 
assessment had been completed in the community.  A new area for improvement regarding the 
completion of comprehensive risk reviews has been made.  This reflects that the ward has 
achieved the previous area for improvement through its internal processes.  However, 
improvements relating to the continuation of PQC processes, and handover from community 
teams, for newly admitted patients are required.   
 
Inspectors evidenced that ward service improvement initiatives were being undertaken and the 
results of these were posted on the ward’s main notice board located within the ward’s main 
foyer.  The ward’s governance arrangements had been reviewed and new procedures to ensure 
appropriate oversight of incidents within the ward were robust and appropriately managed.   
 
The ward’s seclusion room had been reviewed and updated.  CCTV camera’s had been 
repositioned to ensure staff could observe all areas.  The trust’s psychology department had 
reviewed all psychology records of patients admitted to the ward.  Psychology entries to patient 
records within both MDT and community files were being reviewed on a regular basis.    
 
Two areas for improvement were assessed as partially met.  The trust had completed a 
comprehensive review of the ward’s seclusion room and had addressed each of the areas 
identified as a result of the previous inspection.  Four of the five concerns regarding the 
seclusion room had been addressed. One concern had not.  The seclusion room walls and 
floors were not of a seamless construction.  Inspectors noted that the trust had taken this area 
for improvement forward and the replacement of the wall facia and flooring had been delayed 
due to manufacturing issues beyond the control of the trust.  This area for improvement will be 
restated for a third time.  This area for concern will not be escalated as the trust had been 
unable to address this concern due to circumstances beyond its control.  An inspector will 
review this concern at the next inspection. 
 
The exit door located at the back of the ward and opposite the seclusion room had not been 
fully repaired.  The necessary replacement parts had not been delivered.  Inspectors were given 
assurances by the trust’s estates services that this area of concern would be addressed in the 
near future.  This area for improvement will be restated for a second time in the provider 
compliance plan accompanying this report.   
 
Patients stated 
 
Inspector met with four patients.  Inspectors also completed observations of patient staff 
interactions over the two days of the inspection.  Patients were generally positive about the 
ward and their relationships with staff.  Inspectors evidenced no concerns regarding the care 
and treatment provided to patients.  Inspectors observed that a number of patients admitted to 
the ward presented with complex needs.  Six of the nine patients admitted to the ward were 
experiencing a delay in their discharge to the community.  This included patients who 
demonstrating behaviours that challenge which was associated with their complex needs and 
presentation.  Inspectors evidenced that staff remained patient centred and attentive during staff 
patient interactions.  Patients said that they felt safe and that they felt they were well cared for 
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and they stated staff explained care and treatment interventions to them.  Overall patients 
provided positive feedback to inspectors regarding their experience of the ward. 
 
Relatives stated 
 
No relatives were available to speak with the inspectors.  The inspectors left ten blank 
questionnaires for relatives with ward staff.  One of the questionnaires was returned to the 
inspectors.  The questionnaire returned detailed positive responses, identifying care and 
treatment received by patients as being safe, effective compassionate and well led.  The 
relative also commented that: 
 

“Staff are well mannered and considerate to patients and relatives at all times”. 
 
“It’s a very clean ward”.  

 
Staff stated 
  
Inspectors met with 14 members of ward staff.   
 
Staff reported that the ward continued to manage challenging staffing levels.  Inspectors were 
informed that the ward had one vacant 0.9 (whole time equivalent) registered nurse post and 
that one registered nurse was unavailable for duty.  Alongside this the ward was providing 
continuous enhanced support to four patients (including one patient requiring support from two 
staff) 24 hours each day seven days each week (Inspectors noted that each of the patients 
requiring continued observations were experiencing a delay in their discharge from hospital).  
This required that five members of nursing staff remained with patients consistently.  
Subsequently, these staff members were unable to provide care and treatment to the remaining 
five patients.  Inspectors were concerned that the ward’s core nursing staff levels were not 
sufficient to meet the needs of the patient group.  This issue is discussed in more detail in 
section 7.  
 
Despite the challenges regarding staffing, the inspectors were informed that the team worked 
well together and that everyone’s views were considered.  Staff said that they felt listened to 
and supported by colleagues and the ward’s senior management team.  Each member of staff 
discussed the ward’s nursing staffing pressures and the challenges of managing the presenting 
challenging behaviours of a number of the patients.  Staff stated that they felt the care and 
treatment provided to patients on the ward was good.  Staff felt the ward was generally safe and 
that the care and treatment provided by the MDT was effective.   
 
