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CUMBRIA HEALTH SCRUTINY COMMITTEE

Meeting date: 13 December 2016

From: Policy & Scrutiny Team

CUMBRIA PARTNERSHIP FOUNDATION TRUST - IMPLEMENTATION OF 
THE CARE QUALITY COMMISSION ACTION PLAN

1.0 PURPOSE OF REPORT

1.1 This report contains an update the Cumbria Foundation NHS Trust (CPFT) on 
the implementation of their action plan to address key areas of improvement 
highlighted in the recent CQC report.

2.0 ISSUES FOR SCRUTINY

2.1 The Cumbria Health Scrutiny Committee is asked to consider:
i. whether it seeks clarification on any issues; 
ii. what further updates it may require on progress in meeting the CQC’s 

findings.

3.0 BACKGROUND AND CONTEXT 

3.1 The CQC carried out an announced visit to Cumbria Partnership NHS 
Foundation Trust between 9th and 13th November 2015, with further 
unannounced visits between 17th and 27th November, 85 inspectors visited the 
Trust to carry our 61 inspections.

3.2 In addition to the announced inspection, the CQC carried out unannounced 
visits to Ruskin unit on 17 November 2015, Isel ward and Victoria Cottage 
Hospital on 23 and 24 November 2015, and Edenwood unit on 27 November 
2015.

3.3 The Overall, the CQC rated CPFT as ‘Requires Improvement’ and have 
identified some specific areas for improvement

3.4 Two of the thirteen specific services checked were rated ‘inadequate’ these 
were: Community health services for children, young people and families, and 
Wards for people with learning disabilities or autism.

3.5 The Trust were informed by the CQC that they would be using the period 
between September 2016 and 31st March 2017 to re-inspect Trusts and 
Services, where they received an inadequate or requires improvement rating, 
following their comprehensive inspection.  
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3.6 On the 11th & 20th October 2016 – the CQC conducted an unannounced 
inspection on Edenwood, as part of the re-inspection process.

December 2016

Appendices

Appendix 1 CPFT CQC Comprehensive Inspection:  Action Log Summary Report

Contact: David Stephens, 
Policy & Scrutiny Project Officer, 
david.stephens@cumbria.gov.uk
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CPFT CQC Comprehensive 
Inspection:  Action Log 
Summary Report
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1. INTRODUCTION

The Trust received its comprehensive inspection by the Care Quality Commission 
(CQC) in November 2015, and received the final inspection reports and ratings in 
March 2016.  The final reports can be found online at CPFT CQC Reports.  The 
Trust were required to respond formally to the requirement (or ‘must do’) action 
notices; which was originally submitted in May 2016.  The action logs are updated 
and monitored on a monthly basis, throughout the Trust and oversight by the CQC.

The purpose of this report is to provide an update around the progress with the 
action logs and CQC inspection and Regulatory activity.

1.1 Overview of ratings

An overview of the ratings for the trust and services can be found in the matrix 
below:

Core 
Service / 
KLOE

Overall Safe Effective Caring Responsive Well Led

Provider Requires 
Improvement

Requires 
Improvement

Requires 
Improvement

Good Requires 
Improvement

Requires 
Improvement

Community  
health 
services for 
adults

Good Requires 
Improvement

Good Good Good Good

Community 
health 
inpatient 
services

Requires 
Improvement

Requires 
Improvement

Requires 
Improvement

Good Requires 
Improvement

Requires 
Improvement

End of life 
care 

Requires 
Improvement

Good Requires 
Improvement

Good Good Requires 
Improvement

Community 
health 
services for 
children, 
young 
people and 
families 

Inadequate Inadequate Requires 
Improvement

Good Requires 
Improvement

Inadequate

Wards for 
people with 
learning 
disabilities of 
autism

Inadequate Requires 
Improvement

Inadequate Good Requires 
Improvement

Inadequate

Community 
mental 
health 
services for 
people with 
learning 
disabilities or 
autism 

Good Good Good Good Not Rated Good
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Acute wards 
for adults of 
working age 
and 
psychiatric 
intensive 
care units

