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Dear Member,

Supplementary Agenda — Meeting of the Health and Social Care Scrutiny Board (5) -
Wednesday, 5th March, 2014

The purpose of this letter is to provide you with some additional information for an item
already on the agenda for the above meeting.

6. Physical Healthcare of Learning Disability and Mental Health Patients
(Pages 3 - 24)

The officers will report at the meeting
Representatives from University Hospitals Coventry and Warwickshire have

been invited to the meeting for the consideration of this item

If you have any queries, please do not hesitate to contact me on the telephone number
shown above.

Yours sincerely

Liz Knight
Governance Services Officer
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GLOSSARY
Abbreviation In Full
MENCAP The voice of learning disability
DOH Department of Health
CIPOLD Confidential Inquiring into Pre-mature Death of People with a Learning Disability
GP General Practitioner
IMCA Independent Mental Capacity Advocates
DNACPR Do Not Attempt Cardiac Pulmonary Resuscitation
CRRS Clinical Results Recording System
DOLS Deprivation of Liberty Safeguarding
MCA Mental Capacity Act
BIM Best Interest Meeting
ASD Autistic Spectrum Disorder
OPA Outpatient Appointment
AL Acute Liasion
Bl Best Interest
PRE-MED Pre medication
GA General Anaesthetic
LD Learning Disability
OLM Oracle Learning Management
AHP Allied Healthcare Professional
CSB Clinical Sciences Building
SALT Speech and Language Therapy
EPR Electronic Patient Record
WRITTEN REPORT (provided in addition to cover sheet)? X Yes [] No
POWERPOINT PRESENTATION? [] Yes X No

NB Presentations need to be submitted for inclusion in papers

Title

Approx. Length

PURPOSE OF THE REPORT / PRESENTATION:

To provide an overview of the work being undertaken at UHCW in relation to the development of pathways
of care and enhancing the experiences of patients with a learning disability who access services and

receive care at UHCW.

SUMMARY OF KEY ISSUES:

There have been a number of reports and inquires published since 2001 relating to the care received by people
with learning disabilities.

The key findings are that the quality and effectiveness of health and social care afforded to people with learning
disabilities has been shown to be deficient in a number of ways according to numerous investigations and
reports. All of which had implications for providers of care.

In 2013, the Confidential Inquiry into premature deaths of people with learning disabilities (CIPOLD 2013) has
been published, and has suggested that the care of people with a learning disability in the period leading up to
their death could be considered sub optimal when compared with that of the general population.

All of the reports and inquires have made similar recommendations; this reports outlines these and then
provides an overview of work undertaken or in progress relating to the care and experience of adult people with
learning disabilities accessing services at UHCW and recommendations for further review and action.
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UNIVERSITY HOSPITALS COVENTRY AND WARWICKSHIRE NHS TRUST

REPORT TO COVENTRY CITY COUNCIL
ADULT SOCIAL CARE AND HEALTH OVERVIEW AND SCRUTINY COMMITTEE

5" March 2014

The report identifies areas of good practice in particular partnership working with Acute Liaison Team,
Education and Training and reasonable adjustments and areas for improvement key being

o Enhanced identification of patients with a learning disability

o Process for trigger serious incident or mortality review for people with learning disabilities
o Userinvolvement

SUMMARY OF KEY RISKS:

None compliance with recommendations
Poor experience and outcomes healthcare
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University Hospitals Coventry and Warwickshire NHS Trust
Care for patients with learning disabilities

1. Purpose of the Report

To provide an overview of the work being undertaken at UHCW in relation to the
development of pathways of care and enhancing the experiences of patients with a
learning disability who access services and receive care at UHCW.

2. Introduction

Valuing People (2001) and Valuing People Now (2009), when detailing the
government’s strategy for learning disability services, has maintained as one of its
central themes that people with learning disability have the same human rights as
everyone else and have the right to equal access to healthcare and also to improving
health outcomes.

The quality and effectiveness of health and social care afforded to people with learning
disabilities has been shown to be deficient in a number of ways according to numerous
investigations and reports. All of which had implications for providers of care.

In 2007, Death by Indifference (MENCAP 2007) reported on deaths of six people with a
learning disability that were connected to failings in the NHS Care, this triggered an
independent inquiry and investigation of the six deaths by the Parliamentary and Health
Services Ombudsman. The recommendations from this were reported in Six Lives: the
provision of public services to people with learning disabilities in 2009. (DOH 2009).

