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We plan our next inspections based on everything we know about services, including whether they appear to be getting
better or worse. Each report explains the reason for the inspection.

This report describes our judgement of the quality of care provided by this trust. We based it on a combination of what
we found when we inspected and other information available to us. It included information given to us from people who
use the service, the public and other organisations.

This report is a summary of our inspection findings. You can find more detailed information about the service and what
we found during our inspection in the related Evidence appendix.

Overall rating for this trust Good
Are services safe? Good
Are services effective? Good
Are services caring? Good

Are services responsive? Good

Are services well-led? Good

We rated well-led (leadership) from our inspection of trust management, taking into account what we found about
leadership in individual services. We rated other key questions by combining the service ratings and using our
professional judgement.
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Background to the trust

The trust serves a population of 1.1 million people across the London boroughs of Kingston, Merton, Richmond, Sutton
and Wandsworth and employs more than 2,000 staff who provide care and treatment to about 20,000 people from south
west London and beyond at any given time. The trust has more than 100 clinical teams. It has an annual budget of
approximately £160 million. The trust moved from a borough based line management structure in April 2017 to a service
line management structure.

The service provides the following core services:

+ Acute wards for adults of working age and psychiatric intensive care unit
+ Long stay/rehabilitation mental health wards for working age adults

« Wards for older people with mental health problems

+ Child and adolescent mental health wards

« Forensicinpatient/secure wards

« Mental health crisis services and health based places of safety

« Community-based mental health services for older people

« Community-based mental health services for adults of working age

« Community services for people with learning disabilities or autism

+ Specialist community mental health services for children and young people
The trust also provides the following specialist services:

+ Specialist eating disorder services

+ Substance misuse services

+ National deaf services

« Other national specialist services

The trust operates from four registered locations: three hospitals, Springfield University Hospital, Tolworth Hospital and
Queen Mary’s Hospital, and the Trust HQ. The trust provides 404 beds, local and national, of which 165 are acute beds. It
provides community mental health and outpatient services from a number of locations in each of the five London
boroughs of Kingston, Merton, Richmond, Sutton and Wandsworth. The trust also provides community mental health
services to deaf people in Cambridge as part of their national service for deaf children and adults.

The trust has been inspected eight times since 2014. We conducted a comprehensive inspection of the trust in March
2016. At that inspection, we rated the trust requires improvement overall. We conducted a further inspection of some of
the trust’s services in September 2016. Following that inspection, we re-rated the trust as good overall. We rated it
requires improvement for one key question (safe) and good for four key questions a (caring, effective, responsive and
well-led).

Following our inspection in March 2016, we found areas for improvement in four of the core services we inspected:
+ Long stay/rehabilitation mental health wards for working age adults

« Child and adolescent mental health wards
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« Forensic inpatient/secure wards

+ Community-based mental health services for adults of working age

We told the trust that they must make improvements to:

« Rehabilitation services so as to provide more therapeutic activities to support people’s rehabilitation and recovery
+ Risk assessment and risk management

« Systems for the safe transportation of medicines

« Seclusion practices on the child and adolescent inpatient ward and forensic wards

+ Systems for providing managers with information about the performance of their teams and services

+ The delivery of managerial and clinical supervision to staff in rehabilitation services and community mental health
teams for adults of working age.

These breaches related to the following five regulations under the Health and Social Care Act (Regulated Activities)
Regulations: Regulation 9 Person-centred care; Regulation 12 Safe care and treatment ; Regulation 13 Safeguarding
service users from abuse and improper treatment; Regulation 17 Good governance; Regulation 18 Staffing.

Since this inspection we have conducted a comprehensive inspection of specialist eating disorder services (in February
2017); and a focused inspection of one acute ward for working age adults in September 2017.

Overall summary

Our rating of this trust stayed the same since our last inspection. We rated it as Good @@

What this trust does

South West London and St George’s Mental Health NHS Trust provides mental health services from three main hospital
locations in the London boroughs of Kingston, Merton, Richmond, Sutton and Wandsworth. This includes a range of
inpatient and community mental health. The trust also provides specialist national services.services for adults, older
people, children and young people, people with learning disabilities, and deaf children and adults.

Key questions and ratings

We inspect and regulate healthcare service providers in England.