The ward’s Occupational Therapist (OT) stated that the ward’s activity timetable and therapeutic 
interventions were well established and took place on a regular basis Monday to Friday each 
week.  The OT informed inspectors that they felt the MDT was effective and that nursing staff 
provide a high level of intensive support to patients.  Other staff members talked positively 
about the role of the OT service within the ward.  It was good to note that a number of new 
initiatives were being implemented to support patients.  This included the proposed appointment 
of an activity worker and the development of a sensory garden. 
 
Inspectors met with a Care Manager.  The Care Manager was community based and attended 
the ward on a regular basis to provide services and support to a number of patients who were 
ready for discharge.  The Care Manager reported that communication within the ward was good 
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and that ward staff were flexible and responsive.  They reflected positively on the medical 
support within the ward. 
 
Nursing staff who met with inspectors stated that they felt the Dorsy MDT was a good team.  
None of the staff reported any concerns regarding the support they received and it was good to 
note that staff reflected positively on their role on the ward.  However, each of the nurses who 
spoke to inspectors explained that the ward’s nursing staff levels and the management of 
continuous observations with four patients remained challenging.  Staff detailed that from their 
experience finding enough nurses to cover each shift remained difficult (this is discussed in 
more detail in section 7 of this report).  Staff also discussed the increased risks in relation to 
their personal safety. Inspectors were told that the unpredictability of patients’ challenging 
behaviour and the recent increase in assaults on staff had raised anxiety levels amongst 
nursing staff.  Inspectors discussed this with the ward’s senior management team.  Inspectors 
were informed that three members of the nursing staff team had been assaulted during the 
previous three months.   
 
In addressing concerns the management team had implemented a number of measures to 
enhance support for staff.  The measures included increased training for staff in the 
management of behaviours that challenge, a comprehensive review of psychological services, 
comprehensive incident management procedures, increased presence and availability of senior 
managers on the ward, leadership training, increase in the therapeutic support and interventions 
for patients and the establishment of a ward risk management and governance group.  These 
actions provided strong evidence that the ward’s senior management team continued to 
implement appropriate strategies to support staff and to reduce risk.  It was also good to note 
that the senior management team had a clear understanding of the presenting challenges and 
had taken positive steps to address staff concerns.  
 
Inspectors met with the Trust’s Head of Psychology Services (HOP). The HOP had overseen a 
comprehensive review of the psychology services provided to patients admitted to the ward.  
The outcome of the review included the following action steps: 
 

 The recruitment of a new Consultant Psychologist to work 2.5 days each week in  Dorsy 
and 2.5 days in the community. 

 The recruitment of a new behaviour therapist. 

 The further development of the ward’s therapeutic model and increased focus on 
patients’ positive behavioural support plans. 

 Continued development of psychological models of care supporting patients’ transition 
from an acute care setting to the community. 

  
The HOP informed inspectors that the enhancement of psychological services in the ward was 
being supported by effective and continually developing MDT relationships and through clear 
and agreed aims and objectives.  The HOP reflected positively on the progress being made 
within the ward and on the commitment of staff. 
 
Staff said: 
 

“This is a great staff team and the patients are well managed”. 
 
“It is safe but it could be safer”. 
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4.1 Inspection outcome 

“Nothing unsafe….staff are aware of all the triggers”. 
 
“Staffing levels have dropped down”. 
 
“This a friendly ward with good support”. 
 
“Accessing a place for patients in the psychiatric intensive care ward can be difficult”. 
 
“There is good incident management”. 
 
“It’s getting dangerous”. 
 
“To be honest my anxiety levels are up”. 
 
“I enjoy working here”. 
 
“There are staffing pressures”. 
 
“This is a good team”. 
 
“It’s a very challenging ward”. 
 
“Observations are here to stay”. 
 
“There is a broad range of patient need”. 
 
“The MDT is good and approachable”. 

 
The findings of this report will provide the trust with the necessary information to assist them to 
fulfil their responsibilities, enhance practice and service user experience. 
 
 
 
 

Total number of areas for improvement 7 

 
The total number of areas for improvement comprises: 

 One new area for improvement 

 One area for improvement restated for a second time 

 One area for improvement restated for a third time (for reasons beyond the Trusts 
control) 

 Four areas that were not assessed and their restate position remain unchanged. 
 

These are detailed in the Provider Compliance Plan (PCP).  
 
