
This report describes our judgement of the quality of care at this location. It is based on a combination of what we
found when we inspected and a review of all information available to CQC including information given to us from
patients, the public and other organisations

Mental Health Act responsibilities and Mental Capacity Act and Deprivation of Liberty
Safeguards
We include our assessment of the provider’s compliance with the Mental Capacity Act and, where relevant, Mental
Health Act in our overall inspection of the service.

We do not give a rating for Mental Capacity Act or Mental Health Act, however we do use our findings to determine the
overall rating for the service.

Further information about findings in relation to the Mental Capacity Act and Mental Health Act can be found later in
this report.

Overall summary

Jeesal Cawston Park provides a range of assessment,
treatment and rehabilitation services for adults with
learning disabilities and autistic spectrum disorder.

The Care Quality Commission is currently undertaking
enforcement action at Jeesal Cawston Park to cancel the
provider’s registration and prevent the provider from
operating the service. This is subject to ongoing review.
The service was rated as inadequate and put into special
measures following an inspection in June and July 2019.
The service was re-inspected in November 2019 and

February 2020, however insufficient improvements were
made, and the hospital remained in special measures
and a Notice of Decision was issued for closure subject to
legal process.

This inspection was an unannounced, focused inspection
in response to the provider notifying us of two incidents
relating to patient safety. We looked at specific key lines
of enquiry during this inspection relating to patient safety
and the provider’s governance systems. It was not the
purpose of the inspection to review the special measures
status, which remains in place.
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We found evidence to substantiate our concerns
regarding patient safety as enhanced patient
observations were not completed in line with the
provider’s observation policy. Although we found
managers had taken action to address these concerns,
further improvements were required to prevent incidents
from continuing to occur.

We did not re-rate this service at this inspection. The
rating of inadequate from the inspection in February 2020
remains unchanged.

We found the following areas required improvement:

• Enhanced patient observations were still not
completed in line with the provider’s observation
policy, despite the provider implementing strategies to
address this concern. We saw evidence from a recent
incident in which a staff member had fallen asleep
whilst completing patient observations. Evidence also
suggested that patients who should have been cared
for on one to one observations were cared for on
intermittent observations, which was not based on the
patients risk level or behaviour. One to one
observations are designed to support patients who are
deemed as a higher risk of harm to themselves or
others.

• We were not assured that all serious incidents were
investigated, reviewed and that lessons learned were
shared with staff. The provider did not have an
established forum to discuss serious incidents and the
Registered Manager and Head of Communications and
Quality were unable to tell us who had oversight of the
quality of patient care. We were informed that the
Head of Communications and Quality focused on
Communications. Reviewing and learning from
incidents was also a concern at our previous two
inspections in February 2020 and November 2019.

• The governance systems in place were not sufficiently
embedded to provide adequate oversight and
monitoring of the quality and safety of the service. The
provider had worked to make improvements to the
process of audits however many scheduled audits

were not completed. Governance and audit processes
were highlighted as areas of concern with our last
three inspections of the service in June and July 2019,
November 2019 and February 2020.

• Staff did not always manage risk to patients and
themselves well as patient risk assessments and
treatment and support plans were not always
reviewed following incidents or within appropriate
timescales. Therefore, we were not always assured
that staff were aware of risks for individual patients.

• Staff did not notify CQC of all reportable safeguarding
incidents in a timely manner. We highlighted this to
managers at the time of our inspection who informed
us they would correct their CQC reporting process.

• The provider could not provide assurance that they
could deploy enough registered nurses and support
staff with the right skills and competence to meet the
needs of the people using the service and to manage
patient risks. We were not assured that staffing rotas
were accurate, and we saw evidence of staff shortages
in incident logs and when speaking with carers. Staff
shortages were a concern at our previous inspection in
February 2020.

However:

• Staff completed comprehensive initial risk
assessments for patients in which they identified
triggers and strategies to support patients. Initial
treatment and support plans also highlighted patient
risks.

• The overall number of reported incidents at the
hospital had decreased, which managers believed was
due to an increase in patient activities and not just
because of a reduced number of patients at the
service.

• Staff we spoke with felt that the Registered Manager
had an open and transparent leadership style and had
improved communication within the service. As a
result, staff felt more involved and comfortable to raise
concerns.

Summary of findings
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Jeesal Cawston Park

Services we looked at:
Wards for people with learning disabilities or autism

JeesalCawstonPark
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Background to Jeesal Cawston Park

Jeesal Cawston Park provides a range of assessment,
treatment and rehabilitation services for adults with
learning disabilities and autistic spectrum disorder. The
patients receiving care and treatment in this service have
complex needs associated with mental health problems
and present with behaviours that may challenge.

The service is registered with CQC for the assessment or
medical treatment for persons detained under the Mental
Health Act 1983, and the treatment of disease, disorder
and injury.

There are 57 registered beds.

• The Grange – a 15 bedded locked ward accepting male
patients only

• The Lodge – a 14 bedded locked ward accepting both
male and female patients

• The Manor – a 16 bedded ward which accepts both male
and female patients (at the time of this inspection, the
Manor was closed for refurbishment)

• The Manor Flats – has six individual living flats, where
patients are supported to live independently

• The Yew Lodge - has three self-contained flats, where
patients are supported to live independently

• The Manor Lodge – has three self-contained flats, where
patients are supported to live independently.

There were 23 patients in the hospital at the time of
inspection. Following enforcement action taken in
November 2019, a Notice of Decision remained in place
which prevented the hospital from admitting any patients
to any ward without prior written agreement from the
Care Quality Commission.

The Care Quality Commission has inspected Jeesal
Cawston Park Hospital on six occasions within the last 18

months. Following the inspection in June and July 2019,
we issued the hospital with a warning notice for a breach
of regulation 17 of the Health and Social Care Act (2008)
and placed it into special measures. We told the provider
they must make improvements to the leadership and
governance processes to keep patients safe. We carried
out a further inspection in November 2019 to assess
whether the provider had made the required
improvements. However, we found further concerns that
required urgent action. We took further enforcement
action in November 2019 which prevented the hospital
from admitting any patients to any ward at the hospital
without prior written agreement of the Care Quality
Commission. During our inspection in February 2020, we
found further concerns relating to managing patient risks
and governance systems. Following this, we began further
enforcement proceedings to cancel the hospital’s
registration as a provider in respect of the regulated
activities:

a) Treatment of disease, disorder and injury; and

b) Assessment of medical treatment for persons detained
under the Mental Health Act 1983.