Requires 
Improvement

Requires 
Improvement

Requires 
Improvement

Good Good Requires 
Improvement

Wards for 
older people 
with mental 
health 
problems

Requires 
Improvement

Requires 
Improvement

Requires 
Improvement

Good Good Requires 
Improvement

Adult 
Community 
Mental 
Health 

Good Good Good Good Good Good

Community 
based 
mental 
health 
services for 
older people 

Good Good Requires 
Improvement

Good Good Good

Mental 
health crisis 
services and 
health based 
places of 
safety 

Good Requires 
Improvement

Good Good Good Good

Long stay / 
rehabilitation 
mental 
health wards 
for working 
age adults

Good Requires 
Improvement

Good Good Good Good

Specialist 
community 
mental 
health 
services for 
children and 
young 
people 

Requires 
Improvement

Requires 
Improvement

Requires 
Improvement

Good Requires 
Improvement

Requires 
Improvement

It is important to note that although there were areas for improvement identified, 
there were no enforcement notices served on the trust as part of this inspection.
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2.2 Key Areas for Improvement:  CQC Requirement (or ‘must do’) Actions

Mental Health Services
Action Theme Current progress

Staffing – Out of Hours Medical 
Cover

An analysis of various models to ensure that there was 24 hour on call medical cover was 
completed.
A further discussion with the CQC at the November 2016 engagement meeting identified that this 
action could be regarded as closed, and will be satisfied when the CQC return to re-inspect the 
Trust.

Accommodation: 

(1) Eliminating Mixed Sex 
Accommodation (EMSA).

(2) Safe and Appropriate 
Accommodation.

(1) The bedroom in question on Kentmere is closed, and there are further discussions planned 
with the CCG regarding permanent closure.  The NHS EMSA audit tool is in use across the 
services, completed on a monthly basis.  The policy is currently awaiting ratification at the trust 
policy management groups.

(2) Nurse call alarm bells are currently awaiting to be fitted in the Acorn Unit, which will allow 
patients on the first floor to summon staff if required.

Funds are available to redo the 136 suite at Carleton Clinic, to turn it into a purpose built 
assessment centre.  In the short term the plans are in place to do this, however this will be a 
longer term action until completion.  Estimated completion time April 2017.                                                                      

Patient Records and Care:

(1) Documenting Capacity and 
Consent.

(1) Regular audit plan to be put in place regarding case notes.                                                  
Capacity & Consent documented in patient notes for all activity, with consent form 4 (appendix to 
Capacity & Consent Policy) being completed on admission for everyone who lacks capacity to 
make decisions around their treatment and for those requiring covert medication.

All staff checked for compliance with MCA training.  

Documentation on in patient wards reviewed, standardised and prompts re: capacity & consent 
added.  GP recruitment completed re: physical health care needs on Ruskin wards.
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(2) Maintaining accurate and up to 
date records.

(2)  Effectiveness monitored on a monthly basis by improved care planning and use of outcome 
tools.  

Service wide feedback from service users, carer’s & families now utilised as standard following 
successful pilot.

A CHESS initial care plan has been updated to include capacity & consent and trigger for 
medication scrutiny tool.

Monthly care plan and grist audit in all teams countywide.

Children & Families Services
Action Theme Current Progress
Access to Services – referral to 
treatment times:

Through increasing capacity within the service, the target of 92% access has been achieved.  
Referral to treatment time in community paediatrics is 94.19% for November 2016.  The action has 
been marked for closure.

Patient Records - Care Planning, 
Risk Assessment and timeliness of 
record keeping:

CAMHS Records audit completed 21/07/16. CAMHS record audit full results pending - initial 
results show from April 2016; 23 out of 29 records had a risk assessment (1 record was N/A) = 
79% (CQC visit showed 74%). 
Out of 29 CAMHS records there were 27 which had Care Plans in place = 93% (CQC visit 
showed 70%).

The Rio electronic patient record was only launched 15th March 2016 therefore staff are still 
adjusting to new practices for recording client contacts and assessments.  There is still confusion 
over adding the GRIST paper work to the client RIO record as this is currently accessed remotely 
and updated on iPM so that the adult mental health team can access it (CAMHS out- of-hours).

The records audit tool for the Children and Families Care Group requires further updates to reflect 
the changes from paper to RiO.