Areas for improvement and details of the PCP were discussed with senior trust representatives, 
members of the multi-disciplinary team, the ward manager and ward staff as part of the 
inspection process.  The timescales for completion commenced from the date of inspection. 
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5.0 How we inspect  

6.0 The inspection 

6.1 Review of areas for improvement from the last unannounced inspection  

 
 
 
The inspection was underpinned by: 
 

 The Mental Health (Northern Ireland) Order 1986 

 The Quality Standards for Health & Social Care: Supporting Good Governance and Best 
Practice in the HPSS, 2006 

 The Human Rights Act 1998 

 The HPSS (Quality, Improvement and Regulation) (Northern Ireland) Order 2003 

 Optional Protocol to the Convention Against Torture (OPCAT) 2002 
 
 
 
 
The following areas were examined during the inspection:  
  

 Care documentation in relation to four patients 

 Ward environment 

 Advocacy service 

 Minutes of staff meetings 

 Records in relation to incidents and accidents 

 Staff supervision and appraisal dates 

 Staff training 

 Staff duty rotas 

 Medication prescription sheets 

 Complaints and compliments 

 Information in relation to safeguarding vulnerable adults 

 Minutes from governance meetings 
 
 
 
 
 
 
 
 
 
 
The most recent inspection of the Dorsy Ward was an unannounced inspection.  The completed 
Provider Compliance Plan (PCP) was returned and approved by the responsible inspector.  
During this inspection we reviewed the areas for improvement made at the previous inspection 
and an assessment of compliance was recorded as met/partially met and not met.  This PCP 
was validated by the inspector during this inspection. 
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Areas for Improvement 
Validation of 
Compliance 

 
Area for 
improvement 1 
 
Ref: Standard 5.3.1 
(a) 
 
Stated: Second 
Time 
 

 
Risk assessments 
 
Risk assessments and management plans were 
not reviewed in accordance with Promoting Quality 
Care (PQC) Good Practice Guidance on the 
Assessment and Management of Risk in Mental 
Health and Learning Disability Services May 2010. 
 
Two out of the four risk assessments were not up 
to date. 
 
There was a duplication of risk assessments in 
patients’ care documentation. 
 

Met 

 
Action taken as confirmed during the 
inspection: 
 
Inspectors reviewed risk assessments and 
management plans in relation to three patients. 
 
Inspectors noted that risk assessments for each 
patient were up to date, comprehensive and based 
on the assessed needs of each patient.  
 
Two of the three risk assessments had been 
reviewed in accordance with Promoting Quality 
Care (PQC) Good Practice Guidance on the 
Assessment and Management of Risk in Mental 
Health and Learning Disability Services May 2010.  
One comprehensive risk assessment (CRA) had 
not been updated within the required six month 
review period.  Inspectors noted that this had been 
missed as the original CRA had been completed in 
the community just prior to the patient being 
admitted to the ward.  A new area for improvement 
has been made to address this issue. 
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Area for 
improvement 2 
 
Ref: Standard 8.3 (k) 
 
Stated: First Time 

 
Service Improvement  
 
There were no service improvement initiatives 
displayed; e.g. number of compliments, complaints, 
patient experience surveys, outcomes. 
 

Met 

 
Action taken as confirmed during the 
inspection: 
 
Information regarding patient experiences on the 
ward was displayed in the ward’s main reception 
area.  The ward continued to review patient 
experience through an ongoing patient satisfaction 
survey.  Compliment cards were available and 
patients’ artwork was posted throughout the ward.  
  

 
Area for 
improvement 3 
 
Ref: Standard 5.3.3 
(f) 
 
Stated: Second 
Time 
 

 
Extra care suite (this area is used for seclusion)  
 
The following was observed in this area: 
 
There was no bed. 
 
There were safety hazards, particularly in the 
bathroom facility. 
 
Walls and floors are not of a seamless 
construction. 
 
Walls were not painted a calm, definitive colour and 
the room required to be repainted.  (A minor works 
request has been submitted). 
 
The door opened inward with the potential hazard 
that a patient could use the bathroom door to hold 
the exit door open. 
 
There was no clock for the patient to view. 
 

Partially met 

 
Action taken as confirmed during the 
inspection: 
 
The Trust had taken appropriate steps to address 
all the areas identified as requiring improvement 
with the seclusion suite.  A new bed had been 
organised and safety hazards had been removed. 
The walls had been repainted and the bathroom 
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door had been removed.  Patients could also see 
the clock from the room. 
 
The walls and floors within the room had not 
changed.  Inspectors spoke with the trust’s estates 
services regarding this.  Inspectors were advised 
that new wall cladding and flooring had been 
agreed and ordered. Unfortunately the 
manufacturer had experienced delays and the work 
could not be completed within the agreed 
timeframe.  Given that this was beyond the control 
of the trust this area of improvement (replace 
seemed wall and flooring) will be carried forward to 
the next inspection. 
 

