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CUMBRIA HEALTH SCRUTINY COMMITTEE

Meeting date: 15 December 2020

From: Caroline Donovan, Chief Executive, Lancashire & 
South Cumbria NHS Foundation Trust

BRIEFING REGARDING SOUTH CUMBRIA MENTAL HEALTH AND 
LEARNING DISABILITY SERVICES, INCLUDING MENTAL HEALTH 
INPATIENT PROVISION

SUMMARY

This briefing aims to provide the South Cumbria Health Overview and Scrutiny 
Committee (HOSC) with an update on the challenges facing some of the mental 
health, learning disability and autism services within South Cumbria and to share 
Lancashire & South Cumbria Foundation Trust’s (LSCFT) improvement work to date 
and to have early discussions regarding a scoping and involvement exercise being 
launched regarding Mental Health inpatient provision in South Cumbria.

INTRODUCTION AND BACKGROUND

LSCFT took over the provision of mental health, learning disability and autism 
services in South Cumbria in October 2019. Since this date the Trust has continually 
improved service provision, although clearly Covid-19 has added an additional 
dynamic.

There were recognised challenges when the LSCFT took over the services. The 
internal due diligence and the external reviews the Trust has commissioned have 
highlighted concerns regarding the quality of care delivered, the infrastructure of 
building providing care and the overall inpatient capacity to deliver responsive, high 
quality care within South Cumbria.

QUALITY CONCERNS AND ACTION TAKEN

Quality concerns were raised when the Care Quality Commission (CQC) inspected 
the previous Trust, Cumbria Partnership NHS Foundation Trust, in May 2019 (report 
published September 2019). Quality concerns included the following:

 Staffing levels were not sufficient in terms of qualified, competent, skilled 
and experienced staff to meet the needs of patients care and treatment;
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 Governance systems and processes, including risk management, 
monitoring of the Mental Health Act, did not meet requirements;

 Staff did not have required levels of training and supervision;

 Practice issues were identified, such as Physical health check monitoring, 
risk assessment and care planning, seclusion monitoring, blanket 
restrictions being imposed on patients and rapid tranquilisation not always 
being administered in line with policy and best practice;

 Environmental concerns at both Kendal (Kentmere) and Barrow (Dova 
and Ramsey) inpatient facilities;

 Lack of Freedom to Speak Up Guardian provision and awareness across 
the services.

An improvement plan has been developed to address the issues raised by the CQC. 
This has been monitored by an Executive led CQC Steering Group, reporting to the 
Board of Directors, in addition to a Trust Board South Cumbria Assurance 
Committee, as well as an external Mobilisation Board, led by NHS 
England/Improvement.

Significant actions have been taken across all services within South Cumbria to 
address quality challenges. This has included:

 Establishment of a strengthened leadership team– this has supported 
integration of the services into LSCFT;

 An additional initial investment of £1.9 million was made on transfer of the 
services relating to staffing, with £870k investment in inpatient staffing. A 
safer staffing review has been conducted by the Director of Nursing and 
Quality, following the transfer of the services to LSCFT. The Board 
reviewed the recommendations from the review and approved an increase 
in Band 6 Senior Staff Nurse roles and the introduction of Band 4 Nursing 
Associate roles. A consultation is underway with staff to move from short 
shifts to a flexible hybrid pattern of long and short days. This nursing 
investment is in addition to investments made within medical and Allied 
Health Professional workforce teams;

 Recruitment and retention premia has also been agreed within the Trust 
for clinical roles, with the aim to help attract staff to remote areas like 
South Cumbria and also given the staffing challenges nationally;

 A reduction in Ramsey Unit by 5 beds was enacted due to staffing 
numbers;

 Training, appraisal and supervision delivered across South Cumbria, to 
ensure staff were given development and support;
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 Practice and quality improvement initiatives rolled out across services e.g. 
Reducing Restrictive Practice Quality Improvement Collaborative;

 Alignment of South Cumbria and LSCFT policies to ensure care is in line 
with best practice;

 Integration of South Cumbria Services with the Trust’s three networks; 
Mental Health, Children and Young People and Community and 
Wellbeing.

