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Ward Address: Tyrone and Fermanagh Hospital, 1 Donaghanie Road, Omagh
BT79 0NS

Ward Manager: Nicola Hayes

Telephone No: 028 82833100

E-mail: team.mentalhealth@rqia.org.uk

RQIA Inspectors: Audrey McLellan, Wendy McGregor, Cairn Magill and Dr
Oscar Daly

Our Vision, Purpose and Values

Vision

To be a driving force for improvement in the quality of health and social care in
Northern Ireland

Purpose

The Regulation and Quality Improvement Authority (RQIA) is the independent
health and social care regulator in Northern Ireland. We provide assurance
about the quality of care, challenge poor practice, promote improvement,
safeguard the rights of service users and inform the public through the
publication of our reports.

Values

RQIA has a shared set of values that define our culture, and capture what we do
when we are at our best:

• Independence - upholding our independence as a regulator
• Inclusiveness - promoting public involvement and building effective

partnerships - internally and externally
• Integrity - being honest, open, fair and transparent in all our dealings

with our stakeholders
• Accountability - being accountable and taking responsibility for our

actions
• Professionalism - providing professional, effective and efficient services

in all aspects of our work - internally and externally
• Effectiveness - being an effective and progressive regulator - forward-

facing, outward-looking and constantly seeking to develop and improve
our services

This comes together in RQIA’s Culture Charter, which sets out the behaviours
that are expected when employees are living our values in their everyday work.
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1.0 Introduction

The Regulation and Quality Improvement Authority (RQIA) is the independent
health and social care regulator in Northern Ireland. We provide assurance
about the quality of care, challenge poor practice, promote improvement,
safeguard the rights of service users and inform the public through the
publication of our reports.

RQIA’s programmes of inspection, review and monitoring of mental health
legislation focus on four specific and important key stakeholder outcomes:
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2.0 What Happens on Inspection

This inspection focused on the theme of Person Centred Care.
This means that patients are treated as individuals, and the care and treatment
provided to them is based around their specific needs and choices.

What the inspectors did:

• Reviewed information sent to RQIA before the inspection

• Talked to patients, carers and staff

• Observed staff practice on the days of the inspection

• Reviewed other documentation on the days of the inspection

• Reviewed the ward’s progress since the last inspection

At the end of the inspection the inspectors:

• Discussed the inspection findings with staff

• Discussed areas for improvement

After the inspection the ward staff will:

• Submit a Quality Improvement Plan to RQIA to describe the actions

they will take to address any areas of improvement
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3.0 About the Ward

Oak A is a ten bedded mixed gender ward on the Tyrone and Fermanagh
Hospital site. The purpose of the ward is to provide assessment and
treatment for patients over the age of 65 with a functional mental illness.

The multidisciplinary team consists of nursing staff, health care assistants, a
consultant psychiatrist (Locum), a clinical psychologist, a senior house officer,
an occupational therapist (OT) and an activity coordinator.

On the first day of the inspection there were five patients on the ward; two
patients were discharged on the second day of the inspection. One patient
was detained in accordance with the Mental Health (Northern Ireland) Order
1986.

4.0 Inspection Findings

4.1 What inspectors were told during the inspection

During the inspection inspectors met with two patients. One patient
completed a questionnaire. This patient informed the inspectors that they
were involved in their care and treatment and felt that the care they were
receiving was helping them to recover. They felt safe and secure on the ward
and felt that staff treated them with dignity and respect. They stated that there
were activities held on the ward every day for them to participate in and this
included evenings and weekends. They advised that staff seek consent from
them prior to providing them with care and treatment. They stated staff
listened to them however, they were not sure if their views were considered.
They said that they had spoken to staff regarding the limited choice of
vegetarian meals and this was resolved as they were able to make a specific
request on the comment section of the order form.

Patients said:

“The food is lovely”

“They are very good to me”

“All necessary facilities are in place”

During the inspection patient relatives/representatives were invited to meet
with inspectors. Three relatives met with inspectors. They all stated that they
were involved in their relatives care and treatment and they felt that staff were
approachable and listened to their views. They stated that they felt the care
and treatment their relative received was beneficial.
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Relatives said:

“It helps when my mother is seeing the same nursing staff as unfamiliar faces
sometimes can cause confusion. Generally overall the support and care
received has been brilliant”

“Very pleased”

“Staff are very caring and kind. Both night staff and day staff are good to my
wife. It is very reassuring when you are feeling down yourself”

Inspectors met with 11 members of the ward’s multi-disciplinary team (MDT).
Staff told inspectors that they the MDT worked well together. All staff stated
that they enjoyed working on the ward and a number of staff stated they were
well supported by the ward manager. Staff reported no concerns regarding
the care and treatment provided to patients on the ward. Staff confirmed that
they had attended their mandatory training and had up to date supervision
and appraisals in place.