 
Area for 
improvement 4 
 
Ref: Standard 5.3.1 
(a) 
 
Stated: Second time 
  

 
Psychology and behaviour support services 
 
There were no psychological care / intervention 
plans in place. 
 
There was no evidence of any functional behaviour 
assessments in the care documentation reviewed. 
 
The four behaviour management plans reviewed 
were; not patient centred or easily understood, too 
complex, and focused mainly on risky behaviours 
with little consideration given to the overall 
assessed needs of the person. 
 
Patients who required support with their 
communication would not have understood the 
content of their plans.  These plans were not easily 
interpreted by the range of staff who were required 
to implement them. 
 
There was a brief formulation documented in each 
patient’s behaviour management plan.  However, 
this did not link in with the functions of the 
behaviour and there was limited reference to the 
formulation in the actual behaviour management 
plan.  It was documented, for example, that a 
patient had anxiety.  However there was no further 
mention of anxiety in the management plan. 
 
None of the staff working on the ward had received 
any training in proactive ways to support people 
who present with behaviours that are challenging. 
 

Not assessed 
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Action taken as confirmed during the 
inspection: 
 
This area for improvement was not assessed 
during this inspection.  The Trust timeline for 
completion does not expire until the 15 September 
2017.  An inspector will review this area for 
improvement during the next inspection. 
 

 
Area for 
improvement 5 
 
Ref: Standard 5.3.1 
(a) 
 
Stated: Second 
Time 
 

 
Care documentation 
 
Due to the high volume of records maintained for 
patients who have been receiving learning disability 
services for many years, there was no concise 
summary of each patient’s psychiatric history, 
behavioural difficulties, treatments, therapies 
prescribed and their therapeutic benefits.  The 
patient’s family history, developmental history and 
social functioning could not be readily established. 
 
It was also difficult to establish the nature and 
efficacy of any psychological interventions that had 
been tried over the years.  
 
There were duplicated records which were out of 
date and non-essential information contained in 
each patient’s care documentation.  
 
This made it difficult to review the patient’s journey. 
 
The records of the ward rounds were inconsistently 
completed with the agreed actions, the responsible 
person and a timeframe for achievement.  
 
The minutes of the therapeutic meetings provided a 
description of the patient’s week.  There was no 
documented evidence of a review of the 
therapeutic goal and intervention from the previous 
week. 
 

Not assessed 

 
Action taken as confirmed during the 
inspection: 
 
This area for improvement was not assessed 
during this inspection.  The trust timeline for 
completion does not expire until the 15 September 
2017.  An inspector will review this area for 
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improvement during the next inspection.  

 
Area for 
improvement 6 
 
Ref: Quality 
Standard 5.3.2 
 
Stated: Second 
Time 
 

 
Governance overview of incidents  
 
There were 676 incidents recorded between 1 April 
2015 – 31 March 2016. The majority of these 
incidents were in relation to physical abuse, assault 
and violence to staff and patients.  Although the 
data was available and discussed through the 
governance mechanism there was no evidence of 
any proactive strategies to address the number of 
incidents. 
 
The frequency of the use of restrictive practices 
was reviewed at ward level.  However this 
information was not forwarded to the governance 
team for oversight and review. 
 

Met 

 
Action taken as confirmed during the 
inspection: 
 
The ward manager had clear oversight of incident 
trends through their electronic dashboard.  
Incidents were discussed and reviewed during 
regular ward governance meetings and learning 
from incidents was shared with all staff.  
 
Use of restrictive practices was monitored on a 
continuous basis and discussed at the ward’s 
governance meeting.  
 

 
Area for 
improvement 7 
 
Ref: Quality 
Standard 5.3.1 (e) 
  
 
Stated:  First Time 
 

 
Extra Care suite (this area is used for seclusion)  
 
Inspectors noted that there was an area in the 
court yard that could not be viewed by the CCTV 
camera.  Staff were not aware of this, so this was 
not reported to the estates department for repair. 
 
This area is known by the ward as an extra care 
suite.  However this area does not meet the 
standard in relation to meeting all the daily living 
needs of a patient, as it does not include a sitting 
room with safe furnishings.  Inspectors remain 
unclear how a room where the only furnishing 
provided is a mattress on the floor could be 

Met 
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considered as an extra care suite. 
 

 
Action taken as confirmed during the 
inspection: 
 
The ward’s seclusion room had been reviewed and 
updated.  CCTV cameras had been repositioned to 
ensure staff could observe all areas.  The room 
had been reviewed and renamed the seclusion 
room. 
 