Whilst the enforcement process is ongoing, we are
maintaining enhanced engagement with the provider
and monitoring of the service. Various other stakeholders
are also monitoring the provider such as Clinical
Commissioning Groups, local safeguarding authorities
and NHS E.

The Care Quality Commission has a duty under Section 3
of the Health and Social Care Act 2014 (HSCA) to consider
the safety and welfare of all patients at the hospital. We
looked at this throughout all our inspections of this
provider.

Our inspection team

The team that inspected the service comprised of one
CQC inspection manager and one CQC inspector.

Summaryofthisinspection

Summary of this inspection
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Why we carried out this inspection

This inspection was an unannounced, focussed
inspection in response to concerns received by CQC prior
to this inspection. We carried out this inspection to look
at incidents relating to patient care and safety. We looked

at what action the service was taking to avoid incidents
from occurring again. We looked at specific key lines of
enquiry during this inspection relating to patient safety
and service governance systems.

How we carried out this inspection

We have reported in the following domains:

• Safe
• Well led

This was a focused inspection to explore concerns
relating to patient safety and to look at the governance
systems in place to monitor, review and improve the
quality of the service. Therefore, our report does not
include all the domains and headings usually found in a
comprehensive report. Furthermore, in response to the
COVID-19 pandemic, the inspection team only accessed
office areas on site to limit direct contact with patients
and did not visit wards and other patient areas. Due to
active cases of the virus on site, communication with
patients was via telephone only.

The inspection was undertaken during the COVID-19
pandemic and consideration of the difficulties has been
reflected in any judgements. However, although this is
considered, we are required to ensure patients receive
safe care and treatment therefore where information
received by the inspection team suggests there may be a
risk to patients, we have highlighted this within the
report.

Before the inspection visit, we reviewed information that
we held about the service and recent incidents that we
had been notified of. We asked the local safeguarding
authority for information on the service prior to this
inspection.

During the inspection, the inspection team:

• spoke with one patient who was using the service
• spoke with six carers of patients who were using the

service
• spoke with the Registered Manager and managers

overseeing various elements of the service
• spoke with one social worker
• received information from the local safeguarding

authority
• spoke with an independent advocate
• looked at six care and treatment records of patients
• reviewed incident logs and incident forms
• reviewed CCTV footage of incidents
• and looked at a range of policies, procedures, meeting

minutes and other documents relating to the running
of the service.

What people who use the service say

• We spoke to one patient who told us that on two
separate occasions they had seen a staff member
asleep during the night shift in a ward area.

• We spoke to six carers of patients, who had mixed
views on the service. Two carers felt the service had
involved them in their relative’s care, however four
carers were not happy with the level of involvement
and communication they received from the service.

One carer told us they did not have any introduction to
the service, and they were not able to contact their
relative for a substantial amount of time after they
were admitted.

• Three carers told us that there was a lack of
meaningful activities for patients, and staff were rarely
visible.

• Four carers told us they were happy with the care that
was given to their family members and staff were
friendly, caring and approachable.

Summaryofthisinspection

Summary of this inspection
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• Two carers highlighted that responses to complaints
were not satisfactory as responses were slow and they
did not feel listened to.

• One carer told us that staff from the hospital had not
been responsive to the physical health issues of their
family member.

• We spoke to one independent advocate for patients at
the hospital who highlighted concerns that the

hospital did not report all safeguarding incidents and
staff did not take responsibility for doing this. They
were concerned that patient observations were not
being completed safely as incidents were occurring
whilst patients were on enhanced observations. They
reported that staffing levels were low, and that staff
were slow to respond to patients’ needs.

Summaryofthisinspection

Summary of this inspection
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The five questions we ask about services and what we found

We always ask the following five questions of services.

Are services safe?
Ratings are not provided for this type of inspection.

We found the following areas for improvement:

• Staff did not complete patient observations safely and in line
with the provider’s observation policy. Prior to the inspection,
managers from Jeesal Cawston Park informed us of a
concerning incident in which staff had intermittently fallen
asleep whilst completing 1:1 patient observations. We were
also informed of other occurrences where staff had fallen
asleep whilst completing observations however, we found no
further CCTV evidence of such incidents.

• A carer told us that their relative was removed from 1:1 patient
observations and placed on intermittent observations. We were
concerned that this practice may have an impact on patient
safety however the provider informed us in this case this was to
prevent cross-contamination from COVID-19.

• We were not assured that all serious incidents were
investigated, reviewed and that lessons learned were shared
with staff. There was not an established forum to discuss
serious incidents and managers were not able to tell us who
had oversight of the quality of patient care.

• Staff did not always manage risk to patients and themselves
well. Four out of five patient risk assessments and treatment
and support plans that we looked at were either not reviewed
following incidents or not reviewed within appropriate
timescales.

• We were not assured that staffing rotas ensured there were
adequate levels of registered nurses and support staff to meet
the needs of the people using the service and to manage
patient risks.

• Staff were not notifying CQC of all reportable safeguarding
incidents in a timely manner. We highlighted this to managers
at the time of our inspection who informed us they would
correct their CQC reporting process.

• Safeguarding incidents, including actions required from the
local safeguarding authority and lessons learned from
safeguarding incidents, were not discussed within any set staff
meeting. Therefore, we were not assured that staff and
managers were aware of ongoing safeguarding enquiries or
areas of concern that may need attention.

However:

Summaryofthisinspection

Summary of this inspection
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• Staff completed comprehensive initial risk assessments for
patients in which they identified triggers and strategies to
support patients, and initial treatment and support plans also
highlighted patient risks.

• Staff completed environmental risk assessments for patients
who had a history of using objects to harm themselves.

• Staff kept up to date with their safeguarding training. Staff we
spoke to knew how to make a safeguarding referral and who to
inform if they had concerns.

• The number of reported overall incidents at the hospital had
decreased which managers believed was due to an increase in
patient activities and not just because of a reduced number of
patients at the service.

Are services effective?
This is a focused inspection and we did not inspect this key
question.

Are services caring?
This is a focused inspection and we did not inspect this key
question.

Are services responsive?
This is a focused inspection and we did not inspect this key
question.