Inspectors spoke to two nursing staff and three health care workers (HCA)
who all stated they were happy working on the ward and felt supported in their
role by all members of the MDT. They were aware of their role in relation to
adult safeguarding and child protection concerns and knew what to do when
an incident occurred on the ward. They advised that they could see the
benefits of therapeutic and recreational activities and confirmed they were
involved in carrying out some of these activities. They stated they were never
asked to work beyond their role and experience.

Inspectors asked nursing staff about their understanding of defined care
pathways and what evidence based practice is implemented on the ward to
support patients’ with their recovery. However, staff appeared to have limited
knowledge in this area. This was discussed with the ward manager who
advised that they had recognised there were gaps in staff knowledge and had
developed a training plan with the clinical psychologist for staff to attend. In
relation to supporting patients on a daily basis with 1:1 therapeutic time one
staff member stated that this may not happen on a daily basis if the ward is
busy.

Inspectors met with the ward clerk who works part-time on the ward. They
advised that they felt supported by the ward manager and that the care on the
ward was very effective. They advised that they were aware of the complaints
procedure and although they had not attended training on adult safeguarding
they were aware they should report all concerns to the nurse in charge. They
felt part of the MDT however; they informed the inspectors that they did not
attend the ward staff team meetings. They stated they felt their administration
role was important in relation to the overall function of the ward. However,
they raised a concern in relation to their role when they have to decant
information from the ward files into the patients’ community file when patients
are discharged. This was discussed at the conclusion of the inspection with
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the acting head of older peoples’ mental health service and lead nurse who
confirmed that a meeting has been organised to discuss these concerns and
to plan a way forward.

The inspectors met with the OT who advised that a ‘therapeutic hub’ was
being set up for patients on the ward and they would be transferring to this
unit. They advised they do not attend the staff meetings on the ward however
this may change when they transfer to the therapeutic hub. They discussed
the occupational therapy pathway used on the ward and explained how they
assess and plan activities for patients. They discussed a number of
assessment tools they use and how they set individual goals for patients.

The activity coordinator discussed their role on the ward and informed the
inspectors they were also transferring to the new ‘therapeutic hub’. They
advised they were looking forward to this move. They stated that they set up
individual therapeutic and recreational care plans for patients based on their
assessed need. They meet each week with the OT to plan activities for the
week. They stated they were well supported by the OT on the ward and the
ward manager.

Inspectors met with the consultant psychiatrist who has worked on the ward
for the past two months as a locum. They confirmed that they had an up to
date appraisal completed in their previous post. However, they did not know
who their supervising consultant was and therefore did not know who to
contact if they had any concerns. At the feedback meeting a senior trust
representative updated them on their clinical lead. They advised that they had
not received any information in relation to clinical governance meetings.

Inspectors met with the senior house officer who advised that the MDT
worked well together and they were supported by the consultant psychiatrist
and all members of the MDT team.

Inspectors met with the clinical psychologist who advised they had developed
a training plan for staff on the ward. However, they stated that once this piece
of work is completed, they were unsure of how much time they will be
allocated to the ward to complete psychological interventions with patients, as
this had not yet been confirmed by senior staff. They advised they have not
received any information in relation to clinical governance meetings from their
clinical lead.

The inspectors spoke to the community psychiatric nurse and the community
mental health team leader. Both professionals stated that the MDT worked
well together. They advised that the community team has a rota system in
place to ensure that a member of this team attends the MDT meeting each
week. This member of staff then provides an update on each patient’s
progress to their keyworker in the community.

The community mental health team leader also raised the same concerns as
the ward clerk in relation to patients’ files from the ward having to be decanted
and placed into one file.
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4.2 Ward Environment

Inspectors assessed the ward’s physical environment using a ward

observational tool and check list

4.3 Summary

The ward was clean, tidy and well maintained. There was ample lighting and
neutral odours. The ward had an information booklet which was a trust wide
booklet for patients in all mental health wards in the Western Health and
Social Care Trust. The ward staff were also in the process of devising an
information booklet specifically for patients in Oak A.