To get to the heart of patients’ experiences of care and treatment, we ask the same five questions of all services: are they
safe, effective, caring, responsive to people's needs, and well-led?

Where we have a legal duty to do so, we rate the quality of services against each key question as outstanding, good,
requires improvement or inadequate.

Where necessary, we take action against service providers that break the regulations and help them to improve the
quality of their services.

What we inspected and why

We plan our inspections based on everything we know about services, including whether they appear to be getting
better or worse.
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We inspected six services as part of our ongoing checks on the safety and quality of healthcare services:

Acute wards for adults of working age and psychiatric intensive care units
Long stay/rehabilitation mental health wards for working age adults
Community-based mental health services for adults of working age
Substance misuse services

Child and adolescent mental health wards

Specialist community mental health services for children and young people.

Our comprehensive inspections of NHS trusts have shown a strong link between the quality of overall management of a
trust and the quality of its services. For that reason, all trust inspections now include inspection of the well-led key
question at the trust level. Our findings are in the section headed ‘Is this organisation well-led’.

What we found

Overall trust
Our rating of the trust stayed the same. We rated it as good because:

We rated all six services we inspected as good. Following this inspection all the trust’s services were rated good overall.

We rated well-led for the trust overall as good.

The trust had made considerable improvements since the last comprehensive inspection in March 2016. The
community-based mental health services for working age adults, long stay/rehabilitation mental health wards for
working age adults and child and adolescent mental health wards had all improved their ratings overall and/or in
individual key questions. The trust had met all requirement notices made following the March 2016 inspection and a
focused inspection in September 2017 in those services we inspected.

Whilst there had been a number of changes in executive directors, the trust was well-led and the senior team were
committed to improving services to meet the mental health needs of local communities. The trust had an open and
transparent culture and staff were able to raise concerns. Staff were committed to the working for the trust and felt
well supported by their managers and colleagues. An award winning intranet provided accessible information to staff
and supported overall engagement.

The trust was outward looking and engaged well with external partners and stakeholders. The trust was working well
with the two other South London mental health trusts through the South London Partnership and this was supporting
the introduction of new models of care. The trust was actively engaged in the work of the sustainability and
transformation partnership.

The trust encouraged innovation to improve patient care. Recent developments included a service aimed at
preventing admission to hospital, and the introduction of crisis cafes, which were very well liked by service users.
More than 40 quality improvement initiatives had been completed by staff or were under way across the trust.

The trust had effective structures, systems and processes in place to support the governance of the trust, including
financial governance. Managers had easy access to performance information to enable them to make improvements.
Staff could add local risks to service line risk registers. Risk registers reflected the risks staff told us about. Senior
leaders had good oversight of risks. There was an open and positive culture in respect of reporting incidents. Lessons
learned were disseminated to staff and used to improve services.
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+ The trust was making good progress with the recruitment and retention of staff. A detailed review of staffing levels on
inpatient wards had led to an increase in staffing on most wards. A caseload weighting tool in the community mental
health teams was helping to ensure caseloads for individual staff were manageable.

« The trust had a focus on equality and diversity and was supporting the development of staff diversity networks. The
trust provided effective communication support to deaf service users through the employment of deaf nursing staff,
the provision of British Sign Language interpreters and videos on the trust website. The trust worked well with local
communities, including black and minority ethnic communities and schools, to promote and support mental health
initiatives. The trust board had a diverse membership. The trust had set up an expert working group to look at the
disproportionate number of black men detained under the Mental Health Act.

However:

« Staff did not always follow best practice to ensure the safety of patients after they had received rapid tranquillisation.
When patients declined checks of their clinical vital signs, staff did not always return to make further attempts to
record these observations. When staff carried out routine checks of patients’ vital signs, they did not always escalate
results to senior nursing staff or a doctor when indicated by the scoring tool or record why they had not done so.

« Staff did not always store information on patient electronic records consistently so that it could be found easily by
others. The patient records system in the substance misuse service was difficult to navigate and staff stored
information in different places, which made it difficult to find. The electronic patient record system in the CAMHS
community teams was difficult for staff to use and it was easy to input information into the wrong place. Staff in
community teams reported regularly being unable to access patient records when the server was down for short
periods. Clinical staff found IT support was not always timely and accessible.