In 2010, Six Lives Progress report was published (DOH 2010).

In 2012, MENCAP produced a report Death by Indifference: 74 death and counting
(MENCAP 2012) which identifies steps that have been taken as a result and what still
remains to be done. The key findings were:

e Setting up of Confidential Inquiry into Premature Death of People with Learning
Disabilities

e Creation of the Public Observatory — Improving Health and Lives: Learning

Disability Observatory

Introduction of annual health checks via the Directed Enhanced Services

Creation of a self assessment framework

No consistency in flagging system across country

Lack of understanding reasonable adjustments

Lack of basic care

Poor communication

Delays in diagnosis and treatment

Failure to recognise pain

Do not resuscitate orders and Mental Capacity

In 2013, the Confidential Inquiry into premature deaths of people with learning
disabilities (CIPOLD 2013) has been published, and has suggested that the care of
people with a learning disability in the period leading up to their death could be
considered sub optimal when compared with that of the general population. The report
investigated the sequence of events leading to all known death of people with learning
disabilities (aged 4 years and older) in 5 Primary Care Trust areas of South West
England that occurred over a 2 year period 2010-2012. It also reviewed the deaths of
people without learning disabilities who died at similar ages to place the findings in
context.

Gillian Arblaster
Associate Director of Nursing — Research and Education
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The median age of death for people with learning disabilities (65 years for men and 63
years for women) was significantly less than the UK population (78 years for men and
83 years for women). Overall 22% were under the age of 50 when they died.

A number of factors were identified that contributed to vulnerability and premature
death of people with learning disabilities:

e Significant difficulty or delay in diagnosis, further investigation or specialist referral

e Problems with treatment

e Lack of reasonable adjustments to facilitate healthcare particularly attendance clinic
appointments and investigations

e GP referrals not identifying learning disability

e Hospital ‘flagging’ systems to identify people with learning disabilities who needed
reasonable adjustments

e Lack of coordinated care across and between different disease pathways and
service providers.

e Lack of adherence and understanding of the Mental Capacity Act 2005 by both
health and social care providers in particular assessment of capacity, the process of
making ‘best interest’ decisions and when an Independent Mental Capacity
Advocate (IMCA) should be appointed.

e Record keeping was commonly deficient particularly in relation to fluid intake,
nutrition, weight, seizures and little attention given to predicting problems e.g. when
a person fearful of contact with medical professionals

e Lack of recognition of approaching end of life led to problems in coordinating care
and providing support to the person and family.

o Difficulties in providing Continuing Healthcare (CHC) funding.

The study showed that despite previous reports many professionals are unaware or do
not include in their usual practice approaches that adapt services to meet the needs of
people with learning disabilities. That there is a continuing need to identify people with
learning disabilities in healthcare settings, and to record, implement and audit the
provision of ‘reasonable’ adjustments.

The key recommendations from the review were:

1. clear identification of people with learning disabilities on the NHS central registration
system and in all healthcare record systems

2. reasonable adjustments required by and provided to individuals to be audited

annually and examples of best practice shared across agencies and organisations

NICE Guidelines to take into account multi-morbidity

a named healthcare professional to be allocated to people with complex or multiple

health needs or two more long term conditions

5. patient held records to be introduced and given to all patients with learning
disabilities who have multiple healthcare conditions

6. standardise Annual Health Checks and a clear pathway between Health Action
Plans

7. people with learning disabilities to have access to the same investigations and
treatments as anyone else but acknowledging and accommodating that they may
need to be delivered differently to achieve the same outcome

8. barrier in individuals’ access to healthcare to be addressed by proactive referral to
specialist learning disability services

9. adults with learning disabilities to be considered a high risk group for death from
respiratory problems

10. mental Capacity advice to be available 24 hours a day

ol
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Assagiate Director of Nursing — Research and Education
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University Hospitals Coventry and Warwickshire NHS Trust
Care for patients with learning disabilities

11. Mental Capacity training and regular updates to be mandatory for staff involved in
the delivery of health and social care

12. DNACPR guidelines to be more clearly defined and standardised across England

13. Advanced health and care planning to be prioritised. Commissioning processes to
take this into account and to be flexible and responsive to change.