Are services well-led?
Ratings are not provided for this type of inspection.

We found the following areas for improvement:

• The governance systems in place were not sufficiently
embedded to provide adequate oversight and monitoring of
the quality and safety of the service. Clinical governance
meetings were not effective at improving quality and managers
were unable to tell us who had oversight of quality
improvement at the hospital.

• Managers did not have sufficient oversight of the management
of serious incidents, including completing reviews of serious
incidents and sharing learning with staff. The process of
recording serious incidents was unclear.

• The provider had made some improvements to the process of
audits however several scheduled audits had not been
completed therefore we were not assured that audit processes
were robust and embedded.

Summaryofthisinspection

Summary of this inspection

9 Jeesal Cawston Park Quality Report 11/08/2020



• Further work was required by managers to ensure that staff
were completing patient observations safely to ensure there
were no further patient incidents resulting from staff not
adhering to the supportive observation policy.

• Managers did not ensure the provider’s corporate risk register
was reflective of current risks. The risk register did not include
concerns around patient safety, despite recent incidents.

However:

• Staff we spoke to felt that the Registered Manager had a
transparent and open management style and had improved
communication within the service. As a result, staff felt more
involved and comfortable to raise concerns.

• Managers implemented COVID-19 meetings with staff to ensure
key information was relayed during the pandemic and to make
key ward decisions.

• Managers had acted to address the performance of staff such as
those who did not complete patient observations safety.
However, further work was required to eliminate avoidable
incidents as evidenced in this report.

Summaryofthisinspection

Summary of this inspection

10 Jeesal Cawston Park Quality Report 11/08/2020



Mental Health Act responsibilities

We do not rate responsibilities under the Mental Health
Act 1983. We use our findings to determine an overall
judgement about the Provider.

We did not review the provider’s adherence to the Mental
Health Act during this inspection.

Mental Capacity Act and Deprivation of Liberty Safeguards

We do not give a rating for the providers compliance
against the Mental Capacity Act or Deprivation of Liberty
Safeguards. We use our findings to determine an overall
judgement about the Provider.

We did not review the provider’s adherence to the Mental
Capacity Act or Deprivation of Liberty Safeguards during
this inspection.

Overview of ratings

Our ratings for this location are:

Safe Effective Caring Responsive Well-led Overall

Wards for people with
learning disabilities or
autism

N/A N/A N/A N/A N/A N/A

Detailed findings from this inspection
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Safe

Effective
Caring
Responsive
Well-led

Are wards for people with learning
disabilities or autism safe?

Safe staffing

The provider did not have enough oversight of staffing
rotas to ensure there were adequate levels of registered
nurses and support staff to meet the needs of the people
using the service and to manage patient risks.

Staffing rotas did not distinguish between registered nurses
and support staff, therefore it was unclear if the provider
had a suitable level of qualified staff on duty. After raising
this concern with the provider and requesting further
information, we were provided with one week’s data of
registered nursing numbers on duty. We were informed
that this had to be extracted from the provider’s rota
management system separately. During this week,
registered nurse levels met the provider’s requirements for
37 out of 42 shifts. The provider informed us that registered
nurses were not at their required service levels for all shifts
because of the impact of COVID-19. However, previous
inspection reports also noted concerns regarding
appropriately skilled staffing on the wards.

We reviewed minutes of staff meetings which highlighted
that managers had not factored staff absence into staff
rotas. Therefore, managers could not be assured that the
appropriate number of staff were present at each shift. It
was not clear if this had been addressed within staff
resource planning meetings. The provider informed us that
on a day-to-day basis there is a Person in Charge to ensure
appropriate staffing levels. The provider also operates a
first and second on call system for issues that occur outside
of working hours, such as staffing numbers.

During the inspection, we saw evidence that changes to
patient observation levels were not always based on the
patient’s behaviour and risk. We saw evidence from

meeting minutes that a patient was moved from 1:1
observations with staff to intermittent observations which
the provider informed us was to prevent cross
contamination of COVID-19 by reducing staff movement in
the hospital. However, the use of patient observations
should be based on patient risk and behaviour. We did not
see evidence of this in the provider’s decision to reduce the
patient’s observation levels. The provider’s observation
policy states that intermittent observations check the
patient’s wellbeing every 15-30 minutes and are used as a
precaution, whereas constant 1:1 observations are to
ensure intervention is immediately available for the patient
and others’ safety due to the increased risk. Furthermore,
we spoke with a carer of one patient who told us that their
relative had been taken off their 1:1 observations and
placed on general observations, due to staff shortages. The
carer told us scheduled trips out of the service, prior to the
COVID-19 pandemic, were often cancelled due to staffing
levels. Two other relatives and an independent advocate
we spoke with told us they were concerned about staffing
levels. The provider’s incident log highlighted lower than
anticipated staffing levels, however it was not clear that this
directly impacted patient safety on the occasions in which
this happened. The provider informed us that
authorisation from the Responsible Clinician was required
before patients’ observations were amended however we
are concerned that a reduction in a patient observation
levels could have impacted upon patient safety. Concerns
relating to staff shortages was highlighted during our last
inspection of the service in February 2020 in which there
was evidence that staff shortages were affecting the ability
to carry out patient observations.

Managers informed us they held resource management
meetings to manage staff absence, agency usage and
review activities for patients alongside service resources.

There had been a gradual reduction in the use of agency
staff between December 2019 and April 2020 from 31% to

Wardsforpeoplewithlearningdisabilitiesorautism
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25% for support workers and from 60% to 42% for qualified
nurses. The provider informed us that agency usage had
improved further in May 2020, which was 21% overall.
There had also been a reduction in the number of patients
at the service, potentially triggering this trend.

Managers continued to provide staff with additional
training in supportive observations. All staff were required
to complete a supportive observations workbook and read
the provider’s supportive observations policy. Managers
told us that due to concerns that agency staff were not
completing patient enhanced observations in line with the
provider’s policy, there was a requirement for agency staff
to complete these tasks before starting at the hospital. At
the time of this inspection, 73% of agency staff had
completed the supportive observations workbook and 76%
had read the provider’s supportive observations policy.
Despite this action, incidents relating to patient
observations had still occurred.

Managers addressed poor performance of agency staff who
were not adhering to the supportive observations policy
therefore putting patient safety at risk. Managers took
action to prevent agency staff from working at the service
and highlighted their concerns to the agency.