 
Area for 
improvement 8 
 
Ref: Quality 
Standard 5.3.3 (f) 
  
Stated:  First Time 
 

 
Psychology service 
 
There were two part time associate psychologists 
working on the ward.  The associate 
psychologists were based in the community. 
 
The consultant clinical psychologist indicated that 
they do not see any patients but attended the 
therapeutic meetings one half day per week.   
 
The associate psychologists stated they were 
asked to work beyond their role and remit and 
could not provide interventions to meet the 
assessed needs of the patients as they were not 
trained to do so.  Care and treatment was 
therefore not provided in accordance with NICE 
Guidelines (Challenging behaviour and learning 
disabilities: prevention and interventions for 
people with learning disabilities whose behaviour 
challenges May 2015).  
 
Patients did not have access to any evidenced 
based psychological therapies, for example: 
psychosis, trauma, anger management, 
attachment, obsessive compulsive disorder, 
autism or forensics. 
 
Patients with forensic requirements did not access 
care despite the consultant clinical psychologist 
being dual qualified as a forensic psychologist. 
 

Not assessed 

 
Action taken as confirmed during the 
inspection: 
 
This area for improvement was not assessed 
during this inspection.  The trust timeline for 
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completion does not expire until the 15 September 
2017.  An inspector will review this area for 
improvement during the next inspection 
 

 
Area for 
improvement 9 
 
Ref: Quality 
Standard 5.3.3 (f) 
 
Stated: First Time 

 
Model of care 
 
Inspectors could not determine what model of 
care was used to underpin this service.  
Inspectors recommend that training needs 
analysis and work force review is completed 
following the trust’s decision on the model of care. 
 

Not assessed  
Action taken as confirmed during the 
inspection: 
 
This area for improvement was not assessed 
during this inspection.  The Trust timeline for 
completion does not expire until the 15 September 
2017.  An inspector will review this area for 
improvement during the next inspection 
 

 
Area for 
improvement 10 
 
Ref:  
Quality Standard  
5.3.3 (f) 
 
Stated:  First Time 
 

 
Recording and storage of patient’s records 
 
Inspectors were informed that behaviour support 
records were locked in the behaviour support 
service drawer.  Inspectors were concerned that 
no one could access these records in the 
absence of the behaviour support nurse. 
  
Inspectors reviewed the psychology records 
retained in the locked psychology cabinet; these 
were old community files.  Inspectors noted that 
these records did not meet legal or professional 
standards.  Records were not always dated, the 
wrong date was recorded on one occasion (i.e. 
the patient’s date of birth rather than the date of 
the assessment) and there were gaps in the 
progress notes.  The consultant clinical 
psychologist confirmed that there was no 
governance oversight of the records. 
 

Met 

 
Action taken as confirmed during the 
inspection: 
 
The psychology records retained in the ward had 
been reviewed and audited.  Records had been 
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7.0 Other areas examined 

condensed and were up to date.  Inspectors 
evidenced that staff could access each patient’s 
behaviour support plan as required.  
 

 
Area for 
improvement 11 
 
Ref: Quality 
Standard 5.3.1(e) 
 
Stated: First Time 

 
Environment 
 
Inspectors noted on review of the incidents that 
the exit door beside the extra care suite was 
broken and reported to the trust estates 
department on 13 February 2017.  The door 
remained unsecure.  It was noted that a patient 
on enhanced observations had absconded 
through the same door.  There was no evidence 
that the delay in carrying out this remedial work 
was recorded on the ward risk register. 
 

 
 
 
 
 

Not met 

 
Action taken as confirmed during the 
inspection: 
 
The ward’s entrance/exit door located opposite the 
seclusion room had been reviewed and a works 
plan had been agreed.  The works plan had not 
been implemented due to issues with the 
manufacturer and the unavailability of certain parts.  
This recommendation will be restated for a second 
time. 
 

 
 
 
 
Inspectors examined the ward’s current nursing staff levels.  Inspectors were informed that the 
ward’s agreed nursing staffing levels were 11 staff for the day duty and seven staff for the night 
duty.  Inspectors examined the ward’s duty rota from 3 – 26 July 2017.  The rota evidenced that 
every day shift from the 3 July 2017 did not have the required 11 nursing staff on duty.  
Inspectors noted the following nursing staff levels: 
 
Day rota:  Eleven staff required. 
 

 Six staff on duty: 4 July (13 were on the rota seven were receiving training).  