14. all decisions that a person with learning disabilities is to receive palliative care only
to be supported by the framework of the Mental Capacity Act and the person
referred to a specialist palliative care team

15. improved systems to be put into place nationally for the collection of standardised
mortality data about people with a learning disability.

16. systems to be put into place to ensure that local learning disability mortality data is
analysed and published on population profiles and joint Strategic Needs
Assessments

17. A National Learning Disability Review body to be established.

The findings from this confidential inquiry and some of the recommendations were
consistent with those identified in previous reports.

In 2011 a group of experienced Quality of Life Auditors with disabilities from Changing
Our Lives, a charity based in Sandwell supports people with learning disabilities to
speak up for their rights and take control of their lives developed Quality of Health
Principles, related to:

Accessible communication
Information

Choice

Admission

Staying in hospital
Discharge

Appointments

Treatments

The way healthcare professionals work with me
10. Accessible environment
11. Privacy and dignity

12. Respect

13. Medication

14. Complaints

©CoNoOORLN =

These principles should underpin the care delivered to all people accessing healthcare
and the recommendations from the inquires implemented into practice to improve the
access to healthcare and the outcomes of people with learning disabilities

At UHCW there has been a significant amount of work undertaken aimed at improving
the pathways and experience of patients with a learning disability who access our
services in line with recommendations outlined. The next section will provide and
overview of some of this work areas of good practice and areas for further improvement
utilising the recommendations from the confidential inquiry as a framework.

3. Progress at University Hospitals Coventry and Warwickshire NHS Trust

University Hospitals Coventry and Warwickshire NHS Trust has developed strong
partnership working with the Acute Liaison Team - Coventry and Warwickshire
Partnership Trust, Grapevine and IMCA to support people who have a learning
disability who receive care at UHCW.

Gillian Arblaster
Associate Director of Nursing — Research and Education
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The partnership working has raised awareness with clinical staff at UHCW of the
specific needs of people receiving care who have a learning disability and their carers
and provides a support mechanism to patients, carers and staff.

3.1 Clear identification of people with learning disabilities on the NHS central
registration system and in all healthcare record systems

Alerts - A requirement of the Care Quality Commission is that trusts have in place a
system to alert patients with learning disabilities. In partnership with the Partnership
Trust a system was implemented that identifies named individuals when patients
access or are admitted from the Emergency Department, have outpatient’s
appointments or are scheduled to be admitted. This systems as worked well but access
is restricted to named individuals and is dependent upon data sharing with the
partnership trust — with changes in community services the databases have not been
merged between organisations so the information is no longer up to date. This means
that UHCW is no longer compliant with this requirement. Plans were in place to
introduce ALERTS onto CRRS but these have been shelved. Further meetings are
being held to resolve.

3.2 reasonable adjustments required by and provided to individuals to be audited
annually and examples of best practice shared across agencies and
organisations

It is a requirement that services should make ‘reasonable adjustments’ to ensure
people with a disability can get equal outcomes. They are usually very easily made. At
last years Commissioning for Quality Learning Disability Health Assessment Peer
review UHCW was praised for the range of reasonable adjustments that were made —
these ranged from extra clinic time, accommodating and involvement of carers in care
delivery to allowing specialised equipment to be brought into hospital for use by
patient, involvement of IMCA services and best interest meetings.

Specialist support — if a patient admitted with a learning disability requires additional
or specialist support/supervision whilst an in-patient a Dependency Rating Scale is
conducted to assist nurses to identify the special care needs and that maybe present. If
it is identified that specialist external support is needed UHCW funds this support.

Care Pathways - Development and implementation of specialist pathways for patients
with a learning disability accessing specific services e.g. dental surgery, ophthalmic
surgery, Audiology, day surgery

3.3 A named healthcare coordinator to be allocated to people with complex or
multiple needs

There are not designated learning disabilities named nurse. One of the Associate
Directors of Nursing leads on learning disability issues with the support of a Practice
Facilitator and in collaboration with the Acute Liaison Team.