There are remaining quality challenges in the inpatient services (staffing, culture and 
clinical practice issues), as post transfer of the services, due diligence and 
governance systems identified further actions. LSCFT has an Executive led Group 
which meets weekly overseeing the inpatient improvement plan for South Cumbria.

There are also challenges within the Child and Adolescent Mental Health Services 
(CAHMS), which are related to culture, leadership and ensuring high quality, 
responsive care. The Trust also has commenced a review of CAHMS and has 
employed a CAMHS improvement lead, who commences in role in January 2021

INFRASTRUCTURE CONCERNS AND ACTION TAKEN

The inpatient infrastructure is not of good quality and does not allow for the provision 
of modern mental health inpatient care. The Kentmere inpatient unit on the 
Westmorland Hospital Site in Kendal was solely of dormitory style inpatient 
accommodation and prior to the need for greater social distancing measures the 
covid-19 pandemic has brought, this style of accommodation was being replaced 
nationally with a desire for more individual en-suite bedroom accommodation.

The covid-19 pandemic necessitated the immediate temporary closure of the 
Kentmere unit to ensure the Trust was able to provide socially distanced inpatient 
care. The Trust remains committed to reopening a mental health inpatient unit on the 
Westmoreland Hospital site and has secured capital investment of £5m from the 
Department of Health to fully refurbish and redevelop what was previously first floor 
dormitory accommodation to ground level en-site accommodation with garden 
access.

The Trust also provides inpatient care from two units on the Furness General 
Hospital site in Barrow. Whilst these two units (Dova and Ramsey) were refurbished 
twelve years ago, the Trust on transfer of services reviewed all ligature prevention 
work and deemed a full improvement programme was required. The setup of the 
current units again do not meet modern healthcare facilities with limited social 
interaction space for patients.

The Trust had planned to temporarily decant the Ramsey unit from the Furness 
General site to a site near to Morecambe; Altham Meadows in order to undertake the 
required ligature work and had started to consult with staff on this move. However, 
the Trust has listened to the concern of staff and has paused this move of services 
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and working with the Estates team have been able to plan for the ligature works to 
continue with a reduction of inpatient beds.

The Trust also owns a building in Ullverston, which was previously used for inpatient 
mental health services. This unit has been empty for some years and on a recent 
review would require over £4m of capital investment to bring the unit up to a 
condition suitable for inpatient care.

INPATIENT SERVICE PROVISION

The concerns regarding the current infrastructure are illustrated above, but alongside 
the structural concerns the Trust is currently not able to deliver on expected inpatient 
pathways. For example, all of the inpatient facilities within South Cumbria are mixed 
sex accommodation, with the adult acute ward (Dova) currently providing inpatient 
care for patients aged 18 years to 100 plus years.

The Trust’s ambition to provide high quality care would be to wherever possible 
provide single sex ward accommodation and provide adult and older adult functional 
mental health provision in separate units. The increase in inpatient capacity would 
see a reduction in South Cumbria patients being cared for outside of the immediate 
geography. To continue to ensure alternatives to admission remain a focus the Trust 
is addressing the lack of a Rapid Intervention and Treatment Team, which provides 
urgent care at home for older adults.

INVOLVEMENT EXERCISE

To support the Trust in improving both infrastructure and expanding inpatient service 
models, a programme of involvement will commence in 2021 with internal and 
external stakeholders to better understand the needs, wants and concerns of not just 
our patients, service users their families and carers but also those of our staff and 
the wider communities of South Cumbria. The geographical dispersed landscape of 
South Cumbria has for years provided challenges to health care provision, but the 
Trust is committed to working with stakeholders as we modernise our services within 
South Cumbria to deliver modern, high quality services our patients, service users 
and staff should expect.

CONCLUSION

HOSC members are asked to receive this report ahead of the presentation being 
given to the HOSC meeting on 15th December 2020 by Caroline Donovan, Chief 
Executive Lancashire & South Cumbria Foundation Trust and note:

 The challenges inherited by the Trust when services were acquired in 
October 2019;
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 The actions and improvements taken by the Trust to date;

 The remaining and existing challenges particularly in relation to estate, 
service provision and staffing and the actions being taken;

 The Trust’s intention to undertake an involvement exercise with 
stakeholders regarding future provision of inpatient service models across 
South Cumbria.