 Seven staff on duty: 5 and 9 July.  

 Eight staff on duty: 13, 15, 17, 22 and 25 July. 

 Nine staff on duty: 3, 6, 7, 10, 12, 16, 20, 21 and the 26 July. 

 Ten staff on duty: 8, 11, 14, 18, 19, 23 and 24 July. 
 
Night rota: Seven staff required. 
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8.0 Provider Compliance Plan 

8.1 Actions to be taken by the service 

 Four staff on duty: 9 July. 

 Five staff on duty: 10, 13, 18, 19, 20 and 22 July. 

 Six staff on duty: 3, 4, 6, 11, 12, 15, 16, 17, 23 and 26 July. 

 Seven staff on duty: 5, 7, 8, 14, 21, 24 and 25 July. 

  
Inspectors were concerned to note that the night duty rota evidenced that there was only one 
staff nurse on duty on the following night duties: 4, 9, 13, 16,17, 18, 22, and 24 July. 
  
Inspectors discussed the ward’s nursing staff levels with the Ward Manager, the Patient Flow 
and Bed Management Co-ordinator and the Head of Service.  It was positive to note that the 
management team were reviewing nurse staffing levels on a continuous basis.  There was also 
evidence that recruitment issues had been prioritised by the Directorate of Mental Health and 
Disability and a recruitment workshop had been convened on the 16 June 2017.  
 
Inspectors noted that the ward’s nursing staff numbers were at full complement with exception 
to one band 5 post which was in the process of being advertised. However, due to the 
continued need for extra nursing staff to carry out enhanced support with four patients the full 
staffing compliment is not sufficient.   Inspectors were informed that the levels of enhanced 
support would be a long term requirement due to the presenting needs of each patient. The 
ward manager explained that there was no restriction on offering bank shifts and the ward’s 
management team continued to pursue proactive strategies to maintain nursing staff levels.  
This included the recruitment and training of band 3 staff.   
 
Inspectors evidenced that the availability of appropriately trained and experienced bank nursing 
staff was limited.  Inspectors were informed that a number of nursing staff had withdrawn from 
the bank rota in recent months. Subsequently, the Ward Manager was not always able to 
access the required number of nursing staff for each shift.  Inspectors were concerned that the 
frequency of shifts running with staff numbers below the required levels were placing pressure 
and stress on the core nursing staff team.  Inspectors did not evidence any concerns regarding 
patient safety on the days of the inspection.  However, they were not assured that the core 
nursing staff team would be able to maintain their current workload, if day and night shifts 
continued to be completed without the required numbers of nursing staff.  
 
Given the challenges regarding staffing levels RQIA wrote to the Trust’s Director of Services for 
Mental Health to requesting a review of the ward’s nursing staff levels and a proposed action 
plan to address the identified staffing deficits. 
 
 
 
 
The responsible person must ensure that all areas for improvement identified within the PCP 
are addressed within the specified timescales.  The responsible person should note that failure 
to comply with the findings of this inspection may lead to escalation action being taken.   
 
 
 
 
The provider compliance plan should be completed and detail the actions taken to meet the 
areas for improvement identified.  The responsible person should confirm that these actions 



RQIA ID: 12036 Inspection ID: IN02593 
 

 

  18  

have been completed and return the completed provider compliance plan to 
Team.MentalHealth@rqia.org.uk for assessment by the inspector by 20 September 2017. 
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Provider Compliance Plan 

 

The responsible person must ensure the following findings are addressed: 

 
Area for Improvement 
No. 1 
 
Ref: Quality Standard 
5.3.1 (a) 
 
Stated: First time 
 
To be completed by: 25 
October 2017 

 
Comprehensive risk assessments 
 
Comprehensive risk assessments were not reviewed in accordance 
with Promoting Quality Care (PQC) Good Practice Guidance on the 
Assessment and Management of Risk in Mental Health and Learning 
Disability Services May 2010. 
 

 
Action taken as confirmed during the inspection: 
   Comprehensive Risk Assessments have been reviewed in 
accordance with Promoting Quality Care (PQC) Good Practice 
Guidance on the Assessment and Management of Risk in Mental 
Health and Learning Disability Services May 2010.  The Community 
Team are advised of each admission and the date of any projected 
review. It is a requirement that this will be available on the date of the 
review.  
 