Acute Liaison Team — consists of registered learning disability nurses and Assistant
Practitioner who are provided and funded by Coventry and Warwickshire Partnership
Trust. They provide an in reach service, hold honorary contracts with UHCW and have
a base here. They work as part of the wider community learning disability team which
has proved to be valuable in terms of improving awareness, communication and quality

Gillian Arblaster
Assqgiate Director of Nursing — Research and Education
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University Hospitals Coventry and Warwickshire NHS Trust
Care for patients with learning disabilities

of services. It has enabled improved access to wider services and as facilitated
discharge planning. The role of the team includes:

e Receiving referrals and providing advice to staff

e Working alongside staff to recommend and implement any reasonable
adjustments

e Supporting the implementation of the mental capacity act including IMCA

e Enhanced communication between the patient, carers and healthcare
professionals

e Working alongside carers and family during the hospital stay

e Facilitate development of services

e Raise awareness of learning disabilities and the acute liaison role through
training etc

Between April 2012 and March 2013 the Acute Liaison Team has received
approximately 95 referrals for advice or to review people admitted to hospital with a
Learning Disability. Appendix 1 provides a case study example of the work they are
involved.

Learning Disabilities Awareness Steering Group - this has been in place for
several years. Membership consists of representatives from Modern Matrons at
UHCW, IMCA, Grapevine, Learning Disabilities Acute Liaison Team, Carers Forum,
Practice Facilitators, Safeguarding and Patient Experience chaired by Associate
Director of Nursing Education and Research. The group meet bimonthly unfortunately
UHCW representation from practice as diminished significantly and requires
reenergising

Learning Disability Link workers/champions - have been identified from ward and
departments to work with the Acute Liaison team to raise awareness of learning
disabilities care. The plan is to hold annual updates and to have representation on the
Learning Disabilities Steering Group.

3.4 patient held records to be introduced and given to all patients with learning
disabilities who have multiple healthcare conditions

Communication - A Hospital Passport was developed by the Acute Liaison Team
adapted from a number of other documents utilised by other organisations. It is a
communication tools which provides basic but fundamental information about the
person, and their health and support needs. It is intended that it is completed at the
time of their health check in the community and would then bring it with them to
hospital. The aim being to ensure that the person with a learning disability gets
appropriate care whilst in hospital. If person admitted to hospital and does not have one
then this can be completed at that time and passports are available.

3.5 people with learning disabilities to have access to the same investigations
and treatments as anyone else but acknowledging and accommodating that they
may need to be delivered differently to achieve the same outcome

It has been identified that a lack of reasonable adjustments to facilitate healthcare for
people with a learning disability especially attendance at outpatient appointments and
investigations was a contributory factor in a number of deaths.

Gillian Arblaster
Associate Director of Nursing — Research and Education
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University Hospitals Coventry and Warwickshire NHS Trust
Care for patients with learning disabilities

Some of the practices in place relating to reasonable adjustments that have been taken
within the Trust have been identified. Ways that reasonable adjustments are promoted
are:

Availability of easy read leaflets on the learning disability intranet page.

Clinical guidelines

Longer appointment times if required

Support of Acute Liaison Team, IMCA

Learning Disability Link Staff

A DVD has been developed as an information resource for patients accessing

services at UHCW this is being developed in partnership with Grapevine.

George Elliott Hospital Warwickshire NHS Trust and Coventry and

Warwickshire Partnership Trust.

¢ Involvement of people with a learning disability in the education and training of
staff

e Carers and patients visiting clinical area prior to hospital attendance to reduce
anxiety.

e Education and training

Education and Training — This is a key element to ensure staff in practice
understands the special needs/considerations of people accessing acute care with a
learning disability, resources that are available to support them in their practice and to
ensure that patients with a learning disability have a positive experience. Initiatives that
have been undertaken are:

e Development and implementation of resources that is accessible via the hospital
intranet.

e A number of training CD’s and resource folders have been reviewed that could be
utilised in practice.