+ The trust had not consulted effectively with staff around changes to mental health rehabilitation services that had
been made. Staff were unhappy with the and the way they had been involved in discussions about the changes. They
continued to be anxious about the future of the service and morale was low.

« Some trust services missed an opportunity to learn from informal or local complaints as they did not keep a record of
the complaints to support managers to identify patterns and trends.

+ The trust needed to continue to work on the new trust strategy that would provide clear direction and underpin the
delivery of high quality sustainable care. Further work was needed to fully implement the leadership development
programme for ward and team leaders and managers.

Are services safe?
Our rating of safe improved. We rated it as good because:

+ We rated five of the six services core services that we inspected as good for safe.

« The trust had taken action to ensure that its services had a sufficient number of staff. The trust had increased staffing
levels in the mental health wards, which enabled staff to facilitate patient leave and hold one to one meetings with
patients to discuss their care more consistently. The new staffing establishments and shift patterns were based on a
detailed analysis on information including incidents and acuity levels. Staff in a community team had developed a
caseload weighting tool that was to be rolled out to other teams to help ensure care co-ordinators had manageable
caseloads. The trust was making good progress in the recruitment and retention of staff, although this proved a
constant challenge in community-based teams for working age adults in some boroughs.
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The trust had effective systems to report and learn from serious incidents, including deaths. Staff reported incidents
and they were investigated appropriately. Lessons learned were shared with teams in meetings and at specific events
so as to reduce the risk of similar incidents happening again. Staff reporting of incidents involving the restraint of
patients had increased as a result of a positive reporting culture. The trust had introduced strategies to reduce
violence, aggression and restrictive practices.

Staff managed medicines safely. The implementation of electronic prescribing and administration records had led to
a reduction in medicine errors. Staff in the community-based mental health teams transported medicines safely. This
was an improvement since the last inspection in March 2016.

The majority of staff had completed mandatory training across all of the wards and teams. Shortfalls in training in risk
assessment, which had been recently introduced, and in medicines management training for allied health
professionals were being addressed.

Since the last comprehensive inspection in March 2016, there had been improvements in staff understanding of what
constituted seclusion in the child and adolescent mental health wards. Lone working and personal safety protocols
were now well embedded in the community teams.

However:

Following the administration of rapid tranquilisation to a patient, staff did not keep adequate records of how often
they had attempted to take patients’ physical observations. This was contrary to trust policy and national guidance.
When a patient’s physical health observations were outside of the normal range, staff did not always escalate this to
senior nursing or medical staff or record that they had done so. This increased the risk that patients’ physical health
problems may have gone undetected or not been addressed appropriately. The trust took action to address these
issues immediately following the inspection.

The trust did not always ensure that clinical staff had easy access to important patient information. Inconsistent
storage of clinical information on the electronic patient record meant that meant staff could not easily access all
information held about a patient’s physical health and other care related matters. The patient records system in the
substance misuse service was difficult to navigate. Similarly in the CAMHS community teams, staff found the records
system was difficult for staff to use and it was easy to input information into the wrong place. Staff in community
teams reported regularly being unable to access patient records when the server was down for short periods.

In community-based services for working age adults, more than 80% of patient risk assessments were of good quality
and accurate. This was an improvement since the last inspection, in March 2016. However, some risk assessments had
not been reviewed after incidents or when a patient was transferred from another team. Caseloads in the
Wandsworth Early Intervention team were higher than nationally recommended levels.

Staff did not use and share crisis information with young people and families as well as they could have as the
resources were still in development. CAMHS had developed ‘what if’ plans to use for young people who might need
support if their mental health deteriorated, but these were not often used by staff.

Are services effective?
Our rating of effective stayed the same. We rated it as good because:

We rated all six services core services that we inspected as good for effective.

Staff demonstrated excellent working relationships with teams and agencies both internal and external to the trust.
This ensured a smooth and clear pathway of care for patients, particularly in the acute care pathway and community-
based mental health services for adults of working age. The trust was working with the two other south London
mental health trusts in the South London Partnership to the benefit of forensic and child and adolescent inpatient
services.
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The trust had made improvements to ensure that staff received regular clinical and managerial supervision to
support them to deliver effective services and develop professionally. The rehabilitation ward had improved staff
supervision by 40% since the last inspection in March 2016. The completion of planned staff supervision was high in
most areas. Supervision records were saved electronically, easy to find and used to inform future sessions.