Information was displayed in relation to the ward’s performance, the advocacy
service, the complaints procedure and when the patient forum meetings were
arranged. A bill of human rights was displayed in the main corridor and there
was evidence that patients had been given information on the Mental Health
(NI) Order 1986, The Mental Health Review Tribunal and their right to access
information held about them. Information was also displayed in relation to
staff on duty which included members of the MDT team as well as the day of
the ward round.

On the days of inspection there appeared to be enough staff on the ward to
attend to patients’ needs. The inspectors observed staff carrying out a
number of different activities with patients. The ward was very warm due to
the weather conditions at the time of the inspection. None of the patients
raised this issue directly with the inspectors. However, the inspectors
overheard one patient report to a member of the nursing staff that they did not
want to return to the communal area after lunch as “it was too hot”. When this
was discussed with the ward manager they agreed to source extra fans for the
ward.

In an adjoining room to the ward which was used as an activity room the velux
window would not open and the room was very warm. The ward had two four
bedded bays and two single side rooms with an ensuite. Each bay was
gender specific and patients had access to a toilet and shower. Patients
could screen off their bed area for extra privacy with the use of a curtain.

One patient informed the inspectors that their bedroom was situated opposite
the nurses’ station and they found it disturbing whenever the ward telephone
rang. When this was discussed with the ward manager they advised that
there are plans to move Oak A to the ward next door which is currently
vacant. This move will ensure that when patients are in their bedroom areas
they will not be disturbed by the phone.

The ward had an environmental ligature risk assessment completed on 16
March 2015 detailing further action required to ensure patients would be safe
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on the ward. However, this assessment did not include an action plan
detailing when this work would be completed. A number of ligature points
were identified in the general health and safety risk assessment completed on
30 March 2016 but these were not included in the ligature risk assessment.

There was one patient on the ward who required a profiling bed due to their
clinical need. However, this patient did not have an individual risk
assessment/management plan in place. There were five vacant profiling beds
on the ward which required to be replaced with a divan bed.

There were enough seats available for patients on the days of the inspection.
However, the two communal rooms were very small. The ward had a garden
area which could be accessed by patients freely throughout the day. The
code to access the keypad door to the garden was displayed on the wall near
the keypad. The garden area was well maintained and during the inspection
the inspectors observed volunteers from the Prince’s Trust working in the
garden to improve this area. This was an excellent initiative by the ward staff.
The garden had a wooden picnic bench, a small shelter with seats, stackable
plastic chairs and a gazebo had been set up to offer shade as the weather
was very hot.

The ward was locked and access was controlled by a keypad. Deprivation of
liberty (DOLS) care plans were in place. However, these require to be
developed further as they did not detail a rationale in relation to the locked
door on the ward and the individual details around each person’s access to
the keypad code.

A ward therapeutic and recreational schedule was displayed and this was
changed every week after the OT and activity co-ordinator met with patients.
Fresh water was available in the ward kitchen, lounge and quiet room which
patients could access throughout the day. It was good to note that patients
could use the ward kitchen to make tea or coffee.

4.4 Observation

Effective and therapeutic communication and behaviour is a vitally important
component of dignified care. The Quality of Interaction Schedule (QUIS) is a
method of systematically observing and recording interactions whilst remaining a
non- participant. It aims to help evaluate the type of communication and the
quality of communication that takes place on the ward between patients, staff,
and visitors.

Inspectors completed direct observations using the QUIS tool during the
inspection and assessed whether the quality of the interaction and
communication was positive, basic, neutral, or negative.

• Positive social (PS) - care and interaction over and beyond the basic
care task demonstrating patient centred empathy, support, explanation
and socialisation
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• Basic Care (BC) – care task carried out adequately but without elements
of psychological support. It is the conversation necessary to get the job
done.

• Neutral – brief indifferent interactions.
• Negative – communication which is disregarding the patient’s dignity and

respect.