¢ Interactive session on Effective Care Practices for Support Workers and newly
Qualified Nurse Preceptorship Programme.

e Mental Capacity Training

e Raising awareness sessions have been undertaken utilising “the roving board
concept” which has enabled the Acute Liaison Team to visit clinical areas to
introduce themselves and raise awareness caring for patients with learning
disability.

e Learning Disabilities Awareness work — involved series of workshops and
interactive sessions supported by Grapevine.

e Power training as recently been commenced which involved 5 minute delivery on
key points. These being:

values and misconceptions

Carers

Capacity and consent

Communication

Reasonable adjustments (being flexible)

SR

(see appendix 2)
3.5 mental Capacity advice to be available 24 hours a day

There are Senior Nurse are duty 24 hrs a day who can provide and advice with issues
relating to mental capacity. Advice is also available Monday to Friday for Safeguarding
Vulnerable Adult Lead, the Dementia Nurse Specialist, the Acute Liaison Team and

Gillian Arblaster
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University Hospitals Coventry and Warwickshire NHS Trust
Care for patients with learning disabilities

IMCA. Detailed information and all relevant documentation necessary to comply with
the Mental Capacity Act is available under Safeguarding Dept on the Intranet.

3.6 Mental Capacity training and regular updates to be mandatory for staff
involved in the delivery of health and social care

Mental Capacity training is part of the induction for new staff. It is available as an e-
learning package but is not currently mandatory and is referenced within mandatory
safeguarding training.

The safeguarding lead does provide 1:1 small group sessions as requested in relation
to mental capacity and DOLLS.

A new consent document has been developed which included assessment of capacity
and best interest decisions. This is to be rolled out across the Trust and will include
staff training.

Within the Trust there are excellent examples of assessment of capacity and best
interest decision by specialities e.g ophthalmology and maxillo facial.

3.7 all decisions that a person with learning disabilities is to receive palliative
care only to be supported by the framework of the Mental Capacity Act and
the person referred to a specialist palliative care team

The Pallative Care Team have been involved in informing care through the Learning
Disabilities Steering Group and are involved in care of patients in hospital. A review of
this aspect of care is required to identify current position and if there are any gaps.

3.8 Systems to be put into place to ensure that local learning disability mortality
data is analysed and published on population profiles and joint Strategic
Needs Assessments

A previous recommendation was that deaths and serious incidents involving patients
with a learning disability should be considered as a potential trigger for a detailed
review and this was to be part of mortality reviews. The latest inquiry identified that
adults with learning disabilities should be considered a high risk group for death from
respiratory problems. Further work needs to be undertaken to look at deaths that have
occurred and whether any preventative measures could have been put in place i.e
assessment for risk of aspiration, swallow assessment.

4. Additional Activity

4.1 Patient Experience — capturing the views of people with a learning disability who
have accessed the service is a challenge.

e A patients satisfaction questionnaire How Did We Do” was initially implemented
and given to patient/carers before discharge the return rate was very poor.

e The Impressions system was then being reviewed to establish if it could be adapted
for access by patients with a learning disability. This has not been possible.

e The Friends and Family Test would need to be adapted.

e Further work is required to identify how the experience of people learning disability
can be captured and should be a part of the wider patient experience agenda.

Gillian Arblaster
Associate Director of Nursing — Research and Education
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4.2 Complaints - The current complaints system is being reviewed and evaluated as

to

it user friendliness compared with other organisations. It is considered to be user

friendly There as only been one complaint made this year and that was resolved
locally. There was a complaint investigated by the Ombudsman and the conclusion
was that there was no further action to be taken.

4.3 Monitoring

6.

Development and implementation of benchmarks that reflect the Care Quality
Commissions Performance Indicators and the compliance monitoring framework for
acute trusts. These being:

1. Does the NHS trust have a mechanism in place to identify and flag patients with
learning disabilities and protocols that ensure that pathways of care are
reasonably adjusted to meet the health needs of these patients?

2. Does the NHS trust provide readily available and comprehensible information to
patients with learning disabilities about the following criteria?:
* treatment options;
« complaints procedures; and
* appointments.

3. Does the NHS trust have protocols in place to provide suitable support for
family carers who support patients with learning disabilities?

4. Does the NHS trust have protocols in place to routinely include training on
providing healthcare to patients with learning disabilities for all staff?

5. Does the NHS trust have protocols in place to encourage representation of
people with learning disabilities and their family carers?

6. Does the NHS trust have protocols in place to regularly audit its practices for
patients with learning disabilities and to demonstrate the findings in routine
public reports?

The benchmarking is currently being undertaken for 2013/14.

Recommendations

To review the current system for identification of patients with a learning disability
who access acute care in particular those who require reasonable adjustments to
be made. Some organisations are now able to identify through their Patient
Administration Systems.

That each speciality undertakes a review of pathways of care to ensure that they
include reasonable adjustments for people with a learning disability.