Chris Oliver, Chief Operating Officer 
Ursula Martin, Chief Improvement and Compliance Officer

8 December 2020
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1. COVID-19 
 
1.1 Board Assurance Framework (BAF) 

 
The Covid-19 BAF document was published on 4th May 2020 to support all healthcare 
providers to effectively self-assess compliance with PHE and other Covid-19 related 
infection prevention and control guidance to identify risks.  
 
Much work has been undertaken across the Trust in order to implement and embed a 
process to audit current compliance, identify actions and provide assurance. The Trust 
has shared the BAF with the CQC in their role of regulatory oversight.  
 
Any gaps in the BAF are being actively monitored through an improvement plan, which 
is attached at Appendix 1 for information.  
 
1.2 COVID-19 infection profile 

 
‘Second wave’ summary 
 

 
 

1.3 COVID-19 Outbreaks  
 

The Trust has in place a clear governance process for the management, reporting and 
investigating of COVID-19 outbreaks.    The Trust has had a major outbreak of 
nosocomial Covid-19 infection on the CIC site in July/August 2020. The outbreak 
affected 68 patients and 34 staff.  This outbreak has been declared as a serious 
incident in order to review any lessons learned in relation to infection control practice.  
 
The Trust currently has one inpatient ward in active outbreak management at the 
Cumberland Infirmary site.  The increase in staff testing is also informing the 
declaration of COVID-19 outbreaks from a staff perspective of which there are three 
departments currently affected with staff confirmed cases.  
 
 

Infection Prevention  
and Control Highlight Report  

Health Scrutiny Committee – December 2020 
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1.3 Winter preparation and readiness for COVID-19 surge  
 

A significant amount of work is taking place as part of the Trust’s winter plan for 
additional capacity as well as improvements being made to the estate, particularly at 
the Cumberland Infirmary site.  
 

2. NOROVIRUS OUTBREAKS  
 

There have been no Norovirus outbreaks in 2020/21 to date.    
 

3. CLOSTRIDIUM DIFFICILE 
 
There were 22 apportioned cases for 2018/19 (target <24) of which 17 were on the 
CIC site and 5 cases on the WCH site. For 2019/20 parameters for apportioned 
Clostridium difficile cases changed however our final year end position for hospital 
onset hospital associated (apportioned case equivalent for previous years) was 31(an 
increase of 9 cases or 41%). To date in 2020 we have already reached 31 HOHA 
cases as at end of October. 

 
2019/20 April May June July Aug Sept Oct Nov Dec Jan Feb Mar Total 

COHA* 1 4 2 2 2 3 3 2 3 3 1 4 30 

HOHA* 1 1 3 1 1 1 4 2 4 6 2 6 31 

COCA/COIA 4 2 0 4 3 4 4 7 5 0 1 2  

HE Total 6 7 5 7 6 8 11 11 12 9 4 12  

*Target <4 HOHA/COHA per month 

 
2020/21 April May June July Aug Sept Oct Nov Dec Jan Feb Mar Total 

COHA* 1 1 4 2 1 1 1      11 

HOHA* 5 3 3 1 5 4 10      31 

COCA/COIA 2 8 5 5 4 4 11       

HE Total 8 12 12 8 10 9 22       

*Target yet to be set by NHSE/I 

 
In October there was a period of increased incidence of C.dif declared on Willow A/B. 
Between the 2nd October and 5th November there have been 4 cases linked to the 
ward. The ward has been closed to admissions and undergone a full deep clean using 
HPV. The Interim Associate Director of nursing is working with the newly established 
Nursing team on the ward to monitor and develop improvement actions associated 
with specimen sending, ward cleaning and patient bowel management.  
 
Antimicrobial audits were completed on 8th October and 30th October by the junior 
doctors on the ward, with the support of the microbiology team, using the Antibiotic 
Review Kit data collection tool.Stop rates and 72 hour review rates are improved on 
the second audit although the review rates remained below the target of 90%.  
 