Staff worked with patients to develop person-centred, holistic and recovery oriented plans of care. Services delivered
arange of evidence-based therapeutic interventions. Phoenix Ward, the rehabilitation service, had introduced more
therapeutic activities aimed at improving patients’ individual skills and maximising independence.

Staff ensured that patients received an assessment of both their physical and mental health needs. A quality
improvement initiative had led to an increase in the number of patient cardio metabolic assessments carried out by
community staff. Patients had good access to specialists for their physical health needs. Staff had undertaken
placements at the local acute hospital to improve their physical health nursing skills.

Staff received support to fulfil their responsibilities in respect of the Mental Health Act (MHA) and associated code of
practice, and the Mental Capacity Act. Staff had received training, understood the requirements of the legislation and
acted in accordance with requirements in their day to day work. MHA administrators were knowledgeable and had
effective systems in place to monitor the implementation of the MHA. Associate hospital managers had good
understanding of their responsibilities.

However:

Doctors did not always document in detail, discussions with patients about treatment options when obtaining
consent to treatment.

On Lavender Ward, some patients were prescribed medicines to aid sleep for several weeks without evidence of a
review by a doctor.

In the substance misuse service staff had not reviewed the trust’s prescribing protocols following the publication of
new clinical guidance in July 2017.

Staff in community-based mental health services for working age adults did not always record when they had
explained to patients on a Community Treatment Order, their rights and the conditions of the order.

Patients in the acute wards for working age adults and psychiatric intensive care unit had limited access to a clinical
psychologist. The trust had recognised this and was actively recruiting more clinical psychologists.

Are services caring?
Our rating of caring stayed the same. We rated it as good because:

We rated all six services core services that we inspected as good for caring.

Staff treated patients with kindness and compassion. They were caring and supportive and treated patients and
carers with dignity and respect. Feedback from patients and relatives was mostly very positive even in community
teams for working age adults that were experiencing staffing difficulties and other challenges.

Staff provided dedicated support to carers. Two wards ran weekly family clinics to support patients and carers.
Lavender Ward had a full time carer support worker. The rehabilitation ward held a group for carers every month.
Staff showed good understanding of individual patients’ needs.

Staff involved patients and, where appropriate carers and relatives, in care and treatment decisions, although this
was not always documented in care records. The trust was co-producing a service user and carer development and
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involvement plan. This included increasing service user and carer influence on service delivery through participation
in staff recruitment and delivering training. Young people were involved in the refurbishment of a waiting area for
patients and families. The trust offered volunteer and employment opportunities to people with lived experience and
planned to extend this work to harder to reach communities.

Patients were able to give feedback about their experiences of services via a real-time feedback machine. Staff
responded positively to feedback and looked for ways to improve services.

However:

The child and adolescent inpatient wards did not provide an advocacy service to informal patients. Young people,
who were not detained under the Mental Health Act, did not have access to an independent voice to represent their
views. Staff in specialist community mental health services for young people did not always clearly record the wishes
and views of young people in care records.

Are services responsive?
Our rating of responsive stayed the same. We rated it as good because:

We rated all six services core services that we inspected as good for responsive.

The trust had clear criteria for people accessing its services and had created clear admission and discharge pathways.
Staff mostly met targets to assess and treat patients. Emergency referrals to CAMHS were seen quickly by dedicated,
skilled practitioners. Patients in the community had short waits to see a clinical psychologist, although access to
psychology for patient in acute wards was more difficult. The trust was recruiting more clinical psychologists to
increase psychology provision to inpatients in acute wards.

Staff worked actively to discharge patients safely and appropriately and avoid delayed transfers of care. In daily bed
management meetings managers described any barriers to patient discharge and how they were being addressed.
Senior staff supported ward and community staff to facilitate patient discharges and intervened to reduce delays.
Despite the pressures on the acute care pathways the trust had placed relatively few patients in beds outside the trust
in the last year.

Patients knew how to complain. The trust met targets for complaint responses in most cases. Young people felt
listened to when they raised concerns.