Review of literature and patient information to ensure that it is accessible to people
with a learning disability.

All clinical staff to receive training and updates in relation to learning disability
awareness, communication techniques for working for working with people with
learning disability and relevant legislation; the Mental Capacity Act and what it says
about decision making, consent, best interest meetings etc as part of induction and
continuing professional development.

Gillian Arblaster
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University Hospitals Coventry and Warwickshire NHS Trust
Care for patients with learning disabilities

o Ensure that the reasonable adjustments necessary are in place to enable people
with a learning disability to raise complaints regarding their care and treatment, that
systems in place for handling and investigating complaints are robust and that they
are appropriately engage the complainant, users and carers/family.

e Review of deaths and serious incidents involving patients with a learning disability,

e Continue to build on partnership working with Coventry and Warwickshire
Partnership Trust’s Acute Liaison Team. Grapevine and IMCA. To establish links
with other user involvement/carer and advocacy groups.

These and ongoing action to be included in action plan (appendix 3) which is
reviewed and monitored through the Learning Disabilities Steering Group.

6. Conclusion

People with learning disabilities have a right to the same quality of healthcare and
access to as those without learning disabilities; it has been identified that a number of
actions have been undertaken to improve the experience of people with learning
disabilities and their families particularly in relation to promoting awareness and
implementation of reasonable adjustments. It is acknowledge that there is further work
to further enhance the experience.
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Appendix 1 Case Study Ruth White Learning Disabilities Acute Liasion Nurse

A real life story where the MCA a BIM and reasonable adjustments have been used to support
successful outcomes in the acute sector.

Individual “A” is a 46 year old male with severe learning disability and ASD. He lives in a residential
home with 24 hour support. Home informed us that a referral had been made to gastroenterology
department by the GP following change individuals behaviour and signs and symptoms of gastro
pain. Individual A had a history of non compliance with medical interventions and challenging
behaviours.

Acute liaison contacted the gastroenterology department to ensure that reasonable adjustments
were made for OPA, he was given the first double appointment of the day to prevent waiting times
and Acute liaison supported. Once the individual had been allocated a consultant the acute liaison
team emailed them to ensure they were aware of his learning disability and potential complexities
with capacity.

Prior to the OPA a home visit was carried out to support with completion of the health passport and
to confirm arrangements of the appointment, home confirmed that Individual “A” had active
involvement from his mother who was attending the OPA therefore capacity and Bl could be
addressed on the day.

On the day of the OPA Individual “A” was met by us and supported through the hospital and
outpatients department with minimal waiting. The consultant requested endoscopy and ultrasound
with the suspicion of gallbladder issues. A capacity assessment was completed at the appointment
by the consultant with the support and guidance from AL and Bl decision made that Individual “A”
required the investigations. A Discussion was than had regarding compliance and reasonable
adjustment that could be made to ensure that the investigations were successful. Plan was as
follows:

e Individual to visit the ward area and be given pictorial information and prompts before the
investigation to ensure he is less anxious on the day

e Both procedures to be carried out on the same day to prevent the distress of two admissions
and sedation being given twice.

e Reduced waiting times on the day to prevent further distress

e Pre- med to be administered in the community prior to admission to reduce anxieties,(This
was arrange with AL in partnership with consultant psychiatrist)

e Oral midazolam to be given on the day as sedation. It was agreed that this was least
restrictive option as appose to GA and previous investigation had been successful with this
approach).

Bl decision and paperwork was completed on the day to ensure that there is no delay in
investigation.

Prior to the procedure work was carried out in the community and liaising with UHCW to ensure that
all elements of the plan were completed. AL also met with individual “A” and carers on the day to
support the plan.

Outcome for the individual was that the investigations were successful which led to a diagnosis of
small gallstones. It was felt at this time that this could be managed through medication and diet. The
referral was then followed up in the community to monitor and ensure that that staff felt educated
and supported to manage the changes. Individual “A’s” behaviours have now reduced and he
appears to be in much less pain. He continues to remain open to the gastro team for a follow up

appointment.

Gillian Arblaster
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UHCW response to mental health related inspections by the Care Quality
Commission: Report for Coventry City Council Health and Social Care Scrutiny
Committee

National Context

There has been a renewed government emphasis on creating policy with the
objective of improving outcomes for people with mental health issues.