An increased focus and oversight of the strategies in place for C.dif has been put in 
place from December 2020.  
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4. MSSA BSI 
 
There is no trajectory for MSSA bacteraemia but we do attempt to continually improve 
on previous year’s data.  
 
The total of apportioned cases for previous years is: 

 2017/18 = 20  

 2018/19 = 18 

 2019/20 = 16 
 

 
Apr May June July Aug Sept Oct Nov Dec Jan Feb Mar Total 

Trust (HO) target <1.3 PER MONTH  

2020/21 1 0 1 1 1 1 1      6 

 
The hospital onset case in October was on Elm C, likely source of infection was 
peripheral venous cannula located in the anterior cubital fossa, the patient also had 
some chronic wounds from which Staphylococcus aureus had been isolated.    
 

5. CONCLUSION 
 

The main ongoing risk is further episodes of COVID-19 infection both in our local 
population and within the hospital, our strategy to mitigate this risk is close co-operation 
with community colleagues to help identify and reduce the impact of any community 
clusters through close and regular communication.  
 
Ongoing re-enforcement of COVID control measures within hospital, risk assessment, 
screening of patients, robust tracking of patients, high standards of infection prevention, 
regular audit and feedback, social distancing of patients and staff, correct use of personal 
protective equipment, good ventilation and decontamination of the environment. 
 
In addition to COVID-19 we note an increase of Clostridium difficile cases and hospital 
onset Gram-negative infection. We are relaunching our key prevention strategies 
including the importance of hydration, cleanliness of the environment and antimicrobial 
stewardship efforts.  
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KLOE 
REF 

Key lines of enquiry 
Gaps in 
Assurance 

Gaps in 
Mitigating 
Actions 

Lead 
Deadline 

Progress update November 2020 

1.1 
Infection risk is assessed at the 
front door and this is documented 
in patient notes 

Reviews found that 
not all decisions for 
clinical risk of COVID 
or rationale for 
patient movement 
are clearly 
documented within 
the patient notes. 
Quality assurance 
audit required. 

Plan to complete 
documentation 
audit of COVID 
pathway - Care 
Groups to lead 

IP Team & 
Matrons - 
July 2020 

Weekly COVID audit process well established. 
Completed by IP Team and Matrons for assurance. 
Audits include review of all inpatients having COVID 
care pathway and tracker in place as a record of 
COVID risk assessment and management.  COVID 
tracker is currently being reviewed to incorporate 
updated guidance on inpatient screening. Gaps in 
assurance are  

1.4 
Patients and staff are protected 
with PPE, as per the PHE national 
guidance 

No option of 
respiratory 
protection for staff 
who fail all FFP3 
mask options 

Secure a supply, 
train and 
implement a 
process for 
respirator hoods 
for those staff who 
need them. 

Health and 
Safety/ 
Resilience 
Teams - July 
2020 

Powered respirator hoods now available for any staff 
who fail all options of FFP3 mask. NCIC Trust 
Resilience lead records the issuing of all hoods 
alongside providing users with manufacturers 
guidance for care and maintenance.  

Qualitative FFP3 
mask fit testing 
available is less 
reliable than 
quantative mask fit 
testing with digital 
devices. 

Agree business 
case and 
procurement of 
Portacount 
machines for mask 
fit testing 

Health and 
Safety/ 
Resilience 
Teams - July 
2020 

Business case progressed & approved.  Two 
portacount machines now available. Manufacturers 
training completed. NCIC have applied for "fit to fit" 
accreditation. Fit testing available 7 days for all staff. 
PPE monitors appointed and will commence in the 
trust in December and January. 

2.2 

Designated cleaning teams with 
appropriate training in required 
techniques and use of PPE, are 
assigned to COVID-19 isolation or 
cohort areas. 

Incomplete training 
records for domestic 
staff 

Weekly audit of all 
COVID related 
training records 

Head of 
Facilities - 
June 2020 

Weekly audit of domestic training records until all 
gaps completed and training delivered. IP Team have 
supported training with PPE. Domestics who are 
required to clean in rooms affected by APG are fit 
tested.  