The services offered interventions to improve patients’ social networks, education and employment. Patients
attended courses at the recovery college. The trust provided two community-based recovery cafes that were open in
the evenings and at weekends, in partnership with a third sector provider. The cafes were well used and highly valued
by services users.

Services were recovery oriented and offered a range of meaningful and therapeutic activities. Staff actively followed
up patients who did not attend appointments

Staff enquired about, considered and acted on the diverse needs of patients and their families. Some teams had an
LGBT champion and signposted LGBT+ patients to relevant local groups and useful websites. Staff worked closely
with a specialist local authority team to support young people from the local South Korean community referred to
CAMHS. Staff on inpatient wards asked about patients’ cultural and religious needs and supported patients with the
provision of appropriate meal menus and access to spiritual support. Staff in the East Wandsworth CMHT worked
closely with the local mosques. The trust provided effective communication support to deaf service users through the
employment of deaf nursing staff, the provision of British Sign Language (BSL) interpreters, and BSL videos on the
trust website. Premises were accessible to people with physical disabilities. The trust worked well with local
communities, including BME communities, to promote and support mental health initiatives.
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However:

The rehabilitation ward did not record and track complaints at a ward level. In the child and adolescent inpatient
wards and substance misuse service staff did not routinely record local or informal complaints. These may have been
missed opportunities for learning. Complaint response letters to patients tended to be written in over formal
language, even when responding to young people. Responses could have shown more empathy.

Patients using community mental health teams for working age adults, particularly in Kingston, Richmond and
Merton, reported that they often struggled to get through to staff when they telephoned the trust’s contact centre.

Some children and young people said the hospital food was of a poor quality and not very appetising. The
soundproofing of therapy rooms in the substance misuse service was not adequate and conversations could be
overheard.

Are services well-led?

Our rating of well-led stayed the same. We rated it as good because:

Whilst there had been a number of changes in executive directors, the trust was well-led and the senior team were
committed to improving services to meet the mental health needs of local communities. The changes in the chief
operating officer and director of HR had led to some areas of work taking longer than anticipated.

The culture of the organisation was open and transparent. Staff felt able to raise concerns and acknowledge areas for
improvement. Most staff enjoyed working for the trust and felt well supported by their managers and teams. Staff
engagement was enhanced by an award winning intranet, which provided very accessible information.

The trust was outward looking and engaged well with external partners and stakeholders. The trust was working well
with the two other South London mental health trusts through the South London Partnership and this was supporting
the introduction of new models of care as well as facilitating learning and sharing functions to maximise the use of
resources. The trust was actively engaged across five boroughs in the work of the sustainability and transformation
partnership.

The trust encouraged innovative solutions to improve patient care. This included the development of the Lotus Suite,
a service aimed at supporting people intensively for a short period of time, thus preventing an admission to hospital.
The trust had also commissioned crisis cafes with third sector partners, which were well liked by the people using
them. The quality improvement programme, whilst still in its early stages was supporting staff to develop ideas to
improve trust services. For example, a focus on cardio-metabolic assessment in the community was supporting
patients with their physical health needs.

The trust had effective structures, systems and processes in place to support the governance of the trust including
financial governance. This included board sub-committees, service line committees and team meetings. There was a
clear trust risk register monitoring how risks were mitigated and staff at all levels could contribute to this. The quality
of data had improved and team managers had access to local dashboards to help inform their work. However, the
volume of data was very high and front line staff said inputting data could take too long.

The trust was co-producing a service user and carer development and involvement plan. Whilst this was still being
finalised it included aspirational but also realistic proposals for the extension of co-production across the trust
services. This included increasing service user and carer influence and control through participation in recruitment
and delivering training. It also provided personal opportunities such as access to volunteering and employment
opportunities. There were plans to extend the work with harder to reach communities.

The trust had systems in place to report and learn from serious incidents including patient deaths. However, further
work was needed to improve the timescales for incidents being investigated.
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+ The trust was making good progress with the recruitment and retention of staff. The time to recruit was taking an
average of just six weeks. A number of nurse development programmes were taking place or in progress, which were
providing attractive job opportunities with career progression. A detailed review of staffing levels on inpatient wards
had led to an increase in staffing on most wards. Changes resulting from the review included an increase in staff on
9-5 shifts, increased supernumerary shifts for band 6 nurses, backfill for band 7 nurses on leave and an increase in
band 4 staff.