Assessing and managing risk to patients and staff

Staff did not always manage risk to patients and
themselves well. Staff completed comprehensive initial risk
assessments for patients in which they identified triggers
and strategies to support patients. Initial treatment and
support plans also highlighted patient risks. However, risk
assessments were not always reviewed following incidents
or within appropriate timescales.

We reviewed five patient risk assessments. For four of the
five patient risk assessments, it was not clear how these
were reviewed and updated. One patient’s risk assessment
was not reviewed following an incident involving the
patient swallowing an object, despite this already being a
known risk for the patient. Following this incident, it was
not clear how staff would be aware of the increased level of
risk for this patient or how they may need to increase their
support for the patient. Therefore, we were not assured
that staff were always reviewing and updating patient risks
following changes in patient behaviours, incidents or
following a review of the care they received. There was no
evidence that risk assessments were reviewed in
multi-disciplinary patient meetings. A carer we spoke with

told us that their relative had been put on a liquid only diet
due to risk and that this was not routinely reviewed until
they asked the provider to review it. However, upon
reviewing the patient’s multi-disciplinary review notes, it
was clear the provider had been reviewing the patient’s
food intake in relation to risk.

Staff did not always review patients’ treatment and support
plans following a change in patient risk. We reviewed a
patient incident report which stated that action had been
taken to review the patient’s care plan, however when we
looked at the care plan, this action had not taken place.
Out of the five treatment and support plans that we
reviewed, four were not reviewed within the appropriate
timescales. One review of a patient’s treatment and
support plan was two months overdue.

Staff completed environmental risk assessments for
patients who had a history of using objects to harm
themselves.

During staff handovers, we saw evidence that staff were
identifying patient risks. For example, staff had signed a
quality and safety checklist when starting their shift, in
which they confirmed they were aware of a patient’s risk
factors such as self-harming behaviours.

Staff discussed changes in patient risk during ward
morning meetings and how to minimise any impact to staff,
however it was not clear how actions were monitored
following these discussions.

Safeguarding

Staff received training on how to recognise and report
abuse, appropriate for their role. At the time of inspection,
98% of staff were up to date with safeguarding training.

Staff we spoke to knew how to make a safeguarding referral
and who to inform if they had concerns. A safeguarding
referral is a request from a member of the public or a
professional to the local authority or the police to intervene
to support or protect a child or vulnerable adult from
abuse. Commonly recognised forms of abuse include:
physical, emotional, financial, sexual, neglect and
institutional.

The service employed two social workers whose role
involved overseeing safeguarding referrals, completing
safeguarding audits, liaising with the local authority and
acting as a point of support for safeguarding advice for
other staff in the service. We reviewed meeting minutes in

Wardsforpeoplewithlearningdisabilitiesorautism
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which staff were encouraged to ask for support with
safeguarding referrals from the provider’s social worker. We
spoke to one social worker who felt supported in their role
and knew who to contact for further support. We were told
that external supervision was available for further support
with patient concerns.

The service had an appropriate safeguarding policy in
place which highlighted forms of abuse and how to report a
safeguarding concern. Staff were also provided with
information within patient safety bulletins on how to report
a safeguarding concern and what happens with a
safeguarding alert. The safeguarding policy distinguished
between incidents in the service that required internal
action only and incidents which required notification to the
safeguarding authority. The policy stated that minor
incidents which only occur on one occasion are for internal
action only, however it was not clear how staff reviewed the
number of incidents specific for each patient or their
severity level.

We spoke with an independent advocate for patients at the
service during the inspection. The advocate had not been
at the hospital during the COVID-19 pandemic but raised
concerns that prior to this, in late 2019 and early 2020, they
were concerned that staff were not always completing
safeguarding referrals appropriately. However, we sought
feedback from the local safeguarding authority prior to the
inspection, who told us that safeguarding referrals were
usually submitted, although occasionally delayed, and
there were seven open section 42 enquiries for the service.
The Care Act 2014 (Section 42) requires that each local
authority must make enquiries, or cause others to do so, if
it believes an adult is experiencing, or is at risk of, abuse or
neglect. An enquiry should establish whether any action
needs to be taken to prevent or stop abuse or neglect, and
if so, by whom. The open section 42 enquiries for the
service included concerns relating to observations on
patients not being correctly completed, incidents of alleged
abuse and concerns around patient risk. One of the social
workers who we spoke with at the time of inspection, who
oversaw safeguarding as part of their role, was aware of
these enquiries and concerns. We were told that staff had
been working to improve the relationship with the local
safeguarding authority, which resulted in an improvement
in discussion of patient incidents and identifying further
actions the service should be taking to keep patients safe.

The service held a safeguarding tracker in which
safeguarding incidents were recorded alongside actions
that had been taken. It was evident from the service
safeguarding tracker that despite initial safeguarding
incidents being reported to the local authority, there were
several safeguarding incidents for which an expected
interim report had not been completed. Staff informed us
they were working to complete these retrospectively.

Staff were not notifying CQC of all reportable safeguarding
incidents in a timely manner. Staff informed us they would
wait to report incidents to CQC, until the local safeguarding
authority told them they were opening a section 42
enquiry. This meant that CQC was not receiving certain
safeguarding notifications and that others were not
reported in a timely manner. The provider’s safeguarding
policy did not include information on how, or when, to
report incidents to CQC. We highlighted this to managers at
the time of our inspection who informed us they would
correct their CQC reporting process.

Staff completed safeguarding audits in which themes of
incidents were reviewed and open section 42 referrals
highlighted. Safeguarding was discussed within the
provider’s clinical governance meeting in which brief
progress updates were provided, such as communication
with the local safeguarding authority and problems with
recording information on incident forms and the
safeguarding tracker. However, these updates were
identical across two sets of clinical governance meetings,
suggesting that the problems with recording had not been
addressed between the meetings.

Safeguarding incidents were often discussed in daily ward
morning meetings. However, the service did not appear to
discuss the contents of safeguarding audits, actions that
required completion from section 42 enquiries or lessons
learned from safeguarding incidents within any set staff
meeting. Therefore, wider staff and managers at the service
may not be aware of ongoing safeguarding enquiries or
areas of concern that may need attention.