All team managers have been sent an email witha criteria for selecting audits within teams and 
that more are needed for the care group.
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The Q&S lead and the Safeguarding Team have held CAMHS engagement sessions across the 
County to further improve identification of risks, care planning and record keeping, including 
feedback on the CAMHS record audit completed in August 2016.  It has been identified that care 
plans completed jointly with clients/ families have required a review of ‘consent’ evidence due to 
the implementation of the EPR RIO earlier this year.  The information governance team are now 
involved and the possibility of electronic signatures are being explored.

Service Provision - Quality 
Information, audit and patient 
feedback:

The Quality and Safety Dashboard project team presented the dashboard tool to the ITM's in 
August, which was signed off for roll out by the care group to teams.  All staff within the care group 
will have access to the information, via their desktop icon.

In the CAMHS service baseline audits have now also been allocated to CAMHS doctors and these 
are being worked on currently:

Baseline audit on attachment now completed by the Quality and Safety Lead and submitted 
to the Clinical Audit and NICE working group.
Baseline audit on eating disorders: allocated and awaited.
Baseline audit on self-harm: allocated and awaited.
Baseline audit on violence and aggression: allocated and awaited.
Baseline audit on challenging behaviour reviewed and added to by the learning 
disabilities team.  Now needs allocation to a CAMHS doctor for completion in respect of 
treatment and medication.
Baseline audit on medicines optimization: started but as yet incomplete.

A complaints dashboard is now in place and available centrally, this enables the timely and 
immediate access to a dashboard which shows the number and type of PALS enquires (24 hour 
response), service complaints (within 5 days) and formal complaints (within 35 days). It can also 
provide themes from complaints to ensure that improvement efforts are focused in these areas 
and services. This dashboard is currently being tested by the central complaints team and a date 
for roll out to teams across the Trust is to be confirmed.

Trustwide (Cross Cutting) Services
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Action Theme Current Progress
Patient Safety – 

(1)  Mental Capacity Act (MCA) / 
Deprivation of Liberty Safeguards 
(DoLS):

(2) Restraint Project:

.

(1)  Audit; led by John Holmes from Audit 1
Last contact with John Holmes was in August. Dave Eldon has sent an e-mail 19/10/2016 to John 
for an update.  John Holmes has all information required awaiting outcome of Audit.
Listening Action Project on Copeland Unit around MCA assessment   - Audit undertaken, results 
to be provided. 
MCA policy and DoLS - contact with Paul O’Donnell about links on Safeguarding Intranet page to 
information
Training:
The Safeguarding team provided some face-to-face training to all frontline practitioners. E-learning 
for MCA was a prerequisite.  Dates in all areas of the county; there were 56 frontline practitioners. 
Feedback has been good. 
As a team we will discuss how we will continue to offer some MCA/DoLS as the level of training 
offered over the last few months is not sustainable. 
Meeting on 25/10/2016 with Debra Walker about Core Skills Mapping; Agreed
MCA/DoLS e-learning will mandatory training for all adult care groups as per Core Skills. 
Compliance figures discussed; Debra is planning to scope required mandatory training for each 
staff group in each care group.
Recording MCA/Best Interests - to discuss at Adult Safeguarding Group on 26/10/2016 about how 
Care Groups are including these in their pathways.  
Meeting with Clare Kenwood to discuss input for Clinicians around MCA assessments
Safeguarding Intranet; will include information on MCA/DoLS with links to relevant sites and 
contacts.

(2)   Meetings have taken place with Senior Clinicians from Edenwood, AQuA Improvement 
Specialist, and the Trust Leads for Restraint Reduction.
Edenwood will be working with AQuA on a project starting in April 2017 for inpatient LD wards 
using the 6 core strategies from Restrain Yourself Project and quality improvement 
methodologies.
In the meantime work is progressing with the roll out of Positive Behavioural Support (PBS) which 
encourages other interventions.  The learning for participants:

 ABC model of understanding behaviour and consider how individual motivation influences 
behaviour.
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 Understand the basic process of assessing behaviour the function of a person’s behaviour 
can be identified. 

 Development of a behaviour support plan.