« The trust was undertaking a large estates modernisation programme. Plans for the redevelopment took into account
the need to maintain patient safety and patient experience while building works took place.

+ The trust was supporting the development of staff equality and diversity networks. As a provider of national mental
health services for deaf children and adults the trust provided effective communication support to deaf service users
through the employment of deaf nursing staff, the provision of British Sign Language (BSL) interpreters, and BSL
videos on the trust website. The trust supported hearing staff working in deaf services to learn BSL. The trust worked
well with local communities, including BME communities, to promote and support mental health initiatives. Diversity
was encouraged on the trust board.

Ratings tables

The ratings tables in our full report show the ratings overall and for each key question, for each service, and for the
whole trust. They also show the current ratings for services or parts of them not inspected this time. We took all ratings
into account in deciding overall ratings. Our decisions on overall ratings also took into account, for example, the relative
size of services and we used our professional judgement to reach fair and balanced ratings.

Outstanding practice

We found examples of outstanding practice in three services we inspected:

+ Acute wards for adults of working age and psychiatric intensive care units

+ Community-based mental health services for adults of working age

+ Specialist community mental health services for children and young people

For more information, see the outstanding practice section of this report.

Areas for improvement

We found areas for improvement including breaches of one regulation of the Health and Social Care Act 2012, Safe care
and treatment. There were two areas the trust must put right in relation to this regulation. In addition we found 39
things that the trust should improve to comply with a minor breach that did not justify regulatory action, to prevent
breaching a legal requirement in future or to improve service quality.

For more information, see the Areas for improvement section of the report.

Action we have taken

We have issued one requirement notice to the trust. That meant that the trust had to send us a report saying what
action it would take to meet this requirement.

Our action related to breaches of two legal requirements in one service.

For more information on action we have taken, see the sections on Areas for improvement and Regulatory action.
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What happens next

We will make sure that the trust takes the necessary action to improve its services. We will continue to monitor the
safety and quality of services through our continuing relationship with the trust and our regular inspections.

Outstanding practice

Acute wards for adults of working age and psychiatric intensive care units

Lavender Ward and Rose Ward held family clinics every week. Patients and their carers or family could meet with staff
to discuss the patient’s care and treatment. Staff provided clear information to carers and families about the patient’s
[llness.

On Lilacs Ward an ex-patient had provided training for staff on how to care for transgender patients.
Lavender Ward had a full time carer support worker. This post was funded by a mental health charity.

On Rose Ward, patients were provided with three cards coloured red, amber and green. The colours indicated how
distressed the patient felt, with red being the most distressed, and green the least. Patients wrote on the back of the
cards how they felt and what might help them. These cards helped patients who were unable to verbalise their
distress and risks.

Community-based mental health services for adults of working age

.

Staff in the teams worked closely with other agencies to support patients. For example, the consultants in some
teams met with local GP practices. Senior staff attended care pathway meetings that including a range of health
professionals for each borough. This ensured a smoother pathway for discharge. The teams worked very well with
third sector providers and with inpatient wards so that patients could leave hospital as soon as they were well
enough. The Morden RST team worked closely with the Imagine charity in Wimbledon to support patients at the point
of discharge. The recovery cafés in Wandsworth and Merton provided a supportive resource that both patients and
staff told us they found helpful.

Specialist community mental health services for children and young people

Where services had identified patterns in self-harm behaviours, they had developed a trust wide plan to address and
reduce it. For example, staff identified that several young people presented at emergency departments having
misused a particular substance over short period of time. The service worked with external organisations, to notify
them and also to put together information packs for young people about the dangers of the substance. Staff worked
closely with emergency department staff when these incidents took place in order to offer their specialist knowledge
and support. There had been a reduction in these incidents since.

In Richmond CAMHS, the service had developed a social group for young people aged 14 to 17 years, offering social
skills training. Once established, young people and parents began to run this group in place of staff and relocated the
group to a local café.

The trust set up a CAMHS emergency care team in response to the level of acuity and pattern of young people going to
emergency departments in a crisis. This was a dedicated team who worked across local acute hospitals to assess
young people who attended the emergency department. These staff were able to offer assessments and appropriate
onward referrals to suitable services.
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Areas forimprovement

Action the trust MUST take is necessary to comply with legal obligations. Action a trust SHOULD take is to comply with a
minor breach that did not justify regulatory action, to prevent breaching a legal requirement in future or to improve
service quality.