Track record on safety

Between February 2020 and May 2020, four serious
incidents were recorded at the service. A serious incident is
an incident that has resulted in serious physical or
emotional injury or damage to property essential to the
security and effective running of the hospital. Of the four
incidents reported, two incidents related to patient

Wardsforpeoplewithlearningdisabilitiesorautism
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self-harm. At our last inspection in February 2020 we
reported that 32 serious incidents had occurred over a
12-month period. This would suggest there had been a
reduction in serious incidents at the service. Managers
informed us that there had also been a reduction in all
other incidents, including physical interventions. Patient
numbers at the service had been decreasing since our last
inspection, however the reduction in incidents still
appeared to be a reduction over and above the impact of
lower numbers of patients at the service. Managers
explored this trend and advised us that fewer incidents
were occurring due to an increase in patient activities and a
focus on staff engaging with patients’ activities.

The service previously reported incidents in which staff
members were not completing patient observations
correctly. During our last inspection in February 2020 we
had considerable concerns that patient observations were
not being completed as per the patient’s support plan and
that staff were inappropriately using tablet computers for
personal internet usage rather than carrying out patient
observations. Managers addressed the inappropriate use of
tablet computers with staff by restricting internet access.
One of the triggers for this inspection was in response to
two patient incidents; one in which patient observations
were not being completed safely, and a separate incident
involving patient restraint. The latter is subject to ongoing
investigation. We reviewed CCTV footage of the incidents,
clinical notes and documentation relating to the incidents
of concern. We also viewed a random selection of CCTV
footage from recent incidents that the service had recorded
on their incident log. The CCTV footage confirmed that staff
had not completed patient observations safely as they had
fallen asleep. We did not find further CCTV evidence of
incidents in which patient observations were not
completed correctly. However, one patient informed us
that a staff member had recently fallen asleep on two
occasions in patient areas during the night. We raised this
with the provider who investigated the concern by
reviewing CCTV footage, however the provider could not
substantiate or provide assurance regarding the patient’s
claim.

Two carers who we spoke with during the inspection told
us that they were concerned about their relative’s safety in
the service and that staff were not completing patient
observations correctly. One of the carers informed us that a
member of staff was asleep when they visited their relative.

Reporting incidents and learning from when things go
wrong

Staff knew what incidents to report, however the provider
was inconsistent at reviewing and learning from incidents.

All staff reported incidents electronically using a specified
incident reporting form. Incidents were collated onto an
incident register which included all minor, moderate and
serious incidents. We reviewed three patient incidents to
check if they were recorded appropriately. For all three
incidents, we found staff recorded them via an electronic
incident form, updated the patient’s clinical records and
recorded them on the provider’s incident register. However,
staff did not always update patient risk assessments
following incidents.

Incidents that were subject to a Root Cause Analysis (RCA)
were recorded on a separate database. An RCA is an
investigation led by the provider following a serious
incident and reported to the clinical commissioning group
(CCG). When we requested a record of the provider’s serious
incidents, we were informed that these had been extracted
separately from the provider’s electronic recording system
and it was unclear how the service distinguished serious
incidents from all other incidents that occurred at the
service. Incidents on the RCA database did not match the
serious incidents information that we were provided with.
The RCA database highlighted who was responsible for
monitoring the investigation and listed actions and lessons
learned from the incidents. The lessons learned from
incidents were very brief and actions did not have
timescales. It was not clear where the actions were
reviewed to ensure they had been completed. Managers
were not able to tell us who had overall responsibility for
monitoring serious incidents.

The provider’s Serious Incident and Never Events policy
highlighted two forms of incident reviews; a Root Cause
Analysis for serious incidents and a service level review for
incidents that were not classed as a serious incident. The
policy defined the criteria for a serious incident, however
there was limited detail around what type of incident
would warrant a service level review. We were aware of a
current incident that was being investigated by HR relating
to a patient restraint, however it was not clear which
process this fell into and after speaking with staff, we were
told an initial review of the incident had not taken place.
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The provider had not ensured that all incidents were
appropriately reviewed, or shared lessons learned for all
relevant incidents with the wider service. During our
inspection, we were provided with two service level reviews
and two lessons learned bulletins from patient incidents.
The two service level reviews were from 2019 and
highlighted contributory factors towards the incident, root
causes, lessons learned and recommendations. The two
lessons learned bulletins highlighted relevant learning
points for each incident, however the provider’s action
points were identical across the bulletins and stated ‘for
use by all units to discuss in handovers/ward meetings’.
They did not identify who was responsible for
implementing the learning points or when this should be
completed by. During our previous February 2020
inspection, we found the same concern. Managers
informed us that the service level reviews and lessons
learned exercises were shared with the wider staff group,
however it was not clear what other learning exercises had
taken place or been shared with staff.

During the inspection we reviewed the provider’s incident
log and a random selection of CCTV footage of incidents.
We did not identify any serious incidents that had taken
place during the night, which had previously been a
hotspot for incidents occurring. We noticed that a staff
member had been wearing headphones on a night shift
which managers addressed. We were informed by a patient
that staff had fallen asleep at night however the provider
investigated this and could not find evidence of this.

Upon reviewing a patient incident relating to self-harm by
swallowing an object, we were not assured that a formal
review, including immediate learning from the incident,
had taken place. The provider was complying with the local
safeguarding authority’s review and actions from this
incident. However, as this patient was on 1:1 observations,
something which managers knew was an area of concern
for the service, we would have expected to see a full review,
initiated by the provider, into how this occurred and
lessons to be learned.

Incidents were discussed in ward morning meetings,
however immediate learning from incidents did not appear
to be discussed. The service was not holding regular full
staff meetings in which incident management was

discussed. Following our inspection, managers informed us
that they were changing the format of their morning
meetings so that concerns from incidents could be
escalated to management.

The provider’s Post Incident Support policy referred to a
framework of support and a 3-stage post-incident process
whereby reviews occurred: immediately, in the days after
the incident and within two weeks following the incident.
The provider was not following the 3-stage post-incident
process within their policy as reviews were inconsistent
with no assigned individual to complete actions from the
reviews. Managers informed us that due to the COVID-19
pandemic, incident forms were being signed off via the
provider’s electronic reporting system, however this
process still did not include any immediate or longer-term
learning exercises.