4.5 Summary

Observations of interactions between staff and patients/visitors were
completed throughout the days of the inspection. 20 interactions were
recorded in this time period. The outcomes of these interactions were as
follows:

Positive Basic Neutral Negative

%
100

%
0

%
0

%
0

Inspectors observed interactions between staff and patients throughout the
three days of the inspection. Inspectors noted that communication and
contact between staff and patients was warm, friendly, encouraging and
supportive. Staff were observed showing patients respect and treating
patients with dignity throughout all interactions. It was good to note the full
achievement of 100% in this area.

Staff appeared to have developed positive relationships with patients and their
relatives. One patient was waiting on a family member to collect them and
was observed becoming anxious whilst waiting. The nurse noticed this and
was observed speaking to the patient in a warm emphatic manner and
provided the patient with reassurance which reduced the patient’s anxiety.

The inspectors observed patients and staff participating in a recreational
activity. Patients who appeared reluctant to engage were encouraged by
staff. Staff were observed offering patients continuous praise for their efforts.
When one patient indicated they wanted to leave the group staff checked if
they were alright and then accompanied the patient back to the main part of
the ward, respecting the patient’s decision to leave.

Inspectors observed staff serving patients their lunch. Staff continually
checked with patients if they wanted more fluids or additional helpings. Staff
appeared mindful of patients’ hearing and visual impairments and adapted
their communication and tone of voice appropriately. Staff were also
observed using non verbal communication to complement their verbal
communication when necessary.
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Staff were present within the communal areas and were observed assisting
patients with reading newspapers, supporting patients with their mobility and
attending to patients’ personal hygiene needs.
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5.0 Our Assessment

5.1 Is Care Safe?

Avoiding and preventing harm to patients and clients from the care, treatment
and support that is intended to help them.

What the ward did well:

Staff had up to date mandatory training in place.

Staff supervision and appraisals were completed in accordance to the
required standards.

Staff informed inspectors that they enjoyed working on the ward and that the
MDT worked well together.

Staff confirmed that they never worked beyond their role and experience.

There was enough staff available during the inspection to meet the needs of
the patients in the ward.

Inspectors evidenced robust arrangements in place to ensure the discharge of
statutory functions in accordance to the Mental Health (Northern Ireland)
Order 1986.

Patients knew how to make a complaint and had access to an advocacy
service.

Areas for improvement:

The ward’s environmental ligature risk assessment and action plan had not
been updated to detail when this work would be completed. Quality Standard
(5.3.1f).

Patients’ risk assessments were not completed in accordance with the
Promoting Quality Care – Good Practice Guidance on the Assessment of Risk
and Management of Risk in Mental Health and Learning Disability Services,
May 2010. Quality Standard (5.3.1a).

• The review section of the risk assessments detailed what was
discussed at the MDT meetings and did not record and update/change
in the risks identified for each patient.

• The E-pex computer system did not have an option for updating the
assessment in the main body of the report.

• In four out of the five assessments reviewed there was no evidence of
patient/family involvement.
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• There was no evidence of contingency or management plans.

A patient who required a profiling bed did not have a risk
assessment/management plan in place. Quality Standard (5.3.1a).

A number of vacant profiling beds were on the ward which created extra
ligature points and therefore needed to be removed. Quality Standard (5.3.1f).

Patients’ individual environmental risk assessments were not person centred.
Quality Standard (5.3.1a).
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5.2 Is Care Effective?

The right care, at the right time in the right place with the best outcome.

What the ward did well:

Assessments were completed by medical and nursing staff and these were
used to inform care plans.

Patients’ care plans were person centred and had been completed with
patients’ involvement.

Patients attended their MDT meetings each week and there was evidence that
their progress was monitored and reviewed regularly.

Patients had individual activity/therapeutic care plans in place which had been
devised by the OT and activity coordinator.

It was good to note that a training plan had been developed for staff which
focused on a number of areas such as rehabilitation and recovery based
interventions, defined care pathways and the process of psychological
formulation.

There was evidence of good involvement from the community teams.

The ward was in the process of setting up a ‘therapeutic hub’. It is planned
that this service will provide therapeutic/recreational sessions for patients
based on assessed need.

There was evidence that discharge planning commenced on admission and
was discussed each week at the MDT meeting with patients’ involvement.
Community teams were also involved in this process to ensure support
mechanisms were in place for patients prior to discharge.

Staff promoted a least restrictive practice ethos.

Areas for improvement:

Patients did not always receive daily 1:1 therapeutic time. Quality Standard
(5.3.1a).

Care plans were inconsistently reviewed in the progress notes. Quality
Standard (5.3.1a).