The overall aim of PBS is to improve a person’s quality of life and is a person-centred way of 
understanding behaviour that challenges.  It provides an overall assessment of the person and 
their situation helps identify the reasons for the behaviour.  The focus is about involving the person 
and everyone in their life is central in PBS.  Using this understanding, a behaviour support plan is 
developed. This looks at ways to help the person learn new skills, prevent behaviour from 
occurring and how to support them when it does.  PBS uses non-aversive and least restrictive 
approaches and is about long-term changes.
Based upon the success of the project CPFT were invited to contribute towards the development 
of DoH national standards around PMVA and restraint.  This work is ongoing and will ensure that 
national standards are in place to provide an overarching framework for the different 
accreditations associated with PMVA.
Training packages for all levels of PMVA have been revised with more focus upon restraint 
reduction and the impact of trauma informed care.  A Trust Restraint Reduction Strategy is being 
developed. The revision has included engagement from patients, carers and staff who have been 
involved with restraints have contributed towards this development.
Incidents are reviewed by the Quality & Safety Leads and debriefs will be used as a tool for 
reflection.
The Trust is working in co-production with a range of professionals to achieve restraint reduction 
and has joined the Restraint Reduction Network which is a working forum aimed at reducing the 
need for restraint in services supporting vulnerable people. The RRN shares learning and best 
practice across sectors.  

Key members of the Trust attended the Restraint Reduction Conference in October where key 
issues pertinent to restraint were discussed but specifically for LD:

 The calm before the storm: Service user experiences of restrictive practices in a secure 
learning disability setting
 Presenting the focus group research and an overview of the themes and the implication 

of these themes for future restrictive practice.
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 Transforming care
 Examining one person’s journey from inpatient in learning disability services to living a 

fulfilling life in their community, highlighting the reduction of restraint and the role of 
good workplace development.

Discussions have started to explore including restraint on the ward dashboard but until such times 
simple approaches such as use of a safety cross in the ward office will be adopted to provide 
visual data. 
In order to bring the strands of restraint reduction together an action plan is being developed to 
support co-production and a collaborative approach throughout the Trust.  Staff who work on other 
MH wards on Carleton Clinic site do respond to the ward alarm system and need to have a 
cohesive knowledge to ensure that the correct approach is utilised in any given area.

Staff Support & Development-

(1) Mandatory Training and 
Appraisal:

(2) Risk Assessment and 
Management:

Appraisal compliance as at 30.10.16:  Appraisals completed in the last 12 months 75%; in the trust 
window 71%. Although the target of 80% has not yet been achieved there will continue to be 
ongoing monitoring to ensure continual improvement.  Mandatory Training - Trust compliance for 
Tier 1 has been above the Trust target of 80% since Nov 15, and at 81.2% as of the end October 
2016. Although the Trust does not have a target for Tier 2, compliance is monitored and has seen 
an gradual increase over the last 12 months with compliance at 69% at the end of October 16. 
Mandatory training compliance continues to be an area of high focus for the Trust and will 
continue to be reviewed monthly to continually improve compliance. Both Mandatory Training and 
Appraisal compliance data is reported to Care Group SMT's , the Performance Group, TMG and 
FIP on a monthly basis in addition to detailed monthly reports about individual staff compliance to 
operational managers.
 
(2) A one day course which includes information on risk management, will be open to all band 6 
and above staff from September 2016. These courses will have availability for 20-25 staff to attend 
and will be scheduled each month. In addition to this the incident and risk team are also provided 
more in depth training on incident and risk management to staff across the county, again these 
sessions will be able every month. The central risk management team also completed training in 
October with our risk management software provider, Ulysses to increase the central team 
knowledge and expertise in terms of the system management requirements for effective risk 
management.
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Policies and Patient Group 
Directions (PGD’s) - 

Stage 1: Expired policies reduced to 33, with 9 expired policies updated during October, meeting 
internal trajectory of a min. 5 expired policies reviewed per month Clinical policy approval group - 
monthly meeting held 2/11 & planned for rest of 2016 - for the review and approval of clinical 
policies.  Stage 2:  Development of system.  June- Dec 2016 timeline, deliverables and current 
status is shown on enclosed document. This is in light of changing Trust priorities and demands 
on resources.

The Patient Group directives part of this action is complete. 