Since our last inspection in February 2020, the provider had
sent regular ‘patient safety bulletins’ to staff which
highlighted complaints, service updates, the number of
serious incidents, arising patient safety issues, lessons to
learn and a list of completed audits. The bulletins were
effective in communicating brief key messages such as
outstanding audits and key service or staff updates.
However, certain information needed further detail to
prove beneficial, such as lessons to learn, as these often
included generic statements such as ‘operate a no blame
approach’ or percentages of patients who knew they had a
care plan. The lessons learned section of this bulletin did
not relate to specific incidents and needed further work to
be effective.

Managers acknowledged that incident management and
lessons learned processes needed further embedding at
the service. Managers informed us of their plans to begin
holding a Patient Safety and Quality Review Committee in
which reviews of incidents would be discussed and actions
taken forward. Analysis of incidents and lessons to learn
would then be circulated to staff. There were no meetings
in which incidents were reviewed and shared at the time of
inspection. For example, the clinical governance meeting
did not review incident management. Therefore, the
provider was limiting its ability to learn from incidents and
prevent avoidable incidents from occurring again.

Managers told us that staff were offered de-brief sessions
following incidents however these were not currently being
recorded.
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Managers had identified a trend of incidents related to staff
not completing patient observations safely and that these
incidents often occurred during the night. Managers had
acted to address these concerns with the staff involved,
including removing staff from the service and sending an
impactful letter to all staff highlighting the importance of
patient safety, specifically in relation to incidents that had
occurred during the night. Managers had implemented
actions to prevent this from happening again such as,
completing night visits, increasing the visibility of
management on units and offering staff additional support
during the night. Despite the actions being taken to
address these concerns, it was not clear where this issue
was being formally reviewed and actions monitored, as
following the incidents there was no evidence of a Root
Cause Analysis or service level review, nor was this included
on the provider’s risk register.

The provider’s psychology team completed a monthly
analysis of incidents which reviewed the number of
incidents over a 24-month period, where incidents were
occurring, the severity of incidents and the number of
times restraint was used. The figures confirmed a
downward trend in incidents towards the end of 2019 and
the beginning of 2020. Managers also completed an
analysis of restraint and physical observations in May 2020
in which incident forms where restraint was used, and
subsequent physical observations, were reviewed. The
provider noted that an improvement had been seen in staff
undertaking vital observations following patient restraint,
from 88% to 100%. The figures were helpful to identify
trends and improvements, however it was not clear how
the service used this information to learn lessons from the
data, implement actions to improve patient safety or share
information with wider staff.

Are wards for people with learning
disabilities or autism effective?
(for example, treatment is effective)

This is a focused inspection and we did not inspect this key
question.

Are wards for people with learning
disabilities or autism caring?

This is a focused inspection and we did not inspect this key
question.

Are wards for people with learning
disabilities or autism responsive to
people’s needs?
(for example, to feedback?)

This is a focused inspection and we did not inspect this key
question.

Are wards for people with learning
disabilities or autism well-led?

Leadership

During our last inspection in February 2020, we highlighted
the change in roles of the leadership team and the
appointment of the new Chief Operating Officer (COO), who
subsequently took up the post of Registered Manager.
Therefore, the Registered Manager had a large role in which
the COO part of the role also consisted of working across
the wider Jeesal Group and the Registered Manager part of
their role consisted of working directly at the hospital.
During this inspection, the Registered Manager continued
to demonstrate a good understanding of the challenges
faced by the service and had recently addressed his
concerns with staff and taken further action against agency
staff who were not complying with the provider’s policies
and procedures. Staff we spoke with felt that the Registered
Manager had a transparent and open management style
which had led them to feel more involved and comfortable
to raise concerns.

The hospital had a Head of Communication and Quality;
however, we were told by the person in that role and the
Registered Manager that their key role was communication.
We were unable to ascertain who was leading on the
quality part of the role.

Governance
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The governance systems in place were not sufficiently
embedded to provide adequate oversight and monitoring
of the quality and safety of the service.

Managers held monthly clinical governance meetings,
however the meetings did not consistently review
incidents, risk management, patient experience or the
effectiveness of the hospital’s systems and processes.
Instead, the meetings often consisted of brief department
updates and often focused on the provider’s action plan
relating to current CQC enforcement activity. Therefore, the
meeting lost sight of its core purpose and objectives.
Further work was required to ensure the meeting abided by
an appropriate agenda. Actions from clinical governance
meetings were assigned to individuals with dates for
completion then reviewed and monitored on an electronic
task system.

Managers did not have sufficient oversight of the
management of serious incidents including completing
reviews of serious incidents and sharing learning with the
wider staff team. The process of recording serious incidents
was unclear. Despite seeing a number of service level
reviews and lessons learned exercises, we were not assured
that these were taking place for all serious incidents. The
provider’s root cause analysis (RCA) database highlighted
just one incident in 2020 that was subject to an RCA review
despite the provider’s serious incident register highlighting
four serious incidents that occurred between February and
March 2020. Managers would therefore not be able to
identify why incidents might be occurring and unable to
address concerns to improve patient safety.

Managers told us of plans to implement a Patient Safety
and Quality Review Committee to improve patient safety,
discuss root cause analysis, serious incidents and lessons
learned from incidents. We were informed that actions
from incident reviews would be created and reviewed at
the meeting. At the time of our inspection these meetings
had not taken place and it was not clear where these items
were being discussed in detail at present. Further work was
required to begin the meetings with appropriate oversight
to ensure their effectiveness and the wider dissemination
of outcomes to staff. During our last inspection in February
2020, we highlighted the provider’s governance processes
as a concern, and it was unclear what overall
improvements to governance systems had been made

since then. Further work to establish the Patient Safety and
Quality Review Committee was required, in order to
establish whether improvements were being made in this
area.

Managers had not implemented regular full staff meetings
to collectively share information and address any problems
in the service. Nurses held ad-hoc meetings and the service
held ward morning meetings which briefly addressed
recent events that had occurred on that ward. There were
no formal local ward team meetings in place to discuss
ward-specific business or full staffing meetings. Following
our inspection, managers informed us they were amending
morning meetings to include the nurse in charge,
streamline the agenda and ensure issues were escalated to
senior managers.