In November 2013 the Department of Health’s NHS Mandate 2014/15 outlined the
broad development priorities for NHS England. These included a range of measures
with the objective of putting:

mental health on a par with physical health, and [to] close the health gap between
people with mental health problems and the population as a whole (p15).

This commitment to ‘parity of esteem’ was reinforced in Closing the Gap: priorities
for essential change in mental health, a DH policy document that targets twenty-five
priority actions grouped into four broad themes:

e Increasing access to mental health services
e Integrating physical and mental health care
e Starting early to promote mental wellbeing and prevent mental health problems

e Improving the quality of life of people with mental health problems

For acute hospital trusts particular emphasis is placed on the need to respond effectively to
people who present with self-harm by facilitating ease of access to psychosocial services. But
there is also an expectation that physical health outcomes for people with mental health
issues should reflect those for the general population.

In February the Department published the Mental Health Crisis Concordat, a multi-agency
commitment to improve and standardise urgent and emergency care for people
experiencing a mental health crisis. There is an expectation that

people in mental health crisis should expect Emergency Departments to provide a
place for their immediate care and adequate liaison psychiatry services to ensure
that they obtain the necessary and on-going support required in a timely way.

And that
Clear responsibilities and protocols should be in place between Emergency
Departments and other agencies and parts of the acute and mental health and

substance misuse service to ensure that people receive treatment on a par with
standards for physical health. (p29)
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The Care Quality Commission and mental health

As the Regulator for Health and Social Care providers, CQC undertakes inspections to
evaluate the safety and quality of services.

CQC also have a responsibility to monitor the implementation of the Mental Health
Act and the Mental Capacity Act, including its provisions relating to the assessment
of capacity and the Deprivation of Liberty Safeguards.

CQC uses its programme of ‘thematic reviews’ to consider and report on issues
relating to implementation of the legislation and the quality of clinical pathways
including the degree of constructive collaboration between providers. These
inspections include visits to a sample of acute hospital trusts. UHCW has received
such visits twice:

e A Mental Health Act monitoring visit (11 February 2013), and
e Dementia Care thematic review inspection (15 January 2014)

On both occasions the Trust was judged to be fully compliant with the Essential
Standards whilst also receiving helpful comment on how services or practice might
be improved.

These comments are considered by relevant front-line staff and an action plan
agreed, monitored and reviewed by the Quality Governance Committee, a sub-
committee of the Trust Board. Where appropriate the QGC can escalate issues to the
Board.

Mental Health Act Inspection Visit: 11 February 2013

This inspection had the purpose of judging the Trust’s compliance with mental
health legislation. Inspectors explored how staff complied with legislative
requirements, assessed and responded to clinical need and also sought the views of
patients and carers as to their experience of services. Although compliant with all
Regulations, the Inspector’s report made several suggestions for improving the
service. As a result the Trust has

e Reviewed training to ensure that it is appropriate and available to all staff

e Negotiated continuing training arrangements with AMHAT until March 2014

e Ensured that there are auditable training records

e Ensured that health records demonstrate how patients are informed of their
rights

e Audited documentation to ensure records are completed appropriately

e Instigated trust-wide briefings on mental health issues, with more to follow
through 2014

e Begun a trial of a new safeguarding and notification pathway for the MHA
and DolS with daily site-safety briefings and a new safeguarding dashboard.

e Made Improvements across ED to remove potential ligature points
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e created three dedicated assessment and treatment spaces (one in ED and
two in the Observation Suite) for people with mental health issues (to be
completed by March 2014), fully compliant with RCPysch and CEM standards.
There have also been improvements to triage rooms to enhance safety for
MH triage

e Reviewed all Trust policies to ensure they reflect best practice guidance

e Liaised with the ambulance service and other providers to minimise delays to
discharge or transfer.

e Provided training to security staff in de-escalation and management of
challenging behaviour techniques and mental health awareness training.

e Planned a DoLS documentation audit (for completion in March/April 2014)
with a repeat audit six months after later.

In addition, AMHAT have been providing liaison psychiatry since early 2013 with
much improved access to MH teams, particularly during the week.

The outstanding issue relates to shared access to mental health records. UHCW and CWPT
have yet to resolve how to create a system for information sharing for patients seen and/or
admitted through the Emergency Department.