 

 
Area for Improvement 
No. 2 
 
Ref: Quality Standard 8.3 
(a) 
 
Stated: Third time 
 
To be completed by: 25 
January  2018 
 

 
Extra care suite (this area is used for seclusion) N.B. Underlined area 
only 
 
The following was observed in this area. (completed) 
 
There was no bed. (completed) 
 
There were safety hazards, particularly in the bathroom facility. 
(completed) 
 
Walls and floors are not of a seamless construction. (not fully 
complete) 
 
Walls were not painted a calm, definitive colour and the room required 
to be repainted.  (A minor works request has been submitted). 
(completed) 
 
The door opened inward with the potential hazard that a patient could 
use the bathroom door to hold the exit door open. (completed) 
 
There was no clock for the patient to view. (completed) 
 

 
Action taken as confirmed during the inspection: 
  The walls and floors within the room have been reviewed by estates. 
New wall cladding and flooring have been agreed and ordered. 
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Unfortunately the manufactuer had experienced delays and the work 
has not been completed within the agreed time frame. This area of 
improvement is beyond control of the trust. The trust will advise RQIA 
of all progress. 
 
 
          
 

 
Area for Improvement 
No. 3 
 
Ref: Quality Standard 
5.3.3 (f) 
 
Stated: Second time 
 
To be completed by: 15 
September 2017 

 
Psychology and behaviour support services 
 
There was no psychological care / intervention plans in place. 
 
There was no evidence of any functional behaviour assessments in 
the care documentation reviewed. 
 
The four behaviour management plans reviewed were; not patient 
centred or easily understood, too complex, and focused mainly on 
risky behaviours with little consideration given to the overall assessed 
needs of the person. 
 
Patients who required support with their communication would not 
have understood the content of their plans.  These plans were not 
easily interpreted by the range of staff that was required to implement 
them.  
 
There was a brief formulation documented in each patient’s behaviour 
management plan.  However, this did not link in with the functions of 
the behaviour and there was limited reference to the formulation in the 
actual behaviour management plan.  It was documented, for example, 
that a patient had anxiety.  However there was no further mention of 
anxiety in the management plan.  
 
None of the staff working on the ward had received any training in 
proactive ways to support people who present with behaviours that are 
challenging. 
 

 
Action taken as confirmed during the inspection: 
  The Multi- Disciplinary Team will be supporting the 
Behavioural/Pschology Service to identify which patients need a 
Behaviour Support Plan. A Behaviour Support Plan template review is 
in progress. 
The service improvement issues identified regarding assessments, 
formulation and both behavioural and intervention plans will be 
addressed by intergrating the Behaviour Support worker and the 
Psychology resources together to ensure appropriate supervision and 
accountability mechanisms are in place. A comprehensive review of all  
materials and measures involved in the process of assessment, 
formulation and intervention will be conducted to ensure a more 
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inclusive and standardised procedure is put in place that supports the 
principles of person- centred care. Once the new materials and 
procedures are established training will provided to the ward staff on 
how to use, interpret and support the various outcomes identified as 
part of the person centered intervention plan (including proactive 
supports for behaviours that challenge) A job description for the 
behaviour therapist has been “desk topped” under agenda for change. 
The Head of service for psychology is progressing the recruitment for 
these posts and the trust will advise RQIA of the recruitment process.  
  

 
Area for Improvement 
No. 4 
 
Ref: Quality Standard 
5.3.3 (f) 
 
Stated: Second time 
 
To be completed by: 15 
September 2017 

 
Care documentation 
 
Due to the high volume of records maintained for patients who have 
been receiving learning disability services for many years, there was 
no concise summary of each patient’s psychiatric history, behavioural 
difficulties, treatments, therapies prescribed and their therapeutic 
benefits.  The patients’ family history, developmental history and social 
functioning could not be readily established. 
 
It was also difficult to establish the nature and efficacy of any 
psychological interventions that had been tried over the years. 
 
There were records that were out of date and non-essential 
information contained in each patient’s care documentation. 
 
This made it difficult to review the patients’ journey. 
 
The records of the ward rounds were inconsistently completed with the 
agreed actions, the responsible person and a timeframe for 
achievement.  
 
The minutes of the therapeutic meetings provided a description of the 
patient’s week.  There was no documented evidence of a review of the 
therapeutic goal and intervention from the previous week. 
 

 
Action taken as confirmed during the inspection: 
All Case Summaries are completed by Medical Staff. As new patients 
are admitted the junior medical staff will update the care 
documentation with a medical summary within a week of admission. 
 
The Ward Round MDT Template has been reviewed and is fully 
completed by the Multi Disciplinary Team for each patient. The Ward 
Sister has compiled an audit to monitor compliance this is completed 
on a monthly basis. Any areas of concern are brought to the attention 
of the multi-disciplinary team. 
 