The provider had made some improvements to the system
of audits. The provider had an audit manager in post and
an audit schedule and process in place. The clinical audit
effectiveness committee met in February 2020 to discuss
the providers annual audit plan. We were provided with
evidence of a physical observations audit at the inspection
and an audit of the 12-point discharges following the
inspection therefore we did see some emerging audits.
However, percentage figures of completed audits did not
accurately reflect the number of completed audits
therefore the provider’s scheduled audits were not
completed within their timescales. Key audits that related
to areas of concern within the service had not been
completed such as an audit of risk assessments and
incident forms. We were told by the Deputy Hospital
Director that a number of audits had not been completed
as planned due to the impact of COVID-19. Although the
provider was able to demonstrate some improvements in
audit planning and scheduling, we are not yet assured that
audit processes are robust and embedded. Managers
acknowledged that audits were currently not being used to
drive change at the hospital.

During our most recent three inspections of this service in
2019 and 2020, we highlighted concerns regarding audits
and a disconnect between audit and governance
processes. During our last inspection in February 2020,
managers told us the hospital audit process was being
reviewed to align with the priorities identified at
governance meetings. Managers did not provide a
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timescale for this review, however it did not appear any
improvements had been made to align priorities identified
from governance meetings. It was not evident what the
provider’s priorities from governance meetings were.

The service completed daily checklists which checked
environmental risks and patient observations using a
pre-set template. Managers completed weekly ward
reviews and fortnightly quality and safety reviews which
reviewed patient medication, seclusion, environment risks,
safeguarding referrals, staffing and care records. The
quality of the reviews varied. For example, sometimes staff
would directly check that staff were completing patient
observations correctly and whether staff knew the patient’s
risks, whereas some reviews were very brief such as stating
‘night checks ongoing’ or stating past actions that had
been completed. In a previous inspection in June and July
2019, we reported that monthly reviews were absent of
information to track the effectiveness of the patient’s
support plan and to track patient progress. The provider
had highlighted this concern in their quality and safety
reviews in which patient support plans were now reviewed
and adjustments were highlighted. However, it was still not
clear how the provider measured patient progress. It was
also unclear how these reviews fed into the provider’s
overall governance or quality processes.

Managers implemented COVID-19 meetings with staff to
ensure key information was relayed during the pandemic
and to make key ward decisions. The provider also
discussed COVID-19 matters within their Clinical
Governance meetings in which numbers of positive cases
were discussed alongside suspended activities due to the
virus, adapting care plans for COVID-19 positive patients,
PPE supplies and communications with stakeholders
relating to COVID-19. The provider highlighted that special
measures had been taken in response to COVID-19 and that
the impact had affected their ability to improve the service
at speed.

Management of risk, issues and performance

Since our last inspection in February 2020, the service had
implemented a number of actions to manage performance
and risk for the safety of patients. However, despite these
actions, patient safety incidents were still occurring. Action
managers had taken, following concerns that staff were not
completing patient observations correctly during the night
time, included preventing agency staff from working at the
hospital and addressing their concerns directly with the

agency involved. Managers also wrote a direct letter to all
staff informing them of the seriousness of their concerns
and the impact that this could have on both the safety of
the patients and the future of staff employment.
Furthermore, managers encouraged accountability from
nurses by highlighting their responsibilities and
encouraging them to lead as the Nurse in Charge whilst on
shift. Managers conducted ward night checks, in addition
to daytime quality checks, to check staff were completing
observations correctly, were aware of patient risks and that
these were discussed during staff handovers. Staff reported
they found these visits useful in reiterating key messages.
Staff continued to complete a patient observations
workbook for agency staff of whom 73% had completed
the workbook. Despite these actions to address concerns
around patient observations, a recent incident had
occurred prior to this inspection in which a staff member
who was on 1:1 patient observations at night had fallen
asleep, potentially impacting the safety of the patient. We
were also told by a patient during our inspection that a
staff member had fallen asleep on duty on two occasions.
The provider investigated these incidents and were able to
discount one allegation but were unable to identify the
date of the second incident due to the lack of detail
provided, so were unable to address the concern. In
response to this, managers said they would increase their
checks on staff, ensure management night checks were
completed at various times and introduce a ‘stay alert’
programme for night staff in which exercises, stretches and
wellbeing advice would be provided.

It was clear that managers had taken initial actions to
address concerns around patient observations, however
further work was still needed to continue with this progress
in order to prevent similar incidents from continuing. For
example, during one management night visit it was
reported that a staff member on patient observations was
not aware of the patient’s risks, yet it was not clear what
action was taken as a result of this. Additionally, a
documented CCTV review of staff observations reviewed
footage during the daytime rather than during the night
which was the period of most concern. Managers needed to
further embed these processes to prevent more incidents
from occurring.

Managers did not have sufficient oversight of staffing levels
and rotas. We were not assured that staffing rotas were
reflective of correct staffing levels due to concerns raised in
staff meetings. It was not clear how managers ensured the
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appropriate number of qualified staff were on duty for each
shift as rotas that we were provided with on inspection did
not differentiate between registered nurses and support
staff. We did not see evidence that managers were
reviewing the staffing mix when scheduling staff rotas.

Managers did not ensure the provider’s corporate risk
register was reflective of current risks. The risk register held
three risks which did not include concerns around patient
safety, despite recent incidents. It was not clear who had
oversight of the risk register or where this was reviewed.

The service kept a Business Continuity Plan detailing
guidance for emergencies such as fires, serious assaults
and IT outages. There was no guidance for large numbers
of staff absence and the document was not updated during
the COVID-19 pandemic. However, the provider had
implemented COVID-19 ward meetings to make key ward
decisions and take appropriate actions.

Engagement

Patients had opportunities to give feedback on the service
by completing surveys about their experience and through
‘Our Voice’ meetings. However, it was not clear how
feedback from the meetings was taken forward. For
example, patients highlighted that off-site visits were
cancelled at short notice and patients had requested more
group activities. Managers informed us that off-site visits
were impacted by COVID-19. Actions were created from
‘Our Voice’ meetings and assigned to individuals to take
this forward however it was not clear where the actions
were reviewed and if they were completed. Managers
informed us that actions were monitored via an electronic
system and via the senior patient advocate, however as we
were not provided with evidence of this, we were not yet
assured if actions from these meetings had been
completed.

Managers held a staff meeting to discuss family
involvement in January 2020 in which plans for family
forums, carer event days and gaining feedback from family
members were proposed.