Dementia Care Thematic Review: 15 January 2014

This is the third such national review by CQC (or its predecessor), but the first time that
UHCW has been involved.

Inspectors visited A&E and several wards where they felt patients with dementia were likely
to be a significant presence. Only the draft report is to hand and it is broadly complimentary
in its findings. Whilst the Trust is judged to be compliant with the relevant standards,
inspectors have again offered helpful comments on potential areas for improvement. These
relate to:

e Better use of electronic systems to track patients with dementia through the Trust

e Access to mental health records (including prescribing and medication decisions)

e Improving the reliability of information sharing with Care Homes

e Extending dementia awareness training to all staff (including non-clinical staff)

e Reviewing discharge arrangements for patients with dementia (by extending the
pharmacy outreach service to weekends for instance)

e Reviewing the provision of specialist dementia care nurses

e How senior managers might arrange to spend more time alongside frontline staff

Staff were noted to have a positive approach to people with dementia and to be making
good use of the dementia care ‘bundle’.

The Trust is already making progress with these improvements whilst awaiting the final
report. This will be published on the CQC website; the national report on the Thematic

review is scheduled for publication in May 2014.

Next Steps
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Both reports commented favourably on the consistent compassion and care shown to
people with mental health issues and dementia. They also noted the robust protocols and
policies that help staff to comply with legal requirements of the MHA and MCA. The Trust
will continue to provide the support and training to staff to ensure that these high standards
are maintained.

The Trust will also continue to learn from all relevant local and national reports. It
undertakes gap analysis and takes necessary steps where improvement or change is
indicated. The Trust will also continue to implement improvements identified through the
inspection process.

Over the coming months we further expect

e NHS England to continue their review of urgent and emergency care, including
specific reference to models of care that work for people in mental health crisis,
with a report by October 2014.

e NHS England and CCGs to review the adequacy of liaison psychiatry arrangements

e An audit and review of Emergency Department access to specialist mental health
services by RCPysch and CEM, reporting by September 2014

e A CEM audit of mental health assessment rooms in Emergency Departments leading
to PLAN accreditation.

e A RCPysch/CEM model for effective joint agency arrangements to address
safeguarding and the needs of vulnerable people, including personality disorders,
addictions or dependencies, and who turn to emergency services for help at times of
crisis and are at risk of exclusion from mental health services (by September 2014)

e A DH Review and update of local Mental Health Act protocols on mental disorder
and intoxication from alcohol or drugs to include guidance for emergency services,
so that people who appear to be mentally disordered and so intoxicated as to
represent an immediate physical health risk to themselves will be medically assessed
in an Emergency Department

e (CCGsto agree appropriate protocols with hospital providers that ensure
Emergency Departments, police and ambulance services understand the security
responsibilities of the hospital and the safe operation of restraint procedures on
NHS premises

e DH to support agencies to ensure the sharing of key information about a person, in
line with current guidance: Information Sharing and Mental Health
Summary:
The trust has made solid process in responding to a challenging Mental Health agenda. This

progress is reflected in the Inspection reports, a year apart, that help demonstrate the
improvements made by the Trust. Both inspection reports comment on the need to improve
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access to clinical and prescribing information from mental health patient records and the
Trust would want an early resolution of this issue.

Peter Short
Compliance Manager

19 February 2014

Glossary
CQC Inspections:

e Comprehensive: large-scale intensive inspection involving clinicians and
‘experts by experience’. A core of eight clinical areas is always subject to
unannounced visits with other wards or departments visited as inspectors
deem appropriate

e Responsive: unannounced inspections, usually to specific clinical areas, to
investigate concerns about safety and quality of services.

e Thematic: national reviews into areas of concern or interest; commonly they
look at clinical pathways and the relationships between providers (such as for
child safeguarding)

Abbreviations

CEM: College of Emergency Medicine

CQC: Care Quality Commission

CWPT: Coventry and Warwickshire Partnership NHS Trust
DH:  Department of Health

DolLS: Deprivation of Liberty Safeguards

MCA: Mental Capacity Act

MHA: Mental Health Act

NHSE: NHS England

NICE: National Institute for Health and Care Excellence
PLAN: Psychiatric Liaison Accreditation Network
RCPysch: Royal College of Psychiatrists
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