All outdated and non-essential information has been removed from the 
current patient care documentation and archived separately. 
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The therapeutic meetings which will include members of the multi-
disciplinary team, when developing Behaviour Support Plans and 
therapeutic interventions. They will communicate and share their 
assessments and intervention plans. These will be discussed on a 
weekly basis at the multi-disciplinary team meetings. 
 
 
 
              
 

 
Area for improvement  
No. 5 
 
Ref: Quality Standard 
5.3.3 (f) 
 
Stated: First time 
 
To be completed by: 
15 September 2017 
 

 
Psychology service 
 
There were two part time associate psychologists working on the 
ward.  The associate psychologists were based in the community. 
 
The consultant clinical psychologist indicated that they do not see 
any patients but attended the therapeutic meetings one half day per 
week.   
 
The associate psychologists stated they were asked to work beyond 
their role and remit and could not provide interventions to meet the 
assessed needs of the patients as they were not trained to do so.  
Care and treatment was therefore not provided in accordance with 
NICE Guidelines (Challenging behaviour and learning disabilities: 
prevention and interventions for people with learning disabilities 
whose behaviour challenges May 2015).  
 
Patients did not have access to any evidenced based psychological 
therapies, for example: psychosis, trauma, anger management, 
attachment, obsessive compulsive disorder, autism or forensics. 
 
Patients with forensic requirements did not access care despite the 
consultant clinical psychologist being dual qualified as a forensic 
psychologist. 
 

 
Action taken as confirmed during the inspection: 
A comprehensive review of the Psychology input will be conducted by 
the Head of Psycholoy Services to include the role, responsibilities 
and workforce requirement of the unit. The review will also need to 
address the Professional Governance, supervision and clinical 
leadershipprovided within thje unit and will ensure a standardised 
approach to all aspects of assessment and intervention planning to 
include, where appropriate both behavioural management and access 
to more therapeutic interventions. All recommendations and 
subsequent actions required will be shared with Senior Management. 
 There will be a dedicated Consultant Psychologist who will have time 
allocated for Dorsy. This post is currently being recruited. 
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Area for improvement  
No. 6 
 
Ref: Quality Standard 
5.3.3 (f) 
 
Stated: First time 
 
To be completed by: 15 
September 2017 
 

 
Model of care 
 
Inspectors could not determine what model of care was used to 
underpin this service.  Inspectors recommend that training needs 
analysis and work force review is completed following the trust’s 
decision on the model of care. 
 

 
Action taken as confirmed during the inspection: 
 Due to the diverse and complex nature of the presentation of patients 
admitted to Dorsy it is difficult to adapt a specific model, however for 
those patients who present with behaviours that challenge, a Positive 
Behaviour Support Model is appropriate to underpin their care. There 
has been training provided to Ward Staff on an  introductory session 
on Positive Behaviour Support  . For all patients the Multi-disciplinary 
team will apply the biopsychosocial model of care that will be person 
centered and recovery focused. A model has been clearly outlined in 
the review of the operational guidelines for Dorsy assessment and 
treatment unit. The model is consistent with the World Health 
Organisation definition of disability and supports and the use of 
interventions to improve functioning by reducing present difficulties 
and maximising current strengths. 
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Area for improvement 
No. 7 
 
Ref: Quality Standard 
5.3.1(e) 
 
Stated: Second time 
 
To be completed by: 
15 May 2017 
 

 
Environment 
 
Inspectors noted on review of the incidents that the exit door beside 
the extra care suite was broken and reported to the trust estates 
department on 13 February 2017.  The door remained unsecure.  It 
was noted that a patient on enhanced observations had absconded 
through the same door.  There was no evidence that the delay in 
carrying out this remedial work was recorded on the ward risk 
register. 
 

 
Action taken as confirmed during the inspection: 
The Exit door at the Seclusion Suite has now been repaired this was 
evidenced on the Ward Risk Register.            
 

 
 

Name of person (s) completing the 
PCP 

    Geraldine Dinsmore      
 

Signature of person (s) completing the 
PCP 

     As above     
Date 
completed 

   
14.9.2017       

Name of responsible person 
approving the PCP 

 Bryce McMurray  

Signature of responsible person 
approving the PCP 

Bryce McMurray 
Date 
approved 

22.09.17 

Name of RQIA inspector assessing 
response 

 

Signature of RQIA inspector 
assessing response 

Alan Guthrie 
Date 
approved 

25/09/2017 

 
 

*Please ensure this document is completed in full and returned to 
MHLD.DutyRota@RQIA.org.uk from the authorised email address* 
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