Action the trust MUST take to improve

We told the trust that it must take action to bring services into line with two legal requirements. This action related to
one service.

Acute wards for adults of working age and psychiatric intensive care units

« The trust must ensure that in the hour following rapid tranquilisation, staff attempt to take patients’ physical
observations in accordance with best practice and record this.

« The trust must ensure that staff take patients’ physical observations and, when scores are elevated, escalate these to
senior nursing and medical staff

Action the trust SHOULD take to improve

We told the trust that it should take action to comply with a minor breach that did not justify regulatory action, to
prevent breaching a legal requirement in future or to improve service quality. These 39 actions related to the whole trust
and six services.

Trust wide

+ The trust should ensure the trust strategy is completed to provide clear direction to the delivery of high quality
sustainable care.

+ The trust should ensure the leadership development programme is fully implemented especially for front line ward
and team managers to ensure they have the skills to deliver their role.

+ The trust should continue to work towards incidents being addressed within the target timescale.
« The trust should continue to implement the work needed to comply with the accessible information standard.

« The trust should ensure that staff can access the occupational health service in a timely manner. They should also
ensure staff performance issues are concluded in a timely manner.

+ The trust should continue to work towards complaints being addressed within the target timescale and for the
responses to use less corporate language and convey more empathy.

+ The trust should review the data used to monitor performance throughout the trust to see if this can be reduced.
« The trust should ensure staff have access to IT support that is timely, effective and accessible for clinical staff.

« The trust should ensure that when change is being managed, that consultation with staff and representatives takes
place at an early stage.

+ The trust should complete the process of obtaining enhanced rather than standard disclosure and barring service
checks for non-executive directors.

Acute wards for adults of working age and psychiatric intensive care units

« The trust should ensure that patients’ risk assessments are detailed, and are updated following risk incidents.
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The trust should ensure that the number of beds on larger wards is reduced as soon as possible in line with guidance
from the Royal College of Psychiatrists.

The trust should ensure that staff complete mandatory training related to risk assessment (RATE) and medicines
management (for allied health professionals).

The trust should ensure that medicines are stored at the correct temperature, and when they are not that action is
taken and documented promptly, to ensure medicines are safe for patients prior to use.

The trust should ensure that staff on Ward 1 and Ward 3 receive an annual appraisal.

The trust should ensure that staff document discussions with patients about treatment options in detail when
obtaining their consent to treatment.

The trust should ensure that medical staff on Lavender Ward review the prescription of ‘as required’ medicines to aid
sleep in line with trust policy and document the review has taken place.

The trust should ensure that the recruitment of more clinical psychologists to support patients in acute wards is
completed in a timely manner, so that patients have easier access to psychologically informed care and treatment.

The trust should ensure that staff are aware of the Freedom to Speak Up Guardian service.

Long stay/rehabilitation mental health wards for working age adults

.

The trust should ensure that senior leaders actively engage front line staff in the development of rehabilitation
services and address staff anxieties about service changes.

The trust should ensure the ward has appropriate systems to monitor the progress of complaints and safeguarding
referrals at a local level.

Community-based mental health services for adults of working age

The trust should ensure staff update risk assessments, especially following transfer to the community teams from
other teams within the trust.

The trust should consider reviewing the telephone line for patients trying to reach the community teams in Kingston,
Richmond and Merton to ensure the teams can be accessed quickly.

The trust should continue to review caseload sizes in the Wandsworth EIS to ensure they do not exceed national
recommendations.

The trust should ensure staff explain patients’ rights in respect of Community Treatment Orders and record they have
done so.

Substance misuse services

The trust should ensure that staff record the frequency of the cleaning of physical health equipment and that yellow
sharps disposal bins are labelled correctly.

The trust should ensure that staff record patient information on the electronic database in a consistent manner

The trust should ensure that staff collate the informal or local complaints that relate to the clinical team in order to
maximise learning

The trust should review the substance misuse service prescribing protocols to ensure they take account of new UK
clinical guidance published in July 2017.