We spoke with six carers of patients during the inspection
and we received a mixed response regarding how involved
they felt with the service and how happy they were with
their relative’s care. Three carers told us that involvement
was poor and two carers specifically mentioned poor
communication with doctors. One carer told us they did
not have any introduction to the service, and they were not

able to contact their relative for a substantial amount of
time after they were admitted. However, as admissions to
the service had stopped in November 2019 due to CQC
enforcement activity, this issue would have occurred at
least 6 months prior to this inspection. Two carers also
highlighted that the provider’s response to complaints was
not satisfactory. However, the provider’s complaints
dashboard highlighted the majority of complaints had
been responded to on time, with the exception of 2 agreed
extensions. The focus of this inspection did not explore the
providers complaints process in detail. Two out of the six
carers that we spoke with felt they had been provided with
good information and felt involved in their relative’s
treatment.

Senior leaders engaged with other stakeholders, including
commissioners, through visits and telephone calls.

Staff had some opportunities to engage with senior
leaders. Leaders had recently held an open staff forum in
response to CQC enforcement action and senior leaders
informed us that they were present at ward morning
meetings. However, regular full staff meetings were not
occurring at the time of inspection therefore it was not
clear how key agenda items would be relayed to staff. The
Head of Communications and Quality told us a key part of
her role involved working to engage staff and receive their
feedback. We were told this consisted of updating staff and
acting as a bridge between the Registered Manager and the
wider staff group. The Head of Communications and
Quality also told us of increased engagement with staff due
to the COVID-19 pandemic. A communication log was
maintained detailing key emails sent to staff including
updates from HR, updates on COVID-19, CQC enforcement
action and general service updates.

Learning, continuous improvement and innovation

Managers had not provided a set time for staff to consider
opportunities for improvement which led to change or
innovation. Despite managers completing some quality
checks within the service, it was not clear how other staff
used quality improvement methods themselves.

The provider attended a meeting in February 2020 with the
National Autistic Society (NAS) who reviewed progress with
the service to identify criteria for autism accreditation. The
NAS highlighted that further development was required in
continued professional development for staff to help
produce positive outcomes for autistic people. They
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highlighted that staff at the service had a detailed insight
into the person-centred and complex support needs of
patients however further work was required to inform a
good understanding of how each autistic person
communicates and socially interacts.
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Areas for improvement

Action the provider MUST take to improve
These are new actions noted during this inspection.
Please note, although these 3 specific actions are new
actions from this inspection, Regulation 9 and Regulation
12 had been breached upon previous inspections of this
service in June/July 2019, November 2019 and February
2020.

• The provider must notify CQC of all incidents that
affect the health, safety and welfare of people who use
the service and do so within a timely manner.
[Regulation 18: 18 Care Quality Commission
(Registration) Regulations 2009: Notification of Other
Incidents.]

• The provider must ensure all patient care plans are
reviewed within appropriate timescales. [Regulation 9
(3) (b) HSCA (Regulated Activities) Regulations 2014:
Person Centred Care.]

• The provider must ensure all patients’ risk
assessments are updated within appropriate time
scales and following incidents. [Regulation 12(1) (2) (b)
(d)(g)(i) HSCA (Regulated Activities) Regulations 2014
Safe care and treatment].

The regulation breaches listed below had already been
identified in previous inspections and were again noted
at this inspection. These breaches form part of ongoing
enforcement action.

• The provider must ensure they have oversight of
staffing rotas to deploy enough staff with the
appropriate qualifications, skills and experience to
meet patients’ care and treatment needs and ensure
patient safety [Regulation 18 (1) (2) (a) HSCA 2008
(Regulated Activities) Regulations 2014 Staffing].

• The provider must ensure staff correctly carry out
supportive observations correctly in accordance with
the supportive observation policy and patient care
plans [Regulation 12(1) (2) (b) (d)(g)(i) HSCA (Regulated
Activities) Regulations 2014 Safe care and treatment].

• The provider must ensure that all serious incidents are
reviewed and lessons are learnt effectively across the
hospital after incidents [Regulation 12(1) (2) (b) (d)(g)(i)
HSCA (Regulated Activities) Regulations 2014 Safe care
and treatment].

• The provider must ensure that regular audits are
completed and they are effective, comprehensive,
robust, and contain the necessary detail to
appropriately oversee the service to be able to make
changes where required [Regulation 17 HSCA 2008
(Regulated Activities) Regulations 2014: Good
Governance].

• The provider must ensure that robust governance
systems and processes are sufficiently established and
embedded to be identify, monitor and maintaining the
quality and safety of care to patients and that
improvements are made in a timely manner [
Regulation 17 HSCA 2008 (Regulated Activities)
Regulations 2014: Good Governance].

Action the provider SHOULD take to improve

• The provider should ensure their corporate risk
register is reflective of current risks such as patient
safety.

• The provider should ensure that relevant staff are able
to review the number of safeguarding incidents and
their severity for each patient, to ensure action taken
either internally or as a referral to the safeguarding
team, is completed in line with their safeguarding
policy.

• The provider should ensure their Serious Incident and
Events policy clarifies incidents that would warrant a
Service Level Review.

• The provider should review their staff meeting
structures to ensure staff and ward teams have a
forum to discuss concerns and share information.

• The provider should ensure accountability of a set
individual for the oversight of quality improvement at
the hospital.

Outstandingpracticeandareasforimprovement
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Action we have told the provider to take
The table below shows the legal requirements that were not being met. The provider must send CQC a report that says
what action they are going to take to meet these requirements.

Regulated activity

Assessment or medical treatment for persons detained
under the Mental Health Act 1983

Treatment of disease, disorder or injury

Regulation 18 CQC (Registration) Regulations 2009
Notification of other incidents

The above regulation had not been identified previously
in past inspections. Reference to other regulations as
listed within the Areas for Improvement section of this
report, had been breached over previous inspections of
this service in July/July 2019, November 2019 and
February 2020.

Jeesal Cawston Park is in special measures and all
enforcement actions following the previous inspections
in 2019 and 2020 remain in place. We did not look at all
concerns at this focused inspection but those we did had
not been fully addressed.

The provider is subject to a Notice of Decision to close
the service and is currently going through the legal
process. Therefore, we are unable to add further detail
whilst the legal process is ongoing.

Regulation

This section is primarily information for the provider

Requirement notices
Requirementnotices
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