Not all care plans were recovery focused and evidence based with defined
care pathways. Quality Standard (5.3.1a, 5.3.f).

• In a number of care plans the goals were unclear and appeared to
be interventions and not specific patient centred goals.
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• Goals were not SMART (Specific, measurable, achievable, realistic

and time-bound).

• There was no evidence of formulation to underpin care planning

and inform relevant models of intervention.

Nursing staff appeared to have limited understanding with regard to defined
care pathways, evidence based practice and the process of formulation.
Quality Standard (4.3 l).

Patients did not appear to be routinely reviewed again during the week by the
consultant psychiatrist. Quality Standard (5.3.3 b).

The MDT template was not fully completed to detail decisions agreed, the
responsible person for implementing agreed actions and the timeframe to
complete the action plan. Quality Standard (5.3.1a).

The ward environment was very small with limited room in the communal
rooms. Quality Standard (6.3.2a)

Deprivation of liberty (DOLS) care plans were in place for each patient,
however these did not detail the rationale in relation to the locked door on the
ward and the individual details around each person’s access to the keypad
code. Quality Standard (5.3.1a)
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5.3 Is Care Compassionate?

Patients and clients are treated with dignity and respect and should be fully
involved in decisions affecting their treatment, care and support.

What the ward did well:

Patients informed the inspectors that staff treat them with dignity and respect.

Communication and contact between staff and patients was warm, friendly,
encouraging and supportive

Patients were involved in decisions regarding their care and treatment.

Patients had access to an advocacy service.

Patients had access to a variety of information in order to make informed
choices about their care and treatment.

Staff were observed attending to patients’ needs in a compassionate manner.

Relatives and patients made positive comments regarding the care and
treatment on the ward.

Areas for improvement:

In an adjoining room to the ward which was used as an activity room the velux
window was broken (it would not open) leaving the room very warm with no
ventilation.
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5.4 Is The Service Well Led?

Effective leadership, management and governance which creates a culture
focused on the needs and experiences of patients in order to deliver safe,
effective and compassionate care.

What the ward did well:

Staff understood their roles and responsibilities.

Governance arrangements were in place to monitor the prescription and
administration of medication.

There was governance oversight of patients who were delayed in their
discharge.

There were effective systems in place to report and analyse incidents,
accidents and serious adverse incidents.

There was evidence that learning was shared with nursing staff.

There was evidence of good working relationships between the MDT.

There were systems in place to improve safety through analysis of
information.

There was a clear management structure identifying the lines of responsibility
and accountability

The ward manager had commenced a process of monitoring patient
experience.

All staff had received up to date mandatory training, supervision and
appraisal.

There were effective staffing arrangements in place.

Areas for improvement:

The consultant psychiatrist and clinical psychologist had not received any
information in relation to clinical governance meetings from their clinical leads.
Quality Standards (4.3 l)

The consultant psychiatrist was working on the ward as a locum. There was
no permanent consultant on the ward for some time. Quality Standards (4.3 j)

The clinical psychologist was unclear regarding their allocated time on the
ward to provide patients with psychological interventions. Quality Standards
(4.3 n)
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The consultant psychiatrist (locum) was not aware of their clinical lead. Quality
Standards (4.3 l)

Minutes of the patient forum meetings did not evidence that action had been
taken to address issues raised at the previous monthly meeting. Patient’s
average stay on the ward was 51 days however the patient forum meetings
were held on a monthly basis. Quality Standards (6.3.2 g)

Two policies were out of date. Quality Standards (5.3.1f)

• Records Management Policy November 2013.
• Learning, Education and Development Strategy, December 2013.
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6.0 Follow up on Previous Inspection Recommendations

Ten recommendations were made following the last inspection on 10 August
2016. Inspectors were pleased to note that nine recommendations had been
assessed as met.

One recommendation is required to be restated and is included in the quality
improvement plan.

7.0 Other Areas Examined

The inspector identified other areas which should be reviewed by the ward
manager to improve standards on the ward in accordance with good practice
guidance. These include:

• Ensuring patients are aware of which staff member has been allocated

therapeutic 1:1 time with them.

• Displaying the ward’s vision or mission statement.

8.0 Next Steps

There is a quality improvement plan included with this report. This will include
the areas for improvement and the timescales for implementation under each
stakeholder outcome.









































