The trust should consider how the soundproofing of therapy rooms in the service can be improved.
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Child and adolescent mental health wards

« The trust should consider how informal patients on Corner House and Aquarius Ward can have access to independent
advocacy.

+ The trust should review the meals supplied to Aquarius Ward and Corner House to ensure the food is of a good quality
and delivered in a portion size to meet the needs of the young people.

« The trust should consider how communication between school staff and Corner House staff could be improved.

« The trust should ensure there is a system in place that maximises the services’ ability to learn from local or informal
complaints.

Specialist community mental health services for children and young people

« The trust should ensure the electronic patient records system meets the needs of the staff and patient information is
stored consistently to facilitate retrieval by staff.

« The trust should ensure that ‘what if’ plans are fit for purpose so staff can use these where helpful and the new
system of sharing information on what to do in a crisis is fully embedded in practice.

« The trust should ensure all services have appropriate fire safety practices in place, including signing in and out of
buildings.

« The trust should ensure young peoples’ views, wishes and preferences are recorded in care notes.

+ The trust should ensure connectivity and IT problems do not interfere with staff being able to carry out their work.

s this organisation well-led?

Our comprehensive inspections of NHS trusts have shown a strong link between the quality of overall management of a
trust and the quality of its services. For that reason, we look at the quality of leadership at every level. We also look at
how well a trust manages the governance of its services - in other words, how well leaders continually improve the
quality of services and safeguard high standards of care by creating an environment for excellence in clinical care to
flourish.

We rated the trust as good because:

« Whilst there had been a number of changes in executive directors, the trust was well-led and the senior team were
committed to improving services to meet the mental health needs of local communities. The changes in the chief
operating officer and director of HR had led to some areas of work taking longer than anticipated.

« The culture of the organisation was open and transparent. Staff felt able to raise concerns and acknowledge areas for
improvement. Most staff enjoyed working for the trust and felt well supported by their managers and teams. Staff
engagement was enhanced by an award winning intranet, which provided very accessible information.

« The trust was outward looking and engaged well with external partners and stakeholders. The trust was working well
with the two other South London mental health trusts through the South London Partnership and this was supporting
the introduction of new models of care as well as facilitating learning and sharing functions to maximise the use of
resources. The trust was actively engaged across five boroughs in the work of the sustainability and transformation
partnership.

« The trust encouraged innovative solutions to improve patient care. This included the development of the Lotus Suite,
a service aimed at supporting people intensively for a short period of time, thus preventing an admission to hospital.
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The trust had also commissioned crisis cafes with third sector partners, which were well liked by the people using
them. The quality improvement programme, whilst still in its early stages was supporting staff to develop ideas to
improve trust services. For example, a focus on cardio-metabolic assessment in the community was supporting
patients with their physical health needs.

+ The trust had effective structures, systems and processes in place to support the governance of the trust including
financial governance. This included board sub-committees, service line committees and team meetings. There was a
clear trust risk register monitoring how risks were mitigated and staff at all levels could contribute to this. The quality
of data had improved and team managers had access to local dashboards to help inform their work. However, the
volume of data was very high and front line staff said inputting data could take too long.

« The trust was co-producing a service user and carer development and involvement plan. Whilst this was still being
finalised it included aspirational but also realistic proposals for the extension of co-production across the trust
services. This included increasing service user and carer influence and control through participation in recruitment
and delivering training. It also provided personal opportunities such as access to volunteering and employment
opportunities. There were plans to extend the work with harder to reach communities.

+ The trust had systems in place to report and learn from serious incidents including patient deaths. However, further
work was needed to improve the timescales for incidents being investigated.

+ The trust was making good progress with the recruitment and retention of staff. The time to recruit was taking an
average of just six weeks. A number of nurse development programmes were taking place or in progress, which were
providing attractive job opportunities with career progression. A detailed review of staffing levels on inpatient wards
had led to an increase in staffing on most wards. Changes resulting from the review included an increase in staff on
shifts, increased supernumerary shifts for band 6 nurses, backfill for band 7 nurses on leave and an increase in band 4
staff.

+ The trust was undertaking a large estates modernisation programme. Plans for the redevelopment took into account
the need to maintain patient safety and patient experience while building works took place.

+ The trust was supporting the development of staff equality and