Safeguarding: Safeguarding supervision -Project lead is: Lindsay Wright Q&S lead, safeguarding Oversight by 
Susan Mein, Named Nurse for Safeguarding (Child).  LW met with the audit team on 20/09/16 and 
updated the registered audit on the CEAC system.  Safeguarding audit planned for January 2017.  
Audit tool template to be decided, specific to the evidence required to fulfil the expected outcome.  
Further meeting now planned with LW and the safeguarding team. Safeguarding team and Q&Q 
team have met with the supervisors and have further development sessions planned.
A meeting with the Care Group ITM’s was held on 08/09/16 regarding the safeguarding 
supervisor’s and supervisees’ master listings, including the group (multi-disciplinary) supervision 
arrangements going forward.  The overview of safeguarding supervision will now be held locally 
with each ITM for the staff they hold responsibility for.  Supervision support packs have now been 
created and sent out for circulation and feedback by the safeguarding team. Group supervision to 
commence Jan 2017. All staff requiring 1:1 supervision have now been allocated an individual 
supervisor.
The safeguarding strategy and framework policy have been completed and are now available for 
staff. Procedure guidelines are also nearing completion and will be available on the safeguarding 
intranet.
 

Community Services
Action Theme Current Progress
Staffing – levels and skill mix: Following discussion at the CQC engagement meeting in July 2016, the trust is waiting for further 

clarity over the action related to Community Services.

For inpatient services, this action should be regarded as closed.  
All wards are currently staffed 1:8 and 1:12, with staffing ratios on display in wards.
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Where staffing falls short of the required ratio and where there is clinical evidence (acuity & 
dependency data) to suggest that safety and quality cannot be met, temporary bed closures are in 
place.

There is close monitoring of sickness and absence within the wards, with HR, and also actively 
recruiting to vacancies.  Regular reporting to the Trust Board through monthly Hard Truth report 
which provides evidence of compliance to staffing levels, and exceptions reported.

Risk Assessment and actions are on the trust risk register and are monitored through Network and 
Care Group Governance.  

Patient Care and Safety: Falls Risk and Management Plan (FRAMP) piloted in Ramsey and Langdales Units, and was 
presented to CGCG in July 2016. The FRAMP tool has been piloted and rolled out across all 
Community Hospital and Older Adult MH inpatient units.
The draft Falls Policy was reviewed in October 2016 by the policy management group and subject 
to minor adjustments and discussion with the Specialist Care Group can be ratified in November 
2016.

Service Provision: Quality and Safety Dashboards were rolled out during late Summer and Autumn 2016 to all 
Inpatient and Community based services.  These have been developed alongside the care 
groups, including measures of quality and safety.

There has also been the appointment of an interim Quality and Safety lead, to support the care 
group in embedding of quality and safety measures, and enabling a process of spot checks to 
commence.

Medicines Management: To date 43 % Community wards have returned medicines management audit action plans, 0 MH 
wards have returned these. Wards will be followed up and Care groups informed. No progress on 
ward monthly medicines checklists and Q&S dashboard - need to consult care groups. 
Policy position still as October 2016.   Medicines policy to be reviewed and updated for MMC 
meeting in December 2016. Draft Trust guidance FP10s attached-final version to go to MMC 
December 2016. Transcribing policy review being led by Val Provan - most recent meeting held on 
18/10/2016 -decision from meeting for H Huck and A Brittlebank to send communication to all staff 
reminding of professional conduct regarding transcribing and when this must not be done. Further 
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work needed on when transcribing is allowed and guidance to be written- for either December or 
February MMC. Other Medicines policies for approval to MMC in December 2016: Medication In 
Possession in Prison Policy (revision), Controlled Drugs Policy, Awaiting update on Insulin policy 
from diabetes team.  
Quality and safety nursing leads are conducting spot checks on all community services inpatient 
units. Compliance with medicines policy has been a regular agenda item at Community services 
inpatient managers meetings to ensure awareness of requirements with managers.

Specialist Services
Action Theme Current Progress
Medicines Management: The Specialist Palliative Care team will ensure that the Medicines Policy is adhered to in relation 

to the safe storage, security, recording and administration of medicines.  The supply of medication 
to the Loweswater Suite/Copeland Unit has changed from NCUHT to Lloyds Pharmacy in Carlisle; 
this has led to some supply and storage issues, as a result of the distance of the supplier. There is 
also a lack of pharmacy input into the unit.  This along with specific issues relating to Loweswater 
Suite have been escalated to the Specialist Palliative Care Medicines Management Group, Helen 
Huck (Head of Pharmacy) is investigating, actioning and reporting into the Medicines Management 
Group as a result of this.