Appendix 1  
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2.4 

Increased frequency, at least twice 
daily, of cleaning in areas that have 
higher environmental 
contamination rates as set out in 
the PHE and other national 
guidance 

No records are kept 
to evidence this 
additional cleaning 

Develop records of 
frequency of 
cleaning 
undertaken by 
domestic teams.  

Head of 
Facilities - 
July 2020 

Domestic schedules amended to include increased 
frequency of cleaning of frequent touch surfaces.  
In addition domestic staff record increased twice daily 
cleaning frequencies and report generated weekly via 
Facilities lead.  Monitoring and reporting will be 
ongoing as part of COVID assurance.  

Raise nursing staff 
awareness of 
additional cleaning 
provided, so that 
informal daily 
monitoring can be 
carried out at ward 
level.  

Matrons - 
July 2020 

Twice daily "time to clean" initiative introduced and 
established as part of ward routine cleaning. 
Monitored via the Weekly COVID 19 audits. The 
initiative applies throughout the organisation.  

2.5 

Attention to the cleaning of 
toilets/bathrooms, as COVID-19 has 
frequently been found to 
contaminate surfaces in these areas 

NCIC COVID Work 
Method Statement 
for cleaning includes 
enhanced cleaning 
to touch points and 
toilet cleans on a 
hourly basis where 
possible 

No records are 
kept to evidence 
this additional 
cleaning 

Head of 
Facilities - 
July 2020 

Additional staff/hours deployed in some areas. 
Domestic schedules amended to include increased 
frequency of cleaning of frequent touch surfaces 
including bathrooms and toilets.  
In addition domestic staff record increased twice daily 
cleaning frequencies and report generated weekly via 
Facilities lead.  Monitoring and reporting will be 
ongoing as part of COVID assurance. 

2.8 

Electronic equipment, e.g. mobile 
phones, desk phones, tablets, 
desktops and keyboards should be 
cleaned at least twice daily 

No records are kept 
to evidence this 
additional cleaning 

Guidelines to be 
issued giving clarity 
on all users 
cleaning 
responsibilities of 
electronic and 
mobile devices.  

IP System 
Lead - July 
2020 

70% alcohol wipes introduced and made available for 
all electronic equipment cleaning. Compliance 
captured within IP Standard Precautions COVID 
weekly audits.  
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2.8 c 

Rooms/areas where PPE is removed 
must be decontaminated, timed to 
coincide with periods immediately 
after PPE removal by groups of staff 
(at least twice daily) 

Current PHE 
guidance is not 
specific to address 
this issue and there 
is no current record 
of this cleaning 
taking place. 

Instruction to be 
issued giving clarity 
on all cleaning 
requirements and 
responsibilities fro 
PPE doffing areas.   

IP System 
Lead - July 
2020 

Room cleaning schedules for all PPE donning areas 
and cleaning recorded. Where there are no dedicated 
PPE donning and doffing areas, cleaning of PPE 
stations is monitored via routine room and ward 
cleaning schedules.   

6.1 

All staff (clinical and non- clinical) 
have appropriate training, in line 
with latest PHE guidance, to ensure 
their personal safety and working 
environment is safe Records of local and 

ad hoc training have 
not been kept. 

Develop dynamic 
training records for 

staff to receive 
training as the 

pandemic situation 
guidance changes 

Matrons - 
July 2020 

PPE Monitors have been approved for employment. 
Due to start in December 2020. This will be a 
permanent role in the organisation moving forward. 
These roles will support the IP Team and H&S team 
deliver PPE training and updates as per national 
guidance and changes. PPE compliance is monitored 
via the IPS weekly audits. Issues found and addressed 
via targeted on the spot education during the audits 6.2 

All staff providing patient care are 
trained in the selection and use of 
PPE appropriate for the clinical 
situation and on how to safely don 
and doff it 

6.8 

Hand dryers in toilets are 
associated with greater risk of 
droplet spread than paper towels. 
Hands should be dried with soft, 
absorbent, disposable paper towels 
from a dispenser which is located 
close to the sink but beyond the risk 
of splash contamination, as per 
national guidance 

Full review of hand 
dryer placement to 
be completed 

Assurance required 
that all hand dryers 
have been 
switched off and 
paper towels 
provided as 
replacements  

Director of 
estates 

CIC confirmed there are no hand dryers at CIC. WCH 3 
removed from retained estate. Community under 
review nil found to date.  