We have plans in place to meet up with the senior management team within the Community Care 
Group to discuss ways of working and systems of work and how we can work more collaboratively 
across the care groups. Medicines Management Audit to be undertaken by the Community Care 
Group to provide assurance to the Specialist Palliative Care Team. Minutes/Action Log from the 
Medicines Management Group. We will continue to monitor the level of incidents that occur in 
relation to this and it has also been logged as a risk on Ulysses and will be updated as we make 
progress
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3.  CQC REGULATION AND ACTIVITY

3.1 CPFT Re-inspection and Future Activity

The Trust were informed by the CQC that they would be using the period between 
September 2016 and 31st March 2017 to re-inspect Trusts and Services, where they 
received an inadequate or requires improvement rating, following their 
comprehensive inspection.  However at subsequent monthly engagement meetings, 
we were later told that they would not inspect until early 2017.
On the 11th & 20th October 2016 – the CQC conducted an unannounced inspection 
on Edenwood, as part of the re-inspection process.
Inspectors spoke with staff and patients, observed care, and reviewed a range of 
patient and service records.
The Trust are currently awaiting formal feedback on the visits however initial verbal 
feedback to Ward Management on the day was generally positive.  
Some key points of feedback: 
Evidence of client involvement in care records, evidence of regular reviews and 
MDTs; Patients communications needs being met and pictorial evidence; 
Acknowledged the investment in staff training.
A few points were raised for the service to explore further:
There were two care plans which had the clients incorrect legal MHA status on; 
There was a feeling from some staff of a disconnect between them and Senior 
Management; Attendance at team meetings was poor.
The CQC are working towards their new inspection framework, that commences in 
April 2017, however acknowledged that they need to re-inspect the Trust, especially 
around the services that received inadequate and requires improvement ratings first.  
They are further developing how they intend to do this.
The CQC intend to use our submitted action logs and evidence to help focus their re-
inspection activity, and have indicated that the new framework will involve a greater 
use of data to help inform their future inspection activity and regulation.
We will continue to liaise with the CQC around these plans going forwards.

3.2 CQC Investigation of Deaths Review

In August 2016 the Trust received the planned visit by the CQC to review how 
deaths are investigated in mental health and learning disability services.  The 
published report is expected by the end of 2016. 

3.3 CQC Action Log Monitoring

It was requested by the CQC that we send the CQC a copy of our updated 
requirement notice, or ‘must do’ action log, each month.  CQC have stated that they 
are going to use this to start to monitor our progress against specific actions within 
the log, and to provide them with assurance that actions are being met as per 
timescales. They have indicated that they will be using the actions logs (and any 
associated evidence they request going forwards), to assist them in how they will 
then approach the re-inspection of services.
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Internally within CPFT, the action logs are monitored on a regular basis.  Bi-monthly 
meetings are held with action owners (care group and support services), chaired by 
the Interim Director of Quality and Nursing.  There is monthly reporting to Trust Wide 
Clinical Governance and Quality and Safety Committee, and quarterly updates 
provided to the Board.

4. NEXT STEPS

 To continue with the monitoring of the action logs through the bi-monthly 
meetings with action owners..

 Regular monthly updates to continue to Trust Wide Governance Group, and 
the Quality and Safety Committee, and quarterly updates provided to the 
Board.

 We will continue to meet with the CQC on a monthly basis and provide 
updates on the actions and associated improvement plans.

 CQC are undertaking joint inspections with Ofsted, of local areas (i.e. 
Cumbria) of children and young people (0-25yrs) who have special needs, 
education and / or disabilities (SEND).  All local areas will be inspected, with 
priority based on risk.  These can take place over the next 5 years, with the 
programme beginning in May 2016, and are being led by the local area.  Joint 
meetings / work is underway to prepare for the inspections.

 Following the release of the new CQC strategy documents, the trust need to 
be prepared from April 2017 for the new inspection process, which will be 
more focussed (well led and at least one core service line inspected) and 
frequent (annually).  The CQC will also expect trusts to complete an annual 
report, however indicators still need to be developed / confirmed.
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