6.9 

Guidance on hand hygiene, 
including drying, should be clearly 
displayed in all public toilet areas as 
well as staff areas 

Full review of all 
public, patient and 
staff toilets to 
ensure these are in 

Assurance required 
that this has taken 
place 

Estates 
Teams, 
Facilities 
Teams, 

Complete checks of all public toilets and posters 
placed where required. SPOT CHECKS INCLUDED IN 
FACILTIES AUDIT FORM DEVELOPED AND 
IMPLEMENTED BY FACILITIES LEAD.  
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place, standardised 
and in good 
condition 

Department 
Managers - 
July 2020 

6.1 0 
Staff understand the requirements 
for uniform laundering where this is 
not provided for on site 

Review of process 
and assurance staff 
are compliant is yet 
to be undertaken 

Review audit 
required for 
compliance with 
uniform standards 

Department 
managers/M
atrons - July 
2020 

Spot checks of entrances and exits in order to 
promote a zero tolerance approach to staff travelling 
in uniform from work. Staff compliance with uniform 
policy monitored via the COVID Weekly matron audit. 
Scrubs remain available for any staff who do not have 
a trust uniform and who deliver patient care. 

7.1 
& 
7.3 

Patients with suspected or 
confirmed COVID-19 are where 
possible isolated in appropriate 
facilities or designated areas where 
appropriate 

Isolation of all 
suspected cases is 
difficult particularly 
at CIC due the lack of 
isolation rooms 
available. 

Review the CIC 
estate and consider 
options for 
increasing single 
rooms 

Director of 
estates 

Patients are admitted to designate amber admission 
areas. Those with high risk of COVID are isolated. 
Socially distances 3 bed bays are used for all other 
admissions. Patents are not moved until admission 
screen has returned negative. The IP team follow up 
all nosocomial cases of COVID and investigate any 
incidents of inappropriate patient movement.  

10.2 

Staff required to wear FFP3 
reusable respirators undergo 
training that is compliant with PHE 
national guidance and a record of 
this training is maintained 

There is no record of 
how many NCIC staff 
require FFP3 training 
as part of their role. 

Work has 
commenced to tag 
all role specific 
training needs 
analysis for staff 
who require mask 
fit testing.  

Chief Nurse 
& Medical 
Director 

NCIC Guideline established in place. All staff who wear 
an FFP3 mask must be fit tested. Shift checks in place 
for all staff on duty by managers. Fit testing available 
7 days. Staff who are not fit tested are not permitted 
to wear FFP3. Monitored via the care groups and 
weekly COVID audits. 
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FFP3 mask fit testing 
is not mandatory for 
those who require it 

Decision required 
to make FFP3 mask 
fit testing 
mandatory for all 
staff whose role 
involves wearing 
FFP3 masks for the 
prevention of 
transmission of 
infections. 

Chief Nurse 
& Medical 
Director 

SOP has now been developed and implemented which 
mandates that staff are not to be deployed to 
undertake aerosol generating procedures unless fit 
testing has been recorded and confirmed.  Staff fit 
testing lists and records are maintained via the H&S 
team  

10.4 
& 
10.5 

All staff adhere to national 
guidance on 
social distancing (2 metres) 
wherever 
possible, particularly if not wearing 
a facemask and in non-clinical areas 

Local guideline to 
definitively support 
staff and managers 
in providing safe 
working conditions 
in line with social 
distancing 
requirements. 

Local SOP for social 
distancing in the 
workplace 
required. Draft 
currently in 
circulation as at 
28/5/20 

H&S Lead, 
Group Leads, All Heads of departments 

Entrances and exits carefully managed; PPE available 
at entrances for staff and visitors; COVID secure 
workplaces and staff social distancing practises are 
audited via the weekly COVID 19 audit  
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